EFFECTIVE AS A FINAL ORDER

DATE: 3(24 7070 meosan O

KS State poard of Heahn

BEFORE THE BOARD OF HEALING ARTS
OF THE STATE OF KANSAS

In the Matter of
Docket No. 20-HA Oty O

Konstantin 1. Denev, M.D,
Kansas License No. 04-42016

SUMMARY ORDER

NOW ON THIS Q _ﬂ_B day of jyg:,_.g:n 2020, this matter comes before Tucker

L. Poling, Interim Executive Director and General Counsel, Kansas State Board of Hezling Arts

(“Board”), in summary proceedings pursuant to K.S.A. 77-537,

Pursuant to K.8.A 77-537 and K.S.A. 77-542, this Summary Order shall become effective
as a Final Order, without further notice, if no written request for a hearing is made within 15 days
of service. Upon review of the agenc-y record and being duly advised in the premises, the following
findings of fact, conclusions of law, and order are made for and on behalf of the Board:

Findings of Fact

1. Konstantin 1. Denev, M.D. (“Licensee) was issued License No. 04-42016 to practice
medicine and surgery on May 1, 2019, Licensee’s license status is currently Active.

. o1s . CONFIDENTIAL
2. Licensee’s last known mailing address to the Board is:

CONFIDENTIAL
3. During el times relevant to the facts set forth in this Summary Order, Licensee held an
Active license to practice medicine and surgery in Kansas.

4. The factual basis for this Order is as follows:
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a. Onor about May 1, 2019, Licensee applied for an Active license by and through an
Application For Medical Licenses In IMLC Member States. Licensee’s application
stated that “T acknowledge that I have read and understand the Interstate Medical
Licensure Compact (“Compact”) and the Application, and have answered all
questions contained in the Application truthfully and completely. 1 further
acknowledge that failure on my part to answer questions truthfully and completely
may lead to disciplinary action against one or more medical licenses ! hold.” Licensee
signed and acknowledged this statement on September 24, 2018. (Exhibit. 1.)

b. Ina Letter of Qualiﬁcati?n sent to Licensee on November 15, 2018, Licensee was

told, “You will be responsible for complying with all laws and regulations pertaining

to holding each license and the practice of medicine in those jurisdictions.” (emphasis

in original). Licensee received this notice in his Letter of Qualification. (Exhibit 2.)

c. After he had been granted an Active license, a search of the KHCSF showed Licensee
was not in compliance,

d. On September 16, 2019, and October 18, 2019, the Board requested Licensee to
proﬁde proof of compliance with the Kansas Health Care Stabilization Fund
(“KHCSF”), as required by K.8.A. 40-3404. The Board included instructions on how
to contact KHCSF and warned that a failure to provide proof of compliance may
result in a fine or suspension of Licensee’s license to practice medicine in Kansas.

(Exhibit 3 and 4.)
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e. On or about November 8, 2019, after receiving no response to the September 16,
2019, and October 18, 2019 letters, the matter was referred to the Litigation

Department.

i f. On or about February 11, 2020, another search of the KHCSF showed Licensee was

| still not fund compliant and had never been. (Exhibit 5.)

g Licensee has been out of compliance with the KHCSF since on or about May 1, 2019
until at least February 11, 2020, while holding an Active license to practice medicine
in Kansas.

h. To date, Licensee remains non-compliant with the fund.

Applicable Law
5. Under the Kansas Healing Arts Act, K.S.A. 65-2809(c),

The board, prior to renewal of a license, shall require an active licensee to submit to the
board evidence satisfactory to the board that licensee is maintaining a policy of professional
liability insurance as required by K.S.A. 40-3402, and amendments there to, and has paid
the premium surcharges as required by K.S.A. 40-3404, and amendmenis thereto.

6.  K.S.A.40-3402 states:

(a} A policy of professional liability insurance approved by the commissioner and
issued by an insurer duly authorized to transact business in this state in which the
limit of the insurer's liability is not less than $200,000 per claim, subject to not less
than'a $600,000 annual aggregate for all claims made during the policy period, shall
be maintained in effect by each resident health care provider as a condition of active
licensure or other statutory authorization to render professional service as a health
care provider in this state, unless such health care provider is a self-insurer. . .

(b) A nonresident health care provider shall not be licensed to actively render
professional service as a health care provider in this state unless such health care
provider maintains continuous coverage in effect as prescribed by subsection (a),
except such coverage may be provided by a non-admitted insurer who has filed the
form required by subsection (b)(1). This provision shall not apply to optometrists
and pharmacists on or after July 1, 1991 nor to physical therapists on and after July

~
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8.

1, 1995.

(1) Every insurance company authorized to transact business in this state,
that is authorized to issue professional liability insurance in any jurisdiction,
shall file with the commissioner, as a condition of its continued transaction
of business within this state, a form prescribed by the commissioner
declaring that its professional liability insurance policies, wherever issued,
shall be deemed to provide at least the insurance required by this subsection
when the insured is rendering professional services as a nonresident health
care provider 1n this state. Any nonadmitted insurer may file such a form.

(2) Every nonresident health care provider who is required to maintain basic
coverage pursuant to this subsection shall pay the surcharge levied by the
board of governors pursuant to subsection (a) of K.S.A. 40-3404 and
amendments thereto directly to the board of governors and shall furnish to
the board of governors the information required in subsection (a)(1). . .

K.S.A. 40-3404(b):

In the case of a resident health care provider who is not a self-insurer, the premium
surcharge shall be collected in addition to the annual premium for the basic coverage by
the insurer and shall notbe subject to the provisions of K.S.A. 40-252, 40-955 and 40-2801
et seq., and amendments thereto. The amount of the premium surcharge shall be shown
separately on the policy or an endorsement thereto and shall be specifically identified as
such. Such premium surcharge shall be due and payable by the insurer to the board of
governors within 30 days after the annual premijum for the basic coverage is received by
the insurer. Within 15 days immediately following the effective date of this act, the board
of governors shall send to each insurer information necessary for their compliance with
this subsection. The certificate of authority of any insurer who fails to comply with the
provisions of this subsection shall be suspended pursuant to K.S.A. 40-222, and
amendments thereto, until such insurer shall pay the annual premium surcharge due and
payable to the board of governors. In the case of a nonresident health care provider or a
self-insurer, the premium surcharge shall be paid upon submitting documentation of
compliance with K.S.A. 40-3402, and amendments thereto.

Under K.S.A. 65-2836, a license may be revoked, suspended or limited, or the licensee

may be publicly censured or placed under probationary conditions, upon a finding of the existence

of any of the following grounds:
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(z) The licensee has failed to pay the premium surcharges as required by K.S.A. 40-
3404.

Conclusions of Law

9. The Board has jurisdiction over Licensee as well as the subject matter of this proceeding,
and such proceeding is held in the public interest.

10.  The Board finds that Licensee violated K.S.A. 65-2836(z), in that Licensee has failed to
pay the premium surcharges as required by K.S.A. 40-3404.

11. Based on the facts and circumstances set forth herein, the use of summary proceedings in
this matter is appropriate, in accordance with the provisions set forth in K.8.A. 77-537(a), in that
the use of summary proceedings does not violate any provision of law, and the protection of the
public interest does not require the Board to give notice and opportunity to participate to persons
other than Licensee.

IT IS HEREBY ORDERED that Licensee is assessed a CIVIL FINE in the amount of
$500.00, and also that his license is hereby SUSPENDED until such time as he c'o’mes int.o
compliance with the KHHCSF for violations of the Kansas Healing Arts Act. Such fine shall be paid
to the “Kansas State Board of Healing Arts,” in full. All monetary payments, which shall be in the
form of check or money order, relating to this Summary Order shall be mailed to the Board
certified and addressed to:

Compliance Coordinator

Kansas State Board of Healing Arts

800 SW Jackson, Lower Level — Suite A

Topeka, Kansas 66612
KSBHA _compliancecoordinator@ks.gov
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PLEASE TAKE NOTICE that upon becoming effective as a Final Order, this document

shall be deemed a public record and be reported to any reporting entities authorized to receive such

disclosure.

Dated this4  day of (W20 2020.

KANSAS STATE BOARD
OF HEALING ARTS

Tucker L. Polin
Inter Xecutive Director

General Counsel
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FINAL ORDER NOTICE OF RIGHTS

PLEASE TAKE NOTICE that this is a Final Order. A Final Order is effective upon
service. A party to an agency proceeding may seek judicial review of a Final Order by filing a
petition in the District Court as authorized by K.S.A. 77-601, et seq. Reconsideration of a Final
Order is not a prerequisite to judicial review. A petition for judicial review is not timely unless
filed within 30 days following service of the Final Order. A copy of any petition for judicial
review must be served upon Tucker L. Poling, Interim Executive Director, Kansas Board of

Healing Arts, 800 SW Jackson, Lower Level-Suite A, Topeka, KS 66612.



CERTIFICATE OF SERVICE

I, the undersigned, hereby certify that a true copy of the foregoing FINAL ORDER was
served this ZA%day of ﬂf !ﬁ_ v L2020 by depositing the same in the United States Mail, first-

class, postage prepaid, and addressed to:

Konstantin I. Denev, MD
CONFIDENTIAL

Licensee
And a copy was hand-delivered to:

Meg Markey, Associate Litigation Counsel

Kansas State Board of Healing Arts
800 SW Jackson, Lower Level-Suite A
Topeka, Kansas 66612

Licensing Administrator

Kansas State Board of Healing Arts
800 SW Jackson, Lower T.evel-Suite A
Topeka, Kansas 66612

Office of the General Counsel

Kansas State Board of Healing Arts
800 SW Jackson, Lower Level-Suite A
Topcka, Kansas 66612

And the original was filed with the office of the Executive Director.

@u % OLML

1fe Cook, ralegal

Final Order
KONSTANTIN 1. DENEYV, MD
KSBHA Docket No. 20-HA00070



Bhakta, Chandni [BOHA]

From: Moon, Rebekah [BOHA]

Sent: Thursday, April 4, 2019 12:45 PM
To: Bhakta, Chandni [BOHA)
Subject: FW: Kansas Board

Thank you,

ATTENTION Doctors of Medicine and Surgery—If you are currently applying for your initial KS healing arts license, pleasa
note KS Board of Healing Arts requires all licensed professionals ta renew their licenses annually.

Apnplicants licensed before May 1, 2019 will be required to renew in June of 2019, those licensed an May 1, 2019 or after
will be required to renew in June of 2020. If you choose to be licensed after May 1, 2019 you will need to submit an
email or letter stating the date you want to be licensed before your application has been completed. All Active licensees
are required to have insurance and be in compliance with the Healthcare Stabilization Fund hefore you start practicing.
Find out mare at our wehsite— http://www.kshha.org/fagffaglicensingrnw!.shtmi

Rebekah Moon

Licensing Supervisor

Kansas State Board of Healing Arts

800 SW Jackson, LL— Suite A

Topeka, Kansas 66612

Phone 785.296.2562

Fax 785.296.0852
http://www.ksbha.org/main.shtml
Licensing Customer Satisfaction Survey

Confidentjality Notice: This message is from the Licensing Division of the Kansas State Board of Healing Arts and is
intended only for the addressee. The information contained in this message is confidential, may be attorney-client
privileged, may be privileged work product, may constitute protected health information not subject to disciosure under
applicable federal or state laws, and is intended only for the use of the addressee. Unauthorized forwarding, printing,
capying, distributing, or using such information is strictly prohibited and may be unlawful. If you are not the addressee,
please promptly delete this message and notify the sender of the delivery error. E-mail is not a secure medium and there
is no guarantee e-mail information will remain confidential. If you wouid prefer not to receive future communication by
e-mail, please notify the sender.

The Kansas State Board of Healing Arts does not issue advisory opinions or render legal advice or services. Any and ali
statements herein shouid not be construed as legal advice relating to your particular situation or the establishment of an
attorney-client reiationship. Any information provided by Board staff is for general guidance and deoes not necessarily
represent the opinions or position of the Board. The Kansas State Board of Healing Arts disclaims any and ali
responsibility and makes no warranties or representations whatsoever regarding the quality, content, completeness, or
adequacy of the infermation provided on this matter. Board staff recommeands you obtain independent iegal counsel
for an application of the law to your particular situation.

——Original Message---- ) EXHIBIT

, : /




From: Konstantin Denev CONFIDENTIAL

Sent: Thursday, April 4,2018 12:18 PM

To: Moon, Rebekah [BOHA] <Rebekah.Moon @ks.gov>
Cc: Alice Suarez (LT-ATL) <asuarez@locumtenens.com>
Subject: Kansas Board

EXTERNAL: This email criginated from outside of the organization. Do not click any links or open any attachments unless
you trust the sender and know the content is safe.

Hi Rebekah:

CONFIDENTIAL

Konstantin Denev, MD
CONFIDENTIAL



Bhakta, Chandni [BOHA]

From: Moon, Rebekah [BOHA]

Sent; Thursday, April 4, 2013 12:45 PM

To: Bhakta, Chandni [BOHA]

Subject: FW: Interstate Medica! Licensure Compact Commission - Kanstantin llkov Denev
Thank you,

ATTENTION Doctors of Medicine and Surgery—|f you are currently applying for your initial KS healing arts license,
please note KS Board of Healing Arts requires all licensed professionals to renew their licenses annually,

Applicants licensed before May 1, 2019 will be required to renew in June of 2019, those licensed on May 1, 2019 or
after will be required to renew in June of 2020, If you chaose to be licensed after May 1, 2019 you wi'l need to submit
an emait or letter stating the date you want to be licensed hefore your application has been completed. All Active
licensees are required to have Insurance and be in compliance with the Healthcare Stabilization Fund before you start
practicing.

Find cut mare at our website— http: //www ksbha.aorg/fag/faglicensingrnwl.shtml

Rebekair Moown

Licensing Supervisor

Kansas State Board of Healing Arts
800 SW Jackson, LL - Suite A
Topeka, Kansas 66612

Phone 785.296.2562

Fax 785.296.0852

http:/ /www. ksbha.org/main.shtml
Licensing Customer Satisfaction Survey

2 -,.anSaSConfidentiality Notice: This message is from the Litensing Division of the Kansas State Board of Healing Arts and is intended only for the
addressee. The information contained in this message is confidential, may be attorney-client privileged, may be privileged work product, may constitute protacted
health infermation not subject to disclosure under applicable federal or state laws, and is intended only for the use of the addressee. Unauthorized forwarding,
printing, copying, distributing, or using such information is strictly prohibited and may be unlawful. If you are not the addressee, please promptly delete this
message and notify the sender of the delivery error. E-mail is not a secure medium and there is no guarantee e-mall Information wilf remain confidential. If you
would prefer not to receive future communication by e-mail, please notify the sender.

The Kansas State Board of Healing Arts does not issue advisory opinions or render legal advice or services, Any and all staterments herein should not be construed as
legal advice relating to your particular situation or the establishment of an attorney-client relationship. Any information provided by Board staff is for genera!
guidance and does not necessarily represent the apinions or position of the Board. The Kansas State Board of Healing Arts disclaims any and all responsibllity and
makes no warranties or representations whatsoever regarding the quality, content, completeness, or adequacy of the information nrovided on this matter. Board
staff recammends you obtain independent legal counsel for an application of the law to your particular situation.

From: DocuSign NA3 System <dse_NA3@dacusign.net>

Sent: Thursday, April 4, 2019 7:50 AM

To: KSBHA_Initiallicense <KSBHA_|nitiallicense @ks.gov>

Subject: interstate Medical Licensure Compact Commission - Konstantin llkov Denev




EXTERNAL: This email originated from outside of the organization. Do not click any links or open any
attachments unless you trust the sender and know.the content is safe.

. e v M e i~ - 4

=l

IMUCIStARS sent,you'a document torreview,and,sign!

REVIEW DOCUMENTS

IMLC IStARS
IStARS@imlcc.net

Greetings! You have a new physician applying for a license from your Board. Please
click "Review Documents” to download the physician's documentation and issue a
license. When you have issued a license please click an the link above again and
enter the license #, date of issuance, and expiration for the records.

Powered b@

Do Not Share This Email
This email contains a secure link to DocuSign. Please do not share this email, link, or access code
with others.

Alternate Signing Method
Visit DocuSign.com, click ‘Access Documents', and enter the security code:
41EE1BE76CDB4C03975174B9C624864C3

About DocuSign ¢
Sign documents electronically in just minutes. It's safe, secure; and legally binding. Whether you're
in an office, at home, on-the-go - or even across the globe — DocuSign provides a professional
trusted solution for Digital Transaction Management™,




Questions about the Document?
If you need to-modify the document or have questions about the details in the document, please
reach out to the sender by emailing them directly.

if you are having trouble signing the document, please visit the Help with Signing page on our
Support Center,

@pownload the DocuSign App

This.message was sant to.you by.IMLC ISIARS who Is using the DocuSign Elacironic Signature Service, |1 you wotitd rather not
recelva email from this sender you may contaclt the sender with your request,




DacuSign Envelope ID: 9F72C471-28A8-42A6-A027-8F4E7387DFA2
AFFIDAVIT AND AUTHORIZATION FOR RELEASE OF INFORMATION FOR APPLICATION FOR
MEDICAL LICENSES IN IMLC MEMBER STATES

|, Konstantin Ilkov Denev {Type in full legal name) the undersigned, being duly
sworn, hereby certify under oath that | am the person named in this Application for Medical Licenses in
IMLC Member States (“Application”), that all statements | have made or shall make with respect thereta
are true, that | am the original and lawful possessor of and person named in the various forms and
credentials furnished or to be furnished with respect to my Application, that all documents, forms, or
copies thereof furnished or to be furnished with respect to my application are strictly true in every
aspect, that | hold a current and valid IMLC Letter of Qualification ("LOQ”") issued on
{Date)11/15/2018 by {SPL)__ ILLINOIS as my State of Principal License, and that 1
continue to meet all requirements te qualify for the LOQ,

| acknowledge that | have read and understand the Interstate Medical Licensure Compact
{“Compact”) and the Application, and have answered all questions contained in the Application
truthfully and completely. } further acknowledge that failure on my part to answer questions truthfully
and completely may lead to disciplinary action against one or more medical licenses or permits | hoid, as
well as my being prosecuted under appropriate federal and state laws.

| also hereby apply to the Compact Member States’ medical boards (“Member Boards”) | have
designated in this Application and further authorlze the SPLand the Compact Commission
(“Commission”) ta process my apphcat:on for Imed:ca] hceqsu re by»one or-more.| Member Boards
including, but not limited to perso?ally identjfiable mformatlon mcludmg my. Somal Secur:ty Number to
be used for querying the Natlonal Practitioner Data Bank and in chuld support enforcement actions. |
hereby release, discharge, and exonerate the SPL and the Commission, and their employees, agents, or
representatives, of any, and all liability of every nature and kind arising out of any disclosure to the
Member Boards.

| will immediately notify the SPL, the Member Boards, and the Commissian in writing of any
changes ta the answers to any of the questions contafned in this application if such a change occurs at
any time prior to @ medical license being issued by one of more of the Member Boards.

| understand my failure to answer questions contained in this Application truthfully and
completely may lead to denial of my application, and revocation, or ather disciplinary sanction, of my
license(s) or permit(s) to practice medicine in one or more Compact Member States.
DocuSigned by:

Physicians Signature Eonstoundin, [Ueow P

AAAAS4EBCABE44H. .

C [s] i
Type Physician’s Name Konstantin Ilkov Denev

Applicant’s Npj 1437131299

DATE

3/29/2019 | 2:28 cDT

You will receive one or more emails regarding the status of your application(s) for license(s)
from Member Board(s). If you have any concerns contact the Member Board(s} directly. Member
Board contact information is on the www.IMLCC.org website, Be sure to check your spam folder and set
your email to accept messages from the @docusign.net and @docusign.com domains.

Thank you far applying through the Interstate Medical Licensure Compact,

All fees are non-refundable

ch_1e31qMD1T11081IBBVLBBXgb1PE




DocuSign Envelope |D: 9F72C471 -28AB-42A6-A927-8F4ET3870FAZ

Letter of Qualification Verification

A review of records of the (Board) I11inois pivision of Professional Regulation

indicates that (Physician Name) konstantin Ilkov Denev

holds a Letter of Qualification for licensure in Member States of the Interstate
Medical Licensure Compact. The Letter of Qualification was issued on (Issue

Date) 11/15/2018 and will be valid for 365 days from that date.

(Board) TM-¢<
o P, fi_ﬁ..)*.. (g e e e e e
N OO0 G

- N

..\. . LR ,..:' g gy P .
[ [4e: 1 z o ..mi ;[ .u_.S. SWJHL-
3EIEIROAC2S346E . —
ULBLLUL\ALU
ﬁ Marschall s. smith

Type Name

Executive Director

Title

4/3/2019 | 1:06 DT

Date




DocuSign Envelope ID: 9F72C471-28A8-42A6-A027-8F4E7387DFA2

PAYMENT FOR LICENSES ‘
Below are the selected states in which you have indicated you wish to be licensed to practice medicine. Please sign as a payment
agreement,
MEMBER BOARD(S) COST OF LICENSE
IOWA BOARD OF MEDICINE $450.00
KANSAS BOARD OF HEALING ARTS $300.00
1™ e ) 2 £ £ LD £

LB T s TS &

TOTAL$ 750

The selected state medical board(s) will be notified of your selection and issue the license(s).

Please nate: All inedical licenses issued through the IML.C are full and unrestricted licenses. Yau will be responsible for
complying with all laws and regulations pertaining to holding each license and the practice af medicine in thase jurisdictions.

DocuSighed hy:

Physician’s Signature konstandin, s Do

D2FICDBR22648F,.,
Type Name Konstantin ITkov Denev

DATE 4/4/2019 | 7:49 cpT




DocuSign Envelope ID; 8F72C471-28AB-42A6-A927-8F 4E7387DFA2

MEDICAL LICENSE ISSUANCE INFORMATION

Physician’s Name

First Name Middle Name Last Name

Please fill in your respective Member Board’s information for the qualified Physician named

above.

National Provider 1dentifier Number

Medical Board Name

Member Board License Number

Date License Issued

Date of Expiration

t/ddfyyyy, 970 . . e —
| [T Ny G GR
Lo - LA AN O ST TR
el L R Sl Wd}-‘niiag:‘:-.Théﬁsignzzlm'cf\tabj-wd}-defauli to your
mm/ddiyyyy Board's name. Please change it to your name

in Adopt and Sign

Member Board Signature

Type Name

DATE




DocuSign Envelope ID: §F72C471-28A8-42A6-A927-8F AE7387DFA2

QUALIFICATIONS APPLICATION

If you do not complete the application process you will be sent an email with a link to log back in to
complete the dacuments. Be sure ta look in your SPAM and JUNK foiders. To apply for a Letter of
Qualification for licensure through the Interstate Medical Licensure Compact please answer the
questions below.

1. Which IMLC Member State do you want to serve as your State of Principal License (SPL)?:
ILLINOIS

2. Doyou hold a full and unrestricted medical license to engage issued by 2 medical licensing board in
thESPL(SPLBoard]ILLINOIS DIVISION OF PROFESSIONAL REGULATION - ?Yes x No

3. Whatis the license number issued to you by the SPL boarg? 036110062

4. Which of the following apply to you(at Ieast one must apply)?

S
() ~OC
sg\ the SPL ‘ “ILUINOIS ) Q >éﬁo

If yes, provide the following:

a.  Yourprimary residelﬁ‘c

CONFIDENTIAL
Residence Street address

Residence City State Zip _ -

iy 21 ZIp

T{.LINDIS

b. At least 25% of your practice of medicine occurs in the SPL Yes X No

If yes, describe your current practice _Pediatric Emergency Medicine

St. Alexius Medical Center

ILLINOIS © Yes x No

¢.  Your employer is located in the SPL

If Yes, Employer name__St. Alexius Medical Center

Employer street address_1555 Rarrington RD

Employer City State Zip _Hoffman Estates IL , 60169
City st Zip
ILLINOIS

d.  You have designated the SPL as your

state of residence for U.S. federal income tax purposes: Yes x No

CONFIDENTIAL

If yes, give Tax ID # (SS#, EIN) (must be most recent return)



DocuSign Envelope 1D: OF720471-28A8-42AB-A927-8F4E73870FA2

5. Areyou a graduate of a medical school accredited by the Liaison Committee on Medical Education
or the Commission on Osteopathic College Accreditation, or a medical school! listed in the Internatianal
Medical Education Directory or its equivalent? Yes x No

6. Have you passed each component of the United State Medical Licensing Examination (USMLE) or
the Comprehensive Osteopathic Medical Licensing Examination (COMLEX-USA) within three (3)
attempts, or any of their predecessor examinations accepted by your SPL medical board as an
equivalent examination for licensure purposes(if in question contact your SPL)? Yes x No

7. Have you successfully completed graduate medical education approved by the Accreditation
Council for Graduate Medical Education or the American Osteopathic Association? Yes x  No

8. Do you hold specialty certification or a time-unlimited specialty certificate recognized by the
American Board of Medical Specialties (ABMS} or the American Ostecpathic Association’s Bureau of
Osteopathic Specialists (AOABOS)? Yes x No

{,‘ T et rl (--- T i f“_-.\g il i Pt Y ik
{Please nate that answering any df the faﬂj: wing questians with a _"_YEﬁ"-" will }J\s@jﬂiﬁiﬁ@pﬁcﬁi;n belfig denied per
eligibility Rule 5.4. If eligibility is in glestian please cdntact the state board directly for infarmbtian regordinig application
thraugh the traditional method.} '
9. Have you ever been convicted, received adjudication, community supervision, or deferred

disposition for any offense by a court of appropriate jurisdiction? Yes No x

10. Have you ever held a license authorizing the practice of medicine subjected to discipline by a
licensing agency in any state, federal or foreign jurisdiction, excluding any action related to non-
payment of fees related to a license?  Yes No x

11. Have you ever had a controlled substance license or permit suspended or revoked by a state or
the United States Drug Enforcement Administration?  Yes No x

12. Are you under investigation by a licensing agency or law enforcement authority in any state,
federal or foreign jurisdiction? Yes No x

A DocuSigned by:

Physician’s Signature:| bonsamdin. thow Done

AAA15LEBCABEA4B..
ROLS LAl LIRUY velgy,

Type Name:

Date:9/24/2018 | 2:09 cOT




DocuSign Envelope 1D: OF72C471-28A8-42A6-A927-BF4E73870DFAZ2

AFEIDAVIT AND AUTHORIZATION FOR RELEASE OF INFORMATION FOR APPLICATION FOR AN
IMLC LETTER OF QUALIFICATION AND MEDICAL LICENSES IN IMLC MEMBER STATES

i, Konstantin Ilkov Denev, MD (Type in full legal name) the undersigned, being duly
sworn, hereby certify under oath that | am the person named in this Application for an IMLC Letter of
Qualification and Medica! Licenses in IMLC Member States {“Application”), that all statements | have
made or shall make with respect thereto are true, that | am the original and lawful possessor of and
person named in the various forms and credentials furnished or to be furnished with respect to my
Application, and that all documents, forms, or copies thereof furnished or to be furnished with respect
to my application are strictly true in every aspect.

| acknowledge that | have read and understand the Interstate Medical Licensure Compact
("Compact”} and the Application, and have answered all questions contained in the Application
truthfully and completely. 1 further acknowledge that failure on my part to answer questions truthfully
and completely may lead to disciplinary action against one or more medical licenses or permits | hold, as
well as my being prosecuted under appropriate federal and state laws.
{ hereby apply tor——» ILLINOLS as my State of Prlnc:pal License (“SPL"}
for a Letter of Quahflcation ("LOQ”) to be ISSUEd a mEdICaHICEl”'ISE m one’é?more Compact Member
States. To permit the SPlrto. process ‘my appln:atlon for an LOQ,' here‘by Buthofize’and request every
person, entity, hospital, clinic, government agency (local, state, federal, or foreign), court, association,
institution, or law enforcement agency having custody or control of any documents, records, and other
information pertaining to me to furnish to the SPL any such information, including documents, records
regarding charges or complaints filed against me, formal or informal, pending or closed, or any ather
pertinent data, and to permit the SPL or any of its agents or representatives to inspect and make, or
receive, copies of such documents, records, and other information in connection with this Application. 1
also authorize the SPL to perform or obtain a criminal history background check with law enforcement
on me as part of the determination of my eligibility to be licensed through the Compact.

I hereby release, discharge, and exonerate the SPL and the Interstate Medical Licensure
Compact Commission (“Commission”), their agents or representatives, and any person, entity, hospital,
clinic, government agency (local, state, federal, or foreign), court, association, institution, or law
enforcement agency having custody or control of any documents, records, and other information
pertaining to me of any and all liability of every nature and kind arising out of investigation made by the
SPL.

lalso hereby apply to the Compact Member States” medical boards {“Member Boards”) | have
designated in this Application, and further authorize the SPL to process my application for medical
licensure by one or more Member Boards including, but not limited to, personally-identifiable
information including my Sacial Security Number to be used for querying the National Practitioner Data
Bank and in child support enforcement actions. | hereby release, discharge, and exonerate the SPL and
the Commission, and their employees, agents, or representatives, of any, and all liability of every nature
and kind arising out of any disclosure to the Member Boards.

| will immediately notify the SPL and the Commission in writing of any changes to the answers to
any of the questions contained in this application if such a change occurs at any time prior to a medical
license being issued by one or more of the Member Boards.



DacuSign Envelope ID: 9F72C471-28A8-42A6-A927-8F4E7387DFA2

| understand my faifure to answer questions contained in this Application truthfully and
completely may lead to denial of my application for a Letter of Qualification, and revocation, ar other

disciplinary sanction, of my license(s) or permit(s] to practice medicine in one or more Compact Member
States.

Applicant Signature Lowstandine [eow. Dot

AAA{B{ABCABE4A4R..
. , Konstantin Ilkov Denev
Type Applicant’s Name

Applicant’s Np| 1437131299

DATE 9/24/2018 | 2:09 COT
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PHYSICIAN'S CORE DATA SHEET

(Musr be the physician’s accurate informatian ta ovaoid delay ar rejectian)

Full Legal Name Konstantin __, 1lkov , Denev »
{Exactly as on DL or Passport) First Middle Least Suffix(Sr. Jr.)
Other names used{maiden, birth)
First Middle Last
CONFIDENTIAL
Mailing address
Maiting address City State{NX) Zip
Office address 1555 Barrington Rd , Hoffman EstatesIL £0169
Officc address City State(XX) Zip

CONFIDENTIAL

Date of Birth Gender: Male X  female
(mmfdaiyyyy)

622-0776
(AR

Physician’s office or practice telephone number of public record 224-

., - N
‘5 P - ] ,(./\ o~ DY hhinr, S
- RS Jig, &7 TONRBENTIAT ) & D
Physician’s cellular or ajternative telephone'number ___ b A:B )

lenb H g R R

. Email address celegated by applicant to receive correspondence asuarez@]ocumtenens. com

_ . CONFIDENTIAL
Sacial Security Number:

(HRE-RR-HIAR)

Physician’s National Provider Identifier Number 1437131299

Medical Degree Received:  M.D. x D.O.

{Medical schoo! must be accredited by the Liaison Committee on Medical Fducation or the
Commission on Osteopathic College Accreditation, or be listed in the International Medical

Education Directary or its equivalent.)
Medical School university of Medicine varna Faculty of Medicine

Date of D el ed 10/01/1996 Name of School (no abbreviations or acronyms)
ate ot Degree Issu
(mm/fdd/yyyy)

Physicians must have successfully completed graduate medical education approved by the
Accreditation Council for Graduate Medical Education or the American Osteopathic Association.
(NOTE: One-year transitional residencies do not meet this requirement)

Residency Program Mount sinai School of Medicine Compietion Date 07/01/2002
Fuil Program Name {ro abbrevialions or acronystis) (mmddhyyyy)

What is the specialty of the program _ Pediatrics
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Qualifying Licensing exam taken: USMLE X  COMLEX Other

Must specify by name
Number of attempts taken to pass the USMLE:

Stept: 1 Step2CS: 1 Step2CK:0 Step3: 1
Number of attempts taken to pass the COMLEX:

Stepl. __ Step2 PE: __ Step2CE: Step3:_
Number of attempts taken to pass other licensing exam:

Step 1: Step 2: Step 3:

Specialty Board Certification must be hy an ABMS or AOABOS board,

Specialty Board Certification: American Board of Pediatrics .

Tull Specialty Board Name (i.e. American Board of Pediatrics) (no abkreviations or acronyms)

Expiration of Specialty Board Cert:flcatlon N N 3
!'_ ( r";‘(_\(_ 2
ey Jl o l\_ﬂ_‘( Ve
Time limited:  x Expiration date of time limited 02/15/2019

(mm/ddfyyyy)

Lifetime: r—I (I[ "

Physicians must possess a full and unrestricted medical license issued by an IMLC Member
Board.

License # 036110062

Date of Qriginal Licensure _09/05/2003  (ngt renewal)
{mm/dd/yyyy)

Expiration Date 07/31/2020 Status of License: Current: X Not Current:
(mm/dd/yyyy)

Thank you Jor applying through the Interstate Medical Licensure Compact.

The state will contact you to give instructions on obtaining your fingerprints for a criminal background
cleck. YOU HAVE 60 DAYS TO COMPLY WITH REQUESES FROM THE STATE 1o avoid automatic
withdraw. Background checks may take some time, so please be patient. [fyou have any concerns contact your
SPL. SPL contact numbers can he found at www.IMLCC.org. You will receive an email regarding the status of
your qualification. Be sure to check your spam folder and set your email to accept messages from the
@docusign.net and (@docusign.com domains.

FOR USE OF STATE OF PRINCIPAL LICENSE

| have conducted the verification process of this physician’s application. pocusignedby;

State Authorized Signature l Tim (N, NAVLLJ?

T J"?FSDﬁgMS#EiDS
Warning: The signature tab will default ta yaur Type Name mw. riey
Board’s name. Please change it to your name

in Adapt and Sign. Title

IDPR Supervisar
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CORE DATA CORRECTION SHEET

TomwwummmmmmwwuwmemMWﬁwmmnﬂﬂmm&TMcmmmmmMHMp%wdmmemew
Boards selected to issue licenses. If you use this sheet there is nno need to send any correction emails.

Core Data to be changed Incorrect data X Correction

email Address asuarez@locumtenens.com konstantin_hg@yahao. com

Date of Degee Issued 10/01/1996 10/08/1996

Residency Completion Date 07/01/2002 06/30,/2002

I114n0is License # 036110062 036.110062
™ €T .

N/A 1 Tf“( A J TN T M T
Qi ‘“_ €0 j, SRR - ‘—l'._' ’J = {'\'{ ;_‘,“. F‘D ! f“}" !

N/A N/A N/A

N/A N/A N/A

N/A N/A

N/A
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MEDICAL LICENSE ISSUANCE INFORMATION

Physician’s Name Konstantin Ilkov Denev
First Name Middle Name Last Name

Please fill in your respective Member Board’s information for the qualified Physician named
above.

National Provider Identifier Number 1437131299

Medical Board Name Montana Board of Medical Examiners

Member Board License Number MED-PHYS-LIC-70113

Date License Issued 11/19/2018
ﬁﬁﬁjdd)‘yyyy T .
2 R (6
Date of Expiration 03/31/2020 3 (SR = I;Vm Aig: The sighahiire b will defauh {0 your

mmfddiyyyy Board's name. Flease change it 10 your name
in Adapt and Sign

DucuSrunad by

Member Board Signature MMJ»

EQ7F138043874BE...
Tan Marguand

Type Name

DATE 11/19/2018 | 3:17 CST
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MEDICAL LICENSE ISSUANCE INFORMATION

Physician’s Name Konstantin ITkov DENEV
First Name Middle Name Last Name

Please fill in your respective Member Board’s information for the qualified Physician named
above.

National Provider Identifier Number 1437131299

Medical Board Name Nevada State Board of Medical Examiners

Member Board License Number 18457
Date License Issued  11/21/2018
Hirm/ddfyyyy | TN -
| 7~ DO e T I TS T T
‘ cat 6/30/2019 | TS0 e G (s
Date of Expiration 06/30/2013 . Aol Warking: ThE sighatiiré tab will defavlt to your
mmydd/yyyy Board's name, Please change it {o your name
in Adapt and Sign
PocuSigned by:
Member Board Signature | g@{iﬂ\uw
D548998085EA498...
Type Name Lynnette Daniels, chief of Licensing

DATE 11/26/2018 | 2:46 CST
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Letter of Qualification

Date 11/15/2018

mmjddlyyyy
Name: Konstantin Ilkov Denev
CONFIDENTIAL
Address:
CityStZip

DearDr. Denev

RE: Your application for IMLC Letter of Qualification

The ILLINDIS DIVISION OF PROFESSIQNAL, REGULATION. o=
{“Board”), on behalf of the. State of brmclpal Llcensuré ("SPLJyou selected gas reic/el\@d ‘and reviewed
your application for a Letter rof Quallﬂcation (”LOQ”) for licensure through the lnferstate Medical
Licensure Compact {“IMLC").

Based upon the information you submitted with your application, data in the Board's files
regarding your licensure by the Board, verifications of your credentials, and the results of the check of
national databases, the Board has determined that you are FLIGIBLE to be licensed through the IMLC.
Therefore, this notice will serve as your LOQ for licensure in IMLC Member States through the IMLC, and

will remain in effect for 365 days from date of issuance, set out above.

An email has been sent to you with instructions regarding how to select the IMLC Member
State(s) where you wish to be licensed. After you make your selection(s) and make payment for each
license, your information will be forwarded to the selected board(s) {“Member Boards”) for issuance of
a medical license in by each.

All medical licenses issued by Member Boards through the IMLC are full and unrestricted
licenses. You will be responsible for complying with all laws and regulations pertaining to holding each
license and the practice of medicine in those jurisdictions including, but not limited to, each Member
Board’s continuing medical education requirements. It is also your obligation to keep your SPL, the
Member Boards which have licensed you, and the IMLC Commission informed of any changes in your
contact information or qualifications and efigibility for licensure through the IMLC.

Docusigned by:

Authorized Signature from SPL ‘ TTw (N NAM

Type Name _ Tim W HEigses.

Title of Authorized SPL_IDPR Supervisor
E11/15/2018 | 2:37 csT

DAT
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PAYMENT FOR LICENSES
Below are the selected states in which you have indicated you wish to be licensed to practice medicine. Please sign as a payment
agreerrent. .
MEMBER BOARD(S) COST OF LICENSE
IDAHO BOARD OF MEDICINE $397.00
MONTANA BOARD OF MEDICAL EXAMINERS $500.00
NEVADA STATE BOARD OF MEDICAL EXAMINERS $375.00

€ "2 €0
AN :1,_5': AW N I e B )
o dh R e \ A A e ) I )

TOTALS 1272
The selected state medical board(s) will be notified of your selection and issue the license(s).

Please note: Al medical licenses jssued through the IMLC are full and unrestricted licenses. You wil] be responsible for
complving with all laws and repulations pertaining to holding each license and the practice of medicine in those jurisdictions.

DocuSigned by;

Physician’s Signature banstandin, (ks Do
D2F71CDAB22948F

Konstantin Denev, MD
Type Name

DATE11/16/2018 | 1:25 CST
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MEDICAL LICENSE ISSUANCE INFORMATION

Physician’s Name Konstantin ITkov peney
First Name Middle Name Last Name

Please fill in your respective Member Board’s information for the qualified Physician named
above.

National Provider Identifier Number 1437131299

Medical Board Name Idaho state Board of Medicine

Member Board License Number MC-0142
Date License Issued  11/20/2018
"fﬁl‘fddm_ [ . N
\‘] ___l\\ (L :: s
06/30/2620 J ( G-

- Wammg .T Wi sighidtire. Ctab wzh‘ defmrit to your
mmddfyyyy RBoard's name. Please change it {0 your name
in Adopt and Sign

Date of Expiration

DocuSigned by

Member Board Signature __| 77wy fohnson

FFOB24C4FAQDASA. .,

Type Name Mary Johnson

DATE 11/20/2018 | 8:05 PST




N
ACORD  CERTIFICATE OF LIABILITY INSURANCE Rty

THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS KO RIGHTS UPON THE CERTIFICATE HOLDER. THIS
CERTIFICATE DDES NOT AFFIRMATIVELY OR NEGATIVELY AMEND, EXTEND OR ALTER THE COVERAGE AFFORDED BY THE POLICIES BELOW.
THIS CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN THE 1SSUING INSURER(S), AUTHDRIZED REPRESENTATIVE
OR PRODUCER, AND THE CERTIFICATE HOLDER.

IMPORTANT: If the certificate holder is an ADDITIONAL INSURED, the policylies) must be endorsed. if SUBROGATION IS WAIVED, subject
to the terms and conditions of the policy, certain policies may require an endorsement. A statement on this certificate does not confer rights
to the certificate holder in lieu of such endorsement(s).

FRODUCER CONTACT
DENISE D. BARNES NAME: MARLENE EDWARDS
US| HEALTHCARE — A DIVISION OF US| SOUTHWEST, INC. TA/e Mo, Ext]; 7134904585 (AR, Nof: T13-343-5025
9811 KATY FREEWAY, SUITE 500 EMAIL
HOUSTON, TX 77024 ADDRESS:
INSURER{S) AFFORDING COVERAGE HAIC #
INSURER A:  NATIONAL FIRE & MARINE INSURANCE COMPANY 20079
INSURED INSURER B:
LOCUMTENENS.COM, LLG = :
2655 NORTHWINDS PARKWAY, STE. 300 INSLIRER C:
ALPHARETTA, GA 30009 INSURER O:
INSURER E:
INSURER F:
COVERAGES CERTIFICATE NUMBER: REVISION NUMBER:

THIS iS TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FCR THE POLICY PERIOD
INDICATED. NOTWITHSTANDING ANY REQUIREMENT, TERM OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS
CERTIFICATE MAY BE ISSUED QR MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREMN IS SUBJECT TO ALL THE TERMS,
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS.

INSR ADOL | SUSR POLICY BFF POLICY &P

m TYPE OF INSURANCE wer | wvn POLICY NUMBER MmOy (MDD LINITS
GEMERAL LIABILITY EACH OCCURRENCE B NIA
COMMERCIAL GENERAL LIABLITY DAM . E T RENTEZ \ 5 N/A
ICLAIMS-MADE l:]occun NiA N/A N/A MED EXP (A ane person) 5 M/A
PERSONAL & ADVINJURY B N/A
GENERAL AGGREGATE $ N/A
GEN'L AGGREGATE LIMT APPLIES FER: PRODUCTS — COMPIOPAGG B /A

_IPOLIC" i Loe EMPLOYEE BENEFITS B N/A

CDMBINED SINGLE LIMIT

| AUTOMABILE LiABIITY (En accidant] 3 N/A
|| anvaurp BODILY INJURY (Per person) 5 N/A
I vt t e Ao N/A N/A NIA BODILY INJURY (Por cccdem) S NIA
NON.OWNED FHOFeRT L
|| nmenauros AUTDS {Per acrident) B NIA
| | umemeams | doceur NIA /A NIA EACH OCCURRENCE 3 NIA
EXCESS LIAB CLANS MADE AGGREGATE 5 NIA
DED l I RETENTIDN §
WORKERS CONPENSATION WCSTATUS DTH-
ANDEMPLOYERS' LABLTY TORY UIMTS ER
ANYPROPRIETDR/PART
omcewe’mm%n EXCLUDED? N/A N/A NIA E.L EACH ACCIDENT 5 NIA
Mardatary )
E!;y.:.;eglb: der Hia EL DisEase - FA EMpOvee 5 NIA
DECRIPTION OF DPERATIORS halow E.L. XSEASE — POLICY LiIMIT 5 NIA
MEDICAL PROFESSIONAL 51,000,000 EACH MEDICAL INCIDENT
A | LIABILITY — CLAIMS MADE HNOO08655 701118 | 07/0119 [53,000,000 PER PROVIDER ANNUAL
INGGREGATE

515,000,000 TOTAL POLICY AGGREGATE

DESCRIFTIBN OF DPERATIDNS/LDCATIONSIVEHICLES (Attach ACORD 101, Additlonal Remakra Schadule, If mers spaca 18 raquired)
LIMITS INCLUDE ALL SELF-INSURED RETEMTION AMOUNTS
CQOVERED PERSON: KONSTANTIN DENEV, MD (342298), ONLY WHILE WORKING FOR OR ON BEHALF OF THE NAMED INSURED.

*For Credentialing, please send this COJ, your request and signed release to Westemn Litigation Email: Credentialing@WestemL itigation.com Phone: 713-935-2454

CERTIFICATE HOLDER CANCELLATION

SHOULD ANY OF THE ABOVE DESCRIBED POLIC(ES BE CANCELLED BEFORE
UCHEALTH MEMORIAL HOSPITAL CENTRAL THE EXPIRATION OATE THEREOF, NOTICE WILL BE DELIVERED IN
1400 EAST BOULDER STREETY ACCORDANGE WITH THE POLICY PROVISIONS.

COLORADO SPRINGS, CO 80309
AUTHORIZED REPRESENT ATIVE Z

ACORD 25 {2016/13) LTAL © 1988-2015 ACORD CORPORATICN. All rights reserved.
The ACORD name and iogo are registered marks of ACORD



Kansas State Board of Healing Arts
800 SW Jackson, Lower Level-Suite A .
Topeka, KS 66612 State Board of Healing Arts

PHONE: 785-296-7413

FAX: 785-368-7103
KSBHA_healingarts@ks.gov
www ksbha.org

Kathleen Selzler-Lippert, Executive Director

April 15,2019

Konstantin [kov Denev. MD
CONFIDENTIAL

Dear Konstantin Ilkov Denev:

Laura Kelly, Governor

This letter is to inform you that your application for a Medical Dactor (MD) Pending license in the State
of Kansas was approved by the Board of Healing Arts. Your original wall certificate will be mailed in 2
to 4 weeks and you will receive all wallet cards via the email provided to the Board.

This is to serve as evidence that you have been assigned Kansas License Number 04-42016 effective:

05/01/2019. This license is valid until the next renewal period.

The rerewal period for Medical Doctor (MD) is 1 year. Prior to cancellation on 07/31/2020, a renewal
notice will be mailed to your current email and mailing address listed with our office. It is critical that
our office has your current contact information. It is your duty to ensure our office has your current

contact information.

1f you have moved since you completed an application with us, it is imperative that you submit that
information via writing. Your address cannot be changed until we receive this notification: Address

Change Request Form.

If you have any questions, please fec] free to contact the Board Office at KSBHA InitialLicense@ks.gov.

Sincerely,

W&f /&Cg%(/cﬁp qud |

Kathleen Selzler Lippert
Executive Director

BOARD MEMBERS: ROBINT). DURRETT, DO. PRESIDENT. Great Bend « STEVEN J. GOuLo, DC. VICE PRESIDENT, Cheney « MARK BALOERSTON, DC, Shawnee
R. JERRY DEGRADG, DC, Wichils » TOMESTES, MO, Wichila « ANNE HDOGDON, PUBLIC MEMBER, Lenaxa « JOEL R. HUTCHINS, MD, Holtan
STEVE KELLY, PUBLIC MEMEER, Newton = DAVIO LaHA, OPM, Overiang Park « M. MYRON LEIWETTER, DO, Rossvlle s COUGLAS J. MitFELD, MD, Wichia
GAROLD Q. MINNS, MD, Bal Aim « JOHN F. SETTICH, PH.D.. PUBLIC MEMSER, Alchisen « KIMBERLY J, TEMSLETON, MD, Leawood + RONALD M. VARNER, DO, Augusie

TTY (Hearing Impaired) 711 or 1,800.766.3777 voice/TTY = e-mail: KSBHA_healingarts@ks.gov



Bhakta, Chandni [BOHA]

From:; Moon, Rebekah [BOHA]

Sent: Thursday, April 11, 2019 2:38 PM

To: Bhakta, Chandni [BOHA]

Subject: FW: Completed: Interstate Medical Licensure Compact Commission - Konstantin [lkov Denev
Attachments: Affidavit and Consent Second Use Case 8.2017.docx.pdf; LOQ Verification Second Use Case.docx.pdf;

Payment for Licenses 8.2017.docx.pdf; IMLCC_Application - Dr. Denev 3-28-2019.pdf; Medical License
issuance Information 8.2017.docx.pdf

Thank you,

ATTENTION Doctors of Medicine and SUrgery—=If you are currently applying for your initial KS healing arts license,
please note KS Board of Healing Arts requires all licensed professionals to renew their licenses annually.

Applicants licensed before May 1, 2019 will be required to renew in June of 2019, those licensed on May 1, 2019 or
after will be required to renew in June of 2020. |f you choose to be ficensed after May 1, 2019 you will need to submit
an emai or Ietter stating the date you want to be licensed before your application has been completed. All Active
licensees are required to have Insurance and be in compliance with the Healthcare Stabilization Fund before you start
practicing.

Find out more at our website— http://www.ksbha.org/fag/faglicensingrawi,shtml

Rebekair Moove

Licensing Supervisor

Kansas State Board of Healing Arts
800 SW Jackson, LL — Suite A
Topeka, Kansas 66612

Phone 785.296.2562

Fax 785.296.0852

http:/ /www. ksbha. org/main.shtml
Licensing Customer Satisfaction Survey

: ans aS Confidentiality Notice: This message is from the Licensing Division of the Kansas State Board of Healing Arts and fs intended only for the
addressee. The information contained in this message is canfidential, may be attorpey-client privileged, may be priviteged work product, may constitute protected
health Infermation not subject to disclosure under applicable federai or state laws, and is intended only for the use of the addressee, Unauthorized farwarding,
printing, copying, distributing, ar using such information is strictly prohibited and may be unlawful. 1f you are nat the addressee, please promptly delete this
message and notify the sender of the delivery error. E-mail is not a secure medium and there is no guarantee e-mail infarmation wili remain confidential. if you
would prefer not to receive future communication by e-mail, piease notify the sender.

The Kansas State Board of Healing Arts does not isswe advisary opinions or vender tegal advice ar services. Any and all statements herein should not be construed as
legai advice relating to your particular situatian ar the establishment of an attorney-client relationship. Any informatlon pravided by Board staffis for general
guidance and does not necessarily represent the opinions or position of the Board., The Kansas State Board of Healing Arts disclaims any and ali responsibility and
makes no warranties or representations whatsoever regarding the quality, content, completeness, or adequacy of the Information provided on this matter. Board
staff recommends you ohtain independent legal counsel for an application of the law ta your particylar situation.

From: DocuSign NA3 System <dse_NA3@docusign.net>
Sent: Thursday, April 11, 2019 2:37 PM



To: KSBHA_InitialLicense <KSBHA_InitialLicense@ks.gov>
Subject: Completed: Interstate Medical Licensure Compact Commission - Kanstantin llkov Denev

IEXTERNAL: This email originated from outside. of the organization. Do not click any links or open any
attachments.unless you trust the sender-and know the content is safe:

EF,‘

Yourydocument has been,completed

| VIEW COMBLETED DOCUMENTS

IMLC IStARS
IStARS@imlcc.net

All parties have completed Interstate Medical Licensure Compact Commission -
Konstantin llkov Denev.

Greetings! You have a new physician applying for a license from your Board. Please
click "Review Documents” to download the physician's documentation and issue a
license. When you have issued a license please click on the link above again and
enter the license #, date of issuance, and expiration for the records.

Powered by@

Do Not Share This Email
This email contains. a secure link to DocuSign. Please do not share this email, link, or access code
with others.




S S ——

Alternate Signing Method-
Visit DocuSign.com, click ‘Access.Documents’, and enter the security code:
FB8B22BCFIF84 C28AEF67F20FBB38FDD]

About DocuSign .

Sign documents electronically in just minutes. It's safs, secure, and legally binding. Whether you're-
in an office, at home, on-the-go -- or even across the globe -- DocuSign provides a professional
trusted solution for Digital Transaction Management™.

Questions about the Document?
If you need to modify the document or have questions about the details in the document, please
reach-out to the sender by emailing them directly.

If you are having trouble signing the document, please visil the Help with Signing-page an our
Support Cenler.

[@pownload the DocuSign App

This message was sent to you by IMLG ISLARS wha is using the DecuSign Electronic Signatura Servics. i you wolld rather rot
recalve emall from this sender you may contact the sender with your reguest.
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AFFIDAVIT AND AUTHORIZATION FOR RELEASE OF INFORMATION FOR APPLICATICN FOR
MEDICAL LICENSES IN IMLC MEMBER STATES

|, Konstantin ITkov Denev {Type in full iegal name) the undersigned, being duly
sworn, hereby certify under oath that | am the person named in this Application for Medical Licenses in
IMLC Member States ("Application”}, that all statements | have made or shall make with respect thereto
are true, that | am the original and lawfu! possessor of and person named in the various forms and
credentials furnished or to be furnished with respect to my Application, that all documents, forms, or
copies thereof furnished or to be furnished with respect to my application are strictly true in every
aspect, that | hold a current and valid IMLC Letter of Qualification (“LOQ") issued on
(Date)11/15/2018 by (SPL)__ ILLINOIS as my State of Principai License, and that |
continue to meet all requirements to gualify for the LOQ.

{ acknowledge that | have read and understand the Interstate Medicai Licensure Compact
(“Compact”) and the Application, and have answered all guestions contained in the Application
truthfully and completely. | further acknowledge that failure on my part to answer questions truthfully
and completely may lead to disciplinary action against one or more medical licenses or permits | hold, as
weli as my being prosecuted under appropriate federal and state laws.

| also hereby apply to the Compact Member States’ medical boards (“Member Boards”) | have
designated in this Application, and further authorize the SPLand the Compact Commission
(“Commission”) to process my application for medical licensure by one or more Member Boards
including, but not limited to, personally-identifiable information including my Social Security Number to
be used for querying the National Practitioner Data Bank and in child support enforcement actions. |
hereby release, discharge, and exonerate the SPL and the Commission, and their employees, agents, or
representatives, of any, and all liability of every nature and kind arising out of any disclosure to the
Member Boards.

| will immediately notify the SPL, the Member Boards, and the Commission in writing of any
changes to the answers to any of the questions contained in this application if such a change occurs at
any time prior to a medical licenise being issued by one of more of the Member Boards.

{ understand my failure to answer questions contained in this Application truthfully and
completely may lead to denial of my application, and revocation, or other disciplinary sanction, of my
license(s) or permit(s) to practice medicine in one or more Compact Member States.

DocuSigned by:

Physicians Signature @Mfw’iw ko Ponon

S AAATS4BBCABE44B..,
Konstantin Itkov Denev

Type Physician’s Name

Applicant’s NP 1437131299

DATE 3/29/2019 § 2:28 coT

You will receive one or more emails regarding the status of your application(s) for license(s)
from Member Board(s). If you have any concerns contact the Member Board(s) directly. Member
Board contact information is on the www.IMLCC.org website. Be sure to check your spam folder and set
your email to accept messages from the @docusign.net and @docusign.com domains.

Thank you for applying through the Interstate Medical Licensure Compact.

All fees are non-refundable

ch_1e1qMD37110818Bvt88Xgbh1PE
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Letter of Qualification Verification

A review of records of the (Board) I1linois Division of Prefessional Regulation

indicates that (Physician Name) Konstantin Tlkov Denev

holds a Letter of Qualification for licensure in Member States of the Interstate
Medical Licensure Compact. The Letter of Qualification was issued on (Issue

Date) 11/15/2018 and will be valid for 365 days from that date.

(Board) ML<C

DocuSiuned by:

Marsleall S, Swifly N

eIy e

ﬁ marschall s. smith

Type Name

Executive Director

Title

4/3/2019 | 1:06 CDT

Date
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PAYMENT FOR LICENSES

Below are the selected states in which you have indicated you wish to be licensed to practice medicine. Please sign as a payment
agreement. . :

MEMBER BOARD(S) COST OF LICENSE
IOWA BOARD OF MEDICINE $450.00
KANSAS BOARD OF HEALING ARTS $300.00
TOTAL $ 750

The selected state medical board{s) will be notified of your selection and issue the license(s).

Please note: All medical licenses issued through the IMLC are full and unrestricted licenses. You will be responsible for

complying with all laws and regulations pertaining to holding each license and the practice of medicine in {hose jurisdictions.

DocuSigned by:

Physician’s Signature f—{u)wsfamﬁw {lkaw Do

DZF71CDSE22046F ...
Konstantin ITkov Denev

Type Name

DATE 47472019 | 7:49 COT
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MEDICAL LICENSE ISSUANCE INFORMATION

Physician’s Name konstantin Ilkov Denev

First Name Middle Name Last Name

Please fill in your respective Member Board’s information for the qualified Physician named
above.

National Provider Identifier Number 1437131293

Medical Board Name Kansas Board of Healing Arts

Member Board License Number 04-42016

Date License Issued  5/1/2019
mmjddlyyyy

Date of Expiration 07/31/2020 Warning: The signature tab will default to your
mm/ddfryyy Board's name. Please change il to your name

in Adopt and Sign

DocuSigned by:

Member Board Signature EINSES BOLK) BF dEfINE QRTS

N 1D2ES882D49C422...

Type Name Rebekah Moon

DATE 4/11/2019 | 2:36 CDOT
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QUALIFICATIONS APPLICATION

If you do not complete the application process you will be sent an email with a link to log backinto
complete the documents, Be sure to iook in your SPAM and JUNK folders. To apply for a Letter of
Qualification for licensure through the Interstate Medical Licensure Compact please answer the
questions below.

1, Which IMLC Member State do you want to serve as your State of Principal License (SPL)?:

ILLINOIS

2. Dovyou hold a full and unrestricted medical license to engage issued by a medical licensing board in
the SPL (SPL Board) ILLINOIS DIVISION OF PROFESSIONAL REGULATION 7 Yes x No

3. What is the license number issued to you by the SPL board? 036110062

4. Which of the following apply to you(at least one must apply)?

a.  Your primary residence is in the SpL_ - _TLLINOIS :Yes X No

If yes, provide the following:

Residence Street addres CONFIDENTIAL

Residence City State Zip

City St ZIp
b. Atleast 25% of your practice of medicine occurs in the SPL XLLINOLS Yes X No
If yes, describe your current practice _Pediatric Emergency Medicine
st. Alexius Medical Center
c.  Your employer is located in the. SPL. ILLINGIS : Yes x No
If Yes, Employer name_ St. Alexius Medical Center
Employer street addcess 1555 Barrington_RD
Employer City State Zip _Hoffman Estates I. 60169
City St Zip
d. You have designated the SPL S as your

state of residence for U.S. federal income tax purposes: Yes x No

CONFIDENTIAL
If yes, give Tax ID # (SS#, EIN) {must be most recent return)
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5. Areyou a graduate of a medical school accredited by the Liaison Committee on Medical Education
or the Commission on Osteopathic College Accreditation, or a medical school Jisted in the international
Medical Education Directory or its equivaient? Yes x No

6. Have you passed each component of the United State Medical Licensing Examination (USMLE) or
the Comprehensive Osteopathic Medical Licensing Fxamination (COMLEX-USA) within three (3)
attempts, or any of their predecessor examinations accepted by your SPL medical board a5 an
equivalent examination for licensure purposes(if in question contact your SPL)? Yes x No

7. Have you successfully completed graduate medical education approved by the Accreditation
Council for Graduate Medical Education or the American Osteopathic Association? Yes x  No

8. Do you hoid specialty certification or a time-unlimited specialty certificate recognized by the
American Board of Medical Speciaities (ABMS) or the American Qsteapathic Association’s Bureau of
Osteopathic Specialists (AOABOS)? Yes x No

(Please note that enswering any af the fallawing questions with a “YES” will result in yaur applicatian being denied per
eligibility Rule 5.4. If eligibility Is in questian please contoct the state board directly for informatian regarding cpplication
thraugh the traditional method. }

9. Have you ever been convicted, received adjudication, community supervision, or deferred

disposition for any offense by a court of appropriate jurisdiction? Yes No x

10. Have you ever held a license authorizing the practice of medicine subjected to discipline by a
licensing agency in any state, federal or foreign jurisdiction, excluding any action related to non-
payment of fees related to alicense?  Yes No x

11. Haveyou ever had a controlied substance license or permit suspended or revoked by a state or
the United States Drug Enforcement Administration?  Yes No x

\
12. Are you under investigation by a Fcensing agency or law enforcement authority in any state,
federal or foreign jurisdiction? Yes No x

DeocuSigned by:

Physician’s Signature: LJWSILMM, (Low wa.k
kﬁﬁ%’ﬁ?ﬁaﬁ?{mﬂkov Denev, MD

Type Name:

Date:9/24/2018 | 2:09 COT
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AFFIDAVIT AND AUTHORIZATION FOR RELEASE OF INFORMATION FOR APPLICATION FOR AN
IMLC LETTER OF QUALIFICATION AND MEDICAL LICENSES IN IMLC MEMBER STATES

l, Konstantin Ylkov Denev, MD (Type in full legal name) the undersigned, being duly
sworn, hereby certify under oath that | am the person named in this Apptication for an IMLC Letter of
Qualification and Medica! Licenses in IMLC Member States ("Application”), that all statements | have
made or shall make with respect thereto are true, that | am the original and lawful possessor of and
person named in the various forms and credentials furnished or to be furnished with respect to my
Application, and that all documents, forms, or copies thereof furnished or to be furnished with respect
to my application are strictly true in every aspect.

| acknowledge that | have read and understand the Interstate Medical Licensure Compact
(“Compact”) and the Application, and have answered all questions contained in the Application
truthfully and completely. | further acknowledge that failure on my part to answer questions truthfully
and completely may lead to disciplinary action against one or more medical licenses ot permits | hold, as
well as my being prosecuted under appropriate federal and state laws.
| hereby apply to TLLINOYS as my State of Principal License {"SPL")
for a Letter of Qualification {“LOQ") to be issued a medical license in one or more Compact Member
States. To permit the SPL to process my application for an LOQ, | hereby authorize and request every
person, entity, hospital, clinic, government agency (local, state, federal, or foreign), court, association,
institution, or law enforcement agency having custody or contro! of any documents, records, and other
information pertaining ta me to furnish to the SPL any such information, including documents, records
regarding charges or complaints filed against me, formal or informal, pending or closed, or any other
pertinent data, and to permit the SPL or any of its agents or representatives to inspect and make, or
receive, copies of such documents, records, and other information in connection with this Application. |
also authorize the SPL to perform or obtain a criminal history background check with law enforcement
on me as part of the determination of my eligibility to be licensed through the Compact.

| hereby release, discharge, and exonerate the SPL and the interstate Medical Licensure
Compact Commission (“Commission”), their agents or representatives, and any person, entity, hospital,
clinic, government agency {local, state, federal, or foreign), court, association, institution, or law
enforcement agency having custady or control of any documents, records, and other information
pertaining to me of any and all liability of every nature and kind arising out of investigation made by the
SPL.

| also hereby apply to the Compact Member States’ medical boards (“Member Boards”) | have
designated in this Application, and further authorize the SPL to process my application for medtcal
licensure by one or more Member Boards including, but not limited to, personally-identifiable
information including my Social Security Number to be used for querying the National Practitioner Data
Bank and in child support enforcement actions. | hereby release, discharge, and exonerate the SPL and
the Commission, and their employees, agents, or representatives, of any, and all liability of every nature
and kind arising aut of any disclosure to the Member Boards.

I will immediately notify the SPL and the Commission in writing of any changes to the answers to
any of the questions contained in this application if such a change occurs at any time priorto a medical
license being issued by one or more of the Member Boards.
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| understand my failure to answer questions contained in this Application truthfully and
completely may lead to denial of my application for a Letter of Qualification, and revocation, or other
disciplinary sanction, of my license(s) or permit(s) to practice medicine in one or more Compact Member
States.

BocuSigned by;

Applicant Signature_| kenstanin. {leon P

k—AAA‘-!:MBEI(:I\BT—ZMB..
Konstantin ITkov Denev

Type Applicant’s Name

Applicant’s NPI 1437131299

DATE 9/24/2018 | 2:09 cor
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PHYSICIAN’S CORE DATA SHEET

(Must be the physician’s accurate information to aveid deloy or rejectian)

Full Legal Name Konstantin , Ilkov , Denev )
(Exactly as on DL or Fassport) First Middle Last Suffix(Sr., Jr.)

Other names used{maiden, birth)

Tirst Middle Last

- CONFIDENTIAL
Mailing address,

Mailing address City State(XX) Zip
Office address 1555 Barrington Rd __, Hoffman EstatesTL , 60163
Office address City State(XX) Zip
. CONFIDENTIAL
Date of Birth Gender: Male X  Female
{mm/ddyyyy)

Physician’s office or practice telephone number of public record 224-622-0776
(###-—###—####)

. . CONFIDENTIAL
Physician’s cellular or alternative telephone number

(Hetan- pH M)

Email address delegated by applicant to receive correspondence _asuarez@locumtenens.com
CONFIDENTIAL

Social Security Number:

(iR -BR- )

1437131299

Physician’s National Provider Identifier Number
Medical Degree Received: M.D. X D.O.

(Medical school must be accredited by the Liaison Committee on Medical Education or the
Commissian on Osteopathic College Accreditation, or be listed in the international Medical

Education Directory or its equivalent.)
Medical School Yniversity of Medicine varna Faculty of Medicine

Narme of School (no abbrevialions or acronyms)

Date of Degree Issued 10/01/1996
{mm/ddfyyyy)

Physicians must have successfully completed graduate medical education approved by the
Accreditation Council for Graduate Medical Education or the American Osteopathic Association.
(NOTE: One-year transitional residencies do not meet this requirement}

Residency Program Mount sinai School of Medicine Completion Date 07/01/2002

Pull Program Name {no abbreviations or acronyms) (mm/ddtyyyy)

What is the specialty of the program __Pediatrics
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Qualifying Licensing exam taken: USMLE X  COMLEX Other

Must specify by name
Number of attempts taken to pass the USMLE:

Stepl: Step2CS: step2 ck:0 Step3: 1
Number of attempts taken to pass the COMLEX:

Stepl: Step2PE: Step2 CE:__ Step3:
Number of attempts taken to pass other licensing exam:

Step 1 Step 2: Step 3:

Specialty Board Certification must be by an ABMS or AOABOS board.

Specialty Board Certification; American Board of Pediatrics

Full Specialty Board Name (ic. American Board of Fediatrics)(no abbreviations or acronyms)

Expiration of Specialty Board Certification:

Lifetime:

Time limited:  x Expiration date of time limited 92/15/2019
{mm/dd/yyyy)

Physicians must possess a full and unrestricted medical license issued by an IMLC Member

Board.
license # 936110062 Date of QOriginal Licensure 09/05/2003  (not renewal)
(mm/dd/yyyy)
Expiration Date 07/31/2020  giatys of License: Current: X Not Current:
(mmfddiyyyy)

Thank you for applying through the Interstate Medical Licer{sure Compaci.

The siate will contact you {o give instructions on obtaining your fingerprints for a criminal background
check. YOU HAVE 60 DAYS TO COMPLY WITH REQUESTS FROM THE STATE to avoid gutomatic
withdraw. Background checks may take some time, so please be patient. [fyou have any concerns contact your
SPL. SPL contact numbers can be found at www.IMLCC.org. You will receive an email regarding the status of
vour qualification. Be sure 1o check your spam folder and set your email to accept messages from the
@docusign.net and @docusign.com domains.

FOR USE QOF STATE OF PRINCIPAL LICENSE

| have conducted the verification process of this physician’s application. Socusigned by:

State Authorized Signature ﬁ"“ m, M‘V{U’l

'.\—TTFEDBG E403...
Tim wW. Marley

Warning: The signoture tob will defoult ta your Type Name
Board’s nome. Please change it to your name
in Adopt and Sign. Title

IDPR Supervisor
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CORE DATA CORRECTION SHEET

To process corrections please use the below freeform text boxes. The corrections will be passed to the Member
Boards selected to issue licenses. If you use this sheet there is no need to send any correction emails.

Core Data to be changed

email Address
pate of Degee Issued

Residency Completion Date

I11linois License #

N/A

N/A
N/A

N/A

Incorrect data

asuarez@locumtenens.com

10/01/1996

07/01/2002

036110062

N/ A

N/A

N/A

N/A

Carrection

konstantin_bg@yahoo.com

10/08/1996

06/30/2002

036.110062

N/A

N/A

N/A

N/A

B
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MEDICAL LICENSE ISSUANCE INFORMATION

Physician’s Name Konstantin I1kav Denev
Firsl Name Middle Name Last Name

Please fill in your respective Member Board’s information for the qualified Physician named
above.

National Provider Identifier Number 1437131293

Medical Board Name Montana Board of Medical Examiners

Member Board License Number MED-PHYS-LIC-70113

11/19/2018
mmjdd/yyyy

Date License Issued

03/31/2020 Warning: The signature tab will defaul! to your
mm/ddiyyyy Board’s name. Please change il to your name
in Adopt end Sign

Date of Expiration

PocuSigned by:

Member Board Signature __| lan Marquand

E87F13864B874BE .

Ian Marquand

Type Name

DATE 11/19/2018 { 3:17 CST
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MEDICAL LICENSE ISSUANCE INFORMATION

Physician’s Name Konstantin ITkov DENEV
First Narme Middle Name Last Name

Please fill in your respective Member Board’s information for the qualified Physician named
ahove.

National Provider ldentifier Number 1437131299

Medical Board Name Nevada State Board of Medical Examiners

Member Board License Number 18457
Date License Issued _ 11/21/2018
mm/dd/yyyy
I
: Date of Expiration 06/30/2019 Warning: The signature tab will defendt to your
! mmjddfyyyy Board's name. Please change it fo your name

in Adopt and Sign

DotuSigned by:
Member Board Signature l %g}wp. e@e /
D546998D90EAAGE

Type Name Lynnette Daniels, Chief of Licensing

DATE 11/26/2018 | 2:46 cST
|
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Letter of Qualification

Date 11/15/2018

mm{ddlyyyy
Name: Konstantin ITkav penev
CONFIDENTIAL
Address: —
CityStZip —

Dear Dr. _Deénev

RE: Your application for IMLC Letter of Quzlification

The ILLINOIS DIVISION OF PROFESSIONAL REGULATION
(“Board”), on behdif of the State of Principal Licensure (“SPL") you selected, has received and reviewed
your application for a Letter of Qualification (“LOQ") for licensure through the Interstate Medical
Licensure Compact (“IMLC").

Based upon the information you submitted with your application, data in the Board's files
regarding your licensure by the Board, verifications of your credentials, and the results of the check of
national databzses, the Board has determined that you are ELIGIBLE to be licensed through the IMLC.
Therefore, this notice will serve as your LOQ for licensure in IMLC Member States through the IMLC, and
will remain in effect for 365 days from date of issuance, set out above.

An emzil has been sent to you with instructions regarding how to select the IMLC Member
State(s) where you wish to be licensed. After you make your selection(s) and make payment for each
license, your information will be forwarded to the selected board(s) ("Member Boards”) for issuance of
a medical license in by each.

All medical licenses issued by Member Boards through the IMLC are full and unrestricted
licenses. You will be responsible for complying with all laws and regulations pertaining to holding each
license and the practice of medicine in thase jurisdictions including, but not limited to, each Member
Board’s continuing medical education requirements. It is alse your obligation to keep your SPL, the
Member Boards which have licensed you, and the IMLC Commission informed of any changes in your
contact information or qualifications and eligibility for licensure through the IMLC.

DocuSiagned by:

Authorized Signature from SPL Tim (N, W
Type Name _T1m wL RAETPPEgBeE0s..

Title of Authorized SPL__IDPR Supervisor
g 11/15/2018 | 2:37 <sT

DAT
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PAYMENT FOR LICENSES
Below are the selected states in which you have indicated you wish to be licensed io practice medicine, Please sign as a payment
agreement.
MEMBER BOARID(S) COST OF LICENSE
IDAHO BOARD OF MEDICINE $397.00
MONTANA BOARD OF MEDYCAL EXAMINERS $500.00
NEVADA STATE BOARD OF MEDICAL EXAMINERS $375.00

TOTAL. $ 1272

The selected state medical board(s) will be notified of your selection and issue the license(s).

Please note: All medical licenses issued through the IMLC are full and unresirigted licenses. You will be responsible for

complying with al] jJaws and regulations pertaining to holding each license and the practice of medicine in these jurisdictions.

DocuSigned by

Physician’s Signature banstantin, [Uksw Ponon

k—-DQF?1(:D!i82294!!F...
Konstantin Denev, MD

Type Name

DATE 11/16/2018 | 1:25 ST




DocuSign Envelope 1D: 9F72C471-28A8-42A6-A827-8FAE7387DFA2

MEDICAL LICENSE ISSUANCE INFORMATION

Physician’s Name Kenstantin ITkov Denev
First Name Middle Name Lasf Name

Please fill in your respective Member Board’s information for the qualified Physician named
above.

National Provider ldentifier Number 1437131298

Medical Board Name Idaho State soard of medicine

Member Board License Number MC-0142
Date License [ssued  11/20/2018
mm/dd/yyyy
Date of Expiration 06/30/2020 Warning: The signature tab will default to vour
mm{ddjyyyy Board's name. Please change il 1o your nane
in Adopt and Sign
BocuSigned by:
Member Board Signature Plarey, Johnoon
FFO824C4FAGSAEL...
Type Name Mary Johnson

DATE 11/20/2018 | 8:05 PsT




Bhakta, Chandni [BOHA]

From: Magon, Rebekah [BDHA]

Sent: Thursday, Aprif 4, 2019 12:45 PM
To: Bhakta, Chandni [BDHA)]
Subject: FW: Konstantin lkov Denev, MD
Thank you,

'ATTENTION Doctars of Medicine and Surgery—If you are currently applying for your initial KS healing arts license,
please note KS Board of Healing Arts requires all licensed professionals to renew their licenses annually.

Applicants licensed before May 1, 2019 will be required to renew in June of 2019, those licensed an May 1, 2019 or
after will be required to renew in June of 2020. If you chocse to be licensed after May 1, 2019 you will need to submit
an email or letter stating the date you want to be licensed before your application has been completed. All Active
licensees are required ta have Insurance and be in compliance with the Healthcare Stabilization Fund before you start
practicing.

Find out more at our wehsite— http: //www.ksbha.org/fag/faglicensingrnwl.shtm|

Rebekoir Moo

Licensing Supervisor

Kansas State Board of Healing Arts
800 SW Jackson, LL — Suite A
Topeka, Kansas 66612

Phone 785.296.2562

Fax 785.296,0852

http: / /www.ksbha.org/main.shtml
Licensing Customer Satisfaction Survey

et ans as Confidentiality Notice: This message is from the Licensing ivision of the Kansas State Board of Healing Arts and Is intended only for the
addressee, The information contained in this message is confidential, may be attorney-client privileged, may be privileged work product, may constitute protected
health information not subject to disclosure under applicable federal or state laws, and is intended anly for the use of the addressee. Unauthorized forwarding,
printing, copying, distributing, or using such information is strictly prohibited and may be unlawful. 1f you are not the addressee, please promptly delete this
message and notify the sender of the dellvery error. E-mall is not a secure medium and there is no guarantee e-mait infarmation will remain confidential, If you
would prefer not to recejve future communication by e-mail, please notify the sender.

The Kansas State Board of Healing Arts does not issue advisory opinions or render legal advice or services. Any and all statements herein should not be construed as
legal advice relating vo your particular situation or the establishment of an attarney-client relationship. Any information provided by Board staff is for general
guidance and does not necessarily represent the opinions or position of the Board. The Kansas State Board of Healing Arts disclalms any and all respensibility and
makes no warranties or representations whatsoever regarding the quality, content, compieteness, or adequacy of the information provided on this matter. Board
staff recommends you obtain independent legal counsel for an application of the law to your particular situation.

Fram: Alice Suarez (LT-ATL) <asuarez@locumtenens.com>
Sent: Thursday, April 4, 2015 8:31 AM

To: Moon, Rebekah [BOHA] <Rebekah.Moon@ks.gov>
Subject: RE: Konstantin likov Denev, MD




EXTERNAL: This email oringEféH'f}om_ outside eré‘b_fg'aﬁié%ﬁ.— Do not click any links or open.any attachments unle—s_s_l
you trust the sender and know the contentis safe. ;

Thanks so much!

Alice Suarez
Licensing Specialist
Hospital Medicine

4 LocumTenens.com
KNOV/ AETTER EXPERIENCE, c

emai: asuargz@locumtenens .com
phane: 878-690-7760

fax: 404-751-5158
call toli free 800-562-8663
vide faedh e} 5

CONFIDENTIALITY NOTICE: This e-mail messaga, including any attachmants, ks for the sole use of the intended recipients and may cantaln confidential and
privileged infarmation. Any unautharized review, use, disclosure or distribution is prohibited. If you are nat the intended recipient, please contact the sender by
raply @-mail and destroy alf coples of the original message.

From: Moon, Rebekah [BOHA) <Rebekah.Moon@ks gov> 3
Sent: Thursday, April 4, 2019 9:30 AM

To: Alice Suarez {LT-ATL) <asuare2@locumtenens.com>

Subject: RE: Konstantin llkov Denev, MD

Heila Alice,
We just received the request today. The request to go active May 1% will need to come directly from the physician and it

can be emailed directly to me and | will wait to send the compact application to an analyst until the request is received,
so that it can be processed together. If you have any other questions please feel free to email me.

Thank you,

IATTENTION Doctors of Medicine and Surgery—If you are currently applying for your initiat KS healing arts license,
please note KS Board of Healing Arts requires all licensed professionals ta renew their licenses annually.

Applicants licensed before May 1, 2019 will be required to renew in June of 2019, those licensed on May 1, 2019 or
after will be required to renew in June of 2020. If you choose to be licensed after May 1, 2019 you will need to submit
an email or letter stating the date you want to be licensed before your application has been completed. All Active
licensees are required to have insurance and be in compliance with the Healthcare Stabilization Fund before you start
practicing.

Find out more at our wehsite— http://www.ksbha.org/fag/faglicensingrnwi.shtml

Rebekair Moo

Licensing Supervisor

Kansas State Board of Healing Arts
800 SW Jackson, LL - Suite A
Topeka, Kansas 66612




Phone 785.296,2562

Fax 785.296.0852

http:/ /www.ksbha.org/main.shtml
Licensing Customer Satisfaction Survey

- an SaSCoMidemiaﬁw Notice: This message Is from the Licensing Division of the Kansas State Board of Heaiing Arts and Is intended only for the
addressee. The information contained In this message Is canfidential, may be attorney-client priviieged, may be priviieged work product, may constitute protected
heaith infarmation not subject ta disclosure under applicable federa! or state laws, and is Intended only for the use of the addressee. Unautharlzed forwarding,
printing, copying, distributing, or using such information Is strictly prohibited and may be unfawful. if you are not the addressee, please pramptly delete this
message and notify the sender of the delivery error, E-mall Is not a secure medium and there Is no guarantee ¢-mall information will remain canfidential. If you
would prefer not to recelve future communication by e-mall, please notify the sender.

The Kansas State Board of Heallng Arts does not lssue advisary opinlons or render iagal advice or services. Any and all statements hereln should not be construed as
fegal advice relating to your particular situation or the estabflshment af an attorney-client relationship, Any information provided by Board staff is for general
guldance and does not necessarily represent the opinions or position of the Board. The Kansas State Board of Healing Arts disclaims any and all responsibility and
makes no warranties or representations whatsoever regarding the quaiity, content, completeness, ar adequacy of the Information provided on this matter. Board
stalf recommends you obtaln independent legal counsel Tar an application of the law to your particular situation,

From: Alice Suarez (LT-ATL) <asuarez@locumtenens.com>
Sent: Thursday, April 4, 2019 8:11 AM

To: Moon, Rebekah [BOHA] <Rebekah.Moon@ks.gov>
Subject: RE: Konstantin llkov Denev, MD

FXTERNAL This email originated fram outside of the orgamzation on. Do not click a any v links or;_ﬁe_-ﬁ %Wai_t't_zs%‘ernts un!esj

vou trust the sender and know the content is safe. =~ . o

Rebekah,

1 would like to delay the issuance of Dr. Denev’s license until after May 1) Can | do that for him or does he have to send
the request? What email should it be sent to? | know the Compact Iicenses issue fairly quickly so | want to get this to
you as soon as possible,

The fee was paid this morning so you should be getting the compact request this marning.

Thank you,

Alice Suarez
Licensing Specialist
Hospital Medicine

A LocumTenens.con

KNOW BETTER EXPERIENCE.

email: asuarez@|ocumtenens.com
phona: 678-690-7760

fax: 404-751.5158 1
cali toli frea 800-562-8663 !
vide feedba service

CONFIDENTIALITY NOTICE: This a-mail message, Including any aitachmants, is for the sofe usa of the intended reciplents and may contain confidential and
privileged informalion. Any unauthorized review, use, disclosure or distribulion s prohibitad. if you are not the Inlendad recipient, piease contact the sender by
reply e-mail nd destroy ali copies of the original message.



From: Moon, Rebekah [BOHA] <Rehekah.Moon@ks.gov>
Sent: Wednesday, April 3, 2019 5:49 PM

To: Alice Suarez (LT-ATL) <asuarez @locumtenens.com>
Subject: RE: Konstantin likov Denev, MD

Hello Alice,

I'm not showing the Kansas State Board received a request fram the IMLC for the named applicant. You will need to
contact the IMLC to follow up an the request,

Thank you,

IATTENTION Doctors of Medicine and-Surgery—If you are currently applying for your initial KS healing arts license,
please note KS Board of Healing Arts requires all licensed professionals to renew their licenses annually.
Applicants licensed before May 1, 2019 will be required to renew in June of 2019, those licensed on May 1, 2019 or
after will be required to renew in June of 2020. If you choose to be licensed after May 1, 2019 you will need to submit
an email or letter stating the date you want to be licensed before your application has been completed. All Active
licensees are required to have Insurance and be in compliance with the Healthcare Stabilization Fund before you start
practicing.
Find out more at our website— http://www.ksbha.org/faqg/faglicensingrnwl.shtml

\

Rebekalr Moo

Licensing Supervisor

Kansas State Board of Healing Arts
800 SW Jackson, LL — Suite A
Topeka, Kansas 66612

Phone 785.296.2562

Fax 785.296.0852

http; / /www.ksbha.org/main_shiml
Licensing Customer Satisfaction Survey

[
E ansas Confidentiality Notice: This message is from the Licensing Division of the Kansas State Board of Healing Arts and [s intended only for the
addresses. The infermation contained in this message is confidential, may be attorney-client privileged, may be privileged work product, may constitute protected
health Infarmation not subject to disclesure under applicable federal or state laws, and is intended unly for the use of the addressee. Unautharized forwarding,
printing, copying, distributing, or using such infarmation is strictly prohibited and may be unlawful. if you are not the addressee, please promptly delete this
message and notify the sender of the delivery error. E-mail is not a secure medium and there is no guarantee e-mail information will remain confidential. If you
wou'ld prefer not to receive future communication by e-mail, please notify the sender.

The Kansas State Board of Healing Ars does not issue advisory opintons or render legal advice or services. Any and all statements herein should not he construed as
legal advice relating to your particular situatian or the establishment of an attorney-client relationship. Any infarmation provided by Board staff is for general
guidance and does not necessarily represent the opinions or position of the Board. The Kansas State Board of Healing Arts disdiaims any and all responsibility and
makes no warranties or representations whatsoever regarding the quality, content, completeness, ar adequacy of the infermation provided an this matter. Board
staff recommends you obtain independent legal counsel far an application of the law to your particular situation.

From: Alice Suarez (LT-ATL) <asuarez{@locumtenens.com:>
Sent: Wednesday, April 3, 2019 4:07 PM

To: KSBHA_InitialLicense <KSBHA Initiallicense@ks.gov>
Subject: FW: Konstantin I'kov Denev, MD




EXTERNAL: This email originated from.outside of the organization. Do.not click any links.or openzany;attachments.unlessj

you trust the sender-and'know the content is safe. S

Good afternoon! On 3/29 a request was submitted for a subsequent license in the state of KS; however, | do not believe
there was an opportunity to pay the license fee for Kansas. Can you confirm that you've received the Compact licensure
request for Konstantin Ilkov Denev, MD? | want to make sure the fee is paid and the license is processed.

Thank you for your assistance,

Alice Suarez
Licensing Specialist
Hospital Medicine

A& LocumTenenscon
7 KNOV/ BETTER EXPERIENCE. -

emall: psuarez@lvcumienens,com

phone: 678-690-7760

fax: 404-751.5158 N
call toll free 800-562-8663
rovide feedb m rvi

CONFIDENTIALITY NOTICE: This e-mali message, including any attachments, is for lhe sole use of the intended recipients and may cantain confidentlal and
privileged information. Any unauthorized review, use, disclosure or distribution is prohibited. If you are not the intended reclpiant, please centact the sender by
reply e-mall and destroy ail coples of the original messape.



DocuSign Envelope ID: SFT2C471-28A8-42A6-A927-8F4E7387DFA2

Letter of Qualification

Date 11/15/2018

mm/ddlyyyy
Name: Konstantin ITkov Denev
CONFIDENTIAL
Address: —_—
CityStZip R

Dear Dr. Denev

RE: Your application for IMLC Letter of Qualification

The ILLINOILS DIVISXON OF PROFESSIONAL REGULATION
(“Board”), on behdlf of the State of Principal Licensure (“SPL") you selected, has received and reviewed
your application for a Letter of Qualification (“LOQ”) for licensure through the Interstate Medical
Licensure Compact (“IMLC"}.

Based upon the information you submitted with yeur application, data in the Board’s files
regarding your licensure by the Board, verifications of your credentials, and the results of the check of
national databases, the Board has determined that you are ELIGIBLE to be licensed through the IMLC.

Therefore, this notice will serve as your LOQ for licensure in IMLC iMember States through the IMLC, and
will remain in effect for 365 days from date of issuance, set out above. .

An email has been sent to you with instructions regarding how to select the IMLC Member
State(s) where you wish to be licensed. After you make your selection(s) and make payment for each
license, your information will be forwarded to the selected board(s) (“Member Boards”) for issuance of
a medical license in by each.

All medical licenses issued by Member Boards through the IMLC are full and unrestricted
licenses. You will be respansible for complying with all laws and regulations pertaining to holding each
license and the practice of medicine in those jurisdictions including, but not limited to, each Member
Board’s continuing medical education requirements. It is alsc your obligation to keep your SPL, the
Member Boards which have licensed you, and the IMLC Commission infarmed of any changes in your
contact information or qualifications and eligibility for licensure through the IMLC,

DocuSkgnedby:
Authorized Signature from SPL f—'hu\ (N, Mar(u?

E403...

Type Name _Tim W HEPTS

Title of Authorized SPL_IDPR Supervisor
DATE 11/15/2018 | 2:37 csT

EXHIBIT

i 2

~



phone: 785-296-7413
Kansas State Board of Healing Arts fax: 785-368-7102
800 SW Jackson, Lower Level-Suite A Email: KSBHA _healingarts(@ks.gov
Topeka, KS 66612 State Board of Healing Arts www.ksbha.org

Kathleen Selzler Lippert, Executive Director Laura Kelly, Governor

September 16, 2019
1426427

1 manctamtdon T A Thaw e,
CONEIDENTIAL " MD

RE: Professional Liability Insurance & Kansas Health Care Stabilization Fund Audit; 04-42016

Dear Dr. Denev:

Under the Kansas State Board of Healing Arts (“Board™) audit process, you have been selected to provide
proof of your professional liability insurance and Kansas Health Care Stabilization Fund (“KHCSF”)
compliance for your most recent renewal period.

In Kansas, if you have an Active license, you are required to maintain professional liability insurance of
not less than $200,000 per claim, and not less than $600,000 annual aggregate for all claims made during
the policy period. See K S A. 40-3402(a)-(b); K.S.A. 65-2809(c). Additionally, you are required to
maintain compliance with the KHCSF by paying the annual surcharge. See K.S.A. 40-3402; K.S.A. 40-
3404; and K.S.A. 65-2809(c).

According to the Board’s records, you most recently renewed your license for the period of August 1,
2019, through July 31, 2010. On that renewal, you agreed to maintain and produce proof of professional
liability insurance and KHCSF compliance upon request. See generally K.S.A. 65-2809(c).

Please provide proof of your: (1) professional liability insurance; and (2) KHCSF compliance for the
period for which you renewed your license, on or before Qctober 16, 2019. Failure to produce this
requested information may result in disciplinary action against your license, including but not limited to,
a fine, 2 public censure, and/or SUSPENSION of your license. Submit all proof via email to
KSBHA _Licensing@ks.gov.

To effectuate submission of evidence of KHCSF compliance to the Board, you must contact the KHCSF
and obtain a certification that you have paid the annual premium charges. You must then submit a copy
of the certification to the Board. Please keep in mind, if you are a non-resident, you must also submit a
non-resident form to the KHCSF.

If you have questions about submitting forms to or compliance with the KHCSF, you can contact the
KHSCF by mail, telephone, or email at the following:

BCcARO MEMBERS: STEVEN J. GOULD, PRESIDENT, CHENEY  JOHN F, SETTICH, PH.D.,, PUBLC MEMEER, VICE PRESIDENT, ATCHISON  MARK BALDERSTAN, DC, SHAWNEE
R. JERRY DEGRADD, DC, WCHITA  RoaN D. DURRETT, DO, GREATBEND THOMAS ESTEP, MD, WACHITA  ANNE HOBGDON, PUBLIC MEMBER, LENEXA
JOELR.HUTCHINS, MD, HOLTON ~ STEVE KELLY, Pusuc Memaer, Newron  Davio Lana, DPM, OVERLAND PARK  DOUGLAS J. MILFELD, MD, WiCHITA
GAROLD O. MinNs, MO, BELAIRE  KIMBERLY J. TEMPLETCR, MD, LEawcop  RonALD M, VARNER, DO, EL DORAGC

TTY (HEARING IMPARED) 711 0R 1.800.766,3777 VOIENTTY  E-MAIL: KSBHA_HEALNGARTSEDKS GOV EXHIBIT

G




Kansas Health Care Stabiiization Fund
300 SW 8th Ave, 2m FL,
Topeka, KS 66603
(785) 291-3777
www hesf.org

All the KHCSF’s forms are available at: https:/hcsf.kansas gov/forms/

If you currently hold an Active license in Kansas, but do not actively practice in Kansas, you may want to
consider changing your license status to either Exempt or Inactive. To change your license status, please
submit an Application for Change of Designation/Type.

All correspondence regarding your professional liability insurance and KHCSF compliance audit must be
directed to: KSBHA_Licensing@ks.gov, or via mail:

Kansas State Board of Healing Arts
Attn: MD Audit
800 SW Jackson, Lower Level — Suite A
Topeka, KS 66612

Sincerely,

Rebekair Moo

Licensing Administrator

Kansas State Board of Healing Arts

800 SW Jackson, L.ower Level — Suite A
Topeka, Kansas 66612

BDARD MEMBERS, STEVEN J. GDULD, PRESIDENT, GHENEY  JDKN F. SETTICH, PH.D., PUBUC MEMBER, VICE PRESIDENT, ATCHISON  MARK BALDERSTDN, DC, SHAWNEE
R. JERRY DEGRADG, OC, WASHITA  RDBIND. DURRETT, DD, GREATHEND  THOMAS ESTEP, MDD, WACHITA  ANNE HDDGDON, PUBUC MEMBER, LENEXA
JOEL R. HUTCHING, MD, HOLTON  STEVE KELLY, PUBLIC MEMBER, NEWTDN  DAVID LAHA, DPM, OVERLAND PARK  DOUGLAS J, MAFELD, MD, WICHITA
GARCLE: O. MINNS, MD, BELAIRE  KIMBEALYJ. TEMPLETDN, MD, LEAWODD  RoNALD M. VARKER, DO, EL DORADO

TTY (HEARING IMPARED) 711 DR 1.800.766.3777 VOICE/TTY  EMAIL! KSBHA_HEALINGARTS{DKS. GOV




Kansas State Beard of Healing Arnts
800 SW Jackson, Lower Level-Suite A
Topcka, KS 66612

Tucker Poling, Interim Executive
Director

Ocltober 18, 2019

1426427
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ansas

State Board of Healing Arts

PHONE: 785-296-7413
FAX: 785-296-0852

KSBHA_Licensing@ks.gov

www ksbha.org
Laura Kelly, Governor

Final Notice

RE: Professiona] Liability Insurance & Kansas Health Care Stabilization Fund Audit; Final Notice; 04-42016

Decar Dr. Konstantin Hkov Denev:

This letter serves as your final notice for your audit. You were previously sent a letter on September 16, 2019.

The Kansas State Board of Healing Arts (“Board”) is contacting you as part of the audit process. You have been selected to
provide proof of your professional liability insurance and Kansas Health Carc Stabilization Fund (“HCSF”) compliance for
your most recent renewal period (August T, 2019 - July 3}, 2020).

In Kansas, if you have an Active license, you are required to maintain professional liability insurance of not less than
$200,000 per claim, and not Jess than $600,000 annual aggregate for all claims made during the policy period and required
to maintain compliance with the HCSF (the HCSF provides supplemental professional liability coverage for health care
providers affected by the Fund law). See K.S.A. 40-3402(a)-(b); K.S.A. 40-3404; K.S.A. 65-2809(c).

Please provide proof of your: (1) professional linbility insurance; and (2) HCSF compliance for the period for which
you renewed your license (August 1, 2019 - July 31, 2020), on or before November 1, 2019, Failure to produce this
requested information may result in disciplinary action against your license, including but not limited to, a fine, a public
censure, and/or SUSPENSION of your license. Submit all proof via email t0 KSBHA Licensing@ks.gov.

If you are unable to provide a Certificate of Compliance from BCSF, pleasc contact HCSF through the contact information
described below. Please remember, once you have obtained your Certificate of Compliance from HCSF, you must then
submit a copy of the certification to the Board. Additionally, if you have questions regarding past expired coverage periods,

please contact HCSF.

Kansas Health Care Stabilization Fund
300 SW 8* Ave, 2™ Floor
Topeka, KS 66603
Phone: (785) 291-3777
Fax: (785) 291-3550

Emai): hesf@ks.gov

Error! Hyperlink reference not valid.https:/hcsf.kansas.gov

Hf you currently hold an Aetive license in Kansas, but do not actively practice in Kansas, you may want 1o consider
changing your licensc status to either Exempt or Inactive. To change your license status, please submit an Application for
Change of Designation/Type to the Board.

Kansas State Board of Healing Arts
Attn: MD Audit
800 SW Jackson, Lower Level - Suite A

EXHIBIT
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Topeka, KS 66612
Phone: (785) 296-0934
Fax: (785) 296-0852
Email: KSBHA_Licensing{@ks.gov

Sincerely,

Repeka Moo

Licensing Administrator
Kansas State Board of Healing Arts
800 SW Jackson, Lower Level — Suite A

Topeka, Kansas 66612
Board Members:
Steven J. Gauld, DC, Prasident Jonn F. Sellich, PhD., Public Member, Vice President Merk Balderston, DC
Cheney Atchison Shawnee
R. Jesry DaGrado, DC Rabin C. Cumrett, DO Tom Estep, MD
‘Wichita Great Bend Wichita
Anng Hedgdan, Publle Member Jael R, Hulchins, MO Steve Kelly, Publc Member
Lenexa Haiton Nawtan
David Laka, DPM Couglas J. Milfaid, MD Gargld 0. Minns, MD
Qverland Park Wichita Bel Alre
Kimberly J. Templeton, MO Ronald M. Varna:, DO .
{eawood Augusta

TTY {Hearing Impaired) 711 or 1.800.766.3777 volea/TTY ~ e-mail: KSBHA_healingarts@ks.gov




Workman, Hester [BOHA]

From: Anderson, Loria [HCSF)

Sent: Tuesday, February 11, 2020 429 PM
To: Workman, Hester [BOHA]

Cc: Markey, Meg [BOHA]

Subject: RE: Compliance verification update
Attachments: HCSF compliance history (3).pdf
Hester,

Thank you for submitting each providers license number. That is very helpful. | have attached the compliance histories of
those providers we show a compliance record for. There are eleven we have no compliance history.

i0.

11.

12,

13.

14.1

15.

16.F

17.

i8.)

No compliance record

Konstantin I. Denev,M.D. 04-42016 No compliance record
No compliance record
No compliance record

No compliance record

No compliance record

No compliance record

No compliance record

EXHIBIT

| G




No compliance record

No compliance record

No compliance record

Thank you,
Lorie

Lorie Anderson

Director of Compliance

Kansas Health Care Stabilization Fund
300 SW 8th Avenue, 2nd Fir

Topeka, Kansas 66603-3912
785.291.3475

785.291.3550 Fax

Lorie . Anderson@ks.gov






