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Print Form j

Kentucky Board of Medical Licensure
310 Whittington Parkway, Suite 1B
Louisvilie, Kentucky 40222 HECE[VED

As - 5 2013

Temporary Permit Form K-B.M_ L

KRS 311.575 provides that Temporary permits may be issued at the discretion of the
Executive Director, provided the applicant for a full license has a completed application with
all supporting documents on file with the Board, meets all statutory requirements for
licensure, and needs to begin working in Kentucky before the next regularly scheduled meeting
of the Board. You must request the Temporary Permit by completing this form; it is not
automatically issued.

Temporary Permits will not be issued to an applicant who has a prior history of
disciplinary action taken by a licensing jurisdiction or hospital, a criminal record, a
history of substance/chemical abuse or any negative or derogatory information. This
also includes any malpractice cases in the last ten years in which you paid a settlement
of $100,000 or more.

The Temporary Permit will not be issued until all administrative screening processes are
complete including the FCVS Profile. Do Not make any commitments prematurely. The
Board recommends that you do not make any commitments to accept a position in
Kentucky until you have a Temporary Permit in hand.

You may request a Temporary Permit by completing this form and returning it directly to the
Board:

N John W. Stutsman ,/'9767

{please print)

Practice Location in Kentucky: ' 022 S- 2nd Street

Louisville, Ky
40203

PPINK
200 South Meridian Street, Suite 400
Indianapolis, IN 46225

Temporary Permit should be mailed to:

Please Note: You will not be issued a Temporary Permit to practice in Kentucky without a specific
Kentucky practice address listed on this form.

R S S PR TR S



Kentucky Board of Medical Licensure
310 Whittington Parkway, #1B
Louisville, KY 40222
{502) 428-7150

www.kbmi.ky.gov

Application for Medical/Osteopathic License

¢ Mumber:

043820

The following information was enterad by the applicant as part of the online application

on §/20i2013. Applicant’s required addendums will follow this page.

Notice: Failure to truthfully and completely answer any question on this application
(electronic or manual), including intentional and inadvertent non-disclosure, will result in

a minimum fine of $1,000.00.

Mame: Dr. John W Stutsman M.D.
Date of Birth: NG

Birth Place: N
Gender: [l

Address Information:

Mailing Address: 200 S. Meridian St. Ste. 400
indianapolis, IN 46225

Practice Address: 200 S. Meridian St. Ste. 400
indianapolis, IN 48225

Work Number: {317) 637-4343

Home Number:

Email Address:  john.stutsman@ppin.org

Practice information:

Specialty: Obsletrics/Gynecology

Medical Status: Private Practice




Date: 06/20/13

Name: John Stutsman Constit ID: 043820

Category | Questions:

NOTE: Intentional false answers or misrepresentation in applying for or procuring a license, registration or reactivation in
Kentucky are grounds for disciplinary action, including denial or revocation of license, and are reported to the National
Practitioner Data Bank and/or appropriate national professional credentialing organization. You must answer 'yes' to any
guestion if the event(s) described in that question has actually occurred. You must answer ‘yes’ in such circumstance
even if you have been advised by an attorney or other person that you may answer 'no’. You must also answer 'yes' in
such circumstance even if the record of the event has been sealed or expunged by Court order, or has been designated
'confidential’ by the body involved. After answering 'ves' to the appropriate questiorys), you may advise the Board of any
additional relevant information pertaining to your answer (i.e., record has been sealed or expunged, record is designated
‘confidential,' attorney has advised that you properly answer 'no'). The Board will consider this additional information,
along with your answer(s), in determining the appropriate action. If you have any question about whether or not you
should answer 'yes' to a question, you should err in favor of answering 'yes' and providing an explanation, because any
non-disclosure violation will likely result in denial of your application or disciplinary action against your license. This
application may not be altered in any way.

1. Have you ever been dismissed from, resigned while under investigation, been placed on a disciplinary probation or
reprimanded at a medical school or a postgraduate training program?

(Academic probation is not reportable.}

No

T

2. Are you currently in default on any student loan repayment obligations payable to the financial aid programs
administered by the Kentucky Higher Education Assistance Authority?
No

3. Have you ever been denied a license or denied the privilege of taking a licensure examination by any State, Federal or
International licensure jurisdiction?
No

i o

4. Have you ever had any license, certificate, registration or other privilege as a health care professional denied, revoked,
suspended, probated, restricted or limited, or subjected to any other disciplinary action, by a State medical/osteopathic
licensing board, or Federal, ar International authority?

No

5. Have you ever been disciplined by any licensed hospital (including postgraduate training) or the medical staff of any
licensed hospital, including removal, suspension, probation, limitation of hospital privileges or any other disciplinary action
if the action was based upon what the hospital or medical staff found to be unprofessional conduct, professional
incompetence, malpractice or a violation of a provision(s) of a Medical Practice Act?

No

8. Have you surrendered such credential, or placed it into an inactive status, to avoid disciplinary action or in connection
with or in anticipation of a disciplinary investigation/action by the licensing authority of such jurisdiction?
No

7. Have you ever resigned your privileges or failed to renew privileges at a licensed hospital or from the medical staff of
the hospital, while under investigation or while you were subject to disciplinary proceedings by the hospital?
No




Date: 06/20/13

Name: John Stutsman Constit ID: 043820

§. Have you ever been removed, suspended, expelled or disciplined by any professional medical facility, association or
society?
No

9. Have you ever voluntarily or involuntarily surrendered a medical or osteopathic license, or controlled substance
registration certificate issued to you?
No

10. Have you ever been or are you currently under investigation by any State, Federal or International licensure authority
or any drug licensure/enforcement authority?
No

11. Are any legal proceedings regarding licensure presently pending against you by any State, Federal or International
licensure authority or any drug licensure/enforcement authority?
No -

12. Have you ever been convicted of a felony or misdemeanor by any State, Federal or International court?
No

-4

13. Are any criminal charges presently pending against you in any of those courts?
No

14. To your knowledge, are you the subject of an investigation for a crimina!l act?
No

15. In the past ten (10) years have you had to pay a seftlement or judgment in a malpractice action or other civil action
against your medical practice, or are there any malpractice or other civil actions against your medical practice presently
pending in any court?

No

| hereby state that the information contained in this application has not been altered in any way and is true, accurate, and
complete to the best of my knowledge and belief. | understand that under Kentucky law the submission of any false,
fraudulent or forged statement, document or other matter in connection with this application is grounds for criminal
prosecution and the denial of licensure. | authorize the Board (KBML) or its agents to obtain from other sources any
information necessary for determining my qualifications for licensure. | also authorize them to furnish any information they
may now or in the future have concerning my qualifications and fitness to practice medicine/ostecpathy to any person,
institution, association, school, hospital or government entity.

Signature: JWS Date: 06/20/13




o s i e e R

Date: 06/20/13

Name: John Stutsman Constit 1D: 043820

Category |l Questions:

The answers to these questions are exempt from public disclosure under KRS 61.878(1)(a) and (1) and KRS 311.619 and
shall be subject to inspection only upon order of a court of competent jurisdiction, except that no court shall authorize the
inspection by any party of any materials pertaining to civil litigation beyond that which is provided by the Kentucky Rules
of Civil Procedure governing pretrial discavery. The answers to these questions may be considered by the Board (KBML)
and may be disclosed in any contested case proceeding, including a Show Cause proceeding, or appeal of a licensing
decision based upon them, 'llegal drug use’ means the use of an illegally obtained controlled substance or dangefous
drug; the term ‘illegal drug use' also means the use of a legally obtained controlled substance or dangerous drug which is
not taken in accordance with the direction of the licensed heaith care professional who prescribed the controlied
substance or dangerous drug.

1. Do you currently, or have you had within the past 5 years, any physical, mental, or emotional condition which impaired,
or might reasonably impair your ability to practice your health care profession safely and competently?

2. Within the past 5 years, have you been admitted to any hospital or other in-patient care facility for any physical, mental
or emotional candition, which Impaired, or might reasonably be considered to impair, your ability to practice your health
care profession safely and competently?

3. Do you cutrently have, or have you had within the past 5 years, a dependency on or abuse of the use of alcohol or
drugs, which impaired, or might reasonably impair, your ability to practice your health care profession safely and
competently?

4. Within the past 5 years, have you engaged in the excessive use of alcohol or illegal drugs, or received any in-patient or
outpatient or individual therapyftreatment or been hospitalized for alcoholism, or illegal use, or been arrested for a DUI
{Driving Under The Influence)?

5. Within the past 5 years, have you been the subject of any chemical substance screening test which resulted in an
indication of the presence in your body of any controlled substance, any dangerous drug, or alcohol level above .10%
BAC? (This does not inciude those drugs taken by you as a result of a legitimate health care diagnosis, and prescribed
for you in good faith by another licensed health care professional.

| hereby state that the information contained in this application has not been altered in any way and is true, accurate, and
complete to the best of my knowledge and belief. | understand that under Kentucky law the submission of any false,
fraudulent or forged statement, document or other matter in connection with this application is grounds for criminal
prosecution and the denial of licensure. | authorize the Board (KBML) or its agents to obtain from other sources any
information necessary for determining my qualifications for licensure. [ also authorize them to furnish any information they
may now or in the future have concerning my qualifications and fitness to practice medicine/asteopathy to any person,
institution, association, school, hospital or govemnment entity.

Signature: JWS Date: 06/20/13




|[ Print Form ]
28781
FCVS Packet ID # 8
Kentucky Board of Medical Licensure
Application Appendix ED
Alg 2
2013
Stutsman, John W. M.D.

Applicant Name = K LV
La First MI "bégree L
Applicant Signature Date: 07/22/2013 i
Medical School:
List name, location and dates of attendance of every college and medical school you have attended: <
Name City/State/Country Dates (From — To) Degree
Indiana University School of Medicine Indianapolis/IN/Maricn 08/1987-03/1991 Doctor of Medicine ;
Indiana University Bloomington, IN/Monroe 08/1983-05/1987  Bachelor of Science :

State or Professional Licensure:

List ALL states and Canadian provinces where you currently hold or have ever held ANY type of medical/osteopathic
license. In addition, you must also complete the “Licensure Verification Form™ and forward it to ALL of those states. The
verifying entity must forward all decumentation directly to the Kentucky Board of Medical Licensure. Please note some
state boards charge a fee for this information. Contact the state board where you currently hold or have held a license to
determine their requirements.

Original (Full Unrestricted) Licensing State e Date License Issued i i
R e Tennessee S MDOQ000030836 UReisa Tyhs Medical Doctor
State Licensed: License # License Type

State Licensed: License # License Type

State Licensed: License # License Type

State Licensed: License # License Type

State Licensed: License # License Type

State Licensed: License # License Type

State Licensed: License # License Type

State Licensed: : License # License Type

State Licensed: License # License Type

State Licensed: License # License Type

State Licensed:; License # License Type

State Licensed: License # License Type

COPY THIS PAGE TO LIST ADDITIONAL STATE LICENSES
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[ PrintForm |

Instructions: You must attach a recent {less than 6 months oid) passport quality, color phatograph of yourself to this form.
Take the form to a notary public and sign the form in the presence of the notary public. The notarized form then must be sent
directly to the Kentucky Board of Medical Licensure.

RECEIVED

Kentucky Board of Medical Licensure AUS 0
Affidavit and Authorization for Release of Information 2013
KBM.L. ]

I, the undersigned, being duly sworn, hereby certify under oath that | am the person named in this application, that all

statements | have or shall make with respect thereto are true, that | am the original and lawful possessor and person named
in the various forms and credentials furnished or to be furnished with respect to my application and that all documents, forms b
or copies thereof furnished or to be furnished with respect to my application are strictly true in every aspect.

| acknowledge that | have read and understand the Application for Medical/Osteopathic Licensure and have answered all
questions contained in the application truthfully and completely. | further acknowledge that failure on my part to answer
questions truthfully and completely may lead to my being prosecuted under appropriate federal and state laws.

| authorize and request every persen, hospital, clinic, government agency (local, state, federal or foreign), court, association,
institution or law enforcement agency having custody or control of any documents, records and other information pertaining to ;
me to furnish to the Board any such informatien, including documents, records regarding charges or complaints filed against
me, formal or informal, pending or closed, or any other pertinent data and to permit the Board or any of its agents or §
representatives to inspect and make copies of such documents, records, and other information in connection with this

application.

e S L SR

| hereby release, discharge and exonerate the Kentucky Board of Medical Licensure, its agents or representatives and any
person, hospital, clinic, government agency (local, state, federal or foreign), court, association, institution or law enforcement
agency having custody or control of any documents, records and other information pertaining to me of any and all liability of
every nature and kind arising out of investigation made by the Board.

i will immediately notify the Board in writing of any changes to the answers to any of the questions contained in this
application if such a change occurs at any time prior to a license to practice medicine being granted to me by the Board.

| understand my failure to answer questions contained in this application truthfully and completely may lead to denial,
revocation, or other disgiplinary sanction of my licensure or permit to practice medicine.

o
Ajb!icant"f‘s@nature (MUSTBe signed in the presence of a notary)

hn W. Stutsman

Applicant's Printed Name {Last, First Ml, Suffix)

113/ 12

Date of Bignature

NOTARY

Dated 7 | Lh I 15 signed \(UVY'\\!O\ B Q@./ML M

State of ——L—OC’LJ G ﬂO\_ County of

Subscribed and Sworn to before me this Z_Z—) fd day of, \,_)'_LI[ 20 \—))
N[220

My commission expires: L O

( PLEASE AFFIX NOTARY SEAL HERE )




r] Print Form J ’

Kentucky Board of Medical Licensure
310 Whittington Parkway, Suite 1B
Louisville, Kentucky 40222

Hospital, Clinic, Facility Affiliation List

Physicians Name JohoiW, Stutshn MOy M.D./D.O. 3

List all hospitals, clinic, etc., other than training (see below) where you have practiced medicine within the last
five (5) years and send Addendum 4A to each. If you have more than 20 affiliations in the past 5 years, you

will only be required to_list and verify the last 20 affiliations. (This should include moonlighting, administrative :
and all locum tenens assignments.} If you have been in training or are still in training this form still needs
to be completed, please mark “in training” on the form and submit.

Indicate Locum

Dates Hospitals/Clinic/ Tenens,
(From — To) Office Name Complete Address Moonlighting or
Type of Privileges

‘P\&y\v\cd R‘i‘evﬁ’tﬂwd 200 S. Mevidian, #400 9%03% pf:bf'/ejes
D?/QOIO = Pwtf 5'!\: mdicana E ‘P\drcx\nc{pohs w F ’1
Ke—ﬂ‘t*vc,K E Hé6as ¢

_ 0 Sohool 0@ Medicus] [60l W To3 stract
0?/9603~Prcsm’c ) ishard Memorial tegitl M““"ﬂ"’”hf’méﬂ’?‘“z

10 Weeddh Duivers.” “‘o'S'bUMW'Mv \ﬁa\id o ‘
i, | B ot A

R i s Y Y

T

Full ﬂrw;uxr«

&1 {2003 Wl

ol e




Print Form

]

I
RECEIVED
Kentucky Board of Medical Licensure ALG -2 713
310 Whittington Parkway, Suite 1B -
Louisville, Kentucky 40222 . KB.M L

Hospital, Clinic, Facility Affiliation Form

To Applicant: In applying for a license to practice medicine in the Commonwealth of Kentucky, the Kentucky
Board of Medical Licensure requires this form to be completed by an administrator or chairperson in each facility
where you have practiced medicine during the five (5) years preceding your application (with the exception of
training as that is verified via the FCVS). If you have more than 20 affiliations in the past 5 years, you will only be
required to verify the last 20 affiliations. Your signature below is your authority to rglease any and all information
in your files, favorable or otherwise regarding yourself.

John W, Stutsman M.D./D.O.

{Please print)

Name:

Name and Address of Facility: PPINKY; 200 S. Meridian Street, indianapolis, IN 46225

To Reference Source: Please complete this form, sign, and return directly to the Board at the above stated
address. The processing time for licensure depends on timely receipt of critical forms such as this. All applicants
have signed a general reiease, which relieves anyone of liability for information furnished in good faith.

1.  Position and Department of the above applicant? Mﬁc\,{m\ D\ul‘f’c_'\m’l
2. Affiliation Dates: From :E:Li- 20U To @(‘gcpm‘\' (I"(‘i! 20,3)

3.  Were any limitations imposed on this physician? 25 o If “Yes”, please explain briefly and attach certified
copies of any documentation pertaining to such action.

4. Were privileges ever revoked, suspended, restricted, limited, reprimanded, placed on probation or otherwise
disciplined? If "Yes", please explain briefly and attach certified copies of any documentation pertaining
to such action.

5. Was the above physician terminated from employment? )\/0 If yes, please explain in detail.

Derogatory Information, if any: _ Mowne. S

Comments, if any:

Signature, Date, Title 2212 {%2ﬁ { Z;Mzé : 2{22351 3) Vice Pregident
PrintedName. D« 00 XG0 Chres Pi Seyvies

Facility E Wied B MMIHM,_K&I_GK

Affix Seal Here Address 200 <. Mc’,fLQ(/\q__V\g # Lo
(If no seal, so indicate) ludiouapol’s 29, ’/6 215
M2 i‘?(/e Phone Number 3[‘;-—@ 37-434%73

Fax Number, 27 -637-%309%

b
£
iﬂ
b
I
]
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EOTIVED

Kentucky Board of Medical Licensure wd 12 sosg
310 Whittington Parkway, Suite 1B Lyt
Louisville, Kentucky 40222 KB.M.L

Hospital, Clinic, Facility Affiliation Form

To Applicant: In applying for a license to practice medicine in the Commonwealth of Kentucky, the Kentucky
Board of Medica! Licensure requires this form to be completed by an administrator or chairperson in each facility
where you have practiced medicine during the five (5) years preceding your application (with the exception of
training as that is verified via the FCVS). If you have more than 20 affiliations in the past 5 years, you will only be
required to verify the last 20 affiliations. Your signature below is your authority to release any and all information
in your files, favorable or otherwise regarding yourself.

Name: i\‘m‘ﬂm . S%M'ISWH @»‘B’O
{Please print) / (Sigretire)

Name and Address of Facility: UJF‘.SLK!VC)- MJ&M"G‘F/&Q Kovaizy H‘Cawh

To Reference Source: Please complete this form, sign, and return directly to the Board at the above stated
address. The processing time for licensure depends on timely receipt of critical forms such as this. All applicants
have signed a general release, which relieves anyone of fiability for information furnished in good faith.

1. Position and Department of the above applicant? /45?/7[»’&\% // ﬂﬁ/&}//\/
2.  Affiliation Dates: From '7h 5/0 2 To Oréden +—
1
3. Were any limitations imposed on this physician? t@ If “Yes", please explain briefly and attach certified

copies of any documentation pertaining to such action.

.

Spte e B W o
' -

4, Were privile ever revoked, suspended, restricted, limited, reprimanded, placed on probation or otherwise
disciplined? If "Yes", please explain briefly and attach certified copies of any documentation pertaining
to such action.

5.  Was the above physician terminated from employment? l\b If yes, please explain in detail.

Signature, Date, Title %@

ot "‘_‘-"-1{"?-__ Printed Name £/ n"ZLUElL#‘L‘; FerrieS Kpusd D
) _F. “ Facility N!de Leaddhn kCEr(/f‘c,{‘g)
b | Afﬁx‘SéaI,i.-Iere' r Address /001 W, | 0% S, 0P U 3202
(lf:no"séal,:sn indix:'.a';e,: /QL;IU(,&O/‘S ZZN 4(17302

g Phone Number &2/ 1—{p 30:,/,74’/4
= y Fax Number 217~ e 30-FH+ip

Derogatory information, if any:

Comments, if any:

’ /f'
'
N

L~

L)
AN R

s "I"u

Iy
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ECEIVED
Kentucky Board of Medical Licensure =CEV ;
310 Whittington Parkway, Suite 1B n -
Louisville, Kentucky 40222 AUG -2 2013 !

K.B.M.L.

Hospital, Clinic, Facility Affiliation Form

To Applicant; In applying for a license to practice medicine in the Commonwealth of Kentucky, the Kentucky
Board of Medical Licensure requires this form to be completed by an administrator or chairperson in each facility f{
where you have practiced medicine during the five (5) years preceding your application (with the exception of 5
training as that is verified via the FCVS). If you have more than 20 affiliations in the past 5 years, you will anly be :
B
-

required to verify the last 20 affiliations. Your signature below is your authority to relggse any and all information

in your files, favorable or otherwise regarding yourseif.
Name: John W. Stutsman @ D.O. k ( . g
(Please print) y (Signigﬂa) o N

Name and Address of Facility: Indiana University Schostof-edicinel mapp WL’ / U H{a/‘w{ ‘

To Reference Source: Please complete this form, sign, and return directly to the Board at the above stated
address. The processing time for licensure depends on timely receipt of critical forms such as this. All applicants
have signed a general release, which relieves anyone of liability for information funished in good faith.

1. Position and Department of the above applicant?&(&%&%@ﬂ_j%@_

2.  Affiliation Dates: From @WQ& To ?52&4%/‘/-

3.  Were any limitations imposed on this physician? A{O If “Yes”, please explain briefly and attach certified
copies of any documentation pertaining to such action.

4. Were privileges ever revoked, suspended, restricted, limited, reprimanded, placed on probation or otherwise
disciplined? A,[Olf "Yes", please explain briefly and attach certified copies of any documentation pertaining
to such action.

5. Was the above physician terminated from employment? [!1@ If yes, please explain in detail.

Derogatory Information, if any:

Comments, if any:

Signature, Date, Titl

ot S P
Printed Name A’//Mﬂ / iy
Faciity L U4 AL£€4, %{f& Mﬂﬂ&é’m
Address _ 340 10 10 57£ &cdfl =100

SHdpls LS8 Y302

Phone Nurrnber ,BI 7= 9(00? - 830 /
Fax Number__ I 7—- 968 ~ [06O

A &
% v
2, )
i “\\

74, ‘ 'A’
&, 3
”"""llll\‘l
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Kentucky Board of Medical Licensure
310 Whittington Parkway, Suite 1B
Louisville, Kentucky 40222 ‘

CME Form

John W, Stutsman, M.D.
Name

(Please Print or Type)

Record of Category | Continuing Medical Education Credits
(Last 3 years only)

DO NOT PROVIDE DOCUMENTATION

Please note: If you have been in training or are still in training this form still needs to be submitted. Please write
“In training” on the form and submit.

Dates: Name of Activity/Course # of Credit Hours
Dz 2012 ARl Mot Pock Tt 5
Do 2o1l- _AROL  Moc Pyt 2.5
Moo moe Pyt T v

{243 D ko PP Med Bivedas 2.8

2. [2002 2.0
AN 2% » e 3 12,0
é”%]?— SFP"MA* P um g %{vtﬂf% P/cmﬂﬂz(/z\ 16, O

| atte at the ve i lid.

—= W25/3
Sig natu]e 0 Date’




RECEIVET T Emtrom ]

Kentucky Board of Medical Licensure : AUG =
310 Whittington Pkwy., Suite 1B
Louisville, KY 40222 K B.M.i

Reference Form

This form is to be completed by a physician fully licensed in the state which the form is notarized. The
recommending physician must have known the applicant for at least six months. Relatives may not serve as
recommending physicians nor may physicians who are currently in the process of applying for a KY license.
Recommending physicians are strongly urged to include additional comments. The recommending physician
must have this form notarized. All questions must be answered. This form is not intended to standardize the
recommendation or restrict it in any way. However, its form is designed to ensure that certain information is
included. Please complete the form and return to the Kentucky Board of Medical Licensure at the address above.

Do not complete unless a color photo of applicant is attached to the boftom of this form.

Biack and white photos are not accepted.

I, ' A ok , a licensed and practicing physician in the state of =IAJ

{recommending physician, print'name legibly) {state of practice)

affrmthat_ John  Stuts man has been known to me personally for | © years

{applicant, print name legibly}
and that he/she is of good moral character. Further, the photograph affixed hereto is a genuine likeness of the
applicant. | offer the following in support of his/her application for Kentucky licensure:
| rate his/fher medical knowledge and technique as: [~ x cellent

His/her relationship with patients is; _F xcellentd

| rate his/her ability to work well with peers and medical staffas: [Fx c e[l e+
His/her command of the English language is: _ Exc e lle nt

Additional comments:

| hereby recommend the applicant for a license to practice medicine or osteopathic medicine in the state of
Kentucky.

Printed Name and Signature of Recommending Physician (name stamps will not be accepted)

Deora C Kid<patri ol - ! Lot C. Km‘@aom mDd_ TN 325

State of Licensure and Licénse Number

Address of =
Recommending 550 N. M!(::Z’.S’ny M/D’MA@UJ 3i7-944-186/
Physician Biyp  wu za4o | #202 | 3T
*Print Legibly Street Address City, State, Zip | Phone (include area code)
N
Subscribed and sworn to before me this 50 ~ day of JZu,\/ , 20 f =
/M l M Wi, ~ PAMELAS. BAKER
s"‘ barre ,:' ',‘ Notary Public, State of indlona
Notary Public Signature Sl g o menconl
é %':u‘;; & My Commission Explies
Date Commission Expires i 5 - q i dune s, 400
Signature of Applicant Date Photo Taken J/_Zgl {3

Printed Name of Apphcar(j m S+M7{'5 main 1




“_ Print Form |
ECEIVED
Kentucky Board of Medical Licensure oo
310 Whittington Plkwy., Suite 1B AL -2 2083
Louisville, KY 40222 KB.M.L

Reference Form

This form is to be completed by a physician fully licensed in the state which the form is notarized. The
recommending physician must have known the applicant for at least six months. Relatives may not serve as
recommending physicians nor may physicians who are currently in the process of applying for a KY license.
Recommending physicians are strongly urged to include additional comments. The recommending physician
must have this form notarized. All questions must be answered, This form is not intended to standardize the
recommendation or restrict it in any way. However, its form is designed to ensure that certain information is
included. Please complete the form and return to the Kentucky Board of Medical Licensure at the address above.
Do not complete unless a color photo of applicant is attached to the bottom of this form.
\ Black and white photos are not accepted.

1, @W@W{Sa licensed and practicing physician in the state of Iy\oll il
{recommending physician, print name legibly) (state of practice)
affirm that,_Jplaa hd-xmcu.«q has been known to me personally for 2 years

{applicant, print name legibly)
and that he/she is of good moral character. Further, the photograph affixed hereto is a genuine likeness of the
applicant. | offer the following in support of his/her application for Kentucky licensure:
| rate his/her medical knowledge and technique as: _ Qe i\lem

His/her relationship with patients is: __ @X g A\ e
| rate his/her ability to work well with peers and medical staff as: Q,XC.Q,IW

His/her command of the English language is: *Q)LUU\
Additional comments:

| hereby recommend the applicant for a license to practice medicine o teopm ine in the] state of
Kentucky. /}( Q%A
Poownsune \udeoy TAwends =
)

Printed Name and Signature of Recommending Physician (name stamps will not be accepted

TN OOl B

State of Licensure and License Number

Address of

Recommending -

Phjslcien 550 N . Unoercii Bl ved [ndiawepdz JIN Holo7 31734hed
*Print Legibly Street Address 3 City, State, Zip | Phone (include area code)

Subscribed and sworn to before me this 507.7! day of :Tif / ¥ 2nls )
JWW J é@W/ e PAMELA 5. BAKER

Y S8 otary Pubtic, State of Inalano
Notary Public Signature § S, % ety i

*

Pl e

v SEan

Y NG AR
et

Date Photo Taken H Q‘E l i3

Commission # 626919
My Commission Expires
June 05, 2019

\‘\\“
Y, »
T

Date Commission Expires é" 5“/(?

Signature of Applicant
Printed Name of Applicant__ohg W, 5“('1.6'!'5% v D

TR




( ertificate
of Complelion

CME Resource certifies that
John W. Stutsman TP495
has participated in the enduring material titled
#94750 HIV/AIDS: Epidemic
Update for Kentucky |
on May 4, 2014
and is awarded 2

AMA PRA Category 1 Credit(s) ™.

p ] .
Freda S. O'Brien Enin K. Meinyer
Director of Academic Affairs Executive Director
CME Resource is accredited by the Accreditation Council for Continuing Medical Education to provide
continuing medical education for physicians.

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

This 2 contact hour/credit activity, approved by the Kentucky Cabinet for Health and Family Services,
has been assigned Series 0116-0990-3. This activity is designed to comply with the requirements of
California Assembly Bill 1195, Cultural and Linguistic Competency.

POST OFFICE BOX 997571 » SACRAMENTO, CALIFORNIA 95898-7571
1482 STONE POINT DRIVE » SUITE 120 - ROSEVILLE, CALIFORNIA
PHONE: 800/232-4238 » FAX: 916/783-6067 * WWW NETCE.COM



r Print Form

|

Kentucky Board of Medical Licensure
310 Whittington Parkway, Suite 1B
Louisville, Kentucky 40222

Kentucky HIV/AIDS Education
Affidavit of Reasonable Cause

| John W. Stutsman, MD

{Full Name)
HIVIAIDS education requirement for initial professional licensure (KRS 214.615) for the following reason,
Please explain in detail: As | continue with my full-time busy practice, | will compiete an on-line course within

, request that the Board (KBML) defer my

the required 6 months time line.

Note: The explanation is required in order for your Affidavit of Reasonable Cause to be accepted. Additionally,
location is not a vaiid reason for deferment as there are several courses available oniine.

| understand that the deferment is valid for six (6) months from the date of the issuance of my
temporary permit to practice medicine and is not renewable. | further understand that within this six
months | must send to the Board (KBML), a copy of a certificate showing completion of a Kentucky Cabinet for
Health Services approved HIV/AIDS course for a full and unrestricted license to be issued.

Signature: Q{M ; » Date: 07129/2013

=

JoAn W. Stutsman, MD

Printed Nanfe;

Social Security Number: 307-62-0857

= This form must be sent to the Board (KBML) in order for you to receive a six-month extension. Please
retain a copy of this affidavit for your records. Either this affidavit or the completed course must be in the
Boards office in order to meet the Board Deadlines. A list of approved courses may be obtained from the
following website or you by calling (502) 564-6539.

http://chfs.ky.gov/dph/epi/HIVAIDS/Professional Education.htm




AM A RECEIVED
AUG -2 2013

AMERICAN
MEDICAL
ASSOCIATION

KB.M.L.

AMA Physician Profile

Name and Mailing Address: Primary Office Address:

JOHN WM STUTSMAN MD

il o e
F5

1001 W 10TH ST
INDIANAPOLIS IN 46202-2879
Phone: 1-317-274-8609

Birthdate: [

Physician's Major Professional Activity: OFFICE BASED PRACTICE

Practice Specialties Self Designated by the Physician*:

Primary Specialty:  OBSTETRICS & GYNECOLOGY

Secondary Specialty: UNSPECIFIED

“Sei-Dasignaled Practice Speciallias/Areas of Praciice (SDPS) listed on the AMA Physician Profile do not imply "recognilion” or
~endorsement” of any field of medical practice by the Assoclation, nor does it imply, certification by & Member Medicel Specially Board of
the American Board of Medical Specialties, or that the physician has been Irained or has special compatence fo practice the SDPS.

AMA membership: NON MEMBER

All Information from this Point Forward is Provided by the Primary Source

Current and/or Historical Medical School:
IN UNIV SCH OF MED, INDIANAPOLIS IN 46202

Degree Awarded: Yes

Degree Year: 1991
AMA Files Checked 7/30/2013 08:58:56  Profile for: John Wm Stutsman MD Pagelof §
©2013 by the American Medical Association




AMA Physician Profile (continued)

It is mutually agreed between the American Medical Association ("AMA") and the
Requesting Organization that the physician profiles being requested are provided to the
Requesting Organization with the understanding that: (1) the information on the
physician profiles will be treated with complete confidentiality; (2} such information is
granted solely to the Requesting Organization and is granted as a non-exclusive limited
license, consistent with and limited to the sole and specific purpose of verifying
physicians' credentials; (3) no physician profile information will be released, copied,
extracted or otherwise usurped for use by any other party, entity, organization or
government agency; (4) no physician profile obtained or any information contained
therein will be used as a vehicle to create, maintain or enhance another database; and (5)
that upon breach of any of the foregoing covenants this license to use and possess
physician profiles shall be automatically and immediately terminated and no further
physician profiles shall be provided by AMA.

AMA endeavors to maintain its physician profiles with information that is accurate,
complete and current; however, because AMA compiles data from numerous and varied
sources, and therefore may experience reporting and processing errors or delays, no
representations or warranties as to the accuracy or completeness of the data or as to the
uninterrupted access can be or are made.

AMA makes no representations or warranties of any nature, with respect to the physician
profiles obtained including without limitation, the implied warranties of merchantability
and fitness for any particular purpose, nor assumes any responsibility or legal liability for
Requesting Organization's use or the results of its use of such profiles. In consideration
of the receipt of each physician profile provided by AMA, the Requesting Organization
hereby releases AMA and their respective agents and servants from any and all liability
whatsoever for inaccurate or incomplete information in any physician profile obtained.
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AMA:

AMERICAN
MEDICAL
ASSOCIATION

AMA Physician Profile

Current and/or Historical Post Graduate Medical Training Programs Accredited by the Accreditation Councit for
Graduate Medical Education (ACGME):

Beginning with the 2010 cycle of the National GME Census, post-graduate training segments will include the name of the program attended
in addition o the sponsoring institution. Program-level information prior to 2010 will not be available Jor reporting. Future training dates,
as reported by the program, should be interpreted as th progress'or Eurrent’with the projected date of completion.

Post-graduate training performed at accredited osteopathic institutions or in Canada are updated on the AMA Physician Masterfile only
upon verification by the program. US licensing authorities accept graduate medical education Jrom both entities as equivalent to training
performed in a US program accredited by ACGME.

Sponsoring Institution: MARICOPA MED CTR

Sponsoring State: ARIZONA
Specialty: OBSTETRICS & GYNECQOLOGY
Dates: 06/1994 - 06/1998  (VERIFIED)

Sponsoring Institution: UCSF-FRESNO MED EDUC PROG

Sponsoring State: CALIFORNIA
Specialty: FLEXIBLE OR TRANSITIONAL
Dates: 06/1991 - 06/1992  (VERIFIED)

Note:  If you have discrepant information, please submit a Request for Investigation to the AMA so that we may verify the information with the
primary source(s). See the last page of this Profile for instructions on how to report a data discrepancy.

NATIONAL BOARD OF MEDICAL EXAMINERS (NBME) CERTIFICATION YEAR: MD: 1992

Current and/or Historical Medical Licensure:

MD/ Date Expiration License Last
Jurisdietion DO Granted Date Status Type Reported
TENNESSEE MD 06/08/1998  02/28/2007 INACTIVE UNLIMITED 05/18/2007
INDIANA MD 09/30/1993 10/31/2013 ACTIVE UNLIMITED 07/01/2013
AMA Files Checked 7/30/2013 08:58:56 Profile for: John Wm Stutsman MD Page2of 5§

©2013 by the American Medical Association
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AMA Physician Profile (continued)

It is mutually agreed between the American Medical Association ("AMA") and the
Requesting Organization that the physician profiles being requested are provided to the
Requesting Organization with the understanding that: (1) the information on the
physician profiles will be treated with complete confidentiality; (2) such information is
granted solely to the Requesting Organization and is granted as a non-exclusive limited
license, consistent with and limited to the sole and specific purpose of verifying
physicians' credentials; (3) no physician profile information will be released, copied,
extracted or otherwise usurped for use by any other party, entity, organization or
government agency; (4) no physician profile obtained or any information contained
therein will be used as a vehicle to create, maintain or enhance another database; and (5)
that upon breach of any of the foregoing covenants this license to use and possess
physician profiles shall be automatically and immediately terminated and no further
physician profiles shall be provided by AMA.

AMA endeavors to maintain its physician profiles with information that is accurate,
complete and current; however, because AMA compiles data from numerous and varied
sources, and therefore may experience reporting and processing errors or delays, no
representations or warranties as to the accuracy or completeness of the data or as to the
uninterrupted access can be or are made.

AMA makes no representations or warranties of any nature, with respect to the physician
profiles obtained including without limitation, the implied warranties of merchantability
and fitness for any particular purpose, nor assumes any responsibility or legal liability for
Requesting Organization's use or the results of its use of such profiles. In consideration
of the receipt of each physician profile provided by AMA, the Requesting Organization
hereby releases AMA and their respective agents and servants from any and all liability
whatsoever for inaccurate or incomplete information in any physician profile obtained.



AMA

AMERICAN

MEDICAL
ASSOCIATION

AMA Physician Profile

Current andfor Historical NPI Information:

NP1 Enumeration Deactivation Reactivation Replacement Last Reported
Number Date Date Date Number Date

1588693956 06/30/2006 NOT RPTD NOT RPTD NOT RPTD 07/13/2013

FM rification:
Applicant Number:

Note: The Educatinal Commission for Fareign Medicnl Graduates (ECFMG) applicant identification number does aot imply
current ECFMG eertification status, To verify ECFMG smtus, contact the ECFMG Certilication Verification Service in
writing &t P.O. Box 13679, Philadelphiz, PA 19101,

Federal Drug Enforcement Administration:
* Only the last three characrers of active DEA number(s) are displayed

Number * Schedule Expiration Date Last Reported

s wangl 22N 3IN4 5 0212972016 07/01/2013

Address: Wishard Memorial Hospital, F5, 1001 W 10th St, Indianapolis, IN 46202-2879

Note:  Many states require their ewn controlled substances registration/license. Please check with your state
licensing avthority for requirement information as the AMA does not maintain this Information.

Specialty Board Certification(s)*:
Specialty Board Certification(s) by one or more of the 24 boards recognized by the American Board of Medical Specialties
{ABMS) and the Americon Medical Association (AMA) through the Liaison Committee on Specialty Boards, as reported
by the ABMS:

The AMA Physician Profile has been designated by the ABMS gs an Official ABMS Display Agent of Member Board
Certification dota. Therefore, the ABMS Board centification information on the AMA Physician Profile is considered a
designated equivalent source in regard to credentialing standards set forth by Joint Commission. The AMA is also an
NCQA-approved source for verification of medical school, postgraduate medical training, ABMS Board certification, and
Federal DEA registration.

Certifying Board: AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY

Certificate: OBSTETRICS & GYNECOLOGY

Certificate Type: GENERAL

Duration Effective Expiration Reverification Occurrence  Last Reporied

TIME LIMITED 12/15/2012 1273172013 RE-CERT 07/05/2013

TIME LIMITED 12/31/2011  12/3172012 RE-CERT(**) 07/05/2013

TIME LIMITED 12/3172010  12/3172011 RE-CERT(**} 07/05/2013

TIME LIMITED 12/31/2005  12/3172010 RE-CERT(**) 07/05/2013
AMA Files Checked 7/30/2013 08:58:56  Profile for: John Wm Stutsman MD Page 3 of §

©2013 by the American Medicat Association




AMA Physician Profile (continued)

It is mutually agreed between the American Medical Association ("AMA") and the
Requesting Organization that the physician profiles being requested are provided to the
Requesting Organization with the understanding that: (1) the information on the
physician profiles will be treated with complete confidentiality; (2) such information is
granted solely to the Requesting Organization and is granted as a non-exclusive limited
license, consistent with and limited to the sole and specific purpose of verifying
physicians’ credentials; (3) no physician profile information will be released, copied,
extracted or otherwise usurped for use by any other party, entity, organization or
government agency; (4) no physician profile obtained or any information contained
therein will be used as a vehicle to create, maintain or enhance another database; and (5)
that upon breach of any of the foregoing covenants this license to use and possess
physician profiles shall be automatically and immediately terminated and no further
physician profiles shall be provided by AMA.

AMA endeavors to maintain its physician profiles with information that is accurate,
complete and current; however, because AMA compiles data from numerous and varied
sources, and therefore may experience reporting and processing errors or delays, no
Tepresentations or warranties as to the accuracy or completencss of the data or as to the
uninterrupted access can be or are made.

AMA makes no representations or warranties of any nature, with respect to the physician
profiles obtained including without limitation, the implied warranties of merchantability
and fitness for any particular purpose, nor assumes any responsibility or legal liability for
Requesting Organization's use or the results of its use of such profiles. In consideration
of the receipt of each physician profile provided by AMA, the Requesting Organization
hereby releases AMA and their respective agents and servants from any and all liability
whatsoever for inaccurate or incomplete information in any physician profile obtained.
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AMA Physician Profile

Certifying Board: AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY

Certificate:

Certificate Type:

Duration

TIME LIMITED
TIME LIMITED
TIME LIMITED
TIME LIMITED
TIME LIMITED

OBSTETRICS & GYNECOLOGY

GENERAL
Effective Expiration
12/31/2004  12/31/2010
12/31/2003  12/31/2010
12/31/2002  12/31/2010
12/31/2001  12/31/2010
11/08/2000  12/31/2010

Reverification Qccurrence

RE-CERT(**)
RE-CERT(**)
RE-CERT(**)
RE-CERT(**)
INITIAL(**)

Last Reported
07/05/2013

07/05/2013
07/05/2013
07/05/2013
07/05/2013

Note: For certilication dates, a default value of "01" appears in the day or month field if data were not provided to AMA. Please contact the
appropriate specialty board directly for this information, (**) Indicates an expired certificate.

*This information is proprictary data maintained in a copyrighted database compilation owned by the American Board of Medical Specialties.

Copyright 2013 American Board of Medical Specialties. All right reserved.

Medicare/Medicaid Sanction(s):

TO DATE, THERE HAVE BEEN NO SUCH SANCTIONS REPORTED TO THE AMA BY THE DEPARTMENT
OF HEALTH AND HUMAN SERVICES.

Other Federal Sanction(s):

TO DATE, THERE HAVE BEEN NO FEDERAL SANCTIONS REPORTED TO THE AMA BY ANY BRANCH
OF THE US MILITARY, THE VETERAN'S ADMINSTRATION OR THE US PUBLIC HEALTH SERVICE.

AMA Files Checked 7/30/2013 08:58:56

Profile for: John Wm Stutsman MD
013 by the American Medical Association

Page 4 of §




AMA Physician Profile (continued)

It is mutually agreed between the American Medical Association ("AMA") and the
Requesting Organization that the physician profiles being requested are provided to the
Requesting Organization with the understanding that: (1) the information on the
physician profiles will be treated with complete confidentiality; (2) such information is
granted solely to the Requesting Organization and is granted as a non-exclusive limited
license, consistent with and limited to the sole and specific purpose of verifying
physicians’ credentials; (3) no physician profile information will be released, copied,
extracted or otherwise usurped for use by any other party, entity, organization or
government agency; (4) no physician profile obtained or any information contained
therein will be used as a vehicle to create, maintain or enhance another database; and (5)
that upon breach of any of the foregoing covenants this license to use and possess
physician profiles shall be automatically and immediately terminated and no further
physician profiles shall be provided by AMA.

AMA endeavors to maintain its physician profiles with information that is accurate,
complete and current; however, because AMA compiles data from numerous and varied
sources, and therefore may experience reporting and processing errors or delays, no
representations or warranties as to the accuracy or completeness of the data or as to the
uninterrupted access can be or are made.

AMA makes no representations or warranties of any nature, with respect to the physician
profiles obtained including without limitation, the implied warranties of merchantability
and fitness for any particular PUIpose, nor assumes any responsibility or legal liability for
Requesting Organization's use or the results of its use of such profiles. In consideration
of the receipt of each physician profile provided by AMA, the Requesting Organization
hereby releases AMA and their respective agents and servants from any and all liability
whatsoever for inaccurate or incomplete information in any physician profile obtained.
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AMA Physician Profile

Additional Information:
TO DATE, THERE IS NO ADDITIONAL INFORMATION FOR THIS PHYSICIAN ON FILE.

i o e A e

The content of the Physician Profile is intended to assist with credentialing. Appropriate use of the data contained in the AMA Physician
Masterfile by an organization meets selected primary source verification requirements of the Joint Commissicn, the Accreditation Association
for Ambulatory Health Care (AAAHC), and the American Accreditation Health Care Commission (AAHCC)/Utilization Review Accreditation
Commission (URAC). The AMA is also an NCQA-approved source for verification of medical school, postgraduate medical training, ABMS
Board certification and Federal DEA registration.

If you note any discrepancies, please log onto our web site (http://www.ama-assn.org/go/amaprofiles) and go to the order detail page, select the D
following the physician's name and enter the data in question. Or you can mark the issues on a copy of the profile and mail or fax to:

Division of Database Products and Licensing
Attn: Credentiating Products

515 N, State Street E
Chicago, IL 60654 4
800- 665-2882 &
312 464-5900 (fax)

R e e S

If you have questions or need additional information, please call the AMA Profile Service customer support line
at 800-665-2882.

AMA Files Checked 7/30/2013 08:58:56 Profile for: John Wm Stutsman MD Page 5 of 5
©2013 by the American Medical Association




AMA Physician Profile {continued)

It is mutually agreed between the American Medical Association ("AMA") and the
Requesting Organization that the physician profiles being requested are provided to the
Requesting Organization with the understanding that: (1) the information on the
physician profiles will be treated with complete confidentiality; (2) such information is
granted solely to the Requesting Organization and is granted as a non-exclusive limited
license, consistent with and limited to the sole and specific purpose of verifying
physicians' credentials; (3) no physician profile information will be released, copied,
extracied or otherwise usurped for use by any other party, entity, organization or
government agency; (4) no physician profile obtained or any information contained
therein will be used as a vehicle to create, maintain or enhance another database; and (5)
that upon breach of any of the foregoing covenants this license to use and possess
physician profiles shall be automatically and immediately terminated and no further
physician profiles shall be provided by AMA.

AMA endeavors to maintain its physician profiles with information that is accurate,
complete and current; however, because AMA compiles data from numerous and varied
sources, and therefore may experience reporting and processing errors or delays, no
representations or warranties as to the accuracy or completeness of the data or as to the
uninterrupted access can be or are made.

AMA makes no representations or warranties of any nature, with respect to the physician
profiles obtained including without limitation, the implied warranties of merchantability
and fitness for any particular purpose, nor assumes any responsibility or legal liability for
Requesting Organization's use or the results of its use of such profiles. In consideration
of the receipt of each physician profile provided by AMA, the Requesting Organization
hereby releases AMA and their respective agents and servants from any and all liability
whatsoever for inaccurate or incomplete information in any physician profile obtained.
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STATE OF TENNESSEE RECEiVED
DEPARTMENT OF HEALTH
DIVISION OF HEALTH LICENSURE AND HEGULATIONALFG = 9 2;»_-3
OFFICE OF HEALTH RELATED BOARDS vl
227 French Landing, Suite 300 ;i
Herltage Place Matro Center KBM.L
Nashville, TN 37243

tennessee.gov/health
TENNESSEE BOARD OF MEDICAL EXAMINERS
1-800-778-4123

Aupust 6, 2013

JOHN W STUTSMAN. MD

TO WHOM IT MAY CONCERN:

The Tennessee Board of Medical Examiners is pleased to furnish the following information from our files:

PROFESSION: Medical Doctor

“‘\I"“inu’"
\ ]
NAME: JOHN W STUTSMAN “e":p@_ The 3?4;"-
< AL b
RANK: Medical Doctor :" é’?
; S e
LICENSE NUMBER: MD30636 2=
: oo
ISSUE DATE: 06/08/1998 5 9% :
%% o
EXPIRATION DATE: 0272872007 ", W
“, "’3’ 1796 % ‘,\“‘
CURRENT STATUS: Voluntarily Retired UL
STATUS DATE: 03/2312007

COMMENTS:  There is no derogatory information in our files concerning this individual. The State of
Tennessee only provides the above information. Any other information needed must be
obtained [rom the licensee,

Tennessee Board of Medical Examiners

MD/LVI

To expediie the verification process, the above is the standard format used by the Medical Board of Tennessee.




STATE OF INDIANA

. lodians Professional Licensing Ageney
Michuel R. Pence 402 W, Washiagron St. Rosm W072
tndlanapalis, IN 46204
Phooe: (317} 231-3980
Fax: (317) 2334136

Official Proof of Licensure
Digitally Certified Record

Persenal Information

Name: John Willlam Stutsman
Address:

Date of Birth:

License information

Number Issued: 01041889A
License Type: Physician
Sintus; Active

Issue date: 09/30/1993
Expiration Date: 10/31/2013
Obtained By: Endorsament
Disclplinary Action: None

This licensee has met ALL requirsments for licensure in the State of Indlana - including successully
passing all required exams,

For additional inlormation including questions regarding Disciplinary Actian, contact the appropriate
Board or Commission at www.in govipta/boards htm

Digitally Certified on: Thu Aug 08 01:44:09 PM EDT 2013

UNITED STATES
‘ POSTAL SERVICE »

Elsctronic Postmark
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VERIFICATION
SERVICE

FEDERATION
CREDENTIALS

Medicai Professional
Information Profile

This report pravides credentialing information for
Name: John William Stutsman

Sacial Security Number: —

FID# 209220003

|
!
|
|
|
|
|
i
i
|
1

Recipient: KY - Kentucky Board of Medical Licensure

PN e

ABOUT THIS PROFILE
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FEDERATION CREDENTIALS Credentials Analysis : fﬂgﬁ;ﬁ, -
F CVS YERIFICATION SERYICE Summary Report ‘~ BOARDS :“

e f!:brr

Note: Your board may wish to review the unresolved items below marked by an "X~
Please review the Credentials Analysis Report for further details on the unresolved items

Medical Professional Name; John Willlam Stutsman

Date of Birth;
Social Security Number:
FID: 209220003

. FCVS Reports

Il. FSMB and Other Reporis

Hi. Identity

A. Cerlified Birth Certificate

IV, Medical Education

A. Pre-medical Schools

B. Medical Schools

Indiana University School of Medicine Indianapolis
1. Medical Education Form
2. Medical Education Transcript
3. Medical Education Diploma

C. Fifth Pathway Program

D. ECFMG Certification

V. Graduate Medical Education

University of Califarnia/University Medica! Center
1. GME Form
2. GME Complstion Cerlificate
Phoenix Hospitals/Maricopa Medical Center
1. GME Form
2. GME Completion Certificate

VI. Licensure Examination History

A. NBME Record of scores

End of report for: John William Stuisman

400 FULLER WISER ROAD | SUITE 300 |

EULESS, T 74039

TEL(BITY)B4EB-5000 FAX(BIZ7)868-5099

]

© 1996 Federation of State Meadical Boards
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Medical Professional
Information Profile

FEDERATION CREDEMNTIALS
F C YERIFICATION SERVICE
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- STATESH *,
-, MEDICAL &
‘- BOARDS «

- r
St g g 0F

Table of Contents

I. FCVS Reports

A. Physician Information Report
B. Credentials Analysis Report
C. Chronology of Activities
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Identity
Medical Professional Name: John William Stutsman

Gender: -

Documentation; Certified Birth Cerlificate

oate of it | N

Place of Birth:

Social Security Number:
FID:

Physical Description:

208220003
Height: 6 1in.
Weight: 185 tbs.

Eye Color: Blue

Hair Color: Brown

Contact Information

Mailing Address:

Permanent Address:

Telephone Numbers:

200 S MERIDIAN ST STE 400
INDIANAPOLIS, IN 46225-1076
UNITED STATES

Primary:
Secondary

Other.
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Pre-medical Education
(Provided by Applicant. Not verified with the primary source.)
Institution: Indiana University Bloomington
Address: Bloomington, IN 47405
UNITED STATES
Dates of Attendance: 08/--/1983 To 05/-/1987
Degree Conferred/Issued: Bachelor of Science

ECFMG
There are none identified or not applicable.

Medical Education

Medical School: iIndiana University School of Medicine Indianapolis
Address: 340 W 10th Street #6200
Indianapolis, IN 46202-5114
UNITED STATES

Dates of Attendance: 08/31/1987 to 03/31/1991
Date Certificate Issued: 03/31/1 991
Degree Conferred/Issued: Doctor of Medicine

Unusual Circumstances
Leave of Absence/Extension: No
Probation: No
Disciplined: No
Negative Reports: No
Limitations: No

e e e

Fifth Pathway !
There are none identified or not applicable.
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Graduate Medical Education
Institution: University of California/University Medical Center
Address: 445 South Cedar Avenue
Fresno, CA 93702
UNITED STATES
Training Level: 1
Program Type: Internship
Specialty: Transitional
Dates of Attendance: 06/24/1991 To 06/21/1992
Completed Successiully: Yes
Accreditation: ACGME
Unusual Circumstances

Leave of Absence/Extension: No

Probation: No

Discipiined: No

Negative Reports: No

Limitations: No
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Institution:
Address:

Training Level:

Program Type:

Specialty:

Dates of Attendance:

Completed Successfully:
Accreditation:

Training Level:
Program Type:

Specialty:
Dates of Attendance:

Phoenix Hospitals/Maricopa Medical Center
2601 East Roosevelt '
Phoenix, AZ 85008

UNITED STATES

1
Internship

Obstetrics and Gynecology
06/23/1994 To 06/30/1995
Yes

ACGME

2-4

Internship

Obstetrics and Gynecology
07/01/1995 To 06/30/1998

Completed Successfuiiy: Yes
Accreditation: ACGME
Unusual Circumstances
Leave of Absence/Extension: No
Probation: No
Disciplined: No
Negative Reports: Neo
Limitations: No
L 400 FULLER WISER ROAD ] SUITE 300 | BEULESS, TX 78039 TEL(B!J’)BSB-SODO FAX(BI?)B&B-SD99 7!
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Licensure Examinations

NBME - National Board of Medical Examiners NBME Part | Date: 06/1982 Passed the Exam

NBME - National Board of Medical Examiners NBME Part Il Date: 09/1890 Passed the Exam

NBME - National Board of Medical Examiners NBME Part il Date: 03/1992 Passed the Exam
ABMS Verification

A report of the result from a search of the data provided by the American Board of Medical Specialties is enclosed.

Board Action

A report of the results from a search of the Board Action Data Bank is enclosed.

End of report for: John William Stutsman  FID: 209220003
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The Credentials Analysis Report is a comparative report of a medical profe
applicant and the primary source {Medical School,

documentation, if any, as outlined in the FCVS Poli

Post Graduate Training
cies and Procedures.

ssional’s credentials as reported to FCVS by the
program, etc.). It will also list particular missing

s

Medical Professional Identification

Medical Professional Name:
Date of Birth:
Social Security Number:

FID: 203220003

John Willlam Stutsman

Omissions

There are no omissions identifiad.

Discrepancies

There are no discrepancies Identified.

Miscellaneous Information

There is no miscellaneous information identified.

End of report for: John William Slutsman
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The Chronology of Activities is a comprehensive report of a medical professional’s activities as reporied to FCVS by the medical
professional applicant.

Medical Professional Name; John Willlam Stutsman
Date of Birth:
Social Security Numbar:
FID#: 209220003
Start End Activity Location Overlap Explanation Program Length Explanation

Date Date

08/1987 |03/1981 [Medical Education |Indiana University School
Record of Medicine
Indianapolis,340 W 10th
Street #8200 Indianapolis,
IN 46202-5114 UNITED
STATES

07/1991 [07/1992 |GME Record University of
California/University
Medical Center,445 South
Cedar Avenue Fresno, CA
93702 UNITED STATES

07/1992 109/1993 |Volunteer Service |Peace Comps -
MALAWI!,Paul D. Coverdell
Peace Corps Headquarters
Washington, DC 20526
UNITED STATES

1011993 |07/1994 |Employment Planned Parenthood of
Southem Indiana,200
South Meridian Street
Indianapolis, IN 46225
UNITED STATES
07/1994 107/1998 {GME Record Phoenix
Hospitals/Maricopa
Medical Center,2601 East
Rooseveit Phoenix, AZ
85008 UNITED STATES

End of report for: John William Stutsman
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Asof:  11/08/2013
Medical Professional Name: John William Stutsman
Date of Birth:
Year of Graduation:  {Doctor of Medicine)
ABMSUID#: 653173
Certification
Certification:
Board: Obstetrics and Gynecology
Specialty:  Obstetries and Gynecology
Status: ACT
Initial Certification:  11/08/2000

End of report for John Wiliiam Stutsman
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. Board Action

FEDERATION PHYSICIAN
DATA CENTER Clearance Report

BPDC

November 08, 2013

Atin;

Re: Board Action Query Dated: November 08, 2013

FEMB Batch Number: BQ2356140
The fellowing is 2 report of the search results from the Board Action Dala Bank as of November 08, 2013
for practitlioners submitted as part of the above-referenced batch for which NO board actions were identified,

Provider cleared with No Actions as of November 08, 2013

Name DoB School Yr!Grad  Provider 1D
John Wiliam Stutsman I osoc 1981 287816

License History

Licensing Entity
INDIANA
TENNESSEE

PLEASE NOTE: The licensure history information contained in these repors is not considered lieensure verification but rather an
indicator of known states of historical licensure for these individuals. Use of this information should be limited 1o cross-reference

nmatad
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L, the undersigned, hereby certify under oath that | am the parson named in this application, that all statements |
have or shall make with respect thereto are true, that | am the coriginal and lawful possessor and person named in
the various forms and credentials furnished or to be furnished with respect to my application and that al documents,
forms or copies thereof furnished or {o be furnished with respect to my application are strictly true in every aspect,

| acknowledge that | have read and understand the “INSTRUCTIONS FOR COMPLETING THE FCVS
APPLICATION" and have answered 2ll guestions contained in the application truthfully and completely. | 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.

t authorize and request every person, hospital, clinic, government agency {local, state, federal or foreign), court,
association, institution or faw enforcement agency having custody or control of any documents, records and cther
-information pertaining to me to fumnish to the Federation Credentials Verification Service any such information,
including documents, records regarding chiarges 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 represeniatives to inspect and make copies of such documents, records, and other information in connection with
this application,

1?:;;3 ;{s}sician has | | hereby release, discharge and exonerate the Federation Credentials Verification Service, its agents or

been instructed to | Tepresentatives and any person fumishing information, of any and al! liability of every nature and kind arising out of
sign the front of investigation made by the Federation Credentials Verification Service. | authorize the Federation Credentials

the photograph, Verification Servica to release information, material, documents, orders or the like relating to me or this application to
Your seal{or any entity at my request.

stamp) must be

partly upon the While the FSMB will only use collected personal information for the purposes described on our website and in the
photo t:“" Partly | FCVS application materials, the FSMB has no control over the entities to which an applicant authorizes the release
:g:;m; of the of FCVS materials. Such entities may include state medical boards, state osteopathic boards, and other entities that

applicant. : may be subject to state and federal public information or open records laws, which might require the reiease of
certain FCVS packet information to the public upen request,

A
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-Applicant’s Printed Last Name

1)z2/(i3

Date of ignaturej(_must correspond 1o date of notarizalion)

State of INDIANA , County of M/'}/é"’DN :

| certify that on the date set forth below the individual named above did appear perscnally before me and that 1 did identify 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 hereto, and {b) comparing the applicant's signature made in my presence on this form
with the signature on his/her identifying document. The statements on this document are subscribed and swormn to before me by
the applicant on this _Z2*?dayof _Ju Ly L2013 .

Notary Public Signature: jg_’m (La / J Jg A/é/{,

My Nedary Commission Expires; é-*j- fq
287816 Dy 209220003
) ?f{,fé
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