PUVBICTAN Date Recoived by Boatd

APPLICATION FOR REGISTRATION RENEWAL  JUL 7§ 2081 Linense No.__SFisf
FOR THE BIENNIAL REGISTRATION PERIDD 2001- 2003 B 28I 3 gt T {
NEVADA STATE BOARD OF MEDICAL EXAMINERS FleNn_* . = -
st Oftice Box 7238 Rena, Nevada 8050 Phone (775) £89-2659 _{Far Board Use Only)
{ ”wmby apply for renewal of el registration and enclose the jppmpﬁ ale fee(s) as indivated below:
L ACTIVE STATHS $600.00
___________ INACTIVE BTATUS $200 00 {RETIRED STATUS REQUIRES THAT THE
e BETIRED STATLIS FOA00D  APPLICANT NOT PRACTICE MEDICINE
SUPERVISING/IC OLLABORATING PHYSICIAN | BRO0.00  ANYWHERE
l&_&igmiﬂ 2785 |[candidale no: FaZdro e ’ ) '
Conrad R MURRAY M.D. Make checks payable to:
3121 S Maryland Pkwy . NEVADA STATE BOARD OF MEDICAL EXAMINERS
Suite # 602 {Foreign checks must indicate "U.5. FUNDS")
Las Veaas NV 89109
PLEASF NOTE:

- YOUR CURRENT W.D. LICENSE EXPIRES ON JUNE 30, 29, COMELETED APPLICATION FOR REGISTRATION
RENEWAL FORES NOT RECEWVED AT THE BOARD OFFICE BY JULY 1, 2001 AT 5:00 PV, ARE AUTOMATICALLY
SUSPENDED FOR NON-PAYMENT. EXTENSIONS OF TIME ARE NOT ALLDWED FOR ANY REASCN, 43 NEVADA
HAS NO GRACE PERIGD. {USE THE ENCLOSED ENVELOPE TO MAIL YOUR COMPLETED APPLICAT!ON FOoR
REGISTRATION RENEWAL FORM.)

= OUR LICENSE WILL NOT BE RENEWEDR UNLESS YOU ANSWER ALL QUESTIONS ON THIS APPLICATION FOR
REGISTRATION RENEWAL FORM. YOU MUST PROVIDE WRITTEN EXPLANATIONS FOR ALL QUESTIONS
ANBWERED "YEB.”

w  ALL INFORMATION YOU PROVIDE ON THIS APPLICATION FOR REGISTRATION RENEWAIL FORM I8 PUBLIC

INFORMATION.
PLEASE TYPE OR PRINT LEGIBLY

1. To be eligible to ast as a SUPERVISING PHYSICIMN FOR A PHYSICIAN ASSISTANT, aend/or a5 8 COLLABORATING
PHYSICIAN FOR AN ADVANCED PRACTITIONER OF NURSING for the blennial perfod of July 1, 2001 through June 30, 2003,
you must compiete the enclosed Appiication Tor Approval as Supgrvising/Collaborating Physician and retum itwith youy
paymentin the amount of $200.9C in the enclosed envelope.

2. Active status registration renewal! 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 sthics and 20 hours of GME in your scope of practice or
specially completed during the perisd July 4, 1299 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. ifyour name and/or address has changed from that printed on the label on this form, clearly indicate the changeinthe space
provided below. Also, please indicate your current telephone and fax numbers. [Flease noie: a notarized angeriified copy of the
docurnent authorizing your name change (marriage Hcense, diverce decres, eig,) must be included.]

Name
Street

City County ] State Zip
Phone Number {702) - Thb- § 861 Fax Number {7 00) - $66- 640y

4, iF YOU HAVE RETIRED OR MOVED YOUR PRACTICE, indicate the tocation of patient records helow:

Name N#A-
Strest
City, Counly State Zin
Phone Number

5. Indicate below the EXACT NAME AND LOCATION of the Medical School from which you graduated and your EXAGT DATE

graduation;
coRERERTIAL gLLA%D;?st Atty-8261,

ME aryy %Qd&{{ﬁ»{ (:;::,ue_q% Pv{.em Q8
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8. Indicale below your prmary, secondary and tertiary pracice spedattiss using the following codes:

SOOPE OF PRACTICE
SPECIALTY CODES

1 ADDICTION MEDICINE 40 NEUROLOGY 79 PEDIATRIC, URCLOGY
2 ADOLESCENT MEDICINE 41 NEURG-OPHTHALMOLOGY 80 PEDIATRICS
3  AEROSPACE MEDICINE 42 NEUROPATHOLOGY 81 PHYSICAL MEDICINE/REHABILITATION
4 ALLERGY 43  NEURORADIOLOGY 82 PREVENTIVE MEDICINE
8 ALLERGY/IMMUNDLOGY 44 NON-COMVENTIONAL MEDIGINE 43 PEYGHIATRY
&  ANESTHESICLOGY 45 NUCLEAR MEDICINE 84 PSYCHOANALYSIS
7 BLOODBANKIHG 46 NUTRITIOM 85 PSYCHOMATIC MEDIGINE
8  BRONCO-ESOPHAGOLOGY 47 OBSTETRICS 86 PUBLIC HEALTH
3 GARDIOVASGULAR DISEASES 43 OBSTETRICS/GYMECOLOGY g7  PULMONARY DISEASES
10 CATSCAR/ULTRASOUND 49 OCCUPATIONAL MEDIGINE 88 RADIOLOGY
11 CHILD NEUROLOGY 50 QNCOLDGY 83 RADIOLOGY, DIAGNOSTIC
12 CHILD PSYCHIATRY 51 ONCOLOGY, GYNECOLOGICAL 83 RADIOLOGY, INTERVENTIONAL
13 CLINMICAL PHARMACOLOGY 52 ONGOLOGY, HEMATOLOGY 91 RADIOLOGY, NUCLEAR
14 CRITICAL CARE 55 ONCOLOGY, RADIATION 82 RADIOLOGY, THERAPEUTIC
15  DERMATOLOGY 54 ONCOLOGY, SURGICAL 93 RADIOLOGY, VASCULAR
16 DERMATOPATHOLOGY 55 OPHTHALMOLOGY 84 RHEUMATOLOGY
17 EMERGENCY MEDIGINE 56 OTOLARYNGOLOGY 95 RHINOLOGY
18 ENDOCRINOLOGY 57 OTOLOGY 96 SLEEP DISORDERS
19 FAMILY PRACTICE 68 PAIN MANAGEMENT 97 SPORTS MEDICINE
20 GASTROENTEROLOGY 59 PATHOLOGY 88 SURGERY, ABDOMINAL
21 GEMERAL PRACTICE 60 PATHOLOGY, ANATOMIC 99 BURGERY, CARDIOTHORACIC
22 GERIATRICS 61 PATHOLOGY, CLINICAL 100 SURGERY, CARDIOVASCULAR
23 GYNECOLOGY B2 PATHOLOGY, FORENSIC 101 SURGERY, COLON/RECTAL
24 HEMATOLOGY 63 PEDIATRIC, ALLERGY 102 SURGERY, GENERAL
25 HOMEQPATHY 64 PEDIATRIC, CARDIOLOGY 103 SURGERY, HAND
26 HYPNOSIS 85 PEDIATRIC, CRITICAL CARE 104 SURGERY, HEAD/NECK
27 IMMUNOLOGY 66 PEDIATRIC, EMERGENCY MEDICINE 105 SURGERY, MAXILLOFACIAL
28 INFECTIOUS DISEASES 87 PEDIATRIC, ENDOCRINOLOGY 106 SURGERY, NEURGLOGICAL
20 INFERTILITY 68 PEDIATRIC, GASTROENTEROLOGY 107 SURGERY, ORTHOPEDIC
30 INTERNAL MEDIGINE 69 PEDIATRIC, HEMATOLOGY/ONGOLOGY 108 SURGERY, PLASTIC
31 LARYNGOLOGY 70 PEDIATRIC, INFECTIOUS DISEASES 109 SURGERY, THORACGIC
32 LEGALMEDICINE 71 PEDIATRIC, INTENSIMIST 110 SURGERY, TRANSPLANT
33  MATERNALFETAL MEDICINE 72 PEDIATRIC, NEPHROLOGY 111 SURGERY, TRAUMATIC
34 MEDICAL ACUPUNCTURE 73 PEDIATRIC, NEUROLOGY 112 SURGERY, UROLOGIC
35 MEDICALETHIGS 74  PEDIATRIC, OPHTHALMOLOGY 113 SURGERY, VASCULAR
36 MEDICAL GENETICS 75 PEDIATRIC, PHYSIATRY 114 URGENT CARE
37 NEO/PERINATAL MEDIGINE 76 - PEDIATRIC, PULMONARY 115 UROLOGY
38  NEOPLASTIC DISEASES 77 PEDIATRIC, RADIOLOGY
38 NEPHROLOGY 78 PEDIATRIC, SURGERY

Code Sode ode
Primary Specialty S Secondary Spaciaity 20 Tertiary Specialty

IJ‘[IIlII!Iil[lfilh‘illh’lla'II!!IIII!f!l!l!llJlillll!Ifii!!!fllllllllIIII!IllilﬂllllI.’III.’l.’lll.’llllfll!!!I!lilllill]!!ﬂliIh';‘fillliIIl!IIIll!ili!HI!I;’J!Jiff!l!llllilf/!fiﬂIHII‘II!I!lllll!lfifiﬂ!ll

All of the f@imwingqu%tiens refer to the time period
July 1, 1899, through the present date only.

For the purposes of the foilowing gquestions, these ph!’&ﬁﬁa of words have these
meanings:

*Ability to practice medicine” is to be construed to include ali of the Tollowing:

4. The cognitive capacily to make appropriate clinical diagnosss and exercise reasoned rredicat judgments and o learn and kaep
abreast of medical devejopments;

2. The abifity to conwnunicate thoss judgments and medical infermation to patients and other health care providers, with orwithout the
use of aids or devices, such as voice ampliiiers; and

3. The physical capability to peiform madical tasks such as physician examination and surgical procedures, with or without the use of
aids or deviees, such as corrective lenses or hearing aids.

“Badical condition” includes physiologieal, mental or psychological conditions or disorders, sush as, but notlimited to, orthopedic, vislan,
speech, hearng, cerebral palsy, epilepsy, muscular dystrophy, mulliple sclerosis, cancer, heart disease, diabetes, emotional or mental iiness,
HiV disease, tuberculosis, drug addiction, and alcoholism.

CONFIDENTIAL LA Dist At’[ 82@3B
“Chamical substances” is to be construed to include aleshol, drugs or medications, including those taken pursiantioa vahd pres 4

for leafimeate madinal mirmngea and in ansnnardanss iaifh dhoa menocdbon o ties oo
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FOR ALL ”‘3:"5'.:?,*‘“ RESPOMSES "?@ THE FOLL w%ﬁ‘!ﬁﬂ QUESTIONS, YOU MUST
SUBMIT YOUR WRITTEN EXPLANATY @N{‘i fﬁ%\ A TEPARATE SHEET ATTACHED
TOYOUR COMPLETED yﬁi“'ﬁ*uﬁﬁ?fﬁé’ g RS TRATION REMEWAL FORM.

1, Dovouhavea r*edam! conmdition which in any way Impalrs or Riils vour abilify to practice medicine with reasenable sidll and
safoly? Yes A Mo

2. i you have a medical condifion which iy any way imaairs oF Bnils your abifity to practice medicine, is that impairment or
Himitation reduced or amaliorated because of the feld of praciice, the setiing, or the manner in which you have ch_ogﬁ"‘ rTal
practics? Yes X No . H/A

3. fyou use chemical substances, does your use in any way impair or lEmil your abiiity fo practice medicine with reasonable skifl
and safety? Yes X No M/A,

4. Mave you failed to initlate the perfonmance of public setvice within one year after the date the public service is required 1o
begin fo satisfy a reqssirement of your receiving a loan or scholarship froem the feders! governmiant or a siate of local governmens
for your medical education? Yes K No N/A

5. Have you been a defendant in a legal action involving professional fiability (malpractice) o had a prefessional liability claim
paid i your behalf or paid such a claim yourself? Yos X No

&, Have you ever been investigated for, charged with, convicted of, or ptead guilty or nolo contendere to any offense orviolation
of any federal, state or local law, including any forgign country, which is a misderneanor, gross misdemeanor, or falony,
excluding any miner traffic offense {driving orin control of a motor vehicle while under the influence of any chemical substance is
not considerad a minor traffic offense) or which is related to the manufacture, distribution, preseribing, or dispensing of
controlled substances? : Yes__ X No

7. Have you ever been denied a license, permission to practice medicine or any other healing ait, or permission to fake an
examination to pracfice medicine or any other healing ari in any state, country or .S, territory? Yes X . No

8. Have you ever had a medical license or ficense to practice any other healing art revaked, suspended, fimited, or restricted in
any state, country or U.S. territory? Yes 3 No

9, Have you ever voluntasily sutrendered a license io praciice medicing or any other healing artin any state, country or IJ.S_.
territory? Yes 3( No

10. Have you ever been denied membershfp or expelled.from a medical soclely or other professional medical organization?-
Yes % No

11. Have you ever been: a) notified that you were under investigation for; by investigated for; ¢) charged with; or d) convicted of

any violation of a statute, rule or raguiation governing your practice as a physician by any meadical licensing board, hospital,

medical sociely, governmental enfity or other agency other than the Nevada State Board of Medical Examiners? )
e Y8 A No -

12, Have you aver surrendemd your state or federal controlled substance registration or had it revoked or resfrictsd i -i};’ny way?
Yes A No

13. List gl hospitals where you have had staff pilvileges denied, suspended, limited, revoked or notrenewed by the hospital, List
any and all resignations from any redical staff in lieu of disciplinary or administrative action. (Please Note: Do not include
suspensions or restriciions for failure fo complets hospital medical records, altend hospital depariment or staff meetings, or
rnaintain required malpractice insurance).
Mailing Type of Diates of Action
Hospital Address Agction From {Mo./Yr) To (MoJ/Yr.)
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(If more sbace Is neaded, affach a saparale sheat)
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CHLD S ﬂPPGR%’mAW‘MENT t

Pioowe niace 2 checll mark sext o one of the tollowing statermants:
A"} 1 am ot sublect to a cowt order for the support of a child;

S {b) lemn sublectic s cowt order for the support of one or more children and am in compliance with the order or am in
compiiance with & plan approved by the disisicl aitomey or other sublic agency enfarcing the order for the repayment of the
armount owed pursuant fo the order; OR

___,gfi_ {£) lam subject o g court ordet for the suppott of one or more children and am NOT In compliance withthe order ora
Man approved by the distrlst atiorney or other gublic agency enforcing the order for the repaymsnt of the amount owed pursuant

in the order. My veasow 'kc‘." Vvl i fldtucga, 1o SHaak ‘!"LL. oeder ‘e wobedule, lerv heert
i v vgad_ca q‘i"k @ ol e A ?u(}u’;c.—- LIS ?.CL““?QM QOlsﬁa*-ﬁrsﬁ. g pastier W"’" vesed Y

GONTINUING MEDICAL EDUGKTION (GE) STATEMENT (ioerinfe the sebedule oy wy eltoeny - ““ii
Le’2 £ 18 N W3 TR o pet @g! i

Please place a check mark aexd to one of the following stalements: ba correcred or W—“h*{rb‘i .

7
LA (&) lcompleted a minimurm of 40 hours of AMA Category 1 continuing medical education (CME), 2 hours of which were

in medical ethics and 20 hours of which ware in my scope of practice or speciaily, during the past biennial peried of July 1, 1999
through June 30, 2001;

- (b} 1 was initally licensed in Nevada during the time period January 1, 2000 through June 30, 2000, the second six
miofiths of the past biennial peried, and completed a minimum of 30 hours of AMA Category | sontinuing medical education
{CME), 2 hours of which wers in medical ethics and 20 hours of which wers in my scops of practice or specialty;

o {©) {wims initially icensed in Nevada during the tima period July 1, 2000 through Decernber 31, 2600, the third sitmonths
of the p past biennial petiod, and corr-p;eted a minimiim of 20 hours of AWJ\ Category | continuing medical education (CME), 2
hours of which were in meadical ethics and 18 hours of which were in my scope of praciice or spacialty;

{d) lwas initially licensed in Nevada during the Hime period January 1, 2007 through June 30, 2001, the fourth sbtmanths
of the past blennial petlod, and completed a minimum of 10 hours of AMA Categoiy | continuing medical education (CME), 2
hours of which were in madical #thics and 8 hours of which were in my scope of practice or specially; OR

(&) | am exempt from submitting proof of completion of continuing medical education (CME} because | have completed
a full vear of residency or fellowship iraining during the biennial pesod July 1, 1998 through Juns 30, 2001,

w  ATTACH COMES OF PROOF OF YGUR COMPLETION OF CONTINUING MEDICAL EDUCATION (CHE) HOURS.

»  IFYOUCOMPLETED A FULL YEAR OF RESIDENCY OR FELLOWSHIP TRAINING DURING THE BIENNIAL PERIGD
SULY 1, 1998 THROBGH JUNE 30, 2001, ATTACH A COPY OF PROOF OF COBMPLETION OF YOUR TRAINING.

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

FHAVE \/ HAVE NOT (CHECK ONE)} ACTIVELY PRACTICED MEDICINE IN NEVADA WITHIN THE PAST 12
MONTHS. ’ )

BY SIGNING ON THE SIGNATURE LINE BELOW:

1) THEREBY REPRESENT THAT LAM THE PERSON NAMED INTHIS APPLICATION FOR REGISTRATION RENEWAL OF
LICENSE TO PRACTICE MEDICINE IN THE STATE OF NEVADAAND THAT ALL STATEMENTS [ HAVE MADE HEREIN
ARE TRUE;

21 UﬁDERﬁTﬁND THAT THIS APPLICATION FOR REGISTRATION RENEWAL WILL BE DENIED IF | HAVE NOT

’ FLACEI} A CHECK MARK NEXT TO (a), {b), OR {c) UNDER THE CHILD SUPPORT STATEMENT SECTION; AND

3} 1 UNDERSTAND THAT THIS APPLICATION FOR REGISTRATION RENEWAL WiLL BE DENIED IF | HAVE NOT
ANSWERED ALL QUESTIONS THERECON AND/OR ATTACHED THERETO: {a) THE APPROPRIATE COPIES OF
PROOF OF CONTINUING MEDICAL EDUCATION (CME), OR RESIDENCY OR FELLOWSHIP TRAINING COMPLETION;
{b) PAYMENT OF THE APPROPRIATE REGISTRATION RENEWAL FEE; AND {c) WRITTEN EXPLANATION(S) TO ANY

SYES” ANSWER(S).
LA Dist Atty-8264.

CONFIDENTIAL Cﬁl
ALY ALY,
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