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NEW MEXICO BOARD OF MEDICAL EXAMINERS
e STAFF USE ONLY
Second Floor, Lamy Building
491 Old Santa Fe Trail AMT. $_(,0
O Santa Fe NewMexico 87501

GARY E, JOHNSON JOHN S. ROMINE, M.D.
GOVERNOR PRESIDENT

NOVEMBER 16,2001 ORIENTATION
Initial License Registration Form

Return by October 16, 2001 in order to receive your annual registration and your original wall certificate at
orientation. You may not practice medicine in New Mexico until your permanent license has been issued and
registered. To register your license you must complete this form and pay a pro-rated fee of $60.00. You are required to
furnish the Board with a location of your business address. 4 post office box alone is not acceptable. All blanks must
contain a response before your form will be processed.

DEA #: BM2990073 INTERIM #: 162

NAME: LAWRENCE W MILLER, M.D.
THIS IS HOW NAME WILL APPEAR ON YOUR LICENSE

BUSINESS ADDRESS: 8184 THACKERAY CT

CITY/ST/ZIP: BROADVIEW HEIGHTS, OH 44147-
BUSINESS PHONE: 5596

HOME ADDRESS: h

CITY/ST/ZIP: BROADVIEW HEIGHTS, OH 44147-

HOME PHONE: -5 596

SPECIALTY: OBSTETRICS AND GYNECOLOGY, MEDICAL MANAGEMENT

List any additional hospitals where you have been granted privileges:

1. 2.

List any other state medical licenses you have acquired since your interview with the New Mexico Board of Medical
Examiners.

STATE: LIC# STATE: LIC#

Siice your interview with the New Mexico Board, have you been convicted of a felony or had any action against any
medical license you hold? £<} NO[ ] YES (If yes, attach explanation)

JE‘I have enclosed the fee for $60.00, to register my NM license to attend the November 16, 2001 Orientation.

I verify that all above information is true and accurate on this date.

Signature: '-4““ viey L m% b Date'—?ﬁé/ﬁ L

(Must be signed by physician)

ADMINISTRATION FINANCIAL INVESTIGATIONS LICENSING
(505) 8225022 (505) 8276759 (505) 8278491 (505) 8279933 APPLICATION
(505) 8277377 FACSIMILE (505) 8274052 (505) 8277362 (505) 8277317 PHYSICIANASSISTANT

(505) 8276784 VERIFICATION



JUN. 14. 2031 7:21AM CHP WEST MATERNITY NO. 447 P.1/3
7
% Health Partners
3700 Kolbe Road
Lorain, Ohjo 44053.1697
(440) 960-4000
TELEFAX TRANSMITTAL FORM
DATE: 6//4/0 (
TIME: OF 04, |
Tor ~hontlly —_ FAX# Sus~ 877~ A7 R
LLOCATION: : )
FROM: Azcrvnes L0 D1 lle, w5 EAX #

RE: MM;&IMM&

NUMBER OF PAGES TO FOLLOW: X

ATTENTION: This document is intended only for the individual to whom it is addressed. | It
contains information that may be confidential. If yoy are not the intended Tecipient, you are
hereby notified not to read, copy, or distribute. If you have received this infarmation in error,
please notify the sender at the phone number below.

NOTE: If the indicated number of Pages is not received or is illegible, please phone

(440) 9/5 ~ / 73/ as soon as possible.
X-5-863-037-0298
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NMBME Office Use Only:

New Mexico Board of Medical Examiners

Second Floor, Lamy Building DS ISMER Exgﬁ; (gl
491 OId Santa Fe Trail Fee Received;~ X

Santa Fe, NM 87501

FEB 12 2001 00044

@ BIOGRAPHIC INFORMATION

Name: _m /4L LR L RwraEACF fﬁ?‘/ :

Last First

e

_BROAPY Fyy SFE(LHTS oK R 2T
City

State Zip/Postal Code

Office Telephone: (A/6 ) A6 S - 4 ¥4 Home Telephon- SSP6
DEA Number: —@0 5L Social Security Number:_- S FA2é6

Date of Birth: -/ /2 %2 US Citizenship: ﬁBy Birth OBy Naturalization: Certificate #:

Month Day Year

Maiden

If you are not a U.S. citizen, what is your current U.S. Immigration status?

Have you ever served in the Amed Forces? ‘ﬁf-‘(es O No  (f“Yes,” you must submit a notarized copy of discharge or separation papers.)

If so, what service? _/2 4m )} Dates: _ 8/6 8 to LRESEYF
If you have served infor been employed by any of the following as a physician, please indicate dates (MM/YY):
ﬁDepartment of Defense _’& o PALESEYT [ Indian Health Service to
(Including Armed Forces)

‘ I Veterans Administration
3 Public Health Service to [J Nat. Health Service Corps

© AFFIDAVIT OF APPLICANT

Being duly sworn, | depose and say that | am the person described and identified in this application, and that the photograph
affixed below is a true likeness of myself and was taken within six months of the date of this application. 1 have carefully
read the questions in this application and have answered them completely, without reservations of any kind, and | declare
under penalty of perjury that all answers, statements and documents submitted herein and throuahout the application
process are trye and correct. -

Y, 0 9 /11 /o0

Signature of Applicant " Daté of Signature
«County of [ ?{mq Ayo b )
e W :
State of Cl) hio )
SUBSCRIBED AND SWORN TO before me on: 9 1 1 g4 90
Month Day Year
My commission expires: 1 as | o /
Month Day Year
. . N #ze £ - -
Signature of Notary Public: doee o_RARTHOLOMEW &
. e I hio, Summit Cty.
Notary Public, Stte of O 5, 2001 New Mexico Board of Medical Examiners - Page 7

My Commission Expires April 2



o SPECIALTY AND SPECIALTY BOARD CERTIFICATION

List all specialities and speciality board certification.

Specialty Board Certified? Date Certified (MmDD/YY)
oh- GIN ﬂYes JNo /11 77
MED (CRL  IMRNAEEMENT dYes [INo HAlo 70

OYes [ONo
OYes [ONo

@ LICENSURE

List all states or provinces in which you have held or now hold a license or permit to practice medicine.

State/Province License Number Date Issued (Mm/DDIYY) Current?
VoY, 427, 35-08 - 9050 -m 09/08/95~ Aves  ONo
_So.CoR0LINA /S ZYd 10/28/3/ sHves  CINo
Comnéericor oL 763 Yy /2s Oves  sNo
CRUIFPRN (A (/5706 &/r/68 Sves  INo
Ale . (RARoLINA /743 7/2'/7/ OYes ¥No
OYes [ONo

e COMPLETE WORK HISTORY

List all hospital staffs/managed care affiliations after the M.D. degree in chronological order, including postgraduate
training. All gaps in time must be explained on a separate page. (Continued on next page.)

SEL C.V. BRTTRNED ~ FRCULTY, ROMIN, TEAHNGE, cltircnl WoRK 15T

Dates (MWYY - MM/YY) Name of Hospital/Affiliation

Address City/State/Zip
Dates (MM/YY - MM/YY) Name of Hospital/Affiliation

Address City/State/Zip
Dates (MM/YY - MM/YY) Name of Hospital/Affiliation

Address City/SlatefZip
Dates (MM/YY - MM/YY) Name of Hospital/Affiliation

Address Cily/State/Zip
Dates (MWYY - MMW/YY) Name of Hospital/Affiliation

Address City/State/Zip

New Mexico Board of Medical Examiners - Page 8



e COMPLETE WORK HISTORY (continued)

Dates (MM/YY - MM/YY) Name of Hospital/Affiliation

Address City/State/Zip
Dates (MM/YY - MM/YY) Name of Hespital/Affiliation

Address City/State/Zip
Dates (MMYY - MM/YY) Name of Hospital/Affiliation

Address City/State/Zip
Dates (MMW/YY - MM/YY) Name of Hospital/Affiliation

Address City/State/Zip

©® aquEsTiONS

1. Have you during the past five (5) years been treated for mental iliness?
Hospitalized for mental illness?
2. Do you have a physical impairment that would affect your ability to practice medicine? -

3. Have you ever been denied a license by or withdrawn an application for a license from a state

licensing board? OYes #No
4. Has any state licensing board started disciplinary action against your license? ClYes 'FLNO
5. Have you ever resigned or withdrawn your application from a hospital staff or professional

medical group? OYes ¥No
6. Have your hospital privileges ever been revoked or withdrawn for any reason? OYes ﬁNo
7. Has disciplinary action ever been started against you by a hospital staff, county medical

society, HMO, PPO, IPA or PRO? OYes ﬂNo
8. Have you surrendered hospital privileges after disciplinary cases or investigations were

started? COYes ‘ﬂNo
9. Have you, during the past five (5) years, had personal or legal problems with narcotics,

alcohol or other dangerous drugs?
10. Have you ever been charged with a violation of a federal, state or local statute? OYes ¥&No
11. Have you had a malpractice settlement or judgement against you? dYes Q.No
12. Do you have any malpractice or medically related claims or lawsuits pending against you? ﬂ-Yes (ONo

IF YOU HAVE ANSWERED “YES” TO ANY OF THE ABOVE QUESTIONS,
YOU MUST SUBMIT A WRITTEN EXPLANATION ON A SEPARATE PAGE.

New Mexico Board of Medical Examiners - Page 9



Name:

Home Address:

Office Address:

Soc. Sec#:
EDUCATION

1959 to 1963
1963 to 1967
1967 to 1968
CA.

1971 to 1975

1985 to 1986

Curriculum Vitae

Lawrence W. Miller, M..D. June 23,1000

| Telephone -596

Eroadview Hei'ghts, OH 44147

12301 Snow Road Telephone (216) 265-4426
Parma, OH 44140

040-34-5726

A.B. Bowdoin College, Brunswick, ME.
M.D. Boston University School of Medicine, Boston, MA.
Intern, L.A. County, University of Southern California Medical Center, Los Angeles,

Resident Women's Hospital, L.A. County, University of Southern California Medical

Center, Los Angeles, CA.
United States Army Command & General Staff School, Fort Leavenworth, KA.

SPECIALTY CERTIFICATION

LICENSURE

American Board of Obstetrics & Gynecology
American Board of Medical Management

South Carolina, North Carolina, Connecticut, California,, Ohio

MILITARY SERVICE

1968 to 1971 and 1981 to 1991 - Active Duty, U.S. Army
1993 to Present - National Guard, U.S. Army

FACULTY APPOINTMENTS

July 1, 1976 to June 30, 1981

Assistant Clinical Professor

Department of OB/GYN

University of Connecticut Medical Center
Farmington, Connecticut

January 1, 1992 to October 1, 1995
Department of OB/GYN

Spartanburg Regional Medical Center
Spartanburg, South Carolina

November 1, 1993 to October 1, 1995

Clinical Assistant Professor of Obstetrics & Gynecology
Medical University of South Carolina

Charleston, South Carolina

J



Lawrence W. Miller, M.D.

HOSPITAL APPOINTMENT

1968 to 1971

1975 to 1981

1976 to 1981

1982 to 1983

1991

1992 to 1995

1995 to Present

Clinical Staff
130 General Hospital
Nurenberg, Gzrmany

Clinical Staff
Hartford Hospital
Hartford, Connecticut

Clinical Staff
Department of OB/GYN
Assistant Chief

Department of OB/GYN

Chief
Department of OB/GYN

Clinical Staff
Department of OB/GYN

Clinical Staff
Department of OB/GYN

ADMINISTRATIVE APPOINTMENTS

1968 to 1970

1983 to 1985

1985 to 1986

1986 to 1987

1987 to 1990

1990

1995 to 1998

MEMBERSHIP IN PROFESSIONAL SOCIETIES

Squadron Surgeon
Division Surgeon
Class President
Deputy Commander
Clinical Services

Commander

Corps Surgeon

Chief Of Professional Services

Page 2

John Dempsey Hospital
University of Connecticut Medical Center
Farmington, Connecticut

97 General Hospital
Frankfurt, Germany

Womack Army Hospital
Ft. Bragg, North Carolina

Spartanburg Regional Medical Center
Mary Black Memorial Hospital
Spartanburg, South Carolina

Cleveland Clinic Foundation
Cleveland, Ohio

2D. Squadron, 4th Cavalry - U.S. Army
Schwabach,, Germany

3D Armored Division - U.S. Armv
Frankfurt, Germany

U.S. Army Command and General Staff School
Ft. Leavenworth, Kansas

Cutler Army Hospital
Ft. Devens, Massachusetts

Cutler Army Hospital
Ft. Devens, Massachusetts

18th Airborne Corps
Ft. Bragg, North Carolina

112" Medical Brigade
Ohio Army National Guard

American College of Obstetrics and Gynecology - Fellow

American Medical Association



Lawrence W. Miller, M.D. : Page 3

MAJOR TEACHING RESPONSIBILITIES

1992 to 1995 Clinical Supervision - Medical University of South Carolina Resident in OB/GYN
Spartanburg Regional Medical Center

1992 - 1995 Clinical Supervision & Didactic Instruction OB/GYN - Family Medicine Residency
Program, Spartanburg Regional Medical Center

1992 to 1995 Clinical Supervision/Consultant in OB/GYN - Nurse Midwives and Nurse
Practitioners, Spartanburg Regional Medical Center

1976 - 1981 Assistant Clinical Professor, Department of OB/GYN
University of Connecticut Medical Center

MAJOR CLINICAL INTERESTS AND RESPONSIBILITIES

Operative Hysteroscopy

Gynecologic Surgery

Laparo/Endoscopic Surgery

Perimenopausal and Menopausal Counseling and Management



New Mexico Board of Medical Examiners
Second Floor, Lamy Building
491 OIld Santa Fe Trail
Santa Fe, NM 87501
(505) 827-5022

AUTHORIZATION FOR RELEASE OF INFORMATION

The Board requires this form to be completed by the applicant in order to allow the Board to make inquiries into the back-
ground and/or qualifications of the applicant.

| hereby authorize the New Mexico Board of Medical Examiners (Board) to obtain information in
licensure and investigative files, favorable or otherwise. | also authorize all hospitals, medical insti-
tutions or organizations, references, personal physicians, employers (past and present), business
and professional associates (past and present) and all governmental agencies and instrumentalities
(local, state, federal or foreign) to release to the Board any information, files or records required by
the Board for its evaluation of my professional and ethical qualifications for licensure in the State of
New Mexico.

| extend absolute immunity to, and release, discharge and hold harmless from any and all liability:
the Board, its agents, representatives, directors and officers; 2) other agencies, institutions, hospi-
tals and clinics providing information, their representatives, directors and officers; and 3) any third
parties and organizations for any acts, communications, reports, records, transcripts, statements,
documents, recommendations or disclosures involving me, made in good faith and without malice,
requested or received by the Board.

s ) by o 2900

Signalure Date

LAWRENCE Lif  IHILLER  mP

Printed Name

PLEY THEILATY  COIRT

Address (Number and Street)

2 ARIALYVIEw SEr4475, O 45797

City State Zipcode

(A6) AS ~ 4476 (Y4p) 8206 - 5556

Office Telephone Home Telephone




P8/07/2008 11:31 - BB3-731-1691 PCF PAGE 061/81

. . . BOARD OF GOVERNORS
South Carolina Medical Malpractice Tim Browne
. Edward W, Catalano, Jr., MD.
PATIENTS® COMPENSATION FUND Lorstta K. Felder, D.D.S.
POST OFFICE BOX 210738 koo s
COLUMBIA, SOUTH CAROLINA 272210738 Fobort . oot Eacuta?
PhLB0S-731-1687 * ax 803 731-1691 Richard M. Kennedy, M.0.

Edward W, Catalano, Jr., M.D. : Michas! Kozar
Chalrman of the Board Bruca Mackay, CPCU

James E. Mercer, D.D.S,
Harris Pastides. Ph.D.
Steven R. Ross, M.D.
Susie H. vanHuss, Ph.D.

T PugqusT 2, 2000
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P.2

NO.598@

KARISER PERMANENTE

95AM

9

AUG. 1.20008

OPMG Liability History

Provider: Miller, Lawrence, M.D. OB/GYN
Hire Date: 10/02/1995

Term Doate:
Liability History: YES

CLAIMANT

DESCRIPTION

FILE DATE PENDING DISPOSITION

L

DATE REFILED REFILE DATE

-

Laceration of vterus during delivery; TAH
performed.

12/07/1998 WNO Vol Dismissal

6/2000

Child sustained a severe injury to her right
brachial plexus at time of delivery.

12/21/1999 YES

Alleged failure to f/u on abnormal pap.

07/22/1998 YES

Tuesdsy, August 01, 2000

Page ! of |



OCT 27 99 @7:46 FR VISTA STAFFING SOLU 8914878157 TO 12163622779 - P.B4B4

SUPPI "MENTAL CLAIM INFC “MATION

Flease supply the following information regarding any instance ofdaim.suitctinddwtwhkhnafﬁvuiuwadah whetherdismissed, settied out of
COuR, judgement or pending. Answer all questions completely. This form should be photocopied and Gilled out sepacately for each claim. Please typeor
print clearly.

Applicant (Defendant’s) name: Mf‘ M. P er af
Claimant (Plain:iff’s) name; m .

Dateof alleged eror: 2L Y @dy P27 Date of Claim: /‘?,/ 7/?5

Indicate whether: __ X Claim Suit of —___ Incident that has been reported to your insurance carrier

Nome o insurer: NRGEE PEAMQIMENIE Aol RIRICA SHENA  rome (306) 4 39~ S48
Location of court whiere original complaint was fied: _ €OV RNOEA Compsgrrt . 2 A1 O
Case a: —..LZLZ:LO

Defendant’s Legal Representative: include name. address and telephone $IC/58 2 9. MERPLW, BEMINEER 8 REpmsw ELER,

THE 1132 sT. Censk Bass, CoEvEbOND, OH2 YNy ¢R18) 687 =13¢s

Plaintiff's Legal Representative: linclude name, address and telephone 3) CAMELG PONTRGES . IS 5. MAIN ST
Suirk B8R0 . _HKpex ok, ¥ {Y30p £330) 3 74- ¢ 6k

STATUS OF COMPLAINT -
If closed please indicate: e COUrt Judgement Finding for  YOU . PLAINTIFF .._ Date ';
Determined by: JUDGE .. JURY. _
Out-of-Courr Settlement Date of Settlement: /. "
Amount paid on your behalf S
Compensation: § Punitive; §
Total Settlement amount: §
_ 2% Case Dismissec: sinst YOU XS Against ALL DEFENDANTS __ Dote: A28, 20
If pending piesse indicate:  Claimant’s settiement demand: Defendant’s offer for settlement: S

Insurer's loss reserve: S DefensereserveS_________ Deductible: S

Claim in suit __ Yes _ No If Yes, amount asked in summoneS—___ Compensation: §

Punitive: $
DESCRIPTION OF CLAIM

Provide enough wnformation to allow evaluation:
1. Incident Loeation: 2942 Céloe ol & £ e B PELtv &R Jo i

=X
2. Alleged act. error or omission upon which Claimant bases claim: MMML‘ t o d ” OPALs oF -
~SAAE LN THELR mANICENENT o £ MBS, B frbinls #omrvasse Iamn oo P -

1A m 3 EBNo LI £24 P54, Y PT - EM, G<&
4. Patient’s Condition at point of your involvement: MML&;M‘LWQM
£, ' > ' 42 & & &P
5. Patient’s Condition at end of treatment: e CORvicai Poe . L
LE, MDA K Y7 »Fs 2 . Canrrinesé.

6. Give a complete narration of the case, relsting events in chronological order emphasizing the dates of service and stating in detail what was done gach
time the patient was seen professionally. Use reverse side for additional space required. (Please type or print)

DATES 248 /ol ACLD A PROYAR>£L L 2 2, > ZIYER

TN XA > Xy Y/ SO XTI L
o7 V.t &% L REP A, &

-
Signature —Mﬁgﬁz_ﬁé__

IMPORTANT. IN ADDITION TO THE INFORMATION ABOVE. PLEASE ATTACH COPIES OF THE COMPLAINT, YOUR DEPOSITION, FINAL
JUDGEMENT, SETTLEMENT & RELEASE, OR OTHER FINAL DISPOSITION OF THE CLAIM.

R RPN SR 1.
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T Aot inde 1 1 o 0o 5 P L W

e we e e vAWIFT JIFE ) AW LD WAV I NI T

ey - SUPPLTMENTAL CLAIM INFC~MATION

Pleasesupply the following information regarding any instance of claim, suit or incident which may give rise (0.2 claim whether dismissed. outel
m;ud:eﬂunterpeudmg. Answer all questions compietely. This form should be photocopied and filled out scparately for each claim. Please type or
print clearly.

Applicant (Defendant’s} name: Law. EArcse M 1L LE S m D, e* a/
Claimant (Plairriff's) name: /. .
Duteof alleged error: —__ ON o0& Lol fE 22 Ton I8 Dateof Caim: 202 TR0 I8 :

Indicate whether: 2% Clyim == Suit or _ Incident that has been reported to vour insurance carrier

Name ot nsurer: ___X8/568 PERMANENTE Aot CATRELer Terteirss Phope 226D ¥ P S~/ 8>
Orlrro

Location of court where original compiaint was Gled; __E & VD H O &5 Cocyrt |

Defendant’s Legal Representasive: tinclude name. address and telephone 8) L2240 A NER/LP QNS - REM/ MEER B

KEmiwetER , ro€ I132 <, cl10,4 B2p¢. CLlerelons es HY11y (266)6F7- 23 /0

Plaintiff's Legal Representative: tinclude name. address and telephone 9) ZHo R DETTLEL NV INSEAE, PEEVviV, olal 4§ P75,

1320 207BRID_ST. CLEvastogyn on Y1 BT 2200 . (arE) 62¢(-2300
STATUS OF COMPLSINT -

If closed please indicate; . Court judgemen:

Finding forr YOU __ PLAINTIFF —_. Date:
Determined by: JUDGE e JURY

)]

—— Qutof-Cour: Setrlement Date of Settlement:

Amount paid on vour behalf §

Punitive: §

Compensation: §

Total Settlement amount: §

e Case Dismissed: Against YOU Against ALL DEFENDANTS . Datet e/ '

Defendant’s offer for settlement: S

If pencing please indicate:  Claimant’s settlement demand: §
Oefensereserve:s ____ Deductible: §
Compensation: §

Insurer's loss reserve: 5

Cliimuinsuit __Yes ___ No If Yes, amount asked in summons: 5

Punitive:$ __
DESCRIPTION OF CLAIM

Provide enough information to allow evaluation:

1. Incident Location: PIRMA, o410
= - N _al,
T Alleged act. error or omissign upon which Claimant bases claym: M%@W@M

ard .

7

L

SSfr>)P T, S taden

. latient’s Condition at point of YOur invoivement:
' L)

5. Patient’s Condition at end of treatment: Z.

6. Give s complete nasration of the case, relating events in chronological order emphasizing the dates of service and stating in detail what wasdone each

time the patient was seen professionally. Use reverse side for additionai space requised. (Please type or print)

DATES La2 Smean pows YA5/397 pwap Borimamyces seogss geponres. PAr
TAAmiu e LETTER TENG Y MOUSER REPeRTED “ADEMAL" Fof Peiyec
IAEECTION TN IS LATER RESCETED snr TANIESO. 1oL Bl pr 2B S eRsmS
C38& cowriv 97 con) Sigratre __lasartiond s (1) Ol ml

IMPORTANT: IN ADDITION TO THE INFORMATION ABOVE. PLEASE ATTACH COPIES OF THE COMPLAINT, YOUR DEFOSITION. FINAL
JUDGEMENT. SETTLEMENT & RELEASE. OR OTHER FINAL DISPOSIION OF THE CLAIM. :

FAM 133 1794 1
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"

SUPPLEMENTAL CLAIM INFORMATION

Please supply the following information regarding any instance of claim, suitor incident which may give rise toa claim whether dismissed, settled out of
court, judgement or pending. Answer all questions completely. This form should be photocopied and filled out separately for each claim. Please type or

print clearly.

Applicant (Defendant’s) name- Lifﬁ ii(i % ﬁ i llfitﬁf j j?ﬁ/s’ LN e et al
Claimant {Plaintiff’s) name: ' ”~ _
Date of alleged error: /RLAL / 79 Date of Claim:

Indicate whether: 75(— Claim —X_suit or Incident that has been reported to your insurance carrier

Name of Insurer: HasER PEAMANEMTE Agent: @MMM’hOnQ; ‘/¢7 &)687- /3¢
Location of court where original complaint was filed: - COLQMeER Co.

Case #: 3?& 85/ )

Defendant’s.Legal Representative: (inciude name, address and telephone #) WidL1om AR - MERDOCIS 113 87 €Lt R RVE.
' CLEVELAND, OH i 4744

Plaintiff's Legal Representative: {include name, address and telephone #)

STATUS OF COMPLAINT
If closed please indicate: Court Judgement Finding for: YOU .. PLAINTIFF Date: ; !
- ' Dete;-tnined by: JUDGE —— JURY ___
Out-of-Court Settlement Date of Settlement: / /

Amount paid on your behalf: $

Compensation: $ Punitive: $

Total Settlement amount: $

Case Dismissed: Against YOU Against ALL DEFENDANTS ... Date: —/___J/___
If pending please indicate: ~ Claimant’s settlement demand:S_ Defendant’s offer for settlement: $
Insurer'slossreserve:S _____ Defensereserve:S ___________ Deductible: $
Claim insuit __Yes __ Nolf Yes, amount asked insummons: 3 Compensation: $
Punitive: $ .

DESCRIPTION OF CLAIM
Provide enough information to allow evaluation:
. ’ L
1. Incident Location: MM d""‘"‘LM’
. . 1
2., Alleged act. error or omission upon which Claimant bases claim: - E M
’ [} ~ . .

ottt
3. Descripfion of type ap_q_ extent of injury or dam.
) ~ - -

7 9 -
4. Patient’s Condition at point of your involvement: Wﬂ P~ ) b cemmil z /{‘Mé&‘ﬂ 714“"/"‘/0
W%A‘QM uZia, a.‘v‘# 4

5. Paugm's Condition at end of treatment:

A%L,MMM%MMMJ’Mv

6. Give a complete narration of the case, relating events in chronological order emphasizing the dates of service and stating in detail what was done each
time the patient was seen professionally. Use reverse side for additional space required. (Please type or print)

- N | y Lad AY f
DATES Z2/A '%'z“w Dt bl ipong o ¥ j LURD PALNALID G o<l -» by e tensi
( 4 o /
4 Ef s b, A ‘...!_.. .‘-.., L A ;c{ 5 ‘ L8 ey sapf T

Lf - s / 7
Lobsieny of T AL LMAD ._...’ LY Lot D ¢ WW%‘M' [‘M)
= / -4 \/
Signature == (Ll /ML ¥ o

IMPORTANT: IN ADDITION TO THE INFORMATION ABOVE, PLEASE ATTACH COPIES OF THE COMPLAINT, YOUR DEPOSITION, FINAL
JUDGEMENT, SETTLEMENT & RELEASE, OR OTHER FINAL DISPOSITION OF THE CLAIM.
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NATIONAL BOARD OF @ (NBME?®)
Endorsement of Cert:ﬁcatmn e LCE) VED

This docament wis prepared by AliG 15 2"0
National Board of Medical Examiners (NBME ) N

375G Market Street, Philadelpliia, PA 19104-3390 - Teleptions (215} 560:6592 -}iCAL_ @EQ)L?A?\/]R!FE A
S

Recipient: New Mexico State Bd of Medical Exarniners Date: 08/697/2000
Second Floor, Lamy Buitding
491 Old Santa Fe Trail
Santa Fe, KM 87501

Examinee ID:  3-093-210-7
Examinee:  Lawrence W. Miller Diite of Birth? -1'942

NBME Certification Bate:  (6/24/1968 Certificate#: 093219

It is certified that the physician named above successfully completed the examination, education énd training
requirenients for certification by the NBME as of the certification date shown above. This record shows only passing
scores for each NBME Part examination reported on this document. If applicable, results for all USMLE Steps taken by
this examinee (and for which scores have been reported to date) are also shown.

Total Individual Subject Scores
Test Date  Pass/Fail Scere Scale ' (Min.Pass) Anat Phys Bioc Path  Mier
06/22/1965 Pass Three-Digit
Two-Bigit : (75) 84 86 82 86 78

NBME PART H
Total Individual Subject Scores
TFegt Date  Pass/Fail Score Seale Score (Min.Pass) Med Surg  ObGyn Prev  Peds
0471811967 Pass Three—Dlglt
Two-Digit {75) 86 88 87 83 82

NBME PART HI
Total
Test Date  Pass/Fail Score Scale Segore  (Min, Pass)
03/13/1968 Pass Three-Digit
Two-Digit 863 (75)

#%% END OF POCUMENT * * #

NM1250
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S, MEDICAL BOARD OF CALIFORNIA nE

.. OARD ¢ 0
o T se 21 10

Consumer . Sacramento, CA 95825

Affairs y *l916) 263-2360 NM BOQQEM\NERS

September 21, 2000

New Mexico Board of Medical Examiners
Lamy Bldg, 2nd Floor

491 014 Santa Fe Trail

Santa Fe, NM 87501

TO WHOM IT MAY CONCERN:

In response to your inquiry a standard search of available records in this office
has been performed. The following indicates the results of that search:

PHYSICIAN: Lawrence W. Miller
LICENSE NUMBER: G 15106

ISSUED: 08/01/68

EXAM TYPE: a written examination
EXPIRATION DATE: 04/30/02

STATUS: Renewed/Current

This certification is the only information provided by this office. If additional
information is needed, it must be obtained directly from the individual, agency or
institution which initially generated the information. To expedite the
certification process, this is the standard format prepared for all professions
regulated by the Medical Board of California.

If a discipline status is listed, you may obtain information concerning this action
by contacting the Board's Enforcement Program, Central File room, 1426 Howe Avenue,
Sacramento, CA 95825-3236 or by faxing your request to the Central File Room at
(916) 263-2420.

] % e

KIM MARQUARDT, inager
Licensing Operations




New Mexico Board of Medical Examiners
Second Floor, Lamy Building
491 Old Santa Fe Trail
Santa Fe, NM 87501
(505) 827-5022

A

VERIFICATION OF LICENSURE

| am applying for medical licensure in the State of New Mexico. The New Mexico Board of Medical Examiners requires
that your Board complete this form in order that | may be considered for licensure. This is my authorization to release all
information in your files, favorable or otherwise, to the New Mexico Board of Medical Examiners.

LowptncE /. NrleER mD ng-u«d JJMAZ& Pup

Print/Type Full Name Signature Date

csni  syse N
License Number "Date lssued

Sgrnovienlisgrs Uy 44T

State Zip Code

THE SECTION BELOW SHOULD BE COMPLETED BY THE MEDICAL BOARD

Name of Licensing Authority:

Name of Licensee:

License Number: Date Issued:

Month Day Year

The license to practice medicine was issued on the basis of Endorsement by or Reciprocity with

0O FLEX ONBME O USMLE OLMCcC O State Exam

1. lslicense current? OYes [ No [f“No,” why not?

2. Has licensee ever been disciplined by your Board? [OYes [INo Dates:

if “yes:” Revoked? ([ClYes ([No Suspended? OYes [ONo
Stipulated? [OYes [No On Probation? OYes [ONo

3. Has this licensee’s license ever been: Allowed to lapse for non-payment of fees? OYes [ No
Placed on Retired or Inactive status? OYes (O No
Surrendered voluntarily? OYes [ No

4, Are there any formal charges pending against this license? [Yes [ONo
5. Has licensee ever been investigated or requested to appear before your Board? [Yes [JNo

If you answer “Yes” to questions 2-5, please provide a written explanation below, and attach a copy of all supporting
documentation (e.g., Board order, complaint, etc.).

....................

Printed Name of Board Official

Please return this form directly to:
s o oo Loy g
- Signature of Board Official Date 491 OId Santa Fe Trail
Santa Fe, NM 87501
.................... Title

Thank you for your cooperation.



STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH

RECEIVED

OCT 06 2000

Septenfiber 29, 2000 NM BOARD OF
MEDICAL EXAMINERS

NEW MEXICO BOARD OF MEDICAL EXAMINERS
SECOND FLOOR, LAMY BUILDING 491 OLD SANTA FE TRAIL
SANTA FE, NM 87501

TO WHOM IT MAY CONCERN:
LICENSURE VERIFICATION

Please be advised that Connecticut General Statutes Section 20-13e, effective July 1, 1985, mandates that
certain matters involving the investigation and rehabilitation of physicians remain confidential. Therefore, in
response to your inquiry regarding the status of the physician identified below, at this time we are providing
only publicly disclosable information. In order for this office to confirm or deny whether there is any
confidential information relevant to your inquiry, a release from such physician must be provided.

IF YOU WISH TO ESTABLISH WHETHER CONFIDENTIAL INFORMATION EXISTS CONCERNING THIS
PHYSICIAN, PLEASE HAVE HIM/HER SIGN THE REVERSE SIDE OF THIS FORM, WHICH
CONSTITUTES A RELEASE FOR SUCH INFORMATION, AND RETURN IT TO THIS OFFICE. PLEASE
NOTE THAT ONLY THIS DEPARTMENT'S RELEASE FORM WILL BE ACCEPTED.

This is to certify that the public records of the Connecticut Department of Public Health indicate that;
LAWRENCE W. MILLER MD

BROADVIEW HEIGHTS, OH 44147

Was issued Connecticut:  Physician/Surgeon License

Date of Issuance: 04/04/1975

License Number: 017163

Expiration Date: 04/30/1997

Status of License: Expired

License Granted by: Endorsement

Disciplinary History: There has been no public disciplinary action taken.
Validation number 95-764006

Sincerely,

( seal)

Not valid unless affixed with seal of
Department of Public Health

Debra J. Tomassone
Public Health Services Manager
Division of Health Systems Regulation

DJT:MG

Phone: (860) 509-7596, 509-7603

Y Telephone Device for the Deaf (860) 509-7191
% 410 Capitol Avenue - MS # 12MQA
P.O. Box 340308 Hartford, CT 06134
An Equal Opportunity Employer

Website for licensure verification http://www.ct-clic.com



New Mexico Board of Medical Examiners
Second Floor, Lamy Building
491 Old Santa Fe Trail
Santa Fe, NM 87501
(505) 827-5022

‘ VERIFICATION OF LICENSURE

I am applying for medical licensure in the State of New Mexico. The New Mexico Board of Medical Examiners requires
that your Board complete this form in order that | may be considered for licensure. This is my authorization to release all
information in your files, favorable or otherwise, to the New Mexico Board of Medical Examiners.

[ INLLER  mp Lrreines L0 el o

Print/Type Fuli Name Signature Date

07043 vyz I
License Number Date Issued e
& o LTS orf Y Y7

State Zip Code

THE SECTION BELOW SHOULD BE COMPLETED BY THE MEDICAL BOARD

Name of Licensing Authority:

Name of Licensee:

License Nimber: Date Issued:

Month Day Year

The license to practice medicine was issued on the basis of Endorsement by or Reciprocity with

OFLEX ~ [OINBME 1 USMLE CJLMCC [J State Exam

1. lIslicense current? Yes [ No I[f“No,”why not?

2. Has licensee ever been disciplined by your Board? [ClYes [No  Dates:

If “yes:” Revoked? [1Yes [JNo Suspended? OYes [ONo
Stipulated? [Yes [INo OnProbation? [Yes [1No

3. Has this licensee’s license ever been: Allowed to lapse for non-payment of fees? OYes [1 No
Placed on Retired or Inactive status? OYes [J No
Surrendered voluntarily? OYes [ No

4. Are there any formal charges pending against this license? [CYes [INo
5. Has licensee ever been investigated or requested to appear before your Board? [JYes [ No

If you answer “Yes” to questions 2-5, please provide a written explanation below, and attach a copy of all supporting
documentation (e.g., Board order, complaint, etc.).

. Printed Name of Board Official

Please return this form directly to:
Scc- N e i Bt o s eaminers
Signature of Board Official Date 491 Old Sénta Fye T":ggmg
Santa Fe, NM 87501
.................... Title

Thank you for your cooperation.



New Mexico Board of Medical Examiners

2
HECEIVED
Second Floor, Lamy Building -

491 Old Santa Fe Trail SFP 25 2000

Santa Fe, NM 87501
: NM BOAR
(505) 827-5022 MEDICAL EXEM?I\TERS

VERIFICATION OF LICENSURE

1 am applying for medical licensure in the State of New Mexico. The New Mexico Board of Medical Fxaminers requires
that your Board complete this form in order that | may be considered for licensure. This is my authorization to release all
information in your files, favorable or otherwise, to the New Mexico Board of Medical Examiners.

Print/Type Full Name Signature Date

2343 Zvamy .
License Number 4 Date Issued i

ﬁgzﬂezgm‘:”f/s 475 o4 Y7
i tate

Zip Code

THE SECTION BELOW SHOULD BE COMPLETED BY THE MEDICAL BOARD
Name of Licensing Authority: {% L(h Car "/”"’: @ &c{’ cal Soa &C[
Name of Licensee: Zé?&'/ AKEpce w / / 71' +fre / J /7/’//5'5

License Number: FFEPS Date Issued: 7/ A/ / 7/
Month Day Year
The iicense io praciice medicine was issued on the basis of Endorsement by or Reciprocity with
O FLEX - BME OUSMLE OLMcce 1 State Exam
Lo
= - ~ m
1. Islicense current? OYes B0 If*No,” why not? _/A4c ﬁr/o STh<ce fi //J‘/ 9 & Y I s
4 ‘._! 1
2. Has licensee ever been disciplined by your Board?  [JYes o Dates: g
If “yes:” Revoked? [OYes [No Suspended? OYes [ONo -
Stipulated? [OYes [INo On Probation? OYes [ONo =
2
3. Has this licensee’s license ever been: Allowed to lapse for non-payment of fees? E]4es J-No
Placed on Retired or Inactive status? OYes [1°No
Surrendered voluntarily? OYes 0O No

4. Are there any formal charges pending against this license? [1Yes Bﬁ
5. Has licensee ever been investigated or requested to appear before your Board? [JYes Zlﬁ:

If you answer “Yes” to questions 2-5, please provide a written explanation below, and attach a copy of all supporting
documentation (e.g., Board order, complaint, etc.).

....................

Z%m Pl Yadadts

. Printed Name of Board Official Please return this form directly to:

Flease Afix ::‘ Z ? W j’ / // f{ /2o New Mexico Board of Medical Examiners

Board Seal Here . - v 1
" Signature fﬁ d Official Date Second Floor, Lamy Building

491 Old Santa Fe Trail

2l WM Santa Fe, NM 87501

B W AT - cee. Tile

Thank you for your cooperation.



South Carolina - .
. Board of Medical Examiners
SEP 22 2000

Koger Office Park, Kingstree Building
110 Centerview Drive

Post Office Box 11289 (803) 896-4500
Columbia, SC 29211-1289 FAX: (803) 896-4515
09/18/00 04 SOUTH CAROLINA LICENSE VERIFICATION
NAME: LAWRENCE WHITFIELD MILLER MD BIRTH DATE :-42
BROADVIEW HGHTS OH 44147-1396
LICENSE NO: 015742 DATE ISSUED: 10/28/1991 EXPIRATION: 12/31/2001
BASIS: NB'é68 SPECIALTY: OBG*

NO DISCIPLINARY ACTION TAKEN BY THIS BOARD. THIS CERTIFIES THAT
THE ABOVE LICENSEE IS IN GOOD STANDING AS OF 09/18/2000.

Verified by: //0 o(f’ljt_cw % ~g/?,m,w‘;}f

Patricia A. Browy, Administhative Specialist

. .
Approved by: O\ \{%/Ua/ﬁ/ "L/,f’ )/L{:LLLW
Karen Y. Néwton
Assistant Administrator/Records Management
oY
Carolyn J. Coats, Administrative Specialist

SouTtH CAROLINA DEPARTMENT OF LABOR, LICENSING AND REGULATION

Jim Hodges Rira M. McKinney
Govemor Director



LIATIEOE
..

New Mexico Board of Medical Examiners
Second Floor, Lamy Building
. 491 Old Santa Fe Trail
Santa Fe, NM 87501
(505) 827-5022

VERIFICATION OF LICENSURE

| am applying for medical licensure in the State of New Mexico. The New Mexico Board of Medical Examiners requires
that your Board complete this form in order that | may be considered for licensure. This is my authorization to release all
information in your files, favorable or otherwise, to the New Mexico Board of Medical Examiners.

LawBencE W IM1LLER mp M&)M L)

Print/Type Full Name Signature Date

452 47 s 222 e
License Number Date Issued ress

3404/:1//5»/4/5/6505‘ O YH¥Z
o State . o leCode R

THE SECTION BELOW SHOULD BE COMPLETED BY THE MEDICAL BOARD

Name of Licensing Authority:

Name of Licensee:

License Number: Date Issued:

Month Day Year

The license to practice medicine was issued on the basis of Endorsement by or Reciprocity with

O FLEX CONBME OUSMLE OLMcC [ State Exam

1. lslicense current? OYes [ No If“No,”why not?

2. Has licensee ever been disciplined by your Board? [OYes [ONo  Dates:
If “yes:” Revoked? [OYes [INo Suspended? OYes [ONo
Stipulated? [OYes [ONo On Probation? OYes [ONo

3. Has this licensee’s license ever been: Allowed to lapse for non-payment of fees? OYes [ No
Placed on Retired or Inactive status? OYes [ No
Surrendered voluntarily? OYes [ No

4, Are there any formal charges pending against this license? [JYes [No
5. Has licensee ever been investigated or requested to appear before your Board? [dYes [ONo

If you answer “Yes” to questions 2-5, please provide a written explanation below, and attach a copy of all supporting
documentation (e.g., Board order, complaint, etc.).

. Printed Name of Board Official Please return this form directly to:

Bo':l':a;:a/mxm New Mexico Board of Medical Examiners
- Signature of Board Official Date se%’;"&'{;’%g;i"}gﬁgﬁ'"g
Santa Fe, NM 87501

Thank you for your cooperation.



S£ate Medical Board of Ohio

77 S. High Street, 17th Floor e  Columbus, Ohio 43266-0315 o 614/ 466-3934 o Website: www.state.oh.us/med/

October 11, 2000

RECEIVED
0CT 18 2000

Kristen A. Hedrick, Executive Director Nivt BOARD OF
New Mexico State Board of Medical Examiners MEDICAL EXAMIN ERS
491 Old Santa Fe Trail

Second Floor, Lamy Bldg.

Santa Fe, NM 87501

RE: Lawrence Whitfield Miller, M.D.
Dear Ms. Hedrick:

In response to a request for verification of licensure, when applying for Ohio licensure in
August, 1995, Doctor Miller did inform the State Medical Board of Ohio of two
malpractice actions that were pending at that time . The State Medical Board of Ohio
does not know the outcome of those actions.

After review of Doctor Miller’s application, he was issued an Ohio license and it is
current and in good standing.

This is provided for your information only and is considered confidential in accordance
with Ohio statutes (copy enclosed).

Very truly yours,

RN Y /A
Terrill D. McLaughlin

Assistant Director

TDM:jh
ce: Debra L. Jones, Chief of Records



., New Mexico Board of Med.cal Examiners

Second Floor, Lamy Building TATE W =
491 OId Santa Fe Trail 0. SAL L WAKU
Santa Fe, NM 87501
(505) 827-5022 SEP18 2000

VERIFICATION OF LICENSURE

I am applying for medical licensure in the State of New Mexico. The New Mexico Board of Medical Examiners requires
that your Board complete this form in order that | may be considered for licensure. This is my authorization to release all
information in your files, favorable or otherwise, to the New Mexico Board of Medical Examiners.

Lowaevcs W - Wr/LeER mp _é&wx W 20l e

PrintType Full Name Signature Date

sroft070-m yfrr [
License Number * Daté Issued

g

-g/?ﬂz?P/’/ﬂfV/f/é‘/é'é?:S' B4 YYrYT

State Zip Code

THE SECTION BELOW SHOULD BE COMPLETED BY THE MEDICAL BOARD

Name of Licensing Authority: Q’ﬂu_,o mz 'fV\L/cQWa—Q) QBZL(AQ

Name of Licensee: c7§’ s S . /. 7’7’2_%/
License Number: b 420 90 Date Issued: 9/ s/ 55
Month Day

Year

The license to practice En;?&cine was issued on the basis of Endorsement by or Reciprocity with
0 FLEX BME OUSMLE OLMcce [J State Exam

1. Islicense current? %7 ON £‘No"why not?

/0 [/2
2. Has licensee ever been disciplined by your Board? [IYes No  Dates:
If “yes:” Revoked? [dYes [INo Suspended? ClYes [No
Stipulated? [QOYes [INo On Probation? OYes [No
3. Has this licensee’s license ever been: Allowed to lapse for non-payment of fees? OYes &No
Placed on Retired or Inactive status? OYes B0
Surrendered voluntarily? CJYes

4. Are there any formal charges pending against this license? [1Yes 12’6
5. Has licensee ever been investigated or requested to appear before your Board? [JYes E]ﬁ

If you answer “Yes” to questions 2-5, please provide a written explanation below, and attach a copy of all supporting
documentation (e.g., Board order, complaint, etc.).

bﬁ‘[).@ﬂ }. jD—IUES

© P rinted Name of Board Official Please return this form directly to:

o Flease Afix A//’ ( New Mexico Board of Medical Examiners
- Slgnature of Board Official * Date Second Floor, Lamy Building

@/W/!C / 491 Old Santa Fe Trail
M C.m.e. ﬁ/m,/& oL / Santa Fe, NM 87501
ﬂe

Thank you for your cooperation.




OHIO REVISED CODE SECTION 4731.22 (F) (5)

Information received by the board pursuant to an investigation is confidential and not
subject to discovery in any civil action.

The board shall conduct all investigations and proceedings in a manner that protects the
confidentiality of patients and persons who file complaints with the board. The board
shall not make public the names or any other identifying information about patients or
complainants unless proper consent is given or, in the case of a patient, a waiver of the
patient privilege exists under division (B) of section 2317.02 of the Revised Code, except
that consent or a waiver of that nature is not required if the board possesses reliable and
substantial evidence that no bona fide physician-patient relationship exists.

The board may share any information it receives pursuant to an investigation, including
patient records and patient record information, with other licensing boards and
governmental agencies that are investigating alleged professional misconduct and with
law enforcement agencies and other governmental agencies that are investigating or
prosecuting alleged criminal offenses. A board or agency that receives the information
shall comply with the same requirements regarding confidentiality as those with which
the state medical board must comply, notwithstanding any conflicting provision of the
Revised Code or procedure of the board or agency that applies when the board or agency
is dealing with other information in its possession. The information may be admitted into
evidence in a criminal trial in accordance with the Rules of Evidence, but the court shall
require that appropriate measures are taken to ensure that confidentiality is maintained
with respect to any part of the information that contains names or other identifying
information about patients or complainants whose confidentiality was protected by the
state medical board when the information was in the board’s possession. Measures to
ensure confidentiality that may be taken by the court include sealing its records or
deleting specific information from its records.



. New Mexico Board of Medical Exalﬂ}grs
Second Floor, Lamy Building -
491 Old Santa Fe Trail
Santa Fe, NM 87501 OCT 20 2000

(505) 827-5022

HOSPITAL AFFILIATIONS_

I am applying for medical licensure in the State of New Mexico. The New Mexico Board of Medical Examiners requires this
form to be completed by the Chief of Staff or Administrator in each hospital where | have held privileges, consultation or
teaching appointments during the past five years (not including intemship and/or residency). This is my authorization to
release all information in your files, favorable or otherwise, to the New Mexico Board of Medical Examiners.

LAWAENCE o MULEA et L0 200 Wy 0

Signature Date
B oo e
ress City State Zip Code

THE SECTION BELOW SHOULD BE COMPLETED BY THE HOSPITAL
(Chief of Staff or Administrator only. Form must include hospital seal or notarization of signature.)

Name of Hospital: (4 Z £ Fo
Address: 950D LFoueclip RVE.
Number and Street
CLEVELANL ok 74 /94
City State Zip Code

\

Telephone Number of
Medical Staff Registrar: _( Al e ) 44 6" was”

Affiliated Hospitals:

What privileges were extended to the applicant?

—My Y fﬁ&’ﬁirﬁjlb
Inclusive Dates: From: ?[g¢/75 To: M

Were limitations imposed on such privileges? OYes x No |f“Yes,” please explain below.

Were staff privileges ever removed or restricted? JYes %No If “Yes,” please explain below.

Derogatory information, if any:

--------------------

‘Robert Kav, M.D.
*  Printed Name of Chief of Staff/Administrator

Please return this form directly to:
( lobotdiet),

Please Affix Hospitalor Signature of Chief of Staf/Administrator [ Date New Mexico Board of Medical Examiners
Notarial Seat Here Second Floor, Lamy Building

: 491 Old Santa Fe Trail
;. Title Santa Fe, NM 87501

bR R CU I . Signature of Notary (if applicable) Date

Thank you for your cooperation.



American Medical Association RECEIVED
Physicians dedicated to the health of America
SEP 25 2000
NM BOARD OF
Physician Profile Seivité- AL EXAMINERS
515 North State Street Division of Survey and Data Resources
Chicago, Illinois 60610 Department of Data Services
Name and Mailing Address: Primary Office Address:
LAWRENCE W MILLER MD
A OH PERMANENTE MED GRP-OB G
BROADVIEW HTS OH 44147 12301 SNOW RD
PARMA HEIGHTS OH 44130
Birthdate: -1942 Phone: 1-216-265-4426

Birthplace: NEW YORK, NY USA

Physician's Major Professional Activity: OFFICE BASED PRACTICE

Self Designated Practice Specialties (SDPS):

Primary Specialty: = OBSTETRICS AND GYNECOLOGY
Secondary Specialty: MEDICAL MANAGEMENT

AMA membership: MEMBER

Following Data Provided by the Primary Sources-

Medical School:
BOSTON UNIV SCH OF MED, BOSTON MA 02118 (VERIFIED)
Year of Graduation: 1967 (VERIFIED)

Current and/or Prior Medical Training Programs Accredited by the Accreditation Council for
Graduate Medical Education (ACGME):

Institution: L A CO-USC MED CTR State: FLORIDA
Specialty : FLEXIBLE OR TRANSITIONAL YEAR 06/1967 - 06/1968
(VERIFIED)
Institution: L A CO-USC MED CTR State: FLORIDA
Specialty : OBSTETRICS AND GYNECOLOGY 07/1971 - 06/1975
(VERIFIED)

Note:  Additional information, used for appointments and privileges, is not solicited, nor is it received from the residency program
directors. If additional information is required, please contact the program director(s).

AMA Files Checked 9/19/00 13:53:44 Profile for: Lawrence W Miller MD Page 1 of 3
©3000 by the American Medical Association



American Medical Association

Physicians dedicated to the health of America

515 North State Street
Chicago, Illinois 60610

National Board of Medical Examiners (NBME) Certification Year:

License(s): MD/
State DO
OHIO MD
SOUTH CAROLINA MD
NORTH CAROLINA MD
CONNECTICUT MD
CALIFORNIA MD

Physician Profile Service

Date
Granted

09/08/1995
10/28/1991
09/21/1991
04/04/1975
08/01/1968

Expiration
Date

07/01/2002
12/31/2001
04/15/1998
04/30/1997
04/30/2002

Division of Survey and Data Resources
Department of Data Services

MD: 1968

Status
ACTIVE

ACTIVE
INACTIVE
INACTIVE

ACTIVE

License
Type

UNLIMITED
UNLIMITED
UNLIMITED
UNLIMITED
UNLIMITED

Last
Reported

08/15/2000
07/31/2000
07/28/2000
04/18/2000
04/01/2000

Note: When the specific month and day are unknown, the date will display the default value of "01." Not all licensing boards

maintain or provide full date values. Please contact the appropriate licensing board directly for this information.

ECFMG Certfication:
Applicant Number:

Note: The Educational Commission for Foreign Medical Graduates (ECFMG) applicant identification number does not imply
current ECFMG certification status. To verify ECFMG status, contact the ECFMG Certification Verification Service in
writing at P.O. Box 13679, Philadelphia, PA 19101.

Federal Drug Enforcement Administration:
AS OF 08/02/2000, FEDERAL DEA REGISTRATION IS VALID. EXPIRATION DATE IS 01/31/2001.

Note:  Many states require their own controlled substances registration/license.
Please check with your state licensing authority as the AMA does not maintain this information.

Specialty Board Certification(s):

Specialty Board Certification(s) by one or more of the 24 boards recognized by the American Board of Medical

Specialties (ABMS) and the American Medical Association (AMA) through the Liaison Committee on Specialty Boards,

as reported by the ABMS:

Certifying Board: AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY
OBSTETRICS AND GYNECOLOGY

Certificate:
Certificate Type: GENERAL
Effective: 12/01/1999
Effective: 01/01/1977

Expiration: NONE REPORTED TO DATE Last Reported: 07/15/2000 RE-CERT
Expiration: NONE REPORTED TO DATE Last Reported: 07/15/2000 INITIAL

Note: For certfication dates, a default value of "01" appears in the month field if data was not provided to AMA. Please contact the

appropriate specialty board directly for this information.

AMA Files Checked 9/19/00 13:53:44

Profile for: Lawrence W Miller MD
©2000 by the American Medical Association

Page 2 of 3



American Medical Association
Physicians dedicated to the health of America

Physician Profile Service

515 North State Street Division of Survey and Data Resources
Chicago, Illinois 60610 Department of Data Services

Medicare/Medicaid Sanction(s):

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

Other Federal Sanction(s):
TO DATE, THERE HAVE BEEN NO FEDERAL SANCTIONS REPORTED TO THE AMA BY ANY BRANCH
OF THE US MILITARY, THE VETERAN'S ADMINSTRATION OR THE US PUBLIC HEALTH SERVICE.

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

The content of the Physician Profile is intended as an instrument to assist with credentialing. Appropriate use of the Physician Masterfile data
contained on this profile by an organization would meet the primary source verification requirements of the Joint Commission on Accreditation
of Healthcare Organizations (JCAHO) and the American Accreditation HealthCare Commission/URAC. The Physician Masterfile meets the
National Committee for Quality Assurance (NCQA) standards for verification of medical education, residency training and board certification.

If you note any discrepancies, please mark them on a copy of the profile and fax to (312) 464-5827 or return to:

American Medical Association
Department of Data Services
515 N. State Street

Chicago, IL 60610

AMA Files Checked 9/19/00 13:53:44 Profile for: Lawrence W Miller MD Page 3 of 3
©2000 by the American Medical Association



The Federation of State Medical Boards of the United States, Inc.
Federation Credentials Verification Service
Federation Place
400 Fuller Wiser Road, Suite 300
Euless, Texas 76039-3855
Telephone: (817) 868-4000
Fax: (817) 868-4099

RECE\\’ED Physician Information Profile

DEC 20 7000

N BOARD (\Jrfxeas
N\ED\CAL

This report is compiled exclusively for:

Name: Lawrence Whitfield Miller
ssN: K726

pOB: [ 1972

Recipient: New Mexico State Board of Medical Examiners

NOTICE:

The Federation Credentials Verification Service (FCVS) was retained by the above referenced physician to verify his/her
medical credentials for submission to your agency/organization. Unless noted otherwise, all documents contained in this
report were received directly from the issuing institution per written request made by FCVS. All documents bearing the
official FCVS seal are ceritified to be an exact reproduction of the original. Where required, original documents are
provided according to the agreements with the institution issuing such document. FCVS maintains all original documents
(excluding third-party examination transcripts) in the physician's source file.

The Physician Information Profile is compiled and published by the Federation of State Medical Boards of the United
States, Inc. as a reference source for its member boards and other authorized entities. The Physician Information Profile
may not be republished, sold, resold or duplicated, in whole or in part, for commercial or any other purposes, or for
purposes of compiling lists or files without the express written consent of the Federation's Executive Vice President as
authorized by its Board Of Directors. The use of this Physician Information Profile to establish independent data files or
compendiums or information is strictly prohibited.

Copyright ©2000 by the Federation of State Medical Boards of the United States, Inc., 400 Fuller Wiser Road, Suite 300, Euless, Texas 76039-3855

Rev. 8/11/00 Request ID; 5292892



FEDERATION CREDENTIALS VERIFICATION SERVICE
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FEDERATION CREDENTIALS VERIFICATION SERVICE

Physician Information Report

Identity:

Name:
Other Name Used:

Gender:

Date of Birth:
Place of Birth:
SSN:

Current Address:

Permanent Address:

Telephone Numbers:

Physical Description:

Physical Marks:

Lawrence Whitfield Miller
N/A

1942

ttan, NY USA

5726
8184 Thackeray Court
Broadview Heights, OH 44147
Same
Bus: 216-265-4426
Fax: 216-362-2779
Home: G596
Other: N/A
Height: 510"
Weight: 172 Ibs
Eye Color: Blue
Hair Color: Blond

Description: N/A
Location: N/A

Premedical Education (Reported by physician. Not verified by FCVS):

Institution: Bowdoin College, Brunswick, ME 04011
Dates of Attendance: 09/1959 - 07/1963
Degree Awarded: Bachelor of Arts
Medical Education:
Current, valid ECFMG N/A
ECFMG Number: N/A
Date Issued: N/A
Medical School: Boston University School of Medicine

Dates of Attendance:
Graduation Date:
Degree Awarded:

Office of the Registrar
715 Albany Street/Room A-414
Boston, MA 02118

09/09/1963 - 05/27/1967
05/28/1967
Doctor of Medicine



Unusual Circumstance:

None

Post Graduate Medical Education:

Institution:

Post Graduate Year:
Program Type:
Department:

Dates of Attendance:
Completion:
Accreditation:

Unusual Circumstance:

Los Angeles County-USC Medical Center

1200 North State Street/PO Box 540
Los Angeles, CA 90033

1

Internship

Rotating

06/24/1967 - 06/24/1968
Yes

ACGME

Not Reported by the Primary Source

Institution: Women’s and Children’s Hospital
Department of Obstetrics/Gynecology
Room L1009
1240 North Mission Road
Los Angeles, CA 90033
Post Graduate Year: 1
Program Type: Internship
Department: Obstetrics and Gynecology
Dates of Attendance: 07/01/1971 - 06/24/1972
Completion: Yes
Accreditation: ACGME
Post Graduate Year: 2-4
Program Type: Residency
Department: Obstetries and Gynecology
Dates of Attendance: 07/01/1972 - 06/30/1975
Completion: Yes
Accreditation: ACGME
Unusual Circumstance: None
Fifth Pathway:
N/A
Examination History:
Transcripts Enclosed For: NBME Part I
NBME Part IT
NBME Part 11
SPEX

Board Action:

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



Omission / Discrepancy Report

Physician Identification:

Name: Lawrence Whitfield Miller

DOB: -942

SSN: 5726

Packet ID: 16025

Request ID: 5292892

REPORT OF OMISSIONS
Omission 1:
Section of Profile: Medical Education
Omission: Boston Univ Sch Med indicated on the Medical Education form that it has a
premedical education requirement; however, the courses taken section was omitted.
Follow-Up: See Comments on Verification of Medical Education Form.
Omission 2:
Section of Profile: Examination History
Omission: The applicant did not report sitting for the SPEX Examination.
Follow-Up: The SPEX transcript indicates an examination on 09/1991.
REPORT OF DISCREPANCIES

Discrepancy 1:
Section of Profile: Examination History
Discrepancy: The applicant reports sitting for NBME Part ITI in 06/1968. The NBME Part III

Follow-Up:

transcript indicates the examination date was 03/1968.

Left to Recipient's discretion.



MISCELLANEOUS INFORMATION

Miscellaneous 1:

Section of Profile:

Issue:

Follow-Up:

Continuity of Education
There is a gap of approximately 3 years between postgraduate training programs at

Los Angeles County-USC Medical Center (ends 06/24/1968) and Womens and
Children’s Hospital (begins 06/24/1971).

This information is provided as information only. No follow up performed.

Packet Id: 16025

End of report for Lawrence Whitfield Miller

Request Id: 5292892 Report Created By: TJL



State Queried For:

Physician's Name:

Board Action Databank Search

New Mexico State Board of Medical Examiners

Miller, Lawrence Whitfield

Date of Birth: -1942
Medical School: 022010 - Boston Univ Sch Med
Year of Graduation: 1967
Social Security Number: 040-34-5726
ECFMG Number: N/A
Results:
WE HAVE NO UNFAVORABLE e
REGARDING THE ABOVE NAMFN beeeis
DEC 15 2000
@m&;ﬂmb
JAMES R. WINN, M.D.
EXECUTIVE VICE-PRESIDENT

REV 10/30/00

Request ID: 5292892 Packet ID: 16025
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Identity



AFFIDAVIT AND RELEASE

|, the undersigned, hereby certify under cath that | am the person named in this application, that all statements | have or
shall make are true, that | am the person named in the various forms and credentials furnished or to be fumished with
respect to my application and that all documents, forms or copies | furnish with my application are strictly true.

I acknowledge that | have read and understand the “INSTRUCTIONS FOR COMPLETING THE FCVS APPLICATION"
and have answered all questions contained in the application truthfully and completely. | further acknowiedge that failure
on my part to answer questions truthfully and completely may lead to my being prosecuted under appropriate federal and
state jaws.

I authorize every person, hospital, clinic, government agency (local, state, federal or foreign), institution or law
enforcement agency having custody or control of any documents, records and other information pertaining to me to
fumnish to the Federation Credentials Verification Service any such information, or true and correct copies of documents
or records.

I hereby release, discharge and hold harmiess the Federation Credentials Verification Service, its agents or
representatives and any person furnishing information, records or documents of any and all liability. | authorize the

sl ) . onelle,

Applicant's Signature (must be signed in the presence of a notary)

M ILLER

Applicant’s Printed Last Name

LRWARENCE W,

Applicant's Printed First Name, Middle Initial, and Suffix (e.g., Jr.)

7 . 000

Date of Signature st correspond to date of notarization)

State of -'/)A %) , County of /’ L4240 & £ )
| certify that on the date set forth below the individual named above did appear personally before me and that | did identify

swom to before me by the applicant on this 77 day of /%; aX™ , 20¢0
Notary Public signature: ){éﬂ/ J ,QM*?’J(/M

My commission expires:

Notary Public, State of Ohio, Summit Cty.
My Commission Eiwpi April 25, 2001
The physician has been instructed to sign the front of the photograph.
Your seal (or stamp) must be partly upon the photo and partly upon
the signature of the applicant.

PACKET ID; 0 0 1 6 O 2 5 Federation Credentials Verification Service
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VR 115 150M (300) P.O. NO.0004570 DOCUMENT NO. ™ 8 9 Q 74} 9

THE CITY OF NEW YORK
DEPARTMENT OF HEALTH

VITAL RECORDS

CERTIFICATION OF BIRTH

This is a certification of name and birth facts on file in the Bureau of Vital Records, Department of Health, City of New York. |

DATE OF
BIRTH b 0.
DATE , = DATE - .

=

STEVEN P. SCHWARTZ
CITY REGISTRAR
or of this
the evasion or vioktion of any provislon of the Health

Donmacneplﬂﬂsmsaipluﬂasllbuﬂmgnixdxﬂofme P of Health, The

(EL)

Lspmhﬂ:ilcdhysxtinnazl u[th:NewYutkCilyHulthodeifﬂlepmpmels
Code or any other law.

i gasanaid




bereby requem all whom it may concern to permit the rmzeiz/
Aztional of the United States named berein 1o g
iithout delay or bindrance and in case of need:
give all lawful aid and protection.

Le Secrétaire d’Etat
des Etats-Unis d'Amérique s
prie par les présentes toutes autorités compétentes de Iai.r:erlﬁd:.r‘ér
e citoyem. ou ressortissant des Etats-Unis titulaire du présent ga;;eport
féns délai ni difficulté es, en cas de besoin, de lui acco ﬁr
toute aide et brotection legitimes.

EARER/EGVATURE DU TITULAIRE

SIGNATURE OF B

n; HHITFIELD

- LAW
Nationakty / namnal




Section III

Medical Education



| L3 )

IR FEDEI}AIION CREDENTIALS VERIFICATION SERVIC;.{:CVS)

VERIFICATION OF MEDICAL EDUCATION

(This form must be completed by the medical school)

ECETTE

INSTRUCTIONS TO THE DEAN

\

The individual identified on the attached Authorization For Release of Information, Documents and Records form
has authorized your medical school to provide to the Federation Credentials Verification Service (FCVS) any

and all information pertaining to their education at your institution. Please complete this form and forward it to
FCVS in the enclosed postage-paid, self-addressed envelope.

Please note: If your institution processes transcript requests through another office, FCVS has
likely made such a request under separate cover. if your office also processes
transcript requests, please attach the individual's official transcript (which
indicates courses taken, dates and hours of attendance, and scores,
grades, or evaluation).

VERIFICATION OF MEDICAL EDUCATION

Name of Institution: Boston University School of Medicine

Complete Address:
Strest Address

BOSTON, MA (02118
Street Address

City State Zip Code(Postal Code)

If name of institution was different when this individual attended, please note this name below:

Enroliment and Particlpation: Our records indicate that MILLER, LAWRENCE, WHITFIELD
— ) W AALMNULL g
(type/print individual's name: Last, First, Middle, Suffix)

attended our medical school for total of ___36__ weeks of continuous on-campus education on the following dates
(mm/ddiyy):

From To
9 / 9 /63 5 I_ 23 - /64
9 / 9 [__64 5 /28 /_65
9 / 13 !__65 5 /_28 /_66
6 / 13 /66 5 /_27 /67
/ / / /
This individual (check one): A
__X__was awarded the degree of1" on_5 /28 [ 671

A (mm/ddryy)
was NOT awarded a degree (please attach an explanation)

The Federation Credentials Verification Service is a division of The Federation of State Medical Boards of the United States, Inc.
Rev. 8/10/00 Packet ID: 16025 Request ID: 5292892 S d [022010] Page 1 of 2




~

-0 . FEDEBA'\I'ION CREDENTIALS VERIFICATION SERVIC/E.LI\:CVS)

VERIFICATION OF MEDICAL EDUCATION  (continued)

Unusual Circumstances:  The following questions apply to unusual circumstances that occurred during any
part of the individual's medical education. Please circle the appropriate response. “Yes” responses to any of
these questions requires a written explanation.

Questions Response
Did this individual ever take a leave of absence or break from their medical education? Yes No
Was this individual ever placed on probation? Yes No
Was this individual ever disciplined or under investigation? Yes :c_)_
Were any negative reports regarding this individual ever filed by instructors? Yes E
Were any limitations or special requirements imposed on the individual because of Yes To-

questions or academic incompetence, disciplinary problems or any other reason? _

Premedical Education: Does your school have a premedical education requirement? Yes No

If yes, include where your records indicate the individual completed his/her premedical education and the basic
science courses taken (attach additional pages if necessary):

Premedical Institution(s): ROWDION COLLEGE.

TRANSCRIPTS NOT AVAILABLE

Check Courses Taken: Physics Biology/Zoology
Organic Chemistry Inorganic Chemistry
Certification: By my signature, |, ELLEN J. DIFIORE , certify that the above
(type/print name)

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

and correct to my knowledge.
Signature: &éon [%LD 2 7{/_444’

Title: ___ REGTISTRAR

AFFIX INSTITUTIONAL SEAL
HERE

Date of Signature: OCTOBER 3, 2000

| (If your institution does not have an
[ official seal, this form must be

Sogwﬂ Telephone: ( 617 )638-4160
_VERIFIED Fax: (617 )638-4155

The Federation Credentials Verification Service Is a division of The Federation of Stats Medical Boards of the United States, Inc.
Rev. 8/10/00 PacketID: 16025 Request ID: 5292892 [022010) Page 2 of 2



Average 79.33
Cumulative Average 82.27
Class Standing 35/63

Clinical Gyn.

SR AR T T Pl s LTI TR s e |
. ACADEMIC &@/Z %/ﬁ%%‘é/ SCHOOL OF
RECOR_D MEDICINE
LAST NAME FIRST MIDDLE 1. D. NUMBER DATE OF BIRTH SEX
Miller  Lawrence  Whitfield 035-399 1962 |M
ADDRESS AT ADMISSION (PERMANENT? ADMITTED FROM HIGH SO — S DEGREES
_, West Hartford 7, Conn Bowdoin College - A.B. 1963
DATE DEGREE AWARDED DEGREE — HONORS MAJCR FIELD
May 28, 1967 M.D. 4 year

COURSE N0, TILE CRBRS.  GRADE  #OWOR-PAIS | COURSE NO. TITLE R.HRS.  GRADE  NUXOR-POINTS

Sept. 9, 1963 - May 23, 1964 OR FACTOR | Sept. 13, 1965 = May 28, 1966 oR FacTOR
Gross Anatomy 280 87 25 Mgdicine Lys 86 30
Neuroanatomy 80 83 7 Surgery 448 81 31
Histology 160 89 15 Ob-Gyn 1ki gs 10

. Psychiatry 10 2 7
Psychiatry = 77 1+> | Health Conservation 99 '58 7

i Pediatrics 150 0] 10

i dyear Average Neurology 33 75 3
d58 angng Dermatology 26 (54)70 2
Biochemistry 282 79 23
Physiology 204 8a 24 ~ Average -~ 81.h4l4
Psrchiztry 21 ec 1.5 Cumulative Average - 81.99

c St =
Endocrinology Lg 78 lass Stading - 33/65

Firal Average 65.21 June 13, 1966 - May 27, 1967

Class Standing 20/6%

Sept. 9, 1964 « May 28, 1965 ﬁiiliine-'uﬁ'A' 388 29 2
Pharmacology 168 71 21 - g I~"yd' : 0 9% 33
Microbiology 231 78 21 P nE e tre & U oo i 17
Pathology 135 80  10.5 sychiatry - 00 &l 17

i «5
Psychiatry 20 89 2.5 | Average - 87.81

Midyear Average = 76.21 Cumulative Average - 83.44

Class Standing - 60/67 N.B. Average - &5S.

. Final Average-83.75 (yearly averages + N.B.
Pathology 135 81 10.5 average )

Clin. Path. & Med. 135 85 13 Final Class Standing 26/62

Neuropathology 30 82 2

Physical Diagnosis 135 82 13 | Electives: Dr. Hawkins - 90

Obstetrics 31 90 2 i Dr. Shapiroc - 84

Surgery 28 79 2 ‘ Dr. Stanzler (Tufts)

Psychiatry 37 86 2.5 Dr. Levinsky - 75

Boston University School of Medicine

Grade: For promotion and graduation an average of

75% with no grade below 70% is required.
Factor: Weight given grade in computing average,

INITIALS

based on number of hours in each subject.
Length of vyear: 2 semesters, 16 weeks each.
Elective courses not computed in average.

5T NAME

AND SEAL OF
UNLESS OTHERWISE STATED,
STUDENT IS ENTITLED TO HOMOR-
ABLE DISMISSAL.

[RABT VALID AS A TRANSCRIPT WITH-
OUT THE AUTHORIZED SIGNATURE
THE UNIVERSITY.

THIS

0CT. 11,2889

R N

AUTHORIZED SIGNATURE

TITLE

DATE
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I HEREBY CERTIFY THAT THIS IS A TRUE COPY OF THE ORIGINAL DOCUMENT ISSUED ON MAY 28, 1987

m&:}.m D Siste_

ELLEN J. D¥FIORE, REGISTRAR 10/3/00




B O 8 T O N U N T V ER S§ 1T T Y M E DI C A L C ENTER

—

BOSTON UNIVERSITY SCHOOL OF MEDICINE / SC}r’r -\OF PUBLIC HEALTH « BOSTON UNIVERSITY GOLDMAN SL'.!r \. QOF DENTAL MEDICINE = BOSTON MEDICAL CENTER

Boston University Office of the Registrar
Schoal of Medicine 715 Albany Street, Ad14
Boston, Massachusetts
02118-2526
Tel: 617 638-4160
Fax: 617 638-4155
BOSTON UNIVERISTY

IN THE COMMONWEALTH OF MASSACHUSETTS

THE SENATE AND TRUSTEES EXTEND GREETINGS
TO ALL THOSE TO WHOM THIS DOCUMENT MAY BECOME KNOWN.

SINCE LAWRENCE WHITFIELD MIiLER ° BEING POSSESSED OF A PROPER
DISPOSITION AND ENDOWED WITH AN UPRIGHT CHARACTER, HAS
DEVOTED HIMSELF TO THE REQUIRED STUDIES IN THE MEDICAL SCHOOL
OF THIS UNIVERSITY AND, AFTER A RIGID EXAMINATION SET BY
INDIVIDUAL PROFESSORS, HAS PROVEN HIMSELF TO THOSE CONCERNED
WITH HIM TO BE WELL VERSED IN THE ART AND SCIENCE OF MEDICINE.

THEREFORE, IT HAS PLEASED US, THE PROFESSORS OF THE ABOVE-
NAMED SCHOOL, BY UNANIMOUS RESOLVE, TO AWARD TO HIM THE
DEGREE OF

DOCTOR OF MEDICINE

AND TO CONFER ON HIM ALL THE BENEFITS, RIGHTS, HONORS AND
PRIVILEGES ACCORDED THAT DEGREE HERE OR IN ANY PLACE WHERE
THIS IS DISPLAYED.

IN TESTIMONY OF WHICH, BY VIRTUE OF THE AUTHORITY VESTED IN US

WE HAVE SUBSCRIBED OUR NAMES TO THIS DOCUMENT, SECURED BY

THE SEAL OF THE UNIVERISTY_THE 18TH DAY OF MAY, 1986 IN THE
210TH YEAR OF THE FOUNDING OF OUR COMMONWEALTH.

El

JOHN I. SANDSON JOHN R. STLBER
DEAN PRESIDENT

JOHN F. O'CONNOR CHARL.ES W. SMITH
SECRETARY SECRETARY
OF THE FACULTY OF THE BOARD OF TRUSTEES

SEAL
VERIFIED
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(  ideration Credentials Verification Servic. . CVS)
Federation Place, 400 Fuller Wiser Road, Suite 300, Euless, TX 76039
Tel: (817) 868-5000 Fax: (817) 886-5099

Verification of Postgraduate Medical Education

institufion: Los Angeles County-USC Medical Center Anention: Department of Graduate Medical Education

Agdress: 1200 North State Street/PO Box 540 Umvoraty: _University of Soumtherm:.
Los Angeles, CA 90033 Califarnia

Verification Name: _ Miller, Lawrence Whitfield

For: son: 5720

poe: 1972

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

Program PGY: 1 Department: Rotating Intexnship
Participation: Internship From: 6 1 24 67 To: & 124 68
Important: Residency
Report incomplots . Successfully Complated?: ¥ Yes No In Progress
poatgmduate years _— FeIIOWShlp
(PGY) separala from Research | Accreditedby: X ACGME __ AOA  __NotAccredited Other:
those that were
successfully
compieted. PGY: Department:
if the pastgraduate — Intemship From: / ! To: / /

is currently in
e, o v esiseney ssfully Completed?: ___Y: N
expected complotion Succe ! mpleted?: es 0 In Progress
Snte in the ~Ton ol | ___ Fellowshlp Iy P :

Report Internships. ___Researcn Accredited by: _ ACGME _ AOA  __ NotAccredited Other:

Regldenciea and

Fellowshlpe

separalefy. PGY: Dopartment:

Use one section per | — IMternship From: / / To: / /

department. i tho Resid

department is rotefing | —— esidency s Co | N In P

or transitional, please : . uccessfully Completed?: Yes o] n ress

provide a schodule | —— [ ellowship P rog

of rotations. Research Accredited by: __ ACGME __AOA  __ NotAccredited Other:

Unusual Did this individual ever take a leave of absence or break from their training? Yes Xo
Circumstances: | ywas this individual sver placed on probation? Yes ¥
Cirde the somact Was this individual ever disciplined or placed under investigation? Yes No
response. Omitted . :

IOTROTeS A Were any negative reports ever filed by instructors? Yes Nb
written explanation. Were any limitations or specia! requirements placed upon this individual because

i T of questions of academic incorpetence, disciplinary problems or any other Y o
conlinua your reason? es
explanation on a

:::::’“’ Rigetol Plaase explain any "Yes" response from above:

Lo : ? - _T ~
cértiﬁcatjon: Completion of the following Is certification that the information above i3 an accurate account of this Indlvidual's records and

|15 true and correct. This section MUST be signed by the Program Director (M.DJ/D.O. only).
Meme: Edward T. Wong, M.D. Sig'nature:_qé“)\w @9‘_ ,Q,b . Udaeay

3 - :j.'ﬂef . Yical EQ l:d.asxquignamna: 11/28/60 J
~ _:‘.? Tel' (323) 226-6931 Fax: (323) 226-6651 E-Mail:

-

TR 1

-~

Rev.8/10/00 _.-PacketlD: 16025 RequestID: 5292862 1137881
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November 27, 2000
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Los Angeles County (
University of Southern California
Medical Center

LRV

1200 Noxth State Street
Los Angeles, CA 90033

Phone: [213] County of Las Angeles

Depantment of Bealth Services

(323) 226-6931
(323) 226-6651

Lawrence W. Miller, M.D. was a Rotating intern and has rotated in the following services:

Obstetrics/Gyn
Obstetrics/Gyn
Gynecology
Surgery
Orthopedic
Metabolism
Radiology
Medicine
Medicine

Jail Ward
Medicine

New Bom

Pediatrics- .

-
e
-

-

June 24, 1967-July 25
July 24-Aug. 22

Aug. 23-Sept. 19
Sept. 20-Oct. 17

Oct. 18-Nov. 14
Nov. 15-Dec. 12
Dec. 13-Jan. 9, 1968

Jan. 10-Feb. 6
Feb. 7-Mar. 5
Mar. 6-Apr. 2
Apr. 3-Apr. 30
> May I-May 28
- f?,'_;May~29-Iune 24, 19685

Mission: To provide accessible, affordable, and culturally sensitive health care, one person at a time.
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Federation Credentiais Verification Searvice (FCVS)

Federation Place, 400 Fuller Wiser Road, Suite 300, Euless, TX 76039 . _,f
Tel: (817) 868-5000 Fax: (817) 868-5099

i E J (} 7 /LUl
Verification of Postgraduate Medical Education R R ¢ cuul

Institution: Los Angeles County-USC Medical Center Attention: Depariment of Graduaté-,}\_/“liedical Education %
Address: 1200 North State Street/PO Box 540 : i Rt el
Los Angeles, CA 90033

Verification Name: Miller, Lawrence Whitfield
For: SSN:  040-34-5726
DOB:  04/15M1972

Physician's Name on Record (If different from abaove):

Program PGY: ] Department: (:’b 5']'6]/:‘:\ S 3 3"1va¢.'0‘&¢1
Participation: i” Internship From: 01 ,;{‘l./ ;7 '{'o: J[J/!,,?‘j / 7L
Important: Residency . / .
Report incomplete . Successfully Completed?: (q;s No In Progress
Fellowsh
postgraduate years —— Feliowship —
(PGY).saparate fram Research Aceredited by: ACGM!;:,) __AOA  __NotAccredited Other:
thosa that were —_— pR
successfully — :
completed. paY: I — W Department: o8 / & :// J
e pouratote | MR | o 07y 0] 1 2 T ot
Y L ?
Residency - =y
progress, repori the —_—
expected completion Successfully Completed?: v//’q es No In Progress

dale in the "To" field. | — Fellowship

Report Internships, Research Accredited by:f{ Cﬂg/__ AQA  __ NotAccredited Other:

Rasidencies and

Fellowships
separalely. PGY: Department:
Use one sedian per —— lntemship Erom: / / To: / /
department. If the . )
depariment is rolatng | —— Res'dency
or transitional, pleasa . Successfully Completed?: Yes No In Progress
provide a schedule — Fellowshlp
GFralRigng. Research Accredited by: __ AGGME __AOA  __ NotAccredited Other:
Unusual Did this individual ever take a leave of absence or break from their training? Yes
Circumstances: | was this individual ever placed on probation? Yes
Cirdle the comrect Was this individual ever disciplined or placed under investigation? Yes ﬁ
. Omitted ) . ,
::ﬁﬁﬁiﬁs ,:.;u.; Were any negaltive reparts ever filed by instructors? ‘ Yes ﬁ
written explanation. Were any limitations or special requirements placed upon this individual because
f necessary, you may | Of Questions of academic incompetence, disciplinary problems or any other Ves @
continue your reason?
explanation on a
::z:‘;“e sheet of Please explain any "Yes" response from above:
Certification: Completion of the followin& I§;<;erﬁﬁbéﬁénftha<f the Informatian above is an accuratg account of this individual's records and
is true and comect. This section MUST be signed by the Program Director (M.B/D.0 ./;nl
" . / . 2
| Aix WSE Name: ﬁw( J R Eniief M1 Signature:  / @g.,‘/ ylanese 3

4

form notarized. [ Tek: 24 3“})}&5 443  Fax: },Zj}}{ X E-Mall:

il | | .
Yﬁnﬁ?ﬁ%[ Title: })/21'{()“,;2. ‘."VI ce C’qam'ﬂ)/}// pt,,ﬁgj ﬁ{)ate of Signature: A-/A’/fﬂ-mé% 97{_ p?ov’l)
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CALIFORNIA ALL-PURPOSE ACKNOWLEDGMENT

STATE OF CALIFORNIA }

COUNTY OF Los Anselel e

On [ [ - 2 - 0o before me, the undersigned, a Notary Public in and for
said State personally appeared 67 A v ( ERc~neEl /N T

Name(s) of Signer(s)

O  Personally known to me OR 3 proved to me on the basis of satisfactory evidence to be the person(¥~
whose name(3x is/arg- subscribed to the within
instrument and acknowledged to me that
he/shaétheyyexecuted the same in his/hq#their,,

e e L authorized capacity(ies)- and that by his/her/the‘g,.

& signature(d)on the instrument the person($y; or thé
. ENRIQUE FUENTES entity upon behalf of which the person(gfacted,

COMM. # 1210857 = ted the instrument,
ﬁ mgARY $ execute instrumen
‘% Witness my hand ang.efficjal seal.

Ignafure of Notary

,/QNﬂrQJ c Fuvertel

(Area above for official notarial seal) Name (Typed or Printed)
Capacity Claimed by Signer Description of Attached Document
Bt/lndividual(s) (Although this information is optional, it could prevent fraudulent

attachment of this certificate to another document.)

O Corporate Officer(s) - Title(s)

This certificate is for attachment to the document
described below:

Title or type of document Ve -y € ( c Mo

O Partner(s) o0& CPol\vqrcdy . Ve el ce |
O Attorney-in-Fact C Ay o ey -

O Trustee(s)

O Guardian/Conservator Number of pages __(

O Other: Date of document __ 1}- 2 -0 O

Signer(s) other than named above A WL

Signer is Representing: Name of person(s) or
Entity(ies)

SAV-191A (7/98)
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Record of Scares

‘Flits docurrent was grepared by
‘National Béard of Medical Examiders (NBME )
3750-Market Street, Philadelphia, PA 19104-3190 - Telephone (215) 5909592

Rexjipient: To Wham It May Cencern Date:. §9/2972000

Exatninee; Miller, Lawrence W Daté o

This record shows a comaplete Part history for this examinee.

NBME PART 1
Total Individual Subject S¢ofes
il Score Scale Seofeé (Min.Pass) Anat Phys Bioc
-igit-
Tivo:Digit : (75) 84 86 82

NBME PART
7 Individual Subject Scores
Fest.Date  Pass/Fail Seore Scale (Min.Pass) Med Surg ObGyn Prev
0471871867 Pass = Three-Digit
Two-Digit (75) 8 8 8 8

Dite  Pass/Fail Scor ,, (Min. Pass)
1968 Pass ¢

See reverse side for explanation of information reperted above.

16024 5292572 833



Pst-I,ift:ensurei Assessment | System (PLAS)
Certified Transcript of Scores

' Post-Licensure
Assessment
System

i -@re:éientia*isi Verification Service
: New Mexico

Examidee: M111 VL-wrence Whitfield
USMLE ID#: :

DOB:

Alt Name(s):

Llcensmg Board(s) hsted and obtamed the following scores:

FIN: 420415505 Date of Certification:12/07/2000

il L F " 1AL
Date of Exam. State Exam Taken For State ID: SPEX-
09/01/1991 SOUTH CAROLINA 2 o \ o§5e,

above-named exammee :




New Mexico Board of Medical Examiners
Second Floor, Lamy Building

491 Old Santa Fe Trail

Santa Fe New Mexico 87501

Triennial Renewal 6/30/2002 — 6/30/2005

Current Information License # 2001-260 Corrections
Gender: Male [ Female SSN:-5726 DEA: -0073
Preferred Mailing Address:

Lawrence W Miller, MD

Broadview Heights, OH 44147

fax # e-mail

Business Phone: 440-526-5596 Website;
Business or Public Address, if different from above:
8184 Thackeray Ct

Broadview Heights, OH 44147
o 2

NM Physician Assistant(s) currently under your supervision: ¢

SPECIALTIES: @& 8~ &F W , MEDicAL SNAMBEEN LT

DUE and payable by JULY 1, 2002* DUE and payable AFTER JULY 1, 2002*
RENEWAL FEE: $310 LATE RENEWAL FEE: $410 -
Your license will expire July 1, 2002 Renewals postmarked after July 1, 2002 require paymient of a late fee of $100

I request the following change in license status:

o Imactive Status/$25 Fee: I am not practicing medicine in New Mexico, I understand that a license in
inactive status does noi require payment of the triemndal repewal foe or compliance with CME
requirements. I further understand that I may not engage in the practice of medicine or write
prescriptions as long as my license is inactive.

0 Retired Status/No Fee: ] am retired and no longer practice medicine in New Mexico. I understand
that I may not engage in the practice of medicine or write prescriptions.

0 Voluntary Lapsed Status/No Fee: I choose not to renew my New Mexico medical license. I
understand that T may not engage in the practice of medicine or write prescriptions.

Do not submit CME documentation uniess a CME audit form is included with your renewal.

Staff Only
Payment Information: Fee received: $ By: __ Visa ___ MasterCard __ Check ____ Money Order
Credit card # Expires

Phone: 505-827-7317 Website: www.nmbme.org Email: nmbme(@state. nm.us e




All questions mitst be al{s_wered

Since the last renewal:
1. Has any action, including any disciplinary action, limitation, restriction, order for a
competency examination, or any agreement, for any reason including rehabilitation, been

taken or started by any state licensing board?.........cccoiiiivivrriniirnrieii e 0 Yes ﬁ'No
2. Has there been any denial, restriction, suspension or loss/revocation of your DEA or
Controlled Substance HEenSe?. ... .ovu i it i riereirar e en e rrier s assssae s amaacnneraaaanes 0 Yes ﬁ—No

3. Have you been treated for use or misuse of any chemical substance or alcohol?.. .(if you are
currently a voluntary participant in a Board approved monitoring program you may answer

B (< T USROS
4, Do you have any medical or mental condition that in any way impairs or limits your ability to

safely practice MediCIne?........c.civernireieinriir i e e *
5. Have you been denied a license in another state?..........ccoveveveriiiiiiiiiiiiiiiii s Q Yes o
6. Are vou currently more than a month in arrears in court-ordered child support payments in

New Mexico orin any Other StAte?....u.ureeresiiiriniiieiimiirs i errr o aaiteragearornes {Q Yes M’No
7. Have you been reported to the National Practitioner Data Bank?...........ccoooviiiiinnnnniann, 0 Yes No
8. Have you been arrested, convicted of, or pled no contestto a crime?........coovieeeeeiinieinennnnn. Q Yes No
9, Have there been any malpractice court judgments or awards (settlements, arbitrations,

mediations) AGAINSE YOUP . vuuurerinirreererunrenrenrrasertrietreaiesririnrrsrrtiebesttsiisiaiosrrainns QA Yes %No

If you answered "Yes” to any of the above, please provide a complete written explanation with this application.

Practice Information:

1. Do you practice full-time in New MeXico? .. ..cuuresssnnes et s 0 Yes§f No
If yes, estimate the % of time you spend in the following areas (total = 100): Direct patient care %
Indirect patient care %; Administration %; Teaching %; Research %; Other___ %

2. Do you practice part-time in New MexXico? ....cvvveuirimimiiieiniiiiinsscennseniscsniressenonen a Yes B"No
1f yes, estimate the % of time you spend in the following areas (total = <100): Direct patient care %
Indirect patient care %; Administration %; Teaching %; Research %; Other %

3. Are you retired but maintain an active [Itense? ....uvuvesreereienivsininecmarosisssnneeseae {1 Yes o

4. Please indicate number of work location(s)
Office(s): 1 @ 345 6 27 Clinic(s) 1 2 3 4 5 6 =27 Hospital(s): 1 2 3 4 =5

City(s)Town(s): 1(2)3 4 25 Rural: 1 2 3 4 25

'ﬁcﬂ” I hereby certify, under penalty of perjury, that all information on this form is currently accurate.

~beeran 1 certify that if I was licensed during 7/1/99 — 7/1/02 and 1 have completed a minimum of 75 AMA Category 1
hours of Continuing Medical Education as required by 16.10.4 NMAC, or

1 have not completed a minimum of 75 CME hours as required by 16.10.4 NMAC and am requesting an
emergency deferral, of up to 90 days, as allowed under 16.10.4.15 NMAC. I understand I will be assessed a
late renewal penalty of $100 between {7/2/2002 — 8/15/2002) or $150 between (8/16/2002 — 10/1/2002) if my_
CME is not completed and submitted to the Board by July 1.

—

,;Zicm&-xcz 22 W% 7#p 4//; /24

Signature of Licensee (Signature stamp is not accepted) Date






