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State Medical Board of Ohio

30E. Broad St, 3" Floor « Columbus, OH 43215-6127 « (614) 466-3934 « Website: www.med chio.gov

Ohio Addendum to Application

Ohio Training Program

Are you or will you be in an accredited fraining program in Ofio? Oves X wo
It yes, identify name of training program and location;
- — _ Start Date: !
Name of Hospital/Training Program City month/year
Specialty Boards
Name of Speciaity Board .
(if none, enter “N/A”) Year Certified Country
N /A
/
TOEFL iBT
(Intemational Medical School Graduates only)
THE T TWE and ECFMG’S SH PRIOR TO 7/1/98), ETC. NOT NT

AND CANNCT BE SUBSTITUTED FOR THE TOEFL BT

Graduates of medical schools located outside the United States and Canada must achieve a score of at least 26 in
Speaking and 26 in Listening with a total score of 90 on the TOEFL iBT, regardiess of citizenship or country of birth.
Prior to July 2006 the Test of Spoken English was required with a minimum score of 40 (between 7/95-7/06) or 230
(prior to 7/95). The following are the only exceptions permitted under Ohio law:

YES NO
Have you completed two years of undergraduate college work in the United States? Q Q
During the five years immediately preceding the date of your application, have you:
(Please note you must be able to answer "YES" to both parts of this question)
Held a current medical icense (i.e., unrestricted, training certificate, educational permif) in the
United States? Q U

AND

Have you been actively practicing medicine (graduate medical education is included) in the
United States?
Have you completed a Fifth Pathway program? a 0
Have you passed the Clinical Skills Assessment examination given by ECFMG on or after Q Q
July 1, 19987

If you answered NO 1o al of the above questions, you must take the TOEFL iBT. Refer to the application instructions
br@nmwgﬂggduma@ik’mmm The Boant cannol waive this reguirement.

Applicant Name: M;Chael J;‘WJ g"k* Date: ‘/al /07010
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: @\(/ Ohio Addendum to Application
\W \

\\7/\ Prefiminary Education Form
TO BE COMPLETED BY ALL APPLICANTS
Full Last (Surname) | First Middie Suffix (Jr., 1)
Name .
Subik Michael James
Schoot Name
High
chhool or Whr‘g‘l'-gj /PA( K HML\ S dﬂool
Equivalent | City K State Country
Wheel ng A% MSA
Dates _ MOMR _ MOPFR
Attended From: 0 ﬁ p a\ To: 0 94
School Name
Unde
mh;‘;':gms West Virginia Universit y
Equivalent City Y ' State Country
Mocguntown wv usA
R::nscbd From: MOYR To: MOIYR Received
8 s b8 B.A. Bachglo/ of Ads
School Name
City State Country
Dates MGNR WOR Degres
Attended From: / Te: , Received
_ School Name
mp:!::w West V;g}ni Q Unlv*ersﬂ §0L1001 0’/ /he iune
Sehool of City State Country
R Margurton WV Ush
Dates i MOIVR To. MO/YR Degree
h |03 /ol — o5 roe “MD Docoorrte. of Medicine

FOR BOARD USE ONLY
CERTIFICATE OF PRELIMINARY EDUCATION

JAN 2 9 2010
no. /)77 P48 DATE ISSUED:

This is to certify that this applicant has met the prefiminary education requirements for study in conformity with the
Statutes of Ohio and the regulations of the State Medical Board of Ohio

Appiicant Name:_Michat| Javes Subit Date:_! /2 20i0

Ohio License Application Form Teie s - Addendum Page 2
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Ohio Addendum to Application
Additional Information
Medicine or Osteopathic Medicine

If you answer "YES" to any of the following questions, you are required to fumish complete details,
including date, place, reason and disposition of the matter. All affirmative answers must be
thoroughly explained on a separate sheet of paper. You must submit copies of all relevant
documentation, such as court pleadings, court or agency orders, and institutional commespondence and
orders. Please note that some questions require very specific and detailed information. Make sure all

responses are complete.

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

YES NO

i. Have you ever been denied staif membership at any hospital, nursing home, diinic, heaith [ ia/
maintenance organization, or similar institution?

2. Have you ever been wamed, censured, disciplined, had admissions monitored, had a E/
privileges limited, had privileges suspended or terminated, been put on probation, or been
requested to withdraw from or resign privileges at any hospital, nursing home, dinic,
health maintenance organization, or other similar institution in which you have trained,
been a staff member, or held privileges, for reasons other than failure to maintain records
on a timely basis, or failure to attend staff or section meetings?

3. Have you ever resigned from, withdrawn from, or terminated, or have you ever been [ Z/
requested 1o resign from, withdraw from, of otherwise been temminated from, a position
with 2 medical parinershin, prodessional assodiation, corporation, health mainienance
organization, or other medical practice organization, either private or pubiic?

4. Have you ever resigned from, withdrawn from, or have you ever been wamed by, 2/ a
censured by, disdplined by, been put on probation by, been requested to withdraw from, < Hach +
dismissed from, been refused renewal of a contract by, or expelled from, a medical -¢C &¥TachMen
school, dinical derkship, externship, preceptorship, residency, or graduate medical

5. Have you ever transferred from one graduate medical education program to another? [} Q/

6. Have you ever, for any reason, lost specialty board certification in the U.S. or eisewhere, [
or been denied such certification, or denied examination for such certification?

7. Has any board, bureau, department, agency or other bedy, including these in Ohio, in any
way limited, restricted, suspended, or revoked any professional license, cerlificate or
registration granted to you; placed you on probation; or imposed a fine, censure or
reprimand against you?

(]

hicense, camwragm&wmdhvw-,aww ym,mm

8 Have you ever voluntarily surrendered, resigned, or otherwise forfeited any professional [} B/
rehcensure or examma’aon in any state (including Ohio), territory, province, oroountry’)

9. Have you ever, for any reason, been denied licensure or relicensure, application for [ t{

licensure or relicensure, or the privilege of taking an examination, in any state (including

Qhio), territory, province, or country?

Applicant Name: M?g\r\nb\ 30»!.5 S'IM . Date: |!3 [2010

Ohio License Application Form Addendum Page 4



10.

1.

12.

13,

14.

15.

16

17.

18.

19.

20.

Ohio Addendum to Application
Additional Information — Medicine or Osteopathic Medicine

Have you ever been requested to appear before any board, bureau, department, agency,
or other body, including those in Ohio, conceming allegations against you?

Have you ever entered into an agreement of any kind, whether oral or written, with
respect to a professional ficense, in lieu of or in order to avoid formal disciplinary action,
with afy Doard, bureau, department, agency, of other body, mcluding those M Gio?

Have you ever been notified of any investigation conceming you by any board, bureau,
department, agency, or other body, including those in Ohio, with respect to a professional
license?

with any board, bureau, depariment, agency, or other body, induding thoss in Ohso, with
respect to a professional license?

Have you ever been denied or have you ever surrendered a state or federal controlied
substance or drug registration; had it revoked, terminated, or restricted in any way; or
been warned, reprimanded, or fined by, or been requested to appear before, the
responsible agency?

Have you ever pled guilty to, been found guilty of a violation of any law, or been granted
intervention or treatment in lieu of conviction regardless of the legal jurisdiction in which
the act was committed, other than a minor traffic violation? If yes, submit copies of all

relevant documentation, such as paolice reports, certified court records and any
institutional corresnandonce and ordors,

tional corespondance
Have you ever forfeited collateral, bail, or bond for breach or violation of any law, police
regulation, or ordinance other than for a minor traffic violation; been summoned into court
as a defendant or had any lawsuit filed against you (other than a malpractice suit)? If
yes, submit copies of all relevant documentation, such as police reports, certified court
records and any institutional correspondence and orders.

Have you been a defendant in a legal action involving professional liability (malpractice),
or had a professional liability claim paid on your behalf, or paid such a claim yourseif? In
addition, ask your malpractice insurance carrier(s) to provide a complete claims history
report for the last 10 years to the State Medical Board of Ohio. If your current carrier has
provided coverage for less than 10 years, ask your previous cafier to submit a claims
history repoit 16 the Boad.

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

Have you ever been denied or relinquished participation in any third party reimbursement
program, whether governmental or private, including Medicaid and Medicare; or had such
participation 4mited, restricted, suspended, or revoked, or been wamed, reprimanded,
requested to appear before, or fined by the responsibie body?

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

YES NC

Q

(W]

. 8 & 88

SN

Applicant Name: Mio‘naci‘fmu Sobit Date: | 2[2010

Ohio License Application Form
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Ohio Addendum to Application
Additional Information — Medicine or Osteopathic Medicine

YES NO
21.  Have you ever been diagnosed as having, or have you been treated for, pedophilia,
exhibitionism, or voyeurism?

22. a) Within the last ten years, have you been diagnosed with or have you been treated
for, bipolar disorder, schizophrenia, paranoia, or any other psychotic disorder?

0o O O
= 8% 8

b) Have you, since attaining the age of eighteen or within the last ten years, whichever
period is shorter, been admitted to a hospital or other facility for the treatment of
bipolar disorder, schizophrenia, paranoia, or any other psychotic disorder?

If you answered “YES™ to any part of this question, please provide details on a separate sheet,
inchuding date(s) of diagnosis or reatment, and a description of your present condition. Include the
TYaiTe, CUirent Mafing adkmess, and WBpnons MiMber of each person Who Teaied you, as wek as
each facility where you received freatment, and the reason for treatment. Have each treating
physician submit a letter detaifing the dates of treatment, diagnosis and prognosis.

For purposes of questions 23 and 24 the following phrases or words have the following meaning:

“Abiifty to practice medicing” 15 10 be consitnied 1o inciude afi of he foflowing:

1. The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned medical judgments and to
learn and keep abreast of medical developments; and

2. The ability to communicate those judgments and medical information to patients and other health care providers,
with or without the use of aids or devices, such as voice amplifiers; and

3. The physical capability to perform medical tasks such as physical examination and surgical procedures, with or without
the use of aids or devices, such as cocrective lenses ar hearing aids.

“Medical condition” includes physiological, mental, or psychological conditions or disorders, such as but not
limited to orthopedic, visual, speech, and hearing impairments, cerebral palsy, epilepsy, muscular dystrophy,
multiple sclerosis, cancer, heart disease, diabetes, mental retardation, emotional or mental iliness, spedific
leaming disabilities, HIV disease, tuberculosis, drug addiction, and alcoholism.

YES RO

23. Do you have, or have you been diagnosed as having, a medical condition whichinany [

way impairs or limits your ability to practice medicine with reasonable skill and safety?
You may answer “NO” to this question if you hold a current training certificate to
pursue training in Ohio and the only such medical condition is chemical dependency or
substance abuse, and you have successfully completed or are cumently receiving
trealment &t a program approved by this boaid and have adhsred 1o af stataloy
requirements as contained in Sections 4731.224 and 4731.25, O.R.C., and reiated
provisions. Any questions conceming approval can be directed to the board offices.

a) Are the limitations or impairment caused by your medical condition reduced or [} [}
ameliorated because you receive ongoing freatment or received treatment in the past
{with o without medication) or parlicipate in 2 monitonng program?

if you receive such ongoing treatment or participate in such monitoring program the board will make
an individualized assessment of the nature, severity, and duration of the risk associated with an
ongoing medical condition so as to determine whether an unrestricted license should be issued,
whether conditions should be imposed, or whether you are not eligible for licensure. Have each
treating physician submit a letter detailing the dates of treatment, diagnosis and prognosis.
A
b) Are the limitation or impaimments caused by youwr medical condition reduced or [} 0
ameliorated because of the field of practice, the setting, or the manner in which you
have chosen to practice?

Applicant Name: /M""ka(/l J/mw) j"b;{' e e e o . Date 1/07/20’0
Ohio License Appiication Form 7 Addendum Page 6
JAN -6 2010



Ohio Addendum to Application
Additional Information — Medicine or Osteopathic Medicine

“Chemical substances” is tc be construed o include alcohol, drugs, or medicetions including those teken
pursuant to a valid prescription for legitimate medical purposes and in accordance with the prescribers direction,
as well as those used illegally.

YES NO

24, Do you use chemical substance(s) which i1 any way impair or imit your abiily to g a/
practice medicine with reasonabie skili and safety?
N4
a) Are the limitations or impairment caused by your use of chemical substances
reduced or ameliorated because you receive ongoing treatment (with or without
medication) or participate in a monitoring program?

¥ you raceive such ongoing treatment or participate in such monitonng program the hoard will make

an individualized assessmant of the nature, seveiity, and duration of the risk associated with an

ongoing medical condition 50 as to determine whether an unrestricted ficense should be issued,

whether conditions should be imposed, or whether you are not eligible for licensure. Have each

treating physician submit a letter detafling the dates of treatment, diagnosis and prognosis. 4

N

b) Are the limitation or impairments caused by your use of chemical substances [ a
reduced or ameliorated becauss of the field of practice, the selling, or the mannerin
which you have chosen {o practice?

For purposes of question 25 the following phrases or words have the following meaning:

“Currently” does not mean on the day of, or even in the weeks or months preceding the completion of this
application. Rather it means recently enough so that the use of drugs may have an ongoing impact on one’'s
functioning as a licensee, or within the past g vears,

“Illegal use of controlled substances™ means the use of controlled substances obtained illegally (e.g. heroin or
cocaine) as well as the use of controlled substances which are not obtained pursuant to a valid prescription or
not taken in accordance with the direction of a licensed healthcare practitioner.

YES NO

25. Are you currently engaged in the illegal use of controlied substances? 0 %
a) [f “YES,” are you currently participating in a supervised rehabilitation program or [} DN’A
professional assistance program which monitors you in order to assure that you are
not using illegal controlled substances.

Applicant Name: Mi chael Cﬂw.s Sbt Date;__| [/ 20}D

Ohio License Application Form S Cr I Addendum Page 7
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State Medical Board of Ohio

30 E. Broad St., 3™ Floor » Columbus, OH 43215-6127 » (614) 466-3934 e Website: www.med.ohio.gov/

Ohio Addendum to Application
Certificate of Recommendation
Medicine or Osteopathic Medicine

This form is to be completed by a physician fully licensed in the STATE IN WHICH THE FORM 1S NOTARIZED. The
recommending physician must have known the applicant for at least SIX months. Relatives may not serve as recommending
physicians. Recommending physicians are strongly urged to include additional comments. The recommending physician
must sign this form in front of a notary. ALL questions must be answered. This form is not intended to standardize the
recommendation or restrict it in any way. However, its form is designed to ensure that certain information is included. Please
complete the form and return directly to the State Medical Board of Ohio at the above address.

DO NOT COMPLETE UNLESS A COLOR PHOTO OF APPLICANT IS ATTACHED TO THE BOTTOM OF THIS FORM
BLACK & WHITE PHOTOS ARE NOT ACCEPTABLE

I, DAVID™ ) PATYON , a licensed and practicing physician in the state of wv
(recommending physician, print name legibly) (State of r&stdence)
affrm that_ Michael Jaes Subit has been known to me personally for 4 years
(applicant, print name legitiy)

and that he/she is of good rorai characier. Furiher, the pnolograph affixed hereto is a genume iikeness of the appcmni. i offer
the following in support of his/her application for licensure:

¢ I rate hisher medical knowledge and technique as: o o Lo !
¢ Hismer relationship with patients is; A \lewnd

+ | rate histher ably & work well with peers and medical staffas__ oy i \ow\ - |
¢ His/her command of the Engflish language is;____&v Lt \\.2 VK‘\ :

¢ Additional comments:

| hereby recommend the applicant for a ficense to practice medicine or osteopathic medicine in the State of Ohio.

Address of Numbers & Street Teiephone
Recommending ) R Number
Physician 1003 Oalhuvsy Dy . (include [20&05’ 45 Y525
City State Zip Code area code)
C\Weov\eston wV 25 314
Signature of Recommending L) State of VAV
Pysician (rame starps o 125 Licensurs & -
n6t Aceepiabie) ( (= Lictrise Nurhber \§4ASO

Subscribed and swom to before me this 6)/&\ day of

OFFICIAL SEAL ‘
NOTARY PUBLIC  {

g, 3y R
- : 4 g i T NIA
Signature of Applicant A 4 O AR ' ‘.1-...-‘ WET VIRGINIA )
12 jzoo QRATEEETTT  5a0 pennsyLVANIA AVE., SUITE 308
Date Photo Taken'_/=_i__l "’ CHARLESTON. WV 25302 "
monthfvear ) Ry e My commission exp:res Novernber 5, 2017

JAN - 6 2010



State Medical Board of Ohio

30 E. Broad St.. 3™ Floor e Columbus, OH 43215-6127 e (614) 466-3934 » Websile: www.med.ohio.gov/

Ohio Addendum to Application
Certificate of Recommendation
Medicine or Osteopathic Medicine

This form is to be completed by a physician fully licensed in the STATE IN WHICH THE FORM 1S NOT ARIZED The
recommending physician must have known the applicant for at least SIX months. Relatives may not serve as recommending
physicians. Recommending physicians are strongly urged to include additional comments. The recommending physician
must sign this form in front of a notary. ALL questions must be answered. This form is not intended {o standardize the
recommendation or restrict it in any way. However, its form is designed to ensure that certain information is included. Please
complete the form and retum directly to the State Medical Board of Ohio at the above address.

DO NOT COMPLETE UNLESS A COLOR PHOTO OF APPLICANT IS ATTACHED TO THE BOTTOM OF THIS FORM
BLACK & WHITE PHOTOS ARE NOT ACCEPTABLE

I é‘r/ Do Pond ~mD , a licensed and practicing physician in the state of w1V

(recommending physician, print name legibly) (State of r&sndenoe)
affirm that M ichael J;Mc.s Jdbﬂ’ has been known to me personally for é years
{applicant, print name legibly)

and ihat he/she is of good morai characier. Furiher, the phoiograph affixed hereio is a genuine ikeness of the appiicant. | effer
the following in support of his/her application for licensure:

+ I rate his/her medical knowledge and technique as: _ Y (LIA Q(‘LO ~ .
¢ Hisfer relationship with patients is: vao A~

s {rate hisfher abiy o work well with peers and medical staff as; 6vod -

¢ His/her command of the English language is: " &MLQK\ - |
+ Additional comments: A caan f

| hereby recommend the applicant for a license to practice medicine or osteopathic medicine in the State of Ohio.

Address of Number & Street Teiephone
Recommending 4 3 Number
Physician ? 20 Penncy Ivane Ane F30% | toee
-/ State Zip Code area code) _ L
ho leston M 5 5Z6D 304 | 3¢e-1sIS

R W? ks WV
D};u:x{uan {nama siamns < { inanesra

1RGNS SW&IEES o —— LICCRSUe =
nm accepiabie) License Nurmber ié q g 5 |

Subscribed and swom to before me this : i day of

ofary Put@c S(gnamé
W I-S-

o, OFFICIAL SEAL 4
@ NOTARY PUBLIC {

P EST VIRGINIA
= B Mﬁjﬁ OOPERRIDER‘
§ 520 PENNSYLVANIA AVE. SUITE 304 §

y CHARLESTON. WV 25302 ‘
My commission expires November 5, 2017

Signature of Applicant

Date Photo Taken: /& 2009
monthivear

Vi s




Affidavit and Authorization for Release of Information: You must attach a recent (less than 6 mom

passport quality, color photograph of yourself to this form. Take the form to a notary public and sign the form in
the presence of the notary public. The notarized form then must be sent directly to this Board.

Affidavit
And
Authorization For Release of Information

I, the undersigned, being duly swom. hereby certify under oath that | am the person named in this application,
that all statements | have made or shall make with respect thereto are true, that | am the original and lawful pos-
sessor of and person named in the various forms and credentials fumished or to be fumished with respect to my
application and that all documents, forms or copies thereof fumnished or to be furmished with respect to my appli-
cation are strictly true in every aspect.

i acknowiedge that i have read and undersiand the Appiicaiion for Physician Licensure and have answered ai
questions contained in the application truthfully and completely. | further acknowledge that failure on my part to
answer guestions truthfully and completely may lead to my being prosecuted under appropriate federal and state
laws.

| autharize and request every person hospital clinic, govemment agency (loca! state, federal or foreign), court,
&S30GIEloN, MSHULoN OF iGW SIMOTCETSNL GBTIcy NawWig CUStody OF COTIOI Of aiy Jocumeis, Te00as and
other information pertaining to me to fumish to the Board any such information, including documents, records
regarding charges or complaints filed against me, formal or informal, pending or closed, or any other pertinerit
data and to permit the Board or any of its agents or representatives to inspect and make copies of such docu-

ments, records, and other information in connection with this application.

H harahu relogce rhcﬁh:rgg :n:: avanaraio the Qn:rd e anonis or ronraconiolivac and any narcon ?}ncng’::l

SN WO AW Ve ‘-ku \rro RSO AR S e A VA e , r.-.n\r.n )

agency having custody or contml of any documents, records and other mformatxon pertaining to me of any and
all liability of every nature and kind arising out of investigation made by the Board.

1 will immediately notify the board in writing of any changes to the answers to any of the questions contained in
this apphication if such a chanpe oocurs at any fime prior 1o a license 10 praclice medicine being granted to me

Bany Slom Bummomed
Uy thc vuaiu.

| understand my failure to answer questions contained in this application truthfully and completely may lead to

denial, revocation ?&;&ﬁplinaw sanction of my license or permit to practice medicine

n,,,...ca...’s Signature {(must be signed in ths presence of a notary)
Subit

Applicant’s Printed Last Name
Michae| Tames

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

ji/;i:m
g sl e |

Date of Oigiiaire

Dated_ ! l

___ Signed ™
State of_U\J’b\’ J ﬁ,\mW\ / } nty of Jéﬂﬂﬂ&h& —
SUBSCRIBED AND bWURN T0 oerore me this e i M'\ day of, JMW_} 2010
My commission expires:J - 3;1_/'\’ - N _ (NOTARY PUBLIC SIGNATURE & SEAL)

OFFICIAL SEAL [
7NOTARY PUBLIC

LV . )

Applicant Name: Sq_bit, Michagl James | 7 Dat& 5t

Aa; JENNIFER R. COOPERRIDER ’
* 330 PENNSYLVANIA-AVE:-SUITE 304 '
)

b

CHARLESTON, WV 25302 (

Y % UMpgompissi j vember 5, 2017




January 2, 2010
To Whom It May Concern:

This statement is being submitted in response to question #4 of page 4 of the Ohio Addendum
Application. | was placed on an academic probation during my training at West Virginia University
School of Medicine. |took off one academic year from 7/2003 to 7/2004 to prepare for my USMLE Step
1 board exam. After one unsuccessful attempt at the exam, | was placed on academic probation.
During my year off, { attended a board review course in preparation for my repeat attempt. |

probation and returned to my medical school training. | completed my final two years of medical school
with no further academic problems.

Sincerely,

v /d”

Michae! James Subit MD

A

JAN - 6 2010



Lo ol e

: ' FED TION CREDENTIALS VERIFICATION SERV] CVS) .
(coninusd) ,
MEDICAL ED g Y(A«?J

Unusual Clrcumstances: The follawing questions epply to unusual circumstarnices that acourred during ey part of the

Individual's medical education. Plasee check the eppropriate response and provide dates end requested informatian. “Yes® o

rasponses to any of theee questions require 8 copy of axplanalory records of a wiitten explanation (aftach eddiional pages as b ZOD (O
necessary).

1. Do this Individual’s official records reflect (an) Interruption(s) or extansian(a) in his/her medical education?
Resmonse  YES No [J
if YES, pleags saloct the raason{s) for, Indicate the datas of the inlerruption(s) or extension{s) and check whether the
intsruptionfexdension wes approved or unapproved.

Erom Ma/Yr Tg Mofyr

E

®/ | O
g{ga{ o UDDDDE

PersonalFamily

Academic remediation  9/17/2003 7/5/2004
Health

Financial

Participation in joint degree
Program {e.g.. MD/PhD) _
Parlidpation in non-research
specid study {e.g., fellowship,
international experience)

Participation in non-degres research

Other
Please Specify:

Oo|jo] o) Oo|g|lo

2. Do this individuals official records reflact that he/ahe was ever placed on academic or disciplinary probation
during hisher medical education? Responsa YES o O

f YES, pleass ssiect the reason(8s) for the probation, indicate the date(s) of placement on and remaval from probation
and ettach edditional documentation to this repart.

Erom MafYr To MofYe
Academis Probation 5/23/2002 6/27/2005
Probation for unprofessions! conducl/behavioral
Probation for other reason
Piease specify reason;
3. Do this individual's officlal recerds reflect that hefsha was aver digelplinad for unprofessional canducybshavicral reasons by
the medical school or parent university? Regponse ves [] 8o Kl

if YES, please provide detalied documentationfinformation ebout the clrcumstances and outcomets):

4. Do this individual's offiial reconds reflact that ha/she was ever the subject of negative reports far behavioral reasons or an investigstion by

the madical achool or parent university? Respanse YES [] NO E]
if YES, please provide datalled documentaton/information about the dreumsiances and outcome(s):

8. Do this individual's official recoris reflact that there were any limitations or sgeciel requirements imposed on the individual
becausa of queations of academic incompetence, discipiinary problems, or any other regson?
Response Yes [J NO

if YES, pleasa provide detalled documentationfinformation about the nature of the limitations ar special requirements.

The Foderelion Credentials Verification Service ls  division of The Fedaralion of State Medice Boards of the United States, inc.
Rov. D8/07 Packet!D: 112433 RequestID: 21699962 FCV8 [049030] Page2o0f2



(’\WL J L| /;;\/\/Pw.snfa
Medical Education
School 0498430 - West Virginia Unlversity School of Medicine
Address Box 9000 P
RO
Morgantown, Wv 26508-8000 APP‘;!%EADN?Y
USA

Phone 304-203-2408
Dates 0772001 - 0572006 Grad Data 05/14/2Q08
Degree MD - Doctor of Madicine
Program G+ yoars: N
Compieted chinfcal clerishin tn 8 country ofiwer than where my medica! school was focated: N
Ciinical Training
Unusuat Circumstancoes
Leaves/Extensions Y Took one year off between my 2nd and 3rd yoars of medical tratning for board

praparation and review course for USMLE Stap 1 due to problems with examination.
Prohation Y I was on acadgemic probablion dua to probleams with USMLE Step 1 exam during my 2nd

yaar of training. Afler passing tha exam and successfully completing my 3rd yaar

clerkships, { was taken off of probabtion.
Discipfined N
Negative Reports N
Limilations N




Three-Digit Score
Pusy/Fell  Total MP

Pass 206 182

Fail 168 182




Uniform Application for Physician Licensure

UA Username michaelsubit
FCVS Status  Applicant has an FCVS Packet

1. Name: Indicate your full legal name. If your name has changed at any time during your life and you are not using
FCVS, you must submit a copy of the legal document (marriage certificate, divorce decree, etc.) supporting your name
change.

Date Submitted 1/1/2010

1. Full Name (use no initials)

Last Name Subit

First Name Michael James
Middle Name

Suffix

Maiden Name

All other names used

L]

M.D. D.O.

First Middle Last

2. Address/Phone: Please complete all sections and indicate which address you wish to be used for public access
and which is to be used for mailings from the medical board. Each state’s law determines whether each address or
phone number is a public record in the state in which you are applying. You may wish to contact the licensing authority
for that state for further information. Many boards publish the “Public Access” address on their website, therefore you
should consider what your preferred address is for these purposes.

Business
D Public Access Street 707 Chesapeake Street
K1 Mailing
City Charleston State/Province wv Zip Code
Telephone 304-972-6296
Fax
Email michaelsubit@yahoo.com
Alternate Phone
Home
K] Pubtic Access Street 707 Chesapeake Street
] waiiing
city Charleston State/Province wv Zip Code
Telephone 304-972-6296
Fax
Email michaelsubit@yahoo.com
Alternate Phone

25309

25309

Michael James Subit
FCVS

Applicant Name:
Submission Type:

Uniform Application for Physician State Licensure

Page 10f 8




3. Identification: If you are not using FCVS, you must submit either a notarized copy of your birth certificate or a
notarized copy of your current, valid passport.

3. Identification

08/30/1976 Wheeling West Virginia USA
Date of Birth Birth City Birth State/Province Birth Country
(mm/dd/yyyy)

M Redacted 1619196037
Gender  Social Security Number NPID Are you a U.S. Citizen? Yes DNO

Your social security number is required to facilitate reporting to the federal Healthcare Integrity & Protection Data Bank (42 U.S.C. Sections 1320a-
7e(b), 5 U.S.C. Section 552a, and 45 C.F.R. pt. 61) and for accurate identification under the federal and state child support enforcement law (42
U.S.C. Section 666 and applicable state law). It may aiso be used for reporting to the National Practitioner Data Bank (42 U.S.C. Section 11101 and
45 C.F.R. pt 60) and for other investigative/enforcement purposes in compliance with state laws governing physician discipline or as otherwise

Lroquired-by-stato-orfadarallaw—

4. Medical School: List all medical schools you have attended, even those from which you did not graduate, in
chronological order. Attach an additional sheet if necessary. If you are not using FCVS, you must complete the
attached “Medical Education Verification” form and send it to all medical schools you have attended. You must include
a copy of your diploma to which the medical school must attach their seal prior to forwarding it to this Board.
Additionally, the medical school must provide this Board with an official copy of your transcripts. The medical school
must forward all documentation directly to this Board.

4. Medical School

1 School Name West Virginia University School of Medicine
Address Box 9000 )
Robert C. Byrd Health Sciences Center

City Morgantown
State/Province WV
2IP Code 26506-9000

Country USA
Attendance Dates From (mmlyyyy) 07/2001 To (mmlyyyy) 05/2006
Graduation Date 5/14/2006
Degree MD
Applicant Name:  Michael James Subit Uniform Application for Physician State Licensure

Submission Type: FCVS Page 2 of 8




5. Fifth Pathway: If you attended a Fifth Pathway program and are not using FCVS, you must complete the attached
“Fifth Pathway Verification” form and send it to your medical school and to the institution where you completed your
rotations. You must include a copy of your diploma. The medical school and institution must forward afl documentation
directly to this Board.

5. Fifth Pathway (if applicable)

Medical School Name
Address

City
State/Province
ZIP Code
Country

Attendance Dates From (mmiyyyy) To (mm/yyyy) In Progress
Graduation Date
Degree

Institution name where rotations performed
Address

City
State/Province
ZIP Code
Country
Attendance Dates From (mmlyyyy) To (mmliyyyy) In Progress
Certification Date

Applicant Name:  Michael James Subit Uniform Application for Physician State Licensure
Submission Type: FCVS Page 3of 8



6. Postgraduate Training: List all postgraduate programs you have attended, even those you did not complete.

Attach an additional sheet if necessary. If you are not using FCVS, you must complete the attached “Postgraduate
Training Verification” form and send it to all postgraduate training programs you have attended. You must submit a copy
of your certificate of program completion to this Board. Additionally, the postgraduate program must provide this Board
with the Program Director’s recommendation letter. The postgraduate program must forward all documentation directly

to this Board.

6. Postgraduate Training

1 Hospital Name
Hospital Address

City
State/Province
ZIP Code
Country

PGY: (e.g., 1, 2, 3, etc.) D Internship

Department/Specialty

From: ) To:

D Residency D Fellowship D Research D Other

Successfully Completed? I:] Yes I:] No In Progress “D

Month Year Month

Year

Applicant Name:  Michael James Subit
Submission Type: FCVS

Uniform Application for Physician State Licensure
Page 4 of 8




7. Examination History: If you are not using FCVS, you are responsible for contacting the appropriate examination
entity and having a certified transcript of your scores sent directly to this Board.

7. Examination History
List each licensure examination, U.S. or international, you have taken (USMLE, NBME, NBOME, LMCC, Etc.).If additional
space is necessary, please enclose a separate sheet with your application and include all the information below
Examination State  Most Recent Date taken(Month/Year) Passed (P) or Failed (F) Number of attempts
USMLE Step 1 04/2004 P C1F 2
USMLE Step 2 09/2005 P O« 1
USMLE Step2 CS 08/2005 P Orf 1
USMLE Step 3 12/2006 P Olr 1
Applicant Name:  Michael James Subit Uniform Application for Physician State Licensure

Submission Type: FCVS Page 5 of 8



8. ECFMG: If ECFMG is applicable and you are not using FCVS, you are responsible for contacting ECFMG and having
a certified “Status Report” forwarded directly to this Board. There is a separate fee for this report. Reports can be
obtained through the ECFMG web site at www.ecfmg.org.

Certificate Number

8. ECFMG (if applicable)

Issue Date

Valid Through Date

9. State or Professional Licensure: List all state and Canadian provinces where you currently hold or have ever

held any type of medical/osteopathic license. You must also complete the attached “Licensure Verification” form (Form
#1) and forward it to all states in which you have held any health care license or certification. The verifying entity must

forward all documentation directly to this Board. Some state boards charge a fee for this information. Contact the state

board where you hold or held a license to determine their requirements.

1 State/Province

Type
(MD, DO, etc)

9. State Licensure - MD or DO only - attach additional pages if necessary

License Number

Status Issue Date

Applicant Name:  Michael James Subit

Submission Type: FCVS

Uniform Application for Physician State Licensure
Page 6 of 8




10. Chronology of Activities: List ALL activities (medical and non-medical) in chronological order beginning with medical
school graduation to the PRESENT date, using MONTH and YEAR. For any non-working time, you MUST state on

the form exactly what your activities were, such as "vacation” or "seeking employment,” as well as your permanent
address. If you worked for a physician-staffing group or did locum tenens, you must list all facilities where you worked
and include complete dates and addresses. DO NOT SUBSTITUE ANY OTHER RESUME FOR THIS FORM. Be sure

to indicate the percentage of working time spent in clinical administrative duties.

Dates: From/To

1

From:

Month: 07

Year: 2006

To:

Month:
Year:

10. Chronology of Activities

Practice/Employment

Practice/Employment Name
(or list non-working time as indicated above)

Practice/Employment Address 830 Pennsylvania Avenue

Suite 304
City Charleston
State/Province West Virginia
2P Code 25302 Country USA
Position and Department Resident PGY-4-Obestetric and C

Staff Privileges Affiliation

K1 O

Employment

Women and Children's Hospital Charleston Area Medical Center

% Clinical 100% Administrative

l:l Other

Applicant Name:
Submission Type: FCVS

Michael James Subit

Uniform Application for Physician State Licensure
Page 7 of 8




11. Malpractice: List of all claims or suits for medical malpractice made against you. A claim is any formal or informal demand
for payment to any person or organization. If you do not have any such claims or suits, this section will be blank. Please have
your information available before reviewing this section and contact the state board or FCVS to make changes.

11. Malpractice Liability Claims information

Name of patient involved:

In which state did the action take place? Case number (if applicable)

Which court?
(If private compromise or settled before initiation of civil action, state here)

Current status of claim:
D Open (pending) D Closed (settied) I:I Dismissed (no money paid out) D Other
Amount of judgement or settlement $ Amount paid on your behalf $
Month and year of event precipitating claim:
Month and year of lawsuit:
Insurance carrier at time:
What is/or was your status? D Primary defendant I:] Co-defendant D Other

Please provide specifics in reference to the adverse event including the allegations and your role in the event:

Applicant Name:  Michael James Subit Uniform Application for Physician State Licensure
Submission Type: FCVS Page 8 of 8



The Federation of State Medical Boards of the United States, Inc.
Federation Credentials Verification Service
P.O. Box 619850
Dallas, Texas 75261-9850
Telephone: (817) 868-4000
Fax: (817) 868-4099

Physician Information Profile

This report is compiled exclusively for:

Name: Michael James Subit

SSN: Redacted
DOB: 08/30/1976

Packet ID: 112433
Recipient: State Medical Board of Ohio
NOTICE:

The Federation Credentials Verification Service (FCVS) was retained by the above referenced physician to verify his/her medical
credentials for submission to your agency/organization. Unless noted otherwise, all documents contained in this report were

received directly from the issuing institution per written request made by FCVS. All documents bearing the official FCVS seal are
ceritified to be an exact reproduction of the original. Where required, original documents are provided according to the agreements
with the institution issuing such document. FCVS maintains all original documents (excluding third-party examination transcripts) in
the physician's source file,

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

Copyright ©2010 by the Federation of State Medical Boards of the United States, Inc., PO Box 619850, Dallas, Texas 75261-9850.

Rev. 4/7/04 Request ID: 21699962
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FEDERATION CREDENTIALS VERIFICATION SERVICE

Physician Information Report

Identity:

Name:
Other Name Used:

Gender:

Date of Birth:
Place of Birth:
SSN:

Current Address:

Permanent Address:

Telephone Numbers:

Physical Description:

Physical Marks:

Michael James Subit

N/A

Male

08/30/1976

Wheeling, WV USA
Redacted

707 Chesapeake Street
Charleston, WV 25309

Same

Bus: 304-989-1267
Fax: N/A

Home: 304-972-6296
Other: N/A

Height: 6' 03"
Weight: 250 1bs

Eye Color: Brown

Hair Color: Brown

Description: N/A
Location: N/A

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

Institution:

Dates of Attendance:
Degree Conferred/Issued:

West Virginia University, Morgantown, WV 26506-6009

07/1994 - 07/1998
Bachelor of Arts

Medical Education:

Medical School:

Dates of Attendance:

Date Degree Conferred/1ssued:

Degree Conferred/Issued:
Unusual Circumstance:

West Virginia University School of Medicine
PO Box 6009
Morgantown, WV  26506-6009

08/20/2001 - 05/14/2006
05/14/2006

Doctor of Medicine
Leave

Probation

See Form



Graduate Medical Education:

Institution: West Virginia University (Charleston Division)
Department of Obstetrics and Gynecology

Training Level:
Program Type:

Specialty/Subspecialty:

Dates of Attendance:

830 Pennsylvania Avenue # 304
Charleston, WV 25302

1

Internship

Obstetrics and Gynecology
07/01/2006 - 06/30/2007

Completion: Yes
Accreditation: ACGME
Training Level: 2-3
Program Type: Residency
Specialty/Subspecialty: Obstetrics and Gynecology
Dates of Attendance: 07/01/2007 - 06/30/2009
Completion: Yes
Accreditation: ACGME
Training Level: 4
Program Type: Chief Resident
Specialty/Subspecialty: Obstetrics and Gynecology
Dates of Attendance: 07/01/2009 - 06/30/2010
Completion: To Be Completed On 06/30/2010
Accreditation: ACGME
Unusual Circumstance: None
Fifth Pathway:
N/A

Examination History:

Licensure Examinations:

USMLE Step 1
USMLE Step 2
USMLE Step 3

Board Action:

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



Credentials Analysis Report

The Credentials Analysis Report is a comparative report of a physician’s credentials as reported to FCVS by the
physician applicant and the primary source (Medical School, PGT program, etc.). It will also list particular missing
documentation, if any, as outlined in the FCVS Policies and Procedures.

Physician Identification:

Name:
DOB:
SSN:
Packet ID:

Request ID:

Michael James Subit
08/30/1976
Redacted

112433

21699962

OMISSIONS

There are none identified.

DISCREPANCIES

Discrepancy 1:
Section of Profiie:

Discrepancy:

Follow-Up:

Examination History

The applicant reports sitting for USMLE Step2 CS in 08/2005. The USMLE transcript
reports the examination date was 07/30/2005.

Left to Recipient's discretion.

MISCELLANEOUS INFORMATION

Miscellaneous 1:
Section of Profile:

Issue:

Follow-Up:

Medical Education

The applicant and West Virginia U Sch Med report Leave and Prob in the Unusual
Circumstances sections of the application and the verification form, respectively during
attendance at this institution.

See comments on Verification of Medical Education Form. A copy of the FCVS Medical
Education application page completed by the applicant is included.

Miscellaneous 2:
Section of Profile:

Issue:

Post-Graduate Education

The applicant and West Virginia University (Charleston Division) do not report the same
program types for PGY 1.



Follow-Up: ' FCVS does not follow up on program type based on the definition of a resident per
ACGME (A physician at any level of GME in a program accredited by the ACGME is
considered a resident.).

End of report for Michael James Subit

Packet I1d: 112433 Request Id: 21699962 Report Created By: DDS



The Federation of State Mcedical Boards
of the United States, Inc
PO Box 619850
Dallas, 1 exas 75261-9850
Telephone: (81 7)86K-4000
FAX (817)868-4099

BOARD ACTION CT.EARANCE REPORT
March 12, 2010

LCVS
400 Fuller Wiser Rd,, 17209
Luless, 1X 7639

Re: Doard Acuon Query Dated: March 12, 2010
Your Referenee Numnber: FCVS-DDS
FSMB Batch Number: BQ1732628

The followitg is a final report of the search results fiom the Board Action Data Bank as of March 12, 2010 for practitioners st
above-referenced barch for which NO beard actions were identified

Practitioners (leared with No Acrions as of March 12, 2014

Item Name DOB School Yr/Grad
14 Subit, Michael Tames 08/730/1976 049030 2006
LICENSE HISTORY
State Board

No License Informartion Available

PLEASE NOTE: The licensure history inlormation contained in these reporls is not considered licensure
verification but rather an indicator of known states of historical licensure for these individuals. Use of
this information should bhe fimited to cross-reference purposes.




AMERICAN BOARD OF MEDICAL SPECIALTIES
VERIFICATION OF CERTIFICATION

As of: 3/12/2010

State Queried For: State Medical Board of Ohio
Physician Name: Michael James Subit
Date of Birth:

Year of Graduation:

Social Security Number:

ABMSU ID:

The data provided to FCVS by the ABMS does not include Specialty Certification information on file for this physician. This
does not mean that the physician is not certified by one or more of the Member Boards of the American Board of Medical
Specialties, as the data provided by ABMS does not include some physicians for which they have incomplete data.

All information on the ABMS report is based on a search of data shared with the FSMB by the
American Board of Medical Specialties. For some physicians the biographic data in the ABMS
database is incomplete and is not included in the shared data. FCVS is unable to verify specialty
certification on these physicians. FCVS does not follow up with the applicant or ABMS on any missing
or discrepant information.

REV 02/25/2010 Request ID:21699962 Packet ID: 112433
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STATE

: Affidavit and Rel
g‘ég%% and Authoﬂzatlo: fora;e!e:;:i:’elnfoﬂﬂaﬂoﬂy

Documents and Records

1, the undersigned, being duly sworn, hereby certify under oath that | am the person named in this applicztion, that all starements | have
or shall make with respect thereto are true, that | am the onginal and lawful possessor and person named in the vanous {orms and ere-
denmals fusnished or 1 be furnished with cespeet to my application and thar all documents, torms or copies therent furnished or 1o be
furnished with respect 1o my application are strictly true in every aspect.

I acin.-wlcdgc that I have read 2nd understand the “Instructons for Complenng the FCVS Apphearion™ and have answered all yuestwns
contained i the appleanon rathfully and completely I further acknowledge that fadare on my part 1o answer questons suthiully and
curnplln:lciy may lead ro my being prosecuted under appropnare federal and state laws.

warve confidentiality, authonze and request every person, hospatal, chinic, guvernment agency (local, stare, federal or foreign), courr,
assocition, institution or law eafozcement agency having custody or control of any documents, records and other informarion peraming
to me to furnish o the Federanon Credentials Venfication Service (FCVE) 2oy such information, including documents, secords reganding
charges or complenis Gled aganst me, formal or informal, pending or closed, my examinagon grades, or any other pernnent data and ©
permit FOVE o any of its agents ur representatives to inspect and make vopies of such documents, weconds, and other mfomanon i con-
nectioh with tus apphication that can subsequently be provided to prafessional licensing boards, hospitals and other enaties when | apply
for hicensure, stafl membership, employment or ather privileges.

1 hereby relesse, discharge and exonerate FCVS, 1rs agents or representanves and any persan, haspital, ckinie, goverament agency (Iocal,
state, federal or foragn), court, assoaanon, wstination or lw enforcement agency having custady or contrnl of any documenrs, recnrds
and other information pestaning ro me of any and o1l lishiliey of every nature and kind arising out of iavestigation made by FCVS.

1 will immediately aonfy FOVS in writing of any chunges o the answers 1 any guestions conpned m this application if such 2 change
otcurs at any tme pror to my FCVS Physician Information Prohle bemg matled.

by ol Ml W BN L5 e -
Applicant’s Signarure {must be signed in the presence of a notary)

Subit

\p["xhchrﬁ'; Pranted Lawt Namne

Michael J._

Apphcunt’s Pnnted First Name, Middle Ininal and Suffix (eg, Jr)

VEJETI 08[30(1970

L dare Dhite of Birth
Redacted
Applicant SSN 4 " =
NOTARY
Your seal or stamp most he partly epon the photograph.
\ = e 1
R \ 2=
.\‘v.—.n:.,r__w’lﬂ' _\_l}ifm\ A County of KﬂﬂWhQ _ %ﬂgégz
). ' Vh o \Q 5553093
SUBSCRIBED AND SWORN TO before me this 37 ™™ day of ~JAAMRYNY 29 2®c33
|-5-13F $952233]
My corfimission expires \ s biice o V) ‘E- ggo b ar
' 238258
(NOTARY PUBLIC SIGNATURE & SE pg%%%%%
Notary Public signature:____ ’ == o s » l
above did appear personally before me and that I did identi £

I certify that on the date set forth above the i:fvi vl vam
h
graph affixed bereto, and (b) comparing the apfheant’s signamse made in my presence on this form with the signature an bis/her identifying

{a) comparing his/her physical appearance wit photograph on the identifying ducoment presented by the applicant and widh the phota-

document.,

Federation Credentials Verification Senvice

Wy,
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Section 111

Medical Education



’ . RATION CREDENTIALS VERIFICATION SER CVS)

VERIFICATION OF MEDICAL ED TION
(This form must be completed by the medical school)

TIONS TO THE D
The individual identified on the attached Authorization For Release of information, Cocuments and Records
form has authorized your madical school to provids to the Federation Cradentials Verification Service (FCVS)
any and all information pertaining to their education at your Institution. Please complete this form and
forward It to FCVS 1n the enclesed postage-pald, self-addressed envelope,

Pleasa note: If your institution processes transcript requests through another office, FCVS has
likely made such a request under separate cover. If your office also

trenscript requests, please attach the individual's officlal tranacrpt (which
indicates courses taken, dates and hours of attendance, and scores,
grades, or evaluation).

Completo Address: P.0, BOX 9111

dress: 1146 HEALTH SCIENCES CENTER

ORGANTOWN State: wv 2 Code (Postal Code): 26506~9111

if name of institution was differenl when this Individuel attended, please note this name below:

Proemaedical Educatlon:

Years of education required for admission to your medical school; . four

Credantial/degree presented by the applicant for admission to your medicai school:  B-A.

Enrollmgnt and Particlpation: Our records indicate that SUBIT, MICHAEL JAMES

(type/print indlviduefs nama: Last, First, Middie. Suffix}
attended our medical school for totel of _152__ weoks of medical education on the following dates (mmvddiyy):

From 08 ;20 / 2001 To 05 / 14 { 2006
Menth Date Year Manth Data Year
This individual (check one):

Was awarded the degree of __DOCTOR OF MEDICINE on 05 l4 ; 2006
: Month Data Yaar
Was NOT awarded a degres because
(please in - attach additonal pages if necessary)
Certification: By my signature,|, NORMAN D. FERRARIWL%.}-.' ) . certify that the abava

is an accurate account of the above named Individual's officlal records maintained in this and is trus

ct to my knowledpe.
Slgnature:MQ/\M ‘

Title: __ASSQOCIATE DEAN FOR STUDENT SERVICES

If no meel Is Date of Signature: FEBRUARY 1, 2010

gvailable, this form
must bo notartzed,

Phone: (304 ) 293-2408 Fex: (304 ) 293-7814

Email;

Thoe Fedarntion Credentials Verification Sarvice Is a division of Tha Fedanztinn af Stata Madical Boands of #ha Unitad Statas, Inc.

e

Rev. 0607 PecketiD: 112433 RequestID: 21689962 FOVS <" [048030] Page 1 of 2



’ . FEDQT[ON CREDENTIALS VERIFICATION SERV FCVS)
(continued) .

rcumstances: Tneo follawinp questians apply to unusual circumatances that occurred during ary part of the
Individual's| medical education. Plaase check the eppropriats rasponss and provide dates and requested informatian. “Yes”
responses to any of these questions require a copy of explanatory records or a wiitten explenation (attach additional pages &s

1. Do this Individual’s official records reflact (an) Interruption(s) or extension(s) in his'her medical education?
esponse YES No [

f YES, pleass select tha raason(s) for, Indicats the dates of the inlerupticn{s) or extension(s) and check whether the
interruption/axdension was approved or unapproved.

From Ma/Yr Jo Mofyr Unapproy:

E

O

PersonakTamily
emic remediation  9/17/2003 7/5/2004

Hasith

ggncial

Participation in joint degree

Program {.g., MD/PhD)
riidipation in non-research

8 study (e.g., fellkowship,

in tional experience)

P;.mclpaﬁon in non-degres research
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YEs [] NO [3
if YES, pleasa provide detalled documentation/information about the nature of the limitations or speclal requirements.
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MICHAEL JAMES SUBIT

November 1, 2005

IDENTIFYING INFORMATION

Michae! James Subit is a fourth-year student at the West Virginia University School of
Medicine, Charleston, WV. He Is enrolled in the combined MD/MPH program.

ACADEMIC HISTORY
Date of Expected Graduation from Medical School: May 14, 2006
Date of Initial Matriculation in Medlcal School: August 20, 2001

Please explaln any extenslons, leave(s) of absence, gap(s), or break(s) in the
student's educational program: Mr. Subit was placed on administrative leave after
posting a failing score on his initial attempt at USMLE Step I. He resumed the
curriculum after posting a passing score on his second attempt.

For transfer students: Not Applicable
Date of Initial Matriculation In Prior Medical School:
Date of Transfer from Prior Nedlcal School:

Was this student required to repeat or otherwise remediate any coursework
during his/her medical education? Yes [ No []

Please explain: Mr. Subit was required to remediate the Pharmacology course from
the 2 year of the curiculum.

Was this student the reclpient of any adverse action(s) by the medical school or
its parent institution? Yes [X] No []

Please explain: Mr. Subit was placed on academic probation after obtaining an
unsatisfactory evaluation in the pharmacology course during the second year of the
curriculum. He was removed from probation after successfully remediafing the course
and completing the 3" year of the curriculum.

ACADEMIC PROGRESS

Preclinical/Basic Sclence Curriculun:

Pone 304-347 1319 | Qffice of Student Services
BRS-2427
Fax: 3048347 '251
Sodentsaiossmecmng 371 MacCorkle Avenue SE

Qhsa.wwvu.odu Charleston. AV 25304-1299 Equal Qpportuntty; Affirmative Action “rstta ,
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Michael James Subit completed the first two years of the curriculum in a satisfactory
manner. He successfully passed Step 1 of the USMLE exam on the second attempt
with a score of 206.

Core Clinical Clerkships and Elective Rotations:

Clerkship 1:Family Medicine:

Knowledge Base: Very solid exam scores. Very bright; asked the right questions.
Appeared to be ahead of his peers early in the third year. Good formal oral
presentation: DKA vs. Honk.

Clinical Skilis: Good presentation of patient history and physical. Solid exam skills;
history taking and oral verbal ability above expectations. Well organized.

Work Ethic: Michael was hardworking and genuinely interested in patients. Efficient —
able to evaluate patients quickly without missing much. Particlpated well; very energstic
and eager tn leam. Showed initiative.

Professional Behavior: Interaction with both patients and staff were friendly and open
while remaining professional. Mature; good doctor/patient relationship. Worked well as
part of team.

Clerkshlp 2: Pediatrics:

Final score 354.4/406 total points. Core knowledga (10% of final grade) 34.2/40,
Professional skills (15% of final grade) 55.3/60. Clinical skills inpatient {15% of final
grade) 51.9/61. Clinical skills outpatient (15% of final grade) 59.7/65. Communication
{15% of final grade) 54.3/60. Final exam score (30 % of final grade); raw score 82.5%
(99/120).

Knowledge Base: Good fund of knowledge, always reading about patlent topics. Read
about each patient. Michael had a stronger knowledge base than most of his level and
worked hard and read extensively it seemed. Read about patients,

Clinical Skilis: He was actively Invoived In the diagnosis and workup of his patients. He
showed interest in learning pediatric disease processes. He went the extra step and
provided written suggestions far his patients. Good presentation skills, concise. Good
history taking — very thorough, good leadership skills — oriented new student to clinic -
process and procedures. Very thorough and appropriate history and physical. He
presented a case of childhood obesity and guided the housestaff through a discussion
of differential diagnosis/complications and treatment. Wall done! Prepared and delivered
a concise, Informative and succinct presentation on Empyema and Pleural Effusion.
Work Ethlc: Always available and willing to help out team.

Professional Behavior: Michael did a good job on the pediatric rotation. Highly
motivated. Good attitude, wanted to learn and seek more knowledge. Very good job on
fioor, Followed patients closely and was actively involved with patients and a good team
player with other residents. Well groomed, timeiy.

- Clerkship 3: Obstetrics and Gynecology:

- Knowledge Base: Practical Exam — 99%; MidTerm — 90%; Shelf Exam — 74 (66"
' percentile); Group Presentation — Excellent; Joumal Presentation — Excellent;
Comments —Excellent knowledge base.
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Clinical Skills: Compassionate, motivated. Well liked by patients, staff and residents.
Respected his patients. Ideal medical student.

Work Ethic: Hard worker, responsible, dependable. Enjoyable to work with. Honest.
Professional Behavior: Professional, respectful, mature. Will make a great obstetrician
and gynecologist — hope he chooses Charleston.

Clerkship 4: Internal Medicine:

Knowledge Base: Overall Score = 80.5. Shelf Board Score = 89 (30™ percentile).
Rated either above average or superior by all reviewers. Very enthusiastic and eager to
learn with excellent fund of knowledge. Looked up facts and informatien independently
without prompting.

Clinical Skills: Sought out and enjoyed procedural activities. Great potential to
become a highly skilled physiclan. Michael formed close therapeutic relationshlps with
his patients and thoroughly worked up their medical conditions. Almost at the intern
level, just needs to wark on development of treatment plans (which typically comes with
4" year sub-intemship).

Work Ethlc: Capable and enthusiastic. Energetic. Organized and interested.
Professional Behavior: Very mature in his dealings with patients and members of the
medicine team. Exemplary behavior and professionat demeanor. A leader among his
peers.

Clerkship 5: Psychiatry:

Knowlaedge Base: Mr. Sublt had a good working knowledge of psychiatry and had a
goad understanding of the thecrstical base of psychiatry, and was able to apply this to
clinical practice. He was very bright and read a lot. His patient presentations were
good, and he obtained a perfect score on his formal case presentation to peers and a
faculty preceptor. He scored at the 71 percentile nationally on the sheif examination in
psychiatry. Overall, he did extremely well in demonstrating his facility with the material
presented to him on this rotation.

Clinical Skills: He successfully met or exceeded all of the clinical skills requirements
as measured by the demonstrable competence forms completed by faculty and
residents. He was very psychologically minded, and resldents noted that "he had very
good observational skills, he can quickly interact and collect relevant clinical information
and organize it; his clinical formulations are very good.” Also noted; “Michael had
good interviewing skills and an excellent bedside manner; he structures his questions
well, has empathy and forms rapport with patients easily." Facuity noted that *he was
bright, and comfortable doing psychlatric assessments and looking Into psychosocial
factors. He enjoyed challenging, complex cases. He makes good observations and
presents cases well.”

Work Ethilc: Mr. Subit was a hard worker, very dedicated to his duties, He was prone
to arrive early and stay late, and was always wiiling to pitch In clinically as needed for
extra wark. He clearly took hia role very seriously, althaugh he had a finely tuned sense
of humor and got along well with the other staff. He was generally viewed as a diligent
and astute observer.

Professional Behavior: He aiways dressed and groomed himself in a professional
manner, and as noted had good emotional intelligence and social savvy. He had a very
pleasant and outgoing personality and was well liked, but could be quite serious when
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the situation called for it. It was the consensus opinion that this young man will make an
excellent resident.

Clerkship 5: Neurology:

Knowledge Base: Michael had good working knowledge of Neurology, scoring a 68 on
the Neurology Shelf Exam, He asked insightful questions during rounds, which
reflected his reading. His presentations on rounds showed good command of
Neuroanatomy, Neurophysiology, and Neurapharmacology.

Clinical Skills: Michael's clinical skills were outstanding. His consult write-ups were
well-composed and logically laid out. He performed thorough Neurologic exams, and
gave well-reasoned case presentations on rounds. He was able to apply his findings on
the physical exam toward the differential diagnosis.

Work Ethic: He was a tireless worker, eagerly accepting all clinical work assigned to
him. He was a valued member of the consult team.

Professional Behavior: |n addiion to being prompt and respectful, Michael's excellent
sense of humor helped him fo develop a warm rapport with patients and staff alike.

Clerkship 6: Surgery:

Knowledge Base: He had an excellant base of knowledge scoring 79 (87" percentile)
on the shelf exam and 76 on the midterm.

Clinical Skilis: Good history and physicals and his presentations were well organized.
Work Ethic: He was an important part of the team. He was dependable and
prepared.

Professional Behavior: An excellent student physician.

SUMMARY:

Michael Subit has progressed through the medical degree curriculum in a satisfactory
manner. His performance during the clinical rotations has been particularly noteworthy.
He has an excsllent bedside manner and a superior work ethic. He works well
independently and as part of a team. He has been actively involved In research, with
several publications resulting from his work. He demonstrates highly professional
behavior. He Is ranked in the 4™ quartile of his class. He will make a fine

house officer.

Jies P. Griffith, M.D.
Associate Dean for Student Services




Waest Virginia University School of Medicine
Charleston, West Virginia

Explanation of the Medical Student Performance Evaluation Appendices

Attached to each Medical Student Performance Evaluation (MSPE) far a student from
the West Virginia University Schaool of Medicine you will find five appendices. These
documents include graphical displays of student performance in course work during the
first, second and third years of the curriculum, thelr final ranking into an academic

J quartile, and a narrative description of the school as requested with the MSPE format.

Student performance is ranked into no more than four categories which includes
honors, satisfactory and unsatisfactory. The total number of students receiving each
summative performance indicator is noted on the y-axis and the name of the course is
located on the x-axis. The quartile distribution is done on a percentage basis and not
an absolute number. The category in which the individual student is located is
designated by an arrow at the top of the appropriate bar in the graph.

Questions should be addressed to the Assoclate Deans for Student Services, who are
responsible for the preparation aof this document.
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Comparative Performance Data For:  Michael James Suhit

Appondix A: Comparative Ferlormance in First-Year Gourses
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Appendix C: Comparative Performance in Third-Year Coursas
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Appendix E: Medlcal School Information Page

Woest Virglnia University School of Medicine
Charleston, West Virginla

The West Virginia University School of Medicine was established in 1802 as a
two year, pre-clinical campus. In 1960 the curriculum was changed to a four-year
program awarding the MD Degree. A clinical campus was established in 1972 in
Charleston, West Virginia for complation of the clinical portion of the curriculum.
in 2002, a third campus in Marlinsburg, West Virginia was opened;

As a state supported school our mission Is to educate natives of West Virginia to
serve the health care needs of the citizens of the state. Our average length of
enrollment is 4 years to complete the MD Degree. The Morgantown and
Charieston campuses have a fraditional third yaar curriculum with six, eight week
blocks. The Eastern campus uses an integrated method where three clerkships
ars completed simultaneously over & six month period.

The evaluation system includes letter grade plus namative evaluation for all
coursework. Official grades include Honors, Satisfactory, Unsatisfactory, and
incamplete. The Honors designation is restricted to no more than the top 15% of
a course,

USMLE Requirements:
Step 1. required for promotion to third year of curriculum, and for graduation
Step 2 (CS and CK): not required for promation, but is required for graduation

Successful completion of a comprehensive Objective Structured Clinical
Evaluation {OSCE) is required and occurs at the completion of the third year of
the curriculum and prior to graduation.

Utllization of the clerkshipharrative comments in the canstruction of the MSPE
includes complete and unabridged narrative comments. .

Utilization by this medical school of the AAMC “Guidelines for Medical Schools
Regarding Academic Transcripts” Is completely in compliance with the
recommendations.

This MSPE is the responsibility of the Office of Student Services and is signed by
the Associate Dean of the campus where the student completed his/her required
clerkships.

Students are permitied to review but not edit their MSPE prior to its transmission.
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Graduate Medical Education Training
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‘rﬂﬂon Grodentials Verification Service (F&

Fedarefion Place, P.0. Box 818860, Dalles, TX 76281-5850
Tel: (817) BB3-5000 Fox (317) 868-5069

‘ Varification of Postgraduate Medical Education

[

n: Wast Virginia Unlversity {Charfeston Divisian)
Department of Obstetrics and Gynecology

atention: Program Director

Affiiatern
Untverelty:

Charieston 25302-3380

Name: Subit, Michael James

DOB:  08/3011876
individugl's Neme on Record {if different from above):

Please explain amy "Yes” response from above:

ELECTRONICALLY

PaY: 1 Specialty!Subspacaity: Ob/Gyn
m“ﬁ’ From: 07/01/2006 To: 06/30/2007
CIchiet ::'danw Successfully Completed?: [XYes Ono CIn Progress
DIFeltowship Accredited by: RACGME [DJAOA  [OLCGME [IRSC [JCFPC
OResearth [OJRCPSG  [JAPPAP [[INone of thess
PGY: 2.3 BpeclaityBubspeclaity: Ob/Gyn
Cintemship From: 07/01/2007 To: 06/30/2009
Reaid!
gcm efenw ncy Successfully Completed?: [XiYes ) C2'n Progress
[JFellowship Accrodited by: DJACGME  [JACA CILCGME [IrRSC OCFPC
CIRessarch ORCPSC  [JAPPAP  [INone of thess
POY: 4 Speclalty/Subspeciaity: Ob/Gyn
Clintemship
ClRestdency From: 07/01/2008 To: 06/30/2010
EIChisf Resldency Successfully Completed?: [JYes Ono Blin Progress
g:i"’m"““"’ Accredited by: [HACGME [JAOA  [JLCGME [IRSC  [ICFPG
[CIRcPsC OarPaP [None of these
1. Did this Individual ever take a lsava of ahsence or break from hisher trANIND? ..eeeeevevercesienens. LJYES  [XIND
2. Was this individual ever placst on ProbAMONT ......cveieermtiimrecniieermriorossansrsmsssorsenanisanssesanes [Iyes XINo
3. Was this individual ever discipiined or placad under Investigation? .......... ermcrsnnssimnimenen L1YE8  [XINO
4, Wara any negative reparts for behavioral reasons aver fled by NBIUCINST .o ereeesereceeoraenecns COyes XNo
6. Wora any limitations or special requirements placed upon this individual becausa
of quostions of academic ncompetence, disciplinary problems or any Gther reaBoN? w....eesssicereris Oves XNo

’ ls'avallab‘le

signature, of the prcgram director (M.D.J/D.O. only).

Completfon of the following Ia cariification that the information above {8 an accurate geoount of this Individuals
records and Is true and comect. The signature line must contain the original signature, or the slectronis typed

3| Nema: §. Greg Heywood, M.D.

signature: S Greg Heywood, MD.

i W""‘““’“‘"“’ i Tieo: Reskdartoy Program Direolor of Signature:
. formnotanzed £ Titio: Resldency Proprem Oate of Signaturs: Jorwery 22,
| -] e 3048881518 Fax 304-388-1585 E-Melk shavvaod @hec wvu.edu
Rsv. 0807106 Pecket ID: 112433 Requeat I: 21689882 M cooe [20377)
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20.Postpraduate
Medical
Edueation

Full Namc: Michael James Subit
Packet ID; 112433

Charleston Areg Medical Center

Complete name of hospital where training was conducted (Do not abbreviate).
Weat Virginiz University School of Medicine

Complets nams of affiliated university ar college (Do not abbreviete).

501 Morris Street

Address line 1

PO Box 1547
Address line 2

City State/Province

ZIP/Postal Code

PROVIDED BY
APPLICANT

Obstetrics and Gynecology
Specinlty/Subspecialty

From: 7 /2009 To: 7 /2010

leted?

D Yes dNn In Progress

[ Iotemship Obstetrics and Gyneeolo

Specialty/Subspecialty

From: 7 /2008 To: 7/2009

Successfully Co
B ves CINo

leted?
In Progreas

Obstetrics and Gynecology
Specialty/Subspecialty

From: 7/2007 To: 7/2008

Successfully Completed?
[X] Yes ElyNo [] In Progress

[ intemship Ob: and olp
P Residency
] Chief Residency
] Fellowship

Specialty/Subspecialty

From: 7 /2006 To: 72007

leted?

. { Yes [:rNo In Progress

Dld you sver take R Ieave(s) of absence or break(s) from your medical education?

Were you ever placed on probation?

Wezre you ever disciplined or placed under investigation?

Were any negative reports for behavioral reasons ever filed against you?
Were any limjtations or special requirements imposed on you becausc of
academic, incompetence, disciplinary problems or for any other reason?

[J Yes I No
] Yes B No
] Yes XINo
[ Yes X No

[ Yes X]No

Please explain any “YES” response from above:

e

Signature: Michael Tames Subit, MD

Date: January 28, 2010

By typing my name above, I certify that [ amt the individual refirenced in the FCVS application end that | egree to the terms and sonditipns set
fmﬂxg:miem. Furthermore, | acknowledge that 1 have anewered all questions and reparicd all information on tris epplicution page muchfully and
campletely,
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M
707 Chesapeake St.
Charleston WV 25309

State Medical Board of Ohio

30 E. Broad St., 3rd Floor  Columbus, OH 43215-6127 e (614) 466-3934 e Website: http:/med.ohio.gov/

1/28/2010

ichael James Subit, MD

Your application for Ohio licensure has been reviewed. As of this date, the following has not

b

en completed/received:

We have not received your core credentials packet from the Federation Credentials
Verification Service (FCVS). To inquire about the status of your core credentials packet
contact FCVS at (888) 275-3287.

ALL RESPONSES MUST BE IN WRITING. NO INFORMATION WILL BE TAKEN BY

th

ONE.

Inquiries about the status of your application must be requested in writing or by emailing the
Board at med.license@med.state.oh.us.

The application processing time is ordinarily 10 to 12 weeks after receipt of an application by

e Board. An incomplete application or any unusual circumstances may delay processing

time.

e sure to notify the Board, in writing, of any address change.
Sincerely,

Licensure Department



State Medical Board of Ohio

30 E. Broad St., 3rd Floor e Columbus, OH 43215-6127 e (614) 466-3934 e Website: http://med.ohio.gov/

4/23/2010

Michael James Subit, MD
707 Chesapeake St.
Charleston WV 25309

This is to notify you that you are now licensed to practice medicine or osteopathic medicine and
surgery in the State of Ohio. The Board approved your request and your license number 095198 was
issued on 04/23/2010 and will expire on 01/01/2012.

Enclosed is your wallet card and wall certificate. The wall certificate, by law, must be displayed in
your office or the place where a major portion of your practice is conducted.

Please be advised that verification of your Ohio license must be obtained directly from the Board’s
website at http://med.ohio.qov in the “Licensee Profile and Status section. The website is updated
immediately to reflect newly issued licenses.

The Dhio Medical Board operates a “staggered renewal” system based upon the first letter of your
last name at the time of licensure. Enclosed is a chart and information outlining the staggered
medical license renewal system and continuing medical education (CME) hours required. Renewal
applications are mailed approximately six months prior to the date of expiration. CME information
may also be obtained from the Board’s website.

SECTION 4731.281, OHIO REVISED CODE REQUIRES WRITTEN NOTICE TO
THE BOARD OF ANY CHANGE OF PRINCIPAL PRACTICE ADDRESS OR
RESIDENCE ADDRESS WITHIN THIRTY DAYS OF THE CHANGE. A CHANGE
OF ADDRESS FORM IS AVAILABLE ON THE BOARD’S WEBSITE.

This notice authorizes you to make application for a U.S. Drug Enforcement Administration certificate
of registration (controlled substance permit). To make such application, contact:

Drug Enforcement Administration (DEA)
431 Howard St.

Detroit, Michigan 48226

(800) 230-6844
www.deadiversion.usdoj.gov/

Any questions regarding the DEA registration must be directed to the DEA office.
Sincerely,

Kay L. Rieve
Administrative Officer

Physician licensure letter.rtf 1/12/09




Renewal ID 1666101

Date

Pleas

chan|

infor

Pleas

Posted: 12/20/2011 9:18:15 AM

registration.

Add

ress Information

CREDENTIAL MAIL ADDRESS

MAI

N

License Information
License Number

License Name

Fees

Relicensure Fee

Medical Board Correspondence Email
1. D
a public record.

Spec

1. Please select one specialty from the field below

ialty Codes

se review all information you have provided. Click on the "Review" button to
ge any information given or click on the "I Agree" button to verify that all
mation posted below is correct and to proceed to payment options.

se note that knowingly providing false information may result in denial of

5888 Cleveland Avenue
Columbus, OH 43231

Franklin County

United States of America
(614) 882-4343
michaelsubit@gmail.com

5888 Cleveland Avenue
Columbus, OH 43231

Franklin County

United States of America
(614) 882-4343
michaelsubit@gmail.com

35.095198
Michael Subit

$305.00

Total Fees $305.00

)id you provide a Credential email address? Please note this information is

OBSTETRICS & GYNECOLOGY

2. Please select one specialty from the field below, if applicable.

https://ohelicense.das.state.oh.us/actOnlineRenewal A greement.asp?renewalldnt=1666101

....... {not Answered}

Page 1 of 5

04/26/2012



Renewal ID 1666101

3. Please select one specialty from the field below, if applicable.

CME-Physicians
1. Have you met the above CME requirements for your license?

Discipline
1. Have you been found guilty of, or pled guilty or no contest to, or received
treatment or intervention in lieu of conviction of, a misdemeanor or felony?

2. Have you surrendered, consented to limitation of, or to suspension, reprimand or
probation concerning, a license to practice any healthcare profession or state or
federal privileges to prescribe controlled substances in any jurisdiction other
than Ohio?

3. Have any malpractice awards been paid by you or on your behalf for acts
occurring in any state other than Ohio?

4. Has any board, bureau, department, agency, or any other body, including those
in Ohio other than this board, filed any charges, allegations or complaints

against you?
....... NO
5. Have you had any clinical privileges or other similar institutional authority
suspended, restricted, revoked or placed on probation for reasons other than
failure to maintain records on a timely basis or to attend staff meetings?
....... NO
6. Have you been addicted to or dependent upon alcohol or any chemical
substance; or been treated for, or been diagnosed as suffering from, drug or
alcohol dependency or abuse?
....... NO
Social Security Number
1.
....... Redacted
Nurse Collaboration Info
1. Are you currently in a collaboration agreement with any Clinical Nurse
Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners?
....... NO

2. List the name/names and type of licensure for each nurse with whom you are

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewalldnt=1666101

Page 2 of 5

04/26/2012



Renewal ID 1666101

(@]

ollaborating. For example: Jane Doe, CNP; Mary Smith, CNS.

....... {not Answered]}

Ohio Employment
1. Do you practice in Ohio?
....... YES
Ohio Workforce Questions
1. "Clinical" - direct patient care
....... 45-49

2. "Research" - study of a treatment, procedure or medication done in a medical

w

etting or for a medical purpose

3. "Administration" - activities related generally to patient care other than direct

contact with a patient (e.g. recordkeeping, clerical tasks, chart review, prior
authorizations with insurers, claims, billing issues, etc.)

....... 5-9
4. "Education" - preceptor, mentor, etc.
....... 10-14
5. "Nolunteering" - providing medical and medical-related services at no cost
....... 1-4
6. "Other" - medical professional activities not included in above categories
....... 5-9
Clinical - Practice setting
1. Enter the number of hours per week spent in "Office/Clinic/Ambulatory
care" (out-patient care).
....... 20-24
2. Enter the number of hours per week spent in "Hospital (in-patient care)".
....... 20-24
3. Enter the number of hours per week spent in "Emergency Room".
....... 0
4. Enter the number of hours per week spent in "Urgent Care".
....... 0
5. Enter the number of hours per week spent in "Other".
L 20-24

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewalldnt=1666101

Page 3 of 5

04/26/2012



Renewal ID 1666101

Workforce Counties

1.

Enter the first zip code:

ol

nter the first county:

Enter the second county:

Enter the third zip code:

Enter the third county:

Practice Arrangement (size)

1.
2.
3.

4.

Worliforce Language Question

Solo practitioner

Single-specialty Group

Multi-specialty Group

Enter the second zip code:

....... {not Answered}

....... {nothnswered}

....... {not Answered}

.....

Employee of a clinical facility or hospital? (Clinical facility is an urgent care,
industrial clinic or similar entity)

1. Do practitioners or staff in your practice communicate in sign language or in a

language other than spoken English?

Lang\Lages

1. Select a language from the drop down list.

2. Se

3. Se

ABMS Certified

lect a language from the drop down list.

lect a language from the drop down list.

....... Spanish

....... Russian

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewalldnt=1666101

A —

Page 4 of 5

04/26/2012



Renewal ID 1666101 Page 5 of 5

1. Are you certified by an ABMS Board?

I understand that submitting a false, fraudulent, or forged statement or
document or omitting a material fact in obtaining licensure may be grounds for

disciplinary action against my license.

Under penalty of law, I hereby swear or affirm that the information I have
provided in the application is complete and correct, and that 1 have complied
with all criteria for applying on line.

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewalldnt=1666101  04/26/2012



8/16/22, 2:54 PM Renewal ID 2328996

Date Posted: 12/9/2013 5:02:03 PM
Please review all information you have provided. Click on the "Review" button to
change any information given or click on the "I Agree" button to verify that all

information posted below is correct and to proceed to payment options.

Please note that knowingly providing false information may result in denial of

registration.
Address Information
CREDENTIAL MAIL ADDRESS 500 South Trimble Rd
Mansfield, OH 44906
Richland County

United States of America
(419) 756-6000
michaelsubit@gmail.com

MAIN 500 South Trimble Rd
Mansfield, OH 44906

Richland County

United States of America
(419) 756-6000
michaelsubit@gmail.com

License Information

License Number 35.095198
License Name Michael Subit
Fees

Relicensure Fee $305.00

Total Fees $305.00

Medical Board Correspondence Email

1. Did you provide a Credential email address? Please note this information is
a public record.

Specialty Codes
1. Please select one specialty from the field below
....... OBSTETRICS & GYNECOLOGY

2. Please select one specialty from the field below, if applicable.
....... {not Answered}

....... {not Answered}

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=2328996 1/4



8/16/22, 2:54 PM Renewal ID 2328996

CME-Physicians
1. Have you met the above CME requirements for your license?

....... YES
Discipline
1. Have you been found guilty of, or pled guilty or no contest to, or received
treatment or intervention in lieu of conviction of, a misdemeanor or felony?
....... NO

2. Have you surrendered, consented to limitation of, or to suspension, reprimand or
probation concerning, a license to practice any healthcare profession or state or
federal privileges to prescribe controlled substances in any jurisdiction other

than Ohio?
....... NO
3. Have any malpractice awards been paid by you or on your behalf for acts
occurring in any state other than Ohio?
....... NO

4. Has any board, bureau, department, agency, or any other body, including those in
Ohio other than this board, filed any charges, allegations or complaints against
you?

5. Have you had any clinical privileges or other similar institutional authority
suspended, restricted, revoked or placed on probation for reasons other than
failure to maintain records on a timely basis or to attend staff meetings?

....... NO
6. Have you been addicted to or dependent upon alcohol or any chemical
substance; or been treated for, or been diagnosed as suffering from, drug or
alcohol dependency or abuse?
....... NO

Social Security Number
1.

Nurse Collaboration Info

1. Are you currently in a collaboration agreement with any Clinical Nurse
Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners?

2. List the name/names and type of licensure for each nurse with whom you are
collaborating. For example: Jane Doe, CNP; Mary Smith, CNS.

....... Natalie Gailey, CNP; Shannon Malikowski, CNP

Ohio Employment

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=2328996 2/4



8/16/22, 2:54 PM Renewal ID 2328996

1. Do you practice in Ohio?

Ohio Workforce Questions
1. "Clinical" - direct patient care

2. "Research" - study of a treatment, procedure or medication done in a medical
setting or for a medical purpose

....... 0
3. "Administration" - activities related generally to patient care other than direct
contact with a patient (e.g. recordkeeping, clerical tasks, chart review, prior
authorizations with insurers, claims, billing issues, etc.)
....... 10-14
4. "Education" - preceptor, mentor, etc.
....... 1-4
5. "Volunteering" - providing medical and medical-related services at no cost
....... 1-4
6. "Other" - medical professional activities not included in above categories
....... 5-9
Clinical - Practice setting
1. Enter the number of hours per week spent in "Office/Clinic/Ambulatory care"
(out-patient care).
....... 50-54
2. Enter the number of hours per week spent in "Hospital (in-patient care)".
....... 10-14
3. Enter the number of hours per week spent in "Emergency Room".
....... 0
4. Enter the number of hours per week spent in "Urgent Care".
....... 0
5. Enter the number of hours per week spent in "Other".
....... 5-9
Workforce Counties
1. Enter the first zip code:
....... 44906
2. Enter the first county:
....... Richland
3. Enter the second zip code:
....... {not Answered}
4. Enter the second county:
....... {not Answered}

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=2328996 3/4



8/16/22, 2:54 PM Renewal ID 2328996

5. Enter the third zip code:

....... {not Answered}
6. Enter the third county:
....... {not Answered}
7. Do you have more than one practice location?
....... NO
Practice Arrangement (size)
1. Solo practitioner
....... NO
2. Single-specialty Group
....... 5-10
3. Multi-specialty Group
....... N/A

4. Employee of a clinical facility or hospital? (Clinical facility is an urgent care,
industrial clinic or similar entity)

Workforce Language Question

1. Do practitioners or staff in your practice communicate in sign language or in a
language other than spoken English?

....... NO
ABMS Certified
1. Are you certified by an ABMS Board?
....... NO
NPI number
1. Please enter your current NPI number
....... 1619196037
DEA number
1. Please enter your DEA number. Only enter one, or the primary DEA number.
....... fs1879305

I understand that submitting a false, fraudulent, or forged statement or
document or omitting a material fact in obtaining licensure may be grounds for
disciplinary action against my license.

Under penalty of law, I hereby swear or affirm that the information I have
provided in the application is complete and correct, and that I have complied
with all criteria for applying on line.

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=2328996 4/4



8/16/22, 2:54 PM Renewal ID 3077198

Date Posted: 12/28/2015 8:54:44 AM
Please review all information you have provided. Click on the "Review" button to
change any information given or click on the "I Agree" button to verify that all

information posted below is correct and to proceed to payment options.

Please note that knowingly providing false information may result in denial of

registration.
Address Information
CREDENTIAL MAIL ADDRESS 500 S. Trimble
Mansfield, OH 44906
Richland County

United States of America
419-756-6000
michaelsubit@gmail.com

MAIN 500 S. Trimble
Mansfield, OH 44906

Richland County

United States of America
419-756-6000
michaelsubit@gmail.com

License Information

License Number 35.095198
License Name Michael Subit
Fees

Relicensure Fee $305.00

Total Fees $305.00

Medical Board Correspondence Email

1. Did you provide a Credential email address? Please note this information is
a public record.

Specialty Codes
1. Please select one specialty from the field below
....... OBSTETRICS & GYNECOLOGY

2. Please select one specialty from the field below, if applicable.
....... {not Answered}

....... {not Answered}

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=3077198 1/5



8/16/22, 2:54 PM Renewal ID 3077198

CME-Physicians

1.

Have you met the above CME requirements for your license?

Discipline

1.

At any time since signing your last application for renewal of your
certificate have you been found guilty of, or pled guilty or no contest to, or
received treatment or intervention in lieu of conviction of, a misdemeanor or
felony?

At any time since signing your last application for renewal of your
certificate have you surrendered, consented to limitation of, or to suspension,
reprimand or probation concerning, a license to practice any healthcare
profession or state or federal privileges to prescribe controlled substances in any
jurisdiction other than Ohio?

At any time since signing your last application for renewal of your
certificate have any malpractice awards been paid by you or on your behalf for
acts occurring in any state other than Ohio?

At any time since signing your last application for renewal of your
certificate has any board, bureau, department, agency, or any other body,
including those in Ohio other than this board, filed any charges, allegations or
complaints against you?

At any time since signing your last application for renewal of your
certificate have you had any clinical privileges or other similar institutional
authority suspended, restricted, revoked or placed on probation for reasons other
than failure to maintain records on a timely basis or to attend staff
meetings?

At any time since signing your last application for renewal of your
certificate have you been addicted to or dependent upon alcohol or any chemical
substance; relapsed, been treated for, or been diagnosed as suffering from, drug
or alcohol dependency or abuse?

Social Security Number

1.

Nurse Collaboration Info

1.

Are you currently in a collaboration agreement with any Clinical Nurse
Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners?

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=3077198

2/5



8/16/22, 2:54 PM Renewal ID 3077198

2. List the name/names and type of licensure for each nurse with whom you are
collaborating. For example: Jane Doe, CNP; Mary Smith, CNS.

....... Shannon L. Malikowski CNP, Natalie Gailey CNP

Ohio Employment
1. Do you practice in Ohio?
....... YES
Ohio Workforce Questions
1. "Clinical" - direct patient care
....... 60-64

2. "Research" - study of a treatment, procedure or medication done in a medical
setting or for a medical purpose

....... 1-4
3. "Administration" - activities related generally to patient care other than direct
contact with a patient (e.g. recordkeeping, clerical tasks, chart review, prior
authorizations with insurers, claims, billing issues, etc.)
....... 1-4
4. "Education" - preceptor, mentor, etc.
....... 5-9
5. "Volunteering" - providing medical and medical-related services at no cost
....... 0
6. "Other" - medical professional activities not included in above categories
....... 0
Clinical - Practice setting
1. Enter the number of hours per week spent in "Office/Clinic/Ambulatory care"
(out-patient care).
....... 40-44
2. Enter the number of hours per week spent in "Hospital (in-patient care)".
....... 10-14
3. Enter the number of hours per week spent in "Emergency Room".
....... 0
4. Enter the number of hours per week spent in "Urgent Care".
....... 0
5. Enter the number of hours per week spent in "Other".
....... 0
Workforce Counties
1. Enter the first zip code:
....... 44906

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=3077198 3/5



8/16/22, 2:54 PM Renewal ID 3077198

2. Enter the first county:

....... Richland
3. Enter the second zip code:
....... {not Answered}
4. Enter the second county:
....... {not Answered}
5. Enter the third zip code:
....... {not Answered}
6. Enter the third county:
....... {not Answered}
7. Do you have more than one practice location?
....... NO
Practice Arrangement (size)
1. Solo practitioner
....... NO
2. Single-specialty Group
....... 2-5
3. Multi-specialty Group
....... N/A

4. Employee of a clinical facility or hospital? (Clinical facility is an urgent care,
industrial clinic or similar entity)

Workforce Language Question

1. Do practitioners or staff in your practice communicate in sign language or in a
language other than spoken English?

....... YES
Languages
1. Select a language from the drop down list.
....... Sign Language
2. Select a language from the drop down list.
....... {not Answered}
3. Select a language from the drop down list.
....... {not Answered}
ABMS Certified
1. Are you certified by an ABMS Board?
....... YES

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=3077198 4/5
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ABMS Specialty
1. Choose specialty from the dropdown list.
....... Obstetrics and Gynecology

2. Choose specialty from the dropdown list.

....... {not Answered}
3. Choose specialty from the dropdown list.
....... {not Answered}
NPI number
1. Please enter your current NPI number
....... 1619196037
DEA number
1. Please enter your DEA number. Only enter one, or the primary DEA number.
....... FS1879305
OARRS Registration

1. Since signing your last renewal have you prescribed or personally furnished
opioid analgesics or benzondiazepines while practicing in Ohio?

I understand that submitting a false, fraudulent, or forged statement or
document or omitting a material fact in obtaining licensure may be grounds for
disciplinary action against my license.

Under penalty of law, I hereby swear or affirm that the information I have
provided in the application is complete and correct, and that I have complied
with all criteria for applying on line.

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=3077198 5/5



License Renewal Application

Submission Date: 12/13/2017

License Type - Doctor of Medicine (MD)

Personal Information

Provide the necessary personal information in the fields to the right. All fields with (*) are required
and must be completed to continue the application process.

Title

Dr.

First Name

Michagel

Middle Name

James

Last Name

Subit

Maiden Name

Socia Security Number

Date of Birth

8/30/1976

Email Address

mi chael subit@gmail.com
Phone Number
4197566000

Other Phone Number
4197566000

Additional Information

Provide the necessary additional information in the fields to the right. All fields with (*) are required
and must be completed to continue the application process.

Do you have other aliases?
What is your gender?
Male

What is your ethnicity?

In which country were you born?

United States

In which state were you born (if United States)?
West Virginia

In which city were you born?



Wheeling

License Mailing Address

Select a license mailing address by clicking the appropriate checkbox to the right (this is the
address used for all postal communications from the Board for this license). To add a new address,
click Add Address, complete the required fields, and click Save.

500 S. Trimble
Mansfield

OH

44906

United States

License Public Address

Select a public license mailing address by clicking the appropriate checkbox to the right (this is the
address that will be viewable by the public). To add a new address, click Add Address, complete
the required fields, and click Save.

500 S. Trimble
Mansfield
OH

44906
United States

Military Service

If you have served in the military, provide the information for the type of service and duration of the
service. Also, provide proof of your service.

Have you served in the military?

Hgs your spouse served in the military?

(nguntry of Service

Service Branch

Areyou still serving in the military (Active or Reserve)?
Were you honorably discharged from your service?
Service Start Date

Service End Date



Specialty Tracking Component

Please list any American Board of Medical Specialties, American Osteopathic Association, or
Council on Podiatric Medical Education specialty and/or subspecialty certifications that you
currently hold.

Medical Speciality Certification - American Board of Medical Specialties (ABMYS)
Medical Speciality - Obstetrics and Gynecology (ABMS)
Medical SubSpeciality - null

Questions

Answer the following questions by selecting the Yes/No option for each question. Once completed,
click Save and Continue.

Question - At any time since signing your last application for renewal of your certificate have you been found
guilty of, or pled guilty or no contest to, or received treatment or intervention in lieu of conviction of, a
misdemeanor or felony?

Answer - No

Question - At any time since signing your last application for renewal of your certificate have you
surrendered, consented to limitation of, or to suspension, reprimand or probation concerning, alicense to
practice any healthcare profession or state or federal privileges to prescribe controlled substancesin any
jurisdiction other than Ohio?

Answer - No

Question - At any time since signing your last application for renewal of your certificate has any board,
bureau, department, agency, or any other body, including those in Ohio other than this board, filed any
charges, alegations or complaints against you?

Answer - No

Question - At any time since signing your last application for renewal of your certificate have you been
addicted to or dependent upon alcohol or any chemical substance; or been treated for, or been diagnosed as
suffering from, drug or alcohol dependency or abuse?

Answer - No

Question - At any time since signing your last application for renewal of your certificate have you had any
clinical privileges or other similar institutional authority suspended, restricted, revoked or placed on probation
for reasons other than failure to maintain records on atimely basis or to attend staff meetings?

Answer - No



Question - At any time since signing your last application for renewal of your certificate have any malpractice
awards been paid by you or on your behalf for acts occurring in any state other than Ohio?
Answer - No

Question - Are you currently in a collaboration agreement with any Clinical Nurse Specialists, Certified
Nurse-Midwives or Certified Nurse Practitioners?
Answer - Yes

Question - Since signing your last renewal have you prescribed opioid analgesics or benzodiazepines while
practicing in Ohio?
Answer - Yes

Question - Primary NPI Number
Answer - 1619196037

Question - Primary DEA Number
Answer - FS1879305

Question - What is your current employment status?
Answer - Actively working in a position that requires the license | am renewing

Question - Do you currently possess an active license other than that for which you are renewing?
Answer - No

Question - On average, how many hours per week do you work under the license for which you are currently
applying or renewing?
Answer - 50

Question - How many locations are you currently working in that require the license you are renewing?
Answer - 2

Question - Please provide the following information for up to 3 locations in which you use the license you are
renewing, beginning with the locations you spend the most time: Facility Name, Address, City, State, Zip
Code, Health Care Facility Type

Answer - Women's Care Inc., 500 S. Trimble Rd, Mansfield, Ohio 44906, Ohio Health Mansfield, 335
Glesserner Ave., Mansfield, Ohio 44903

Question - Do you have hospital privileges?
Answer - Yes



Question - Which of the following best describes your five-year employment plan?
Answer - Maintain practice hours asis

Question - Please select alanguage, other than English that you personally use to communicate with patients.
Do not include a language that you use with the help of an interpreter or language software.
Answer - Not Applicable

Question - What is your U.S. residency status related to your employment?
Answer - U.S. Citizen

Question - Do you consider yourself Hispanic, Latino/a or of Spanish origin?
Answer - No

Question - Are you registered with the Ohio Automated Rx Reporting System (OARRS)?
Answer - Yes

Attachments

If applicable, upload the Attachments for your license application by clicking the Add Attachment
button(s). If uploading an attachment as a submission, it is necessary that the name of the file
attachment is less than 80 characters in length for it to be received successfully. The character limit
does include the file attachment extension, such as (.doc) and (.pdf). The (.exe) and (.html) file
extensions are not supported for submissions. For documentation that needs to be submitted
directly to the Board or by hardcopy, please acknowledge by clicking the Attest button(s). If no
attachment or attestation items appear, please click the Save and Continue button.

Review + Submit

Once the review has been processed, the license application will be completed.



Application Review - Completed

Attestation

| understand that submitting a false, fraudulent, or forged statement or document or omitting a material fact in
obtaining licensure may be grounds for disciplinary action against my license. Under penalty of law, | hereby

swear or affirm that the information | have provided in the application is complete and correct, and that | have
complied with all criteriafor applying.

Consent to Electronic Signature - Consented

Date/Time Stamp - 12/13/2017 10:46:15

Type your First Name and Last Name as they appear on the application to sign electronically.
Michael Subit

Submit your Application -After clicking the * Submit’ button below, you will no longer be able to change this
application. PLEASE DO NOT USE THE BROWSER'SBACK BUTTON ASTHAT MAY
OVERWRITE YOUR DATA. If you want to return to your application, simply log out and log back in.

If this application requires payment you will be prompted to begin the payment process. Y ou must complete
the payment process before the board will review your application. If this application does not require
payment, you will be navigated back to the eLicense home page and the board will review your application.



Submission Date and Time: 12/9/2019 7:32 PM

License Renewal Application

License Type - Doctor of Medicine (MD)

Per sonal I nformation

Provide the necessary personal information in the fields to the right. All fields with (*) are required and must
be completed to continue the application process. Demographic and workforce data collected for some
licensed healthcare professions is used to enhance the state’ s capacity for healthcare workforce forecasting,
policy development, and research. This datais used to analyze the supply and demand of the healthcare
workforce serving Ohio. If you do not have an Individual Provider Identifier (NPI) number please enter nine
Zeroes.

Title

Dr.

First Name
Michagl
Middle Name
James

Last Name
Subit

Maiden Name
No Response
Social Security Number

Date of Birth

8/30/1976

Email Address

michael subit@gmail.com

Phone Number

4197566000

Other Phone Number

4197566000

What isyour U.S. Residency status related to your employment?
United States Citizen

Do you consider yourself Hispanic, Latino/a or of Spanish origin?
No

What do you consider your race?

White

List languages you personally use to communicate with patients excluding an interpreter or software
English

Other Language

No Response

Individual National Provider Identifier - if N/A enter all zeroes
1619196037

Enter home US zip-code. Enter NA if unavailable

44904



Additional Information

Provide the necessary additional information in the fields to the right. All fields with (*) are required and
must be completed to continue the application process.

Do you have other aliases?

No

What is your gender?

Male

In which country were you born?

United States

In which state were you born (if United States)?
West Virginia

In which city were you born?

Wheeling

Employment Status

Demographic and workforce data collected for some licensed healthcare professionsis used to enhance the
state’' s capacity for healthcare workforce forecasting, policy development, and research. This datais used to
analyze the supply and demand of the healthcare workforce serving Ohio.

What is your primary employment status

Actively working in a position(s) that requires thislicense

Which of the following best describes your five-year employment plan?
Maintain practice hours asis

License Mailing Address

Select alicense mailing address by clicking the appropriate checkbox to the right (thisis the address used for
all postal communications from the Board for thislicense). To add a new address, click Add Address,
complete the required fields, and click Save.

500 S. Trimble
Mansfield

OH

44906

United States

License Public Address

Select apublic license mailing address by clicking the appropriate checkbox to the right (thisis the address
that will be viewable by the public). To add a new address, click Add Address, complete the required fields,
and click Save.



500 S. Trimble
Mansfield

OH

44906

United States

Military Service

If you have served in the military, provide the information for the type of service and duration of the service.
Also, provide proof of your service.

Have you served in the military?

No

If you answered "Yes', are you currently serving in the military?
No Response

Has your spouse served in the military?

No

If you answered "Yes', are they currently serving in the military?
No Response

| declined to answer these questions

Secondary Email Recipient

Y ou may define another email recipient for all automated emails you receive related to your license. You
may change this recipient at any time from your dashboard.

Secondary Email Address:
lyoha@wcareinc.com

Specialty Tracking Component
Please list any American Board of Medical Specialties, American Osteopathic Association, or Council on
Podiatric Medical Education specialty and/or subspecialty certifications that you currently hold.

Medical Speciality Certification - American Board of Medical Specialties (ABMYS)
Medical Speciality - Obstetrics and Gynecology (ABMS)
Medical SubSpeciality - null

Current Employment L ocation(s)



Please provide the following information for all practice sites where you use this license, beginning with the
locations in which you spend most of your time. If you are not actively working or volunteering in a position
that requires this license (e.g. student or recent graduate) employment location information is optional.
Employment location information hel ps improve the accuracy and efficiency of Health Professional Shortage
Area Designations and enables Ohio to identify healthcare workforce distribution.

Name of Practice Site - Womens careinc

Practice Settings - Office/Clinic - Single Specialty Group

Street Address - 500 S Trimble Rd

City - Mansfield

State - OH

Zip Code - 44906

Major Areaof Focus or Specialty - Obstetrics and Gynecology (ABMYS)
Total Hours Worked at this practice site, per Week - 80

Percent of time spent per week in each of the following at this practice site:
Direct Patient Care - 80

Teaching/Academic - 10

Research - 0

Professional Services- 0

Administrative Activities - 10

Other - 0

Total Hours- 100

Hospital Admitting Privileges for Patients - Yes
Current Employment Arrangement - Self-Employed
Other Employment Arrangement - null
Intern/Resident Position - No

Employed as Federal Employee - No

Accepting New Patients - Yes

Questions

Answer the following questions by selecting the Y es/No option for each question. Once completed, click
Save and Continue.

Question - At any time since signing your last application for renewal of your certificate have you been found
guilty of, or pled guilty or no contest to, or received treatment or intervention in lieu of conviction of, a
misdemeanor or felony?

Answer - No

Question - At any time since signing your last application for renewal of your certificate have you
surrendered, consented to limitation of, or to suspension, reprimand or probation concerning, alicense to
practice any healthcare profession or state or federal privileges to prescribe controlled substances in any
jurisdiction other than Ohio?

Answer - No



Question - At any time since signing your last application for renewal of your certificate have you been
investigated, warned, censured, put on probation, disciplined, or have had any charges, allegations or
complaints filed against you, by any board, bureau, department, agency, or any other body, including thosein
Ohio?

Answer - No

Question - At any time since submission of your last application for renewal have you been addicted to or
dependent upon alcohol or any chemical substance; or been treated for, or been diagnosed as suffering from,
drug or acohol dependency or abuse? Y ou may answer NO to this question if you have successfully
completed treatment at, or are currently enrolled in, a program approved by this Board and have adhered to
all statutory requirements during and subsequent to treatment. Y ou must answer Y ES if you have ever
relapsed.

Answer - No

Question - At any time since signing your last application for renewal of your certificate have you had
admissions monitored, had clinical privileges or other similar institutional authority limited, restricted,
suspended, revoked, terminated, or placed on probation for any reason, or have resigned privileges at any
institution?

Answer - No

Question - At any time since signing your last application for renewal of your certificate have any
mal practice awards been paid by you or on your behalf for acts occurring in any state other than Ohio?
Answer - No

Question - Are you currently in a collaboration agreement with any Clinical Nurse Specialists, Certified
Nurse-Midwives or Certified Nurse Practitioners?
Answer - Yes

Question - Do you currently supervise one or more Physician Assistants?
Answer - No

Question - Do you prescribe controlled substances?
Answer - Yes

Question - Primary DEA Number
Answer - s1879305

Question - At any time since signing your last application for renewal of your certificate have you been
investigated, warned, censured, put on probation, terminated, or disciplined by any employer, hospital, group
practice, nursing home, clinic, health maintenance organization, or other similar institution, for any reason?
Answer - No



Question - Since signing your last renewal have you prescribed opioid analgesics or benzondiazepines while
practicing in Ohio?
Answer - Yes

Question - Are you registered with the Ohio Automated Rx Reporting System (OARRS)?
Answer - Yes

Question - At any time since signing your last application for renewal of your certificate, have you engaged
in conduct prohibited by the Medical Board's rules regarding sexual misconduct and impropriety (chapter
4731-26 of the Administrative Code)?

Answer - No

Attachments

If applicable, upload the Attachments for your license application by clicking the Add Attachment button(s).
If uploading an attachment as a submission, it is necessary that the name of the file attachment is less than 80
charactersin length for it to be received successfully. The character limit does include the file attachment
extension, such as (.doc) and (.pdf). The (.exe) and (.html) file extensions are not supported for submissions.
For documentation that needs to be submitted directly to the Board or by hardcopy, please acknowledge by
clicking the Attest button(s). If no attachment or attestation items appear, please click the Save and Continue
button.

Title - Duty to Report

Description - | acknowledge my duty to report to the board a belief that a violation of chapters 4730., 4731.
4759., 4760., 4761., 4762., 4774., or 4778. of the Revised Code, or any rule of the board has occurred, by
myself or another individual.

Attested - Attestation complete

Review + Submit

Once the review has been processed, the license application will be completed.



Application Review - Completed

Attestation

| understand that submitting a false, fraudulent, or forged statement or document or omitting a material fact in
obtaining licensure may be grounds for disciplinary action against my license. Under penalty of law, | hereby
swear or affirm that the information | have provided in the application is complete and correct, and that |

have complied with all criteriafor applying.

Consent to Electronic Signature - Consented

Date/Time Stamp - 12/9/2019 7:32 PM

Type your First Name and Last Name as they appear on the application to sign electronically.

Michael Subit

Submit your Application -After clicking the * Submit’ button below, you will no longer be able to change this
application. PLEASE DO NOT USE THE BROWSER'SBACK BUTTON ASTHAT MAY
OVERWRITE YOUR DATA. If you want to return to your application, simply log out and log back in.

If this application requires payment you will be prompted to begin the payment process. Y ou must complete
the payment process before the board will review your application. If this application does not require
payment, you will be navigated back to the eLicense home page and the board will review your application.



Submission Date and Time: 11/2/2021 10:00 AM

License Renewal Application

License Type - Doctor of Medicine (MD)

License Number - 35.095198
License Renewal Number - L R-004432205

Per sonal I nformation

Provide the necessary personal information in the fields to the right. All fields with (*) are required and must
be completed to continue the application process. Demographic and workforce data collected for some
licensed healthcare professions is used to enhance the state’ s capacity for healthcare workforce forecasting,
policy development, and research. This datais used to analyze the supply and demand of the healthcare
workforce serving Ohio. If you do not have an Individual Provider Identifier (NPI) number please enter nine
Zeroes.

Title

Dr.

First Name
Michad
Middle Name
James

Last Name
Subit

Maiden Name
No Response
Social Security Number
[Redacted |

Date of Birth

8/30/1976

Email Address

michael subit@gmail.com

Phone Number

4197566000

Other Phone Number

4197566000

What isyour U.S. Residency status related to your employment?
United States Citizen

Do you consider yourself Hispanic, Latino/aor of Spanish origin?
No

What do you consider your race?

White

List languages you personally use to communicate with patients excluding an interpreter or software
English

Other Language




No Response

Individual National Provider Identifier - if N/A enter all zeroes
1619196037

Enter home US zip-code. Enter NA if unavailable

44904

Additional Information

Provide the necessary additional information in the fields to the right. All fields with (*) are required and
must be completed to continue the application process.

Do you have other aliases?

No

What is your gender?

Male

In which country were you born?

United States

In which state were you born (if United States)?
West Virginia

In which city were you born?

Wheeling

Employment Status

Demographic and workforce data collected for some licensed healthcare professionsis used to enhance the
state’ s capacity for healthcare workforce forecasting, policy development, and research. This datais used to
analyze the supply and demand of the healthcare workforce serving Ohio.

What is your primary employment status

Actively working in a position(s) that requires this license

Which of the following best describes your five-year employment plan?
Increase practice hours

Areyou currently employed outside of USA?

No

License Mailing Address

Select alicense mailing address by clicking the appropriate checkbox to the right (thisis the address used for
all postal communications from the Board for this license). To add a new address, click Add Address,
complete the required fields, and click Save.

500 S. Trimble
Mansfield

OH

44906

United States



License Public Address

Select apublic license mailing address by clicking the appropriate checkbox to the right (thisis the address
that will be viewable by the public). To add a new address, click Add Address, complete the required fields,
and click Save.

500 S. Trimble
Mansfield

OH

44906

United States

Military Service

If you have served in the military, provide the information for the type of service and duration of the service.
Also, provide proof of your service.

Have you served in the military?

No

If you answered "Yes", are you currently serving in the military?
No Response

Has your spouse served in the military?

No

If you answered "Yes', are they currently serving in the military?
No Response

| declined to answer these questions

Secondary Email Recipient

Y ou may define another email recipient for all automated emails you receive related to your license. You
may change this recipient at any time from your dashboard.

Secondary Email Address:
rlweber@wcareinc.com

Specialty Tracking Component

Please list any American Board of Medical Specialties, American Osteopathic Association, or Council on
Podiatric Medical Education specialty and/or subspecialty certifications that you currently hold.



Current Employment L ocation(s)

Please provide the following information for all practice sites where you use this license, beginning with the
locations in which you spend most of your time. If you are not actively working or volunteering in a position
that requires this license (e.g. student or recent graduate) employment location information is optional.
Employment location information hel ps improve the accuracy and efficiency of Health Professional Shortage
Area Designations and enables Ohio to identify healthcare workforce distribution.

Name of Practice Site - Women's Care Inc

Practice Settings - Office/Clinic - Partnership

Street Address - 500 S Trimble Rd

City - Mansfield

State - OH

Zip Code - 44905

Major Area of Focus or Specialty - Obstetrics & Gynecologic Surgery
Total Hours Worked at this practice site, per Week - 80

Percent of time spent per week in each of the following at this practice site:
Direct Patient Care - 80

Teaching/Academic - 10

Research - 0

Professional Services- 0

Administrative Activities- 10

Other - 0

Total Hours- 100

Hospital Admitting Privileges for Patients - Yes
Current Employment Arrangement - Self-Employed
Other Employment Arrangement - null
Intern/Resident Position - No

Employed as Federal Employee - NoO

Accepting New Patients - Yes

Questions

Answer the following questions by selecting the Y es/No option for each question. Once completed, click
Save and Continue. For any question that is answered in the affirmative you will later be required to upload a
detailed explanation and supporting documents.

Question - At any time since signing your last application for renewal of your certificate have you been found
guilty of, or pled guilty or no contest to, or received treatment or intervention in lieu of conviction of, a
misdemeanor or felony?

Answer - No

Question - At any time since signing your last application for renewal of your certificate have you
surrendered, consented to limitation of, or to suspension, reprimand or probation concerning, alicense to



practice any healthcare profession or state or federal privileges to prescribe controlled substancesin any
jurisdiction other than Ohio?
Answer - No

Question - At any time since signing your last application for renewal of your certificate have you been
investigated, warned, censured, put on probation, disciplined, or have had any charges, allegations or
complaints filed against you, by any board, bureau, department, agency, or any other body, including thosein
Ohio?

Answer - Yes

Question - At any time since submission of your last application for renewal have you been addicted to or
dependent upon acohol or any chemical substance; or been treated for, or been diagnosed as suffering from,
drug or acohol dependency or abuse? Y ou may answer NO to this question if you have successfully
completed treatment at, or are currently enrolled in, a program approved by this Board and have adhered to
all statutory requirements during and subsequent to treatment. Y ou must answer Y ES if you have ever
relapsed.

Answer - No

Question - At any time since signing your last application for renewal of your certificate have you had
admissions monitored, had clinical privileges or other similar institutional authority limited, restricted,
suspended, revoked, terminated, or placed on probation for any reason, or have resigned privileges at any
institution?

Answer - No

Question - At any time since signing your last application for renewal of your certificate have any
mal practice awards been paid by you or on your behalf for acts occurring in any state other than Ohio?
Answer - No

Question - Are you currently in a collaboration agreement with any Clinical Nurse Specialists, Certified
Nurse-Midwives or Certified Nurse Practitioners?
Answer - No

Question - Do you currently supervise one or more Physician Assistants?
Answer - No

Question -

Areyou one of the following: amedical director of an emergency medical service organization, a physician
member of an advisory board of an emergency medical service organization, an employee of acommunity
mental health service provider, an employee of alocal acohol, drug addiction, and mental health services
board, an employee of ODMHAS, are involved in court-ordered patient commitments in some capacity, an
employee of the State of Ohio, an employee of the Department of Corrections and have or have had contact
with inmates and persons under supervision, or an employee of the Department of Y outh Services?

An affirmative answer to this question provides notice to the board that your residential and familial
information is exempt from disclosure under Ohio's public records laws. Failure to self-identify may result in



the board releasing such information in response to public records requests. In the event that your answer to
this question changes before your next license renewal, you should immediately notify the board.

Answer - No

Question - Do you prescribe controlled substances?
Answer - Yes

Question - Primary DEA Number
Answer - FS1879305

Question - At any time since signing your last application for renewal of your certificate have you been
investigated, warned, censured, put on probation, terminated, or disciplined by any employer, hospital, group
practice, nursing home, clinic, health maintenance organization, or other similar institution, for any reason?
Answer - No

Question - Since signing your last renewal have you prescribed opioid analgesics or benzondiazepines while
practicing in Ohio?
Answer - Yes

Question - Are you registered with the Ohio Automated Rx Reporting System (OARRS)?
Answer - Yes

Question - At any time since signing your last application for renewal of your certificate, have you engaged
in conduct prohibited by the Medical Board's rules regarding sexual misconduct and impropriety (chapter
4731-26 of the Administrative Code)?

Answer - No

Attachments

If applicable, upload the Attachments for your license application by clicking the Add Attachment button(s).
Attachments related to affirmative answers must include a detailed explanation and supporting
documentation. If uploading an attachment as a submission, it is necessary that the name of thefile



attachment is less than 80 charactersin length for it to be received successfully. The character limit does
include the file attachment extension, such as (.doc) and (.pdf). The (.exe) and (.html) file extensions are not
supported for submissions. For documentation that needs to be submitted directly to the Board or by
hardcopy, please acknowledge by clicking the Attest button(s). If no attachment or attestation items appear,
please click the Save and Continue button.

Title - Supporting Documents

Description - At any time since signing your last application for renewal of your certificate have you been
investigated, warned, censured, put on probation, disciplined, or have had any charges, allegations or
complaints filed against you, by any board, bureau, depart

Attached file - image.jpg

Review + Submit
Once the review has been processed, the license application will be completed.
Application Review - Completed

Attestation

| understand that submitting afalse, fraudulent, or forged statement or document or omitting a material fact in
obtaining licensure may be grounds for disciplinary action against my license. Under penalty of law, | hereby
swear or affirm that the information | have provided in the application is complete and correct, and that |
have complied with all criteriafor applying.

Consent to Electronic Signature - Consented

Date/Time Stamp - 11/2/2021 10:00 AM

Type your First Name and Last Name as they appear on the application to sign electronically.

Michael Subit

Submit your Application -After clicking the * Submit’ button below, you will no longer be able to change this
application. PLEASE DO NOT USE THE BROWSER'SBACK BUTTON ASTHAT MAY
OVERWRITE YOUR DATA. If you want to return to your application, simply log out and log back in.

If this application requires payment you will be prompted to begin the payment process. Y ou must complete
the payment process before the board will review your application. If this application does not require
payment, you will be navigated back to the eLicense home page and the board will review your application.
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