
































State Medical Board of Ohio

30 F. Broad St, 3rd Floor o Columbus, QI1 43215-6127 » (614)466-3934 « Website: hitp: med.ohivgoy

TRAINING CERTIFICATE - MEDICINE OR OSTEOPATHIC MEDICINE
CERTIFICATION OF TRAINING PROGRAM

| 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 I will be training. Please complete the form and return it directly to the State

Medical Board of Ohio at the above address.

THIS SECTION TO BE COMPLETED BY APPLICANT

Name of Applicant: ‘@Add(.(&< £ M)\ “lﬂW\

Last First Middle Suffix (Jr., 1)

THIS SECTION TO BE COMPLETED BY OHIO TRAINING PROGRAM

Graduate Medical Education Office

Name of Training Program: AN
Uriversity Hospitals-Case Meaical Lemer
. 11100 Euclid Ave.
Training Program Address: : 1,1 O. o o oo
EResrag pununTg HUoTnT OZZLO

Street Address
Cleveland, OH 44106

City State Zip Code

Type of Program (check only one): Q Intern W Resident 1 Clinical Fellow

Specialty . :
(see reverse side): ‘Fam l\ﬁ VY\O(\[C{M

CERTIFICATION DATES - Indicate the month, day and year for poth 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. Ifthe 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.

TTTMOIDAYNRT |

Dates of Training MO/DAY/YR

(not to exceed Beginning Date: (p/ ’),L{/ ‘ Ending Date: (.p / ,}_3/ l&

one year):

f the above applicant, that the statements, as completed, are true to the best of my
[ further certify that he/she will limit his/her practice and training within the physical
rificate to practice is sought and that he/she will practice only under the
certificate to practice is granted. | hereby

| hereby certify that | have checked the credentials o
knowledge and hefshe is of good moral character.

confines of the hospital, or facilities for which the training ce
supervision of the attending medical staff of such hospital or facility for which the trainj

recommend that the above applicant be granted the certificate herein applied for. %
HOSPITAL Signature of Medicgt Dir ctér' or Program Director
SEAL
. JERRY M. SHUCK, M.D., D.S¢.

(If hospital has no Name (piease print) Director of GME (DIO)

seal, indicate and Case Western Reserve University
have form notarized) 5‘]\1 \P/ University Hospitals of Cleveland

Date 11100 Euclid Ave.
Cleveland, Ohic 44108

THIS FORM CANNOT BE FAXED







7/10/2020 Renewal ID 1982628

Date Posted: 1/28/2013 6:11:40 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 57.021796
License Name William Roddick
Fees

Relicensure Fee $35.00

Total Fees $35.00

TC-Change programs
1. Are you currently training at the Training program previously listed?

....... 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?

3. Have you been disciplined or notified of an investigation of you by your training
program for other than academic performance?

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

5. Have you had any clinical privileges or other authority to practice suspended or
revoked by any institution or program or have you been placed on probation for
any reason other than academic performance?

....... 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

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=1982628 1/2



7/10/2020 Renewal ID 1982628

Social Security Number
1.

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

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

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=1982628 2/2



7/10/2020 Renewal ID 2373764

Date Posted: 2/19/2014 11:02:06 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 57.021796
License Name William Roddick
Fees

Relicensure Fee $35.00

Total Fees $35.00

TC-Change programs

1. Are you training at the program listed, OR, have you been appointed to the
program listed for the next training year?

....... 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?

3. Have you been disciplined or notified of an investigation of you by your training
program for other than academic performance?

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

5. Have you had any clinical privileges or other authority to practice suspended or
revoked by any institution or program or have you been placed on probation for
any reason other than academic performance?

....... 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

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=2373764 1/2



7/10/2020 Renewal ID 2373764

Social Security Number
1.

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

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

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=2373764 2/2





