ARIZONA BOARD OF MEDICAL EXAMINERS ¢

2001 West Camelback Rdad, Suite 300
Phoenix, Arizona 85015
A.C (602) 255-3751

APPLICATION FOR A LICENSE
TO PRACTICE MEDICINE
THROUGH
ENDORSEMENT

FOR BOARD USE FEB 2 8 1989

DO NOT USE THIS SPACE

BOMEX
MAR g 1989

ALL FORMS PROVIDED MUST BE COMPLETED BY THE APPROPRIATE AGENCY AND RETURNED DIRECTLY TO THiIS BOARD

INFORMATION

All candidates shall provide satisfactory evidence that

1.

2
3

4

He possesses a good moral and professional reputation

He 1s physically and mentally able to engage safely in the practice of medicine.

He has not been found guilty of any act of unprofessional conduct; medical incompetency, or mentally or physically unable to engage
safely in the practice of medicine

He has not had disciphnary action taken against him by any other state, territory, district or country for reasons relating to his ability
to engage safely and skillfully in the practice of medicine.

NOTE: Applications are processed on a first-come first-served basis; the processing of a routine application can take 14 to 18 weeks.

Applications not fully complete within one year from date of receipt, including participation in an oral examination, if applicable, are
considered withdrawn. )

APPLICATION INSTRUCTIONS
(Read Carefully)

In addition to the appropriate completion of the applicable sections of this application; the applicant will submut the following:

1.

Evidence of name and date of birth (a) a photocopy of birth certificate, or (b) an original Certificate of Naturalization; or (c) other
documentary evidence for consideration (Visa, green card, Passport, etc )

. Certified evidence of any legal name changes other than that shown on certificates filed in accordance with paragraph 1 above, (e g,

marriage certificate)
Photocopy of M.D Degree Diploma, OR M B, B.S Degree Diploma for foreign graduates
Photocopy of the DD 214 Form of release from the U S. mihitary or public health service OR, if currently serving, have attached

herewith a letter from any Commanding Officer setting forth the dates of active duty, assignments, and anticipated date of release
from active duty -

Photocopies of any certificates awarded by any of the American medical specialty boards

Photocopies of all certificates awarded upon completion of any internship, residency, fellowship or other post-graduate medical
education undertaken in Umted States or Canadian hospitals, OR letters of certification of partial; past, or current training.

The name and address of all of the following

(a) The secretary of the county medical society where you practiced for the three years prior to filing this application, and

(b) All of your hospital affiliations for the five years prior to filing this application and the Chief of Staff or Chief of Service for each
A statement of your exact whereabouts and nature of practice from date of graduation from medical school to the present, with
specific month and year listed for each location No period unaccounted for 1s allowed



R
. L]

9 Cashier’s Check or Money Order in U.S. Funds (personal‘checkﬁ not accepted), covering the statutory fee of $450 00 There are no
refunds !

10 Applicants, whose written examination, FLEX examination, National Board of Medical Examiners (NBME) or Licensing Medical
Council of Canada (LMCC) certificates, upon which endorsement 1s sought was received more than fifteen years preceding the filing
of this application, are required to submut to oral examination in their specialty field of practice

Il Credentials submutted 1n foreign languages shall have affixed thereto a certified translation into English

12 Separated or Mutilated Afppllcauons are not acceptable and will requure refiling.

13 Requests for exemptions or watvers of any portion of this application will be denied and will delay your consideration for licensure

14 NOTE: Allcredentials submitted must remain the property of the Arizona Board of Medical Examiners and NONE will be returned

except onginal Certificates of Naturalization or the applicant’s triplicate copy of Declaration of Intention

15 Photocopies shall not exceed 8'4 mches by 11 mches n size

|

 UNITED STATES OR CANADIAN MEDICAL SCHOOL GRADUATES
Graduates of medical schools located 1n the United States or Canada which were approved by the Council on Medical Education of the
American Medical Assocnatlop, the Canadian Medical Council, or the Association of American Medical Colleges, will forward forms
numbered I, 11, and III to the appropriate agency with the request that they be completed and returned directly to the Arizona Board of
Medical Examiners

'

ALL OTHER MEDICAL SCHOOL GRADUATES

Graduates of medical schools:located outside the United States or Canada will forward Forms numbered I, I, II, and IV as may be
applicable, to the appropriate agency with the request that they be completed and returned to the Arizona Board of Medical Examiners

Note  Applications will not be processed nor considered until ALL required forms are completed and returned directly to the Arizona
address provided. !

i APPLICATION
(To be completed, signed by applicant and notanzed. All questions MUST be answered completely )

| Present Legal Name ® Vatsor, Edward Ray
PRINT OR TYPE {Last) (First) (M:ddle)

(a) Other names used Social Security No

2 Address Residence
(Z1p Code (Phone)

. -
Office 400 W. Main St. Suite 200  Aspen, CO. 81611

NoO Street (City) (State) (Zip Code) (Phone
s cuy and siaie o e || R - v =0 vesr o -

4  Inwhatstates or provinces have you applied for or been granted license or registration? If more than two, attach separate listing If
license not 1ssued, so state

(a) Florida 1li 035674
(Speaity State Board) (Date of Application) (Result) (Ceruficate No )
Original license based on National Boards
(Date Issued) (Specify if by Written Examination or on Credentials)
(b) Colorado 7/87 granted #28473
(Specify State Board) (Date of Apphcation) (Result) (Certificate No )
Oct. 8th, 1987 Credentials
(Date Issued) (Specify if by Written Examination or on Credentials)

5 Have you ever had an application for a license to practice medicine denied or

rejected by another state/province licensing Board? NO

(Answcr)

6 Have any ac{\icc»)ns. restrictions, or hmitations ever been imposed on you while participating in any type of training program?

(Answer)
7 Have you ever been charged with a violation of any statute, rule or regulation of NO
any domestic or foreign governmental agency?
(Answer)
8 Has there been any action inittiated against you by or through any medical board
or association? NO
(Answer)

9 Have you ever had a medical license revoked; suspended, limited; restricted,
placed on probation, voluntarily surrendered or cancelled during an investigation
orin lieu of disciplinary action, or entered into a consent agreement or stipulation? NO

(Answer)




>

10. Have you ever had hospital privileges revoked; denied; suspended or restricted m
any way?
. (Answer)
11. Have you ever been involved 1in any malpractice matter which resulted in a
settlement or judgement against you 1n excess of $20,0007 — — N((/)\ )
NSWET,
12. Have you ever been convicted of Medicare or Medicaid fraud, received sanctions,
including restriction, suspension or removal from practice imposed by an agency of
the federal government? NO
{Answer)
13. Have you ever had your ability to prescribe, dispense or administer medications e
himited, restricted, modified, denied, surrendered or revoked by a federal or state

agency? NO

14 Have you ever been treated for the use of or misuse of any chemical substance or
substances?

15. Have you ever been a patient in a mental or other institution of confinement, or
have you ever been treated or received medication for a mental condition?

16 Are you suffering from any ailment communicable to others?

Note In the event the response to any of the questions numbered 5 through 16 1s YES, the applicant will file with the application a
detailed report concerning the above matters, including, any charge, date of such charge, the complete name and address of all
bodies of junisdiction, the results of any hearings, and the disposition of such charge(s) Provide the name and address of
apphcant’s insurance carrier and the name and address of patient’sattorney IN ADDITION, the applicant must provide that
certified photocopy(ies) of any hearings, settlements or judgements be submitted to this Board

17 Are you presently in good physical and mental health?

(If NO, applicant shall file with this application, a detailed statement of his health, diagnosis and prognosis, supported by report of his

attending physician.)

18 Enter your height here __6"'2"  weight 180 colorofeyes__BL___ colorofhar _BR
19 List Internships, Residency and Fellowship training — chronologically showing mnstitution, address and type of program, and dates
Attach separate hsting 1if needed.
Internship- University of Miami-Jackson Memorial Medical Center
Dept. of Obstetrics & Gynecology 1978-1979
Residency- University of Miami-Jackson Memorial Medical Center
_Dept. of Obstetrics & Gynecology 1979-1982
20 Are you American Board certified? YES SpecialtyAmer, Board OB-GYN
21 Have you completed the educational requirements for any of the American medical specialty boards? If so, which? _QB_GVYN
22. Exact whereabouts and nature of practice from date of graduation from medical school to the present, with specific MONTH
and YEAR listed for each. No period unaccounted for 1s allowed. Attach separate listing if needed.
At Residency _Miami FL from 06/1978 to —Q7/1982
City < State i 4
At ice Miami Bea¢bm _07/1982 to _05/1988
Cuty State
At Priv. Practice Aspen, CO from _06/1988 to Present
City State
At from to —
City State
At from to
City State
23 In the event you are successful in obtaining a license to practice medicine by this application, have you selected a location?
Where? _Tuscon

Solo or 1n Association with? __Univ. of Arizona _

24 What is your intended specialty practice? __Gynecology with possible Gynecological US Fellow
25. What branch of the United States Armed Forces have you served with, if any, including USPHS? None
Active duty? From to

Month and Year Month and Year



STATE OF Co lora@o M v R

. L S8 ?
County of Pitkin !
The applicant : Edward R. Watson M.D.

(PRINT OR TYPE) (Name 1n Full)

being first duly sworn upon his oath deposes and says that he is the person herein named subscribing to this application; that he has read
the complete application, knows the full content thereof, and declares that all of the information contained herein and evidence or other
credentials submitted herew1th are true and correct; that he 1s the lawful holder of the degree of Doctor of Medicine as prescribed by this
application, that the same was procured 1n the regular course of instruction and examination, and that it, together with all the credentials
submutted, were procured without fraud or misrepresentation or any mistake of which the applicant 1s aware and that the applicant 1s 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 agencies (local, state, federal
or foreign) to release to the Arizona Board of Medical Examiners or its successors any information, files or records requested by that Board
in connection 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 safely engage in the practice of medicine I further authorize the Arizona Board of
Medical Examiners or its successors to release to the organizations, individuals or groups listed above any information which 1s matenial to
this application or any subsequent licensure. I further acknowledge that falsification or misrepresentation of any item or response on this
application 1s adequate to deny the same onto hold a hearjng to revoke the same, if issued

Signature of Applicant 77 ,M.D

[
(NOTARIAL SEAL)

N o
Subscribed and sworn to before me this q/ day of m&)ﬂlﬁ’\ 19? /

Notary Signature ?'{M &Aﬁ”‘ My Commission expires —jUM U, (Ofci X

(Notary Public)

BOMEX
MAR ¢ 1989

FOR OFFICE USE ONLY

Application Rec’d 19 Application Processed by @7&
Application Completed 5,///’?‘ 19 %7 Application Checked by LR .
Form No I Rec'd :}/01() 19 87 Application Approved s /5 19 L7
Form No II Rec'd 3/10 19 87 By A ounl oninuisad . 20
Form No Il Recd ___ 3~ 15 19 _£P License Issued Mi 19&
Form No III Rec'd /// /1 19 License No / J’ A /
Form No III Rec'd /V,/ A4 19
Form No IV Rec'd /\//ﬁ 19
Investigation Completed 19
Application withdrawn
(Date)
Refund must be claimed by
(Date)

Warrants 1ssued

(Numbers and Dates)

Warrants mailed

(Date)

Warrants cashed

(Date)
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EDWARD R. WAaTSON, M.D., F.A.C.0.G.

DIPLOMAT, AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY
FELLOW, AMERICAN COLLEGE OF OBSTETRICIANS AND GYNECOLOGISTS

POST OFFICE BOX F-3
ASPEN, COLORADO 81612
(303)920-4521

(303) 925-8063

Board of Medical Examiner's
State of Arizona

To whom it may concern,

As requested the name and address of the secretary of my
county medical society is listed below.

Dolores M. Bennett

Secretary Western Slope Medical Societies
1120 Wellington, Suite 206

Grand Junction, CO 81501

(303) 243-2808

If further information is needed please do not hesitate
to contact me at the above address.

Sincerely,

A

Edward R. Watson M.D.

HOSPITAL AFFILIATION:

'/MOUNT SINAI MEDICAL CENTER, MIAMI BEACH, FL  5/s/89
7 7

PARKWAY REGIONAL MEDICAL CENTER, MIAMI, FL a2/20/ €9
, [

«/ASPEN VALLEY HOSPITAL, ASPEN, CO 3}}0/ %?
) i

BOMEX
MAR g 1989



[N hl‘(*‘

é*;«u LA

AND OBSTETRICAL‘
AMERICAN MEDICAL ASSOCIATION
AMERICAN COLLEGE OF OBSTETRICIANS AND GYNECOLOGISTS
ASSOCIATION OF PROFESSORS OF GYNECOLOGY-OBSTETRICS
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AND GYNECOLOGY, INC. HE HAS THEREBY DEMONSTRATED TO THE SATISFACTION OF THIS BOARD THAT AR 9 ige?
HE IS POSSESSED OF SPECIAL KNOWLEDGE, AND BY THE AWARD OF THIS DIPLOMA HIS PROFICIENCY
IN THE SPECIALTY OF OBSTETRICS AND GYNECOLOGY IS RECOGNIZED, AND HE IS AN ACKNOWLEDGED,
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Faward M. Watson, M.D.
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FORMI

MEDICAL COLLEGE CERTIFICATION

In applying for a license to practice medicine in Arizona, the Medical Board requires this form to be completed by the medical school
granting the medical degree. This is your authority to release any information in your files of record, favorable or otherwise, DIRECT
TO THE BOARD OF MEDICAL EXAMINERS, STATE OF ARIZONA,2001 WEST CAMELBACK ROAD, SUITE 300

:jz;éi;225f555Zd
< s Ld I)

Name: Edward R. Watson

» M.D.

L T LT D T T L T T Lt L L L L E T L T T T L

(DO NOT DETACH)

(This section with a current photograph of the applicant shall be forwarded to and completed by an officer of the medical school
granting the medical degree. - . 3

This is tocertifytﬁat Edward R. Watson

(Full Name of Student)
whose photograph is attached hereto, was granted the degree of Doctor of Medicine by
The University of Oklahoma School of Medicine on _June 4th 1978 ,
{Full Name of School or College of Medicine as it appears on the Applicant’s Medical degree diploma)
that the date of his/her matriculation in medical school was August , 19 ’3 ; and that he/she attended

all required

al_lreﬂ.lir teuSH courses of medical lectures comprising months each as verified by the attached certified copy of

{(Number) (Number)
his/her transcripts.

No
1. Was applicant ever required to repeat any segment of training? — _______ If YES, which part(s)?
2. Was applicant ever placed on probation, restricted or limited? _No _ I¥YES, please attach written explanation.
3. Was there any reason not to continue applicant in the training program? _No __ IfYES, please attach written explanation.

4. Wasapplicant ever known to use or misuse any chemical substance or substances which required treatment or counseling]
If YES, please attach written explanation.

J: icant ever known to suffer from any mental health disorders which required treatment, counseling or medications?
YES, please attach written explanation.

6. Wereapplicant’s evaluations in every category rated satisfactory and/orabove? _Yes KN O, please attach certified photocopy
of evaluation, together with written explanation.

Signed /l/ M&L\ .Z /T/M , M.D.

Nancy K. ‘i(all, Ph.D.
Dean AQsociate Dean for Admissions and Students

g;z:::;?; £ University of Oklahoma College of Medicine (SEAL OF COLLEGE) .
Registrar Date March 16, , 19 .
Address: __P-0. Box 26301 Oklahoma City, OK 73190 L,
Please return completed form ’ DIRECT to: /V .

Arizona Board of Medical Examiners, 200 1W. Camelback Rd., Suite 300Phoenix, Arizona 85015 4@9 0
Revised 11/87



for completion of this form and is
;nd forwarded to the Arizona Board

of Medical EXANIIICTS Uoiviy any wpp——---- 2y be considered.




The applicant must assume the responsibility for completion of this form and is
forewarned that it must be fully completed and forwarded to the Arizona Board
of Medical Examiners before any application may be considered.
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POSTGRADUATE TRAINING CERTIFICATION
TO WHOM IT MAY CONCERN:

In applying for a license to practice medicine in Arizona, the Medical Board requires this form to be completed by each hospital
wherein I participated in an approved post-graduate training program in the United States or Canada. This is your authority to release
any information n your files of record, favorable or otherwise, DIRECT TO THE BOARD OF MEDICAL EXAMINERS, STATE
OF ARIZONA, 2001 WEST CAMELBACK ROAD, SUITE 300, PHOENIX, ARIZONA 85015 Your early response will be

appreciated. W m/L—/

Name: Edward R. WAtson . M.D.

, M.D.

Address’

Date: 2/7 / ﬁ o
/7

{(City and State)

(DO NOT DETACH)

(This section to be completed by the office of the Administrator of the institution or program wherein the applicant satisfactorily
completed a program of approved post-graduate training in the United States or Canada.)

Ths 1s to certify that Edward R. Watson , M D, undertook and
(Name of Applicant in Full)

satisfactorily completed a full term approved program of 48 months in the; Univ. of Miami
(Number) (Full Name and Complete Address of Hosputal)

Jackson Memorial Hospital P.0. BOX 016960, MIiami, FL. 33101

1n the field of Obstetrics & Gynecology from _June 1978 to July 1982
(Date) (Date)

and that said program was approved for post graduate training during that period by the Council on Medical Education and
Hospitals of the American ‘Medical Association, or the Canadian Medical Association. YES __X NO

| Was applicant ever required to repeat any segment of traiing? __No.___ If YES, which part(s)?

2 Was applicant ever placed on probation, restricted or hmited? _Na . If YES, please attach written explanation.

3 Was there any reason not to continue applicant in the traming program? Na_ __ If YES, please attach wrnitten
explanation

Was applic own to use or misuse any chemical substance or substances which required treatment or
counselling If YES, please attach written explanation. <

“Hn
5 ant ever known to suffer from any mental health disorders which required treatment (%tylselhng‘zﬂf
If YES, please attach written explanation. S.

/—\0 /:9(?
6 Wereapplicant’s evalua 10N 1n e\/ ery category rated satisfactory and/orabove? __Y€S ___ IfNO, please attach ceruﬁh%
photocopy of evaluatio together,,uh wrmen explanation.

Signed

WiTTiam A Tittle, M.D: (SEAL OF HOSPITAL)

Chief of Service (So indicate, 1f none)
Title

1611 N. W. 12 Ave.
Address Migmi_ Fl, 33175 Date \3j//§3 , 19_@22

Tty
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NATIONAL BOARD OF MEDICAL EXAMINERS® * 3930 CHESTNUT STREET, PHILADELPHIA PA 19104
ENDORSEMENT OF CERTIFICATION

NATIONAL BOARD OF MEDICAL EXAMINERS
OF THE
UNITED STATES OF AMERICA

Eaward Re Watsony MsDe
having satisfied all the requirements and having successfully passed the examinations is hereby
declared a Diplomate of the National Board of Medical Examiners.

Attest WILLIAY Be HOLUENs rMeDe

Chairman of the Board

SEAL EUITHE Je LEVITy MeDs
Philadelphia, Pa President of the Board

J7/02/7/79 Certificate # 174882

It 1s certified that the above I1s a facsimile of the Diplomate Certificate which has been or will be* awarded to the

physician named above, who graduated from U OKL i MEOICINE
in JUNE 1970 and whose birth date is his physician has successfully completed
all examinations required for certification by the National Board of Medical Examiners The scores obtained by

this physician upon which his/her certification is based are as follows.

Standard Scale
Score Score

PART | passed 059/76
Anatomy 405 75
Physiology 530 82
Biochemistry 590 86
Pathology 585 86
Microbiology 530 g2
Pharmacology 540 83
Behavioral Sciences 585 86
TOTAL TEST (Minimum Passing Score 380/75 545 83
PART |l passed 04778
Internal Medicine ?’?0 76
Surgery 375 76
Obstetrics and Gynecology 460 80
Public Health and Preventive Medicine 475 8i
Pediatrics 430 79
Psychiatry 380 76
TOTAL TEST (Minimum Passing Score 290/75 395 g
PART |11 passed 03/79
A General Test of Clinical Competence 3 o
TOTAL TEST (Mintimum Passing Score 290/75 400 7805
GENERAL AVERAGE (Parts, 1,11, and 111 Scale Score) 7768

*For those individuals who have not yet satisfactorily completed one full year of post-M D. training the date shown
on the facsimile is the date which has been certified by the physician’s residency program director as the date on
which this requirement for certification by the National Board will be fulfilled and such certification will be

Secretary for Certification
03/06/89
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BOARD OF MEDICAL EXAMINERS OF THE STATE OF ARIZONA
SATISFACTION OF REQUIREMENTS SUMMARY

~__ ENDORSEMENT

APPLICATION Received March 9, 1989
/

NAME IN FULL ¢

Current Address

“7303) 920-4521

Telephone
(Qffice)y~
| (City) (State) (Country)
CITIZENSHIP Check One: £l Native [J Naturalized Declared Intention On
A University of Oklahoma College of Medicine Oklahoma City, OK 039-01
MEDICAL (Full Name and Location of Medical School)
EDUCATION “l M.D. Awarded: June 4, 1978 Proof Received: 3/20/89 & Approved
ECFMG Certificate No. Dated: Proof Received:
| Jackson Memorial Hospital
Form III/Photoi{in OBG for 48 months at Miami, FL
(Field of Tramning) (Name of Institution)
| From July 1, 1978 to  June 30, 1982
POSTGRADUATE In for months at
(Field of Traiming) (Name of Institution)
From to
In for months at
(Field of Training) (Name of Institution)
TRAINING From to
In ] for _months at
(Field of Training) (Name of Institution)
From to
In for months at
(Field of Training) (Name of Institution)
N From to
| of” 0BG (30) Certificate No. Issued 12/7/84
A%‘gl‘:g:l‘;N “ (Specialty)
Of Certificate No. Issued
photo (Specialty)
PRACTICE _Eield of GYN
] (Current)
Form II JEndorsement through  National Board sNo. 174882 sIssued  7/2/79 W/E
- (Certificate) (Date)
o Florida#035674, 10/9/79 ;I IW/E  [X]  Reciprocity With National Board
~A4n_Lolorado B 3 eciprocity vvi ationa oar
Hi Colorado#28473, 10/8/87 [ IW/E__[X] _ Reciprocity With National Board
LICENSES In sLIW/E [ 1 Reciprocity With )
In sE ITW/E [ 1 Reciprocity With
In _ [ IW/E [ ] Reciprocity With
In s TW/E [ ]  Reciprocity With
In ;I TW/E [ 1  Reciprocity With
In ;[ 1 W/E [ 1 Reciprocity With
In 5[ TW/E [ 1  Reciprocity With

(TUMBLE)



U.S. MILITARY

V/S{rved in NONE

OR PUBLIC From fo
HEALTH SERVICE Honorable Discharge Recei\(/eB(rianCh) Discharge Rank
AT Miami(residency)FL From July 1 19 78to June 30 19 82
eAIn _Miami Beach, FL From July 19 82to May 19 88
k’( Aspen, CO From June 19 88to Date 19 89
In From 19 to 19
In From 19 to 19
In From 19 to 19
PREVIOUS In From 19 to 19
PRACTICE In From 19 to 19
In From 19 to 19
In From 19 to 19
In From 19 to 19
In From 19 to 19
In From 19 to 19
In From 19  to 19
FEES Temporary $ Receipt # Examination $ Receipt #
Locum — —
Tenens $ Receipt # Endorsement$ 450,00 Receipt# A 029121
MMMA Approval 3/10/89, record clear, N/D
JG1orado  Board Approval 3/14/89, cert.#28473, iss.10/8/87, End., current, N/D
/Ff)rida Board Approval 3/14/89, cert.#035674, iss.10/9/79, End., current, N/D
V’{ed State Board Approval 3/17/89, Record Clear, N/D
Board Approval
Board Approval
INVESTIGATION Board Approval
Board Approval
Board Approval
Board Approval
Board Approval
Ass’n Approval
Ass’'n Approval
Ass’n Approval ~
INTENDED
LOCATION

Tucson (Univ. of Arizona)

ct

3/14/89 3//&%07
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. BOARD OF MEDICAL EXAMIN& OF THE STATE OF ARIZONA

Certified Mail/Return Receipt Requested

Date:  June 2, 1989

Re: License through Endorsement

Edward Ray Watson, M.D.

Dear Doctor:

Congratulations! Your certificate to practice medicine in Arizona, License

No. 18821  issued on JUNE 2, 1989 is enclosed with your pocket
registration card for the current year.

Please be advised that annual reregistration is mandatory on a calendar-year
basis, with notices generally being mailed to your address of record on or
about November 1 of each year. Failure to reregister will result in
statutory expiration of your license. It is your responsibility to keep us
informed of address changes. Please note that Arizona Revised Statutes
§32-1435(B) provides that:

"Bach person holding a current license to practice medicine in
this state shall promptly and in writing inform the board of his
current residence and office address and of each change in his
residence and office address that may later occur.!

1626-652 (208) ‘G108 BUOZUY 'XIUBOU 'LOY 3UNG HOBQIDWED ISIM 0661

It is also the responsibility of all licentiates in practice in Arizona to
report directly to the Board of Medical Examiners any misconduct,
unprofessional conduct or medical incompetence on the part of your
colleagues which may come to your attention., Failure to do so is actionable
against your license to practice medicine. (A.R.S. §32-1451(4a).

You will receive a copy of the Arizona State Medical Directory published
yearly by the Board which contains the Arizona Medical Practice Act. We
suggest that you familiarize yourself with such prior to establishing your
practice in Arizona.

Enclased for your information is that part of the Arizona Medical Practice
Act which relates to Unprofessional Conduct, together with Continuing
Medical Education information for annual reregistration and Prescription
Form requirements.

Please feel free to contact this office at any time should you have any
questions.

Cordially,

BOARD OF MEDICAL EXAMINERS
;2% STATE OF ARIZONA

& f’
f CV" ;}J‘ ~” [ ' J
e
DOUGLAS N. CER(

'pr
Executive Director

DNC/ce
Enclosures: 4



@ SENDER Complete items 1 and 2 when additional services are desired, and complete items

Put your address in the “RETURN TO'" Space on the reverse side. Failure to do this will prevent this
card from being returned to you. The return re cel t fee will provide you the name of the person delivered
to and the date of delivery For additional fees the following services are available. Consult postmaster
for'fees and check box(es) for additional servnce(sl requested

[0 Show to whom delivered, date, and addressee's address. 2 0 Restncted Delivery

i (Extra charge) s (Extra charge)

3 Article Addressed to: - 4. Article Number /

Dy o0 R Loitron, iy b2 a L7

Type of Service:
Registered D fnsured
Certified [ con

f Return Roceipt
L] Express Mal 0 for Merchandise

Always obtain signature of addressee
or agent an_d DATE DELIVERED

8 Addresske’s Address (ONLY if
regwﬁjge%a}(pf,&g{
g\r\ra;re — Agent i,@ 00 ‘ﬂ“
J"

5' Signature — Address

=)
g e 1o ) oS Gy \ =2
7 Date of Dglivery =g R
PS Form 3811, Mar 1988  # U,8.G.P.0. 1988~212-865 DOMESTIC RETURN RECEIPT
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As soon as you know your new address, mail this card to all the people,
businesses, and publications who send you mail.

For publications, tape an old address label over name and oid address sections

and complete new address. |

vl 2cligind 2. Watson pr)-(/882/)

No and Street ’/\\lgt /Suite {PO Box RR No ngral Box
8l Y00 W Maue St 3
g§ C"57/ M ’ Bt ZIP Code ‘
| Agpon o \freres |
No and Street AgUSUIte Pc; Bo|x F; R I:J-'.yl ] ﬁg;al B'ox
s 8| /1792 Plerhelsdone &
z 3 [y Q[ @ s%e 33(/ /ZleCode :
< é;/ 2:2! vl e ;
(;{ks (2 / (Y ALY ST ‘
si Signature Datenewaddres‘s»m;ffec; A.cz:lqr;tCNo: IY)‘ 1’
ign g . |
= g e V) A |
{

PS Form 3576, Apr 1986 RECEIVER Be sure to record the above new address book at home or office
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. BOARD OF MEDICAL EXAM.RS OF THE STATE OF ARIZONA BB

DATE:  May 15, 1989

Edward Rav Watson, M.D. -

Re: License through Endorsement

Dear Doctor:

The Board of Medical Examiners, State of Arizona, is pleased to inform you
that your application and credentials for a license to practice medicine in
the State of Arizona has been approved.

Arizona Statutes provide for an initial registration of each licentiate and
the certificate of license may not be issued until this is in hand.

Please complete the enclosed card and return it to the Arizona Board of

Medical Examiners, 2001 West Camelback Road, Suite 300, Phoenix, Arizona 85015.
The card must be in hand by Thursday of each week in order for your license to
be issued the following day. DO NOT COMMENCE PRACTICE IN ARIZONA UNTIL A LICENSE
NUMBER HAS BEEN ASSIGNED.

The Board publishes an annual directory of all its licentiates, which is
distributed about October of each year. Information for this publication is

taken from the registration card which you complete. Home addresses and telephone
numbers are not published, UNLESS THIS IS THE ONLY ADDRESS WHICH YOU PROVIDE.

The cut-off date for address changes for the directory is July 31 of each year.
If you anticipate a move before that date, please indicate your new address(es)
with the effective date as well as your current address(es).

Thank you for your cooperation.
Cordially,
BOARD OF MEDICAL EXAMINERS

STATE OF ARIZONA

Licensing Department
Encs. 3
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Dear Sir:

‘ .t UJA,J«)()U, E(ﬁwim&‘

In applying for a license to practice medicine in Arizona, the Medical Board requires

this form to be completed by the Medical Staff Office in each hospital where I have

held privileges, consultation or teaching appointments during the five years preceding

my application. This is your authority to release any information in your files
of record, favorable or otherwise, DIRECT to the BOARD OF MEDICAL EXAMINERS, STATE
OF ARIZONA, 2001 WEST CAMELBACK ROAD, SUITE 300, PHOENIX, ARIZONA 85015. » Your
early response will be appreciated.

NAME: Edward R. Watson M.D. sM.D. L LA sM.D.
(Signature)
Address:
LB B L B B B B B B BB B B B B BB B B R L] l.'etl:kg?....(;?pﬁth;OOOCOOl..l...“l'.ll.
(DO NOT DETACH)
1. What privileges were extended to the applicant? Obstetrics & Gynecology
2, For how long? 1982-1988
3. Were any limitations imposed on such privileges? NO
If YES, please explain.
4. Were staff privileges ever removed or restricted? NO
If YES, please explain.
Derogatory Information, if any
Names of other hospital affiliations, if known:
(LIST NAME, CITY AND STATE)
Comments, if any:
Director, Medical Staff:
Hospital Name: Mount Sinai Medical Center
Address: 4300 Alton Road City and State Miami Beach, FL 33139
Date: Mav 8. 1989 Signature: (7 \\ ' pin
% (WQTTEN)
g Lipianin
NTIIPED OR PRINTED)
Reverse side may be used for
additional space if needed STAMP OR SEAL OF HOSPITAL
(If no seal, please indicate)
N
. X o
. iy )
' S
E " s
£

, & £



" OF GREATER MIAMI

March 2, 1989

Board of Medical Examiners
P.O. BOX 20001
Santa Fe, New Mexico 87504

RE: EDWARD R. WATSON, M.D. -

This is to confirm that Edward R. Watson, M.D. was a member of the
medical staff of Mount Sinai Medical Center in the Department of

Obstetrics & Gynecology. Dr. Watson was on staff from March, 1982
to October 198e6. His status was Associate Attending when he
resigned on March 3, 1988.

If I can be of further assistance to you please feel free to call
me.

GL/db
ms.hosapt

4300 Alton Road « Miami Beach, Florida 33140 » Telephone (305)674-2121
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. HOSPITAL AFFILIATION “

Dear Sir:

In applying for a license to practice medicine in Arizona, the Medical Board requires
this form to be completed by the Medical Staff Office in each hospital where I have
held privileges, consultation or teaching appointments during the five years preceding
my application. This is your authority to release any information in your files

of record, favorable or otherwise, DIRECT to the BOARD OF MEDICAL EXAMINERS, STATE

OF ARIZONA, 2001 WEST CAMELBACK ROAD, SUITE 300, PHOENIX, ARIZONA 85015 Your

early response will be appreciated. W/ D
NAME:  Edward R. Watson M.D. ,M.D. & 4{.;_ / JM.D.
re T wr——

Address:

JPa r.}gway””glonal Medical Center

LRI LI I L A B A A A A A B L I ) LR I R I A A I B N B I N I R B A A I

(DO NOT DETACH)

1. What privileges were extended to the applicant? cvynecoloav

2. For how long? 1982-1988

Z
3. Were any limitations imposed on such privileges? ; S{o /
If YES, please explain.

4. Were staff privileges ever removed or restricted? /l/a/
1f YES, please explain. L
Derogatory Inforu{ation, if any /f //0.
[V 1]

Names of other hospital affiliations, if known:

(LIST NAME CITY AND STATE) - .
Comments, if any: a,wm\/ )‘A‘jﬂv\/ ﬂfﬁgz TD L/o

ftun (flara d2q7775ﬁ11,,fAJufaf4Q1a,,/u»bﬁ;KxAzxaa, _

Medical Staff: {Rita J. Sisson v
Address: 160 MW 170 Street /] and/Stateéforth Miami Bch.‘FLL33169

Date: March 15, 1989 Signature;

HAWRETTEN)

Rita J. Sisson
(TYPED OR PRINTED)

Reverse side may be used for

additional space if needed STAMP OR SEAL OF HOSPITAL

(If no seal, please indicate)

Nos /%2,

Cf@p,

9&9
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AMI Parkway Regional Medical Center er 7 a,,,}?:v ;Z%T‘E"saowsmsf :
160 N == [ maris'gy Ww. 2 Vé; iz
orthwest 170th Street L o Bfr s &N L R
North Miami Beach, Florda 33169 = \(\q/m:f ] @ .2 § :'g
Fi.~ %%ﬁﬁ¥§l*__.ﬁ_____J:
)'Jk\(
Board of Medical Examiners
STATE OF ARTZONA ;
2001 West Camelback Road .
Suite 300
Phoenix,

ARTZONA 85015



. HOSPITAL AFFILIATION A o

Dear Sir:

In applying for a license to practice medicine in Arizona, the Medical Board requires
this form to be completed by the Medical Staff Office in each hospital where I have
held privileges, consultation or teaching appointments during the five years preceding
my application. This is your authority to release any information in your files

of record, favorable or otherwise, DIRECT to the BOARD OF MEDICAL EXAMINERS, STATE

OF ARIZONA, 2001 WEST CAMELBACK ROAD, SUITE 300, PHOENIX, ARIZONA 85015., Your

early response will be appreciated.

NAME: Edward R. Watson M.D. ,M.D.

Address:

en Valley Hospital

S E RSO OP NP EEL RSP IENSBIREIBLEEIEOEEEPIACBINRNSISOINPNRIELETSDS

(DO NOT DETACH)

1. What privileges were extended to the applicant? _Gynecology

2. For how long? é@m/\() WWJUL(,L& !§§l%£ BC‘& Q’ &\gg\; (DW‘ﬁLSg S‘lm_,gv 9(\\/ [ﬁ

3. Were any limitations imposed on such privileges? ND 2 24~
If YES, please explain.

4. Were staff privileges ever removed or restricted? K D
If YES, please explain.

Derogatory Information, if any N OV\/Q/

Names of other hospital affiliations, if known:

(LIST NAME, CITY AND STATE)
Comments, if any:

Director, Medical Staff: -:x&ci<;,<?4vCL<l‘1 : \4475
Hospital Name: A‘Bbm Vﬁ\lﬂvL H‘OSm‘ﬁZV\
Address: DQ\OO f&g J\'\ 2 &QLL( SZA City and State\/‘ééjﬁaWA Ci@ 8%3 ”

pate: 3 -1C - &9 Signature: /l’\/\MgﬁIZQR
(WRITTgN)

Amnc++ J. MD(/ 2.0 {

(TYPED OR PRINTED)

Reverse side may be used for

additional space if needed STAMP OR SEAL OF. HOSPITAL
(If no seal, please indicate)
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. BOARD OF MEDICAL EXAM”ERS OF THE STATE OF ARIZONA Il

KINDLY COMPLETE AND SEND TO THE FEDERATION OF STATE MEDICAL BOARDS
AT THE ADDRESS BELOW.

Date: _2-28-89

MR 3;9&.

Coordinator, Disciplinary Data Bank
Federation of State Medical Boards
2630 West Freeway, Suite 138

Fort Worth, Texas 76102-7999 T

I T W DS A ) 4t

The ARIZONA BOARD OF MEDICAL EXAMINERS requests a disciplinary search
concerning the following individual:

Watson Edward Ray

1626-652 (209) ‘GLOGE BUOZIIY ‘XIUBOUd "00€ 8UNg Morq|awe) 1S9 1002

State and Zi

1
1t
\./’\
S pele
pr— ,

Social Secruity Number

University of Oklahoma Okla. City, Okla.
Medical School of Graduation and Branch Location

June 4th, 1978
Date of Graduation

Please mail the response to the following:

Arizona Board of Medical Examiners
2001 West Camelback Road, Suite 300
Phoenix, Arizona 85015

20,

Slgnature oo o
(] {“/:!,A /;/I\
df ~J€yf
U
/



Executive Director
Douglas N. Cerf

Assoc. Executive Director
David O. Landrith

Manager, Licensure Dept
Carol Emminger

Telephone
(602) 255-3751

THE ARIZONA BOARD OF MEDICAL EXAMINERS

2001 west camelback road, suite 300 . phoenix, arizona 85015

March 15, 1989

M.D.

Re: License through Endorsement

Dear Doctor:

This will acknowledge receipt of your application for a
license to practice medicine in Arizona through
endorsement. Our receipt number A 029121
covering your fee deposit of $450.00 is enclosed, with a
schedule of examination dates and filing deadlines, if
applicable.

To complete our processing of your application, we need to
receive the following:

Form I Medical College Certification. (form enclosed) 3/0?6

Form III Postgraduate Training Certification from Jackson Memorial
Hospital, for the period July 1, 1978 to June 30, 1982. (form enclosed)
. g d

Verification of Licensure from Colorado and Florida. (forms enclosed)

Disciplinary Search from the Federation of State Medical Boards.
(form enclosed) 3//7

Hospital Affiliation Forms from the following:
Mount Sinai Medical Center , Miami Beach, FL 5//0
Parkway Regional Medical Center, Miami, FL .-3/5(0
Aspen Valley Hospital, Aspen, CO VZO



Edward R. Watson, M.D.
March 15, 1989 THE ARIZONA BOARD OF MEDICAL EXAMINERS

-2 -

Continued:

NOTE: FINAL ACTION ON YOUR APPLICATION CANNOT BE TAKEN UNTIL ALL

THESE RESPONSES ARE IN YOUR FILE OF RECORD, WHICH IS YOUR
RESPONSIBILITY.

PLEASE BE ADVISED THAT APPLICATIONS NOT FULLY COMPLETED WITHIN
ONE YEAR FROM THIS DATE, INCLUDING PARTICIPATION IN WRITTEN
EXAMINATIONS, IF APPLICABLE, ARE CONSIDERED WITHDRAWN.

Your application is being processed routinely and you will be advised
in due course as to the Board‘'s decision relative to the granting of
an Arizona license.

Cordially,

BOARD OF MEDICAL EXAMINERS

Smm
er

(Mrs.) Carol inger
Manager, Licensure Department

CE: ct
Encs. é
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. VERIFICATION OF LICEN SUREI“
THIS IS NOT AN ENDORSEMENT CERTIFICATION

PLEASE COMPLETE THIS SECTION OF THE FORM AND MAIL TO EACH STATE BOARD IN WHICH YOU
ARE NOW OR HAVE EVER BEEN LICENSED TO PRACTICE MEDICINE. IF NEEDED, YOU MAY XEROX
THIS FORM FOR ADDITIONAL COPIES.

Dear Sir:

In applying for a license to practice medicine in the State of Arizona, the
Medical Board requires this form to be completed bv each state wherein I hold
or have ever held licensure. This is your authority to release any information
in your files, favorable or otherwise, DIRECT to the BOARD OF MEDICAL EXAMINERS,
STATE OF ARIZONA, 2001 WEST CAMELBACK ROAD, SUITE 300 | PHOENAX, ARIZONA 85015.

Your early response is appreciated. -
0 WL

BOARD OF MEDICAL EXAMINERS & gnavere) e
MARD 8 1989 By =y
Address:
STATE OF COLORADO
My license number is: 28473

DO _NOT DETACH

THIS SECTION TO BE COMPLETED BY AN OFFICIAL OF THE STATE BOARD AND RETURNED
DIRECTLY TO THE ARIZONA BOARD OF MEDICAL EXAMINERS

State of: _ Colorado

Full Name of Licensee: Edward R. Watson M.D.

Graduate of: University of Oklahoma School of Medicine
License No.: 28473 Issue date: Oct. 8th, 1987

By: Endorsement/Reciprocity waith: %M} M

By: Your State Board's Written Examination/FLEX:
License is current? UQ&J/ If NO, Why Not?
Has license been suspended or revoked? ZQQ If YES, Why? '

Has licentiate ever been on probation? __ZQ_ If YES, Why?

Has licentiate ever been requested to appear before your Board? >7{7
If YES, Why?

Derogatory information, if any __ZZA7LL

Comments, if any

Signed: ‘

Title: , '/Zfé}»
BOARD SEAL State Board: _ ”lﬁg

Date: ff' 1989

v’

(PLEASE USE REVERSE SIDE FOR COMMENTS)
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. . VERIFICATION OF LICENSUR
’ THIS IS NOT AN ENDORSEMENT CERTIFICATION

PLEASE COMPLETE THIS SECTION OF THE FORM AND MAIL TO EACH STATE BOARD IMN WHICH YOU
ARE NOW OR HAVE EVER BEEN LICENSED TO PRACTICE MEDICINE. IF NEEDED, YOU MAY XEROX
THIS FORM FOR ADDITIONAL COPIES.

Dear Sir:

In applying for a license to practice medicine in the State of Arizona, the
Medical Board requires this form to be completed by each state wherein I hold
or have ever held licensure. This is your authority to release any information
in your files, favorable or otherwise, DIRECT to the BOARD OF MEDICAL EXAMINERS,
STATE OF ARIZONA, 2001 WEST CAMELBACK ROAD, SUITE 300 , PHOENIX, ARIZONA 85015.

Your g%ﬁﬁycegog’lv E ﬁ;l)reciated. 7%[7 i f .

(Ssignature)

N ..
hmP\Og 1989 Name: Edward R. Watson M.D.
- e (Please Print)
MEDICAL 7 NATUROPATH Address:
My license number is: 035674

DO _NOT DETACH

THIS SECTION TO BE COMPLETED BY AN OFFICIAL OF THE STATE BOARD AND RETURNED
DIRECTLY TO THE ARIZONA BOARD OF MEDICAL EXAMINERS

State of: Florida

Full Name of Licensee: Edward R. Watson M.D.
Graduate of: University of Oklahoma School of Medicine
License No.: 035674 Issue date: Oct. 9th, 1979

By: Endorsement/Reciprocity with: __ _MATIONAL /204D

By: Your State Board's Written Examination/FLEX:

License is current? L~ If NO, Why Not?
Has license been suspended or revoked? LSO If YES, Why? i

Has licentiate ever been on probation? ALOD 1t YES, Why?

Has licentiate ever been requested to appear before your Board? ALO

If YES, Why?

Derogatory inforxrmation, if any

Comments, if any

. BOARD SEAL State Board:

Date:

(PLEASE USE REVERSE SIDE FOR COMMENTS)
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(FOR OFFICE USE ONLY)

PRELIMINARY QUESTIONNAIRE

THIS IS NOT AN APPLICATION FOR LICENSE

To respond accurately to your recent inquiry, we will need the answers to a// of the following questions to determine your eligibihity
for Arizona hicensure. Unless this Preliminary Form is completed in full and all questions answered, 1t cannot be evaluated, nor an
application sent to you Return the completed form assoon as possible to. ARIZONA BOARD OF MEDICAL EXAMINERS,
2001 West Camelback Road, Suite 300, Phoenix, Arizona 85015. PLEASE PRINT ALL INFORMATION.

Full Legal Name: Edward R. Watson M.D.
(FIRST) (MIDDLE) {LAST)

Current Office Address: 400 W. Main St. Suite 200

Area Code_303

Aspen Colorado ; . 81611 -925-8062

City:

Current Residence Address:

o [ . I - -

iversi oW 639-0|
MEDICAL SCHOOL: Name: _University of Oklahoma .
City and State: __Oklahoma City, Okla. : Date of Degree: . M.D 78

Area C
Phone:

If transferred from other medical school, please indicate:
5STH PATHWAY PROGRAM

HOSPITAL: Cuty: State:
Term: Started:

Completed:

(MONTH AND YEAR) (MONTH AND YEAR)

INTERNSHIP: (List U.S. & Canadian only) HOSPITAL: University of Miami

Jackson Memorial City: Miami State: ’Fla.u OK .
Term: Started: _June 78 Completed: _ July 79 (Y g ol .
(MONTH AND YEAR) (MONTH AND YEAR) \
RESIDENCY: (List U.S. & Canadian only) HOSPITAL: University of Miami
Jackson Memorial City: Miami State: _Fla.
Term: Started: _July 79 Completed: _July 82
(MONTH AND YEAR) (MONTH AND YEAR)
Specialty Field: _Obstetrics & Gynecology
RESIDENCY: (List U.S. & Canadian only) HOSPITAL.
City: State:
Term: Started: Completed:
(MONTH AND YEAR) - (MONTH AND YEAR)

Specialty Field:
(NOTE: Attach separate list for additional Residency and/or Fellowship)

CORMATION F LCE USE ONLY D
P s ORM FORWARDES Iy b@&? By
RECIPRO -

—_—

GITY = EXAM APFLICATION FORWARDED 3 -\ 19 %) FEBQI

1989

APPLICATION & FORMM)N vvivit Pyng. %61‘ iles, MM@‘
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FOREIGN MEDICAL SCHOOL GRADUATES: ECFMG Cert. No. —  Date Issued-

CLINICAL WRITTEN EXAMINATION:

State Board Exam? Nameof State —_ Cert. No. —_______ Date Issued:
National Board Exam? _yYesS  Cert. No. 174882 Date Issued: _July 2, 1979
LMCC (Canada)? ___________ Cert. No. Date Issued:
FLEX Exam prior to January 1, 19857 Did you receive a grade of seventy percent (70%) in each DAY of the
Examination? Yes No
If “Yes™, were Flex grades obtained 1n one sitting?  Yes No .
FLEX Exam after January I, 1985? Did you receive a minimum grade of seventy-five percent (75%) in each,
Component I and Component 11?7 Yes No
Date Component I was taken: Date Component II was taken:
(MONTH & YEAR) (MONTH & YEAR)

SPECIAL PURPOSE EXAMINATION
(SPEX): Date SPEX examination was taken

(MONTH & YEAR)
Did you recerve a minimum grade of seventy-five percent (75%)?

Are you a Diplomate of any of the American Medical Specialty Boards? Yes - X __  No

If “Yes”, which Board(s)? American Board of Obstetrics & Gynecology

Have you completed the educational requirements for any of the American Medical Specialty Boards?
Yes No If “Yes”, which Board(s)?

LICENSES: List a// States or Provinces in which you have ever held licensure.
()Fla.035674 (2) CO.28473 _ (3) 4 5)

(©6) (7 &) €) (10)

LIST all hospital affihations and locations for the past five (5) years (Other than Postgraduate Tramming

Hosputals): Please list all hospital affiliations (including moonlighting) and medical agencies of employment, e.g., 0.

physician placement group; emergency medical group; radiology group, etc.: \\Wh& ,
Mount Siani Medical Center 4300 Alton Road, Miami Beach, Fla. 33140 W

Parkway Regional Medical Center 16800 N.W. 2nd Ave, Miami Fla. 33169 M')«
Aspen Valley Hospital 200 Castle Creek Road, Aspen CO. 81611

(NOTE Attach separate hist for additional hospital affilations/ medical agencies)

PRACTICE: City & State Where You Now Practice: __Aspen, CO.
Date Above Practice Was Established: ___Sept. 88

CITIZENSHIP:
( x ) Birth () Hold Permanent Immigrant Status
( ) Naturalization ( ) Awaiting Quota Assignment

( ) Declaration of Intention



MILITARY (United States Only):

() Army () Air Force
() Navy () Marne Corps
( ) USPHS ( ) Coast Guard

Dates of Active Duty:

Type of Discharge.

Has any disciplinary or rehabilitation action including censure, probation, restriction, limitation, suspension or
revocation been taken against your license in any State/Province? Yes No X

If “Yes”, indicate State/Province

Reason for action and action taken:

(NOTE Attach separat;‘shéet, if necessary)

Have you ever been convicted of Medicare/Medicaid fraud? Yes No _X

If “Yes”, when?

Where?

Have your prescription/ dis}gensmg/or admunistration abilities ever been restricted or modified by a government
agency? Yes . No _&

If “Yes”, when?

Where? & By Which Agency?

Have you ever had hospital privileges revoked; denied; suspended or restricted in any way?  Yes No X __

If “Yes™, name and address of hospital(s)

(NOTE: Attach separate sheet, i1f necessary)

IDECLARE UNDER PENALTY OF PERJURY that my answers and all statements made by me herein are true
and correct. Should I furnish any false information on this Preliminary Questionnaire, I hereby agree that such shall
constitute cause for the demal of my eligibility to apply for hcensure as an allopathic physician in the State of Arizona.

SIGNATURE % / 0 ,M.D. DATE. 0’3/0”0/00 7




REGULAR LICENSURE. Regular licenses to practice medicine in the State of Arizona may be offered through
Written Examination or Endorsement or Endorsement With Spex Examination; the Applicant being qualified for the
method of entrance by education, postgraduate education, experience or practice to the extent required by Arizona
Revised Statutes

WRITTEN EXAMINATION. Arizona offers the FLEX Examination to qualified candidates. (NOTE: Arizona
accepts the results of the FLEX Examination taken in these United States for endorsement purposes, however, we
cannot present the FLEX Examination for other jurisdictions, nor permit Arizona candidates to partake of the FLEX
Examination elsewhere.)

An Applicant must obtain a grade of seventy percent (70%) or more on each day of the Examination and a weighted
average of seventy-five percent (75%) or more on the complete FLEX Examination taken prior to January 1, 1985

The successful passage of a FLEX Examination must be achieved at one sitting.

An Applicant must obtain a score of seventy-five percent (75%) in each Component Iand Component 11 on the FLEX
Examination taken after January 1, 1985. The successful passage of both Components must be achieved within a
three-year period.

ENDORSEMENT and/or SPEX EXAMINATION. Endorsement is offered to otherwise eligible Applicants upon
successful passage of a written examination admunistered by another State, Terrtory or District of the United States,
the Medical Council of Canada, or the Applicant is certified by the National Board of Medical Examiners An
Applicant seeking licensure based upon another jurisdiction’s examination, shall establish to the satisfaction of the
Arizona Board of Medical Examiners that the examination 1s substantially equivalent to the examination required by
the Arizona Board of Medical Examiners, and that the Applicant’s score on the examination was equal to the score
required by the State of Arizona for licensure by examination '

If said examination or certificate was more than ten (10) years preceding the application, the Applicant must submut to
a SPEX Examination. NOTE: Arizona accepts the results of the SPEX Examination taken in these United States for
licensure pursuant to ARS §32-1426(C).

FIFTH PATHWAY PROGRAM. If a Fifth Pathway Program was completed as part of postgraduate training, the
Arizona Board of Medical Examiners requires completion of one academic year of supervised clinical training under
the direction of an approved school of medicine in the United States.

Revised 8;88
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Confirmation Page 1 of 4

AMB - Physician Renewal - Confirmation (Step 8 of 11) 1/30/2019

Edward Ray Watson

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

General Questions

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

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

No

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

No

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

No

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

No

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

No

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

No

https://carbon.bomex.org/DataTier/Documents/Intermediary/aa9645e¢9-050f-4635-a105-66... 2/20/2020



Confirmation Page 2 of 4

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

No

8) This question has been deleted

9) Since your last renewal, have you been found guilty or entered into a plea of no contest to a felony,
or misdemeanor involving moral turpitude ( in any state) , or an alcohol or drug-related offense in any

state? Is so, provide an explanation. See list of Moral Turpitude items at .

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

Physical/Mental Health and Substance Abuse Questions

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

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

2) This question has been deleted.

https://carbon.bomex.org/DataTier/Documents/Intermediary/aa9645e¢9-050f-4635-a105-66... 2/20/2020



Confirmation Page 3 of 4

Citizenship Status

Iam a U.S. Citizen or U.S. National

Specialties
Specialty Certified? | Practicing? Date Expiration
* = | Certified Date
Primary .
Speciaity Obstetrics & Gynecology | Yes Yes
. Diagnostic Radiology
Specialty 2 (Radiology) No Yes
Specialty 3
Practice Address
Edward R Watson M.d.
5640 E Mesquite Ln

Phoenix AZ, 85018
Phone: (480) 990-2929
Fax: (480) 990-2998

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

Home Address

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

https://carbon.bomex.org/DataTier/Documents/Intermediary/aa9645e¢9-050f-4635-a105-66... 2/20/2020



Confirmation Page 4 of 4

Mailing Address

Contact:

Contact Phone:

Contact Email:

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

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

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

-Tam a U.S. Citizen or a qualified/registered alien

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

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

I Agree Yes No

MD Training Unit
Complete

You may wish to print this Page for your records.

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

https://carbon.bomex.org/DataTier/Documents/Intermediary/aa9645e¢9-050f-4635-a105-66... 2/20/2020
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ARIZONA MEDICAL BOARD & Yy
BIENNIAL MD LICENSE RENEWAL APPLICATION —

9545 E. Doublatree Ranch Rd., Scotudale, AZ 85258
www.armd.gov; Emall: liconsingraport @azmd.gov

To be completed and signed by the applicant. All questions MUST be answered, even if only to ina;@CEJ@”A
"E5 10 2057

g{ License Fe@o..(if bostmarked by due date)

: . MEpr 2O
] License Fee $850 (if postmarked 31 days after due date) DIC4L Bospy,

BEFORE COMPLETING THIS RENEWAL FORM: Please review your physician profile, located at www.azmd.gov.
If any of the information Is incorrect, please print a copy, line out the erroneous information, write in the correct
information and submit it with your renewal. You are subject to discipline if you provide erroneous information.

Please note that name changes must be made under separate cover.

NOTE: Effective February 14, 2012, the Arizona Medical Board (AMB) no longer issues wallet cards. A physician's
AMB website profile is the most reliable way to verify current license status. The profile can be accessed at

www.azmd.gov

Flrst Name: I éd wa rh nitial: | E l Lest Name: Wa-fsa'r\.
382] ]

ADDRLSS INFORMATION
Practice Address: This s the practice/principal place of your business. The address and phone number provided will appear In

the Medical Directory and on the Board's website. Every physiclan must have an address avallable to the public. if only one
address is provided, even If it is your home address, It will be avallable to the public upon request. If you want your home

address to be listed as your practice address on the Board's website, include the address In the practice address fleld.

Practice/Tralning Name: LEdM-’ a ,—p{ h/ z('/ son W 0 »
Address: K¢ $/O E /MPS u;fe j[l_ Clty: ]aﬁ cen IX ‘ State: /ff 2p:| £50l X
Phone: yXO’(fq 0-2929 |Fax ‘/X >-F0 -2998 J *practice address not required for licensure

telephone number and emall address. Your home address and

License Numbar:

Home Address: You are required to provide a home address,

telephone number will not be released to the public unless you fail to provide an office address. Your email address will not be

released to the public.

Home Address tate:.lp-

Phona: .

Malling Address: If no address is provided, all Board cOrreSpONOENCE WIll DE SEILI0 y Uil pt SRR ===mss

]

State: [ ] Zip:

Malling Address: ] Clty:.

W/Same as Practice Address [] Same as Home Address Page 10l
T:\Licensing\New License Applications and forms\New License Application\MD Application\Revisad 2016\MD Renawal Applicatlon Revised 01.27.2017
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tn addition to your primary e-mall address provided on page one of this application, please indicate If you would like to
designate/authorize an Individual, beslde yourself, to raceive status updatas on your application.

Please note: if a substantiva review/lnvestigation Is required during the application process, the applicant will be required to
provide additional authorlzation, in writing, for the third party to receive status updates concaring the substantive raview.,

Name Phone# E-mall

AREA OF INTEREST/ABMS CERTIFICATION
AMERICAN BOARD OF MEDICAL SPECIALTY (ABMS) CERTIFICATION AND FIELDS OF PRACTICE: Please review and
correct the flelds of practice and ABMS board certification information as shown on your profile. Only certification
from the American Board of Medical Specialties will be shown. Select the fields of practice from the drop down list.
If you are Board certified check "yes".

Explration Date

Area of Interest Practicing? ABMS Certifled? (Or indicate If ifetime certificate)

OA f YN e [fyes [ONo fyYes [INo Ale? fime

b
——

[ Yes [CINo [ Yes {CNo

[ Yes ] No 1 Yes [ No

— X —_—

PROOF OF CITIZENSHIP: All applicants must provide avidence that the applicant Is lawfully present in the United States.

ARS. 41-1080 and A.A.C. R4-16-201(C)(1) require documentation of citizenship or allen status for licensure. If the
documentation does not demonstrate that the applicant s a United States citizen, national, or a person described In specific
categories, the applicant will not be eligible for flcensure In Arizona.

However, If you provided dacumentation to the Board of your U.S. Citizenship or natlonalization at the time of your last renewal
or at the time of your Initial application to the Board, no further documentation are required.

Alternatively, If you have become a U.S. citizen or U.S. national since the time of your most recent application with the Board or,
are not currently a U.S. citizen or national, you must submit proof of your current status to the Board before your license will be]
renewed.

Documentation can be submitted to the Board via email at Licensingreport@azmd.gov. Please see the Evidence list included
with this application for a list of acceptable dacuments. Additionally, a notary copy of your birth certificate or passport must be
submitted in accordance with R4-16-201(C)(1) If you have not previously established your citizenship or nationallzation with the|
[Board.

g! am a U.S, Citizen or US. Natlonal.
[0 I have become a US. Citizen or U.S. National since the time of my last renewal.

[]1am not a U.S. Cltizen or U.S. Nattonal,
FirstName: | EALw/ A rcd LastName: [ L/aTson

T:\Licenstng\New Licanse Applications and forms\New License Application\MD Apniication\Ravised 2016\MD Renewal Application Revised 01.27.2017

page2¢f6



02/10/2017 08:50 FAX @003

PROTOCOL FOR STORAGE, TRANSFER AND ACCESS OF PATIFNT MEDICAL RFCORDS
| am aware that it is unprofessional conduct to all to have a written protocol in place for the secure storage, transrer and
ccess of patient medical records when a physiclan terminates or sells his/her practice and the medical records do not
remain In the same physical location. { have a protecol in place for the secure storage, transfer and access of the medical
records of my patients should my practice close, as required by A.R.S. §32-3211.
1am exempt from the records protacol requirement as outlined In A.R.S. 32-3211(G). | am a health professional who is
employed by a health care institution as defined In Section A.R.S. 36-401 that is responsible for the maintenance of the

O medical records.

I have no patlent records that | am required to maintain under AR.S. Section 12-2297 or any other statute or federal law.

Note: ARS Section 12-2297 requires the maintenance of a patient’s medical records as follows: 1. If the patient Is an adult,

for at least six years after the last date the adult patient received medical or health care services from that provider. 2. If the

D patlent Is a child, either for at least three years after the child's elghteenth birthday or for at least six years after the last
date the child received medical or heaith care services form that provider, whichever date occurs later. 3. Source data may
be malntained separately from the medical record and must be retained for six years from the date of collection of the

source data.

CONTINUING MEDICAL EDUCATION (CME) REQUIREMENTS

ave completed a minimum of 40 hours CME during the two previous calendar years of renewal year as required by

i
F%‘R.S. § 32-1434 and A.A.C. § R4-16-101.
Y] eplease do not submit proof of CME unless you received notice on your renewal that you ore subject to a CME oudit.

If an audit was Indicoted, submit CME documen tation with your completed renewal.

9. | REQUEST FOR CMANGE IN LICENSE STATUS
1 request INACTIVATION of my medical licanse. | am not presently under investigation by the Board, the Board has not
Seleft an cbjerteerfosddisciplinary proceedings against me, and | am totally retired from the practice of medicine in this state or any
rindl  geare, territory, or district of the United States or forelgn country. | understand that once inactive status is granted, the
nenthce Board will waive the annual renewal fees and requirements for CME. | understand that | may not engage In the practice of

Ul medicine, hold reglstration with the Orug Enforcement Adminlstration, or 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 examinatlons or interviews it deems necessary to

determine my abliity to safely engage in the practice of medicine. A.R.S. §32-1431

I request CANCELLATION of my medical lcense. 1 am not presently under investigation by the Board, the Board has not
[0 commenced disciplinary praceedings against me, and | am no longer practicing medicine In Arizona.

ClinfRASNN Training Unit Attestation

Ranewal Applications - A.R.S. §32-1422(A)(10): Compiete a tralning unit 23 prascribad by the board relating ta the requitements of this chaptor and board rules.
The applicant sha submit proof with the epplication form of having complelad the tralning unit.

1 am oware that | am responsible for knowing and adhering to the laws governing the practice of medicine In Arizona. |
declare under penalty of perjury that | hove read and completed all four pages of the training unlt providad with thls

application and avallable on the Board's website,

Revised 10/15/2018 | ~ / (____74_\
Full Name (print): Eﬂ/ e c ;f (1/4.{‘5” Signature: // éé /L,/_\'\

Licensenumber: | /¥ X2/ Date: 2 //a / 17

Page 3of6
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1. Since your last renewal, have you had an applicatlon for medical licensure denied or rejected by [] Yes
another state or province licensing board?

2. Since your last renewal, have you had any disclplinary or rehabilitative action taken against you by [ Yes
another licensing board, including other health professions?

3. Since your last renewal, have you had any disciplinary actions, restrictions or limitations taken against  [7] Yes
you while participating in any program or by any health care provider?

suspension, limitation, restriction, probation, voluntary surrender, cancellation during an
investigation, or entered into a consent agreement of stipulation?

5. Since your last renewal, have you had hospital privileges revoked, denled, suspended, or restricted? [ Yes
(do not report if your hospital privileges were suspended due to fallure to complete hospital record
and reinstated after no more than 80 days)

6. Since your last renewal, have you been subjected to any regulatory disciplinary action, including [] Yes
censure, practice restriction, suspension, sanction, or removal from practice, imposed by an agency of
the federal or state government?

7. Since your last renewal, have you had the authority to prescribe, dispense or administer medications [ Yes
limited, restricted, modified, denled, surrendered, or revoked by a federal or state agency as a result of
disciplinary or other adverse action?

&6

@6

Ef

4. Since your last renewal, have you ever had a medical license disclplined resulting in a revocation, ' ] Yes E-(o
o

A

Bt

Since your last renewal, have you been found guilty or entered Into a plea of no contest to a felony, a
misdemeanor involving moral turpitude, or an alcohel or drug-related offense In any state?

9. Since your last renewal, have you failed the speclal purpose licensing examination (SPEX)?

Confidentinl Questiony

1. Since your last renewal, have you received treatment for use of alcohal or a controlled substance,
prescription-only drug, or dangerous drug or narcotic or a physical, mental, emotional, or
nervous disorder or condition that currently affects your ability to exercise the Judgment and skills of
amedical professional? If so, provide the following:

A.) A detailed description of the use, disorder, or condition; and

B.) An explanation of whether the use, disorder, or condition is reduced or amellorated because you
receive ongoing treatment and If so, the name and contact information for all current treatment
providers and for all monitoring or Support programs In which you are currently participating.

C.) A copy of any public or confldentia | agreement or order relating to the use, disarder, or condition,
issued by a licensing agency or health care Institution within the last five years, if applicable.

The purpase of the confidential quastion Is to allow the Bosed to determing the appficant's currant fitness to practice medidne. The mere fact of trastment, monitoring o¢ partcipationin a

support group Is nat, In hself, a basis of which admission (s dented; the Bosrd routinely licenses \ndividuals who demonstrata personal responsibllity and matunity tn dealiag with fitness

lasues, The Board encoursges thase applicants who may benefit from asslstance ta seek it, The Board maoy limit or deny leensure to spplicants whese blity to function Is impatred In 3

manner relevant to the practice of medieing ot the Ume the licensing decision 18 made of to applicants who demonstrate & lack of condor by thelr respanses. This is consistont with the

publc purpose that underdies the licensing responsibilities assigned to the Arizona Medical Board 2nd to the applicants seeking licensure.

NOTE: in tha event that the response to any of tha questions Is “ves", you mist fila an explanation and submit photocoples of sny corresponding
documents. Fallura to proparly onswar these questions can rasult In Board disciplinary action, including revocation or dentel of licensa.

Moral Turpitude includes but Is nat limited to: Armed Robbery, Assault with a Deadly Weapon, Attempted insurance Fraud, Embezziement,
Fabricating and Presenting False Public Claims, False Reperting to Law Enforcement Agency, Falsification of Records of the Court, Forgery,
Fraud, Hit & Run, lllega! Sale and Trafficking in Controlled Substances, Indecent Exposure, Kidnappling, Larceny, Mann Act (Federal
Commaercialization of Women Statute), Misleading Sale of Securities in Connection with transfer of Real Property, Perjury, Possession of
Heroln for Sale/Untawful Sale or Dispensing Narcotlc Drugs, Rape, Shoplifting, Theft and Sollciting Prostitution.

rirstName: | E{wren d LastName: | {{/a73621

T:\Licansing\Naw License Applications snd forms\New License Application\MD Applicatlon\Revised 2016\MD Renewa! Application Revised 01.27.2017
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| attest that all of the Informati
submitted are true. This includes any corrections made to the enclosed

submitted with the CME Audit Form.

Flrst Name:

Signature of Applicant:

T\Mcen

Edward

Last Name: | “@ +<a

L/

2
o Y G

Date:

on contained in the renewal application and accampanying evidence or other credentials
physician profile, and any informatlon provided on or

21017

sing\New Licanse Appications and forms\New License Application\MD Application\Revised 2016\MD Renswal Application Revised 01.27.2017
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Controlied Substances Prescriptinn Monitoring Program Roegistration

State law, specifically, Arizona Revised Statutes § 36-2606, requires every Arizona medical

|practitioner who possesses a Drug Enforcement Administration (“DEA”) permit to also hold a
Controlled Substances Prescription Monitoring Program (“CSPMP”) registration issued by the

Arizona State Board of Pharmacy (“Pharmacy Board”). The failure of a medical practitioner to obtain

gCSPMP _’t'egistration may result In disciplinary action by the practitioner's licensing board. See A.R.S.
36-2607.

Arizona Revised Statutes § 32-3219, mandates the Arizona Medical Board {“Board”) to notify the
Pharmacy Board of newly-licensed physicians who intend to apply for a DEA permit and physicians
who renew their licenses. The Board Is also required to submit to the Pharmacy Board information
to assist the Pharmacy Board in the registration of medical professionals for the CSPMP. To
facilitate the Board's collection of this information please complete the enclosed form and submit it
to the Board along with your license application/renewal application.

If you have any questions regarding the attached form, please contact the Kim Crawford, CSPMP
|[Manager at 602-771-2732 or Elizabeth Dodge, CSPMP Director at 602-771-2744.

1. Do you currently prescribe controlled [ Ves ﬁuo
substances in Arizona?

2. Do you hold a DEA Certificate associated with

. R . ‘es No
a location in Arizona? U

3. Are you registered with the CSPMP WYes No

THIS FORM MUST BE RETURNED TO THE ARIZONA MEDICAL BOARD IN ORDER TO COMPLETE
YOUR APPLICATION.

First Name: | % La pc/ } ) Last Name:L_ WQ—}'S an
Signature: - 'l? Date: P / i / /7

4
TALicensing\New License Applications and forms\New \License Applicotion\MD Appilcation\Revised 2016\MD Renewal Application Revised 01.27.2017
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.
Arizona State Board of Pharmacy
Application for REGISTRATION - Medical
Practitioner and Access to the Arizona Cantrolled
Substances Prascription Monitoring Program
FOR OFFICE USE ONLY
g USING CAPITAL
Licensa Type gmo Omoen oo Hposs Uoos [omo
O o Oea Ow Ow O oo
State Licance Numbaer \ “ 201 I
L —
Expiration Date J 1[1lol 1]2]e]) 1) SECURITY QUESTIONS:
*DEA Number Mother's Malden Name

MEDICAL RESIDENTS - Add the suffix assigned to tha Facillty DEAS above

Expiration Data of DEA o431 1|20l 19
MEDICAL RESIDENTS:
Assigned Resident Licensa # |

|
Expiration Data of Resident Licansa # I:Dlmlm_
weinamser | 1191512514 2[ 21614 [ 1]

1. DEMOGRAPHICS
Legal FirstName | dlwajr l I l | l l I ‘ l
Middle Name Ea Y '

Legal Last Name wlalt]sl el I I ]J I l l I l
Last 4 Digits of SN . DateofBinth :
|

T PRACTICE ADDRESS

Street Address Line 1 ol |Z b ' u|TITIE AL
Sweetaddresstie2 | | | [ | [ | | | | I | | |
ay [Pl Lxl ] I | I ||

State m Zip Code 9I§ I Ul / County ' J_l
24| - .

werkphone |4 1B10 1 - |9]410] -

S.CcmpleQOIfMlngmlkNO?th‘umeasmmmmS

Streat Address Line 1 Illl ] J H ]I
[TTILIL] HEEARER
aty L1 [TTIITELL HEER

State Zip Code County

] ]

l
Street Address Line 2 |_] l | l
L]

4, s - Work or Personal E-mail Address

WonWManMmMWMthMMW
T:\Licansing\Naw License Applicatians and forms\New License Application\MD Application\Revised 2016\MD Aanews! Application Revised 01.27.2017
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Biennial MD LICENSE RENEWAL APPLICATION

9545 E Doubletree Ranch Road, Scottsdale, AZ 85258 2 5~ ws
www.azmd.gov; eMail: licensingreport@azmd.gov i v Y § i’ “A/ nh ™
(A License Fee $500 (if postmarked by due date) N 2102015
ARIZON
[] License Fee $850 (if postmarked after due date) MEDICAL po,p),

BEFORE COMPLETING THIS RENEWAL FORM: Please review your physician profile, located at www.azmd.gov. If any
of the information is incorrect, please print a copy, line out the erroneous information, write in the correct information and submit
it with your renewal. You are subject to discipline if you provide erroneous information. Please note that name changes must be
made under separate cover.

NOTE: Effective February 14, 2012, the Arizona Medical Board (AMB) no longer issues wallet cards. A physician's AMB
website profile is the most reliable way to verify current license status. The profile can be accessed at www.azmd.gov

First Name: fé{/rw G I‘C/ Initial: g Last Name: &/’Q_ ]%57, 7
License Number: /gfﬂ /

ADDRESSES:

Practice Address: This is the practice/principal place of business. The address and phone number will appear in the Medical
Directory and on the Board's web site. Every physician must have an address available to the public. If only one address is
provided, even if it is your home address, it will be available to the public. If you want your home address to be listed on your
web site profile, please so indicate. Otherwise, no address will be be provided on the profile, but it will be provided to the public

if requested.

Mailing Address: If no address is provided, all Board correspondence will be sent to the Practice Address.

Email: This address is optional. If you provide an email address, it will not be released to the public.

'Home Address: You are required to provide a home address and telephone number. They will not be released to the public
unless you fail to provide an Office Address.

Practice/Training Name: @p&)gﬂc{/ ,/2 (,é)([{S&/IA [(/([J /14-(’7:'0)
Practice/Training Address: | ({/;() S(J [(7%“ Av. City: | (fIiccor State:*#{ Zip: | FF/83

Practice Phone: | 316"~ 33 3 £ 2| Practice Fax: | 205650 5764

ip:

[] Same as Practice Address [] Same as Home Address

Home Phone: _ Mobile Phone:

Mailing Address:




fields of practice and ABMS board certification infofmation as shown on your profile. Only certifications from the American
Board of Medical Specialties will be shown. Select the fields of practice form the drop down list. If you are Board certified,
check "yes".

Expiration Date
(Or indicate if lifetime certificated

ﬁ@’é%&/ Qf*es [INo KYes  []No (%/‘&74”1?
/d'?i’éﬁl’lb‘gff é{ /MM p( []Yes (E No w Yes []No

| []Yes [[1No [] Yes []No

PROOF OF CITIZENSHIP: All applicants must provide evidence that the applicant is lawfully present in the United States.
|A.R.S. 41-1080 and A.A.C. R4-16-201(C)(1) require documentation of citizenship or alien status for licensure. If the documentation does not
\demonstrate that the applicant is a United States citizen, national, or a person described in specific categories, the applicant will not be

leligible for licensure in Arizona.

‘ Area of Interest ABMS Certified? Practicing?
!

‘However, if you provided documentation to the Board of your U.S. citizenship or nationalization at the time of your last renewal or at the
time of your initial application to the Board, no further documents are required.

\Alternatively, if you have become a U.S. citizen or U.S. national since the time of your most recent application with the Board or are not
ccurrently a U.S. citizen or national, you must submit proof of your current status to the Board before your license will be renewed.

\Documentation can be submitted to the Board via email at Licensingreport@azmd.gov. Please see the Evidence List on the Board’s website
(www.azmd.gov) for a list of acceptable documents. Additionally, a certified copy of the birth certificate or certified copy of the passport
'must be submitted in accordance with R4-16-201(C)(1) if you have not previously established your citizenship or nationalization with the

|Board.

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

|E] I have become a U.S. Citizen or U.S. National since the time of my last renewal.

[] 1am NOT a U.S. Citizen or U.S. National.
PROTOCOL FOR STORAGE, TRANSFER AND ACCESS OF PATIENT MEDICAL RECORDS

1 gm aware that it is unprofessional conduct to fail to have a written protocol in place for the secure storage, transfer
Bzd access of patient medical records when a physician terminates or sells his/her practice and the medical records do
|

'™ hot remain in the same physical location. I have a protocol in place for the secure storage, transfer and access of the
medical records of my patients should my practice close, as required by A.R.S. §32-3211.

[
[ I am exempt from the records protocol requirement as outlined in A.R.S. 32-3211(G). I am a health professional who is employed by a
|~ health care institution as defined in Section A.R.S. 36-401 that is responsible for the maintenance of the medical records.

| have no patient records that [ am required to maintain under A.R.S. Section 12-2297 or any other statute or federal law.

Note: ARS Section 12-2297 requires the maintenance of a patient's medical records as follows: 1. If the patient is an adult, for at least six

\[] years after the last date the adult patient received medical or health care services from that provider. 2. If the patient is a child, either for at
least three years after the child's eighteenth birthday or for at least six years after the last date the child received medical or health care
services form that provider, whichever date occurs later. 3. Source data may be maintained separately from the medical record and must
be retained for six years from the date of collection of the source data.

/CONTINUING MEDICAL EDUCATION (CME) REQUIREMENTS

|
|

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

**% Ploase do not submit proof of CME unless you received notice on your renewal that you are subject to a CME audit.
If an audit was indicated, submit the CME documentation with your completed renewal.

1
First Name: 5{&0 45‘0/ Last Name: w“‘ﬁd’% License Number: | /5% 2/




| Irequest INACTIVATION of my medical license. [ am not presently under investigation by the Board, the Board has not commenced

disciplinary proceedings against me, and I am totally retired from the practice of medicine in this state or any state, territory, or district of
the United States or foreign country. I understand that once inactive status is granted, the Board will waive the annual renewal fees and

)[] requirements for CME. I understand that I may not engage in the practice of medicine, hold registration with the Drug Enforcement
Administration, or write prescriptions as long as my license is classified as inactive. I 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.

E I request CANCELLATION of my medical license. | am not presently under investigation by the Board, the Board has not
|— commenced disciplinary proceedings against me, and I am no longer practicing medicine in Arizona.
QUESTIONNAIRE
=z
1. Since 2009, have you had any application for medical licensure denied or rejected by another state or [] ve B<
province licensing board? If so provide an explanation. s ©
2. Since 2009, has any disciplinary or rehabilitative action been taken against you by another licensing [ Ves %o
board including other health professions. If so, provide an explanation.
3. Since 2009, have any disciplinary actions, restrictions or limitations been taken against you while |Z(
participating in any type of program or by any healthcare provider? If so, provide an explanation. [] Yes No
4. Since 2009, have you had a medical license disciplined resulting in a revocation, suspension,
limitation, restriction, probation, voluntary surrender, cancellation during an investigation or entered into |[7] yes Emo
a consent agreement or stipulation? If so, provide an explanation.
5. Since 2009, have you had hospital privileges revoked, denied, suspended, or restricted? If so, provide v '24
an explanation. [ Ve ©
6. Since 2009, have you been subjected to any regulatory disciplinary action, including censure, practice
restriction, suspension, sanction, or removal from practice, imposed by any agency of the federal or state [T ves Eﬂ“o
government? If so, provide an explanation.
7. Since 2009, have you had your authority to prescribe, dispense, or administer medications limited,
restricted, modified, denied, surrendered, or revoked by a federal or state agency? If so, provide an [] Yes [Z/No
explanation.
8. Since 2009, have you engaged or do you engage in the illegal use of any controlled substance, habit-
forming drug, or prescription medication? If so, provide an explanation.
9. Since 2009, have you been found guilty or entered into a plea of no contest to a felony, or a
misdemeanor involving moral turpitude in any state? If so, provide an explanation. See list of Moral [] Yes E(N b
Turpitude items at www.azmd.gov.
3
10. Since 2009, have you failed the special purpose licensing examination (SPEX)? [] Yes G/No

NOTE: In the event that the response to any of the questions above is "Yes", you must file with the renewal a detailed report concerning
the above matters, including any charge, date of such charge, the complete name and address of all bodies of jurisdiction, the result of any
hearings, and the disposition of such matters. In addition, you must submit photocopies of any corresponding documents, such as complaints

or board actions.

ARS 32-1430(B): A person renewing an active license to practice medicine in this state shall attach to the completed renewal form a report of
disciplinary actions, restrictions or any other action placed on or against that person's license or practice by another state licensing or
disciplinary board or an agency of the federal government. This action may include denying a license or failing the special purpose licensing
eexamination. The report shall include the name and address of the sanctioning agency or health care institution, the nature of the action taken

and a general statement of the charges leading to the action taken.

'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, False Reporting to Law Enforcement Agency, Falsification of Records of the Court, Forgery,
Fraud, Hit & Run, Illegal 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: Last Name:

_P,;/w/a /Z/ é{)/’t%ﬁ"

License Number:

1§58 (




CONFIDENTIAL QUESTIONS

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

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

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

Failure to properly answer these questions can result in Board disciplinary action, including revocation or denial of license.

ATTESTATION:

| 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: f%‘, zA 6‘/ Initial: | & Last Name: W¢7ZSJ77

License Number:| /&£ ). /
~—-'—f/ ——

2 [ .
Signature of Applicant: /g/ / éé/ L_____/ Date: / / /5 Z/éﬂ S
4

Questions?




ARIZONA MEDICAL BOARD
CME AUDIT FORM

ff your lrcense?numper was selected for CME audit, as indicated on “your' renewal not:ce fetter please;. Hig
complete th:s form and submn‘ it with your renewal apphcat:on AT T e

First Name: fdﬂdﬂ rd Initial: | & | Last Name: | [{/ATS O N
License Number: /?3?/

In order to maintain a medical license in the State of Arizona, per Arizona Administrative Code R4-16-101, you are required to
complete at least forty (40) hours of continuing medical education during the two calendar vears preceding_biennial

registration. Please refer to Arizona Administrative Rule R4-16-102 to identify statutorily approved CME activities. Statutes and

rules are available on our web site www.azmd.gov.
Please attach to this form your proof of CME. Your renewal will not be complete until your submitted CME documentation has

been reviewed by the Board.

: Dates o e Type ofCMEActlwty i .Num‘berof-Créﬂit'—:}-‘i‘bﬁrs

a«w 2 ,(7/)0/5 voé’oééoéff 4/911&0{’ /Zé&/ %Mqaé: (5
QJ::A 19, Jofs Coven Streauns 10

N 12, 9015 | Phesuiphir Opis s el Mowy| 1S
lan 3 005 Chuld almse 70 4epm7§w’7 A
S@fp’f’” 03 | Chenc (//)@14 (,QMMQJ [S
Septs, Joz | Plessue LUeers /0
%m“{ 203 | Drmestre M’réx«w , 2

Sept {2 | M) € Prepenbesr | >

j hare| cler dny  J0O firs &1 pra e

&ﬁcﬁem/- 74646’/142(&:; ( Z//f/d - O(J /ngmj/ i 74 Q/z@ V/)WZ
P %emf

By my signature below, | attest that the above is a true and correct representation of the Continuing Medical Education |
completed during the two years preceding biennial registration.

24) Date: ///51/&0/3

s
Signature{ /// /{ /{‘

THIS FORM MUST BE RETURNED WITH YOUR RENEWAL APPLICATION
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( artificate
of' Completion

NetCE certifies that
Edward R. Watson G66149
has participated in the enduring material titled
#92401 Pediatric Abusive Head Trauma
on January 13, 2015
and is awarded 1.5

AMA PRA Category 1 Credit(s) ™.

/ : : '
Freda S. O'Brien Erin K. Meinyer
Director of Academic Affairs Executive Director

NetCE is accredited by the Accreditation Council for Continuing Medical Education to provide
continuing medical education for physicians.

E
E
L
L
L

Florida CE Broker Provider #50-2405, Board of Medicine.

This activity is designed to comply with the requirements of California Assembly Bill 1195, Cultural
and Linguistic Competency. This course is designed to fulfill the Kentucky requirement for 1.5 hours of
pediatric abusive head trauma continuing education.

NetCE

Continuing Education
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NetCE certifies that
Edward R. Watson 18821
has participated in the enduring material titled
#91990 Cancer Screening
on January 12, 2015
and is awarded 10

AMA PRA Category 1 Credit(s) ™.

/ ; . '
Freda S. O'Brien Erin K. Meinyer
Director of Academic Affairs Executive Director

NetCE is accredited by the Accreditation Council for Continuing Medical Education to provide
continuing medical education for physicians.

Florida CE Broker Provider #50-2405, Board of Medicine.

This activity is designed to comply with the requirements of California Assembly Bill 1195, Cultural and
Linguistic Competency.

NetCE

Continuing Education
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NetCE certifies that
Edward R. Watson 18821
has participated in the enduring material titled
#91410 Prescription Opioids: Risk
Management and Strategies for Safe Use
on January 12, 2015
and is awarded 15

AMA PRA Category 1 Credit(s) ™.

u f | .
Freda S. O'Brien Erin K. Meinyer
Director of Academic Affairs Executive Director

NetCE is accredited by the Accreditation Council for Continuing Medical Education to provide
continuing medical education for physicians.

Florida CE Broker Provider #50-2405, Board of Medicine.

This activiy is designed to comply with the requirements of California Assembly Bill 1195, Cultural and
Linguistic Competency.

NetCE

Continuing Education
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NetCE certifies that
Edward R. Watson 18821
has participated in the enduring material titled
#97531 Child Abuse Identification and
Reporting: The New York Requirement
on January 13, 2015
and is awarded 2

AMA PRA Category 1 Credit(s) ™.

s
!
!
L
L

/ ; f - '
Freda S. O'Brien Erin K. Meinyer
Director of Academic Affairs Executive Director

NetCE is accredited by the Accreditation Council for Continuing Medical Education to provide
continuing medical education for physicians.

Florida CE Broker Provider #50-2405, Board of Medicine.

This course is approved by the New York State Education Department to fulfill the requirement for
2 hours of training in the Identification and Reporting of Child Abuse and Maltreatment. Provider
#80673. This activity is designed to comply with the requirements of California Assembly Bill 1195,
Cultural and Linguistic Competency.

e

NetCE

Continuing Education




o
kL
E

Cortificate
of” Completion

NetCE certifies that
Edward R. Watson G66149
has participated in the enduring material titled
#98700 Chronic Pain Syndromes: Current
Concepts and Treatment Strategies
on September 11, 2013

and is awarded 15
AMA PRA Category 1 Credit(s) ™.

E
E
A
E
E
E

! . f . '
Freda S. O'Brien Erin K. Meinyer
Director of Academic Affairs Executive Director

CME Resource is accredited by the Accreditation Council for Continuing Medical Education to provide
continuing medical education for physicians.

Florida CE Broker Provider #50-2405, Board of Medicine.

This activity is designed to comply with the requirements of California Assembly Bill 1195, Cultural and
Linguistic Competency.

NetCE

Continuing Education
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NetCE certifies that
Edward R. Watson G66149
has participated in the enduring material titled
#4885 Pressure Ulcers:
Pathogenesis and Management
on September 5, 2013
and is awarded 10
AMA PRA Category 1 Credit(s) ™.

/ . . '
Freda S. O'Brien Erin K. Meinyer
Director of Academic Affairs Executive Director

CME Resource is accredited by the Accreditation Council for Continuing Medical Education to provide
continuing medical education for physicians.

Florida CE Broker Provider #50-2405, Board of Medicine.

This activity is designed to comply with the requirements of California Assembly Bill 1195, Cultural and
Linguistic Competency.

NetCE

Continuing Education
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NetCE certifies that
Edward R. Watson G66149
has participated in the enduring material titled
#9792 Domestic Violence:
The Florida Requirement
on September 4, 2013

and is awarded 2

AMA PRA Category 1 Credit(s) ™.

/ y . )
Drits A Brivrs Eriio K PP insgn
Freda S. O'Brien Erin K. Meinyer

Director of Academic Affairs Executive Director

CME Resource is accredited by the Accreditation Council for Continuing Medical Education to provide
continuing medical education for physicians.

Flovida CE Broker Provider #50-2405, Board of Medicine.
This course fulfills the Florida requirement for 2 hours of Domestic Violence education every third

renewal period. This activity is designed to comply with the requirements of California Assembly Bill
1195, Cultural and Linguistic Competency.

NetCE

Continuing Education
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NetCE certifies that
Edward R. Watson G66149
has participated in the enduring material titled
#91331 Medical Error Prevention
and Root Cause Analysis
on September 4, 2013

and is awarded 2

AMA PRA Category 1 Credit(s) ™.

E
E
E
e
L

Freda S. O'Brien Erin K. Meinyer
Director of Academic Affairs Executive Director

CME Resource is accredited by the Accreditation Council for Continuing Medical Education to provide
continuing medical education for physicians.

Florida CE Broker Provider #50-2405, Board of Medicine.

This course fulfills the Florida vequirement for 2 hours of education on the Prevention of Medical Errons.
This activity is designed to comply with the requirements of California Assembly Bill 1195, Cultural and
Linguistic Competency.

NetCE

Continuing Education




Arizona Medical Board: License Renewal Questions

Edward Watson

2014

License # 18821

Professional Conduct

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

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

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

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

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

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

7. Since 2009, have you had your authority to prescribe, dispense, or
administer medications limited, restricted, modified, denied, surrendered, or
revoked by a federal or state agency? If so, provide an explanation.

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

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

10. Since 2009, have you failed the special purpose licensing examination
(SPEX)?

No

No

No

No

No

No

No

No




dical Board: License Renewal Questions

Edward Watson 2014 License # 18821 Mental Health

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

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




Arizona Medical Board:

License Renewal Questions

Edward Watson

2012 License # 18821 Professional Conduct

1. Since your last renewal have you had any application for any
professional license refused or denied by any licensing authority?

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

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

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

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 association,
licensed healthcare facility or healthcare staff of such facility?

6. Since your last renewal have your privileges been restricted, terminated,
voluntarily or involuntarily 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 (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 (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 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.

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

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

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

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?

No

No

No

No

No

No

No

No

No

No

No

No

No




dical Board: License Renewal Questions

Edward Watson 2012 License # 18821 Mental Health

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 or 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 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? See below
for definition of ability to practice medicine.




BIENNIAL MD LICENSE RENEWAL APPLICATION

(Please Type in Spaces Provided) (VM0 1T/

[Zf License Fee: 'SSOQ/(‘If postmarked by due date) o) - 29 Q>

[] $850 if postmarked 30 days after due date

'BEFORE COMPLETING THIS RENEWAL FORM: Please review your physician profile, located at www.azmd.gov. If any of the
information is incorrect, please print a copy, line out the erroneous information, write in the correct information and submit it
with your renewal. You are subject to discipline if you provide erroneous information. Please note that name changes must be
made under separate cover.

REMEMBER: There is a 525 fee for processing a deficient renewal. Please double check your completed application before
mailing.

First Name: Lo =/ ' Initial: | /4| LastName: | |/AT7Sa N
License Number: / 5/ X2 /
ADDRESSES:

Office Address: This is the office/principle place of business. The address and phone number will appear in the Medical
Directory and on the Board's web site. Every physician must have an address available to the public. If only one address is
provided, even if it is your home address, it will be available to the public. If you want your home address to be listed on your
web site profile, please so indicate. Otherwise, no address will be be provided on the profile, but it will be provided to the public
if requested.

Mailing Address: Please provide a mailing address if different from Office or Home Address. If no address is provided, all Board
correspondence will be sent to the Office Address.

Home Address: You are required to provide a home address and telephone number. They will not be released to the public
unless you fail to provide an Office Address.

Email: This address is optional. If you provide an email address, it will not be released to the public.

Practice Name: Edwarel latsen M. [). }
Office Address: { ceeo0 S /7 ’t A City: /7//'/3&)/)1 \ State:\'_?_/'k Zip:

= e e

Home Phone: _ MObiIe Phone: \ '.'(:‘T:Lr : "" ¥ :‘“: ‘ A:“‘ |
v Gl Ll

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(B) & (D). There is a fine of $100 for failure to report change of address.

Page 1 of 6



'AMERICAN BOARD OF MEDICAL SPECIALTY (ABMS) CERTIFICATIONS AND FIELDS OF PRACTICE: Please review and correct the
fields of practice and ABMS board certification information as shown on your profile. Only certifications from the American
'Board of Medical Specialties will be shown. Select the field of practice from the drop down list. If you are Board certified, check
"yes." If certified since your last renewal, please attach a copy of the ABMS certificate or letter.

c5 5 5 Expiration Date
? ?
Area of Interest ABMS Certified? Practicing? (Or indicate if ifetime certificated)

OB -GYN M‘Yes [[INo E Yes []No /’f[‘\'?énfé_

[’]’5 Gne 377/’0 ] Yes No Yes []No
(//taso L’(l?&/ 2 X

[]Yes [INo [[] Yes [CINo

PROOF OF CITIZENSHIP: Effective January 1, 2008, based on Federal and State laws, all applicants must provide evidence that
'}the applicant is lawfully present in the United States. Federal law, 8 U.S.C. §1641 and State law, A.R.S. §1-501, require
ldocumentation of citizenship or alien status for licensure. If the documentation does not demonstrate that the applicant is a
\United States citizen, national, or a person described in specific categories, the applicant will not be eligible for licensure in

Arizona. Statement of Citizenship and Alien Status available on the website.
I am 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

m 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
[] 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.)

[PROTOCOL FOR STORAGE, TRANSFER AND ACCESS OF PATIENT MEDICAL RECORDS

| 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 sells his/her practice and the medical records do

B] not remain in the same physical location. | have a protocol in place for the secure storage, transfer and access of the
medical records of my patients should my practice close, as required by A.R.S. §32-3211.

ICONTINUING MEDICAL EDUCATION (CME) REQUIREMENTS

| 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 audit. If an
audit was indicated, please submit the CME documentation with your completed renewal.

'REQUEST FOR CHANGE IN LICENSE STATUS You may request INACT lVATION or CANCELLAT!ON of your Ircense using this form.

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,

0 the Board will waive the annual renewal fees and requirements for CME. | understand that | may not engage in the
practice of medicine, hold registration with the Drug Enforcement Administration, or 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.
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QUESTIONNAIRE

1. Since your last renewal, have you had any application for any professional license refused or [ Yes [E No
denied by any licensing authority? _

2. Since your last renewal, have you been refused or denied the privilege of taking an examination [7]Yes M No
required for any professional licensure?

3. Since your last renewal, have you voluntarily surrendered any healthcare license? [] Yes g No

4. Since your last renewal, have you had any healthcare license revoked? [] Yes &No

5. Since your last renewal, have you been the subject of disciplinary action or are you currently under ] Yes g No
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 facility?

6. Since your last renewal, have your privileges been restricted, terminated, voluntarily or involuntarily 7] ves m No
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 [}g‘No
(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 [7]yes [g No
(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 [7]ves m No
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 [XT No
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 [T ves E] No
the armed service?

12. Since your last renewal, have you been terminated from a healthcare position with a city, county, [] Yes m No
or state government or the Federal government?

13. Since your last renewal, have you been convicted of insurance fraud or received sanctions, [7]ves WNO
including restrictions, suspension or removal from practice, imposed by any agency of the Federal

government?

INOTE: In the event that the response to any of the questions above is "Yes," you must file with the renewal a detailed report
\concerning the above matters, including any charge, date of such charge, the complete name and address of all bodies of
jurisdiction, the result of any hearings, and the disposition of such matters. In addition, you must submit photocopies of any
|corresponding documents, such as complaints or board actions.

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, False Reporting to Law Enforcement Agency, Falsification 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: Ifcfﬂwﬂ m} Initial: | A | Last Name: | [¢/a 7%;:74
License Number: | 552]
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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 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 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 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.

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

Failure to properly answer these questions can result in Board disciplinary action, including revocation or denial of license.

' | 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: ol waid Initial: | /2 | Last Name: | [A/i4<as7

Signature: /// / 4 , ,’ _74 ) 2 License Number: | /§§ 2 /
/// 7 Y 4% el \7 =

" 4

/

Questions? ]
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Arizona Medical Board:

License Renewal Questions

Edward Watson

2008 License # 18821 Professional Conduct

1. Since your last renewal have you had any application for any
professional license refused or denied by any licensing authority?

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

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

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

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 association,
licensed healthcare facility or healthcare staff of such facility?

6. Since your last renewal have your privileges been restricted, terminated,
voluntarily or involuntarily 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 (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 (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 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.

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

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

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

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?

No

No

No

No

No

No

No

No

No

No

No

No

No




dical Board: License Renewal Questions

Edward Watson 2008 License # 18821 Mental Health

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 or 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 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? See below
for definition of ability to practice medicine.




ARIZONA MEDICAL BOARD CX’@O\

2007 BIENNIAL MD LICENSE RENEW APPLICATION

AZ MD LIC# 18821 Edward R. Watson, MD. . _ Renewal Fee } $850 (|f postmarked after 03/ 10/ 2007)
CURRENT INFORMATION S

Please review and make corrections as necessary L CORRECTIONS..-
OFFICE ADDRESS/PRINCIPAL PLACE OF :BUSINESS:: ey OFFICE ADDR ESS/PRINCIPAL PLACE, OF BUSINESS
PUBLIC ADDRESS, & PHONE NUMBER B e L S e O O S TS Sy

6660 SW 117th Ave '~ 7, T R R T
Mlaml FL33183 2826 S S

Phone #: (305) 630-3363 Fax #: (305) 630-3364 Phone #: Fax #:

| MAILING ADDRESS | ﬁ% 3}3@ e %\ﬁ Eu MAILING Auuuqa_a '

BO!ms
. Aa\zoNA MED PERAT\ONS :
HOME ADDRESS : BU b\\“—"“ HOME ADDRESS |

Tt ae

PRI pon Tt O I § T et R e T P
"Phone #: .- Fax #: [Phone#: .~ T n L Fax#n e
E'Malli ‘ RGPS SO R P E-Mail: + - = [+s sof T s e —— 2
Mobile #: Mobile #: — (Opfional)

AMERICAN BOARD OF 'MEDICAL SPECIALTY CERTIFICATIONS AND FI LDS OF PRACTICE:
Onlz certlf' cations from ABMS will be shown in your profile on the website. PI 2ase indicate expiration date or lifetime certificate.

« - Certified? ) racticing? MM Expiration Date  Initials Requi
. OBG . - N - | Make corrections if . . . -
GYN . . Y - - .Y . . - . ‘necessary - . Lo .. P i ‘V' oL . . \/
DR N - Y .’/ INTIALS " T -
' f “/ REQUIRED ) e NI 11 e-l’l .
If you don't verify the.above fields by your initials the ABMS certification wull _gr_ng\_l_gg fro & the website.
\ S In

REQUEST FOR CHANGE IN LICENSE STATUS: . ' ‘ g

O INACTIVE ST ATUS (I have read and ‘meet the requirements for Inactlve status as|listed in the mstructuons) '
O CANCELLATION (I haveread 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 am a U.S. Citizen or a qualified/registered alien
+.1 have completed a.minimum of 40 credit hours of.continuing-medical education during calendar years 2005 and 2006 . - -

“as requured by A.R.S. §32 -1434 and A.A.C. § R4-16-101
« I have a written protocol in pla e for the secure storage, transfer and access of t_he‘n)ed‘i_ca‘l records of my patients should.

my practW A.R.S. §32-3211.
et Is

Signature of Licensee (Signature stamp will not be accepted)
18821 Edward R. Watson, MD .

C L TRy SR A
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1

1. ‘Since your Iast renewal have you had any appllcatlon for any professmnal YES O ' NO M
license refused or denied by any Ilcensmg authority?.” 7. .. - -

2. Since your last renewal have you: ‘been refused or denied the prlwlege of | .._YES_WD wee e CNOME]
. takmg an exammatnon requlred for.any professional licensure? ' " - 1 et m ,

3. Since’ your last. renewal ‘have you voluntarily surrendered any healthcare,f : NG

::'ﬂ__»" ||cense? o l» R SRR YES D 7‘ v NO m‘
-4. Since your last renewal have you had any healthcare I|cense revoked‘? R YES |_—_|

......

.
R . . !
b ‘NO m . R
¢ y i -
[ PRNEE DR,
: R
T

ra]

'5."Singe" your: lastr renewal, have you been the subject of d|SC|pI|nary actlon or_; R P
_are You currently under mvestrgatnon W|th regard to .your healthcare- SR
', license (other than. -by the. Arizona -Medical- Board), -have you beeng- -YES O o
" sanctioned by any healthcare licensing authorlty, healthcare assoqatlon,
. __licensed healthcare facility or healthcare staff of such facility? -

¢

.6. Since your last renewal -have your privileges been restricted, terminated, : _ , '
voluntarily or mvoluntarlly resrgned or withdrawn by any healthcare YES O ’ NO &
- licensing authority,, healthcare assocratlon, ||censed healthcare facrllty or 93
—healthcare staff of sich facility?

. 7. Since your last renewal, has dlscmllnary action been taken agamst you by
any* l|censmg agency- (other than the Arlzona Medlcal Board) with regard, R SV SOV ARSI |

‘to any -professional ‘license? - “Disciplinary Actlon”’includes, ‘blit .is. not CYES O .’"NO;M"T‘ RYICERE
limited to, restriction, termination, voluntary or mvoluntary re5|gnat|on or ' '
withdrawn.

8. Since your last renewal have you had a reglstratlon |ssued by a controlled
substance authority (State or Federal): revoked, suspended Ilmlted YES D b NO M
restricted, modified, denied or-have you. surrendered or given'up in lieu of ' .
action?

9. Since your last renewal have you been charged wnth or . convicted, o
.. - pardoned or had a record expunged or- vacated of -a felony, ‘misdemeanor | . __ _ . -
i involving moral turpitude? (see explanatlon below) A “yes” 'answer is YES.,.D'. . 'NO M
? ‘required even if you entered a dlversmn -program., e Ce i

N g e .
O R AT .

10 Since your last renewal have youbeen charged with or'convicted: - ::
lg (including a nolo contendere plea or guilty plea)-of a violation of any
i federal or state drug law(s) or ruIe(s) whether or not sentence was ’
i. _imposed or suspended?

11. Since your last renewal have you been court martraled or dlscharged other< o3 YE'S'; EI I ‘NO M .
than honorably from the armed service? B : B ]

12 Since- your last renewal have- you- been - terminated--from a- healthcare I
posrtlon W|th a cuty, county, or state government or the Federal
government? : -

| 13 Since; your lasA re\newal have you been convrcted of. msurance fraud or
recelved sanctlons,,lncludmg restrictions, suspensnon* or.u'removallfrom,

practlce, |mposed by’any agency of the Federal government" ar

g I . W
Note: In thé event the response to any of the uestlans numbeféd 1 throu h 13 is "YES” you must file -
with the renewal a detailed- réport concernlng the above matters, mcludlng any. charge, date of such’ ‘charge, the -
complete name and address, of all‘bodies of Junsdlctlon the result of any. heanngs and the. dlsposmon of such matters ,,
IN. ADDITION you, must submlt photocoples of any correspondmg documents such as complalnts or. board actlons R,

PN

Moral Turpitude includes but is not limited to the follownng Armed Robbery, Assault with a Deadly Weapon, Attempted},'
Insurance . Fraud, - Fabncatlng and Presenting, -False- Public; Clalm False Reportlng to. Law ; Enforcement Agency, Lo

CHaraifisate et

FaIsnf“ catlon of Records of the Court Forgery, Fraud Hit & Run Illegal Sale & Traff" cklng in Controlled Substances _‘

Securltles in.

BN

~D|spen5|ng Narcotlc»Drugs Rape, Shopllftmg and Sollcntmg Prostltutlon

18821 ‘Edward R. Watson, MD INITIALS REQUIRED. _,
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l
B CONFIDENTIAL , IO
Phy5|¢aI/Mental Health and Substance Abuse ¢

1. iSlnce your last renewal have you bqen diagnosed, treated or admitted to a-

hospital or other facnllty for the treatment of bi-polar disorder, ..
schlzophrenla, paranoua or any psychotic disorder?

2. ;Are you now or since your last reneilal been-addicted to or abused any - -
..cheémical.substance mcludmg alcohol (excludlng tobacco and caffeme)l-. .

3. .Are you now being treated or'Since Your last renewal have'you'been * *" . °
;treated or evaluated fora drug or alcohol addlctuon or partlcnpated ina’ "
'rehabilitation program" *If in a conf dentlal program |n another state see’ " -

explanation below. ! i : '

4. Since your last renewal have you been criminally charged with or -
investigated by any healthcare IlcenFmg authority, healthcare association,
licensed healthcare facility or healthcare staff of such facility for
inappropriate contact with a patlenti 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 chromc

- by the medical community, i.e. (1) bbhavroral health iliness or condition;
(2) alcohol or other substance abuse; and/or (3) physical disease or
condition, that may presently mterfére 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 ail of the following:

1. The cognitive capacity to make appropnate clinical diagnoses and exercise reason

- medical judgments and to learn and keép abreast of medical developments;
2. The ability to communicate those: Judgments and mediczl mformatlon to patsents
: jand other healthcare prowders W|th or 'wlthout the use of auds or dewces, such as ,
.. a voice amplifier; and” * ol J
3. The physical capability to perform medd:al tasks such as physrcal exammatlon and H
4 surglcal procedures, with or wnthout the use: of a1ds or dewces, such as’ correctnve
lenses or hearing aids.. g w : L
“Medical condition” includes physuo!ogl I, mental or psychologlcal condltlons or:
disorders, such as, but not limited to chronic and/or uncorrected orthopedlc visual,
speech or hearmg im palrments ep|lepsLy multiple sclerosis, behavioral health
iliness, dementia, drug addiction and alﬁohollsm

In_the event you answer YES to any of the above guestions, you must file with the renewal a detailed. written
narrative statement concerning the above matter(s), including the name and address ‘of healthcare provnders physmans
preceptors hospitals/rehabilitation centers, et¢.- where _you were counseled/treated. - You. must also-have a copy -of your -
history,and physical examinations, consu|tat|o reports drscharge summaries, from_all hospltals/rehablhtatlon centers and a
statemént-from your attending- physraans or treating’ theraplsts setting forth> your diagnosis; ‘prognosis and recommendatlons
for continuing. care,.treatment, supervision. ancﬂ a statement as to whéther there is’anything that would prevent you from
safely practlcmg any type of medicine. Thrs must be sent dlrectly to the board

If you are currently partlcupatmg or have partlapated pursuant to a CONFIDENTIAL AGREEMENT OR ORDER ina program for :
the treatment and rehabilitation of doctors oﬂ medlcme 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 DIRECT LY TO THE ARIZONA MEDICAL BOA oA ARD'S PHYSICIAN HEALTH PROGRAM

. Evaluatlon[T reatment records . Psychlatnc/Péychologrcal records ; . Compllance reports from state monltonng programs Fo

Please note: AII documents requested above rtust be sent drrectly from the prim _ryfsource to: the Arlzona Medlcal Board 3
Physician Health' Program Department ‘from'the primary source “and will’ not be' accepted if- submltted by’ the applrcant i

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 B?ard’s Physician Health Program at (480) 551-2716 or (877) 255-2212.

18821 Edward R. Watson, MD | | INITIALS REQUIRED %‘ h
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ARIZONA ME

2005 BIENNIAL MD LICENSE RENEWAL APPLICATION

DICAL BOARD

965!

Renewal

AZ MDLIC#. 18821 Edward R. Watson, MD

OFFICE ADDRESS/PRINGIPA LAGE! F/BUSINESS

6660 SW 117th Ave
Miami FL 33183-2826

Phone #: (305) 630-3363 \Fax-#: (305) 630 3364/\\ -Phone#: ° Fax#: . 3
E- Mail' (\ E-Mail:
e MAILINGFADDRESS
HOME/ADDRESS

Phone #:
E-Mail:

Cell Phone

Select from the attached list of Self-Designated “Field of Practice” Codes

OBG Make corrections if

GYN

[T REQUEST,THE{FOLLOWINGICHANGEIN LICENSE/STATUS - Loy i ok

Q INACTIVE STATUS: Please Iinactivate my Arizona license. My signature below serves to certify the following: That I am not presently under Investigation by the board,
the board has not commenced any disciplinary proceedings against me, and I am totally retired from the practice of medicine In this state or any state, territory, or district of
the United States or foreign country. Iunderstand that once Inactive status Is granted, the board will waive the annual renewal fees and requirements for QME. I further
understand that 1 may not engage In the practice of medicine, hold registration with the Drug Enforcement Administration, or write prescriptions as long as my license is
classified as inactive. I further understand that If I request reactivation of my license, I may be required-to pass the SPEX examination and that the board may require any
combination of physical examination, psychiatric, psychological evaluations and interviews it deems nei:&ésary to determine my ability to safely engage in the practice of
medicine.

CANCELLATION: Please cancel my Arizona license. My signature below serves to cerﬁfy the folrowlng That [ am not presendy under investigation by the board; the board

a

has not commenced any disciplinary proceedings against me; and that I am requesting cancellation for the reason that I am no longer practidng medidne in the State of Arizona.

PLEASE'ANSWER THE FOLLOWING!QUESTIONS: =
1. Other than in Arizona, are you currently under investigation by any medncal board or peer review body?
2. Other than in Arizona, since your last renewal have you had a medical license disciplined resulting In revocation, suspension, limitation, restrictlon, probation, voluntary

surrender or cancellation during an investigation? (See INStruUCtiONS ON DACK) .......ccouurrisiisisisiissiinsississssnssisissssisssrssssrasssssssssssssssassisstesseasess sersessesssisssassases Q Yes o
3. Since your last renewal have you had hospital privileges revoked, denied, suspended or restricted? (see instructions) ..0 Yes @ Mo
4. Since your last renewal, have you been subjected to any regulatory disciplinary action, including censure, practice restriction, suspenslon, sanction, or removal fmm practice,
Imposed by any agency of the federal or state government? (SEe INSTIUCHONS)......vviiiiriiimienmmiirstinississstesiesisisisssssssssssssrssssassasssnsissts s sssssessssssssssssianssanssrs Q Yes @No
5. Since your last renewal, have you had the authority to prescribe, dispense or administer medications limited, restricted, modified, denled, surrendered or revoked by
a federal or state ageNCy? (S IMSEIUCHIONS) .......couiiuiiiriiiitiitieits e iaaras et esre s s s s s st eaa s e s es et s L8 e b e eR s Seae b se e R a8 8000 e b e e e E e R s e e b s e R s SRR SRR bt e e e s st neaaraasrnns .
6. Within the last 5 years, have you had or do.you have a medical condltlon that impairs or limits your ablllty to safely practice medicine? (see Instmctlons)
7. Do you engage In the illegal use of any controlled substance, habit-forming drug, or prescription mediCation? .......cccccccieeiirmmrninicninienininnnenmenan
8. Have you consumed intoxicating beverages resulting in your present ability to exercise the judgment and skills of a medical professlonal belng impaired or limited
9. Have you been denied a license In @NONEr STALET If YOS, ..ivciiiiiiiiiiiniiiisniiiesiissisiassessss i s sessase s as s s b s b s s s bbb e sa s bs e et s asasbnbesebanssbobaasasssbessnasessbassrsniesisasissanan
State. = DateofDenial____ Reason for Denial -
10. Since your last renewal, have you been found guilty or entered Into a plea of no contest to a felony, or misdemeanor involving moral turpitude In any state?........... 0 Yes @No

If yes, please attach an explanation and applicable court docket. See instructions on back.
11. Since your last renewal has a malpractice lawsult resutted in a settlement or judgment agaiNSt YOU? ..........ocovveeeeecriivecnerninnns

ATty

ons,,please.provude@ completeantten;explanabon to include) dat

iéported ‘Pleaseiinclide:: acopx.of.ﬂxe,complamt«and settlement agreement/judgment. .

abn on thls form is currently accurate. I also certify that during calendar years 2003 and 2004, I have completed a

by A.R.S. §32-1434 and A.A.C. §R4 -16-101.
. //a"s/af

Date




ARIZONA MEDICAL BOARD
2003 BIENNIAL MD LICENSE RENEWAL APPLICATION Z°1 3 |

AZ MD Lic#: 18821 Edward R. Watson, MD Renewal Fee, 5450 $800 (f postmarked after 03/10/2003) _
- CURRENT INFORMATION" . s i : et SEmiEE ;
/ Please review and make corrections as’ neoessary > E“,CORRECTION
QFj_I_CE ADDRESS/PRINCIPAL PLACE OF BUSINESS OFFICE ADDRESS/ PRINCIPAL PLACE OF BUSINESS
6201 SW 70th St : cp0 S [(7% SE AV
South Miami FL 33143-4718 - . 7 1A ) Fla. 32 192
(363)] - e
Phone #: (305) 667-6697 Fax #: (305) 667-1698 Phone #: -3 Fax #: ( 76 3[ G20 -35¢)
E-Mail: E-Mail: - . - ’
MAILING ADDRESS ‘ MAILING ADDRESS

HOME ADDRESS

Phone #: | Phone #:
E-Mail: E-Mail:
Cell Phone #: (Optional)
AMERICAN BOARD CERTIFICATION ELD:! : Select from the attached list of Self-Designated “Field of Practice” Codes
Certified? Practicing? Certified? Practicing?
OBG Y N Make corrections if Ob& v
DR N Y necessary 4
GYN N Y YN \4 Y
T REQUEST THE FOLLOWING CHANGE IN LICENSESTATUS: = R, St ]

Q INACTIVE STATUS: Please inactivate my Arizona license. My signature below serves to certify the followlng That I am not presently under investigation by the board,

the board has not commenced any disciplinary proceedings against me, and I am totally retired from the practice of medicine in this state or any state, territory, or district of
. the United States or foreign country. I understand that once inactive status is granted, the board will waive the annual renewal fees and requirements for CME. 1 further

understand that I may not engage in the practice of medicine, hold registration with the Drug Enforcement Administration, or write prescriptions as long as my license is
dlassified as inactive. 1 further understand that if I request reactivation of my Ilcense I may be required to pass the SPEX examination and that the board may require any
combination of physlcal examrnatlon, psychiatric, psychological evaluations and interviews it deems necessary to determine my abllity to safely engage Iin the practice of
medicine. . " ., .

W] C.ANCELLATION P1ease cance! my Anzona license. My signature below serves to certify the following: That Iam not presenﬂy under mvshgatron by the board; the board
has not commenced any disciplinary proceedings agarnst me; and that I am requesung cancellation for the reason that I am no longer practicing medidne in the State of Arizona.

{PLEASE ANSWER THE FOLLOWING QUESTIONS: e A e L e

1. Other than in Arizona, are you currently under investigation by any medical board or Peer review DOAY? ...c.cccvecreereeresirnissecieniesrssnnssssssssssssnssassans . .QYes G'Ng

2. Other than in Arizona, since your last renewal have you had a medical license disciplined resulting in revocation, suspension, limitation, restriction, probation, voluntary
surrender or cancellation during an investigation? (see InStructions 0N BACK)..............ccccvriieiieeecireeeesrreseesraeessserssessenseses ereeeeereernees sessesaessesasearenian O Yes @M%

3. Since your last renewal have you had hospital privileges revoked, denied, suspended or restricted? (S€€ INSTIUCHIONS)...........cceuruirireeirmesisessnseseessersersresssssssssses Q Yes

4. Since your last renewal, have you been subjected to any regulatory disciplinary action, including censure, practice restriction, suspension, sanction, or removal from pra(ﬁce,
imposed by any agency of the federal or state governmMeNnt? (S@@ INSTIUCKIONS)..........ccicuiriierireicreirrieeesserssrrssrssasssssssessassasssssnnsssssanssassonsesssessessesaesssne Q Yes

5. Since your last renewal, have you had the authority to prescribe, dispense or admmrster medications limited, restricted, modified, denied, surrendered or revoked by

0 federa! or stale agency? (SBT3 MSITUTHTNS) i sisit s st s et s seasansraasassnessesssasseessisressaetrberbeessessansessseiasesassnssssssentnnsnsineneensessessesnisssases
Within the last 5 years, have you had or do you have a medical condition that impairs or limits your ability to safety practice medicine? (see instructions) .........
Do you engage in the illegal use of any controlled substance, habit-forming drug, or prescription MEdICALION? .....ccccceeieerviveriereeeinsisesee e ssssssseesesseesenssssesnans
Have you consumed intoxicating beverages resulting.In your present ability to exercise the judgment and skills of a medical professional, being impaired or limited
Have you been denied a lICENSE IN ANONET SEAE? I YBS, ......ccciiiiieiiiieeieeceeereeee e e iassseesasaesasesassseesesesasssessesasanssnsessssnssnsssssessesserssensensessssssessesnessessessnressnssen
State Date of Denial Reason for Denial
10. Since your last renewal, have you been found guilty or entered into a plea of no contest to a felony, or misdemeanor involving moral turpitude in any state?........... 0 Yes 8o
If yes, please attach an explanation and applicable court docket. See instructions on back.

11. Since your last renewal, has a malpractice matter resulted in a settlement or JUAGMENT BQEINST YOU? .....c..eeerveeeereeeeeeeeeeeceeeeserseseessenseseensesnessessessessesssessessesees .0 Yes B’ﬂ/

wE N

If the answer is "yes” to any of the above questions, please provide a complete written explanation.: ‘If malpractice cases are reported
please include: the case number, venue, plaintiff name, and attorney names/addresses/phone numbers.

| hereby certify, under at all information on this form is currently accurate. I also certify that during calendar year's 2000 and 2001, I have completed a
minimum of 40 H i A.R.S. §32-1434 and A.A.C. § R4-16-101.
2/2/02
Signature of Ucensee (Srgna'fure stamp WITTot be accepted) ) 7 Date

‘
.






