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Date Posted: 2/21/2006 10:54:51 AM

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

Please note that knowingly providing false information may result in denial of
registration.
Address Information
CREDENTIAL MAIL ADDRESS C/O METRO HLTH MED CTR-RES SUPP 

6835 Broadway Avenue 
CLEVELAND, OH 44105

  Cuyahoga County
  United States of America
  216-957-1600
 
License Information
License Number  35.083797
License Name  REBECCA LOWENTHAL
Email Address  
 
Fees
Relicensure Fee  $305.00

========
 Total Fees   $305.00

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

2.  Please select one specialty from the field below, if applicable. 
 . . . . . . . {not Answered}

3.  Please select one specialty from the field below, if applicable. 
 . . . . . . . {not Answered}

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

 
Discipline
1.  Have you been found guilty of, or pled guilty or no contest to, or received

treatment or intervention in lieu of conviction of, a misdemeanor or felony? 
 . . . . . . . NO

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

 . . . . . . . NO

3.  Have any malpractice awards been paid by you or on your behalf for acts
occurring in any state other than Ohio? 

 . . . . . . . NO

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

 . . . . . . . NO

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

 . . . . . . . NO

6.  Have you been addicted to or dependent upon alcohol or any chemical
substance; or been treated for, or been diagnosed as suffering from, drug or
alcohol dependency or abuse? 

 . . . . . . . NO

 
Social Security Number
1.   
 . . . . . . .

 
Nurse Collaboration Info
1.  Are you currently in a collaboration agreement with any Clinical Nurse

Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners? 
 . . . . . . . NO

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

 
 . . . . . . . {not Answered}

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

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

REDACTED
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Date Posted: 2/4/2008 2:58:20 PM

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

Please note that knowingly providing false information may result in denial of
registration.
Address Information
CREDENTIAL MAIL ADDRESS C/O METRO HLTH MED CTR 

6835 Broadway Avenue 
CLEVELAND, OH 44105

  Cuyahoga County
  United States of America
  216-957-1600
 
License Information
License Number  35.083797
License Name  REBECCA LOWENTHAL
Email Address  drrebecca613@hotmail.com
 
Fees
Relicensure Fee  $305.00

========
 Total Fees   $305.00

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

2.  Please select one specialty from the field below, if applicable. 
 . . . . . . . {not Answered}

3.  Please select one specialty from the field below, if applicable. 
 . . . . . . . {not Answered}

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

 
Discipline
1.  Have you been found guilty of, or pled guilty or no contest to, or received

treatment or intervention in lieu of conviction of, a misdemeanor or felony? 
 . . . . . . . NO

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

 . . . . . . . NO

3.  Have any malpractice awards been paid by you or on your behalf for acts
occurring in any state other than Ohio? 

 . . . . . . . NO

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

 . . . . . . . NO

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

 . . . . . . . NO

6.  Have you been addicted to or dependent upon alcohol or any chemical
substance; or been treated for, or been diagnosed as suffering from, drug or
alcohol dependency or abuse? 

 . . . . . . . NO

 
Social Security Number
1.   
 . . . . . . .

 
Nurse Collaboration Info
1.  Are you currently in a collaboration agreement with any Clinical Nurse

Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners? 
 . . . . . . . YES

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

 
 . . . . . . . Christine Williams CNP

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

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

REDACTED
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Date Posted: 3/17/2010 11:47:59 AM

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

Please note that knowingly providing false information may result in denial of
registration.
License Information
License Number  35.083797
License Name  REBECCA LOWENTHAL
 
Fees
Relicensure Fee  $305.00

========
 Total Fees   $305.00

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

2.  Please select one specialty from the field below, if applicable. 
 . . . . . . . {not Answered}

3.  Please select one specialty from the field below, if applicable. 
 . . . . . . . {not Answered}

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

 
Discipline
1.  Have you been found guilty of, or pled guilty or no contest to, or received

treatment or intervention in lieu of conviction of, a misdemeanor or felony? 
 . . . . . . . NO

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

 . . . . . . . NO

3.  Have any malpractice awards been paid by you or on your behalf for acts
occurring in any state other than Ohio? 

 . . . . . . . NO

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

 . . . . . . . NO
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5.  Have you had any clinical privileges or other similar institutional authority
suspended, restricted, revoked or placed on probation for reasons other than
failure to maintain records on a timely basis or to attend staff meetings? 

 . . . . . . . NO

6.  Have you been addicted to or dependent upon alcohol or any chemical
substance; or been treated for, or been diagnosed as suffering from, drug or
alcohol dependency or abuse? 

 . . . . . . . NO

 
Social Security Number
1.   
 . . . . . . .

 
Nurse Collaboration Info
1.  Are you currently in a collaboration agreement with any Clinical Nurse

Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners? 
 . . . . . . . YES

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

 
 . . . . . . . father mirolovich, cnp; heidi yoho, CNP; nancy lyberger CNP; robert

walker CNP; jean ronyak CNP

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

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

REDACTED
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Date Posted: 2/7/2012 12:45:13 PM

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

Please note that knowingly providing false information may result in denial of
registration.
Address Information
MAIN 23105 RANCH ROAD 

BEACHWOOD, OH 44122
  Cuyahoga County
  lowenthal_R@yahoo.com
 
License Information
License Number  35.083797
License Name  REBECCA LOWENTHAL
 
Fees
Relicensure Fee  $305.00

========
 Total Fees   $305.00

 
Medical Board Correspondence Email
1.  Did you provide a Credential email address? Please note this information is

a public record. 
 . . . . . . . YES

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

2.  Please select one specialty from the field below, if applicable. 
 . . . . . . . {not Answered}

3.  Please select one specialty from the field below, if applicable. 
 . . . . . . . {not Answered}

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

 
Discipline
1.  Have you been found guilty of, or pled guilty or no contest to, or received

treatment or intervention in lieu of conviction of, a misdemeanor or felony? 
 . . . . . . . NO
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2.  Have you surrendered, consented to limitation of, or to suspension, reprimand or
probation concerning, a license to practice any healthcare profession or state or
federal privileges to prescribe controlled substances in any jurisdiction other
than Ohio? 

 . . . . . . . NO

3.  Have any malpractice awards been paid by you or on your behalf for acts
occurring in any state other than Ohio? 

 . . . . . . . NO

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

 . . . . . . . NO

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

 . . . . . . . NO

6.  Have you been addicted to or dependent upon alcohol or any chemical
substance; or been treated for, or been diagnosed as suffering from, drug or
alcohol dependency or abuse? 

 . . . . . . . NO

 
Social Security Number
1.   
 . . . . . . .

 
Nurse Collaboration Info
1.  Are you currently in a collaboration agreement with any Clinical Nurse

Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners? 
 . . . . . . . YES

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

 
 . . . . . . . Deborah Palko CNP; Robon Vanek CNP

 
Ohio Employment
1.  Do you practice in Ohio? 
 . . . . . . . YES

 
Ohio Workforce Questions
1.  "Clinical" - direct patient care 
 . . . . . . . 40-44

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

 . . . . . . . 0

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

 . . . . . . . 1-4

4.  "Education" - preceptor, mentor, etc. 
 . . . . . . . 1-4

5.  "Volunteering" - providing medical and medical-related services at no cost 
 . . . . . . . 0

6.  "Other" - medical professional activities not included in above categories 
 . . . . . . . 0

 
Clinical - Practice setting
1.  Enter the number of hours per week spent in "Office/Clinic/Ambulatory care"

(out-patient care). 
 . . . . . . . 25-29

2.  Enter the number of hours per week spent in "Hospital (in-patient care)". 
 . . . . . . . 1-4

3.  Enter the number of hours per week spent in "Emergency Room". 
 . . . . . . . 0

4.  Enter the number of hours per week spent in "Urgent Care". 
 . . . . . . . 10-14

5.  Enter the number of hours per week spent in "Other". 
 . . . . . . . 1-4

 
Workforce Counties
1.  Enter the first zip code: 
 . . . . . . . 44105

2.  Enter the first county: 
 . . . . . . . Cuyahoga

3.  Enter the second zip code: 
 . . . . . . . 44122

4.  Enter the second county: 
 . . . . . . . Cuyahoga

5.  Enter the third zip code: 
 . . . . . . . {not Answered}

6.  Enter the third county: 
 . . . . . . . {not Answered}

 
Practice Arrangement (size)
1.  Solo practitioner 
 . . . . . . . NO
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2.  Single-specialty Group 
 . . . . . . . N/A

3.  Multi-specialty Group 
 . . . . . . . N/A

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

 . . . . . . . YES

 
Workforce Language Question
1.  Do practitioners or staff in your practice communicate in sign language or in a

language other than spoken English? 
 . . . . . . . NO

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

 
ABMS Specialty
1.  Choose specialty from the dropdown list. 
 . . . . . . . Family Medicine

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

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

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

Under penalty of law, I hereby swear or affirm that the information I have
provided in the application is complete and correct, and that I have complied
with all criteria for applying on line.
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Date Posted: 5/7/2014 3:06:46 PM

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

Please note that knowingly providing false information may result in denial of
registration.
Address Information
CREDENTIAL MAIL ADDRESS C/O METRO HLTH MED CTR-RES SUPP 

6835 Broadway Avenue 
CLEVELAND, OH 44105

  Cuyahoga County
  United States of America
  216-957-1600
  rlowenthal@metrohealth.org
 
License Information
License Number  35.083797
License Name  REBECCA LOWENTHAL
 
Fees
Relicensure Fee  $305.00

========
 Total Fees   $305.00

 
Medical Board Correspondence Email
1.  Did you provide a Credential email address? Please note this information is

a public record. 
 . . . . . . . YES

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

2.  Please select one specialty from the field below, if applicable. 
 . . . . . . . {not Answered}

3.  Please select one specialty from the field below, if applicable. 
 . . . . . . . {not Answered}

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

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

 . . . . . . . NO

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

 . . . . . . . NO

3.  Have any malpractice awards been paid by you or on your behalf for acts
occurring in any state other than Ohio? 

 . . . . . . . NO

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

 . . . . . . . NO

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

 . . . . . . . NO

6.  Have you been addicted to or dependent upon alcohol or any chemical
substance; or been treated for, or been diagnosed as suffering from, drug or
alcohol dependency or abuse? 

 . . . . . . . NO

 
Social Security Number
1.   
 . . . . . . . 

 
Nurse Collaboration Info
1.  Are you currently in a collaboration agreement with any Clinical Nurse

Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners? 
 . . . . . . . YES

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

 
 . . . . . . . Linda Patete CNP, Judith Nelli CNP

 
Ohio Employment
1.  Do you practice in Ohio? 
 . . . . . . . YES

 
Ohio Workforce Questions
1.  "Clinical" - direct patient care 
 . . . . . . . 35-39

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

 . . . . . . . 0

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

 . . . . . . . 5-9

4.  "Education" - preceptor, mentor, etc. 
 . . . . . . . 1-4

5.  "Volunteering" - providing medical and medical-related services at no cost 
 . . . . . . . 0

6.  "Other" - medical professional activities not included in above categories 
 . . . . . . . 0

 
Clinical - Practice setting
1.  Enter the number of hours per week spent in "Office/Clinic/Ambulatory care"

(out-patient care). 
 . . . . . . . 25-29

2.  Enter the number of hours per week spent in "Hospital (in-patient care)". 
 . . . . . . . 1-4

3.  Enter the number of hours per week spent in "Emergency Room". 
 . . . . . . . 0

4.  Enter the number of hours per week spent in "Urgent Care". 
 . . . . . . . 10-14

5.  Enter the number of hours per week spent in "Other". 
 . . . . . . . 0

 
Workforce Counties
1.  Enter the first zip code: 
 . . . . . . . 44105

2.  Enter the first county: 
 . . . . . . . Cuyahoga

3.  Enter the second zip code: 
 . . . . . . . 44122

4.  Enter the second county: 
 . . . . . . . Cuyahoga

5.  Enter the third zip code: 
 . . . . . . . {not Answered}

6.  Enter the third county: 
 . . . . . . . {not Answered}

7.  Do you have more than one practice location? 
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 . . . . . . . YES

 
Workforce Practice Address
1.  Please list all practice locations. Include street address, city, state and zip.

Example "123 E Main St, Suite 2, Anywhere, OH 55555;" Separate multiply
addresses with a semicolon. 

 . . . . . . . 6835 Broadway Ave, cleveland, OH 44105; 3609 Park east,
Beachwood, OH 44122

 
Practice Arrangement (size)
1.  Solo practitioner 
 . . . . . . . NO

2.  Single-specialty Group 
 . . . . . . . N/A

3.  Multi-specialty Group 
 . . . . . . . 10+

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

 . . . . . . . YES

 
Workforce Language Question
1.  Do practitioners or staff in your practice communicate in sign language or in a

language other than spoken English? 
 . . . . . . . NO

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

 
ABMS Specialty
1.  Choose specialty from the dropdown list. 
 . . . . . . . Family Medicine

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

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

 
NPI number
1.  Please enter your current NPI number 
 . . . . . . . 1649209438

 
DEA number
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1.  Please enter your DEA number. Only enter one, or the primary DEA number. 
 . . . . . . . bl8855201

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

Under penalty of law, I hereby swear or affirm that the information I have
provided in the application is complete and correct, and that I have complied
with all criteria for applying on line.
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Date Posted: 4/7/2016 11:08:58 AM

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

Please note that knowingly providing false information may result in denial of
registration.
License Information
License Number  35.083797
License Name  REBECCA LOWENTHAL
 
Fees
Relicensure Fee  $305.00

========
 Total Fees   $305.00

 
Medical Board Correspondence Email
1.  Did you provide a Credential email address? Please note this information is

a public record. 
 . . . . . . . YES

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

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

3.  Please select one specialty from the field below, if applicable. 
 . . . . . . . FAMILY MEDICINE

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

 
Discipline
1.  At any time since signing your last application for renewal of your

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

 . . . . . . . NO

2.  At any time since signing your last application for renewal of your
certificate have you surrendered, consented to limitation of, or to suspension,
reprimand or probation concerning, a license to practice any healthcare
profession or state or federal privileges to prescribe controlled substances in any
jurisdiction other than Ohio? 
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 . . . . . . . NO

3.  At any time since signing your last application for renewal of your
certificate have any malpractice awards been paid by you or on your behalf for
acts occurring in any state other than Ohio? 

 . . . . . . . NO

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

 . . . . . . . NO

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

 . . . . . . . NO

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

 . . . . . . . NO

 
Social Security Number
1.   
 . . . . . . .

 
Nurse Collaboration Info
1.  Are you currently in a collaboration agreement with any Clinical Nurse

Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners? 
 . . . . . . . YES

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

 
 . . . . . . . dewanda williams cnp; ellen moran cnp;erica scott cnp;

 
Ohio Employment
1.  Do you practice in Ohio? 
 . . . . . . . YES

 
Ohio Workforce Questions
1.  "Clinical" - direct patient care 
 . . . . . . . 30-34

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

REDACTED
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 . . . . . . . 0

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

 . . . . . . . 5-9

4.  "Education" - preceptor, mentor, etc. 
 . . . . . . . 1-4

5.  "Volunteering" - providing medical and medical-related services at no cost 
 . . . . . . . 0

6.  "Other" - medical professional activities not included in above categories 
 . . . . . . . 0

 
Clinical - Practice setting
1.  Enter the number of hours per week spent in "Office/Clinic/Ambulatory care"

(out-patient care). 
 . . . . . . . 30-34

2.  Enter the number of hours per week spent in "Hospital (in-patient care)". 
 . . . . . . . 1-4

3.  Enter the number of hours per week spent in "Emergency Room". 
 . . . . . . . 0

4.  Enter the number of hours per week spent in "Urgent Care". 
 . . . . . . . 10-14

5.  Enter the number of hours per week spent in "Other". 
 . . . . . . . 0

 
Workforce Counties
1.  Enter the first zip code: 
 . . . . . . . 44122

2.  Enter the first county: 
 . . . . . . . Cuyahoga

3.  Enter the second zip code: 
 . . . . . . . 44109

4.  Enter the second county: 
 . . . . . . . Cuyahoga

5.  Enter the third zip code: 
 . . . . . . . {not Answered}

6.  Enter the third county: 
 . . . . . . . {not Answered}

7.  Do you have more than one practice location? 
 . . . . . . . YES
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Workforce Practice Address
1.  Please list all practice locations. Include street address, city, state and zip.

Example "123 E Main St, Suite 2, Anywhere, OH 55555;" Separate multiply
addresses with a semicolon. 

 . . . . . . . 3609 park east, beachwood, OH 44122; 6835 broadway avenue,
cleveland oh 44109

 
Practice Arrangement (size)
1.  Solo practitioner 
 . . . . . . . NO

2.  Single-specialty Group 
 . . . . . . . N/A

3.  Multi-specialty Group 
 . . . . . . . 10+

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

 . . . . . . . YES

 
Workforce Language Question
1.  Do practitioners or staff in your practice communicate in sign language or in a

language other than spoken English? 
 . . . . . . . NO

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

 
ABMS Specialty
1.  Choose specialty from the dropdown list. 
 . . . . . . . Family Medicine

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

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

 
NPI number
1.  Please enter your current NPI number 
 . . . . . . . 1649209438

 
DEA number
1.  Please enter your DEA number. Only enter one, or the primary DEA number. 
 . . . . . . . bl8855201
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OARRS Registration
1.  Since signing your last renewal have you prescribed or personally furnished

opioid analgesics or benzondiazepines while practicing in Ohio? 
 . . . . . . . YES

2.  Are you registered with the Ohio Automated Rx Reporting System (OARRS)? 
 . . . . . . . YES

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

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



License Renewal Application
Submission Date: 04/03/2018

License Type - Doctor of Medicine (MD)

Personal Information

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

Title
Dr.
First Name
REBECCA
Middle Name
Last Name
LOWENTHAL
Maiden Name
Social Security Number

Date of Birth
12/7/1970
Email Address
lowenthal_r@yahoo.com
Phone Number
(216) 691-1656
Other Phone Number
 
 

Additional Information

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

Do you have other aliases?
What is your gender?
Female
What is your ethnicity?
 
In which country were you born?
United States
In which state were you born (if United States)?
Minnesota
In which city were you born?
MINNEAPOLIS

 

REDACTE
D



 

License Mailing Address

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

23105 RANCH ROAD
BEACHWOOD
OH
44122
null
 
 
 

License Public Address

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

23105 RANCH ROAD
BEACHWOOD
OH
44122
null
 
 
 

Military Service

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

Have you served in the military?
No
Has your spouse served in the military?
No
Country of Service
 
Service Branch
 
Are you still serving in the military (Active or Reserve)?
 
Were you honorably discharged from your service?
 
Service Start Date
 
Service End Date
 

 



 

Specialty Tracking Component

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

Medical Speciality Certification - American Board of Medical Specialties (ABMS)
Medical Speciality - Family Medicine
Medical SubSpeciality - null
 
 
 

Questions

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

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

Question - At any time since signing your last application for renewal of your certificate have you
surrendered, consented to limitation of, or to suspension, reprimand or probation concerning, a license to
practice any healthcare profession or state or federal privileges to prescribe controlled substances in any
jurisdiction other than Ohio? 
Answer - No

Question - At any time since signing your last application for renewal of your certificate has any board,
bureau, department, agency, or any other body, including those in Ohio other than this board, filed any
charges, allegations or complaints against you? 
Answer - No

Question - At any time since signing your last application for renewal of your certificate have you been
addicted to or dependent upon alcohol or any chemical substance; or been treated for, or been diagnosed as
suffering from, drug or alcohol dependency or abuse?
Answer - No

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



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

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

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

Question - Primary NPI Number
Answer - 1649209438

Question - Primary DEA Number
Answer - AR2289646-103531

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

Question - Do you currently possess an active license other than that for which you are renewing?
Answer - No

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

Question - How many locations are you currently working in that require the license you are renewing?
Answer - 4

Question - Please provide the following information for up to 3 locations in which you use the license you are
renewing, beginning with the locations you spend the most time: Facility Name, Address, City, State, Zip
Code, Health Care Facility Type
Answer - 2500 metrohealth drive, cleveland, oh 44122 (hospital), 6835 Broadway ave, Cleveland OH, 44122
(office), 3609 Park east #300, beachwood, oH 44122

Question - Do you have hospital privileges?
Answer - Yes

Question - Which of the following best describes your five-year employment plan?



Answer - Maintain practice hours as is

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

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

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

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

 
 
 

 
 
 

Attachments

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

 
 
 

Review + Submit

Once the review has been processed, the license application will be completed.

Application Review - Completed



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

Consent to Electronic Signature - Consented
Date/Time Stamp - 04/03/2018 17:16:27
Type your First Name and Last Name as they appear on the application to sign electronically. 
REBECCA LOWENTHAL

Submit your Application -After clicking the ‘Submit’ button below, you will no longer be able to change this
application. PLEASE DO NOT USE THE BROWSER'S BACK BUTTON AS THAT MAY

If you want to return to your application, simply log out and log back in.OVERWRITE YOUR DATA. 
If this application requires payment you will be prompted to begin the payment process. You must complete
the payment process before the board will review your application. If this application does not require
payment, you will be navigated back to the eLicense home page and the board will review your application. 
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^'•i i a z^^;
FOR BOARD USE ONLY

FEE: $75.00
BK: ^-> PG: 5<" LN:_

DATE: (< |^&^ PMT:^'Mk/>-|

APPLICATION FOR TRAI NING CERTIFICATE

PLEASE ryPE OR PRINT CLEARLY

PERSONAL INFORMATION

Your social security number is required to facilitate reporting to the federal Healthcare Integrity & Protection Data Bank (42 U.S.C. §1320a-7e(b),5 U.S.C.
§552a, and 45 C.F.R. pt. 61) and for accurate identificatlon under the federal and state child support enforcement law (42 U.S.C. §666and §3123.50.
O.R.C.) It may also be used for reporting to the National Practitioner Data Bank (42 U.S.C. §11101 and 45 C.F.R. pt. 60) and for other
investigative/entorcement purposes in compliance with Chapters 4730., 4731., 4760. or 4762., O.R.C, or as otheiwise required by state or federal law.

U.S. Social
Security Number:

Full Name
(Use no
Initials):

FirstLast (Sumame)

LC^^^JTHAL /?^7^'cc^
Middle Suffix (Jr., II)

Maiden Name
Or Other Names
Used (If none,
enter "NONE"):

Last (Surname) First Middle Suffix (Jr., II)

Physicians
Address
(Be sure to
notlfy the
Board of any
change In
address):

Training
Program
Address
(Hospltal In
Ohio where
you wlll be
starting your
trainlng):

Number & Street

^'MOS ^o-^c^'^,,^
City

.I-^QU ^

State

o^
Zip Code

^6//^^

Country

us/\
CA^- °>^ '-^0^ (^' -^00 -^)

TRAINING PROGRAM INFORMATION

Hospital & Department

r^<2-4-co^^^.^n^,cc.^\ c^V- vh^r»-s< ^ ^ (~«=--<^.~J~\<_&^

Number& Street

^S'OO r^^^t-k^^
"^c^v-^

City

O e-<^<J Qvy-\

State

o/-y
Zip Code

^y/o?-/<7^^

Dates of
Training:

Beginning
Date:

Mo/Day/Yr

^ l^ 0^| Ending
Date:

Mo/Day/Yr

(^ /30/051

J-1 andH-IBVISA

To be complefed by International medical school graduates only:

Are you currently applying for a J-1 or an H-1 B Visa? I-l YES Q N0

^.

OVER ^>

REDACTED



TRAINING CERTIFICATE APPLICATION - MEDICINE OR OSTEOPATHIC MEDICINE
PAGE 2

MEDICAL OR OSTEQPATHIC EDUCATION ,-••• , .,, \.i ,-,">'A',', r."-',r:'''>'•

Medical or
Osteopathic
Schoolof
Graduation:

School Name

-^ok^' 1-^^,^^ /^n.^,._<^\ ^^4^^
»i • i;;

Street Address

^^Q-^ (O,
THT'

^^\\,..

•^? S-^--^-^4-
State

/^n^ ^/^^-7
Uountry

Dates
Attended: From:

Mo/Yrci""icr€
To:

Mo/Yr

S l0<^

Degree
Received: r^'\^ Date

Received;

Other
Medical or
Osteopathic
Schools
Attended
(If none, enter
"NONE"):

School Name

,\J/A
Street Address

-CT^-
itate

Dates
Attended: From:

Mo/Yr
/ To:

Mo/Yr
/

Reason degree not received at this sohool:

FIFTH PATHWAY PROGRAM

Fifth Pathway
Program
(If none,
enter
"NONE"):

Hospital or In.stitution

,^ /A
Name ot Medical School

City State

Dates
Attended; From:

Mo/Yr
/ To:

Mo/Yr
/

Mo//Day/Yr
/Q^|s'

Country

Country

ECFMG CERTIFICATE

To be completed by Intemational medical school graduates only:

Do you have a valid ECFMG certificate? Q YES

Number: Date Issued:

Mo//Day/Yr
/ /

a NO

Expires:

Mo//Day/Yr
/ /

CONTINUED ^



TRAINING CERTIFICATE APPLICATION - MEDICINE OR OSTEOPATHIC MEDICINE
PAGE3

PHYSICAL DESCRIPTION fi 1 ' r "iysta^J^nt^aken^wthm,.t.^'aslsJx.months).^ COLOR photograph of applicant in the space
provided below. Black and white photographs cannotbe accept'e'd.

"^
/^ I^ <-'„-.^;

Birth
Date:

Mo/Day/Yr

\I^IG~T 7€\
Birth
Place:

City
/ rtr~<!_Q-.^»o(, j

State

/)Q<V3
Uountry

Gender: Q Male Q Female For statistics only (opt/onal)

PHYSICAL DESCRIPTION:

Height__S__?_

Weight / ^O

Hair Color_ / -^c Q <—>-\

Eye Color /'~(c-^-2_Je-

Identifying Marks_

Date Photo Taken: /
mo/yr

LICENSES IN THE UNITED STATES & CANADA

,ust^ALL-states/proYlnces' whether.the license is current or not'in which you are or have been licensed. includirtem^oraryLed.uca1,ionalperm'ts'_limited licenses. ete-> t° Practice medicine
'and

surgery'or~osteopat'hic'"medi'cin'e'an3
sur9ery-_ lndi(:ate "cerlse.number'.dslte of issuance and the type of license. If addjTional~space'is~needed,"attach"a^
extrasheet. (If none, enter "NONE") ' -- -r—-.-..——„,

STATE/PROVINCE ISSUE DATE LICENSE # TYPE OF LICENSE" LICENSE CURRENT
MO/YR ^ONLYONE ^'ONLYONE'

^o^

a Full, unrestricted
a Temporary
C3 Educational
a Limited
a Other:_

a YES a NO

Expiration Date:

(please specify)

O Full, unrestricted
O Temporary
D Educational
O Limited
a Other:

a YES n NO

Expiration Date:

(ptease specify)

0 Full, unrestricted
3 Temporary
3 Educational~J Limited
I Oth er:

a YES a NO

Expiration Date:

(please specify)



TRAINING CERTIFICATE - MEDICINE OR OSTEOPATHIC MEDICINE
RESUME OF ACTIVITIES

ust ALL. actiY'ties.m-chrono'oqical .orde'.from.the date of medical school graduation to the PRESENT time, using MONTH and YEAR.For-any-.no.n'wo''k.'.ng tlmel. .youMUST.state °" the resume exactly what your activitles'were,'such'as"''wcation:''or":see^i'r,
employment\a^.well^asyourp9rma.n.ent address- lf in Private practice, indica'te the hospitals whereyou hold o'r'haveheld privil^
.a-n.d-^clu.d-e.c^mf)JT. d-T,teLs.an,?.,add^sses- For ?ny. time in

'whteh
you worked for an"emergency'm8d7cargroup"'or'"drd':''lo°cau'm

1^,9.1s-'^Sl.T.u^tJi?L^I..I?^si>Lt^l?.w!lere you worked and include complete dates and addresses.' DO NbT''SUBSTIT"UTE'"AN'Y
OTHER RESUME FOR THIS FORM. Be sure to indicate the percentage of working time spent in clinical and adminTstrative'duties." I'f
you require more space, please attach separate sheets.

* ' -—..-—.—.

^<Check here if you are a new graduate (within 3 months). You DO NOT need to complete this form.

OVER ^>

FROM Hospital, University or Other: Position &
Department

% Clinical
month/year

/

TO

Complete Street Address:

% Admin.
month/year

/

Number & Street

-2i&!—State/Countrv_ZipCode

FROM Hospital, University or Other: Position &
Department

% Clinical
month/year

/

TO

Complete Street Address:

% Admin.
month/year

/

Number & Street

-Si^_State/Countrv_ZlpCode

FROM Hospital, University or Other: Position &
Department

% Clinical
month/year

/

TO

Complete Street Address:

% Admin.
month/year

/

Number & Street

Citv _State/Countro_ZIDCode

FROM Hospital, University or Other: Position &
Department

% Clinical

month/year

/

TO

Complete Street Address:

% Admin.
month/year

/

Number & Street

C'ty_State/Country_ZipCode



TRAINING CERTIFICATE - MEDICINE OROSTEOPATHIC MEDICINE
RESUME OF ACTIVITIES

PAGE2

FROM Hospital, University or Other: Position &
Department

% Clinical

month/year
/

E
TO

Complete Street Address:

month/year

/

Number & Street
% Admin.

City_State/Country_ZipCode

FROM Hospital, University or Other: Position &
Department

% Clinical

month/year

/

F
TO

Complete Street Address:

month/year

/

Number& Strset
% Admin.

City_State/Country_ZipCode

FROM Hospilal, University or Othsr: Position &
Department

% Clinical

month/year

/

G
TO

Complete Street Address:

% Admin.
month/year

/

Number & Street

City_^__State/Country_ZlpCode

H

FROM Hospital, University or Other: Position &
Department

% Clinical
month/year

/

TO

Complete Street Address:

% Admin.
month/year

/

Number & Street

.22^_State/Countrv_ZlpCode

FROM Hospital, University or Other: Position &
Department

% Clinical
month/year

/

TO

Complete Street Address:

% Admln.
month/year

/

Number & Street

^i_State/Countrv_ZipCode



TRAINING CERTIFICATE - MEDICINE OR OSTEOPATHIC MEDICINE
ADDITIONAL INFORMATION

'Lyo^-an!wer 1YES" to_any of the fo"owin9 questions, you are reguired to furnish complete detail?,incIudLn9-,clate'_place' reason and^ispositionofthe matte'r. All affirmative answere'must'^e"thoro3explamedw-.a.separatesheet °.! paPer- please note that some questions'require"very'speci'ficul'n'd
l. Make sure all responses are complete.

' . - --^ -r—...-~-

1.

2.

3.

4.

5.

6.

7.

8.

9.

(Please place a 0 in the yes or no box)

Have you ever been denied staff membership at any hospital, nursing home,
clinic, health maintenance organization, or similar institution?

Haye you ever been warned, censured, disciplined, had admissions monitored,
had Privileges limited, had privileges suspended or terminated, been put on
probation or been requested to withdraw from or resign privileges at any hospital,
nursing home, clinic, health maintenance organization, or other similar'institution
in which you have trained, been a staff member, or held privileges, for reasons
other than failure to maintain records on a timely basis, or failureTo attend staff or
section meetings?

Have you ever resigned from, withdrawn from, or terminated, or have you ever
been requested to resign from, withdraw from, or otherwise been terminated from.
a position with a medical partnership, professional association, corporation, health
maintenance organization, or other medical practice organization, either private or
public?

Have you ever resigned from, withdrawn from, or have you ever been warned by,
censured by, disciplined by, been put on probation by, been requested to withdraw
from, djsmissed from, been refused renewal of a contract by, or expelled from, a
medical school, clinical clerkship, externship, preceptorship, residency, or
graduate medicat education program?

Have you ever transferred from one graduate medical education Droaram to
another?

Have you ever, for any reason, lost specialty board certification in the U.S. or
elsewhere, or been denied such certification, or denied examination for such
certification?

Has any board, bureau, department, agency or other body, including those in
Ohio, in any way limited, restricted, suspended, or revok'ed any profes'sionallicense, certificate or registration granted to you; placed you on'p'robation; or
imposed a fine, censure or reprimand against you?

Have you eyer voluntanly surrendered, resigned, or otherwise forfeited any
professional license, certificate or registration issued to you by any board, bureau,
department, agency, or other body; or have you ever withdrawn any application for
licensure, relicensure, or examination, in any state (including Ohio), territ
province, or country?

' ' •-' ---" --••—/•

<Ha^_you ever' fo.r any reason>.been denied licensure or relicensure, application
for licensure or relicensure, orthe privilege of taking an examination,'in

'a'nystate

(including Ohio), territory, province, or countr/?

YES
a

N0
(3^^

a^

a

a^

a^

a

a^

3-

a^

a

a a^

OVER ^>



TRAINING CERTIFICATE - MEDICINE OR OSTEOPATHIC MEDICINE
ADDITIONAL INFORMATION - page 2

10. Have you ever been requested to appear before any board, bureau, department,
agency, or other body, including those In Ohio, concerning allegations against
you?

11. Have you ever entered into an agreement of any kind, whether oral or written, with
respect to a professional license, in lieu of or in order to avoid formal disciplinary
action, with any board, bureau, department, agency, or other body, including those
in Ohio?

12. Have you ever been notified of any investigation concerning you by any board,
bureau, department, agency, or other body, including those in Ohio, with respect
to a professional license?

13. Have you ever been notified of any charges, allegations, or complaints fited
against you with, any board, bureau, department, agency, or other body, including
those in Ohio, with respect to a professional license?

14. Have you ever been denied, or have you ever surrendered, a state or federal
controlled substance or drug registration; had it revoked, terminated, or restricted
in any way; or been warned, reprimanded, or fined by, or been requested to
appear before, the responsible agency?

15. Have you ever been convicted or found guilty of a violation of any law, regardless
of the legal jurisdiction in which the act was commltted, other than a minor traffic
violation?

16 Have you ever forfeited collateral, bail, or bond for breach or violation of any law,
police regulation, or ordinance other than for a minor traffic violation; been
summoned into court as a defendant or had any lawsuit filed against you (other
than a malpractice suit)?

17. Have you been a defendant in a legal action involving professional liability
(malpractice), or had a professional liability claim paid on your behalf, or paid such
a claim yourself? If yes, include the case name, case number, court and address,
date filed, and a summary of the underlying events. Indicate current status,
including amount of settlement or judgment, if any. In addition, ask your
malpractice insurance carrier(s) to provide a complete claims history report for the
last 10 years to the State Medical Board of Ohio. If your current carrier has
provided coverage for less than 10 years, ask your previous carrier to submit.a
claims history report to the Board.

18. Have you ever been denied professional liability insurance or coverage, or had
such insurance or coverage canceled, limited, or restricted in any way?

19. Have you ever been denied or relinquished participation in any third party
reimbursement program, whether governmental or private, including Medicaid and
Medicare; or had such participation limited, restricted, suspended, or revoked; or
been warned, reprimanded, requested to appear before, or fined by the
responsible body?

20, Have you ever been denied privileges, or had privileges revoked, suspended,
restricted, reduced, or terminated by the Department of Defense, the Veteran's
Administration, or any of their respective components?

YES
a

a

a

a

a

a

a

N0
a^

0-"

a^

Q^

a-^

\^

Q^

^

•a

a

:cr':

a ^

CONTINUED ^



21.

22.

TRAINING CERTIFICATE - MEDICINE OR OSTEOPATHIC MEDICINE
ADDITIONAL INFORMATION - page 3

Have you ever been diagnosed as having, or have you been treated for,
pedophilia, exhibitionism, or voyeurism? If yes, please explain.

a) Within the last ten years, have you been diagnosed with or have you been
treated fpr, bipolar disorder, schizophrenia, paranoia, or any other psychotic
disorder?

b) Have you, since attaining the age of eighteen or within the last ten years,
whichever period is shorter, been admitted to a hospital or other facil'ity for
the treatment of bipolar disorder, schizophrenia, paranoia, or any other
psychotic disorder?

If you answered "YES" to any part of this question, please provide details on a separate
sheet, includlng date(s) of diagnosis or treatment, and a description of your present
condition. Include the name, current mailing address, and telephone number of each
person who treated you, as well as each facility where you received treatment, and the
reason for treatment. Have each treating physician submit a letter detailing the dates of
treatment, diagnosis and prognosis.

YES
a

a

N0.

a^

Q^

For purposes of questions 23 and 24 the following phrases or words have the following meaning:
"Ability to practice medicine"\s to be construed to include all of the following:

1.

2.

3.

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

The ability to communicate those judgments and medical Information to patients and other health care
providers, with or without the use of aids or devices, such as voice amplifiers; and

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

"Meaf/ca/ conc//faon"includes physiological, mental, or psychological conditions or disorders, such as
butnot limitedto orthopedic, visual, speech, and hearing impairments, cerebral palsy, epilepsy, muscular
dystrophy, multiple sclerosis, cancer, heart disease, diabetes, mental retardation,'emotio'nal'or mental
illness, specific learning disabilities, HIV disease, tuberculosis, drug addiction, and alcoholism.

23. Do you have, or have you been diagnosed as having, a medical condition which in
any way impairs or limits your ability to practice medicine with reasonable skill and
safety? If yes, please exptain.

a) Are tbe llmitations or impairment caused by your medical condition reduced
or ameliorated because you receive ongoing treatment (with or without
medication) or participate in a monitoring program? If yes, please explain.

If you receive such ongoing treatment or participate in such monitoring program the board
will make an individualized assessment of the nature, severity, and'duration of the risk
associated with an ongoing medical condition so as to determine whether an unrestrigtec
llcense should be issued, whether conditions should be imposed, or whether you are'not
eligible for ticensure. Have each treating physician submit a letter detailing the dates of
treatment, diagnosis and prognosls.

b) Are the limitations or impairments caused by your medical condition reduced
or amelioraled because of the field of practice, the setting, or the manner in
which you have chosen to practice? If yes, please explain.

YES
a

N0
a-

a a ;^

a a ^1/,.

OVER ^



TRAINING CERTIFICATE - MEDICINE OR OSTEOPATHIC MEDICINE
ADDITIONAL INFORMATION - page 4

"Chemical substances" is to be construed to include alcohol, drugs, or medications including those
taken pursuant to a valid prescription for legitimate medical purposes and in accordance with the
prescribers direction, as well as those used illegally.

24. Do you use chemical substance(s) which in any way impair or limit your ability to
practice medicine with reasonable skill and safety? If yes, please explain.

a) Are the limitations or impairment caused by your use of chemical substances
reduced or ameliorated because you receive ongoing treatment (with or
without medication) or participate in a monitoring program? If yes, please
explain.

If you receive such ongoing treatment or participate in such monitoring program the board
will make an indivldualized assessment of the nature, severity, and duration of the risk
associated with an ongoing medical condition so as to determine whether an unrestricted
license should be issued, whether conditions should be imposed, or whether you are not
eligible for licensure. Have each treating pftysician submit a letter detailing the dates of
treatment, diagnosis and prognosis,

b) Are the limitations or impairments caused by your use of chemical
substances reduced or ameliorated because of the field of practice, the
setting, or the manner in which you have chosen to practice? if yes, please
explain.

YES
a

a

N0

a ^' (A

a a/^[A

For purposes of question 25 the following phrases or words have the following meaning:

"Currenf/y"does not mean on the day of, or even in the weeks or months preceding the completion
of this application. Rather it means recently enough so that the use of drugs may have anongoing impact
on one's functioning as a licensee, or within the past two years.

"lllegal use of controlledsubstancesf' means the use of controlled substances obtained illegally (e.g.
heroin or cocaine) as well as the use of controlled substances which are not obtained pursuant'to a valfd
prescription or not taken in accordance with the direction of a licensed healthcare practitioner.

25. Are you currently engaged in the illegal use of controlled substances?

a) If "YES," are you currently participating in a supervised rehabilitation program
or professional assistance program which monitors you in order to assure
that you are not using illegal controlled substances. If yes, please explain.

YES N0
a o^

M^

/'~



TRAINING CERTIFICATE - MEDIC1NE OR OSTEOPATHIC MEDICINE
AFFIDAVIT AND RELEASE OF APPLICANT

T.h^!f^^t^n.d.,[e-l!is.^^4ST.be.<?ornpl^tecl.bYAys ?pp.l.'(;ants-. The form must be "otanzed. Failure of any applicant tosubmit the affidavit completed and notarized with the application will result in your application being conskJered as'incomprete.'

ss STATE OF:

COUNTi' OF:

'&<_C.O—^. 0<-^-3'u'^.

/^lo^J.
1_^<2—\-p>̂-^«»(•-<!—t^. . -^-

hereby certifhereby certif\l under oath that I am the person named in this aDDlicatic
tor a tralning certificate in the State of Ohio; that all statements 1 have or shall make with respect thereto aretrue','that'[amthe
original and lawful possessor and person named in the various forms and credentials furnish'ed or to be fumished to1his~Board
with respect to my application; and that all documents, forms, or copies thereof furnished or to be furnished with'resD'ect To"
application are strictly true in every respect.

!-a?l<10^lecf9e.tl?.?ihav^ re.ad the 9eneral information and instructions for all applicants and that 1 have answered all questionsin compliance with these instructions and understand that the fee 1 submitted isneither refundable nor transferable.

I further state that by fillng this application for a training certificate in the State of Ohio, 1 hereby authorize and consent to have
ln.^y^.s.tl9^<?.r!-T^e.,a.^

tc>-m^
?,°ral,c.haracter' Professional reputation and fitness for the pra'ctice of medicine or osteopath'ic

medicine. 1 agree togive any further information which may be required in reference to my past record. I" understandthatTwiii
not receive a copy of any reports or know thelr contents and 1 further understand that the contents of anv investiaati\
will be privileged.

Ll^h^-u"Jcl.e^ta.n.?J,ha^ my appiication for a trainin9 certificate in the State of Ohio is an ongoing process. I will immediately
notify-the.sta1e.Medica.LBOard o^ Ohio in writing of any changes to the answers to any of the questions contained'in'the
^??lT.lo^A^iNFC)l?_M,AJION.Sec.tic"^.of th.e. appHcation if.such a change in an answe'r is warranted atany time prior"to'!l?en-.sure^ein?.9^ntSd_to,m?.,b.y the state, Medical Board of Ohio. 1 further understand that failure to complete this appiication
as requested bythe Board within six months can be considered abandonment of any request for a training certificate'-and~that
any fee I submitted is neither refundable nortransferable.

!_a^h?rize and request every person, hospital, clinlc, goYernmental agency (local, state, federal orforeign), court, association,
in.!li,t^l?!1'^orJ>^.e.n.fo!,?e_T^nt_a9e!??Y havin9 controj of any documents,'records and other information'pertalning'to'me'to
!^is.h.t.^tl1.e^tat?_'^e^ical ,B?ard ?f ohio,.anysuch information, including documents, records regarding charges'orTOmpiaints
filed against me, formal or informal, pending or closed, or any other pertinent data and to permitthe State Medical Board of
Ohio or any of its agents or representatives to inspect and make copies of such documents', records, and other information mconnection with this application, subsequent licensure or practice thereunder.

l..h^re^L'"T^as-e'_.<;lisch_a/9e' and.e^!:>^e.r^e th.e state Medicai Board of Ohio, its agents or representatives and any personfurnishing^nformation, of any and all liability of every nature and kind arising out of'investigation made by the State MBdicai
Board of Ohio. 1 authorize the State Medical Board of Ohio to release Information, material, documents', orders or the'like
?'?.t!^ ^-m_e_(?,r_,to

this,.appiication to any other governmental agency (local, state, federalor foreign); or to any hospitai,
nurslng home, clinic, health malntenance organization or similar instTtutlon; orto any professional association.

I further understand that 1 must llmit my activities under the certificate to the programs of the hospitals or facilities for which the
training certtficate is issued; and that I may train only under the supervision of the physiclans resp'onsible for supe'rvision as'
of the intemship, residency, or clinical fellowship program.

1 further understand that issuance of a training certificate in the State of Ohio will be considered on the truth of the statements
and documents contained herein or to be furnished, which if false, can subject me to denial of said certificate.

7^.,(4^-^- .''•L^-
Signature of Applicant

Subschbed and sworn to before me this o<-b day of .20 6^\ .

(NOTARY SEAL)

"7^^<^c^i^
^

Signature of Notary Public

/, zoo^



State Medical Board ofOhio
77 S. HighSt.. 17thFluor • Columbus, OH 43215-6127 • (614)466-3934 • Websitc: mvw.statc.oh.us/med/

TRAINING CERT1FICATE - MED1CINE OR OSTEOPATHIC MEDICINE

CERTIFICATION OF HOSPITAL

MAV 9. R7flf19
1 am applying for a training certificate in the State of Ohio. The State Medical Board of Ohio requires that this form
be completed by the Ohio training program in which 1 will be training. Please complete the form and return it directly
to the State Medical Board of Ohio at the above address.

TO BE COMPLETED BY APPLICANT

Name of Applicant: Z-Qc^i <f-/u rH /:\ C- i3) £'Z^r'<-C/=)
Last First Middle Suffix (Jr., II)

TO BE COMPLETED BY OHIO TRAINING PROGRAM

Name of Training Program:.

Training Program Address:.

^rR^E/\LTH^EDICAL CENTER-^DENCYSUPpbRTOFFlCE'

250^METROHEAI~T4
DR^OT-

StreetAddressULfcVELAND. OHIO 44109-i~998

City

Type of Program

(check only one]:

Specialty Code
(see reverse slde):

Q Intern

State

^esident

Zip Code

Q Clinical Fellow

Fi^>

CERTIFICATION DATES - Indicate the month, day and year for both the beginning and ending dates in which the
training certificate is to be issued. THE DATES ARE NOT TO EXCEED ONE YEAR. If the application is received
prior to the date of the appointment, the appointment date will be used. If the application is received after the
appointment date, or is not completed until after the appointment date, the completion date will be the date the
certificate will become effective.

Dates of Training

(not to exceed
one yeai);

Beginning Date:
MO/DAY/YR"

C^ I^^IQ^ Ending Date:
MO/DAY/YR

^/.?»2/Q^

I hereby certify that 1 have checked the credentials of the above applicant, that the statements, as completed, are
true to the best of my knowledge and he/she is of good moral character. 1 further certify that he/she will limit his/her
practlce and trainlng within the physlcal confines of the hospital, or facilities for which the training certificate to
practice is sought and that he/she will practice only under the supervision of the attending medical staff of such
hospltal or facility for which the training certificate to practice is gnrted. I hereby recommend that the above
applicant be granted the certificate herein applied for.

HOSPITAL SEAL

(If hospltal has no seal, Indicate
and have form notarlzed)

Slgnature o< Medfcal DrrecTor oi^Frdgra?

^^^r/^.S' ^i^^rmsi^ ^:fUbName (please print)

^'^s.-o^ .
Date



State Medical Board of Ohio
77 S. High St., 17th Floor • Columbu5n[V|iIii|iathlh1lN«r^l<Ul^(t^'34

SEP 092002
TRAINING CERTIFICATE - MEDICINE OR OSTEOPATHIC MEDICINE

FORM 1A - VERIFICATION OF MEDICAL EDUCATION
TO BE COMPLETED BY LCME OR AOA ACCREDITED SCHOOLS ONLY

Website: www.state.oh.us/med/

REG/STRA

AUG 2 9 2002

SCHOOL OF

THIS FORM IS NOT TO BE COMPLETED PRIOR TO GRADUATION

L^-a.^>l^?-f?!'_?Arai,rl,in9
certificate ln the State of Ohio. The State Medical Board of Ohio requires that

this form be completed by any medical or osteopathic schools 1 have attended. Please complete'thi's'form
and return it directlyto the State Medical Board of Ohio at the above address.

Name:
Last

TO BE COMPLETED BY APPLiCANT

L.DI^E^ T^A ^ Kc&Ece. A
First Middle

Name of

Suffix (Jr, II)

Medical/Osteopathic School: -37)A^<> ^pkin^ ^W S^^Lr^ $-/ ^^/^/c./ <J£"
Location: Bftt.T^t)^.€_M/^"/4.^0_ l/$^-

City State Country

l^hereby authorize the above named medipal/osteopathic school to furnish the information below to the
State Medical Board of Ohio.

^/^.^^<~ ^
'>

Signature of Applicant
^l^./o^

Date

TO BE COMPLETED BY MEDICAL OR OSTEOPATHIC SCHOOL

Our records indicate that Lowenthal, Rebecca
Last First

attended medical/osteopathic school from 09/03/96
mo/day/yr

This individual (check one):
a was awarded the degree of Doctor of Medicine

Middle Suffix (Jr., II)

to 05/22/02 *

a was not awarded a degree (please artach an explanation)

mo/day/yr

on _j/23/02
mo/day/yr

I, certifythat the above information is an accurate account of the above named individual's officiat records
maintained and is true and correct to my knowledge.

AFFIX
INSTITUTIONAL

SEAL

(If your institution
does not have an

official seal, please
indicate and have
form notarized)

Name (please priht)

Assistant Dean/ Registrar
Title

9/3/02
Date

*Required to repeat first year 9/2/97-6/12/98
3/1/01-2/28/02 Student in Residence status to participate in
research, Emergency Medicine, JHUSOM.



gtate ^-<-»1 Board of Ohio
'77

S. High St., 17th Floor
-."Columbus.UH 43215-612/ . (bl4)4t>0-^.4-. Websue:

.CKNOWLEDGMENTOFAPPUCATIONFORTRAININGCERTIHCATE

»::

:BS"i

::a:
a?

s.

June 4,2002

LOWENTHAL

^CE^U ?5^DCTO.RES SUPP

2500 METROHEALTH DRTVE^

C'LEVELANB,OHIO 44109-1998

APPLICATIONRECEIVED:
6/3/2002

HOSPITAL: METROHEALTH MED CTR.CLEVE

Resident
FAMILY PRACTICE

ACKNOWLEDGMENT LETTER EXPIRES: 10/5/2002

;: ::«,..»*..,0».PP—- .—-fic-u- -ved by •hc Boutl °"" """ d"e and

for the program indicated above.

please be advised tUat,yoy WS^-^^gy^^^

5SS^|^SJ35SrSS
^^is^^^^^yw^^s'abwt:~'

II

incomplete or eoniaiiis viww ^ " ———,„-

^•^s^^^^r^^^^^
transferable.

Penny E. Grubb
Chief, Licensure

^ ^^



STATE MEDICAL BOARD OF OHIO
77 South High Street, 17th Floor • Columbus, Ohio 43215-6127 • (614) 466-3934
Website : www.state-oh.us/med/

REBECCA LOWENTHAL,
C/0 METRO HLTH MED CTR-RES SUPP
2500 METROHEALTH DRIVE
CLEVELAND OH 44109-1998

09/27/2002

NUMBER : 57-00-6499
HOSPITAL : METROHEALTH MED CTR-CLEVE

RESIDENT FAMILY PRACTICE

DATES : 06/23/2002 - 06/22/2003

Dear Doctor:

This is to notify you that the above training certificate number has been issued to you in
order for you to participate in the training program during the dates indicated above.

You are entitled to perform such acts as may be prescribed by or incidental to the
internship, residency, or clinical fellowship program, but are not otherwise entitled to
engage in the practice of medicine and surgery or osteopathic medicine and surgery in
this state. You must limit your activities to the programs of the hospitals or facilities for
which the training certificate is issued. You must train only under the supervision of the
physicians responsible for supervision as part of the internship, residency, or clinical
fellowship program. Failure to abide by these limitations could result in the revocation of
this certificate or criminal prosecution.

A training certificate shall be valid for one year, but may at the discretion of the Board be
renewed annually for a maximim of five years. Renewal applications are maited
approximately April 1st for those who initiated their training on July 1st. Others will receive
their renewal application accordingly.

Be sure to notify the Board, in writing, of any change in address within thirty days of the
change. If you change programs before the end of the training year you must immediately
notify the Board.

Sincerely,

^ -^

Penny E. Grubb
Chief, Licensure
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