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? MYes [ 1No
Are you a current or former member of the U.S. military or a spousg of a current or
former member of the U.S. military? ] Yes 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 exac! 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 IV or V of the application, you MUST submit a signed and dated explanation.
Failure 1o 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)
[V] Medicine/Surgery (MD) [] Osteopathic Medicine/Surgery (DO) [[] Educational License
Are you requesting that a temporary license be issued prior to full licensure? [l Yes [] Not at this time

PART | - PERSONAL IDENTIFICATION INFORMATION
1a. Full Legal Name (Last, First, Middle, Suffix, Degree)

PARKER ~WILLIE JAMES

1b. Other Names Used (including Maiden Name)

Noohoh -~

2a. Soclal Security Number [ 2b, Driver's Licensé State & Number 2c. Gender | 2d, Date of Birth (mm/dd/yyyy)
i e L AL’ [ Male []Female | I '
3a. Place of Birth 3b. Country of Citizenship .
Birminehawm , Al abgug United Stafes
3c. Immigration Statds (if not U.S  cifizen) 3d. How long have you been in he U.S.7 (if not U.S, citizen)
AWAS A / 9
3e. Elhnicily IENoﬁ-Hisﬁanic 1 Hispanic 3f, Race [.] American Indian/Alaska Native [_] Asian
[ Black/African American [] White [] Hawaiian/Pacific Islander
£ Hiaoan:

4a, Public Address (Street, Cily, Stale, Zip Code)

[223 (" Ave . Nerih HMQ‘-{ Town A'——- 33'0'.?_?

4D, Private Address (Street or PO BoX, Cily, State, Zip Code) [
4c. Privale Phone # 4d. Work Phone # 4e. Fax i 4f. Mobile Phone #

n/4 e 1
4q. Personal E-mail Address 5a. If not currently living in Arkansas, do you plan to relocate?

_ [ No [ Yes - Approx. date: _
5b. intended Praclice Localion in Arkansas: MName and Address of Hospital, Clinic, Group or Private Praclice

5¢. Will you be providing telemedicine services from outside the state of Arkansas?

[X’ No [] Yes - Name of Telemedicine Contract Firm: Phone
6a. NPl Number 6b. Accept Medicaid/Medicare Patients?

] Medicare [J Medicaid [ Neither EZ] Unknown/Undecided

S FOR ASMB USE ONLY B o

name pSUlTe, Jorres FiRkes, ' D. Aoplication Receved_\ W ot |

| License Number - - Fees Received _§ L_—:m_bg) o

| License Issued — . Application Declined ‘A | \
18216820

BasisforLicenss | _ PHIDNo. SN TAS
. _ b A% |

.‘-I" -

) =t
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PART Il - EDUCATION

MEDICAL SCHOOL EDUCATION

List all medical school(s) you attended (attach additional shests if necessary). If you attended
more than ane 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 lass than
four years, provide the reason on a separate sheet of paper, slaned and dated by you.

Ta. !nstltulion Nam
L, nl‘f'ecf LJ \}UQ

it N \ .| 7b. Country of Medical School
reity o 1 pwg L(.!{E(jﬁ;‘ 0'( Me I S A

P

Tc. Mailing Address (Streel Address, City, Siale!Coynlry, Code) - . "

2¢0 451 NewTou Ktad T owg th‘. I-A- D :LQLI' 2

7d, Starl Date "] 7¢_ End Date 7f. Graduated? 79. Degree Awrded =
lﬁ(ﬂ /(}l / /99 0§ /Ol" 119 ?O Yes []No .D. (or foreign equivalent) [ ] D.O. [] None

8a. Institution Name

8b. Country of Medical School

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

8d. Start Date 8e. End Date 8f. Graduated? 8g. Degree Awarded

/ / / / [OYes [ONo | (IMD. (or foreign equivalent) [_] D.O. [_] None
POSTGRADUATE EDUCATION, List intemnships, residencies, fellowships and other posigraduate training chronologically (attach
US OR FOREIGN additional sheets if necessary). If you did not complete a prograrm or changed schaols between

years, provide the reason on a separate sheet of paper, signed and dated by you. If program still
in process, enter anticipated completion date as end date.

9a. Full Name of Training Program

f}TL'..'siel 51.¥ C‘{

.

gb. Program ID (if known)

Cl\\LI &n]r"[i ﬂ'il_ (!i((fl Ceﬂ“{f_

Res 481’1C\,

Sc. Program Type {lnfemsliip, Residency, elc)

9d. Specialty/Subspecialty

Oh )rah:k}, ¢ Gma-olcw

9e. Department Name

Obstelsics &Qmacc o)

Ms A

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

-23‘ AIJ)LIT 'SQL“‘ Wa‘ LUS_-QL‘ Ci.ﬂCp-ﬂﬂl-;.ri'_ 0H ?’Sﬂc’.fy

OF' &1 12000

661 3’0/ Zbog

9j. eted?
Bwﬂ [J Ne

/ [] In Process

/ [ Yes

No

’\ pom 4504, e |
9g. Start Date Sh. End Date 9i. Anticipated End Date | gJ. Pleted? 9k, Chief residefit?
071011990 |61 301 1994 1 Dml:negmgs? es OONo
Ba, Full Name of Training Program 8b. Program iD (if known)

UV\;VC’JSI'H @‘F CO.' ﬁrma Sﬂr\ FFQ(LC[SQD Fu MQJ,{.”\Lqulﬁ"Qﬂt!

9¢. Program Type (Interrship, Residency, elc) 9d. Specially/Subspecially ' Be. Department Nam

sy eyl Frc.V¢»LT|JC, I"(tO(-CJA(_ [Drc\;tvl)fw¢ MQD/C_I/)L

9f. Malling Address (Siree( Address, City, Stale/Courltry, Zip Code)

550 j(t" Streel, Second Floor SanFrancisco, CH G4 5¢

9g. Start Date gh. End Date 8i. Anticipated End Date | 9j. Campleted? a 9k. Chief resident?
Q3 op /2000 |06 1301200] I m}:f;mgs':" [ Yes Iﬂ}No
9a. Full Name of Training Program 8b. Program 1D {(if known)

Vniversity OT/ Ml cWr "G94 1 Ft Iy W"slup i FCU«' Iy )D{%AL..,.
9c. Program Type {Intefnship, Residency, etc) 7 9d. Speclal?LSubspema]ly [ | 9e. Departmen( Name .

FQMf Pfq_ﬂn--'\q FC%%W ot L Y f’fmm LY g L‘Stef'”‘-(‘_s v (‘S'Jt’l QQ@K"‘? 1
gf. Mailing Ad:!ress (Street Address; City, Slate!Couﬁﬁy Zip Code}

L%OQI \\J_{},,\tng HDSﬁ tal (SO E“ST MQ_G'( C‘tf‘ D/‘u}c /"nn Al’é)d(“/"f_{ Z‘gb‘?
9g. Start Date gh. End Date 9i. Anhclpated End Date 9k. Chief resident2-

9a. Full Name of Training Program

9b. Program ID (if known)

Sc. Program Type (Internship, Residency, etc)

9d. Specialty/Subspecialty 9e. Department Name

9f. Mailing Address (Street Address,

City, State/Country, Zip Code)

sey™

MD/DO Application: Rev. 11/2019

L I
9g. Start Date | 8h. End Date 9i. Anticipated End Date | 9j, Completed? . ..: !\ \]'9kChief resident?
] Yese E] Na e
/ / / / / / [ In Process ymcd LJYes [1No
~nY
- {L\\ _E\}a

b"
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EXAMINATION HISTORY

Please specify exam serias 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
Fiex I . 0612 1997
10a. Exam Series & Step 10b. Number of Attempts 10c. Number of times failed 10d. Date PASSED
/ /
10a. Exam Series & Step 10b. Number of Attempts 10c. Number of times failed 10d. Date PASSED
/ /
10a. Exam Series & Step 10b. Number of Attempts 10c. Number of times failed 10d. Date PASSED
/ /

10e. Have you ever taken the SPEX or COMVEX examination? [] Yes

explanation.

Eﬁo If Yes, you must provide a signed and dated

11a. If you are an International medical grad
Yes [JNo [(AN/A ) )

(If No, you must provide a signed and dated explanation)

ECFMG certification?

te, do you hold an 11b. ECFMG Certificate No. 11¢. Date Issued

SPECIALTY/ BOARD CERTIFICATION

Pleass list all specialties, including self-designated. Attach additional sheets if
necessary.

12a. Primary Practice Specialty/Subspecialty

Obstefrics # Gyneu)[m y

12c. Certification Type o

12b. Board Certified?
[INo [ Lifetime [ Time-Limited [M0OC

12d. Name of Specially Board, if cert:féd

Lme g

re /‘}' 'Tru

12f. Recertification Date

12110 12019

12e. Certification Date

fl 13 11%9(

12g. Expiration Date
11312020

f Ob-C i

13a. Secondary Speclalty/Subspeclalty

Pre vendive Med e e

13b. Board Certified? 13c. Certification Type

1 Yes IZﬁo [ Lifetime [ Time-Limited ] MOC

13d. Name of Speciaity Board, if certified

AMir}Qcm ﬁoqrt‘! of Ff eveiilive MCO(

13e. Certificalion Date 13f. Recertification Date | 13g. Expiration Date

/h/q I I

14a. Tertiary Specially/Subspecialty
1aMnN g

Fami ,)’

14b. Boargf Ce 14c. Certification Type
[ Yes No [] Lifetime [ Time-Limited [] MOC

14d. Name of Specialty Board, if certifled

_ f)cwr/( 0(: Ob - GTVl
PART Ill - PROFESSIONAL ACTIVITIES
PROFESSIONAL LICENSURE

140, Expiration Date

14e. Certification Date 14f. Recertification Date
] .

List all states or territories 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 sheets if necessary. If none, enter “N/A.”

15a. Jurisdiction (State, Country)

16b. License No. 15c. Issue Date 156d. Expiration Date 15e. Current Status

Califoraia YSK | AD5 V02 (087 1i%ay (0131409 | Expired
15a, Jurisdiction (State, Country) | 15b. License No. 15c. Issue Date 15d. Expirat'ion Date 15e. Current Status

Hawaii , usa | 17373 1D 1L 12001]67 12 0O |expired
15a. Jurisdiction (State, Country) | 15b. License No. 156¢. Issue Date 15d. Expiration Date 15e, Current Status

Ohvo, USA | 350,358 [0§/29/1992154 01811 2010 | e%Plred

15a. Jurisdiction (State, Country)

M Wan . [JSA

15e. Current Status

exXpired

15c. Issue Date 15d. Expiration Date

0510 § /200607 13] 120;0

15b. License No.

430105 7186

15a. Jurisdiction{State, Country)

Wi\ gk\ 1\:’{‘03’\/, IL U:)q‘

15e. Currént Status

expy /"4?_()/

156b. License No.

MD 03 74¢

15c. Issue Date 15d. Expiration Date

06 /30 1200 62 /29 12013

15a, Jurisdiction (State, Country)

Meiryland. Usa

15e. Currenl Status

exfifed

15b. License No.

DOO LI57H

15¢. Issue Date 15d. Expiration Date

b7 1% 12009 | Y 130 I 2013

15a. Jurisdiction (State; C’c»unlry)

Virgiwia, USA

15e. Current Status

<xpPired

15b. License No.

Ol 01xVo21y

15c. Issue Date 15d. Expiration Date

0% /13 12009 10 /3.4 242

15a. Jurisdfction (Staté, Country)

15b. License No. 15e. Current Status

MD 441490 |

15c. Issue Dalg - ;|1 [ 15d.[Expirafidn Date

[l ,@maoq /2 /.3( /20_/Q

PQV\hS?f quv\iq‘ V3

MD/DO Application: Rev. 11/2018
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Page 3 of 9



Professione! Licengyre Addenoum

tLreense A Tssut Dafe E;fy‘mﬁoqbah—; g atys
T llinois 2031319649 {2/;0,1 -01/5 1/201%” eJ)‘/""?’(ra
' Mfssi‘sg;‘ﬂ)) # 2202¢% 6s/2 012 é(‘,/30/20;'7 @//o/ﬁ‘eq
‘Alabamey  *Mb 031062 05/2012 1231|2020 Achive
" New Tersey w25 MA 0%1115000 05 2012 oe/3s | 2013 e} pirea

CTowa xyggy o3f1992 1001/ AYE  <xpires
Grargia FO7 1441 02[201¢  10/31 207 expire

cnaflwy LY NYC 070e

,1.‘~SV
03,3034

ﬁé’é/’&ib\/“:“\ f-l’) Yon . O N Q



MILITARY SERVICE Submit a copy of your separalion papers {DD Form 214) with your application. If Active Duty, have
the Verification of Current Military Service sent to this office or have yaur current Commanding Officer
submit a verification letter directly to this office.

16a. Have you ever been in the armed forces? [ Yes E’ﬁ;

16b, Country & Br[a\r7h 7:3;'1'\!&9 16¢. Dale of Entry 16d. Date of Discharge 16e. Type of Discharge
- / / / /
16b. Country & E!ranx‘n/97ewica 16c. Date of Entry 16d. Date of Discharge 16e. Type of Discharge
/ / / /
WORK Please provide & chronological 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 telsmedicine assignments, and leaves of absence since graduation from medical
school. Do not include Medical Schoal or Postaraduate Education/Training. Do not write, “See CV,;” you must
complete this section AND attach your curriculum vitae. If none, enter “N/A.”

17a. Date From 17b. Dale To 17c. Type of Affillation, (Primary or Previous Praclice, Employment, Staff Appointment, etc.)

A

0L 7 01 120, I 1 Pregey Epm r)d;[){y fegt, StefE };31'01'0(1 jwé,"icpejcfer{i‘ Chirtac

17d. Name :&Institution/Facility / B’Primary Practice

'CI Ln(?b( LU()I‘M gq’}s C‘QJ’HLC’/- [] Previous

Practice

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

Y830 S parKwmgn £y NW  Huntsville, AL 3590

171. Title/Position/Staff Catelory i 179. Specialty pracliced &r granted privileges n

5 ) R - : ' i

Fhysiiian. [uole genole it Coalvack) Gypeccalvay
17a. Da% From {17b. Date To / 17¢. Type of Affiliation (Praclice, Empioyfnent, Staff Appointment, 2{€.)

Ol Q1204 | i ! Pregeif Thnde penclent Coatyrachr

17d. Name of Institution/F

acility D Primary Practice
W e &T A [0{ lc‘ qvh. @ _ I/U Oaeens C\%-E 4! Te—/ Eﬁevious Practice

17e. Institution Mailing Address (Street or PO Box, City, Sl/azﬁefcounti'y, Zip Code)

3 lack Warner Pliy, Suite T Tuscaloosa AL 360y

17£. Tille/Position/Staff Calegory 17g. Specialty pracliced or granted privileged in

Physic an, Y nd<pendend Coutndy Gyineceplo9y

17a. Date Ffom {7b. Date To 4 17¢. Type of Affiliation (Practice, Erhployment, Staff Appoiniment, etc,

0110112013 |03 13D /20,7 Ino/c;fﬂemolemf Ceoafragie”

17d. Name of Institution/Facility D Primary Practice

[ an f_cl W OMEN's @ e n+ <y %vious Practice

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

23S W. Wieucy Rc‘}. NE MJZHGMI'G[. CJA 20842

171. Tille/Position/Staff Category 17g. Specialty pracliced or granted pfivileges in

Confracdt or GYnecoldgy

17a. Date From 17b. Date To 17c. Type of Affiliation (Practice, Employment, Staff Appoihtment, etc.)

d2 0112012 0515 1204 Tnde pepdent Coatracter

17d. Name of Institution/Facility [ ] Primary Practice

I
;IPG.’. AN Cl(’o{ [ f-l Ve /’{@/T )l_ S@;’Vf ¢eS§ Mvious Practice

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

South p-e,r’(‘v' STr{f_T' /Vrortfciomv_fy: /4)— \2)@/'0'1

17f. Title/Positien/Staff Category } 179. Specialty practiced or granted privileges in
Contrae for _ G‘iiﬂﬂQC)IQ‘?‘/

17a. Date From 17b. Date Ta 17c. Type of Affilialicn {Praclicef Employment, Staff Appointmeht, etc.)

06101 12072 | 0901 12016 | T nefePanden I Conf ractor

17d. Name of Institution/Facility D Primary Practice

Tackeon Womeny Healll ér"“aﬁw'anTfOu Frovious practice

17e. Institulion Mailing Address (Street or PO Box, Cily, State/Counlry, Zip Code) ¥

e _Nocth State Streel Jacksoun/MS 392)¢

1?!.7111&1%531&3:11’5(3" Category 176, Spedally'pricheéd of granted privileges in
eontragtos, QvneEcology
A S Tat i v ¥
SETIEMEL

MD/DO Application: Rev. 11/2019 Page 4 of 9




WORK HISTORY, continued

17a. Date From 17b. Date To 17c. Type of Nﬂliatign {Practice, Employment, Staff Appointment, etc.)
O115) 12012112 131 12014 ract e
17d. Name of Institution/Facility ] Primary Practice
E&m { {U iﬂﬂﬂ;ﬂq ASSOCJ drCS N C[/ll <ag.n [d-Previous Practice
17e. Inslitution Mafling Address (Street'a) PO Box, Cily, Statg/Country, Zip Code) =
- oo s g) o - T .
Gsa W Washiagton blv C""mﬁ% 1L Ze1°1E]
17f. Title/Posilion/Staff Category J . 17g. Specially practiced or granted privileges in
Assoc)ale Nw/&a, Director GyneColOgqy
17a. Date From 17b. Date To 17¢. Type of Affiliation (Prédctice, Employment, Staff Appointment, etc.)

9710t 12310| 121301 2015 | Practice

17d. Name of Institution/Facility ] Primary Practice

Fh I ICK Cf’@. l P‘/\\ & wowu’,m ‘s CQ ‘/rte}/ [drevious Practice

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

A7 Z /f,ﬂplc‘,’rc& Street 7'“' F)va Plh’faolﬁp}\l’q.PA [9106

171, Title/Position/Staff Cafegory 17g. Specialty practiced or grarfted priviidges in

IﬂJ-ePe;ﬂG{éﬂT C—on+ rqcTor 6ym ¢ CD /a g Y

17a. Date From 17b. Date To 17c. Type of Affiliation (Practide, Employment, Staff App8intfhent, etc.)

0100 p00/0%7 011206y | Practice

17d.Name of Inslitu!icnﬂ;ﬁcifity ] primary Practice

qu iNne& 0{ =1 eld— h’D@ C; Mext'f(')ﬂm I; qu Wﬂglff ’1';5 +001 D C, %ious Practice

17e. Institution Mailing Address (Sireet or PO Box, City, StatefCounlry, Zip Code)

1225 4thgfreet, NE Washington DC 20002

171. Title/Position/Staff Category v 17g. Specialty practiced or granted privileges in

M«:a’fc‘d foecfcf‘ Gynecd[o9gy

17a. Date From © ‘| 17b. Date To 17c. Type of Affiliation (Practice Employment, Staff Appoiniment, etc.)

B7!0(1 2009|651 36/ 2009 | StqfE Alpfﬂoinf Mment

17d. Name of Institution/Facility

['] Prigrary Practice
9s h 77 Ny )Lan ”’OSW}I r—Q} C‘eVl‘/'CI/ m‘é\fious Practice

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

D Lvyins Sffv:t NW

171. Title/Position/Staff Catedory 179. Specially practiced or granted privileges in
vision Dyrect G logy + Olstetri
Divrsion D,vector oyne cOloyf + : es
17a. Dale From 17b. Date To " 17¢. Type of Affiliation (Practice, Employment, Staff Appointment, elc.)

[/ 01 12002 |0% 130 /12006 Facuﬁg’ dpfw@mj‘m{nf

17d. Name of Institution/Facility ]:] Primary Practice

@ . ens ﬂ’f‘(‘ 44! cd [ C@ I/ZT cr [E/Previous Practice

17e. Inslitution Maillng Address (Streel or PO Box, City, State/Country, Zip Code)

/301 R'.fn(:,i’lbcwl ‘—’;f’rcx,T HOMD[H/UJ F/l q%&)'B

17f. Tille/Position/Staff Category 17g. Specialty practiced or granted privileges in
'/’vb‘sis'f'qﬂ Pro{'cs'scr Obstetrics + Gyneep losy
17a. Date From 17b. Date To 17c. Type of Affiliation (Practice, Employment, Staif Appointment, etc.)
O Q172001 [07/01712062 |  _ Fmployment
17d. Name of Institution/Facility ! ]:[_Primary Practice

(\, A D e ﬂT C’( HC Qa [ f—h %{V’kc cy [WPrevious Practice

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

PO Rox 997371 MS 0500 Socremeuto,Ch 95899 - 737

171. Tille/Position/Staff Calegory . 17g. Specialty practiced or gl'?'.'“'ﬁﬁ privilages in
Seefion Cluef  Epr & Evalustion E pipleimtblp'ey”
/ ] oy 7
ik \23 Vo -
0z ;‘.1&_‘:3‘:‘1» ;

MD/DO Application: Rev. 11/2019 Page 5 of 9



Dl T m i " — i -
17e. TYW'“M.{P":T‘W'W-WW¢ eic)

ence DELVICR

A e s i ‘ff C“."‘ :

7 ':."’.\, E f 7
CRGER : et

SC:VV'LG; /V{ CH i?f:ﬁi 1C L’l O Pmm
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17g. Specially pracbeod or granted privieges in

ey oloe




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

SUBSTANCE REGISTRATIONS )
18a. DEA or State Registration # 18h. Stale | 18c. Your Address Associated with this Registration 18d. Expiralion Date
T AL | 4% 3| S,/k-,(r,lﬁw/l Dr. NW //ﬂn?‘m’]}:% 63 15) 120L7
18a, DEA or Hiate Reaisiration # | 18b. State | 18c. Your Addrésy Associated with [GiE Registration z8gl0 18d. Expiration Date
- .o A1 - _ - :
_ A L 9831 S ke iy NW /ﬂlrfﬁ;w le AL 2ce0 103 121 11020
18a. DEA or State Registration # | 18b. State | 18c. Your'Address Associaled with this Registration i 18d. Expiration Dale
/ /
18a. DEA or Stale Registration # | 18b. State | 18c. Your Address Associated with this Registration 18d. Expiration Date
/ /
18a. DEA or State Registration # 18b, Slale | 18c. Your Address Associated with this Regisiration 18d. Expiration Date
/ /
18a. DEA or Stale Registralion # 18b. State | 18c. Your Address Associated 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 lime gap in excess of 30 days.between medical 18b. Dates of time gap
school and post-graduate training? [] Yes o

190.Explanauan for time gap: (e.q. lraveling, vacation, moving, prepared for residency)

19d, Additional time gap. Provide dates and explanation.

19g. Additional lime gap. Frovide dates and explanation. Use additional sheels if necessary.

MALPRACTICE CLAIMS  List all malpraclice claims ever filed against you, regardless of disposition. If none, enter “n/a”. Use
additional sheets if necessary.

20a. Date of Claim 20b. Jurisdiction 20c. Disposition (Dismissed, Settied, Pending, ete.) 20d. Amount of Settlement Paid

01 130 1935 | C A Disorrs S 3

20a, Date of Claim 20b. Juﬁsdictior‘i . 20c. Dispusi!jon' (Dismissed, Settled, Pending, elc.) 20d. Amount of Settlement Paid

1) rog 1005 | Hawaii Dismissed $

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

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

20a. Date of Claim 20b. Jurisdiction 70c. Disposition (Dismissed, Settled, Pending, efc.) 20d. Amount of Seitlement Paid
/ / $

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

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

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

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

20a, Date of Claim 20b. Jurisdiction 20c. Disposition (Dismissed, Settled, Pending, ete.) 20d. Amount of Setllement Paid
- T B A

T —
AR

MD/DO Application: Rev. 11/2019 Page 6 of 9



PART IV - ATTESTATION QUESTIONS

21.

Do you currently maintain individual or group Professional Liability Insurance (malpractice) coverage?
If no, list reason. .
Insurance Carrier
Policy Number(s):
Expiration Date:

If Group policy, list group name:

Name:
Coverage Amounts:

G’NO/E] Yes

SPECIAL INSTRUCTIONS FOR QUESTIONS 22-44

circumstances, If you are not sure about
explanation.

o Failure to answer these guestions aceurately 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 wes" answer should be
considered confidential, state that in the attachment. Be advised, however, that not all requests for confidentiality can

dina date, location t

explain.

be granted.

22. Has your application for examination or licensure ever been rejected, denied or withdrawn? If yes, @{o [ Yes
explain.

23. Has any medical licensing board ever placed your license on probation, suspension, or has it revoked a E/No Yes
license or certificate it had granted you? Ifyes, 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? [-340 Yes
If yes, explain.

25. Has amedical board or hospital ever initiated disciplinary procedures against you? Ifyes, explain. [}3’4 [dYes

26. Have your privileges at any hospital ever been denied, suspended, diminished, voluntarily or involuntarily @’No [Yes
relinquished, revoked or not renewed, oris any such action pending? If yes, explain.

27. Have you ever voluntarily surrendered your medical license in any state? Ifyes, explain. m O Yes

28. Since the start of medical school, have you heen charged or convicted (including & plea of nolo E@) [ Yes
contendere) of a misdemeanor of felony (including DWW (Driving While Intoxicated) or DUl (Driving Under
the Influence)? (NOTE: You must answer "Yes” even if records, charges, or convictions have
been pardoned, expunged, plead down, released, or sealed.) Ifyes, explain.

29. Have you ever been denied provider participation in any state or federal Medicaid program? Ifyes, \Zﬁo ] Yes
explain.

30. Have you ever been warned, censured by, or requested to withdraw from any hospital in which you have Eﬁ; [ Yes
peen trained, been a staff member, or held hospital privileges? If yes, explain.

31, Have you ever been disciplined or dismissed from any professional activity or training program? Have % [JYes
you ever recelved a warning, reprimand, or been placed on probation during an internship, residency, of
fellowship program? If yes, explain. /

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

MD/DO Application: Rev. 11/2018

Page 7 of 9




PART IV - ATTESTATION QUESTIONS, continued

33.

34,

35,

36.

37.

38.

39.

40.

4.

42,

43.

44,

Have you ever been reported to the National Practitioner Data Bank or subject to NPDB adverse action
reporting? If yes, explain.

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

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

Have you ever heen terminated, sanctioned, penalized or had to repay money to any State Medicaid or
Eederal Medicare/Medicaid program? If yes, explain.

Have you ever been cited by a peer review organization? If yes, explain.

Have you ever had to discontinue practice for any reason for a period longer than one (1) month? If yes,
explain.

Since the age of 21, have you been, or are you currently, being treated for alcoholism or substance
abuse in an inpatient or culpatient setling? Ifyes, explain.

30a. If Yes, was this the result of a medical board action?

Are you currently suffering from any condition for which you are not being appropriately treated that
impairs your judgment or that would otherwise adversely affect your ability to practice medicine or to
perform professional or medical staff duties in a competent, ethical, and profession manner? If yes,
explain.

Are you currently being, or have you ever been monitored by a Physiclans Health Committee in any
state? If yes, explain, and ask the Physician Health Committee to send documentation of your status.

Has your license to practice medicine or Drug Enforcement Administration registration in any jurisdiction
been denied, reduced, limited, suspended, revoked, placed on probation, not renewed voluntarily, or
involuntarily relinquished, or is any such action pending? If yes, explain.

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

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

@fo [ Yes
m/N(o [ Yes

@’ﬁo [1Yes
E’I«; [1Yes

Mo O ves
IZﬁo [ Yes

Bﬁ [ Yes

/\}/A [INo [1Yes

m [ Yes
@4(0 [ Yes
E/NO [ Yes

M [ Yes
e O ves

MD/DO Application: Rev. 11/2019
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PART V - AFFIDAVIT OF APPLICANT

|, 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 | 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 respanse in this application, or any documentation supporting this application, even if submitted separately, is
sufficient grounds for denying, revoking, or otherwise disciplining a license or permit to practice medicine in the State of

G =i hac MY MPHE

Applicant’s Signature (in ink)
(must be signed in the presence of a Notary Pubilic)

Ol b/ 2020
i Date Signed
(must include the month, day and year signed)

SUBSCRIBED AND SWORN TO before me, a Notary Public in and
for the State of T_ms , this

_ZQ.__ day of ﬁmw%f 20 20

(Notary date must be the sam® as the apjlicant’s signaturs date above)

S, VICHAEL BIRKERT My commission expires: g3~ [G~ZoZo

f::":-, Notary Public, State of Texas /
.’ﬁ' 5% @omm. Expires 03-19-2023 M
RS - :
U E Notary 1D 1319375682 Notary Signature
(Notary seal must be below the photograph at left)

DO NOT WRITE BELOW THIS LINE - FOR OFFICE USE ONLY




fsmb

il PHYSICIAN
il DATA CENTER

PRACTITIONER PROFILE

Prepared for: Arkansas State Medical Board As of Date:1/23/2020

Practitioner Name:

Parker, Willie James

ABMS® CERTIFICATION HISTORY

Certifying Board:

American Board of Obstetrics and Gynecology

Certificate: Obstetrics and Gynecology
Certification Type: General
Certification Status: Certified
Participating in MOC: Yes

Effective Expiration Reverification Occurrence Last
Status Duration Date Date Date Reported
Active Time Limited  12/31/2019  12/31/2020 Recertification 12/27/2019
Active Time Limited  12/31/2018  12/31/2019 Recertification 12/27/2019
Expired Time Limited  12/31/2017  12/31/2018 Recertification 12/27/2019
Expired  Time Limited 12/31/2016  12/31/2017 Recertification 12/27/2019
Expired Time Limited  12/31/2015  12/31/2016 Recertification 12/27/2019
Expired  Time Limited 12/31/2014  12/31/2015 Recertification 12/27/2019
Expired  Time Limited 12/31/2013  12/31/2014 Recertification 12/27/2019
Expired  Time Limited 12/16/2012  12/31/2013 Recertification 12/27/2019
Expired  Time Limited 12/31/2011  12/31/2012 Recertification 12/27/2019
Expired  Time Limited 12/31/2010  12/31/2011 Recertification 12/27/12019
Expired  Time Limited 12/31/2009  12/31/2010 Recertification 12/27/2019
Expired  Time Limited 12/31/2008  12/31/2009 Recertification 12/27/2019
Expired  Time Limited 12/31/2007  12/31/2008 Recertification 12/27/2019
Expired  Time Limited 12/31/2006  12/31/2007 Recertification 12/27/2019
Expired  Time Limited 11/15/1996  12/31/2006 Initial 12/27/2019

The presence and display of ABMS certification data in no way constitutes 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. All rights reserved.

AOA® CERTIFICATION HISTORY
No AOA Certifications found.

PLEASE NQTE: For more information regarding iive above data, please centact the reporfing board ar r::}[‘&Nr e
conlained in this report was supplied by the respective state medicai boards and other reporling agenciés’ The T
representations or warranties, either express cr implied, as to the accuracy, completeness or timeliness of such information and assumes no

ENTEY

"ﬂzjﬁm information

“Cileralinn makes no

responsibility for any errors or cmissions coniained therein. Addilionally, ihe information provided in this profile may not be distributed,

medified or reproduced @ whole or in pari without the prior written censent of the Federation of State Medicai Beards

400 FULLER WISER ROAD EULESS, TX 76039 | TEL(817)868 4000 | FAX (817)868 4099
® 2014 FEDERATION OF STATE MEDICAL BOARDS
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=D ATION CREDENTIALS VERIFICATION SERVI CV3)

.
VER ATION OF MEDICAL EDU®ATION

(This form must be completed by the medical schoof)

INSTRUCTIONS TO THE DEAN

The individual identified on the attached Authorization For Release of information, Documents and Records

form has authorized your medical school to provids to the Federation Cradentials Verification Service (FCVS)

any and all information pertaining to their education at your institution. Piease complets this form and

forward It to FCVS in the enclosed postage-paid, self-addressed envelope.

Please note: If your institution processes transcript requests through another office, FCVS has

likely made such a request under separate cover. If your office also processes
transcript requests, please attach tha individual's official transcript {which

indicates courses taken, dates and hours of attendance, and scores,
grades, or evaluation).

VERIFICATION OF MEDICAL EDU CATION
Name of Institution: University of lowa College of Medicine

Complete Address:
Street Address: / 2l 17 ?{f’ RFE
City: _| QWA Q’l\{ state: _ | A 21P Code (Postal Code): 21 1242

If name of Institution was different when this individual attended, please note this name below;

Premedical Education:

Years of education required for admission to your medical school: 4

Credential/degree presented by the applicant for admission fo your medical school: ’B A,

Earollment and Participation: Our records indicate that _:{ii?i’tét/ j w;’j{r‘@, :-)'—C;{TLE..S

{lypefprint individual's name: Last, First, Middle, Suffix)
attended our medical school for total of ! (sz weeks of medical education on the following dates (mm/dd/yy):

I PR AL = L 05 , 04, ¢

Month Date Year Month Date Year

This Individual (check one):\ _
Ne £ e % N oAy N ] Ve
Was awarded the degree of Ledor C‘p ﬂ LE({{ CiINY on 65 1 G //O

Monih Date Yeaar
Was NOT awarded a degree bacause.
{ptease explain - attach additional pages if necessary)
o _ ek e .
Certification: By my sianature, L. L&Y YA HQ. i ) . centify that the above
(type/print nama)

information is an accurate account of the above named individual's official records maintained in this and is true

and correct {o my knowledge. ,
i, ‘/' ;'. :
Signature; Uw [‘)‘% 22/7{{)/{ l/]/w’}’/
g My s g A
e Sudeyrt Programy o LogerdS
oato ot signature: _(p== 0
must be nolarized$ Phone; { 5 (Q_) 335"@8 2,3 Fax: | 3 } Q ) :‘535 8(6*__{3

!\l Email: ﬂi]ﬂ@{k"j\f(g\ "’\@ UJDW@L-&CU

VEH mmitutionol
al Heye,

The Federation Credentials Venfication Service is a division of The Federation of State Medical Boerds of the United States, Inc,
Rev, 05/07 Packel ID 91393 Request ID; 19361582 . KCVS {016010] Page 1 of 2

.l"~. .i
DA




FEDE’iiTION CREDENTIALS VERIFICATION SERVIii {(FCVS)
{continued)

VERIFICATION OF MEDICAL EDUCA

Unuswal Cir¢umstancos: The following questions apply 10 unusual circumstances that oecurred dunng any part ol the

individuat's medical education. Pledse check Ihe appropriate respanse and provide dates and requested information. “Yes"

responsss 10 any of thess questions require & copy of explanatory recards or a wrilten explanation (atiach addilional pages as

necessary).

1. Do this individual’s official recorgs reflect (an} interruption(s} or extenslon(s) in his/her medical education?
Response. yves O NO
If YES, please select the reason(s) for, indicate the dates of the interruption(s) or extension(s) and check whether the
interruption/extension was approved or unapproved.

Upa

3

Fram MofYr To MolYr
PessonallFamily

Academic remediation

Health

Financial

Participation in joint degree
Program (8.9, MD/PhD)
Parlicipation in non-research
special study (2.4, fellowship,
international expearience)

Participation In non-degree research

Other
Please Specify:

ojgl od DDDDDE

olal o olojo|o|d

2. Do this individual's officlal records reflect that helshe was ever placed on academic or disciplinary probation
during hisfher medical education? Response ves [ NO
if YES, ploase select the reason(s) for the probation, indicate the datels) of placement on and removal from probation

and attach additional documantation to this report.
From MofYr To MoiYr

Academic Probation

Probation for unprotessional conductbehavioral

Probation for other reason

Please specify reason:

3. Do this individual's official records reflect that he/she was ever disciplined for unprofessional conduct/behavioral reasons by

the medical school or parent university”? Besponse vyes [ No [
1 YES, please provide dJetailed documentation/information about the circumstances and outconme(s).

4. Do this individual's official records reflect that he/she was ever e subject of negative reports for behavioral reasons or an investigation by

the madical school or parent university? Response YES [ NO
If YES, please provide detailed documentationfinformation about the cirgumstances and outcome(s):

5. Do this individual's official tecords refiect that ihere were any limitations or special requirements imposed on the individual
because of questions of academic incompetence, disciplinary problems, or any other reason?
Response ves O No [N

If YES, please provide detailed documentationfinformation about the nature of the limitations or special requirements.

The Federation Credentials Verification Service is 8 division of The Federation of State Medical Boards of the Uniled States, Inc.
Rev. 056/07 Packet ID: 91393 Request ID: 19361582 FCVS [016010] Page2of2




FCVS

FEOERATION CREDENTIALS App”cant Beported fSh]b
VERIFICATION SERVICE Unusual Circumstances

Medical School

Medical Professional Name: Parker, Willie James

University of lowa Garver Gallege 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 Gircumstances report for: Parker, Willie James

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
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Federation Credentials Verification Service (FCVS)

400 TFuller Wiser Rond, Suite 300. Fuless, TX 76039
Tel (817) 868-5000 Fax: (817) 868-5099

Verification of Graduate Medical Education

OBSTETRICS AND GYNECOLOGY

metnutian. University Hospital/Upiversily of Cincinnatl College of Aftention:
Specialty: Obstatrios and Gynecology Affiliated

University:_University of Cincinnati College of Medicine
Address: Cincinnati, OH

Verification For:

Name: Parker. Willie James

Individual's Name on Record (If different from above):

Program
Participation:
Important:

Report incomplate
Training Levels (years)
separate fram those thal

were successfully
completed.

Training Level: 1-4

(€. 1,2,3, elc) SpeclaltyiSubspeclalty: Obstetrics and Gynecology

Ointernship From: 07/01/1990 To: 06/30/1994

X Residency

[JChief Residency Successfully Completed?: XYes [INo Oln Progress
[JFellowship Accredited by: [QACGME  [JACA Owceme  [RsC  [ICFPC
OResearch [OJRcPsC OAPPAP  [None of these

If the training level (year) is

Training Level:
eg.1,2.3 elc.)

SpecialtyiSubspeclalty:

on a separate sheet of
paper.

currenlly in progress reporl P
the expecled completion Ellnternshlp From: _/ / To: [/ [/
data in tha "Ta" field. Residency
- . Successfully Completed?: N P!
C]Chief Residency cce ly Complete [Yes [ONo [Jin Progress
[OFellowship Accredited by: (JACGME ~ [JAOA OwceME  [ORSC [ICFPC
i nl ips.
e [IResearch CJRcPSC  CIAPPAP  [INone of these
Fellawships separately.
Training Level: i .
WElare s AEE e.q.1.2,3, elf:.) SpemaltyiSubspeCIalty.
Department/Specially. If the Cintemnship
Depariment/Specially is [JResidency From:_ /[ To: [ /
ratating or transilional, pleasa i g
provide a schedule of [IChief Residency Successfully Completed?: ClYes CONo Oin Progress
ratatians. [Fellowship )
OR i Accredited by: [JACGME JACA JLCGME [ORsC CCcFpPC
esearc
ORcPsCc  TIAPPAP  [ONone of these
Unusual
1. Did this individual ever take a leave of absence or break from hisher traiming? —...cove e onemeees [yes XINo
ircumstances: .
i tance 2. \Was this individual ever piaced on PIODBLIONT ...ovorvsescssesmisssmssans s s m s st e OYes XINo
Check ihe correcl respanse. L . .
Onmilted responses require | 3. VVas this individual ever disciplined or placed under investigation? .........ooceieiiomimiims e [yes XINo
written explanalion.
4. \Were any negative reporis for benavioral reasons ever filed by INSUCLOST Loe v v [dvYes XINo
If necessary, you may 5. Were any limitations or special requirements placed upon this individual because
conlinue your explanation of questions of academic incompetence, disciplinary problems or any other reason? [JYes XINo

Please explain any “Yes” response from above:

Certification:

thx your inshi
seal inthis 5

Ro seal is avagable, .
you must hade this Title of Signatory : Residency Program Direstor Date of Signature: _12/31/2018
ELE "TR@N Harged ‘ {e.g., Program Direclor)
SE ALY ERIFIERDl—— Tel: 513-558-7653 Fax: 513-558-3558 E-Mail: Noodski@ucmail uc.edu
& , B L e —

Completion of the following is cerification that Ihe information above Is an accurate accoun! of lhis individual's records and Is trus
and comecl. The signature line must comain the original signature, or the electronic fyped signature, of the program director
{M.D./D.C. only).

Name: Kellie Flood-Shaffer, MD signature: Kellie F1 cod-Shaffer, Ml

AeiiE P s e e

Rev. 12/23/2013

FCVS ID: 91393 FID: 206149312 CODE: 113620



FEDERATION CREDENTIALS Applicant _Reported
VERIFICATION SERVICE Unusual Circumstances

FCVS

fs@ ;

Graduate Medical Education

Medical Professional Name: Parker, Willie James

Accreditation 1D: 2203821229

Institution: University of Cincinnati Medical Center/College of
Medicine Program

Specialty: Obstetrics & Gynecology

Unusual Circumstances

Training Period: 7/1/1990 - 6/30/1994 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 Gircumstances report for:  Parker, Willie James

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



ARKANSAS STATE MEDICAL BOARD
LICENSURE DEPARTMENT

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

Phone: (501) 296-1802 Fax: (501) 296-1972

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

paTe of REQUEST: ) ZI/D)/_') A0

VERIFICATlOIN OF POSTGRADUATE TRAINING

PART | - PROGRAM NAME AND MAILING ADDRESS - PART | AND PART )l TO BE FILLED OUT BY APPLICANT-
REQUIRED FOR VERIFICATION TO BE ACCEPTED

. o P s
PGE Program Nare: [-:LG'\L \;qf(! .<;Q '/\@{‘)‘ ot P{,{ l‘QIIQ ‘HQQ /—{‘h o
Dept. of Program Director: 7J'8 ) 1 14 AN ' SOy, - 8 ine le ton ; ﬁ’_(f_éj“_;tfﬂ v

Addressling . (n 7 Huwild NS fou L ey e

Address Line 2: ]('r cCae (=4 B

City, State. ZIP Code: @gf to ,_f;_ ‘ﬂj A o208 _

PART Il — PHYSICIAN INFORMATION

Full Name (Last, First, Middle) Social Security Number Date of Birth (mnvdd/yyyy)
Parker Willie “Jamee e
Otner Names Used Date of Gompletion (mm/dd/yyyy)

O¢/ 02 /99%
namaed above, ils stafl or representative, to provide the Arkansas State Medical Board any

AUTHORIZATION & RELEASE: | hareby authorize the enlity
favorable or unfavorable, and | hereby release from any and all liability the abave-

and all information requested below, whether such information is
named entity for any and all acts pedormed in fulfilling this request, provided that such acls are performed in good faith and withoul malice.
Date Signed (mmidd/yyyy)

Fhysician
oo //
——

PART Il — VERIFICATION (TO BE COMPLETED BY PROGRAM DIRECTOR OR AUTHORIZED STAFF ONLY)

Please complete the information below (or your equivalent verification letler) and return directly 1o the Arkansas State Medical Board.
Verifications sent to the physician cannot be accepted for verification purposes. Please provide exact dates if possible.
PJ e of Postgraduate Training Program Chief Resident?
1 (lf\l&rd S('((m of ;Pb‘bl)C- H{’ a H_I/\ [0Yes [I1No Date
Type of Program ’ "
- O intemnship (3 Residency (3 Clinical Fellowship [J Res&arc? Fellowship O Assistantship 3 Clerkship  [J Extemship

O Observership Mther (please specify): N‘bﬁi’f " F Bliﬁ 1 H@C‘lHﬁ

Date Training Began Date Training Ended or %ﬂicipaled Completion Date | Program Specialty or Subspecial

T T[] C /Y 1199 Fouily ond CGMWM}'NI'Y Heatdl,

If program was completed in more or less than the customary program length, please provide explanation (use additional sheets if necessary).

(3 in Process mes (I no

] Was program completed successfully? [if No, please explain (use additional sheels if necessary)]

| During the program, was this physician ever investigated or disciplined for any reason? Oves SNo
| [Disciplinary actions include bul ars not limiled lo being placed on probation, issued a letler of reprimand, censured, suspended,
resiricled or otherwise disciplined. If you respond “Yes™ to this question, please provide copies of the training records/evalustions

| and summary letter from the Program Direclor. ] B ] F

PART IV - VERIFIED BY o -

[Verification Blovi

? de,:? (Signature) == Signature Date )
2. 4 2/ 12080

ﬁﬂ{ii{ 1

; Type (;r legibly pl‘}gt name F{isiticmﬂ itle A

,l:'\l.{-‘t'lr""-"‘-"'l;-f I %€ o™ (—?{_"'{—FG’;‘_! (i3, fﬁ‘-;(&}\\a
| Phone Number [ Fax Number E-mail Address -y =
e [ O 1 1 R | ﬂu";;-wAl@'\'\‘ir{,m’_«-r‘u’qr&{, g FER 12 2071

PLEASE RETURN THIS FORM DIRECTLY TO‘ THE ARKANSAS STATE
MEDICAL BOARD BY MAIL, FAX OR E-MAIL
(E-mail attachments must be in PDF format and sent to support@aimedicalboard.org only)

LICENSURE FORM: Verification of Postgraduale Training (1 1/2019)



Fedevasion of

ifl—[;:&g l%ial. F.\tiorx Gredentials Verification Service (FC\.
BO ARD < Federation Place, P.O. Box 619850, Dallas, TX 75261-9850

Tel: (817} 868-5000 Fax: (817) 868-5099

Verification of Postgraduate Medical Education

matiution: University of California, San Francisco atention: Program Director

—— 5 — = Affiliatan
Address: Division of Preventive Medicine and Public Health University: University of Califorpin (San Francisgo) Schoglof Madicine

San Francisco, California 94105

Verification For: Name: Parker, Willle James

Program PGY: 6 Specialty/Subspecialty: General Preventive Medicine & Public Health
Participation: i
lmpr:laﬂ- on g‘"‘emshm rom; 07/01/2000 To: 06/30/2001
= Residenc!
Repart Incompiete . d Successfully Completed?: [JYes ONo Clin Progress
postgraduate yaars (PGY) OChief Residency
separate from those that CJF elowship Accredited by: (RACGME  [JAOA CllceMe  [ORsc  [JCFPC
oo magad CResesrch ORCPSC ~ [JAPPAP  [INone of these
if the postgraduale yaar IS PGY: Specialty/Subspaciaity:
:ﬁ:“n“? r Emgrests tr‘epm Clinternship From: / / To: / /
e expected completian 5 H
date In the "To" ficld [OResidency
Successfully Completed?: [Yes [CNo [On Progress
[IChief Residency ¢ y Comp g
EFellowship Accredited by: (JACGME ~ [JAQA CJLCGME  [JRSC [CcFrPC
Report intemships, [Research
Rasidencies and DrcPsC  [JAPPAP  [ONone of these
Fellowships separately.
. PGY: SpacialtylSumpecialty:
Usa one seglion per Clint hi
DepartmenvSpe-:zalty.vli the Internship / / ‘ / ,
Depaﬂmnvspe'l::hy; Is sid DResidency From: To!
;f:?::& :rstct::;tulan:t" S [JChief Residency Successfully Completed?: Yes [ONo Jin Progress
tations. i
roretens EF""WS“"’ Acoredited by: [JACGME ~ [JaOA  [JtcoME  ORsc  [ICFPC
Research
Orcpsc  [OappAP  [JNone of these
Unusual 1. Did this individual ever take a loave of absence of break from hisfher Yaining? ...eemnenn [Cdyes BINo
ClreimEanosas 2. Was this individual ever placed on PIOBALIONT wovvvernrroncisssrssan s er s seb s s T M DXINo
Check the correct response. .
Omitted responses rezzire 3. Was this individual ever disciplined of placed under INVESHGAtIONT 1...vrwererspunsrmessseverainnrarsssse s Cves XNe
written explanation. .
4. Were any negative reports for behavioval reasons ever filed by INBLIUCIONS? «ovvveeivesieciiiaaees Cves XNo
f necessary, you may 5. Were any limitations or special requirements placed upon this individual because
contiaue your exp!sna;ion of questions of academic incompetence, disciplinary problems or any cther 18ASON? 1.veeeiraerneiionese LJYES BNo
aso to sheet 0
::pef. PR Please explain any "Yes” response from above: “ 8 1~k

S

JAN 2 9 2020

ELECTRONICAILY—
SEAL VERIFIED—

Certification: Completion of the following is certification that the information above is an accurate account of this individual's
e e s e me ey records and is true and correct. The signature line must contain the original signature, or the electronic typed
! il | signature, of the program director (M.D./D.Q. only).

1 Affix your institutional !

. sesi In this space. M il yame: Goorge W. Rutherford, M.D. signature: Gearge W. Rutherford, MD.
;. no seal is available,

| youmusthavethis | Tiue: Program Directar Date of Signature: June 12, 2000

i form notarized i

!.L,.-._._-_._._.m_.,._,'- Tel: (415) 597-5108 Fax: (415) 597-8299 E-Mait: grutherford@nsa ucsf.edu

Rev. 09/07/05 Packet 10:91383 Request ID: 19361582 IFM GODE[23335]

AT LS




FEDERATION CREDENTIALS Applicant _Reported
VERIFICATION SERVICE Unusual Circumstances

FCVS

fs@ :

Graduate Medical Education

Medical Professional Name: Parker, Willie James

Accreditation ID: 3800532008

Institution: University of California (San Francisco)/University of
California School of Publ

Specialty: Preventive Medicine

Unusual Circumstances

Training Period: 7/1/2000 - 6/30/2001 Residency

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

Were you evér 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: Parker, Willie James

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



ARKANSAS STATE MEDICAL BOARD

LICENSURE DEPARTMENT

1401 W, Copital Ave,, Suite 340, Little Rack, AR 72201

Phone: (501)296-1802 Fax: (501) 296-1972

Emails with attachments must be seat in PDF format to suppon@armedicalboard.org

DATE OF REQUEST: z_Q / KO /e?O
VERIFICATION OF POSTGRADUATE TRAINING

PART | — PROGRAM NAME AND MAILING ADDRESS - PART [ AND PART |l TO BE FILLED OUT BY APPLICANT-
REQUIRED FOR VERIFICATION TO BE ACCEPTED

pae program ame: VWY S1dn O m'lomiﬁan ?mgmm

DepL. or Pragram Director: J
pagressune |50 Eouit Widical Cenky Drive
Adudress Line 2:

Chy, State, ZIP Code: |:\\f\‘(\ Ay, WA\ 45106

PART il — PHYSICIAN INFORMATION

'Ft)u Name (Last, First, Middie) | Sacial Sacurily Number Dale of Birth (mmiddfyyyy)

o WhilzR, Toeats . . | 4 . _

Olher Names Used : Dats of Completion (mm/ddhyyyy)
Ol 7130 /2008

AUTHORIZATION & RELEASE: | hereby aulhorize ine entity named above, s slaff or represenlative, (o provide the Arkenses Stale Medical Board any
and all Information requested helow, whether such Informatlon Is favorable or unfavorable, and ) hereby relaase from any and aif fiabllity the above-

nomed eniily for any and sl acts performed in lulfilling this requesl, provided Ihat such acls aro performed in good faith and without maiice.
Fhysiclan Signalure Daly Signed (mm/ddlyyyy)

Ser OBuonLy AP I

PART Il - VERIFICATION (TO BE COMPLETED BY PROGRAM DIRECTOR OR AUTHORIZED STAFF ONLY})

Please complete the Information below (or your equivalent verification letter) and retumn directly to the Arkansas State Medical Board,
Verifications sent to the physician cannot be accepted for verification purposes. Please provide exact dates if possible.

Neme IPnslgmdu‘am Trelnlng Program . Chief Resident?
F&l Dw’—’J/\L{D I l;dw\rlk/ Plaﬂ!ﬂ[mﬁ [ Yes ﬁyNu Date
Type of Program | —J .

O intermship O Residency?ﬁ\(,lini | Feflowship £ Research Fellowship 3 Assistantship  [J Clerkship 03 Externship
O Cbservership ) Other (please specity)

Diale Training Began Dt Traln%End:—d or Anlicipated Complelion Date | Program Speq?my or Sybspecially .

] 1 2UDL 12008 Famely Tldnneng

If program was compleled i more or less (han Ihe cuslomary program length, plaase provide explanalior {use additional sheels lFriecessary).

A -

Was program compleled successfully? {if No, please explain (use nddr‘ﬁona!shautz‘?ccussary)} (J in Process )@ Yes (J o

Dr. Pav e 1005 244 ?!{{"Zﬂofﬂt \ //OuﬂJ. \

Duning the program, was this physician ever inveslfigated or disciplined for’zny reason? [a] ch/i‘q No
[Dis¢iplinary actions include but are not lmited o being placed on probation, Issued a lzller of reprimand, censured, suspended,

resiricted or olherwise discipiined If you respond “Yes” to this questian, plesse provide coples of the training records/evalualions

and summary letter from the Program Direcior.|

PART IV VERIFIERBY / \y

L P LA o A2 H090
AL oaW-'s),

e

g L Hare s, D PhD | Pplocel OpGyn, Ditector. i ity

Phona Number Fax Number 7/ E-mall Address

Tal 333817 b re1e @ medm ch ey

PLEASE RETURN THIS FORM DIRECTLY TO THE ARKANSAS STATE
MEDICAL BOARD BY MAIL, FAX OR E-MAIL
(E-mail attachments must be in PDF format and sent to support@armedicalboard.orqg only)

. 1 .\
LICENSURE FORM: Verilicatian of Postgraduate Tralning (11/2019) Q/' \)\)




2l PHYSICIAN
| DATA CENTER

fsmb

PRACTITIONER PROFILE

Prepared for:

Arkansas State Medical Board

As of Date:1/23/2020

PRACTITIONER INFORMATION
Name:

Medical School:

Parker, Willie James

University of lowa Carver College of Medicine
lowa City, lowa, UNITED STATES

Year of Grad: 1990
Degree Type: MD
BOARD ACTIONS

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

NATIONAL PROVIDER IDENTIFIER (NPY)

NPI NPI Type
1841203536 Individual

Deactivation Date Reactivation Date Last Reported

06/04/2018

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

Page 10of 3



PHYSICIAN
DATA CENTER

fsmb

PRACTITIONER PROFILE

Prepared for:
Practitioner Name:

Parker, Willie James

Arkansas State Medical Board

As of Date:1/23/2020

LICENSE HISTORY
Jurisdiction
* ALABAMA
+CALIFORNIA
DC
» GEORGIA
s HAWAII
< ILLINOIS
¢ [JOWA
+ MARYLAND
»MICHIGAN
» MISSISSIPPI
; NEW JERSEY
;ORHIO
+ PENNSYLVANIA
' VIRGINIA

License Number Issue Date

00031662
A-53102
MD037446
71442
MD-11733
036131869
MD-28574
D69574
4301087686
22028

25MA09111500

35.063458
MD441490
0101246274

04/18/2012
05/25/1994
06/30/2008
02/06/2014
10/11/2001
12/21/2012
03/19/1992
07/15/2009
05/08/2006
05/23/2012
05/18/2012
05/29/1992
11/09/2010
08/13/2009

Expiration Date

12/31/2020

02/28/2013
10/31/2017
01/31/2010
07/31/2017
10/01/1994
09/30/2013
01/31/2010
06/30/2018
06/30/2013
04/01/2010
12/31/2016
11/09/2012

Last Updated

12/30/2019
01/23/2020
12/26/2019
01/16/2020
08/09/2013
11/20/2019
01/21/2020
01/17/2020
08/09/2013
06/27/2018
11/01/2019
01/17/2020
01/10/2020
01/15/2020

US DRUG ENFORCEMENT ADMINISTRATION (DEA)

DEA Number

400 FULLER WISER ROAD EULESS, TX 76033 | TEL(817)868 4000 | FAX (817)

Schedule

22N 33N 45

Address

HUNTSVILLE AL 03/31/2022

35810

© 2014 FEDERATION OF STATE MEDICAL BOARDS

Expiration Date

Last Reported

01/10/2020

B68 4099

Page 2 of 3



- ABME/MLC Online ::

personal Information

Licensee name:
Location:

License Information
License type:
License status:
COQ status:

License number:

License
description:

Issue date:
Expiration date:
Practice Type

School Name:

School Dates:
School Location:

Public file:

Willie James Parker

Huntsville, Alabama

MD

Active
Issued
MD.31662

Full Unrestricted MD

04/18/2012
12/31/2020

Gynecology

University of Cincinnati College of

Medicine
6/86-5/90
Cincinnati

No

labama Controlled Substances Certificate

Alabama Controlled SUDSEETEES ==

Status:

Active

Alabama State Board of
Medical Examiners

848 Washington Avenue
Montgomery, AL 36104

Enry,

S i~
o ffv
lop

httns-//abme.igovsolution.com/ online/ ABME_Prints/Print_MD_D O_Laspx.aspx? appid=/K... 1 124/2020



- ABME/MLC Online :: Page 2 o1 2

License number: ACSC.31662
Issue date: 01/01/2019
Expiration date: 12/31/2020
Schedules: 2,2N,3,3N, 4,5
Description: Fult Unrestricted ACSC
Restricted None

Comments:
Dispensing No

physician:

Collaborative Practice Agreement

No Collaborative Practice Agreements found.

Registration Agreement Information

No Registration Agreements found.

printed  from  http://www.albme.org present Date 01/24/2020
(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

httns://abme.igovsolution.com/online/ ABME Prints/Print MD_DO_Laspx. aspx?appid=/K... 1/24/2020



DCA - Search Details

MEDICAL BOARD OF CALIFORNIA
LICENSING DETAILS FOR: A 53102

NAME: PARKER, WILLIE JAMES

LICENSE TYPE: PHYSICIAN AND SURGEON A

PRIMARY STATUS: LICENSE CANCELED

SCHOOL NAME: UNIVERSITY OF IOWA COLLEGE OF MEDICINE
GRADUATION YEAR: 1890

PREVIOUS NAMES: PARKER, WILLIE J

ADDRESS OF RECORD

635 LIBERTY POINTE DR
ANN ARBOR Mi 48103
WASHTENAW COUNTY

UBLIC RECORD ACTIONS

ISSUANCE DATE

MAY 25, 1994
EXPIRATION DATE

N/A

CURRENT DATE / TIME

JANUARY 24, 2020
130 46 AM

ADMINISTRATIVE DISCIPLINARY ACTIONS (NO INFORMATION TO MEET THE

CRITERIA FOR POSTING)

»  COURT ORDER (NO INFORMATION TO MEET THE CRITERIA FOR POSTING)

y  MISDEMEANOR CONVICTION (NO INFORMATION TO MEET THE CRITERIA FOR

POSTING)

»  PROBATIONARY LICENSE (NO INFORMATION TO MEET THE CRITERIA FOR POSTING)

> FELONY CONVICTION (NO INFORMATION TO MEET THE CRITERIA FOR POSTING)

> MALPRACTICE JUDGMENT (NO INFORMATION TO MEET THE CRITERIA FOR

POSTING)

> HOSPITAL DISCIPLINARY ACTION (NO INFORMATION TO MEET THE CRITERIA FOR

POSTING)

> LICENSE ISSUED WITH PUBLIC LETTER OF REPRIMAND (NO INFORMATION TO

MEET THE CRITERIA FOR POSTING)

y  ADMINISTRATIVE CITATION ISSUED (NO INFORMATION TO MEET THE CRITERIA FOR

POSTING)

> ADMINISTRATIVE ACTION TAKEN BY OTHER STATE OR FEDERAL GOVERNMENT

(NO INFORMATION TO MEET THE CRITERIA FOR POSTING)

»  ARBITRATION AWARD (NO INFORMATION TO MEET THE CRITERIA FOR POSTING)

>  MALPRACTICE SETTLEMENTS (NO INFORMATION TO MEET THE CRITERIA FOR

POSTING)

httns://search.dca.ca.gov/details/8 002/A/53102/24119ad71 8eac2ad68208a01ce89bab

rage 1 uvi -

1/24/2020



DCA - Search Details Page 2012

PUBLIC DOCUMENTS
> DOCUMENTS (NO RECORDS)

SURVEY INFORMATION
THE FOLLOWING INFORMATION IS SELF-REPORTED BY THE LICENSEE AND HAS NOT BEEN
VERIFIED BY THE BOARD.

ARE YOU RETIRED? NOT IDENTIFIED

ACTIVITIES IN MEDICINE PATIENT CARE - 10-19 HOURS
TEACHING - 1-9 HOURS
ADMINISTRATION - 1-9 HOURS
OTHER - NONE
RESEARCH - 10-19 HOURS

PATIENT CARE PRACTICE ZIP - 48103

LOCATION COUNTY - NOT IDENTIFIED
PATIENT CARE NOT IDENTIFIED
SECONDARY PRACTICE

LOCATION

TELEMEDICINE PRACTICE NOT IDENTIFIED
LOCATION

TELEMEDICINE NOT IDENTIFIED
SECONDARY PRACTICE

LOCATION

CURRENT TRAINING FELLOW

STATUS

AREAS OF PRACTICE OBSTETRICS AND GYNECOLOGY -

PRIMARY
BOARD CERTIFICATIONS NO BOARD CERTIFICATIONS IDENTIFIED

POSTGRADUATE TRAINING 6 YEARS
YEARS

CULTURAL BACKGROUND DECLINED TO DISCLOSE

FOREIGN LANGUAGE DECLINED TO DISCLOSE
PROFICIENCY
GENDER MALE

;_:.::hf ?‘TF‘A "
~YEH
JAN 3); :
o

hitna://search.dca.ca.gov/details/8002/A/531 02/24119ad71 8eac2ad6f8208a01ce89bab 1/24/2020



Home Page 1 o1 £

DC| HEALTH

GOVERNMENT OF THE DISTRICT OF COLUMBIA

Search for a License

DC Health provides an online professional license search for your convenience. To begin a search select license
type or enter key words or criteria in the fields below. Please enter details at least in Three Fields for accurate
Results. As a search tip. Do not use dashes within social security numbers (SSNs).

"NOTE: Search results may take a little time, so please be patient.”

Click here to search for Health Facilities
(httDs://apn.hpla.doh.dcgov/v\leblookuDiSearch.aspx?facilitv=‘(1 rather than a person.

rSearch Again J

License Number
RN30104

First Name
WILLIE

Last Name
JAMES

Profession
NURSING

Type
REGISTERED NURSE

Status
Expired

From State/Prov:
GA ENT, R

Issue Date: JAN b=
Expiration Date:

Temp. Issue Date:

httns://doh.force.com/ver/s/ 1/24/2020



Home Page 2012

Discipline Information from 1996 to Present - Please click item(s) below to view public orders

Practitioner Profile - Unless otherwise indicated, this information has been self-reported and has not
Een verified by the Board of Medicine.

DISCLAIMER

The information contained in this web site is being made available as a public service by the
District Of Columbia Department of Health. No posted information or material provided is
intended to constitute legal or professional advice. The information contained in this web site was
supplied from license applications and other sources such as schools and other states. The
Department of Health makes no representations or warranties, either express or implied, as to
the accuracy of any posted information and assumes no responsibility for any errors or omissions
contained therein. Furthermore, no warranty, express or implied, is created by providing
information through this web site and the presence of an individual licensee on the web site does
not in any way constitute an endorsement by the Department of Health, the Health Regulation
and Licensing Administration or any of its member boards. No one shall be entitled to claim
detrimental reliance on any views or information, whether provided by or accessed through this
web site, or to claim any duty on our part to update posted information or to protect the interests
of those accessing this web site. In no event shall the Department of Health, the Health
Regulation and Licensing Administration, its contractors, or its member boards or staff be held
liable to you or anyone else for any decision made or action taken in reliance on such information
or views. For more information regarding this web site or if you have any questions about
information provided therein, please contact the Licensing Board of the Department of Health
responsible for the license directly. The data is derived directly from DC Health - Health
Regulation and Licensing Administration's Licensing Portal and is updated on a daily basis.

=N

TE ;:)?
JAN /%)
070

httns://doh.force.com/ver/s/ 1/24/2020



Details

Licensee Details

Please see below for details for th

1 apw L v =

e licensee you selected.

Designation: MD

1-866-ASK-ABMS or www.abms org) and actua
rlifying specialty board.

(
individual ce

Name: Willie James Parker
Lic#: 71442 Profession: Physician Subtype: Full
Status: Lapsed Issued: 2/6/2014 Expires: 10/31/2017
Specialties U= S e
- Specialty/Subspecialty 1__,, Certifying Board __L_ Primmy_Specialr.y?
Obstetrics & Gynecology | IY
Disclaimer: Please note that many valid certifying specialty boards do not participate in the American Board of Medical Specialties

| verification of a physici

an's board certification 1s best accomplished by contacting the

Practice Address

Street Address: 235 West Wieuca Road
ATLANTA GA 30342

Fulton
United States

County:
Country:

Related Licenses

RelationshipramcEDates

License
Details

Public Documents
[ No public documents to display ]
Physician Profile
Disclaimer: This information has been provided by the physician and has not been verified by the Board.
The Patient Right to Know Act requires physicians licensed to practice in the State of Georgia to provide
certain information to the Board that is to be made available to the public. The Board relies upon
information provided by the physicians to be true and correct, as required by statute. It is an act of
unprofessional conduct for a licensee to provide erroneous information to the Board. The Board makes no
warranty or guarantee concerning the accuracy or completeness of physician profiles.
For sections where there is no data, the Physician has not provided any information pertaining to that
section.
L Date of Profile Submission or Latest Update |
i
Initial Licensure - R e - R
) Initial License State lni_t'n_ziLicense Issue Date o | Malpractice Coverage _ il
IA [03/19/1992 |
Practice Location History . ———=— _ s _
City | State/Province | Counry | From ] _To J
Chicago I US 01/05/2013 031820 TERE
Philadelphia PA S 01/01/2011 03/18/2014
Montgomery AL Us 05/01/2012 03182DK b g )
\Vashinglon DC us 06/01/2008 031812014 LD
|

httns:// gcmb.mvlicense.com/veriﬁcation/Details.asp

x‘?result=54ebffbe-64fa—439f—a99a-cf2... 1/24/2020



Details

rage £ vi v

lPhiladelphia PA us Ip1/01/2011 [10/26/2015 B
Medicaid/Medicare S OO e
Currently Accepting Medicaid Patients? | Currently Accepting Medicare Patients? _'
N N
Medical Education and Training I :
Education/Certifications
| School Type | From To| Graduated | School Name
Medical School | |66/30/1990 JUNIV OF IAROY J & L CARVER COM, IOWA CITY, IA
Graduate Medical Lducation
____T_y:erlg%?cr?alty GME/Hospital Name _Fr_or_n To City/State/Zip |Country Graduatedﬂ
OB-GYN Intership |U of Cincinnati, College Cincinnati OH
Residency of Medici 05229
Preventative N Berkeley CA
it Residangy 100! of Public Health 94720
Applied CA Dept Hith Svcs, Sacremento CA
Epidemiclogy Maternal Child H 95899
. : University of
=amily Planning T Ann Arbor MI
Fellowship L”'Ch‘ga”"N°me”s 48109
ospi
Family Planning
Felllowship 07/05/2006/06/15/2008Ann Arbor M us
Pre\{entatwe Medicine 07/05/200006/15/2001 San Francisco | ;o
Residenc CA
Applied Epidemiology |07/05/1 96806/15/2000Sacremento CAUS
iﬁ Residency in OB GYN 07/05/188006/15/1994/Cincinnati OH |US
Current Hospital Privileges
Hospital Name City/StatelZip —]

Washington DC 20010
Ann Arbor M1 48108
Honolulu HI 96813
Honolulu HI 96826
Merced CA 95340
Merced CA 85340

Washington Hospital Center

U of Michican Health Systems
Queen's Medical Center

S/A Treatment Ctr/Kapiolani Medical
Merced Community Medical Center
Mercy Hospital

Northwestern Memorial Hospital

Final Disciplinary Action

[ Agency Name | Discipline Date | Violation Description | Action Type | Action Description
Hospital Privilege Revocations S = .
i_ Hospital Name | Discipline Date | Violation Description | Action Type | Action Description __I

Criminal Offenses

Date of Offense | Jurisdiction Description of Offense j
. ; N ENTE B2y
Medical Malpractice Judgment Arbitration Awards L)z
List of medical malpractice court judgment and/or arbitration awards against this physician J z_:)
entered on or after April 11, 2001 that was in excess of $100.000 limited to the most recent 10 years. “ 2071
== | 1 -
httos:// gcmb.rnylicense.com/veriﬁcation/Details.aspx?result=54ebffbe—64fa—43 9f-a99a-cf2... 1/24/2020



Details

-

rage s oLo

Date Awarded | Amount Awsrded )

Disclaimer: Settlement of & ciaim may oecur for a variety of reasons which do not necessarly refiect negalively onthe
professional competence or conduct of the physician. A paymenl in settiement of & medical malpractice action or ¢laim
shouid not be copstrued as crealing a presurnplion that medical malpractice has occurred.

Medical Malpractice Settlement Amounts

A. Minimum four (4) settlements (regardless of amount).
B. Three (3) settlements with at least one (1) settlement over $100,000.00.
C. Any settlement in which at least one {1) payment is in excess of $300,000.00.

Settlement Date | Settlement Amount B

Disclaimer: Settiement of a claim may oceur for a variety of reasons which do not necessarily reflect negatively on the
professional competence or conduct of the physician. A payment in settlement of a medical malpractice action or claim
should not be construed as creating a presumption that rmedical malpractice has oceurred

List of physician's articles, journals, or publications limited to the most recent ten yeuars

]— Date

Ll

| Publication | Title

List of professional organizations, community service organization memberships or activities

[ Organization | Type [ Description |

- —

Organization | Award/Honor J

List of all langunages excluding English used the by physician to communicate with patients and/or translation
services available to their patieints at the primary place of practice

Language

panish

List of Appointments

to Medical School Faculties (Not hospital affiliations or privileges)

School ! Position

Northwestern Medical School |

Physician's Comments

[

—

EMNTER:

JANT 47,

httns://gcmb.mvlicense.com/veriﬁcation/Details.aspx?result=54ebffbe-64fa—439f—a99a-cf2... 1/24/2020



Professional & Vocational License Search

Page 1 0ot 3

Professional & Vocational Licensing Search

Department of Commerce & Consumer Affairs

& General Licensee

LICENSE STATUS NOT VALID UNABLE TO PRACTICE

License ID: Active/Inactlve: Status

MD-11733 - TERMINATED; NEEDS TO REAPPLY
Legal License Name: Trade/Professlonal Name: Entity:

WILLIE PARKER = INDIVIDUAL

Class Prefix: Speclal Privilege: Restriction:

Business Code Conditions & Limitations: Business Address:

Expire Date:

1/31/2010

Orig!nal License Date:

10/11/2001

Education Code:

License information on this site reflects information in the Professional and Vocatlonal Licensing Division as of January 24, 2020;
however, applications and forms are subject to standard processing time, and the information here does not reflect pending

changes which are being reviewed. The site Is updiated daily, Monday through Friday, except holidays.

The State of Hawaii makes no guarantees as to the accuracy of the information accessed, the timeliness of the delivery of
transactions, delivery to the correct party, preservation of the privacy and sacurity of users and makes no warranties, including
warranty of merchantability and fitness for 2 partictlar purpose, The DCCA/PVL web site recelves the DCCA/PYL licensee
information directly fram the DCCA/PVL licensee database. The DCCA/PVL web site is considered a primary source far DECA/PYL
licensee information - it is the same licensee information the DCCA/PYI, provides through other means and is true and currect to
the best of our knowledge. User is advised that if the information obtained herein is to be reasanably relied upon, user should

confirm the accuracy of such information with the provider thereof,

httns://pvl.ehawaii.gov/pvlsearch/info/MD-11733-0

1/24/2020



Professional & Vocational License Search rage £ 01>

= Employees List

EMPLOYEES

Posltlon s Positlon Status ¢ Employee Name & LciD% Lic Status ¥ DualRme % Effective s
No data avallable In table
Showing O to 0 of 0 entries
= Employers List
EMPLOYERS
Poslitlon $ Employer Name $ LiciD$ Llc Status $ Effective $
No data avallable In table
Showing 0 to 0 of 0 entries
4 Insurance / Bond
Insurance / Bond
Insurance Type & Effective $ Term Date ¢ Cancel Date Policy #% Surety $ Amount $

No data available in table
Showing 0 to 0 of O entries

+ License Class

License Classes

Class Code < Class Type < Effective s Restricted ¢ Status & Eh?"r'g':r-. e
g
JA ;\/g;f)
D8—
R

No data available in table

httns://nv] .ehawaii.gov/pvisearch/info/MD-1173 3-0 1/24/2020



Professional & Vocational License Search Page 3 ot 3

Showing 0 to 0 of 0 entries

) Back to Results | Q New Search (/pvisearch)
Search RICO Complaints History (http://web.dcca.hawaii.gov/RICO)

Professional & Vocational Licensing

Department of Commerce & Consumer Affairs

Accessibility (http://portaI.ehawaii.gov/accessibility.html) Contact
(https://portaI.ehawaii.gov/page/about-us/) Feedback
(http://portal.ehawaii.gov/feedback.html?applicationld=5) Privacy Policy
(http://portal.ehawaii.gov/privacy—policy.html) Terms of Use
(http://portaI.ehawaii.gov/terms-of—use.html)

Copyright © 2013

State of Hawai'i. All rights reserved.

Powered by HIC (Hawaii Information Consortium) (http://hic.ehawaii.gov)

B My s~~
"/;.-0

htine://nvl ehawaii.gov/pvlsearch/info/MD-1173 3-0 1/24/2020



Print Lookup Details

rage 1 oLt

lllinois Department of

Financial and
Professional

Regulation
Lookup Detail View
Contact
Contact Information
Name City/State/Zip DBA
WILLIE JAMES PARKER MD Chicago, IL 60661
License
License Information
First

License Effective Effective Expiration | Ever
Number Description Status Date Date Date Disciplined
036131869 | LICENSED NOT 12/21/2012 | 06/24/2014 07/31/2017 | N

PHYSICIAN AND | RENEWED

SURGEON
Other Licenses
Other Licenses
ﬁ First
License Effective Effective Expiration | Ever
Number | Description Status Date Date Date Disciplined
33*+x57 | LICENSED NOT 12/21/2012 | 06/24/2014 07/31/2017 | N

PHYSICIAN RENEWED

CONTROLLED

SUBSTANCE

(Schedules II 111 1V
V)

Generated on: 1/24/2020 9:34:50 AM

EMT‘E b

7
JAN@-%

httns://ilesonline.idfpr.illinois. gov/DFPR/Lookup/PrintLiccnseDetails.aspx?cred=3266536...

1/24/2020



Iowa Board of Medicine

Physiclan - Permanent Details

Personal Informalion
First Name
Middle Name
Last Name
Other Names Used

License Information
License Type
License Number
Status
Basis for Application
State of Principal License (if licensed via IMLC)
Original Issue Date
Expiration Date
Renewal Date
Relinquished Date
Status at time of Relinquishment
Public Charges and/or Public Discipline

Public Documents

Practice information

Primary Specialty

Page 1 of 1

Willie

James
Parker
Parker

Physician - Permanent
MD-28574
Relinquished
Endarsement

03/19/1992
10/01/1984

2015-07-01
Inactive
No

Not Specified
Not Specified
Not Specified

Physician License Information Only: Please note that a physician's specialty information is self-reported and is not verified by this board.

NPI

Location (Work Address - 1)
Address Type
Business / Organization
Bldg/House Number
Street Prefix
Street Name
Street Type
Street Direction
Unit Type
Unit Number
City
State
Zip Code
Country
Phone

Education History
Medlcal or Acupuncture School
Graduation Date
Degree Received

Work
1147

TIOGA
Court

Merced
California
95340-697

University Of lowa College Of Medicine
1990
MD

[ Back |

https://eservices.iowa.gov/PublicPortal/Towa/IBM/licenseQuery/QueryDetailsResultRow.jsp  1/24/2020



MBP Practitioner Profile Page 1 of 3

MARYLAND
. gOZ!

¥ Print Profile

Maryland Board of Physicians

Physician Profile Portal

License Number: D69574 Dr. Willie James Parker

License Type: Physician-Medical Doctor

Special License Category: N/A

License Status: Expired

Licensed Issued: 07/15/2009 License Expiration: 09/30/2013

Primary Practice Setting

Planned Parenthood Metro Washington
1108 16th Street NE
Washington, DC 20036

Public Address

1400 Spring Street
#450

Silver Spring, MD 20910

© Education

UNIV OF IA COLL OF MED
Graduated: 1990

O Medical Assistance and Malpractice Insurance

Accept Medicaid? No

Maintains Malpractice Insurance? Yes

O Postgraduate Training Program

School Concentration

httos://www.mbp.state.md.us/bpgapp/Profile_print.aspx 1/24/2020



MBP Practitioner Profile Page 2 of 3

» University of Cincinnati, Cincinnati, OH Obstetrics & Gynecology

» University of Michigan, Ann Arbor, Ml Other

© Specialty Board Certification

by ABMS (https://www.abms.org/), AOA (https://osteopathic.org/), Royal College of Physicians and
Surgeons of Canada, or the College of Family Physicians of Canada - as reported by licensee
Licensee has not reported Specialty Board Certification information for the profile site.

O Self-Designated Practice Area

Licensee has not reported Self-Designated Practice Area information for the profile site.

© Maryland Hospital Privilege Information (as reported by licensee)

Licensee has not reported Maryland Hospital Privilege information for the profile site.

© Medical Licenses Held in Other States (as reported by licensee)

» California

» District of Columbia
» Hawaii

> lowa

» Michigan

» Ohio

© Active Supervisee - Delegation Agreement For Core Duties

Delegation Agreements have not been reported for the profile site.

O Known Disciplinary Actions by any state medical board (within the past 10 years)

No Known Disciplinary Actions by any state medical board have been reported.

© Download all Maryland Disciplinary Actions

All Orders are downloaded in .pdf format.
None.
Ery

T.-':-"’E}r'_. 1?."'“;,
© Pending Charges {412
AN E Az

© Please Read Description

https://www.mbp.state.md.us/bpgapp/Profile print.aspx 1/24/2020



MBP Practitioner Profile Page 3 of 3

All Charges are downloaded in .pdf format.
None.

O Other Regulatory Board, Agency Public Actions, or Administrative Fines (including
Maryland)

© Please Read Description

No reported Other Regulatory Board, Agency Public Actions, or Administrative Fines for this
licensee.

O MALPRACTICE

Malpractice (Information to be taken into consideration when reviewing a Licensee's profile)
O Please Read Malpractice Disclosure

» Malpractice Judgments and Arbitration Awards (within the past 10 years)
None Reported

» Malpractice Settlements
(If there are 3 or more settlements of $150,000 or greater within the past 5 years)
None Reported

O Convictions for any crime involving moral turpitude

None reported by the courts.

Maryland Board of Physicians 4201 Patterson Avenue Baltimore, MD 21215
410.764.4777 | Toll Free 800.492.6836

e

httns://www.mbn.state.md.us/bnaann/Profile orint.asox 1/24/2020



Accela Citizen Access Page 1 of 2

T

s

St T e e ]

Department of Witor

M Home QSearch~ +New~ ®Help

Announcements Register for an Account Login

Home Licenses Enforcement

Advanced Search

Licensed Professional Information:
Medical Doctor 4301087686

Licensee Detail

License Type:
Medical Doctor

License Number:
4301087686

Name:
Willie James Parker

License Issue Date:
05/08/2006

License Expiration Date:
01/31/2010

License Status:
Lapsed

County: ENTE;:: =1y
Washtenaw JA N ilﬁél)

- /
CONTROLLED SUBSTANCE LIST

httos://aca3.accela.com/MILARA/GeneralProvertv/LicenseeDetail.aspx?LicenseeNumber...  1/24/2020



Accela Citizen Access Page 2 of 2

City: Ann Arbor

State or Province: Michigan

ZIP or Postal Code: 48109

CS Record Number: 5315026366
CS Status: Lapsed

CS Expiration Date: 01/31/2010

» <--=Click to view Public Documents

© 2016 State of Michigan.

ENTER
Ry

AN $Z 25

httos://aca3.accela.com/MILARA/GeneralProvertv/LicenseeDetail.aspx?LicenseeNumber... 1/24/2020



TELEPHONE: (601) 987-3079

FAX: (601) 987-4159

-y
Ml r S
MISSISSIPPI STATE BOARD OF MEDICAL LICENSURE

VERIFICATION OF MEDICAL LICENSURE

February 03, 2020

This is to certify that the records of the Mississippi State Board of Medical Licensure indicate
the following information:

Physician Name: WILLIE JAMES PARKER Degree: M.D.

Primary Practice Location: JACKSON WOMENS HEALTH ORG
2903 N STATE ST
JACKSON, MS 39216

MD/DO School: UNIVERSITY OF IOWA ROY J & L Year of Graduation: 1990
Specialty: OBSTETRICS AND GYNECOLOGY (Not Primary Source Verified)

License Number: 22028

Issue Date: May 23, 2012 Reinstated Date:
Expiration Date: June 30, 2018 Date of Expiration Prior
Public Record: NO to Reinstatement:

This ticense information was last updated on: 02/03/2020

If public record is indicated, submit a request for records to the following email address:

mboard@msbml.ms.gov.

Mississippi State Board Examination Scores:
Exam Date: June 12, 1990

Anatomy: 0.000

Chemistry: .000.

Physiology: 000.0

Histology and Bacteriology: 00.00
Pathology: 0.000

Materia Medica and Pharmacology: .000.
Hygiene: 000.0

Surgery: 00.00

Obstelrics and Gynecology: 0.000
Physical Diagnosis: .000.

Theory & Practice of Medicine: 00
Diseases of the Eye, Ear, Nose & Throat:

General Average:

Cypress Ridge Building - 1867 Crane Ridge Drive, Sulte 200-B Jackson, MS 39216
www.msbml.ms.gov



TELEPHONE: (601) 987-3079 FAX: (601) 987-4159

MISSISSIPP1 STATE BOARD OF MEDICAL LICENSURE

VERIFICATION OF MEDICAL LICENSURE

February 03, 2020

Sincerely,

/ I I,-".; yie o )

Kenneth Cleveland, MD
Executive Director

Cypress Ridge Bullding - 1867 Crane Ridge Drive, Sulte 200-B Jackson, MS 39216
www.msbml.ms.gov



Details Page 1 of 1

970\ A
B _jTIu State of New Jersey NJHuine Services A-Z Depaniments/ Agencies

R

Office of the Attorney General OAGHome Agencies/Progr

§

W JERSEY DIVISION OF Paul R. R

AFFAIRS

License Information

N

Accurate as of January 24, 2020 9:37 AM

Refum ta Search Resulls
Name: WILLIE J PARKER

Address: Washinglon,DC

Profession/License Type: Medical Examiners,Medical Doctor
License No: 25MA09111500

Liconse Status: Expired

Status Change Reason: Failure to Renew

Issue Date: 5/18/2012

Explration Date: 6/30/2013

Documents

NO Board Actions. For more information contact New Jersey State Board of Medical Examiners (609)826-7100

No Publia Documents

Division Department State Legal RSS

Divislon Home OAG Home NJ Home Legal Statement Sign up for New Jersey Division of Consumer Affalrs RSS frads |
Consumer Protection Contact OAG Services A-Z Prlvacy Notice latest informnatlon, You can select any category Lhat you are it
Licensing Boards FAQ OAG Departments/Agencies Accessibillty and any time the website is updated you will receive a notificati
::ii::;:rr\:p&l‘a;zz:e ?:Sl:fsv:to z i EE More information about RSS feeds.

Proposals Employment

internshlp

Oppartunitles

[
t
:

Copyright © 2017 State of New Jersey.

httns://mewiersev.mvlicense.com/verification/Details asnx Presnt=0f62M35-Nahc-dahe-hfOf  1/24/2070
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BUREAU OF PROFESSIONAL AND OCCUPATIONAL AFFAIRS

P. O. Box 2649
Harrisburg, PA 17105-2649
01/24/2020
License Information

WILLIE JAMES PARKER

Philadelphia, Pennsylvania 19106

Board/Commission: State Board of Medicine Status Effective Date: 01/04/2017
LicenseType: Medical Physician and Surgeon Issue Date: 11/09/2010
Specialty Type: Expiration Date: 12/31/2016
License Number:  MD441490 Last Renewal: 01/15/2013

Status: Expired

Disciplinary Action Details

No disciplinary actions were found for this license.

This site is considered a primary source for verification of license credentials provided by the
Pennsylvania Department of State.

ENTERED

) 2
IANCY A 2670




License Lookup Page 1 of 1

| _"h".i;; Virginia Department of Health Professions
License Lookup

Current as of 01/24/2020 10:40

License Information
License Number 0101246274
Occupation Medicine & Surgery
Name Willie J Parker
Address Washington, DC 20017
Initial License Date 08/13/2009
Expire Date 11/09/2012
License Status Expired
Additional Public Information* No

Back to License Lookup Result

|

This serves as primary source verification of the credential issued by the Commonwealth of
Virginia and meets the requirements of the Joint Commission.

* "Yes" means that there is information the Department must make available to the public pursuant to
§54.1-2400.2.G of the Cede of Virginia; please note that this may also include proceedings in which a
finding of “no violation” was made. For additional information click on the "Yes" link above. "No" means
no documents are available,

Back to License Lookup

"l‘"f/y

JAN'9 ./?

httng//dhn viroiniainteractive nro/T anlknn/Detail NTN124A274 1/24/7070



ARKANSAS STATE MEDICAL BOARD

LICENSURE DEPARTMENT

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

Phone: (501) 296-1802 Fax: (501) 296-1972

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

DATE OF REQUEST: / D ’/ DL 06

VERIFICATION OF EMPLOYMENT (Medical)

(for verification of employment that involved patient care) PART | AND PART il TO BE FILLED OUT BY THE
APPLICANT-REQUIRED FOR VERIFICATION TO BE ACCEPTED (NOT FOR HOSPITAL VERIFICATION)

PART | — EMPLOYER NAME AND MAILING ADDRESS R
Name of Employer: ?lot Y\Y\{O‘( PG{(ﬁﬂT- hO@J MeTrO WQS;“ /7"‘7 1LO N

ATIN: T b e, A e
AddressLine 1: ;5 3 < Yl [l JIF
Address Line 2:

City, State, ZIP Code: "H/ o ,J,g-L { I /{1»\ D ¢ 20002
T )  j ’
PART Il — PHYSICIAN INFORMATION
Full Name (Last, First, Middle) Sacial Security Nt:l_‘mgfrl Date of !Birth (mm/dd/yyyy)
Porker Wilie dames . )

AUTHORIZATION & RELEASE: | hereby authorize the entity named above, its staff or representatlve to provide the Arkansas State Medical Board any
and all information requested below, whether such information is favorable or unfavorable, and | hereby release from any and all liability the above-
named entity for any and all acts performed in fulfilling this request, provided that such acts are performed in good faith and without malice.

Physma/j;gnatgre Date Signed (mm/dd/yyyy)
(e o2 loz 12520

PART Ill - VERIFICATION (TO BE COMPLETED BY EMPLOYER AUTHORIZED STAFF ONLY)

Please complete the information below (or your equivalent verification letter) and return directly to the Arkansas State Medical Board.
Verifications sent to the physician cannot be accepted for verification purposes. Please provide exact dates if possible.

Name of Employer (if not correct above)

?\cnu(\ P r\q.\Jt‘-'\dJrﬂ 6“‘“‘ [\J\(jﬂ :;0' 1 m"l\f\ \A] CLSWH’\ DC,

Employment Statys
O current nactive ﬁeava of Absence [ Other

Date Empioyment Began Date Employment Ended ' If exact dates are not available, please check here.

3 / / _20 @ '..7 / 0’2 / / CQ ;] J' 5 If currently employed, please write “Present” in the space for end date.

Note: Breaks in employment should be listed as separate entries. If the Employee was there intermittently, a listing of each time period
he/she was employed at your facility should be provided, either by copying this form for each time period, or by attaching a separate
sheet detailing employment dates.

Current or Most Recent Position/Title

proxhcler‘ Mt"c.l el DWQ(‘T‘“\)F

To your knowiedge, during the stated period of lime, was the Employee in good standing? If No, please explain (attach zdditional sheets if nesded)
Yes (I No [ Unknown/Unable to comment

PART IV - VERIFIED BY

Verification provided by (Signature) Signature Date
Type or legibly print name Position/Title jP
JoKine Wi |son VP of Hea | th o9 Yo, S
Phone Number Fax Number E-mail Address
41059) —L/Q:P) Thak, Nos L) \5)’0;\\(1) Pormw e OY g

PLEASE RETURN THIS FORM DIRECTLY TO THE
ARKANSAS STATE MEDICAL BOARD BY MAIL, FAX OR E-MAI|L
(E-mail attachments must be in PDF format and sent to support@arm ec?ma‘lboaf’d org only)

ENTERED
FEE 25 2020

1 ICFNSIIRF FNARM: \/arifiratinn nf Fmnlnvment.-Madical {11/2010)



ARKANSAS STATE MEDICAL BOARD

LICENSURE DEPARTMENT

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

Phone: (501) 296-1802 Fux: (501) 296-1972

Emails with attachments must be sent in PDF format to suppoﬂ@nnmdin:)board_nrg

DATE OF REQUEST: /5 / 02 [2 027,
=y I

VERIFICATION OF EMPLOYMENT (Medical)

(for verification of employment that involved patient care) PART | AND PART Il TO BE FILLED DUT BY THE
APPLICANT-REQUIRED FOR VERIFICATION TO BE ACCEPTED {NOT FOR HOSPITAL VERIFICATION)

PART | - EMPLOYER NAME AND MAILING ADDRESS
Name of Employer: Fh, !Q ole lph;q WOM(’Y\JJ CQ 4‘}61"
AT A Qe 17 i Doritmp
Addressline f:  ——97 a/AA?M ./K«EQQ—F“
Addressthe2: = +h ZHJL — '

City, State, ZiP Code: P14 { ) }k,\\f,m " P{l 1910

PART Il - PHYSICIAN INFORMATION

Full Mame {Last, First, !h‘ﬂdd[ﬂ} Social Sertiilc Mimbons I Dale of Birth (mmfdlﬂyyyy}
¢ e [ j(:f =€ € « _ o e
AUTHORIZATION & ASE: | heroby authorze tha enlity named above, ils stalf or reprasentative, lo provide the Arkansas Slale Medial Board any

and all informalion requssted below, whether such information is favorable or unfavorable, and | hereby releasa from any and alf liability the above-
namad enlity for any and all scls performed In fulfilling this request, provided that such acls are performed in good faith and without malice.
Physizian Signature Date Signed (mmiddlyyyy)

G) 162123429
—

PART Il - VERIFICATION (TO BE COMPLETED BY EMPLOYER AUTHORIZED STAFF ONLY)

Please complete the information below (or your equivalent verification letter) and retum directly to the Arkansas State Medical Board.
Verifications sent to the physician cannat be accepted for verification purposes, Please provide exact dates if possibie,

Name of Employer (if not carrect aboye)

Employment Stfalus
O current D inactive [ Leave of Absenca M other 1A A CTIVE___ZA)‘.b 6?&//3 EAT CAM??Q/‘T&'T_G!{
Date Empleyment Began Date Employment Ended O Wexact dates are nat available, please check here,

H / g 1 96/(0 02 12512472 | currently employed, please write *Present” in the space for end date.

Note: Breaks in employment should be lisled as separate entries. If the Employee was there intermittently, a listing of each fime period
he/she was employed at your facility should be provided, elither by copying this form for each time period, or by attaching a separate
sheel detalling employment dates.

Curment or Most Recent Position/Title

PN E T CITAN

To your knowledge, during the staled periad of time, was the Emplayee in good standing? If No, please explzain (allach addilional sheets if needed),
Yes One O Unknown/Unable to commant

PART IV - VERIFIED BY /

Verificallon provided by (Signatar) “j—‘;&.,— / Signature Dale
//ﬁ el G 2 113 ) 2820
[/ p (_/

Type or Iegiblyﬁﬁinl namea i Posillon/Tille
MLEIETE BACEY. Cewdey r ﬂ'\,\,u&)l‘l&“\ hCe CL,Q.U,LP ,_?o'rl‘ Coordist

umbar E-mail Address__

|-Phane. 3',’.5 Number ) .
( £50) Storz [ BSH) 30t 03s Ced (@ e womensoenters. Comn

. PLEASE RETURN THIS FORM DIRECTLY TO THE
ARKANSAS STATE MEDICAL BOARD BY MAIL, FAX OR E-MAIL
(E-mail attachments must be in PDF format and sent to suppori@armedicalboard. org only)

LICENSURE FORM: Verificalion of Employment-Medical (11/2019) OW




ARKANSAS STATE MEDICAL BOARD

LICENSURE DEPARTMENT

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

Phone: (501) 296-1802 Fax: (501) 296-1972

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

/ . /
DATE OF ReQUEsT: O < /) /<LO 2

VERIFICATION OF EMPLOYMENT (Medical)

(for verification of employment that involved patient care) PART 1 AND PART Il TO BE FILLED OUT BY THE
APPLICANT-REQUIRED FOR VERIFICATION TO BE ACCEPTED {NOT FOR HOSPITAL VERIFICATION)

PART | - EMPLOYER NAME AND MAILING ADDRESS

Name of Employer: Fa 4.4, Pl“/\I/]“/] ] Aggoc,;q‘}ei ( @lf\lee( ? )
IR ha {NJ Mar o !i;'ll,-"\ ’ /1_ ;”Hl;\lu raTA
AddressLine 1: (<) Cp |y, /o hids fon Blv e

=

Address Line 2: ~
City, State, ZiP Code:  (“ | Ty oo n ) [ GO Gt
QT
PART Il - PHYSICIAN INFORMATION
Full Nama/Last First, Middle) Social Security Nimhar Date of Birth (Inm/dd/yyyy)
ftn* ~NE VU://lC \)uL’HC“‘S : R

AUTHORIZATION & RELEASE: | hereby authorize the entity named above, its staff or representat/ve to provide the Ari-(a;sas S}a[e Medical Board any
and all information requested below, whether such information is favorable or unfavorable, and | hereby release from any and all liability the above-
named entity for any and all acts performed in fulfilling this request. provided that such acts are performed in good faith and without malice.

Physician. Signaturp; - Date Signed (mm/dd/yyyy)
P — (7. 181
(T S HN2181 1202

PART Ill - VERIFICATION (TO BE COMPLETED BY EMPLOYER AUTHORIZED STAFF ONLY)

Please complete the information below (or your equivalent verification letter) and return directly to the Arkansas State Medical Board.
Verifications sent to the physician cannot be accepted for verification purposes. Please provide exact dates if possible.

Name of Employer (if not correct above)

Employment Status

O current ﬂ Inactive [ Leave of Absence [ Other
Date Employment Began Date Employment Ended (7 If exact dates are not available, please check here.

/ 0/ / / / g_ .? A / / / ?, If currently employed, please write “Present” in the space for end date.

Note: Breaks in employment should be listed as separate entries. If the Employee was there intermittently, a listing of each time period
he/she was employed at your facility should be provided, either by copying this form for each time period, or by attaching a separate

sheet detailing employment dates.
”\ ww. Y 42 S
fecioa Noctok / OB YN

Currant or Most Recent Posmonm-tle
To your knowledge, during the staled penod of time, was the Employee in gﬁod standing? If No ‘please explain (attach additional sheets if needed).
ﬁ Yes [JNo (0 Unknown/Unable to comment

PART IV - VERIFIED BY

Verification groyided by (Signature) , Signature Date
(,\Lr’ Al \7// ..,a(tu'./) g’)_/// /020
Type or Ieglbly pnnt name /| Position/Title i
))c,/ e //ama: /¢ /“1 Coo
Phone Number Fax Number E-mail Address N ; X
A/2-7072- 3958 | Bia- 701-FAxD A/b/c{f&c{(’,/i@ /C/OAC%/CQQO,COW\

PLEASE RETURN THIS FORM-DI gLY TO ]'HE
ARKANSAS STATE MEDICAL BOARD BY IL, FAXOR E-MAIL
(E-mail attachments must be in PDF format and sent to support@armedicalboard.org only)
SETSEIEL ENTERED

FEB 18 202

1LICEAMQIIDE ENDBA: \iorifinatinn A¥f Cmnlrirmand Bodinal (14190400 lb\ /




ARKANSAS STATE MEDICAL BOARD

LICENSURE DEPARTMENT

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

Phone: (501) 296-1802 Fax: (501) 296-1972

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

pateorRreQuesT: O 2/ N { /2020

VERIFICATION OF EMPLOYMENT (Medical)

(for verification of smploymsnt that involved patient care) PART | AND PART It TO BE FILLED OUT BY THE
APPLICANT-REQUIRED FOR VERIFICATION TO BE ACCEPTED {NOT FOR HOSPITAL VERIFICATION)

PART | - EMPLOYER NAME AND MAILING ADDRESS
Namea of Employer: A T !Gl Y\'h?t UD men’s C‘e n'IL‘QT
am:_Clinde, Ad mim;ctrator
Address Line1: 75 2, S* \J\f W e A Lood NE

Addrass Line 2
Clty, State, 2P Code: A F ’C}H‘T‘C{] A 2 0342

PART 1l - PHYSICIAN INFORMATION
Full Name (Lasl, First, Middle) Social Security Numbar Nata af Ridh (mm/ddlyyyy)

Parker Willie James

AUTHORIZATICN & RELEASE: | hareby autherize ifte enlity nsmuad above, its staff or reprasentative, 1o provide the Arkansas State Medical Board any
and all information requested below, whather such Informalion is favorahle or unfavorable, and | hersby releasa from any end all Hsbillty the above-
named entity for eny and all acls parformed In fulfilling this request, provided thel such acls are parformed in goed feith and wilhout malico.

Physician Signature Data Signed (mm/ddiyyyy)

62/6]112020
—
PART Ill - VERIFIGATION (TO BE COMPLETED BY EMPLOYER AUTHORIZED STAFF ONLY)

Please completa the information below (or your equivalent verification letter) and relum directly lo the Arkansas State Medical Board.
Verifications sent 1o the physician cannot be accepted for verification purposes. Please provide exact dales if possible.

e T A ANTA. WOMENS IeDZCAL CENTEL.

Emplymant Status

b - 5% -
O3 current [ tnactive [ Lenve of Absenca f other_ I AI A CinVE INbEPfWDW o 77(/4{573 K
Date Employmant Bagan Dats Employmént Ended (7 ifexact dates are not available, pleass check here.
F 1S 12873 o !+ 7.0 17 | 1 currently employed, please write "Presant® I the space for end date.
Note: Bresks In employment should be listed as separate entres. I the Employee was there intermiitently, a listing of each lime period
he/she was employed at your facllity should be provided, either by copying this form for each time period, or by attaching a separate

sheet detailing employmen! dates.
Gument or Most Recant Position/Trils

To’,yuur Khowiedge, during the stated poriod of time, was the Employee in good standing? If No, pleose explain (attach sdditlonal sheels if needad).
m"{as O No B3 unknownfUnabls 1o comment
[}

PART {V - VERIFIED BY 3 ]
Varificatlon provided by (Signature) /\_, : / ! Signature Date
K . 2l jy 1 76290
Type or leginly print name /6 ,\‘Poaitinmm i
. ViLeRre B A IF&JKM CENTER (B TANCE L <varo RT COR DImTEy
ong Number ax Numbar -ma 235
(356) 35G-4ol7 (f?%)%f&*L(OB? red @ e womens Centeys Co wm

PLEASE RETURN THIS FORM DIRECTLY TO THE
ARKANSAS STATE MEDICAL BOARD BY MAIL, FAX OR E-MAIL
(E-mail attachments must be in PDF format and sent to suppori@armedicalboard.org onliy)

W

LICENSURE FORM: Verificallon of Employment-Medical {11/2018)



-

-

ARKANSAS STATE MEDICAL BOARD

LICENSURE DEPARTMENT

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

Phone: (501) 296-1802 Fax: (501) 296-1972

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

pATE oF RequesT: O2 /02
{

VERIFICATION OF EMPLOYMENT (Medical)

(for verification of employment that involved patient care) PART | AND PART Il TO BE FILLED OUT BY THE

APPLICANT-REQUIRED FOR VERIFICATION TO BE ACCEPTED

PART | - EMPLOYER NAME AND MAILING ADDRESS

Name of Employer:

\(JQQ't /H*w Ju‘f’tf'

(NOT FOR HOSPITAL VERIFICATION)

Wo mev ¢ Cen 1['€V

ATTN:

Gloria Gray,

He QO{ AdMinfC,"[' r’q, ﬁ'c_.:/‘

Address Line 1:
Address Line 2:

5735 Tac.K \ﬂ:\mer Paﬁ'{wqw Sucre T

City, State, ZIP Code:

PART Il - PHYSICIAN INFORMATION

Tusca IOOS%_}.AL 235404

Full Name (Last First, Middle)

e Jawes

[a ke

Social Security Number

Date of Birth (mm/ddlyyyy)
)

AUTHORIZA TION & RELEASE: | hereby authorize the entity named above, its staff or representative, to provide the

and all information requested below, whether such information is favorable or unfavorable, and | hereby release from any and all liability the above-
named entity for any and all acts performed in fulfilling this request, provided that such acts are performed in good faith and without malice.

Arkansas State Medical Board any

Date Signed (mm/dd/yyyy)

0210212020

PART Ill - VERIFICATION (TO BE COMPLETED BY EMPLOYER AUTHORIZED STAFF ONLY)

Please complete the information below (or your equivalent verification letter) and return directly to the Arkansas State Medical Board.
Verifications sent to the physician cannot be accepted for verification purposes. Please provide exact dates if possible.

Name of Employer (if not correct above)

as

c:erUQ

Employment Status

(W curent O Inactive [ Leave of Absence [ other

Date Employment Began

ol 13/ 1204

Date Employment Ended

Préee iny-

(3 ifexact dates are not available, please check here.
If currently employed, please write “Present” in the space for end date.

Note: Breaks in emp}o’yment should be listed as Eeparate entries. If the Employee was there intermittently, a listing of each time period
he/she was employed at your facility should be provided, either by copying this form for each time period, or by attaching a separate
sheet detailing employment dates.

Current or Most Recent Position/Title

IV\O‘C ben G’ eﬂ.'\"

To your knowledge, during thé stated period of time, was the Employee in goed standing? If No, please explain (attach additional sheets if needed).

Yes O No

(3 Unknown/Unable to comment

PART IV - VERIFIED BY

\

Ver? ah hprowded by {Slgna;e ) 4
t\[ ol ¢

‘;J._ L/

)

Signature Date

oef)/oLOéL

Type orleg‘l}ly print name / Position/Title

TSN L G G‘ Sl f’\ A e/ Dudne (147 \j
Phone Number Fax Number J E-mail Address N SAVV
ADS—3GH-HHAT AB5585 7 "”L L/ 0 C:'/! D cal Lo |4

PLEASE RETUR?IWW FORM ElIRECTLY TO THE
ARKANSAS STATE MEDICAL BOARD BY’ MAIL, FAX OR E-MAIL
(E-mail attachments must be in PDF fonnat and sent to support@armedicalboard.org only)

103y

202
/



ARKANSAS STATE MEDICAL BOARD
LICENSURE DEPARTMENT

1401 W, Capitol Ave., Suite 340, Little Rock, AR 72201
Phone; (501) 296-1802 Fox! (501) 296-1972

Ermnils with attachments must bo sent in PDF format to support@nm dicalbau?d.arg
pare oF reauest: (34 [0 ! /202D
i

VERIFICATION OF EMPLOYMENT (Medical)
(for varification of employment that involved patient caro) PART | AND PART Il TO BE FILLED OUT BY THE
APPLICANT-REQUIRED FOR VERIFICATION TO BE ACCEPTED (NOT FOR HOSPITAL VERIFIGATION)

PART | = EMPLOYER NAME AND MAILING ADDRESS )
{ ;
Namo of Employor; Jﬂ ‘Q b aQ Wy W:O_Wﬁh S C.C A .i. <V

A Da [fon_2ohnson
Address Line 1: _L[_CZ3i %mfkmmn DNr /VW

Address Ling 2:

Clty, Stato, 2P Code; My nT gyt lle } AL 359 1O

PART Il - PHYSICIAN INFORMATION
Full Name (Last, FIrst, Miuaifa} -

Soclal Sacurity Number Dato of Blrth immiddinanw)

o

o / s PR s
AUTHORIZATION & RELEASE: | horoby dutnonzo tho ontlty named above, its staff or reprosontative, fo provido tho Amonsas Slato Modico! Beard any

and alf Infermation requostad bolow, whethor such Infarrnation I8 favorablo or unfaverablo, and { horoby raloaso from any and all nammy; tho abova-
ut malico,

)
pomad eatlty far any arid gll aots porfarmod In fulfilling this requast, provided that such acts are parfarmnd In good faith ond witho
Prysiclan Sig j.__/b_,{_ Dale Signiad (mm/ddiyyyy)
3 A
~r (211612015

S
PART Ml - VERIFICATION (TO BE COMPLETED 8Y EMPLOYER AUTHORIZED STAFF ONLY)

Pleasa complots the Information helow (or your squivalent verification lotter) and retum diractly to the Arkansas State Madlical Board.
Verlfications sent to the physlcian cannot ba accspted for verification purposes, Plange provide exact dates If possibla.
Napn\o of Employor (if not carract above)

\o e oo, Womens Center 1 LS

Emplpymont Status

1#urrant T insctive 03 Lonvo of Absence £ Other
Dato Emplaymont Bagon Data Employmont Endod [ If oxact dates aro not availablo, pleasa chock haro,

0z 1171 a0k Predet/ If curtantly omployed, plonso writa “Present” In tho spaco for ond date.

Nate: Breaks In employment should be listed as separate antrios, If the Employas was there Intermittently, a isting of each Ume pariod
he/she was amployad at your faclity should be providad, either by copying this form for each fime porlod, or by attaching a separate
sheat datalling smploymant dales,

Curront or Mest Recont Po::gmmlio

ANend, e Fhysican

To your knowledgoe, during tha atdted porfed of lime, wes tho Employeo In goed siending? If No, ploass expiain {oltach nddilional shoots it nocded)
| Bfes Clno I Unknown/unablo to cemmont

PART IV - VERIFIED BY |
Vorifi gnatu S Signature Doto

ol 02 127 13080

Type or logibly p_r‘1_nl namn™ Position/Tltle _
NDalton 1ohegan Droner /ch m'.mé‘{‘m 'I“Q(' 2 et
hone Mumbor ’ Foax Mumber E-mall Addraas " X ! q‘i!b\

N Hone] ohoson® g oAl W A b

& L)536-223] sk 53k-Hb3Y

PLEASE RETURN THIS FORM DIRECTLY TO THE
ARKANSAS STATE MEDICAL BOARD BY MAIL, FAX OR E-MAIL
(E-mail attachments must be in PDF format and sent to support@armedicalboard.org only)

LICENSURE FORM: Vorification of Employmont-Madleal (1172016)
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ARKANSAS STATE MEDICAL BOARD

LICENSURE DEPARTMENT

1401 W. Capitol Ave., Suite 340, Litle 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 A

| 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.

Willie James ParLeré. MDI,NPH

Physician's Full Name (First Middle Last, Suffix, Degre€)

<At U P

Physician s Signature (fo rubber larhps)

fl!ﬂa!!"f

Signature Dale

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

ENTEYES
co iy L1 KON ]/)
o JAN Y4120
HWSY
a3AI303Y

MD/DO Rules & Regs Affidavit (11/2019)



ARKANSAS STATE MEDICAL BOARD

& CENTRALIZED CREDENTIALS VERIFICATION SERVICE
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

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 I 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 1 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.

I 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: '\J } l e TQ Mes, | “7L'f LQ v~

Social Security Number: :

i
Signature of Physician. ) ? m
. Dark Blue or Black Ink Only - No Signature Stamps

Signature Date: ( 2 } = / [ c(

§ T

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

MD/DO Board A&R (11/2019)



FCVS|

FEDERATICN CREDENTIALS
YERIFICATION SERVICE

Chronology of Activities fsmb

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
06/09/1986

06/01/1990 -

07/01/1890 .

07/01/1994

07/01/1997

£ 07/01/1998

07/01/2000

07/01/2001

- 01/01/2002

06/01/2006

07/01/2006 -

07/01/2008

06/01/2009 :

End Date

05/04/1990 .

07/01/1990

06/30/1994

06/01/1997

06/05/1998

06/01/2000

06/30/2001

01/01/2002

05/30/2006

07/01/2006

06/30/2008

05/30/2009 -

07/01/2011

Activity Type

Medicél Edu.cation

Vacation v’

Postgraduate Training

Work

PGT/Education

Work

| Postgraduate Training

Work

Work

Vacation

. Postgraduate Training

Work

Work

Location

University of lowa Carver College of Medicine
lowa City lowa
UNITED STATES

University of Cincinnati Medical Center
Cincinnati 45267 Ohic
UNITED STATES

University of Cincinnati Medical Center/CoMIiég"é of MedicinelProgram
Cincinnati Ohio
UNITED STATES

Merced Communit Medical Center
333 Mercy Ave
Merced, California
UNITED STATES

Harvard School of Public Health
Boston Massachusetts
UNITED STATES

CDC Epidemic Intelligence Service
Ca Dept of Hith Services, Maternal Child Health Br 1615 Capitol Ave, 5th
Floor
Sacramento, California
UNITED STATES

University of California (San Francisco)/University of California School of
Publ
San Francisco California
UNITED STATES

California Dept. Of Health Services
PO Box 997377 MS 0500
Sacramento, California

UNITED STATES

Queen's Medical Center
1301 Punchbowl Street
Honolulu, Hawaii
UNITED STATES

Queens Medical Center
Honolulu Hawaii
UNITEC STATES

University of Michigan Health System
Ann Arbor Michigan
UNITED STATES

Washington Hospital Center (A\\J

110 Irving Street, NW A | AL
DC, Washington i
UNITED STATES

Planned Parenthood Metropolitan Washington, DC
1225 4th Street NE
Washington, District Of Columbia
UNITED STATES

Date

December 11, 2019

Parker, Willie James FID
206149312



FCVS

07/01/2010  12/30/2015

01/01/2012 = 12/31/2014

06/01/2012 | 04/01/2016

07/01/2012  05/01/2016

07/01/2013 © 08/30/2017

01/01/2014 i

06/01/2016

FEOERATION CREDENTIALS
VERIFICATION SERVICE

Work

Work

Work

Work

Work

Work

Work

Chronology of Activities

Philadelphia Womens Center
777 Appletree Street 7th Floor
Philadelphia, Pennsylvania
UNITED STATES

Family Planning Associates
659 W. Washington Blvd
Chicago, lllinois
UNITED STATES

Jackson Women's Health Organization
2903 North State Street
Jackson, Mississippi
UNITED STATES

Reproductive Health Services
811 South Perry Street
Montgomery, Alabama

UNITED STATES

Atlanta Womens Center
235 W Wieuca Rd NE
Atlanta, Georgia
UNITED STATES

West Alabama Women's Center
535 Jack Warner Parkway Suite |
Tuscaloosa, Alabama
UNITED STATES

Alabama Women's Center
4831 Sparkman Dr NW
Huntsville, Alabama
UNITED STATES

fs@

End of Chronology of Activities report for: Parker, Willie James

Date
December 11, 2019

Parker, Willie James

FID
206149312



EDUCATION
9/2006 - 5/2008

7/1997 - 6/1998

6/1986 - 5/1990

9/1981 - 5/1986

6/1984 - 8/1984

WILLIE JAMES PARKER, MD, MPH, MSc

University of Michigan School of Medicine, Ann Arbor, Michigan.
Masters of Health and Health Care Research. Degree awarded December,
2008.

Harvard School of Public Health, Boston, Massachusetts.
Master's of Public Health. Degree awarded June, 1998

University of lowa College of Medicine, Iowa City, Iowa.
Doctor of Medicine. May, 1990.

Berea College, Berea, Kentucky.
Bachelor of Arts. May, 1986. Major-Biology.

Harvard University, Cambridge, Massachusetts.
No degree. Suminer, 1984.

POST DOCTORAL TRAINING

7/2006 - 6/2008

7/2000 - 6/2001

7/1998 - 6/2000

7/1990 - 6/1994

Family Planning Fellowship, The University of Michigan, Ann Arbor
M1, Department of Obstetrics & Gynecology.

Preventive Medicine Residency. Univeréity of California, San
Francisco- University of California, Berkeley Joint Program, San
Francisco, CA.

Residency in Preventive Medicine. Diplomate.

Centers for Disease Control: Epidemic Intelligence Service, Atlanta,
Georgia.

Placement Site: CA Department of Health Services, Maternal Child Health
Branch, Sacramento CA. EIS Officer. Conducted acute disease outbreak
investigation, analytic research, and provided technical assistance to local
and regional health departments.

The University of Cincinnati College of Medicine, Cincinnati, Ohio.
Residency in Obstetrics and Gynecology.

ot ENTHT;‘;

RTY 4 '
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ACADEMIC APPOINTMENTS

3/2013 - 1/2017

8/2008 - 5/2009

7/2006 - 6/2008

1/2002 - 5/2006

4/1999 - 12/2001

Northwestern University Feinberg School of Medicine, Chicago,
Illinois Clinical Instructor, Department of Obstetrics and Gynecology.

Washington Hospital Center Residency in Obstetrics & Gynecology.
Director, Division of Family Planning and Preventive Services.

The University of Michigan, Ann Arber ML Clinical Lecturer,
Department of Obstetrics & Gynecology.

John A Burns School of Medicine, University of Hawaii, Honolulu,
Hawaii. Assistant Professor, Department of Obstetrics and Gynecology.

University of California-Davis Medical Center Obstetrics and
Gynecology Residency Program, Sacramento, California..
Volunteer Faculty appointment.

ACADEMIC ADMINISTRATIVE APPOINTMENTS

1/2003 - 4/2006

Queen’s Medical Center, Honolulu, Hawaii
OB-Gyn Peer Review Committee.

CLINICAL/HOSPITALAPPOINTMENTS

3/2013 - present

8/2008 - 3/2013

7/2006 - 6/2008

1/2002 - 4/2006

6/2003 - 6/2006

Northwestern University Feinberg School of Medicine, Chicago,
Illinois Clinical Instructor, Department of Obstetrics and Gynecology.

Washington Hospital Center Residency in Obstetrics & Gynecology,
Washington, DC. Division of Family Planning and Preventive Services.

University of Michigan Health Systems, Ann Arbor Michigan.
Clinical Instructor, Department of Obstetrics and Gynecology.

Queen’s Medical Center, Honolulu, Hawaii
Attending Physician, Queen Emma Clinics.

Sex Abuse Treatment Center, Kapiolani Medical Center for Women
and Children, Honolulu, Hawaii. Examiner for sexual assault in the
community as part of a team response. Performed injury assessment,
disease and pregnancy prevention screening and tu.nmcnt forensic

examination, and expert beUlﬂOl‘l}’g.] e ("IL“ ‘."NT(E
/ 2
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7/1994 - 6/1997 Merced Community Medical Center, Merced California
Staff Physician.

7/1994 - 6/1997 Mercy Hospital, Merced, California
Staff Physician.

SCIENTIFIC ACTIVITIES
None

GRANT SUPPORT
None

CERTIFICATIONS AND LICENSURE

State Licenses

California, May 1994 #A053102 Expired 10/31/2009
Hawaii, October 2001 #11733 Expired 01/31/2010
Ohio, April 1991 # 35063458 Expired 04/1/2010
Michigan, May 2006 #4301087686 Expired 01/31/2010
Wash. DC June, 2008 #MDO03746 Expired 02/28/2013
Maryland, July, 2009 #D0069574 Expired 09/30/2013
Virginia, August 2009 #0101246274 Expired 10/31/2012
Pennsylvania, Nov, 2010 #MD441490 Expired 12/31/2016
Tllinois, December 2012 #036131869 Expires 07/31/2018
Mississippi, May, 2012 #22028 Expires 06/30/2017
Alabama, April, 2012 #31662 Expires 12/31/2017
New Jersey, May, 2012 #25MA091115000 Expired 06/30/2013
Towa, March, 1992 #28574 Expired 10/01/1994
Georgia, February, 2014 # 071442 Expires 10/31/2017
American Board of Obstetrics and Gynecology

Certification: 11/15/1996 # 940869 Expires 12/31/2017
Pediatric Advanced Life Support Expires 10/31/2014
Basic Life Support. Expires 10/31/2016
Advanced Cardiac Life Support Expires 10/31/2018
DEA # BP3174264 (Alabama) Expires 03/30/2018

MILITARY SERVICE

None. ENTE (- )%
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EMPLOYMENT

7/2016- present Alabama Women's Center, Tuscaloosa, AL
Independent Contractor. Duties include family planning services and

provision of abortion care.

1/2015- present West Alabama Women's Center, Tuscaloosa, AL
Medical Director. Responsible for clinical and laboratory services for
clinic. Duties include family planning services and provision of abortion
care.

07/2014 - present Atlanta Women’s Medical Center, Inc., Atlanta, GA
Independent Contractor. Duties include family planning services and
provision of abortion care.

1/2013 - present Family Planning Associates, Chicago, IL.
Associate Medical Director. Responsible for clinical and laboratory
services for three clinics in metropolitan Chicago. Duties include family
planning services, resident and fellowship education, and provision of
abortion care.

6/ 2012 - present Jackson Women’s Health Corporation, J ackson, MS.
Independent Contractor. Duties include family planning services and
provision of abortion care.

5/ 2012 - present Reproductive Health Services, Montgomery, AL.
Independent Contractor. Duties include family planning services and
provision of abortion care.

1/ 2011 - present Philadelphia Women’s Center, Philadelphia, PA.
Independent Contractor. Duties include family planning services and
provision of abortion care.

6/ 2009 —01/2013  Planned Parenthood, Metropolitan Washington, Washington DC.
Independent Contractor. Duties include family planning services and _ e
8 . ENT TS
provision of abortion care. )
. | A
6/ 2009 - 7/2011 Planned Parenthood, Metropolitan Washington, Washington DC.  /
Medical Director. Responsible for clinical and laboratory services for this
Affiliate operating five clinics 1n Maryland, Virginia, and the District of
COhlmbi%.i. .Duties inch-lde family planning SFI'_‘".i'C?Iﬁ? reEi{it%ﬂt(egy}?ation,
and provision of abortion care. QR P
Sv

a3 A13038



8/ 2008 - 5/2009

7/ 2006 - 6/2008

1/ 2002 - 5/2006

5/2001 - 11/ 2001

8/1999 - 8/2000

7/1994 - 6/1997

8/1995 - 6/1997

8/1992 - 6/1994

Washington Hospital Center Residency in Obstetrics & Gynecology.
Director, Division of Family Planning and Preventive Services.
Established family planning services, resident education, and conduct
abortion care in the District of Columbia.

University of Michigan Health Systems, Ann Arbor Michigan.
Clinical Instructor, Department of Obstetrics and Gynecology.
General obstetrics and gynecology, resident education, and family
planning/abortion care .

John A Burns School of Medicine, University of Hawaii, Honolulu,
Hawaii. Assistant Professor, Department of Obstetrics and Gynecology.
General obstetrics and gynecology, resident education, and family
planning/abortion care .

California Department of Health Services, Sacramento, California.
Chief, Policy and Programs, Maternal Child Health Branch. Coordinated
statewide identification and monitoring of resources associated with care
of women and children; supervised a staff of 30 and accountable for a
multimillion dollar budget; wrote reports as required by legislature.

Sacramento Birthing Project: Sacramento CA.

Volunteer Clinician. Provided ambulatory, prenatal clinical services to
high-risk/at-risk mothers in an urban setting with culturally sensitive
interventions.

National Health Service, Merced, California.

Placement Site: Golden Valley Health Centers Inc..

Staff Obstetrician and Gynecologist. Practiced full range of general
obstetrics and gynecology in a medically under-served area. Range of
responsibilities clinically included limited “high risk” obstetrics and basic
infertility evaluation and treatment.

UC-Davis Affiliated Family Practice Residency Program, Merced,
California.
Independent contractor. Taught obstetrics and gynecology to Family
Medicine residents. Provided consultation, staffed gynecology outpatient o
clinics, provided intrapartum consultation and management. ENTE’:" E
Our Ladies of Mercy Hospital, Anderson, Ohio. House Physician. JAN 2.4 2010
Duties involved assessment of obstetrig paE&;n?*‘s;ﬁl’lf;ﬂ:al assisting, and
fetal monitoring interpretation.G1 * n
118y
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6/1992 - 6/1994 The Jewish Hospital, Cincinnati, Ohio. Duties identical to duties at
Mercy Hospital, Anderson.

HONORS

Dr. Felicia Stewart Award for Reproductive Health Leadership
American Public Health Association, Denver, CO. October, 2015

Dr. David Gunn Lifetime Achievement Award.
Abortion Care Network. St. Petersburg, FL. January, 2016.

Helen Rodriguez Trias Award for Social Justice
American Public Health Association, Chicago, IL. November, 2015.

Margaret Sanger Award
Planned Parenthood Federation of America. January, 2015.

Moody-Patterson Award for Leadership in Reproductive Justice.
Religious Coalition for Reproductive Choice, Washington, DC. January, 2013.

George R. Tiller, MD, Abortion Provider Award.
Physicians for Reproductive Health, NY, NY. June, 2013.

Citizen of the Year. Men’s March Against Violence.
Men’s March Against Violence, Honolulu, Hawaii. October, 2004.

Berea College Outstanding Young Alumnus Award.
Berea College Alumni Association. November, 2001.

NAACP Freedom Fund Banquet, Community Service Award,
NAACP, Merced County, CA. October, 1996.

National Health Service Corps Director's Award.
U.S. Department of Health and Human Services, San Francisco, CA. October, 1995.

V. Bradley Roberts Award, The Christ Hospital, Cincinnati, Ohio. ENTE p/f Y
University of Cincinnati OB- GYN Residency Program. June, 1994. ' { Z/,/ ®
JANGAAD

University of Cincinnati Esprit de Corps Award.
University of Cincinnati OB- GYN Residency Program. June, 1994.

gt 1Y AR AL
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University of Cincinnati Resident Research Day, Third Place.
University of Cincinnati OB- GYN Residency Program. June, 1994.

Executive Chief Resident, Department of OB-GYN.
University of Cincinnati OB- GYN Residency Program. 1993-1994.

J. Bates Henderson Medicine Scholarship.
Berea College. November, 1986.

E.R. Brann Good Citizenship Award and the Homer E. Williams Award for Promoting
Interracial Understanding.
Berea College, 1984.

TEACHING ACTIVITIES

Clinical Instructor, Northwestern School of Medicine.
OB-Gyn Dept. 2006-2008

Assistant Professor, Medstar/Washington Hospital Center Obstetrics and Gynecology Residency
Program. 2008-2013
Clinical Instructor, University of Michigan School of Medicine, OB-Gyn Dept. 2006-2008

Faculty Advisor, Fourth Year Resident Class University of Hawaii Residency Training Program.
2004-2006.

Presenter, Merced County African-American Educators Association's Booker T. Washington
Revisited Minority Student Career Fair. September, 1994, 1995, 1998.

Consultant, Merced County School Board Sex Education Curriculum Review Committee.
12/1995

EXTRAMURAL INVITED PRESENTATIONS

eNTR %
“Domestic Violence: When Love Hurts. Implications for F amily Planning” OB-Gyn Grand g o
Rounds. IAN g

Georgetown/Washington Hospital Center, Washington, DC, September 13, 2012

s 0707 .
“Becoming Marginal Individuals: Challenges of the Modern Abortign, {-{fr fm‘r:‘d@"‘{'.l.‘P-r%géM’anon,
Medical Students For Choice Regional Conference. Phila&cl hia PA April 27, 2012
AISY
AAA3Y
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“Reproductive Justice”. Panelist, National Abortion Federation Annual Meeting,
Vancouver, British Columbia April, 2012

“4bortion and/or Religion: Whats your Connnector?”. Physicians for Reproductive
Choice and Health Leadership Training Academy. New York, NY, March 1, 2012.

“Miscarriage Management”
Grand Rounds, Aurora Health Systems, Milwaukee, W1, November 1, 2011

“Black Infant Mortality: The Role that Men Can/Don t Play”. Project Blossom Conference:

Place, Race, and Poverty. Nashville TN, September 30, 2011.

Commission on Paternal Involvement in Pregancy Outcomes. Panelist, Capital Hill briefing,
U.S. House of Representatives. Washington, DC, May 20, 2011.

“Reclaiming the Moral Center”. Panelist, National Abortion Federation Annual Meeting,
Chicago IL, April, 2011.

“Reproductive Justice: Becoming the Change T} hat You Wish To See”. Presentation, American
Medical Student Association National Conference, March 13, 2011.

“Abortion and/or Religion: Whats your Connnector?”. Physicians for Reproductive Choice and

Health Leadership Training Academy. New York, NY, February 28, 2011.

Champions of Choice Awards Luncheon, Planned Parenthood Metropolitan Washington.

Keynote Speaker. Washington, DC, October 20, 2010.

“Essentials of First Trimester Abortion”
Grand Rounds, Aurora Health Systems, Milwaukee, WI March 25, 2010

e Expectant Father”. Plenary Speaker, National

“Tt Tukes Two to Tango: Defining the Role of th
Washington, DC. March 14-17,

Healthy Association 11t Annual Spring Conference,
2010

“Challenges for Abortion Providers of Color: When You Are Not The Provider She Wanted”
UCSF Psychosocial Workshop for Abortion Providers, March 13, 2010
ENTERE™

“Frirst Trimester Abortion”. OB-Gyn Grand Rounds. Meharry Medical College,
AN 2 4 2020

Nashville TN January 13, 2010.

“Male Contraception: If You Build It, Will They Come” enil) Wy R Wil WA

WS



Family Planning Faculty Development Course, Kwame Nkrumah University of Science
and Technology Kumasi, Ghana. J anuary19, 2010

“Disparities in Reproductive Health™
Racial and Ethnic Health Disparities Course, George Washington School of Public

Health.
September 22, 2009

“Long Acting Reversible Contraception (LARC): Dispelling the Myths, Embracing the

Evidence.”
National Medical Association Annual Conference. Las Vegas, Nevada. July 27, 2009

“Domestic Violence: When Love Hurts”
Lunch Lecture, Planned Parenthood, Metropolitan Washington, July 7, 2009

“Office Based Management of Early Pregnancy Loss™
OB-Gyn Grand Rounds, George Washington University , Washington, DC. April 29,

2009

“Essentials of Second Trimester Abortion T
Resident Lecture, Washington Hospital Center, March 13, 2009

“Emergency Contraception”
Family Planning Faculty Development
January 22, 2009

Course, University of Ghana , Accra, Ghana.

“Male Contraception: If you Build It, Will They Come?”
OB-Gyn Grand Rounds, Washington Hospital Center. January 17, 2009.

“Surgical Abortion”
Medical Students for Choice Clinical Seminar, Wayne State School of Medicine

“Male Contraception. If you Build It, Will T hey Come?”’
OB-Gyn Grand Rounds, University of Michigan , Ann Arbor, MI. November 29, 2007

“Unmet Contraceptive Need in U.S. Men Ages 15-44".
Poster presentation, Association of Reproductive Health Professionals

Minneapolis, MN. September 26,2007
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“MVA for Early Pregnancy Loss™
OB-Gyn Grand Rounds, Kapiolani Medical Center for Women and Children
Honolulu, Hawaii. August 9, 2007

“Contraceptive Counseling, Reproductive Freedom, and the Impact of Family Planning in the
Afvican -Ameriean Community”

National Medical Association Annual Conference

Honolulu, Hawaii. August 6, 2007

“Unmet Contraceptive Need in U.S. Men Ages 15-44".
Family Planning Fellowship Annual Meeting, San Diego, CA. May 4, 2007

“Domestic Violence in Pregnancy”
Healthy Mothers Healthy Babies Coalition of Hawaii Annual Conference: New Frontiers
in Maternal and Infant Health Care: Ethics, Outcomes and Practices in the 21st Century".
Honolulu, Hawaii. June 8, 2006

« Sound The Alarm: Non-medical Health Hazards for Women".1. Not to People Like Us: Domestic
Violence in Upscale Relationships/Marriage, 2. The Implications of the Reversal of Roe vs. Wade For You, Today s

Black Woman 3. The New Face of HIV/AIDS: The Move From Gay White Men to Heterosexual Black and Brown
Women: You!”

Pfizer Women’s Health Lecture, Spelman College, Atlanta Georgia. April 3, 2006

“Physician Response to Substance Use in Pregnancy: When Women Behave Badly”
State-wide Grand Rounds Tour to Maternity Hospitals Throughout Hawaii, March-
December, 2005. Nine Hospitals throughout the Hawaiian Islands. Sponsored by March
of Dimes, Hawaii.

“Domestic Violence: Evidence for Screening.”
OB-Gyn Grand Rounds, University of Cincinnati Residency Program.
Honolulu, Hawaii. June 1, 2005

“Lesbian Health Care”
OB-Gyn Grand Rounds, Queens Medical Center
Honolulu, Hawaii. June 28, 2004

“Lesbian Health Care: An Update.”
OB-Gyn Grand Rounds, Kapiolani Medical Center for Women and Children =~ ENTERE *
Honolulu, Hawaii. June 9, 2004
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“Contemporary Use of the Pessary: An Update.”
OB-Gyn Grand Rounds, Kapiolani Medical Center for Women and Children

Honolulu, Hawaii. September 30, 2002

“Domestic Violence: Trouble in Paradise.”
OB-Gyn Grand Rounds, Queens Medical Center
Honolulu, Hawaii. March 5, 2003

“Contemporary Use of the Pessary: An Update.”
OB-Gyn Grand Rounds, Queens Medical Center
Honolulu, Hawaii. September 30, 2002

“Maternal Mortality: Miles to Go Before We Sleep....”
OB-Gyn Grand Rounds, Queens Medical Center
Honolulu Hawaii. March 11, 2002

“Pyublic Health Response to Needle Re-Use by a Phlebotomist, Northern California 1999”
oral presentation. 2000 Centers for Disease Control Epidemic Intelligence Service Conference.

Atlanta, GA. April 15, 2000

“State-Specific Changes in Singleton Pre-term Births Among Black and White Women-United
States--1990 and 1997" oral presentation. 2000 Centers for Disease Control Epidemic
Intelligence Service Conference. Atlanta, GA. April 11, 2000

“Cesarean Section Related Maternal Mortality: California, 1995-1997"
Oral presentation, 1999 American Public Health Association Conference.
Chicago, IL. November 7, 1999

“Perceptions of Weight Gain during Pregnancy by Women: California Women's Health Survey
1998~
Poster presentation. 1999 National Substance Abuse and Mental Health Conference for
Women, Department of Health and Human Services, Los Angeles, CA. June 27-30, 1999.

“Cesarean Section Related Maternal Mortality: California, 1995-1997"
Poster presentation. 1999 California Maternal and Child Health Conference: Capitolizing
Our Resources, Sacramento, California. May 24-25, 1999.
Poster presentation, | CDC/HRSA Maternal-Child/Infant Health Epidemiology ENTE /]
Workshop, Atlanta, GA. December 8-9, 1999. ’ é l%/")
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Oral presentation. 1999 California Maternal and Child Health Conference Sacramento,
California. May 24-25, 1999.

“Pregnancy-Related Morbidity in African-American Women: California, 1997

Oral presentation. California Department Of Health Services Black Infant Health Program Provider
Training Meeting, Sacramento, CA. May 23, 1995,

“Tyends in Perinatal Outcomes. California I 990-97”
Oral presentation. CA Department of Health Services, Regional Training for the
California Comprehensive Perinatal Services Program. Santa Barbara, CA. February

10-11, 1999.

“Maternal Mortality Surveillance in California- Proposal of a Surveillance System based on

Hospital Discharge Data™
Oral Presentation. Epidemiology Grand Rounds, Centers for Disease Control, Atlanta

GA. October 27, 1998.

“Needs Assessment for a Middle School-based Health Center: Assessment of Inner-City Boston

Public School”
Oral presentation. Family and Community Health Practicum, Harvard University School

of Public Health, May 5, 1998.

"Medical Management of Ectopic Pregnancy "
Lecture. UC-Davis Merced Family Practice Residents, December 12, 1996.

"Pelvic Inflammatory Disease"
Lecture. UC-Davis Merced Family Practice Residents, December 26, 1995.

"ddolescent Pregnancy”
Oral presentation. National Health Service New Provider Orientation Conference, Region

1X, San Francisco, CA, October 13, 1995.

"Amniocentesis”
Lecture. Merced Community Medical Center Obstetric Labor and Nursing Seminar,

August 11, 1995.

"Preterm Labor- Curent Thought”
Lecture. Merced Community Medical Center Obstetric CME Program, February 5, 1?,9!%?
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Teen Alliance for Prepared Parenting, Washington Hospital Center, Washington, DC. 2009-
Present. Community Advisory Board.

Religious Coalition for Reproductive Choice, Washington DC. May 2012 to present Board of Directors
Berea College Alumni Executive Counsel, Berea, Kentucky
1997-2002. President of the Counsel, 2001-2002.

Domestic Violence Clearing House Hotline and Legal Services, Honolulu, HI. September, 2002-
May, 2006. Board of Directors.

Health Mothers, Healthy Babies- Honolulu, HL March, 2004 —May 2006.
Board of Directors. Nationally-affiliated non-profit community agency devoted to advocacy,

education, and policy development for perinatal health in the state of Hawai.

Planned Parenthood Federation of America- Hawaii Affiliate. 1/2005-5/2006
Board of Directors

American Public Health Association, 1998-2006.
American College of Obstetrics and Gynecology, 1990-1996, 2006-present.

National Medical Association, 7/1995-present.
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Recipient: AR - Arkansas State Medical
Board

Delivery Date: 12/11/2019
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examinallon transeripls) in the physicidn’s source file,

Tris FGVS Modical Prol a0 tion Pretilo {Praflle’} s compitod aind pravided by tho
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I, the undersigned, hereby certify under oath that | am the person named in this application, that all
statements | have or shall make with respect thereto are trus, 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 or copies thereof furnished or to be furnished with respect to my
application are strictly true in every aspect.

| acknowiedge that | have answered ali questions 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.

| authorize and request every person, hospital, dlinic, 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 Federation Credentials Verification
Service any such information, 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 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 connaction with this application.

Your seal (or stamp)

must be partly 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 furnishing information, of any and all liability of every nature and kind
the applicant. arising out of investigation made by the Federation Credentials Verification Service. | authorize the
ﬁggﬁﬁ'ation Credentials Verification Service to release information, material, documents, orders or the like
;@v&!wﬁé&?me or this application to any entity at my request.
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Applicant’s Printed Last Name
Wiliie J
Applicant’s Printed First Name, Middle Initial, and Suffix (e.g., Jr.)

12/08/2019

Date of Signature (must correspond Lo date of notarization)

state of Virginia , County of James City .,
1 certify that on the date set forth below the individual named above did appear personally before me and that | 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 docunsnt are subsg ihod and sworn to before me by the applicant on this Q8 day of December , 20_1_%
%u % "t ko
—

a-
Notary Public Signature:

0773112022

My Notary Commission Expires:

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

400 FULLER WISER ROAD | SUITE 300 ! EULESS, TXx 76039 | TEL(B17)868.5000 |
©2014 Federation of Slate Medical Boards
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Biographic Information

Medical professional Name(s): Parker, Willie James

Place of Birth: abama, UNITED STATES

Contact Information

Credentials Analysis Information for Identity

There is no Omission/Discrepancy/Miscellaneous information identified.

Date Parker, Willie James FID
December 11, 2019 206149312



CERTIFICATION OF IDENTIFICATION
Certification by Notary Public Is Required

Applicant Full Legal Name: Parker Willie James
Last Ficst Middie

FCVS ID Number:_ 206149312

Notary — Please complete the section below:

Srare 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 presented one of the following forms of identification as proot of his/her identity (Birth Certificate
or 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

(Day)__ 08, of (Monthy DECEMbET (ey2019
Notary Public Signature: Horme 6%’43“4 ke
Commission Expiration Date* (Month) 07 /Day) 31 /(Year) 2022

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

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

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

NotaryCam DoclD:5dedc1af13f19a52685e42fc
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Medical Education

Medical School: University of lowa Carver College of Medicine
Location: lowa Gity, 1A
UNITED STATES

Credentials Analysis Information for Medical Education

There is no Omission/Discrepancy/Miscellaneous information identified.

Date Parker, Willie James FID
December 11, 2019 206149312
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VERIFICATION SERYICE

FCVS

FEDERATION CREDENTIALS Postgraduate Training fs@ ,I-.

Postgraduate Training

Accreditation ID: 2203821229

Institution: University of Cincinnati Medical Center/College of Medicine Program
Location: Cincinnati, OH
UNITED STATES

Accreditation ID: 3800532008

Institution: University of California (San Francisco)/University of California School of Publ
Location: San Francisco, CA
UNITED STATES

Accreditation ID: None

Institution: University of Michigan Health System
Location: Ann Arbor, M|
UNITED STATES

Credentials Analysis Information for Postgraduate Training

Issue:
The Verification of Post Graduate Training Form from University of Michigan Health System dated 07/01/2006
to 06/30/2008 reported in the Chronology of Activities is not included in the Profile.

Solution(s):
FCVS does not obtain verification of non-accredited training programs.

Date Parker, Willie James FID
December 11, 2019 206149312
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This is to certify that

WILLIE J. PARKER, M.D.

served as a
RESIDENT

in

OBSTETRICS & GYNECOLOGY

July 1, 1990 - June 30, 1994
In witness whereof, we have hereunto affixed our names and

fg{\c-n{“ ‘)f

Professot pod Chatimen, Depariment of Obstetrics and Gyneeology

attached the official seals of the University and Hospital.

OW. o g,

Dean, College of Medicine
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Licensure / Examinations

Exam: NewFLEX

Credential Analysis Information for Licensure / Examinations

There is no Omission/Discrepancy/Miscellaneous information identified.

Date Parker, Willie James FID
December 11, 2019 206149312



