












































FORM 2 - CERTIFICATE OF GRADUATE EDUCATION - MEDICINE OR OSTEOPATHIC MEDICINE
PAGE TWO

This certifies that Amy Beech has successfully completed
, (name of applicant)
not 1&ss than L‘ll months of graduate medical education through the: 7 1st year level
0 2nd year level

O 3rd year level or above

as a(n): (Y/ intern

QO resident in Pediatrics
: Q1 clinical fellow (department)
Albert Einstein College of Medicine and
at Montefiore Medical Center 111 E. 210th St., Bronx, NY 10467
(name of hospital) : (complete street address of hospital)
from  July 1, 1990 ©0_October 31, 1990
beginning (mo/day/yr) ending (mo/day/yr)

It is further certified that the above named: O will be awarded a certificate on}
. mo/day/yr
O was awarded a certificate on}
mo/day/yr
X was not awarded a certificate
please explain: left the program

and that the training: @ was accredited by ACGME/AOA
Q was not accredited by ACGME/AOA

I hereby recommend him/her for full licensure to practice in the State of Ohio.

OMATYT M ITNCDITAT \%
Wiy /' AA\J LR 4 aiRRyy - i

Signature of Medical Director or Program Director
(Original signature only, names stamps will not be

*If hospital has no seal, please indicate accepted)
' and have form notarized. '

Steven P. Shelov, MD
Name (please print or type)

5/5/94

Date

RETURN TO: STATE MEDICAL BOARD OF OHIO
77 SOUTH HIGH STREET, 17TH FLOOR
COLUMBUS, OH 43266-0315

Revised 05/26/92












OTHER MEDICAL

SCHOOLS SCHOOL NAME \‘i ) M é
ATTENDED: I
(IF NONE, STREET ADDRESS
ENTER “NONE”)
' CITY STATE COUNTRY
MO/DAY/YR MO/DAY/YR
DATES ATTENDED: FROM: T TO: T

REASON DEGREE NOT RECEIVED AT THIS SCHOOL:

SCHOOL NAME
I .
STREET ADDRESS
CITY STATE COUNTRY
MO/DAY/YR . MO/DAY/YR
DATES ATTENDED: FROM: / / TO: / /

—REASON DEGREE NOT RECEIVED AT.THIS SCHOOL:

C FIFTH PATHWAY )
FIFTH PATHWAY
PROGRAM AT: HOSPITAL OR INSTITUTION N 6
(IF NONE, ‘ oN
ENTER "NONE")
NAWN. o Ot mEUICAL SCHOOL -
AFFILIATED WITH;:

STREET & NUMBER
ADDRESS:

CITY STATE ZIP CODE

MO/DAY/YR MO/DAY/YR
DATES ATTENDED: FROM: I TO: [
_ MO/DAY/YR

QUALIFYING EXAM TAKEN: : DATE TAKEN: /)

CONTINUED >






(CWRITTEN EXAMINATIONS TAKEN )

List each and every written (FLEX or State Board except National Boards) exam taken whether in Ohio or any other
state, territory or province. If additional space is needed, please attach an extra sheet. (If none, enter "NONE") Refer
to the "Additional Eligibility Information" section for National Board information. Do not list National Board exam
information in this section.

STATE DATE TAKEN | WRITTENEXAMTAKEN | FINAL RESULTS TYPE OF EXAM
MO7R QO FLEX O STATE BOARD QO PASS OFAIL 0O FULL O PARTIAL
/ QFLEX O STATE BOARD QPASS O FAIL QFULL Q PARTIAL
/ QFLEX O STATE BOARD QPASS QFAIL 0 FULL Q PARTIAL
/ | UOFLEX QSTATEBOAKD | QPASS OFAIL | QFULLQPARTIAL

CLICENSES IN THE UNITED STATES & CANADA)

List ALL states/provinces whether the license is current or pot in which you are or have been licensed to practice
medicine and surgery or osteopathic medicine and surgery. Indicate the license number, date of issuance, and the basis
oflicensure (e.g., FLEX, state board exam, endorsement of another state license, endorsement of diplomate status, etc.).
If additional space is needed, please attach an extra sheet (If none, enter "NONE"). :

STATE ISSUE DATE LICENSE # BASIS OF LICENSE LICENSE CURRENT
MO7R O YES QNO
/ . QAYES ANO
/ QYES QNO
/ Q YES QNO
( AMERICAN MEDICAL ASSOCIATION )
NATIONAL PHYSICIAN CREDENTIALS VERIFICATION SERVICE J

The American Medical Association (AMA) has recently implemented a National Physician Credentlals Verification
Service (NPCVS), which for a fee will verify a physician's possessive credentials.

Are you currently a member of the AMA'S NPCVS? O YES \GD/\&O
For further information contact the AMA at the address below:

AMERICAN MEDICAL ASSOCIATION

NATIONAL PHYSICIAN CREDENTIALS VERIFICATION SERVICE
515 N. STATE STREET, 4TH FLOOR '

CHICAGO, IL 60610

(312)464-5000

CONTINUED >






























4/16/2020 Renewal ID 43750

Date Posted: 3/27/2005 1:41:27 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.

License Information

License Number 35.066895
License Name AMY BEECH
Email Address

Fees
Relicensure Fee $305.00

Total Fees $305.00

Specialty Codes
1. Please select one specialty from the field below
....... PUBLIC HEALTH & GEN PREVENTIVE MED

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

....... PEDIATRICS
3. Please select one specialty from the field below, if applicable.
....... {not Answered}
CME
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?

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?

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=43750 1/2



4/16/2020 Renewal ID 43750

....... NO
5. Have you had any clinical privileges or other similar institutional authority
suspended, restricted or revoked 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.

....... {not Answered}

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=43750 2/2



4/16/2020 Renewal ID 232603

Date Posted: 3/30/2007 3:50:36 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.

License Information

License Number 35.066895
License Name AMY BEECH
Eimail Addres Redaces
Fees

Relicensure Fee $305.00

Total Fees $305.00

Specialty Codes
1. Please select one specialty from the field below
....... PUBLIC HEALTH & GEN PREVENTIVE MED

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

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

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?

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=232603
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4/16/2020 Renewal ID 232603

....... NO
5. Have you had any clinical privileges or other similar institutional authority
suspended, restricted or revoked 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 CollaborationInfo

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.

....... {not Answered}

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=232603 2/2



4/16/2020 Renewal ID 635065

Date Posted: 3/30/2009 9:24:15 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

MAIN

License Information

License Number 35.066895
License Name AMY BEECH
Fees

Relicensure Fee $305.00

Total Fees $305.00

Specialty Codes
1. Please select one specialty from the field below
....... PUBLIC HEALTH & GEN PREVENTIVE MED

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

....... {not Answered}
3. Please select one specialty from the field below, if applicable.
....... {not Answered}
CME-Physicians
1. Have you met the above CME requirements for your license?
....... YES
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4/16/2020 Renewal ID 635065
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?
....... 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?

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?

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.

....... {not Answered}

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=635065 2/2



4/16/2020 Renewal ID 1330907

Date Posted: 3/31/2011 10:31:23 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

MAIN

License Information

License Number 35.066895
License Name AMY BEECH
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
....... PUBLIC HEALTH & GEN PREVENTIVE MED

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

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=1330907 1/4



4/16/2020 Renewal ID 1330907

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?

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?

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

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
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
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.

2.

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

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

....... {not Answered}

Ohio Employment

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=1330907
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4/16/2020 Renewal ID 1330907

1. Do you practice in Ohio?
....... YES
Ohio Workforce Questions
1. "Clinical" - direct patient care
....... 0
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.)
....... 0
4. "Education" - preceptor, mentor, etc.
....... 25-29
5. "Volunteering" - providing medical and medical-related services at no cost
....... 5-9
6. "Other" - medical professional activities not included in above categories
....... 1-4
Workforce Counties
1. Enter the first zip code:
....... 43209
2. Enter the first county:
....... Franklin
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}
Practice Arrangement (size)
1. Solo practitioner
....... YES
2. Single-specialty Group
....... N/A
3. Multi-specialty Group
....... N/A

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=1330907
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4/16/2020 Renewal ID 1330907

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?

ABMS Certified
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 I have complied
with all criteria for applying on line.

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=1330907 4/4



4/16/2020 Renewal ID 2023154

Date Posted: 3/31/2013 12:03:03 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

License Information

License Number 35.066895
License Name AMY ACTON
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
....... PUBLIC HEALTH & GEN PREVENTIVE MED

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

....... EPIDEMIOLOGY
3. Please select one specialty from the field below, if applicable.
....... {not Answered}
CME-Physicians
1. Have you met the above CME requirements for your license?
....... YES
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4/16/2020 Renewal ID 2023154
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?
....... 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?

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?

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.

....... {not Answered}

Ohio Employment
1. Do you practice in Ohio?

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

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=2023154 2/4
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2.

....... 0
"Research" - study of a treatment, procedure or medication done in a medical
setting or for a medical purpose
....... 1-4
"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
"Education" - preceptor, mentor, etc.
....... 40-44
"Volunteering" - providing medical and medical-related services at no cost
....... 1-4
"Other" - medical professional activities not included in above categories
....... 0

Workforce Counties

1. Enter the first zip code:
2. Enter the first county:
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
....... N/A
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)

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=2023154
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Workforce Language Question

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

ABMS Certified
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 I have complied
with all criteria for applying on line.

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=2023154 4/4



4/16/2020 Renewal ID 2731028

Date Posted: 3/22/2015 10:57:19 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.

License Information

License Number 35.066895
License Name AMY ACTON
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
....... PUBLIC HEALTH & GEN PREVENTIVE MED

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

....... {not Answered}
3. Please select one specialty from the field below, if applicable.
....... {not Answered}
CME-Physicians
1. Have you met the above CME requirements for your license?
....... YES

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?

2. 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?
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3. 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?

4. 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?

5. 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?

6. 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?

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.

....... {not Answered}
Ohio Employment
1. Do you practice in Ohio?
....... YES
Ohio Workforce Questions
1. "Clinical" - direct patient care
....... 0

2. "Research" - study of a treatment, procedure or medication done in a medical
setting or for a medical purpose
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3.

....... 1-4
"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
"Education" - preceptor, mentor, etc.
....... 50-54
"Volunteering" - providing medical and medical-related services at no cost
....... 1-4
"Other" - medical professional activities not included in above categories
....... 0

Workforce Counties

1. Enter the first zip code: I
2. Enter the first county:
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
....... N/A
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

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=2731028
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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
....... {not Answered}
DEA number
1. Please enter your DEA number. Only enter one, or the primary DEA number.
....... {not Answered}

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=2731028 4/4



4/16/2020 Renewal ID 3405722

Date Posted: 3/21/2017 11:02:49 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

License Information

License Number 35.066895
License Name AMY ACTON
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
....... PUBLIC HEALTH & GEN PREVENTIVE MED

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

....... {not Answered}
3. Please select one specialty from the field below, if applicable.
....... {not Answered}
CME-Physicians
1. Have you met the above CME requirements for your license?
....... YES

Discipline
1. At any time since signing your last application for renewal of your
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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.

2.

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

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

....... {not Answered}

Ohio Employment
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1. Do you practice in Ohio?
....... YES
Ohio Workforce Questions
1. "Clinical" - direct patient care
....... 0
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.
....... 40-44
5. "Volunteering" - providing medical and medical-related services at no cost
....... 1-4
6. "Other" - medical professional activities not included in above categories
....... 1-4

Workforce Counties

1. Enter the first zip code:
...... Redact
2. Enter the first county:
....... Redacte|
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
....... YES
2. Single-specialty Group
....... N/A
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3. Multi-specialty Group

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
....... {not Answered}
DEA number
1. Please enter your DEA number. Only enter one, or the primary DEA number.
....... {not Answered}
OARRS Registration
1. Since signing your last renewal have you prescribed or personally furnished
opioid analgesics or benzondiazepines while practicing in Ohio?
....... NO
2. Are you registered with the Ohio Automated Rx Reporting System (OARRS)?
....... NO

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.
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Submission Date and Time: 5/26/2019 2:01 PM

License Renewal Application

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. 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 data is 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
zZeroes.

Title

Dr.

First Name
Amy

Middle Name
Stearns

Last Name
Acton
Maiden Name
Stearns
Social Security Number

Date of Birth

Email Address

Phone Number

Other Phone Number

No Response

What is your 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
0000000000

Enter home US zip-code. Enter NA if unavailable

43209



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?

BEECH AMY STEARNS

What is your gender?

Female

In which country were you born?

United States

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

In which city were you born?

YOUNGSTOWN

Employment Status

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 data is 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?
Maintain practice hours as is

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.

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.



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

I declined to answer these questions

Secondary Email Recipient

You 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:

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 Location(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 helps improve the accuracy and efficiency of Health Professional Shortage
Area Designations and enables Ohio to identify healthcare workforce distribution.

Name of Practice Site -

Practice Settings - Federal/State/Community Health Center(s)

Street Address -

City -

Major Area of Focus or Specialty - Preventive Medicine-Public Health
Total Hours Worked at this practice site, per Week - 60

Percent of time spent per week in each of the following at this practice site:
Direct Patient Care - 0

Teaching/Academic - 0

Research - 0

Professional Services - 0

Administrative Activities - 100

Other -0

Total Hours- 100

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

Employed as Federal Employee - No
Accepting New Patients - No

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 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?
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 alcohol dependency or abuse? You 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. You must answer YES if you have ever
relapsed.

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 - Since signing your last renewal have you prescribed opioid analgesics or benzondiazepines while
practicing in Ohio?
Answer - No

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

Answer - No

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, a license to
practice any healthcare profession or state or federal privileges to prescribe controlled substances in any
jurisdiction other than Ohio?

Answer - No

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

Question - Do you prescribe controlled substances?
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
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

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 | have provided in the application is complete and correct, and that |
have complied with all criteria for applying.

Consent to Electronic Signature - Consented

Date/Time Stamp - 5/26/2019 2:01 PM

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

Amy Acton

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'S BACK BUTTON AS THAT 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. You 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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