Department of Health
Board of Podiatric Medicine
4052 Bald Cypress Way, BiftC07
Tallahassee, FL32399-3257
GENERAL INFORMATION/INSTRUCTIONS
Application for Podiatric Examination & Initial Licensure

HOW TO APPLY FOR FLORIDA PODIATRIC MEDICINE LICENSURE

***  PLEASE TYPE OR PRINT IN BLACKINK - PLEASE READ CAREFULLY  ***

1. FLORIDA LAWS & RULES:
Section 461, Florida Statutes and Chapter 64BI8id&d Administrative Code can be downloaded froentibards web site
http://floridaspodiatricmedicine.gov/resourcétsis important to read this in order to determyoeir eligibility prior to applying,
and to familiarize yourself with the statute ancitubrules regarding your application for licensainel the practice of podiatric
medicine within the State of Florida.

2. APPLICANT'S QUESTIONS REGARDING APPLICATION STAT US:
Within thirty (30) days after we receive your applion and fee, we will send you an acknowledgregter informing you of any
deficiencies in your application and the spectimis required to complete your application. If flmunot receive notice that we
have received your application within forty-fivesddays of the date you mailed it, or if you havestions concerning the
requirements for licensure, please do not heditatentact this office. If you have questions canogg whether or not we have
received items, which we require you to arrandgeg@ent to this office by a third party (such d&i@fl transcripts, licensure
verifications from state licensing agencies); péeelseck with the third party first to see if thguaed documentation has been
sent. As a reminder to all applicants, please wstded that Chapter 456.013(1)(a), Florida Statptesjides that an incomplete
application shall expire one year after initiairfg with the department.

3. YES/NO QUESTIONS:
All questions with a "Yes or No” answer must be keal with either a "Yes" or "No" as no other respissacceptable. In
questions which require a brief explanation or dpton to “Yes” answers, your responses must bcsently detailed to
ascertain theelevant dates institution/organization names, and a brief swi®pf the reasons (i.e., the final charges or
substantiated allegations only) the institutionfgnigation took the disciplinary action (i.e., prbba, limitation, suspension,
revocation, voluntary relinquishment in lieu ofdidinary action, or any other adverse action). HEWER, IF A QUESTION
CONTAINED IN THIS SURVEY IS NOT APPLICABLE ANSWERN/A” IN THE NO COLUMN. Certified or notarized
documentation of final disposition to “yes” answerss required.

4. FEE SCHEDULE:
A certified check or money order in the approprat®unt, made payable to the Department of Hemltist be attached to your

application. Please staple the check or money dodigre application on the upper left part of thenf. These fees are required by

law and include the following:

Application fee: $QL00

Examination fee: ($2mm) (if applicable)
Dispensing fee (81) (if applicable)
Unlicensed Activity fee: $ B0

Initial Licensure fee: $ 360

TOTAL: $ 755.00

5. REQUIRED EXAMINATIONS:
The following examinations are required for licemsu
Part | (Basic Science Examination),
Part Il (Clinical Science Examination), and
Part Ill of the National Board of Podiatric Medi&taminers
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a. Proof of Passing Parts | and Il of the National Boed of Podiatric Medical Examiners. Results/score reports
provided by applicants will not be accepted. Vedfion must be sent to this office directly frora thational Board of
Podiatric Medical Examiners.

b. Proof of Passing-PMLexis-Examination Part lll: Results/score reports provided by applicants witllve accepted.
Verification must be sent to this office directtpin the National Board of Podiatric Medical Exannfme

6. FINGERPRINT CARD/BACKGROUND CHECK - FLORIDA DEPARTMENT OF LAW ENFORCEMENT

NOTICE FOR APPLICANTS SUBMITTING FINGERPRINTS WHERERIMINAL RECORD RESULTS WILL BECOME
PART OF THE CARE PROVIDER BACKGROUND SCREENING CLEMNGHOUSE

NOTICE OF:
SHARING OF CRIMINAL HISTORY RECORD INFORMATIONWITH  SPECIFIED AGENCIES,
RETENTION OF FINGERPRINTS,
PRIVACY POLICY, AND
RIGHT TO CHALLENGE AN INCORRECT CRIMINAL HISTORY RE CORD

This notice is to inform you that when you submied of fingerprints to the Florida Department afaALEnforcement (FDLE) for
the purpose of conducting a search for any Floaiokh national criminal history records that may aiarto you, the results of that
search will be returned to the Care Provider Bamltgd Screening Clearinghouse. By submitting fingatp, you are authorizing
the dissemination of any state and national crifriigtory record that may pertain to you to the @fied Agency or Agencies
from which you are seeking approval to be employegnsed, work under contract, or to serve as lanteer, pursuant to the
National Child Protection Act of 1993, as amendadd Section 943.0542, Florida Statutes. "Specifigdncy" means the
Department of Health, the Department of Childred &amily Services, the Division of Vocational Retftigdtion within the
Department of Education, the Agency for Health Cadeninistration, the Department of Elder AffairegtDepartment of Juvenile
Justice, and the Agency for Persons with Disabgitivhen these agencies are conducting state armhalatriminal history
background screening on persons who provide carelfididren or persons who are elderly or disabl€te fingerprints submitted
will be retained by FDLE and the Clearinghouse bdlInotified if FDLE receives Florida arrest infation on you.

Your Social Security Number (SSN) is needed to kesprds accurate because other people may hawgathe name and birth
date. Disclosure of your SSN is imperative foe performance of the Clearinghouse agencies’ slutiedistinguishing your
identity from that of other persons whose idendificn information may be the same as or similgmtors.

Licensing and employing agencies are allowed teas# a copy of the state and national criminalrcetdormation to a person
who requests a copy of his or her own record if idhentification of the record was based on submisf the person’s
fingerprints. Therefore, if you wish to review yowcord, you may request that the agency thatreesing the record provide you
with a copy. After you have reviewed the crimihadtory record, if you believe it is incompleteinaccurate, you may conduct a
personal review as provided in s. 943.056, F.S1, Rmle 11C8.001, F.A.C. If national informationbislieved to be in error, the
FBI should be contacted at 304-625-2000. You caeive any national criminal history record that npeytain to you directly
from the FBI, pursuant to 28 CFR Sections 16.3B46You have the right to obtain a prompt detertmmaas to the validity of
your challenge before a final decision is made apour status as an employee, volunteer, contrast@mubcontractor.

Until the criminal history background check is cdetpd, you may be denied unsupervised access tdrehj the elderly, or
persons with disabilities.

The FBI's Privacy Statement follows on a separafgepand contains additional information.
US Department of Justice, Federal Bureau of Ingastn,
Criminal Justice Information Services Division

Privacy Statement

Authority: The FBI's acquisition, preservation agxthange of information requested by this formesagally authorized under 28
U.S.C. 534. Depending on the nature of your apgitinasupplemental authorities include numerouseFaldstatutes, hundreds of
State statutes pursuant to Pub.L.92-544, Presa@xi@cutive orders, regulations and/or ordersefAttorney General of the
United States, or other authorized authorities nifdas include, but are not limited to: 5 U.S.C. $1Pub.L.94-29; Pub.L.101-
604; and Executive Orders 10450 and 12968. Prayithie requested information is voluntary; howetaiture to furnish the
information may affect timely completion of appréeéyour application.

Social Security Account Number (SSAN): Your SSANéeded to keep records accurate because othdepeap have the same
name and birth date. Pursuant to the Federal Brikacof 1974 (5 USC 552a), the requesting agesaegsponsible for informing
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10.

you whether disclosure is mandatory or voluntapwhat statutory or other authority your SSAN iigted, and what uses will
be made of it. Executive Order 9397 also asks Rédgrencies to use this number to help identifynithials in agency records.

Principal Purpose: Certain determinations, sucdnagloyment, security, licensing and adoption, mayftedicated on fingerprint
based checks. Your fingerprints and other inforarationtained on (and along with) this form may blensitted to the requesting
agency, the agency conducting the application tigatson, and/or FBI for the purpose of comparing submitted information to
available records in order to identify other infation that may be pertinent to the application.iBythe processing of this
application, and for as long hereafter as my beviagit to the activity for which this applicatiorbising submitted, the FBI( may
disclose any potentially pertinent information e requesting agency and/or to the agency condyitteinvestigation. The FBI
may also retain the submitted information in thd’&Bermanent collection of fingerprints and rethteformation, where it will be
subject to comparisons against other submissiaesvwed by the FBI. Depending on the nature of yapplication, the requesting
agency and/or the agency conducting the applicatiastigation may also retain the fingerprints atiter submitted information
for other authorized purposes of such agency(ies).

Routine Uses: The fingerprints and information méga on this form may be disclosed pursuant to yomsent, and may also be
disclosed by the FBI without your consent as peaadiby the Federal Privacy Act of 1974 (5 USC 56Padnd all applicable
routine uses as many be published at any timeeifréderal Register, including the routine usestfer=BI Fingerprint
Identification Records System (Justice, FBI-009) thre FBI's Blanket Routine Uses (Justice/FBI-BRRQutine uses include, but
are not limited to, disclosures to: appropriateggamental authorities responsible for civil or dried law enforcement
counterintelligence, national security or publitetmatters to which the information may be relgyto State and local
governmental agencies and nongovernmental erfiitiesgoplication processing as authorized by FedmrdlState legislation,
executive order, or regulation, including employmercurity, licensing, and adoption checks; aa8 ot her wi se

aut hori zed by | aw, treaty, executive order, regulation, or otherfidwuthority. If other agencies are involved in
processing the application, they may have additimmdine uses.

Additional Information: The requesting agency andii® agency conducting the application investayatiill provide you
additional information pertinent to the specificccimstances of this application, which may incligdtification of other
authorities, purposes, uses, and consequences pifaviding requested information. In addition, auch agency in the Federal
Executive Branch has also published notice.

. CLINICAL EXPERIENCE

In order to be eligible for licensure, an applicamtst have completed one of the following:

a. Verification of one year of residency in aidescy program approved by the Council on Podidtiéclical Education
must be sent directly from the residency programator; or

b. Proof of ten years of continuous, active Igmhpractice of podiatric medicine in another stateediately preceding the
submission of the application and completion déast the same number of hours of continuing edutatquired
during those ten years as is required of doctopodfatric medicine licensed in this state. Youraguired to show
proof of completion of continuing education by stithimg copies of the certificates of completiontyrwritten
verification by the state licensing authority.

. FINAL OFFICIAL TRANSCRIPT:

A final official transcript must be sent directipf the educational institution/college to this@df Transcripts submitted by the
applicant or indicating “issued to student” are acteptable; a copy of your diploma will not beegated in lieu of an official
transcript. Please note that it is your respongjtitd follow-up with your educational institutioms ensure that they have received
and complied with your requests.

. LICENSURE VERIFICATION:

The licensure verification form included wthis application package must be sent to eatd sfzere you currently have or have
held a license to practice. These formstinesent directly from each state licensing agéodlis office. Please note that it is
your responsibility to follow-up with liceing agencies to ensure that they have received@nglied with your request#\ copy
of your license will not be accepted in lieaf official verification from the licensing agency

FINANCIAL RESPONSIBILITY/PROFESSIONAL LIABILITY COVERAGE:

The Professional Liability section must benpdeted by selecting the appropriate option andrétiing the required
documentation. Proof of liability coveragenist required until your license is issued and rbessent directly from the company to
the board office.
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11. REPORTS OF PROFESSIONAL LIABILITY CLAIMS AND ACTIONS:
Please complete Exhibit 1 for each occureesithin the past 10 years.

12. DISPENSING PRACTITIONER REGISTRATION :
Section 465.0276, Florida Statutes, reguinat licensees, who dispense medicinal druga fee or remuneration of any kind,

whether direct or indirect in the Statd-afrida, shall be required to register with the Bband pay a fee of $100. Dispensing
Practitioners are required to comply withialvs and rules applicable to pharmacists andmhaeies, including, but not limited to
Chapter 465, Florida Statutes (Pharmacytleeméct), Chapter 499, Florida Statutes (Floridadand Cosmetic Act), and Chapter
893, Florida Statutes (Controlled Substahct®, and all federal laws and federal regulatid®sfore dispensing any

drug, the dispensing practitioner is requiing Section 465.0276(2)(c), Florida Statutes,ite the patient a written prescription
and orally or in writing advise the pati#mit the prescription may be filled in the praotitr’s office or at any pharmacy. It is
unlawful for any person to sell samples@mplimentary packages of drug products. Practiti®mdo confine their activities to
the dispensing of complimentary packagesedicinal drugs to their patients in the regulairse of their practice shall not be
required to register. If you register asspénsing practitioner and choose to stop dispgngou shall notify the Board that you
are no longer dispensing. Please be adtlisgdenewal of dispensing registration runs comurwith your license.

13. NATIONAL PRACTITIONER DATA BANK SELF-QUERY
Applicants are required to complete a self quemh&National Practitioner Data Bank (NPDB) andupeceipt of the report,

provide the Board office with a copy. A fee is djed to furnish this information.

NPDB

Post Office Box 10832
Chantilly, VA 22021

(800) 767-6732
www.npdb-hipdb.hrsa.gov

If the package that you are mailing to the Board Ofice contains money, mail to:

DEPARTMENT OF HEALTH
REVENUE SERVICES Post
Office Box 6330
Tallahassee, Florida32314-6330

If the package that you, or anyone on your behalfs mailing to the Board Office does NOT contain moay, mail to:

Board of Podiatric Medicine
4052 Bald Cypress Way, BitC07
Tallahassee, Florida32399-3257

NOTE: Language interpretation services are availat# to applicants for licensure who have limited-Engsh proficiency or a
hearing/speech impairment. If you need an interpredr in order to talk with your application processor, please indicate that
information when you call the board office. An intepreter and the processor will call you back shorty in order to handle

your call.

FEDERAL PRIVACY ACT:
Under the Federal Privacy Act, disclosure of sogglurity numbers is voluntary unless specificadlyuired by federal statutén

this instance, social security numbers are mandatory pguant to Title 42 United States Code, Sections 6%®d 654: and
sections 456.013, 409.257(7) and 409.259(8), FS8cial security numbers are used to allow efficgemeening of applicants and
licensees by a Title 1V-D child support agency $swre compliance with child support obligationsci8lossecurity numbers must also
be recorded on all professional and occupatiooahbe applications and will be used for licenséieation pursuant to, unless
exempt as outlined in the Personal Responsibitity\&ork Opportunity Reconciliation Act of 1996 (Vitale Reform Act), 104 Pub.

L. 193, Section 317.
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HEALTH

CONFIDENTIAL AND EXEMPT FROM PUBLIC RECORDS DISCLOS URE
Florida Department of Health
Board of Podiatric Medicine
This page is exempt from public records disclosuree Department of Health is required and authdripecollect Social Security Numberdating

to applications for professional licensure pursuarifitle 42 USCA § 666 (a)(13). For all professioagulated under Chapter 456, Florida Statutes,
the collection of Social Security Numbers is regdiby section 456.013 (1)(a), Florida Statutes.

Name:

Last First Middle Social Security Number

APPLICANT HISTORY: (If you answer YES to the following questions, ple@sprovide additional sheets, the relevant dates
and circumstances of such treatment and/or addictinalong with the names and addresses of the medigahctitioners or
hospitals who performed such treatment.)

1. Inthe last five years, have you been enratiedequired to enter into, or participated in anyg
and/or alcohol recovery program or impaired prextir program for treatment of drug or alcohol

abuse that occurred within the past five years? [ 1YES [ INO
2. Inthe last five years, have you been admittecferred to a hospital, facility or impairedaptitioner

program for treatment of a diagnosed mental disasdenpairment? [ TYES [ ]NO
3. During the last five years, have you beentéafor or had a recurrence of a diagnosed mental

disorder or that has impaired your ability to pi@etwithin the past five years? [ TYES [ INO
4. During the last five years, have you beentégtéor or had a recurrence of a diagnosed physical

disorder that has impaired your ability to practice [ ITYES [ INO

5. Inthe last five years, were you admitted iceated into a program for the treatment of a dosgl

substance-related (alcohol/drug) disorder or, if yere previously in such a program, did you suffer

a relapse within the last five years? [ TYES [ INO
6. During the last five years, have you been#efor or had a recurrence of a diagnosed substanc

related (alcohol/drug)disorder that has impairegryability to practice within the last five years? [ ] YES [ ] NO

NATIONAL EXAMINATIONS: Please provide the examination information for Pditand Il {PMLexis):

1. Part| (Integrated Basic Science Examination): 2 Part Il (Clinical Science Examination):
[/ [
(State) (Date) (State) (Date)
3. Part lll (PMLexis-Examination):
a. Have you passed the National Board of Podiktedical Examiners examination(s)? [ ]YES [ ]NO

(If YES, provide the State and date in which you succggfassed the examination(s).
If NO, provide the State and date where you plan tottakexamination(s).)

[/ [
(State) (Date) (State) (Date)
b. Have you ever failed the National Board of Ptdidvledical Examiners examination(s)? [ 1YES]NO

(If YES, please provide the State and date in which yibedféhe examination(s).)

[/ [ 1
(State) (Date) (State) (Date)

4052 Bald Cypress Way, Bin # C07
Tallahassee, Florida 32399-3257
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BOARD OF PODIATRIC MEDICINE
APPLICATION FOR LICENSURE
(Client: 2101)

READ/DOWNLOAD APPLICATION INSTRUCTIONS FOR IMPORTAN T INFORMATION
1. APPLICATION CATEGORY/APPLICABLE FEES: (TYPE OR PRINT LEGIBLY IN BLACK INK)

APPLICATION FEE: $ 100.00
EXAMINATION FEE: $ (200.00) If Applicable
DISPENSING FEE: $ (100.00) If Applicable
Unlicensed Activity Fee: $ 5.00

Total: $ 755.00*

*(The total fee ($755.00) includes the examination and dispensing fee. If these fees do not apply to you, please
subtract the fees from the $755.00 and submit the appropriate amount.)

APPLICANT PROFILE:
2. NAME:

(Last) (First) (Middle)

Have you ever changed your name through marriagaradization or action of a court, or
been known by any other name? [1TYES []NO

If yes, provide the following: (Last) (First) (Miidk)

3. ADDRESS
a. MAILING ADDRESS (where you receive mail):

(Street and number or PO Box) (City) (State/Proejnc (Zip/Postal Code) (Country)

b. PRIMARY PRACTICE/PHYSICAL ADDRESS(where you can be located-NO PO BOX):

(Street and number) (City) (State/Province) (Zigt@bCode) (Country)
c. TELEPHONE: _( ) _( )
Primary: Area Code/Phone Number Business: Area Bbad@e Number

d. EMAIL ADDRESS:

4. PERSONALDATA:
BIRTH DATE: BIRTH PLACE:

(MM/DD/YYYY) (City) (State/Province) (Country)

CITIZENSHIP:

We are required to ask that you furnish the followng information as part of your voluntary compliancewith Section 2, Uniformed Guidelines on
Employee Selection Procedure (1978) 43 FR38296 (Aws 25, 1978). This information is gathered for stistical and reporting purposes only and does
not in any way affect your candidacy for licensure.

RACE: White [ ] Black[ ] Hispanic[ ] AsiaRAcific Islander [ ] Native American [ ] OtHef
SEX: Male[] Female] ]

Would you be willing to provide health servicespecial needs to shelters or to help staff
disaster medical assistance teams during time efgency or major disaster? [TYES [] NO
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NAME:

EMPLOYMENT:

5. PRACTICE/EMPLOYMENT: Listin chronological order from date of graduattorpresent date, all practice
employment, non-employment and/or any unaccoungeidg of time.

(Name of Business (Full Mailing Address) (Type ofifloyment) (From: MM/DD/YYYY To: M/DD/YYYY)
(Name of Business (Full Mailing Address) (Type ofifloyment) (From: MM/DD/YYYY To: MM/DD/YYYY)
(Name of Business (Full Mailing Address) (Type ofifloyment) (From: MM/DD/YYYY To: MM/DD/YYYY)

EDUCATION and TRAINING:
6. UNDERGRADUATE/GRADUATE/PROFESSIONAL EDUCATION: Please provide undergraduate, graduate, and
professional education, listing all schools, colie@nd universities attended, whether completedin chronological order.

(School Name) (City/State) (From: MM/DD/YYYY — TMM/DD/YYYY) (Graduation Date) (Degree Awarded)
(School Name) (City/State) (From: MM/DD/YYYY — TMM/DD/YYYY) (Graduation Date) (Degree Awarded)
(School Name) (City/State) (From: MM/DD/YYYY — TMM/DD/YYYY) (Graduation Date) (Degree Awarded)

7. POSTGRADUATE TRAINING: Listin chronological order from date of graduatfoom thePodiatric Medical Schoolto the
present alprofessional/postrgraduateaining (Internship/Residency/Fellowship).

(Program Name) (City/State/Country) (Program Typdppecialty Area) (From: MM/DD/YYYY-To: MM/DD/YYYY) (Credit Received)
YIN

(Program Name) (City/State/Country) (Program Typdppecialty Area) (From: MM/DD/YYYY—-To: MM/DD/YYYY) (Credit Received)
Y/N

8. ACADEMIC/FACULTY APPOINTMENTS:
a. Do you currently hold a faculty appointment at adioel school? [1YES [] NO
b. Have you had responsibility for graduate medicalcadion within the last 10 years? [ 1 YES [ DN

If YES, please complete the following:

(Name of Institution) (City/State) (Title of Appdiment)

(Name of Institution) (City/State) (Title of Appdment)

9. STAFF PRIVILEGES: Do you currently hold staff privileges in any hdsihihealth institution,

clinic or medical facility? (DO NOT LIST TRAINING RIVILEGES) [ YES [] NO

If YES, please complete the following: [ ] In-Stee Facility [ ] Out-of-State Facility
(Name of Facility) (City/State) (Type of Privileges (From: MM/DD/YYYY To: MM/DD/YYYY)
(Name of Facility) (City/State) (Type of Privileges (From: MM/DD/YYYY To: MM/DD/YYYY)
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NAME:

10. SPECIALTY BOARD CERTIFICATION: Are you certified by any SpecialBoard
recognized by the American Board of Medical Spéieis) or other similanational
organization or from any specialty board recognizgthe Florida Board of Podiatric Medicine?

(If YES, please complete the following and enclasmpy of each certification or letter of verifiizat)

YES []NO

(Board Name) (Certification/Specialty/SubSpecialty) (Date of Certification)

(Board Name) (Certification/Specialty/SubSpecialty) (Date of Certification)

11. LICENSURE INFORMATION: Do you hold or have you ever held a license to
practice Podiatric Medicine or any other professioany U.S. State or territory, or
foreign country?

(If YES, please list the year where you legallydredo practice. This would be the date you begantizing
podiatric medicine and could be the date you began postgraduate training.)

[1YES []NO

Year Began Practicing

(Also if yes, please provide the following inforruat.)

/

Expiration Date

/

Expiration Date

/

/ /
License Type License Number State/Country Original Date Issued

/ /
License Type License Number State/Country Original Date Issued

/ /
License Type License Number State/Country Original Date Issued

PLEASE NOTE: Verification of each license must be received diygitom the licensing authority, regardless oftstaof license.

ALL AFFIRMATIVE ANSWERS MUST BE EXPLAINED IN DETAIL
DOCUMENTATION SUBSTANTIATING THE EXPLANATION IS REQUIRED.

PROCEEDINGS and/or ACTIONS

APPLICATION HISTORY:
12. APPLICATION:
a. Have you had any application for professioraiise or any application
to practice Podiatric Medicine denied by any shatard or other
governmental agency of any state or country?

b. Have you ever been notified to appear befordiaagsing agency for a hearing
on a complaint of any nature including, but notitéd to, a charge or violation

Expiration Date

ON A SEPARATE SHEET.

[]1YES []NO

of the Podiatric Medicine practice act, unprofesal®r unethical conduct? [ 1 YES [NO
If YES, please complete the following:
(Name of Agency) (City/State) (Date: MM/DD/YYYY) itkal Action) (Under Appeal? Y/N)
(Name of Agency) (City/State) (Date: MM/DD/YYYY) itkal Action) (Under Appeal? Y/N)
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NAME:

EDUCATION AND TRAINING HISTORY:
13. EDUCATION/POSTGRADUATE TRAINING:
Have you ever been placed on probation, restrisfismspension, revocation modification,
allowed to resign, requested to leave, temporarilyermanently or otherwise acted against
by a Podiatric/Professional training program ptacompletion of training? [1YES [] NO

If YES, list in chronological order from date ofagiuation from a Podiatric/Professional collegeedfessional/postgraduate training
disciplinary actions to the present.

(Program Name and full mailing address required) nstiiution/Hospital) (From: MM/DD/YYYY To: MM/DDYYYY)

(Program Name and full mailing address required) nstiution/Hospital) (From: MMDD/YY/YY To: MM/DDYYYY)

CRIMINAL HISTORY:
14. CRIMINAL INFORMATION:

a. Have you ever been convicted of, or entered a
plea of guilty, nolo contendere, or no contestrig erime in any jurisdiction
other than a minor traffic offense? [1YES [] NO

If YES, you must include all misdemeanors and fielsneven if adjudication was withheld by the caarthat you would not have a record
of conviction. Driving under the influence or drig while impaired is not a minor traffic offensa fpurposes of this question.

(Offense) (Date: MM/DD/YYYY) (Jurisdiction) (Findisposition) (Under Appeal? Y/N)
(Offense) (Date: MM/DD/YYYY) (Jurisdiction) (Findisposition) (Under Appeal? Y/N)
(Offense) (Date: MM/DD/YYYY) (Jurisdiction) (Findisposition) (Under Appeal? Y/N)

b. I havebeen provided and readhe statement from the Florida Department of LafioErement regarding the sharing,
retention, privacy and right to challenge incorraaminal history records and the “Privacy Statethidocument from the
Federal Bureau of Investigation. [1YES [] NO

DISCIPLINE ACTIONS HISTORY:
15. SPECIALTY BOARD CERTIFICATION: Have you ever had any final disciplinary

actions taken against you by a specialty boardg®ized by the department. [ YES [] NO

(Specialty Board) (Action Date: MM/DD/YYYY) (FindAction) (Under Appeal? Y/N)

(Specialty Board) (Action Date: MM/DD/YYYY) (Finghction) (Under Appeal? Y/N)
LICENSURE ACTIONS:

16. LICENSURE: Have you ever had any professional license or $ie¢a practice
Podiatric Medicine revoked, suspended, placed ohation, received a citation, or other

disciplinary action taken in any state, territorycountry? [1]YES [] NO

(Name of Agency) (State) (Action Date: MM/DD/YYYY) (Final Action) (Under Appeal? Y/N)
(Name of Agency) (State) (Action Date: MM/DD/YYYY) (Final Action) (Under Appeal? Y/N)
(Name of Agency) (State) (Action Date: MM/DD/YYYY) (Final Action) (Under Appeal? Y/N)
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NAME:

17.

The following questions are being asked below. A F2ILITY is defined as a licensed hospital, health matenance

organization, pre-paid health clinic, ambulatory sugical center, or nursing home.

FACILITY HISTORY:

a. Have you ever had any staff privileges denied, sndpd, revoked, modified,
restricted, or placed on probation, or have yownlssked to resign or take
a temporary leave of absence or otherwise actedstdey any facility?

[1YES []NO

(Name of Facility) (Address of Facility) (Action Ba MM/DD/YYYY) (Final Action)

(Under Appeal? Y/N)

(Name of Facility) (Address of Facility) (Action Ba MM/DD/YYYY) (Final Action)

b. Have you ever been asked or allowed to resign aioynfacility instead of
disciplinary action or during any pending investigas into your practice?

(Under Appeal? Y/N)

[1YES []NO

(Name of Facility) (Address of Facility) (Action Ba MM/DD/YYYY) (Final Action)

(Under Appeal? Y/N)

(Name of Facility) (Address of Facility) (Action Ba MM/DD/YYYY) (Final Action)

c. Have you ever had any staff privileges restrictedai renewed by any facility
instead of disciplinary action?

(Under Appeal? Y/N)

[1YES []NO

(Name of Facility) (Address of Facility) (Action Ba MM/DD/YYYY) (Final Action)

(Under Appeal? Y/N)

(Name of Facility) (Address of Facility) (Action Ba MM/DD/YYYY) (Final Action)

EMPLOYMENT HISTORY:

18.

Have you ever had employment terminated for cause?

DRUG ENFORCEMENT AGENCY (DEA):

19.

20.

21.

Have you ever been warned or called before the Bnfigrcement Agency (DEA)?
Have you ever been made an offer to compromisatered into any

other arrangement or other plea or agreementuroli@ Federal

prosecution for a drug violation regulated by tHeA?

Have you ever been denied, or surrendered a DEAsRaijpn?

DH-MQA 1138,07/01/2016
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NAME:

22.

23.

24.

25.

26.

IMPORTANT NOTICE: Applicants for licensure, certifi cation or registration and candidates for
examination may be excluded from licensure, certifiation, or registration if their felony conviction

falls into certain timeframes as established in Séon 456.0635(2), Florida Statutes.. If you answeXfES

to any of the following questions, please providearitten explanation for each question including tle
county and state of each termination or convictionglate of each termination or conviction, and copies

of supporting documentation to the address below. upporting documentation includes court dispositions
or agency orders where applicable.

Have you been convicted of, or entered a plea iftfygar nolo contendere,

regardless of adjudication, a felony under Chaf®&, F.S. (relating to social and

economic assistance), Chapter 817, F.S. (relatifigatidulent practices), Chapter 893, F.S.

(relating to drug abuse prevention and controB similar felon offense(s) in another state or

jurisdiction? (If you responded NO, skip to 23) [ 1YES[ INO

a. If“yes”to 22, for felonies of the first second degree, has it been more than 15 yeardfi®date
of the plea, sentence and completion of any sulesgguiobation? [ 1YES[ ]NO

b. If“yes”to 22, for felonies of the third deg, has it been more than 10 years from the date o
the plea, sentence and completion of any subsegualmation? (This question does not apply to faeni
of the third degree under Section 893.13(6)(a),f#oStatutes). [ 1YES[ ]NO

c. If“yes”to 22, for felonies of the third deg under Section 893.13(6)(a), Florida Statutes,jtbeen
more than 5 years from the date of the plea, seatand completion of any subsequent probation? YES[ ] NO

d. If“yes”to 22, have you successfully compteta drug court program that resulted in the piedhfe
felony offense being withdrawn or the charges déseil? (If “yes”, please provide supporting documentation

[ TYES[ INO

Have you been convicted of, or entered a plea ittfygar nolo contendere to, regardless of
adjudication, to a felony under 21 U.S.C. ss. 80Q-@elating to controlled substances) or 42 U.S.C.
ss. 1395-1396 (relating to public health, welfavedicare and Medicaid issues)? [ JYES[ ]NO
a. If“yes”to 23, has it been more than 15 gdmfore the date of application since the sentandeany

subsequent period of probation of such convictioplea ended? [ JYES[ INO
Have you ever been terminated for cause from tbhedd Medicaid Program pursuant to Section
409.913, Florida Statutes(® “No”, do not answer 24a.) [ TYES[ INO
a. If you have been terminated but reinstatadetyou been in good standing with the Florida

Medicaid Program for the most recent five years? [ TYES[ ]NO
Have you ever been terminated for cause, pursaahetappeals procedures established by the state,
from any other state Medicaid prograrfi?“No”, do not answer 25a or 25b.) [ TYES] ]NO
a. Have you been in good standing with a statdibhid program for the most recent five years? [ ]YES[ INO
b. Did the termination occur at least 20 yeaf®ike to the date of this application? [ TYES[ ]NO
Are you currently listed on the United States &rément of Health and Human Services Office
of Inspector General's List of Excluded Individuaisl Entities? [ 1YES]INO

DH-MQA 1138,07/01/2016
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NAME:

FINANCIAL RESPONSIBILITY:

28-27. STATEMENT OF FINANCIAL RESPONSIBILITY: (READ ALL OPTIONS/CHECK APPROPRIATE
CATEGORY) PROVIDING FALSE INFORMATION MAY RESULT INDISCIPLINARY ACTION OR CRIMINAL
PENALTIES AS PROVIDED IN SECTIONS 456.066, 456.0836.072, 461.012, 461.013, 775.082, AND/OR 755.083
AND/OR 755.084, FLORIDA STATUTES)

[ 1 I have professional liability coverage in amount of not less than $100,000 with the followdognpany
. (Proof of coverage must come directly fromc¢benpany).

[ 1 I have established and will maintain an escexcount consisting of cash or securities eligibtedeposit in accordance
with s. 625.52, F.S., in an amount of not less $HE0,000.

[ 1 I have an irrevocable letter of credit, esigtied pursuant to Chapter 675, in an amount ofasst than $100,000 per
claim.

[ 1 Iam exempt from demonstrating financial resgibility because | practice exclusively as arceff, employee or agent of
the federal government, or of the state or its aeigsror subdivisions.

[ 1 I am exempt from demonstrating financial resgibility because | practice only in conjunctioithamy teaching duties at
an accredited podiatric medicine school/collegi#somain teaching hospital.

[ 1 I am exempt from demonstrating financial resgibility because | do not practice in the StdtElorida.

2928. LIABILITY CLAIMS:

a. Are you covered by an insurer required to reparsuantto s. 627.912 F.S.? [1YES [] NO
b. Have you been insured continuously during éis¢ 10 years? [1YES []NO
¢. Within the last ten years have you had anylitalzlaim(s) or action(s) for damages

for personal injury settled or finally adjudicatedan amount that exceeds $5,0007? [1YES [QN

If yes, please complete and attach a copy of EXHIBI1 for each occurrence.

DH-MQA 1138,07/01/2016
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NAME:

EXHIBIT 1 — REPORT ON PROFESSIONAL LIABILITY CLAIMS  AND ACTIONS

Include information relating to liability actiongcourring within the previous 10 years. The actiaresrequired to be reported under
section 456.039 F.S. You must submit a completed for each occurrence. For Allopathic, Osteopathi Podiatric physicians,
copies of reports previously submitted under tligirements of s. 456.049, F.S., may be submittdiéinof this exhibit to satisfy this
reporting requirement.

Complete and attach a copy of EXHIBIT 1 for_each ocurrence. (NOTE: Copies of reports previously sutmitted may be re-submitted with
this questionnaire to satisfy this reporting requiement.)

Date of occurrence; / / Date reported to licensee: / / Date claim reported to insurer or self-insurer:
/ /
Injured person’s name:
(Last) (First) (Middle Initial) (Age) (Sex)
Mailing Address:
(Street) (City) (State) (Zip Code)

Name of Institution at which the injury occurred along with his/her license number

Location of Injury Occurrence:

____ Patient’s Room _____Physical Therapy Dept. ____Radiology

____ Operating Suite ~ Nursery ~__Emergency Room
____Special Procedure Room  Recovery Room ___ Critical Care Unit
___ Labor & Delivery Room Other

List other defendants involved in this claim:

1. 3.
2. 4.
Date of suit, if filed: / /

Final Claim Disposition Date: / /

Date and amount of judgment or settlement,if any:

Was there an itemized verdict? (If “YES”, attach copy of settlement verdict) [ 1YES ND
Indemnity paid on behalf of this defendant: $

Loss adjustment expense paid to defense counsel: $

All other loss adjustment expense paid: $

Date and reason for final disposition, if no judgmat or settlement

Under separate document titIERHIBIT 1 — REPORT ON PROFESSIONAL LIABILITY CLAIMS  AND ACTIONS.

(Pleasdype. list all five () guestions,andprovide a response for each of the following:

1. Final diagnosis for which treatment was soughtadered.

2. Describe misdiagnosis made, if any, of the péeactual condition.

3. Describe the operation, diagnostic or treatrpemtedure causing the injury. Use nomenclaturecara#scriptions of the
procedures used. Include method of anesthesiaroe of drug used for treatment, with detail of adstration.

4, Describe the principal injury giving rise to ttlaim. Use nomenclature and/or descriptions ofrifwy. Include type of
adverse effect from drugs where applicable.

5. Safety management steps taken by the licengmake similar occurrences less likely.

| represent that these statements are true andot@ursuant to s. 837.06, Florida Statutes. Igeize that providing any false
statements made in writing with the intent to naslé¢he Department staff in the performance of tbficial duties, shall be
punishable as provided in s. 775.082 and 775.088d&a Statute.

Physician Signature:

DH-MQA 1138,07/01/2016
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NAME:

30. DISPENSING PRACTITIONER REGISTRATION: (Optiona | for podiatrists whose primary practice is in theState of
Florida.) Dispensing relates to physicians who maintain anffpharmacy” in their private office for profit.

Section 465.0276, F.S., requires that licenseesdigpense medicinal drugs pay a fee of $100.00eatitne of such registration and
upon each renewal of the practitioner’s licensas Unlawful for any person to sell samples or cliimgntary packages of drug
products. A practitioner who confines his/her dtige¢ to dispensing complimentary packages of nmadiadrugs to patients in the
regular course of his/her practigkall notbe required to register.

| plan to dispense medicinal drugs in the Statélofida for a fee or other remuneration
and hereby register pursuant to Section 465.0286,|kinderstand that the fee for the
Dispensing Practitioner is $100.00 OVER AND ABOMe trequired initial license fee. [ TYES [ ]NO

If yes, | will be dispensing medication at the folwing locations: (attach additional sheets if needg

1*' Practice Location [
(Business Name) (Street and Number) (City) (State)Zip) (Telephone Number)

2" Practice Location I
(Business Name) (Street and Number) (City) (State)Zip) (Telephone Number)

3 Practice Location: /.
(Business Name) (Street and Number) (City) (State)Zip) (Telephone Number)

31. APPLICANT SIGNATURE:

| understand that these statements are true and coect and recognize that providing false informationmay result in
disciplinary action against my license or criminalpenalties pursuant to Sections 456.067, 456.07214®12, 461.013, 775.082,
775.083 and 775.084, Florida Statutes.

| hereby authorize all hospitals, institutions or aganizations, my references, personal physiciansiployers (past and
present) and all governmental agencies and instrumgalities (local, state, federal or foreign) to retase to the Florida Board of
Podiatric Medicine information which is material to my application for licensure.

| have carefully read the questions in the foregoig application and have answered them completely, thiout reservations
of any kind, and | declare under penalty of s. 46012(2)(b), Florida Statutes, that my answers and k$tatements made by me
herein are true and correct. Should | furnish any &lse information in this application, | hereby agre that such act shall
constitute cause for denial, suspension or revocati of my license to practice Podiatric Medicine irthe State of Florida.

| understand that my records are protected under tle Federal and State Regulations governing Confideiality of Mental
Health Patient Records and cannot be disclosed witlut my written consent unless otherwise provided ithe regulations. |
understand that my records are protected under thé-ederal and State Regulations governing Confidentldy of Alcohol and
Drug Abuse Patient Records, 42CFR Part 2, and canhde disclosed without my written consent unless berwise provided in
the regulations. | also understand that | may revok this consent at any time except to the extent thaction has been taken in
reliance on it.

APPLICANT’S SIGNATURE DATE

*As a reminder to all applicants, please understanthat Chapter 456.013(1)(a), Florida Statutes, prades that an incomplete
application shall expire one year after initial fiing with the department.

Please make check payable to the Department offileal

Return application and fees to: Mail all supportileguments/correspondenite
(Documents sent separate from application/ng money)

Department of Health Department of Health

Revenue Services Board of Podiatric Medicine

Post Office Box 6330 4052 Bald Cypress Way, Bin #C07

Tallahassee, Florida 32399-6330 Tallahassee, BI@2399-3257
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HEALTH

Electronic Fingerprinting

Take this form with you to the Live Scan service povider. Please check the service provider’s requireents to see if you need
to bring any additional items.

Background screening results are obtained fronkttvéda Department of Law Enforcement and the Faldg@ureau of
Investigation by submitting to a fingerprint scasing the livescan method:;

You can find a Livescan service providerlgtp://www.floridahealth.gov/licensing-and-regutatibackground-
screening/index.html

Failure to submit background screening will delayyapplication;

Applicants may use any Livescan service provid@rayed by the Florida Department of Law Enforcentergubmit their
background screening to the department;

If you do not provide the correct Originating Aggrdentification (ORI) number to the livescan sees/provider the Board
office will not receive your background screeniegults;

You must provide accurate demographic informatiothe livescan service provider at the time yongdirprints are taken,
including your Social Security number (SSN)

The ORI number for the Board of Podiatric Medide&DOH2017Z;

Typically background screening results submittedubh a Livescan service provider are receivechbyBoard within 24-72
hours of being processed.

If you obtain your livescan from a service proviedto does not capture your photo you may be redquode reprinted by
another agency in the future.

Name: SocialSecurityNumber:
Aliases:
Date of Birth: Place of Birth:
(MM/DD/YYYY)
Citizenship: Race: (W-White/Latino(a); B-Black; Asian;
NA-Native American; U-Unknown)

Sex: Weight: Height:

(M=Male; F=Female)
EyeColor: Hair Color:
Address: Apt. Number:
City: State: Zip Code:

Transaction Control Number (TCN#):
(This will be provided to you by the Live Scan Seevprovider.)

Keep this form for your records.
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HEALTH

LICENSE VERIFICATION

INSTRUCTIONS TO THE APPLICANT:
1. Complete the information in Part | only.
2. This form must be returned by the state Boambency which issued your license.

PART I: TO BE COMPLETED BY APPLICANT: (PRINT or TYP E)

Name

(Last) (First) (Middle)
Address:

(Street) (City) (State) (Zip/Postal Code)
DOB: /) LicenseNo.: Title of License:

PART Il: TO BE COMPLETED BY THE STATE BOARD OFFICE: (PRINT or TYPE)

The individual listed above has applied for liceresa Florida as a Doctor of Podiatric Medicine.fd@e further
consideration is given to this application, we iegjthe information requested on this form. TheBaaay submit their
standard verification form in lieu of completinggtiorm, as long as you indicate whether or natigi;ie has been taken
against the license, and affix the Board s@&kase return the requested information to: FloridaBoard of Podiatric
Medicine, 4052 Bald Cypress Way, Bin #C07, Tallahase, Florida 32399-3257

Licensee Name:

(Last) (First) (Middle)

Licensing State: Title of License: License:No Original Issue Date: / /

THIS LICENSE IS CURRENTLY:
[ 1Active [ ]Inactive [ ] Temporary [ ] OthdExplain)

THIS LICENSE WAS OBTAINED BY:
[ ] Examination [ ] Grandfathering [ ] ReciprogiEndorsement

ACTION TAKEN AGAINST LICENSE:
[ 1 No Disciplinary Action Taken [ ] Disciplinarfction Takeri

Do you have any additional relevant information conerning this licensee? [ ]NO [ ]YES
(If YES, please provide information on separate sheet.) Please Affix Board Seal

Signature Title

If disciplinary action has been taken against thisicensee, please provide certified copies of documation regarding any
disciplinary actions directly to the Florida Board of Podiatric Medicine.
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