1500 SW 1% Ave., Suite 620
Portland, OR 97201-5847
www.oregon.gov/bme

OREGON BOARD OF MEDICAL EXAMINERS

PA LICENSE RENEWAL - 2008 - 2009

Payment Due by December 1, 2007 - License will Lapse on January 1, 2008

IMPORTANT: Please read Instructions before completing application. Information on this form is available to the public EXCEPT residence address
(unless it is your mailing address), residence phone number, SSN, responses to Category | and Il Registration Renewal Questions, & credit card data.

1. NAME AND CURRENT MAILING ADDRESS

2. OREGON LICENSE NO. 3. CURRENT STATUS

4. FEE & STATUS REQUESTED $330.00
PAYMENT BY CHECK OR CHARGE - SEE PAGE 4.

O ACTIVE

[0 LOCUM TENENS

0 INACTIVE

O RETIRED No Fee

IS THE MAILING ADDRESS ABOVE CORRECT? O ves O no

Please read Instructions before checking below.

If NO, please provide current address below, including PO Box & PMB addresses. | do not wish to renew the registration of my license.

[J 1 wish to surrender my license
[J 1 wish to let my license lapse

5. DATE OF BIRTH

6. SOCIAL SECURITY NO.

7. SPECIALTY

8. OREGON PRACTICE COUNTY

9. CURRENT BOARD APPROVED SUPERVISING PHYSICIANS

ARE THE LISTED SUPERVISING PHYSICIANS CORRECT?
[J YES [JNO If NO, please provide correct information below.

10. PRIMARY PRACTICE ADDRESS & PHONE NO. ON FILE WITH THE
BOARD. IS THIS ADDRESS CORRECT? [] YES ] No

IF NO, PROVIDE YOUR PRIMARY PRACTICE ADDRESS, PHONE
NO. & EMAIL ADDRESS. (NO PO BOX OR PMB ADDRESSES)

Phone ( )
Email Address -

11. CURRENT RESIDENCE ADDRESS ON FILE WITH THE BOARD.
IS THIS ADDRESS CORRECT? ] ves 1 No

IF NO, PROVIDE YOUR RESIDENCE ADDRESS (NO PO BOX OR
PMB ADDRESSES)

STAFF USE ONLY

L N Q A P F

S R Opt Other
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13. PROVIDE THE NAME OF ALL OREGON HOSPITALS WHERE YOU HAVE STAFF PRIVILEGES. Active or Locum Tenens
Physicians Assistants only.

|:| I DO NOT HAVE HOSPITAL PRIVILEGES IN ANY OREGON HOSPITAL

14. CHECK ALL STATES WHERE YOU ARE CURRENTLY LICENSED:

OaAa. [Jak [OArR [Jaz [cA [Jco [er [pe [ [deA [deu [MOw Oo [Ow
N Cha [Clks [Olky Oea Ove Civo CIva Owvie OOwn [Cvs [CImo Cvt CINE
CInv OINH [Ong OONm OINY [OONe [OOno [Jon Lok [pa [IPrR [rR1 [Isc  [sD
O™~ Orx [Qut Ovr Ova Owa Owv Owe [Jwy

15. REGISTRATION RENEWAL QUESTIONNAIRE

Answer all the questions in both Category | and Il. Category | will help the Board determine if you meet the essential eligibility
requirements for registration renewal. Category Il will be reviewed to help the Board determine if you are qualified to practice safely
and competently, with or without reasonable modification.

NOTE: Fraud or misrepresentation in applying for or procuring a license, registration, or reactivation in Oregon are grounds for
disciplinary action, including denial or revocation of license, and are reported to the National Practitioner Data Bank and/or appropriate
national professional credentialing organizations.

CATEGORY | - DURING THE PERIOD OF 1/1/06 TO THE PRESENT
If you answer "yes" to any of the questions, you must provide a complete written explanation of the event(s) or condition(s),
including dates, names, addresses, circumstances, and results along with your returned application.

|:|Y |:| N 1. Have you engaged in the unlicensed practice of any health care profession when you were required by law to
have a license?
If “yes,” provide a full detail to include type of health care profession, dates, state/province, and license numer and
current status of license.

|:|Y |:| N 2. Has any state licensing board refused to license, refused to renew, denied you a license to practice, or asked
you or permitted you to withdraw an application for licensure?
If “yes,” provide full details to include state/province, reasons, circumstances and any disciplinary action. Provide a
copy of all documents from the board and from you.

|:|Y |:| N 3. Have you been asked to make a written or verbal response to an inquiry or investigation about you or your
medical practice by this or any other licensing board?
If “yes,” and is a state other than Oregon provide states, dates and reasons/circumstances. Attach a copy of all
documents from the board and from you.

|:|Y |:| N 4. Have you had any disciplinary or adverse action imposed against any professional license or certification, or
were you ever denied a professional license or certification, or have you entered into any consent agreement,
stipulated order or settlement with any regulatory Board or certification agency, or have you been notified of
any complaints or investigations related to any license or certification?
If “yes,” and is a regulatory agency other than Oregon Board of Medical Examiners, provide agencies, states, dates
and reasons/circumstances. Provide a copy of all documents from the regulatory Board and from you.

|:|Y |:| N 5. Have you been denied approval to prescribe controlled substances, or been charged with a violation of
federal or state narcotic laws, or been asked to surrender your DEA number?
If “yes,” provide full details, including dates and reasons/circumstances, and provide a copy of documents, reports and
correspondence.

|:|Y |:| N 6. Have you been arrested, convicted of, or pled guilty or “nolo contendere” to ANY offense in any state in the
United States or any foreign country, other than minor traffic violations, or a substance use related offense
which has been evaluated by the Oregon Health Professionals Program and you are in compliance with their
recommendations? Matters in which you were pardoned or diverted, or the conviction was deferred or set aside,
must be disclosed. Serious traffic convictions, such as reckless driving, driving under the influence of alcohol and/or
drugs, hit-and-run, evading a peace officer, driving while the license was suspended or revoked, or failure to appear,
must be disclosed. This list is not all-inclusive.
If “yes,” provide full details of the arrest, dates, places, and disposition of the case. Provide a certified copy of all
documents (court, police/arresting agency, etc.). If documents were purged by the arresting agency and/or the court,
a letter of explanation directly from these agencies is required.
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10.

11.

12.

13.

Are you aware of any current, proposed, impending or threatened civil or criminal action against you? This
includes whether or not a claim, charge or filing was actually made with a court.

If “yes,” provide full details to include the agency/party conducting the investigation as well as the reasons for the
proposed civil or criminal action. Provide a copy of documents, reports and correspondence.

. Have you entered into any formal, informal, out-of-court or confidential settlement to deter, prevent, or settle

a claim, lawsuit, letter of intent to sue, and/or criminal action? This includes whether or not a claim, charge or
filing was actually made with a court.

If “yes,” provide full details to include the agency/party with which the settlement was entered as well as the reasons
for and conditions of the settlement. Provide a copy of documents, reports and correspondence.

. Have any charges of malpractice been brought against you?

If “yes,” provide full details to include disposition of the case, judgment, etc. Please indicate if the case is still
pending. Provide a copy of documents, reports and correspondence.

Have you been restricted, suspended, terminated, requested to voluntarily resign, placed on probation,
counseled, received a warning, or been subject to any remedial or disciplinary action during a medically
related training program?

If “yes,” provide name of the medically related training program, dates and reason/circumstances. Provide a copy of
documents, reports, and correspondence.

Have you had privileges denied, reduced, restricted, suspended, revoked, terminated or have you been
placed on probation, been subject to staff disciplinary action or non-renewal of an employment contract, or
been requested to voluntarily resign or suspend your privileges while under investigation from a hospital,
clinic, surgical center, or other medically related employment; or have you been notified that such action or
request is pending or proposed? Have you been allowed to withdraw your staff privileges from a hospital or
surgical center?

If “yes,” provide full details to include the name of the hospital, clinic, or surgical center, dates, and reason/
circumstances. Provide a copy of documents, reports and correspondence.

Have you been contacted by or asked to make a response to any governmental agency in any jurisdiction
regarding any criminal or civil investigation of which you are the subject, whether or not a charge, claim or
filing with a court actually occurred?

If “yes,” provide full details to include the agency conducting the investigation as well as the reasons for the criminal,
civil or licensing board investigation. Provide a copy of documents, reports and correspondence.

Have you interrupted the practice of your health care profession for one year or more?

Yes, | ceased practice from to .

| obtained hours of Category | continuing medical education during this period.

If “yes,” provide length of time you did not practice medicine and the reason you ceased practice, as well as your
activities (medical or non-medical) for that period of time. Include the number of hours of any CME you obtained
during this period of time.

CATEGORY Il - DURING THE PERIOD OF 1/1/06 TO THE PRESENT

The answers to Category Il questions are exempt from public disclosure under ORS 192 505(2), the Oregon Public Records Law, unless a
party seeking disclosure, by clear and convincing evidence, shows that disclosure would not be an unreasonable invasion of privacy and
that the public interest requires disclosure in the particular instance. The answers to these questions may be considered by the Board and
may be disclosed in any contested case hearing or appeal of a licensing decision based upon them.

If applicable, these questions should be read to include the clause, “Other than what is already known and in compliance
with the recommendations of the Oregon Health Professionals Program.”

"lllegal drug use" means the use of an illegally obtained controlled substance or dangerous drug; the term "illegal drug use" also means the use of a legally
obtained controlled substance or dangerous drug which is not taken in accordance with the directions of the licensed health care professional who prescribed
the controlled substance or dangerous drug.

]y

]y

[N

[N

1.

Have you had, or do you currently have any physical, mental, or emotional condition which impaired, or does
impair your ability to practice your health care profession safely and competently? Has there been any type
of inquiry into your physical, mental, or emotional health?

If “yes,” provide full details and dates regarding treatment received for the condition. If any medications were
prescribed, furnish the names, dosages and the dates the medications were taken. Include the names and
addresses of the treating physician, psychiatrist, psychologist, social worker, clinical therapist, or counselor and
dates of treatment or therapy. Request the person providing treatment send directly to the Board complete details of
treatment or counseling including dates, diagnosis (if any), treatment and prognosis.

Have you been admitted to any hospital or other in-patient care facility for any physical, mental or emotional
condition?
If “yes,” provide information as requested for Category Il Question 1.
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|:| Y I:l N 3. Have you had, or do you currently have a dependency on the use of alcohol or drugs which impaired, or does
impair, your ability to practice your health care profession safely and competently?
If “yes,” provide information as requested for Category Il Question 1, but for treatment for dependency.

|:| Y |:| N 4. Have you engaged in the excessive or habitual use of alcohol or illegal drugs, or received any in-patient
therapy treatment or been hospitalized for alcoholism, or illegal drug use, or been arrested or received a
citation for a DUII (Driving Under the Influence of Intoxicants) or DWI (Driving While Intoxicated)? “Excessive”
as used in this question means the use of alcohol or drugs that leads to disturbances, fights, arrest, injury, accident,
illness, loss of consciousness, or other adverse consequences.
If “yes,” respond the same as for Category Il Question 3. If you have been arrested for a DUIl or DWI, request the
arresting officer’s report and court documents to be sent directly to this Board.

|:| Y |:| N 5. Have you been the subject of any chemical substance screening test which resulted in an indication of the
presence in your body of any controlled substance, any dangerous drug, or alcohol level above .08% BAC?
Have you refused to submit to any such test? This does not include those drugs taken by you as a result of a
legitimate health care diagnosis, and prescribed for you in good faith by another licensed health care professional,
unless the test was conducted as part of a criminal investigation, such as DUII.
If “yes,” provide a full report to include Family History/Physical; Individual Assessment and Evaluation; Psychiatric
Evaluation; Psychosocial Assessment; discharge Summary and Discharge Plan for Continued Care or the
equivalent. Request the Police Department/Court to provide a Certified Copy (with court seal affixed) of the original
charge, the judgment, the sentence and/or the dismissal order which reflect the disposition of the matter, sent directly
to this Board.

|:| Y |:| N 6. Have you entered into a diversion program other than the Oregon Health Professionals Program for
evaluation, treatment or monitoring for substance abuse or dependency, or for correction of communication
or boundary issues, in lieu of or as a condition of resolving a matter before a health care program or facility,
regulatory or licensing Board, or criminal or civil court; or have you been notified that such action is
pending or proposed?
If “yes,” provide full details and dates to include the name and location of the diversion program, regulatory Board,
healthcare program or facility, and/or court, and reasons for and results of entering the program.

Use the space below to make the required written explanation concerning any affirmative responses to Category | & Il questions. Include dates,
names, addresses, circumstances, and results. Attach an additional page, if needed, with your name and date on the top.

| certify that the information submitted by me is true, accurate, and complete to the best of my knowledge. | understand that failure to answer the questions
fully and correctly may be grounds for disciplinary action by the Board (ORS 677.205).

- Physician Assistant’s Signature Date
(Signature stamps or proxy NOT acceptable)

Creditcardpaymentorm on page5
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OREGONMEDICAL BOARD
1500SW First Avenue #620
Portland OR 97201-5847
Phone(971)673-2700

FAX (971)673-2670
www.oregon.gov/omb

PALICENSERENEWAL —2008- 2009

Note: All payment information is confidential, Oregon Medical Board use only.

|:| Payment Enclosed |:| Charge my Credit Card $

Amount

Office Use Only

Printednameasit appear®n card

Approval Date

Signature

Approval Code

Telephone Sale?  [] Yes

Billing Addressasit appear®n creditcard

N e s O O VA B

Credit Card Number — VISA, MASTERCARD, OR DISCOVER Security Code

Expiration Date




	Category1Yes: 
	5: 
	1: 
	0: Off

	0: 
	1: Off
	0: Off


	0: 
	1: Off
	0: Off

	1: 
	1: Off
	0: Off

	2: 
	1: Off
	0: Off

	3: 
	1: Off
	0: Off

	4: 
	1: Off
	0: Off


	Category1No: 
	5: 
	1: 
	0: Off

	0: 
	1: Off
	0: Off


	0: 
	1: Off
	0: Off

	1: 
	1: Off
	0: Off

	2: 
	1: Off
	0: Off

	3: 
	1: Off
	0: Off

	4: 
	1: Off
	0: Off


	CategoryIIYes: 
	5: 
	1: 
	1: Off



	CategoryIINo: 
	5: 
	1: 
	1: Off



	StateLicensed: 
	0: 
	0: Off
	1: Off
	2: Off
	3: Off
	4: Off
	5: Off
	6: Off
	7: Off
	8: Off
	9: Off
	10: Off
	11: Off
	12: Off
	13: Off

	1: 
	0: Off
	1: Off
	2: Off
	3: Off
	4: Off
	5: Off
	6: Off
	7: Off
	8: Off
	9: Off
	10: Off
	11: Off
	12: Off
	13: Off

	2: 
	0: Off
	1: Off
	2: Off
	3: Off
	4: Off
	5: Off
	6: Off
	7: Off
	8: Off
	9: Off
	10: Off
	11: Off
	12: Off
	13: Off

	3: 
	0: Off
	1: Off
	2: Off
	3: Off
	4: Off
	5: Off
	6: Off
	7: Off
	8: Off


	CeasedFromDate: 
	CeasedToDate: 
	Hours: 
	CategoryII2-Yes: Off
	CategoryII2-No: Off
	StaffPriv: 
	NoPrivileges: Off
	IsAddressCorrectYes: 
	0: Off
	2: Off

	IsAddressCorrectNo: 
	0: Off
	2: Off

	FeesStatus: 
	1: Off
	2: Off
	3: Off
	4: Off

	SurrenderorLapse: 
	0: Off
	1: Off

	Category2Yes: 
	0: Off
	1: Off
	2: Off
	3: Off

	Category2No: 
	0: Off
	1: Off
	2: Off
	3: Off

	CCNumbers: 
	0: 
	1: 
	2: 
	3: 
	4: 
	5: 
	6: 
	7: 
	8: 
	9: 
	10: 
	11: 
	12: 
	13: 
	14: 
	15: 
	16: 
	17: 
	18: 
	19: 

	NameAddress1: 
	NameAddress2: 
	Specialty: 
	LicNo: 
	CurrentStatus: 
	DOB: 
	SSNumber: 
	PracticeCo: 
	9_SupervisingPhysicians: 
	SupPhyCorrect_Yes: Off
	SupPhyCorrect_No: Off
	CorrectSupervisingPhysicians: 
	PracticeAddressYes: Off
	PracticeaddressNo: Off
	10_PRIMARY_PRACTICE_ADDRESS_PHONE: 
	10_CorrectPrimaryAddress: 
	AreaCode: 
	CorrectPracticePhone: 
	EMail: 
	11_ResidenceAddress: 
	11_CorrectResidence: 
	AffirmativeExplanation: 
	PaymentEnlosed: Off
	CreditCard: Off
	Amount: 
	LicNumberPayment: 
	PrintName: 
	Text10: Credit card payment form on page 5
	Header: OREGON MEDICAL BOARD  
1500 SW First Avenue, #620
Portland, OR  97201-5847 
Phone (971) 673-2700 
FAX (971) 673-2670
www.oregon.gov/omb
	PaymentEnclosedCheckBox: Off
	ChargeCreditCardCheckBox: Off
	CreditCardPaymentAmount: 
	NameOnCard: 
	NameonCreditCard: Printed name as it appears on card
	BillingAddress: 
	CCSignature: Signature
	CCBillingAddress: Billing Address as it appears on credit card
	CC#1: 
	CC#2: 
	CC#3: 
	CC#4: 
	CC#5: 
	CC#6: 
	CC#7: 
	CC#8: 
	CC#9: 
	CC#10: 
	CC#11: 
	CC#12: 
	CC#13: 
	CC#14: 
	CC#15: 
	CC#16: 
	SecurityCode1: 
	SecurityCode2: 
	SecurityCode3: 
	ExpirationDate1: 
	ExpirationDate2: 
	ExpirationDate3: 
	ExpirationDate4: 
	Text11: PA LICENSE RENEWAL – 2008 - 2009


