STATE OF COLORADO
oeparin of IO GPERER, EXNANERS  soeo or mepicat sxamanens [ %1) d

Division of Registra fioris 1560 Broadway, Suite 1300

NUV _2 2 1999 Denver, Colorado 80202-5140 g
Phone

(303) 894-7690 V/TDD (303) 894-7880
FAX: (303) 894-7692

STATE U-F G{}I_ORADU www.dora.state.co.us/medical/

APPLICATION FOR A LICENSE TO PRACTICE MEDICINE
READ ALL INSTRUCTIONS PRIOR TO COMPLETING THIS APPLICATION, ALL QUESTIONS ON THIS APPLICATION MUST BE ANSWERED, AND ALL
SUPPORTING DOCUMENTS MUST BE SUBMITTED WITH THIS APPLICATION PER INSTRUCTIONS THE ENCLOSED CHECKLIST IS PROVIDED FOR
YOUR CONVENIENCE. PLEASE TYPE OR PRINT NEATLY WHEN SPACE PROVIDED IS INSUFFICIENT, ATTACH ADDITIONAL SHEETS OF PAPER.

YOU MAY REPRODUCE THESE BLANK FORMS AS NEEDED, BUT EACH COMFLETED FORM YOU SUBMIT MUST BE IN ORIGINAL INK OR TYPE.
MAKE SUFFICIENT COPIES OF ALL FORMS BEFORE YOU BEGIN

OFFICE USE ONLY

1a. Nams: Last First Middle Degree 1b. Social Security Number

FFA ske Lo SUE&E : D.o. ?
2. Other names {1.e. maiden name)- indicate if none e g
SUSAN <aRO « QRBerdDscr &rnd HA SKELL 17 .
3 Maiing Address Number and SireeVRural Raute, Apartment Number This is my hDITIEB business NOTE Address provided i1s, by [aw, public information e M_Jf_f:mwi
’4 NFDE | a
Y013 LINCoe~N YL DR Des Mo,NES 1A S 21 US ; ;
City Slale Zip Cauntry ) m% o I
5 x :
#-mail address ) T e
4. Telephone Number (Area Code) Day Evening 5 Date of Birth:  Mo/Dayvear Place of Birth Al B GARA %BC* ;
. LS, w *
515 - 255 653 J. . <Y
s N R -:-L--,..H:-n-s
6. Sex 7. Have you ever filad an application in Colorado? L Yes ﬁ@n s
Male , C Female
H yas, giva date of previous application
8. List name and address of college or university where pre-medical degree was received. PRE-MED EQUC
Period of attendance it
Narmae of Schoal Addrass and zip * 5 A P
From [MafY'n) To {Ma/YT) _ e
DREW  uni V. MADIsor . NI 07540 7-69 b-C¥ e
VRAK.E on IV Yes MmosnNES | | So3 {/ G- 7 S~ 7 : 3
9 List name and address of the school where professional medical degree was received. MEDICzZ EDUC
Request an original 1.2 Form (Cartilicate of Medical Education) Cartificatiea must ba sant directly from the school to this office. LS
Pariod of atisndance o Hf*m
Name of School Addrass and 2ip T T
From {(Ma/Y'n) To (MofYTr) ) o
O _ |bes mosmes (A s3I Y77 (o - 8O

Org B85

Rewvisad 9792 A T LIS SR LCRNT e, 4 AR Y (VST SIER F A = B =R

Revisad 11795 nrrﬂ"w:: m-xih _ -  Dafe Z’ Ja o ”
Aovizad 4/956 e —'""—-—~_._.,_--'-'_ <a i '__.__ i e -y _ .
Plearsad 12106 i:?_}. . | ! Nk ;
Revisad 147 st ARl e Bt SR UL IR e e ntil et sn Br00% T S A

Aevisad 11/98

Hevisad 899

Offizal use only
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11. Have you received and/or completed qualifying postgraduate traning approved by the ACGME/AQA in U.S. or Canadian facilities?

E” Yes LINo v ¥ ,;Hm SIS
if yes, pruvlde information below. Request an original L3 Fonn {Certifica ta of Completlon of ACGME/AOA Postgraduate Tralning) from each comes e
facility attended for internship and residency training. _ o e
- - I Paricd ui-anandama A
m né SF-DCIE i Sl S AR L R M A0S b L
amp cany e i From (Ma/YT) To (MofYT) 5wk 3
— - a_r}q. w o W - .-'
- i 5 1 D e oo ’ | . <
DES MO ES e Hob DM 1A Sv30¢ ;NTE_,L ~NSH | P 7 -&0 P~ o i

12 Are you now or have you ever been licensed to practice medicine in any state, terntory, district, or country?

LICENSE _. _
= =t DATA ‘
Yes LI No include temporary licenses and educational permits Request verification 5N from sach to be sent to the Colorado Board. e
See Instructions It yes, provide information below. - ) _ o S
Dates of practica In this junsdiction - ;.jf_i;j*_*j_i_* >
Stale ar country License number Date of issue S A e T
From (Mao/Yr) To (MofYT) : T
i 0w/ A (85 & &xXP 3 -~ ool -5 rg_.q..-.,:\- -t

Nefas A SKA 173 &xf. 10~]1-2000] J0-95 | paea T [Tl |

. rEEy 8 Eom amsgagan

T . +
il T mEm G m—— W ORE G LmARI T e Eel AR —
m—— ‘ i, - ..‘_... t ==
g
=

13. Are you now or have you ever practiced medicing in any state territory, district, or country, U.S. Military, U.S. Public Health, or any ]

M*Af’ r:

U.S. government agency? ;Hvbs ' 1 No (See Form Lﬁ Fleport nf Practice History) Q .
14, Have you ever been notified by any state, temritory, district, or country, U.5. government agency, or state medical/osteopathic board of w':”““m“ ":
any complaint, investigation or inquiry which 1s currently pending. . .
Yes ﬂﬂu o g ey e g
H yes, gwve details below: I B G B
Stale Data Charga Dispcsian i HE“ HEC :
- 2 7 *
) M :

15. Has any disciplinary action ever been taken regarding any healing arts license which you now hold or hava ever held? Include any
disciplinary actions by the U.S. Midary, U.S. Public Health Service, or other U.S. federal governmental entity. (Disciplinary actions
include, but are not imited Lo, suspension, revocaton, probaton, practice imitations, repnimand, letter of admonition, censure, and

any allegations cugrently pending.) Washington licensees must disclose any Stpulation to Informai Disposition in response {o this
gqueshion L1 Yes No

If yes, give detalls below:

Siafe or governmant agancy Data Charge

L1B
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18. Have you ever entered into any agreemant with any state, tarritory, district, country, I S, government agency, state medical/osteo- ~.” LICEMSE f
. pathic-board regarding your medical license? .o RATA
; 5
Yas E‘Ng - Tcﬂﬂﬂ}% :
I vyes, give detalls below: m e
Agency Date Reason )

17 Have you ever been demsed or withdrawn an application for a license, penrussion to practice medicing or any other healing art, or
permission 10 take an examination in any state, country, or U S. federal jurlsdicton?

Yas [g,l"du
I yes, give datails below:

State or govarnment agency Data Reason fer denral or withdrawal

18. Have you aver voluntanly surrendered a hcense to practice in the healing arts in any other state? This does not include allowing your
license to lapse solely due to non-payment ¢f the renewal fee :

LlYes B{Nn
if yes, explain on & separate sheet Summarize below:

Slate Data Rea=on for surmander

18. Have you ever had stalf privileges in a hospital limited or reduced, denied, suspended or revoked, or have you resigned from a med-
ical staft in lteu of disciplinary action?

_l Yas HNO
i yes, explain on a separate sheet. Provide a copy of letter of resignation or hospital action. Summarize detalls below:

Name of facifity Address and zip Date Reasan for action
T " } %
20. Have you ever received a deferrad prosecution, a deferred judgement, been convicted of, or pled guilty, or nolo contendere to a s w )
violaton of any federal, state, or local law. Please respond “yes” if any charged are currently pending I T
(] Yes No - I
if yes, expialn on a separate sheet. Summarize below. -
R R ST P A
Dala Court address and o Violation Panalty or disposiion
? o X i Eal QQ,..,B,EQ,,,;!
S :-;j B0y w TV v
21. Have you ever received a delerred prosecution, a deferred judgement, been convicted of or pled guilty or nolo contendere to, any i f 47
felony tn any state, terntary, distnct, the United States, or a foreign country? ; . A :.;
ves BdNo i ;
If yes, give details below: Include any conviction that has been set aside, dismissed, or pardoned under the Constitution of Colorado, articie IV, i ;
soction 7, or under any other provision of law. Tk s v s el
ad R T P i
Date Court address and np Viglauon Penally or disposihon 5_; PEQ &g F}EC s
.E'iq-.prﬂ-err-'-'w’ - -:-t: ..."".,.::i;_
= 7,
R

22. Within the last five years, have you engaged tn any behavior or suffered any mental or physicai health condition that might affect by s W @

.
<

ility to pr e medlcine safely and competently? g W 1
] o | ot
If yesg, axplain ont a separate sheet, Be specific as to date of occurrences, the type of behavior ar condltion involved, and what if anvthing '_ ™ % o

has been done to correct the behavior or condition. b B e s H
ri—-;—-:—ﬂ gt kP

23. Within the last five years, have you tllegally or excessively used any controlled substance, hatit forming drug, prescnption medica- [ . s g, 2
tion, or alcohol? o .o
I 2 ol
ves, explain on a separate sheet. Be specific as to date of occurrences, the type of behavior involved, and what if anything has been done § d

to corract the behavior.

%
a
]
]
n
"

L1C
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—

24 Within the last five years, has any final judgement, settiement or arbitrabon award for medical malpractice been paid on your behalf or ”“;**"E“SE?EE
has any cizlm been filed which 18 stfl pending? ST

= Eipotinued)
| — YEE Nﬂ _* LA LA, . 2 "ﬁé.:_... - .E
{f yes, list Halow and complete the enclosed Claims Informatlon Form, g

Data Name and address of Insurance Campany Reason Far Action TTHED T REC :

25. Have you ever been refused malprachce insurance, or has your malpractice insurance ever been cancelled or rated at a higher premi-| HEQ BEC
um due to past claims experience? If yes, explain on a separate sheet and provide venfication of same from Insurance company or {7 SRR

;-

state Hcensing board i 2

ves [H\No _ S Ui

26 You must provide proof of malpractice insurance or an acceptable alternativa as required by Colorado Law, or claim one of the S wmil gk g
saven exemptions set forth in the enclosed insurance memo. See instruchions in appiication packet, and include proof of insurance INS LD

(obtained from your insurance carrler) or include a statement setting forth the basis for an exemption applicable at the time you sub-

mit your application. 4 — b v [P I VR _ 5

— —_ =
s

NOTE: ALL ITEMS IN THIS APPLICATION ARE MANDATORY, NONE ARE VOLUNTARY. FAILURE TO PROVIDE ANY OF THE REQUESTED INFORMATION WILL RESULT
IN THE APPLICATION BEING REJECTED AS INCOMPLETE. The informatron provided will be used to determine qualification for icensure, per Section 12-36-107 and

Section 12-36-111, C.R.S., which authonze the collecton of this mformaton. Applicants have the nght to review therr application subject to the provisions of the Colorado
Open Records Act. The Program Adimunistrator of the Colorado State Board of Medical Exammners is the custodian of reconds

r_'c_,l—ﬁl\n.m
1 ,ﬁﬁ\,,q +7 Dj ~ __ , herelry make application for a license o practice medicine in the State of Colorado.

In so doing, | authorze all hosprtals, nstdutions or organizations, my references, personal physicians, employers {past and present), business and professional assocabons (past
and present), and all govemnment agencies (local, state, federal and foreign) to release to the Colorado State Board of Medical Examiners or its successors any informaton, files
or reconds raquested by the Board relative to my qualifications as a physician and my eligibility for licensure

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

[ state under penalty of penury in the second degres, as defined in 18-8-503, Colormdo Rewvised Statutes, that the informahon contamed in this application ks true and comect (o
the best of my knowdedge

{ understand that under the Colorado Medical Practice Act, providing false inlormation is grounds for denial, suspension or revocation of a medical ficense

g(/-a Mba ey ._s? _

Signature Dale
; et of Cello~ade a A S
G- S e ‘ 0
) Mwﬂwﬂmh dpen, b - TS o o~ o aten 0ol

L1D



BOARD OF MEDICAL EXAMINERS

STATE OF COLORADO™

Denver, Colorado 80202-5140 | £ 0 1= I
Phone (303) 894-76930 V/TDD (303) 894-7380

REPORT OF PRACTICE HISTORY
ORIGINAL LICENSURE

Depantment of Regulatory Agencies
Division Of Registration

SEE INSTRUCTIONS ON REVERSE

Dates of

Address and Zip Referenca (name & title) %ﬂ_ﬂﬂu Hﬂmo MNature of Praches
) i MOYR — WQYYH ;
—)(r.u!w....,...m ~- lrodd Rre (9 \U\rv‘»(whuyngﬂ E l..._.P...m.ml.J.fu %JMIL.G pr—
2. > [ £
i~ : ) —
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2 . AN 11/e5 ~ el S TP
; Q\J\r\.\(J D .hT.lDL.N . \m..._ﬂ s G ¢
_.,i,o %rf;. Vo Some 2 & S aancu_a mﬁr}.f e ) Wf}ir.ﬂu'pbl?mf
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8. WAl l
WOV 7771939
m QIATE (1 Aoy
10

PLEASE BE AWARE THAT COLORADQ SUPPLYING FALSE INFORMATION IN AN APPLICATION FOR A LICENSE IS PUNISHABLE BY LAW.
| state under penalty of perjury in the second degree, as defined n 18-8-503, Colorado Revised Statutes, that the information contained in this appiication s true and correci to the

bast of my knowledge
| understand that under the Medical Practice Act, providing falsse information 16 grounds for denial, suspension or revocation of a medical license
[ : =
.R_N s D/h.‘O(bWUQ __}mﬁxﬁln / \\J\\wrm,m,
SIGNATURE PRINT LAST NAME DATE




| op

STATE OF
1C P VW A
THOMAS J. VILSACK BOARD OF MEDICAL EXAMINERS
GOVERNCR ANN E MOWERY, PHD, EXECUTIVE DIRECTOR

SALLY .J. PFEDERSON

LT GOVERNOR 504’?00}‘ [

December 16, 1999

Colorado State Board of Medical Examiners

1560 Broadway. Ste 1300 HIE OF w[ﬂmg

Denver, CO 80202-5140

This serves as official verification that the physician listed below has a license to practice in the
state ol Towa.

PHYSICIAN- Hasl.ell

LICENSE NUMBER: 01898
LICENSE TYPE: Permanent - DO
HOW OBTAINED: National Boaids
DATE ISSUED: October 21. 1981
FXPIRATION DATE: March 1. 2001
STATUS: Active

The above format 1s the standaid format prepared for all physicians regulated by this board. All physicians are
considered m cood standine unless otherwise noted

Smcetely,

G linllp Gk

Svlvia H. Crook
Licensing Section

lowa Board of Medical Examiners
(515)281-5172

VIRCONI RTT

400 S W 8TH ST., SUITE C, DES MOINES, IA 50309-4686 » 515-281-517 1 = http./Avww docboard org



NEBrRASKA HEALTH AND HUMAN SERVICES SYSTEM

e

STATE OF NEBRASKA

DErPARTMENT OF SERVICES * DEPARIMENT OF REGULATION AND LICENSURE Mine JoHawNs, GOVERNOR
DepsrTMENT OF FINARCE aND SUPPORT

+ it 8l Plogsg TEpIy 6 Credéntiaing Divsion, PO Box 94986, Lincdin NEEBBAGASRS & '3 - 70t
g SR Phone #: (402) 4712118 Fax B: '(402) 4713577 TR e A T

BOARD OF MEDICAL EXAMINERS
CERTIEICATION OF LICENSE

NCV 2 9 1999
Colorado Board of Medical Examiners

1560 Broadway- Ste 1300 STM[ [}F COLURABD

Denver CO 80202-5140

PROFESSION NAME: QOsteopathic Physician & Surgeon

Number. 173 Status  Active
Issuance Date 07/11/1995 Expriration Date 10/01/2000

Name Susan Carol Haskell DO
Address 4013 Lincoln Pl Dr
Des Moines, 1A 50312

Credential Obtained by Reciprocity
School/Graduation Date COL OSTEO MED JA  06/06/1980

Date of Birth _

Place of Birth NEW YORK

To expedite the certification process, the Credentialing Division is using the above format.

N AR 7

Helen L Meeks, Division Adminustrator
Credentialing Division

November 24, 1999

You may verifv licenses under the following Internet

Web Site Address: http://www_ hhs.state.ne us/lis/lis.asp
(SEAL)

DEPsRTMENT of Huat o anD HumaN SERS ICES REGULATIUN AND LIC LNSURL
PO Box 95007, Lincon, NE 68509-5007 PHosL (402) 471-2133

v Epe v Oreorre amy JeimincAcnionEvvioier
PRINTLD WITH SOY INKUNRI C Y CLLD PAPLR
I_D r.._ L[Nl



STATE OF COLOMDO

Departmﬂmwmbmmﬂs BOARD OF MEDICAL EXAMINERS

Division of Registrations 1560 Broadway, Suite 1300

B 20 s TR v i
STATE OF COLORADO

FAX: (303) 894-7692
CERTIFICATE OF COMPLETION OF ACGME/AQOA POSTGRADUATE TRAINING

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

This certifies that ___SUSAN) CAROL A enD ScH &/ HASKeLL
FULL NAME OF APPLICANT
agraduateof _ COCL EGEe oOF OSTEeoPATHIC MEDICIMNE + SURGERY
FUI U NAME OF MEDICAL /OSTEOTATHIC SCHOOL

commenced postgraduate tramingin . R&S Mo/ nves  GenNeRpt HaSPITA O

NAME AND ADDRESS OF FACILITY

O3 - &. (a2t ST DPEs mornes (A 50309

on gf“-*-o'r 19 ¥/ [ This training consisted of __! = months of actual clinical instruction
and Is approved by the Accredited Council for G Graduate Medical Education (ACGME), the American Osteopathic

association {AQA), or the Coordinating Council of Medical Education of the Canadian Medical Association (CCME) and
consisted of the followtng rotations:

List type and length of training.

ROTATION LENGTH OF ROTATION | &~
ROTAT 106 ATERAN S 1F

| hereby declare under penally of perjury under the laws of the State of Colorado that the
above statements are true and correct and the faciity 1s approved by the ACGME/AOA or
the CCME to offer the type of lavel of training completed by the applicant and that the
applicant was trained in an approved ACGME or CCME program position

NAME G/@V‘d& D Sronnes—

aDDREss 03 E. o~ SF

Dio  MAirnen TA AD3I0T
PHONE NUMBER 515~ R63-Y179Y

DATE 11-23-97

SIGNATURE Aﬁﬁﬂ“dﬁh D é%wmr«

L3



. SlATE OF COLORADO

Department of Regulatory Agencies BOARD OF MEDICAL EXAMINERS

Division of Registrations 1560 Broadway, Suite 1300
enver, Colorado
R0 OF HENCALEVHANERS e o ez~ h i s oz v 85 &
FAX: (303) 894-7692 7 4
ROV 2 2 1999 -
_ ﬂ CERTIFICATE OF MEDICAL EDUCATION
ST 205 , _

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

This certifies that _ SVSAN CAARO L ABED SCH-Ev ~ HASKeLL

FULL NAME OF APTLICANT

of _Ho(A_ wiMeogd O DR DeS Mo ES (RWhA Sv3 /L

ADDRESS WHEN ENROLLED

enrolled in ___ COLLEGE  oF OSteafA N1 MeDiCINE 4+ SURAGORY

FULLNAME OF MEDICAL SCHOOL

Res MorrEes [0 WA onthe 30 dayof v E 19 777

LOCATION OF MEDTCAL SCHOQOL

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

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

Institution beginning on the 27 dayof June 1977 _and was granted the degree
Bachelor/Doctor of Medicine or{Doctor Osteopathylon the__6 _day of __ June 19 80

Signed and the college seal affixed
this 18 davof MNovember 19 99 . _
By ’ / A/ ‘ Le] ..L_u Registrar

J

NOT VALID WITHOUT SCHOOL SEAL

NOTE TO REGISTRAR:

[T]

IFNO SCHOOLSEAL, PLEASE INDICATE ABOVE NEXT TO SIGNATURE OF

PRESIDENT /SECRETARY /DEAN.

.2



COLORADO BOARD OF MEDICAL EXAMINERS
2001 LICENSE RENEWAL QUESTIONNAIRE

LAST NAME FIRST NAME M1 SOCIAL SECURITY # LICENSE #

HA SKLELL SUE C 23 YSY

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

et
INSTRUCTIONS: Print or type your name, social secunty number and license number in the boxes abuvd sﬂﬂ"‘éa;:h]ql?:ﬂmn

A)

B)

S
e
NOTE: The Colorado Medical Practice Act mandates that all icensed physicians wishing to renew their Col S“@d@ﬁw T

complete this questionnaire and renewal application

and provide the information and documentation requested for each “yes” response. ][ || B

RESPONDING “YES” TO ANY OF THESE QUESTIONS WILL NOT DELAY RENEWAL OF YOUR LICRNGEa) OF 4
AN INCOMPLETE OR INACCURATE FORM, HOWEVER, WILL RESULT IN DELAY OF YOUR RENEWAL, COMPLETE BOTH SIDES @R

Since you last renewed your Colorado medical hicense, have you

1 had any adverse action taken agamnst you by any licensing agency i another state or country, any peer review body, health care
facility, professional or nﬁdlcal society or assoclation, governmental agency, law enforcement agency, or court of law?

YES NO

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

2 surrendered a license or other authonzation to practice medicine 1in another state or yurisdiction, or surrendered membership on
any medical staff, medical or professional association or society while under investigation by any of these authornties or bodies?

{} YES NO

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

3 had paid on your behalf any final judgment, settlement or arbitration award for medical malpractice? NOTE Include any payment
you have made personally [] YES E NO

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

4 been denied lhiability insurance in Colorado or had your insurance coverage in Colorado terminated by action of the insurance
carrier? [J YES A nNo

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

5 had any felony or misdemeanor charges of any kind brought against you? Had any traffic citations involving drugs or alcohol,
brought against you? Regardless of the case disposition, you must answer yes if you have been charged
YES ﬂ NO

If “YES”, provide a detailed summary of the events, which led to the charges or citation Include with your summary a copy of the
charges or citation, intake and discharge summary (if applicable), and all communication with (and from) the citing agency and the

court of junsdiction

& illegally or excessively used any controlied substance, habit-forming drug, prescription medt 2 ay answer
*NO” 1f the behavior 1s already known to the Colorado Physician Health Program (CPHP)
If “YES”, provide a detalled summary of the condition or event Include the date of onset, date(s} and summary of treatment(s)
received, the curient status of your candition, and the name and address of all {reaiment providers

7 engaged in any behavior or suffered any mental or physical health condition that might affect your ability to practice medicine with
skill and salety to patients? You mayv answer “NO” if the behawior 1s already known to the Colorado Physician Health Program

(CPHP)

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

Since you last renewed your Colorado medical license, have either of the following been denied, revoked, suspended, reduced, hrmited,
placed on probation, not renewed, or voluntarily relinquished? You are obhigated to answer “YES” to the items below if any of these
actions are currently pending NOTE You must answer “YES” if you have withdrawn or failed to proceed wath an apphcaucn for any «i

these items
1  Medical staff membership or climical pnivileges at any hospital or healthcare facility? [ YES ﬁ NO

If “YES”, provide a detailed summary of the conduct/allegations upon which action was taken Include the notification to you froui
the hospital(s] or facility(s] _If you do not have the notification(sj, contact the hospitaiisj or facility(sj to obtain one

2 DEA registration? [] YES @ NO
If “YES”, provide a detailed summary of the conduct/allegation upon which action was taken Include the notthcation from DEA s
yvou do not have a copy of the notification, contact DEA to gbtain a copy
S —— s
IF YES, PROVIDE DOCUMENTATION IN SUPPORT OF YOUR RESPONSE. [F APPLICABLE, PROVIDE A COPY OF THE FINAL
DISPOSITION FROM THE BOARD.




2001 LICENSE RENEWAL QUESTIONNAIRE AND INSURANCE VERIFICATION FORM

As part of your application to renew your license to practice medicine in Colorado you must indicate how you are
complying with the requirement to maintamn financial responsibility Please be advised, you CANNOT use this
renewal form to change your status from FROM INACTIVE TO ACTIVE You must complete a reactivation
application to reactivate your license Please call the Board Office at (303) 894-7690 to request a reactivation
application This i1s a process separate and independent from the renewal process

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

Q [ maintain commercial professtonal liability insurance with a carrier authorized to do business In
Colorado, in minimum indemnity amounts of at least $500,000 per incident and $1,500,000 annual
aqggregate per year

Q3 COPIC 3 Doctors Company O St Paul O Other {Specify)

NOTE Please supply your insurance poiicy number

O |am a federal civilian or military physictan whose practice 1s limited soiely to that required by my

- federai/muiitary agency

0 | am a physician who 15 not engaged In the practice of medicine

@ ! am aphysician who is covered by individual commercial professional liability coverage (or an
alternative which compiies with Section 13-64-301(1)(c), (d) or (e)) maintained by an
employer/contracting agency in the amounts set forth above

Q [am a physician who provides uncompensated health care to patients, or who does not otherwise

engage In any compensated patient care in Colorado
a3 | have met the financial responsibilty standards by the following aiternative method, acceptable 1o the

Colorado Diviston of Insurance (Must have approval from the Colorado Commissioner of Insurance
See note below)

Q Surety Bond QJ Cash Deposit or equivaient O Other Acceptable Security

NOTE The Commissioner of Insurance approves alternatives for financial responsibiity Certification from the
iInsurance Commission MUST BE ATTACHED if an alternative method 1s used The address of the Commission
Office 1Is 1560 Broadway, Suite 850, Denver, Colorado 80202 (303) 894-7489

O INACT ELICENSE FEE - $180 | wish to renew my license in INACTIVE STATUS Malpractice insurance
15 not r2quired for Inactive license holders | understand that | may not practice medicine, including but
not limited to prescribing medications, in Colorado unless and until | comply with the insurance
requirements and the Board issues me an active license. | understard that should | desire to reactivate
my Cotorado medical hcense at some future time, | will be required to complete the reactivation application
and pay an additional fee | also understand that if | have not actively practiced medicine for 2 years or more
and then wish to reactivate my Colorado medical iicense, | wiil be required to demonstrate continued
competence pursuant to Board rules and regulations

MAKE CHECKS PAYABLE TO: COLORADO BOARD OF MEDICAL EXAMINERS

| state under penalty of perjury In the second degree, as defined in 18-8-503, Colorado Revised Statutes, that the
Information contained in this application i1s true and correct to the best of my knowledge | understand that under
the Colorado Medical Practice Act, providing false mnformation 1s grounds for denial, suspension or revocation of a

medical license

Lo a2 DY S-S0

Signature of Physician Date
Sue C HASKSLL DO 2 Y5
Print name of physician (printed name and license number must be legible to process thus form)  License #

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



