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-~"'-"''''--''--PHySiCIAN--''~' ",n "'"''''~';~ '"",,_,Il . Date ReC;)ive7fEy&)~rd""'=<IUJ>m~--"-,""·-"'--=----·~"" 
!\PPUCATION FOR ftEGiSTRAT!ON RENEWAL JUL 1 G 20lJl Licen$. No .• _~L ..... __ ... 

. -,,' FOR HiE BIENN!AL REGISTRATION ?ERIOO 2001· 2003 ·JUN :l 0 20&1 
NFVADA STATE BOARD OF MEDiCAL EXAMINERS File Nt),_~ ___ v ___ _ 

p(J!5\ c',fhce Box 7238 Reno, Nevada !In::,! 0 P!1rme [/75) 688-2559 {F';:r i308rd Use OEM. 

iher.;bYapplyfor rene,,;;;ic;f lli""";,,i regisiiuiJofl and enclos'etfiC;-;;pi'oi;;i:itefue(s) as indicflted below: 
X ACTIVE STAn IS $600.00 

""""---INACTIVE sn rt ie, $20(1 ':;0 (RFfiRI':/J STATUS REQUIRES THAT THE 
"""--'---RETIRI':D ST,i\rU~; ",.0.00 APPLICANT NOT PRACTICE MEDICiNE 
-·-·----SUPERVI§.lf\I(:;/~OLLI\O(J.I"_ATING PHYSIC.f!:\l'!..._ ...... $2.Q.l!c22... ANYJ!X,H~J ... :'-R",€),,:,---,-,,-, ______ , 

1!!l~)j&;.ti'i785· Ilcandidate no: j3ili;::"i<~1 
Conrad R MURRAY M.D. Make checks payable 10: 

3121 S Maryland Pkwy NEVADA STATE BOARD OF MEDICAL EXAMINERS 

Suite#602 
(F(Jrelgn checks must indicate "U.S. FUNDS") 

Las Veaas NV 89109 

PLEASE NOTE: 
_ YOUR CURRENT M.D. liCENSE EXPIRES ON JUNE 30, :~1lO1. COMPI-ErEO APPLICATION FOR REG/STRA TlON 

RENEWAL FORMS NOT RECEIVED AT THE BOARD Or-FaCE BY JULY 1, 2001 AT 5:00 P.M. ARE AUTOMATICAL!. Y 
SUSPENDED FOR NON-PAYMENT. EXTENSIONS OF TiME ,ARE NOT ALLOWED FOR ANY REASON, AS NEVADA 
HAS NO GRACE PERIOD. (USE THE ENCLOSED ENVELOPE TO MAIL YOUR COMPLETED APPLICA nON FOR 
REGISTRATION RENEWAL FORM.) 

_ YOUR LICENSE Will NOT BE RENEWED UNLESS YOU ANSWER '.\LL QUESTIONS ON THiS APPLICATION FOR 
REGISTRATION RENEWAL FORM. YOU MUST PROVIDE WHiTTEN E}(PL~NAT~ONS FOR ALL QUESTIONS 
ANSWERED "YES." 

_ All INFORMATiON YOU PROVIDE ON THIS APPLICA nON FOR REG/STRA nON RENEWAL FORM IS PUBLIC 
iNFORMATION. 

,PLEASE;: 1"L~E.9R PRINT LEGIBLy' 

1. To be eligible to act as a SUPERVISING PHYSICI,\l\l FOR j, P!WSIC!AN ASSISTANT, and/or as a COLUIBORATING 
PHYSiCiAN FOR AN ADVANCED PRACTITIONER OF NUi~Sli\iG for lhe biennial period of July i. 2001 tflrough June 30, 2003. 
you must complete the enclosed Application for Approval as Supervi.$ingIColfai:Jorntillg Physioian and return it with your 
payment in the amount ot $200.00 in the enclosed envelope. 

2. Active status registration r,;newal requires the submission of proof of completion of 40 hours of AMA Category 1 continuing 
medical education (CME). which includes 2 hours of CME in medical ethics and 20 hours of CME in your scope of practice or 
specialty' completed durillg the reflod J<!iy .~, 1999 through June 30, :2001. Submit your proof of completion of CME with 
your completed Application for Registration Renewal form. (See last page of this form for CME statement.) 

3. If your name and/or address has changed from that printed on the labei on this form. clearly indicate the change in the space 
provided below. Also. please indicate your currenttelephone and fax numbers. [Please nole: a notarized <>.f,J:;ertifted copy ofthe 
document authorizing your name change (marriage license, divorce decree. etc.) must be included.] 

Name, ____________ ~-------------------------------------------------------------------
Street~ ______________________________________ _ 

City Coun\y _____ ,_ . State ___ Zip, ______ _ 

Phone Number.'; () ;i..)- f (,(,: ~ 'B 0 'l_ Fax Number J:t..Ql,l-.-"~-"b,,,,-('-_i,lL'l.,,-,,-O-'l':j-,,--___ _ 

4. iF YOU !-lAVE RETIRED OR MOVED YOUR PRACTICE, indicate the iocation of patient records below: 

Name. ___ _ 

Street ___________ .. __________ _ 

City ____ • _____________ County ______________ State. __ .. _. _________ ,Zip'---______ _ 

Phone Number. _______________ . __ _ 

5. Indicate below the EXACT NAME AND LOCATiON ofthe Medical School from which you graduated and your EXACT DATE 
of graduation: 

1~1 I / /. \l . )Y1~h.'!, Y'r+. J. Vll~ eli (? I L.e; \? (j ,,-____ . 06963 
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6. Indicate below your primmy, secondary and tertiarY practice specialnes u'ii'Jng the Yollowing codes: 

SCOPE OF PRACT!CE 
SPECIAl.T1t' CODES 

1 ADDICTION MEDICINE '10 NEUROLOGY 79 PEDI!>.TRIC, UROLOGY 
0 ADOLESCENT MEDICINE 41 NEURO-OPHTHALMOLOGY 80 PEDIATRICS • 
3 AEROSPACE MEDICII'IE 42 NEUROPATHOLOGY 81 PHYSICAL MEDICINEfREHABILITATION 
4 ALLERGY 43 NEURORADIOLOGY 82 PREVENTIVE MEDICINE 
5 ALLERGY/1MMUNOLOGY 44 NON-CONVENTIONAL MEDICINE 83 PSYCHIATRY 
6 ANESTHESIOWGY 45 NUCLEAR MEDICINE 64 PSYCHOANALYSIS 
7 BLOODBANKIi 1G 46 NUTRITION as PSYCHOMATIC MEDICINE 
8 BRONCO-ESOPHAGOLOGY 47 OBSTETRICS 86 PUBLIC HEALTH 
9 CARDIOVASCULP,R DISEASES v' 48 OBSTETRICS/GYNECOLOGY 87 PULMONARY DISEASES 

iO CATSCAIJlUI..T.RMOUND 49 OCCUPATIONAL MEDICINE SS RADIOLOGY 
11 CHILO NEUHOLOGY 50 ONCOLOGY 89 RADIOLOGY, DIAGNOSTIC 
12 CHILD PSYCHIATRY 51 ONCOLOGY, GYNECOLOGICAL 90 RADIOLOGY,INTERVENTIONAL 
13 CLINICAL PHARMACOLOGY 52 ONCOLOGY,HEMATOLOGY 91 RADIOLOGY, NUCLEAR 
14 CRITICAL CAHIS 53 ONCOLOGY, RADIATION 92 RADIOLOGY, THERAPEUTIC 
15 DERMATOLOGY 54 ONCOLOGY, SURGICAL 93 RADIOLOGY, VASCULAR 
·,6 DERIIM TOPATHOLOGY 55 OPHTHALMOLOGY 94 RHEUMATOLOGY 
"17 EMERGENCY MEDICINE 55 OTOLARYNGOLOGY 95 RHINOLOGY 
18 leNDOCRINOLOGY 57 OTOLOGY 96 SLEEP DISORDERS 
19 FI'lMILY PR.t\CTICE 68 PAIN MANAGEMENT 97 SPORTS MEDICINE 
20 GASTHOENTEROLQr..?,Y 59 PATHOl.OGY 98 SURGERY, ABDOMINAL 
21 GENERAL PRACTICE 60 PATHOLOGY, ANATOMIC 99 SURGERY, CARDIOTHORACIC 
0_, 

GEf<lATRICS 61 PATHOLOGY, CLINICAL 100 SURGERY, CARDIOVASCULAR ~' • .c:.. 

23 GYNECOLOGY 62 PATHOLOGY, FORENSIC 101 SURGERY, COLON/RECTAL 
24 HEMATOLOGY 63 PEDIATRIC, ALLERGY 102 SURGERY, GENERAL 
25 HOMEOPATHY 64 PEDIATRIC, CARDIOLOGY 103 SURGERY, HAND 
26 HYPNOSIS 65 PEDIATRIC, CRITICAL CARE 104 SURGERY, HEADINECK 
27 IMMUNOLOGY 66 PEDIATRIC, EMERGENCY MEDICINE 105 SURGERY, MAXILLOFACIAL 
28 INFECTIOUS DISEASES 67 PEDIATRIC, ENDOCRINOLOGY 106 SURGERY, NEUROLOGICAL 
29 INFERTILITY 68 PEDIATRIC, GASTROENTEROLOGY 107 SURGERY, ORTHOPEDIC 
30 INTERNAL MEDICINE 69 PEDIATRIC, HEMATOLOGY/ONCOLOGY 108 SURGERY, PLASTIC 
31 LARYNGOLOGY 70 PEDIATRIC, INFECTIOUS DISEASES 109 SURGERY, THORACIC 
32 LEGAL MEDICINE 71 PEDIATRIC,INTENSIVIST 110 SURGERY, TRANSPLANT 
33 MATERNAL/FETAL MEDICINE 72 PEDIATRIC, NEPHROLOGY 111 SURGERY, TRAUMATIC 
34 MEDICAL ACUPUNCTURE 73 PEDIATRIC, NEUROLOGY 112 SURGERY, UROLOGIC 
35 MEDICAL ETHICS 74 PEDIATRIC, OPHTHALMOLOGY 113 SURGERY, VASCULAR 
36 MEDICAL GENETICS 75 PEDIATRIC, PHYSIATRY 114 URGENT CARE 
37 NEO/PERINATAL MEDICINE 76 PEDIATRIC, PULMONARY 115 UROLOGY 
38 NEOPLASTIC DISEASES 77 PEDIATRIC, RADIOLOGY 
39 NEPHROLOGY 78 PEDIATRIC, SURGERY 

Code Code Code 

Primary Specialty . q Secondary SpeCialty 2..0 Tertiary Specialty 

11/1/1//1 IIIl1 / /II 1/11/1111/ /11//1 //fll/// 1/11111111/111 /III flllIl/ 1I1111111! /I /1/ flllIIlI! 1111/1/ 11111/1111/11 111/ 1/11/1/11/1 IIII! /III III 11/11 /lillI/III //I / fI/ III I/Illfl/f 1/ 11111/ 111/11111111/111 I! 1/1 

All of the following questions refer to the time period 
July. 1, 1999, through the present date only. 

For the purposes of the following questions, these phmses or words have these 
meanings: 

• Ability to practice medicine" is to be construed to include all of the follov~ng: 
1. The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned medical judgments and to learn and keep 

abreast of medical developments; 
2. The ability to communicate those judgments and medical information to patients and other health care providers, With orWithoulthe 

use of aids or devices, such as voice amplifiers; and 
3. The physical capability to perform medical tasks such as physician examination and surgical procedures, wah orwahoutthe use of 

aids or devices, such as corrective lenses or hearing aids. 

"Medical condition" includes physiological, mental or psychological conditions or disorders, such as, but not limited 10, orthopedic, vision, 
speech, hearing, cerebral palsy, epilepsy, muscular dystrophy, multiple scierosis, cancer, heart disease, diabetes, emotional or mental illness, 
IlIV disease, tuberCUlosis, drug addiction, and alcoholism. 

"Chemica! substances" is to be construed to include alcohol, drugs or medications, including those tal<en pursliantto a valid pres 06964 
fnr 1~('litirrH:st&l mArlit"'!~1 nllrnn!:.t:lQ :::I'1ti in ~"'''''l'\rA",n,..~ I..,H'" 4h ......... ~"' ....... ...:t.._P. __ J~_~ .""--
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for~ All "YES" RESPONSES T-o THE IF'OU .. 'OVWING QIJ~;STIONS, YOU ~'\IIUST 
3UJSMIT YOUR WRITTEN EXPlANAT!Oi\!(Bj r~!f>! it..'lEP.'\iRJ'\TE SHEETATI..tvCHIED 

TO YOUR COMPLETED ;'J;.PPUCA nON r~jR ,i,~£:::].>'sri'(A nON §'?ENEI/ibH. ~;Om\!L 

1. Do you have a medical condITio!] which in anyway impairs or lin ,its your ability to practice medicine with reasonable "kill and 
safety? ___ Yes_~_!'Jo 

2. if you have a medical r;oHdiUon which in any way irnpdirs '}f firnits your abiiity to practice medicine, is that lmpairment or 
limitation reduced or am:f)!iorated because of the field Df pradkc, the setljng, Of the manner in which you have cho~:t.Q.. 
practice? ___ Yes ~l\Io _. ·_N/A 

3. !fyou use chemical substances, does your use in any way irnp'1ir or limit your ability to practice medicine with reasonable skill 
and safety? Yes X No __ N/A 

4. Have you failed to initiate the performance of public ',ervice within ol1e year after the date the public service is required to 
begin to satisfy a mquirement of your receiving a loan or scholarship from the federal government or a slate or local government 
for your medical education? Yes ·X· No __ N/A 

5. Have you been a defendant in a legal action involving professional liability (malpractice) or had a professional liability claim 
paid in your behalf or paid such a claim yourself? ___ Yes _~No 

6. Have you ever been investigated for, charged with, convicted of, or plead guilty or nolo contendere to any offense or violation 
of any federal, state or local law, including any foreign country, which is a misdemeanor, gross misdemeanor, or felony, 
excluding any minortraffic offense (driving or in control of a motor vehicle while under the influence of any chemical substance is 
not considered a minor traffic offense) or which is related to the manufacture, distribution, presClibing, or dispen,?ing of 
controlled substances? . Yes _Y_t-!o 

7. Have you ever been denied a license, permission to practice medicine or any other healing art, or permission to take an 
examination to practice medicine or any other healing art in any state, country or U.S. territoty? Yes -c.. No 

8. Have you ever had a medical license or license to practice any other healing art revoked, suspended, limited, or restricted in 
any state, country or U.S. territory? ___ Yes _~ _No 

9. Have you ever voluntatily surrendered a license to practice medicine or any other healing art in any state, country or U.S. 
territory? Yes :I No 

10. Have you ever been denied membership or expelledJrom a medical society or other professional medical organization?· 
___ Yes p No 

11. Have you ever been: a) notified that you were under investigation for; b) investigated for; c) charged with; or d) convicted of 
any violation of a statute, rule or regulation governing your practice as a physician by any medicallicellsing board, hospital, 
medical society, governmental entity or other agency other than the Nevada State Soard of Medical Examiners? 

. _._._ .... _Jes_ ... ~_. __ No . 

12. Have you ever surrendered your state or federal controlled substance registration or had it revoked or restlicted in anyway? 
... Yes 'Yt.._No 

13. Ust all hospit-clls where you have had staff prMleges denied, suspended, limited, revoked or not renewed by the hospital. List 
any and all resignations from any medical staff in lieu of diSCiplinary or administrative action. (Please Note: Do not include 
suspensions or restrictions for failure to complete hospital medical records, attend hospital department or staff meetings, or 
maintain required malpractice insurance). 

Mailing Type of Dates of Action 
Hospital Address Action From (Mo./Yr) To (Mo./Yr.) 

@ J&II~ MeJ·I~ .. l ~rW I ShcJew \p. ... e. g\\~l'tY\.S·l\?v\' ~t Core"'''-'j 'il/:J.<.joo pr"Se....t·. 
____________________ L_v~·,NV_~~_,t_._b ____ ~~~~~«~~pe~r!~f~~~~~r4~i~~~·~t~~~~.~~~.~~~~t~·~~fi~v~II~'3~~-·--------__ . __ ~------

?,~.L~.~ii .... "L...._.:LWI''\..'S ........ ~~ (.o-ro"""':l ile I 
'i'!<w'''I. LV. Nil' 1'111l'l "-",'* .pt-<. fk~{Ji ,·;"\-UJuJk, "",-' Vc,,', \ \je." 

.. ,. __ ........;··R.i= .. l'lg~hlt..4- "be C"r"''''J "'fUi ri..·,.J lv\hJv~".~\ • .",-il~~' j06~65 
(If more space is needed, attach a separate sheet) 
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________ (>,) i am not subject to a com! order for the support of a child; 

______ (b) I am subjectio a COutt order for the support of one armore children and am in compliance with the order or am in 
compliance with a plan approved by"the dist.rict attorney or other public agency enforcing the order for the repayment of tha 
am'Jlmt owed pursuant to the order; OR 

____ L (c) I am subjectto a court order for the support of one or more children and am NOT in compliance with the order Of a 
j plan approved by the district attorney or other p1.lbiic agency enforcing the order for the repayment oflhe amount owed pursuant 

i:otheorder. M':J ~a. .. o,,- l;Q'- Vl.cv<- e.""""{'rl<W.«L. ; •. 'i-h .... 1- ·-H-c,i; ".J. .. ,- is s;,dr,~du.l~ I;-.-v \., ........ ''1 
'J>, ",e...J.,;} left-kq5, <lI.t-'ti..~_ ~'"'I''''''r "-,,v-r+- \:o..~-e,,~ c..",-t'b.'''';'''. 11i..:.~ "",-~_it~~ ""'''_1 .. c~~~-\-. 

~e.9NT!NU!NG MEDICAL EDUCATION (CMEI STATEMENT fu:c.",",-o,[~h:.. 'i-k .. ~<k<>,t«.l .... ~ "'"::J c.:ttM":i. :c t~:';'''' 
I)eh"""'-. '~k.o.l~'~k .. <>n;~ .. ( Ww_" I ,,"-, .... "'J-.... <<.~<lt --t"" 

Piease place a check mark Ilext to oile of the following statements: b.... "-",;-r~~\ 0";"" ""-,,._i:'."t' •. 4 . 
/ 

___ ~ ____ (a) I completed a minimum o-r 40 hours of NJlA Category 1 conunuing medical education (CME) , 2 hours of which were 
in medical ethics and 20 hours of which were in my scope of practice orspeciaity, during the past biennial period of Juiy1, 1999 
through June 30, 2001; 

____ (b) I was initially licensed in Nevada during the time period January 1, 2000 through June 3D, 2000, the second six 
months of the past biennial period, and completed a minimum of 30 hours of AMA Category I continuing medical education 
(CME), 2 hours of which were in medical ethics and 20 hours of which wefe in my scope of practice or specialty; 

_ (c) I ~Ias initially licensed in Nevada during the time period ./uly 1,2000 through December 31,2000, the third six months 
of the past biennial period, and completed a minimum of20 hours of NrllA Category! continuing medical education (CME), 2 
hours of which were in medical ethics and 18 hOUfS of which were in my scope of practice or specialty; 

-::-:~_(d) I was initially iicensed in Nevada during the time period January 1 , 200·' through June 30, 2001, the fourth six months 
of the past biennial period, and completed a minimum of 10 hours of AMA Category i cOPo-anuing medical education (CME) , 2 
hours of which were in medical ethics and 8 hours of which were in my scope of practice or specialty; OR 

(e) I am exempt from sUbmilti!Jg proof of completion of continuing medical education (CME) because I have completed 
-a-=fu"",,:--, 'I-fear of residency or fellowship training during the biennial period. July 1, i 999 through June 30, 2001. 

"" ArC-Api-! COP~f:S or: PROOF OF YOUR COMPLIETION OF CONT~NUjNG fl'lEDlCAL EDUCATION (eME) HOURS. 
... IF YOU COMPLETED A FULL YEAR OF RESIDENCY OR FELLOWSHIP 'fRAIN!NG DURING THE BIENNIAL PERIO!) 

JULY 1, ·1999 THROUGI-l JUNE 30, 2001, ATTACH A COpy OF PROOF OF COMPLETION OF YOUR TRAINiNG. 

YOUR COPIES OF PROOF OF CME OR TRAINiNG COMPLETION WILL NOT BE RETURNED TO YOU. 

I HAVE j HAVE N.OT (CHECK ONE) ACTIVELY PRACTICED MEDICINE iN NEVADA WITHIN THE PAST 12 
MOt..ITH& ' --

BY SIGNING ON THE SIGNATURE LINE BELOW: 

1) I HEREBY REPRESENT THAT! AM THE PERSON NAMED IN THIS APPLICA 110N FOR REI3ISTRA TION RENEWAL OF 
LICENSE TO PRACTICE l'IfEDICINE IN THE STATE OF NEVADA AND THAT ALL STATEMEr~TS i HAVE MADE HEREiN 
ARE;TRIJE; 

2) I UNDERSTAND THAT THIS APPLICATION FOR REGISTRATION RENEWAL WILL BE DENIED IF I HAVE NOT 
PI-ACED A CHECK MARK !\iI:XT TO· (aI, (b), OR (e) UNDER THE CHILO SUPPORT STATEMENT SECTION; AIIID 

3) ! UNDERSTAND THAT THIS APPLlCA110N FOR REGISTRATION RENEWAL WILL BE DENIED iF I HAVE NOT 
ANSWERED ALL QUESTIONS THEREON ""NO/OR ATIACHED THERETO; (a) THE APPROPRIATE COPIES OF 
PROOF OF CONTINUING MEDICAL EDUCATION (eM E), OR RESIDENCY OR FELLOWSHiP TRAINiNG COMPLETION; 
(il) PAYMENT OF THE APPROPRBATE REGiSTRATiON RENEWAL FEE; AND {c) WRITTEN EXI'!.ANATlON(Sj TO ANY 

"YES" ANSWER(S). ~ 

/'~ _ 06966 
1'1,.1-.1 hi ( .~ Jt _--I· 
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