











Regular Mailing Address . Couner Delivery Address
State Board of Medicine State Board of Medicine
P.O. Box 2649 L 124 Pine Street, 1st floor
Harrisburg, PA 17405-2649 | -~ _ Harrisburg, PA 17101

\

VERIFICATION OF ACGME APPROVED GRADUATE MEDICAL TRAINING
Accredited Medical School Graduates
TO BE COMPLETED BY APPLICANT
NAME: f[Ao12 /N 2
Last First Middle

1. If training began before July 1, 1987, one year of approved training at a first (PGY 1) or second (PGY
2) year level must be verified. If the training began on or after July 1, 1987, two (2) years of approved
training are required, one at first (PGY 1) year level and one at second (PGY 2) year level.

. Training at a first (PGY 1) year must be ACGME approved entry level (training which requires no
previous training). Training at a second (PGY 2) year must be ACGME approved and can be any specialty.
See listing on back.

3. If training was completed at more than one hospital, duplicate this form and submit to each hospital.

To be completed by the program director at the hospital where the graduate training occurred. If training
was in Pennsylvania, information must coincide with data on graduate license. For applicants still in the
second year of training, this form may be compieted and signed by the program director fifteen (15) days
prior to the completion of the approved training. Forms postmarked or signed prior to the fifteen days will
not be accepted.

Name of Hospital:

Located:

Ist Year from [/ /. & [/ / ] L5/ ). Specialty  Obs ¢ G LevelPGY) |

2nd Year from [ LG g2 / Specialty (|

ind i AP TR -5 |

_____ Level(PGY)__-

=# 'l certify that WOWAN [0 1Z:A) : : =ET8 successfully compieted/will
(Name of Applicant)
successfully complete this graduate medical training and that there was/is no disciplinary action outstanding

against this applicant. If this applicant does not complete this training, the Board will be notified."

-

/ /
(Name of Applicant)

Signature of Program Director: [/ / /A /-
[Seal of Hospital! Date: e r N i | L

=
[ 4

= "I further certify that the above program was ACGME accredited at the time __J
completed the iraining. " f

[T the hospital has no seal complete the following section and have this form notarized:
I hereby centify that this hospital has no seal or stamp and that this form was completed by this hospital.

Program Director's Signature: PR SRR L
Date ) | notary seal |

RETURN COMPLETED MORM DIRECTLY TO THE BOARD IN OFFICIAL HOSPITAL ENVELOFE.










THE MEDICAL COUNCIL OF CANADA
P.O. Box 8234, Ottawa, Ontario, Canada. K1G IH7

STATEMENT OF REGISTRA_TION PRIVATE AND CONFIDENTIAL

(Y N N T un BN EFy

V.B. - This statement is issued subject to the following explanation:

(1) Licensure of medical practitioners in Canada is the responsibility of the medical licensing authorities
of Canada, on whose behalf the Medical Council of Canada holds professional examinations
leading to enrolment in the Canadian Medical Register as Licentiate of the Medical Council of
Canada (IL.M.C.C.). A person so qualified may obtain a license to practice tf considered otherwise
suitable by the medical licensing authority.

PR

This Statement of Registration pertains to licentiates awarded standing upon success in the
examination conducted after January 1, 1988, and whose names are entered in the ( ‘anadian
Medical Register. This comprehensive examination includes an objective, multiple choice portion
and a Patient Management Problems portion. The former assesses medical knowledge in the
subjects of Medicine, Obstetrics and G ynaecology, Paediatrics, Preventive Medicine and Community
Health, Psychiatry and Surgery. It may include questions on the basic medical sciences as pertain
to these subjects. The Patient Management Problems portion contains questions in the subjects
listed, presented in interdisciplinary form and is designed to assess the candidate’s ability to solve
and manage clinical problems.

Results are reported as standardized scores with a mean of 500. The standardized score required
to pass the examination concerned is shown below. The average performance of each candidate
in each of the six subjects and in the Patient Management Problems iy expressed as a ratio of the
candidate’s raw score to the average obtained by all the candidates in these seven components,
which is shown as 1.

The information obtained by the Medical Council of Canada does not enable it to certify reliably
concerning a licentiate’s character or habits, nationality or ciizenship, educational record or
standing, or provincial registration or license as a practitioner. This information should be obtained
Jrom the Canadian medical licensing authority where the physician is licensed to practice.

This statement is not evidence of the identity of its holder with the person named herein. and must
not be used as such.

I'hereby certify that Dr. John Dennis ROIZIN having passed the required examination, was registered on the Canadian
Medical Register as Licentiate of the Medical Council of Canada under the registration number 7.7 2 § 0 on
13 October 1994 1 further cerily that the examination results of this licentiate are as follows

I'he standardized passing score for the examination written
in May 1991 was 330

Final standardized score obtained by this candidate 357

Subjects
Preventive Medicine &
Medicine S0 Community Health
Obstetrics & Gynaecology A - Psychiatry
Pacdiatrics ’ Surgery
Patient Management Problems

Date 18 December 1996 A KUl SN . 4. Registras
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Regular Mailing Address ( ourier Delivery Address
State Board of Medicin State Board of Mediom
PO Box 2649 Mokl North Thard Stre
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APPLICATION FOR REGISTRATION AS A SUPERVISING PHYSICIAN

!ﬂ‘mfm’

ree f o) "W ) w
ta pe I ¢ v 4 . L .
TR A PROCESSING FER OF §1 Wil BE CMARGED FOR ANY ONECE OR MONE #DER PETURNE N E A

pe
BY YOUR FPINANCIAL INSTITUTION. REGARDLASS ) REASCON POR NON PATMENT MAEE CHELE PATABLE ¥ L T

OF FENwSYLVANTA = TN FEE CAMNUT BB REFUNDED OR TRANSYERSD TO ANOTMER APFLICAT jON

mwdmw.mmmumuwnﬂummn'mmuu
“M.M‘dﬂmﬂhhw. Those documents will be sent to the primary
mummmummummm.

*NOTE, PENNSYLVANIA LAW REQUINES THAT YOU MAINTAIN A COPY OF THIS APPLICATION AND
ALL ATTACHMENTS.

*‘REGARDLESS OF THE FILING DATE, A PHYSICIAN ASSISTANT CANNOT PRACTICE PRIOR
TO THE BOARD'S APPROVAL OF THIS APPLICATION.

mvmmmmm;

PHYSICIAN ASSISTANT NAME LICENSE NUMBER:

Wt el













WRITTEN AGREEMENT

NOTE: The Regulations of the State Board of Osteopathic Medicine do not
permit a physician assistant to prescribe or dispense drugs when practicing
under the supervision of an osteopathic physician










PHYSICIAN ASSISTANT
DELINEATION OF CLINICAI RESPONSIBILITIES

Name of PA-C Enca Michele Hartzell

Name of Supervising Physician: John Rowzin, MD
Location: Allentown Women's Center, Allentown, PA
Role of the Physician Assistant:

The physician assistant shall under the appropnate direction and supervision by a

1ties 1n ordet |

physician assistant supcrvisor, augment the phystcian s data gathenng abilit
assist the physician in reaching decisions and instituting care plans for the physician s

palients
Duties 1o be performed include:

Screen patients to determine need for medical attention including perfomming

urnne pregnancy lests

Review patient records to determine health staius

[ake a patient hustory including gynecologic, obstetne and psycho- social hstor
Perform a physical examination including head, eyes, ears, nose, and throat, heart

lung. and abdominal exam, musculoskeletal exam, neurological exam, a ¢ hmical
breast exam, pelvic exam to include speculum examu ation of vagina and cervix
pap smear, cervical cultures, and wet mount of vaginal discharge, biman 1al
examination; rectal exam with stool testing for occult blood
Record pertinent data
Make decisions regarding data gathenng and approprate management an ]
treatment of patienis being seen o imtial evaluation ol a problem or tl
up evaluation of a previously dragnosed and stabilized condition
Prepare patient summancs
Initiate requests for commonly performed imtial laboratory studies including
unnalysis, hematological studies, endocrine function metabolic profiles, HIV
syphilis, hepatitis, and herpes testing
Collect specimens for and casty out commonly performed blood, urine and sl
analysis and cultures
Identify normal and abnormal findings on lustory, physical examination and
commuonly performed laboratory studies
Initiate appropnate evaluation and emergency management for emergency
situations 1ncluding, but not limited to abnormal vaginal bleeding/vaginal
hemorrhage
12 Perform chimcal procedures, such as
a  Vempuncture
b Assesment of vital signs including temperature height
pressure, respiratory rate, and heart rate



















Obtain endocervical and ectocervical specimens for pap smear
Evaluate vaginal discharge via wet mount preparation in order to ev aluate
vaginal infection such as candidiasis, hacterial vaginosis, and
mnichomoni asis
Obtain cervical cultures in order (o test for gonorrhea and Chlamydia
Removal of vaginal foreign bodies such as retained tampons or condoms
Carry oul aseptic and 1solation techmgues
Perform intradermal tests
Perform admimstration of medications and iImmumizations except as
specified in 18.158 (relating to presct hing and dispensing drugs)
i Removal of superficial foreign bodies
k. Perform CPRACLS
Provide counsehing and instruction regarding common patient problems inch
prevention of pregnancy and sexually transmitted discases hirth contt
and their proper use, management of pen menopausal and meiu pausal symptoms
including hot flushes and irregular vaginal bleeding and vaginal dryness, HIV
diabetes, heart discase, cancer prevention, and screeming
Work with supervising physician for education 1n performing office procedures
such as endosnetnal biopsy, paraguard [UD and Mirena inserhons, and vulvar
hopsy. Upon completion of education, perform these proc edures in office
s Complete course in colposcopy and work with supervising physician fon
education in performing office colposcopy Following education and proper
certification perform colposcopy
Prescribe medications us specified on page 3 of the “Application for registrabion
as a supervising physician 5

Manner of supervision:

Dunng office hours, Supervising physican or substitute supervising physician w ill be
anagement and treatment

available via telecommunications at all times to discuss the m
plan for patients Al times supervising physician will be present in affice to discuss

patient care and treatment plans

Manner of Record Review:

Charts will be reviewed by supervising physician of substitute supervising physician

within 10 working days following patient visits
















Medicine- Medical Physician and Surgeon-

Application
AA0000876129
BUREAU OF PROFESSIONAL AND OCCUPATIONAL AFFAIRS
P. O. Box 2649
Harrisburg, PA 17105-2649
APPLICANT INFORMATION
PERSONAL INFORMATION

Last Name ROIZIN First Name JOHN
Middle Name |DENNIS Suffix
Full Name JOHN DENNIS ROIZIN
SSN - Date Of Birth _ Age [ | Gender MALE

ADDRESS DETAILS
Street Address _
City/State/Zip EASTON PA 18042
County Northampton Country  |United States

CONTACT DETAILS

Phone number

Mobile Phone number

Primary Email Address _

Secondary Email Address —

CHECKLIST ITEMS
Checklist name Status Submitted Date Expiration Date
Application Pending Review 10/10/2018
Application Fee Completed 10/10/2018
Child Abuse CE Not Received 10/10/2018
LEGAL QUESTIONS
Questions Answer Document File Name
Uploaded
1 Are you submitting a name change with this renewal? N No
2 First Name No
3 Middle Name No
4 |Last Name No
5 No
You must submit a copy of a legal document verifying the name
(s). The following are acceptable name change verification
documents:
(1) Marriage Certificate:
(2) Divorce decree which indicates the retaking of your maiden
name:
(3) Other "legal" document indicating the retaking of a maiden
name:
(4) For a "legal" name change, a copy of the court document
must be provided.
6 |With the exception of the one you are currently renewing, do you Y No
hold, or have you ever held, a license, certificate, permit,
registration or other authorization to practice a profession or
occupation in any state or jurisdiction?




Please provide the profession and state or jurisdiction.

Physician-
North
Carolina

No

Since your initial application or last renewal, whichever is later,
have you had disciplinary action taken against a professional or
occupational license, certificate, permit, registration or other
authorization to practice a profession or occupation issued to you
in any state or jurisdiction or have you agreed to voluntary
surrender in lieu of discipline?

N

No

Do you currently have any disciplinary charges pending against
your professional or occupational license, certificate, permit or
registration in any state or jurisdiction?

No

10

Since your initial application or last renewal, whichever is later,
have you withdrawn an application for a professional or
occupational license, certificate, permit or registration, had an
application denied or refused, or for disciplinary reasons agreed
not to apply or reapply for a professional or occupational license,
certificate, permit or registration in any state or jurisdiction?

No

11

Since your initial application or last renewal, whichever is later,
have you been convicted (found guilty, pled guilty or pled nolo
contendere), received probation without verdict or accelerated
rehabilitative disposition (ARD), as to any criminal charges, felony
or misdemeanor, including any drug law violations? Note: You are
not required to disclose any ARD or other criminal matter that has
been expunged by order of a court.

No

12

Do you currently have any criminal charges pending and
unresolved in any state or jurisdiction?

No

13

Since your initial application or your last renewal, whichever is
later, have you had your DEA registration denied, revoked or
restricted?

No

14

Since your initial application or your last renewal, whichever is
later, have you had provider privileges denied, revoked,
suspended or restricted by a Medical Assistance agency,
Medicare, third party payor or another authority?

No

15

Since your initial application or your last renewal, whichever is
later, have you had practice privileges denied, revoked,
suspended, or restricted by a hospital or any health care facility?

No

16

Since your initial application or your last renewal, whichever is
later, have you been charged by a hospital, university, or
research facility with violating research protocols, falsifying
research, or engaging in other research misconduct?

17

Since your initial application or last renewal, whichever is later,
have you engaged in the intemperate or habitual use or abuse of
alcohol or narcotics, hallucinogenics or other drugs or substances
that may impair judgment or coordination?

18

Since your initial application or your last renewal, whichever is
later, have you been the subject of a civil malpractice lawsuit?

No

No

19

Have you previously reported the complaint to the Board?

No

20

Provide the docket number:

No

21

Upload a copy of the entire Civil Complaint, which must include
the filing date and the date you were served.

No

22

Have you completed at least 2 hours of Board approved
continuing education in pain management, identification of
addiction or the practices of prescribing or dispensing of opioids?

No

23

Do you hold a DEA number or use the registration number of
another person or entity to prescribe controlled substances?

No

24

Have you registered with the Pennsylvania Prescription Drug
Monitoring Program?

No




25

| will be retiring from practice but desire to place my license on
active-retired status which will allow me to treat immediate family
members. | am exempt from the CME requirements, except for
completion of the 2 hours of Board-approved continuing
education in child abuse recognition and reporting and 2 hours of
Board approved continuing education in pain management,
identification of addiction or the practices of prescribing or
dispensing of opioids. Renewal must be completed and fee
required.

No

26 |Do you maintain current medical professional liability insurance in No
the Commonwealth of Pennsylvania?

27 |Upload an explanation or reason for an exemption request. No

28 |Have you met your continuing education requirements? Please No

review the continuing education requirements posted on the
Board’s website at www.dos.pa.gov/med. Click on General Board
Information. If you qualify for an exemption of the continuing
education requirements, answer yes to the question. You are
required to retain your official continuing education certificates of
completion earned for this license renewal period until December
31, 2020.

Licenses/Certificates/Permits/Registrations in Any State/Jurisdiction

Profession

State/Jurisdiction

Physician

North Carolina

CONFIRMATION

\_/JlAII fees are non-refundable. Please check to continue with your transaction. ( 10/10/2018 14:45:17 )




Medicine- Medical Physician and Surgeon-

Application
Renewal (MD061164L)
AA0002623949
BUREAU OF PROFESSIONAL AND OCCUPATIONAL AFFAIRS
P. O. Box 2649
Harrisburg, PA 17105-2649
APPLICANT INFORMATION
PERSONAL INFORMATION

Last Name ROIZIN First Name JOHN
Middle Name |DENNIS Suffix
Full Name JOHN DENNIS ROIZIN
SSN - Date Of Birth _ Age [ | Gender MALE

ADDRESS DETAILS
swectadaress [
City/State/Zip EASTON PA 18042
County Northampton Country  |United States

CONTACT DETAILS

Phone number

Mobile Phone number

Primary Email Address

Secondary Email Address

CHECKLIST ITEMS

Checklist name Status Submitted Date Expiration Date
Application Pending Review 10/22/2020
Application Fee Completed 10/22/2020
Child Abuse CE Not Received 10/22/2020
LEGAL QUESTIONS
Questions Answer Document File Name
Uploaded
1] Are you submitting a name change with this renewal? N No
2|First Name No
3|Middle Name No
4|Last Name No
5 No
You must submit a copy of a legal document verifying the name
(s). The following are acceptable name change verification
documents:
(1) Marriage Certificate:
(2) Divorce decree which indicates the retaking of your maiden
name:
(3) Other "legal" document indicating the retaking of a maiden
name:
(4) For a "legal" name change, a copy of the court document
must be provided.
6| With the exception of the one you are currently renewing, do you Y No
hold, or have you ever held, a license, certificate, permit,
registration or other authorization to practice a profession or
occupation in any state or jurisdiction?




Please provide the profession and state or jurisdiction.

Medicine-
North
Carolina

No

Since your initial application or last renewal, whichever is later,
have you had disciplinary action taken against a professional or
occupational license, certificate, permit, registration or other
authorization to practice a profession or occupation issued to you
in any state or jurisdiction or have you agreed to voluntary
surrender in lieu of discipline?

N

No

Do you currently have any disciplinary charges pending against
your professional or occupational license, certificate, permit or
registration in any state or jurisdiction?

No

10

Since your initial application or last renewal, whichever is later,
have you withdrawn an application for a professional or
occupational license, certificate, permit or registration, had an
application denied or refused, or for disciplinary reasons agreed
not to apply or reapply for a professional or occupational license,
certificate, permit or registration in any state or jurisdiction?

No

11

Since your initial application or your last renewal, whichever is
later, have you had your DEA registration denied, revoked or
restricted?

No

12

Since your initial application or your last renewal, whichever is
later, have you had provider privileges denied, revoked,
suspended or restricted by a Medical Assistance agency,
Medicare, third party payor or another authority?

No

13

Since your initial application or your last renewal, whichever is
later, have you had practice privileges denied, revoked,
suspended, or restricted by a hospital or any health care facility?

No

14

Since your initial application or your last renewal, whichever is
later, have you been charged by a hospital, university, or
research facility with violating research protocols, falsifying
research, or engaging in other research misconduct?

15

Since your initial application or last renewal, whichever is later,
have you engaged in the intemperate or habitual use or abuse of
alcohol or narcotics, hallucinogenics or other drugs or substances
that may impair judgment or coordination?

16

Since your initial application or your last renewal, whichever is
later, have you been the subject of a civil malpractice lawsuit?

No

17|Have you previously reported the complaint to the Board? No

18| Provide the state: No

19| Provide the county: No

20| Provide the docket number: No

21|Upload a copy of the entire Civil Complaint, which must include No
the filing date and the date you were served.

22|Have you completed at least 2 hours of Board approved Y No
continuing education in pain management, identification of
addiction or the practices of prescribing or dispensing of opioids?

23|Do you hold a DEA number or use the registration number of No
another person or entity to prescribe controlled substances?

24|Have you registered with the Pennsylvania Prescription Drug b No
Monitoring Program?

25| will be retiring from practice but desire to place my license on N No

active-retired status which will allow me to treat immediate family
members. | am exempt from the CME requirements, except for
completion of the 2 hours of Board-approved continuing
education in child abuse recognition and reporting and 2 hours of
Board approved continuing education in pain management,
identification of addiction or the practices of prescribing or
dispensing of opioids. Renewal must be completed and fee
required.




26

Do you maintain current medical professional liability insurance in
the Commonwealth of Pennsylvania?

No

27

Upload an explanation or reason for an exemption request.

No

28

Have you met your continuing education requirements? Please
review the continuing education requirements posted on the
Board’s website at www.dos.pa.gov/med. Click on General Board
Information. If you qualify for an exemption of the continuing
education requirements, answer yes to the question. You are
required to retain your official continuing education certificates of
completion earned for this license renewal period until the end of
the next renewal period.

No

Licenses/Certificates/Permits/Registrations in Any State/Jurisdiction

Profession State/Jurisdiction
Medicine North Carolina
PA VETERANS REGISTRY
Questions Answer
1|Have you served in the U.S. Armed Forces? N

N

instructions to assist you in registering.

Thank you for your service. Would you like to register with the PA Veterans Registry? The PA
Veterans Registry provides veterans with information about federal, state and local benefits,
programs and services that are available to Pennsylvania veterans and links veterans with
resources that can provide assistance. Registration is quick and easy, and provides the
Department of Military and Veterans Affairs (DMVA) with a way to contact you regarding the
benefits and services you may be eligible for. If you check “Yes,” you will receive an email with

CONFIRMATION

 [|Any fees paid are non refundable. ( 10/22/2020 12:58:37 )




Medicine- Medical Physician and Surgeon-

Application
Renewal (MD061164L)
AA0004199467
BUREAU OF PROFESSIONAL AND OCCUPATIONAL AFFAIRS
P. O. Box 2649
Harrisburg, PA 17105-2649
APPLICANT INFORMATION
PERSONAL INFORMATION

Last Name ROIZIN First Name JOHN
Middle Name |DENNIS Suffix
Full Name JOHN DENNIS ROIZIN
SSN - Date Of Birth _ Age -Ge"der MALE

ADDRESS DETAILS
swectadaress [
City/State/Zip EASTON PA 18042
County Northampton Country  |United States

CONTACT DETAILS

Phone number

Mobile Phone number

Primary Email Address

Secondary Email Address

CHECKLIST ITEMS

Checklist name Status Submitted Date Expiration Date
Application Pending Review 11/01/2022
Application Fee Completed 11/01/2022
Child Abuse CE Not Received 11/01/2022
LEGAL QUESTIONS
Questions Answer Document File Name
Uploaded

1] Are you submitting a name change with this renewal? N No

2|First Name No

3|Middle Name No

4|Last Name No

5 No

You must submit a copy of a legal document verifying the name
(s). The following are acceptable name change verification
documents:

(1) A birth certificate.

(2) A marriage certificate (not a marriage license).

(3) Divorce decree.

(4) An official name change document issued by a court.
(5) A passport.

(6) A social security card.

(7) A Pennsylvania driver’s license or non-driver ID card.
(8) A driver’s license or official non-driver ID card issued by
another state that complies with the federal REAL ID Act
requirements (signified with a star on the front)




With the exception of the one you are currently renewing, do you
hold, or have you ever held, a license, certificate, permit,
registration or other authorization to practice a profession or
occupation in any state or jurisdiction?

No

Please provide the profession and state or jurisdiction.

Physician-
North
Carolina

No

Since your initial application or last renewal, whichever is later,
have you had disciplinary action taken against a professional or
occupational license, certificate, permit, registration or other
authorization to practice a profession or occupation issued to you
in any state or jurisdiction or have you agreed to voluntary
surrender in lieu of discipline?

N

No

Do you currently have any disciplinary charges pending against
your professional or occupational license, certificate, permit or
registration in any state or jurisdiction?

No

10

Since your initial application or last renewal, whichever is later,
have you withdrawn an application for a professional or
occupational license, certificate, permit or registration, had an
application denied or refused, or for disciplinary reasons agreed
not to apply or reapply for a professional or occupational license,
certificate, permit or registration in any state or jurisdiction?

No

11

Since your initial application or your last renewal, whichever is
later, have you had your DEA registration denied, revoked or
restricted?

No

12

Since your initial application or your last renewal, whichever is
later, have you had provider privileges denied, revoked,
suspended or restricted by a Medical Assistance agency,
Medicare, third party payor or another authority?

No

13

Since your initial application or your last renewal, whichever is
later, have you had practice privileges denied, revoked,
suspended, or restricted by a hospital or any health care facility?

No

14

Since your initial application or your last renewal, whichever is
later, have you been charged by a hospital, university, or
research facility with violating research protocols, falsifying
research, or engaging in other research misconduct?

15

Since your initial application or last renewal, whichever is later,
have you engaged in the intemperate or habitual use or abuse of
alcohol or narcotics, hallucinogenics or other drugs or substances
that may impair judgment or coordination?

No

16| Since your initial application or your last renewal, whichever is
later, have you been the subject of a civil malpractice lawsuit?
17|Have you previously reported the complaint to the Board? No
18| Provide the state: No
19]Provide the county: No
20| Provide the docket number: No
21|Upload a copy of the entire Civil Complaint, which must include No
the filing date and the date you were served.
22|Have you completed at least 2 hours of Board approved Y No
continuing education in pain management, identification of
addiction or the practices of prescribing or dispensing of opioids?
23|Do you hold a DEA number or use the registration number of No
another person or entity to prescribe controlled substances?
24|Have you registered with the Pennsylvania Prescription Drug Y No

Monitoring Program?




25]1 will be retiring from practice but desire to place my license on N No
active-retired status which will allow me to treat immediate family
members. | am exempt from the CME requirements, except for
completion of the 2 hours of Board-approved continuing
education in child abuse recognition and reporting and 2 hours of
Board approved continuing education in pain management,
identification of addiction or the practices of prescribing or
dispensing of opioids. Renewal must be completed and fee

required.
26| Do you maintain current medical professional liability insurance in Y No
the Commonwealth of Pennsylvania?
27|Upload an explanation or reason for an exemption request. No
28|Have you met your continuing education requirements? Please Y No

review the continuing education requirements posted on the
Board’s website at www.dos.pa.gov/med. Click on General Board
Information. If you qualify for an exemption of the continuing
education requirements, answer yes to the question. You are
required to retain your official continuing education certificates of
completion earned for this license renewal period until the end of
the next renewal period.

Licenses/Certificates/Permits/Registrations in Any State/Jurisdiction

Profession State/Jurisdiction

Physician North Carolina

PA VETERANS REGISTRY

Questions Answer

—

Have you served in the U.S. Armed Forces? N

N

Thank you for your service. Would you like to register with the PA Veterans Registry? The PA
Veterans Registry provides veterans with information about federal, state and local benefits,
programs and services that are available to Pennsylvania veterans and links veterans with
resources that can provide assistance. Registration is quick and easy, and provides the
Department of Military and Veterans Affairs (DMVA) with a way to contact you regarding the
benefits and services you may be eligible for. If you check “Yes,” you will receive an email with
instructions to assist you in registering.

ACKNOWLEDGEMENT OF DUTY TO SELF-REPORT DISCIPLINARY CONDUCT AND CERTAIN CRIMINAL
ACTIVITY

v

| hereby acknowledge that in addition to any existing reporting requirement required by a specific board

or commission, | am REQUIRED pursuant to Act 6 of 2018 to NOTIFY the Bureau of Professional and
Occupational Affairs WITHIN 30 DAYS of the occurrence of any of the following:

(1) A disciplinary action taken against me by a licensing board or agency in another jurisdiction;

(2) A finding or verdict of guilt, an admission of guilt, a plea of nolo contendere, probation without verdict, a
disposition in lieu of trial or an Accelerated Rehabilitative Disposition (ARD) of any felony or misdemeanor
offense in a criminal proceeding. | further acknowledge that failure to comply with these mandatory
reporting requirements may subject me to disciplinary action by the Board. | acknowledge my
understanding that to self-report a disciplinary action or criminal matter as set forth above, | may log in to the
Pennsylvania Licensing System (PALS) at www.pals.pa.gov and select “Mandatory Reporting by Licensee”
under the heading “Your Licenses.”

(11/01/2022 11:11:27 )

CONFIRMATION

i'lAny fees paid are non refundable. ( 11/01/2022 11:11:27 )






