__STATE OF COLC RADO
o VAP s " rstobestvay S

Denver, Colorado 80202-5140
Phone (303) 894-7690  V/TDD (303) 894-2900 ext. 833
MAR 2 5 1999 " oo ~

FAX: (303) 894-7692
STATE OF OBLCRADD

APPLICATION FOR A LICENSE TO PRACTICE MEDICINE
READ ALL INSTRUCTIONS PRIOR TO COMPLETING THIS APPLICATION ALL QUESTIONS ON THIS APPLICATION MUST BE ANSWERED, AND AL.
SUPPORTING DOCUMENTS MUST BE SUBMITTED WITH THIS APPLICATION PER INSTRUGTIONS THE ENCLOSED CHECKLIST 1S PROVIDED FOR
YOUR CONVENIENGE PLEASE TYPE OR PRINT NEATLY WHEN SPACE PROVIDED IS INSUFFICIENT, ATTACH ADDITIONAL SHEETS OF PAPER
YOU MAY REPRODUCE THESE BLANK FORMS AS NEEDED, BUT EACH COMPLETED FORM YOU SUBMIT MUST BE IN ORIGINAL INK OR TYPE
MAKE SUFFICIENT COPIES OF ALL FORMS BEFORE YOU BEGIN

OFFICE USE ONLY

ia. Name Last Frrst Middte Degree 1b Social Secunty Number
JIpBEN CEes® M- wo |

2. Other names (i ¢ maiden name)- indicate i none

non<
3. Maiing Address Nusnber and StreeyRural Route, Apartment Number Thes s my home [_]  business[”] -{;ufc_m-; addwss
‘ ‘_“qﬂ_\ i mtvr..
152 w > ,_Juw-u cif
Chy State Zip Country
MPLS MN S5 09  Hennipen
s-mail address:
4. Telephone Number (area Code) Day Evaning 5 Dateof Birth. m IYear Place of Birth
iz 025 - 2Bl - p AP 14 B /e SDUSA
S0 T 23UL -~ punhl APR 1G9 Subemlt = cartifias or notered copy of your Sirth carificate or pessport
REAS ETER (P AR ] 1 Ry S Y [ ]
6. Sex 7 Have you ever filed an application m Colorade? [ Yes gNo ! =
e
Male if yes, grve date of previous application et &§$ m«ﬂ ,’g
8. List name and address of coliege or unversity where pre-medical degree was receved }\; w; :,ﬂ
Penod of attendance . 2y 5
Mame of School Address and.zip . &
From (MorYry To (MarYr) 5 P B

Uy vewgi iy ongmﬂm_o} \wame WY 82031 | SBls» I8 feg M

9. List name and addrass of the school where professional medical degree was received
Beguest an original L2 Form (Certificate of Medical Education), Certificate must be sent directly from the school to ths office

Penod of attendance
Fram (ModY'r) To (Ma/Yr}

nghma Wi mﬁg Omaha NE 5173 B/ ea 2/

Nama of Schook Address and Zip




- CFFICE USE ONLY

10 Have you ever taken any of the following wntten examinations ECFMG, Medical or Osteopathic National Boards, FLEX, USMLE,
LMCC, or state written exam?
If yes, request certification of scores from examiming agency be sent directly to this office i you did not take a national exam (i.e FLEX,
NBME, NBOME, USMLE, LMCC) then request verffication and scores from the state examinating agency (See “ Summary of Requirements™)
Prowvide information below

Exarn Locaton Date Resut

NBWME V1L | Ovaba NE 440, 442 194 I

11 Have you recerved and/or completed quahfying postgraduate tramning approved by the AGGME/ACA i U S. or Canadan facilites?
Kves [INo

I yes, provide mmformation beiow Request an ongmal L3 Form (Certificate of Compietion of ACGME/AQA Postgraduate Training) from each
facikty attended for internsiup and residency trainng.

Name of faciity Address and op Specialty me;‘:d“m'”a"‘: —r
Welker Geed ﬁwm\f ed eallenker Wisn 04 ﬁ@gﬁ&{ /43 2 g

12 Are you now or have you ever been licensed to prachce medicine in any state, temtory, distnct, or country?

E Yes [J No Inctude temporary hcenses and educabonal permits Request venficahon from each to be sent to the Colorado Board
See instructions  if yes, provide information beiow.,

Duates of practcs n this junsdichon
From (MofYr) To {MaorYr}

oy lwad DHap? Hylas Fedevat Brpinyec.

State or country License number Date of ssua

13 Are you now or have you ever practced medicine in any state, temtory, distnct, or country, U S Miltary, U S Public Health, or any
U S government agency”? E Yes [ No (See Form L6 - Report of Practice History)

14 Have you ever been notfied by any state, ternitory, district, or country, U S government agency, or state medical/osteopathic board of
any complaint, Investgation or inquiry which 15 currently pending.

Lves o
i yes, give details below:

Sate Date Charge Disposition

15. Has any disciplinary acton ever been taken regarding any heabng arts hicense which you now hald or have ever held? Inciude any
disciplnary achons by the US Military, U S Public Health Service, or other U S federal governmental entity (Disciplinary actions
include, but are not iimted 10, suspension, revocaton, probation, practice imitations, reprimand, letter of admonition, censure, and
any allegations currently pending ) [ Yes o
if yes, qive details below

State or government agency Date Charge Despostion

LiB
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- OFFICE USE ONLY

16 Have you ever entered into any agreement with any siate, terntory, distriet, country, US government agency, state medical/osteo-
pathic board regarding your medscal cense?
[ ves ENO
if yes, give details below

Agency Date Reason

17 Have you ever been deried a license, permission 10 practice medicine or any other heabling art, or permussion to take an examina-
bon 1n any state, country, or U S federal junsdickon®

O Yes No
i yas, etails below:

Siate or govenmernt agency Dats Reason for derual

18 Have you ever voluntanly surrendered a hcense o practice in the healing arts in any other state? This does not include allowing your
license to iapse solely due 1o non-payment of the renewal tee
Clves Wno
If yes, sxplain on a separate sheet. Summarize below-

State Date Reason for sumender

19 Have you ever had staff pmaleges in a hospriai imited or reduced, denied, suspended or revoked, or have you resigned from a med-
cal staff m lieu of disciplinary action?

O Yes No
Hyes,uplam%asemrausheet.valdeaenpynfleﬁerctmsignaﬂmorhosphalacﬂomSunmamdmﬂsbem

Name of tacty Address and zip Date Reascn for acton

20 Have you ever receved a deferred prosecubon, a deferred judgement, been convicted of, or pled guilty, or nolio contendere to a
violation of any federal, state, or local law Please respond “yes” o any charged are currently pendng

Oves ¥iNo
if yes, explaiti on & separate sheet. Summarize below-

Date Court agdress and 2ip Viglabon Penalty or disposrtion

21 Have you ever recewved a deferred prosecution, a deferred judgement, been comncted of or pled guiity or nolo contendere 1o, any
felony i any state, temtory, district, the United States, or a foreign country?

O Yes &No

i yes, qive detalls below include any conviction that has been set aside, dismissed, or pardoned under the Constitution of Colorado, article IV,
saction 7, or under any other provision of law.

Date Court address and zp Violahan Penatty or dispestion

22 Within the last five years, have you engaged in any behavior or suffered any mental or physical health condtion that might affect
ce medicine safely and competently?

0 yes, expidin on a separate sheet. Be specific as to date of occurrences, the type of behavior or condrtion involved, and what if anything
has been done to correct the behavior or condition.

23 Within the last five years, have you fiegally or excessively used any controlled substance, habit forming drug, prescnption medica-
7

i Y&, SAPIANT Uil & sheet. Be specific as to date of cccurrences, the type of behavior involved, and what  anyttung has been done
1o correct the behawior.




X

24 Within the last five years, has any final judgement, settlement or arbitraton award for medical malprachee been pad on your behalf or
has any clam been fled which 15 stll pending?

O Yes PANo
If yes, st below and complete the enciosed Claims Informaton Form

Date Name and address of Insurance Company Reason For Action

25 Have you ever been refused maiprachce msurance, or has your malpractice insurance ever been cancelled or rated at a tugher premi-

um due to past claims expenence? H yes, explamn on a separate sheet and prowde venfication of same from msurance company or
state hcensing board

] Yes E:LNQ

26 You rnust provide proof of malpractice insurance or an acceptable alternative as required by Colorado Law, or ¢lan one of the
seven exemphons set forth in the enclosed insurance memo See instruchons in apphcaton packet, and include proof of insurance

{obtained from your insurance carrer) or Include a statement settng forth the basis for an exemption applicable at the ime you sub-
mit your application

NOTE: ALL TTEMS iN THIS APPLICATION ARE MANDATORY, NONE ARE VOLUNTARY FAILURE TO PROVIDE ANY OF THE REQUESTED INFORMATION WILL RESULT
iN THE APPLICATION BEING REJECTED AS INCOMPLETE. The mformaton provided will be used to detenmme qualification for licensure, per Secton 12-36-107 and

Sechon 12-36-111, C R.S,, which authonze the coliection of ths iniormation Apphcants have the right to rewiew theur application stbect 1o the provisions of the Colorado
Open Reconds Agt The Program Administrator of the Colorado State Board of Medical Examiners is the custodian of reconds.

—_—

1, ( @ l{“?'\{/ ) L‘O‘?ﬁ ) , hereby make appficabon for a bicense to prachice medicme in the State of Colovado,
In s0 daing, | authonze all hospitals, msthshons or organzanons, my references, personal physicians, employers (past and present), business and professional associations {past
and presert), and a¥ government agencies {loca), state, federa) and foregn) 10 refease to the Colorado State Board of Medical Examuners or its Successors any information, fies
of records requested by the Board refative to my qualificatans as a physician and my eliginlity for ficensure

PLEASE BE ADVISED THAT IN COLORADO SUPPLYING FALSE INFORMATION IN AN APPLICATION FOR A LICENSE IS PUNISHABELE BY LAW

i state under penalty of pequry i the second degree, as defined in 18-8-503, Colorado Revised Statutes, that the wfonmation contained in thes applicabon 15 true and comect to
the best of imy inowledge

{ understanii that under the Colorado Medical Prachee Act, prowding false informabon 1§ grounds for demial, suspension or revocabon of a medical license

[ {Wﬁu&u 319199

' Signature

Date

L1D



STATE OF COLORADO

Department of Regulatory Agencres BOARD OF MEDICAL EXAMINERS
Dwvision Of Registration 1560 Broadway, Suite 1300 /=
Denver, Colorado 80202-5140 517 5
SEE INSTRUCTIONS ON REVERSE Phone (303) 894-7690 V/TDD (303) 894-7880 Ly 9
REPORT OF PRACTICE HISTORY '
ORIGINAL LICENSURE Datos of
Facility Name ) Address and Zip / Raterance (name & ttie) From —To Nature of Practice
. ‘. ) OYR —
wate W/ [ 94oD Gupean Pt N o/ Ninaf Dron “;} 1;)’”“ ol
1 AML WMLW\%}/@V\ v ?/0507' _ 43 e WMWW{?
werme f A (U e Nw Jot Lelo, e - 07% bID Fov
2 /Wi v DL 250F ~ AN depuskment
Kawen THS | e > Mokt @uciizray Y~ Opread paribioven
3 o8 Y Kayenin A2 <053 oy Indaam tod b nviie-
4
5

BOARD-OF-HEDICAL FEASINEES
6 hih TR T W l“ e
1999 -

MAY 0]5 1993

STHTEOFERLERADG-
: F STATEOF [OLORADO

PLEASE BE AWARE THAT COLORADO SUPPLYING FALSE INFORMATION IN AN APPLICATION FOR A LICENSE IS PUNISHABLE BY LAW

| state under panalty of perury 1n the second degres, as defined n 18-8-503, Colorado Revised Statutss, that the information contained in this apphication s true and correct to the
best of my knowledge

1 undarstand that undes the Medical Prachice Acy, providing false information is grounds for demal, suspension or revacation of a madical icense

( fdie JIDPEN 3|15 (99

suankrﬂria' PRINT LAST NAME DATE




INSTRUCTIONS FOR COMPLETION OF
TH.‘E REPORT OF PRACTICE HISTORY - Lé
FOR ORIGINAL LICENSURE

1. LIST ALL OF YOUR EXPERIENCE IN MEDICAL PRACTICE IN
CHRONOLOGICAL ORDER SINCE MEDICAL SCHOOL including:
1. all internships, residency, and fellowships programs,
2. clinuc practice,
3. private practice,
4. any other medical practice or position,
5. any hospital that you held privileges at during the last five years,
including temporary privileges and consulting privileges,
6 any locum tenens positions, and
7. if you have not practiced medicine for a one month or greater

2. REQUEST AN ORIGINAL LETTER OF VERIFICATION COVERING
THE LAST FIVE YEARS FOR THE ABOVE:

Each letter should be addressed to “Licensing Section, Colorado Board of
Medical Examiners.”

Each letter verifying hospital privilages should be written by the chief of
staff or chief admimstrative officer.

Each letter verifying private practice, should be written by an associate or
colleague.

If contracted by a locum tenens agency, one letter from that agency verify-
ing all positions held will suffice.

Each letter must verify dates of practice (include beginmng month and year
and ending month and year), nature of practice, and privilege status

Each letter must also include an evaluation of your skill level, aptitude,
ability to apply knowledge, and an assessment of your attitude and behav-
ior toward your colleagues and patients )

For Training Programs: Form L3 must be used to venify the first year of
mternship/post graduate traming, however, a letter or Form L3 may be
used to verify traming programs after the first year.

* Note: If you have not practiced medicine for more than two years imme-
diately preceding the filing of this application, contact the Board for a copy
of the “Continued Competence” rules.



STATE OF COLORADO

Department of Regulatory Agencies BOARD OF MEDICAL EXAMINERS
411 i 1560 Broadway, Suite 1300
[BUARU ﬂrmmMiNERS Denver, Colorad(; 80202-5140
Phone (303) 894-7690  V/TDD (303} 894-2900 ext 833
APR 0 2 1999 FAX: (303) 894-7692

STATE OF COLORADO CERTIFICATE OF MEDICAL EDUCATION

THIS SECTION TO BE COMPLETED BY APPLICANT AND FORWARDED TO SCHOOL
WHERE MEDICAL DEGREE WAS RECEIVED

v
This certifies that L’d(/% jl W)Uﬂ &, % ‘?0 =
FULL NAME OF APPLICANT
of <o, ‘5’, {%:9 o]
ADDRESS WHEN ENROLLED
enrolled in__ LACAGAYN Uaadcaaiha %
FU%OF}MEDICAL SCHOOL i “ @
Dy YA o on the day of st 195%%
LOCATION OF MEDICAL SCHOOL o

THIS SECTION TO BE COMPLETED BY PRESIDENT/SECRETARY/DEAN OF MEDICAL
SCHOOL AND FORWARDED TO COLORADO BOARD OF MEDICAL EXAMINERS.
COMPLETE ALL BLANKS IN THE SECTION OR FORM WILL BE RETURNED.

The undersigned certifies that the records of this institution show that he/she attended this

29
institution beginningonthe _____day of 8 19_%%and was granted the degree
12 )
Bachelor/Doctor of Medicine or Doctor Osteopathy on the Lo _~__dayof ,19 ’
Signed and the college seal affixed

this 2 ?iay of MArch

By JOHN A. KRECEK REGISTRAR 90&” a M

NOT VALID WITHOUT SCHOOL SEAL

NOTE TO REGISTRAR:

IF NO SCHOOL SEAL, PLEASE INDICATE ABOVE NEXT TO SIGNATURE OF
PRESIDENT /SECRETARY /DEAN.

L2




BOARDOFWEDIA. E
wens M STATE OF COLORADO

Department of Regulatory Agencies BOARD OF MEDICAL EXAMINERS

Division of Registrati 1560 Broadway, Suite 1300
(STME O'F COLORADO Denver, Colorado 80202-5140
Phone (303) 894-7690  V/TDD (303) 894-2900 ext. 833
FAX: (303) 894-7692

CERTIFICATE OF COMPLETION OF ACGME/AOA POSTGRADUATE TRAINING

TO BE COMPLETED BY THE FACILITY FOR EVERY MEDICAL /OSTEOPATHIC SCHOOL GRADUATE
COMPLETING POSTGRADUATE TRAINING IN THE UNITED STATE OR CANADA PLEASE TYPE OR PRINT

This certifies that ek ") ibrcin e ol sdaopl Cixfll.%}ﬂraﬂ(/(
o gracuate ot Wil Reed  forrmn G fMbical” Canten” Maunsa ol mwmut;

FULL NAME OF MEDICAL/OSTEOPATHIC SCHOOL
commenced postgraduate traiming n _ A2 AU
NAME AND ADDRESS OF FACILITY

Wihhuine on Do

Py
on \]Odﬂ 19 ﬂi and satisfactorlly completes such traiming
on D 1993 This traning consisted of _{ 2 months of actual clinical instruction

and 1s approved by the Accredited Council for Graduate Medical Education (ACGME), the Amenican Osteopathic

association (AOA}, or the Coordinating Council of Medical Education of the Canadian Medical Association (CCME} and
consisted of the following rotations

List type and length of training.

ROTATION LENGTH OF ROTATION
Tuweiinonah \wheensrwp Ovie Jean
WAS THIS PHYSICIAN'S PERFC =u AN ; f : OF PLEASE CHECK ONE

IF NO, PLEASE ATTACH AN EXPLANATION.

| heraby declare under penalty of perjury under the laws of the State of Coloradoe that the
above statements are true and correct and the facility 1s approved by the ACGME/AQA or
the CCME to offer the type of level of traming completed by the applicant and that the
applicant was trained in an approved ACGME or CCME program position

NAME SUSAN L. REED, ADMIN., MEDICAL EDUCATION

™y [ r NTER
ADDRESS __ JALTER:REED RRMY MEDTCAL'CE

Washington, D.C. 203075001

PHONE NUMBER _(202) 782-7241
DATE NS /55

SIGNATURE M@zﬁ/

L3
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STATE OF COLORADO

Depaartment of Reguiatory Agencles BOARD OF MEDICAL EXAMINERS "
Svistan of Regsty atwos 1560 Broadway, Sujte 1300 -i:
Denver, Colorado 86702-5140 " ‘ n
» -

Phane (303) 894-7650  V/TDI (303) 894-7380 . z
FAX (303) 8947692 - '!T g

CERTIFICATE OF COMPLETION OF ACGME/AOA POSTGRADUATE TRAINING

TO BE COMPLETED BY THE FACILITY FOR EVERY MEDICAL/OSTEOPATHIC SCHOOL GRADUA I
( OMPL £ TING POSTGRADUATE TRAINING IN THE UNITED STATES OR CANADA  PLEASE TYPE OR PRINT

s certifies that . 7 Z] 6(6{7“’(;7 Jf ey o , o
A graduste of (J’U G\!fl "m %ﬁfﬁf@cﬁml —

FULY,NAME OF MEDICAI /OSTEOPATHIC SCHOOL

¢ ommenced posigraduste trdning n Lty s ny Medcal (mey
NAME ADD‘RESS OF FACILITY
S ) ia v . )
o najen S 20127 _
on P’CH M it 19 92 , and satisfactonly completes suck traimmg

on  [xorvnlxe 21 1990 | This tratning consisted of ! Z-  months of actaal clinical Instruction
and i zpproved by the Accredited Connell for Graduate Medical Education (AOGME), the American
Rt opathic sssociation (AOA), or the Coordmatisg Coupcil of Medical Educstien of the Capadizn Medical

@ Assoclation (CCME) and consisted of the following rotations:

List type and length of training
ROTATION LENGTH OF ROTATION

Tz onal fvx‘am‘;—lf\bp (2o,
Wt 1 RIS PHYSICIAN'S PERFORMANCE COMPLEYEL Y SATISFACTORY? PLEASE CHECK ONE

¥ NO, PLEASE ATTACH AN EXPLANATION.

1 heteby dex lare under penalty of perjury under the laws of the State of Colorado that the
abes statenents are true and correct and the facihity 1s approved by the ACGME/AQA or
the ¢ CME to offer the type of level of trammng completed by the applicant and that the
appi ant was traced in an approved ACGMF or CCME program position

NAML, ] ]

APBRESS

ot NUMBER - - - -
o ALY
Sl [t

L3

http //www dora state co us/Medical/l.3Medical PDF 7/14/99



gniﬁﬂﬁfwcﬂfmmdomsmte.w.us Page 1 of 2

AUG © 3 1999
STATE O COL0RAD0 STATE OF COLORADO

Depaartment of Regulatary Agencyes BOARD OF MEDICAL EXAMINERS ..
Division of Registrations 1560 Broadway, Suite 1300 o i
Denver, Colorado 80202-5140 " i %
Phone (303) 8547690  V/TDI (303) 894-7880 wg Se L
FAX: (303} 894-7692 we ™ IS
) *u‘

CERTIFICATE OF COMPLETION OF ACGME/AOA POSTGRADUATE TRAINING

TO BE COMPLETED BY THE FACILITY FOR EVERY MEDICAL/GSTEOPATHIC SCHOOL GRADUATE
COMPLETING POSTGRADUATE TRAINING IN THE UNITED STATES OR CANADA. PLEASE TYPE OR PRINT.

This certiffes that AN
aganateor__Cireighton "HAedied i e |

FULE NAME OF MEDICAUGSTEOPATHIC SCHOOL

Commnenced postgradunte training in EMLE‘K ¥eed k\{ﬂ% Med ) cad Canler
ADDREW ACILITY

g
- i W Z2Ol0%
on_ BetEwineBl  199%  and satistactorily completes such training

on__ Dxcomigr 2\ 19 A% . This training consisted of _{'Z _months of actual climcal wstruction
and is approved by the Accredited Council for Graduate Medkcal Education (ACGME), the Amertcan
Osteopathic association (AOA), or the Coordinating Connell of Medical Education of the Canadian Medical
Association (CCVIE) and conststed of the following rotations:

List type and length of traing
ROTATION LENGTH OF ROTATION
Transmhona! Tnlemsiip (2vnoHhs,

WAS THIS PHYSICIAN'S PERFORMANCE COMPLEYELY SATISFACTORY? PLEASE, CHECK ONE

IF NO, PLEASE ATTACH AN EXPLANATION,

I hereby declare under penalty of pefjury under the laws of the State of Colorado that the
above statements are true and correct and the facility 15 approved by the ACGME/AOA. or
the CCME to offer the type of level of training completed by the applicant and that the
applicant was trained in an approved ACGME or CCME program position.

NAME WALTER REED ARMY MEDICAL CENTER

ADDRESS_ g825 1fth Street N.W.,
Washington, D.C. 203075001

PHONENUMBER __ (202) 782-7241

DATE Mt K - (Covet  FSTT

SIGNATURE SUSAN L. REED, ADMIN., MEDICAL EDUCATION

L3

hitp://fwww.dora.state.co.us/Medical/l.3Medical PDF 7/14/99



Department of epuld ory Agencies
Division Of Registratifsn

SEE INSTRULLTI(INS ON REVERSE

STATE OF COLORADO

BOARD OF MEDICAL EXAMINERS ST
1560 Broadway, Suite 1300
Denver, Colorado 80202-5140
Phone (303) 894-76906  V/TDD (303) 894-7880

J REPORT OF PRACTICE HISTORY
e : ORIGINAL LICENSURE Dates of
Facibly Name / Addrass and Zip / Relarence {name & title) From - To Nature of Praclice
oty &z / / ] o
1 }}MC_, F J L 4% - a'} WAL :12
WERWL % Jot. 2elioy b 4 / LD fv
2 / - 2 %w\qwuu,\ de punkment
Kayeita 1S ﬁ@ NS Motk Qj\idb,m CY . 4/% q&w q,aw‘!lﬁlﬂfﬁv’
s S Y Kavenio KT <6053 - L Gy (ﬂm Heat b SaiE -
4
5
B[?{R l!‘ %-%T W ﬂ\i i‘\‘;:;‘;::{
6
MAR 25 13¢9
7 P d i sl A T2t RSN L
ity
8
9
10

L6

PLEASE BE AWARE THAT COLORADO SUPPLYING FALSE INFORMATION IN AN APPLICATION FOR A LICENSE IS PUNISHABLE BY LAW
I staie under penally of perury in the second degres, as defined in 18-8-503, Colorado Revised Stalutes, that the information contaned in this application is true and correct 1o the

best of my knowladge

i uuderstand that under the Medical Practice Act, providing false information 1s grounds for demial, suspensian or revocation of a medical icense

(thlHun

JIBPEN 3194

erNkrﬁF‘E

PRINT LAST NAME
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(0 Powd o Mudeeald Exapnumens
(B0 Hodduwny T 200

Tuwer (0 KoloL -S40
N)PL (;p(m/ CHANGE OF ADDRESS FORM STATE OF COLORADO

BOARD OF MEDICAL ExApmveRs
JUN 2 8 1999

Be sure to immed.lately notify the Board of any address change so that
you will receive all information concerning your application. Make
copies of this form for future use,

Pursuant to Colorado law the preferred mailing address of any licensee or
applicant is available to the public. This address will also soon be
available on the Medical Board Internet website. Thus, please carefully
consider the address provided to the Board. The preferred address will
also be used to mail all licenses, remewal notices and other official
correspondence from the Medical Board. Your preferred mailing address
may be a Post Office Box address.

If you do not indicate which address will be your preferred mailing
address, the business address will constitute the preferred mailing
address.

We cannot accept a change of address that requests the address be
changed for some, but not all communications. Additionally, we cannot
accept a change of address which requires the Board to mark
correspondence as “confidential.”

std

os v*”‘
Thhdhhhkkbhkikikhkhikkkk

New Business Address This is my preferred mailing address.

‘\g‘ﬂ,mo Audituhed o\ewm.l S > /000

l/New Home Address

Phone # Effective Date g9 )70,5

AMOL 2t e s
ngggd {0 <KOeh|

Phone #4702472.4247 Effective Date_{ 2%\ 14

Print Name CEMH/ /JWW License #




STATE OF ¢ OLORADO

Department of Regulatory Agencies BOARD OF MEDICAL EXAMINERS L EXAM‘N
Division of Registrations 1560 Broadway, Suite 1300 >

Denver, Colorado 80202-5140 APR 06 1999
Phone (303) 894-7690 V/TDD (303) 894-2900 ext. 833

FAX: (303) 894-7692
STATE OF COLORADO
CERTIFICATE OF COMPLETION OF ACGME/AOA POSTGRADUATE TRAINING

TO BE COMPLETED BY THE FACILITY FOR EVERY MEDICAL/OSTEOPATHIC SCHOOL GRADUATE
COMPLETING POSTGRADUATE TRAINING IN THE UNITED STATE OR CANADA PLEASE TYPE OR PRINT

This certifies that Leleatc. ") (phetin edUic gl sdaool (;,(;{c;/lmﬁd
a graduate of _Witliew  Rece ﬂnfr"mq TR Donker” Daweaional !mrymtut
FULLNAME FmICALfOS'rEOPATI‘ﬂC SCHOOL

commenced postgraduate traming in _ \AZ PO
NAME AND ADDRESS OF FACILITY

Wikhiine von Do

-
an \JOU“ 19 Eﬂ, and satsfactonly completes such training
on R 18 E This trairing consisted of _{ 2~ _months of actual clirical instruction

and is approved by the Accredited Council for Graduate Medical Education (ACGME), the American Osteopathic

association (AOA), or the Coordinating Councii of Medical Education of the Canadian Medical Association (CCME) and
consisted of the following rotations

List type and length of training.
ROTATION LENGTH OF ROTATION

/ﬁm{h‘@ma A \V\WV\@'\M '/p vl \{UU/"

WAS THIS PHYSICIAN'S PERFORMANCE COMPLETELY SATISFACTORY? PLEASE CHECK ONE

IF NO, PLEASE ATTACH AN EXPLANATION.

| hereby declare under penaity of perjury under the laws of the State of Colorado that the
above statements are true and correct and the faciity 1s approved by the ACGME/AQA or
the CCME to offer the type of level of training completed by the applicant and that the
applicant was tramned in an approved ACGME or CCME program posiiton

NAME SUSAN L. REED, ADMIN., MEDICAL EDUCATION

WALTER.REED ARMY MEDTEAL CENTER
ADDRESS __ UALTER:REBR REMY NERIC

Washington, D.C. 203075001

PHONE NUMBER _(202) 782-7241
DATE S /55

SIGNATUHE_M_Q.:@/

L3
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l MARYLAND BOARD OF PHYSICIAN QUALITY ASSURAN

" BOARD OF MEDICAL EXAMIERS

4201 Patterson Avenue
Baltimore, MD 21215-0085

(410) 7644777 APR 12 1998

Fa_x_ -
o-mai A STATEOF COLORADD

April 5, 1999

Requested by COLORADO BOARD OF MEDICINE

The following 1s available under the Maryland Public Information Act, State Government Article,
Section 10-617(h), regarding the following practitioner

JIBBEN, CELESTE MARIE
PO BOX 368
KAYENTA, AZ 86033
License Number D00465967
Date Issued January 06, 1995
Current Status Active
Expiration Date September 30, 2000
Medical School CREIGHTON UNIV SCH OF MED
Licensed By
Specialty
Charges 0
Disciplinary Actions NONE
No Maryland Health Claims Arbitration Office malpractice claims filed since July 1, 1986

W 17) . Claadl_

Venfication Clerk
04/05/1999

Date

This 1s a computer generated form which is acceptable by other states
Licensing examination scores should be requested directly from the examining authonty

http Ywww dochoard org/mdfdefault htm
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0C1 27 1399
SiiE ot cpionege STATE OF COLORADOQ
Depﬂrﬁ:fcnt of Regulatory Ageacies BOARD OF MEDICAL EXAMINERS
Division of Reguirations 1560 Broadway, Suitc 1300

Denver, Colorado 80202.5140
Phore (303) 834-7690  V/TDD (363) 894-7850
FAX: (303) 947692

R
i

CERTIFICATE OF COMPLETION OF ACGME/AOA POSTGRADUATE TRAINING

TO BE COMPLETED BY THE FACILITY FOR EVERY MEDECAL/OSTEOPATHIC §
COMPLETING POSTGRADUATE TRAINING IN THE UNITED STATES OR CANADA.

This certifies that Cﬂﬁ% J’!bbam
A graduste of C}ru'qh’f‘miﬁ!\'wgﬁ%&ﬁrwl

CHOOL GRADUATE
PLEASE TYPE OR FRINT.

FULY NAME OF MEDICAL/OSTEOPATHIC SCHOOL. .
cwmﬁpmmwmh_mhuw_w&' { Canter
NAME ADD?(ESSQF ACILITY
4 v
i Y. 2013%
A dymy |
on__ Pt Bt 199% | and satistactorily completes such tralning
on_ L Lamr 2\ 19 4% . This training consisted of_|"Z~ months of hetual clinical imstruction

snd is approved by the Accredited Councdil for Graduate Medical Education (ACGME), the Arnerican

Osteopathic asociation (AOA), or the Coordinating Council of Medwal Education offthe Canadian Medleal
Assoclation (CCME) and consisted of the following rotations:

List type and length of training,

ROTATION LEN OF ROTATION
Tronamh onal fnmgul,p Lvno~se
WAS THIS RVIANCE CO 2 CHECK ONE

IF NO, PLEASE ATTACH AN EXPLANATION,

http:/Awvww dora.state co us/Medical/L.3Medical. PDF

1 herebry declare under penalty of penjury under the laws of the State of Colorado
shove statements ate tnie and cotrect and the facility is spproved by the ACGME/,
the CCME to offer the type of level of training completed by the applicant and that
applicant was trained 1n an approved ACGME or CCME program position.

NAME WALTER REED ARMY MEDICAL CENTER

the
A or
the

ADDRESS gor 16th Street N,W.,

Washington, D.C. 203075001

PHONENUMBER __ (202) 782-724]1

DATE poftd-L AT
SIGNATURE

SUSAN L. REED, ADMIN., MEDICAL EDUCAT

[ ON

L3

7/14/99
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CERTIFICATE OF INSURANCE
PHYSICIANS AND SURGEONS PROFESSIONAL LIABILITY

ADDRESSEE:

COLORADO STATE BOARD OF MEDICAL EXAMINERS ‘
CICENSING SECRETARY BOARD OF MEDICAL EXAMINERS
1560 BROADWAY SUITE 1300 JUL 16 1999

DENVER CO 80202-5140

DTAIr
NAME & ADDRESS OF INSURED: STATEGFCOLORADO

CELESTE JIBBEN M D

NORTH COLORADO FAMILY MEDICINE
1600 23RD AVENUE

GREELEY CO 80631

This Certificate is issued as a matter of information only and confers no rights upon the
holder. By its issuance the Company does not alter, change, modify or extend the
provisions of said policy and does not waive any of its rights thereunder.

poLicY NUMBER: I RETRO DATE: 07-01-1999
POLICY PERIOD; 07-01-1999 TO: 07-01-2000

LIMITS OF LIABILITY:
Per Medical Incident: $ 1,000,000
Annual Aggregate:  $ 3,000,000

SPECIALTY/CLASS: PGY2-FAMILY PRACTICE & OB/CLASS 8

CANCELLATION.:
Should the above described policy be cancelled before the expiration date thereof, the
issuing company will endeavor to mail 30 days wriftten notice to the above named certificate

holder, but failure to mail such notice shall impose no obligation or liability of any kind upon
the company.

Dated at: Denver, Colorado Date: 07-15-99

oy Ll T esr "

CounterSIgne{by Authorized Representative

rdepfiphsVetiersicertbme doc
2/96



STATE OF COLORADO

Department of Regulatory Agencies BOARD OF MEDICAL EXAMINERS
Division of Registrations 1560 Broadway, Suite 1300
Denver, Colorado 86202-5140

Phone (303) 894-7690 V/TDD (303) 894290

FAX: (303) 894-7652

FEDERATION OF STATE MEDI

DISCIPLINARY ACTION |

PLEASE COMPLETE ALL BLANKS ON THIS FORM AND MAIL TO: BOARD OF MEDICAL EXAMINERS

FEDERATION OF STATE MEDICAL BOARDS APR 0 1 1399

400 Fulier Wiser Road

Surte 300

Eulfai-:, TX 76039-3855 STATE OF COLORADO

868- W fy
Ph 868-4000 .
Fa: n§1 75';-187"68-4099 mf!ﬂfﬂgﬁ,ﬁ?g’f% gmm "
— Pm'm

NAME C@ ek Jibhen MAR 3 o w
aopress _ P0B R ﬁh“"(d %,

ix 5{ .d*
Cuny W;
CITY, STATE AND ZIP GODE \/\(LL,{(M @ A7 Sle > Hounye o b

£ o 3

DATE OF BIRTH

/
oo seounrry oveen |

MEDICAL SCHOOL C VU 6\\/\ o \Aiawvfass ;’rv

DATE OF GRADUATION \ 4z

[ hereby authorize and request that the Federation of State Medical Boards of the United States Inc
provides a disciphinary history to the following

COLORADO BOARD OF MEDICAL EXAMINERS
1560 BROADWAY, SUITE 1300
DENVER, COLORADO 80202-5140

Nalag

Signature l Date

To complete your application we must have a report form the Federation’s National Databank of
discphnary actions taken by by state heensing boards and/or other credentialing agencies Please
note an unfavorable report does not automatically disqualify you from licensure in Colorado

“**NO FEE REQUIRED*****



COLORADO BOARD OF MEDICAL EXAMINERS
2001 LICENSE RENEWAL QUESTIONNAIRE

LAST NAME FIRST NAME MI SOCIAL SECURITY # LICENSE #
T T e

PLEASE PRINT LEGILBY. KEEP A COPY OF YOUR COMPLETED FORM FOR YOUR RECORDS

NOTE: The Colorado Medical Practice Act mandates that ali icensed physicians wishing to renew their Colorado medical icenses must

INSTRUCTIONS: Print or type your name, social secunty number and license number 1n the boxeg

A)

B)

complete this questionnaire and renewal application

and provide the information and decumentation requested for each “yes” respong

RESPONDING “YES” 10 ANY OF THESE QUESTIONS WILL NOT DELAY RENEWAL OF YOUH

Since you last renewed your Colorado medical license, have you [BOARD QF MEDICAL EXAMINERS.
1  had any adverse action taken agamst you by any licensing agency i another state or coun EE OFSULQAART, health care
facility, professional or medical society or association, governmental agency, law enforcement agency, or court of law>”

[0 vEs ﬁ\ NO

If “YES”, provide a detailed summary of the events, which led to the adverse action I[nclude the name and address of the entity that
took the action, the date of the action, correspondence from the entity regarding the matter, and whether action 1s still pending

2 surrendered a hecense or other authorization to practice medicine 1n another state or junsdiction, or surrendered membership on
any medical staff, medical or professional association or society while under investigation by any of these authonities or bodies?
O ves” [®no - ) T :
If “YES”, provide a detailed summary of the events, which led to the adverse action Include the name and address of the entity that
tock the action, the date of the action, correspondence from the entity regarding the matter, and whether action 1s stll pending

3  had paid on your behalf any final jJudgment, settlement or arbitration award for medical malpractice? NOTE Include any payments
you have made personally 0 YEs B’ nNo

If “YES", provide a detailed chimical summary of your care and treatment of the patient Include the name of the patient, the amount
and date of settlement, and a current copy of your complete National Practitioner Data Bank report (The Board may request
patient records in the matter at a later date )

4 been derued hability msurance in Colorado or had your imnsurance coverage mn Colorado terminated by action of the insurance
Carmer? O YEs ‘E NO

If “YES”, provide a copy of the notification from the imnsurance carrier and a summary of the events, which led to the dertal If you
do not have a copy of the notification, contact the imnsurance carrier to obtain one

5 had any felony or misdemeanor charges of any kind brought against you? Had any traffic citations mvolving drugs or alcchol,
brought against you? Regardless of the case disposition, you must answer yes if you have been charged
O YEs K No
If “YES”, provide a detailed summary of the events, which led to the charges or citation Inciude with your summary a copy of the
charges or citation, mtake and discharge summary (if apphcable}, and all commumncation with {and from) the citing agency and the
court of junisdiction

6 1llegally or excessively used any controlled substance, habit-formung drug, prescnption medica 7 may answer
“NO" if the behawvior 1s already known to the Colorado Physician Health Program {CPHP}
If *YES®, provide a detailed summary of the condition or event Include the date of onset, date(s) and summary of treatment(s)

received, the current status of your condition, and the name and address of all treatment providers -

7 engaged 1n any behavior or suffered any mental or physical health condition that might affect your abtlity to practice medicine with

skill and safety to patients? You may answer “NO” if the behavior 15 already known to the Colorado Physician Health Program
con

If “YES”, provide a detailled summary of the condition or event Include the date of onset, date(s} and summary of treatment(s)
receiwved, the current status of your condition, and the name and address of all treatment providers

Since you last renewed your Colorado medical license, have either of the following been denied, revoked, suspended, reduced, hmited,
placed on probation, not renewed, or voluntanly reiinquished? You are obligated to answer “YES" to the items below if any of these
actions are currently pending NOTE You must answer “YES” if you have withdrawn or failed to proceed with an application for any of

these items
1  Medical staff membership or climcal privileges at any hospital or healthcare facihty? ] YEs ,Z’\NO

if “YES", provide a detailed summary of the conduct/allegations upon which action was taken Include the notification to you from
the hospital(s) or facility(s) _If you do not have the notification(s], contact the hospital(s) or facility(s] to obtain one

2 DEA registration? O ves W No

If “YES”, provide a detailed summary of the conduct/allegation upon which action was taken Include the notification from DEA If
vou do not have a copy of the notification, contact DEA to obtain a copy

HAVE YOU PREVIOUSLY REPORTED ANY OF THE ABOVE MATTERS TO THE BOARD?
IF YES, PROVIDE DOCUMENTATION IN SUPPORT OF YOUR RESPONSE. IF APPLICABLE, PROVIDE A COPY OF THE FINAL

DISPOSITION FROM THE BOARD.



2001 LICENSE RENEWAL QUESTIONNAIRE AND INSURANCE VERIFICATION FORM

As part of your application to renew your license to practice medicine in Colorado you must indicate how you are
complying with the requirement to maintain financial responsibility  Please be advised, you CANNOT use this
renewal form to change your status from FROM INACTIVE TO ACTIVE You must complete a reactivation
application to reactivate your license Please call the Board Office at (303) 894-7690 to request a reactivation
application This 1s a process separate and independent from the renewal process

ACTIVE LICENSE FEE - $315 | wish to renew my license in ACTIVE STATUS | meet (or claim exemption
from) the financial responsibility standards as indicated below You must check at least one.

‘Q( I maintain commercial professional liability insurance with a carrier authorized to do business in
Colorado, in mimimum indemnity amounts of at least $500,000 per incident and $1,500,000 annual
aggregate per year

X copic O Doctors Company 0 St Paul ]

NOTE Please supply your insurance policy number |

O !am afederal civilian or military physician whose practice i1s limited solely to that required by my
feaeralsmmary agency

0 | am a physician who 1s not engaged in the practice of medicine

a |am a physician who s covered by indwviduat commercial professional llabidity coverage (or an
alternative which complies with Section 13-64-301{1){c), (d} or (¢)) maintained by an
employer/contracting agency in the amounts set forth above

a |am a physician who provides uncompensated health care to patients, or who does not otherwise
engage in any compensated patient care in Colorado

O | have met the financial responsibility standards by the following alternative method, acceptabie to the
Colorado Division of Insurance (Must have approval from the Colorado Commissioner of Insurance
See note below)

( Surety Bond O Cash Deposit or equivalent QO Other Acceptable Secunty

NOTE The Commissicner of Insurance approves alternatives for financial responsibility  Certification from the
Insurance Commission MUST BE ATTACHED if an alternative method i1s used The address of the Commuission
Office 1s 1580 Broadway, Suite 850, Denver, Colorado 80202 {303) 894-7489

0 INACTIVE LICENSE FEE - $160 I wish to renew my license in INACTIVE STATUS Malpractice insurance
15 not required for nactive icense holders | understand that | may not practice medicine, including but
not limited to prescribing medications, in Colorado unless and until | comply with the insurance
requirements and the Board 1ssues me an active icense. | understand that should | desire to reactivate
my Colorado medical icense at some future time, 1 will be required to complete the reactivation applhcation
and pay an additional fee | also understand that if | have not actively practiced medicine for 2 years or more
and then wish to reactivate my Colorado meaical license, | will pe required to demonstrate continued
competence.pursuant to Board_rules and regulations o

— i = o e C oo oA _ - - - —_ - -

MAKE CHECKS PAYABLE TO: COLORADO BOARD OF MEDICAL EXAMINERS

| state under penalty of perjury in the second degree, as defined it 18-8-503, Colorade Revised Statutes, that the
informatiton contained in this application is true and correct to the best of my knowledge | understand that under

the Colorado Medical Practice Act, providing false information i1s grounds for denial, suspension or revocation of a
medical license

ﬂ LM&/V 4/{2[0{

Signature of H’hysmia} Date
(el Itbloun 3527%
Print name of physician {printed name and license number must be legible to process this form)  License #

After completing this form, please return it with 1) the enclosed computer renewal form, 2) the renewal fee and 3)
ihe Physwcian Survey (ophonal) in the enclosed return envelope Direct questions to  (303) 894-7690 Colorado
Board of Medical Examiners, 1560 Broadway, Suite 1300, Denver CO 80202-5140 Page 2




Renewal - DR.0038297 Page 1 of 3

Renewal - DR.0038297

Name Celeste M Jibben

Credential DR.0038297

Fee Details
Renewal Fee $2.00
Renewal Fee $334.00
Renewal Fee $3.00
Renewal Fee $18.00
Renewal Fee $144.00

$501.00

DR Renewal Questionnaire
PART I: MANDATORY RENEWAL QUESTIONNAIRE

You must answer “YES” or “NO” to each question below. If you answer “YES” to a question, you must mail a copy of this
questionnaire and a detailed explanation to include dates, amounts and contact information, to the Board for each “YES” answer
within thirty (30) days of submitting your renewal. If the matter has already been disclosed to the Board, you must send a letter
to the Board providing the case number and identifying information. If no documentation is received, a case may be opened and
a complaint issued for an explanation of each “YES” answer.

Mail all documentation to:

Colorado Medical Board, ATTN: Renewal, 1560 Broadway, Suite 1350, Denver, CO 80202
SECTION A: SINCE YOU LAST RENEWED YOUR COLORADO MEDICAL LICENSE:

1. Have you been admonished, reprimanded, censured and/or disciplined in any way by any licensing agency in another state or
country, by any peer review committee or body, by any health care facility or committee thereof, by any professional or medical
society or association or committee thereof, or by any governmental agency, law enforcement agency or court of law, whether
involuntary or in lieu of investigation?

No

2. Have you surrendered a license or other authorization to practice medicine in another state or jurisdiction, or surrendered
membership on any medical staff, medical or professional association or society while under investigation by any of these
authorities or bodies?

If you answer YES to question number 2, you must provide a detailed summary of the events which led to the charges or
citation. Include a copy of the charges or citation, intake and discharge summary (if applicable), and all communication with (and
from) the citing agency and the court of jurisdiction.

No

3. Have you, in any state, been denied medical liability insurance, or has your medical liability insurance coverage been limited,
restricted or terminated by action of the insurance carrier?

If you answer YES to question number 3, you must provide a copy of the notification from the insurance carrier and a summary
of the events which led to the action by the carrier. If you do not have a copy of the natification, contact the insurance carrier to
obtain one.

No

4. Have you had any felony or misdemeanor charges of any kind brought against you? Have you had any traffic citations
involving drugs or alcohol brought against you? Regardless of the case disposition, you must answer YES if you have been
charged.

If you answer YES to question number 4, you must provide a detailed summary of the events which led to the charges or
citation. Include a copy of the charges or citation, intake and discharge summary (if applicable), and all communication with (and
from) the citing agency and the court of jurisdiction.

No

5. For question 5, you must answer YES if any of these actions are currently pending, or if you have withdrawn or failed to
proceed with an application for these items.

Has your medical staff membership or clinical privileges at any hospital or healthcare facility been involuntarily or in lieu of
investigation reduced, limited, placed on probation, not renewed or relinquished, or been denied, revoked or suspended?

D 2hid=375008 & key={3E8... 8/10/2022



Renewal - DR.0038297 Page 2 of 3

If you answer YES to questions 5, you must provide a detailed summary to the Board of the conduct/allegation upon which
action was taken.

No

6. For question 6, you must answer YES if any of these actions are currently pending, or if you have withdrawn or failed to
proceed with an application for these items.

Has your DEA registration been involuntarily or in lieu of investigation reduced, limited, placed on probation, not renewed or
relinquished, or been denied, revoked or suspended?

If you answer YES to questions 6, you must provide a detailed summary to the Board of the conduct/allegation upon which
action was taken. And you must include the notification from the DEA. If you do not have a copy of the notification, contact the
DEA to obtain a copy.

No

SECTION B IN THE LAST TWO YEARS:

7. Do you now abuse or excessively use, or have you in the last two years abused or excessively used, any habit forming drug,
including alcohol, or any controlled substance that has a) resulted in any accusation or discipline for misconduct, unreliability,
neglect of work, or failure to meet professional responsibilities; or b) affected your ability to practice as a physician safely and
competently?

You may answer NO if the behavior or condition or use of such substances is already known to the Colorado Physician Health
Program (CPHP) or you have entered into a Confidential Agreement with the Board. “Known to CPHP” means that you have
informed CPHP of your behavior, condition or use of such substances and you are complying with all of CPHP’s requirements for
evaluation, treatment and/or monitoring.

If you answer YES to question 7, you must provide a detailed summary of the behavior, condition or substance use. Include the
date of onset, date(s) and summary of treatment(s) received, the current status of your condition, and the name and address of
all treatment providers.

8. In the last two years, have you been diagnosed with or treated for a condition that significantly disturbs your cognition,
behavior, or motor function, and that may impair your ability to practice as a physician safely and competently, such as bipolar
disorder, severe major depression, schizophrenia or other major psychotic disorder, a neurological iliness, or sleep disorder?

You may answer NO if the behavior or condition or use of such substances is already known to the Colorado Physician Health
Program (CPHP) or you have entered into a Confidential Agreement with the Board. “Known to CPHP” means that you have
informed CPHP of your behavior, condition or use of such substances and you are complying with all of CPHP’s requirements for
evaluation, treatment and/or monitoring.

If you answer YES to question 8, you must provide a detailed summary of the behavior, condition or substance use. Include the
date of onset, date(s) and summary of treatment(s) received, the current status of your condition, and the name and address of
all treatment providers.

PART 2: MANDATORY ATTESTATION

9. By submitting this application for renewal of my license, | state under penalty of perjury in the second degree, as
defined in 18-8-503, Colorado Revised Statutes, that the information contained in this application is true and correct to
the best of my knowledge. | understand that under the Colorado Medical Practice Act, providing false information is
grounds for denial, suspension or revocation of a medical license.

| wish to to renew my license in ACTIVE status, therfore | attest that | meet (or claim exemption from) the financial responsibility
standards as indicated below. (select the correct option A-I) If you are currently in Active status an wish to change to Inactive
status you cannot renew online and must contact the Division at 303-894-2984.

| am currently in INACTIVE status and am exempt from the provisions above. (If so, you must select option "J"). *If you wish to
change to ACTIVE status, you must first renew your license in inactive status, and then submit the reactivation application and
fee. The reactivation application is available on the Medical Board website.

Please select only 1 item below.
H. | am a physician who provides uncompensated health care to patients, or who does not otherwise engage in any
compensated patient care in Colorado.

DR Renewal HPPP
Healthcare Professions Profiling Program ACTIVE status only:

D 2hid=375008 & key={3E8... 8/10/2022



Renewal - DR.0038297 Page 3 of 3

REMINDER:

Healthcare Professions Profile Program (HPPP): All Active status licensees must maintain their Healthcare Professions Profile
with current information. This profile must be updated within 30 days of any change or reportable event.

After you have completed and paid for you renewal please visit www.dora.colorado.gov/professions/hppp if you need to review
and/or update your Profile. Please note: The Profile database is a separate system from our renewal system and uses a different
login and password than the ones you used to renew your license.

If you have questions or technical issues regarding your online profile, contact the Healthcare Professions Profile Program
(HPPP) at: dora_dpo_hppp@state.co.us or (303) 894-5942.

After you have read the above, please click the "Next" button below.

Review

Please make sure to PRINT THIS SCREEN for your records. To do so, you can click the button in the upper right hand corner of
this screen labeled "Print Review". You will not be able to print after you leave this review screen.

D 2hid=375008 & key={3E8... 8/10/2022



Renewal - DR.0038297 Page 1 of 6

Renewal - DR.0038297

Name Celeste M Jibben

Credential DR.0038297

Fee Details

Renewal Fee $2.00
Renewal Fee $238.00
Renewal Fee $18.00
Renewal Fee $162.00

$420.00

Affidavit of Eligibility - Screening Present
AFFIDAVIT OF ELIGIBILITY

1. Do you currently reside in and are you physically present in the United States?
Yes

Affidavit of Eligibility - Screening Doc Change
AFFIDAVIT OF ELIGIBILITY

2. Are you a United States Citizen and the State or Federally issued document, in which you proved your legal status in the
United States is still valid and has not expired since you last completed an Affidavit of Eligibility? (This would have been either at
your original licensure or your last renewal, whichever is more recent).

-OR-

Are you Not a United States Citizen, but are lawfully present in the United States and your legal status within the United States
has not changed and the legal documents used to prove lawful presence have not changed since you last completed an Affidavit
of Eligibility? (This would have been either at your original licensure or your last renewal, whichever is more recent).

If you need to update your lawful presence information, select no and you will be prompted to complete a new Affidavit of
Eligibility. Otherwise, if your information has not changed, select yes to move forward.
Yes

Affidavit of Eligibility
AFFIDAVIT OF ELIGIBILITY

Pursuant to C.R.S. 24-34-107, ALL applicants for original licensure* or licensees renewing or reinstating a current Colorado
license after January 1, 2007 are required to complete and sign this Affidavit of Eligibility.

* The word "licensure" is used as a general term. While most of the professions and occupations are licensed, others may be

certified, registered or listed. For precise terminology and requirements related to a profession or occupation, please consult the
website of the appropriate board or program.

3. Please enter your Full Legal Name

Affidavit of Eligibility - Section A
Section A: LAWFUL PRESENCE in the United States

4. Select one of the following Lawful Presence types below and click "Next" when done:

D 2hid=1032014&key={F3... 8/10/2022



Renewal - DR.0038297

Affidavit of Eligibility - Section B.1

Page 2 of 6

Section B: SECURE AND VERIFIABLE DOCUMENTS

5. Do you have a State or Federal government issued identification?

These include:

Driver's License or Permit

Government Issued ID Card

Valid U.S. Military Common Access Card
Colorado Department of Corrections Inmate 1D
Tribal ID Card

U.S. Passport

Certificate of Naturalization

Certificate of (U.S.) Citizenship

Valid Temporary Resident card

Valid I-94 issued by Canadian government
Valid 1-94 with refugee/asylum stamp

Affidavit of Eligibility - Section B.1 if Yes

Section B: SECURE AND VERIFIABLE DOCUMENTS

10.

Select one of the following Government Issued Identification:

Enter the name of State or Federal Agency that issued the identification:
Enter your full name as shown on the driver's license or State/Federal issued identification:

Enter the State/Federal government issued license/ID number:

Enter the expiration date of the license/ID:

11. l understand that the above information must be disclosed to the Department of Regulatory Agencies upon request and is
subject to verification.

Affidavit of Eligibility - Section B.2

Section B: SECURE AND VERIFIABLE DOCUMENTS

12.

Do you have a Valid I-766 (Employment Identification Card)?

Affidavit of Eligibility - Section B.2 if Yes

Section B: SECURE AND VERIFIABLE DOCUMENTS

13. Enter the issuing Federal Agency:
14. Enter the name as listed on the card:
15. Enter the Alien number (A#):

16. Enter the card number:

I 2bid=1032014 & key={F3...

8/10/2022



Renewal - DR.0038297 Page 3 of 6

17. Enter the Valid From Date:
18. Enter the Expiration Date:

19. | understand that the above information must be disclosed to the Department of Regulatory Agencies upon request and is
subject to verification.

Affidavit of Eligibility - Section B.3
Section B: SECURE AND VERIFIABLE DOCUMENTS

20. Do you have a Valid I-551 (Resident Alien or Permanent Resident Card)?

Affidavit of Eligibility - Section B.3 if Yes
Section B: SECURE AND VERIFIABLE DOCUMENTS

21. Enter the issuing Federal Agency:
22. Enter the name as listed on the card:
23. Enter the Alien Number (A#):

24. Enter the country of birth:

25. Enter the card expiration date:

26. Enter the Residence Since date:

27. lunderstand that the above information must be disclosed to the Department of Regulatory Agencies upon request and is
subject to verification.

Affidavit of Eligibility - Section B.4

28. Do you have a Valid Foreign Passport with an unexpired Visa with proper classification for work authorization, and an
unexpired 1-94?

Affidavit of Eligibility - Section B.4 if Yes
Section B: SECURE AND VERIFIABLE DOCUMENTS

29. Enter the issuing foreign country:

30. Enter the Passport Number:

31. Enter the Visa Number:

32. Enter the Visa Class (Examples: J-1, P-1 H-1B, etc.):
33. Enter the Date of Entry:

34. Enter the Until Date:
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35. lunderstand that the above information must be disclosed to the Department of Regulatory Agencies upon request and is
subject to verification.

Affidavit of Eligibility - Section B.5
Section B: SECURE AND VERIFIABLE DOCUMENTS

36. Do you have a valid foreign passport bearing an unexpired "Processed for I-551" stamp or with an attached unexpired
"Temporary 1-551" visa?

Affidavit of Eligibility - Section B.5 if Yes
Section B: SECURE AND VERIFIABLE DOCUMENTS

37. Enter the issuing foreign country:
38. Enter the Passport Number:

39. | understand that the above information must be disclosed to the Department of Regulatory Agencies upon request and is
subject to verification.

Affidavit of Eligibility - Section C

Section C: Attestation

» | understand that this sworn statement is required by law because | have applied for or hold a professional or commercial
license regulated by 8 U.S.C. sec 1621. | understand that state law requires me to provide proof that | am lawfully
present in the United States when asked as well as submission of a secure and verifiable document. | may also be
required to provide proof of lawful presence.

» | understand that in accordance with sections 18-8-503 and 18-8-501(2)(a)(l), C.R.S., false statements made herein are
punishable by law. | state under penalty of perjury in the second degree, as defined in section 18-8-503, C.R.S. that the
above statements are true and correct.

» | am the person identified on the previous pages and the information contained herein is true and correct to the best of
my knowledge. | understand that under Colorado law, providing false information is grounds for denial, suspension or
revocation of a license, certificate, registration or permit.

» | understand that the information on the previous pages must be disclosed to the Department of Regulatory Agencies
upon request and is subject to verification.

40. By entering your full legal name below you attest that you have read and understand the above information.

41. Please enter today's date below:

DR Renewal Attestation

The below attestations apply to your license's CURRENT status. You may not change your status through online renewal. To
change your status, please contact the licensing office at dora_registrations@state.co.us or 303-894-7800.

By renewing my license in INACTIVE status, | attest that:

» | understand malpractice insurance is not required for Inactive license holders; however, | may not practice medicine,
including but not limited to prescribing medications, in Colorado unless and until | comply with the insurance
requirements and the Board issues me an Active license. | understand that should | desire to reactivate my Colorado
medical license at some future time, | will be required to complete the reactivation application and pay an additional fee. |
also understand that if | have not actively practiced medicine for two (2) years or more and then wish to reactivate my
Colorado medical license, | will be required to demonstrate continued competence pursuant to Board rules and
regulations.
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By renewing my license in ACTIVE status, | attest that:

» | have not abused or excessively used any habit forming drug, including alcohol, or any controlled substance that has: 1)
resulted in any accusation or discipline for misconduct, unreliability, neglect of work, or failure to meet professional
responsibilities; or, 2) affected my ability to practice as a physician safely and competently, at any time during the past
two years, up to and including today’s date.

AND

In the last two years, | have not been diagnosed with or treated for an illness or condition that significantly disturbs my
cognition, behavior, or motor function, and that may impair my ability to practice as a physician safely and competently,
such as bipolar disorder, severe major depression, schizophrenia or other major psychotic disorder, a neurological
illness, or sleep disorder

OR

The illness or condition or the use of substances, as defined above, is: 1) already known to the Colorado Physician
Health Program (“CPHP”) and | have made, or will make known within 30 days, any requisite disclosure to the Board
pursuant to section 12-36-118.5 and any attendant regulations; or, 2) | have entered into a Confidential Agreement with
the Board. For the purpose of this attestation, “Known to CPHP” means that | have informed CPHP of my condition or
use of such substances and | am complying with all of CPHP’s requirements for evaluation, treatment and/or monitoring.

» Inthe last 2 years, no adverse action has been taken against my license by another licensing agency, a peer review
body, a health care institution, a residency or postgraduate training program, a professional or medical society or
association, a governmental agency, a law enforcement agency, or a court for acts or conduct which, would constitute
grounds for disciplinary or adverse actions pursuant to the Medical Practice Act or its attendant rules. For the purpose of
this attestation, an adverse action by a law enforcement agency includes: 1) all felony charges; 2) all misdemeanor
charges; or, 3) traffic charges/citations involving alcohol, controlled substances, or any other habit-forming drug.

OR

| have reported, or will report within 30 days, any adverse action to the Board in accordance with the requirements of the
Medical Practice Act.

» Inthe last 2 years, | have not been denied medical liability insurance and no liability insurance coverage has been
limited, restricted, or terminated by action of the insurance carrier in this or any other state.

OR
| have reported, or will report within 30 days, any denial or limitation of medical liability coverage to the Board.
| have established and will continuously maintain professional liability insurance as required by §13-64-301, C.R.S.

Click Next to proceed.

GLOBAL HPPP Renewal Attestation
Pursuant to section 24-34-110, C.R.S., all Active and Retired status licensees must maintain a current Healthcare Professions
Profile. Reportable events and/or changes to information must be made within 30 days. For more information about this Program
and to update your profile, visit www.dora.colorado.gov/professions/hppp.

By renewing your Active or Retired license, you attest to the following:

| have updated my Healthcare Professions Profile to current date and/or | will make any updates within 30 days of any reportable
event or change, and subsequent updates will be made within 30 days. This requirement is in addition to any requirement by a
profession's practice act. Examples of reportable events or changes that must be updated on a profile include, but are not limited
to, location of practice, public actions issued by any jurisdiction, felonies and crimes of moral turpitude, malpractice
settlements/judgments, etc. To update a Healthcare Professions Profile, or for more information on the Healthcare Professions
Profile Program (HPPP) and its requirements, visit www.dora.colorado.gov/professions/hppp or call 303-894-5942.

If your status is Inactive you are not required to maintain a Healthcare Professions Profile, click next to proceed.

You may NOT change your status through online renewal. For information regarding a status change, please contact the renewal
desk at 303-894-7800 or dora_dpo_renewalline@state.co.us.

Click next to proceed.

Review

Please make sure to PRINT THIS SCREEN for your records. To do so, you can click the button in the upper right hand corner of
this screen labeled "Print Review". You will not be able to print after you leave this review screen.
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Renewal - DR.0038297

Name Celeste M Jibben

Credential DR.0038297

Fee Details
DR - Legal Defense Fund $2.00
DR - PDMP Fee $24.00
DR - Portal Fee $1.50
DR - Renewal Fee Active $238.50
DR- Peer Fee $162.00

$428.00

Affidavit of Eligibility - Screening Present
AFFIDAVIT OF ELIGIBILITY

1. Do you currently reside in and are you physically present in the United States?
Yes

Affidavit of Eligibility - Screening Doc Change
AFFIDAVIT OF ELIGIBILITY

2. Are you a United States Citizen and the State or Federally issued document, in which you proved your legal status in the
United States is still valid and has not expired since you last completed an Affidavit of Eligibility? (This would have been either at
your original licensure or your last renewal, whichever is more recent).

-OR-

Are you Not a United States Citizen, but are lawfully present in the United States and your legal status within the United States
has not changed and the legal documents used to prove lawful presence have not changed since you last completed an Affidavit
of Eligibility? (This would have been either at your original licensure or your last renewal, whichever is more recent).

If you need to update your lawful presence information, select no and you will be prompted to complete a new Affidavit of
Eligibility. Otherwise, if your information has not changed, select yes to move forward.
Yes

DR Renewal Attestation

The below attestations apply to your license's CURRENT status. You may not change your status through online renewal. To
change your status, please contact the licensing office at dora_registrations@state.co.us or 303-894-7800.

By renewing my license in INACTIVE status, | attest that:

| understand malpractice insurance is not required for Inactive license holders; however, | may not practice medicine, including
but not limited to prescribing medications, in Colorado unless and until | comply with the insurance requirements and the Board
issues me an Active license. | understand that should | desire to reactivate my Colorado medical license at some future time, | will
be required to complete the reactivation application and pay an additional fee. | also understand that if | have not actively
practiced medicine for two (2) years or more and then wish to reactivate my Colorado medical license, | will be required to
demonstrate continued competence pursuant to Board rules and regulations.

By renewing my license in ACTIVE status, | attest that:

» In the past two years | have not abused or excessively used any habit forming drug including, alcohol or any controlled
substance, and | have not been diagnosed with or treated for a condition that disturbs my cognition, behavior or motor
function which has resulted in an adverse action, a professional disciplinary action, a criminal charge, or an allegation or
finding of working impaired, diversion of controlled substances or habit -forming medications (including self-prescribing),
sexual contact with a patient, substandard medical practice or patient harm.

OR

In the past two years | have abused or excessively used any habit forming drug including, alcohol or any controlled
substance, or | have been diagnosed with or treated for a condition that disturbs my cognition, behavior or motor function
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which has resulted in an adverse action, a professional disciplinary action, a criminal charge, or an allegation, or finding
of working impaired, diversion of a controlled substance or habit-forming medication (including self-prescribing), sexual
contact with a patient, substandard medical practice or patient harm AND | have reported, or will report this information
within 30 days to the Colorado Medical Board.

» Inthe last 2 years, no adverse action has been taken against my license by another licensing agency, a peer review
body, a health care institution, a residency or postgraduate training program, a professional or medical society or
association, a governmental agency, a law enforcement agency, or a court for acts or conduct which, would constitute
grounds for disciplinary or adverse actions pursuant to the Medical Practice Act or its attendant rules. For the purpose of
this attestation, an adverse action by a law enforcement agency includes: 1) all felony charges; 2) all misdemeanor
charges; or, 3) traffic charges/citations involving alcohol, controlled substances, or any other habit-forming drug.

OR

| have reported, or will report within 30 days, any adverse action to the Board in accordance with the requirements of the
Medical Practice Act.

 In the last two years, | have not been diagnosed with or treated for an illness, condition or behavior, that disturbs my
cognition, behavior, or motor function that has resulted in conduct which may impair my ability to practice as a physician,
safely and competently, such as substance misuse or abuse, bipolar disorder, severe major depression, schizophrenia or
other major psychotic disorder, a neurological illness, or sleep disorder.

OR
In the last two years, | have been diagnosed with or treated for an iliness, condition or behavior that significantly disturbs
my cognition, behavior, or motor function that has resulted in conduct which may impair my ability to practice as a
physician, safely and competently, such as substance misuse or abuse, bipolar disorder, severe major depression,
schizophrenia or other major psychotic disorder, a neurological iliness, or sleep disorder AND:
1) The iliness or condition is already known to the Colorado Physician Health Program (“CPHP”) and | have made, or will
make known within 30 days, any requisite disclosure to the Board pursuant to section 12-36-118.5 and any attendant
regulations; OR

2) | have entered into a Confidential Agreement with the Board. For the purpose of this attestation, “Known to CPHP”
means that | have informed CPHP of my condition or use of such substances and | am complying with all of CPHP’s
requirements for evaluation, treatment and/or monitoring; OR

3) | have reported, or will report within 30 days, the iliness or condition to the Medical Board.

» In the last 2 years, | have not been denied medical liability insurance and no liability insurance coverage has been
limited, restricted, or terminated by action of the insurance carrier in this or any other state.

OR
| have reported, or will report within 30 days, any denial or limitation of medical liability coverage to the Board.
» | have established and will continuously maintain professional liability insurance as required by §13-64-301, C.R.S.

Click Next to proceed.

HPPP - DR Introduction

Healthcare Professions Profile

Please be aware that this profile is only for your Physician license. Do not provide information for other license types you hold on
this profile. You will be required to complete a profile for every license you hold that is included in the profiling requirement.

All information provided in this profile must be updated within 30 days of any change of information unless your profession's
statute says otherwise, or unless the question specifies otherwise.

HPPP GLOBAL - Location of Practice
Location of Practice

49. Are you currently practicing in the healthcare profession associated with this profile?

Yes
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HPPP GLOBAL - Location of Practice If Yes
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Location of Practice

50. Practice Locations:

Address City State

Zip Code

Phone Number

603 S. Dakota St. Milbank South Dakota

57252

HPPP - MEDICAL Education and Training

Education and Training

51. School or Education Level:
Creighton University School of Medicine

52. Please enter the year your initial Degree was achieved: Only enter the year in YYYY format

1992

HPPP GLOBAL - Other Licenses

Other Licenses

53. Have you ever held, or do you currently hold any other licenses in this profession from any other state, country or province?

Yes

HPPP GLOBAL - Other Licenses if Yes

Other Licenses

54. Other Licenses:

|State License Status

Year Originally Issued

|Minnesota Active

2002

HPPP GLOBAL - Board Certifications

Board Certifications

55. Do you hold any current Board Certifications?
Yes

HPPP - MEDICAL Board Certifications if Yes

Board Certifications

56. Board Certifications:

Certification

Family Medicine
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HPPP GLOBAL - Practice Specialties
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Practice Specialties

57. Do you have a practice specialty in which you are appropriately trained and actively practicing?
Yes

HPPP - MEDICAL Practice Specialties if Yes

Practice Specialties

58. Practice Specialties:

Specialty

Family Medicine

HPPP GLOBAL - CO Hospital Affiliations

Colorado Hospital Affiliations

59. Do you have a current affiliation or clinical privileges with any Colorado Hospital?
No

HPPP GLOBAL - Other Hospital Affiliations

Other Health Care Facilities and Out of State Hospital Affiliations

61. Do you have a current affiliation with any healthcare facility or a non-Colorado hospital?
No

HPPP GLOBAL - Business Ownership

Business Ownership

63. Do you have a current business ownership interest in any healthcare-related business?
Yes

HPPP GLOBAL - Business Ownership if Yes

Business Ownership

64. Business Ownership:

|Business Name City |State

|Jibben, PLLC Minneapolis |Minnesota

HPPP GLOBAL - Employer
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Employer

65. Do you have an employer in the profession in which you are licensed or are applying for a license?
No

HPPP GLOBAL - Employment Contracts
Employment Contracts

67. Do you have a contract with any business whose mission relates to healthcare services or products where the value is
greater than $5000 annually?

No

HPPP GLOBAL - Disciplinary Actions
Disciplinary Actions

69. Have you ever had public disciplinary action taken against your license by any board or licensing agency in any state or
country?

No

HPPP GLOBAL - Restrictions and Suspensions
Restrictions and Suspensions

71. Have you ever entered into any agreement or stipulation to temporarily cease your practice or had a board order issued
restricting or suspending your license?

No

HPPP GLOBAL - Healthcare Facility Actions
Healthcare Facility Actions

73. Since September 1, 1990, have you had any final actions resulting in involuntary limitations or probationary status on or
reduction, nonrenewal, denial, revocation or suspension of medical staff membership or clinical privileges at a hospital or

healthcare facility? You are not required to report a precautionary or administrative suspension unless you resigned your medical
staff membership or clinical privileges while the suspension was pending.
No

HPPP GLOBAL - Termination of Employment
Termination of Employment

75. Have you ever been terminated by an employer for a reason that would be considered a violation of your profession's
practice law?

No

HPPP GLOBAL - DEA Registration

D 2hid=2056659&key={0F...  8/10/2022



Renewal - DR.0038297 Page 6 of 7

DEA Registration Surrender

77. Have you ever had to involuntarily surrender your United States Drug Enforcement Agency Administration Registration?
No

HPPP GLOBAL - Convictions
Convictions

80. Since you were issued a license to practice your profession in any state or country, have you had any final criminal
conviction(s) or plea arrangement(s) resulting from the commission or alleged commission of a felony or crime of moral turpitude
in any jurisdiction?

No

HPPP GLOBAL - Malpractice Claims
Malpractice Claims

82. Since September 1, 1990, have you had any final judgment, entered into a settlement, or paid an arbitration award for
malpractice?

No

HPPP GLOBAL - Malpractice Carrier Refusal

Malpractice Carrier Refusal

84. Have you been denied liability insurance, or has your liability insurance coverage been limited, restricted or terminated by the
insurance carrier?

No

HPPP GLOBAL - Optional Narrative

Optional Narrative

86. Optional Narrative:

HPPP GLOBAL - Attestation
Attestation

By submitting this Healthcare Professions Profile to the Division of Professions and Occupations you are attesting that:
* You are the person identified in this profile; or

* You are authorized to submit information on behalf of the person identified in this profile; and
» The information contained herein is true and correct to the best of my knowledge.

87. Submission Date:
04/12/2017

Review
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Please make sure to PRINT THIS SCREEN for your records. To do so, you can click the button in the upper right hand corner of
this screen labeled "Print Review". You will not be able to print after you leave this review screen.
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Renewal - DR.0038297

Name Celeste M Jibben

Credential DR.0038297

Fee Details
DR - Legal Defense Fund $2.00
DR - PDMP Fee $24.00
DR - Portal Fee $1.50
DR - Renewal Fee Active $218.50
DR- Peer Fee $140.00

$386.00

DR Renewal Attestation

The below attestations apply to your license's CURRENT status. You CANNOT change your status through online renewal. To
change your status, please contact the licensing office at dora_registrations@state.co.us or 303-894-7800. DR have Active and
Inactive options, CDRH has Active only

By renewing my license in INACTIVE status, | attest that:

| understand malpractice insurance is not required for Inactive license holders; however, | may not practice medicine, including
but not limited to prescribing medications, in Colorado unless and until | comply with the insurance requirements and the Board
issues me an Active license. | understand that should | desire to reactivate my Colorado medical license at some future time, | will
be required to complete the reactivation application and pay an additional fee. | also understand that if | have not actively
practiced medicine for two (2) years or more and then wish to reactivate my Colorado medical license, | will be required to
demonstrate continued competence pursuant to Board rules and regulations.

By renewing my license in ACTIVE status, | attest that | have NOT engaged in any conduct or exhibited any behaviors
that resulted in the following following OR that | have reported, or will report this information within 30 days to the
Colorado Medical Board at dora_medicalboard@state.co.us or 303-894-7690.:

An arrest, discipline, sanction or warning

Loss or suspension of any license

Termination or suspension of any license

Endangering the safety of others

A breach of fiduciary obligations

A violation of workplace or academic conduct rules

An impairment of your ability to practice in a safe, competent, ethical and professional manner

Abusing or excessively using any habit forming drug, including alcohol, or any illegal or controlled substance resulting in
any discipline for misconduct, failure to meet professional responsibilities, or affecting your ability to practice safely and
competently

» Claiming the illegal use of a substance as a defense, in mitigation, or as an explanation for any conduct that impairs your
ability to practice in a safe, competent, ethical, and professional manner

By renewing my license in ACTIVE status, | attest that | have NOT had an adverse action or administrative/judicial proceeding
and | do not have a pending inquiry or investigation within the last two years by the following OR that | have reported, or will
report this information within 30 days to the Colorado Medical Board at dora_medicalboard@state.co.us or 303-894-7690:

A licensing authority - other than the Colorado Medical Board

A government agency

A court

An employer

An educational institution

A professional organization

In connection with an employment disciplinary or termination procedure

By renewing my license in ACTIVE status, | attest that: | have established and will continuously maintain professional liability
insurance as required by 13-64-301, C.R.S.

All statuses click Next to proceed.

PDMP Renewal Attestation
By renewing your license in Active status, you agree with the following statement:

| attest that IF | maintain a current United States Drug Enforcement Agency (DEA) registration, | have registered an individual
user account with Colorado's Prescription Drug Monitoring Program (PDMP) at https://colorado.pmpaware.net.
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(If you have questions about registering or to check if you have registered, please email the PDMP Help Desk at
pdmpingr@state.co.us for assistance.)

Click Next to proceed.

AoE Renewal Update
Affidavit of Eligibility | Renewal Update of Information

1. Since you were originally licensed or since your last renewal (whichever was more recent) has the documentation you
provided proving your legal status in the United States changed?

 If nothing has changed in your legal status or documentation, select "No"
« If your status has changed, or you need to update your documentation, select "Yes" to update your information
No

AoE Attestation
Affidavit of Eligibility | Section C: Attestation

By submitting this Affidavit of Eligibility (AoE) you are attesting that you have read and understand the statements below:

» | understand that this sworn statement is required by law because | have applied for or hold a professional or commercial
license regulated by 8 U.S.C. sec 1621. | understand that state law requires me to provide proof that | am lawfully
present in the United States when asked as well as submission of a secure and verifiable document.

» | understand that in accordance with sections 18-8-503 and 18-8-501(2)(a)(l), C.R.S., false statements made herein are
punishable by law. | state under penalty of perjury in the second degree, as defined in section 18-8-503, C.R.S. that the
above statements are true and correct.

» | am the person identified on the previous pages and the information contained herein is true and correct to the best of
my knowledge. | understand that under Colorado law, providing false information is grounds for denial, suspension or
revocation of a license, certificate, registration or permit.

» | understand that the information on the previous pages must be disclosed to the Department of Regulatory Agencies
upon request and is subject to verification.

96. Please enter today's date below:
03/19/2019

Healthcare Profile - Physician Introduction
Healthcare Professions Profile | Introduction

Please be aware that this profile is only for your PHYSICIAN license. Do not provide information for other license types you hold
on this profile. You will be required to complete a profile for every license you hold that is included in the profiling requirement.

All information provided in this profile must be updated within 30 days of any change of information unless your profession's
statute says otherwise, or unless the question specifies otherwise.

Healthcare Profile - Location of Practice
Healthcare Professions Profile | Location of Practice

97. Are you currently practicing in the healthcare profession associated with this profile?

Yes
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Healthcare Profile - Location of Practice if Yes
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Healthcare Professions Profile | Location of Practice

98. Practice Locations:

Address City State

Zip Code

Phone Number

603 S. Dakota St. Milbank South Dakota

57252

Healthcare Profile - Medical Education and Training

Healthcare Professions Profile | Education and Training

99. School or Education Level:
Creighton University School of Medicine

100. Please enter the year your initial Degree was achieved: Only enter the year in YYYY format

1992

Healthcare Profile - Other Licenses

Healthcare Professions Profile | Other Licenses

101. Have you ever held, or do you currently hold any other licenses in this profession from any other state, country or province?

Yes

Healthcare Profile - Other Licenses if Yes

Healthcare Professions Profile | Other Licenses

102. Other Licenses:

|State License Status

Year Originally Issued

|Minnesota Active

2002

Healthcare Profile - Board Certifications

Healthcare Professions Profile | Board Certifications

103. Do you hold any current Board Certifications?
Yes

Healthcare Profile - Medical Board Certifications if Yes

Healthcare Professions Profile | Board Certifications

104. Board Certifications:

Certification

Family Medicine
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Healthcare Profile - Practice Specialties
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Healthcare Professions Profile | Practice Specialties

105. Do you have a practice specialty in which you are appropriately trained and actively practicing?
Yes

Healthcare Profile - Medical Practice Specialties if Yes

Healthcare Professions Profile | Practice Specialties

106. Practice Specialties:

Specialty

Family Medicine

Healthcare Profile - Colorado Hospital Affiliations

Healthcare Professions Profile | Colorado Hospital Affiliations

107. Do you have a current affiliation or clinical privileges with any Colorado Hospital?
No

Healthcare Profile - Other Facility and Out of State Hospital Affiliations

Healthcare Professions Profile | Other Facility and Out of State Hospital Affiliations

109. Do you have a current affiliation with any healthcare facility or a non-Colorado hospital?
No

Healthcare Profile - Business Ownership

Healthcare Professions Profile | Business Ownership

111. Do you have a current business ownership interest in any healthcare-related business?
Yes

Healthcare Profile - Business Ownership if Yes

Healthcare Professions Profile | Business Ownership

112. Business Ownership:

|Business Name City |State

|Jibben, PLLC Minneapolis |Minnesota

Healthcare Profile - Employer
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Healthcare Professions Profile | Employer

113. Do you have an employer in the profession in which you are licensed or are applying for a license?
No

Healthcare Profile - Employment Contracts
Healthcare Professions Profile | Employment Contracts

115. Do you have a contract with any business whose mission relates to healthcare services or products where the value is
greater than $5000 annually?
No

Healthcare Profile - Disciplinary Actions
Healthcare Professions Profile | Disciplinary Actions

117. Have you ever had public disciplinary action taken against your license by any board or licensing agency in any state or

country?
No

Healthcare Profile - Restrictions and Suspensions
Healthcare Professions Profile | Restrictions and Suspensions

119. Have you ever entered into any agreement or stipulation to temporarily cease your practice or had a board order issued
restricting or suspending your license?
No

Healthcare Profile - Healthcare Facility Actions
Healthcare Professions Profile | Healthcare Facility Actions

121. Since September 1, 1990, have you had any final actions resulting in involuntary limitations or probationary status on or
reduction, nonrenewal, denial, revocation or suspension of medical staff membership or clinical privileges at a hospital or
healthcare facility? You are not required to report a precautionary or administrative suspension unless you resigned your medical

staff membership or clinical privileges while the suspension was pending.
No

Healthcare Profile - Termination of Employment
Healthcare Professions Profile | Termination of Employment

123. Have you ever been terminated by an employer for a reason that would be considered a violation of your profession's

practice law?
No

Healthcare Profile - DEA Registration

D 2hid=3568612&key={AO0... 8/10/2022




Renewal - DR.0038297 Page 6 of 7

Healthcare Professions Profile | DEA Registration

125. Have you ever had to involuntarily surrender your United States Drug Enforcement Agency Administration Registration?
No

Healthcare Profile - Convictions
Healthcare Professions Profile | Convictions

128. Since you were issued a license to practice your profession in any state or country, have you had any final criminal
conviction(s) or plea arrangement(s) resulting from the commission or alleged commission of a felony or crime of moral turpitude
in any jurisdiction?

No

Healthcare Profile - Malpractice Claims
Healthcare Professions Profile | Malpractice Claims

130. Since September 1, 1990, have you had any final judgment, entered into a settlement, or paid an arbitration award for
malpractice?

No

Healthcare Profile - Malpractice Carrier Refusal
Healthcare Professions Profile | Malpractice Carrier Refusal

132. Have you been denied liability insurance, or has your liability insurance coverage been limited, restricted or terminated by
the insurance carrier?

No

Healthcare Profile - Optional Narrative
Healthcare Professions Profile | Optional Narrative

134. Optional Narrative:

Healthcare Profile - Attestation
Healthcare Professions Profile | Attestation

By submitting this Healthcare Professions Profile to the Division of Professions and Occupations you are attesting that:
» | am the person identified in this profile; or

* You are authorized to submit information on behalf of the person identified in this profile; and
» The information contained herein is true and correct to the best of my knowledge.

135. Submission Date:
03/19/2019

Review
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Please make sure to PRINT THIS SCREEN for your records. To do so, you can click the button in the upper right hand corner of
this screen labeled "Print Review". You will not be able to print after you leave this review screen.
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Renewal - DR.0038297

Name Celeste M Jibben

Credential DR.0038297

Fee Details
DR - Legal Defense Fund $2.00
DR - PDMP Fee $14.00
DR - Portal Fee $2.00
DR - Renewal Fee Active $238.00
DR- Peer Fee $140.00

$396.00

DR_CDRH Renewal Attestations
The below attestations apply to your license's CURRENT status. You CANNOT change your status through online renewal. To
change your status, please contact the licensing office at dora_dpo_licensing@state.co.us or 303-894-7800. DR have Active and
Inactive options, CDRH has Active only

By renewing my license in INACTIVE status, | attest that:

| understand malpractice insurance is not required for Inactive license holders; however, | may not practice medicine, including
but not limited to prescribing medications, in Colorado unless and until | comply with the insurance requirements and the Board
issues me an Active license. | understand that should | desire to reactivate my Colorado medical license at some future time, | will
be required to complete the reactivation application and pay an additional fee. | also understand that if | have not actively
practiced medicine for two (2) years or more and then wish to reactivate my Colorado medical license, | will be required to
demonstrate continued competence pursuant to Board rules and regulations.

By renewing my license in ACTIVE status, | attest that | have NOT engaged in any conduct or exhibited any behaviors
that resulted in the following following OR that | have reported, or will report this information within 30 days to the
Colorado Medical Board at dora_medicalboard@state.co.us or 303-894-7690.:

An arrest, discipline, sanction or warning

Loss or suspension of any license

Termination or suspension of any license

Endangering the safety of others

A breach of fiduciary obligations

A violation of workplace or academic conduct rules

An impairment of my ability to practice in a safe, competent, ethical and professional manner

Abusing or excessively using any habit forming drug, including alcohol, or any illegal or controlled substance resulting in
any discipline for misconduct, failure to meet professional responsibilities, or affecting my ability to practice safely and
competently

» Claiming the illegal use of a substance as a defense, in mitigation, or as an explanation for any conduct that impairs my
ability to practice in a safe, competent, ethical, and professional manner

By renewing my license in ACTIVE status, | attest that | have NOT had an adverse action or administrative/judicial proceeding
and | do not have a pending inquiry or investigation within the last two years by the following OR that | have reported, or will
report this information within 30 days to the Colorado Medical Board at dora_medicalboard@state.co.us or 303-894-7690:

A licensing authority - other than the Colorado Medical Board

A government agency

A court

An employer

An educational institution

A professional organization

In connection with an employment disciplinary or termination procedure

By renewing my license in ACTIVE status, | attest that: | have established and will continuously maintain professional liability
insurance as required by statute.

All statuses click Next to proceed.

DR & CDRH Peer Health Provider Compliance

If you have been formally evaluated by the designated peer health provider and are in compliance with all requirements, you can
attest to this renewal. The Board recognizes that licensed medical professionals encounter physical and mental health conditions,
including those involving substance use disorders. The Board expects its licensees to address any health concerns to ensure
their wellness and patient safety. As a licensee, you have the benefit of proactively and confidentially, self-referring to the peer
health provider at no cost to address any health concerns, including psychosocial matters such as burnout and family problems.
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The peer assistance program is dedicated to improving the health and wellness of licensed medical professionals in a confidential
manner.

Participation in the program does not eliminate any licensee's reporting responsibilities to the Board. Failure to adequately report
and address a health condition that impacts the licensee's ability to practice with reasonable skill and safety may result in the
Board taking action against the license to practice.

Medical Substance Use Prevention Training Attestation

Attestation for ACTIVE status Renewal: | attest that by renewing my Colorado license in an Active status, | meet the state Board's
substance use prevention training requirements by one of the following methods:

| have completed at least two (2) hours of training since my last renewal in order to demonstrate competency regarding the
following topics/areas:

» Best practices for opioid prescribing according to the most recent version of the Division's guidelines for the safe
prescribing and dispensing of opioids.

» Recognition of substance use disorders.

» Referral of patients with substance use disorders for treatment.

» The use of the electronic prescription drug monitoring program.

OR
| am exempt from the substance use prevention training requirement for one of the following reasons:

» | maintain a national board certification that requires equivalent substance use prevention training.
| attest that | do not prescribe opioids.

| attest that | have means to prove completion of my substance use prevention training requirements and | am aware that DORA
reserves the right to review this documentation. | will provide this information IF REQUESTED through a renewal audit by the
Division of Professions and Occupations.

All statuses select Next to proceed.

PDMP Renewal Attestation

By renewing your license in Active status, you agree with the following statement:

| attest that IF | maintain a current United States Drug Enforcement Agency (DEA) registration, | have registered an individual
user account with Colorado's Prescription Drug Monitoring Program (PDMP) at https://colorado.pmpaware.net.

If you have questions about registering or to check if you have registered, please contact Appriss' 24/7 support line at (855) 263-
6403 or email the Colorado PDMP Administrator at pdmpingr@state.co.us for assistance.

Click Next to proceed.

*Affidavit of Eligibility Lawful Presence
Affidavit of Eligibility | Section A: Lawful Presence

1. To qualify for an occupational license or registration in Colorado, you must be legally allowed to work in the United States. You
will need to answer the following questions to establish your lawful presence. Please select the lawful presence that you qualify
for:

I am a U.S. Citizen

2. Select your physical presence:

| am physically present in the U.S.

*Affidavit of Eligibility Documents
Affidavit of Eligibility | Section B: Verification Documents

3. To prove your eligibility to work in the United States, you need to present a valid, government issued form of identification.
Please select which type of document you will be uploading within this section.
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Note: If you selected "l am NOT a US Citizen" in the prior section you may only select a document that has an asterisk (*) at the
option.
Out of State Drivers License or Identification Card

4. Please upload an image of the document that you selected in the prior question. The image must include the full document
and the print must be readable or your application process time will be delayed.

This upload option will only allow for 2MB file size. Preferences to shrink an image file if it is too large:

» Make the image black and white.

» Crop the image - allowing for only the document to be seen.
» Compress the image.

» Change the image resolution.

To upload a document, select the "Browse" button to search for the scanned document on your computer. After deciding which
document to use, select the "Upload Documents" button to complete uploading the document to your application.

*Affidavit of Eligibility Attestation
Affidavit of Eligibility | Section C: Attestation

5. By submitting this Affidavit of Eligibility (AoE) | am attesting that | have read and understand the below:

» | understand that this sworn statement is required by law because | have applied for or hold a professional or commercial
license regulated by 8 U.S.C. sec 1621. | understand that state law requires me to provide proof that | am lawfully
present in the United States when asked as well as submission of a secure and verifiable document.

» | understand that in accordance with sections 18-8-503 and 18-8-501(2)(a)(l), C.R.S., false statements made herein are
punishable by law. | state under penalty of perjury in the second degree, as defined in section 18-8-503, C.R.S. that the
above statements are true and correct.

» | am the person identified on the previous pages and the information contained herein is true and correct to the best of
my knowledge. | understand that under Colorado law, providing false information is grounds for denial, suspension or
revocation of a license, certificate, registration or permit.

» | understand that the information on the previous pages must be disclosed to the Department of Regulatory Agencies
upon request and is subject to verification.

As verification to these statements, enter today's date:
04/22/2021

Healthcare Profile - Physician Introduction
Healthcare Professions Profile | Introduction

Please be aware that this profile is only for your PHYSICIAN license. Do not provide information for other license types you hold
on this profile. You will be required to complete a profile for every license you hold that is included in the profiling requirement.

All information provided in this profile must be updated within 30 days of any change of information unless your profession's
statute says otherwise, or unless the question specifies otherwise.

Healthcare Profile - Location of Practice
Healthcare Professions Profile | Location of Practice

6. Are you currently practicing in the healthcare profession associated with this profile?

Yes
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Healthcare Profile - Location of Practice if Yes (WF)

Page 4 of 8

Healthcare Professions Profile | Location of Practice

7. Practice Locations:

Address City State

Zip Code

Phone Number

603 S. Dakota St. Milbank South Dakota

57252

Healthcare Profile - Medical Education and Training

Healthcare Professions Profile | Education and Training

8. School or Education Level:
Creighton University School of Medicine

9. Please enter the year your initial Degree was achieved: Only enter the year in YYYY format

1992

Healthcare Profile - Other Licenses

Healthcare Professions Profile | Other Licenses

10. Have you ever held, or do you currently hold any other licenses in this profession from any other state, country or province?

Yes

Healthcare Profile - Other Licenses if Yes

Healthcare Professions Profile | Other Licenses

11. Other Licenses:

[state License Status

Year Originally Issued

[Minnesota Active

2002

Healthcare Profile - Board Certifications

Healthcare Professions Profile | Board Certifications

12. Do you hold any current Board Certifications?
Yes

Healthcare Profile - Medical Board Certifications if Yes

Healthcare Professions Profile | Board Certifications

13. Board Certifications:

Certification

Family Medicine
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Healthcare Profile - Practice Specialties

Page 5 of 8

Healthcare Professions Profile | Practice Specialties

14. Do you have a practice specialty in which you are appropriately trained and actively practicing?
Yes

Healthcare Profile - Medical Practice Specialties if Yes

Healthcare Professions Profile | Practice Specialties

15. Practice Specialties:

Specialty

Family Medicine

Healthcare Profile - Colorado Hospital Affiliations

Healthcare Professions Profile | Colorado Hospital Affiliations

16. Do you have a current affiliation or clinical privileges with any Colorado Hospital?
No

Healthcare Profile - Other Facility and Out of State Hospital Affiliations

Healthcare Professions Profile | Other Facility and Out of State Hospital Affiliations

18. Do you have a current affiliation with any healthcare facility or a non-Colorado hospital?
No

Healthcare Profile - Business Ownership

Healthcare Professions Profile | Business Ownership

20. Do you have a current business ownership interest in any healthcare-related business?
Yes

Healthcare Profile - Business Ownership if Yes

Healthcare Professions Profile | Business Ownership

21. Business Ownership:

|Business Name City IState

|Jibben, PLLC Minneapolis |Minnesota

Healthcare Profile - Employer
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Healthcare Professions Profile | Employer

22. Do you have an employer in the profession in which you are licensed or are applying for a license?
No

Healthcare Profile - Employment Contracts
Healthcare Professions Profile | Employment Contracts

24. Do you have a contract with any business whose mission relates to healthcare services or products where the value is
greater than $5000 annually?

No

Healthcare Profile - Disciplinary Actions
Healthcare Professions Profile | Disciplinary Actions

26. Have you ever had public disciplinary action taken against your license by any board or licensing agency in any state or
country?

No

Healthcare Profile - Restrictions and Suspensions
Healthcare Professions Profile | Restrictions and Suspensions

28. Have you ever entered into any agreement or stipulation to temporarily cease your practice or had a board order issued
restricting or suspending your license?

No

Healthcare Profile - Healthcare Facility Actions
Healthcare Professions Profile | Healthcare Facility Actions

30. Since September 1, 1990, have you had any final actions resulting in involuntary limitations or probationary status on or
reduction, nonrenewal, denial, revocation or suspension of medical staff membership or clinical privileges at a hospital or

healthcare facility? You are not required to report a precautionary or administrative suspension unless you resigned your medical
staff membership or clinical privileges while the suspension was pending.
No

Healthcare Profile - Termination of Employment
Healthcare Professions Profile | Termination of Employment

32. Have you ever been terminated by an employer for a reason that would be considered a violation of your profession's
practice law?

No

Healthcare Profile - DEA Registration
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Healthcare Professions Profile | DEA Registration

34. Have you ever had to involuntarily surrender your United States Drug Enforcement Agency Administration Registration?
No

Healthcare Profile - Convictions
Healthcare Professions Profile | Convictions

37. Since you were issued a license to practice your profession in any state or country, have you had any final criminal
conviction(s) or plea arrangement(s) resulting from the commission or alleged commission of a felony or crime of moral turpitude
in any jurisdiction?

No

Healthcare Profile - Malpractice Claims
Healthcare Professions Profile | Malpractice Claims

39. Since September 1, 1990, have you had any final judgment, entered into a settlement, or paid an arbitration award for
malpractice?

No

Healthcare Profile - Malpractice Carrier Refusal
Healthcare Professions Profile | Malpractice Carrier Refusal

41. Have you been denied liability insurance, or has your liability insurance coverage been limited, restricted or terminated by the
insurance carrier?

No

Healthcare Profile - Optional Narrative
Healthcare Professions Profile | Optional Narrative

43. Optional Narrative:

Healthcare Profile - Attestation
Healthcare Professions Profile | Attestation

By submitting this Healthcare Professions Profile to the Division of Professions and Occupations you are attesting that:
» | am the person identified in this profile; or

* You are authorized to submit information on behalf of the person identified in this profile; and
» The information contained herein is true and correct to the best of my knowledge.

44. Submission Date:
04/22/2021

Review
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It's a good idea to print this screen for your records as after you submit your application you will not be able to access it again. To
do so follow the below steps:

+ Select the "Print Review" button in the upper right hand corner of this page

» The Print Review window will open in a new browser tab. In that window select "Print" and your document will print to your
selected printer.

+ After printing, close the Print Review browser tab.

After you close the Print Review tab, you will be returned to this page and can complete your submission.
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License Status History Page 1 of 2

CREDENTIAL STATUS HISTORY SUMMARY
Name: Celeste M Jibben Date: 8/10/2022
License: Physician DR.0038297
License Status: Active
License Status Reason: CURRENT
First Issuance date: 11/17/1999
License expiration date: 04/30/2023

This is to certify that a good faith search of our records revealed the following information:

Status Reason Date Changed User
Active CURRENT 04/22/2021 Automated
Active in Renewal ACTIVE 03/29/2021 Automated
Active CURRENT 03/19/2019 Automated
Active in Renewal ACTIVE 03/12/2019 Automated
Active CURRENT 04/12/2017 Automated
Active in Renewal ACTIVE 03/17/2017 Automated
Active CURRENT 03/25/2015 Automated
Approved READY TO PRINT 03/25/2015 Automated
Active in Renewal ACTIVE 03/17/2015 Automated
Active CURRENT 04/16/2013 Automated
Approved READY TO PRINT 04/16/2013 Automated
Active in Renewal ACTIVE 03/18/2013 Automated
Active CURRENT 06/01/2011
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