5/4/22, 8:39 AM . Credential Application Status

Wisconsin Department of Safety and Professional Services
Health & Business Renewal Application

Application Status Query
Instructions:

Please allow one hour after receipt of your status update email for the updates to be reflected in
the online checklist.

Please verify the checklist information below, including your address. If your address has changed,
please g-mail your application number, name, profession, along with your old and new address. The
Credentialing department posts status information following receipt and review of application
materials. Please note that we receive an average of 13,280 applications and renewals per month.
Depending on the volume received, it may take up to three (3) weeks for the status of your
requirements to be updated. ’

As of : 07/20/2020

Application# : 725658

Name : Wenzel, Luke R

Profession : Medicine and Surgery, DO
" Address : La Crosse, W1

Application Status : (Permanent license issued)

Requirements Not Met:

Description |Status Comments (Please note, not all requirements will include comments)

Requirements Met:

Description [Status Comments (Please note, not all requirements will include comments)
Application Met $75

Fee

Application

Complete Met

All activities |Met

and practice

https://online.drI.wi.gov/AppIicationStatus/CheckList.aspx?appld=725658

1/3



514122, 8:39 AM Credential Application Status
accounted for

-{All questions
answered and
relevant Met
copies
attached
Certification
of Legal
Status
Completed

Affidavit of
applicant, Met
signed

Met

Authorization
and Waiver,
signed (Form Met
#571)

National
Band Scores, Mot
original
certification
Physicians
Profile Data
Report from
AOA or
AMA

Physician
Data Center
Practitioner
Profile
Report (Form
#1445)
Medical
Education
Verification |Met Des Moines 05/28/2016

Form (Form
#2164)

Certificate of Met Nebraska 07/16-06/20

Met _Fi(\a}gort date: 07/10/2020

Met

: https:i/cmline.drI.wi.gov/AppIicationStatusiCheckList.aspx?app[d=725658 213



5/4/22, 8:39 AM Credential Application Status

Post-
Graduate
Training
(Form #2165)
Hospital,
Facility, and
Employer Met Bellvue 07/19-06/20

Verification
(Form #2167)

Verification
of state
license(s)
directly from
State Board
office(s)
National
Practitioner
Data Bank .
Report/Self-
query
response
Send Questions or Comments to dsps@wisconsin.gov

Met NE

Met

hitps://online.drl.wi.gov/ApplicationStatus/CheckList.aspx?appld=725658 33



Wisconsin Department of Safety and Professional Services

Mail To:  P.O. Box 8935

Office Location:

Madison, WI 53708-8935

FAX #:
Phone #:

(608) 251-3036
(608) 266-2112

4822 Madison Yards Way
Madison, WI 53705

E-Mail:  dsps@@wisconsin.gov
Website: http://dsps.wi.gov

MEDICAL EXAMINING BOARD

APPLICATION FOR LICENSE TO PRACTICE MEDICINE AND SURGERY.

The Department must deny your application if you are liable for delinquent state taxes, Ul contributions, or child support (Wis. Stat. § § 440.12 and 440.13).

PLEASE TYPE OR PRINT IN INK

Your name, address, telephone number. and email address arc available to the public. Check box to withhold address.

telephone number. and email address from lists of 10 or more eredential holders (Wis. Stat. § 440. 14).

Last Name

First Name N

LOKE |

Y

Former / Maiden Name(s)

WENZE L %

Y

OMAHA, NE , (0214~

Daytime Telephone Number

Mailing Address (if different)

Social Security #

Ethnicity/gender status information is optional.

Ethnicity: B4White, not of Hispanic origin
[J Black, not of Hispanic origin
Sex: MM OF

as authorized by law.

Date of Birth

Your Social Security Number or Employer Identification Number must be submitted with your
application on this form. If you do not have a Social Security Number, you must complete
Form #1051. The Department may not disclose the Social Security Number collected except

[] American Indian or Alaskan
[J Asian or Pacific Islander

[J Hispanic
[] Other

Have you ever been licensed in Wisconsin as a Physician?

[ Yes @\No

If yes, list your credential number:

Specialty (sce page iv for a listing of codes)

Specialty Code (see page iv for a listing of codes)

Ll |

Olsteics_and Gynecsley

Medical School

Tes Moites Univecsiky

Medical School Address (street, city, statc)

Degree

Please check one:

| 1 MD Do

Vochor oa @ﬁjrecpa‘\%{

Date Degree Granted

alsl/asl/aleli ol

APPLICATION FEES: Please check zlpplic'ahlc box. Make check payable to DSPS and attach to

this application.

[ Please check this box it you are applying for Administrative Physician Licensure

[J Iam secking a Veteran Fee Waiver
(for Initial Credential Fee only. see page 2 for
further information)

] Endorsement of Steps 1, 2 and 3 of USMLE
$75.00 Initial Credential Fee
$75.00 Total Fee Attached

Endorsement of National Boards (MD or
DO), (NBME or NBOME)
S$75.00 Initial Credential Fee
$75.00 Total Fee Attached
[C] Endorsement of FLEX
$75.00 Initial Credential Fee
§75.00 Total Fee Attached

#570 (Rev. 2/20)
Wis. Stat, ch. 448

[J Endorsement of LMCC (taken after 1/1/78)
$75.00 Initial Credential Fee
$75.00 Total Fee Attached

Reciprocity of State Board Exam (Taken
Prior to 1972)

$75.00 Reciprocal Credential Fee

§75.00 Total Fee Attached

Visiting Physician

$59.00 Reciprocal Credential Fee

$59.00 Total Fee Attached

O

Re-Registration (license expired more than 5
years)

S 75.00 Renewal Fee

$ 25.00 Late Rencwal Fee

$100.00 Total Fee Attached

For Recceipting Use Only (20/21/220/221/876)

Page | of 6

Committed to Equal Opportunity in Employment and Licensing




L1014 8~ A el



Wisconsin Department of Safety and Professional Services

APPLICATION IS NOT COMPLETE UNTIL ALL OF THE FOLLOWING DOCUMENTS HAVE BEEN RECEIVED:

o Application (Form #570) and appropriate fec ¢ Convictions and Pending Charges (Form #2252), if applicable

e  Physician Profile Data Report from the American Medical o Malpractice Suits or Claims (Form #2829) and copics of malpractice
Association or American Osteopathic Association suit, court documents with allegations and settlement, if applicable

e Copy of ECFMG Certificate if a Foreign Graduate (FCVS), not o Physician Data Center Practitioner Profile Report from the Federation of
applicable for Re-Registration State Medical Boards (Form #1445), (FCVS)

o Joint Commission Certified Hospital, Facility, and Employer o Hospital, Facility and Employer Verification (Form #2167)
Verification (Form #3046), if applicable o Copy of a license to practice medicine and surgery in another state or

o  Medical Education Verification Form (Form #2164) (FCVS), not Canada and a letter of good standing, only required for Visiting
applicable for Re-Registration Physician

o  Signed Authorization and Waiver Form (Form #571) ¢ National Practitioner Data Bank Report

o  Letters from all State Boards where licensed, active and inactive o  Signed Letter from the President or Dean of a medical school, facility,

o National Board, FLEX, State Board, USMLE or LMCC score or college in Wisconsin indicating that the applicant intends to teach,
(FCVS), not applicable for Re-Registration research, or practice medicine and surgery at a medical education

o Certificate of Post-graduate Training (Form #2165) facility, medical research facility, or medical college in this State as a
(FCVS), not applicable for Re-Registration Visiting Physician, only required for Visiting Physician

o Proof of 30 hours of CE completed in the previous biennium o Isname onall credentials the same? Ifnot, submit certified copy of
(Re-Registration applicants) mairiage certificate, divorce decree, etc.

ARE YOU A VETERAN? If yes, please view the Department website at https:/dsps.wi.gov/Pages/Professions/MilitarvLicensureBenefits.aspx for
eligibility requirements.

If you qualify, are you requesting a waiver of your initial credentialing fee? [ Yes mo

If Yes, provide a copy of your Department of Veterans Affairs voucher code and list your DVA Voucher Code Number: ,_—I

If you qualify, are you requesting equivalency of your Military Training and experience? [] Yes%No

If Yes, complete and return the Veteran Request Application Addendum (Form #2996). This form must be included with this application.
If you qualify, are you requesting Temporary Spousal Reciprocal License? [ Yes Ijﬁ\‘o

If Yes. do not complete this form. You must complete and return the Application for Temporary Spousal Reciprocal License (Form #2982).

You may contact the DVA at 1-800-WisVets or www.WISVETS.com for assistance in obtaining your DVA Voucher Code and/or documents
related to your training.

CONTINUING EDUCATION AND RENEWAL REQUIREMENTS: Please view the Department website at
https://dsps.wi.gov/Pages/Professions/Physician/Default.aspx.

POST-GRADUATE TRAINING/FELLOWSHIPS, PRACTICE, AND OTHER ACTIVITIES: List in chronological order from the date of
oraduation of medical school to the present time. The below information must include professional and nonprofessional activities. (Attach
additional sheets if necessary using the same format.)

For all hospitals, facilities and employers where you are or have been employed, had or held staff privileges or appointments for five vears preceding
the date of application, the Hospital, Facility and Employer Verification form (Form #2167) must be submitted.

Please Note: The dates provided on this application must match the dates provided on the verification provided by the facility. Discrepancics
will cause delays in the application process.

DATES TYPE NAME OF SCHOOL. HOSPITAL LOCATION
(Month, Year) CLINIC OR OTHER (City, State and Country)

| ntern AT & M B Neb\"ct%‘k"\ ' O‘N‘c\"\ - J
rom } ( L@ o c:si en Uﬂ\\}e(SlJf\{ Ok.— . (City) ‘ 5%
e QL] LU B Medica) Ceviter T

(To) (hi(ﬂj/ QJ@' %gﬁ?ce (Country) K)QA |

(From) 9 ]q’l/ \ | q l [tatern & Hé\!\)ﬁ HGC\H’}\ Ch\N\L (City) %e“e\i\je l

Elgelslidcm \E _J

ey stae) N

(To) (’)_L(QJ/ il ‘(}g‘ %*ém:ce oy _US A |
(From) l | / l ‘ %};é:irgcm (City) l

[CIFellow (Statc) i

w L LY B

(Country) l

#570 (Rev, 2/20)
Ch. 448, Stats. Page 2 of 6
Committed to Equal Opportunity in Employment and Licensing




Wisconsin Department of Safety and Professional Services
POST-GRADUATE TRAINING/FELLOWSHIPS, PRACTICE, AND OTHER ACTIVITIES, continued. . .

DATES TYPE NAME OF SCHOOL. HOSPITAL LOCATION
(Month, Year) CLINIC OR OTHER (City, State and Country)
[CJint ;
(From) a J/ | I |___|I:e‘:ir<ri‘cm (City) ;
[CFellow St ;
l ‘ ; ‘ [Practice
(To) / [CJOther 7 (Eouitey)
CJint )
(From) ’4' / | I E]I{le:in(;ent (City)
[JFellow Gt i
i ' ! ! [JPractice
(To) / S| [Jother (Counfry)
[int )
ENSIS b ClResident (City)
[JFellow ;
1 l ’ l [Practice (State)
(To). / [CJOther Caiih
Ll e (City)
(Frorn) H esident :
CJFell 1
Cq, ||| Do ey |
(To) / EJother - _ S
COinte )
(From) ] l/ | l DI?esir(IIlcnt (City)
[JFellow ’l
, ‘ l ‘ [JPractice (State)
(To) / [Jother S (Country)
[OIntern )
(From) ‘ l/ ' I [CResident (City)
[JFell l
] l 1 l DP:ac(:;Ze (State) '
(To) / [CJOther (Couity)
[CJintern )
(From) i l / | ! [CIResident (City) ‘
[JFell I
{ ' I l DPfac‘:;Ze (State)
(To) 1 / [JOther (o)

1 AM OR HAVE BEEN LICENSED IN THE FOLLOWING STATE(S): (include all active and inactive states)

| O T S O SOOI S N (A G S

For each credential listed above, you are required to have each State Board or territory of the United States submit a letter of verification to the
Wisconsin Medical Examining Board. The verification letter(s) must state your date of birth, credential number, date of issuance, and a statement
regarding disciplinary actions.

#570 (Rev. 2/20)
Ch. 448, Stats. Page 3 of 6
Committed to Equal Opportunity in Employment and Licensing



Wisconsin Department of Safety and Professional Services

ANSWER THE FOLLOWING QUESTIONS (attach additional sheet(s) if necessary)

1. Are you registered or licensed in any other profession(s)? If yes, state what profession(s) and in what state(s): [ Yes &No

2. Have you ever been credentialed under any other name(s)? If yes, state name(s) credentialed under: [ Yes [2&\’0

3. | Areyou familiar with the state health laws and rules and regulations of the Wisconsin Department of Health regarding 2Yes [ONo
communicable diseases? https://docs.legis.wisconsin.gov/code/admin_code/dhs/110/145
htips://docs.legis.wisconsin.gov/statutes/statules/252

4. Have you cver failed to pass any state board examination, national board examination (NBME or NBOME), FLEX, or [ Yes m\lo
USMLE examination? If yes, provide details below:

5; Have you ever surrendered, resigned, canceled, or been denied a professional license or other credential in Wisconsin, [ Yes IZ/N\IO
or any other jurisdiction? If yes, give details on an attached sheet, including the name of the profession and the
agency.

6. Is disciplinary action pending against you in any jurisdiction? If yes, attach a sheet providing details about pending [ Yes @ No
action, including the name of the agency and status of action.

7 Have you ever been reprimanded, demoted, disciplined, cautioned, placed on probation, limited in your practice or [ Yes &No
privileges, placed on or taken leave greater than 90 days, or terminated by any employer, educational institution,
training program, licensing board, hospital, medical facility, professional society, specialty board, or medical body for
any reason? If yes, attach a sheet providing details about the action, including the name of the entity and date of
action.

8. Have any suits or claims ever been filed against you as a result of professional services? If yes, Malpractice Suits or [ Yes [Zf\No
Claims (Form #2829). :

9. Has the Drug Enforcement Administration ever withdrawn your DEA number or warmned you, or have you been denied [ Yes [g.No
a DEA number? If ves, give details on an attached sheet.

10. Have you ever been convicted of a misdemeanor, felony, or other violation of federal, state, or local law or do you O Yes %No
have any felony, misdemeanor or other violation of federal, state, or local law charges pending against you in this state
or any other? This includes municipal ordinances resulting only in monetary fines or forfeitures and convictions
resulting from a plea of no contest, a guilty plea or verdict, If yes, submit Convictions and Pending Charges (Form
#2252).

11. | Are you incarcerated, on probation, or on parole for any conviction? If applicable, attach a sheet providing details [J Yes mo
including the terms of incarceration and a copy of a report from your probation or parole officer.

12. | Ifyes to question 10 above, did you apply fora predetermination of the convictions? [JYes []No
If YES, proceed to question 13.
If NO, submit Convictions and Pending Charges Form #2252 and supporting documentation.

13. | Ifyes to question 12, did you receive an approval letter? ] Yes [JNo
If YES, proceed to question 14.
If NO, you may proceed to question 15.

14, | Ifyesto question 14, since the date of your approval letter have you been convicted of a misdemeanor, felony, or [ Yes [ONo
other violation of federal, state, or local law or do you have any felony, misdemeanor or other violation of federal,
state, or local law charges pending against you in this state or any other? This includes municipal ordinances resulting
only in monetary fines or forfeitures and convictions resulting from a plea of no contest, a guilty plea, or verdict.
If YES, submit Convictions and Pending Charges Form #2252 and supporting documentation.
If NO, do not submit Convictions and Pending Charges Form #2252.

#570 (Rev. 2/20)
Ch. 448, Stats. Page 4 of 6
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Wisconsin Department of Safety and Professional Services

For the purposes of these questions, the following phrases or words have the following meanings:

"Ability to practice medicine" is to be construed to include all of the following:
1. The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned medical judgments and to learn and keep abreast of
medical developments; and
2. The ability to communicate those judgments and medical information to patients and other health care providers, with or without the use of
aids or devices, such as voice amplifiers; and
3. The physical capability to perform medical tasks such as physical examination and surgical procedures, with or without the use of aids or
devices, such as corrective lenses or hearing aids.
"Medical Condition" includes physiological, mental or psychological conditions or disorders, such as, but not limited to, orthopedic, visual, speech
and hearing impairments, Cerebral Palsy, epilepsy, Muscular Dystrophy, Multiple Sclerosis, cancer, heart disease, Diabetes, mental retardation,
emotional or mental illness, specific learning disabilities, HIV discase, tuberculosis, drug addiction and alcoholism.
"Chemical Substances" is to be construed to include alcohol, drugs, or medications, including those taken pursuant to a valid prescription for
legitimate medical purposes and in accordance with the prescriber's direction, as well as those used illegally.
"Currently" does not mean on the day of, or even in the weeks or months preceding the completion of this application. Rather, it means recently
enough so that the use of drugs may have an ongoing impact on one's functioning as  licensee, or within the past two years.
"Illegal use of Controlled Dangerous Substances” means the use of controlled dangerous substances obtained illegally (e.g. heroin or cocaine) as well
as the use of controlled dangerous substances, which are not obtained pursuant to a valid prescription, or not taken in accordance with the direction of
a licensed health care practitioner.

ANSWER THE FOLLOWING QUESTIONS (attach additional sheet(s) if necessary)

15. | Do you have a medical, physical, or mental condition which in any way impairs or limits your ability to practice [ Yes m:No
medicine with reasonable skill and safety? If no, you may skip questions 17. If yes, please explain.

16. | If yes to question 15, are the limitations or impairments caused by your medical, physical or mental condition reduced | [] Yes [] No
or ameliorated because you receive ongoing treatment (with or without medications), participate in a monitoring
program or reduced or ameliorated because of the field of practice, the setting, or the manner in which you have
chosen to practice? If yes, please explain.

17. Do you use chemical substance(s), as defined above, that in any way impair, or limit your ability to practice medicine [ Yes ﬁNO
with reasonable skill and safety? If yes, please explain.

18. | Are you currently (within the last two years) engaged in the illegal use of controlled dangerous substances? [ Yes IX:NO

19. | Ifyes to question 18, are you participating in a supervised rehabilitation program or professional assistance program, O Yes [ONo
which monitors you in order to assure that you are not engaging in the illegal use of controlled dangerous substances?
If yes, please explain.

20. | Have you ever been diagnosed as having, or have you ever been treated for pedophilia, exhibitionism, or voyeurism? [ Yes &NO
If yes, please explain.

CERTIFICATION OF LEGAL STATUS:

I declare under penalty of law that I am (check one):

IXA citizen or national of the United States, or

[] A qualified alien or nonimmigrant lawfully present in the United States who is eligible to receive this professional license or credential as defined
in the Personal Responsibility and Work Opportunities Reconciliation Act of 1996, as codified in 8 U.S.C. §1601 et. Seq. (PRWORA). For
questions concerning PRWORA status, please contact the U.S. Citizenship and Immigration Services in the Department of Homeland Security at
1-800-375-5283 or online at http://www.uscis.gov.

Should my legal status change during the application process or after a credential is granted, I understand that I must report this change to the
Wisconsin Department of Safety and Professional Services immediately.

CONTINUING DUTY OF DISCLOSURE

I understand that I have a continuing duty of disclosure during the application process. If information I have provided in this application becomes
invalid, incorrect or outdated, I understand that I am obliged to provide any necessary information to ensure the information on my application remains
current, valid, and truthful. I understand that Credentialing authoritics may view acts of omission as dishonesty and that my duty of disclosure during
the application process exists until licensure is granted or denied.

#570 (Rev. 2/20)
Ch. 448, Stats. Page S of 6
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Wisconsin Department of Safety and Professional Services

AFFIDAVIT OF APPLICANT

1 declaré that T arh the person refeired to on this application and that all answers set forth are each and all strietly true in every respect. T understand
that failure to provide requested information, making any materially false statement and/or giving any materially false information jn ¢onnection with
my apphcatmn for d credential or for renewal or reinstatement of a credential may result in credential application processing delays, denjal, revopation,.
suspension or limitation of my credential; or any ¢ombination thereof; of such other penalties as may be provided by law. T forther understand that if I
am issued a credential, orreriewal, or reinstatement thereof, failure to comply with the statutes and/or administrative code provisions of the liéensing
authority will be cause of dJsmp]mary action,

By signing below, 1-am signifying that I have read the above statements (Certification of Legal Status, Continuing Duty of Disclosure, and Affidavit of
Applicaiit) and understand the obligation I have 4§ an dpplicant or credenna1~h01der should information I’ve provided to the Depatiment 6f Safety and
Professional Services change,

s Wilillhnge A 1o 0151 2l Alol2le

#570 (Rev. 2/20)
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Wisconsin Department of Safety and Professional Services

Mail To: P.O. Box 8935 4822 Madison Yards Way
Madison, WI 53708-8935 Madison, WI 53705

FAX #: (608) 251-3036 E-Mail: dsps@wisconsin.gov

Phone #:  (608) 266-2112 Website: http://dsps.wi.gov

MEDICAL EXAMINING BOARD
AUTHORIZATION AND WAIVER

Applicant: Please complete and forward this form to all sources that verify information directly to the Wisconsin Medical
Examining Board (example: verification of hospital privileges). Provide a copy of this completed form when
submitting your application materials to DSPS.

Last Name: \/\] EM % E L/
First Name: L U \’< E
Middle Initial: &

Former/Maiden Name(s):

Date of Birth:

City/State/Country of Birth: - W is(ansin / s A

Having filed an application for a license to practice medicine and surgery in the State of Wisconsin, I hereby authorize and
consent to have an investigation made as to my professional reputation and fitness for the practice of medicine and surgery. 1
agree to give any further information, which may be required in reference to my past record. I understand that I may inspect
and copy any reports received by the Board relating to my professional reputation and fitness for the practice of medicine and
surgery, and that I may submit evidence including documents which tend to mitigate or explain any adverse information
received from other parties. I also understand that the contents of my report will be privileged as to all other persons unless
determined otherwise by court order.

I also authorize and request every person, hospital, clinic, community, governmental agency, court, association, or
institution having control of any documents, records, and other information pertaining to me, to furnish to the Wisconsin
Medical Examining Board any such information, including documents, records regarding charges or complaints filed
against me, formal or informal, pending or closed, or any of its pertinent data and to permit the Wisconsin Medical
Examining Board or any of its agents or representatives to inspect and make copies of such documents, records, and other
information.

I hereby release, discharge, and exonerate the Wisconsin Medical Examining Board, its agents and representatives, and
any person so furnishing information from any and all liability of every nature and kind arising out of the furnishing or
inspection of such documents, records and other information, or the investigation made by the Wisconsin Medical
Examining Board.

Applicant Signature WZ(/(/L(’&VW, /\/ Date @’ gi/ O Iq’l/ g\l @‘

7

#571 (Rev. 3/15)
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COMLEX-USA Score Interpretation

COMLEX-USA is the series of examinations used by the state medical and osteopathic medical boards for the licensure of osteopathic
physicians in the United States. It consists of three Jevels: Level 1, Level 2-Cognitive Evaluation {CE) and LeveI‘Z—Perfqrmaﬂce
Evaluation (PE), and Level 3*, The COMLEX-USA. Level 2-PE is a clinical skills examination with a Pass/Fail scoring format. The
scores teported for the COMLEX-USA computer-based cognitive examinations are 3-digit standard scores for Levels 1, 2-CE and 3f.

The COMLEX-USA Percentile Score Conversion tool converts 3-digit standard scores to: percentile scores and is
available on the NBOME website www.nbome,0rg .

The NBOME cautions residency program directors to avoid the sole use of any examination score, or the overuse or
sole use of any examination progiam, in screening or hiring residents, and supports holistic admissions reviews.

COMIEX-USA Level 1. 2-CE. 3
Standard scores (3~digit): the 3-digit score is a standard score, derived from the number of items or key features answered correctly in
the entire examination. The mean of the 3-digit standard score for computer-based cognitive examinations has historically been in-the
500-550 range with the standard deviation in the 80 to 125 range. Most candidates receive a score between 200 and 300, The
minimum passing 3-digit standard score for Level 1 and Level 2-CE is 400, and for Level 3 is 350, regardless of whey th

examination was taker. The minimum passing 3-digit standard score. for COMLEX-USA Level 1, Level 2-CE and Leggl § is
equivalent to 4 minimom passing 2-digit score of 75. The NBOME discontinued reporting of 2-digit standard scoigs fo
COMLEX-USA Levels 1,2-CE, and 3 in 2015.

COMLEX-USA Level 2-PE

and professionalism), and the Biomedical/Biomechanical Domain {(medical history-takin,
principles and osteopathic manipulative treatment, SOAP notes, which assess synthesizipg i

gmination, osteopathic
garhered in the clinical
demonstration of minimum

*Part [, Part IT and Part 11T
COMLEX-USA Level 1, Level 2-CE and Level 3 examinations replaced Paghl
1995 respectively.

art 111 examinations in 1998, 1997 and

The scores reported for Parts I, 1L and I afier 1998 are 3-digit standa
and 1T befare 1987 are the minimum scaled scores (2-digit) among€al
Part III are scaled scores (2-digit) for the whole examination.

whole examinations. Scoreg reported for Parts T
cogponent scores of the examinations, Scores reported for

Standard Scores (3-digit): The standard seores for all thfg mations are reported on a scale with a mean of 500 and a

Part I is 400. The minirmum for Part I is 350,

'standard deviation of 100. The minimum passing scorgff

T T =g B e

“Irregular Conduct.” Candidates (inclndink anybepresentative the candidate has authorized in writing), Medical Licensing Agencies,

candidate’s medical school, and (ESTtag¢iellowship program direstors may obtain further information regarding this annotation by
contacting the NBOME.

O — Other Conffitiofi{Contiict w}
after being administered or taken by the candidate under different or unusual conditions.
Authorized persons may obtain r information regarding this annotation by contacting the NBOME, Authorized persons may obtain
further information regarding this annotation by contacting the E, L '
e Tk

TO TEST FOR AUTHENTICITY: The face of this document has a blue backgmund‘fﬁsé [
today. Verification of some of these security features can be accomplished by;

seﬁumy,i)%f;‘q\' ﬁwtzduced with the highest levet of security avallable

» Holding the Safelmage™! security paper up 1o transit light to verify the words “*SAFE aig.i yE‘W F,J;]?ST" in the true fourdrinier watermark. ate
* |dentifying vlsibie blue and red fibers embedded into the paper. S_‘.jg ! ‘tH 38" 338 - .Q
« Applying fresh liquid bleach to activated color stain ohemical protection reaction. / 8 4 O4d ® Al3 e b
+ Inspect background with & magnifier to verify the encrypted NaNQcopy™ algorithni. - -3E VS '

» Phatocapying this dacument produces the word “COPY" across the face,

U.S. Security Patent: 6,602,030 WWW.VERIFYFIRST.COM




Wisconsin Department of Safety and Professional Services

Mail To: P.O. Box 8935 4822 Madison Yards Way
Madison, WI 53708-8935 Madison, WI 53705

FAX #: (608) 251-3036 E-Mail: dspsidwisconsin.eov

Phone #: (608) 266-2112 Website: htip:/dsps.wi.gov

MEDICAL EXAMINING BOARD
MEDICAL EDUCATION VERIFICATION FORM
(Not necessary if utilizing FCVS)

APPLICANT: Please forward this form to your medical school.
MEDICAL SCHOOL: The Medical Examining Board requests that you complete this form concerning the following individual:

Applicant's Name: Luke Wenzel

Social Security #: (for school use to locate your records) I l ’ = I l = I | I ]

Medical School: Des Moines University

Medical Sthool Address: 3200 Grand Ave, Des Moines, IA 50312

YES NO
1. Did this Physician attend the medical school noted above? 56|
23 What were the applicant's dates of enrollment in this medical school?
0 08 12 05 28 16
Start Date: q I/ I I/ I l End Date: I l/ I |/J I

3. Did this Physician graduate from this medical school?
If no, please attach explanation on a separate sheet.

[
[]

Degree Granted: 20 |Date Degree Granted: 05{ I/ 28] I/ ]61 l

4. Did this Physician take a leave of absence during his/her attendance at this medical school?
If yes, please attach explanation on a separate sheet.

5. Did this Physician have a record of unexcused absences during his/her attendance at this medical school?
If yes, please attach explanation on a separate sheet,

6. Was this Physician ever disciplined or under investigation during his/her attendance at this medical

school? If yes, please attach explanation on a separate sheet and indicate if this constitutes adverse
formal action.

7 Were any special requirements imposed on this Physician that were not required of all other students at
his/her level of education? If yes, please attach explanation on a separate sheet.

M O O 0O O
00 ¥ K b M

8. Was this Physician recommended for post-graduate training?

PrmtchaﬁofIl)f;—{%/ /Jp //Mﬁ_. ﬁ/)///-P[ I
Signature: /KJVQ‘Z&/‘Q@_ /(/&/L&/ Dateélql/ / I\?I/OQIOI

Medical School, please return directly to:

DSPS

Attn: Medical Examining Board
P.O. Box 8935

Madison, WI 53708-8935

Or you may fax/email with facility cover sheet/letter to: (608) 251-3036 or DSPSCredMedBD awisconsin.gov.

#2164 (Rev. 5/18)
Ch. 448, Stats. Committed to Equal Opportunity in Employment and Licensing
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~

- Wisconsin Department of Safety and ?r@f@ssié@mﬁ Services

Mail To: P.O. Box 8935 4822 Madison Yards Way
WMadison, WI 53708-8935 Madisen, WE53705
FAXH:  (608)251-3036 E-Mail:  dsps@wisconsin.goy

Phone#ts  (608) 266-2112 Website: hitpi/dsps.wigov

MEDICAL EXAMINING BOARD :
HOSPITAL, FACIEITY, AND EMPLOYER VERIFICATION

APPLACANT: Please forward this form to all hospitals: facilities, and employers wheve you hme had staff privileges, employment;
or appeiniment during ihe Jasi five (8) years. :

Hospital/Facility/Employer: The Medical ixamining Board requests that vou complets this form concemi‘hg the following individual:

Applicant/Physician's Name: .. LUL !iﬁﬁ W\} AT {

Name of Hospital/Facility/Employer: EZ‘)@ Hﬁ‘j %f:: ‘%@Q]% C}H ) Q'

Hospital/Facility/Employer's Address: o0 . ) MUSSITN. he, p)@n@"\}b{fi; NE, o800S5

A i i P H : e
Hospital/Facllity/Employer’s Daytime Phone: Hi0 %2 i- Qmiq ; 2 i- Hil *1& {‘L‘f é

Hospital/Facility/Emplover, vou must answer all of the following questions and provide agy additional information in order for thiy form to
Be considered complete,

1. What position did this Physician hold at your facility or under your employment?
SrofE Physician
2. What were this Physician's dates of employment or staff privi'leges at your facility?

‘i”r’;:,?‘
D L”-l i/ 2-— i ici &to % JH 1 ] ‘3’7 '.I dF 2’ C"f NOTE: If Physician is still employed/privileged, end date should

indicate "to present” or “to current.”

e
=
o
rd
e}

3. Did this Physician either leave your employment in good standing, or is currently emplmyed and in good
atandmg,‘? If no, piease attach explanation on a separate sheet,

=
n)

If you answer Yes to questions 4-9, attach an explanation on a separate sheet.

4, Was the Physisian pladed 64 probdtion, suspended, of in any Wy sanctioned or diseiplined While at yous
facility or under your employment?

a. Was this Physician granted a leave of abserice while employed by you or at vour facility?
6. Did this Physician have a record of unexcused absences during hisfher attendance at this f:acii’itj,-' or untder
your employment

7. Were any restrictions or special requiremenis placed on this Physician's activities that Wex e not placed on
all other employvess/staff holding similar positions?

3. Were any resirictions placed on this Physician's privileges?

9. Were any formal patient or stafll complaints filed against this Physician?

o0 0O oL
K KKK

#2167 Rev, 3/15) Rage 1 of 2
Ch, 448, Stats, :
Committed to Equsl Opporiunity in Xmployment and Licensing



Wisconsin Department of Safety and Pmi‘essﬁuﬁnal Services

1f you answer Yes i questions 10-15, attach an explaunation on a separate sheet.

N

000000
KRR REKRE

10.  Was this Physician denifed hospital privileges whils employed by you?

11 Were any incident reports filed tnvolving the professtonal conduct or behavior of this i’hy:s'ician?
12, Was this Physician eveér subjest to non~-routine monttoring while at your facility?

13.  Was this Physician'invaluntarily removed from a call schedule for cause?

14.  Was this Physician subject to non-routine quality assessment review?

15, Was this Physician the subject of a negative review by a quality assurance or departmental cormmittee?

Name/title of Individual Supplying Information: :

Nolanda. dimensz,, OCce Maﬂ@(j '

~

Date Dil“’i %[ fli”ﬁ, Z.i(}i

Hospital/Facility/Bmplover, pleass return directly fo:

DSPS

Attn: Medical Examining Board
P.O. Box 8935

Madison, WI 53708-8935

Or you may fax/email with fellity cover sheet/letter to: (608) 251-3036 or DEPSCredMedBR@wisconsin,gov.

#2167(Rev, 3/15) : Page 2 of 2
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Wisconsin Department of Safety and Professional Services

Mail To: P.O. Box 8935 4822 Madison Yards Way
Madison, WI 53708-8935 Madison, WI 53705

FAX#: (608) 251-3036 E-Mail: dsps@wisconsin.gov

Phone #:  (608) 266-2112 Website: http:/dsps.wi.gov

MEDICAL EXAMINING BOARD
HOSPITAL, FACILITY, AND EMPLOYER VERIFICATION

APPLICANT: Please forward this form to all hospitals, facilities, and employers where you have had staff privileges, employment,
or appointment during the last five (5) years.

Hospital/Iacility/Employer: The Medical Examining Board requests that you complete this form concerning the following individual:

Luke Wenzel

Applicant/Physician's Name:

Name of Hospital/Facility/Employer: University of Nebraska Medical Center

983255 Nebraska Medical Center, Omaha, NE 68198-3255

Hospital/Facility/Employer’s Address:

Hospital/Facility/Employer’s Daytime Phone: 4 l 0 |2 I- 5 l 5 | 2 l- 6 | 1 I 6 | 0 |

Hospital/Facility/Emplover. vou must answer all of the following questions and provide any additional information in order for this form to
be considered complete.

1. What position did this Physician hold at your facility or under your employment?

Resident and Chief Resident

2! What were this Physician's dates of employment or staff privileges at your facility?

o|7],0fx],2]6],0l6],3]0], 2]0]
/ / to / / NOTE: If Physician is still employed/privileged, end date should
indicate “to present” or “to current.”

o
=
»n

3. Did this Physician either leave your employment in good standing, or is currently employed and in good
standing? If no, please attach explanation on a separate sheet.

K|
my

If you answer Yes to questions 4-9, attach an explanation on a separate sheet.

4. Was the Physician placed on probation, suspended, or in any way sanctioned or disciplined while at your D li]
facility or under your employment?

St Was this Physician granted a leave of absence while employed by you or at your facility? D @

6. Did this Physician have a record of unexcused absences during his/her attendance at this facility or under D E
your employment

TAS Were any restrictions or special requirements placed on this Physician's activities that were not placed on I:‘ IX]
all other employees/staff holding similar positions?

8. Were any restrictions placed on this Physician's privileges? I:I [E

95 Were any formal patient or staff complaints filed against this Physician? |:| &

#2167(Rev. 3/15) Page | of 2

Ch. 448, Stats.
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Wisconsin Department of Safety and Professional Services

r

If you answer Yes to questions 10-15, attach an explanation on a separate sheet.

10.  Was this Physician denied hospital privileges while employed by you?

11.  Were any incident reports filed involving the professional conduct or behavior of this Physician?

12.  Was this Physician ever subject to non-routine monitoring while at your facility?
13.  Was this Physician involuntarily removed from a call schedule for cause? -

14.  Was this Physician subject to non-routine quality assessment review?

15.  'Was this Physician the subject of a negative review by a quality assurance or departmental committee?

Nameftitle of Individual Supplying Information:

' Dr. Jennifer Grifﬁh, ReSIdencyProgram Director

/2 R

Hospital/Facility/Employer, please return directly to:

DSPS

Attn: Medical Examining Board
P.O. Box 8935

Madison, WI 53708-8935

OO0Do0Og
<X R R E RE

pwel014,10]5],[2]0]

Or you may fax/email with facility cover sheet/letter to: (608) 251-3036 or DSPSCredMedBD@wisconsin.gov.

#2167(Rev. 3/15)
Ch. 448, Stats.
Committed to Equal Opportunity in Employment and Licensing
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Wisconsin Department of Safety and Professional Services

Mail To: P.O. Box 8935 Ship To: 4822 Madison Yards Way
Madison, WI 53708-8935 Madison, W1 53705

Fax #: (608) 251-3036 E-Mail: dsps{@wisconsin.gov

Phone #:  (608) 266-2112 Website: http://dsps.wi.gov

MEDICAL EXAMINING BOARD
CERTIFICATE OF POST-GRADUATE TRAINING
(Not necessary if utilizing FCVS)

APPLICANT: Please forward this form to your post-graduate training program(s) for completion.

TRAINING PROGRAM: The Medical Examining Board requests that you complete this form concerning the following individual:
i rsician’ . 1 \ % . \

Applicant/Physician's Name: L\ K{' (\u/

Hospital/Program Name: Q(\-\ W\g\ﬁ & \\Yb{oﬂéﬁ (\(‘\}U}\\C;_& CQJ\A(C(J

}Iospital/};rogram Address: q% ‘ﬁ% NC\OV(/&};g {\(\Q.o\\(’d Q,Q - WV\,L ; \‘\)é(
|G
Hospital/Program’s Daytime Phone: H 16} J— SIS Iq I- EI f [ L,‘ O' k(? ‘&)

1. Inwhat type and level(s) of training did this Physician participale at your facility? Indicate below each level of training in which
the above named Physician participated in your program. Provide start/end dates, type of training, and whether credit was given for
the training.

FULL PARTIAL

! a 7
DATES OF TRAINING(month/day/year) TYPE OF SPECIALTY TRAINING CREDIT CREDIT

o2, 0L, 11U ol6l, 3ol [-ORGv JIEe

PGY 2:

O, o 1, 117). oL, 3101, (le] | QRGN wD | iy

O, oL, 1%, g, 310}, 11d] | OO 58 | o

PGY 4: yes(k] Yes []
N2 A a4l 0l 310 1201 GGG)“\) No O | No X
Fellowship: 2 Yes [] Yes [
: l ‘/ J \.'I/‘\ J Ito l I/ I l/ l I No [] No [
Trz;ﬁsitiona_! (Othcr) ves [ ves [
T R P No O | Mo
#2165 (Rev. 3/19) Page | of 2
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4,

Wisconsin Department of Safety and Professional Services

Was the internship/residency/fellowship in the United States or Canada accredited by the Accreditation
Council for Graduate Medical Education (ACGME), American Osteopathic Association (AOA), the Royal
College of Physicians and Surgeons of Canada (RCPSC), or the College of Family Physicians of Canada
(CFPC)?

Did the Physician either complete the training program in good standing, or is the Physician currently in the
training program and in good standing? If no, please attach explanation on a separate sheet.

Was this Physician recommended for the Board Certification Examination in this specialty?

If vou answer Yes to questions 5-14. attach an explanation on a separate sheet.

S,

6.

14.

Was the Physician asked, or required, to repeat any portion of the training program?

Was the Physician placed on probation, suspended, or in any way sanctioned or disciplined while in the
program? If yes, please indicate if this constitutes an adverse formal action.

Was this Physician granted a leave of absence while in the training program?
Did this individual haye a record of unexcused absences during his/her attendance in this training program?

Were any restrictions and/or special requirements placed on this Physician's activities that were not placed on
all other residents/fellows at his/her level of training?

Were any formal patient or staff complaints filed against this Physician?
Were any incident reports filed involving the professional behavior or conduct of this Physician?
Was this Physician ever subject to non-routine monitoring while in the training program?

Were any malpractice actions filed naming this Physician as a defendant that involved his/her period of
training in the program?

Is there any additional information in this Physician's file that would assist the Board in determining this
applicant's eligibility for licensure?

FOR PHYSICIANS CURRENTLY COMPLETING PGY 2 YEAR:

15.

<
=
wn

K x X

O

x s A8 K By X KN

T ] S ] o A S o}

O

Has the Physician completed and received credit for 12 consecutive months of training program and is expected

to continue in the program and complete at least 24 months of post-graduate training?

If yes, please indicate the expected completion date of the 24 months of training: ‘_]___I / _J ._,!/ _-IJ

Printed Name of Program Dircctor: A{(\\(\\g{{ c G C \&’Q\I\ ‘
Cj\?’(f‘ru:.. 1, D’ Wt L
Signature of Program Director: (/" /[ ﬁ /(( J Date Q)J >!/ ] J5|/ 2. | O]

D8

O

/

Post-graduate Training Program, please return directly to:

DSPS

Attn: Medical Examining Board
P.O. Box 8935
Madison, WI 53708-8935

Alternatively, you may fax/email with facility cover sheet/letter to: (608) 251-3036 or DSPSCredMedBD({@wisconsin.gov.

#2165 (Rev. 3/19)
Ch.448, Stats.

Committed to Equal Opportunity in Employment and Licensing
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Wisconsin Department of Safety and Professional Services

! Mail To:  P.O. Box 8935 Ship To: 4822 Madicon Yards Way
Madison, WI 53708-8935 Mudson, W 5376F 5

Fax#:  (608)251-3036 EMail: dspsEwisconsn gon

Phone#:  (608)266-2112 Websiize: hupsidseiwieny

MEDICAL EXAMINING BOARD
CERTIFICATE OF POST-GRADUATE TRAINING
{Not necessary if otilizing FCVS)

ii
(-

APPLICANT: Please forward this form to your posf-gradoate training prograays) far cesaphOea.
0 .

’I‘RAIN:TNG PROGRAM: The Medical Exarining Board requests that you complete this form copoarzing e Rlfawiag m’wﬁmﬁn

| Appﬁc%x;ﬂ?hysicinn‘anme: L_U KE - .2\ C HAQ? : Wf;—f\}%‘f: {__— B

I
i

.HospiéjtlUProgrnm Name: ~ uhi Vﬂvﬁ;]’\q Of NW]({& h}(,&f B«% &%%‘?}x’ .l '
Hnspiiam?rogmm Address: 0'{%2,;:5‘ ’\{é MS%MAQ%% . Q}W gi&ig &gf% g'—*m

Haspiii:alﬂ’rtygram‘s Daytime Phone: “» LHQ t ll-g[giq ]- L? I { ] G le

1. In what type and level(s) of trainiing did this Physician participate at your facility? Indicate below each kevel of welnfog nwhich
the above named Physician participated in your program. Provide starend dates, nypeof traiing, and whether cradit was given for
the training. ~ ,
i

i ) i B is .
| DATES OF TRAINING{month/day/yesr) TYPE OF SPECIALTY TRAINING ; éa%;ir | Fégmm”-;; ,

PGY It e e i £
otgl ol 116l olel3lol ?~OH&% EQ%";gg

T o 1T | = s
o]0l 00, 0lb], 3lo t1B] | | G [ Bl B

e T B i § 0= I
011,01 1) 1], oltl, 3lo) 111} | =t ~0 | xm

®o 3 e I3

Fellowship: e o o i
owship P yesi3 | oyl

‘: 1 Ll .{,Lo P 11 Yo [ | No L1

“Transitional {Other): - S men Ea L £ YL TTa Teemm s T v ¥ E} vesI
s £o3

i
4

1y L et L L |- ‘ w0 w0

Committed to Equal Opportunity in Employment snd Licensing




3.

4.

Wisconsin Department of Safety and Professional Services

Was the internship/residency/fellowship in the United States or Canada accredited by the Accreditation
Council for Graduate Medical Education (ACGME), American Osteopathic Association (AOA), the Royal
College of Physicians and Surgeons of Canada (RCPSC), or the College of Family Physicians of Canada

{CFPC)? "
Did the Physician cither complete the training program in good standing, or is the Physician currently in the
training program and in good standing? 1f no, please attach explanation on a separate sheet.

Was this Physician recommended for the Board Certification Examination in this specialty?

if you answer Yes to gquestions 5-14, attach an exp ianation on 2 separate sheet.

5.

10.
11.
12.

13.

4,

‘Was the Physician asked, or required, to repeat any portion of the training program?

Was the Physician placed on probation, suspended, or in any way sanctioned or disciplined while in the
program? If yes, please indicate if this constitutes an adverse formal action.

‘Was this Physician granted a leave of absence while in the training program?
Did this individual have a record of unexcused absences during his/her attendance in this training program?

Were any restrictions and/or special requirements placed on this Physician's activities that were not placed on
sl other residents/fellows at his/her level of training?

Were any formal patient or staff complaints filed against this Physician?
Were any incident reports filed involving the professional bebavior or conduct of this Physician?
Was this Physician ever subject to non-routine monitering while in the training program?

Were any malpractice actions filed naming this Physician as a défendant that involved his/her period of
fraining in the program?

Is there any additional information in this Physician's file that would assist the Board in determinin g this
applicant’s eligibility for licensure?

FOR PHYSICIANS CURRENTLY COMPLETING PGY 2 YEAR:

15, Has the Physician completed and received credit for 12 consecutive months of training program and is expected
1o continue in the program and complete at least 24 months of post-graduate training? h A.

Printed Name of Program Director: ﬁ%h?ﬁﬁv%; ;VL:] \-ﬂ-w ﬂ;LﬂD P H
e e e e w : E? M@é\ M - 0‘4 LDIO[ f{ ;Z.JO i

Signature of Program Director:

Post-graduate Training Program, please ret

& e o

If yes, please indicate the expected completion date of the 24 months of training; . } ! / l l/ [ *

]

X

® R’

U D000 ooo oo

BOMKRKKN KR W

18

[

O

O

arhye Ul

DSPS

Attn: Medical Examining Board
P.0O, Box 8935

Madison, WI 53708-8935
Alternatively, you may fax/email with facility cover sheetfletter to: (608) 251-3036 or DSPSCredMedBD@wisconsin. gov.

#2165 (Rev. 3/19)

Ch.448, Stats.

Committed to Equal Opportunity in Employment and Licensing
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NEBRASKA-

Good Life. Great Mission,

DEPT. OF HEALTH AND HUMAN SERVICES

Pete Ricketts, Governor

Public Health Licensure Unit
Certification of Licensure

This certificate serves as primary source verification of licensure in the State of Nebraska
as of the close of the business day before 5/ 4/2020.

Name: i.uke Richard Wenzel DO

Type: Osteopathic Physician & Surgeon
Number: 2049

Status: Active

Issued: 06/11/2019

Expiration:  10/01/2020
Education:  05/28/2016 DES MOINES UNIV-OSTEOPATHIC MEDICAL CTR

Disciplinarleon-Disc.iplinary Information:
No disciplinary/non-disciplinary actions taken against this license.

If you have questions about this information, please contact the
Licensure Unit at (402) 471-2115 or DHHS LicensureUnit@nebraska.gov.

e e g

Helping People Live Better Lives

e

iy i s T




T Burrent Address L T
| ADDRESS DIVISION: CREDENTIALING ST A : : S
ADDRESS TYPE: MAILING: . ) - , :

UKE WENZEL

'UNITE{} STATES

;;-fﬁppﬁcatians

':;‘-'\d d New Application

Profession Annﬁcauon m Method Spediaity Sub Prefess:on Kiﬂd
121 (Medicine and Surgery) ?2555& .. ENDORSEMEN : Lk

Total Applications : 1 _ C e s

~Credentials - — . - g
Credential Fumber Granted Reu 1 Bz B Status e
7374121 ’ o 07/20/2020 . 10)’ 33/ 2023 . ACTIVE - .

Totsl Credentials : 1 o . A ' ' ‘ '

f!'- Orders (ICE}
o orders found.

_ Intake Cases {ICE}
Tie cases found.

| Page 1 of 7, 5/10/2022, 10:32 AM



. Name: Wenzel, Luke
¢ Granted: 07/20/202C

- Credential: 7374121 {Medidne and Surgery) Renewal: 2021

Status: REGULAR - CURRENT(ACTIVE)

Renew By: 10/31/2023 First Fee: 0097/22/2031

_Onfine Rf;hewa] Log i

< Back To Credential

Renewal Year: | 2021 v

Page 2 0f 7, 5/10/2022, 10:32 AM

e LOG -
2 Time St#ep Step ‘ﬁtle Message
of22/2021 ' " 7Y 'Step completed, advandng to next stepin
9:19:59 AM L Fee Ch*‘“ge __renewal process... )
gf22§2021 - Step compieted, advandng to next stepin
9:20:01 AM 2 Name{Address Change Infonnat:on renewal proces... )
9/22{2021 - ’ - Step completed, advandng to next step in
9:21:09 AM 3 Update Contact Info renewsl process.., ,

v 8222021 Step completed, advanang to next step in

E 0:21:15 AM 4 . {_)HS Workforce Study o renewal process...

i 9/22/2021 N . Step rompleted, advandng to next step in  Survey

{9:21:20 AM 5 . Afﬁdawt pfiﬁedenbal Holder . _Tenawal process... Answers

U oofpf2021 ; . Step completed, 3dvanung to next step in Survey

i S:21:24 AW 6 Legal Sta*{us_ ~ .. rtenewsl process... Answers
9/22{2021 7 Delinquent State Taxes or Step completed, advandng to next step in
9:21:26 AM - Delnguent Supportt ~~ _ _ renewsal process...

97222021 Step completed, advandng to next step in  Surve
g}%{z}zg AM 8 Comviction Dedaration Statemeqt renews process... Answiers
92212021 Step completed, advandng te next step in

] 9512! a5 AM 10 Venfy meonai Speaaltles . renews! process...

1 9f22/2021 . Step completed, advanung to next step in Survey
9%12.}5'3 AN _12' Contmumg Education Reqwrement renewal process... p—
9f22{2021 Step completed, advandng to next stepin Suvey
9:21:54 AM 14 1kt Opt-Out  renewal process... Answers
9f22{2021 15 Medidne and Surgery Renewal  Step completed, advandng to next stepin Survey
8:22:13 AM B Addendum o _ Tenewal process... Answers
g72272021 Step completed, 3d\ranang to next step in

222:52 AW 16 Pay Renewal Fee renewal process,.. -




w Answers

- Idedare that I am the person referred fo on this application and that all answers set forth are each and all &tricﬂ',; N
¢ true in every resped. I understand that failure to provide requested information, making any materially falss

¢ was convicted are substantially related to the praciice of the license/cradential holder. Form 2252 should be

. statement and/or giving any materially false information In connection with my application for a licensefcredential

. or for renewal or reinstatement of a ficense/credential may result in license/credential application processing

- delays; denial, revocation, suspension or fimitation of my license/credential; or any combination thereof; or such
other penalties as may be provided by law. I further understand that if I am issued a license/credential renewal,

i of reinstatement thereof, failure to comply with the statutes andfor administrative code provisions of the licensing .-

. authority may be cause for disdplinary action, '

. [#/11 have read and 1 understand the above affidavit of credential holder statement.

CONTRHIUING BUTY OF DISCLOSURE

1 understand that I have a continuing duty of disdosure as long as my ficense/credential is current and valid.
information I have provided becomes invalid, incorrect or outdated, since the fast renewal or issuance of my g
licensefcredential, I understand that I am obliged to provide any information fo ensure the inforroation on file for
my license/credential remaing carrent, valid, and truthful. T understand that the Department of Safety and ;
. Professional Services may view acts of omission as dishonesty and that my duty of disdlosure exisis aslong as my .
. licenss/credential is current and valid.

' 41T have read and I understand the above continuing duty of disclosure statement.

" LICEHSE/HOIDER CHARGES OR CONVICTIONS

A holder of any of the credentials/licenses set forth in Wis. Stat. 5. 440.03(13)(b} who is convicted of a felony or
. misdemeanor, since the issuance of the Jficense/credential or since the Jast renewal, in the state or elsewhere
 shall notify the department in writing of the date, place and nature of the convidtion or finding within 48 hours

after the entry of the judgment of conviciion. Notice shall be made by mail and shall be proven by showing proof
" of the date of mailing the notice. Nofice shall indude a copy of the judgrent of conviction and a copy of the

complaint or other information which describes the nature of the <rime and the judgment of conviction in order _
that the department may determine whether the drcumstances of the crime of which the license/credential holder | '

completed and submitted to the department along with the assodated fees and all requested documents.

- 711 have read and understand the above statement regarding the responsibility to report any
convictions or misdemeanors, since the Issuance or last renewal of my license.

:.;.,wAnswers s koo . - : SO — - a
| If your legal status as a qualfied alien or nonimmigrant lawfully present in the United States has changed since the: )
; Bsuance of your credential or your last renewal, please contact the Wisconsin Department of Safety and P‘rafesior}_al

l ! Services at 608-266-2112 or dsps@uisconsin.qov. I have read and acknowledge this information.

?—mﬁnswers

L

i A P R A R

Since your Jast renewal ar‘l;iﬁal iicensdré {if this is your first renewal}, do you have any perfding charges, prior It
convictions* andfar have you violsted any federa! or state Jaws, or any local ordinances {ordinance violations do not ':.
indude minor traffic vicktions that de not involva alcohol or drugs, such as speeding, running steplights, and seat belt:
violations)? . ‘ . ' ' P
*Expunged convictions must be reported.

- O Yes, T have pending charges, prior convictions and/or ordinance viaktions.
{®)No, I do not have pending charges, prior convictions andfor ordinance viclations.
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' DNSWers

. Ihave completed 30 hours™ of AMA or ACA Categbry 1 Continuing Education, induding twe (2} hours of 2 Board-
approved course related to the Board's Opioid Prascribing Guidelines, pursuant to Wis. Admin. Code ¢l Med 13** I
wil furnish evidence of completion to the Medtcai Examining Board upon request.

*Three {3) months of approved post-graduate trammg B equwaient to 30 homs of Category 1 credits. Wis. Admin.
Code ch, Med 13.04.

*=*pyrsirant to Wis. Admin. Code ch. Med 13.02(1a}(b3, physicians that do NOT hoid 2US. Drug Enfoi'cement
Administration number to presaibe controlled substances are NOT required fo complete two (2} hours of 2 Board-
! approved course relating to the Board's Opioid Pregcibmg Guidelines.

~— BISWers

f Per Wis. Stat, § 440. 14 i you are an mdmduai or 2 sole proprietar, you may dedare that your street address andfor -
. PO Box # not be cﬁsdosed on any st of ten or more aredential holders that the departm ent furnshes to another
: person Please check the box below to make this dedaration.

V] Please do not disclose my street address andfor PO Box # on lists
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o AnSWers ————-- S — L

1. Do you have a medical, physical, or mental condition which in any Way impais or ﬁmrts your abl‘uty to Dracbce -
: medicme with reasanable skill and safaty that has not been previously dxsdosed?

f 116, you may sikip Questx{m 2.

f yes, please submit form #4570 and providé an answer to Quesﬁbn 2.

OYes o L ,

- 2. f yes to Question 1, aré the Imitations or impairments caused by your medical, physical, or mental condition | -
_reduced or ameliorated because you receve ongoing treatment {with or without medications), you partidpatein a:”

. menitoring program, or are they reduced or amefiorated because of the field of practice, tha setbng, or the marme: in
+ which you have thosen to practice? If yes, provide details aiong wzth form #4570, .

QYES
ONG ':

3 Do you use chemical substan ce(s}, as defined above, that in any way impair or i Timit. your abirrty o p}‘act:ce medlane
wrth reasonable skl and safety that has not been previcusly disdpsed? .

C If yes, please submit form #4570,
OYes

®no

k 4, Ave you currently {within the last two years) engaged in the ilegal use of controled dangerous suhstances?

{fyes, please submi form #4570,

OYes
®no
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. 5. Have you ever been dxagnosed as having or have you ever "been treated for pedophma, exhibitionism, or voyeurism
‘that has not been previously disdosed?

"

If yes, please submit form #4570,

Cives
®iNo

6. Have you ever been reprimanded, demoted, disdpline, cautioned, placed on probation, Imited in your practice or
privileges, placed on or taken leave greater than 90 days, or terminated by any employer, educational institution,
training program, icensing board, hospital, medical fadlil:y professional socnety, sp ecuaﬂ:y board, or medical body for any
reason that has not been prevmusiy disclosed?

I- If yes, please submit fo-rm £4570.

OYes
® No

7. Is disdplinary acticn periding against you in any jurksdiction that has not been previously disdesed?

If yes, please submit form #4574,

CrYes
®MNo

' 8. Has the Drug Enforcement Administration (DEA) withdrawn your DEA number ar warnad you, or have you: been
denied a DEA number that has not been previously disdosed?

If yes, please submit form #4570,

OYes
® No

i B. Have there been any medical ma]pracbce daims resuting in payouts made on your bahalf that have not been
i Dreviously disdosed?

if yes, please submit form #4570 as well as form #2820 and sapporting documentation, if applicabla.

OYes
® o
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;TAcidj Requirement | Confirm Regquirements

Code Complied Complied Date Prnfed Comments Actions'
sie [met V| [oon2p021][Ev] |stalus set to Met 09/22/2021 09:21 via online 1
FEE  |Met | |oorzroz1|[EB v {added by CRP SR 08/08/2021 15:46 |

Mames - Werze, Luke L R Renewal: - "10f31/2023
- e R R . - Due: . . .

. Profession: edidne and Surgery . - .
@edenﬁai#ﬂsnl-u S "

. Jﬁdd Hscg__r*{. | View Onfine Am"}

ml-lxstory
Date History YType History Actions
BZII{JIZDZZ Endorsement Sent Minnesota Board of Medica! Practice ﬁ i

-181{2?/2022 Endorsement Sent Towa Board of Medidne ﬁ B
09/24/2021  RenewedAuto Cred Holder Renewed - Auto Event &

' 07/20/2020  FroméApplcationMethodinformation Application 725658 by method ENDORSEMEN L
07/20f2020  licenseGranted License granted, 7
06/20/2020  EndorsedFrom Endorsed from NBOME &

mRenewal Reqmrements List — - -

. Renewal Cemgﬁed - Prinfed = Insert
?“"evear . Somoledpyge —  Puntedpage | pae | Comments .

- S status set to Met 08/22/2021 09:21 m‘

| SIG | 2021 o Me’cu . 0912212021 Moo 09;0912021 “onlne renewal i

FEE 2021 Met  09/22/2021 Mo 09/09,{2021 added by CRP SR {]9}'{}9}2[}21 15'46
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