EFFECTIVE AS A FINAL ORDER
DATE: 5/5' YAS o ?Q

MAR 11 2020
BEFORE THE BOARD OF HEALING ARTS
OF THE STATE OF KANSAS KS State Board of Healing Arts

In the Matter of :
Docket No. 20-HA00072
Anne Scholl Moore, M.D.

Kansas License No. 04-41515

AMENDED SUMMARY ORDER

NOW ON THIS _\V*  day of W\meol\ 2020, this matter comes before Tucker
L. Poling, Interim Executive Director and General Counsel, Kansas State Board of Healing Arts
(“Board™), in summary proceedings pursuant to K.S.A. 77-537.

Pursuant to K.S.A 77-537 and K.S.A. 77-542, this Summary Order shall become effective
as a Final Order, without further notice, if no wﬁuen request for a hearing is made within 15 days
of service. Upon review of the agency 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. Anne Scholl Moore, M.D. (“Licensee”) was issued License No. 04-41515 to practice
medicine and surgery on October 3, 2018. On or about March 5, 2020, Licensee changed her

¢
license status to Inactive.

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

CONFIDENTIAL

3. During all 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. On or about October 3, 2018, Licensee applied for an Active license by and through
an Application For Medical Licenses In IMLC Member States. Licensee’s
application stated that “I 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. I further
acknowledge that failure on my part to answer questions truthfully and completely
may lead to disciplinary action against one or more medical licenses T hold.” Licensee
signed and acknowledged this statement. (Exhibit 1.)

b. In a Letter of Qualification sent to Licensee, 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 her Letter of Qualification. (Exhibit 2.)

¢. After she had been granted an Active license, a search of the KHCSF showed
Licensee was not in compliance with the Kansas Healthcare Stabilization Fund
(“KHCSF”) beginning July 1, 2019 and up to and untii November 8, 2019.

d. On September 16, 2019, and October 18, 2019, the Beard requested Licensee to
provide proof of compliance with the KHCSF, as required by K.S.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.

f On or about February 11, 2020, another search of the KHCSF showed Licensee was
still not fund compliant. (Exhibit S.)

g. Licensee was previously out of compliance with the KHCSYT since on or about July
1, 2019 until at least February 11, 2020, while holding an Active license to practice
medicine and surgery in Kansas.

h. On or about February 25, 2020, Licensee submitted an Application for Change of
Dasignationnypé to the Board requesting that her license status be changed to
Inactive status. On or about March 35, 2020, Licensee’s license status was changed
to Inactive, making her now compliant with the KHCSF. (Exhibit 6.)

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
Hability 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 amendments 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 ail 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. . .
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(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
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 in 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 govemors 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). . .

7. 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 rnot be subject to the provisions of K.8.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 premium 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
seif-insurer, the premium surcharge shall be paid upon submitting documentation of
compliance with K.S.A. 40-3402, and amendments thereto.
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8. 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:
(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 fhe 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 premmun surcharges as required by K.8.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 summéry 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 I.1censee.
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IT IS HEREBY ORDERED that Licensce is assessed a CIVIL FINE in the amount of
$500.00 for violations of the Kansas Healing Arts Act, due within thirty (30) days after this Order
becomes a Final Order. 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 shali 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

PLEASE TAKE NOTICE that upon becoming effective as a Final Order, this document

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

disclosure.

Dated this \% day of _tN\QORCIN 2020,

KANSAS STATE BOARD .
OF HEALING ARTS

>

Tucker L. Poling
Interim Executive Director
Gceneral 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, ef 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 %\ day of J: l/iv 1 2020 by depositing the same in the United States Mail, first-

class, postage prepaid, and addressed to:

Anne Scholl Moore, 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 Level-Suite A
Topeka, Kansas 66612

Office of the General Counsel

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

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

i 2Ny
L e~ (cow
P ralegal

Jenm ook

Final Order
ANNE SCHOLL MOORE, MD
KSBHA Docket No. 20-HA00072



Bhakta, Chandni [BOHA]

From: Moon, Rebekah [BOHA]

Sent: Wednesday, Octaber 3, 2018 11:34 AM

To: _Bhakta, Chandni [BOHA]

Subject: FW: Interstate Medical Licensure Compact Cammission - Anne Scholl Moore

Hey girl hey |1l Could you please get this one entered and sent to final review today or tomorrow. | told the credentialing
advisor | would get it approved ASAP.

Thank youll

ATTENTION Chiropractic Doctors—If you are currently applying for your initial KS healing arts license, please note KS Board of Healing Arts requlres
all ticensed professionals to renew their licenses annually.

Applicants licensed before November 1, 2018 will be required to renew in January of 2019, those licensed on November 1, 2018 or after will he
required ta renew In January of 2020, if you choose te be licensed after November 1, 2018 you wili need ta submit an emall or letter stating the
date you want to be licensed before your application hes been completed. All Active licensees are required to have Insurance and be In compliance
with the Healthcare Stabllization Fund before you start practicing.

Find out more at our wehslte— http:/fwww ksbha org/fag/faglicensingrnwl.shtm}

Repekair 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

hitp: / fwww.ksbha.org/main, shtmi

h aﬂsas Confidentiakity 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 contatned In this message is confidential, may he attornay-dient privileged, may be privileged wark praduct, may canstitute protected
health informatian not subject ta disdosure 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 yoti are not the addressee, please promptly delete this
message and notify the sender of the delivery error. E-maltis not 2 secure medium and there is no gusrantee e-mall information will remais confidential. ifyou

would prefer not to recelve future communication by e-mall, piease natify the sender,

The Kansas State Board of Healing Arts does not Issue advisory opinlons or render (egal advice or services. Any and ail statements hereln should nat be construed as
legal advice relating to your partcular situatian or the establishment of an attarney-client relatianship. Any Information provided by Board staff is for general
guldance and does not necessailly represent the opinlans or positton of the Board. The Kansas state Board of Healing Arts disclalms any and all responsiblitty and
makes no walranties of representations whatsoever regarding the quallty, content, compieteness, ar adequacy of the Information provided on this matter, Board
stalf recommends you obtaln independent legal counse for an application of the law to your partkeutar situatton,

From: Massey, Theresa [BOHA]

Sent: Wednesday, Qctober 3, 2018 11:24 AM

To: Moon, Rebekah [BOHA] <Rebekah.Moon@ks.gav>

Subject: FW: Interstate Medical Licensure Compact Commission - Anrie Scholl Moore

This is the one you were waiting on.

EXHIBIT

Thank you, %




Theresa Massey

Licensing Analyst

Kansas State Board of Healing Arts
800 SW Jackson LL Ste A

Topeka, KS 66612

B 785 296-0934

&: 785 296-0852

B2: theresa.massey@ks.gov
B www.ksbha.org

=
100 EE%E.%

ansas Confidentiality Notice: This message is from the Licensing Division of the Kansas State Board of Healing Arts and is
intended anly for the addressee. The infarmation cantained 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 only for the use of the addressee. Unauthorized forwarding, printing, copying, distributing, or using such Information
is strictly prohibited and may be unlawful. (fyou are not the addressee, please promptly defete 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 canfidential. If you would
prefer not to receive future communication by e-mall, 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 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 general guidance and does nat necessarily representthe opinlons or
pasition of the Board. The Kansas State Board of Healing Arts disclaims any and all 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 obtain indeperident legal counsel for an application of the law to your particular situation.

From; DocuSIgn NA3 System <dse NA3@docusign.net>
Sent: Wednesday, October 3, 2018 10:47 AM

To: KSBHA_Doctors <KSBHA Doctors@ks.gov>
Subject: Interstate Medical Licensure Campact Commission - Anne Scholl Moore

Error| Filename not specified,




IMIC IStARS
IStARS@imlcc.net

PRIVATE MESSAGE
Greetings! You have a new Physician qualified to practice on your Board. Please click the

“Review Documents” to download the physicians documentation and issue a
license. When you have issued a license please click on the link above again and enter in
the license #, date of issuance, and expiration for the records.

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.
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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 back in to
complete the documents. Be sure to look 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)?:

COLORADO

2. Do you hold a full and unrestricted medicaf license to engage issued by a medical licensing board in
the SPL (SPL Board)_COLORADQ MEDICAL BOARD - 7Yes x Nbp

3. Whatis the license number issued to you by the SPL board? 23074

4.  Which of the followingﬁ;app‘*ly‘ you(at least gne must apply}? .

%

s E PR
" COLORADO "'

a.  Your primary residerice is In the SPL i Yes XN
if yes, provide the fallowing:
CONFIDENTIAL
Residence Street addres:
Residence City State Zip _
City St Zip
COLORADO

" b. Atleast 25% of your practice of medictne occurs in the SPL Yes X No

If yes, describe your current practice ED/Urgent Care for Children’s Hospital colorado

ED and urgent care

COLORADO

c. Your employer Is located in the SPL : Yes x No

If Yes, Employer name__Children’s Hospital colorado

Employer street address_13123 East 16th Ace

Employer City State Zip _Aurora ~, Co__, BOO4S
City st Zp
COLORADO

d. You have designated the SPL as your

{ state of residence for U.S. federal income 1ax purposes: Yes x No

CONFIDENTIAL
If yes, give Tax 1D # (SS#, EIN) {must be most recent return)
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5. Areyou a graduate of a medicai school accredited by the Liaison Coramittee on Medical Education
or the Commission on Osteopathic Coliege Accreditation, or a medical school Jisted in the International
Medical Education Directory or its equivalent? Yes x No

6. Have you passed each component of the United State Medicai 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
equivaient examination for licensure purposes(if in question contact your SPL)? Yes X No

7. Have you successfuliy 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 speciaity certificate recognized by the
American Board of Medical Speciaities (ABMS) or the American Osteopathic Assaciation’s Bureau of
Dsteopathic Specialists (AOABOS)? Yes x No

{Please nate that onswering any, of the faﬂawlng questbns wlth a "YES” wﬂl .resun In yaur ppllcaﬂnn belng denied per
eligibility Rule 5.4. if eligibility Is'in questian please contact the stote hoard directiy far fnfarmauon regard!ng application i
through the troditionai method.) ;
9. Have you ever been convicted, received adjudication, community supervision, or deferred :
dispositian far any offense by a court of appropriate jurisdiction? Yes Mo x

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

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

12. Areyouunder investigation by a licensing agency or law enforcement authority in any state,
federal or foreign jurisdiction? Yes No ¥

Docyligned by:

Physiclan’s Signature:

BOLFECECA24...
AHHE DSCHUTT MuuTe

Type Name:
Date:8/14/2018 | 9:18 <oT
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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

I, Anne S Moore {Type In full iegal name} the undersigned, being duly
sworn, hereby certify under oath that i am the person named in this Application for an IMLC Letter of
Qualification and Medical Licenses in IMLC Member States {“Application”), that all statements | have
made ar shail make with respect thereto are true, that ! am the originai 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 coples 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 Appliication, and have answered all questions contalned in the Appilcation
truthfully and completely. | further acknowiedge that fallure on my part to answer questions truthfuily
and completely may lead to disciplinary action against one or more medical licenses or permits i hold, as
well as my being prosecuted under appropriate federal and state laws. '

1 hereby apply to - COLORADQ, as my State of Prmclpai License ("sPL")
for a Letter of Quailﬂcatfon ("LOQ") to be Issued a medical hcense in ohe, o ,n'r'nore Compact Member
States. To permitthe SPL to process rny applicatiOﬂ for anL0Q; 1 hereby ‘authorize snd request every
person, entity, hospital, clinic, government agency (local, state, federal, or foreign), court, assodation,
Institution, or law enforcement agency having custody or controi 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
recelve, copies of such documents, records, and other Information in connection with this Application, |
aiso 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.

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

i aiso hereby apply to the Compact Member States’ medical boards (“Member Boards”) | have
designated in this Appiication, and further authorize the SPL to process my application for medical
licensure by one or mare Member Boards inciuding, but not iimited to, personaliy-identifiable
information including my Sacial Security Number to be used for querying the National Practitioner Data
Bank and in chlid support enforcement actions. | hereby release, discharge, and exonerate the SPL and
the Commission, and thelr 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 questians contained in this application if such a change occurs at any time prior to a medical
license being issued by cne or more of the Member Boards.
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I 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.

DocuSigned by;

Applicant Signature_@w K]/Mm\ S

DOCARGAFECHCA24. .
Anne S Moore

Type Applicant's Name

Applicant’s Np| _ 2649481351

DATE 8/14/2018 | 9:18 COT
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PHYSICIAN'S CORE DATA SHEET

{Must be the physicign’s accurote information to ovold delay or refection)

Full Legal Name _Anne ~, scholl . Moore

{Exactly as on DLor Passport)  First Middle Last Suffix(sx.. Jr)
Other names used{maiden, birth) A™® patrick Scholl
First Middle Last
CONFIDENTIAL
Mailing addres
Muailing address City State(XX) Zip
Office address 13123 gast 16th ave , Aurora , €O , 80045
Office address City State(XX) Zip

. CONFIDENTIAL

Date of Birth Gender: Male Ffemale X
{mmjddfyyyy)

Physician’s office or practice telephone number of public record 303-724-6635
. T

umber . CONFIDENTIAL

(Rith-BRE-BEHH)

Physician’s celtular or a!’gé_r_nafi'\_{eit\e!ephon_" T

Email address delegated by applicant to receive correspondence  CONFIDENTIAL

) CONFIDENTIAL
Social Security Number:

(RRA-BaHRaH)

Physician’s National Provider Identifier Number 1649481391

Medical Degree Received:  M.D. X D.C.

{Medical school must be accredited by the Liaison Committee on Medical Education or the
Commission on Osteopathic College Accreditation, or be listed indbe Internationat Medical

Fducation Directory or its equivalent.)
Medical School University of Rochester SchoolIf Medicine

Date of Degree ssued 05/25/1974 Name of Schoot (no sbbreviations or acronyms}
{(mmiddfyyyy)

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

Residency Program north carolina Memorial Hosp‘ita] cOmpletion Date 06/30/1977
Full Program Name (no abhreviations or acronyms) {mm/ddiyyyy)

What is the spedialty of the program _Pediatrics




DocuSign Envelopa ID: 3E23DET6-0596-416C-8564-6E3C3781ECAG

Other X National Board of Medical exami

Qualifying Licensing exam taken: USMLE COMLEX
Must specify by name
Number of attempts taken to pass the USMLE:
Step 1: Step 2 CS: Step2 CK: __ Step 3:
Number of attempts taken to pass the COMLEX:
Step 1. Step 2 PE: Step 2 CE: Step 3.

Number of attempts taken to pass other licensing exam:

Step 1:1 Step 2: T Step3: 1

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

Specialty Board Certification: Pediatrics

Full Specialty Board Neme (ic. American Board of Pediatrics)(no abbreviations or acronyms)

Expiration of Specialty Board Certification: ;

Lifetime: X L&

Time limited: Expiration date of time limited

{mmfdadfyyyy)

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

Board.

License #__ 21074 Date of Original Licensure _06/25/1977  (not renewal)
(mmfddfyyyy)

Expiration Date 04/30/2019 Status of License: Current: X Not Current:
{rmriddiyyyy)

Thank you for applying through the Intersiale Medical Licensure Campact,

The state will conlact you to give instructions on obtaining your fingerprinis for a criminal background
check. YOU HAVE 60 DA¥S TO COMPLY WITH REQUESTS FROM THE STATE ta avaid automatic
withdraw. Background checks may take same time, sa please be patient, If you have any concerns contact your
SPL. SPL contael numbers can be fmmd at www.IMLCC.org. Yau will receive an email regarding the statos af
yaur qualification. Be sure to check your spam folder and set your email to accepf messages fram the
@docusign.net and @docusign.com domains.

FOR USE OF STATE OF PRINCIPAL LICENSE

i have conducted the verification process of this physician’s application, BosuSigned by:

State Authorized Signature ' Wﬂm)& M‘ED‘M[} W

TJAGAS2A281 304,
shannon bavi d<on

Warnlng: The signature tab will default to your Type Name
Board’s name. Please change it to your name

In Adopt ond Sign. Title Licensing speci alist
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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 Incorrect data Correction




e
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Letter of Qualification

Date 09/27/2018

mm/ddlyyyy
Name: Anne schall ___Moore
CONFIDENTIAL
Address:
CityStzZip

Deay Dr. _Moore

RE: Your application for IMLC Letter of Qualification

The COLORADO MEDICAL BOARD N -

-3

(“Board"”), on behalf of the State.of Principal Licensure ("SPLY) you'selecte 'has received and reviewed

your application for a Letter of Qualification (“LOQ") for licensure through the Interstate Medical
Licensure Compact ["IMLC").

Based upan 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 ELIGIBLE to be licensed through the IMLC.

Therefore, this notlce will serve as your LOQ for licensure in IMLC Member States thraough 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 iIMLC 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 medicat license in by each.

All medical licenses issued by Member Boards through the IMLC are full and unrestricted
licenses. You wili be responsible for complying with all laws and regulations pertaining to holding each
license and the practice of medicine in those jurigdictions including, but not limited to, each Member

Board's continuing medical education requirements. it Is also your obligatien 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.

Authorlzed Signature from SPL WDB' M‘ZDIML ngv

Type Name Shanon Bae i aon

" Title of Authorized SPL_Lticensing specialis
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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

KANSAS BOARD OF HEALING ARTS $300,00

TOTAL $§ 300

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

Please note All medical Jicenses issned through the IMLC are full and unrestricted licenses. You will be resoonsnblc for

DocuSignad by:

Physician’s Signature s, Sehall Msor,
ATOUAFAASSEASS..,
Anne Scholl Moore

Type Name

DATR 10/3/2018 | 10:47 cor
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MEDICAL LICENSE ISSUANCE INFORMATION

Physician’s Name

First Namme Middle Name Last Name

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

National Provider Identifier Number

Medical Board Name

Member Board License Number

Date License Issned

Wami‘:rg:"' The Lwié;:amre‘mb will deji;ult to your
Board's name. Please change il to your name
in Adopt and Sign

Date of Expiration

Member Board Sighature

Type Name

DATE




PHONG: 785-296-7413

FAX: 785-368-7103
wwivsbha.org

* KSBHA_heatingarts@ks.gov

KANSAS STATE BOARD OF HEALING ARTS
800 SW JACKSON, LOWER LEVEL-SUITE A
TOPEKA, K8 66612

GOVERNOR JEFF COLYER M.D.
KATHLEEN SELZLER-LIPPERT, EXECUTIVE DIRECTOR

October 3, 2018

Dear Anne Scholl Moore:

This letter is to inform you that your application for a Medical Doctor (MD) Active 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 04-41515 effective:
10/03/2018. This license is valid until the next renewal period.

The renewal period for Medical Doctor (MD) is ! year. Prior to cancellation on 07/31/2019, 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.

If you have moved since you completed an application with us, it is imperative that you submit that
information via writing. Your address cannet be changed until we receive this notification: Address

Change Request Fonn,

if you have any questions, ;Slease feel free to contact the Board Office at KSBHA_InitialLicense{@ks.gov.
Sincerely,

Kathleen Selzler Lippert

Executive Director

RaARD MEMBERS: Rosm D. DURRETT, 0O, PRESIDENT, Grest Bend « STEVEN J, GouLb, DT, ViCE PRESIDENT, Chanay « R, JERRY DEGRADO, DC, Wichita
Tou Earer, MD, Wichita » ANNE HODGOON, PUBLIC MEMEER, Lenexe « JOEL R HUTCHINS, MD, Holtont « DAVID LAKA, DPJ, Overiend Park
M. MYRON LEDWVETTER, DO, Rosswile » DOUGLAR J, MEFELD, MD, Wichila « GAROLD O, MiNats, MD, Bel Ay » JOHN F. SETTICH, PH.D., PUBLIC MEMBER, Atchison
KIMBERLY J. TEMPLETON, MD, Lagwood « RONALD M. VARNER, DO, Augusta « ,, » .,

TTY (Hearing Impsired) 714 or 1.800.766.3777 volca/TTY « e-mail: KSBHA_healingants@ks.gov




Bhalkta, Chandni [BOHA]

From: Moon, Rebekah [BOHA]

Sent: Wednesday, October 3, 2018 12:54 PM

To: Bhakta, Chandni [BOHA]

Subject: FW: Completed: Interstate Medical Licensure Compact Commission - Anne Scholl Moare
Attachments: Qualifications Application v.4.docx.pdf; Affidavit and Consent 8.2017.docx.pdf; Core Data Sheet v.

4dooxpdf; Correction Sheetdocx.pdf; Letter of Qualification 8.2017.docx.pdf; Payment for Licenses
8.2017.docx.pdf; Medical License Issuance Information 8.2017.docx.pdf

Thank you,

O ChITan et Dot oreIf you are currently applyling for your tnitial K5 healing arts iicense, please note KS Board of Healing Arts requires
all ficensed professionals to renew thelr licenses annually,

Applicants licensed before Navember 1, 2018 will be required to renew In January of 2019, those [lcensed on November 1, 2018 or after will be
requlred to renew in January of 2020, if you choose ta be licensed after Navember 1, 2018 you will need to submit an emall or letter stating the
date you want ta be licensed befare 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 website— hitps//www kshha.org/fag/faglicensingrnwl.shtm]

Rebekair Moo

Licensing Supervisor

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

Phomne 785.296.2562

Fax 785.296.0852

htip:/ /www ksbha org/main.shiml

- -

ansas Confidentlality Notice: This message Is from the Licensing Divisian of the Kansas State Board of Healing Arts and is Intended only for the
addressee. The information contalned In this message Is confidential, maybe attomey-client privileged, may be priviieged work product, may constitute profected
health Information not subject ta disclosure under applicable federal or state laws, and Is intended only far 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 dellvery erfor, E-mall Is not  secure medium and there is no guarantee e-all information wili remaln cenfidential. If you
would prefer not to receive future communication by e-mall, please notify the sender.

The Kansas State Board of Healing Arts does not Issue advisory opinions of render Lagal advice or services. Any and all statements hereln should not be construed as
legal advice relating to your particular situation or the establishment of an attorney-client relationship. Any informaticn provided by Board staff [s for general -
guidance and does not necessarlfy represent the epinlons or postion of the Board. The Kansas State Board of Healing Arts disclaims any and all responstbiiity and
makes no warrantles of fepresentations whatsoever regarding the quality, content, completeness, or adequacy of the information provided on this matter, Board
staff recommends you abtain independent legal counse! for an application of the jaw to your particular situation.

Fram: Massey, Theresa [BOHA]

Sent: Wednesday, October 3, 2018 12:53 PM

Ta: Moon, Rebekah [BOHA] <Rebekah.Moon®@ks.gov>
Subject: FW: Completed: Interstate Medical Licensure Compact Commission - Anne Scholl Moore




Thank you,

Theresa Massey

Licensing Analyst

Kansas State Board of Healing Arts
800SW Jjackson LL Ste A

Topeka, KS 66612

&® 785 296-0934

& 785 296-0852

B4 theresa.massey@ks.gov

“F: www.ksbha.org

intended only for the addressee. The infarmation contained in this message is confidentiai, may be attorney-client privileged, may be
privileged wark praduct, may constitute protected health information 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 uslng such Information
is strictly prohibited and may be unlawful. If you are not the addressee, please promptly delete this message and natify the sender of
the delivery error. E-mail is not 2 secure medium and there is no guarantee e-mail information wilf remaln cenfidential. If you would
prefer not to recefve future communication by e-mail, please notify the sender.

The Kansas State Board of Healing Arts does not issue advisory oplnlons or render legal advice or services. Any and all statements
herein should not be construed as legal advice relating to your particular situation or the establishmert of an attorney-client
relationship. Any infarmation provided by Board staff Is for general guidance and does not necessarily represent the opinions or
pasitian of the Board. The Kansas State Board of Healing Arts disclzims any and all 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 to your particular situation.

From: DocuSign NA3 System <dse NA3@docusign.net>
Sent: Wednesday, October 3, 2018 12:49 PM
To: KSBHA_Doctors <KSBHA Doctors@ks gov>

Subject: Completed: Interstate Medical Licensure Compact Commission - Anne Schall Maore

Error! Filename not specified.




document has been completed

VIEW COMPLETED DOCUMENTS

IMLC IStARS
IStARS@jmlcc.net , .

, a.r

. All parties have completed Interstate Medical Licensure Compact Commission - Anne
Scholl Moore, : '

-

Greetings! You have a new physician applying for a license from your Board. Please click

"Review Documents" ta download the physiciasi's documentation and issue a license. When
you have issued 2 license please click on the link above again and enter the license #, date of
issuance, :‘md expiration for the records.
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QUALIFICATIONS APPLICATION

if you do not complete the application process you will be sent an emall with a link ta log back In to
complete the documents. Be sure to look 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)?:

COLORADO

2. Doyou hold a full and unrestricted medical license to engage issued by a medical licensing board in
the SPL (SPL Board)_COLORADO MEDICAL BOARD ? Yes x No

3. Whatls thelicense number Issued to you by the SPL board?_ 21074

4,  Which of the foilowing apply to you(at least ane must apply)?

£QLORADO tYes X No

a.  Your primary residence is in the SPL

If yes, provide the foliowing:
CONFIDENTIAL
Residence Street addres:

Residence City State Zlp
Clty St Zip

COLORADO

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

if yes, describe your current practice ED/Urgent Care for Children's Hospital colorado

ED and urgent care

COLORADO

c.  Youremplayeris located In the SPL : Yes x No

If Yes, Employer name_ Children’s Hospital Colorado

Employer street address_13123 East 16th Ace

Employer City State Zip _Aurora , €0, 80045
City st Zip
d. You have designated the SPL it as your

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

CONFIDENTIA
If yes, give Tax ID # (SS#, EIN}_ L {must be most recent return)




DocuSign Envelope ID: 3E23DE76-0506-416C-8564-6E3CITH1ECAE

5. Areyou a graduate of a medical school accredited by the Liaison Committee on Medical Education
or the Commilssion on Osteopathic College Accreditation, or a medical school listed in the International
Medical Education Directory orits 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
Councli for Graduate Medical Education or the American Osteopathic Assoclation? Yes X No

8. Do you hold speclalty certification or a time-uniimited speciaity certificate recognized by the
American Board of Medical Specialties (ABMS) or the American Osteopathic Assoclation’s Bureau of
Osteopathic Specialists (AQABOS)? Yes x No

{Please note that answerlng ony of the follawing questions with o "YES” will result in your appllication belng denled per
efiglbiiity Rule 5.4. If ellgiblilty Is In question please contact the stote board directly far informatlon regaording application
through the traditlonal 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 discipiine by a
licensing agency in any state, federal or forelgn jurisdiction, excluding any action related to non-
payment of fees related to a license?  Yes No x

11. Have you 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 licensing agency or iaw enforcement authority in any state,
federal or foreign jurisdiction? Yes No x

Doculigned by:

Physlician's Signature! &’\Y"a m\,\

DOCASBAFECSCA24. ..
Alllle DL B muure

Type Name:

Date:8/14/2018 | 9:18 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

i, Anne S Moore {Type in full iegal name) the undersigned, being duly
sworn, hereby certify under oath that | am the person named in this Appfication for an iMLC Letter of
Qualification and Medical Licenses in IMLC Member States (" Application”), that all statements 1 have
made or shall make with respect thereto are true, that | am the originai 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 ta 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 Appiication, and have answered all questions contained in the Application
truthfully and compietely. | further acknowliedge that failure on my part to answer questions truthfufly
and compietely may jead to discipiinary actlon against one ar more medical licenses or permits | hoid, as
well as my being prosecuted under appropriate federal and state laws.

{ hereby apply to COLORADO as my State of Principal License {"SPL")
for a Letter of Qualification {"LOQ") 1o 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 (locai, state, federal, or foreign), court, assoclation,
Institution, or iaw enforcement agency having custody or controf of any documents, recards, 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 informai, pending or ciosed, or any other
pertinent data, and to permlt the SPL or any of Its agents or representatives to Inspect and make, or
recelve, 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.

i hereby release, discharge, and exonerate the 5PL and the interstate Medical Licensure
Compact Commission ("Commission”), thelr agents or representatives, and any person, entity, hospitai,
ciinic, 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 ali 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 medical
iicensure by one or more Member Boards including, but not limited to, personaily-identifiable
information Including my Sociai 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 llabllity of every nature
and kind arlsing out of any disclosure to the Member Boards,

| will Immecdiately 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 belng issued by one or mote of the Member Boards.
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t understand my fallure to answer questions contained in this Application truthfully and
completely may iead to denlai 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,

DocuSignad bry:

Applicant Signature{&w m _

DOCABBAFBCSCA24. .

Type Applicant’s Name Anne S Moore

Applicant's Npi _ 1649481391

DATE 8/14/2018 | 9:18 coT
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PHYSICIAN’S CORE DATA SHEET.

{Must be the physiclan’s accurote Informotion to avoid delay or refection)

Full Legal Name Anne , _Scholl _, Moore .
(Exactly as on DL or Passport)  First Middle Last Suffix{sr, jr))
Other names used(malden, birth) A1"® Patrick Scholl

First Middlc Last

CONFIDENTIAL
Mailing address

Office address 13123 East 16th ave ' , Aurora , Co , 80045
Office address City State{XX) Zip
CONFIDENTIAL .
Date of Birth . Gender: Male Female X
(mmfddfyyyy)

Physician’s office or practice telephone number of public record 303-724-6635
(RRA- AR AR

CONFIDENTIAL

Physician’s cellular or alternative telephone numbe

(HRH-BUR-HEH)

Emall address delegated by applicant to receive correspondence CONFIDENTIAL

CONFIDENTIAL

Social Security Number:
(FaA-AR_AHnR)

Physician’s National Provider [dentifier Number 1649481391

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

(Medical school must be accredited by the Liaison Committee on Medical Education or the
Commission on Osteopathic College Accreditation, or be listed in the internationa!l Medical

Education Directory or its equivalent.)
Medical School University of Rochester Schoolif Medicine

Nrneof Schoo! (no abbreviatlons or acronyms
Date of Degree issued 95/25/1974 )

{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 North Caralina Memorial Hospital Completion Date 06/30/1977
Ful] Program Name (no abbrevialions or acronyms) prum/ddfyyyy)

What is the specialty of the program _Pediatrics
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Other Xx National goard of Medical exami

Qualifying Licensing exam taken: USMLE COMLEX
Must specify by narme

Number of attempts taken ta pass the USMLE:

Stepl:_ Step2 C5:_ Step2 CK: _____ Step3:__
Nurnber of attempts taken to pass the COMLEX:

Step1: Step2PE: ___ _ Step2 CE: Step3:_
Number of attempts taken to pass other licensing exam:

Step 1:1 Step 2: * Step 3: 1

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

Specialty Board Certification: _Pediatrics

Fall Specialty Board Name (i.e. American Board of Pediafrics){no abbrovintions or acronyms)

Expiration of Specialty Board Certification:
Lifetime: X ’

Time limited: Expiration date of time limited

{mm/ddlyyyy)

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

Board.

License # 21074 Date of Original Licensure _06/25/1977 (not renewal)
tmmjddiyyyy)

Expiration Date 04/30/2019  gyapis of License: Current: X Not Current:
(mmddyyyy)

Thank you for applying through the Interstate Medical Licensure Compacl.

The sinte will contact you to give instructions on obtaining yaur fingerprints for a criminal backgrawmd
check, YOU HAVE 60 DAYS TO COMPLY WITH REQUESTS FROM THE STATE lo avoid outamatic
withdraw. Background checks may take some time, so please be patient. If you have any concerns contaci your
SPL. SPL comtact numbers can he found at www.IMLCC.org. You will receive an emall regarding the status of
yaur qualification. Be sure to check your spam folder and set your emnail to accept messages from the
@docusign.net and @docusign.com domains,

FOR USE OF STATE OF PRINCIPAL LICENSE

Y * I
| have conducted the verification process of this physician’s application. PosuSigned by:

State Authorized Signature | Wﬁﬂl)@ M‘ED]ML bMKD

T2BAS28251 304
shannon Davidson

Warning: The signature tab will defauit to your Type Name
Board’s name. Please change It to your name

in Adopt and Sign, Title_ -icensing speciajist
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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 Incorrect data Correction
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Letter of Qualification

Date 09/27/2018

mm{dd/yyyy
Name: Anne Scholl Moare
CONFIDENTIAL
Address: I
CityStZip _—

Dear Dr. _Moore K

RE: Your application for IMLC Letter of Qualification

The COLORADD MEDICAL BOARD

(*Board”), on behalf of the State of Principal Licensure (“"SPL") you selected, has received and reviewed
your appiication for a Letter of Quallfication (“LOQ") for licensure through the Interstate Medical
Licensure Compact (“iMLC"). .

Based upon the information you submitted with your applicaticon, 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 Member States through the IMLC, and
will remaln in effect for 365 days from date of issuance, set out above.

An emall 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 medicai 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 Commisslon informed of any changes in your
contact information ar qualifications and eligibility for licensure through the IMLC.

Authorized Sim#ure from SPL WE&{)} MﬁDl(ﬂL bMFD

Type Name shannon |nuav 2o13uce-

Title of Authorized SPL_ Licensing specialis
DATE 9/27/2018 | 12:02 OV




DocuSigh Envelope ID: 3E23DET6-0596~416C-8564-6E3C3781ECAS

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
apreement,
MEMBER BOARD(S) COST OF LICENSE
$300.00

KANSAS BOARD OF HEALING ARTS

TOTAL $ 300

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

Please note; All medical licenses jssued through the IMLC are full and unrestricted licenses. You wil] be regponsible for
i d the pragtice of medicine jn those jurisdictions.

complving with all laws and regulations pertaining to holding e
. DocuStgned by
Physician’s Signature fwin, Selull, Mosre
ATE24AFAASSE4SS...

Type Name Anne Scholl Moore

DATEJ_O/3/2018 | 10:47 COT
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MEDICAL LICENSE ISSUANCE INFORMATION

Physician’s Name Anne schol Maoore
First Neme Middle Name Last Name

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

National Provider Identifier Number 169481391

Medical Board Name Kansas Board of Healing Arts

Member Board License Number 04-41515
/
Date License Issued _ 10/03/2018
mmfddiyyyy
Date of Expiration 07/31/2019 Warning: The signature tab will default to your
mmfddlyyyy Board's name. Please change it fo your name
in Adopt and Sign
DocuSigned by:
Member Board Signature __| £ANGAS BOKD BF kedliNg RTS
307A212DABSTAFD. .
Type Name Rebekah Moon

DATE 10/372018 | 12:49 cDT
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Letter of Qualification

Date 09/27/2018

mmnjdddyyyy
Name: AnRhe Scholl Moore
CONFIDENTIAL
Address:
CityStZip

Dear Dr, _Moore

RE: Your application for IMLC Letter of Quaiification

The COLORADO MEDICAL BOARD
{"Board"), on behalf 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 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 [n WILC Member States through the IMLC, and
will remain in effect for 365 days from date of issuance, set out above.

An emall has been sent to you with instructlons regarding how to select the IMLC Member
State(s) where you wish ta 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
ficenses. You will be responsible for complying with all laws and regulations pertalning 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 obligatian to keep your SPL, the
Member Boards which have licensed you, and the iMLC Commission informed of any changes In your
contact tnformation or qualifications and eligibility for licensure through the IMLC.

DocuSigned by;

Autharized Signa'ture from SPL Wﬂwg‘ M’EU!(,&{, 5%@

TYPE Name Shanion uavulzst}gou‘ncﬁ"

Title of Authorized SPL_ Licensing Specialis
DATE 9/27/2018 l 12:02 cDT
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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

1424904

Anne Scholl Maare. MD
CONFIDENTIAL

RE: Professional Liability Insurance & Kansas Health Care Stabilization Fund Audit; 04-41515
Dear Dr. Moore:

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 annuai 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 thé 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 gererally K.S.A. 65-2809(c).

-Please provide proof of your: (1) professional liability insurance; and (2) KHCSF cempliance for the
period for which you renewed your license, on or before October 16, 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, andfor 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 te or compliance with the KHCSF, you can contact the
KHSCF by mail, telephone, or email at the following:

BOARD MeMEERE: STEVEN 3. Goulo, PRESIOENT, CMENEY  JOMN F. SETTICH, PH.D,, PUBLIC MENBER, VICE PRESIDENT, ATCHISON  MARK BALDERSTON, DC, SHAWNEE
R. Jerry QeGRADO, OC, WicHTTA  ROB!H D. DURRETY, DO, GREAY BEND  THOMAS ESTEP, MD, WicHTA  ANNE HODGDON, PUBLC MEMEER, LENEXA
JOEL R HUrTHNG, MD, HOLTON  STEVE KELLY, PUBLIC MEMBER, NEWTON  DAVID LAMA, DPM, OVERLAND PARK  DoucLaa J. MILFELD, MD, WCHITA
GAROD O, MINNS, MD,BELAIRE  KIMPERLY J. TEMILETON, M0, LEAWOGO  RoHaLt M, VARNER, DO, EL DORARO

TTY (HEARING IMPAREG) 711 OR 1.B00.7BA.3777 VOICEATTY  €-Ant” KSBHA_ MEALINGARTSITKS, GOV
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Kansas Health Care Stabilization Fund
300 SW 8t Ave, 20 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, Lower Level — Suite A
Topeks, Kansas 66612

BOARD MEMBERS: STEVEN S, GQUAD, PRESIDENT, GHENEY  JOHN F, BETTicH, PR.O., PUBLIG MENBER, VICE PRESIDENT, ATCHISON  MARX BALDERSTON, DC, SHAVWHEE
R. JERRY DEGRADO, DC, WIGHITA  ROBIN D, DURRETY, 10, GREAT BEND  THOMAS ESTEP, MD, WiIcHITA  ANNE HooeooN, PUBLIC MENMBER, LENEXA
JOEL R. HUTCHNS, MO, HOLTON  STEVE KELLY, PUBUC MEMBER, NEWTON  DAVID LAHA, DPM, OVERIAND PARK  Doualas J. MILFELD, MD, WicHTA
GARDLO O, MINHS, MD, BELAIRE  KIMBERLY J, TEMPLETON, MO, LEAWODD  RONALD M. VARNER, DO, EL DORADO

TTY (HEARING IMPARED) 711 DR 1.800.7BB.3777 VOICETTY  E-MAIL: KSBHA_HEALINGARTSEIXS. GOV




PHONE: 785-296-7413
Kansas State Board of Healing Arts FAX: 785-296-0852
800 SW Jackson, Lower Level-Suite A KSBHA_Licensing@ks.gov
Topeka, KS 66612 State Board of Healing Arts www.kshha.org
Tucker Poling, Interim Exccutive Laura Kelly, Governor
Director

October 18, 2019

Final Notice

1424904

Anne Scholl Moore, MD
CONFIDENTIAL

RE: Professional Liability Insurance & Kansas Health Care Stabilization Fund Audit; Final Notice; 04-41515
Dear Dr. Anne Scholl Moore:
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 1o
provide proof of your professional liability insurance and Kansas Health Care Stabilization Fund (“HCSF”} compliance for
your most recent renewal period (August 1, 2015 - July 31, 2020).

In ICansas, if you heve an Active license, you are required to meintain professional }ability insurance of not less than
$200,000 per clzim, and not less 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 lisbility coverage for health care
providers affected by the Fund law). Sze 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 fiability insurance; and (2) HCSF compliance for the period for which
you reiiewed 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 al{ proof via email to KSBHA _Licensing(@ks.gov.

If you are unable to provide a Cestificatc of Compliance from HCSF, please 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 coveragc 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
Email: hesf@ks.gov
Error! Hyperlink reference not valid.https:/hesf karsas.gov

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 to the Board,

Kansas State Board of Healing Arts
Attn: MD Audit
800 SW Jackson, Lower Leve] — Suite A




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

Sincerely,

Rebekoir Moon

Licensing Administrator

Kanses State Board of Healing Arts

800 SW Jackson, Lower Level - Suite A
Topeka, Kansas 66612

Board Membsrs:

Slevan J. Gould, DG, Prasident Jobkn F, Settich, Ph.O., Public Member, Yice Prasident Mark Balderston, DG
Cheney Alchison Shawnes
R. Jeny DeGrado, DG Rebin D. Durrett, PO Tom Eslep, MD
Wichite Grast Bend Wehha
Anne Hodgdon, Public Member Joel R. Hulchins, MD Glove Kelly, Publc Member
Lenexa Holton Newden
David Leha, DPM Douglas J. Mitfeld, MD Garotd O. Minns, MD
Dveriand Park Wichita Be Atm
Kimbery J. Temptaton, MD Reneld M. Vamar, DO
Leswoed Auguals

TTY (Heedng Impaired) 74 or 1.800.766.3777 voice/TTY - mell. KSBHA_heatingerts@is.gov
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Kansas HCSF Provider Comphance Information
ANNE S MOORE MD 116254

"HCSF Coverage” codes are as follows:
Froam T4-76 to 6-30-84 the Fund coverage was unlimited. Only the "U" code should appear for
compllance psriods that originated during thls pertod,
Erom 7-1-84 to 6-30-89 the Fund coversge was $3mitlion/$6mlillon. Only the "T" code should
appear for compliance pariods that originated during this perlod.
From 7-1-8% to current optionai Fund coverage limils wero available to health care providers. Code 8"
maans HCSF Coverage Limts of $800,000/$2.4million. Code 3" means HCSF coversge imits of
$300,000/$900,000. Code "1" means HCSF covarage limits of $100,000/$300,000.

— [ S e e et L O

R pPA e B AT Y

Effective Explration Coverage
Date Date Level Code Company Name

Bt LR A AT B L p s AN YT 1 I TN PUAIET ST L T o RS A LTI N LT P AL ST T NN .1 T S AT P T £ S T Y A 2 e WML L TS AR A

10/3/2018  7/1/2019 8 NATIONAL FIRE & MARINE INS CO.

PORTANT ‘C’,.ﬁi’f: | .
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RECEIVED |
By KSBHA at 3:52 pm, Feb 25, 2020

APPLICATION FOR CHANGE OF DESIGNATION/TYPE

Pleasc enter required information, sign and date on the boliom of page 2.
E-mail form with required documentation and credit card form8§o

KSBHA_Liccnsing@ks.goy
LicenseNo, 2 "41515 Medicine & Surgery [JChiropractic [JOsteopathic [JPodiatry
Current Type: [X]Active [CJFedcral Active [ Military ] Exempt [ Inactive
. Anne s Moore
Name: —— CONFIDENTIAL
Home Address:
Home Telephorie
Business Address:
. Street . . City State Zip
Business Telephone Number: i ) E-Malil Address:
Preferred Mailing Address: ~ {Z] Home [7] Business _
EFFECTIVE . 3 7/ / i 2.620 Theeffective date CANNOT be a retroactive date and must be a

— . . date in the future from the date the Board reccives your request.
1 request a license type change 1o:(check the license type below)

. Please select only ONE type.
£ Active: A license issued to a person engaged in the practice of medicine and surgery, osteopatblo medicine and
surgery, chiropractic or podiatry. Individuals must maintain and submit evidence of satisfaciory completion of a program of
cootinuing education and are required to have professional liability insurance in compliance with Kansas law. Each active
license may be rencwed annually.
1. List in chronological order all professlonal activitics since your license was last Active or initially issued if the license was never

Active (use additional %cs if‘newesag): ,
From:MO/YR To:MO omplete Address . - Position Held

2, If rendering any professional services in Xansas, you are required by law 1o maintaln professional liability insurance of not less
than $200,000 per ¢laim, $600,000 annual aggregate, and participate in the Kansas Health Care Stabilizatioo Fund (KHCSF). You
must provide proof that your professional Iizbility insurance Is in compliance. Proof of insurance may be a notice of coverage,
certificate of insurance or notification-of insurance binder from your agent. Non-residents must submit a copy of their non-resident
. certificate form. If you have any questions about participation with KHCSF call please (785) 291-3777. .
3. If your cootinuing education is oot curreot, proof of your continuing education hours must be included with your application,
You may verify your continuing education year by reviewing your wallet card or visiting our website www.ksbha.org,
4. Since the last renewal date of your Kansas license, have you:
Yes [INo »adan adverse judgmeot, award, or scttiement resulting from'a professional lisbility claim?
Yes [ JNo hada disciplinary action taken or initiated againsi you by a state licensing agency or surrendered or
consented to limitation of your license 10 practice in any state? : .
[]Yes [INo had any hospital privileges suspended?
[JYes, CINo beeo found guilty o pled no contest to a felony or Class A misdemcanor?
Attach documéntation and an explanation If ydur answer is “yes” to any of the above questions.

EXHIBIT

800 SW Jackson, Lower Level-Sulte A, TOPEKA XS 66612
Volce: 785-296-7413  Tall Free: 1-888-886-7205 Fax: 785-296-0852 Website: www.ksbha.org
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[0 Federal Active: A ticense issued to only a person who meets all the requirenents for a license to
practice the healing arts in Kansas and who practices that branch of the healing arts solely in the course of employment or active
duty in the United States government or any of its departments, bureaus or agencics or who, in addition to such emplayment or
assignment, provides professional scrvices as a charitable health care provider as defined under K.S.A. 75-6102. Continuing
education, expiration, and rencwal of a license shall be applicable to a federally active license. A person who practices under g
federally active licensc shall not be deemed to be rendering professional setvice as a health care provider in this state and is not
required to have policy of professional liability coverage in effect.

1. Location of Federal Employment:

Name of Employer Streen Ty ¥ State  Zip

2, If your continuing ediication is not current, proof of your continuing cducation hours must be included with your application,
You may verify your eontinuing education year by reviewing your wallet card or vislting our website www _ksbha.org.

3. List in chronological order ail professional activities since your license was last Active or initially issued if the liccnse was never

Actlve (use additional pages if necessary):
From:MOfYR To:MO/YR Complete Address Position Held

4, Since the last renewal date of your Kansas lieense, have you:

[ ves [JNo had an adverse judgment, award, or settlement resulting from a professiona] liabifity claim?
[0 Yes [JNo had adisciplinary action taken or inltiated against you by a state licensing agency or sutrendered or
consented to limitation of your license to practice in any state?
[OYes [ONo had any hospital privileges siispended?
OYes [ONo  béen found guilty orpled no contest to a felony or Class A misdemeanor?
¢h documentation and an explanation 1 your answer 15 “yes” to gny ol the aADOVC QUEStioDs.

3 Exem Pt A ticense issued to 2 person who is not regularly engaged in the practice of the healing arts or podiatry in
Kansas and who docs not hold oneself out to the public as being professionally engaged in such practicc. Each exempt license may be.
renewed annunlly. The holder of an exempt liccnse Is entitled to all the privileges of their branch of the healing arts and (1) may serve
8s a coroier or s 4 paid employee of a local health department as defined by K.S.A. 65-241; or (2) practlce as a charitable health care
provider for an Indigent health care clinic as defined by K.S.A. 75-6102, Additionally, the holder of an exempt license may perform
administrative functions. The holder of an exempt license shall not be required to submit cvidence of satisfactory completion of a
program of cantinuing education nor are they required to have basic coverage or self-insurance in effect.
1Lintend to engage in the following professional activities in Kansas:

3 Consultant [3 Charitable Health Carc Provider [ Administration
Treatment of Family and Friends with No Compensation L] Coroner/Deputy Coroner [ None
3 other:

O1 acknowledge by marking the check box, with an cxempt license X will not he a health care provider as defined by K.S.A,
40-3401, that T am not required to majntain professional liabitity insurance in accordance with K.S.A. 40-3401 and that
services I vender while a holder of an exempt licensc will not be insured or covered by the Health Care Stabilization Fund.

g Inactive: A license issucdtoa person who is not regularly engaged in the fnractioe of the healing arts in
Kansas and who does not hold oneself out to the public as being professionally engaged In such practice. An inactlve license

shal} not entitle the holder to practice the healing ans in this state. Each inactive license may be renewed annually. The holder
of an inactive license shall not be required 10 submit cvldence of satisfactory eompletion of a program of continuing education
and is not required to have hasic coverage or scif-insurance in effect solely because such person is no longer engaged in
sendering professlanal service as a health care provider.

Fees: Please complete the credit card authiorization form or make your eheek payable to Kansas State Board of Healing Arts,

Current Type of Actlive or Federal Active ehanging to any type: No Fec

Military ehanging to Active or Federal Active: $330

Military changing Lo Exempt or Inactive: $150

Excempt or Inactive changing to Exempt or Inactive: No Fee

Exempt or Inactive changing (o Active or Federal Active: 175 )
I certify under penalty of perjury under the laws of the State of Kansas that the informatlon provided on this form, inciuding
supporting documentation is truc and eorrect and that I am licensed to praetice in the State of Kansas.

Glhane dehats Nire 2-25- 20 20

Signature Date

(e

revised 3/6/19





