Division of Registrations Application
Office of Licensing-Medical PHYSICIAN TRAINING LICENSE
(303) 894-7800 / FAX (303) 894-7693 Fee: $10

www dora. state co.us/reqgistrations

The content of this application must not be changed. If the content is changed,
the applicant may be referred to the Colorado State Attorney General’'s Office for violation of Colorado law,

Fees may be paid by a check or money order drawn in U.S. doiflars on a U.S. bank and made payable to State of Colorado.

PART 1—APPLICANT INFORMATION

Name: Last BAMD | First: . Middle: Suffix:
Severson %‘DO Brit+t Kirs

Previous Name(s}:

Social Security Number_ Date of Birth (mm!ddfyyyy):- Gender: []Male [13’Fem_a|e

Ptace of Birth (city and state. or foreign country): éb(4 ene , OR
PO Box, Street: f:}_‘i‘m;d’-y Me,ob.'c,ine RéSi d?ﬂ(’,{/ Pf@%r"&m
City, State, Zip: M(g() Og,d@r\ S‘f'! ‘#‘"LMO} Nenver CO %02 (s

Mailing Address:
This is a [] Home [ﬁBusiness

Daytime Telephone Number: ( ) E-mail Address
i - ‘? gif - 3 éiq Preferred method for communication: 1] Mai D4 E-mail

PART 2—EDUCATION / TRAINING PROGRAM

List the name and address of the school where your medical degree was received:

Narne of School Location-(city and state} Years Attended {from / to)
Qcegon Health { Seiences v forHand  OR 200F ~R0/2

List information about the specialty program into which you have been accepted:

Name of School Address Telephone Number __ Start Date in Program
Evempla SarntJosweph Hosp - 1835 Fanklin SFdenver RO 0331K 2208 (p-18-1=

Is the training position you are filling a:
E CATEGORICAL - a permanent paosition for the duration of your program?
[1 PRELIMINARY NON-DESIGNATED - you have not ye! matched into a permanent program?

[] PRELIMINARY DESIGNATED - from which you will transfer to upon completion?
(name/location of subsequent programy}

Have you received and/or completed additional postgraduate training approved by the []YES ENO
ACGME/AOA in U.S. or Canadian programs in addition to the pregram listed above?

» If YES, provide information helow:
Name of Facility Specialty Years Attended (from / to)

*Social Security Number Disclosure: Section 24-34-107(1) of the Coiorado Revised Statutes requires that every application by an individual for a ficense issued
pursuant to the authority set forth in title 12, C.R.S.. by the Depariment of Regulatory Agencies, shall require the applicant's social security numnber. Disclosure of your
social security number is mandatory for purposes of establishing, modifying, or enforcing child support under § 14-14-113 and § 26-13-126, C.R.S.; locating an
individual who is under an obligation 1o pay child support as required by § 26-13-107(3)(a){i}(A). C.R.S.; and reporting to the Nationa! Practitioner Data Bank pursuant
to 45 CFR §§ 60.1 et seq., and the Healih Integrity and Protection Data Bank as required by 45 CFR §§ 61.1 et seq. Failure to pravide your sacial securily number for
these mandatory purposes will resuit in the denial of your licensure application, Disdosura of your social security number is voluntary for disclosure to other state

regulatory agencies, testing and examination vendors, law enforcement agencies, and other private federations and associations involved in professional regulation.
Your social security number will not be released for any other pumosqnoqrov'¥e1 for by law. |
OFFICE USE ONLY LICENSE NUMBER: | DATE ISSUED: i

Physician Training Page 1 of 4 12/2011




APPLICANT NAME: f)ft 'f’"’ K:-f’ s ken Quexson

PART 3—LICENSE INFORMATION

A. Have you ever been licensed to practice medicine in any state, territory, district, or
country? (inciuding temporary licenses and educational permits)

M YES M NO

» If YES, provide a complete list of all medical licenses (if needed, attach an additional sheet in the same format):

Year license Disciplinary action Is this license

Type of license State/Country License Number issued against license? current/active?
0 yes O NO O yeES [JNO

O yeEs ONO O YES CONOC

O YeEs ONC C1Yes ONO

B. Have you ever filed an application in Colorado?
» [ YES, give date of previous application:

Jyes XINO

PART 4—SCREENING QUESTIONS

1. Have you ever been notified by any state, territory, district, or country, U.S. government agency, or state medical/osteopathic
licensing board of any complaint, investigation, or inquiry which is currently pending?
» It YES, give details below AND request official complaint and/or investigative report be sent directly to the Board from
the licensing body, as well as personally submit a narrative regarding the complaint,

OYeEs [dNO

Agency Date Charge Disposition

2. Has any healing arts license which you now hold or have ever held been admonished, reprimanded, censured and/or
disciplined in any way by any licensing agency in another state or country, by any peer review committee or body, by any

healthcare facility or committee thereof, by any professional or medical society or association or committee thereof, or by any

governmental agency, law enforcement agency or court of law? (Disciplinary actions include, but are not limited o, any

allegations currently pending.) Washington licensees must disclose any Stipulation o Informal Disposition in response to this

question.

» [T YES, give details below AND request all official disciplinary documents including initial complaint, stipulations, orders
or reprimands be sent directly to the Board, as well as a narrative regarding the action taken.

OYes KJINO

Agency Date Charge Disposition

3. Have you ever entered into any agreement with any state, territory, district, cauntry, U.S. government agency. and state
medical/osteopathic board regarding your medical license?
» I YES, give details below AND request all official disciplinary documents including initial complaint, stipulations, orders
of reprimands be sent directly to the Board. Also submit your narrative regarding the action taken.

Agency Date Reason

Cl YES J}Q’No

4. Have you ever been denied a license, permission to practice medicine or any other healing art, or permission to take an
examination in any state, country, or U.S. federal jurisdiction?

» T YES, give details befow AND request ail official disciplinary documents including initial complaint, stipulations, orders,
agreements of reprimands be sent directly to the Board. Also submit your narrative regarding the action taken.

Agency Date Reason for Denial

CJYES [XNO

Physician Training Page 2 of 4
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APPLICANT NAME:&[ | + KMS {-t"ﬂ S&UUSO:’\

PART 4—SCREENING QUESTIONS (Continued)

3. Have you ever voluntarily surrendered a license to practice medicine or any other healing arts in any other state. country, or LJYES KINO
U.§. federal jurisdiction? This does not include allowing your license lo expire solely due lo non-payment of the renewal fee.

» IfYES, summarize below AND request afl official disciplinary documents incfuding initial complaint, stipulations, orders,
agreements of reprimands be sent directly to Lthe Board. Alsc submit your narrative regarding the action taken,

Agency Date Reason

6. Have either your medica! staff membership or clinical privileges al any hospitat or healthcare facility or your DEA registration 3 YES @ NO
been voluntarily or involuntarily reduced, limited, placed an probation, not renewed or relinguished or have either been
denied, revoked or suspended? You must answer YES if any of these actions are currently pending. You must answer YES if
you have withdrawn or failed to proceed with an applicaticn for these tems.

» If YES, summarize below AND request hospital or DEA to submit a report directly to the Board regarding the action.
Also submit your narrative regarding the action taken.

Name of Facility Date Reason for Action

7. Have you ever been charged, indicted, convicted, received a deferred prosecution, received a deferred judgment and [CJ YES E NO
sentence, entered a plea of guilty. entered a plea of nolo contendere, or been placed on adult diversion for any violation of
any law? Note: It is unnecessary to report traffic offenses that do pot involve alcohol or drugs.
» M YES, summarize below AND submit your narrative regarding the incident as well as court and police records and
information regarding final disposition of the case.

Date Court : Viglation Penalty or Disposition

8. Do you now abuse or excessively use, of have you in the last five years abused or excessively used, any habit forming drug., _

including alcohol, or any controlled substance that has a) resulted in any accusation or discipline for misconduct, unreliability,
neglect of work, or failure to mee! professional responsibilities; or b) affected your ability to practice as a physician salely and

competently?
9. Inthe last five years, have you been diagnosed with or treated for a condition that significantly disturbs your cognition, _

behavior, or motor function, and that may impair your ability to practice as a physician safely and competently, such as
bipolar disorder, severe major depression, schizophrenia or cther major psychotic disorder, a neurological iliness, or sleep
disorder?

You may answer NO to Question 8 or 9 if the behavior or condition is already known to the Coloradoe Physician Heafth Program (CPHP). “Known to CPHP"
means that you have informed CPHP of your behavior or condition and you are complying with all of CPHP's requirements for evaluation, treatment, and/or
menitoring.

If you answer YES to Question 8 or 9, submit detailed information {o the Board that will allow the Board to assess your ability to practice safely,
competently. and without impatrment to your professional judgment. skill, or knowledge. In addition to that information, you are required to provide copies of
any related records, reports, evaluations, police reports, probation reports, and count records directly to the Board.

Please be advised that an affirmative response to Question 8 or @ may result in a request from the Board for evaluation by the Colorado Physician
Health Program {CPHP). The CPHP evaluation process could potentially delay consideration of an application. Therefore, the Board is providing advance
notice of this possibility so that applicants may contact CPHP to schedule an evaluation at the beginning of the application process. By doing so, the
application for licensure should not be unduly delayed. An applicant js ngt required to contact CPHP in advance of Board consideration of the application.
The applicant may choose to wait for a specific decision by the Board that a CPHP evaluation is necessary. This information is being provided to put
applicants on notice with respect to this potential requirement and afford the applicant the opportunity to expedite the process if he or she so desires.
(Colorado Physicians Health Program - CPHP, 899 Logan Street, #410, Denver, CO 80203, 303-860-0122)

Physician Training Page 3 of 4 1272011




APPLICANT NAME: R( | Kirsten Severson

PART 4—SCREENING QUESTIONS {Continued)

10. Within the last five years, has any final judgment, settlement or arbitration award for medical malpractice been paid on your [l YES E]' NO
behalf or has any claim been filed which is stilf pending?

» IfYES, list below and complete the attached Claims Information Form.

Date Name and Address of Insurance Company Reason for Action
11. Have you ever been refused malpractice insurance, or has your malpractice insurance ever been canceled or rated at a O yes M NO

higher premium due to past ¢claims experience?
» If YES, submit {o the Board an explanation regarding the cancellation or increase in premiumns of the insurance and
verification directly from the insurance company to the Board.

PART 5—SECURITY OF PATIENT MEDICAL RECORDS

g By checking this box, | attest that | have developed a written plan to ensure the security of patient medical records
in compliance with C.R.S. 12-36-140.

ATTESTATION

| hereby make application for a license to practice medicine in the state of Colorado. In so doing, | authorize all hospitals,
institutions or organizations, my references, personal physicians, employers (past and present), business and professional
associations (past and present), and all government agencies (local, state, federal and foreign), which includes state medical
licensing boards and the Federation of State Medical Boards, to release to the licensing Board any information, files or
records reqguested by the Board in connection with the processing of this application. | further authorize this Board to release
to the organizations, individuals and groups listed above any information which is material to my application or pertinent to
my practice of medicine during the processing of this application and the time that | am a licensee of this Board.

! understand that this license will apply only to the training program | am currently entering, and will only be transferable to a
subsequent program if [ am currently matched into that subsequent program as a requirement of my training program. | will
not practice in any other subsequent training program until a new valid training license has been issued to me.

I understand that this license will only be valid for the training program listed within this application, and should | wish to
practice medicine in Colorado outside the training environment, | would need to apply for a license to practice medicine in the

state of Colorado.

I further understand that the issuance of this training ficense is not a guarantee of issuance of 3 license to practice medicine
in the state of Colorado.

| state under penalty of perjury in the second degree, as defined in C.R.S. 18-8-503, that the information contained in
this application is true and correct to the best of my knowledge. In accordance with C.R.S. 18-8-501(2){a)()), false
statements made herei e punishable by law and may constitute violation of the practice act.

é/f?—-/\’b

Signature of Applicant Date

Physician Training Page 4 of 4 12/2011




: j JUN 1712/ 000283

T‘ﬁ
- { eTEATIONS 9834
Division of Registrations / D *OD Oiu. OF %SLCLHBWUN: 38
Office of Licensing—Medical - PHYSICIAN TRAINING LICENSE
(303) 894-7690 / FAX (303) 894-7693—-—-—"‘: . .

www.dora.state,co usireqistrationg

APPLICANT INFORMATION
Name: Last Sa ve ' SON

Title: @ DO)

Previous Name(s):
You must include a copy of legal name change document,

Middle: K \.{ $ i_C -

Social Security Number: Date of Birth (mmvdaryy); Gender: OMale [XFemale

Place of Birth (city and state, or foreign country): E v Oﬁ )
Mailing Address: PO Box, Street:  Family ‘ﬁgg;l_glng Residency Prog.

e

This is & [] Home ) Business | City, State, Zp: 1980 Ogden St., #490, Denver CO 80218

Daytime Telephone Number: (5 ) 9 s4Y-3 394 E-mall Addi'ess:_
S

EDUCATION / TRAINING PROGRAM

List the name and address of the school where your medical degree was recelved:

Name of Schoot Location (city and state) Years Attended (from / to)
0 } (s - O 200% ,/ 20|12

{ d

T

List information about the speclalty program Into which you have been accepted:
Name of Schooj Addresy i
' Exampta Saint Joseph Hos : i

g
& 30%378.3202 g-18-12 Lr

Is the tralning position you are fiiling a:
B4 CATEGORICAL — a permanent position for the duration of your program?
L] PRELIMINARY NON-DESIGNATED ~ you have not yet matched into a permanent program?
[0 PRELIMINARY DESIGNATED - from which you will transfer to upon completion?
(namedocation of subsequent program)

Have you recelved and/or completed addltional postgraduate training approved by the [Jyes [XANO
ACGME/AQA In U.S. or Canadian programs in addition to the program listed above?

» If YES, provide information below:
Name of Facility Specialty Yeary Attended (from / 19)

*Sociat Security Number Dlsclosure: Section 24-34-107(1) of the Colorado Revised Statutes requires that every application by an Individual for a license fssued
pursuant to tha autharity set forth in title 12, C.R.S,, by the Department of Regutatory Agendles, shail require the appticant's social security number. Disclosure of your
social sacurity number Is mandatory for purposes of estabishing, modifylng, or enforcing child support under § 14-14-113 and § 28-13-126, C.R.S.; locating an
individuat who is undar an obligation to pay child support as required by § 28-13-107(3)(a)N{A). C.R.S.; and reporting disciplinary actions to the National Practitioner
Data Bank pursuant to 45 CFR §§ 60.1 st s0q., and the Heaith Integrity and Protaction

sacurity number for these mandatory purposes will result in the dental of your licensure application. Disciosure of your social security number Is voluntary for disciosure

%qﬁmgm LICENSE NUMBER: DATE ISSUED:
Page 1 of ¢ /2007




ﬂ SaintJoseph LEADING BY EXAMPLE

~ HOSPITAL
A member of Sisters of Charity of Leavenworth Health System

Colorado Division of Registrations
Office of Licensing—Medical
1560 Broadway, Suite 1350
Denver, CO 80202

Dear Board:; .

I certify that the applicants’ names listed below meet the criteria set forth in C.R.S. 12-
36-122{2)(a), and that the training program indicated, will accept responsibility for the
applicant’s medical training, while in the program.

These applicants will enter the Family Medicine Residency Program at Exempla Saint
Joseph Hospital in Denver Colorado on June 18, 2012.

Categorical:

Jennifer Berngard, MD
Tin Ha-Ngoc, MD
Lauren Rovinelli, MD
Bethany Schlageck, DO
Britt Severson, MD
Jodi Turner, MD
Christopher Upton, MD
Sara Warzecka, MD

These applicants will maintain this license for the duration of the program, unless
such license expires through the normal renewal process or the applicant exits the
program to pursue another area of training. The Program Director will advise the
Board when the applicant exits the program.

)~ 5[/~ abill

Andrew D. J n TM.D., MBA Date License Number

Family Medicine Residency Program
1960 N. Ogden Sireet, Suite 490 = Denver, CO 80218 = p, 303-318-3202 = F, 303-318-3215 ®» www.exempla.org



Colorado Department of Regulatory Agencies
Division of Registrations
1560 Broadway, Suite 1350
Denver, CO 80202
AFFIDAVIT OF ELIGIBILITY

Pursuant to H.B, 06S-1009, C.R.S 24-34-107, ALL applicants for original licensure or licensees renewing a current
Colorado license after January 1, 2007 are required to complete and sign this Affidavit of Eligibitity.
Section A: LAWFUL PRESENCE in the United States.

I, (please print your fuil name) ﬁ(‘\.ﬂ Hi rsten <€ VOIS Oy swearor affirm under penaity of
perjury under the laws of the State of Colorado that (check 1, 2 or 3 below):

1. _X I am a US citizen,

2. ___lamnot a US citizen but am lawfully present in the US as evidenced by one of the following

& ___ |am aqualified alien as defined in 8 U.S.C. sec 1641,
b. ___ I'am a nonimmigrant under the “Immigration and Nationality Act,”
Federal Public Law 82-414 as amended.
€. ___ lam an alien who is paroled into the US under 8 U.S.C. sec. 1182 (d) (5).

3. ___lam not physically present in the US under 8 U.S.C. sec 1621 (¢) (2) (c) or employed in the US
pursuantto 8 U.S.C. 1821 (c) (2) (a) (check either a or b below);

a. ____ tam a US citizen, not physically present or employed in the United States.

b.__ |am a Foreign National, not physically present or employed in the United States.
If you selected either 3.a. or 3.b., you do not need to complete Section B. Skip to Section C.

Section B: Secure and Verifiable Document. This section must be completed if you checked number 1 or 2
in Section A.

1. Please check gne of the following acceptable secure and verifiabie documents. Complete documentation must
be provided upon request only,

O Any Colorado Driver License, Colorado Driver Permit or Colorado Identification Card, expired less than
one year. (Temporary paper license with invalid Colorado Driver License, Colorado Driver Permit, or
Colorado Identification Card, expired less than one year is considered acceptable.)

N, Out-of-state issued photo Driver's License or photo identification card, photo driver's permit expired
less than one year.

O valid foreign passport bearing an unexpired "Processed for |-551" stamp or with an attached unexpired
“Temporary |-551" visa,

O valid I-551 Resident Alien or Permanent Resident card.
U valid foreign passport accompanied by an "I-94" indicating a specific future “until” date.

O valid 1-94 issued by Canadian government with L1 or R1 status and a valid Canadian driver’s license or
valid Canadian identification card.

0 valid Temporary Resident Card.

O valid i-94 with refugee/asylum stamp.

{document list continued on page 2)

Affidavit of Eligibility - Page 1 of 2 Updated March 16, 2007




Valid 16888 or 1766 Employment Authorization Card.

Valid US Military ID (active duty, dependent, retired, reserve and National Guard).
Tribal Identification Card with intact photo (US or Canadiany).

Certificate of Naturalization with intact photo.

Certificate of (US) Citizenship with intact photo.

0O 0D DO D

Passport issued by the U.S. Government with one of the following documents: Social Security card;
marriage, divorce or separation certificate or decree; or a Colorade or Federal tax return.

g

Colorado Department of Corrections Inmate Identification Card with a Social Security card issted by
the United States Government.

2. Enter the state or the federal agency name where this secure and verifiable document was issued.
flaon 44|

{If issued by a state agency, include both the state and agency name.)

3. What is the secure and verifiable document number? 6 5‘ 97 8 22

4. Whalt is the expiration date of your secure and verifiable document? 1, ‘7! ] l” 120 l < (montdayiyear)
{If you hold a document without an expiration date, such as a military ID or naturalization certificate, write N/A. )

Section C: Attestation.

= | understand that this sworn statement is required by law because | have applied for or hold a professional or
commercial license regulated by 8 U.S.C. sec. 1621. | understand that state law requires me to provide proof
that | am lawfully present in the United States when asked as well as submission of a secure and verifiable
document. | may also be required to provide proof of lawful presence.

* lunderstand that in accordance with sections 18-8-503 and 18-8-501(2)(a)(), C.R.S., false statements made
herein are punishable by law. | state under penalty of perjury in the second degree, as defined in 18-8-503,
C.R.S. that the above statements are true and correct,

+ 1am the person identified above and the information contained herein is true and correct to the best of my
knowledge. | understand that under Colorado law, providing false information is grounds for denial, suspension
or revocation of a license, certificate, registration or permit.

* iunderstand that the above information must be disclosed to the Department of Regulatory Agencies upon

request and is subj © venfication,

Signatdre Date / 4

Batr Kirsden Seversoa

Please print your name as shown on your secure and verifiable document.

i

r_— ~
Professional License Type: ﬂ\l\/ Glel{am { Minmg Z/Jd’:ﬂ;e
J

License Number (if already licensed):

Affidavit of Eligibility - Page 2 of 2 Updated March 16, 2007




License Status History Page 1 of 2

CREDENTIAL STATUS HISTORY SUMMARY
Name: Britt Kirsten Severson Date: 2/18/2021
License: Physician Training License TL.0004441
License Status: Expired
License Status Reason: EXPIRED
First Issuance date: 06/23/2012
License expiration date: 01/22/2014

This is to certify that a good faith search of our records revealed the following information:

Status Reason Date Changed User
Expired EXPIRED 01/22/2014 Donna Bame
Active CURRENT 06/19/2012

https://apps.colorado.gov/dora/licensing/admin/contLicenseStatusHistoryInfo.asp?credldnt... 2/18/2021



License Status History Page 2 of 2
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DR, DF PF(“ESTEHEFTN; 397

T UD Q H D 47 0001k
Division of Professions and Occupations Apphcation for Originai License
Oftice of Licensing-Medical gy PE PHYSICIAN
(303) 894-7800 / Fax (303) 894—7693 1400543 ree: $544

wwwdora colorado.goviprof

Name: Last . MD | First: Middle: Suffix:

SOVPLSOn 0 | B Y Wirsitn

Previous Name{s}):

Sccial Security Number: Date of Birth (mavddryyyy): - Gender: [ Male BJFemale

Place of Birth (city and state, or foreign country): E\) dene (Dr‘e1m

Mailing Address: PO Box, Street: 25% (oa \on{ S
s is o [ Home (] Business O SW.Z8: 1y, (e Co %0

Daytime Telephone Number: (/5\1 | ) q 5“’/ - ? 3 4’ cj E-mail Address:

Preferred method tor commumicaton. || Mai P i--mall

List the name and address of the school where your medical degree was received:

Name of School Location (address and ZIPlB Years Attended {f Yearof G n
J alth an thses Uniire, iekou Pk Y, 51202 im;
13229

= If this is an intemational medical school, please provide the country where the school is physically located:

Have you received and/or completed qualifying postgraduate training approved by the ,EQ YES [INO
ACGME/AOA in U.S. or Canadian programs?

» If YES, provide information below.

Name of Facility Speciaity Years Attended (from / to)

E)(f muol A§M fn'B—nl{'ﬂL 7 e thf‘/!/ %g,j:'t A 2002 —'Coc'/‘{p\}‘

What is your specialty cfar specialties? "FAM;)V m A St ;Ht

7

*Sacial Security Number Disclostre: Section 24-34-107(1) of the Colorado Revised Statutes requires that every application by an individual for a licenss issued
pursuant to the authority set forth in Title 12, C.R.S., by the Department of Regulatory Agencies, shall require the applicant's Social Security Number. Disclosure of
your Social Security Number is mandatory formrposﬁofmbﬁshm modifying, or enforcing child support under Sections 14-14-113 and 26-13-126, C.R.S.; locating
an individual who is under an obligation to pay child support as required by Section 26-13-107(3a)(I{A), C.R.8.; and raporting to the National Practitionet Data Bank
pursuantto450FRSecbans-1etseq and the Hoalth Integrity and Protection Data Bank as required bjdscFRSchonsm 1 et 50q. Faiure to provide your
SxmlSmhMmMrfmﬂmnMwmmwﬁmﬂhhduﬁalo{whmamm Da:bsmdyowSmniSwnﬁmeberuvo!myfor
disclosure to othar state regutatery egencies, testing and examination vendors, law enforcement agencies, and other private federations and associations involved in
professnonalrewfahon YouSocalSocummeberwilmtbereleasedforanyoﬂ:erpuposemtpmmbdfothﬂaw

LICENSE NUMBER: 53740 DATE ISSUED: 7 _
Physician Original Page 1 of5 0/2012




| APPLICANT NAME: % N H’ K { f%}'(t’l 'D_QJ&’EY 0A

List name of licensing exam(s): ECFMG, Medical or Osteopathic National Boards, FLEX, USMLE, LMCC, or state written
exam.

Exam __Location Date

Uamil Sk ) Tadluad OR /14 /2001

UemLESke 2 K T (D 4’/‘2'23,/7,0”
' YA

e LE Sked (& Phila dasz‘.gx LA
Damlr Ske 2, Dot £O |2/ /20

P If this is an intemational medical school, please provide the country where the school is physically located:

Are you Board certified by either the American Board of Medical Specialties or the Oves [XInO

American Osteopathic Assoclation?

» If YES, list certification information:

e

E 4 LICENSE INFORMATION
A. Have you ever been licensed to practice medicine in any state, territory, district, or [ YES ¥INO
country? {include temporary licenses and educational permits)
» if YES, provide a complete list of ali medical licenses (if needed, attach an additional sheet in the same format):
Year license Disciplinary action Is this ticense
Type of license State/Country License Number issued against license? current/active?
i-[,a'fmim L[thﬁ rf)‘ nrnlo M TL L{L{L“ 7\0\7\ Dves Fno ﬂYES OnNo
W) QO YES CONO Oves ONO
OYEs ONO CIYeES OONO
B. Have you ever applied for any type of Colorado health care license prior to this O YEs E\NO
application?
» If YES, provide application types and licensa information if applicable:
Month and year lHicense issued

Application type License Number

You must provide proof of malpractice insurance or an acceptable altemative as required by Colorado law, or claim one of
the exemptions set forth in the enclosed insurance memo. See instructions in the insurance memo, and include proof of
insurance {obtained from your insurance carrier) or include a statement setting forth the basis for the exemption

claimed below.

Exemption Claimed:

Physician Original Page2of 5 10/2012



APPLICANT NAME: %‘H, %‘}(_ 6% 4 Se 1/06? 0!4

X
1. Have you ever been notified by any state, territory, district, or country, U.S. government agency, or yes KJINO
state medical/osteopathic licensing board of any complaint, investigation, or inquiry which is
curently pending?

» I YES, give details below AND request official complaint and/or investigative report be sert directly to the Board from
the licensing body, as well as perscnally submi a narrative regarding the complaint.

Acency Date Charge Disposition

2. Has any healing arts license which you now hold or have ever held been admonished, reprimanded, [J YES WO
* censured and/or disciplined in any way by any licensing agency in another state or country, by any
peer review committee or body, by any heatthcare facility or committee thereof, by any professional
or medical society or association or committee thereof, or by any governmental agency, law
enforcement agency or court of law? (Disciplinary actions include, but are not limited to, any
allegations currently pending.} Washington licensees must disclose any Stipulation to Informal
Disposition in response to this question.
» I YES, give details below AND request ail official disciplinary documents including initial compiaint, stipufations, orders
or reprimands be sent directly 1o the Board, as well as a namative regarding the action taken.

Agency Date Charge Disposition

3. Have you ever entered into any agreement with any state, territory, district, country, U.S. [1YES @’NO
government agency, and state medical/osteopathic board regarding your medical license?

» IfYES, give details below AND request all officlal discipinary documents including initlal cemplaint, stipulations, orders
or reprimands be serd directly to the Board. Also submit your namative regarding the action taken.

Agency Date Reason

4. Have you ever been denied a license, permission to practice medicine or any cther heating art, or O YES ﬂ NO
permission to take an examination in any state, country, or U.S. federal jurisdiction?

» IfYES, give details befow AND request all official disciplinary documents including initial complaint, stipulations, orders,
agreements or reprimands be sent directly to the Board. Also submit your namative regarding the action taken.

Aaency Date Reason for Denial

5. Have you ever voluntarily surrendered a license to practice medicine or any other healing arts inany [ YES LKJ NO
other state, country, or U.S. federal jurisdiction? This does not include altowing your license to
expire solely due to non-payment of the renewal fee.

» If YES, summarize below AND request all official discipiinary documents including inétiat complairnt, stipulations, orders,
agreements or reprimands be sent directly to the Board. Also submit your narrative regarding the action taken.

Agency Date Reason

Physician Origima) Page30f5 10/2012
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6. Have either your medical staff membership or clinical privileges at any hospital or healthcare facility [] YES RNO
or your DEA registration been voltuntarily or involuntarily reduced, limited, placed on prebation, not
renewed or relinquished or have either been denied, revoked or suspended? You must answer YES
if any of these actions are currently pending. You must answer YES if you have withdrawn or failed
to proceed with an application for these items.

» | YES, summarize below AND request hospital or DEA to submit a report directly to the Board regarding the action. Also
submit your namrative regarding the action taken.

Name of Facility Date Reason for Action
7. Have you ever been charged, indicted, convicted, received a deferred prosecution, received a O yYES QNO

deferred judgment and sentence, entered a plea of guilty, entered a plea of nolo contendere, or

been placed on aduit diversion for any violation of any law? Note: it is unnecessary to report traffic

offenses that do gt involve alcoho! or drugs.

» I YES, summarize below AND submit your narrative regarding the incident as well as court and pofice records and
information regarding final disposition of the case.

Date Court Violation Penalty of Disposition

8. Do you now abuse or excessively use, or have you in the last five years abused or excessively
used, any habit forming drug, including alcohol, or any controlled substance that has a) resulted in
any accusation or discipline for misconduct, unreliability, neglect of work, or failure to meet
professional responsibilities; or b) affected your ability to practice as a physician safely and
competently?

9. Inthe last five years, have you been diagnosed with or ireated for a condition that significantly
disturbs your cognition, behavior, or motor function, and that may impair your ability to practice as a
physician safely and competently including but not limited to bipolar disorder, severe major
depression, schizophrenia or other major psychotic disorder, a neurological illness, or sleep
disorder?

You may answer NO to Question 8 or 9 if the bshavior or condition is already known to the Colorado Physician Heatth Program (CPHP).
“Known to CPHP” means that you have informed CPHP of your behavior or conditon and you are complying with all of CPHP's
requirements for evaluation, treatment, and/or monitoring.

if you answer YES to Question 8 or 9, submit detailed information to the Board that will allow the Board to assess your ability to practice
safely, competently, and without impaimment to your professional judgment, skill, or knowledge. In addition to that information, you are
required to provide copies of any related records, reports, evaluations, police reports, probation reports, and court records directly to the
Board.

Please be advised that an affirmative response to QGuestion 8 or 9 may result in a request from the Board for evaluation by the
Colorado Physician Health Program (CPHP). The CPHP evaluation process could potentially delay consideration of an application.
Therefore, the Board is providing advance notice of this possibility so that applicants may contact CPHP to schedule an evaluation at the
beginning of the application process. By doing so, the application for icensure should not be unduly delayed. An applicant is not required to
contact CPHP in advance of Board consideration of the application. The applicant may choose to wait for a specific decision by the Board
that a CPHP evaluation is nacessary. This information is being provided to put applicants on notice with respect to this potential
requiroment and afford the applicant the opportunity to expedite the process if he or she so desires. (Colorado Physicians Heatlth Program
— CPHP, 898 Logan Street, #410, Denver, CO 80203, (303) 860-0122.)

Physictan Original Page 4 of 5 1072012



APPLICANT NAME: @r\ \q’ KirsYen 6(1/(}1’3 o

10. Within the last five years, has any final judgment, settlement or arbitration award for medical [(dvYes QNO
malpractice been paid on your behalf or has any claim been filed which is stili pending?

» ! YES, summarize below AND submit to the Board a completed malpractice Claims information Form (attached) and a
clinical narrative regarding your invotvement in the case.

Date Name and Address of Insurance Company Reason for Action
11. Have you ever been refused maipractice insurance, or has your malpractice insurance ever been [JyEs E[NO

canceled or rated at a higher premium due to past claims experience?

» T YES, submit to the Board an explanation regarding the cancellation or increase in premiums of the insurance and
venfication directly from the ingurance company to the Board.

Are you a Member of the U.S. military?

[ YEs &NO
» IfYES, provide information below.

Branch: Duty Station:

By checking this box, | attest that | have developed a written plan to ensure the security of patient medical records
in compliance with C.R.S. 12-36-140.

ATTESTATION

I hereby make application for a license to practice medicine in the state of Colorado. In so doing, | autheorize all hospitals,
institutions or organizations, my references, personal physicians, employers (past and present), business and professional
associations (past and present), and all government agencies (local, state, federal and foreign), which includes state medical
licensing boards and the Federation of State Medical Boards, to release to the licensing Board any information, files or
records requested by the Board in connection with the processing of this application. | further authorize this Board to release
to the organizations, individuals and groups listed above any information which is material to my application or pertinent to
my practice of medicine during the precessing of this application and the time that | am a licensee of this Board.

| state under penalty of perjury in the second degree, as defined in C.R.S. 18-8-503 that the information contained in
this appticati true and corr t of my knowledge. In accordance with C.R.S. 18-8-501(2)(a){l), false
statements'm herein are shable by law and may constitute violation of the practice act.

_— 2/33/\%

_%namre of Applicant’ Da

Physictan Origina! Page5of5 10,2012



91

zZLozoL
;__arg {upd) swe e eoyddy ameubis wesnddy

e/ T,
BSUSDY| [EDjPAUI B JO UOED0AR! JO uojsuadsns '[eluap 10) spuncib s| uopeuuoul asje} Bulpiacid oy 3313081,
10183 a4 0) }0a1I00 pue Bny) 8] Uolieoljdde S Ul PAU)EIUCD LORBULIOUI BY) 1Y) ‘C0T-8-81 SBIMEIS PISIASY OPEIOjOD U pauyRp 8 ‘aubep puodas ayl ui ANTad Jo e
‘M| Aq ejqeysiund s) esuady) e o) uoed)dde ue uj uopeuLoj asie) BulAiddng

0l
;]
8
i
9
]
L4
- . £
=3 \Q / 2
\ . kqoﬁ‘%ﬂ% R\% Srzog @7 o v S by AR 4 ST Slre/ag] Ueghg A
PHIPIRY | o e pewrul fogh e 43 wibe ot By Mo JP0SE < 1AL _AT
8935814 JO 3IMEN (o pus uwuﬁg (aiz "aieng A0 ﬂuusz 7 eang) S ﬁrﬂ_ _ﬁmﬁ
098id 10 Sayeg

{oBed Bupwoiioj uc suojpruisY| 02G)
AHOLSIH 301LOV¥d 40 LH0Od3YH

m .
£69.2-p68 (E0E) X84 / 00861 (€06 Jauoyd
20Zo8 00 'ienuag
0SE) sUNg ‘Aempeoig 0954
[eopa—Buisusol jo 3010
suolednoa( pue suoISSa)0id JO UOISIAIG OpElIojoD)



DIY. OF REGISTRATIONS 986

JANL41d/ 0bl2
\
Colorado Division of Professions and Occupations
Office of Licensing—Medical
1560 Broadway, Suite 1350 RECEWED
Denver, CO 80202

Phone: (303) 894-7800 / Fax: (303) 894-7693 JAN 0 7 201

» - 0 i i H

www, dora.colorado.gov/professions Financlal Aid / Reglstrar

CERTIFICATE QF MEDICAL EDUCATION

To be completed by applicant and forwarded to school where medical degree was received.

This certifies that Q)(I Y Airaten 69 VE S 0n

Full Rame of Applicant

| enrotled in O (e on He A H'lfl MW/I- %U‘ wls | )mf s zA)‘ Y

Fut flame of School

Q/?{‘H "\m} , ij on the jaal’)“" day of, f}{%w—;\' /.’b_?f)?

tocation of School Year

SECTION 2
To be completed by president / secretary / dean of medical school and forwarded to the Office of Licensing.

The undersigned certifies that the records of this institution show that s/he attended this institution

beginning on the =20 day of Av g s 02/ and was granted the degree
Da

y Month Year

Bachelpr/Doctor of Medicine o Doctor of Osteopathy on the ] dayof  fumE , Loz
Day Month Year

Signed and the coliege seal affixed

This__ /2 dayof _~J A~ 201
Cay Month

Year

ke d Rk

President /\ Secretary / Dean

Registrar

NOT VALID WITHOUT SCHOOL SEAL
NOTE TO REGISTRAR:

If no school seal, please indicate above next 1o signature of President/Secretary/Dean.

L2



; DIU. OF REGISTRATIINS 976
JANT 14/ 00053

Colorado Division of Professions and Occupations
Office of Licensing—Medical
1560 Broadway, Suite 1350
Denver, CO 80202
Phone: {303) 894-7800

www . dora.colorado.gov/professions
CERTIFICATE OF COMPLETION OF ACGME/AQA POSTGRADUATE TRAINING

To be completed by applicant and forwarded to the facitity where postgraduate training was received and/or completed.

This certifies that V)n\)( K\‘ oY e on

= Full Name of Applicant

a graduate of £ves on “CKH"\ f/\VUQ gdﬁhaﬁ %FV*CFSI./}/'

ju Name of MedicalOsteopathic School

Name and Address of Faclity

l"liii mﬁea 2 ;ii}tiﬁlo Ueﬁwtf C o %ollﬁ'

To be completed by the program director of the fadility for ACGME/ADA postgraduate training in the United States or Canada.

commenced postgraduate training at Sai o5 1 “Z p ¥l yy

onJine 23 A0 {2 and satisfactorily completed ér will comptete,\such training on _ lone 30 2015

This training consisted of / g months of actual clinical instruction and is approved by the Accredited
Council for Medical Education (ACGME), the American Osteopathic Association (AQA), or the Coordinating Council of
Medical Education of the Canadian Medical Association (CCME) and consisted of the following rotations:

List type and length of training.

ROTATION LENGTH OF ROTATION

Famic Y Medicing Sl monthsS
Was this physician's performance completely satisfactory? _

b If NO, please attach an explanation.

| hereby declare under penalty of perjury under the laws of the State of Colorado that the above statements are true and
correct and the facility is approved by the ACGME/AQA or the CCME to offer the type of level of training completed by the
applicant and that the applicant was trained in an approved ACGME or CCME program position.

Program Director E\ngg £w JQ()&S mMH

pdcress 190 _0gden St #4790 Donyer CO foxi®
Phone Number___% 9.3 312’ 5208 pate_/R-31—/ 3
Signature Pt V

L3



US*MLE United States Medical Licensing Examination® (USMLE®)

United States Certified Transcript of Scores
Med 1_1::5! This document was prepared by the
Licensing ] Federation of State Medical Boards of the United States, Inc.
Exumination Federation Place, 400 Fuller Wiser Road, Suite 300, Euless, TX 76039-3856 -- Telephone (817) 868-4000
(9]

Date : 12/27/2013
Recipient:

Colorado Medical Board
ATTN: Jan Seewald

1560 Broadway

Suite 1350

Denver, CO 80202-5151

Examinee 1D#:
Examinee: Severson, Britt Kirsten Date of Birth:

Alt Name(s):

Results for Steps taken by this examinee (and for which results have been reported to date) are shown below. For Steps that span more
than one day, the test date reflects the day on which the examination began. Where numeric scores are reported. the recommended
minimum passing score (“MP™) is shown in parentheses. Pass/fail outcomes are based upon the minimum passing level in place at the
time of test administration and are not altered by subsequent revisions to the minimum passing level. Effective April 1, 2013, test resulis
are reported on a three-digit scale only; two-digit scores reported for prior administrations will no longer be reported. Test results
reporied as passing represent an exam score of 75 or higher on a two-digit scoring scale.

USMLE STEP 1

Test Date Pass/Fail Total MP Comments
06/16/2009

USMLE STEP 2
Clinical Knowledge (CK)
Test Date Comments
09/23/2011
Clinical Skills {CS)*
Test Date Pass/Fail Comments
06/03/2011
[USMLE STEP 3 |
Test Date Comments
COLORADO 12/04/2013

NOTE: A search of the Board Action Data Bank of the Federation of State Medical Boards (FSMB) reveals no reported information on this examinee,

This document was printed from a secure website and accurately reflects score informalion maintained by the FSMB.
SAR vO51221 27085179 Page 1of 2



Colorado Division of Professions and Occupations
Office of Licensing—Medical
1560 Broadway, Suite 1350
Denver, CO 80202
Phone: (303) 894-7800 / Fax: (303) 894-7693
www.dora.colorado.goviprofessions

PHYSICIAN: To complete your application we must have a report from the Federation's Nationa! Databank of disciplinary
actions taken by state licensing boards and/or other credentialing agencies. Note: an unfavorable report does not
automatically disqualify you from licensure in Colorado.

Complete this form and mail directly to:
Federation of State Medical Boards of the United States, Inc.
400 Futler Wiser Road, Suite 300
Euless, TX 76038-3856

Phone: (817) 868-4000
Fax: (817) 868-4099

No fee is required.

Physician Name: Last . KimMD | First . Middle: Suffix:

Se Verson 0o Ore H Kg c3ken
Social Security Number: _ Date of Birth (mmddiyyy): __
Address: PO Box, Street: 2.84% CJA/IOH{ sr o

cvswe e Doty (H D0O2OS

Medical Schook: (D reqon Neallly und Deience Um‘ue_:f.s.' Date of Graduation: (, / 'f/ 0i2
= /

| hereby authorize and request that the Federation of State Medical Boards of the United States, Inc. provide a disciplinary
history to the following:

Colorado Division of Professions and Occupations
Office of Licensing—Medical

1560 Broadway, Suite 1350 HAVE NOUNEAYORABLE INFORMATICN
Denver, CO RWEEGARD[NGTHEABOVE NAMED PHYSTCI

W 13/23/13
Signature Date '

1012012 ‘ L7



l ) [ I ) 5 The link between
'L | coverage and caring®
| 11603 Miracls Hills Drive, Suite 200
Omaha, Nebraska 68151-4467
BOD-441-7742 Fax 402-392-2673
C ® Www, ppitins.com

CERTIFICATE OF INSURANCE

Exempla St. Joseph Hospital - CO
1835 Frankliin Street
Denver, CO 80218

This certificate is issued as a matter of information only and confers no rights upon the certificate holder. This
certificate does not affirmatively or negatively amend, extend or alter the coverage afforded by the policies below. This
certificate of insurance does not constitute a contract between the issuing insurer, authorized representative or producer, and
the certificate holder.

This is to certify that the policies of insurance listed below have been issued to the insured named below for the policy period
indicated. Notwithstanding any requirement, term or condition of any contract or other document with respect to which this
certificate may be issued or may pertain, the insurance afforded by the policies described herein is subject to all the terms,
exclusions and conditions of such policies. Limits shown may have been reduced by paid claims.

INSURED'S NAME: Britt Kirsten Severson, MD
Sisters of Charity of Leavenworth Health System, Inc.
POLICY NAME; and its affiliate Exempla, Inc. dba Exempla Physician Network
. 8919 Parallel Parkway, Ste 402
ADDRESS: :
Kansas City, KS 66112-1655
POLICY TYPE: Claims Made - Physician & Surgeon Professional Liability
RATING CLASS: Surgery/GP or FP/Resident
POLICY NUMBER: REDACTED |
POLICY LIMITS: $1,000,000 Per Incident
$3,000,000 Annual Aggregate
PHYSICIAN POLICY TERM: 10/1/2013 TO 10/1/2014
PHYSICIAN RETRO DATE: 6/18/2012

Coverage is provided for medical incidents under the direction, supervision, or control of: Sisters of Charity of Leavenworth
Health System, Inc. and its affiliate Exempla, Inc. dba Exempla Physician Network

If this policy is cancelled before the expiration date shown, notice will be delivered in accordance with the policy provisions.

ISSUE DATE:  9/25/2013 . James McCoy
MP-MPCERT  (9/10) Authorized Representative
LDI COIl 263077-309 10




. Colorado Department of Regulatory Agencies
Division of Professions and Occupations
1560 Broadway, Suite 1350
Denver, CO 80202

Licensee/Applicant Full Legal Name
Last First Middle Suffix

5@\/@,{‘6&\ ey Kirsten

Colorado Professional or Occupational License/Certification/Registration Number: I ’/ L{L{ L( ]
(if already licensed)

Professional or Occupational License/Certification/Registration type applying for: E l\}L/D E é-; AN m{lk‘i ¥ e

Pursuant to H.B. 06S-1009, C.R.S. 24-34-107, ALL applicants for original licensure® or licensees renewing or reinstating a
current Colorado license after January 1, 2007 are required to complete and sign this Affidavit of Eligibility.

"The word “licensure” is used gs 8 general term. White most of the professions and occupations are licensed, others may be certified, registered, or
listed. For precise terminoiogy and requiremnents related fo a profession or occupation, please consult the websife of the appropriate board or program.

Section A: LAWFUL PRESENCE in the United States

1. m lam a U.S. ditizen. Check gne of the acceptable secure and verifiable documents in Section B that applies and
fully complete the information requested. Complete documentation must be provided upon request.

2. O 1amnotall.S, citizen, butiam Jawfully present in the U.S. and authorized by the Department of Homeland Security
to be employed in the U.S. Check one of the acceptable secure and verifiable documents in Section B that
applies and fully complete the information requested. Complete documentation must be provided upon request.

3. [ 1am not physically present in the U.S. under 8 U.S.C. sec. 1621 (c){2){c) or employed in the U.S. pursuant to 8 U.S.C.
sec. 1621 (c)(2)(a). Check cne oplion, a or b below, then skip to Section C. (Do not complete Section B.)

a. [] 1amaU.S. citizen, not physically present or employed in the United States.
t. [0 |am aForeign National, not physically present or employed in the United States.

Section B: SECURE AND VERIFIABLE DOCUMENTS

Select ONE document in this section if you checked 1 or 2 in Section A.

Name of state agency Expiration
Government issued | or federal agency that Full name as shown on driver’s LicensefiD Date
{dentification issued the document license or stateffederal issued 1D Number (mm/ddiyyyy)
Driver’'s license or
permit
Government issued
1D card

Valid U.S. military
IDicommon access
card

Colorado
Departmant of
Corrections inmate
1D

[} TribatiD card

X U'S passpon éhardégtﬂf‘“f’"}’ Bar Kieskn Dtvers o

[ Certificate of
Naturalization

Affidavit of Eligibiity Page 1 of2 * 082012

o o g ol

221/ 201}




” Section B: SECURE AND VERIFIABLE DOCUMENTS (continued)
Name of state agency Expiration

Government Issued | or federal agency that Full name as shown on driver's LicenseflD Date

Identification issued the document license or stateifederal issued iD Numbet {mm/dd/yyyy)

[ Certificate of (U.S.)
Citizenship

[0 valid Temporary
Resident card

[7] Valid 1-94 issued by

O

Canadian
government
Valid 1-94 with
refuges/asylum
stamp

Issumg federal agency

O

Valig I-766 (Employment Authorization Card)

Valid from Expires
Name on card Alien Number (A#) | Card Number {mm/ddiyyyy) (mm/ddiyyyy)

Issuing federal agency:

[ valid 1-551 (Resident Alien or Permanent Resident Card)

Country of Card expires | Resident since
Name on card Allen Number (A#) birth {mm/dd/yyyy) {mm/ddiyyyy)

D Vahd fore:gn pmsport wrth an unexptred visa wrth proper classrﬁwnon for work authonzauon and an unexp1red |-94 B

Visa Class
Issuing foreign {ex.. J1, P-1, Date of entry Until date
country Passport Number Visa Number H-1B, etc.) (mm/ddiyyyy) {mm/ddivyvy)

D Valld foreugn passport beanng an unexplred "Processed for 1-551' Stamp or wmv an aﬁached unexpired 'Ternporary I-551" -
visa

Issuing foreign country: Passport Number:

Section C: ATTESTATION

« | understand that this sworn statement is required by law because | have applied for or hold a professional or
commercial license regulated by 8 U.S.C. sec. 1621. | understand that state law requires me to provide proof that |
am lawfully present in the United States when asked as well as submission of a secure and verifiable document. 1 may
also be required to provide proof of lawful presence.

+ | understand that in accordance with sections 18-8-503 and 18-8-501(2)(a)(l}, C.R.S., false statements made herein
are punishable by law. | state under penalty of perjury in the second degree, as defined in 18-8-503, C.R.S. that the
above statements are true and comect.

« 1 am the person identified above and the information contained herein is true and correct to the best of my knowledge. |
understand that under Colorado law, providing false information is grounds far denial, suspension or revocation of a
license, certificate, registration or perrmnit.

¢ | understand that the above information must be disclosed to the Départmant of Regulatory Agencies upon request
and is subject to verification.

2o Wrs ben ‘%L VeGS0

Print Full L me

3 / Z_\/' - \1’/2’%{/\3

Sfgnature (Full Name)

Affidavit of Eligibifity Page 2 of 2 08/2012



Renewal - DR.0053360 Page 1 of 6

Renewal - DR.0053360

Name Britt Kirsten Severson

Credential DR.0053360

Fee Details

Renewal Fee $2.00
Renewal Fee $238.00
Renewal Fee $18.00
Renewal Fee $162.00

$420.00

Affidavit of Eligibility - Screening Present
AFFIDAVIT OF ELIGIBILITY

1. Do you currently reside in and are you physically present in the United States?
Yes

Affidavit of Eligibility - Screening Doc Change
AFFIDAVIT OF ELIGIBILITY

2. Are you a United States Citizen and the State or Federally issued document, in which you proved your legal status in the
United States is still valid and has not expired since you last completed an Affidavit of Eligibility? (This would have been either at
your original licensure or your last renewal, whichever is more recent).

-OR-
Are you Not a United States Citizen, but are lawfully present in the United States and your legal status within the United States

has not changed and the legal documents used to prove lawful presence have not changed since you last completed an Affidavit
of Eligibility? (This would have been either at your original licensure or your last renewal, whichever is more recent).

If you need to update your lawful presence information, select no and you will be prompted to complete a new Affidavit of
Eligibility. Otherwise, if your information has not changed, select yes to move forward.
Yes

Affidavit of Eligibility
AFFIDAVIT OF ELIGIBILITY

Pursuant to C.R.S. 24-34-107, ALL applicants for original licensure* or licensees renewing or reinstating a current Colorado
license after January 1, 2007 are required to complete and sign this Affidavit of Eligibility.

* The word "licensure" is used as a general term. While most of the professions and occupations are licensed, others may be

certified, registered or listed. For precise terminology and requirements related to a profession or occupation, please consult the
website of the appropriate board or program.

3. Please enter your Full Legal Name

Affidavit of Eligibility - Section A
Section A: LAWFUL PRESENCE in the United States

4. Select one of the following Lawful Presence types below and click "Next" when done:

https://apps.colorado.gov/dora/licensing/SnapshotViewer.aspx?qabid=1017178&key={811... 2/18/2021



Renewal - DR.0053360

Affidavit of Eligibility - Section B.1

Page 2 of 6

Section B: SECURE AND VERIFIABLE DOCUMENTS

5. Do you have a State or Federal government issued identification?

These include:

Driver's License or Permit

Government Issued ID Card

Valid U.S. Military Common Access Card
Colorado Department of Corrections Inmate ID
Tribal ID Card

U.S. Passport

Certificate of Naturalization

Certificate of (U.S.) Citizenship

Valid Temporary Resident card

Valid I-94 issued by Canadian government
Valid 1-94 with refugee/asylum stamp

Affidavit of Eligibility - Section B.1 if Yes

Section B: SECURE AND VERIFIABLE DOCUMENTS

10.

Select one of the following Government Issued Identification:

Enter the name of State or Federal Agency that issued the identification:

Enter your full name as shown on the driver's license or State/Federal issued identification:

Enter the State/Federal government issued license/ID number:

Enter the expiration date of the license/ID:

11. I understand that the above information must be disclosed to the Department of Regulatory Agencies upon request and is
subject to verification.

Affidavit of Eligibility - Section B.2

Section B: SECURE AND VERIFIABLE DOCUMENTS

12.

Do you have a Valid I-766 (Employment Identification Card)?

Affidavit of Eligibility - Section B.2 if Yes

Section B: SECURE AND VERIFIABLE DOCUMENTS

13. Enter the issuing Federal Agency:
14. Enter the name as listed on the card:
15. Enter the Alien number (A#):

16. Enter the card number:

https://apps.colorado.gov/dora/licensing/SnapshotViewer.aspx?qabid=1017178&key={811... 2/18/2021



Renewal - DR.0053360 Page 3 of 6

17. Enter the Valid From Date:
18. Enter the Expiration Date:

19. | understand that the above information must be disclosed to the Department of Regulatory Agencies upon request and is
subject to verification.

Affidavit of Eligibility - Section B.3
Section B: SECURE AND VERIFIABLE DOCUMENTS

20. Do you have a Valid I-551 (Resident Alien or Permanent Resident Card)?

Affidavit of Eligibility - Section B.3 if Yes
Section B: SECURE AND VERIFIABLE DOCUMENTS

21. Enter the issuing Federal Agency:
22. Enter the name as listed on the card:
23. Enter the Alien Number (A#):

24. Enter the country of birth:

25. Enter the card expiration date:

26. Enter the Residence Since date:

27. | understand that the above information must be disclosed to the Department of Regulatory Agencies upon request and is
subject to verification.

Affidavit of Eligibility - Section B.4

28. Do you have a Valid Foreign Passport with an unexpired Visa with proper classification for work authorization, and an
unexpired 1-947?

Affidavit of Eligibility - Section B.4 if Yes
Section B: SECURE AND VERIFIABLE DOCUMENTS

29. Enter the issuing foreign country:

30. Enter the Passport Number:

31. Enter the Visa Number:

32. Enter the Visa Class (Examples: J-1, P-1 H-1B, etc.):
33. Enter the Date of Entry:

34. Enter the Until Date:

https://apps.colorado.gov/dora/licensing/SnapshotViewer.aspx?qabid=1017178&key={811... 2/18/2021



Renewal - DR.0053360 Page 4 of 6

35. lunderstand that the above information must be disclosed to the Department of Regulatory Agencies upon request and is
subject to verification.

Affidavit of Eligibility - Section B.5
Section B: SECURE AND VERIFIABLE DOCUMENTS

36. Do you have a valid foreign passport bearing an unexpired "Processed for [-551" stamp or with an attached unexpired
"Temporary 1-551" visa?

Affidavit of Eligibility - Section B.5 if Yes
Section B: SECURE AND VERIFIABLE DOCUMENTS

37. Enter the issuing foreign country:
38. Enter the Passport Number:

39. | understand that the above information must be disclosed to the Department of Regulatory Agencies upon request and is
subject to verification.

Affidavit of Eligibility - Section C

Section C: Attestation

» | understand that this sworn statement is required by law because | have applied for or hold a professional or commercial
license regulated by 8 U.S.C. sec 1621. | understand that state law requires me to provide proof that | am lawfully
present in the United States when asked as well as submission of a secure and verifiable document. | may also be
required to provide proof of lawful presence.

» | understand that in accordance with sections 18-8-503 and 18-8-501(2)(a)(l), C.R.S., false statements made herein are
punishable by law. | state under penalty of perjury in the second degree, as defined in section 18-8-503, C.R.S. that the
above statements are true and correct.

» | am the person identified on the previous pages and the information contained herein is true and correct to the best of
my knowledge. | understand that under Colorado law, providing false information is grounds for denial, suspension or
revocation of a license, certificate, registration or permit.

» | understand that the information on the previous pages must be disclosed to the Department of Regulatory Agencies
upon request and is subject to verification.

40. By entering your full legal name below you attest that you have read and understand the above information.

41. Please enter today's date below:

DR Renewal Attestation

The below attestations apply to your license's CURRENT status. You may not change your status through online renewal. To
change your status, please contact the licensing office at dora_registrations@state.co.us or 303-894-7800.

By renewing my license in INACTIVE status, | attest that:

» | understand malpractice insurance is not required for Inactive license holders; however, | may not practice medicine,
including but not limited to prescribing medications, in Colorado unless and until | comply with the insurance
requirements and the Board issues me an Active license. | understand that should | desire to reactivate my Colorado
medical license at some future time, | will be required to complete the reactivation application and pay an additional fee. |
also understand that if | have not actively practiced medicine for two (2) years or more and then wish to reactivate my
Colorado medical license, | will be required to demonstrate continued competence pursuant to Board rules and
regulations.
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By renewing my license in ACTIVE status, | attest that:

» | have not abused or excessively used any habit forming drug, including alcohol, or any controlled substance that has: 1)
resulted in any accusation or discipline for misconduct, unreliability, neglect of work, or failure to meet professional
responsibilities; or, 2) affected my ability to practice as a physician safely and competently, at any time during the past
two years, up to and including today’s date.

AND

In the last two years, | have not been diagnosed with or treated for an iliness or condition that significantly disturbs my
cognition, behavior, or motor function, and that may impair my ability to practice as a physician safely and competently,
such as bipolar disorder, severe major depression, schizophrenia or other major psychotic disorder, a neurological
illness, or sleep disorder

OR

The illness or condition or the use of substances, as defined above, is: 1) already known to the Colorado Physician
Health Program (“CPHP”) and | have made, or will make known within 30 days, any requisite disclosure to the Board
pursuant to section 12-36-118.5 and any attendant regulations; or, 2) | have entered into a Confidential Agreement with
the Board. For the purpose of this attestation, “Known to CPHP” means that | have informed CPHP of my condition or
use of such substances and | am complying with all of CPHP’s requirements for evaluation, treatment and/or monitoring.

* Inthe last 2 years, no adverse action has been taken against my license by another licensing agency, a peer review
body, a health care institution, a residency or postgraduate training program, a professional or medical society or
association, a governmental agency, a law enforcement agency, or a court for acts or conduct which, would constitute
grounds for disciplinary or adverse actions pursuant to the Medical Practice Act or its attendant rules. For the purpose of
this attestation, an adverse action by a law enforcement agency includes: 1) all felony charges; 2) all misdemeanor
charges; or, 3) traffic charges/citations involving alcohol, controlled substances, or any other habit-forming drug.

OR

| have reported, or will report within 30 days, any adverse action to the Board in accordance with the requirements of the
Medical Practice Act.

» Inthe last 2 years, | have not been denied medical liability insurance and no liability insurance coverage has been
limited, restricted, or terminated by action of the insurance carrier in this or any other state.

OR
| have reported, or will report within 30 days, any denial or limitation of medical liability coverage to the Board.
| have established and will continuously maintain professional liability insurance as required by §13-64-301, C.R.S.

Click Next to proceed.

GLOBAL HPPP Renewal Attestation
Pursuant to section 24-34-110, C.R.S., all Active and Retired status licensees must maintain a current Healthcare Professions
Profile. Reportable events and/or changes to information must be made within 30 days. For more information about this Program
and to update your profile, visit www.dora.colorado.gov/professions/hppp.

By renewing your Active or Retired license, you attest to the following:

| have updated my Healthcare Professions Profile to current date and/or | will make any updates within 30 days of any reportable
event or change, and subsequent updates will be made within 30 days. This requirement is in addition to any requirement by a
profession's practice act. Examples of reportable events or changes that must be updated on a profile include, but are not limited
to, location of practice, public actions issued by any jurisdiction, felonies and crimes of moral turpitude, malpractice
settlements/judgments, etc. To update a Healthcare Professions Profile, or for more information on the Healthcare Professions
Profile Program (HPPP) and its requirements, visit www.dora.colorado.gov/professions/hppp or call 303-894-5942.

If your status is Inactive you are not required to maintain a Healthcare Professions Profile, click next to proceed.

You may NOT change your status through online renewal. For information regarding a status change, please contact the renewal
desk at 303-894-7800 or dora_dpo_renewalline@state.co.us.

Click next to proceed.

Review

Please make sure to PRINT THIS SCREEN for your records. To do so, you can click the button in the upper right hand corner of
this screen labeled "Print Review". You will not be able to print after you leave this review screen.
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Renewal - DR.0053360

Name Britt Kirsten Severson

Credential DR.0053360

Fee Details
DR - Legal Defense Fund $2.00
DR - PDMP Fee $24.00
DR - Portal Fee $1.50
DR - Renewal Fee Active $238.50
DR- Peer Fee $162.00

$428.00

Affidavit of Eligibility - Screening Present
AFFIDAVIT OF ELIGIBILITY

1. Do you currently reside in and are you physically present in the United States?
Yes

Affidavit of Eligibility - Screening Doc Change
AFFIDAVIT OF ELIGIBILITY

2. Are you a United States Citizen and the State or Federally issued document, in which you proved your legal status in the
United States is still valid and has not expired since you last completed an Affidavit of Eligibility? (This would have been either at
your original licensure or your last renewal, whichever is more recent).

-OR-

Are you Not a United States Citizen, but are lawfully present in the United States and your legal status within the United States
has not changed and the legal documents used to prove lawful presence have not changed since you last completed an Affidavit
of Eligibility? (This would have been either at your original licensure or your last renewal, whichever is more recent).

If you need to update your lawful presence information, select no and you will be prompted to complete a new Affidavit of
Eligibility. Otherwise, if your information has not changed, select yes to move forward.
Yes

DR Renewal Attestation

The below attestations apply to your license's CURRENT status. You may not change your status through online renewal. To
change your status, please contact the licensing office at dora_registrations@state.co.us or 303-894-7800.

By renewing my license in INACTIVE status, | attest that:

| understand malpractice insurance is not required for Inactive license holders; however, | may not practice medicine, including
but not limited to prescribing medications, in Colorado unless and until | comply with the insurance requirements and the Board
issues me an Active license. | understand that should | desire to reactivate my Colorado medical license at some future time, | will
be required to complete the reactivation application and pay an additional fee. | also understand that if | have not actively
practiced medicine for two (2) years or more and then wish to reactivate my Colorado medical license, | will be required to
demonstrate continued competence pursuant to Board rules and regulations.

By renewing my license in ACTIVE status, | attest that:

» In the past two years | have not abused or excessively used any habit forming drug including, alcohol or any controlled
substance, and | have not been diagnosed with or treated for a condition that disturbs my cognition, behavior or motor
function which has resulted in an adverse action, a professional disciplinary action, a criminal charge, or an allegation or
finding of working impaired, diversion of controlled substances or habit -forming medications (including self-prescribing),
sexual contact with a patient, substandard medical practice or patient harm.

OR

In the past two years | have abused or excessively used any habit forming drug including, alcohol or any controlled
substance, or | have been diagnosed with or treated for a condition that disturbs my cognition, behavior or motor function
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which has resulted in an adverse action, a professional disciplinary action, a criminal charge, or an allegation, or finding
of working impaired, diversion of a controlled substance or habit-forming medication (including self-prescribing), sexual
contact with a patient, substandard medical practice or patient harm AND | have reported, or will report this information
within 30 days to the Colorado Medical Board.

* Inthe last 2 years, no adverse action has been taken against my license by another licensing agency, a peer review
body, a health care institution, a residency or postgraduate training program, a professional or medical society or
association, a governmental agency, a law enforcement agency, or a court for acts or conduct which, would constitute
grounds for disciplinary or adverse actions pursuant to the Medical Practice Act or its attendant rules. For the purpose of
this attestation, an adverse action by a law enforcement agency includes: 1) all felony charges; 2) all misdemeanor
charges; or, 3) traffic charges/citations involving alcohol, controlled substances, or any other habit-forming drug.

OR

| have reported, or will report within 30 days, any adverse action to the Board in accordance with the requirements of the
Medical Practice Act.

 In the last two years, | have not been diagnosed with or treated for an iliness, condition or behavior, that disturbs my
cognition, behavior, or motor function that has resulted in conduct which may impair my ability to practice as a physician,
safely and competently, such as substance misuse or abuse, bipolar disorder, severe major depression, schizophrenia or
other major psychotic disorder, a neurological iliness, or sleep disorder.

OR

In the last two years, | have been diagnosed with or treated for an illness, condition or behavior that significantly disturbs
my cognition, behavior, or motor function that has resulted in conduct which may impair my ability to practice as a
physician, safely and competently, such as substance misuse or abuse, bipolar disorder, severe major depression,
schizophrenia or other major psychotic disorder, a neurological illness, or sleep disorder AND:

1) The illness or condition is already known to the Colorado Physician Health Program (“CPHP”) and | have made, or will
make known within 30 days, any requisite disclosure to the Board pursuant to section 12-36-118.5 and any attendant
regulations; OR

2) | have entered into a Confidential Agreement with the Board. For the purpose of this attestation, “Known to CPHP”
means that | have informed CPHP of my condition or use of such substances and | am complying with all of CPHP’s
requirements for evaluation, treatment and/or monitoring; OR

3) | have reported, or will report within 30 days, the iliness or condition to the Medical Board.

* Inthe last 2 years, | have not been denied medical liability insurance and no liability insurance coverage has been
limited, restricted, or terminated by action of the insurance carrier in this or any other state.

OR
| have reported, or will report within 30 days, any denial or limitation of medical liability coverage to the Board.
» | have established and will continuously maintain professional liability insurance as required by §13-64-301, C.R.S.

Click Next to proceed.

HPPP - DR Introduction

Healthcare Professions Profile

Please be aware that this profile is only for your Physician license. Do not provide information for other license types you hold on
this profile. You will be required to complete a profile for every license you hold that is included in the profiling requirement.

All information provided in this profile must be updated within 30 days of any change of information unless your profession's
statute says otherwise, or unless the question specifies otherwise.

HPPP GLOBAL - Location of Practice
Location of Practice

49. Are you currently practicing in the healthcare profession associated with this profile?

Yes
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HPPP GLOBAL - Location of Practice If Yes

Page 3 of 7

Location of Practice

50. Practice Locations:

Address City

State

Zip Code

IPhone Number

8990 Washington St Thornton

Colorado

80229

|(303) 650-4460

HPPP - MEDICAL Education and Training

Education and Training

51. School or Education Level:
Oregon Health & Science University School of Med

52. Please enter the year your initial Degree was achieved: Only enter the year in YYYY format

2012

HPPP GLOBAL - Other Licenses

Other Licenses

53. Have you ever held, or do you currently hold any other licenses in this profession from any other state, country or province?

No

HPPP GLOBAL - Board Certifications

Board Certifications

55. Do you hold any current Board Certifications?
Yes

HPPP - MEDICAL Board Certifications if Yes

Board Certifications

56. Board Certifications:

Certification

Family Medicine

HPPP GLOBAL - Practice Specialties

Practice Specialties

57. Do you have a practice specialty in which you are appropriately trained and actively practicing?

Yes
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HPPP - MEDICAL Practice Specialties if Yes
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Practice Specialties

58. Practice Specialties:

Specialty

Family Medicine

HPPP GLOBAL - CO Hospital Affiliations

Colorado Hospital Affiliations

59. Do you have a current affiliation or clinical privileges with any Colorado Hospital?
Yes

HPPP GLOBAL - CO Hospital Affiliations if Yes

Colorado Hospital Affiliations

60. Colorado Hospital Affiliations:

|Hospita| Affiliation Type City

|Avista Adventist Hospital Admitting Privileges Louisville

HPPP GLOBAL - Other Hospital Affiliations

Other Health Care Facilities and Out of State Hospital Affiliations

61. Do you have a current affiliation with any healthcare facility or a non-Colorado hospital?
No

HPPP GLOBAL - Business Ownership

Business Ownership

63. Do you have a current business ownership interest in any healthcare-related business?
No

HPPP GLOBAL - Employer

Employer

65. Do you have an employer in the profession in which you are licensed or are applying for a license?
Yes

HPPP GLOBAL - Employer if Yes

Employer
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66. Employer:
|Emp|oyer Name Address City State Zip Code Phone Number
|CIinica Family Health Services 8990 Washington St Thornton |Colorado 80229 (303) 650-4460

HPPP GLOBAL - Employment Contracts
Employment Contracts

67. Do you have a contract with any business whose mission relates to healthcare services or products where the value is
greater than $5000 annually?
Yes

HPPP GLOBAL - Employment Contracts if Yes
Employment Contracts

68. Employment Contracts:

|Entity Name |Length of Contract Contract Position
|Planned Parenthood of the Rocky Mountains |1 year Independent Contractor

HPPP GLOBAL - Disciplinary Actions
Disciplinary Actions

69. Have you ever had public disciplinary action taken against your license by any board or licensing agency in any state or
country?
No

HPPP GLOBAL - Restrictions and Suspensions
Restrictions and Suspensions

71. Have you ever entered into any agreement or stipulation to temporarily cease your practice or had a board order issued
restricting or suspending your license?
No

HPPP GLOBAL - Healthcare Facility Actions
Healthcare Facility Actions

73. Since September 1, 1990, have you had any final actions resulting in involuntary limitations or probationary status on or
reduction, nonrenewal, denial, revocation or suspension of medical staff membership or clinical privileges at a hospital or
healthcare facility? You are not required to report a precautionary or administrative suspension unless you resigned your medical
staff membership or clinical privileges while the suspension was pending.

No

HPPP GLOBAL - Termination of Employment
Termination of Employment
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75. Have you ever been terminated by an employer for a reason that would be considered a violation of your profession's
practice law?
No

HPPP GLOBAL - DEA Registration
DEA Registration Surrender

77. Have you ever had to involuntarily surrender your United States Drug Enforcement Agency Administration Registration?
No

HPPP GLOBAL - Convictions

Convictions

80. Since you were issued a license to practice your profession in any state or country, have you had any final criminal
conviction(s) or plea arrangement(s) resulting from the commission or alleged commission of a felony or crime of moral turpitude
in any jurisdiction?

No

HPPP GLOBAL - Malpractice Claims
Malpractice Claims

82. Since September 1, 1990, have you had any final judgment, entered into a settlement, or paid an arbitration award for
malpractice?
No

HPPP GLOBAL - Malpractice Carrier Refusal
Malpractice Carrier Refusal

84. Have you been denied liability insurance, or has your liability insurance coverage been limited, restricted or terminated by the
insurance carrier?

No

HPPP GLOBAL - Optional Narrative
Optional Narrative

86. Optional Narrative:

HPPP GLOBAL - Attestation

Attestation

By submitting this Healthcare Professions Profile to the Division of Professions and Occupations you are attesting that:
* You are the person identified in this profile; or

* You are authorized to submit information on behalf of the person identified in this profile; and
» The information contained herein is true and correct to the best of my knowledge.
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87. Submission Date:
03/23/2017

Review

Please make sure to PRINT THIS SCREEN for your records. To do so, you can click the button in the upper right hand corner of
this screen labeled "Print Review". You will not be able to print after you leave this review screen.
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Renewal - DR.0053360

Name Britt Kirsten Severson

Credential DR.0053360

Fee Details
DR - Legal Defense Fund $2.00
DR - PDMP Fee $24.00
DR - Portal Fee $1.50
DR - Renewal Fee Active $218.50
DR- Peer Fee $140.00

$386.00

DR Renewal Attestation

The below attestations apply to your license's CURRENT status. You CANNOT change your status through online renewal. To
change your status, please contact the licensing office at dora_registrations@state.co.us or 303-894-7800. DR have Active and
Inactive options, CDRH has Active only

By renewing my license in INACTIVE status, | attest that:

| understand malpractice insurance is not required for Inactive license holders; however, | may not practice medicine, including
but not limited to prescribing medications, in Colorado unless and until | comply with the insurance requirements and the Board
issues me an Active license. | understand that should | desire to reactivate my Colorado medical license at some future time, | will
be required to complete the reactivation application and pay an additional fee. | also understand that if | have not actively
practiced medicine for two (2) years or more and then wish to reactivate my Colorado medical license, | will be required to
demonstrate continued competence pursuant to Board rules and regulations.

By renewing my license in ACTIVE status, | attest that | have NOT engaged in any conduct or exhibited any behaviors
that resulted in the following following OR that | have reported, or will report this information within 30 days to the
Colorado Medical Board at dora_medicalboard@state.co.us or 303-894-7690.:

An arrest, discipline, sanction or warning

Loss or suspension of any license

Termination or suspension of any license

Endangering the safety of others

A breach of fiduciary obligations

A violation of workplace or academic conduct rules

An impairment of your ability to practice in a safe, competent, ethical and professional manner

Abusing or excessively using any habit forming drug, including alcohol, or any illegal or controlled substance resulting in
any discipline for misconduct, failure to meet professional responsibilities, or affecting your ability to practice safely and
competently

» Claiming the illegal use of a substance as a defense, in mitigation, or as an explanation for any conduct that impairs your
ability to practice in a safe, competent, ethical, and professional manner

By renewing my license in ACTIVE status, | attest that | have NOT had any inquiry, investigation or
administrative/judicial proceeding by the followingfollowing OR that | have reported, or will report this information
within 30 days to the Colorado Medical Board at dora_medicalboard@state.co.us or 303-894-7690.:

» A licensing authority

» A government agency

* An employer

* An educational institution

» A professional organization

» In connection with an employment disciplinary or termination procedure

By renewing my license in ACTIVE status, | attest that: | have established and will continuously maintain professional liability
insurance as required by 13-64-301, C.R.S.

All statuses click Next to proceed.

PDMP Renewal Attestation

By renewing your license in Active status, you agree with the following statement:

| attest that IF | maintain a current United States Drug Enforcement Agency (DEA) registration, | have registered an individual
user account with Colorado's Prescription Drug Monitoring Program (PDMP) at https://colorado.pmpaware.net.

(If you have questions about registering or to check if you have registered, please email the PDMP Help Desk at
pdmpingr@state.co.us for assistance.)
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Click Next to proceed.

AoE Renewal Update
Affidavit of Eligibility | Renewal Update of Information

1. Since you were originally licensed or since your last renewal (whichever was more recent) has the documentation you
provided proving your legal status in the United States changed?

 If nothing has changed in your legal status or documentation, select "No"
« If your status has changed, or you need to update your documentation, select "Yes" to update your information
No

AoE Attestation
Affidavit of Eligibility | Section C: Attestation

By submitting this Affidavit of Eligibility (AoE) you are attesting that you have read and understand the statements below:

» | understand that this sworn statement is required by law because | have applied for or hold a professional or commercial
license regulated by 8 U.S.C. sec 1621. | understand that state law requires me to provide proof that | am lawfully
present in the United States when asked as well as submission of a secure and verifiable document.

» | understand that in accordance with sections 18-8-503 and 18-8-501(2)(a)(l), C.R.S., false statements made herein are
punishable by law. | state under penalty of perjury in the second degree, as defined in section 18-8-503, C.R.S. that the
above statements are true and correct.

» | am the person identified on the previous pages and the information contained herein is true and correct to the best of
my knowledge. | understand that under Colorado law, providing false information is grounds for denial, suspension or
revocation of a license, certificate, registration or permit.

» | understand that the information on the previous pages must be disclosed to the Department of Regulatory Agencies
upon request and is subject to verification.

96. Please enter today's date below:
03/14/2019

Healthcare Profile - Physician Introduction
Healthcare Professions Profile | Introduction

Please be aware that this profile is only for your PHYSICIAN license. Do not provide information for other license types you hold
on this profile. You will be required to complete a profile for every license you hold that is included in the profiling requirement.

All information provided in this profile must be updated within 30 days of any change of information unless your profession's
statute says otherwise, or unless the question specifies otherwise.

Healthcare Profile - Location of Practice
Healthcare Professions Profile | Location of Practice

97. Are you currently practicing in the healthcare profession associated with this profile?

Yes
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Healthcare Profile - Location of Practice if Yes

Page 3 of 7

Healthcare Professions Profile | Location of Practice

98. Practice Locations:

Address

City

State

Zip Code

|Phone Number

8990 Washington St

Thornton

Colorado

80229

|(303) 650-4460

Healthcare Profile - Medical Education and Training

Healthcare Professions Profile | Education and Training

99. School or Education Level:

Oregon Health & Science University School of Med

100. Please enter the year your initial Degree was achieved: Only enter the year in YYYY format

2012

Healthcare Profile - Other Licenses

Healthcare Professions Profile | Other Licenses

101. Have you ever held, or do you currently hold any other licenses in this profession from any other state, country or province?

No

Healthcare Profile - Board Certifications

Healthcare Professions Profile | Board Certifications

103. Do you hold any current Board Certifications?

Yes

Healthcare Profile - Medical Board Certifications if Yes

Healthcare Professions Profile | Board Certifications

104. Board Certifications:

Certification

Family Medicine

Healthcare Profile - Practice Specialties

Healthcare Professions Profile | Practice Specialties

105. Do you have a practice specialty in which you are appropriately trained and actively practicing?

Yes

Healthcare Profile - Medical Practice Specialties if Yes
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Healthcare Professions Profile | Practice Specialties

106. Practice Specialties:
Specialty
Family Medicine

Healthcare Profile - Colorado Hospital Affiliations
Healthcare Professions Profile | Colorado Hospital Affiliations

107. Do you have a current affiliation or clinical privileges with any Colorado Hospital?
Yes

Healthcare Profile - Colorado Hospital Affiliations if Yes
Healthcare Professions Profile | Colorado Hospital Affiliations

108. Colorado Hospital Affiliations:

[Hospital Affiliation Type City
Avista Adventist Hospital Admitting Privileges Louisville
Haxtun Hospital District Admitting Privileges Haxtun
|Melissa Memorial Hospital Admitting Privileges Holyoke
'Yuma District Hospital Admitting Privileges 'Yuma
Lincoln Community Hospital and Nursing Home Admitting Privileges Hugo

Healthcare Profile - Other Facility and Out of State Hospital Affiliations
Healthcare Professions Profile | Other Facility and Out of State Hospital Affiliations

109. Do you have a current affiliation with any healthcare facility or a non-Colorado hospital?
No

Healthcare Profile - Business Ownership
Healthcare Professions Profile | Business Ownership

111. Do you have a current business ownership interest in any healthcare-related business?
No

Healthcare Profile - Employer
Healthcare Professions Profile | Employer

113. Do you have an employer in the profession in which you are licensed or are applying for a license?
Yes

Healthcare Profile - Employer if Yes
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Healthcare Professions Profile | Employer

114. Employer:

|[Employer Name Address City State Zip Code |Phone Number
Clinica Family Health 8990 Washington St Thornton Colorado 80229 (303) 650-4460
Docs Who Care 800 W. Frontier Lane Olathe Colorado 66061 (877) 397-7800

Healthcare Profile - Employment Contracts
Healthcare Professions Profile | Employment Contracts

115. Do you have a contract with any business whose mission relates to healthcare services or products where the value is
greater than $5000 annually?
No

Healthcare Profile - Disciplinary Actions
Healthcare Professions Profile | Disciplinary Actions

117. Have you ever had public disciplinary action taken against your license by any board or licensing agency in any state or

country?
No

Healthcare Profile - Restrictions and Suspensions
Healthcare Professions Profile | Restrictions and Suspensions

119. Have you ever entered into any agreement or stipulation to temporarily cease your practice or had a board order issued
restricting or suspending your license?
No

Healthcare Profile - Healthcare Facility Actions
Healthcare Professions Profile | Healthcare Facility Actions

121. Since September 1, 1990, have you had any final actions resulting in involuntary limitations or probationary status on or
reduction, nonrenewal, denial, revocation or suspension of medical staff membership or clinical privileges at a hospital or
healthcare facility? You are not required to report a precautionary or administrative suspension unless you resigned your medical
staff membership or clinical privileges while the suspension was pending.

No

Healthcare Profile - Termination of Employment
Healthcare Professions Profile | Termination of Employment

123. Have you ever been terminated by an employer for a reason that would be considered a violation of your profession's

practice law?
No

Healthcare Profile - DEA Registration
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Healthcare Professions Profile | DEA Registration

125. Have you ever had to involuntarily surrender your United States Drug Enforcement Agency Administration Registration?
No

Healthcare Profile - Convictions
Healthcare Professions Profile | Convictions

128. Since you were issued a license to practice your profession in any state or country, have you had any final criminal
conviction(s) or plea arrangement(s) resulting from the commission or alleged commission of a felony or crime of moral turpitude
in any jurisdiction?

No

Healthcare Profile - Malpractice Claims
Healthcare Professions Profile | Malpractice Claims

130. Since September 1, 1990, have you had any final judgment, entered into a settlement, or paid an arbitration award for
malpractice?

No

Healthcare Profile - Malpractice Carrier Refusal
Healthcare Professions Profile | Malpractice Carrier Refusal

132. Have you been denied liability insurance, or has your liability insurance coverage been limited, restricted or terminated by
the insurance carrier?

No

Healthcare Profile - Optional Narrative
Healthcare Professions Profile | Optional Narrative

134. Optional Narrative:

Healthcare Profile - Attestation
Healthcare Professions Profile | Attestation

By submitting this Healthcare Professions Profile to the Division of Professions and Occupations you are attesting that:

» | am the person identified in this profile; or
* You are authorized to submit information on behalf of the person identified in this profile; and
» The information contained herein is true and correct to the best of my knowledge.

135. Submission Date:
03/14/2019

Review
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Please make sure to PRINT THIS SCREEN for your records. To do so, you can click the button in the upper right hand corner of
this screen labeled "Print Review". You will not be able to print after you leave this review screen.
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License Status History

Name: Britt Kirsten Severson
License: Physician DR.0053360

CREDENTIAL STATUS HISTORY SUMMARY

License Status: Transferred to Compact Physician

License Status Reason: TRANSFERRED TO COMPACT PHYSICIAN
First Issuance date: 01/23/2014

License expiration date: 09/17/2019

This is to certify that a good faith search of our records revealed the following information:

Status

Transferred to Compact
Physician

Active

Active in Renewal
Active

Active in Renewal
Active

Approved

Active in Renewal
Active

Approved

Pending

Pending

Application Incomplete
Pending

Reason

TRANSFERRED TO COMPACT
PHYSICIAN

CURRENT

ACTIVE

CURRENT

ACTIVE

CURRENT

READY TO PRINT

ACTIVE

CURRENT

READY TO PRINT

QUALITY ASSURANCE
INTERNAL CONTROL APPROVAL
APPLICATION INCOMPLETE
PENDING CHECKLIST

Date: 2/18/2021

Date Changed
09/17/2019

03/14/2019
03/12/2019
03/23/2017
03/17/2017
03/18/2015
03/17/2015
03/17/2015
01/23/2014
01/23/2014
01/22/2014
01/16/2014
01/13/2014

User
Automated

Automated
Automated
Automated
Automated
Automated
Automated
Automated
Automated
Automated
Automated
Automated
Automated
Automated

Page 1 of 2
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