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STATE MEDICAL BOARD OF OHIO
77 South High Street, 17th Floor • Columbus, Ohio 43266-0315 • (614) 466-3934

APPLICATION FOR CERTIHCATE - MEDICINE OR OSTEOPATHIC MEDICINE

PLEASE TYPE OR PRINT CLEARLY

/-//

^/-^3 '^^

^^-^yy

3/^ '^

^-

^^'^

Social Security Number

Full Name
CUse EQ initials):

LAST (Sumame)-B^CM FIRST

AMY
MTODLE

LEl^-H
SUFFK(Jr., II)

3. Name (As you prefer it
inscribed on your
Ohio license):

Maiden Name Or
Other Names Used
(Ifnone,enter"NONE"):

LAST (Sumame)

I^CH
FIRST

AMY
MTODLE

5tr^^r-f5
SUFFK(Jr.,n)

LAST (Sumame)
csr^W5

FRST MTODLE

LCi^H
SUFFK(Jr.,H)

Current
Address:

STR NUMBER

OTY COUNTRY

as^"
Physical
Description:

HEIGHT

S'rl"
WEIGHT

Z5
-^

HAIR COLOR

<B^OWN
EYE COLOR

ti-ft2-£L
IDENTIFYING MARKS

7. Sex: Q MALE. X FEMALE For statisdcs only (optional)

City In Ohio Where You
Plan To Practice:

CTTY

li^\)W\]5
OR COUNTY

PLANSOFPRACHCE:
Ki^i4rt4.S VO

^-
J3_ ^

Specialty Boards
(U.S.A., Canada and
foreign countries):

.-FOR OFFICE USE ONLY Q..34 Q 35. Q Examination Q Endorsement

PAPERCLIP fDO NOT STAPLE) YOUR CHECK OR MONEY ORDER HERE

^
Name of Specialty Board Board Cenified Year Certified '^Coi^y^

Yes No
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r\3 ^

Q Q

Q a r-'l ^
a-i ......:

Q Q
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Reda
cted

Redacted



RESUME - MEDICINE OR OSTEOPATHIC MEDICINE
List ALL activities in chronological order from the date of medical school graduation to the present time using MONTH and YEAR. For any
non-working time, you must state on the resume exactly what-your acdvities were, such as "looking for residericy program" or "vacation", as well
as your permanent address for this period. Ifin private practice, indicate the hospitals where you hold or have held privileges and include complete
dates and addresses. For any time in which you worked for an "emergency medical group" or did locum tenens, you must list all hospitals where
you worked and include complete dates and addresses. Ifin privatepractice, indicate the hospitals where you hold or have held privileges and include
complete dates and addresses. DO NOT SUBSTITUTE ANY OTHER RESUME FOR TfflS FORM. Be sure to indicate the percentage
ofworking time spent in clinical and administradve duties. If you requu-e more space, attach separate sheets.

-^'- •-' v.^

A.

month/year

TO

.^n-tl..'. .'-.•-.:t^l;ll \> j s^\

Hospital, University or Other:

(1.1^ &^^ (Lolkf^^U^
^omplete ^treet Address:

>l S-i-CSpiW 't?oc

^^'U^kwo^^ ^

?lo» ^as^
i'HJ^.
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^s^ Ny ^A ^^j
City Siaie^'Counir/ Zip
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Department

Ift^r^
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1^A<^n-f-

(^rflp^<.v-^fc -

% Clinical

<^/'y

% Admin.
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month/year

TO

month/year

Hospital, University or Other: ..

loyiA^ /'lr^wd+u^ [rz/ii66L-^ /
''A.»A-6»lA4A

C'14-A/** A-J-J-^f.

A/^'^p^ B^ ,
mt^t^^ (^v^''SCSw'o*

^^
City State/Country Zip
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Department

% Clinical
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month/year

TO

[V[^i
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UuifU^ ^^^
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CdL'^vs OftiO ^ ^35
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'<0 -'-
1 £~ —i
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month/year
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\

7
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'osition &
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\t^
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RESUME- MEDICINE OR OSTEOPATfflC MEDICINE
•

PAGE TWO

G.

^

month/year

TO

month/year

vn^U^W ff ^itx^l
iospital, Universitylor Other:Hospital, Universitylor Other:

CUJUAuO ^^
Complete Street Addr^ss:

7^ (LUJ^ ^fvc.
Street & Number

(UA^»<I Oti +3?Q5
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r^^Hf^*

,(?no^\
^^J

% Clinical

% Admin.

^.r^^Jn ' <(4ft^^ Hu ^
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TO
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£3fcs^Ss.]Kw^
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.ri^
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Complete Street Addre^s: /J
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STATE MEDICAL BOARD OF OHIO
77 South High Street, 17th Floor • Columbus, Ohio 43266-0315 • (614) 466-3934

MEDICINE OR OSTEOPATHIC MEDICINE

'^
^
rr'

^
"̂%

-,% ^l
FORM 1 - CERTIFICATE OF RECOMMENDATION |

^
t"§'^ ^

0=
This form is to be completed by a physician fully licensed in the STATE IN WHICH THSrFOR]((|E.IS
NOT^RI2ED. Therecommending physician must be sufficiendy acquainted with the app^ant ferat
least SDC months. Relatives may not serve as recommending physicians. Recommendingphysicians
are strongly urged to include additional comments. This form must be notarized. ALL quesdons must
be answered. This form is not intended to standardize the recommendation or restrict it m any way.
However, its form is designed to insure that certain informadon is included.

DO NOT COMPLETE UNLESS A COLOR PHOTO OF
APPLICANT IS ATTACHED TO THE BACK OF THIS FORM

BLACK & WHITE PHOTOS ARE NOT ACCEPTABLE

i, f/ lft^<y ,/-/?y /^u ! /77 iQ._, a licensed and practicing physician in the state of
(recommendirig physician)

(9//(9 .affirmrhar ^/ ^<f<fC^

(stateofresidence)
, affirm that

(applicant)

has been known to me personaUy for /Z- years and that he/she is ofgood moral character. Further, the

photograph affixed hereto is a genuine likeness ofthe applicant. I offer the foUowing in support ofhis/her

application for full licensure:

^I rate his/her medical knowledge and technique as:_^ QGD

^His/her relationship with patients is:_^ r V ^? O O O

^I rate his^er ability to work well with pcers and medical staffas: V^ rV <^ C? 0 /Q

^His/her command of the English language is: ^; Y C 6-//<p; Af T~

^Additional comments:

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

OVER c[>



FORM 1 - CERTIFICATE OF RECOMMENDATION - MEDICINE OR OSTEOPATHIC MEDICINE
PAGETWO

-77W
Signature of Recoiyfnendiqg Physician

(name stamps 'twtacceptable)

/^^(//^^X^/?^^, /^7^
Name ofR^commending Physician

(please type orprint clearly)

(<9/<^ )
-7ZZ -^<//-/

Telephone Number
(include area code)

0/ho

"; "<? C7/ /c ^/i:';'£/^3 ^'~, Co/c.f/^ ^/ s 6'>/? -/Jzo^

Addrcss ofRecommending Physician
(include city, state and zip code)

.^^y/^
State ofLicensure & License Number ofRecommending Physician

(p!ease type orprint clearly)

(N0TARY SEAL)

Subscribed and swom to before me this //r{ day of
~77/^^

, 199 ^

/^^ :r^)^t^t

/ W)
Signatureo.^Applicant

Daie Photo Taken: ^ / 9^
Mo./Yr.

Notayy Publi^Signature

^A
Date Commission Expires

Donna J. Bozman ^

Notary Public, S^tQ^OhlO ^^
My'Commission Expires—.^—a-.—

RETURNTO: STATE MEDICAL BOARD OF OHIO
77 SOUTH fflGH STREET, 17TH H.OOR
COLUMBUS,OH 43266-0315

Revised 05/26/92



STATE MEDICAL BOARD OF OHIO
77 South High Street, 17th Floor • Columbus, Ohio 43266-0315 • (614) 466-3934

MEDICINE OR OSTEOPATHIC MEDICINE

FORM 1 - CERTIFICATE OF RECOMMENDATION |
^-

a?This form is to be completed by a physician fully licensed in the STATE IN WHICH TWE FO^I IS
NOTARIZED. Tne reL-uiurncnding pbysician rnnst. be sufficiently acquainted with the a^icant'jgr at
least SDC months. Relatives may not serve as recommending physicians. Recommending^ihysiBlflns
are strongly urged to include additional comments. This fonn must be notarized. ALL qu^Jiiori^Aiust
be answered. This form is not intended to standardize the recommendauon or restrict h i^$u-xy v<'ay. ^
However, its form is designed to insure that certain information is included. 75 ^

DO NOT COMPLETE UNLESS A COLOR PHOTO OF
APPLICANT IS ATTACHED TO THE BACK OF THIS FORM

7p
c^
GTt

'-if-

I, John O M.u-h^>^ , iUO
(recommending physician)

Oh-.-

BLACK & WHITE PHOTOS ARE NOT ACCEPTABLE

_, a licensed and practicing physician in the state of

_,affimithat ^n^ L-
'C^cl-^/

U^
^(stateofresidence) ^

(applicant)

has been known to me personally for ^.5 years and that he/she is ofgood moral character. Further, the

photograph affixed hereto is a genuine likeness ofthe applicant. I offer the foUowing in support ofhis/her

application for full licensure:

^•I rate his/her medical knowledge and technique as:-

^His^er relationship with patients is:.. £-*^c.^.(L.^sf

&n^^I rate his/her ability to work well with peers and medical staffas:

^His^e^ command'of the English language is:_C.y-e.&AL^S^

^Additional comments:

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

OVER c[>



FORM 1 - CERTIHCATE OF RECOMMENDATTON - MEDICINE OR OSTEOPATHIC MEDICINE
PAGETWO

^
in

L^ h /^^^^ A-^
SignAAire of Recommending Physician

(name stamps not acceptable)

J^^r> o. no^hG^, /^o

_L_^^) ^.^^^fiq
'l'elephone Number

(include area code)

0^r\f} [^(\-^- ^^'7
State ofLicensure & License Number ofRecommending Phy JC';"P

(ple.ase type orprint clearly)

Name ofRecommending Physician
(please type orprint clearly)

Col^mbz^, D^c ^3-^6
1 D o C ^ . \c^r ^ i^ l6 l^n >. e-

Address ofRecommending Physician
(include city, state and zip code)

(N0TARY SEAL)

Subscribed and swom to before me this ^-1 day of 77 )^^-^ , 199^

L,^.^l^ ^ ,Ub.
Signaturexof^Applicant

Date Photo Taken: ^ I ci'\
Mo./Yr.

' <?7^^^-^-.\ O^T-
NotaiyPubl^SjgnatuW

^.^, ^- ^^
^OV-} ^ ^ J~. {-^^- \rn^ i-^

/y^'/^Q
Da>e Comniission bxpires

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

Revised 05/26/92



STATE MEDICAL BOARD OF OHIO
77 South High Street, 17th Floor • Columbus, Ohio 43266-0315 • (614) 466-3934

1 MEDICINE OR OSTEOPATHIC MEDICWE 1

¥ORM2 - CERTIFICATE OF GRADUATE MEDICAL EDUCATION

u'-
MAIL TO HOSPITAL OR INSTITUTION OF GRADUATE ^ ^

MEDICAL EDUCATION TN THE U.S. OR CANAEA $ ^

Dear Su-:

^ ^
^ ^^
Go Qc--

^

':'v.

I am applying for a license to practice in the State of Ohic. The State M'Tl.ical Bo?rr' of Ohic' r^u-es that my
graduate medical education be certified. Please complete the fomi and retum it du-ectly to the-State Medical
Board of Ohio. °'

•^^H, A^ L^lfe.H
Name in full (last, first, middle, suffix)

Complete address (street, city', state & zip)-

TO BE COMPLETED BYAPPLICANT

Date ofbirth (mo/day/yr)

^B0a)i-l
Medical school ofgraduation

I HEREBY AUTHORIZE MY HOSPFTAL OR INSTITUTION OF GRADUATE MEDICAL EDU-
CATION TO RJRNISH THE FOLLOWING IN^HMATIO^ TO THE STATE MEDICAL B OARD
OFOHIO. ( j ^ y \

tt6/L'Ui);Ui) ^r-^l
Signafure of aflplicant Date

TO BE COMPLETED BY HO TAL OR TRAINING INSTITUTION
sra tiia- E"S

I offer the following in support of his/her application for full licensure:

I rate his/her medical knowledge and technique as:_f^-y-^Li^^-

His/her relationship with patients is:__ iy-^»M^^r

I rate his/her ability to work well with peers and medical staff as:

His/her command of the English language is:

Additional comments:

G-«-o-^

f- y-<-.aM^.&^~

OVER C^>

Redacted

Redacted



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

This certifies that 4m S; i~- l3r-^ch , A^D has successfully completed

(name of applicant)

not less than |J_months of graduate medical education through the: li 1 st year level

/._ /n^^h o f-- a\c^w <-<- >'YV^ • ^^' •' t-^^^^l^ Q 2nd year level
-+^\-? ^<°a>P^ ^ fA ^" ^ Q 3rd year level or above

as a(n): 1-1 intem
@ resident
Q clinical fellow

in R:0,A'TR^ °b

(department)

at QA^: ^^ ^cop.-^ l ^O ^. ^ren^. ^r.^/ C^ lu ^ b^^, ^o

(nameofhospital)
'

_ (.cpmpletesireetaadressofhospitai) ''~+^J^>'S'
/^i-0^'c/0 -f-h^t<^^ ^/S^'/^// C^'l') 7 ftncy--^^^

from ^i//^//^J' ^hrw^^r ^^f^^/cf"3 (PL-I'} -y.w6-^-^0
beginriing (mo/day/yr) u ei^ding/mo/da^/yr).,

0.^1 o'l(^ ^hr^c^ Of5l^7l<-/^ (Pl--^) s7J^^'cv^i.^

It is further certified that the above named: Q will be awarded a certificate on}

1-1 was awarded a certificate on}
mo/day/yr

mo/day/yr

@ was not awarded a certificate
please explain: t'rainiiv^ LU^-S n<y~t-CotQAple.'f'e'^i u\l (\^

g^nse^U-^V^ 5<'^a^^€^J^T_^.^ir-
and that the training: @ was accredited by ACGME/AOA

'F',
n {- \feA r o (r'

'^rat^
^ __'LO<?^

a was not accredited by ACGME/AOA C* ^^1&^?A ^^ (^^e^J^^'t-t^
'o
^

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

(SFAL OF HOSPITAL)*
4z-. h ^^i^^^ ^^

*Ifhospital has no seal, please indicate
and have form notarized.

Sigh^ture ot Medical Director or Program Director
(Original signature only, names stamps wiU not be
accepted)

-3 c/'^'ri, D. ^ a ka M y A O
Name (please print or type)

Date
[ll^

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

Revised 05/26/92



ADDITIONAL INFORMATION - MEDICINE OR OSTEOPATHIC MEDICINE

If you answer "YES" to any of the following questions, you are required to fumish complete details,
including date, place, reason and disposition ofthe matter. All affirmative answers must be thoroughly
explained on a separate sheet of paper.

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

Have.you ever been denied staff membership at any.hospital,-nursing-.
home, clinic, health maintenance organization, or similar institution?

Have you ever been wamed, censured, disciplined, had admissions
monitored, had privileges limited, had privileges suspended or termi-
nated, been put on probation, or been requested to withdraw from or
resign privileges at any hospital, nursing home, clinic, health mainte-
nance organization, or other similar institudon in which you have trained,
been a staffmember, or held privileges, for reasons other than failure to
maintain records on a timely basis, or failure to attend staff or secdon
meetings?

Have you ever resigned from, withdrawn from, or terminated, or have

you ever been requested to resign from, withdraw from, or otherwise
been terminated from, a position with a medical partnership, professional
association, corporation, health maintenance organization, or other medi-
cal practice organization, either private or public?

Have you ever resigned from, withdrawn from, or have you ever been
wamed by, censured by/disciplined by, been put on probation by, been
requested to withdraw from, dismissed from, been refused renewal of a
contract by, or expelled from, a medical school, clinical clerkship,
externship, preceptorship, or graduate inedical educauon?

Have you ever transferred from one graduate medical education to
another?

Have you ever, for any reason, lost specialty-board certification in the
U.S. or elsewhere, or been denied such certification, or denied examina-
tion for such certification?

Has any board, bureau, department, agency or other body, including
those in Ohio, in any way limited, restricted, suspended, or revoked any

professional license, certificate or registradon granted to you; placed you
on probation; or imposed a fine, censure or reprimand against you?

YES N0

a vX"

a ^

a vX

so ^
y y.
ac rr

L^

T?~s
°^
8?.

'a^- • J^
.U-1
a'l

a (Y

OVER c>



:ADDITIONAL INFORMATION - MEDICINE OR OSTEOPATHIC MEDICINE
PAGE TWO

8.

9.

10.

11.

12.

13.

14.

16.

Have you ever voluntarily surrendered, resigned, or otherwise forfeited
any professional license, certificate or registration issued to you by any
board, bureau, department, agency, or other body; or have you ever
withdrawn any application for licensure, relicensure, or examination, in
any state (including Ohio), territory, province, or country?

Have you ever, for any reason, been denied licensure or relicensure, ap-

plication for licensure or relicensure, or the privilege of taking an
examination, in any state (including Ohio), territory, province, or coun-
try?

Have you ever been requested to appear before any board, bureau, de-

partnic.u, ..^ency, -;-• "ther L3d/^cli:dip?-Ao^4nJ2hic,^ojicert±lg.
allegations against you?

Have you ever entered into an agreement of any kind, whether oral or
written, with respect to a professional license, in lieu of or in order to
avoid fonnal disciplinary action, with any board, bureau, department,
agency, or other body, including those in Ohio?

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

Are you now or have you ever been, addicted to or excessively used al-
cohol, drugs, or other substances which may cause physical or psycho-
logical dependence, or impainnent of the ability to practice?

Have you ever been a patient (voluntary or otherwise) in any institu-
tion for the treatment of emotional or mental illness, drug addiction
or abuse, or ?r* il^oh^l n"oh1'°.'"n? Tf yc? yo" 'D.ust ha'-'r'. yonr tTr-ntinT-

physician(s) submit a letter directly to the Board on your behalf summa-
rizing dates of treatment, etc.

Have you ever been treated but not hospitalized for emotional or men-
tal illness, drug addiction or abuse, or an alcohol problem? If yes, you
must have your treating physician(s) submit a letter directly to th&Board
on your behalf summarizing dates,of treatment, etc. ,

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

a

a •^

a

a

a

a

a

CONTINUED d^



ADDITIONAL INFORMATION- MEDICINE OR OSTEOPATHIC MEDICINE
PAGE THREE

17. Have you ever been convicted or found guilty of a violation of federal
law, state law, or municipal ordinance other than a minor traffic viola-
tion?

18. Have you ever forfeited collateral, bail, or bond for breach or violation
of any law, police regulation, or ordinance other than for a minor traffic
violation; been summoned into court as a defendant or had any lawsuit
filed against you (other than a malpractice suit)?

19. Have you been a defendant in a legal action involvingprofessionalJia-
bility (malpractice), or had a professional liability claim paid on your.
behalf, or paid such a claim yourself? Ifyes, include the case name, case
number, court and address, date nied, a;id r. summ^y of the ui^enying
events. Indicate current status, including amount of settlement orjudg-
ment, if any.

20. Have you ever been denied professional liability insurance or cover-
age, or had such insurance or coverage cancelled, limited, or restricted in
any way?

21. Have you ever been denied or relinquished participation inanythird

party reimbursement program, whether govemmental or private, in-
cluding Medicaid and Medicare; or had such participation limited,
restricted, suspended, or revoked; or been warned, reprimanded, re-

quested to appear before, or fined by the responsible body?

22. Have you ever been denied privileges, or had privileges revoked,sus-

pended, restricted, reduced, orterminated by the Department ofDefense,
the Veteran's Administration, or any of their respective components?

a ^

a

a

a

^

-;G

Revised 05/26/92



AFFIDAVFT AND RELEASE OF APPLICANT

Theaffidavitandreleasebelow MUST becompletedbyALLapplicants. Theformmustbenotarized. Failurcofanyapplicanttosubmit
the affidavit completed and notarized with the application will result in your application being considered as incomplete.

ss STATE OF.
COUNTyOF ^AM«L)«!

I,. ^A^ ^^tC\\ ., hereby certify under oath that I am the person named in this application for a license to practice
medicine or osleopathic medicine in the State ofOhio; that all statements I have or shall make with respect thereto are true, that I am
the original and lawful possessor and person named in the various forms and credentials fumished or to be fumished to this Board with
respect to my application; and that all documents, forms, or copies tliereof fumished or to be fumished with respect to my application
are strictly true in every respect

I acknowledge that I have read the general information and instructions for allapplicants and that I have answered all questions in
compliance with these instructions and understand that the fee I submitted is not refundable nor transferable.

! farthsr sU:ts that by ff'ing th's app'ic?.tion for a license to practice m.edicine or osteopathic medicine in the State of Ohio, I hereby
authorize and consent to have an investigation made as lo my moral character, professional reputation and fitness for the practice of
medicine or osteopathic medicine. I agree to give any further information which may be requu-ed in reference to my past record. I
understand that I will not receive a copy of any reports or know their contents and I further understand that the contents of any
investigative report will be phvileged.

I further understand that my application for a license to practice medicine or osteopathic medicine in the State of Ohio is an ongoing
process. I will immediately nolify the State Medical Board ofOhio in writing ofany changes to the answers to any of the questions
contained in the ADDITIONAL INFORMATION section ofthe application ifsuch a change in an answer is warranted at any timeprior
to licensure being granted to me by the State Medical Board ofOhio. I funher understand that failure to complete this application as
requested by the Board within six months can be considered abandonment ofany request for licensure and that any fee I submitted is
not refundable nor transferable.

I authorizeand requestevery person, hospital, clinic, govemmental agency (local, state, federal orforeign), court,association, institution7
or law enforcement agency having control of any documents, records and other information pertaining to me to fumish to the State
Medical Board of Ohio any such information, including documents, records regarding charges or complaints filed against me, formal
or informal, pending or closed, or any other pertinent data and to permit the State Medical Board of Ohio or any of its agents or

~ representatives to inspect and make copies of such documents, records, and other information in connection with this application,
subsequent licensure or practice thereunder.

I hereby release, discharge, and exonerate the State Medical Board ofOhio, its agents or representatives and any person fumishing
information, of any and all liability of every nature and kind arising out of investigation made by the State Medical Board of Ohio. I
authorize the State Medical Board of Ohio to release information, material, documents, orders or the like relating to me or to this
appiication to any other govemmentai ageiicy (iocal, siaie, feueiai 01 ibieigri), •^ lu &iiy iiu^iidi, iiuiuiiifc iioriic, clinic, health
maintenance organization or similar institution; or to any professional association.

I further understand that issuance of a certificate to practice medicine or osteopathic medicine in Ohio will be considered on the truth
of the statements and documents contained herein or to be fumished, which if false, can subject rqe fo denial of s^it} certificate.

(NOTARY SEAL)

Subscribed and swom to before me this _2^2a-dayof ^a^.cJ^ 199 <f- .

^2. ^!)^^^^ .
N^tar/PubHc Signature

01̂̂ . /7 /^97 PATTYJ.GRIEnOON

Revised 05/26/92

Date Commission H)<pteay Public - StateofOhio'
My Commission Expires Ju.ne 17. 1997



MEDICINE OR OSTF.OPATHIC PRELFVTINARY EDUCATION FORM

L//

NAME:
LAST (Sumame)

•^^

FIRST

AMY
MIDDLE SUFFK(Jr.,II)

wf/^ ^w^
HIGH SCHOOL OR
EQUIVALENT:

SCHOOLNAME ^ CTTY -, STATE SffUNTR'K

^)^^ ^|t\ bd^cl ^oUA^J^TDV;^ O^hD ^5,,^

DATES ATTENDED: FROM:!

MO/DAY/YR

?/ /^6 TO:

MO/DAY/YR

^/ /^4
UNDERGRADUATE
COLLEGE OR
EQUIVALENT':

"777—-

-t3 O'"'"~3»
rt;

sr. '-•:

;)
DATES ATTENDED: FROM:

CITY STATCCOUNTRY

^\\^-^tv3 Skfc V)A^&:f5 .-^-y ^duati'?^^ oti
MO/DAY/YR | |^O/DAY/YR

—|
|' DEGREE RECEIVED /

FROM:| ^/ /^ 4 1 TO=|

^ .<'•"

M
7Y AV A''g^
^'

SCHOOLNAME CTTY STATE COUNTRY

DATES ATTENDED: FROM:

MO/DAY/YR

/ / TO:

MO/DAY/YR

/ /

DEGREERECEIVED"

MEDICAL OR
OSTEOPATHIC
SCHOOL
OF GRADUATION: ^

:{TY S i^ )1 STATC )i
'

^)COUNTRYiwfo^g^^yittto^ ^fek^ OH
DATES ATTENDED: FROM:

MO/DAY/YR

I/ / ^ TO:

MO/DAY/YR^ / /yo DEGREE RECEFVED

M6

FOR BOART; U3E ONLY

CERTIFICATE OF
PRELIMINARY EDUCATION

N0: ^l^ DATE ISSUED:
±\^

This is to certifythat this applicant has met the preliminary education requirements for study in
conformity with the statutes of Ohio and the regulations ofthe State Medical Board of Ohio.

^/0<-
/ Entrance Examiner

^ O '.Q.«-^ ..,(-<.•»,

Secretary

Revised 05/28/93



STATE MEDICAL BOARD OF OHIO
77 South High Street, 17th Floor • Colunibus, Ohio 43266-0315 • (614) 466.3934

MEDICINE OR OSTEOPATHIC MEDICINE | '.^'

FORM 2 - CERTIFICATE OF GRADUATE MEDICAL EDUCATION

MAILTO HOSPITAL OR INSTITIJTION OF GRADUATE
MEDICAL EDUCATION IN THE U.S. OR CANADA

'•.p

Dear Sir:

I am applying for a license to practice in the State of Ohio. The State Medical Board of Ohio requires that my

graduate medical education be certified. Please complete the form and retum it direcdy to the State Medical

Board of Ohio.

TO BE COMPLETED BYAPPLICANT

^W\, ^U1 l^l^
Name in full (last, first, middle, suffix)

Complete address (street, city, siatejfe zip)

Date ofbirth (mo/day/yr)

M^o^M
Medical school ofgraduation

I HEREBY AUTHORIZE MY HOSPFTAL OR INSTITUTION OF GRADUATE MEDICAL EDU-

CATION TO FURNISH THE FOLLOWIN(^I^ORMAyiON TO THE STATE MEDICAL BOARD
OF OHIO.

^-^'^nvMjo
Sig^rfaiure i^f applii,aiii

TO BE COMPLETED BY HOSPITAL OR TRAINING INSTITUTION

I offer the following in support of his/her application for full licensure:

I rate his/her medical knowledge and technique as:.

His/her relationship with patients is: C»^/P '

Jf^:>^fiH(.iW-'f~

I rate his/her ability to work well with peers and medical staff as: fMffl-) ^'

His/her command of the English language is: fi.^^.L^r'

Additional comments: o^^^-^W ^-^ ^ ^^

OVER c[>

Redacte
d

Redacted



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

PAGETWO

This certifies that Amy Beech has successfully completed

<-($•? ^'

not 16ss than

^xf^
(name of applicant)

-'..

L4
_ months of graduate medical education through the: tf 1 st year level

Q 2nd year level
Q 3rd year level or above

Pediatricsasa(n): El intem
Q resident in
O. dinical fellow (department)

Albert Einstein College of Medidne and
Montefiore Medical Center 111 E. 210th St., Bronx, NY 10467

at
(nameofhospital) (complete street address ofhospital)

from July 1, 1990 to October .?1 , 1 QQO
beginning (mo/day/yr) ending (mo/day/yr)

It is further certified that the above named: Q will be awarded a certificate on}
mo/dsyfyi

Q was awarded a certificate on}
mo/day/yr

Kl was not awarded a certificate

please exnlain: 1eft 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 pracdce in the State of Ohio.

fr'T' *T f\T7 TTQCOTT'AT '»*

^kJiLjrlit-; V^A AAOLJA JL A ^ AA^t/

*If hospitdl has no seal, please indicate
and have form notarized.

Signature of Medical Director or Program Director

(Original signature only, names stamps will not be
accepted)

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

5/5/94
Date

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

Revised 05/26/92
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Note:

NATIONAL BOARD OF MEDICAL EXAMINERS®

ENDORSEMENT OF CERTIFICATION

The embossed seal of the Narional Board of Medical Examiners (NBME9)
in the lower left corner certifies the authenticity of this document.

Diplomate Name: Amy Leigh Stearns Beech, MD

Certification Date: 06/01/1993

Date of Birth:

Certificate #: 384636

It is certified that the physician named above has successfully completed
the examination, education, and training requirements for certification
by the NBME as__of the certification date shown above.

Exam

NBME
PART I

Test Total Min. Pass/
Date Test Pass Fail

Sep
1988

445
77

380
75 PASS

Anat Phys Bioc
Beh

Path Micr Phar Sci

420
75

415
75

480
79

370
72

545
83

435
76

545
83

NBME
PART II

Sep
1989

520
82

290
75 PASS

Med Surg Ob/Gyn PM/PH Ped Psych

515
82

435
79

545
83

440
79

535
83

635
87

NBME Mar 400 290
PART III 1991 78 75 PASS

10•c.'~

,T-»

3
C^)

VI

Ot

-̂**-^
»nr1

°^

!3^~:?t>.

co
o
2.T.
^

SEE OTHER SIDE FOR SCORE INFORMATION

PAGE: 1 of 1

DATE: 05/13/1994

OH0383

Redacted



• :/l/ji/)^SV~^^-
^/^w

STATE MEDICAL BOARD OF OHIO
77 South High Street, 17th Floor • Columbus, Ohio 43266-0315 • (614) 466.3934

IREQUEST FOR APPLICATION FORMS |
(MEDICAL OR OSTEOPATHIC)

PLEASE TYPE OR PRINT CLEARLY

I hereby submit the foUowing information in order to receive an application:

'^
^

s -a
." ) '•-"•

^ ^.,.
CP
-3 ^1'"
-j& •••

^

NAME:
LAST (Sumame)

^w\
FIRST MIDDLE SUFnX(Jr..II)

W STEMMS

ADDRESS:
UMB

cmr STATE^'"'"CH ZTP C COUNTOY~u?3cg>5 ""'"^5

TELEPHONE: BUSINESS:

-AREA
CODE & NUMBER

( ) HOME:
ODE & NTUMB

BIRTH DATE^
MO/DAY/YR

BIRTHPLACE:
jOTY , STA'

T

COUXTRY

^ Y35

CMEDICAL OR OSTEOPATHIC EDUCATIONj

MEDICAL SCHOOL
..OFGRADUATION:

u

SC^IOOLNAME
, ^; ,\ \ ^ \'[ f ,j/, j^ /.

V^K^5WO\\^VJAW^A^^^^'t ^Uc\A^C^oocc|yv\}
STREETADDRESSi^""1?0^

^
ary STATE•c

^•^•^^ oti. 'w^ COUNTRY

\)S

DATES ATTENTIED: FROM:

MO/DAY/YR

^
/ / TO:

MO/DAY/YR

^' ' w
DEGREE
RECEFVED: DATERECEFVED:

MO/DAY/YR

^ 1^1^^

Revised 01/11/93 OVER c^>

Redac
ted

Redacted

Redacted Redacte
d

Redacted

Red
acte
d

Redacted

Redacted Redact
ed



OTHER MEDICAL

SCHOOLS
ATTENDED:

(IF NONE,
ENTER"NONE")

SCHOOLNAME
^-'^

STREETADDRESS

CTTY STATE COUNTRY

DATES ATTENDED: FROM:
MO/DAY/YR

/ / TO:
MO/DAY/YR

/ /

REASON DEGREE NOT RECEF/ED AT TMS SCHOOL:

SCHOOLNAME

STREET ADDRESS

CTTY STATE COUNTRY

DATES ATTENDED: FROM:
MO/DAY/YR

/ / TO:
MO/DAY/YR

/ /

-REASON DEGREENOTRECErVEDAf-TraS SCHOOL:

CFIFTHPATHWAY^)

FEFTHPATHWAY
PROGRAM AT:
(IF NONE,
ENTER "NONE")

HOSPFTAL OR INSTTTUTION

^^

AFFILIATED WFm:
NA.iV •:. Ui i.'lti.JlCAL ^iCHOOE,

ADDRESS:
STREET&NUMBER

~cm
STATE ap CODE

DATES ATTENDED: FROM:

MO/DAY/YR

/ / TO:

MO/DAY/YR

/ /

QUALIFYING EXAM TAKEN: DATE TAKEN:
MO/DAY/YR

/ /

CONTINUED ^>



(GRADUATE MEDICAL EDUCATIQNj

ListALLgraduate medical education (intemship, residency, orclinical fellowship), undertaken in theU.S. orCanada.
If additional space is needed, please attach an extra sheet. If none, enter "NONE")

^<

^^^'

^ /

^
•^

month/year

TO

month/year

i^7c
month/year

TO

month/year

f I 93
month/year

TO

j J.rfospital, University or Other: ,

p^ibert ^n^^iA L^k^°^ :
?ss:

\^r'^^>^0^3

fel^af^
'Vw^O^A^

Zo^fch^sk-r ^ o^
Street & Number

/£^^ ^)f 1°^
C,iy , d.i^i '^/V U l' 11 l

'.• Zip

Position &
)epartment

IT^A^

Level of Training
(check one only)

^

1st
y^ar

t^'ffl •^ff~.
^~ ...^-

3rd:year
oorabove

1 ^o
\ /1-li/spital, University or Other: /-

S^}\\lhiU^ IWpt-^ l^^^^
Complete Street Address:

1(30 d!\Al^^^n^
Street & Number

^G^"^ ^^
State/Country ZipCity

Position &
Department

^

^',^

^

Level of Training
(chec^< one only)

1st
year

D
2nd
year

3rd year
or above

sm
month/year

^

Hospital, University or Qther:

LJLV^ \^^
Complete Street Addres;

^O (!UkjL(AA''^^
Street & Number

(bbly^^ O^
City State/Country Zip

Position &
Department

^

^
^

C'?

Level of Training
(check one only)

K
'1st

year

D 3rd year
or above

t@mohth/year

TO

month/year

Hospital, Unjvefsity or Other

M ,^'(

^implete Street Address:

^Q.\y\t >[

Street & Number

City State/Country Zip

Position &
Department

'c' .r

•h

Level of Training
(check one only)

a ;:'.,

iew

3rd year
or above

yUh)^Y\M^ &^ ^\Aa^v/i^>VA/ (\to^^ OVER c>

_!_ ^6,

10 cf0

^1 ^l

^3^



C WRITTEN EXAMINATIONS TAKEN^

List each and every written (FLEX or State Board except National Boards) exam taken whether in Ohio or any bther
state, territory or province. If additional space is needed, please attach an extra sheet. (If none, enter "NONE") Refer
to the "Additional EligibiUty Infonnation" section for National Board infonnation. EQ BQtlist National Board exam
information in this section.

CLICENSES IN THE UNITED STATES & CANADA)

List ALL states/provinces whether the license is current or mst in which you ass. or have been licensed to practice
medicine and surgery or osteopathic medicine and surgery. Indicate the license number, date ofissuance, and the basis
oflicensure (e.g., ELEX, state board exam, endorsement ofanother state license, endorsement ofdiplomate status, etc.).
If additional space is needed, please attach an extra sheet (If none, enter "NONE").

f AMERICAN MEDICAL ASSOCIATION

^NATIONAL PHYSICIAN CREDENTIALS VERIFICATION SERVICE)

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

Are you currently a member of the AMA'S NPCVS? O YES ^O

For further information contact the AMA at the address below:

AMERICAN MEDICAL ASSOCIATION
NATIONAL PHYSICIAN CREDENTIALS VERIHCATION SERVICE
515 N. STATE STREET, 4TH FLOOR
CmCAGO, IL 60610
(312)464-5000

CONTINUED c>

STATE DATE TAKEN WRITTEN EXAM TAKEN FINALRESULTS TyPEOFEXAM
MO/YR

/ Q FLEX Q STATC BOARD QPASS QFAIL Q RJLL Q PARTIAL

/ Q FLEX Q STATE BOARD QPASS QFAIL Q FLJLL Q PARTIAL

/ Q FLEX Q STATE BOARD QPASS QFAIL Q FULL Q PARTIAL

/ LJ H.HX a STATE BOAkD UPASS QFAIL Q FULL Q PARTIAL

STATE ISSUE DATE LICENSE # BASISOFLICENSE LICENSE CURRENT
^IO/YR

/ QYES QNO

/ QYES QNO

_/_ QYES QNO

/ a YES a NO



CADDITIONAL ELIGIBILITY IN^ORMATION - ANSWER ALL QUESTIONS ^

A;-e you a diplomate of th^ National Board ofMedical Examinejs?
QPENDING ^fYES QNO DATE: 3 /?/

/ N / MO/YR

Are you a diploniate of the Nationa^ Board of Osteopathic Medical Examiners?
QPENDING QYES ^N0 DATE: /

/ ^ MO/YR

Are you a licentiate of the Medical Council of Canada? Q YES ^Q-NO

Are you applying to sit for the FLEX exam in Ohio?
QYES

"9^0
H7YES, Q JUNE OR Q DECEMBER YEAR: 199_

^

^̂

€.

\

^

Do you have a vali^ECFMG Certificate?
QYES /QNO NUMBER:

CP
-<s-

DATE ISSUED: /
MO/YR

/ .^'<;p

If you are a graduate of a Mexican Medical School indicate degrce: (CtIECK ONLY ONE)
Q ACTA QTITULO QMEDICO CIRUJANO

During the five (5) years immediately preceding the date ofyour application have^ou held an unrestricted license in the
US? (Refer to the TSE section in the EligibiUty Packet for more information)

'^YES
'JwJ^^dMj^^

During the five (5) years unmediately preceding the date ofyour application have you been actively pracAcing me^in&^v^

and surgery or ostpopathic medicine and surgery in the US? (Refer to the TSE section in the Eligibility Packet for n|t)re
infonnation) ^YES

QNO__^^^,j
K^cL^-^O ~

'
<-AN l*<y

Have you applied fpr or taken the Test of Spoken English CTSE)* ofthe Educational Testing Service (ETS)?
LAST DATE TAKEN OR SCHEDULED /QYES ^)NO

MO/YR

Have you achieved a^core of at least two hundred ten (210) on TSE* of the ETS?
QYES Q/NO SCORE: _DATE TAKEN: /

MO/YR

* iTHE TOEFL. ECrMG EX^ufi. L i C.. ARE 1'IOT EOUIVALEN^' AT^D
CANNOT BE SUBSTITU'mD^FQR-'FHE^FEST-OF^POKEN^ENGt.ISH CTSE)

I HEREBY C^R
TION FOR^S

CFRTEF'ICATION 3

THAT I AM T;
'fTHESl

:RSON Rt-.I-ERRED TO IN THE FOREGOING REQUEST FOR APPLICA-
SNT§,HEREIN ARE STRICTLY TRUp IN EVERY RESPECT.

^&h^A^^^-
SIGNATURE

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

Revised 05/26/93 CONTINUED c[>



Redacted

Redacted



RED
ACT
ED



Redacted





R
edacted

R
edacted



R
E

D
A

C
TE

D

R
edacted



Redacted

Redacted



RED
ACT
ED





R
ED

AC
TED



R
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R
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R
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R
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R
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R
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Subm
ission D

ate and T
im

e: 5/26/2019 2:01 PM
      

L
icense R

enew
al A

pplication

L
icense T

ype - D
octor of M

edicine (M
D

)

Personal Inform
ation

Provide the necessary personal inform
ation in the fields to the right. A

ll fields w
ith (*) are required and m

ust
be com

pleted to continue the application process. D
em

ographic and w
orkforce data collected for som

e
licensed healthcare professions is used to enhance the state’s capacity for healthcare w

orkforce forecasting,
policy developm

ent, and research. This data is used to analyze the supply and dem
and of the healthcare

w
orkforce serving O

hio. If you do not have an Individual Provider Identifier (N
PI) num

ber please enter nine
zeroes.

Title
D

r.
First N

am
e

A
m

y
M

iddle N
am

e
Stearns
Last N

am
e

A
cton

M
aiden N

am
e

Stearns
Social Security N

um
ber

D
ate of B

irth

Em
ail A

ddress

Phone N
um

ber

O
ther Phone N

um
ber

 N
o R

esponse
W

hat is your U
.S. R

esidency status related to your em
ploym

ent?
U

nited States C
itizen

D
o you consider yourself H

ispanic, Latino/a or of Spanish origin?
N

o
W

hat do you consider your race?
W

hite
List languages you personally use to com

m
unicate w

ith patients excluding an interpreter or softw
are

English
O

ther Language
N

o R
esponse

Individual N
ational Provider Identifier - if N

/A
 enter all zeroes

0000000000
Enter hom

e U
S zip-code. Enter N

A
 if unavailable

43209

R
ED

AC
TE

DR
edacted

R
edacted

R
edacted



 A
dditional Inform

ation

Provide the necessary additional inform
ation in the fields to the right. A

ll fields w
ith (*) are required and

m
ust be com

pleted to continue the application process.

D
o you have other aliases?

B
EEC

H
 A

M
Y

 STEA
R

N
S

W
hat is your gender?

Fem
ale

In w
hich country w

ere you born?
U

nited States
In w

hich state w
ere you born (if U

nited States)?
O

hio
In w

hich city w
ere you born?

Y
O

U
N

G
STO

W
N

 E
m

ploym
ent Status

D
em

ographic and w
orkforce data collected for som

e licensed healthcare professions is used to enhance the
state’s capacity for healthcare w

orkforce forecasting, policy developm
ent, and research. This data is used to

analyze the supply and dem
and of the healthcare w

orkforce serving O
hio.

W
hat is your prim

ary em
ploym

ent status
A

ctively w
orking in a position(s) that requires this license

W
hich of the follow

ing best describes your five-year em
ploym

ent plan?
M

aintain practice hours as is
 L

icense M
ailing A

ddress

Select a license m
ailing address by clicking the appropriate checkbox to the right (this is the address used for

all postal com
m

unications from
 the B

oard for this license). To add a new
 address, click A

dd A
ddress,

com
plete the required fields, and click Save.

U
nited States

   L
icense Public A

ddress

Select a public license m
ailing address by clicking the appropriate checkbox to the right (this is the address

that w
ill be view

able by the public). To add a new
 address, click A

dd A
ddress, com

plete the required fields,
and click Save.

R
edacted



U
nited States

   M
ilitary Service

If you have served in the m
ilitary, provide the inform

ation for the type of service and duration of the service.
A

lso, provide proof of your service.

H
ave you served in the m

ilitary?
N

o
If you answ

ered "Y
es", are you currently serving in the m

ilitary?
 N

o R
esponse

H
as your spouse served in the m

ilitary?
N

o
If you answ

ered "Y
es", are they currently serving in the m

ilitary?
 N

o R
esponse

I declined to answ
er these questions

 Secondary E
m

ail R
ecipient

Y
ou m

ay define another em
ail recipient for all autom

ated em
ails you receive related to your license. Y

ou
m

ay change this recipient at any tim
e from

 your dashboard.

Secondary Em
ail A

ddress: 

   Specialty T
racking C

om
ponent

Please list any A
m

erican B
oard of M

edical Specialties, A
m

erican O
steopathic A

ssociation, or C
ouncil on

Podiatric M
edical Education specialty and/or subspecialty certifications that you currently hold.

   C
urrent E

m
ploym

ent L
ocation(s)

Please provide the follow
ing inform

ation for all practice sites w
here you use this license, beginning w

ith the
locations in w

hich you spend m
ost of your tim

e. If you are not actively w
orking or volunteering in a position

that requires this license (e.g. student or recent graduate) em
ploym

ent location inform
ation is optional.

R
edacted



Em
ploym

ent location inform
ation helps im

prove the accuracy and efficiency of H
ealth Professional Shortage

A
rea D

esignations and enables O
hio to identify healthcare w

orkforce distribution.

N
am

e of Practice Site - 
Practice Settings - Federal/State/C

om
m

unity H
ealth C

enter(s)
Street A

ddress - 
C

ity -

M
ajor A

rea of Focus or Specialty - Preventive M
edicine-Public H

ealth
Total H

ours W
orked at this practice site, per W

eek - 60

Percent of tim
e spent per w

eek in each of the follow
ing at this practice site: 

D
irect Patient C

are - 0
Teaching/A

cadem
ic - 0

R
esearch - 0

Professional Services - 0
A

dm
inistrative A

ctivities - 100
O

ther - 0
Total H

ours- 100

H
ospital A

dm
itting Privileges for Patients - N

o
C

urrent Em
ploym

ent A
rrangem

ent - Salaried
O

ther Em
ploym

ent A
rrangem

ent - null
Intern/R

esident Position - N
o

Em
ployed as Federal Em

ployee - N
o

A
ccepting N

ew
 Patients - N

o
   Q

uestions

A
nsw

er the follow
ing questions by selecting the Y

es/N
o option for each question. O

nce com
pleted, click

Save and C
ontinue.

Q
uestion - A

t any tim
e since signing your last application for renew

al of your certificate have you had any
clinical privileges or other sim

ilar institutional authority suspended, restricted, revoked or placed on
probation for reasons other than failure to m

aintain records on a tim
ely basis or to attend staff m

eetings? 
A

nsw
er - N

o

Q
uestion - A

t any tim
e since subm

ission of your last application for renew
al have you been addicted to or

dependent upon alcohol or any chem
ical substance; or been treated for, or been diagnosed as suffering from

,
drug or alcohol dependency or abuse? Y

ou m
ay answ

er N
O

 to this question if you have successfully
com

pleted treatm
ent at, or are currently enrolled in, a program

 approved by this B
oard and have adhered to

all statutory requirem
ents during and subsequent to treatm

ent. Y
ou m

ust answ
er Y

ES if you have ever
relapsed.
A

nsw
er - N

o

R
edacted

R
edacted

R
edacted



Q
uestion - A

t any tim
e since signing your last application for renew

al of your certificate have any
m

alpractice aw
ards been paid by you or on your behalf for acts occurring in any state other than O

hio? 
A

nsw
er - N

o

Q
uestion - Since signing your last renew

al have you prescribed opioid analgesics or benzondiazepines w
hile

practicing in O
hio?

A
nsw

er - N
o

Q
uestion - A

re you registered w
ith the O

hio A
utom

ated R
x R

eporting System
 (O

A
R

R
S)?

A
nsw

er - N
o

Q
uestion - A

re you currently in a collaboration agreem
ent w

ith any C
linical N

urse Specialists, C
ertified

N
urse-M

idw
ives or C

ertified N
urse Practitioners?

A
nsw

er - N
o

Q
uestion - A

t any tim
e since signing your last application for renew

al of your certificate has any board,
bureau, departm

ent, agency, or any other body, including those in O
hio other than this board, filed any

charges, allegations or com
plaints against you? 

A
nsw

er - N
o

Q
uestion - A

t any tim
e since signing your last application for renew

al of your certificate have you been found
guilty of, or pled guilty or no contest to, or received treatm

ent or intervention in lieu of conviction of, a
m

isdem
eanor or felony? 

A
nsw

er - N
o

Q
uestion - A

t any tim
e since signing your last application for renew

al of your certificate have you
surrendered, consented to lim

itation of, or to suspension, reprim
and or probation concerning, a license to

practice any healthcare profession or state or federal privileges to prescribe controlled substances in any
jurisdiction other than O

hio? 
A

nsw
er - N

o

Q
uestion - D

o you currently supervise one or m
ore Physician A

ssistants?
A

nsw
er - N

o

Q
uestion - D

o you prescribe controlled substances?
A

nsw
er - N

o

   



   A
ttachm

ents

If applicable, upload the A
ttachm

ents for your license application by clicking the A
dd A

ttachm
ent button(s).

If uploading an attachm
ent as a subm

ission, it is necessary that the nam
e of the file attachm

ent is less than 80
characters in length for it to be received successfully. The character lim

it does include the file attachm
ent

extension, such as (.doc) and (.pdf). The (.exe) and (.htm
l) file extensions are not supported for subm

issions.
For docum

entation that needs to be subm
itted directly to the B

oard or by hardcopy, please acknow
ledge by

clicking the A
ttest button(s). If no attachm

ent or attestation item
s appear, please click the Save and C

ontinue
button.

   R
eview

 + Subm
it

O
nce the review

 has been processed, the license application w
ill be com

pleted.

A
pplication R

eview
 - C

om
pleted 

A
ttestation

I understand that subm
itting a false, fraudulent, or forged statem

ent or docum
ent or om

itting a m
aterial fact in

obtaining licensure m
ay be grounds for disciplinary action against m

y license. U
nder penalty of law

, I hereby
sw

ear or affirm
 that the inform

ation I have provided in the application is com
plete and correct, and that I

have com
plied w

ith all criteria for applying.

C
onsent to Electronic Signature - C

onsented
D

ate/Tim
e Stam

p - 5/26/2019 2:01 PM
Type your First N

am
e and Last N

am
e as they appear on the application to sign electronically. 

A
m

y A
cton 

Subm
it your A

pplication -A
fter clicking the ‘Subm

it’ button below
, you w

ill no longer be able to change this
application. PL

E
A

SE
 D

O
 N

O
T

 U
SE

 T
H

E
 B

R
O

W
SE

R
'S B

A
C

K
 B

U
T

T
O

N
 A

S T
H

A
T

 M
A

Y
If you w

ant to return to your application, sim
ply log out and log back in.

O
V

E
R

W
R

IT
E

 Y
O

U
R

 D
A

T
A

. 
If this application requires paym

ent you w
ill be prom

pted to begin the paym
ent process. Y

ou m
ust com

plete
the paym

ent process before the board w
ill review

 your application. If this application does not require
paym

ent, you w
ill be navigated back to the eLicense hom

e page and the board w
ill review

 your application. 
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