


OTHER MEDICAL | SCHOOL NAME
SCHOOQOLS
NonE
ATTENDED:
(IF NONE, STREET ADDRESS
ENTER “NONE”)
CITY STATE COUNTRY
MO/DAY/YR MO/DAY/YR
DATES ATTENDED: FROM: I TO: I
REASON DEGREE NOT RECEIVED AT THIS SCHOOL
SCHOOL NAME
STREET ADDRESS
CITY . STATE ~ COUNTRY
MO/DAY/YR | MO/DAY/YR

" DATES ATTENDED: FROM: / / TO: / /

REASON DEGREE NOT RECEIVED AT THIS SCHOOL

(FIFTH PATHWAY )

FIFTH PATHWAY PROGRAM: [ HOSPITAL OR INSTITUTION
(IF NONE, ENTER "NONE")

NAME OF MEDICAL SCHOOL - CITY STATE ZIP CODE
AFFILIATED WITH: S
- MO/DAY/YR MO/DAY/YR
DATES ATTENDED:  FROM: I ‘| To: I
MO/DAY/YR
QUALIFYING EXAM TAKEN: DATE TAKEN: T

CONTINUED












CADDITIONAL ELIGIBILITY INFORMATION)

ANSWER ALL QUESTIONS YES | NO
Are you a licentiate of the Medical Council of Canada? ] P!
Are you applying to take Step 3 of the USMLE in Ohio? Q June or Q December Q X
Do you have a valid ECFMG Certificate? Q ) §
Number: Date Issued: !l
: MO/YR
Have you held a current and unrestricted license in the US fgnﬁwzs_qr_mm? . (Refer to ﬁ Q
the TSE section in the Eligibility Packet for more information)
Have youbeen actively practicing medicine and surgery or osteopathic medicine and surgery ). 3 Q
(approved training included) in the US for five years or more?. (Refer tothe TSE section in '
the Eligibility Packet for more information)
Have you applied for or taken the Test of Spoken English (TSE)* of the Educational Testing Q o
Service (ETS)? ‘ ' T
Date Taken: / Score:
MO/YR
Have you achieved a score of at least two hundred thirty (230) on TSE* of the ETS? | Q )
Date Taken: / Score: I
MO/YR

*[THE TOEFL, ECFMG EXAM, ETC.. ARE NOT EQUIVALENT AND CANNOT BE
SUBSTITUTED FOR THE TEST OF SPOKEN ENGLISH (TSE)] :

(CERTIFICATION )

I hereby certify that I am the person referred to in the foregoing Request for Application forms and
that the statements herein are strictly true in every respect.

\ . |
. 0 | Zl 9 175
Signature of Appljcant - Date

RETURN TO:  STATE MEDICAL BOARD OF OHIO
77 SOUTH HIGH STREET, 17TH FLOOR
COLUMBUS, OH 43266-0315

Revised 01/24/94






RESUME - MEDICINE OR OSTEOPATHIC MEDICINE

¢AGE TWO 1)92
HOSPITALS WHERE I NELD STRFF PRIVILEGES G/8 ™
Hospital, Universi Other: Position & % Clinical
s 82 ;s;;m}k%e;sx gﬂ)’ 42410”44 mEP. CNXR. Department 7
@ Z Y GENERAL K 08P 7HL oy 33 7%
month/year Complete Street Address 'DEM ’
TO -
ERANKFURT, GrEAMAN/Y 3 k0 ARMOAED % Admin.
E' Street & Number DeVIScoN ?
5 |8s ARPowNYy RE 09242 SV RGEow € 7%
month/year City State/Country Zip
Hospital, University or Other: Position & % Clinical
Depa.runem
é 26 COTLER RRMY HOSPI7RL O
month/year Complete Street Address HoSPITR AER
AND
TO F7r. DEVENS, MA.  0r¥33 commak % Admin.
E. Street & Number
¢ |90 /00 %
month/year City State/Country Zip
Hospital, University or Other: Position & % Clinical
. WomACK BRIy KosPrrAL £F 709,
month/year Complete Street Address CHIEL, F
TO - EPr. O
F7. BARGE , N.C R8307 | P° % Admin
G. Street & Number 0B8/6¥V
3|72 07,
month/year City State/Country - Zip
Hospital, University or Other: Position & % Clinical
Department
month/year Complete Street Address
TO "
% Admin.
H. Street & Number ’
month/year City State/Country - Zip

LAWRENME W. MILLER, m.o.










STATE MEDICAL BOARD OF OHIO

77 South High Street, 17th Floor e Columbus, Ohio 43266-0315 ® (614) 466-3934

MEDICINE OR OSTEOPATHIC MEDICINE

FORM 1 - CERTIFICATE OF RECOMMENDATION

This form is to be completed by a physician fully licensed in the STATE IN WHICH THE FORM IS
NOTARIZED. The recommending physician must be sufficiently acquainted with the applicant for at
least SIX months. Relatives may not serve as recommending physicians. Recommending physicians
are strongly urged to include additional comments. This form must be notarized. ALL questions must

be answered. This form is not intended to standardize the recommendation or restrict it in any way
However, its form is designed to insure that certain information is included

DO NOT COMPLETE UNLESS A COLOR PHOTO GF e
APPLICANT IS Al fACHED TO THE BACK OF THIS FORM =

S
= U

h

ot
I, //"7#%%) A // ﬁS /7 D0, » alicensed and practicing physician in the state 6_{3
(recommending physician) -
, - 'S
Seotly Cpeeliws _affimm that_LAawRENCE W M)4sbB, M D 7
(state of residence) _ (applicant)

has been known to me personally for / Z— years and th@she is of good moral character. Further, the

photograph affixed hereto is a genuine likeness of the applicant. I offer the following in support of his/her
application for full licensure:

%I rate his/her medical knowledge and technique as: exee/ 2K

o i
*His/her relationship with patients is: Exce [y

*I rate his/her ability to work well with peers and medical staff as: & Z“f/ len T

¥His/her command of the English language is: ___ £ ¢ [ leny /

¥Additional comments: _—/- /Z"”/“““(“C/ /W“/ pllers 1%/ /" %({C /’éﬁé’

c?C[Yu(/ﬂé//o/ ¢ Slice LU‘%/&%atu, pEGES (,u% e - /‘74 Z/&é
é’ku/é"f/' L/J/ZA/Q.—/ //,5

ey Gy (érc // ;«/xf/fé)/c ,w,\ OL /A‘
I hereby recommend him/her for full ljcensure to pracq%,

mtheS te o Oh10 L /zh/;
/PLEC[I'[ / /sz.uv/f’c &, //LJ(VO(’ B e ? O/ ,4/“4 /}w—/
ﬂ/é’ L«(( f{/( c",‘ Cf)L/ (/( -

‘_,

OVER :{}






STATE MEDICAL BOARD OF OHIO

77 South High Street, 17th Floor ® Columbus, Ohio 43266-0315 @ (614) 466-3934

MEDICINE OR OSTEOPATHIC MEDICINE

FORM 1 - CERTIFICATE OF RECOMMENDATION

This form is to be completed by a physician fully licensed in the STATE IN WHICH THE FORM IS
NOTARIZED. The recommending physician must be sufficiently acquainted with the applicant for at
least SIX months. Relatives may not serve as recommending physicians. Recommending physi¢ians
are strongly urged to include additional comments. This form must be notarized. ALL quéstions iﬁust
be answered. This form is not intended to standardize the recommendation or restrict it }gﬁany way

However, its form is designed to insure that certain information is included.

C;-')
e
DO NOT COMPLETE UNLESS A COLOR PHOTO GF = -
APPLICANT IS ATTACHED TO THE BACK OF THIS FORM - @
- 5
P [

/ 2/) [q & 7L / ﬁe( / elef /77 /), alicensed and practicing physician in the state of

(recommendmg physician)

South Carvoling , affirm that_2 QUWAENCE W NILEER, m .2
(state of residence) (applicant)

has been known to me personally for / years and that he/she is of good moral character. Further, the

photograph affixed hereto is a genuine likeness of the applicant. I offer the following in support of his/her

application for full licensure:

*I rate his/her medical knowledge and technique as: Lxeel / L V>7(

%¥His/her relationship with patients is: [Ty cellen 7
%I rate his/her ability to work well with peers and medical staff as: ﬁ crll A’n 7{

*His/her command of the English language is: Z:; C & // bt 7L

¥Additional comments:

I hereby recommend him/her for full licensure to practice in the State of Ohio.






AUG -

STATE MEDICAL BOARD OF OHIO

77 South High Street, 17th Floor ® Columbus, Ohio 43266-0315 ® (614) 466-3934

MEDICINE OR OSTEOPATHIC MEDICINE

FORM 2 - CERTIFICATE OF GRADUATE MEDICAL EDUCATION

MAIL TO HOSPITAL OR INSTITUTION OF GRADUATE
MEDICAL EDUCATION IN THE U.S. OR CANADA

Dear Sir:

I am applying for a license to practice in the State of Ohio. The State Medical Board of Ohio requires that my
graduate medical education be certified. Please complete the form and return it directly to the State Medical
Board of Ohio.

TO BE COMPLETED BY APPLICANT

MILLER , LAWRENCE /. | 5/ 75/%2
Name in full (last, first, middle, suffix) Date of birth (mo/day/yr)
Y47 CRRLE7DY CrRCLE

SPRRTANBURG _S.C. 2930/ Bosroy VarytARs: r)y
Complete address (street, city, state & zip) Medical school of graduation

Los ANGELES Co.GeNRAL,) Ui S.C. MEDICHL CEN7£R

I hereby authorize WomeN's HosPITHL
Hospital or training institution .

to furnish the following mfoxmatlon concerning my graduate medical education to the State Medical

Board of Ohio.
;énmx Y. 21y o 7/,?5/ ?:r

Signature of applicant Date:;

C‘;)

TO BE COMPLETED BY HOSPITAL OR TRAINING INSTITUTION

I offer the following in support of his/her application for full licensure: @ =5

I rate his/her medical knowledge and technique as; _Satisfactory

His/her relationship with patients is: Very good.

I rate his/her ability to work well with peers and medical staff as:  satisfactory

His/her command of the English language is: Very good.

Additional comments:

OVER :>



FORM 2 - CERTIFICATE OF GRADUATE MEDICAL EDUCATION
MEDICINE OR OSTEOPATHIC MEDICINE

This certifies that Lawrence W. Miller has Successfully COmpleted
(name of applicant)

notlessthan 12 months of graduate medical education through the: & 1st year level
U 2nd year level
U 3rd year level or above

asa(n): @ intern

Q resident in_Rotating
Q clinical fellow (department)
at LAC+USC Medical Center 1200 North State Street, Los Angeles, CA 90033
(name of hospital) (complete street address of hospital)
from  june 24, 1967 to June 24, 1968
“beginning (mo/day/yr) ending (mo/day/yr)

It is further certified that the above named: Q) will be awarded a certificate on)

- .~ mo/dayfyr

@ was awarded a certificate on} 6/24/68
‘mo/dayfyr <

U was not awarded a cettificate B

please explain; .

and that the training: @ was accredited by ACGME/AOA, Royal College of Physicians and Surgeons,
College of Family Physicians or National Joint Commission

Q' was not accredited by ACGME/AQA, Royal College of Physicians and Surgeons,
College of Family Physicians or National Joint Commission '

I hereby recommend him/her for full licensure to practice medicine or osteopathic icine in the State of Ohio.

(SEAL OF HOSPITAL)* %

Signature of Medic4l Director or 0gram Director
(Original signature only, names starfips will not be

*If hospital has ne seal, please indicate accepted)
and have form notarized. Ralph C. Jung, M.D.
Name (please print or type)
August 4, 1995
Date,,-.

RETURN TO: STATE MEDICAL BOARD OF OHIO
77 SOUTH HIGH STREET, 17TH FLOOR
COLUMBUS, OH 43266-0315

Revised 02/09/94






STATE OF CONNECTICUT
DEPARTMENT OF PUBLIC HEALTH AND ADDICTION SERVICES

BUREAU OF HEALTH SYSTEM REGULATION
DIVISION OF MEDICAL QUALITY ASSURANCE

CONSENT FOR RELEASE OF CONFIDENTIAL® DISCIPLINARY RECORDS

This is to certify that I hereby give my consent and authorize the Department of
Public Health and Addiction Services, Division of Medical Quality Assurance, to
confirm the existence of any pending complaints and to release any records of
disciplinary action maintained by that Division (with the exception of any
documents identified below) to:

Send verification to:
FACILITY: .
ADDRESS:

I understand that these records are confidential pursuanﬁ to the proviﬁions of
Connecticut Gemeral Statutes §20-13e and may not be disclosed without my
permission. This {pformation will only be disclosed when this release is executed

by me. I also understand that if I am a participant in a rehabilitation program
sponsored by a County Medical Association or by the Connecticut State Medical

Society that I have the right to contact the Association or Society prior to
signing this release.: Please homor a mechanically reproduced copy of this release.

Documents the Department is Not Authorized to Réléase:

Sigpature Date

Name ~ Printed or Typed . Tonn.med1cal f1rcense pnumper

Address Date of Birtin

Address Expiratlion Date of license

(203) 566-5296
DBB:

_FAX 566-6606 _
8;22ent/3 150 Nashington Street, Hartford, CT 06106
(w) . ﬂ






FORM 4 - VERIFICATION OF LICENSE - MEDICINE OR OSTEOPATHIC MEDICINE
PAGE TWO

Is the applicant currently the subject of a pending investigation by a licensing or disciplinary authority in your
state?
O YES O NO Q@ CANNOT ANSWER UNDER CURRENT STATELAW If yes, please attach complete details.

Have formal disciplinary proceedings been initiated against applicant or applicant’s license by a disciplinary
authority in your state?
O YES O NO @ CANNOT ANSWER UNDER CURRENT STATE LAW If yes, please attach complete details.

Has the applicant ever been warned, censured or in any other manner disciplined or has applicant’s license been
revoked, suspended, or in any other manner limited by a licensing or disciplinary authority in your state?
O YES O NO 0O CANNOT ANSWER UNDER CURRENT STATELAW  If yes, please attach complete details.

(AFFIX BOARD SEAL)
(NOT VALID WITHOUT SEAL)

Signature

‘Title

Date

RETURN TO: STATE MEDICAL BOARD OF OHIO
77 SOUTH HIGH STREET, 17TH FLOOR
COLUMBUS, OH 43266-0315

Revised 05/26/92









FORM 4 - VERIFICATION OF LICENSE - MEDICINE OR OSTEOPATHIC MEDICINE
PAGE TWO

Is the applicant currently the subject of a pending investigation by a licensing or disciplinary authority in your
state?
O YES O NO O CANNOT ANSWER UNDER CURRENT STATELAW  If yes, please attach complete details.

Have formal disciplinary proceedings been initiated against applicant or applicant’s license by a disciplinary

authority in your state?
O YES O NO O CANNOT ANSWER UNDER CURRENT STATELAW  If yes, please attach complete details.

Has the applicant ever been warned, censured or in any other manner disciplined or has applicant’s license been
revoked, suspended, or in any other manner limited by a licensing or disciplinary authority in your state?
O YES O NO O CANNOT ANSWER UNDER CURRENT STATELAW  If yes, please attach complete details.

(AFFIX BOARD SEAL)
(NOT VALID WITHOUT SEAL)
Signature
Title
Date

RETURN TO: STATE MEDICAL BOARD OF OHIO
77 SOUTH HIGH STREET, 17TH FLOOR
COLUMBUS, OH 43266-0315

Revised 05/26/92












AFFIDAVIT AND RELEASE OF APPLICANT

The affidavitandrelease below MUST be completed by ALL applicants. The form must be notarized. Failure of any applicantto submit
the affidavit completed and notarized with the application will result in your application being considered as incomplete.
ss STATE OF _S0 074 CAAROLINA

COUNTY OF _S PRRTANBUA (-

I, LAWAENCE W' piretER mp hereby certify under oath that I am the person named in this application for a license to practice
medicine or osteopathic medicine in the State of Ohio; that all statements I have or shall make with respect thereto are true, that I am

the original and lawful possessor and person named in the various forms and credentials furnished or to be furnished to this Board 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 respect.

I acknowledge that I have read the general information and instructions for all applicants and that I have answered all questions in
compliance with these instructions and understand that the fee I submitted is not refundable nor transferable.

I further state that by filing this application for a license to practice medicine or osteopathic medicine in the State of Ohio, I hereby
authorize and consent to have an investigation made as to my moral character, professional reputation and fitness for the practice of
medicine or osteopathic medicine. I agree to give any further information which may be required in reference to my past record. I
understand that I will not receive a copy of any reports or know their contents and I further understand that the contents of any
investigative report will be privileged.

I further understand that my application for a license to practice medicine or osteopathic medicine in the State of Ohio is an ongoing
process. Iwill immediately notify the State Medical Board of Ohio in writing of any changes to the answers to any of the questions
contained in the ADDITIONAL INFORMATION section of the application if such a change in an answer is warranted at any time prior
to licensure being granted to me by the State Medical Board of Ohio. I further understand that failure to complete this application as
requested by the Board within six months can be considered abandonment of any request for licensure and that any fee I submitted is
not refundable nor transferable.

Iauthorize and requestevery person, hospital, clinic, governmental agency (local, state, federal or foreign), court, association, institution,
or law enforcement agency having control of any documents, records and other information pertaining to me to furnish to the State
Medical Board of Ohio 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 State Medical Board of Ohio or any of its agents or
representatives to inspect and make copies of such documents, records, and other information in connection with this application,
subsequent licensure or practice thereunder.

I hereby release, discharge, and exonerate the State Medical Board of Ohio, its agents or representatives and any person furnishing
information, of any and all liability of every nature and kind arising out of investigation made by the State Medical Board of Ohio. I
authorize the State Medical Board of Ohio to release information, material, documents, orders or the like relating to me or to this
application to any other govemmental agency (local, state, federal or foreign); or to any hospital, nursing home, clinic, health
maintenance organization or similar institution; or to any professional association.

I further understand that issuance of a certificate to practice medicine or osteopathic medicine in Ohio will be considered on the truth
of the statements and documents contained herein or to be furnished, which if false, can subject me to denial of said certificate.

' e g y -~ [y ;,:
(NOTARY SEAL) oécrcw-eoi'-d—e Lo ptelle, 7e0ih =

Signature of Applicant =

p( —
Subscribed and sworn to before me this _LZ day of J I/"Z/Y 199 S . )

P~

ﬂotary Public Signature

$Dec 2003

Date Commission Expires

Revised 05/26/92
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83,8195

The ﬁtate of South Caralina
ﬂlﬂil’ttarg Bepartment

STANHOPE B, 8PEARS
MAJOR GENERAL
THE ADJUTANT GENERAL

TAG~MP~RR

MEMORANDUM FOR RECORD

SUBJECT: Professional Priviﬁeges and Malpractice Verification

1., On 14 January 1994 the undersigned contacted Carey Cotton, The
Credentials Coordinator at, Fort
verified that Dr. Lawrence W. Miller had professional privileges at
this installation from June 1990
privileges had not been restricted, revoked, limited, suspended,
denied, nor had any disciplinary measures been directed or
-considered. He served as chief of OB/GYN at. Womack Army Hospital,
Fort Bragyg, NC, from JAN 91 % DEC 91.

2. Carey Cotton also stated that! Dr. Miller was covered for medical
malpractice through Title 10, USC Section 1089, The Gonzoles Act,
No suita or claims were filed during his toun
1990 to 31 December 1992,

whlle on active duty.

at. Fort Bragg, NC, from June

15:29

OFFI('.;EE OF THE ADJUTANT GENERAL
1 NATIONAL GUARD ROAD

COLUMB

Post-ll'"

TAG SC MPO R&R SPMO @a1

IA, §,C. 202014768

1 September 1995

Bragg, NC, (919) 432-5263, and

to 31 December 1992. These

L.

HOLLY L. WHALEN
SFC, SCARNG
‘AMEDD Staffing Technician

brand fax transmltlal memo 7671 l #orpages »
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S-1-1885 11:43AM

LARRY K, ToTTeN, MD
Medlcal Executive Committea

JOHN E. KEtTH, JA, MD
Chief of Staff

RicHaro E. Morerz, MD
Vice Chief of Seaff
Utilization Reviaw Committec

Sami B. ELHAssAN), MD
Secretary
Madical Audit/Record Committee

T. KeitH Waon, MD
Anesthesia Serviees

Division of the Department of
Surgery

R, STeve Stewart, MD
Department of Emergency Medicine

RatpH A, Tesseneer, MD
Deapartment of Family Practice

Jagk M. Corg, MD
Department of Medicing

Dean E. Davis, MD
Deparzmant of Obstetrics &
Gynecalogy

W, Mag Davis, MD
Department of Pathology

George C. Guenn, HI, MD
Dcpartment of Pediateics

PeneLOPe GALBRAITH, MD
Department of Radiology

Tromas A, Mcleoo, MD
Deparement of Surgary

James D. Beanoen, 11, MD
Cancer Care Committec

Wison B S, MD
Critical Care Committes

Scorr W. Younkin, MD
lafeetion Conerol Committea

JaMes E. BRapor, MD
Institutional Review Board

SAMI B, ELHAsSANL MD

Perinaval Morbidity/Morrality &
Neenatal $pesial Care Unit
Committoe & Continuing Medical
Education Committeo

Jan L. Ponres, MD
Pharmacy & Tharapeutics Committco

M. Dusose MeoLocy, [a., MD
Surgical Case Raviaw Committee

JoHN W, Newson, MD
Transfusion Raview Committee

Mary Black

MEMORIAL HOSHTAL

FROM MBMH-M. 5. 0. B733443 P.1

September 1, 1995

Ohio State Medical Board
Attn: Cathy Hacker

77 South High Street

17th Floor

Columbus, OH 43266-0315

Dear Ms. Hacker:

Lawrence W. Miller, MD, was a member of the Active Medical
Staff at Mary Black Memorial Hospital in the Department of
Obstetrics & Gynecology from January 6, 1992 until August 31,
1995, He was member in good standing at the time of his
resignation.

If Mary Black Memorial Hospital can be of further assistance,
please contact the Medical Staff Office at (803) 573-3843.

Sincerely, A

< Mum

Shernt S. Mims
Credentialing Secretary

1700 SkvirN Drive + Post Orrice Box 3217 = SparTanBURG, SoutH CAROLINA 29304 = (803)573-3843









AFFIDAVIT AND RELEASE OF APPLICANT

The affidavitand release below MUST be completed by ALL applicants. The form must be notarized. Failure of any applicant to submit
the affidavit completed and notarized with the application will result in your application being considered as incomplete.
ss STATE OF _Se v7k CAAROLINA

COUNTY OF _S PRRTANBUA

1, LanAEVcE W 14eEA mp |, hereby certify under oath that I am the person named in this application for a license to practice
medicine or osteopathic medicine in the State of Ohio; that all statements I have or shall make with respect thereto are true, that I am
the original and lawful possessor and person named in the various forms and credentials furnished or to be furnished to this Board 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 respect.

I acknowledge that I have read the general information and instructions for all applicants and that I have answered all questions in
compliance with these instructions and understand that the fee I submitted is not refundable nor transferable.

I further state that by filing this application for a license to practice medicine or osteopathic medicine in the State of Ohio, I hereby
authorize and consent to have an investigation made as to my moral character, professional reputation and fitness for the practice of
medicine or osteopathic medicine. I agree to give any further information which may be required in reference to my past record. I

understand that I will not receive a copy of any reports or know their contents and I further understand that the contents of any
investigative report will be privileged.

I further understand that my application for a license to practice medicine or osteopathic medicine in the State of Ohio is an ongoing
process. I will immediately notify the State Medical Board of Ohio in writing of any changes to the answers to any of the questions
contained in the ADDITIONAL INFORMATION section of the application if such a change in an answer is warranted at any time prior
to licensure being granted to me by the State Medical Board of Ohio. I further understand that failure to complete this application as

requested by the Board within six months can be considered abandonment of any request for licensure and that any fee I submitted is
not refundable nor transferable.

Iauthorize and requestevery person, hospital, clinic, governmental agency (local, state, federal or foreign), court, association, institution,
or law enforcement agency having control of any documents, records and other information pertaining to me to fumish to the State
Medical Board of Ohio 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 State Medical Board of Ohio or any of its agents or

representatives to inspect and make copies of such documents, records, and other information in connection with this application,
subsequent licensure or practice thereunder. '

I hereby release, discharge, and exonerate the State Medical Board of Ohio, its agents or representatives and any-person furnishing
information, of any and all liability of every nature and kind arising out of investigation made by the State Medical Board of Ohio. I
authorize the State Medical Board of Ohio 1o release information, material, documents, orders or the like relatinig to me or to this
application to any other governmental agency (local, state, federal or foreign); or to any hospital, nursing home, clinic, health
maintenance organization or simi'ar institution; or to any professional association. e

I further understand that issuance of a certificate to practice medicine or osteopathic medicine in Ohio will be considgfed on the truth
of the statements and documents contained herein or to be furnished, which if false, can subject me to denial of said certificate.

) ~ [} {E

(NOTARY SEAL) %«/M/Mﬁﬁ . bl 7’/“9‘ e
Signature of Applicant 1= -

p( (IS I

Subscribed and sworn to before me this 2 E day of J”"Zy 199 f o %\fé

o d - ot

.e o

W = %

vt o

ﬁotary Public Signature

FDec 2003

Date Commission Expires







—ADDITIONAL INFORMATION - MEDICINE OR OSTEQPATKIC MEDICINE

If you answer “YES” to any of the following questions, you are required to furnish complete details,
including date, place, reason and disposition of the matter. All affirmative answers must be thoroughly
explained on a separate sheet of paper.

(Please place a ¢ in the yes or no box)

YES NO
1.  Have you ever been denied staff membership at any hospital, nursing a -4
" home, clinic, health maintenance organization, or similar institution?
pA Have you ever been warned, censured, disciplined, had admissions Q N
monitored, had privileges limited, had privileges suspended or termi-
nated, been put on probation, or been requested to withdraw from or
resign privileges at any hospital, nursing home, clinic, health mainte-
nance organization, or other sim*'ar institution in which you have trained,
been a staff member, or held privileges, for reasons other than failure to X s

maintain records on a. timely basis, or failure to attend staff or section
meetings?

3. Have you ever resigned from, withdrawn from, or terminated, or have
you ever been requested to resign from, withdraw from, or otherwise
been terminated from, a position with a medical partnership, professional
association, corporation, health maintenance organization, or other medi-
cal practice organization, either private or public?

4. Have you ever resigned from, withdrawn from, or have you ever been Q W
warned by, censured by, disciplined by, been puton probation by, been
requested to withdraw from, dismissed from, been refused renewal of a
contract by, or expelled from, a medical school, clinical clerkship,
externship, preceptorship, or graduate medical education?

S. Have you ever transferred from one graduate medical education to Q M
another?
6. Have you ever, for any reason, lost specialty board certification in the Q o

U.S. or elsewhere, or been denied such certification, or denied examina-
tion for such certification?

7. Has any board, bureau, department, agency or other body, including Q B
those in Ohio, in any way limited, restricted, suspended, or revoked any
professional license, certificate or registration granted to you; placed you
on probation; or iniposed a fine, censure or reprimand against you?

OVER :f)



ADDITIONAL INFORMATION - MEDICINE OR OSTEOPATHIC MEDICINE
PAGE TWO

8. Have you ever voluntarily surrendered, resigned, or otherwise forfeited a )-8
any professional license, certificate or registration issued to you by any
board, bureau, department, agency, or other body; or have you ever
withdrawn any application for licensure, relicensure, or examination, in
any state (including Ohio), territory, province, or country?

9. Have you ever, for any reason, been denied licensure or relicensure, ap- a b~
plication for licensure or relicensure, or the privilege of taking an
examination, in any state (including Ohio), territory, province, or coun-

try?

10.  Have you ever been requested to appear before any board, bureau, de- a »
partment, agency, or other body, including those in Ohio, concerning
allegations against you?

11. Have you ever entered into an agreement of any kind, whether oral or a M
written, with respect to a professional license, in lieu of or in order to
avoid formal disciplinary action, with any board, bureau, department,
agency, or other body, including those in Ohio?

12. Have you ever been notified of any investigation concerning you by, o =
or have you ever been notified of, any charges, allegations, or complaints
filed against you with, any board, bureau, department, agency, or other
body, including those in Ohio, with respect to a professional license?

13. Are you now or have you ever been, addicted to or excessively used al- Q H
cohol, drugs, or other substances which may cause physical or psycho-
logical dependence, or impairment of the ability to practice?

14.  Have you ever been a patient (voluntary or otherwise) in any institu- a A
tion for the treatment of emotional or mental illness, drug addiction
or abuse, or an alcohol problem? If yes, you must have your treating
physician(s) submit a letter directly to the Board on your behalf summa-
rizing dates of treatment, etc.

15.  Have you ever been treated but not hospitalized for emotional or men- a - §
tal illness, drug addiction or abuse, or an alcohol problem? If yes, you
must have your treating physician(s) submit a letter directly to the Board
on your behalf summarizing dates of treatment, etc. '

16.  Have you ever been denied, or surrendered, a state or federal controlled d P\
- substance or drug registration; had it revoked, terminated, orrestricted in
any way; or been warned, reprimanded, or fined by, or been requested to
appear before, the responsible agency?

CONTINUED ¢



ADDITIONAL INFORMATION-MEDICINE OR OSTEOPATHIC MEDICINE
PAGE THREE

17.

18.

19.

20.

21.

22.

Have you ever been convicted or found guilty of a violation of
federal law, state law, or municipal ordinance other than a minor
traffic violation?

Have you ever forfeited collateral, bail, or bond for breach or
violation of any law, police regulation, or ordinance other than for a
minor traffic violation; been summoned into court as a defendant or
had any lawsuit filed against you (other than a malpractice suit)?

Have you been a defendant in a legal action involving professional
liability (malpractice), or had a professional liability claim paid on
your behalf, or paid such a claim yourself? If yes, include the case
name, case number, court and address, date filed, and a summary of
the underlying events. Indicate current status, including amount of
settlement or judgment, if any. In addition, ask your malpractice
insurance carrier(s) to provide a complete claims history report for
the last 10 years to the State Medical Board of Ohio. If your current
carrier has provided coverage for less than 10 years, ask your
previous carrier to submit a claims history report to the Board.

Have you ever been denied professional liability insurance or cover-
age, or had such insurance or coverage canceled, limited, or
restricted in any way?

Have you ever been denied or relinfluished participation- in any third
party reimbursement program, whether governmental or private,
include Medicaid and Medicare; or had such participation limited,
restricted, suspended, or revoked; or been warned, reprimanded,
requested to appear before, or fined by the responsible body?

Have you ever been denied privileges, or had privileges revoked,
suspended, restricted, reduced, or terminated by the Department of
Defense, the Veteran’s Administration, or any of their respective
components?

Revised 1/12/95

YES NO
O &
o =
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" DETACH HERE AND REMIT THIS PORTION WITH FEE
Rl IlllllllHIl D & DO SPEGIALTY GODES CURRENTLY ON RECORD
MEDIC O

77 SOUTH HIGH STREET, 17TH FLOOR COLUMBUS, OHIO 43266 - 0315 0BG OBSTETRICS & GYNECOLOGY
CERTIFICATION

1 CERTIFY, UNDER PENALTY OF LOSS OF MY RIGHT TO PRACTICE IN THE STATE OF
OHIO, THAT | HAVE COMPLETED OR WILL HAVE COMPLETED DURING THE 1996-1998

BIENNIUM THE REQUISITE HOURS OF CONTINUING MEDICAL EDUCATION CERTIFIED o R S
BYTHE OHIQ STATE MEDICAL LESOCIATIOR Liiuiy i ‘E ;- SPECIALTY CODE(S) CORRECT AS LISTE
AND APPROVED BY THE STATE MEDICAL BOARD, AND THAT THE INFORMATION' " T
PROVIDED ON THIS APPLICATION FOR RENEWAL IS TRUE AND CORRECT IN EVERY IF CORRECTIONS ARE NECESSARY, PLEASE

RESPECT. ENTER ALL SPECIALTY CODES. CODEf  CODEZz CODE3

X cunel &/ ZZ; »o  3//57/7 REPORT ANY CHANGE OF ADDRESS
( SIGNATURE OF APPLICANT ) (DATE)
IDENTIFICATION NUMBER AMOUNT DUE DATE DUE U T A Y

STREET

35-06-9090-M $243.00 05/01/98 |\ | | | | 400
LAWRENCE W MILLER,M.D. STREET

8184 THACKERAY COURT |

BROADVIEW HTS OH 44147 STATE  ZIP CODE
A N U N T Yy O O
COUNTY

LAERERERE 2. 058350659050 00000 2L300.




PRINCIPAL PRACTICE ADDRESS - IF DIFFERENT
FROM THE ADDRESS SHOWN ON FRONT:

/

Street

AT ANY TIME SINCE SIGNING YOUR LAST APPLICATION
FOR RENEWAL OF YOUR CERTIFICATE HAVE YOU :

YES NO

_H_ 1.) Been found guilty of, or pled guilty or no
contest to a felony or misdemeanor.

YES NO

_H_ 2.) Been found guilty of, or pled guilty or no
contest to a federal or state law regulating
the possession, distribution or use of any
drug?

YES NO

_H_ E 3.) Been addicted to or dependent upon
alcohol or any chemical substance; or
been treated for, or been diagnosed as
suffering from, drug or alcohol dependency
or abuse? You may answer “no" to this E
question if you have successfully completed '8
treatment at a program approved by this
board and have subsequently adhered to
all statutory requirements as contained in
sections 4731.224 and 4731.25 O.R.C., and
related provisions, or you are currently
enrolled in a board approved program. Any
questions concerning approval can be
directed to the board offices.

YES NO

_H_ m_ 4.) Had malpractice insurance cancelled
or limited for other than failure to pay
premiums?

YES NO
5.) Had any disciplinary action taken or
initiated against you by any state licensing
board other than the State Medical
Board of Ohio?

6.) Surrendered, or consented to limitation
upon: a) A license to practice medicine;
OR b) State or federal privileges to
prescribe controlled substances?

7.) Had any clinical privileges suspended,
restricted or revoked for reasons other
than failure to maintain records or attend
staff meetings?

8.) Referred a patient, or participated in an
arrangement or scheme for referral of a patient,
for clinical laboratory services to a person

or facility in which either you or a member of
your immediate family has an ownership or
investment interest, or any compensalion

SOCIAL SECURITY NUMBER

( Optional for purposes of identification )




ACH HERE AND REMIT THIS PORTION WITH FEE

DET,
IRV e o oA
STATE MEDICAL BOARD OF OHIO MD & DO SPECIALTY CODES CURRENTLY ON RECORD
77 SOUTH HIGH STREET, 17TH FLOOR, COLUMBUS, OHIO 43266 - 0315 0BG OBSTETRICS & GYNECOLOGY

I CERTIFY, UNDER PENALTY OF LOSS OF MY RIGHT TO PRACTICE IN THE STATE OF OHIO,
THAT | HAVE COMPLETED OR WILL HAVE COMPLETED DURING THE 1998-2000 REGISTRATION
PERIOD THEoFi-EIQIUISITE HOURS OF CONTINUING MEDICAL EDUCATION CERTIFIED BY THE

STATE MEDICAL ASSOCIATION @ SPECIALTY CODE(S) CORRECT AS LISTED

AND APPROVED BY THE STATE MEDICAL BOARD, AND THAT THE INFORMATION PROVIDED
ON THIS APPLICATION FOR RENEWAL IS TRUE AND CORRECT IN EVERY RESPECT. IF CORRECTIONS ARE NECESSARY, PLEASE |_| | | |} | | |1 | |
; - ENTER ALL SPECIALTY CODES. CODE1 CODE2 CODE3

REPORT ANY CHANGE OF ADDRESS

IDENTIFICATION NUMBER AMOUNT DUE i R s

STREET

35-06-9090-M $305.00 04/01/2000 |\ | y | |y | |y
LAWRENCE W MILLER,M.D. STREET

8184 THACKERAY COURT

A T S SO O T I
BROADVIEW HTS OH 44147 STATE  ZIP CODE
Y I S Y Y O |
COUNTY

LAEREHERE 2 0R3150&650501 0000030500




PRINCIPAL PRACTICE ADDRESS - IF DIFFERENT
FROM THE ADDRESS SHOWN ON FRONT: THIS
ADDRESS MUST BE ENTERED AT EACH RENEWAL.

Y [ T s Ty e
Street

Street

N Y (Y O ey Sy oy
City State Zip Code

County

AT ANY TIME SINCE SIGNING YOUR LAST APPLICATION
FOR RENEWAL OF YOUR CERTIFICATE HAVE YOU : :

YES NO :

_H_ .@ 1.) Been found guilty of, or pled guilty or
no contest to, or received treatment in lieu
of conviction of, a felony or misdemeanor?

YES NO

_H_ 2.) Been found guilty of, or pled guilty or no
contest to a federal-or state law regulating
the possession, distribution or use of any
drug?

_H_ E 3.) Been addicted to or dependent upon
alcohol or any chemical substance; or

been treated for, ar been diagnosed as

suffering from, drug or alcoho! dependency

or abuse? You may answer “no" to this

question if you have.successfully completed

treatment at a program approved by this

board and have subsequently adhered to

all statutory requirements as contained in

sections 4731.224 and 4731.25 O.R.C., and

related provisions, or you are currently

enrolled in a board approved program. Any

questions concerning approval can be

directed to the board offices.

YES NO :

_H_ E 4.) Had malpractice insurance cancelled
or limited for other than failure to pay
premiums?

YES NO

_H_ E 5.) Been notified by any board, bureau,

department, agency, or other body
including those in Ohio, other than this
board, of any investigation concerning
you, or any charges, allegations or
complaints filed against you?

D @ 6.) Surrendered, or consented to limitation
in any jurisdiction: a) A license to practice

medicine;OR b) State or federal privileges
to prescribe controlled substances?

YES NO

D E 7.) Had any clinical privileges or other
authority to practice suspended,restricted
or revoked for reasons other than failure to
maintain records or attend staff meetings?

S e Y Y
SOCIAL SECURITY NUMBER

{ Optional for purposes of identification )




———n, =

D OF OHI
77 SOUTH HIGH STREET, 17TH FLOOR, COLUMBUS, OHIO 43215 - 6127

HERE AND REMIT THIS PORTION WilH FeE

MD & DO SPECIALTY CODES CURRENTLY ON RECORD

CERTIFICATION

1 CERTIFY, UNDER PENALTY OF LOSS OF MY RIGHT TO PRACTICE IN THE STATE OF OHIO,
THAT | HAVE COMPLETED OR WILL HAYE COMPLETED DURING THE 2000 - 2002 REGISTRATION
PERIOD THEORI§QUISITE HOURS OF CONTINUING MEDICAL EDUCATION CERTIFIED BY THE

IO STATE MEDICAL ASSOCIATION

AND APPROVED BY THE STATE MEDICAL BOARD, AND THAT THE INFORMATION PROVIDED
ON THIS APPLICATION FOR RENEWAL IS TRUE AND CORRECT IN EVERY RESPECT.

X 4;Z:;<L4krub(géyﬁdaZZizg 4[/ 264

0BG OBSTETRICS & GYNECOLOGY

E- SPECIALTY CODE(S) CORRECT AS LISTED

IF CORRECTIONS ARE NECESSARY, PLEASE

SR R N N
ENTER ALL SPECIALTY CODES. CODET  CODE2 CODE3

RESIDENCE ADDRESS-THIS MUST BE ENTERED AT EACH RENEWAL.

( SIGNATURE OF APPLICANT ) ( DATE)
IDENTIFICATION NUMBER AMOUNT DUE DATE DUE $50 Late Fee Due After
35-06—-9090-M $305.00 04/04/02 07/01/02

LAWRENCE W MILLER,M.D,
8184 THACKERAY COURT
BROADVIEW HTS OH 44147

09350L9090 30500

|9/§7 IVARCAEARN (C\OCART L 1 1 1

O Y S S I I
STREET

MI_LAZJM

CITY

STATE ZIP gODE

CUSAPAOEH | | |
CQUNTY
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