PHYSICIAN (M.D.) Received by Board RE
APPLICATION FOR LICENSUR w&gﬂ . ic‘éﬁ.@No.
NEVADA STATE BOARD OF J 0g
MEDICAL EXAMINERS DEC 16 2015 neva, 2616 No.
1105 Terminal Way, Suite 301 Reno, Nevada 89502 A STAT
Phone (775) 688-2559 NEVADA s se omﬂ/’EchA L EXE BOa
—— S .—.ﬁ.._!__.“." -
Identity: j ~FIWNERS
1. Present Legal Name T 0eess CAvLA Elaese
Last First Middie Maiden

List any other name(s) ever used

Address:

The Public Access Address will be available to the public on the Board's website, and will also be your contact address once licensed. It can be changed if the
Licensee completes the Notification of Address Change form available on the Board's website: www.medboard.nv.qov.

The Malling Address that you choose will be used for communication only during the application process. It can be one and the same.

2. Public Address 1226 Cayexano Dr Napor Mga C A F45579
Street * City " County State Zip
rﬁ Please check if you choose to have your Mailing Address the same as the Public Address you have entered above.

3. Mailing Address

Street City County State Zip

4. Telephone Numbers (g 32) 721-Y273 ( ), ( ) (
Office Fax Home Cellular (Opticnal)
Email address __ = s

: ¥ 2

5. Date of Birth b Place of Birth H Gender_x M
(Month / Day / Year) (City, State, Country)

6. Citizenship: U.S. Citizen X Alien Registration # : Employment Authorization # Visa

Submit a Certified Birth Certificate or original Certificate of Naturalization or current U.S, Passport or copy of the front and back of your Alien
Registration card, Employment Authorization card or Visa. Please note: Copy of the document authorizing your name change (marriage license,
divorce decree, eic.) must be included.
=
7. Social Security Number __ Color of Eyes Color of Hair Height __ - Weight

NRS 630.197(1)(a) An applicant for the issuance of a license to practice medicine shall include the social security number of the applicant in the application submitted
to the Board.
NRS 630.165(5) The applicant bears the burden of proving and documenting his qualifications for licensure.

Questions:

For the purposes of the following questions, these phrases or words have these meanings:

“Ability to practice medicine” is to be construed to include all of the following:
1. The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned medical judgments and to leam and keep abreast of medicai
developments;

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

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

“Medical condition” includes physiological, mental or psychological condition o disorder.

“Chemical substances” is to be construed to include alcohol, drugs or medications, including those taken pursuant to a valid prescription for legitimate medical
purposes and in accordance with the prescriberls direction. :

FOR ALL "YES" RESPONSES TO THE FOLLOWING QUESTIONS, YOU MUST SUBMIT
YOUR SIGNED WRITTEN EXPLANATION(S) ON A SEPARATE SHEET ATTACHED TO
YOUR COMPLETED APPLICATION FOR LICENSURE FORM.

8. Do you currently have a medical condition which in any way impairs or limits your ability to practice medicine with reasonable skill and safety? X
(If “Yes," attach explanation on separate sheet.) Yes No

9. If you currently have a medical condition which in any way impairs or limits your ability to practice medicine, is that impairment or limitation reduced or ameliorated
because of the field of practice, the setting, the manner in which you have chosen to practice, or by any other reasonable accommodation? /<

(If “Yes," attach explanation on separate sheet.) Yes No ' N/A

10.  If you currently use chemical substances, does your use in any way impair or limit your ability to practice medicine with reasonable skill an$éafety?
L No

(If “Yes,"” attach explanation on separate sheet.) Yes N/A

11.  Have you failed to initiate the performance of public service within one year after the date the public service is required to begin to satisfy a requirement of your r;zeiving
a loan or scholarship from the federal government or a state or local government for your medical education? Yes ; No
(If “Yes,” attach explanation on separate sheet.)




'I!\/Ialbract'it:e- Questions:

12, Have you EVER been named as a defendant, or heen requested o respond asa defendant toa legai action |nvol\nng professnonal liability, or >?)racuce  including.any

mllnary tort claims if appilcabla? Yes.: No

:123. ‘Have you EVER had-'a prufessional lizbility, malpractice, claim paid on your behalf, or paid sucha claim yourself including any reilite(y tort elaiﬁ?s if applicable?

i \Yes _.__ No

:




Arrest Question:

13. Have you EVER been arrested, investigated for, charged with, convicted of, or pled guilty or nolo contendere to any offense or violation of any federal
(including the Uniform Code of Military Justice), state or local law, or the laws of any foreign country, which is a misdemeanor, gross misdemeanor, felony,
violation of the Uniform Code of Military Justice, or synonymous thereto in a foreign jurisdiction, excluding any minor traffic offense (driving or being in control of a
motor vehicle while under the influence of a chemical substance, including alcahol, is not considered a minor traffic offense), or for any offense which is related to
the manufacture, distribution, prescribing, or dispensing of controlled substances? *Please note that you MUST disclose ANY investigation or arrest, including
thase where the final disposition was dismissal, or expungement. ' Yes No

(If “Yes,” attach explanation on separate sheet.)

Nevada License History: | %Ei VED

14. Have you previously applied for medical licensure in Nevada (including in a Residency program)? EC ’ 6 20,5 Yes >< No
(If “Yes,” attach explanation on separate sheet.) [ VA

Medical School and Postgraduate Training History:

15. List names and addresses of all medical schools attended. HAVE EACH MEDICAL SCHOOL SUBMIT AN OFFICIAL TRANSCRIPT DIRECTLY TO THE BOARD.
Medical School Name City/State/Country Place Where Dates of Attendance
Instruction Received From (Mo./¥r.) To (Mo./Yr.)

Uil gneity 08 TX - dsusbhon Suiung Gadon  Ygpabo, TX &[98~ 6/07

(All information must begin on the application. If more space is needed, please attach separate sheet.)

16. Daoctor of Medicine Degree granted by:

Medical School Name City/State/Country Exact Date of Issuance
(Month/Day/Year)

L&»‘l;‘fma,@ of TX - Hoanlr Sevww (Ludba Higahr . TX 6/01 /2002

17.  List all ACGME" approved postgraduate medical education you have received as an Intem, Resident or Fellowship in the United States or Canada.
*Accreditation Council for Graduate Medical Education

Pastgraduate Hospital/ City/State Specify Type of Dates of Attendance
Year Institution (I =Internship or R = Residency) Specialty From (Mo./Yr.) To (Mo./YT)
(e.g. PGY1, PGY2, etc.) (F = Fellowship)
YN\ Leesler Wiedwl (lentev Biloxi, WS L o8~iywn 6/oz - G:/E) 2
G e o MNaval Medleul Couler SANDIEGO  Ch R OBy pfoE— 6/0@,

(All information must begin on the application. If more space is needed, please atlach separate sheet.)

18. List nan-ACGME Fellowship training or non-ACGME combined postgraduate medical education attended in the United States or Canada.

If combined program Hospital/ City/State Specify Type of Dates of Attendance
list Postgraduate Year Institution (I =Internship or R = Residency) Specialty From (Mo./Yr.) To (Ma./Yr.)
(e.g. PGY1, PGY2, etc.) (F = Fellowship)

(All information must begin on the application. If more space is needed, please attach separate sheet.)

19.  Have you EVER been the subject of an investigation (including matters that resulted in no adverse action or outcome to you), have you resigned, been dismissed, or
have any actions, restrictions, limitations, probations, terminations or any other disciplinary actions ever been imposed on you while participating in any type of training
program? (If “Yes,” attach explanation on separate sheet.) Yes No

20. fyou graduated from a medical school located outside the United States of America or Canada, list your ECFMG#:




Examinations:

21. For each of the following licensing examinations, list the location, parts and da&%@ﬁz{éﬂ s obtained. (Also include failed examinations.) FOR
EACH EXAM TAKEN, HAVE CERTIFICATE OF SCORES SUBMITTED FROM THE TESTING IRECTLY TO THE BQARD OFFICE.

21a, STATE Written Examination: JAN 0g 2018
Location Date (Mo./Yr.) NEv4 DA STA Results (Scores)
ME IE

21b. NATIONAL BOARD (not ABMS Board certification): (ALSO INCLUDE ALL INFORMATION PERTAINING TO ANY AND ALL FAILED EXAMS)

Part Taken Date (Mo./Yr.) Results (Scores) R E
NEI[A' S’TST 20’5
(If more space is needed, please attach a separate sheet of paper.) ' A
"EDicy, ‘éﬁ%o Or
21c. FLEX (Federation Licensing Examination): (ALSO INCLUDE ALL INFORMATION PERTAINING TO ANY AND ALL FAILED EXAMS) ’NERS

Date (Mo./Yr.) Results (FLEX weighted average)

(If more space is needed, please attach a separate sheet of paper.)

21d. USMLE (United States Medical Licensing Examination); (ALSO INCLUDE ALL INFORMATION PERTAINING TO ANY AND ALL FAILED EXAMS)

Step Taken Number of Attempts Date (Mq.lY r.) Results (Three DEQil Scores) _
# | \ Sfer /o0’ Trescd Gk
+ 2 \ worrz! ofoy’ Tass<l 209
A4 7 \ &lot, q!@fpf ?&9_5&& 20

(If more space is needed, please attach a separate sheet of paper.)

21e. LMCC (Licentiate of the Medical Counsel of Canada): (ALSO INCLUDE ALL INFORMATION PERTAINING TO ANY AND ALL FAILED EXAMS)
Part Taken Date (Mo./Yr) Results (Scores)

21f. SPEX (Special Purpose Examination):
Date (Mo./Yr.) Results (Score)

Specialty:
22. State your scope of practice / specialty (ies) %%M < -@k-{ t\M&]OCI‘ \-&

23. Listany and all certifications and re-certifications by a board or sub-board recognized by the AMERICAN BOARD OF MEDICAL SPECIALTIES (ABMS).
INCLUDE ALL INFORMATION PERTAINING TO ANY AND ALL FAILED ATTEMPTS.

ABMS Primary Board Specialty Board If you are Lifetime Board Certified, Certification # Dates of Certification and
indicate “Lifetime” Recertification (Mo./YT.)
‘ - - . iz
Anyrniea,  Boord of O%?}jf*’ﬂ‘cs 1 @unecohqu’ Q01308 65/200?
I =l

Recerdiia fvin iZ/go; &
Coerhiey o higw  gunual 1zt 2007= 2015
e

- 4



Level 2, T

Activities: e By o o WY | o e T ' JAN' PN
247 Account for, in chronological order, all activities since graduation from medical 0ol /X I0ODS OF TIME MUST BE ACCOL\IEE@&:B. tgréies include
Postgraduate Training, Medical Practice/Physician, Non-Medical (such.as seeking ernpfoyrg% ibAT !Bo%n&lﬁni, and Bé@qg% ﬂa;q#‘b
Curriculum Vitae cannot be submitted in Ileu of your answer fo this question. : EDICAL: EX MINERS : XAMINER S OF

Activities : Lécation (City/State/Country) - . From (Mo./Yr.) To Mosyr) ~ Percent Clinical (%).

I{Hehték{@ T "E{ldx‘;;m‘é "'5/0“2"-"'(;’_/5‘3& : /oo
Qeﬁi'o/e};m.{ i Sanf—.‘D)%ya, Ch : '6/'93. % eél/bz; PN
}/KJMW‘L_'{ !!\g-s.fcl;_nmuo{ /thfn"c-cm ivy Lag‘l’/'cct,qs, WL /o8- 5:/2’0,{{ /o0 /s
m;zumﬁ, 'A55,1?,,mm¢-‘/p;;?§,@:,,4 3 Wayi’g Ars, Cp Lol < st /‘_o@‘/

(All information must begin on the application. If more space is needed, please attach separate sheet.)

25, List below the requested information for ailospitals or surgery.centers in which you ARE, OR HAVE EVER BEEN a staff member at any level during the last ten years,

If none, please indicate: Do nat Ii‘stinternsh‘rg,residencxdrféllows'higafﬁliation. ket Lo R . ) R

. n T SRR 4 5B Rl Ba e =y ol Dates of Appointment

o Hospital . foit g TR, o Complete Mailing Address . L : ikt ; From (Me./Yr) To (Mo.fYr.)

- Mikee 0 'Callaghan Fedeval  Hosplel 4700 W) /pe Vegee Blvd NV ¥9[3/ = &/06-5/n
Waid Gond Ml Cadr 1O\ Bodin Ciede  Tvavis, AR, CA 92885 s/n Z = Qurria
Qlyeple Medol Leder 257 Conline S Bt Mg, 0 362 Sowis = pfis

i '(Au‘ihfonﬁatit_j‘n must begin on the apblibatiiun’, if more space is needed; please attach "s'eﬁafqié-sh'eetf) i

26. ‘List ari'y:andjall licenses Y'OI.Il'HOLD OR HAVE HELD (including pbstgkéduate t_rairiing.{resider'lt Iz'c'ené'es)-io practice medicina in any state, territory or country.
Note: You will ot be required to verify your training licenses by direct source. " P : e : :
: Stateﬁé‘rrit@ry Lo License # ' ! Dateof Issuanca . * =~ . Status® .
Country . -~ ., S L ; C(ModYry L A

Mo 8736 vedsees wjot' Adive
LA i GOSIYSR ] S VWit
I(V\5 o i YZ/E‘%H‘P‘/V\}- G ot D _._‘0':!‘-'51_3;:! i i\;\achvc

~ (Allinformation must begin uh_ the application, if more space is needéd, please attach separate sheet,)

: % £ ! 3 " . ‘ - - - : . 0 Py :
27:  Have you EVER been denied a license, permission to practice medicine or any other healing art, or permission to take an. examination to practice medicine or any other
healing art in any state, country or U.S. territory? . ¢ (If “Yes,” attach explanation on separate sheet.) e 0 : 4 i Yes: ¢ . No

+28.  Have you EVER had a miedical license or license to practice any other healing art re&oked,'susp'ended. limited, or restricted in'any state, country or U.S: terri'tory?'
: o (If “Yes," attach explanation on separate. sheet,) 2 Yes : No

29. Have you EVER" voluntarily sUrrenderéd a'license to hr."actice mediciﬁe dr any other héaring artin any state, country or U.S. territory in lieu of disciplinary a%n?
? (If “Yes," attach explanation on separate sheet.) - G : 2 Yes No

30., Have you EVER been denied meﬁbérship, asked to resign, or expelied flom a medical su&iéiy or other professional medical organization? . :

: ; g, 3 . (if"Yes,” attach explanation on separate sheet.) g : " Yes X No
31. 'Have you EVER been: a) asked torespond to an inves'ti‘gatibn; b) notified that you were under investigation for; c) investigated for; d) charged with: or e) convicted of any
violation of a statute, rule or-regulation governing your practice as a physician by any medical licensing board, hospital, medical society, governmental entity or agency other
than the Nevada State Board of Medical Examiners? - (If “Yes,” attach explanation on separate sheet.) . i " Yes x No

32. Have you EVER surrendered your state or federal controlled substance registration or had It revoked or restricted in any way? ; yés ; X ‘No
et : il * (If“Yes,” attach explanation on separate sheet.) S ' J Tk

33. Listall hospitals where you have had staff privileges denied, suspended, limited, revoked or not renewed by the hospital. List any (all) resignations from any
medical staff in lieu of disciplinary or administrative action, (Please Note: Do not include suspensions or restrictions for failure to complete hospital medical records,
attend hospital department or staff meetings, or maintain required malpractice insurance.) . ' ; 5 : :
- Mailing Typeof Dates of Action )
Hospital Address. . Action From (Mo./Yr.) To (Mo./Yr.)

PN !lf\
I\J/m

(Allinformation must begin on the application, if more space is needed, please attach separate sheet.)




rerEmE LN J g,

Attestations/Affirmations:
CHILD SUPPORT STATEMENT

The law of the state of Nevada requires that all applicants for issuance of a license be required to provide the following
information concerning the support of a child. You are advised that this questions is part of your application, your response is
given under oath, and any response hereto which is false, fraudulent, misleading, inaccurate or incomplete, may resuit in your

application being denied. You must mark one of the following responses, and failure to mark one of the responﬁémay resultin
denial of your application. ' CE’VED
Please place a check mark next to one of the following statements: QEC 16 2

015

(a) 1am not subject to a court order for the support of a child: Nﬁ';/.q 437‘4 ‘
Epy e
(b) 1am subject to a court order for the support of one or more children and am in compliance with tﬁ@bﬂﬂpﬁ%“ﬂb OF
am in compliance with a plan approved by the district attorney or other public agency enforcing the order for the repaymeng "ERS
of the amount owed pursuant to the order; OR

(c) 1am subject to a court order for the support of one or more children and am NOT in compliance with the order

or a plan approved by the district attorney or other public agency enforcing the order for the repayment of the amount awed
pursuant to the order.

ATTESTATION REGARDING THE REPORTING OF THE ABUSE OR NEGLECT OF A CHILD

| attest and affirm that | am aware of and understand the reporting requirements found in Nevada Revised Statute 432B.220
regarding the abuse or neglect of a child. 7<ayes No

www leg.state.nv.us/NRS/NRS-432B . htmlI#NRS432BSec220
SAFE INJ ECTION PRAC_JTICEfA'ITESTAT]ON

ATTESTATION TO KNOWLEDGE OF AND COMPLIANCE WITH THE GUIDELINES OF
THE CENTERS FOR DISEASE CONTROL AND PREVENTION FOR APPLICANT PHYSICIANS

| hereby attest to knowledge of and compliance with the guidelines of the Centers for Disease Control and Prevention concerning
the prevention of transmission of infectious agents through safe and appropriate injection practices. | also attest that any person
who is currently, or will be under my control as their supervising physician in the future, and who is not licensed pursuant to
Chapter 630 of the Nevada Revised Statutes and whose duties involve injection practices, has knowledge of and is in compliance
with the guidelines of the Centers for Disease Control and Prevention concerning the prevention of transmission of infectious
agents through safe and appropriate injection practices. Yes No

http://www cdc.gov/injectionsafety/IP07_standardPrecaution.html

COMMUNICATIONS AFFIRMATION

Consent to accept communications and service of process from the Nevada State Board of Medical Examiners (Board)
by electronic mail, for physicians and physician assistants who practice medicine in the state of Nevada or via
telemedicine and whose physical presence exists outside the state of Nevada or the United States.

| am willing to accept Board communications to me, to include service of process as defined under Nevada Revised Statute
(NRS) 630.344, via electronic mail (more commonly known as e-mail). Further, should the electronic mail address provided below
change for any reason, | agree to apprise the Board in writing of my new electronic mail address within 30 days after the change.

Printed Name of Applicant/Licensee: Qarla “Fooous

Signature of Applicant/Licensee:

Electronic Mail Address:

PAGE -6-



MILITARY SERVICE ATTESTATION (i

Have you ever served in the United States Military (to include National Guard or Reserves)? X ves No
If your answer is “No”, you do not have to complete the remaining questions for the Military Service Attestation.

If yes, which branch of service did you serve? B Air Force RECE]VED
O Army
O  Nawy D 4 5§
O Marine Corp NEy 215
O Coast Guard Méq A s TAT

Military occupation specialty or specialties? O Administration or Personnel O logistics or Supply X#Mm OF
O Aviation % Maintenance
| Civil Engineering ] Medical Services
O Communications | Security Forces or Military Police
O Infantry or Armor O Other
| Legal or Chaplin Corps

Dates of service in the Military: From 6l / Ob/ 2002 To S/ \Z; ZO¢S

DD VM YYYY oD MM YYYY
cus

APPLICANT PHOTOGRAPH

ATTACH A FINISHED PHOTOGRAPH OF PASSPORT QUALITY
OF YOUR HEAD AND SHOULDERS ONLY.

PHOTOGRAPH MUST HAVE BEEN TAKEN WITHIN THE LAST
SIX MONTHS AND BE AT LEAST 2" x 2" IN SIZE.

| hereby certi®* that the ananmm}ranh is a true likeness of me taken within the last six months.

)S Peg Zors
Sighatutfe of applicant Date

PAGE -7 -



APPLICATION AFFIRMATION |

il o Carla El'isSc' Toeé,@"S_ L DECMPUE

L]

tull : - L F——

! St s A s s UM T 7 VDo AT g
being duly sworn, depose and say. That the answers to the foregoing questions and statemen@_‘ .' ein
- the above application; as well as-any and all further explanations contained ‘on any separate attached
- pages, are true and correct, that | am the person named in the credentials to be submitted, and that the
same . were  procured: in- the.. regular course ' of " instruction and - examination - without. fraud ~.or

, rhis'representa_tidn.‘ I understand that if any of my responses on this application are false, fraudulent,
m‘isleading,‘inaccu_rate, or incomplete, my application for licensure will be denied." o -

| am responsible to keep the Béa"r‘d_info;'med"of any circumstance or event that would require a change to

my initial responses providedto the. Board'in- my application for licensure, and which occurs prior to my
being granted licensure to/pra tice medicine in the state of Nevada. - el o gatiany b

-7 . Signature o1 apmicant : ] T e = Date.

State of

\po '-_“IO_\.County‘;f_ SO\O\_V\ R
et 2 & S Subscribed and.swc_:m_tp_befo'réme this AN day of
(NOTARYSEAL) i AR i i QP(‘@N\\D@(“ h o 2T T P
s S e o gnag LISy 0BT Notary;r.:u_bl,icfor.thé State of ;T-;‘.HQ- : ]b 0 SCJID_?L_‘.{ .
= ; My Cdrﬁmissjcn E)&pi(as; i QE:. ND\J\_-—( A 7
Waus RER (K
Lty ) T Stater

. Paralegal,

STACEY L. LOW, TSgt, USAF
. Notary by Federal Statue Title 10 USC 10442

Residing at:,

END OF APPLICATION




LIST OF MALPRACTICE INSURANCE CARRIERS ey, 0&‘/

. ) N 404 ) 4 20}5
If you answered affirmatively to questions #12 and/or #12a on the Application for Licensure, list all malpractice carﬁ’é}% 4{7;] rﬁ&o
' Xy AR
Ay, (] Or
Carl o Tovoss R ¥

Name of Insured:

Insurance Company:

Address:

Phone Number:
Fax Number:
Policy Number:
Dates:

Insurance Company:

Address:

Phone Number:
Fax Number:
Policy Number:
Dates:

Insurance Company:

Address:

Phone Number:
Fax Number:
Policy Number:
Dates:

Insurance Company:

Address:

Phone Number:
Fax Number:
Policy Number:
Dates:

Insurance Company:

Address:

Phone Number:
Fax Number:
Policy Number:
Dates:

Me Toce, Medicol Qgerm Aqwm,a—-\
WS Ale toecs | Laddond AED 78235
CLU?.QNT

(If more space is needed, please copy this page or attach a separate sheet.)



ATTENTION APPLICANT! OEC 445
!\IEVADAS 2005
RESPONSIBILITY STATEMENT  "®ca/28 80,
ﬂﬂA!E»RSOh

Please sign and return this statement with your application for licensure to:
The Nevada State Board of Medical Examiners
1105 Terminal Way Suite 301
Reno, NV 89502

Because you are applying for the privilege of practicing medicine in Nevada, you should know that our state has
some of the most stringent licensing requirements and comprehensive investigation programs in the United
States.

Via FBI fingerprinting and other investigative modalities, our licensing specialists are likely to discover if data you
have submitted on your application is erroneous or incomplete; therefore, you must answer all questions truthfully
and completely. Specifically, this includes any sanctions or disciplinary actions you may have experienced during
medical school or your postgraduate training, or any involvement you may have had with the legal system, either
civil or criminal — criminal to include charges that may have ultimately been expunged, lessened, or dismissed,
and no matter how long ago the event(s) occurred.

Explaining and documenting a problem to your licensing specialist will be much less painful than discussing your
veracity before the entire Board of Medical Examiners due to inconsistencies between your application and
incongruent input from outside sources.

ONLY YOU — NOT A LAWYER, DOCTOR, SPOUSE, OR CREDENTIALING COMPANY — ARE
RESPONSIBLE FOR READING AND ANSWERING EVERY QUESTION ACCURATELY AND COMPLETELY.

If you have any questions about your application, ASK YOUR LICENSING SPECIALIST. Our licensing
specialists are here to help you.

o O o o} o}

| have read this responsibility statement and understand that | alone am accountable for completing my
application for medical licensure in Nevada.

—)
Print your name Cacla ,L@'o;(fw’%

Sign your name
Date QQee 20 Y

Note: It is your responsibility to keep the Board informed of any circumstance or event that would require a
change to your initial responses provided to the Board in your application for licensure, and which occurs prior to
you being granted licensure to practice medicine in the state of Nevada.




Reports Home Page Back

Page | of 6

Renewal Questions for License Number 16265 ‘::;w Fawessn
& 4
Myllpense
Licensee Question Answer Date
TORRES Do you have a medical conditjon which in any way impairs or limits your
Carla ! lability to practice medicine v_wth reasopf_able skill and safety? N 4/24/2017
Elisse If you do not have a medical condition, select No.
Explanation 1: For the above question if your answer is “Yes"” for the
time period July 1, 2015 - June 30, 2017, or since your last renewal,
TORRES, |please type your brief explanation in this text box (Fields are space
Carla limited to 256 characters). Lengthy explanations or additional
Elisse information may be faxed to 775-688-2551 or scanned and emailed
fo elicensensbme@medboard.nv.qov.
If you have a medical condition which in any way impairs or limits your
ability to practice medicine, is that impairment or limitation reduced or
TORRES, |ameliorated because of the field of practice, the setting, the manner in
Carla which you have chosen to practice, or by any other reasonable N 4/24/2017
Elisse accommeodation?
If you do not have a medical condition, select No.
Explanation 2: For the above question if your answer is "Yes" for the
time period July 1, 2015 - June 30, 2017, or since your last renewal,
TORRES, |please type your brief explanation in this text box (Fields are space
Carla limited to 256 characters). Lengthy explanations or additional
Elisse information may be faxed to 775-688-2551 or scanned and gmailed
to elicensensbme@medboard.nv.gov.
TORRES If you use chemical substances, does your use in any way impair or limit
caitld ' lyour ability to practice me-d|cme with reasonable skill and safety? N 42472017
Elisse If you do not use chemical substances, select No.
Explanation 3: For the above question if your answer is "Yes" for the
time period July 1, 2015 - June 30, 2017, or since your last renewal,
TORRES, |please type your prief explanation in this text box (Fields are space
Carla limited to 256 characters). Lengthy explanations or additional
Elisse information may be faxed to 775-688-2551 or scanned and gmailed
to elicensensbme@medboard.nyv.gov.
Have you been named as a defendant, or been requested to respond as a
defendant, to a legal action involving professional liability, malpractice,
TORRES, |including any military tort claims if applicable?
Carla Y 4/24/2017
Elisse Please include: who, what, where (provide state) and when in the text box
directly below this question.
TORRES, |Explanation 4: For the above question if your answer is "Yes" for the 4/24/2017
Carla time period July 1, 2015 - June 30, 2017, or since your last renewal,
Elisse please type your explanation in this text box. j
Please fax a copy of the Complaint, Settlement and/or Dismissal,
civil or otherwise to 775-688-2551 or scan and gmail to
glicensensbme@medboard.nv.qov.
https://sbme.mylicense.com/Reports/ren_questions.aspx?person=16265&year=2017&pr... 12/11/2020



Page 2 of 6

Have you had a professional liability, malpractice, claim paid on your behalf
or paid such a claim yourself including any military tort claims if applicable?

TORRES,
gl?srlsae If "Yes" during the time period July 1, 2015 - June 30, 2017 type an 4/24/2017
explanation in the text box directly below this question.
Explanation 5: For the above question if your answer is "Yes" for the
time period July 1, 2015 - June 30, 2017, or since your last renewal,
TORRES, |please type your explanation in this text box.
Carla Please fax a copy of the Complaint, Settlement and/or Dismissal, civil or
Elisse otherwise to 775-688-2551 or scan and email to
elicensenshme@medboard.nv.gov.
Have you been arrested, investigated for, charged with, convicted of, or
pled guilty or nolo contendere to any offense or violation of any federal
(including the Uniform Code of Military Justice), state or local law, or the
laws of any foreign country, which is a misdemeanor, gross misdemeanor,
felony, violation of the Uniform Code of Military Justice, or synonymous
TORRES thereto in a foreign jurisdiction, excluding any minor traffic offense (driving
Carla " |or being in f:ontro_l of a motor.vehlcle whﬂe under the |nfluer_1ce of a chemical 4/24/2017
Elisse substance, including alcohol, is not considered a minor traffic offense), or
for any offense which is related to the manufacture, distribution,
prescribing, or dispensing of controlled substances? Please note that you
MUST disclose ANY investigation or arrest, including those where
the final disposition was dismissal, or expungement during this time
period.
Explanation 6: For the above question if your answer is "Yes" for the
time period July 1, 2015 - June 30, 2017, or since your last renewal,
TORRES, |please type your brief explanation in this text box (Fields are space
Carla limited to 256 characters). Lengthy explanations or additional
Elisse information may be faxed to 775-688-2551 or scanned and emailed
to elicensensbme@medboard.nv.qov.
TORRES Have you been denied a license, permission to practice medicine or any
" |other healing art, or permission to take an examination to practice medicine
Carla , ) z 4/24/2017
Elisse or any other healing art in any state, country or U.S. territory?
Explanation 7: For the above question if your answer is "Yes" for the
time period July 1, 2015 - June 30, 2017, or since your last renewal,
TORRES, |please type your brief explanation in this text box (Fields are space
Carla limited to 256 characters). Lengthy explanations or additional
Elisse information may be faxed to 775-688-2551 or scanned and emailed
to elicensensbme@medboard.nv.gov.
TORRES Have you had a medical license or license to practice any other healing art
" [revoked, suspended, limited, or restricted in any state, country or U.S.
Carla : i 4/24/2017
- territory?
Elisse
TORRES, |[Explanation 8: For the above question if your answer is "Yes" for the
Carla time period July 1, 2015 - June 30, 2017, or since your last renewal,
Elisse please type your brief explanation in this text box (Fields are space
limited to 256 characters). Lengthy explanations or additional
information may be faxed to 775-688-2551 or scanned and emailed
12/11/2020

https://nsbme.mylicense.com/Reports/ren_questions.aspx?person=16265&year=2017&pr...
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to elicensensbme@medboard.nv.qov.
TORRES Have you voluntarily surrendered a license to practice medicine or any other
healing art in any state, country or U.S. territory in lieu of any disciplinary
Carla : 4/24/2017
" action?
Elisse
Explanation 9: For the above question if your answer is "Yes" for the
time period July 1, 2015 - June 30, 2017, or since your last renewal,
TORRES, |please type your brief explanation in this text box (Fields are space
Carla limited to 256 characters). Lengthy explanations or additional
Elisse information may be faxed to 775-688-2551 or scanned and emailed
to elicensensbme@medboard.nv.gov.
TORRES Have you failed to initiate the performance of public service within one year
Ciitla ! after‘the date the public fse_rvice was required to t_Jegin to satisfy a 4/24/2017
Elisse reguirement of your receiving a loan or scholarship from.the federa!
government or a state or local government for your medical education?
Explanation 10: For the above question if your answer is “Yes” for
the time period July 1, 2015 - June 30, 2017, or since your last
TORRES, (renewal, please type your brief explanation in this text box (Fields
Carla are space limited to 256 characters). Lengthy explanations or
Elisse additional information may be faxed to 775-688-2551 or scanned
and emailed to elicensensbme@medboard.nv.qov.
Have you been: a) asked to respond to an investigation; b) notified that you
TORRES, |Were under investigation for; c) investigated for; d) charged with; or e)
RS ! conw_cted of any vllollatmn of a statgte, rlule or regulation governing your 4/24/2017
Elisse practice as a physician by any medical licensing board, hospital, medical
society, governmental entity or agency other than the Nevada State Board
of Medical Examiners?
Explanation 11: For the above question if your answer is “Yes” for
the time period July 1, 2015 - June 30, 2017, or since your last
TORRES, |renewal, please type your brief explanation in this text box (Fields
Carla. are space limited to 256 characters). Lengthy explanations or
Elisse additional information may be faxed to 775-688-2551 or scanned
and emailed to elicensensbme®medboard.nv.qgov.
TORRES, |Have you surrendered your state or federal controlled substance registration
Carla or had it revoked or restricted in any way? 4/24/2017
Elisse
Explanation 12: For the above question if your answer is “Yes” for
the time period July 1, 2015 - June 30, 2017, or since your last
TORRES, |renewal, please type your brief explanation in this text box (Fields
Carla are space limited to 256 characters). Lengthy explanations or
Elisse additional information may be faxed to 775-688-2551 or scanned
and emailed to elicensensbhma@medboard.nv.qov.
Have you had hospital staff privileges denied, suspended, limited, revoked
or not renewed by a hospital, including any and all resignations from any
medical staff in lieu of disciplinary or administrative action?
TORRES If the answer is "Yes," type the name of the hospital, the hospital's mailing
" |address, the type of action taken, and the date(s) of the actions taken in the
Carla . " : 4/24/2017
Ellssa text box directly below this question.
(Please Note: Do not include suspensions or restrictions for failure
to complete hospital medical records, attend hospital department or
staff meetings, or maintain required malpractice insurance.)

https://nsbme.mylicense.com/Reports/ren_questions.aspx?person=16265&year=2017&pr...

12/11/2020
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TORRES, |Explanation 13: For the above question if your answer is “Yes” for
Carla the time period July 1, 2015 - June 30, 2017, or since your last
Elisse renewal, please type your brief explanation in this text box (Fields
are space limited to 256 characters). Lengthy explanations or
additional information may be faxed to 775-688-2551 or scanned
and emailed to elicensensbme@medboard.nv.gov.
TORRES, |Have you been denied membership, been asked to resign or expelled from a
Carla medical society or other professional medical organization? N 4/24/2017
Elisse
Explanation 14: For the above question if your answer is “Yes" for
the time period July 1, 2015 - June 30, 2017, or since your last
TORRES, |renewal, please type your brief explanation in this text box (Fields
Carla are space limited to 256 characters). Lengthy explanations or
Elisse additional information may be faxed to 775-688-2551 or scanned
and emailed to elicensensbme@medboard.nv.gov.
TORRES,
Carla Have you actively practiced medicine in Nevada within the past 24 months? |Y 4/24/2017
Elisse
Explanation 15: For the above question if your answer is "No" for
the time period July 1, 2015 - June 30, 2017, or since your last
TORRES, |renewal, please type your brief explanation in this text box (Fields
Carla are space limited to 256 characters). Lengthy explanations or
Elisse additional information may be faxed to 775-688-2551 or scanned
and emailed to elicensensbme@medboard.nv.gov.
OPTION TO CHANGE LICENSE STATUS FROM ACTIVE TO INACTIVE:
NOTE: If you choose to drop to Inactive status during this renewal, your
status will be changed to “Inactive” as of the date of submission of your
renewal (today). If you do NOT wish to change your status to “Inactive”
as of today, DO NOT COMPLETE YOUR RENEWAL UNTIL SUCH TIME AS YOU
ARE PREPARED TO HAVE YOUR STATUS CHANGED (prior to JULY 1ST). For
TORRES, |your information, your answers to the questions that you've already
Carla completed will remain, but you should not complete the renewal and pay N 4/24/2017
Elisse until such time as you are prepared to change your status to “Inactive.”
I hereby request my license to be placed on Inactive status, which means I
will not physically practice in the state of Nevada.
If you choose to place your license on Inactive status, make certain to select
"Yes" to this question AND choose the Inactive status in the dropdown box
located at the end of the questions.
If you believe that you are in compliance with the Centers for
Disease Control safe injection practices, your answer should be
\\YESI‘!.
I hereby attest to knowledge of and compliance with the guidelines of the
Centers for Disease Control and Prevention concerning the prevention of
TORRES transmission of infectious agents through safe and appropriate injection
Catla " |practices. I also attest that any person who is currently, or will be under my Y 4/24/2017
Elfssa control as his/her supervising physician in the future, and who is not
licensed pursuant to chapter 630 of the Nevada Revised Statutes and whose
duties involve injection practices, has knowledge of and is in compliance
with the guidelines of the Centers for Disease Control and Prevention
concerning the prevention of transmission of infectious agents through safe
and appropriate injection practices.
hitp:/ /www.cdc.qov/injectionsafety /IP07 standardPrecaution.htmi
Y 4/24/2017

hitps://nsbme.mylicense.com/Reports/ren_questions.aspx?person=16265&year=2017&pr... 12/11/2020
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TORRES, |I hereby attest that I am in compliance with the reporting requirements of
Carla NRS 630.30665, and am aware that failure to submit a report or filing false
Elisse information in a report is grounds for disciplinary action under Nevada's
Medical Practice Act.

I HAVE SUBMITTED A "FORM A" OR "FORM B" REPORT TO THE BOARD.

Instructions and Forms A and B for in-office surgery/procedure reporting
can be located on the Board’s website by clicking the red "In-Office Surgery
Reporting” link on the home page of the Board's website:
medboard.nv.gov/forms/in-office surgery,

If you have submitted your in-office surgery/procedure reporting
form ("A" OR "B" FORM) to the Board and are in compliance with
NRS 630.30665, your answer should be “YES.”

Are you out of compliance with court ordered child support? If this does
not apply to you, please answer “no.”
TORRES,

gﬁ;lsz If "Yes" during the time period July 1, 2015 - June 30, 2017 type an N 4/24/2017

explanation in the text box directly below this question.

Explanation 16: For the above question, if your answer is “Yes” for
the biennial July 1, 2015 - June 30, 2017, please type your brief
TORRES, [explanation in this text box (Fields are space limited to 256

Carla characters). Lengthy explanations or additional information may be
Elisse faxed to 775-688-2551 or scanned and emailed to

elicensensbme@medboard.ny.gov.

I attest and affirm that I am aware of and understand the reporting
requirements found in Nevada Revised Statute 432B.220 regarding the
abuse or neglect of a child.

TORRES,
Carla hitp: / /www.leg.state.nv.us/NRS/NRS-4328 . htm!#NRS432BSec220 |Y 4/24/2017
Elisse

Once you have read the statute regarding the reporting of the abuse

or neglect of a child, your answer to this question will be “YES.”

TORRES Explanation 17: For the above question if your answer is "No" for
P " |the time period July 1, 2015 - June 30, 2017, or since your last
Elisse renewal, please type your explanation in this text box.

I have completed the required amount of AMA Category 1 CME within the
current biennial. I understand that I may be included in a random audit. I
agree to retain CME's taken between July 1, 2015 and June 30, 2017.
TORRES, (Review CME information online at

Cz?rla http://medboard.nv.gov/licensees/ce/) \ Fpafatiy
Elisse

If renewing to an Inactive status, CME is not required and "No" can

be selected.

I am a medical doctor whose specialty is psychiatry and I am in

TORRES compliance with NRS 630.253, as I have completed a minimum of 2 hours
" |of continuing medical education in the area of suicide prevention and

Carla R . N 4/24/2017
Flisse awareness, Note: If you are not a psychiatrist or you hold InE!ct:ve-

status licensure (or choose to change to Inactive status during your

renewal), your answer should be “No.”
TORRES I SWEAR OR AFFIRM UNDER THE PENALTY OF PERJURY THAT I PERSONALLY
Cafla " |ANSWERED ALL OF THE QUESTIONS IN THIS APPLICATION AND THAT THE v 4/24/2017
Elisse ANSWERS I HAVE PROVIDED ARE TRUE AND CORRECT.

https://nsbme.mylicense.com/Reports/ren_questions.aspx?person=16265&year=2017&pr... 12/11/2020




PHYSICIAN . Date Received by Board
APPLICATION FOR REGISTRATION RENEWAL RECE| VED License No. 16265

FOR THE BIENNIAL REGISTRATION PERIOD 2019 — 2021

NEVADA STATE BOARD OF MEDICAL EXAMINERS jUN ? 4 2019 File No,

Phone: (775) 688-2559 ([—Zor Board Use Only)

Address: 9600 Gateway Drive  Reno, Nevada 89521 NEVA
e D STATE BOARD o

TLEXAMINERS
I hereby apply for renewal of biennial registration and enclose the appropriate fee(s) as indicated below:
ACTIVE STATUS -———-- $780.00 Make checks payable to:
NEVADA STATE BOARD OF MEDICAL EXAMINERS
0 INACTIVE STATUS ——mem- $405.00 (Foreign checks must indicate “U.S. Funds.”)

SAVE $20 by renewing online at www.medboard.nv.gov

Credit card authorization may alsa be utilized.

PLEASE NOTE THE FOLLOWING IMPORTANT INSTRUCTIONS REGARDING YOUR APPLICATION:

Your current physician’s license expires on JULY 1 , 2019. If this form is not received by the Nevada State
Board of Medical Examiners’ (Board) office by July 1, 2019, at 5:00 p.m. PDT, your license will be
automatically expired and you will not be able to practice medicine until you reinstate your license. NEVADA,
HAS NO GRACE PERIOD.

Your license will not be renewed unless you answer ALL questions on this application and provide written
explanation(s) for any/all question(s) answered “yes.” : )

Your license will not be renewed until the Board receives your original signed Application for Registration
Renewal form. A faxed copy is not acceptable. R E D
Your license will not be renewed unless it is acc mp IEE Nf a check or credit card authorization for the
proper fee. 7[1719 = 30 1

You may have been selected in a random continuing ﬁ ME) audit of all licensees. If you
were randomly selected, you will be contacted by the For hrot CME. Your license will not be
renewed if you do not have proof of the required CME. Refer to page 5 for a review of your CME
requirement. Please retain proof of your CME as the Board does not retain copies. '

All information provided on this application is PUBLIC information.

If you select “INACTIVE STATUS,” you are prohibited from practicing medicine and prohibited from writing
prescriptions in the state of Nevada. Inactive licensees are not required to submit proof of CME.

PLEASE TYPE OR PRINT LEGIBLY.

Please print your name and address clearly in the space provided below. Be advised that the address you provide
below is viewable on the Board website and is listed as the public address. Also, please provide your current public
telephone and fax numbers. [Note: If your name has changed, a copy of the document authorizing your legal name
change (marriage license, divorce decree, etc.) must be included.]

Name Carla Torres MD
Street PO Box 98978

City Las Vegas County Clark State NV

Zip _ 89193

Phone Number _ 702-216-3346 Cell Phone Number

Fax Number 702-671-6883 E-mail address fmc.credentialing@hcpnv.com

in the event that you were selected in the random audit, providing an e-mail address will greatly assist the Board to expedite communication for your renewal.

PAGE - 1 -




Ahelh T oeewe A

Indicate any American Board of Medical Specialties Board Certification or Recertification:

(31 / | b Date of Initial Certification (Mo./YT.) Date of Last Recertification (Mo.fYr.)
Board: American Board of Obstetrics & Gynecology : o

Subboard: Obstetrics and Gynecology -

‘ : =]
If any of the ABMS Certifications or Recertifications were received after your last application with the Board, pleasegtﬁllcbﬁig ﬁ
documents evidencing your Certifications or Recertifications. " ) ‘ JUN ' .

NEv:ﬁm L
Dic, Bo,

AL Exy M,,(,?RDSOP
For the purposes of the following questions, these phrases or words have these meanings:

“Ability to practice medicine” is to be construed to include all of the following: -

1...The cognitive capacity to make appropriata clinical diagnoses and exercise’ reasoned medical judgments and to leam and keep abreast of
medical developments; . ; ‘

2. The ability to communicate those judgments and medical information to patients and other health care providers, with ar without the use of aids
or devices, such as voice amplifiers; and - p ) "

3. The physical capability to perform medical tasks such as physician examination and surgical procedures, with or without the use of aids or
devices, such as corractive lenses or hearing aids. } T

“Medical condition” includes physiological, mental or psychological condition or disorder. .
“Chemical substances” is to be construed to include alcohol, drugs or medicatione, including those-taken pursuant tora valid prescription for
legitimate medical purposes and in accordance with the prescriber's direction. o d
Please answer all of the following questions for the time period
July 1, 2017 — July 1, 2019, or since your last renewal.

For all YES responses to the foliowihg qu'es,tions, you mList submit your written ekplanaﬁon(s) on a separate
sheet attached to this form. : : :

1. Do you currently have a medical condition which in any way impairs or limits your ability to practice medicine with
reasonable skill and safety? Yes X No

2. If you currently have a medical condition which in any way impairs or limits your ability to practice medicine, is that
impairment or limitation reduced or ameliorated because of the field of practice, the setting, the manner in which
you have chosen to-practice, or by any other reasonable accommodation? !

R # Rt Yes X No N/A

3. If you"currently use chemical substances, does your use in any way impair or limit your ability to practice medicine
with reasonable skill and safety? Yas No N/A

4. Have you been named as a defendant, or been requested to respond as a defendant, to a legal actionl involving
professional liability, or malpractice, including any military fort claims if applicable? - Yes > No

5. Have you had a professional liability, malpractice, claim paid on your behalf, or paid such a claim yourself including
any military tort claims if applicable? ; Yes X Nlo

6. Have you been arrested, investigated for, charged with, convicted of, or pled guilty or nolo contendere to any
offense or violation of any federal (including the Uniform Code of Military Justice), state or local law, or the laws of
any foreign country, which is a misdemeanor, gross misdemeanor, felony, violation of the Uniform Code of Military
Justice, or synonymous thereto in a foreign jurisdiction, excluding any minor traffic offense (driving or being in
control of a motor vehicle while under the influence of a chemical substance, including alcohol, is not considered a
minor traffic offense), or for any offense which is related to the manufacture, distribution, prescribing, or dispensing
of controlled substances? *Please note that you MUST disclose ANY investigation or arrest, including thase
where the final disposition was dismissal, or expungement during this time period. '?<

Yes No

7. Have you been denied a license, permission to practice medicine or any other healing art, or permission to take an
examination to practice medicine or any other healing art in any state, country or U.S. territory? ?<
Yes No

PAGE -2 -




10.

11.

12.

13.

14.

15.

16.

Have you had a medical license or license to practice any other healing art revoked, suspended, limited, or
restricted in any state, country or U.S. territory? Vi >(' No

Have you voluntarily surrendered a license to practice medicine or any other healing art in any state, country or

U.S. territory in lieu of any disciplinary action? Yes >< No

Have you failed to initiate the performance of public service within one year after the date the public service is
required to begin to satisfy a requirement of your receiving a loan or scholarship from the federal government or a
state or local government for your medical education? Yes No

Have you been: a) asked to respond to an investigation; b) notified that you were under investigation for; c)
investigated for; d) charged with; or e) convicted of any violation of a statute, rule or regulation governing your
practice as a physician by any medical licensing board, hospital, medical society, governmental entity or agency
other than the lNevada State Board of Medical Examiners? Yas > No

Have you surrendered your state or federal controlled substance registration or had it revoked or restricted in any
way? ves < No

Have you had staff privileges denied, suspended, limited, revoked or not renewed by a haspital, including any and
all resignations from any medical staff in lieu of disciplinary or administrative action? If the answer is “YES,” on a
separate sheet list the name of the hospital, the hospital’s mailing address, the type of action taken, and
the date or dates of the actions taken. (Please Note: Do not include suspensions or restrictions for failure to
complete hospital medical records, attend hospital department or staff meetings, or maintain required malprachce
insurance.) N N g

Have you been denied membership, asked to resign, or expelled from a medical society or other professjonal
medical organization? ?(D o

| hereby attest that | am in compliance with NRS 630.253, as | have compieted or will complete between July 1,
2017, and June 30, 2021, a minimum of 2 hours of instruction on evidence-based suicide prevention and

awareness. ‘>< Sefbes No

Have you actively practiced medicine in Nevada within the past 24 months? _ % Yes No

Yes

CHILD SUPPORT STATEMENT RECE IVED

PLEASE PLACE AN "X” NEXT TO THE STATEMENT THAT APPLIES TO YOU:

)

| am subject to a court order for the support of one or more children and am in compliance wﬂﬁ

JUN
& | am not subject to a court order for the support of a child; N 1 4 2["9

A ST, STATE g

compliance with a plan approved by the district attorney or other public agency enforcing the order for the repayme
the amount owed pursuant to the order; OR

B or

| am subject to a court order for the support of one or more children and am NOT in compliance with the order or a plan

approved by the district atiorney or other public agency enforcing the order for the repayment of the amount owed
pursuant to the order.

ATTESTATION REGARDING THE REPORTING OF THE ABUSE OR NEGLECT OF A CHILD

| attest and affirm that | am aware of and understand the reporting requirements found in Nevada Revised Statuie 432B.220

rega

rding the abuse or neglect of a child.
g g Yes No

http://www.leg.state.nv.us/NRS/NRS-432B . himl#NRS432BSec?220

PAGE -3 -




SAFE INJECTION PRACTICE ATTESTATION

ATTESTATION TO KNOWLEDGE OF AND COMPLIANCE WITH THE GUIDELINES OF
THE CENTERS FOR DISEASE CONTROL AND PREVENTION FOR APPLICANT PHYSICIANS

| hereby attest to knowledge of and compliance with the guidelines of the Centers for Disease Control and Prevention concerning
the prevention of transmission of infectious agents through safe and appropriate injection practices. | also attest that any person
who is currently, or will be under my control as their supervising physician in the future, and who is not licensed pursuant to Chapter
630 of the Nevada Revised Statutes and whose duties involve injection practices, has knowledge of and is in compliance with the
guidelines of the Centers for Disease Control and Prevention concerning the prevention of transmission of infectioug-aigents through
safe and appropriate injection practices. Yes No

http://www.cdc.gov/injectionsafety/|IP07 standardPrecaution.html

MILITARY SERVICE ATTESTATION

1-Have you ever served in the United States Military (to include National Guard or Reserves)? X Yes No
If your answer is “No,” you do not have to complete the remaining questions to the Military Service Attestation.
2-If yes, which branch of service did you serve? ‘8‘. Air Force R E C E / V
L] Army E
& Navy Ju
l Marine Corps N N1 4 ng
O Coast Guard M‘?gfé STATE 5.
AL ExarARD
3-Military occupation specialty or specialties? [ Administration or Personnel Logistics or Supply MWERSOF

i

[JAviation | Maintenance

[JCivil Engineering X Medical Services

[JCommunications O Security Forces or Military
Police

[(infantry or Armor O Other

[Legal or Chaplin Corps

48&5-Dates of service in the Military: From: O\ ; 0L | 2007 oo ol OQ / 2022

DD MM YYYY DD MM YYYY

6-Are you still serving? X Yes No

7-Have you ever served on active duty in the Armed Forces of the United States? X Yes No

8-Have you ever been assigned to duty for a minimum of 6 continuous years in the National G ardior a resegve
companent of the Armed Forces of the United States? Yes _K;o

9-Have you ever served the Commissioned Corps of the United States Public Health Service or the Commissioned
Corps of the National Oceanic and Atmospheric Administration of the United States in the capacity of a commissioned
officer while on active duty in defense of the United States? Yes No

10-If your answer to question(s) 7, 8 and/or 9 is “Yes," did you separate from such service under conditions other than
dishonorable?  (Unless you were dishonorably discharged, your answer should be “Yes.") Yes No

BUSINESS LICENSE ATTESTATION

Do you hold a Nevada state business license issued in your individual name? Yes 5 No

If yes, provide the business license number:

PAGE - 4 -




CONSCIOUS SEDATION, DEEP SEDATION, OR GENERAL ANESTHESIA ATTESTATION

| hereby attest that | am in compliance with the reporting requirements of NRS 630.30665, to wit, that if | have perfo_r‘med a surgery
or procedure in Nevada outside a "medical facility,” as defined by NRS 449.0151, and if that surgery or procedure utilized conscious
sedation, deep sedation or general anesthesia, then | have submitted a report to the Board stating the number and type of surgeries
or procedure performed, and | am aware that failure to submit a report or filing false information in a_report is grounds for
disciplinary action under Nevada's Medical Practice Act. -_— No
(If you have performed no such surgeries, then your answer should be “YES.") E— _

Forms and instructions are located on the Board's website: http:/medboard.nv.gov/Forms/in-Office_Surgery/

COMMUNICATIONS AFFIRMATION

I am willing to accept Board communications to me, to include service of process as defined under Nevada Revised Statute
(NRS) 630.344, via electronic mail (more commonly known as e-mail). Further, should the electronic mail address provided

below change for any reason, | agree to apprise the Board in writing of my new electronic mail address within 30 days after
the change.

Printed Name of L]cense“ . Cau-\;(:\, \ oe.ugv
Signature of Licensee: g

Electronic Mail Address: “

—

carle Yoires wmd @ quiail -Com

REAa

—CEIvE

ALL CONTINUING MEDICAL EDUCATION MUST HAVE BEEN COMPLETED DURING THE PERIOD OF jUN ’4 2019

JU?Y 1, 2017 THROUGH July 1, 2019. Please place a check mark next to the statement that applies to Wg'{?A

g . ; . . ODA STAT
| was initially licensed in Nevada prior to July 1, 2017 or during the first 8 months of the b:enn:ME&Et _
registration (July 1, 2017 through December 31, 2017) and have completed a minimum of forty (40) hours of AMA Category
1 continuing medical education (CME), two (2) hours of which were in medical ethics, pain management and/or addiction

care, and twenty (20) hours of which were in my scope of practice or specially. (At least 2 hours every 4 years must be on
suicide detection, intervention and prevention.)

I was initially licensed in Nevada during the second 6 months of the biennial period of registration (January 1, 2018
through June 30, 2018) and have completed a minimum of thirty (30) hours of AMA Category 1 CME, two (2) hours of which
were in medical ethics, pain management and/or addiction care, and fifteen (15) hours of which were in my scope of practice
or specialty. (At least 2 hours every 4 years must be on suicide detection, intervention and prevention.)

I was initially licensed in Nevada during the third 6 months of the biennial period of registration (July 1, 2018
through December 31, 2018) and have completed a minimum of twenty (20) hours of AMA Categary 1 CME, two (2) hours of
which were in medical ethics, pain management and/or addiction care, and ten (10) hours of which were in my scope of
practice or specialty. (At least 2 hours every 4 years must be on suicide detection, intervention and prevention.)

| was initially licensed in Nevada during the fourth 6 months of the biennial period of registration (January 1, 2019
through July 1, 2019) and completed a minimum of ten (10) hours of AMA Category 1 CME, twa (2) hours of which were in
medical ethics, pain management and/or addiction care, and five (5) hours of which were in my scope of practice or
specialty. (At least 2 hours every 4 years must be on suicide detection, intervention and prevention.)

| am exempt from submitting proof of completion of CME because | have completed a full year of residency or
fellowship training during the biennial period of July 1, 2017 through June 30, 2019. If you checked this statement, please
attach a copy of proof of completion of your training.

BY SIGNING BELOW,) EAR OR AFFIRM UNDER PENALTY OF PERJURY THAT | PERSONALLY
EQ

ANSWERED OF ESTIONS IN THIS APPLICATION AND THAT THE ANSWERS | HAVE PROVIDED
ARE TRUE AND|CORRECT.

| 17/19

Signature (St@«f(lngéc‘éfﬁable) Date
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BoARr
AMINERS®




Details

Search

https://nsbme.mylicense.com/verification/Details.aspx ?result=12cefc2f-a0ab-4b0c-9783-...
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NEVADA STATE BOARD OF MEDICAL

Licensee Details

EXAMINERS

Active

6/30/2021

Person Information
) License Information
B Carla Elisse _
TORRES Iflcegse Medical Doctor
Address: 589]735 i Lfen-se
16265 Status:
Number:
Las Vegas Issue Expiration
NV 89193 1/11/2016
Date: Date:
Phone: 7022163346

Scope of Practice

Scope of Practice: Obstetrics / Gynecology

Education & Training

School:
Degree\Certificate:

Date Enrolled:
Date Graduated:
Scope of Practice:

University of Texas Medical School / Houston, TX

Medical
Doctor
Degree

6/1/2002

School:
Degree\Certificate:
Date Enrolled:
Date Graduated:
Scope of Practice:

Keesler Medical Center / Biloxi, MS
Internship

6/23/2002

6/24/2003

Obstetrics/Gynecology

School:
Degree\Certificate:
Date Enrolled:
Date Graduated:
Scope of Practice:

Naval Medical Center / San Diego, CA
Residency

6/24/2003

6/30/2006

Obstetrics/Gynecology

School:
Degree\Certificate:

Obstetrics/Gynecology
American Board

12/16/2020



Details

Date Enrolled:
Date Graduated:
Scope of Practice:

12/12/2008
Obstetrics/Gynecology

Page 2 of 3

School:
Degree\Certificate:

Date Enrolled:
Date Graduated:
Scope of Practice:

Obstetrics/Gynecology

Am Bd
Recertification

12/31/2009
Obstetrics/Gynecology

School:
Degree\Certificate:

Date Enrolled:
Date Graduated:
Scope of Practice:

Obstetrics/Gynecology

Am Bd
Recertification

12/31/2010
Obstetrics/Gynecology

School:
Degree\Certificate:

Date Enrolled:
Date Graduated:
Scope of Practice:

Obstetrics/Gynecology

Am Bd
Recertification

12/31/2011
Obstetrics/Gynecology

School:
Degree\Certificate:

Date Enrolled:
Date Graduated:
Scope of Practice:

Obstetrics/Gynecology

Am Bd
Recertification

12/16/2012
Obstetrics/Gynecology

School:
Degree\Certificate:

Date Enrolled:
Date Graduated:
Scope of Practice:

Obstetrics/Gynecology

Am Bd
Recertification

12/31/2013
Obstetrics/Gynecology

School:
Degree\Certificate:

Date Enrolled:
Date Graduated:
Scope of Practice:

Obstetrics/Gynecology

Am Bd
Recertification

12/31/2014
Obstetrics/Gynecology

https://nsbme.mylicense.com/verification/Details.aspx?result=12cefc2f-a0ab-4b0c-9783-...
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School: Obstetrics/Gynecology
. .Am Bd
Degree\Certificate: T

Date Enrolled:
Date Graduated:  12/31/2015
Scope of Practice: Obstetrics/Gynecology

CURRENT EMPLOYMENT
STATUS/CONDITIONS/RESTRICTIONS ON LICENSE AND
MALPRACTICE INFORMATION

PROFESSIONAL LIABILITY CLAIM, SETTLEMENT OR
JUDGEMENT OF $5,000 OR MORE: 1)Date received by the Board:
8/23/18 Reported by: Airforce Date of act/omission: 3/3/15 Details: The
patient claimed personal injury for permanent loss of one ovary and
fallopian tube with a reduced chance for future child bearing, egregious
pain-suffering. Extreme mental anguish and psychologic/physical
trauma. lost wages, family disruption, missed career advancement
opportunity resulting in diminished earnings, and violation of informed
consent. Settlement amount: $75,000 Court Case Number:NA Total
pages:0

Board Actions

NONE

Please note that the settlement of a medical malpractice action may occur
for a variety of reasons that do not necessarily reflect negatively on the
professional competence or conduct of the provider. Therefore, there
may be no disciplinary action appearing for a licensee even though there
is a closed malpractice claim on file. A payment in the settlement of
medical malpractice does not create a presumption that medical
malpractice occurred. Sometimes insurance companies settle a case
without the knowledge and/or agreement of the physician. This database
represents information from insurers to date. Please note: All insurers
may not have submitted claim information to the Board.
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