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Addroes.

The Public Access Address will be available to the public on the Board's website, and will also be your contact address once licensed. It can be ohanged fthe
Licensee completes the. Notification of Address Change form available on the Board's website: www.medboard.nv.gov.
The Malllng Address that you choose wnll be used for communicaﬂon only during the application process. it can be one and the same.

2. PubIIcAddress X v 97 )QQ JVE o’L, e Ca ZO?
s : R . "Couny - State : Zip
& Please check if you choose to have yom Mailing Address the same as’ the F'ublic Address you have entered ab0ve Lo

3.‘.Maihng Address I AR

i Countyi o Statef'» » le S

s X
vl;lome' ST N Celluler (Opho..al)

5. A]\/ loﬂ 2—( : Gender K !
;l,' St'ate Country) R

8. : — EmploymentAulhorization# ) Visa. T ni

, Submn a erﬂﬂed Blrth Cemﬂcateor original Certiﬂcate of Naturalizatioh: or.currerit U. s Passport or copy of the front and back of. your Ahen :

: Reglstratlon card‘EmponmentAumorlzation card or Vlsa Le_ggggg_(g‘ Ce¢ ‘yof the doc' nt ai

7.

»Questlons,_ SRR - . _ .

%

For the purposes of the followmg quest|on3* these phrases or words have these meamngs.

“Abllity to practice medicine” is to be construed to include all of the following: -, .

+4---The- oognmve capacity to make appropriate clinical dlagnoses and exercuse rea:.oned medlcal judgments and ta Iearn and keep abreast- o" 'nemoa‘
r‘evelooments

o2 “The ability to oommumcate those judgments and medlcal mformauon to panents and other health care provnders with orwithout the use of aids or dewvas, Surh
as voice ampllﬁere and

3. The physical capability to perfonn medlcal tasks such as physu:uan exammatxon and surglcal prooedures, wnh or wnhout the use of alds or devnoes such 5§
corrective lenses or hearing aids.

“Medical ‘¢ondition” inchides physnologlcal mentsl or psychological cor.dmon or dnsorder

“Chemical substances” is to be consirued to includé alcohol, dmgs or medications, including those taken pursuant to-a valid prescription for Iegmmete mer,llral
purposes : and in aocordance with the prescnberﬂs direction. -!

FOR ALL "YES" RESPONSES TO THE FOLLOWING QUESTIONS YOU MUST suBmIT -
YOUR SIGNED. WRITTFN FXPLANATION(S) QN A SEPARATE SHEET ATTACHED TO
: YOUR COMPLETED APPLICATION FOR LICENSURE FORM.

s or ||m)fs your abmty o praotlce medlmne with reasonable skill and safety? -
uxp'ﬂnaﬁon on. enpatate sheet) . » Yes' _XNO

'S or H-mts your dbm(y te prar,hoe medicine, is that impalrment or hmltau on reduced or amel.orafed
v, chosen 1o practice. o' by any ather reasonable acoommodahon?

\h "Yee’ al Mplanaum oh separuie eheet) S Yes No KN!A
10. Hyou currently use cherical substances does your u&* in an" wey'p npsur Ty lnnt yéur atiliy xct oractics inedicing with reasonable skull and safetv'?
. {i Ps aﬂach ayplanat'ur ori .ep(srdte =hee‘ ) . Yes o X/A

11 Have you falled to lnmate the perfurraance of public servicé wuhlr ono yeardfter i e uate the pubhc sefviceis required to begm to sahsfya requirementof yom xecemng
aloan or scholarsh|p from the federal sovernment cr a state.or lccal govemment far your meu»ai aducaticn? Yes '>_< Mo

(if “Yes." zitach explanation on separate sheet)
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Malpractice Questions:

12.  Have you EVER been named

. A '
as a defendant, or been requestad to respond as a defendant, to a legal action invalving professional liability, or mal ice, including any
mititary tort claims if applicable? :

Yes No

12a. Have you EVER had a professional liabillty, malpractics, claim paid on your behalf, or paid such a claim yourself including any military tort claims it applicable?

Yes

No
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Arrest Question:

13. Have you EVER been arested, investigated for, charged with, convicted of, or pled guilty or nolo contendere to any offense or violation of any faderal
(including the Uniform Code of Military Justice), state or local law, or the laws of any foreign country, which is a misdemeanor, gross misdemeanor, falony,
violation of the Uniform Code of Military Justice, or synonymous thereto in a foreign jurisdiction, excluding any minor traffic offense (driving or being in control of a
motor vehicle while under the influence of a chemical substance, including alcohol, is not considered a minor traffic offense), or for any offense which is related to
the manufacture, distribution, prescribing, or dispensing of controlled substances? *Please note that yk\AET disclose ANY Investigation or arrest, including
those where the final disposition was dismissal, or expungement.

(if “Yes,” attach explanation on separate sheet.) C E s __Xﬁo

o VED
NEvap, P
Yes __NeNo

Nevada License History:

Mep/AST:
14. Have you previously applied for medical licensure in Nevada (including in a Residency program)gochL 2'7\5504 RD
(If “Yes,"” attach explanation on separate sheet.) MINER SOF

Medical School and Postgraduate Training History:

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

AL&EELQL&[&LL@IA( | .

separate sheet)

(Alt information must begin on the application. If mgfe space is needed, please atta

16. Doctor of Medicine Degree granted by:

Medical School Name City/State/Country Exact Date of Issuance
(Mopth/Day/year)

o  r~EODIC/INE

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

Postgraduate Hospital/ City/State Specify Type of Dates of Attendance
Year Institution (I =Intermnship or R = Residency) Speciaity From (Mo.7Yr) To (Mo./Yr.)
(e.9. PGY1, PGY2, efc.) (F = Fellowship)

%Ltﬂ___"m.ésgepmsw 2 f)\?:/é W bl —ilw
- le /

CruArs plin  PA

(Al information must begin on the applicétionf }f more spéce is needed, please attach separate sheet.)

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

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

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

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

20. If you graduated from a medical school located outside the United States of America ar Canada, list your ECFMG#,
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Nevada State Board of Medical Examiners
MD License Application |
Andrew J. Ross MD FACOG

3/19/18
RECEIVED

May it please the board, - MAR 20 2018

NEVADA S™ATE BOARD OF
MEDICAL EXAMINERS

Please addend my application as follows:

1) Medical school attendance at the Albert Einstein College of Medicine from 8/92 to 5/96

2)Post-graduate education as Thomas Jefferson University Hosp1ta1 PGY-1 Intemshxp and
PGY2-4 Re51dency in Obstetrics and Gynecology

Thank you,

-

Andrew J. Ross MD FACOG



D

21. For each of the following licansing examinations, list the location, parts and dates taken, and scores obtained. (Also inclyde falled examinations.) FOR
EACH EXAM TAKEN, HAVE CERTIFICATE OF SCORES SUBMITTED FROM THE TESTING ENTITY DIRECTLY TO THE BOARD OFFICE.

Examinations:

21a. STATE Writtean Examination:
Location Date (Mo./Yr.) Results (Scores)

21b. NATIONAL BOARD (not ABMS Board certification): (ALSO INCLUDE ALL INFORMATION PERTAINING TO ANY AND ALL FAILED EXAMS)
Part Taken Date (Mo./Yr.) Results (Scores)

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

21c. FLEX (Federation Licensing Examination): (ALSO INCLUDE ALL INFORMATION PERTAINING TO ANY AND ALL FAILED EXAMS) L E’VI OA
Date (Mo./¥Yr.) Results (FLEX weighted average)

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

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

Step Taken Number of Attempts Date (Ma/Yr.) Results (Three Digit Scores)
) Q & 194 ISEES
) { 219 ( 27272

o A - T {
4, 1 <199 209
~ L P | M T & /

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

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

21f. SPEX (Special Purpose Examination):

Date (Mo./Yr.) Results (Score)
Specialty: Arso  JArTRIM HED -
D) SCTON ~ADMN/
22. State your scope of practice / specialty (ies) - €7 1(( 1 %W}/;

, o ol NS — A~
23. List any and all certifications and re-certifications by a board or sub-board recognized by the AMERICAN BOARD OF MEDICAL SPECIALTIES (ABMS).
INCLUDE ALL INFORMATION PERTAINING TO ANY AND ALL FAILED ATTEMPTS.

ABMS Primary Board Specialty Board If you are Lifetime Board Certified, Certification # Dates of Certification and
indicate ‘Lifetime" Recertification (Mo./Yr.})

A0 L F00L00l 1\ Jo2. —12)1F
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Nevada State Board of Medical Examiners |
MD License Application
Andrew J. Ross MD FACOG

RECEIVED

320118
MAR 21 2018
‘ NEVADA S™ATE BOARD OF
‘ . MEDICAL EXAMINERS
May it please the board, : :

Please update my application to note that I am up to date w1th my ABOG Maintenance of
* Certification which currently expires 12/31/18,

ThW ;

Andrew J. Ross MD FACOG



o D

24, Account for, In chronological order, all activities since graduation from medical school. ALL PERIODS OF TIME MUST BE ACCOUNTED FOR. Activities include
Postgraduate Training, Medical Practice/Physlician, Non-Medical (such as seeking employment or vacation), Military Assignment, and Working at a Federal Facility.
Currlculum Vitae cannot be submitted in lieu of your answer to this question.

Activities:

Activities Location (City/State/Coun ‘8 8 Percent Clinical (%)

WHQUM  MsOcAL gt s wER 0 6h3 - alia o
O ubpisscp P Qshoon OF Pats

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

25, Listbelow the requested information for all hospltals or surgery centers In which you ARE, OR HAVE EVER BEEN a staff member at any level during the last ten years.
if none, please indicate. Do not list internship, residency or fellowship affiliation,

Dates of Appointment

Hospital Complete Mailing Address ?2 {(Mo.J/Yr.) To (Mo./Yr.)

8[))\"’7

a—
{All information must begin on the application, if more space is needed, please attach separate shest.)

26. List any and all licenses YOU HOLD OR HAVE HELD (including postgraduate training/resident licenses) to practice medicine in any state, territory or country.
Note: You will not be required to verify your training licenses by direct source.

State/Termitory License # Date of Issuance Status
Country

O 289587 ¥ oo ATy L

A MT-024150-T (], EXPIRE L) “TRAIVING

(Al Informatlon must begln on the appllcatlon, if more spaca Is needed, please attach separate sheet.) P } C Q E 5

Disciplinary Questions:

27. Have you EVER been denled a license, permission to practice medicine or any other healing art, Oﬁmﬂsslon 1o take an examination to practice mediclne or any other

healing art In any state, country or U.S. territory? (If “Yes,” attach explanation on separate shee E C E , v E N Yes )gﬂo

28. Have you EVER had a medical license or license to practice any other healing art revoked, suspended, limited, or restricted in any state, country or U.S. territory?

(If “Yes,” attach explanation on separate sheet.) S P 2 5 20 '7 Yeos > No
29. Have you EVER voluntarily surrendered a license to practice medicine or any other healing am te country or U.S. territory in lieu of disciplinary acg);?N

(if “Yes," attach explanation on separate sh A STATE BOARD OF Yes o
30. Have you EVER been denled membership, asked to reslgn or expelled from a medical soclety or other proée‘g EM\MI anization?

(If “Yes,” attach explanation on separate shest.) Yes ) No

31, Have you EVER been: a) asked to respond to an Investigation; b) notified that you were under investigation for; ¢) investigated for; d) charged with; or e) convicted of any
violation of a statute, rule or regulation governing your practice as a physician by any medical licensing board, hospital, medical soclety, governmental entity or agency other
than the Nevada State Board of Medical Examiners? (If “Yes," attach explanation on separate shest.) : ~ Yos No

32. Have you EVER surrendered your state or federal controlled substance registration or had it revoked or restricted In any way? Yes ,>(No
(If “Yes,” atiach explanation on separate sheet.)

33. Listall hospitals where you have had staff privileges denied, suspended, limited, revoked or not renewed by the hospital. List any (all) resignations from any
medical staff in lieu of disciplinary or administrative action. (Please Note: Do not include suspensions or restrictions for fallure to complete hospital medical records,
attend hospital department or staff mestings, or maintain required malpractice insurance.)

Mailing Type of Dates of Action
Hospital Address \} Action From {(Mo.J/Yr.) To (MoJYr)

\ SRS

(All information must begin on the application, if more space is needed, please attach separate sheet.)
PAGE -5-
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Aftestations/Affirmations:
CHILD SUPPORT STATEMENT

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

application being denied. You must mark one of the following responses, and failure to mark one of the responses may result in
denial of your application.

Please place a check mark next to one of the following statements:.
x (@) |am not subject to a court order for the support of a child;
(b) lam subject to a court order for the support of one or more children and am in compliance with the order or

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

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

ora plan approved by the district attorney or other public agency enforcing the order for the repayment of the amount owed
pursuant to the order.,

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

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

http://www.leg.state.nv.us/NRS/NRS-432B.html#NRS432BSec220
SAFE INJECTION PRACTICE ATTESTATION

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

I hereby attest to knowledge of and compliance with the guidslines of the Centers for Disease Control and Prevention conceming
the prevention of transmission of infectious agents through safe and appropriate injection practices. | also attest that any person
who is currently, or will be under my control as their supervising physician in the future, and who is not licensed pursuant to
Chapter 630 of the Nevada Revised Statutes and whose duties involve injection practices, has knowledge of and is in compliance
with the guidelines of the Centers for Disease Control and Prevention concerning the prevention of transmission of infectious

agents through safe and appropriate injection practices. s No

http://www.cde.gov/injectionsafety/IP07 standardPrecaution.html

COMMUNICATIONS AFFIRMATION

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

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

ey
Printed Name of Applicant/Licensee: W‘}S

Signature of Applicant/Licensee: _ -~

; - e -~ P

PRI AW T T T R PR
——
Ly -

-'Pﬁws-

Electronic Mail Address:




MILITARY SERVICE ATTESTATION

Have you ever served in the United States Military (to include National Guard or Reserves)? Yes X No
If your answer is “No”, you do not have to complete the remaining questions for the Military Service Attestation.
If yes, which branch of service did you serve? [ Air Force R
O Army E C
0 Navy E / v
O Marine Corp S
O Coast Guard EP 2 5
. . N Y/
Military occupation specialty or specialties? O Administration or Personnel O Logistics °%‘18u
| Aviation O Maintenanc lCAL ErE BOA
O Civil Engineering O Medical Services )O‘IM/ RD (o3
O Communications O Security Forces or Military Po @‘?8
O infantry or Armor (] Other
O Legal or Chaplin Corps
Dates of service in the Military: From: / / To: / /
DD MM YYYY DD MM YYYY

APPLICANT PHOTOGRAPH

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

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

1 hereby cedify th‘t tbe{({achg‘ pr)n'(ogpph 18 a true likeness of me taken within the lagt six months.

. _ g )

7 “gniture of applicant 7" 7Date”
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APPLICATION AFFIRMATION

%P 25
Psozas T. foss o, 0 ,

(Print your full name) A Ex“W A%D OF

being duly sworn, depose and say: That the answers to the foregoing questions and statements made in
the above application, as well as any and all further explanations contained on any separate attached
pages, are true and correct, that | am the person named in the credentials to be submitted, and that the
same were procured in the regular course of instruction and examination without fraud or
misrepresentation. | understand that if any of my responses on this application are false, fraudulent,
misleading, inaccurate, or incomplete, my application for licensure will be denied.

| am responsible to keep the Board informed of any circumstance or event that would require a change to
my initial responses provided to the Board in my application for licensure, and which occurs prior to my
being granted Jicensure to pragtice me;ﬁeiﬁejn the state of Nevada.

4 / Signature of applicant Date
State of (\,0 WML‘) County of &(QV%UV"
Subscribgd and sworn to before me thls , | V= dayof
oo 0
(N%A% Amoroov.omo N Pub ) S A e
Notary 10 20174031878 otary Public for the State of 0 Iﬁd O
My Commission Expires 7/31/2021 isai ires: 2 % f % !

Slgnature of Notary

END OF APPLICATION
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80
'\54 '45’?00
LIST OF MALPRACTICE |NSURANCE CARRIERS

If you answered affirmatively to questlons #12 and/or #12a on the Application for Licensure, list all malpractice carriers.

Name of Insured:

Insurance Company:

Address:

sy MO

: t S CH lDé
D << W/ AN Wd/o"‘ A/A,/,

Phone Number: —_— T e

Fax Number: v e

Policy Number: - ] ) ] , 3
Dates: 1“7,)':\' _,!,!,?

Insurance Company:

Address:

Phone Number:
Fax Number:
Policy Number:
Dates:

insurance Company:

Address:

Phone Number:
Fax Number:
Policy Number:
Dates:

Insurance Company:

e.’?’ 3 ="1h e

_Coplr

3,3%1 Lourpn/ [CYRV%)
ENVE AL LD Y022 D

8!()0:—1}5 110 6

Tz M brove oe Corqprancs

Address: AN -

e Jc—1
Phone Number: - /
Fax Number:
Policy Number: ) )
Dates: —tlal - cloa

Insurance Company:

Address:

Phone Number:
Fax Number:
Policy Number:
Dates:

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

Rosss A D



