Details for Christopher Romano DeNapoles

License information

Name:
City, State, Zip, Country:
Profession:

License Type:

License Number:
Cbtained By:
License Status:
Criginal Issue Date:
Expiration Date:

Agency and Disciplinary Action™

Christopher Romano DeNapoles
Pensacola FL 32534 United States
Physician

Physician & Surgeon

Under Interstate Compact
12382109-1205

Interstate Compact - Member Board State
Active

07/07/2021

01/31/2024

NO DISCIPLINARY ACTIONS OR NO

DISCIPLINARY ACTIONS WITHIN THE TIME
FRAME ESTABLISHED IN UTAH CODE 63G-4-

106 AND 107
Docket Number: N/A
Education:
Stamford Hospital/Cotumbia PGT: Family 2017-06-30 Certificate of
University Medicine Completion
Trinity School of Medicine  ECFMG 2013-04-30 MD / ECFMG

This information is accurate as far as is conlained in the Division's official records. It does
not reflect whether an entity required to maintain a current registration with the Division of
Corporations is current in that registration. You can verify such status at

hitps disecure ulah . govibes/bes. Additionally, this verification does not show a complete
license history or interruptions of icensure. Original issue dates listed as 01/01/1910 and
01/01/1911 were unknown af the time the Division implemented its first electronic icensing
database.

*NOTE: The disciplinary documents linked to this website include final crders issued by
DOPL, with the exception of citations. Click here for citations.
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QUALIFICATIONS APPLICATION

If you do not complete the application process you will be sent an email with a link to log back in to
complete the documents, Be sure to look in your SPAM and JUNK folders. To apply for a Letter of
Qualification for licensure through the Interstate Medical Licensure Compact please answer the
guestions below.

IS THIS A RE-APPLICATION(earned an LOQ in the past and now is reapplying)? YES NO X

1. Which IMLC Member Sthgéj,fMXOU want to serve as your State of Principal License {SPL)?:

2. Do vyou hold a full and unrestricted medical license to engage issued by a medical licensing board in
the SPL (SPL Board) ALABAMA MEDICAL LICENSURE COMMISSION 5 ves X No

3. Whatis the license number issued to you by the SPL board? 38134

4. Which of the following apply to you{at least one must apply)?

ALABAMA

a. Your primary residence is in the SPL : Yes No X

If yes, provide the following:

Residence Street address

Residence City State Zip , , .
City St Zip

b.  Atleast 25% of your practice of medicine occurs in the SPL ALABANMA Yes X No

if yes, describe your current practice Hospitaiist

. . LAB
c, Your empioyer is located in the SPL ALABAMA : Yes X No

If Yes, Employer name__Thomas Hospital

Employer street address_7 >0 Morphy Ave

Employer City State zip _Fairhope , Ak , 36532
City St Zip

ALABA
d.  You have designated the SPL A asvyour

state of residence for U.S. federal income tax purposes: Yes No x

if yes, give Tax 1D & (SS#, EIN) {must be most recent return)
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5. Arevyou a graduate of a medical school accredited by the Liaison Committee on Medical Education
or the Commission on Osteopathic Coliege Accreditation, or 2 medical school listed in the International
Medical Education Directory or its equivalent? Yes x  No

6. Have you passed each component of the United State Medical Licensing Examination (USMLE] or
the Comprehensive Ostecpathic Medical Licensing Examination {COMLEX-USA) within three {3)
attempts, or any of their predecessor examinations accepted by your SPL medical board as an
equivalent examination for licensure purposes(if in question contact your SPL)? Yes X No

7. Have you successfully completed graduate medical education approved by the Accreditation
Council for Graduate Medical Education or the American Osteopathic Association? Yes X No

8.  Dovyou hold specialty certification or a time-unlimited specialty certificate recognized by the
American Board of Medical Specialties (ABMS) or the American Osteopathic Association’s Bureau of
Osteopathic Specialists (AOABOS)?  Yes x No

{Please note that answering any of the following questions with a “YES” will result in your
application being denied per eligibility Rule 5.4. If eligibility is in question please contact the
state bogrd directly for information regarding application through the traditional method.)

9. Have you ever been convicted, received adjudication, community supervision, or deferred
disposition for any offense by a court of approgriate jurisdiction? Yes No X

10.  Have you ever held a license authorizing the practice of medicine subjected to discipline by a
licensing agency in any state, federal or foreign jurisdiction, excluding any action related to non-
payment of fees related to a license?  Yes No X

11.  Have you ever had a controlled substance license or permit suspended or revoked by a state or
the United States Drug Enforcement Administration?  Yes No X

12.  Are you under investigation by a licensing agency or law enforcement authority in any state,
federal or foreign jurisdiction? Yes No X

DocuSigned by:

Physician’s Signature: WSILOFW Komans Dt/Nafoh/S

BLE334529FCE4CA. .

Type Name: Christopher Romano DeNapoles

Date:6/24/2020 i 9:38 cpT
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AFFIDAVIT AND AUTHORIZATION FOR RELEASE OF INFORMATION FOR APPLICATION FOR AN
IMLC LETTER OF QUALIFICATION AND MEDICAL LICENSES IN IMLC MEMBER STATES

l, Christopher Romano DeNapolefype in full iegal name) the undersigned, being duly
sworn, hereby certify under oath that { am the person named in this Application for an IMLC Letter of
Qualification and Medical Licenses in IMLC Member States (“Application”}, that al! statemenis | have
made or shall make with respect thereto are true, that | am the original and lawful possessor of and
person named in the various forms and credentials furnished or to be furnished with respect to my
Application, and that all documents, forms, or copies thereof furnished or to be furnished with respect
to my application are strictly true in every aspect.

i acknowledge that | have read and understand the Interstate Medical Licensure Compact
{(“Compact”) and the Application, and have answered all questions contained in the Application
truthfully and completely. | further acknowledge that failure on my part to answer questions truthfully
and completely may iead to disciplinary action against one or more medicai licenses or permits | hold, as
well as my being prosecuted under appropriate federal and state laws.
| hereby apply to ALABAMA as my State of Principal License {“SPL")
for a Letter of Qualification (“LOQ") to be issued a medical license in one or more Compact Member
States. To permit the SPL to process my application for an LOQ, 1 hereby authorize and request every
person, entity, hospital, clinic, government agency (local, state, federal, or foreign}, court, association,
institution, or faw enforcement agency having custody or control of any documents, records, and other
information pertaining to me to furnish to the SPL any such information, including documents, records
regarding charges or complaints filed against me, formal or informal, pending or closed, or any other
pertinent data, and to permit the SPL or any of its agents or representatives to inspect and make, or
receive, copies of such documents, records, and other information in connection with this Application. |
also authorize the SPL to perferm ar obtain a ¢riminal history background check with law enforcement
on me as part of the determination of my eligibility to be licensed through the Compact,

1 hereby release, discharge, and exonerate the SPL and the Interstate Medical Licensure
Compact Commission {“Commission”), their agents or representatives, and any person, entity, hospital,
clinic, government agency (local, state, federai, or fereign), court, association, institution, or law
enforcement agency having custody or control of any documents, records, and other information
pertaining to me of any and all liability of every nature and kind arising out of investigation made by the
SPL.

| also hereby apply to the Compact Member States’ medical boards {“Member Boards”) | have
designated in this Application, and further authorize the SPL to process my appiication for medical
licensure hy one or more Member Boards including, but not limited to, personally-identifiable
information including my Social Security Number to be used for querying the National Practitioner Data
Bank and in child support enforcement actions. i hereby reiease, discharge, and exonerate the SPL and
the Commission, and their employees, agents, or representatives, of any, and all liability of every nature
and kind arising out of any disclosure to the Member Boards.

| will immediately notify the SPL and the Commission in writing of any changes to the answers to
any of the questions contained in this application if such a change occurs at any time prior to a medicat
license being issued by one or more of the Member Beards.



DocuSign Envelope ID; BOOF4ABS-4121-47C7-9308-99737TEG89BET

f understand my faiiure to answer guestions contained in this Application truthfully and
completely may lead to denial of my application for a Letter of Qualification, and revocation, or other
disciplinary sanction, of my license{s) or permit(s} to practice medicine in one or more Compact Member
States.

DocuSigned by:

Applicant Signature_ (fuidelur Fomas Debigoles

BDE334321FC04CA.

Type Applicant’s Name Christopher Romano DeNapoles

Applicant’s Np| 1578973715
DATE 6/24/2020 | 9:38 cDT
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PHYSICIAN’S CORE DATA SHEET

{iust be the physician’s accurate information ta avoid delay or refection)

Fult Legal Name Christopher ., ROmano . DeNapoles '

{(Exactly as on DL or Passport) First Middie st Suffix{Sr. jr)

Other names used({maiden, birth)

First Middle Last
Mailing address SRR s RN
Mailing address City State(XX) Zip
Office address 750 Morphy Ave , Fairhope L AL , 36532
Office address City State(XX) Zip

Date of Birth Gender: Male X Female

mmiddiyyyy)

928-2375
(HHE-HHE HEEE)

Physician’s office or practice telephone number of public record 231~

Physician’s cellular or alternative telephone number &

[#ﬁﬁ—ﬁﬁﬁ—rﬁﬁ##)
Email address delegated by applicant to receive correspondence

Sacial Security Number: i

[HHEHHH R

Physician’s National Provider |dentifier Number 1578973715

Medical Degree Received: M.D. x D.O.

{(Medical school must be accredited by the Liaison Committee on Medical Educalion or the
Commission on Osteopathic College Accreditation, or be listed in the International Medical

Education Directory or its equivalent.}
Medical School Trinity school of Medicine

Name of School (no abbrevialions or acronynis)
Date of Degree Issued 94/30/2013
{mmy/ddiyyyy)

Physicians must have successfully completed graduate medical education approved by the
Accreditation Council for Graduate Medical Education or the American Osteopathic Association.
(NOTE: One-year transitional residencies do not meet this requirement)

Residency Program stamford Hospital/Columbia University Compietion Date 06/30/2017

Full Program Name (no abbreviations or acronyms) {nunfddiyvyyy

What is the specialty of the program _Family Medicine
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Qualifying Licensing exam taken: USMLE X  COMLEX Other

Must specify by name

Number of attempts taken to pass the USMLE:

Stepl: 1 Step2Cs: T Step2 CK:2 Step3: 1
Number of attempts taken to pass the COMLEX:

Step 1. Step2 PE: Step 2 CE: Step3:__
Number of attempts taken to pass other licensing exam: . " g !

Step 1: Step 2: Step 3:

Specialty Board:Certification must be by an ABMS or AOABOS board.

Specialty Board Certification: american Board of Family Medicine

Full Specialty Board Name (Le. American Board of Pediatrics)(no abbreviations or acronyms)

Expiration of Specialty Board Certification:

Lifetime: N .
Time limited: X Expiration date of time limited_27/01/2027
(i) $

Physicians must possess a fill and unreStricted medical license issued by an IMLC Member

Board.

y 38134 Date of Original ticensure _94/04/2019  (not renewal)

{rnvidd/yyyy)

License

12/31/2020

{mm/ddianny

Expiration Date Status of License: Current: X Not Current:

Thank vou for applving through the Intersiate Medical Licensure Compact,

The state will confact you to give instructions on obluining vour fingerprinis for a criminal background
check. YOU HAVE 60 DAYS TO COMPLY WITH REQUESTS FROM THE STATE 10 avoid automatic
withdrew. Background checks may take some time, 56 please be patient. {f vow have any concerns coniact your
SPL. SPL contact numbers can be found at www IMLCC org. You will receive an email regarding the status of
vour gualification. Be sure to check your spam folder and set your email 1o aceept messages from the
{udocusign.net and (docusign.com domains.

FOR USE OF STATE CF PRINCIPAL LICENSE

| have conducted the verification process of this physician’s application. DosuSigned by:

State Authorized Signature 'ﬁﬁﬁw E) Sw.mbv»

—-OCETS8ED4AN17475..
TitTany B. Seamon

Warning: The signature tab will default to your Type Name

Board's name, Please chonge it to your name . o
in Adopt ond Sign. Title_ D1rector of Credentialing
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CORE DATA CORRECTION SHEET

To process corrections please use the below freeform text boxes. The corrections will be passed to the Member
Boards sclected to issue licenses. If you use this sheet there is no need to send any correction emails.

Core Data to be changed Incorrect data Correction

spec bd cert 07/01/2027 reverification 02/15/21
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Letter of Qualification

1S THIS A RE-APPLICATION? YES NOQ X
Date 07/24/2020
mum/dd/yyyy
Name: Christopher Romano DeNapoles
Address:
CityStZip

Dear Dr. DeNapoles

RE: Your application for IMLC Letter of Qualification

The Alabama Board of Medical Examiners

(“Board”), on behalf of the State of Principal Licensure {“SPL"} you selected, has received and reviewed
your application for a Letter of Qualification (“LOQ") for licensure through the Interstate Medical
Licensure Compact {"IMLC").

Based upon the information you submitted with your application, data in the Board’s files
regarding your licensure by the Board, verifications of your credentials, and the results of the check of
national databases, the Board has determined that you are ELIGIBLE tc be licensed through the IMLC,
Therefore, this notice will serve as your LOQ for licensure in IMLC Member States through the IMLC, and
will remain in effect for 365 days from date of issuance, set out above.

An email has been sent to you with instructions regarding how to select the IMLC Member
State(s) where you wish to be licensed. After you make your selection(s) and make payment for each
ficense, your infarmation will be forwarded to the selected board(s} {(“Member Boards”) for issuance of
a medical license in by each.

All medical licenses issued by Member Boards through the IMLC are full and unrestricted
licenses. You will be responsible for complying with all laws and regulations pertaining to holding each
license and the practice of medicine in those jurisdictions including, but not limited to, each Member
Board’s continuing medical education requirements. It is also your obligation to keep your SPL, the
Member Boards which have licensed you, and the IMLC Commission informed of any changes in your
contact information or quatifications and eligibility for licensure through the IMLC.

oo DaguSigned by:

Authorized Signature from 5PL ’hFﬁle 5 Smom,

OCETOBED4ATTATS
Type Name TiTTany B. Seamon

Title of Authorized SPL Director of Credentialing
DATE 7/24/202C | 3:14 CDT
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PAYMENT FOR LICENSES

Below are the setected states in which you have indicated you wish to be licensed to practice medicine. Please sign as a payment
agreement,

MEMBER BOARD(S) COST OF LICENSE

MISSTISSIPPI STATE BOARD OF MEDICAL LICENSURE $600.00

TOTAL § 600
The selected state medical board(s) will be notificd of your selection and issuc the license(s).

Please note: All medical licenses issued through the IMLC are full and unrestricted licenscs. You will be responsible for
complving with all laws and regulations pertaining to holding each license and the practice of medicine i those jurisdictions.

DocuSigned by

Physician’s Signature ﬁm’s%op(wf 4 Du\fafo(u

CO580A183297400...

Chris R DeNapol
Type Name ! erapotes

DATE 7/26/2020 1 7:16 COT
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MEDICAL LICENSE ISSUANCE INFORMATION

Physician’s Name Christopher Romano DeNapoies

First Name Middle Name Last Name
Please fill in your respective Member Board’s information for the qualificd Physician named

above.

Nationat Provider Identifier Number 1578973715

Medical Board Name MS State Beard of Medical Licensure

Member Board License Number 28014

Date License Issued  08/10/2020
mpy/ddiviyy

Date of Expiration 06/30/2021 Werrning: The signature iah will dofault to your
mnyddivyyy Hoard s nwme, Please change i1 {o your name

i Adopt wnd Sien

DRocuSigned by

Member Board Sighature { Prnbetle Richmond

CCCC2r0B676E435

Type Name paulette Richmond

DATE 8/10/2620 | 1:50 CDT




71712021 : ABME/MLC Online

Alabama Medical
Licensure Commission

848 Washington Avenue

License Details - Montgomery, AL 36104
MD/DO/L

Personat Information
Licensee name: Christopher Romano DeNapoles
Location: Fairhope, Alabama

License Information

License type: MD

License status: Active

COQ status:

License number: MD.38134

License description: Fuli Unrestricted MD
Issue date: 04/04/2019
Expiration date: 12/31/2021

Practice Type Family Medicine
School Name: Trinity School of Medicine
School Dates: 09/09-04/13

School Location: Kingstown West Indies
Public file: No

Alabama Controlled Substances Certificate

Status: Active
License number: ACSC.38134
Issue date: (01/01/2020

hitps://abme.igovsaoluticn.net/fonline/ABME _Prints/Print_MD_DO_Laspx.aspx?appid=RF21ULdKkpSuEP40w3zox A==

12



71772021 1 ABME/MLC Online =

Expiration date: 12/31/2021
Schedules: 2,2N, 3,3N,4,5
Description: Full Unrestricted ACSC
Restricted None

Comments:

Dispensing physician:  No

Collaborative Practice Agreement

Name Number Hours Status

Monica Phillips Cp22841 O Terminated
lesha Shanae Bell CP.22840 O Terminated
Sakeena Spencer 40 Withdrawn
Crystal Genika Nwagwu CP.21538 O Terminated
Kimkeisha Mitchell Morgan CP.22572 QO Terminated
Ashley Nicole Wagner CP.23968 O Terminated
Deacqueline Lashaun Bell CP23706 O Terminated
Maria Rachuonyo CP23614 O Terminated

Registration Agreement Information

No Registration Agreements found.

Printed from http://www.atbme.org Present Date 07/07/2021
{htp://www.albme,org /)

* Please note that the Alabama Board of Medical Examiners and the Alabama Medical Licensure Commission have no

authority over Nurse Practitioners or Midwives. For more information on these licenses, please visit the Alabama
Board of Nursing, www.abn.alabama.gov

hitps./fabme.igovsclution.net/online/ABME _Prints/Print_MD_00_Laspx.aspx?appid=RF2TULJIKkpSUEP40wW3z0xA==



State of Utah
Department of Commerce

SPENCER 1. COX Division of Occupational and Professional Licensing
Governor

DEIDRE M. MARGARET W, BLUSSE MARK B, STEINAGEL
HENDERSON Executive Divector Nivision Director

Licutenani Gavernor

July 7, 2021

CHRISTOPHER ROMANO DENAPOLLES

SUBJECT: IMLCC MEMBER BOARD LICENSURE
RESPONSE DEADLINE: AUGUST 7, 2021

Dear Dr. DeNapoles,

The Utah Division of Qeeupational and Professional Licensing has received an application for Utah IMLC
Member Board Licensure. Your license has been issued. You are responsible for complying with Utal statute
and regculations associated wiith yvour license and the practice of medicine in the stale of Utah, Additional
documentation is required for your licensure i Utah to remain in compliance.

» Designation of Contact. Submit the *“Designation of Contact Person for Access to Medical Records”
in accordance with Utah code 38-67-302(1)(j) or 38-68-302(1)(J). These contacts arc for your paticnts
to aceess their records, the contact information you provide is Public Record. You are welcome to list
a medical records department, office administrator, the practice you are currently at or will be a, ete.
The form {5 included for yvour convenience. Please comiplete all highlighted portions.

+  Lawful Presence. Submit a current (non-expired) copy of your driver license or document (front and
back) to verify the lawful presence in the United States as reguired by Utah code 63G-12-402.

« NPDB Report. Submit a current National Practitioner Data Bank Report ol Action per Utah code
R136-67-302a{4) or R156-68-302a(4). NPDB website: bip;Ywww npdb. hrsagov. If the report
shows any history of claims/disciplinary action you must submit a narrative in your own words of the
event(s) in question. Additional information may be required.

You are responsible to submit all requested materials Bisted above, no later than Aegust 7, 2021, Failurc to
comply with this request is considered unprofessional conduct and may result in disciplinary action up fo and
including revocation of licensure.

This is the only notice you will receive,

Review the Interstate Medical Licensure Compact statute reparding vour respensibilities prior to and
once you have obtained a state issued IMLC license these can be found in:

INLOC Fale Chapter & Hxpodued Licensure Anended November 17 2017

wiew,dopd ntah gov = Fleber M. Wells Building ¢+ 160 East 300 South - P.O. Box 146741, Saif Lake City, UT 84114-6741
telephone (801) 5306-6628 < wil-free in Ulah (8607} 275-3675 « fax {801} 530-06511 = investigations fax (801) 534-6301



Response Procedure:

Please respond hy the deadline given above by submilting the item(s) listed above, email address is in
sienature and is the preferred method of submitting these required docwments or you may mail items to the
following address:

\ § Division of Occupational and Professional Licensing (DOPL)
160 East 300 South
Salt Lake City, Utah 84114-6741

Failure to Timely Respond:
If vou fail (o respond by the deadline given above and later wish to obtain a Hicense, vou will be required to
submit a new application and comply with the licensing requirements then in effect.

Presumption a Response is Complete:
Unless you specify otherwise, the Division will treat any response received from you by the deadline given
above as a complete and final response, and may take final action immediately.

Questions or Request for Additional Infermation:
If vou have any questions, please email the person who signed this letter, prior to your deadline to respond.

Due Process after Deadline to Respond:

You may request agency review of the denial of your incomplete application for licensure, (1) no later than
30 days after the deadline to correct vour incomplete licensure. If vou choose to file a request for agency
review, yeu must adhere fo the attached procedures.

Certificate of Mailing:
[ certify that T properly served this document on the date of the tetter by mailing it by first class mail with
postage prepaid to the addressee shown above.

Sincerely,

Utah Licensing Specialist

FOR THE BUREAU MANAGER
csorenson(@utah. goy
801-530-6222

www.dopluiah.gov + Heber M. Wells Building « 160 East 300 South « P.O. Box 146741, Salt Lake City, UT 841 14-6741
telephone (801) 530-6628 < 1oll-frec in Lltah (866) 275-3675 = fax (801) 5304651 « investigations Tax (801) 530-6301



N INFORMATION ABOUT
N AGENCY REVIEW

Srnppur ™

Dapatuent of Conunerce

160 Esst 300 South. Box 146701

Salt Lake Cor, UT 8411428761
wanedealfo wak goy. FANY 801-530.6448

If vou have been denied a lcense, received disciplinary action on your hoense. lost a citation hearing. or hnve
otlerwise been advercely impacted by a decision from one of the Divisions at the Departiment of Comumerce, please be
aware that you may request agency review of fhat dectsion by the Department’s Executive Director. Upon review. the
Executive Director could uphold. reverse, or modify the Drvision's decision, or aught reton the case to the Division for
further cousideration,

Ifyon choase ro file a request for agency review, please feep in mind all of the follovwing:
»  Wiirten Reguest and Due date: YVouwr reguest for agency review {"Request”) nnst be received no later than 30

davs from the date of the Division order that you wish reviewed, The Request amst be i writmg and must be
addreszed 1o the Execnrive Dirvecror, Utah Deparnment of Cominerce. at the above address:

+ Copy of Order: You nmst inclede with yowr Recquest  copy of the ferter or order you wish reviewed;

¢« Transcript of Hearing: Ifa hearing was held 1 your case, and you are chalienging the order on the
grounds that the evidence presented at the hearing did not support the order. you must. at vow expense, order a
transriipt of the bearing and file it with the Department. You must alee file willy the Deparnment vour certification
verifying that vou have ordered a transcript of the proceedmy and stating the date by wiuch vou expect 1o file the
traseapt with this Deparment. {You may use the fonm titted "Certification Regarding Transcupt.” accessed at:
httpr/waw . contnerce Btall govagencyvrev html) For tustrnctions cus heww o order a transoript. vou may contact the
bearing officer or administrative law judge who conduacted the hearing. However (f the hearing involved a DOPL
Citanion. contact Kim Lesh at (801) 53¢-6628. 1f the hearing wat before the Dhvision of Real Estate, contact
Maelvun Valeatine at (801) 330-6750;

+  Memmorandum in Support of Your Request: Yoo may file a memorandum (o support vouwr Request. If vou ate
requured £o file a ranscript of the hearing with the Department. vour memorandom must be filed no later than fifleen
(13} days after the filing of the wanseript. Otherwise, your memerandum must be filed af the tane you fle your
Request:

*  Reply Memorandwn: Ifthe Division files a response. vou may file a final reply memorandua: wo later ihan ten
{103 davs after service of any response from the Division:

+  Basis for Request: In order to succeed on agency review. vou st be able to show that vou were substantially
preqrdiced as aresult of any of the grovsds identified wy Utab Code Ann, §63G-4-403 nnd

+  Eepies to Division: You mmst provide the Division copies of alt documents that vou file with the Depantment.

Please note that the Utah Administrasive Procedures Act (TAPA) Trah Cede Ann. Sections 63G-4-181 &7 seq..
and the Departinent™s UAPA Rules, Ttalt Admin, Code R151-4-101 or seq., govern requests for ageney review.,
Nothing coutained in this document supersedes the referenced starures and rudes, Tou mav access the apphicable
provisioss st vour local library or on the Department of Conunerce web site:

LitpYwwsy gomamerce. utah, goviagens viev. himl,

If vou have any gquestions about how to proceed. you are encolzaged o seek legal advice from an atorney. You may contact
Wasnda Medeall, Aduinistrative Law Judge. at {8013 330-7663. with any techmical of procedural questicns. but the ments of the
case cannot be discuszed.

Fevision Date: April 14, 2020

wwwdopltadi.gov + Heber M. Wells Building « 160 East 300 South « P.O. Box 146741, Salt Lake City. UT 84114-6741
telephome (801} 530-6628 + wll-free in Utah (8661 275-3675 » fax (801) 534-6511 « investigations fax (801Y 330-6301




Physician Name Chris DeNapoles MD Utah License Number 12382109-1205

erson for access to medical records. This informaticn is

considered public information.

Prignary Contact: O“Ve Bl’anch Medical RGCOFdS Te|ephone: 850‘898‘8000

Addrass: 8325 University Pkwy Pensacola, FL 32514
Street Address (including Apt/Unil/Ste #) and/for PG Box City State Zip

Alternate Contact: Director of Nursing: Lisa Gonzalez  tegephone: 890-898-8000

Address: 8325 University Pkwy Pensacola, FL 32514
Street Address (including Apt/Unit/Ste #) and/or PO Box City State Zip

Note: If a hospital, clinic or other facility is fhe owner of your palient’'s medical records, the facility's records department may
be listed as the primary contact. All applicants must still list a second, unique coitact.

Please identify the method of notifving patients of location of records {check all that apply). If listing emall, please provide an
ermail that the patient will receive information froam:

&l Phone [IMail  [linPerson L Other:

Driver License
or State 1D Card:

_ 01/02/2026

State of issue Licens Number Expiration Date

DOPL - Heber M. Wells Building « 160 East 300 Scuth - P.O. Box 146741, Salf Lake City, UT 84 114-6741 F-67PS-DOC
www.dopl.utah.gov = telephone (801) 530-6628 + toli-free in Utah (BE6) 275-3675 « fax (801) 530-8511 20170118
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