ARKANSAS STATE MEDICAL BOARD

LICENSURE DEPARTMENT

1401 W. Capitol Ave., Suite 340, Little Rock, AR 72201

Phone (501) 296-1802 Fax (501) 296-1972 www.armedicalboard.org

Emails with attachments must be sent in PDF format to support@armedicalboard.org

Are you utilizing FCVS for your Arkansas license? ZYes [ ]No
Arc you a current or former member of the U.S. military or a spouse of a current or
former member of the U.S. military? JAYes [[]No

APPLICATION FOR MEDICAL LICENSURE IN ARKANSAS
& Centralized Credentials Verification Service

Please read the IMPORTANT INFORMATION and ALL INSTRUCTIONS included in the application packet,
Type or print legibly (in dark blue or black ink) all application documents. (One sided documents only.)
Provide exact dates whenever possible, in mm/dd/yyyy format.

All questions must be answered. If a question does not apply to you, please write "n/a" in the space provided.

Give careful thought to each answer because you are certifying that the information you provide is truthful, complete and correct.
If you answer "Yes" to any question in Parts 1V or V of the application, you MUST submit a signed and dated explanation.
Failure to answer all questions completely and accurately; omitting or falsifying information, may be cause for denial of your
application or disciplinary action if you are subsequently granted a license. When in doubt, disclose and explain all information.

TYPE OF LICENSE YOU ARE APPLYING FOR (check one)
[A Medicine/Surgery (MD) [] Osteopathic Medicine/Surgery (DO) [] Educational License
Are you requesting that a temporary license be issued prior to full licensure? [] Yes [_] Not at this time

'PART | - PERSONAL IDENTIFICATION INFORMATION i

1a. Full Legal Name (Lasl, First, Middle, Sufiix, Degree)

DENAPOLES, (HRTS TopnER, RomANO

1b. Other Names Used (including Malden Name)

SHOLES QRN =

2a. Social Security Number 2b, Driver's License State & Number 2c. Gender | 2d. Date of Birth (mm/dd/yyyy)
FL S I4-116-¥6-cod-o [AMale [ Female ' |

da. Place of %ﬂh 3b. Country of Citizenship

Skambord, CT OSA
3c. Immigralion Status (if not U.S, citizen) 3d, How leng have you been in the U.8.2 (if not U.S. citizen)
3e. Ethnicity B’fﬂon—Hlspamc L] Hispanic 3f. Race [ | American Indian/Alaska Native [ ] Asian

[ Black/African American [AWhite [] Hawaiian/Pacific Islander
_ 1 '] Hispaniz

4a_ Public Address (Street, City, State, Zip Code)

YV S Garcon Poink RQ ml\’w\,FL Zggfl

4b. Private Address (Street or PO Box, City, State, Zﬁ-Code)

SANE
4¢. Private Phone # 4d. Work Phone # de, Fax # | 41. Mobile Phone #
4g. Personal E-mail Address 5a. If not currently living in Arkansas, do you plan to relocate? |
( M No ZYES-Approx. date: \\ TQO\H
5b, Inlended Practice Location in Arkansas: Name and Address of Hospital, Clinic, Group or Private Praclice i
Locoms Hospitelist  Fasetdyile AR -
5c. Will you be providing lelemedicine services from outside lhe state of Arkansas?
No [_] Yes - Name of Telemedicine Contract Firm: Phone
Ga, NPI Number 6b, Accept Medicald/Medicare Palients? S
\SI89737\S [ Medicare [ Medicaid [ Neither [Zf Unknown/Undecided

1 L R T DN FOR ASMB USE ONLY ;
Name CU@E}Z&L@Q}YMC Df.') ’Aﬁﬁfg;l_ ]}’ 0 Application Received PTJ\ \' ( q !
License Number ° "_r’""*““"’""' o E'i‘aﬁfﬁeﬁewed g rﬁoo(_g

Voy U AL | PR IE:

License Issued a0 ‘Appficafion Declined

Basis for License E_kﬂ;}’) . ..ty PHIDNo, /:}_‘)m(_’_’) ;Q/Q; 0% _

- " A  Buurp—
Wil %)
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PART Il - EDUCATION

MEDICAL SCHOOL EDUCATION

List all medical school(s) you attended (attach additional sheelts if necessary). If you attended

more than one medical school, provide the reason you changed medical schools on a separate
sheet of paper, signed and dated by you. If you completed medical school in more or less than
four years, provide the reason on a separate sheet of paper, signed and dated by you.

7a. Institution Name

T rinik School

d( Medicore

7b. Country of Medical School
S‘\'- \inw ok

7c. Mailing Address(Street Address, City, State/Country, Zip Code)

425 Weadskec i 20

Qossel), bA ZeoIS

7d. Slart Date

7e. End Date
o4/ o\ / Qoof; 06 130 1 A0\3

7f. Gradualed?
HAVes [INo

79. Degree Awarded

JZ/M.D. (or foreign equivalent) (Ip.0. [ None

Ba. Institutinn Name

Lo Ertoesstisy

8b. Counlry of Medical School

8c. Mailing Address (Street Address, City, State/Country, Zip Code)

8d, Start Date " 8c. End Date

/ / /

8f. Graduated?

/ [Jyes [JNo

8g. Degree Awarded

Imp. (or foreign equivalent)

[ p.0. [JNone

POSTGRADUATE EDUCATION,

US OR FOREIGN

List internships, residencies, fellowships and other postgraduate training chronologically (attach

additional sheels if necessary). If you did not complete a program or changed schools between
years, provide the reason on a separate sheet of paper, signed and dated by you, If program still

in process. enter anticipated complstion date as end date.

9a. Full Name of Training Program

Stambord Hogpntel

/ Colormbia O n(W&F{’j

9b, Prograni ID (if known)

9c. Program Type (Internship, Residency, etc)

3 @Qy"t\e{\oj

j'h‘kel'ﬁS\'\lp

9d. Specialty/Subspecialty

FL\MI \U\ V\Q&I aune.

9e. Deparlment Name

Froily Medicine

9f. Mailing Address (Street Address, City, State/Country, Zip Codg)

Skaoberd . O 06902

L Mesoitad  Pleza

9g. Slart Date

06/ F5 1201y

9h. End Date

9i. Anticipated End Date 9.C

06/20 /2010 | 11

mpleled?
Yes []No
[ In Process

8K, Chiel resident?

B’Ves [ No

9a. Full Name of Training Program

9b. Program ID (if known)

9c. Program Type (Internship, Rgsi'dency, etc)

9d. Specialty/Subspecialty

Se. Department Name

9f. Mailing Address (Street Address, City, State/Country, Zip Code)

9g. Slart Date
/ / /

Sh. End Date

/ / /

9i. Anticipated End Date

9j. Completed?
(JYes [No

[1In Process

9k. Chief resident?

[ Yes [JNo

9a. Full Name of Training Program

9b. Pragram ID (if known)

9c. Program Type (Internship, Residency, etc)

9d. Specialty/Subspecially

9e, Department Name

9f. Mailing Address (Street Address, City, State/Country, Zip Code]

"9g. Start Date
/ / /

9h. End Date

/ / /

9i. Anticipated End Date

9. Completed?

[ Yes [JNo

[ In Process

9k. Chief resident?

[JYes [JNo

9a. Full Name of Training Program

9b. Program ID (if known)

9c. Program Type (Internship, Residency, etc)

9d. SpecialtylSuT)Specialiy

9e. Department Name

9f. Mailing Address (Street Address, City, Slate/Country, Zip Code)

;‘ ™ Ty

9g. Start Date 9n. End Date 9. Aﬁtldpated Erdd Datd™ | ‘Lumplrzled?
Yes []No
/ ! / / / / [:] in Process

Ok, Chief resident?

[ Yes [ONo

MD/DO Application: Rev. 6/2018
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Print Transcript Page 1 of 1

Denapoles, Christopher Romano, M.D. - Education - Other Graduate - Entity Placeholder |

Jul 252019 3:07PM

Christopher Romano Denapoles, M.D.: The MHA was not completed due to starting medical residency.
This schooling can be removed from my application as it has not yet been completed.

Please let me know if there are any questions.

Thank you,

Dr. DeNapoles

Jul 23 2019 2:43AM
System Administrator: THIS 1S AN AUTOMATED MESSAGE:

This verification is still needed. It is your responsibility to ensure that this has been requested from the
source and/or provide any requested response. This record will be closed upon receipt of this item.

Jul 152019 3:38PM

Gracia Wallace: (Masters in Healthcare Administration)Has this verification been requested to be sent
directly to the Arkansas State Medical Board? Verifications can be sent by mail, emailed as a PDF to
support@armedicalboard.org Attn: Licensing, or faxed to 501-296-1972 Attn: Licensing. This record
will be closed upon receipt of this item.

http://intranet.armedicalboard.org/Licensure/Print.aspx 7/26/2019



EXAMINATION HISTORY

Please specify exam series USMLE, NBME, FLEX, NBOME, COMLEX, LMCC {or State Exam
prior to 1975). If you failed any step of any examination, even once, you must submit a separate,
signed and dated explanation of the circumstances. Attach additional sheets if necessary.

10a. Exam Series & Step

10b. Number of Attempts

10c. Number of times failed

10d. Date PASSED

STEP \ O g Iy ||
10a, Exam Series & Step 10b. Number of Altempts 10c. Number of times failed 10d. Date PASSED
STeP 2 ¢S \ O € 1Yy I a
10a. Exam Series & Siep 10b. Number of Attempts 10c. Number of times failed 10d. Date PASSED
<TEP ) (K . \ o /2 /)2

10a. Exam Series & Step

S5Tee 3

10b. Number of Attempts

\

10c, Number of times failed

O

10d. Dale PASSED

X1 L1\3

10e. Have you ever taken the SPEX or COMVEX examination? [] Yes ,Z/No If Yes, you must provide a signed and dated

explanation.

11a. If you are an International medical graduate, do you hold an

11b. ECFMG Certificate No.

ECFMG certification? _[AYes [ No [ N/A
(If No, you must provide a signed and dated explanation)

O¥ A Y404 Lo

11¢, Date Issued

6 1\ 113

SPECIALTY/ BOARD CERTIFICATION

Please list all specialties, intiuding self-designated. Attach additional sheets if

necessary.
12a. Primary Practice Specialty/Subspecialty 12b. Board Certified? 12c. Certification Type
Fam?{j wediare [F¥es ONo [ Lifetime A Time-Limited [ MOC
12d. Name of Specialty Board, if certified 12e. Certification Dale 12f, Recertification Date | 12g. Expiration Date
AL Fm 200 1\ I T Q0T
13a. Secondary Specialty/Subspecialty 13b. Board Certified? 13c. Certification Type
[JYes [ No [ Lifetime [] Time-Limited [J MOC
13d. Nafe of Speclalty Board, if certified 13e. Certification Date 13f. Recertification Date | 13g. Expiration Date
/ / / / / /
14a. fertiary Specialty/Subspecialty 14b. Board Certified? 14¢. Certification Type
[JYes [No [ Lifetime [ Time-Limited [] MOC
14d. Name of Specialty Board, if cerlified 14e. Cerlificalion Date 141, Recerlification Date | 14g. Expiration Date
/ / / / / /

PART lil - PROFESSIONAL ACTIVITIES

PROFESSIONAL LICENSURE

List all states or lerritories of the United States.or other countries in which you hold or have
ever held a medical license. Include all temporary, instructional and training
permits/licenses. Attach additional sheels if necessary. If none, enter "N/A."

15a. Jurisdiction (State, Country) 15b. License No. 15c. Issue Date 15d. Expiration Date 15e. Current Status
O 24683 Y rya /g Y 1\ 12O | Acknt
15a. Jurisdiction (State, Country) 15b. License No. 15¢. Issue Date 16d. Expiration Date 15€. Current Status
\ ] )

AL 28V 54 oYy g 230719 A ckwe
15a, Jurisdiction (Slate, Country) 15b. License No. 15¢. Issue Date 15d. Expiration Date 15e. Current Slatus
FL 13225S Y 19611 | L3 gl Ackt
16a. Jurisdiclion (State, Country) 156b. License No. 15¢. Issue Date 15d. Expiration Date 16e. Current Status

— .
CT 0SS 69 Y S11S1]6 Py g | Inachve

15a. Jurisdiction (State, Country) | 15b. License No. 15c. Issue Date 15d. Expiration Date 15e. Current Status
/ / / /

15a. Jurisdiction (Stale, Country) 15b. License No. 15c. Issue Date 156d. Expiration Date 15e. Current Status
/ / / /

15a. Jurisdiction (State, Country) 15b. License No. 15c. Issue Date 15d. Expiration Date 15e. Current Status
No i . / / / /

15a. Jurisdiction (State, Country) 15b. License No, - "1 15¢. Issue Ratg) ,‘EZ 15d. Expiration Date 15e, Current Status
/ / / /

MD/DO Application: Rev. 6/2018

Page 3 of 9



MILITARY SERVICE Submil a copy of your separation papers (DD Form 214) with your application. If Active Duly, have
the Verification of Current Military Service sent to this office or have your current Commanding Officer
submit a verification letter directly to this office.

16a. Have you ever been in the armed forces?ﬂYes [ No

18b. Country & Branch of Service 16¢. Date of Enlry 16d. Date of Discharge 16e. Type of Discharge
OS AF 511 1 90l4 —t— Reserve
16b. Country & Branch of Service 16¢. Date of Entry 16d. Date of Discharge 16e. Type of Discharge
/ / / /
WORK Please provide a chranological listing for all medical and non-medical work history and other activities, including
HISTORY hospitals, faculty appointments, private practice, employment corporations, military assignments, government

agencies, locum tenens and telemedicine assignments, and leaves of absence since graduation from medical
school. Do not include Medical School or Postgraduate Education/T raining. Do not write, “See CV;” you must
complete this section AND attach your curriculum vitae. If none, enter “N/A."

17a. Date From 17b. Date To 17c. Type of Affiliatlon, (Primary or Previous Practice, Employment, Stalfl Appointment, efc.)
1 1 1200 | Cobeok / Primary
17d. Name of Institution/Facility ZPrimary Practice
> D Previous

Praclice [,J al Pl‘)“ﬂ“ HOSP' ﬁ"‘
T7e. Instilution Mailing Address (Slreet or PO Box, City, State/Country, Zip Code)

FLE3 Db Huy Rorgeal FC 32swM
17, TilleiPosilion/Stall Calegory 7 17g. Specially pracliced or granted privileges in

ﬂr\%.‘av«\ ﬁwl‘ﬁ M:‘avg
17a. Date From 17b. Date To 17c. Type ot\?)mion (Practice, Employment, Stafl Appointment, etc.)
101 | 19018 | cdoet Sttt
17d. Name of Institution/Facility D Primary Practice

O ‘ ad Bm(.{n NU(E#% l'[m\f“ﬁ ] Previous Practice
17e. Institution Mailing Address (Street or PO Box, City, State/Country, Zip Code)

TS Upwosty Pulsy  fersuels pL T251Y
17f. Tille/Posilion/Stall Category 170. Speclally practiced or granted privilages In
Mediced  Divects Feumly predzine

17a, Date From 17b. Date To 17c. Type of Affiliation {Praclice, Employment, Staif Appointment, elc.)
g /1 1 M | Cowerd o rtn
17d. Name of Institution/Facility L—_| Primary Practice

U 5 Ap( QVLQ, [[] Previous Praclice

178, Institulion Mailing Address (Street or PO Box, City, Slate/Country, Zip Code)

171, Tille/Posilion/Stalfl Category 17g. Specially practiced or granted privileges in
Phasreien | Nevspace  IMATLIR
17a. Date From 17b. Date To 17c. Type of Alliliation (Praclice, Employment, Slaif Appointment, elc.)
___C,(J oeoik C,(Jﬁ‘@*'f Lo H ospitel .«s(
17d. Name of Institution/Facility D Primary Praclice
M(J}“‘ oS LO s °5pr'&4‘ l<’1l’ [ Previous Practice

17a. Institution Mailing Address (5{ru?pr PO Box, City, State/Country, Zip Cade)

Pendivg I;}”'d_n cof k Smd’\\ M Li,____f‘&“\d‘b\“& A

171, Tille/Positon/stalf Calegory” 17q. Specialty practiced or granled privileges in

Plf\-:}gmw g aﬁp“f‘ll 34

17a. Date From 17b. Date To 17¢. Type of Affiliation (Practice, Emplayment, Staff Appointment, elc.)
/ / / /
17d. Name of Institution/Facility D Primary Praclice

D Previous Practice

17e, Institulion Mailing Address (Street or PO Box, City, State/Country, Zip Code)

e = = £ B L 5 £ 1 B
171. Title/Position/Stall Category 174! Spetlally practicdd nt;gtalﬁfﬂ rivileges In

MD/DO Application: Rev. 6/2018 Page 4 of 8




Print Transcript Page 1 of 1

r Denapoles, Christopher Romano, M.D. - Practice - Primary Practice - Entity Placeholder, . USA |

Jul 21 2019 9:09AM

Christopher Romano Denapoles, M.D.: 1. West Florida Hospital. 2360 US-29, Cantonment, FL 32533
2.09/2017 - 01/2020 (Pending Locums Hospitalist Placement)

3. Physician

Jul 152019 3:37PM

Gracia Wallace: What is your current primary practice location? This would be where you see the
majority of your patients or where your patients are billed from, (i.e., office, clinic, hospital group,
contracting company.)

1. Name and Address

2. Dates

3. Position (i.e., Owner, Staff Physician, Independent Contractor, Medical Director)

4. If your primary practice is a hospital then please state the office your patients are billed through. (i.e.,
hospital group, clinic, contracting company)

o

http://intranet.armedicalboard.org/Licensure/Print.aspx 7/22/2019



WORK HISTORY, continued

17a. Date From 17b. Date To 17c. Type of Affiliation (Practice, Employment, Staff Appointment, elc.)
/ / / /
17d. Name of Institution/Facility —D Primary Practice

l:l Previous Praclice

17e. Institution Mailing Address (Street or PO Box, City, State/Country, Zip Code)

17f. Title/Position/Staff Category 179. Specialty practiced or granied privileges in
17a. Date From 17b. Date To 17c. Type of Affiliation (Practice, Employment, Staff Appointment, éfc.)
I I
17d. Name of Institution/Facility D Primary Practice

|:] Previous Practice

17e. Institution Mailing Address (Street or PO Box, City, State/Country, Zip Code)

17I. Title/Position/Staff Category 17g. Specialty practiced or granted privileges in
17a. Date From 17b. Date To 17c. Type of Affiliation (Practice, Employment, Staff Appointment, etc.)
/ / / /
17d. Name of Institution/Facility D Primary Practice

D Previous Practice

17e. |nstitution Mailing Address (Street or PO Box, City, State/Country, Zip Code)

171. Title/Position/Staff Categéry 17g. Specialty practiced or granted privileges in
17a. Date From 17b. Date To 17c. Type of Affiliation (Practice, Employment, Staff Appointment, etc.)
/ / / /
17d. Name of Institution/Facility D Primary Practice

D Previous Practice

17e. Institution Mailing Address (Street or PO Box, City, State/Country, Zip Code)

17f. Title/Position/Staff Category 17g. Specialty practiced or granted privileges in
17a. Date From 17b. Date To 17¢c. Type of Affiliation (Practice, Employment, Staff Appointment, etc.)
/ / / /
17d. Name of Institution/Facility [:, Primary Praclice

[:] Previous Practice

17e. Institution Mailing Address (Street or PO Box, City, State/Country, Zip Code)

17¢. Title/Position/Staff Cateﬁy B 79 Specialty practiced or granted privileges in
17a. Date From 17b. Date To 17c. Type of Affiliation (Practice, Employment, Staff Appointment, etc.)
/ / / /
17d. Name of Institution/Facility D Primary Practice

|:| Previous Practice

17e. Institution Mailing Address (Street or PO Box, City, State/Country, Zip Code)

17f. Title/Posilion/Staff Calegbry 17g. Specialty practiced or granted privileges in

TSI EETY
Oi‘! NRIREE o] ey e

=410

MD/DO Application: Rev. 6/2018 Page 5 of 9



FEDERAL DEA & STATE-
ISSUED CONTROLLED

List all current and previous Federal DEA and state-issued controlled substance registrations,
If none, enter N/A.

SUBSTANCE REGISTRATIONS

18a. DEA or State Registration # 18b. State | 18c. Your Address Associated with this Registration 18d. Expiration Date

FO 6935646 FL ) S beran Ponk RO pilton, FL 612> Qo

18a. DEA or State Registration # 18b, State | 18c. Your Address Associated with this Registration 18d. Expiration Date
/ /

18a. DEA or State Registration # 18b. State | 18c. Your Address Associated with this Registration 18d. Expiration Date
/ /

18a. DEA or State Registration # 18b. State | 18c. Your Address Associated with this Registration 18d. Expiration Date
/ /

18a. DEA or Siate Registration # 18b. State | 18c. Your Address Associaled with this Registration 18d. Expiration Date
/ /

"18a. DEA or State Registration # 18b. State | 18c. Your Address Associaled with this Registration 18d. Expiration Date
/ /

TIME GAPS

Please provide an explanation for ALL time gaps of 30 days or more since the start of
medical school. If none, enter N/A,

19a. Did you have a time gap in excess ol 30 days belween medical

school and post-graduate training?

19b. Dates of time gap

6/2013 - 6 [2014

Yes [1No

19c. Explanalion for time gap: (e.g. iraveling, vacation, moving, prepared for residency)

Medstos Hee lthare Adimin skt

OO

19d. Additional time gap. Provide dales and explanation.

19e. Additional time gap. Provide dates and explanation. Use additional sheets if necessary.

MALPRACTICE CLAIMS

List all malpractice claims ever filed against you, regardless of disposition.
additional sheets if necessary.

If none, enter “n/a". Use

20a. Date of Claim 20b. Jurisdiction 20c, Disposilion (Dismissed, Settled, Pending, etc.) 20d. Amount of Settlement Paid
I /:4 g

20a. Date of Claim 20b. Jurisdiction 20c. Disposition (Dismissed, Settled, Pending, etc.) 20d. Amount of Settlement Paid
/ / $

20a. Date of Claim 20b. Jurisdiction 20c. Disposition (Dismissed, Seltled, Pending, etc.) 20d. Amount of Settlement Paid
/ / $

' 20a. Date of Claim 20b. Jurisdiction 20c. Disposition (Dismissed, Settled, Pending, etc.) 20d. Amount of Seltlement Paid
/ / $

20a. Date of Claim 20b. Jurisdiction 20c. Disposition (Dismissed, Settled, Pending, etc.) 20d. Amount of Seltlement Paid
/ / $

20a. Date of Claim | 20b. Jurisdiction 20c. Disposition (Dismissed, Settled, Pending, etc.) 20d. Amount of Settlement Paid
/ / $

20a. Date of Claim "20b. Jurisdiction 20c. Disposition (Dismissed, Setiled, Pending, etc.) 20d. Amount of Seltlement Paid
/ / $

20a. Date of Claim "20b. Jurisdiction 20c. Disposition (Dismissed, Seltled, Pending, etc.) 20d. Amount of Settlement Paid
/ / $

“20a. Date of Claim 20b. Jurisdiction 20c. Disposition (Dismissed, Settled, Pending, etc.) 20d. Amount of Seltlement Paid '

/ / $

20a. Date of Claim 20b. Jurisdiction 20c. Disposition (Dismissed, Seltled, Pending, etc.) | 20d. Amount of Settlement Paid |
/ /

Q. 34 $

MD/DO Application: Rev. 6/2018

FElie 6107
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PART IV - ATTESTATION QUESTIONS

21. Do you currently maintain indlvidual or group Prafessional Liability Insurance (malpractice) coverage? JZ’NO [Yes
If no, list reason: Cogered by poiy F’.:’*’\Db—hk‘f . -
Insurance Carrier Name: el )
Policy Number(s):
Expiration Date: Coverage Amounts:
If Group policy, list group name:

SPECIAL INSTRUCTIONS FOR QUESTIONS 22-44

» Please mark the appropriate box next to each question. Do not leave any questions blank.

o Foreach "Yes” response to questions 22-44, you must provide a separate, signed and dated statement giving
full details including date, location, type of action, organization or parties involved, and specific
circumstances. [f you are not sure about how to respond to a question, it is best to disclose and provide an
explanation.

« Failure to answer these questions accurately may result in disciplinary action or denial of license application.

«» Confidentiality: The contents of licensing files are generally considered public records under the Freedom of
Information Act. If you believe that the additional information you are attaching to explain a "Yes" answer should be
considered confidential, state that in the attachment. Be advised, however, that not all requests for confidentiality can

be granted.

22. Has your application for examination or licensure ever been rejected, denied or withdrawn? If yes, p’No [ Yes
explain.

23, Has any medical licensing board ever placed your license on probation, suspension, or has it revoked a ﬁNo [JYes
license or certificate it had granted you? If yes, explain and provide name and address of Board.

24, Have you ever been ordered to appear before a state medical board for any reason other than licensure? ?{No 1 Yes
If yes, explain,

25, Has a medical board or hospital ever initiated disciplinary procedures against you? If yes, explain. QNO [JYes

26. Have your privileges at any hospital ever been denied, suspended, diminished, voluntarily or involuntarity ﬂNo (1 Yes
relinquished, revoked or not renewed, or is any such action pending? If yes, explain.

27. Have you ever voluntarily surrendered your medical license in any state? If yes, explain. )Z No [ Yes

28. Since the start of medical school, have you been charged or convicted (including a plea of nolo WNO [ Yes

contendere) of a misdemeanor or felony (including DWI (Driving While Intaxicated) or DUI (Driving Under
the Influence)? (NOTE: You must answer “Yes” even if records, charges, or convictions have
been pardoned, expunged, plead down, released, or sealed.) If yes, explain.

29. Have you ever been denied provider participation in any state or federal Medicaid program? /f yes, MNO [J Yes
explain.
30. Have you ever been warned, censured by, or requested to withdraw from any hospital in which you have JjNo [1Yes

been trained, been a staff member, or held hospital privileges? /f yes, explain.

31. Have you ever been disciplined or dismissed from any professional activity or training program? Have ?(No ] Yes
you ever received a warning, reprimand, or been placed on probation during an internship, residency, or
fellowship program? If yes, explain.

32. Have you ever voluntarily or involuntarily left a training institution program before compleling it? If yes. V(No [ Yes
explain.

I35 101] t

AR 1 gl

MD/DO Application: Rev. 6/2018 Page 7 of 9



PART IV - ATTESTATION QUESTIONS, continued

33. Have you ever been reported to the National Practitioner Data Bank or subject to NPDB adverse action ‘ZrNo [ Yes
reparting? If yes, explain. ’

34, Have you ever resigned or surrendered clinical privileges from any medical staff while under investigation )ZNO [ Yes
for possible incompetence or improper professional conduct, or in return for such an investigation not
being conducted? If yes, explain.

35. Have you ever been denied-membership, renewal thereof, or been subject to disciplinary action in any JZNO [Yes
medical organization, or is any such action pending? If yes, explain.

36. Have you ever been terminated, sanctioned, penalized or had to repay money to any State Medicaid or ’ZNO [ ves
Federal Medicare/Medicaid program? /f yes, explain.

37. Have you ever been cited by a peer review organization? If yes, explain. Z No [JYes

38, Have you ever had to discontinue practice for any reason for a period longer than one (1) month? If yes, Q No [ Yes
explain.

39, Since the age of 21, have you been, or are you currently, being treated for alcoholism or substance ﬁNo [ Yes
abuse In an inpatient or outpatient selling? /f yes, explain,
39a. If Yes, was this the result of a medical board action? CINo [JYes

40, Are you currently suffering from any condition for which you are not being appropriately treated that ?NO [ Yes
impairs your judgment or (hat would otherwise adversely affect your ability to praclice medicine or lo
perform professional or medical staff duties in a competent, ethical, and profession manner? If yes,
explain.

41, Are you currently being, or have you aver been monitored by a Physicians Health Commitiee in any ﬂNo [J Yes

state? If yes, explain, and ask the Physician Health Committee to send documentation of your status.

42, Has your license to practice medicine or Drug Enforcement Administration registration in any jurisdiction ;(No [ Yes
been denled, reduced, limited, suspended, revoked, placed on probation, not renewed voluntarily, or
involuntarily relinquished, or is any such action pending? If yes, explain.

43. Have you ever defaulted on any Health Education Assistance loan? If yes, explain. ﬂNo [ Yes
44, To your knowledge, are you currently the subject of an investigation by any licensing board as of the date }Zﬁdo [ Yes

of this application? If yes, explain. I, during the application process, you become aware of any
such investigation, you are required to report it to this office.

kY o1y uil 6107

MD/DO Application: Rev. 6/2018 Page 8 of @




PART V - AFFIDAVIT OF APPLICANT

I, the undersigned applicant, after being duly sworn, hereby certify that | have read the complete application and know the
full content thereof. | declare, under penalty of perjury, that all of the information contained herein and evidence or other
credentials submitted herewith are true, correct, current, and complete to the best of my knowledge. | attest that 1 am the
lawful holder of the degree of Doctor of Medicine or Doctor of Osteopathy, and that said degree was procured in the
regular course of instruction and examination, and that it, together with all the credentials submitted, were procured
without fraud or misrepresentation or any mistake of which | am aware. | certify that the photograph that appears below is
a true likeness of me, taken within the past sixty (60) days. | understand that any falsification or misrepresentation of any
item or response in this application, or any documentation supporting this application, even if submitted separately, is
sufficient grounds for denying, revoking, or otherwise disciplining a licensg,or permit to practice medicine in the State of
Arkansas.

Applicant's Signature (in ink)
(must be signed in the presence of a Notary Public)

6ozl 9
' Date Signed
(must Include the month, day and year signed)

. SUBSCRIBED AND SWORN TO before me, a Notary Public in and

- _/

P for the State of  FLOR (04 , this
> day of JUNE , 20 lof

(Notary date must be the same as the applicant’s signature date above)

N B ORETZp 1%,
St X
.g Q;gﬁ "Q:f?{}a‘

) E *
GG 046017 s
AN .-.“3'- eoﬂdod \“@é’ o ( ( : k

4 S W‘\R}.Mﬁ- AN VA

Z ~7 Fai B
2 rpg s e
Z ¢ i
Notary Signature
(Notary seal must be below the photograph at lefi}

My commission expires: ;/(9 (‘?\\

YU, 8L e, STPC‘{E
My

DO NOT WRITE BELOW THIS LINE - FOR OFF|CE USE ONLY

0S:0fpy

HNTaT oo
AT

MD/DO Application: Rev. 6/2018 Page 9 of 9



PHYSICIAN
DATA CENTER

P
fsmb)

PRACTITIONER PROFILE

Prepared for:

Practitioner Name:

Arkansas State Medical Board As of Date:7/11/2019

Denapoles, Christopher Romano

ABMS® CERTIFICATION HISTORY

Certifying Board:

American Board of Family Medicine

Certificate: Family Medicine
Certification Type: General
Certification Status: Certified
Participating in MOC: Yes

Effective Expiration Reverification Occurrence Last
Status Duration Date Date Date Reported
Active MOC 07/01/2017 02/15/2020 initial 06/27/2019

The presence and display of ABMS certification data in no way constitutes any effiliation, association with or endorsement of any
advertising, promotion or sponsorship by ABMS, its Member Boards and the Board Certified Physicians listed in this diractory.
ABMS disclaims any responsibility or affiliation for other data that is provided in the directory that is not ABMS sourced
information.

This information is proprietary data maintained in a copyrighted database compllation owned by the American Board of Medical
Specialties (ABMS). Copyright 2014 American Board of Medical Specialties. All rights reserved.

AOA® CERTIFICATION HISTORY
No AOA Certifications found. f

ENTE
P

JUL v
L 019

PLEASE NOTE: For more information regarding the above dala, please contact the reporting board or reporting agency. The information
contained in this report was supplied by the respective state medical boards and other reporting agencies. The Federalion makes no
representations or warranties, either express or implied, as to the accuracy, completeness or timeliness of such information and assumes no
responsibility for any errors or omissions contained therein. Additionally, the information provided in this profile may not be distributed,
modified or reproduced in whole or in part without the prior written consent of the Federation of State Medical Boards.

3

400 FULLER WISER ROAD EULESS, TX 76039 | TEL(817)868 4000 | FAX (817)868 4099 N
© 2014 FEDERATION OF STATE MEDICAL BOARDS Page 2 of 2



3624 Markat Strest

® EDUCATIONAL COMMISSION FOR \
@ EC F M G ' FOREIGN MEDICAL GRADUATES Phlladelphia PA 19104-2885
= 215-386-5900 | 215-386-6327
www.ecfmg.org

VERIFICATION OF MEDICAL EDUCATION

_—

INSTRUCTIONS TO THE DEAN

The individual identified on the attached Medical School Release Request, Certification of Identification Form, or Certification
Stafemerd has authorized your medical school to provide to the Educational Commission for Foreign Medical Graduates (ECFMG)
any and all information pertaining to his/her education at your instilution. Please complete this VERIFICATION OF MEDICAL
EDUCATION form and return it to ECFMG with the attached medical diploma and a final medical school transcript in the
enclosed, addressed envelope.

RE: Christopher R. Denapoles
0-824-016-0
Trinity School of Medicine
PO Box 1822
Kingstown _ .
SAINT VINCENT AND THE GRENADINES

Please notify ECFMG If the name of your institution has changed oris differant from the name dispiayed.

SECTION 1; MEDICAL SCHOOL TRANSCRIPT )

Alizch an official medical school transcript in the original language that displays course grades or marks, not just hours, to this
Verification of Medical Education form and retum to ECFMG — Affix your official stamp (o the transcripl — Non-English language
transcripts must include a word-for-word English language lranslalion prepared by a recognized lranslator — An official English
language version medical school transcriptis also acceplable — Transcripls relumed 1o ECFMG under separate cover must include
the individual's ECFMG Identification Number lo prevent processing delays.

SECTION 2A: CERTIFICATION

By my signature below, | ceitify: (1) the information provided on this form Is an accurate account of the above named individual's
official records maintained in this medical school and is true and correct lo my knowledge, and, (2) that | am authorized to cerify this
on behalf of lhis instilution as reported lo ECFMG on an Authorized Signalure List for Medical School Officials or other official
nolification from this institution.

naty ted Na a cial Seal must match sam rovided t G by th 1sc

Printed Name: Leslle Keith Hollers
Title: VP of Operations and Student Finarnce

Date of Signature: 23 May 2013

Phone: 7707810863 Fax: 877-445-8746

SECTION 2B: DEGREE CERTIFICATION Emall; khollers@trinityschoolofmedicine.org

This individual:
Was conferred/issued the degree of Doctor. of Medicine (M.D.) on 30/0472013 (dd/mm/yyyy) and the attached medical diploma is
authentic and comect.
-0Or—
Was not conferredfissued a degree or the atiached diploma is not authentic and comect becruse:

Y

SEAL Qf\\@
VERIFIED ¥

English 327-A English Version 2 USMLE; 0-824:016-0 MedSctiool Code: 794020  Print Date: 8232013 Pagel of 3



SECTION 3A: PRE-MEDICAL EDUCATION
Years of education required for admission to your medical schoo! : 3 years

Credential/degree presented by the applicant for admission to your medical school - Arizona Sate University - BS
{Kinesiology/PreMedicine)

Did this individual transfer credits to your medical schiool from another institution? YES { ) NO (X)

If you checked "YES' please print the name of the insfitution(s) from where the credits were transferred:

SECTION 3B: MEDICAL EDUCATION

Enroflment and Participation: Our records indicate that Christopher R. Denapoles attended our medical'school for total of 150
weeks of medical education on the following dates:

From 07/08/2009 (dd/mmlyyyy) Yo 30/04/2013 (dd/mmiyyyy)

SECTION 4: UNUSUAL CIRCUMSTANCES
The Tfollowing questions apply lo unusual circumastances that occuned during any part of the individuafs medical education. Please
provide dates and requested information If you check “YES® to questions 1-5.

4. Does this individuaPs official record reflect {an) interruption(s) or extension(s) in his/her medical education? YES { ) NO{X)

ifyou checked “YES* please select the reason(s) for, indicate the dales of the intenruption(s) or extension(s) and check
whether the interuption/exterision was approved or unapproved.

From Month/Year To MonthlYear, Approved = Unapproyed
Personal/Family uill _ () ()
Academicremediation ./ - ) ()
IHealth N . () ()
Financial ot . () ()
Participation in joint degree
Program (6.g.. MD/PhD) i —F () ()
Participation in non-research
special study (e_g., fellowship,
inlemalional experience) | _ ! () ()
Participation in non-degree
research _ — () ()
Other S S — () {)

Please Specily: S

English 327-A English Verslon 2 USMLE: 0-824:016-0 MedSchoot Code: 794020  Prin( Date: 232013 Page2 of 3



2. Does this individual's official record reflect that he/she was ever placed on academic or disciplinary probation during his/her
medical education? YES ( ) NO (X)

If you checked “YES® please seleci the reason(s) for the probation, indicate the date(s) of placement on and removal from
probation and aftach addilional documentation to this report.

ro ontl To Month / Year
AcademicProbation__ = S T
Probation for unprofessional conduct/behavioml . oy
Probatian for other reason N S

Pleass specify reasoni:

3. Does this individual's official record reflect that he/she was ever disciplined for unprofessioiial conduct/behavioral reasons by the
medical school or pareri uriiversity? YES ( } NO (X)

1f you checked "YES” please provide detailed documentation/information about the circumstances and cutcome(s)

4, Doesmisinquarsofﬁcialmqordm’ﬂeclﬂwthelshewasevermesubjeclofnegaﬁvamponsoraninvesﬁgaﬁqnbymemedieal
school or parent university? YES ( ) NO {X}

If you checked “YES' please provide delailed documentation/information about the circumstances and oulcome(s)

5. Does this individuaf's official record reflect that there were any limitations or special requifements imposed on the individual
becatise of questions of academic incompetence, disciplinay problems, of any other reason? YES { } NO {X)

If you checked “YES" please provide detailed documentatiofvinformation about the nature of the fimitations or special

requirements:

English 327-A English Verslon2 USMLE: 0-82¢:016-0 MedSchool Code: 794020  Print Date: £/23/2013 Paged of 3



Applicant Reported g'f'ATLﬁ

F CVS FEDERATION CREDENTIALS ] MEDICAL
VERIPICATION SERVICE Unusual Circumstances BOARDS
_ 3 v
- rA-
VY,

‘Medical School
Medical Professional Name: Denapoles, Christopher R

Trinity School of Medicine

Unusual Circumstances

Did you have any interruption(s) or extension(s) in your medical education? No
Were you ever placed on probation? —— — —No— -— —
Were you ever disciplined or placed under investigation? No
Were any negative reports for behavioral reasons ever filed by instructors? No
Were any limitations or special requirements imposed on you because of academic No

performance, Incompetence, disciplinary problems or for any other reason?

End of Applicant Reported Unusual Circumstances report for: Denapoles, Christopher R

400 FULLER WISER ROAD | EULESS, TX 76039 | TEL (817) 868 - 5000 | FAX (817) 868 - 5099
© 1996 FEDERATION OF STATE MEDICAL BOARDS Page 1 of 1



W

TRINITY

SCHOBE O AL DICTNT

Dananclas, Ohwizeophex. R. //

TRANSCRIPT

roraen s Nama : Dagres confarred: Doctox o Magicira (M.D.)
3xndant ID; 029=73-00 5 Tace confarzad: Jpxil 10, 2013
Segres Lregram: Ioccar of Madicina
Jate. Wadnasdey, day 33, 3513
[=—174 1Y Cragiy Bsurs anli by £ouryaa . Eresit  Eexes (uals
* Couzaa Vama Grace N ¢ = Courss Yame sea O m:
Fall Famuatax 203% Fall Samsstar 2011
M 110 Ieoko € Clinleal Mod. X ] 3 1 s BMC 503 Eamis Clarkedlp in Relly Madiczine A ] ] 12
AT 113 ¥oad Anstamy I 1 3 3 L} L /34411 - 1271021, Advocats ILl1Aeals Masonle Beap. IL
AOC 111 Eacham and danatdcd I <3 4 4 10 PO 502 TMeaceive Clarkondp 1o Famlly Medicinag A 2 ? ]
HYE 112 Pwysislegy I B 3 2 » 12/0811 = 12/27/11, Mivacacs T11inads Wasoale Homp. IL
Tarw Tatals 13 »n Joxa Terala an w
Tazm Sxade Polnt Awaxage 2,88 Tezs Srade Polint Avesags 4.490
Qeeulaciva Tabals 11 1? Smulasive Tozala 22 208.5
Cunulative Crass POIAL AWZage 2.85 Quulitive Crade Faint Avarage 311
pring Samestar XL10 Bxirg Samaszvar 2012
M 120 Iasxo vo Clindeal Med. IT B H 2 [] CC 500 Bhale ClarkeRip in CB/CTX AQ) 5 § 24
ART 12) (ross Anacany IT with Dmbryology b 4 3 3 » 13/16/22 = 02/04/12, Bwedizm Covensrs Nazp. IL.
BAT 12¢ Ristalagy w 3 1 ? LEGT §01 Klaceive Clerkahip In OB/QYW A 1 1 4
AOC 112 Rlocham aad Ganetlces I3 3 3 3 9 SI/08fLT - 02/11/123, Bwatieh Covenant Wosp. IL.
GI¥S 122 Royalslegy 13 Br a 3 11,§ EME $02  Mective Clarkship ia Somaweloegy A 2 2 ]
JECR 125 Nacresclanced < | b | 6 LIAYL/LE - 02723/22, Marcy Boap. & Me4, Oy, IL.
B 132 Introduecien t4 PRAYmacelogy [ b3 1 2 MIZC 500 Saalc Clarkslip in Inc, edicine A i 12 (1}
IE2 110 Dregratwsd BPasic dciance I 14 3 1 4 AL/0B/12 - D5/25/12, Ssuchaspess Roxp., X¥
Tare Totals 18 5.5 Turz Totals H
Tors: Sxade Point Avexage 2.7 Tam Grala Paink Awiage 4.8
Qnulative Totala N 90.% Queslizive Totala 1311 281.%
Qurulitive Crida IAAE AVREAGS 1.82 Smulsedrs Crala Palns Awrzags 3,47
Amrar Samajtar 1010 Bmpar Radjoay I012
M 231 InRro o Cliasesl Med. IIX » b 1 L] JECI 507 Blsicive Clerkabip ta fae. Mad. (Mucritied) A(n) ? 7 H
BTR 210 Dernalogy I B+ 1 6 x CS/28/12 = 07/12/12, Private Practice Daxidn, CT,
WID 381 Kddemiolagy/Bioscanistics A 1 1 ) Prec 500 Basie Claykakip iv Ssychisciy Atny € 4 1}
TR 213 Mdaviowal fcd/Facar, § Dya. AfBy 2 2 ¥ CI/ER/LT = DW/34723, v, of Illinais Chlcsge Mad. Cre. IL.
MICR 211 crebislogy and Isaurology I ] 3 3 L 2 Ture Totals 13 52
Bl 238 Paymcolegy I B 3 b | L3 Tarm CYadd PAILE Averdys 4,00
B3 210 Incagrarad Baniec Sclencs IX [ 4 1 1 L1 f=ulitive Tothla 126 #4.5
Taxi Totsla 1 a8 Smolative Grate Pelac Average 3.33
Taxm Srade Point Avnrage .47
Cuziiativa Totals 49 1u9.5 Fall) famas=ar 2012
Amulstive Grats PANC Avmzaga 1L MET S10 Daceiva Clarxsbip s Int. Medicina S 10 Y] (1]
03727712 - 11702712, Privace Practima Zazien, CT
Exll Bamiatar 7010 EWc 500  Basie Clarkshlp in Buxgery A(b) 13 11 s
OM 350 Ingroe €6 Clialzal Med. IV v 1 b1 [] LLIOE/LT - 03/38/13. Rlawandtia WOpital, VA,
BIH 240 Fethelogy I 4 [ ] | b1y Ten= Torals b > | 1]
MR 261 Eaxaviclogy 1X b 8 b | 3 » Tam Qrata DOIRt Avaraga 4.00
BN 744 Darzaculegy It ) | i ] QEilazive Totals Wy 522.5
IBY 3120 Inkegrated Baai:z foliancs IIT 1 4 3 1 4 2suliative Crade Palnt Awrage 3.d
Tean Totals 18 38
Temm Szads Point ATelags 1.12 Spring Bamestar 2013
Qmuistive Tozals 64 198.5 TSC 500 Baaic ClaxXsdhiy i Peciarrics Atn) 3 $ 28
Apulaciva Sxate PAlnT ARIAgS 312 D/2/12 ~ 03/68/13, Vixgiaia Wadical Oareax., VA.
L §08 Eesle Clarkadlp i Intanaiva Cave W32, a 6 [} 24
Bpeirg Geaxastar 2011 S3/04/13 ~ 84/12/13; Waakingten fpsdialty Hoapital, VA,
2 350 Aranced Intxe 20 dinlcal ¥od, V P 1 1 4 Taz= Torals 11 11}
M 510 Easiz of Tlseases P Y 11 12 [1] Tazsh Cralta Point Avexage 4.08
W 520 Qanics) Thezapaitica 1 4 a 3 2 Snulative Totala 160 510.93
IEE 410 Inzagrdcmd Baalc foiance IV 4 2 ? L} Anelatlve Grate Palnt Average 1.43
Tixm Tatala 19 [{]
Tarx Crafa Roint Amzage 1.43
Ceralaeivy Totals 22 1.5 sesissversseven DT ZF FITSRS veeevesessseee .
Qmulitive Crads Palnt Avarags 1.37
I e e —-— o DiychaY antziad 1a 213 colmmp --a—ee CAr
Trinity School of Medicine has electronically
embmitted thie tranagript (Denapolea,
(hristopher, R.) directly to ECFMG Verification
Support Services.
\
SEAL ™
VERIFIED G
Affixed by medical school ah:
5/22/2013 6:48 PM X y ' CFFICIAL DOCUMENT

23 May 2013




Trinity School of Medidne

ADMISSIONS AND ADMMSTRATION
12600 Decrtield Phwiy, Sulle 100
Apharetta, GA. 30004
Phono: 678-762-232  Fax: 678-762-1281

ACCREDITATION
Triny School of Medicing (Tilnihy) Is acredited by ho Nalonal Acroditalon Board
of o Minksyy of Educition of SL Vinoond and e Grenadines. Trindly School of
Mediding's ataeditafon s slso approved by e Foundaton ko Advancernent of
hiernatonsl Medical Education and Research (FAMER) and Bsts Trinfty in ks
Inksmatonal Moedical Educaton Direciory (BAED)
TERM

Trintty opesaks on a seimesiar hour calendar vith Rl B8, spring, and samimes
somastors. Trinlly offers a Doctor of Medicie (M.0.) program,

RELEASE OF INFORMATION

Offcial yansoipls sre rekeased only with writien request and consenl of be student
andwil be mieased onty 1o fhe party ksenifled in tharequos! for rekase.

INTERPRETATION

CQuastions regacding ha inkrprelaon of he Trinity School of Medicine ¥ansaipl
may ba direcied 1o tho Cfico of the Registor al

Regs ¥ar info@¥inityschoololmedicing org.
PREMEDICAL GRADNG SCALES

Undergraduste Pre-Medical Program Geades
Grading Scale prior lo Summer tor 2010

Grade Dosatplion Cuahly Poinis
A Excollent 400
8 Good 300
c Satisfaciory 200
D Poor 100
f Fal 0
$ Salslaciory None
U Unsakstactoey None
AU Auit None
| Incomplata 0.0
WF Withdravel (Officai) Nons
NG No Grada Reporied Hone
Undargraduate Pre-Medical Program Grades
Grading Scale effective Summior Semosfer 2010
Grede Desaipon Qually Polnis
A (Honory) 96% and budler 400
A 0% - 95% 4.00
8+ 85% -97% K
8 BO% - 6% 3.00
C+ 76% - 9% 250
c 0% - 5% 200
F Loss than 70% 000
P 70% - W00% 4.00
! Incompisie n»
w Withdrawn Fom course ns

CAMPAES ANDOF AICE OF THE DEANERY
Ratho A8
OB 885, Mngsiown
SL Vincen!, Wes! Indies
Phone: T84458-9751  Fax(184)456-9715

MEDICAL PROGRAM GRADING SCALE

Doctor of Madicing (M.D.) Dagres Program Grides
Grading Scak prior (o Summer Semosler 2009

Grade Desgipion Qualy Pons
A 90-100 400
8 80-89 300
c Mirdimum Passing Scote (70<T79) 200
p Pass on a PassF all Coursa 000
F Below Mnimum Passing Score 000
w Whhdraw before Uniied Examinatons 000
wp Wihdrsw Passing 000
WF Withdraw Faling 000
I {ncormphein ‘000
sP In Progeess- Satistaclory Progress 0.00
up In Progress - Unsatistackey Progress 000
Dactor of Madichw (MD) Degres Program Grades
Grading Scalaeffoctive SummorSomos tar 2009
Grade Dasoipion Quuity Painis
A (Honors) 96% and beller 400
A 0% - 9% 400
B+ B4% - 9% 350
B 80%- 6% 300
C» 26%- W% 250
c 70% - %% 200
F Less han 70% 0.00
P 70% - 100% 4.00
| Incomplola i
w Withdrawn Fom course na
TRANSCRIPT

The olficial transeripl 1§ peepsred by ha Ofilon of the Regiirar nd s 8 complate
depicion of the permanen! acadermic lecod.

COURSEWORK ON TRANSCRIPT

Nis the polcy of Trinity School of Medicine lo exciushely houde al gades
approved by he Acaderric Progress Commifee Inhe shudent's acadatric tecord
and offdal lrarecripl

TRANSFERCREDIT
Trensfer credi s aveyoad based on Trinity's vansber policies and may be counted
oaard graduation requiremens, but grades earmed in Yansier are nol used in
caladatng (ho gradopoinl aversge. The Fansier aredils shown fepresent only
hose courses nocepied ko ransks
TRANSCRIPTS ISSUED TO STUDENTS

Transaipts fssied 1 stdents Al display
4SSUED TO STUDENT * on he yanscripl
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DocuSlgn Envelope ID: 507601F9-0D46-42A6-9B19-C59291C18D03

FCVS

FEDERATION CREDENTIALS
VERIFICATION SERVIGE

Verification of Postgraduate Medical Education S

Accreditation Code: 1200811078

Institution Name:  stamford Hospital/Columbia University College of Physicians and Surgeons Program

Affiliated University:

City: stamford

State:

Verification For; Ehristopher Romano Denapoles

Program Participation:

Connecticut Country: United states

PGY: 1
Specialty: Family Medicine

From: 07/01/2014

Accredited By: ACGME

To: 06/30/2015

Status: complete

Program Type: Internship/Residency

PGY: 2
Specialty: Family Medicine

From: 07/01/2015

Accredited By: ACGME

To: 06/30/2016

Status: complete

Program Type: Internship/Residency

PGY: 3
Specialty: Family Medicine

From: 07/01/2016

Accredited By: ACGME

To: 06/30/2017

Status: complete

Program Type: Internship/Residency

PGY: Accredited By: Status:

Specialty:

From: To: Program Type: Internship/Residency
PGY: Accredited By: Status:

Specialty:

From: To: Program Type:

PGY: Accredited By: Status:

Speclalty:

From: To: Program Type:

FID: 217679034

o



DocuSign Envelope 10: 507601 F9-0D46-42A6-9B19-C59291C18D03

PGY: Accredited By: Status:
Specialty:
From: To: Program Type:

To_report additional training, include tralnlng_as an attachment at the end of page 2.

Unusual Circumstances

1. Did this individual ever take a leave of absence from his/her training? Yes
2. Was this individual ever placed on probation? Yes
3. Was this individual ever disciplined or placed under investigation? Yes

4, Were any negative reports for behavioral reasons ever filed byinstructors?  Yes

5, Were any limitations or special requirements placed uponthis individual Yes
because of academic incompetence, disciplinary problems, or any other
reason?

Attestation of Person completing Verification of Postgraduate Training document (Program Director): | hereby att

No

No

No

No

No

information contained herein accurately reflects the training records of the above-named physician.

Not Available

Not Available

Not Available

Not Available

Not Available

est that the

Name:Henry Yoon, MD

Title: Program Director Degree: MD
ELECTRONIC: -
SEAL Signature: | /| u_ﬂ;}:’; Sieid
VERIFIED e

Date of Signature: 1/29/2019

Would you like to upload an additional attachment{e.g. Rotation Schedule)?  Yes

No

X

If reporting additional years in the attachment, include PGY year, specialty, start date, end date, status and program type.

FID: 217679034



FEDERATION CREDENTIALS Applicant _Reported
VERIFICATION SERVICE Unusual Circumstances

FCVS

fsfnb?

ay N

Graduate Medi?:al Education

Medical Professional Name: Denapoles, Christopher Romano

Accreditation 1D: 1200811078

Institution: Stamford Hospital/Columbia University College of
Physicians and Surgeons Program

Specialty: ___ . Family Medicine _

Unusual Circumstances

Training Period: 6/25/2014 - 6/30/2017 Internship/Residency

Did you have any interruption(s) or extension(s) in your medical education?
Were you ever placed on probation?
Were you ever disciplined or placed under investigation?

Were any negative reports for behavioral reasons ever filed by instructors?

Were any limitations or special requirements imposed on you because of academic
performance, incompetence, disciplinary problems or for any other reason?

No
No
No

No
No

End of Applicant Reported Unusual Circumstances report for: Denapoles, Christopher Romano

400 FULLER WISER ROAD | EULESS, TX 76039 | TEL (817) 868 - 5000 | FAX (817) 868 - 5099

© 1996 FEDERATION OF STATE MEDICAL BOARDS

Page 1 of 1



Stamford Hospital
@olumbia Wnisersity College of Jhysicians & Surgeons

Whis certifies that
Ehrigtopher Romano DeFapsles AP

has faithfully serbed on the Resident Staff of this Hospital

as
Chief Resident inFamilyMedicine
July 3, 2016 - June 30,2017

e 27 Dl Tl
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P‘DC PHYSICIAN
; L DATA CENTER

Prepared for: Arkansas State Medical Board As of Date:7/11/2019

PRACTITIONER PROFILE

PRACTITIONER INFORMATION

Name: Denapoles, Christopher Romano
DOB: 1/2/1986
Medical School: Trinity School of Medicine
Kingstown, Saint George, SAINT VINCENT AND THE GRENADINES
Year of Grad: 2013
Degree Type: MD
NPI: 1678973715

BOARD ACTIONS
To date, there have been no actions reported to the FSMB

LICENSE HISTORY

Jurisdiction License Number Issue Date Expiration Date Last Updated
ALABAMA 00038134 04/04/2019 12/31/2019 06/25/2019
CONNECTICUT 055624 08/15/2016 01/31/2018 06/25/2019
FLORIDA ME132255 04/26/2017 01/31/2021 06/17/2019
OHIO APP-000272079 07/05/2019
OKLAHOMA 34683 04/12/2019 04/01/2020 07/05/2019

400 FULLER WISER ROAD EULESS, TX 76039 | TEL(817)868 4000 | FAX (817)868 4099 _ )
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T ABME/MLC Unline :: Page 1 of 2

W\License  Alabama State Board of

Details - . .
edical Exa e
MD/DO/L M miners
848 Washington Avenue

Montgomery, AL 36104

Personal Information

Licensee name: Christopher Romano DeNapoles
Location: Atmore, Alabama

License Information

License type: MD

License status: Active

COQ status:

License number: MD.38134

License Full Unrestricted MD
description:

Issue date: 04/04/2019‘

Expiration date: 12/31/2019

Practice Type Family Medicine-

School Name: Trinity School of Medicine

School Dates: 09/09-04/13

School Location: Kingstown West Indies

Public file: No

Alabama Controlled Substances Certificate

Status:

https://abme.igovsolution.com/online/ ABME_Prints/Print MD DO_Laspx.aspx?appid=12... 7/11/2019



:: ABME/MLC Online :: Page 2 of 2

License number:
Issue date:
Expiration date:
Schedules:
Description:

Restricted
Comments:

Dispensing
physician:

Collaborative Practice Agreement

Name Number Hours Status

Crystal Genika Nwagwu 10 CP - Fee Received

Registration Agreement Information

No Registration Agreements found.

Printed  from  http://www.albme.org present pate 07/11/2019
(http://www.albme.org /)

* please note that the Alabama Board of Medical Examiners and the Alabama Medical
Licensure Commission have no authority over Nurse Practitioners or Midwives. For more
information on these licenses, please visit the Alabama Board of Nursing,
www.abn.alabama.gov

Lttens Holoonn deenvranhitinng aam/anlina/ARME Printe/Print MD DO T.asnx.asnx?annid=12... 7/11/2019



License Lookup

Page 1 of 3

State
Credential Agency
Cc ial .|D inti . : St. . .
L CFNR&?'P)QOKI IP* Segﬁgﬁn%nar | id er?.?;g_' :gpmltr (‘.ecl;'ﬁg?g%mn n?'iﬂséglstratmn
fDetail] CHRISTOPHER | 1.055624 Physician/Surgeon | Department | INACTI
DENAPOLES of Public
Health
Search|Crileria
| Detail | | CHRISTOPHER | CSP.0059549 | CONTROLLED Department | LAPSE
All dath REMAPOEERse Lookup is mairtaih8d HYNRE State| 8f Connectigut, updated
instantly, and considerdd a primary sourEEGH? VBAfiEGon| Consumer
FOR Protection
License| Type: PRACTITIONER
Acupuncturist
Advanced Emergency Medical Technician A |
Advanced Practice Registered Nurse |
Ambulatory Surgical Center (W
Animal Importer
License Number:
v M
| License Status:
:
Business Name/DBA:
First Name:
. CHRISTOPHER
Last Name:
DENAPOLES
Address:
< ENTEREDR
JUL 72019

httne-//www elicense.ct.gav/T.ookun/Licensel.ookun.aspx

7/11/2019



FI. DOH MQA Search Portal | Page 1 of 1

- Department of Health

l_-':f"."; {a £

HEALTH

CHRISTOPHER DENAPOLES
License Number: ME132255

Data As OF 7/11/2019

Profession Medical Doctor

License ME132255

License Status CLEAR/ACTIVE

License Expiration Date 1/31/2021

License Original Issue Date 04/26/2017

Address of Record 2360 US Highway 29
CANTONMENT, FL
32533

UNITED STATES
Controlled Substance Prescriber (for the Treatment of Chronic Non-

No
malignant Pain)
Discipline on File No
Public Complaint No

The information on this page is a secure, primary source for license verification provided by the Florida
Department of Health, Division of Medical Quality Assurance. This website is maintained by Division
staff and is updated immediately upon a change to our licensing and enforcement database.

Vedtom e M omamrammn mn AR Atata FlaaMANA anw\thvvir\pe/T—fpa]fhr‘grp.prnviderQ/T icenseVerificati. .. 71N 1/20] 9



DENAPOLES, CHRISTOPHER ROMANO - Licensee Information - Oklahoma Medical ... Page 1 ofl

WY L
iy

Search Results

Last Update: Thursday, July 11, 2019 1:13 PM CDT

Oklahoma Board of Medical
Licensure and Supervision

DENAPQLES, CHRISTOPHER ROMANO

Phone #:

Fax #:
County:
License:
Dated:
Expires:
License Type:
Specialty:

Practice Address: WEST FLORIDA HOSPITAL

2380 S HWY 29
CANTONMENT FL 32533
Address last updated on 3/11/2019

(203) 667-4773

NOT OKLAHOMA
34683

4/12/2019

4/1/2020

Medical Doctor
Family Medicine
Urgent Care Medicine
Aerospace Medicine

Status: Active

Status Class: Fully Licensed
Restricted to:

Registered to Dispense: NO

Medical School: Trinity School of Medicine
Graduated: 612013

CME Year: 2022

Disciplinary History: No Disciplinary Action Taken.

All information below is entered by the licensee but not verified by the Oklahoma Medical Board.

Certifications: AMERICAN BOARD OF FAMILY MEDICINE Locations: Hours: Languages:
New Patients: Contact licensee WEST FLORIDA HOSPITAL
Medicaid: Contact licensee % A—
Medi E C t i
edicare ontact licensee Phone #: (203) 667-4773
) Fax #:
HMO/PPO: None listed
Hospital None listed
Privileges:
ENY
JUB
et Al eaee Al a AT mnTamnawA Avellinancea MATV/RAARR 7/11/2019



HCA Verification Letter Page 1 of 2 0)

HCA

August 22, 2019

Diane Johnson

Arkansas State Medical Board
1401 West Capitol, Suite 340
Little Rock, AR 72201

RE: Christopher DeNapoles, MD

This letter acknowledges receipt of your request for verification of the above Practitioner’s affillation with the below
entity(ies). The information about the Practitioner is current as of the last Board meeting:

Entity Specialty Category Last Status’?| Original Appt.
Board Appt. End
Meeting Date Date
Date®
West Florida Hospital Family Mediclne | Ambulatory 12/11/2018 | Good 11/14/2017(11/12/2620
Standing

NOTES:
1f "Good Standing" is referenced in the status field:
e prior to July 11, 2019, “Good standing” means that no professional review action as defined In the Health
Care Quality Improvement Act (HCQIA) has been taken regarding this practitioner.
e afterJuly 11, 2019, “Good standing” means that none of the following events or circumstances has occurred
with the Practitioner after that date and during the most recent five (5) years the Practitioner was on the
Medical Staff, whichever is the lesser of the two time periods:

o automatic relinquishment or reslgnation of appointment or clinical privileges for any reason set forth in
the Medical Staff Bylaws and Policies (other than those related to medical record
incompletion/delinquency);
voluntary agreement to modify clinical privileges or to refrain from exercising some or all clinical

= privileges for a period of time for reasons related to the Practitioner’s qualifications or performance;

O voluntary agreement to participate in a Performance Improvement Plan;

o resignation of appointment or clinical privileges while clinical care, professionai conduct, or health
status was being reviewed;

o resignation of appointment or clinical privileges while under an investigation in accordance with the
Medical Staff Credentials Policy, or in exchange for not conducting an investigation;

O precautionary suspension of the Practitioner’s clinical privileges;

o formal investigation in accordance with the Medical Staff Credentials Policy;

o a grant of conditional membership or privileges (either at initial appointment or reappointment), or
conditional continued membership;

o any recommendation that entitled the Practitioner to hearing and appeal rights outlined in the Medical
Staff Credentials Policy; and/or

O a Health Issue that was addressed under the Practitioner Health Policy.

21 "Contact MSO" is referenced In the "Status" field, other fields are intentionally left blank. Please contact the Entity
MSO for information.

3Information is current as of the last date on which the entity Board met to consider credentialing issues.

It is our understanding and expectation that you will maintain this information in a strictly confidential manner,
consistent with its protected and privileged status. Thank you.

West Florida Hospital
8383 North Davis Highway

o/
L'( .\4'-_'

hitos://hcacredentialing.app.medcity.net/iResponse/ClientSpecific/verificationletter.asp?fo...  8/22/2019



HCA Verification Letter bPage 20t 2

Pensacola, FL 32514-6050
P: (850)494-4705 Ext: 4112
F: (850)494-3595

https://hcacredentialing.app.medcity.net/iResponse/ClientSpecific/verificationletter.asp?fo...  8/22/2019



® EDUCATIONAL COMMISSION FOR 3624 Market Street
@ Ec F M G FOREIGN MEDICAL GRADUATES Philadelphia, PA 19104-2685 USA
215-386-5900 | 215-386-9767 FAX
www.ecfmg.org

Issue Date: 11 Jun 2019

State Board Code:

To: ARKANSAS STATE MEDICAL BOARD
KRYSTAL MCCOY
APPLICATION COORDINATOR

004

Please include this number on

1401 WEST CAPITOL all requests.
SUITE 340
LITTLE ROCK, AR 72201
ECFMG® CERTIFICATION STATUS REPORT
USMLE®/ECFMG Identification Number: 0-824-016-0
Applicant's Name: Christopher R. Denapoles
!
ECFMG Certified: Yes
Certificate Issue Date: 11 Jun 2013
English Test Valid Through: Valid Indefinitely
Clinical Skills Assessment Valid Through: Valid Indefinitely
Passing Performance on Medical Science Examinations:
Examination Date Two Digit Score Three Digit Score
USMLE Step 1 21 Sep 2011 = N
USMLE Step 2 CK 02 Oct 2012 * *
Most Recent Passing Performance on Clinical Skills Examination:
Examination Date
USMLE Step 2 CS 14 Aug 2012

Name of Medical School and Country: Trinity School of Medicine, Kingstown, SAINT VINCENT AND THE

GRENADINES
Degree Year: 2013

Medical Education Credentials Statust: Complete

How to Verify the Authenticity of this Report:

This report was issued to the named recipient on the date shown above. To verify the authenticity of this report, visit
https://cvsonline2.ecfmg.org/verify/verify.asp and enter the unique verification code listed below. The information contained in this report
is current as of the issue date. Any changes to the physician's status after the issue date will not be reflected, and you are encouraged

to request an updated report.
Report Verification Code: 9GO9YQOR20

The purpose of this Status Report is to indicate whether this individual is certified by ECFMG. It reflects only examinations that were
used to fulfill requirements for ECFMG Certification. The most recent passing performance on the clinical skills examination is reflected,
regardless of whether this individual was required to take a clinical skills examination for ECFMG Certification. This Status Report is not
a complete score history of all examinations for this individual. This Status Report does not include examinations that were taken but not
passed. Furthermore, if this individual passed examinations that were not used to fuffill the requirements for ECFMG Certification, these

examinations are not included.

* To obtain a complete USMLE examination history for this individual, contact the appropriate registration entity to request a USMLE

transcript.

Since July 1986, ECFMG has verified medical school credentials directly with the issuing medical schools, or through a reasonable

alternative that has been approved by the ECFMG Medical Education Credentials Committee.
Important Note:

Requesting organizations must normally secure and retain the physician's signed authorization to obtain certification information. Organizations
may not resell the information or make it available to any party beyond the initial request as authorized by the physician. The information may only

be used to confirm ECFMG Certification for the purpose for which the physician provided authorization.

CUFMOG® is an organization committed 1o promoting excellence in medical education

004

o

Form 2828 - 717 /



ARKANSAS STATE MEDICAL BOARD

LICENSURE DEPARTMENT

1401 W. Capitol Ave., Suite 340, Little Rock, AR 72201

Phone (501) 296-1802 Fax (501) 296-1972 www.armedicalboard.org

Emails with attachments must be sent in PDF format to support@armedicalboard.org

ARKANSAS MEDICAL PRACTICES ACT and RULES AND REGULATIONS AF

| AFFIRM THAT | HAVE READ THE ARKANSAS MEDICAL PRACTICES ACT, ARKANSAS CODE

ANNOTATED SECTION 17-95-101, et. seq., AND THE RULES AND REGULATIONS OF THE
ARKANSAS STATE MEDICAL BOARD.

&wé@?zo' R. DeNepoles  mD

F’hys;c.lans FuII ame (First Middle Last, Suffix, Degree)

/il

Phys.'c:an ;gnatme (no rubber stamps)

5/26/(‘7

~ Signature Date

THIS IS A REQUIREMENT FOR LICENSURE.
YOUR LICENSURE APPLICATION WILL NOT BE PROCESSED
WITHOUT THIS COMPLETED FORM.

BNy

e

MD/DO Rules & Regs Affidavit (11/17/11, 1/27/12 ANM; 12/26/13 BLE; 3/2017 KDW)



ARKANSAS STATE MEDICAL BOARD

& CENTRALIZED CREDENTIALS VERIFICATION SERVICE
1401 W. Capitol Ave., Suitc 340, Little Rock, AR 72201

Phone (501) 296-1802 Fax (501) 296-1972 www.armedicalboard.org

Emails with attachments must be sent in PDF format to support@amedicalboard.org

AUTHORIZATION AND RELEASE

To Whom It May Concern:

This document will authorize and direct any physicians with whom I have been associated;
employees and medical staff members of any medical facility or hospital where 1 have been
employed, on staff, or associated; any employees of any malpractice insurance carriers; any state
medical licensing boards where I have been licensed or have applied for a license; any medical
clinics where I have been employed or associated; and any medical schools where I have attended,
to give to, copy for, or permit the personal inspection by employees or representatives of the
Arkansas State Medical Board of any and all personnel records, disciplinary records, work
records, military records, professional performance reviews, and/or evaluations of my
performances.

T hereby release and discharge you and any other individuals or organizations referred to in this
Authorization, and release you of any confidentiality requirements that might bind you, so that you
may carry out the purposes of this document.

A copy of this document* may be provided to entities listed above, and this Authorization shall

remain in effect for a period not to exceed two (2) years or until specifically revoked by me in
writing.

Typed or Printed Name of Physician: C/) lfl‘)/'d})/ (/8 W OJ-’)O{"_\

Social Security Number

Signature of Physician: L{/a/ /_(AL/ : kt\

“Dark e or Black Ink Only - No Signature Stamps

Signature Date: 6/76//7

* This document does not authorize the Arkansas State Medical Board to release informationpflef iy
third parties except as later authorized by the above physician and Arkansas State Law.

= UL
DS B 1) 1

MD/DO Board A&R (11/17/11, 1/27/12 ANM; 12/26/13 BLE; 3/2017 KDW)
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Denapoles, Christopher Romano, M.D. - Misc - Misc Activities - Time Gap, 05/01/2013 - 06/30/2014 [

Aug 252019 8:26PM

Christopher Romano Denapoles, M.D.: From 5/1/2013 to 6/30/14 my plan was to complete my masters
in health care administration at UMD. I enrolled and started classes but was not able to complete my
studies due to a family matter that required my in person attention for several months at home. During
this time period | was able to complete my USMLE STEP 3. Since that time ] have completed my family
medicine residency, completed my boards and have been practicing as a physician for the past 2 years.

Aug 212019 2:43AM
System Administrator: THIS IS AN AUTOMATED MESSAGE:

Your response is still needed. This record will be closed upon receipt of your response.

Aug 13 2019 1:58PM

Gracia Wallace: Please provide an explanation of time gap - You must list the dates exactly as listed
above. (If you were moving, on vacation, etc., that is all you will need to state.) These dates are

established based on the received verifications and chronology of activities as listed on your application.
This record will be closed upon receipt of your response.

N

http://intranet.armedicalboard.org/Licensure/Print.aspx 8/26/2019



Christopher R. DeNapoles, MD

Professional Experience;

United States Air Force Reserve, Captain: Physician, Flight Surgeon 2014-Present

+ Stationed at Eglin AFB, 919" Medical Squadron.

e General responsibilities include physical exams, flight clearance of USAF flying personnel, continued training in
Flight and Aeronautic Medicine.

e Area of focus is Occupational Medicine for all Air Force personnel.

West Florida Primary Care: Physician. 2017-Present

» Immediate care physician treating a wide scope of medical problems and patient populations.

« General responsibilities include managing whatever walks through the door. (avg. 35-45 pt. load daily)

« Competent with a wide variety of procedures, test analysis, first read imaging, emergent medical conditions and
managing chronic medical issues.

Olive Branch Nursing and Rehab: Medical Director, Physician. 2018-Present

« Responsible for care and management of geriatric patients in acute rehab setting.

« General responsibilities include direct patient care, medical oversight of other physicians and providers.

e Experience with formulating and implementation of policy and procedures for infection control, fall risks, cardiac
assessment, rehabilitation, dietary assessments, home plans for chronic disease management.

Medical Case Reviewer / Insurance Peer Review Consultant 2018-Present

. 3¢ party review of office-based and hospital procedures, imaging and referrals for multiple insurance companies.
e Ensure compliance with medical necessity and standards of care.
s Peer review to ensure evidence based practice and compliance with treatment standards,

Collaborating Physician 2018- Present
e Provide in person and remote medical oversight for family nurse practitioners.
e Organize continuing education geared toward family ARNPs.
s Chart reviews to ensure appropriate medical practice and meeting standards of care.

Licensure and Certifications:

EMR Experience: eClinical Works, Meditech, Epic
Life Support: ACLS, BLS
Board Exams: USMLE: Step 1,2,3. ABFM Certified through 2027

Medical Licensing: Alabama, Connecticut, Florida, Oklahoma

Professional Memberships:

American Academy of Family Physicians 2013-Present.

| | .



Research and Publications:

Manchineel Dermatitis in North American Students in the Caribbean
Journal of Travel Medicine, Volume 18, Issue 6, November 2011, pp.422-424

Burden Of Cardiac And Peripheral Vascular Disease And Hypertension Study in The Tropical Island Of St. Vincent.
Advanced Endovascular and Coronary Intervention Global Summit; Orlando, FL.

Residency 6/2014-6/2017

Stamford Hospital / Columbia University, Stamford, CT. Family Medicine with Obstetrics
Chief Resident

In-Hospital coverage includes 3 months ICU, 10 months Inpatient Service, 3 months Night Float, Pediatrics,
Obstetrics and ER.

Medical School 9/2009-5/2013

Trinity School of Medicine, St. Vincent and the Grenadines

Doctor of Medicine, Cum Laude
Student Government - President
Society of Surgery and Medicine - Co-founder and Public Relations Officer

Student Government - Treasurer

Undergraduate Studies 9/2004-5/2008

Arizona State University

Bachelors of Science, Kinesiology, Cum Laude
Minor degrees in Business, Nutrition, Psychology
Inter Fraternity Council - President

Phi Kappa Psi Fraternity - President




FEDERATION CREDENTIALS
VERIFICATION SERVICE

lﬁsﬁ‘riou OF
STATE MEPICAL BOARDS

400 FULLER WISER ROAD | EULESS, TX 760

2010 JE 2 4.

Medical Professional
Information Profile

This report provides credentialing information for:

Name: Denapoles, Christopher
Romano

FID#: 217679034

Recipient: AR - Arkansas State Medical
Board

Delivery Date: 06/11/2019

ABOUT THIS PROFILE

The Fedaralion Grodentials Varillcation Servica (FGVS) was rotained by the above reforenced medical
pralessional to varily his/har medical credentials for submisslon te your agency/organization. Unloss
noted gtherwise, ail documents containod in this reporl were recelved directly from lhe issulng
institution por willlen reguast mado by FCVS.

NOTICE: All documents bearlng an ariginal Official FCVS soal are corlliled o be an exacl reproduction
ol the origlral, Whera requirad, griginal documents ars provided accarding lo the agreemants wilh the
Institutlon Issulng such documenl. FCVS maintains ali original deeuments (oxcluding third-parly
oxaminalion transcrip!s) in the physician's source lilo.

This FCVS Modical Professional Information Protile (“Prafile”) Iz complled and provided by the
Fadaration of Stato Medica) Boards of the Unilod Stales, Inc. (Fedoration) as a referenso source far,
and only lor, its member boards and other entities authorized by the Fedaration. The Profile embedies
and contsing confidential busineds infermalion bocause the information, and the formal and
presentation of that Information, comprise rate seceals of the Fedemtion and hosause the Profile’s
diselosurg would harm the f n by providing aihors with an untnir business adeanlige In
compoting wilth the Foderatlon’s FCVS sarvicas. Futihior, the fnrm of tho Pralile and the contoms of thie
Protile, including the compiintion o information In this Profile, are Ihe Federnlion's copyrightod works
and proptietary, confidontial information and aro subject to the protoctions of United Statos laws
0 ing copyrigh i K ant fradue secrals, 85 well as various slato liws protecting the
edorallon's rade secrets and uthor Inleflociual propety dghle. This Profilo and its contants may not
{1} copied, retarmatiod, modilled, publishad or displayed publicly or (2) used, disclosed, distributed,
shared or sold, In wholo or pan, for any putposs, including Use to establish any database or liles as a
compandium or olharwise, all of which is stricily prohibited wilhout the expross wiitlen cansent of tha
Fodoralion's CEO,




Federation »

F CVS FEDERATION CREDENTIALS Affidavit and Release &EAI;I‘I%AL ::

VERIFICATION SERVICE -
. BOARDS J
- i

iy f‘}

|, thie undersigned, hereby certify under oath that | am the person named in this application, that all
statements | have aor shall make with respect therelo are true, that | am the original and lawful possessor
and person named in the various forms and credentials fumished or to be furnished with respect to my
application and that all documenits, forms or copies thereof furnished or to be furnished with respect to my
application are strictly true in every aspect.

| acknowledge that | have answered all questions contained in the appiication truthfully and completaly. |
further acknowledge that failure on my part to answer questions truthfully and completely may lead to me
being prosecuted under appropriate federal and state laws.

| authorize and request every person, hospital, clinic, government agency (local, state, federal or foreigny,
courl, assoclation, institution or law enforcement agency having custody or control of any documents,
records and other information pertaining to me to furnish to the Federation Credentials Vetification
Service any such information, including decuments, records regarding charges or complaints filed against
me, formal or informal, pending or closed, or any other pertinent data and to permit the Federation
Credentials Verification Service or any of its agents or representatives to inspect and make copies of

Notary: such documents, records, and other information in connection with this applicalion.
Your seal (or stamp)
must be parlly upon

the photo and partly | hereby release, discharge and exonerate the Federation Credentials Verification Service, its agents or
upon the signature of representatives and any person fumishing information, of any and all fiabllity of every nature and kind
the applicant. arising out of investigation made by the Federation Gredentials Verification Service, | authorize the

Federation Credentials Verification Service to release information, material, decuments, orclers or the like
relating to me or this application to any entity at my request.

A_p-;;manr‘s Signa%ure {mustbe signedin Ih% presence of 3 nolary)

DeNapoles
Applivant’s Printed Last Name

Christopher, R
Appllcunt's Printed Flrst Nome, Middle inllial, and sulfix e.g., J.)

3/18/2017

Date of Slgnature (must corresponi to date of notmizatlon)

Wi Jamnials iy
SNSETTE fg77,
o \\\\0 A ,,%9 ',

S "."i;-lmmnuir:" >
NRQTARY
. PUBLIC
b REQ 0 7536128
| D o
% %, 6/30/2020 -
= i i ) "'4,,?{&&,1'”“ 0“’\)
, County of ames City , et

nnnnn—'uu—-.l

)
agppa Y

A

“% >
R

%,

N

"'
=

State of
I cerlify thal on the date set forth below the indivicdual named above did appear personally before me and that | did idenlify this applicant by: (a)
comparing his/her physical appearance with the photograph on the identifying document presented by the applicant and with the photograph
affixed herete, and {b) comparing the applicant’s signature made in my presence on this form with the signature on his/her identifying document.
The statements an this document are subscribed and sworn to before me by the applicant on this 18 day of March , 20_&.

Notary Public Signature: jmé"mw""'ﬂlt

My Notary Comniission Expires: 06/30/2020

Please complete and mail this ortginal document to the Federation of State Medical Boards at:

400 FULLER WISER ROAD } SUITE 300 | EULESS, TX 76039 | TEL(B|7)868-5000 l
€014 Federalion of Siela Medical Boands

Cocld 52cdIEC!TA2¢138c6? 14419



FCVS

VERIFICATION SERVICE

FEDERATION CREDENTIALS | Identity fsi,“b?.f

Biographic Information

Medical professional Name(s): Denapoles, Christopher Romano

D
Place of Birth: Stamford, CT, UNITED STATES

Contact Information

Home Address: 341 S Garcon Point Rd
Mitton, FL. 32583
UNITED STATES

Mobile Phone: (203) 667-4773

Email: crdenapoles@gmail.com

Credentlals Analysis Information for ldentity

There is no Omission/Discrepancy/Miscellaneous information identified.

Date Denapoles, Christopher Romano FID
June 11, 2019 217679034



CERTIFICATION OF IDENTIFICATION
Certification by Notary Public Is Required

Applicant Full Legal Name: DeNapoles Christopher Romano
. . Last Fipst Niddle

FCVS ID Nunber: 217679034

Notary — Please complete the section below:

State of __ Virginia County of James City

I certify that on the date set forth below, the individual named above, did appear personally before me
and presentéd one of the following forms ot identification as proof ot his/her identity (Birth Certificate
ot Passport). I further certify that I did identify this applicant by comparing his /her physical appearance
with the photograph on a Government issued photo identification presented by the applicant.

The statements on this document are subscribed and sworn to before me by the applicant on this

Cay).__ 18 , of (Month)_March (Year) 2017
Notary Public Signatuce: e '
otary Public Signatwue ﬂm&mﬂcﬁm@lt
Commission Expitation Date* (Month) 06 /@Cay)__ 30  /(Year) 2020

* The notary’s commission expiration date must be currént and legible. If no expiration
date, such as 'lifetime’, an explanation must be provided,

Notary Stamp Here

A emmenie 2
§ HoTARY 1
i (L1181 :
ig MOrE o]
E st §
W uwme &
""n:t'f".m (A5 0‘::?..'"\

Please complete and mail this original document and a photocopy of the birth certificate or passport
presented to the Notary to:

Federaton of State Medical Boards
ATTN: FCVS
400 Fuller Wiser Rd., Suite 300
Euless, TX 76039-3856

Docld. 58cd3Bcl742c338¢87 140419



FCVS

VERIPICATION SERVICE

| reoERATION CREDENTIALS Chronology of Activities fSi’nb?

|
N |
A

The Chronology of Activities is a comprehensive report of a medical professional’s activities as reported to FCVS in the medical
professional application,

Start Date End Date Activity Type Location

09/01/2009 | 06/30/2013 | Medical Education Trinity School of Medicine
Kingstown Saint George
SAINT VINCENT AND THE GRENADINES '

07/01/2013 | 05/01/2014 | PGT/Education Masters Degree, Healthcare Administration
' ' College Park Maryland
UNITED STATES

06/25/2014 | 06/30/2017 | Postgraduate Training Stamford Hospital/Columbia University College of Physicians and Surgeons
Program
Stamford Connecticut
UNITED STATES

08/01/2014 Work . US Alr Force Reserve
Duke Field
. . ' Eglin AFB, Florida
| | : UNITED STATES

| 09/01/2017 ‘ Work . West Florida Hospital
! 2360 S Hwy 29
' [ Cantonment, Florida
UNITED STATES

| 10/01/2018 | , Work ! Olive Branch-Nursing Facility
| 8325 University PWY
Pensacola, Florida
UNITED STATES

End of Chronology of Activities report for: Denapoles, Christopher Romano

Date Denapoles, Christopher Romano FID
June 11, 2019 217679034



FEDERATION CREDENTIALS Medica_l Educati;cn

VERIFICATION SERVICE
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Medical Education

Medical School: Trinity School of Medicine
Location: Kingstown, 04
SAINT VINCENT AND THE GRENADINES

Credentials Analysis Information for Medical Education

There is no Omission/Discrepancy/Miscellaneous information identified.

Date Denapoles, Christopher Romano
June 11, 2019

FID
217679034



VERIFICATION SERVICE
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Postgraduate Training
Accreditation ID: 1200811078

Institution: Stamford Hospital/Columbia University College of Physicians and Surgeons Program
Location: Stamford, CT
UNITED STATES

Credentials Analysis Information for Postgraduate Training

There is no Omission/Discrepancy/Miscellaneous information identified.

Date Denapoles, Christopher Romano FID
June 11, 2019 217679034
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Licensure / Examinations
Exam: USMLE

Credential Analysis Information for Licensure / Examinations

There is ho Omission/Discrepancy/Miscellaneous information identified.

Date Denapoles, Christopher Romano FID
June 11, 2019 217679034
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PRACTITIONER PROFILE

Prepared for:

FCVS

As of Date:6/11/2019

PRACTITIONER INFORMATION
Name:

Medical School:

Denapoles, Christopher Romano

Trinity School of Medicine

Kingstown, Saint George, SAINT VINCENT AND THE GRENADINES

Year of Grad: 2013
Degree Type: MD

NPI: 1578973715
BOARD ACTIONS

To date, there have been no actions reported to the FSMB

LICENSE HISTORY

Jurisdiction License Number Issue Date
ALABAMA 00038134 04/04/2019
CONNECTICUT 055624 08/15/2016
FLORIDA ME132255 04/26/2017
OKLAHOMA 34683 04/12/2019

Expiration Date
12/31/2019
01/31/2018
01/31/2021
04/01/2020

Last Updated
05/29/2019
05/28/2019
05/15/2019
06/07/2019
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PRACTITIONER PROFILE

Prepared for:
Practitioner Name:

FCVS

Denapoles, Christopher Romano

As of Date:6/11/2019

ABMS® CERTIFICATION HISTORY

Certifying Board:
Certificate:
Certification Type:
Certification Status:
Participating in MOC:

Effective
Status Duration Date
Active MOC 07/01/2017

American Board of Family Medicine
Family Medicine

General i

Certified

Yes

Expiration Reverification Occurrence Last

Date Date Reported
02/15/2020 Initial 05/30/2019

The presence and display of ABMS certification data in no way conslitutes any affiliation, association with or endorsement of any
advertising, promotion or sponsorship by ABMS, its Member Boards and the Board Certified Physicians listed in this directory.
ABMS disclaims any responsibility or affiliation for other data that is provided in the directory that is not ABMS sourced

information.

This information is proprietary data maintained in a copyrighted database compilation owned by the American Board of Medical
Specialties (ABMS). Copyright 2014 American Board of Medical Specialties. Al rights reserved.

AOA® CERTIFICATION HISTORY
No AQA Certifications found.

PLEASE NOTE: For more information regarding ihe above daa, please contact the reporting board or reporting agency. The informalion
contained in this report was supplied by the rescective staie medical boards and other reperting agencies. The Federation makes ¢
represeniaiions or warranties, either express or implied, as to the accuracy, completenass or limeliness of such Information and assumes no
responsibility for any errots or omissions conlained iherein, Additionally, the information provided i this profile may not be distributed,
modified or reproduced in whole cr in part wilhout the prior written consent of lhe Federalion of Stale Medical Boards,
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