EFFECTIVE AS A FINAL ORDER

— FILED
DATE: .‘3[5! l?gz/a
MAR 11 2020

BEFORE THE BOARD OF HEALING ARTS
OF THE STATE OF KANSAS

i

Docket No. 20-HA ()(X > 1\ ﬁ

In the Matter of

Mark A. Osborne, M.D.
Kansas License No. 04-42054

-

SUMMARY ORDER

NOW ON THIS _\\*  day of Mgec\n 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 written 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 behaif of the Board:

Findings of Fact

1. Mark A. Osborne, M.D. (“Licensee”) was issued License No. 04-42054 to practice
medicine and surgery on April 24, 2019. Licensee’s license status is currently Exempt, having
changed his status on March 3, 2020.

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

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 September 26, 2018, Licensee applied for an Active license that was
issued on April 24, 2019. (Exhibit 1.)

b. Onorabout June 11,2019, Licensee renewed his license online as Active. Licensee’s
renewal application stated that “As a condition of providing professional services in

Kansas, whether or not physically located in Kansas, each person with an active

license must pay the annual surcharge to the Kansas Health Care Stabilization Fund

(KHCSF).” (emphasis in original). Licensee was asked “Have you paid the annual
surcharge to the KHCSF?” to which he answered “No.” (Exhibit 2.)

c. After renewing his 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
provide proof of compliance with the Kansas Health Care Stabilization Fund
(“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.)

e. On November 12, 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 5)

g. On or about March 3, 2020, Licensee submitted an Application for Change of

Designation/Type to the Board requesting that his license status be changed to
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Exempt status. On or about March 3, 2020, Licensee’s license status was changed to
Exempt, making him now compliant with the KHCSF. (Exhibit 6.)

h. Licensee was previously out of compliance with the KHCSF since his initial licensure
on or about April 24, 2019 until at least February 11, 2020, while holding an Active
license to practice medicine and surgery in Kansas.

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
liabifity insurance as required by K.8.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 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
I, 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
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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 1s 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). . .

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 not be 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 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
self-msurer, the premium surcharge shall be paid upon submitting documentation of
compliance with K.S.A. 40-3402, and amendments thereto.

8. Under K.8.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.
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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.S5.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.S.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 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 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 this \¥* day of MOscl 2020.

KANSAS STATE BOARD
OF HEALING ARTS

—

Tucker L. Poling
Interim Executive 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, e/ 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
P -
served this : 3! " day of ’:kt W 2020 by depositing the same in the United States Mail, first-

class, postage prepaid, and addressed to:

Mark A. Osborne, 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

[icensing 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.

‘ : [
C} e -~ L

Jemﬂiﬁr Cook, (Paralegal

Final Order
MARK A. OSBORNE, MD
KSBHA Docket No. 20-HA00078



EXHIBIT

A o marereomn e Uniform Application — Core Application

ETATE LICENSURE

Aoplicant: Foliow the instructions given [n the left sidebar of each pasge.
Send this application to the Kansas State Board of Healing Arts,

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

indicate your full legal
name and any other
names you have used in
the past. If your name has
changed at any time
during your life and you
are not using FCVS, you
must submit a copy of the
legal document (marriage
certificate, divorce
decree, etc.) supporting
your name change to the
Board.

Please complete alt flelds
and Indicate which
address you want to use
for pubtic access ang at
which address you want
o receive mailings from
the Board. State laws
vary on which address or
phone aumber is or is not
a matter of public record.
Additlonally, many state
boards pubiish the Public
Access address on their
web sltes. You may wish
to contact the
appropsiate state
licensing authority to
determine which
information will be a
matter of public record.

If you are not using FCVS,
yau must submit one of
the following to the
Board: certified birth
certificate, notarized
copy of your birth
certificate, original valid
passport, or notarized
capy of your current valid
passport. Please check
the state speclfic
instructions for more
informatien.

Be sure to list your name
at the top of each
foltowing page.

:s: r:ne: OSbO (NE. FRE@E“VED Suffix:

First name: M \ SEP 26 201!!
Middie name: A\‘el’\

Maiden name (if spplicable);

KSBHA

All other names usedfidentified as;

Degree Type BAM.D. (O D.O.

Practice Address

@.Public Access
[ Matflings for Medical Board

State/Province: pA

Zip code: Cnlrgylog

Practlice phone\g 10 110~ actice fax:
Altemate phone: Altemate fax:
Practice email:

Home Address CONFIDENTIAL

m Public Access
1 Matilings for Medical Board

Identliication
CONFIDENTIAL
Date of birtt nder:mh Birth city: (‘9 ﬂLEbB U RG R a\

Birth staterpmvmce :(%NLFTDENHAL Birth country: Uﬁﬁ*

Social Security number number“:lmmnﬁ&&mzen? K yes [1No

19 QIgNE) 110 diglts)

‘Your social security number Is required to [saRilale reporting to the federsl Heaheare Integrity & Frolection Date Bank {42 U.S.C
Sections 1320a-Te(b), 5 U.S.C. Srciion 5528, and 45 C.F.R, pt. 61) and (or accurate kientification under the federa! and state child suppart
erforcement law {42 U.S.C, Seclion 666 and applicable etale law), I may nlw be used Io: reporfing to the Naiiona! Prectitoner Data Bank
{42 U.S.C. Sedlion 11101 ond 45 C.F.R. pl G0) and for other Investigatives ment putpeses In compliance with slate iawe govesning
physician diseipling or 8s otherwlet 7oquired by etate of federat law.

*The Nstiona! Provider Kieniifier (NP)) is B Heolth Insurance Portabllity and Accountebilty Act (HPAA) Administretiva Simplification
e ems hitg goy/NationaiProvidepiQiand

Standard, For more infermation on the NP, visit

. Send this 1o Ihe Kansas State Board of Heating Arts. Inciude oli fees und requlied forms. Unianm Application for Physician State Licensure
© July 2014 Federation of Stato Medical Boznds Core Unliarm Application - Page 1 of @



Bhakta, Chandni [BOHA]

CONFIDENTIAL

From:

Sent: ruesaay, repruary <o, 2019 1115 PM
To: Bhakta, Chandni [BOHA]

Subject: Osborne

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
CONFIDENTIAL

DOr Mark Oshorne

Sent from my iPhone




Applicant Name:

List alt medical schools
you have attanded, even
those from which you did
not graduate, in
chronological order.
Please copy and attath
additional pages if
necessary.

If you are nat using FCYS,
you must complete the
Medical Education
Verification farm and
send it to all medical
schools you have
atterded. Inciude a copy
of your diptoma to which
the medical school must
attach their seal priof to
forwarding it to the
Board.

Additionally, the medical
school must provide the
Board with an official
copy of your transcripts.
If transcripts are not in
English, an originat,
certified, and official
English translatfon fs
required.

If you attended a Fifth
Pathway progrem and are
not using FCV5, you must
compleate the Fifth
Pathway Verifization
form and send it to your
medical schoot and to
the institution where vou
completed your
rotations. You nwsst
{nclude & copy of vour
diploma. The medical
School and institution
must forward 2l
documentation directy
to the Soard.

[§ ECEMG is applicable
gnd Wi are nok using
FCYS, contact ECFMG and
hava a certified status
report forwardad from
them to the Board. There
is & separate fee for this
report.

Medieal School

1,

MARK  OSRORNE IVVT) j k

[

t

- Prirze R
50M

Full Name of Medicai Schoo[:l‘)‘\! W Orl C}'H Cﬂ@: D

Street QQLL E Sj‘“‘

!

STREET &

!

City: P..\‘l- ‘ Cﬁ-(—: C\

Country: U Ljﬂ

Date degree conferredfissued {indicate if not applicable):

. »
étatelevince: J-:Ll-

Zip code: _@3’7

Ml

Attendance dates: fromo"ﬂ
. 4] (@

DS

141 Ol 198
yYY)

arl
: )]

(nin
Degree received (as stated on diploma): M D | :
’ ’ findicate if not pplicatie)
Full Name of Medical School: . I 1
1 : ]
Street | ' i I
: _
City: State/Province: __ Zip code:
TS
Country: Attendance dates; Fromil |l -
' {mmiywyy) {(mmlyyyy)
Date degree conferredfissued (indicate if not applicable). IE
. (r|rm!dd!mv)

Degree received {as stated on diploma):

f indicate If not
1

t

ECFMG

phce
1
HECEIVIED
| did not participate In a Fifth Pathway program. ' i i
1
Affitisted medical scheo! that awarded the Fifth Pathway Certfication : l ) NOV 2 6 2018
Full Name of Medical School. . KSRHA
1 ' l "
Street . bl
|
City: StatefProvince: I ' Zip code:
: 1
Country: Attendance dates:: From ‘ to
) { {mmiyyy) (mmsyyyy)
Date degree conferredfissued: Degree (as stated on diploma).
(mmiddiyvyy)
asoital er clinic in which you performed the required rotations
Institifion name: .
Rotation dates: From to I Certificate dat|e:
mmtyiyi) () ' (S yes)
1}
!
I t
[m/ i do not have an ECEMG certificate, '
)
Certificate number; Issue date: .
{mntdayerr)

Appicent; $end this fo the Kansas Slate Board of Healing Arts. Ingiude afl fees and required forms.
@ Juty 2014 Federation of State Medieal Boaxds
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Applicant Name:

MaRK _ OspoRNE M D)

[RECENVED

List all postgraduate
pregrams you have
attended, even those you
did not complete.

Please copy and attach
additional pages if
necessary.

If you are nat using FCVS,
yolr must complete the
Postgraduate Training
Verification form and
send it Yo ali
postgraduate tralning
programs you have
attended. You must
submit a copy of your
certificate of program
completion to the Board.
The postgraduate
program must forward all
documentation directly to
the Board.

Postgraduate Tralning

1.

Full Name of Haspital: 1 “QR\I‘) ME\')IQA

L.

NOV 2 6 2018
@ch(mx_)

Street _l-lso_ﬁl&m&hl STREET
d

Us

Statef/Province:

. Zip code;
m\Bmcﬁl ]

i
Counfry: DEpartmentISpec:!a'It)r. Il
Affiliated medical school name: ' ~
Attendance dates: From O g; %! Q‘,u’! ﬂl'ﬁv@Postgraduate year (e.g{1, ¥, 3, ete):
il Y.
H
] chief Resident I:]lntemsmpmesmency [ Residency |!| |, ] Transitional
[] Feltowship [ Junior Registrar O RsidencyIChie'f Residancy
[] Feliowship/Research ] Preliminary {1 senior Hnusé Cfficer ] Unknown
[ House Officer ] Registrar [ senior Regis (] Unspecified
mlntemship ] Research Oother__! | >|
e
Successfully completed? ﬁ\’es FINe ] In progress; expected comp etion in
(myyyy)

|

v

Full Name of Hospia__(JUKE LN\ VERAITY

HuMe

]

|

295 |

Street;
City: Du Qﬂm"\ State/Province: _" Nd Zp codepd 11O
Country: U. )! l DepartmentlSpemalty' | Q ﬂDI(’\L(\G\II

|
|
|
|
I
|
1

Affiliated medical school namr:
- ) ]
Aftendance dates: From 01 | é‘&;ko Olg_mtﬂastgraduate yearaig., 1@’1, elc.):
(myyyy) {mmiyyyy) ' i |
] chief Resident [CJ Internship/Residency Resldency,. [] Transitional
]
[J Fetowship [J Junior Registrar Residencyicme f Resmency
] Feliowship/Research [ Pretiminary J ] senlor Hou_gi ¢ ] Unknown
[J House Officer {71 Registrar [C] Senior Registra [ unspecified
J intemship ] Research 1 other: !I ,
[I .
Suctessfully completed? ﬁ Yas [_]No [J In progress; expected uu mpletion in
{mmbryyy)

Fuli Name of Hospital:

e Uy anRz,ml

lye

H

street_ | 3(,, Harr\von/
City: osSTOHN :

State/Province:

Country: U L)pi

Affiliated medical school name:

Deparntment/Specialty. j!
3

M

Zip code‘.oa ‘\ \
¥a MRLC

Attendance dates: From O ! éﬂ%ﬂp )

{mm

{] chief Resident

%Fellowship {1 dunior Registrar
FeliowshipfResearch  [_] Prefiminary

]
O

[:I House Officer
{1 intenship

Successfully completed?

Registrar
Research

Artligant: Sand this tn the Kancac State Board of Hezling Arts. Include alt fers and required forms.
& Juty 2014 Federation of S1ate Modicel Boards

E] Residenc

\qgﬁbostgraduate yeia:r(tis

[ internship/Residency [] Resldency,

yt

Chie

g. 1 Q@tc.):

(] Trensitiona!
f Residency

] senior Hmi:sie Officer [ Unknown

(1 senior Reg:strlar

[:] Oiher

D Unspeclfied

ves [ 1Mo [Jin progress; expegted (.1.

Unifarm A

TIE

lgtion in

{mmiyyyy)

j

i
|
T

!
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Uniform Application - Page 3 ot 8
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Applicant Name: _ “RRK ﬂ“ OSB{)RNE MD ﬁ—E@Eli\\V}E [LJ)

SEP 26 2018
List the information for Examination History
each licensure exam you A
"
gg:stt;:i':i’o‘::fmﬂés‘ Examination . Most recent date taken Pass d!FaiIedh‘J%Fmown Number of
LLMCC, NBME, etc.), (mmsyryy) Hitemmnts
If you are not using FCYS, FLEX Pre-1985 Oe Or Qw —_
you must fUﬂlﬂCl ithet FLEX Companent 1 e Oe Qw —
appropriate examination
entity and have them FLEX Component 2 D ] D (F) D (W) [
send a certified transcript
of your scores directly tg LMCC - Single Ow Oe Ow —_—
the Board. LMCC — Part | O O Duw
LMCC - Part i O® O Ow
NBME Part { Ow Orm Ow .
NBME Part |l Oe de DOy .
NBME Part 1l Oe O Ow
SPEX Oe OFr Ow
NBOME Part | e Oe Ouw
NBOME Part I e de Ow
NBOME Part Il Oe O Ovy
COMLEX-USA Level 1 Oe O Do
COMLEX-USA Leve! 2, CE O e Juw
COMLEX-USA Level 2, PE Ue O v
COMLEX-USA Leve! 3 Oe O Ow
COMVEX Oe O Ow
USMLE Step | Oe O Qv
USMLE Step Il, €5 Oe O ODuw
USMLE Step Ii, CK Oe Qe Qo
USMLE Step lil Oe O Ow
State Board Exam
State: Oe Qe Ou
State: Oe Or Qw
State: Oe O Qw
State: Oe O Ow
List alt state and State/Province Professionsl Licengure 6EE ﬂm \_‘ Sr
Canadian provinces where : ‘
zgg;:?:r"ﬁle‘{;'gfyot;pe 1. Practitioner license type: Full license [ ] Temporary [JTraining [] Limited
of h::e!mplc:;; related | [3 Doctor of Medicine L] Nurse Practitioner
at;ch édditionalogges if D Doctor of Osteopathic Medicine D Licensed Practical Nurse
necessary. ["Y Doctor of Denta! Surgery ] Registered Nurse
[0 Dactor of Dental Medicine [J Physician Assistant _
You must alse corpfplet.g ("] Doctor of Psychoiogy ] Emergency Medical Technician
f.gfni‘ i::g s:;r:d\;fr{o‘:it on 7] Dector of Padiatric Medicine [J Gther (please specify)
states in which you have [0 Doctor of Chiropractic
held any health care . , . .
license or certification. State/Province:__ Licensenumber:______ Issuedale:
:ofr:::;?tg]m:;g::‘l;;rg: License status: [:l Active E] Expired [:I In Good Standing
The verifying entity must [ nactive [ Limited [] Probationary
forward all licensure Ll Restricted  [] Retired [ Revoked [(1suspended
documentation to the
Board.
Anplicant: Send this fo the Kansas Slate Board of Healing Arts. Inchade all fees and required forms, Uniform Application for Physicien Stale Licensure

© July 2014 Federation of State Modical Boards Cate Unifarm Appilication - Page 4of 8



State Board

PA

uT

KY

TN

NC

VA

MA

MT

N

NE

AZ

CA

License #
MDO38402E
7014418-1205
01065661A
036120565
42387

43276

29017
0101243942
55845

58509
M-13667
MD-44305
TL3976
MD2017-0494
30118

53274

G153071

Mark A. Osborne MD
Licenses Held

9/2018
Date |ssued
06/10/1987
08/18/2008
07/25/2008
04/14/2008
07/20/2017
03/31/2008
07/1211982
06/25/2008
Unknown
06/19/2017
03/07/2017

04/25/2017

05/19/2017

06/01/2017

06/20/2017

12/20/2017

12/20/2017

SEP 26 2018

KSBHA

RECEINVED

Date of Expiration
12/31/2018.
Inactive
10/31/2019

07,/3‘.1 12020
02/28/2018
Inactive

Inactive

Inactive

Inactiive
03/31/2019
06/30/2020
09/01/2019
renewal in process

07/01/2021 .

10/01/201§ "‘QMA«.D W Poreqs

09/19/2019

09/30/2019



MARK  0sBaRug  MN

Applicant Name;
- e )
Please copy and attach 2. Practttioner license type: Full ficanse Tempora Trai ,ﬂ E?tﬁ_fa—drm D
additional pages if P . ’ L porary [ " ?3 2 =) ﬂlﬁl
necessary. [ ] Doctor of Medicine (] Nurse Practitioner
[ Licensed Practical Nurse

[[] Doctor of Osteopathic Medicine
{1 Docter of Dentat Surgery
[ Docter of Dental Medicine

[7] Doctor of Osteopathic Medicine
[1 Doctor of Dentel Surgery

[[] Dactor of Dental Medicine

[ Doctor of Psychalogy

[[] poctor of Medicine

B Doctor of Osteopathic Medicine
Doctor of Dantal Surgery

[] Docter of Dentat Medicine

Applicant: Send this to the Kansas State Board of Healing Arts, Inciude all fees and required forms.
© July 2014 Federalion of State Medical Boands

SEP 2 6 2018
{(J Registered Nurse
[] Physician Assistant

[1 Doctor of Psychology [ Emergency Medical Tedhnician ~ KSBHA
[71 Doctor of Padiatric Medicine [] other (please specify) _
[ Doctor of Chiropractic
State/Province: License number; Issue date;
License status:  [] Active [ Expirec [ in Good Standing
[ Inactive ] Limited [ Prabationary
[JRestiicted ] Retired ] Revoked [ suspended
a. Practtioner license type: [[J Fulllicense []Temporary [JTraining [ Limited
D Doctlor of Medicine [ Nurse Practtioner

[ Licensed Practical Nurse

[0 Registered Nurse

[ 1 Physician Asslstant

[[] Emergency Medical Technician

] Docter of Podialic Medicine [] other (please specify)
) boctor of Chiropractic
State/Pravince; License number; Issuie date:
License status: [ ] Active [ 1 Expired [[11n Good Standing
[] inactive ] Limited ] Probationary
[JRestricted [ ] Retired [ Revoked [ suspended
4, Practitioner license type: [ Fulllicense [ Temporary []Training  [] Limited
[ Dactor of Medicine ] Nurse Practitioner
[7] Dactor of Osteopathic Medicine [ licensed Practical Nurse
(] Doctor of Dental Surgery [[] Registered Nurse
[_] Doctar of Dental Medicine [ Physician Assistant
[] Doctar of Psychalogy [] Emergency Medical Technician
] Doctor of Podiatric Medicine [ other ({please specify)
[:] Doctor of Chirapractic
State/Province: License number: Issue date:
License status: [ ] Active ] Expired [ ] in Good Standing
D Inective E] Limited B Praobationary
O Restricted "] Retired Revoked ] suspended
5, Practiioner licensa type: ] Full icense [ Temporary [JTraining  [] Limited

(3 Nurse Practitioner

] Licensed Practical Nurse
'] Registered Nurse

] Physician Assistant

[[1Doctor of Psychotogy 7] Emergency Medical Technician
0 Doctor of Podiatric Medicine [] other (please specify)
[ Doctor of Chiropractic
State/Province; License number: Issue date:
License status; Active ] Expired []In Good Standing
Inactive [} Limiteg [] prabationary
[]Resticted  [] Retired [] Revoked [] suspended

Uniform Application for Physicirn State Licensure
Care Untfamm Application - Page Sof 8



Applicant Name:

MARK  OsBoRNE WM

List ALL activities
{medical, non-medical,
and postgraduate
tralning) in chronological
arder beglnning with
medlcal sthool graduation
to the PRESENT date,
indicating month and
year.

*Also list your permanent
or home address for each
non-warking time.

1f you worked for a
physician-staffing group
or did locum tenens, you
must List all facilities
where you worked and
include complete dates
and addresses.

DO NOT SUBSTITUTE ANY
OTHER RESUME FOR THIS
SECTIDN,

Copy and attach
additional pages as
necessary.

* ** Clinical indicates the
percentage of time spent
with patlents.

*+* Administrative
indicates the percentage
of time spent on
administrative tasks like
paperwark, etc.

Chronology of Activities
1, Staidate: 0'1[ 1481 &nddate: L

immiyyyy) (mmiyyyy)
Type of Activity: 3 Health actvity (non-working §me due to health reasons)
[ Military service ostgraduate trainingfeducation

[] Segking employment [ Vacation L waork

Practice/Employment Name pr Description of non-waorkiag time*:

CMARN.S MeDieal  Se ool
Street: _,E 8] AN STRQ_?I"
Clty: tﬁf N PRQ—N,C_L&C.D__ StalefProvince:J‘ﬂ-__ Zip code: SE:LU:]

Country: \) SH Position: ,! NTER N.S&I‘p
Department: _BBLDJQLD C-.a\} Ginical*: | &% Agministrative*~ X8R

[ §mployment [ staff Privileges L] Affitiation
Iher (describe your relationship with this institution): __'J_:_NIERNSHFP

2. Startdate: ! l | Sz; End date:

(mnvyyyy) {m }

Type of Activity: [ Health activity (non-working’ time due %@E{LWED
[ miiitary service Postgrad j i
[ Seeking employment [ Vacation (] \Bgt 28 2018

Practice/Employment Name or Description of non.working time*:

RSBt
Street UMQ, <245} .
City: DU REAM StatefProvince: Zip code: D) 11} §)
Country: USA Position:

Department: “RI Clinicat**: |Ob°o Administfative**

(J,Employment [ StaF Privileges O Affliation :
lthher (describe your refationship with this institution): 3551 DENG S.‘

3. Startdate: __ O 1 lquP End date: __Olp |QS ]
(mmyyyy) {mimiyyyy}

Type of Activity: [ Health activity (non-wom&r;?ﬁme due to health reasons)
[ military service Postgraduate training/education
[ Seeking employment ] Vacation ] Work

Practlice/Employment Name or Description of non-working time*:

TOFTS. UniveRSIT

GCity: __OSTDN State/Province: Zip code: © Qb \

Country: Positian: NSH\'p

Department: MRI Clinical*™ % Administrative***: %

[ Employment [ Staff Privieges ] Afﬁliati}r _P
iSIOther {describe your relaliqg;hip with this instifution): ,-FE-LBHS}!L

Apslicani: Send this (5 the Kansas State Board af Healing Arts. Include ¢l feos ond required fonms. Unlform Appllcation for Physician Slate Lisensure
- @ July 2014 Fedaratian of Stalo Medical Board GCare Unormn Appiication - Pago 8 of 8




Applicant Name:

MARK  OsRafNE MDD

Copy and attach
additional pages as
necessary.

4. Start date: O'l\_ AR End da:e:M

(mmiyyyy; {mrmiyyyy)
Type of Activity: [3 Health activity {(non-working time due to health reasons)
[ Mititary service 1 Postgraduate trainfngfeducation
[ seeking employment [ Vacation Work

Praclice/Employment Name or Description of nan-wci'king time*:

MED WP NG .

DeFartment:___ Clinicai= 1O ¥e Administrative*™: ___ %

Employment [ staff Privileges - O Amilietion

O other (describe your relationship with this institution):

5. Start date: End date:
{mmiyyyy) (mméyyyy)
pe of Activity: (] Health activity {non-working time due ta health reasons)
{1 Military servica [ Postgraduate training/education

(] Seeking employment [ Vacation I work
oyment Name ot Descripfion of non-working ime™: "E_\E%““::::r—-

P
RECERED

Street \ DL o ]

City: \ State/Pravince: | UCLZ!‘g goo?eﬂ 18

Country: \ Position; RSB

Repartment: ‘ Clinical™: —— ini ettt

] Employment

[ Affiliation

6. Start date:

Type of Activity:

O3 wititary service e

[ Seeking employment  [J Vacatign

Practice/Employment Name or Description of non-working time*:

tgraduate training/e ducation
3 work

Street:

City: State/Province: \Qende;
Country: Posifion:

Department: Clinieai*™ % Administral
7 Employment [ staff Prvileges ] Affiliation

] Other (describe your relationship with this institution):

Please copy and attach additicne! pages as necessary.

Apdlican): Send this to the Kansas State Board of Heallng Ars. Include all fees and required foms.
& July 2014 Federation of Stale Medica) Boards

Unfform Application for Physlcian State Ucensuro
Core Unifarm Application - Page 7 of 8



Applicant Name:

MARK  OsporNE M) :

You must complate this
section to report alt
claims ar suits for
medical malpractice
made against you. A
ctafm is any formal or
informal demand for
payment to any persan
or organization.

* If private compromise
or settled before
initiation of civil acticn,
state on this line.

All flelds are required to
be answered. Please
have your {aformation
avaiiable before starting
this section.

Please copy and attach
additional pages if
necessary.

Avglicarl, Send hls lo the Kansas State Board of Healing Arts, Inciude all fees and required forms,
lon of State Medical Boards

© Juty 2014 Fed

Malpracttce Liability Clalms Information

 {RECEIED)

I have nct had any malpractice clal suits made
O ne A S o S e A SEP 26 2018
1. Name of patient invoived: _ .
KSBHA !
in which state, territory, or province did the action take place? LQL d
Which court*?

qu

Manth and year of lawsuit. _( g

4 19g9.

Case number {if applicable)

Manth and year of event precipitating claim:

Current claim status; Closed (settled) [3 Disriissed (no money paid out)
[3 Open (pending) [ Other:
CONFIDENTI CONFIDENTIAL
Amount of judgment or settiement § AL . Amaunt paig on your behalf: §
What ishwas your status? [} Peimary Defendant Co-Defendant
Other (specify): .
Insurance camier at the time: T MD

Please provide specifics in reference to the adverse event, including the allegations and your rale
in the event, in the space below. Use another sheet of paper or the back of this form if necessary.

CONFIDENTIAL
u A Form ¥1; Licensure venncaton Form

O All state-specific forms Included with this core application

If you are using FCVS for credentials verification, you do not have to complete forms 2, 3, and 4,

I orm #2; Medical School Verifi

0O UA Form #3: Postqraduate Teaining Verification

1  uaForm#a; Fifth Pathway Verification (if applicabla)
Revlew & Submit

.

Please review all of your entries prior to submission. Be sure 10 include all forms, fees, and state addenda.
You are strongly advised to keep a copy for your records.

Uniform Apgptication for Physician Stele Licensure
Core Uniform Application - Page 8 ¢! 8




nagk  Osaagne MDD RECEIVED:

Applicant Name:
You must complete this | Malpractice Liability Clalms Information X&.‘l SEP 26 2018
section to report all
ctaims or sults for , . . \
medical malpractice (] | have not had any malpractica claime ar e SR CENTIA KSBHA
made against you. A
clafm [s any formal or it i .
informal demand for 1. Name of patient involved:; _ .
nt to any person . . ) .
ﬁ?;m,zam",{ in which state, territory, or pravince did the action take place? P A—
* If private compromise Which caurt*? _LE&\QH (‘ OUNT\J
o settled before L. ‘ '
Initiation of civit action, Case number {if applicable) Month and year of lawsuit; \Q 2 605
state on this line. 4
Al felds are required to Month and year of event preapnahngmm: 19 l.be o 1 ﬂb\‘l OT‘i
e orome | ! _
havin;‘:g im:ﬁ;in Current cleim status: 0 Closed (settled) Disml;% {no money paid aut)
avaftable before starti Open (pendin Other;
this sectton. © e CONFIDEN 9) CONFIDEN
of TIAL TIAL
Please copy and attach Amount of judgment or settlement: $ Amount ? on your behalf: §
:gg:'gml pages If What Ishwas your status? [ Primary Defendant Co-Defandant
ry. N
[ other (specify):
Insurance carrier at the time:
Please provide specifics in reference to the adverse event, including the allegations and your rale
in the event, in the space below. Use another sheet of paper or the back of this form if necessary.
CONFIDENTIAL
Complete the forms on the following pages as instructed.
] UA Affidavit and Authorization for Release of Information
D UA Form #1: Licensure Verification Form
0 Ali state-specific forms included with this core application
If you are using FCVS for credentials verification, yair do not have to complete forms 2, 3, and 4.
[0  UaForm#2 Medcal Schaol Verification
[ UA Form #3; Postaraduate Training Verification
O UA Form #4; Fifth Pathway Verification (if applicable)
lew & Submit
Please review all of your entries prior to submission. Be sure to include alt forms, fees, and state addznda.
You are strangly advised to keep a copy for your records.
Apdlicar; Send this 1o the Kantas State Board of Healing Arts. Inciude all fees snd required foems. Ut jon for Physician State Licensure

© Juty 2014 Federation of State Medica! Boards

Core Unfform Agplication - Page 8 of B



Appitcant Name:

You must complete this
section to report all
claims or sits for
medical malpractice
made against you. A
claim is any formal or
informal demand for
payment to any person
or organization.

* If private compramise
or settled before
inltiation of civil action,
state on this line.

All fietds are required to
be answered. Please
have your information
available before starting
this section,

Please copy and attach
additional pages if
necessary.

Acplicant: Send this to the Kansas Statc Board of Healing Arts. Include all fees and required [orms,
© July 2014 Feceration of Stete Medica! Boards

MaRrK  fsearne  MpD RECENES)

U~ anr71
alpractice lity Ciaims Information )& 3 SEP 26 2018
O thave nat had any matpractice claims or suits made against me.
y mae CONFIDENTIAL KSBHA
1 Name of patient involved:

Ty
in which state, tenmitory, or province did the action take place? PQ
Which count*? [ PA

Y
Month and year of lawsuit Lg \389

Case number (if applicable)

Month and year of event precipitating claim:

,b( A B T
Dismissed {no money paid out)

Current claim status: Closed (settied)
eh (pendi Other: —~
Open (pending) u CONFIDEN
Amount of judgment or setfement: $ Amount paig on your behalk $_ TIAL
Whatisfwas your status? [3 Primary Defendant Co-Defendant
[J other (specify):

Insurance camier at the fime:

Please provide specifics in reference to the adverse ent, mcludmg lhe aﬂegatons and your role

in tho suant intha ennan halas | lne oo il o _¢ P

co‘N'F‘lfJE‘ A

Complete the forms on the following pages as instmc’ted.

0 UA Affidavit and Authorization for Release of Information
1 uAForm #1: ticensure Verification Form

0 Al state-specific forms included with this core application

i you are using FCVS for credentials verification, you da not have to complete forms 2, 3, and 4.

D UA Form #2: Medical School Verification
0 UA Form #3: Pestaraduate Training Verification
[0  UAForm#4: Fifth Pethway Verification (if epplicable)

Reoview & Submit

Please review all of your entries prior to submission. Be sure 1o Include all forms, fees, and state addenda.
You are strongly advised to keep a copy for your records.

Uniform Appiication for Physician State Licensure
Core Uniform Apg¥icetion - Page 8 of 8



Applicant Name: _Mi&n_ﬂﬂ[—l

M0

e o e A2
| IR =T [k (YT —
U UtSW =t vy &=
You must complete this ice Liabllity Clalms In n L‘
e crpets X SEP 2.6 201
claims or suits for . .
medical malpractice O [ have rot had any malpractice claims or suits made aaainst me.
made against you. A CONFIDENTIAL KSBHA

claim Is any format or
informal demand for

payment m any person
or organization.

® If private compramise
or settled before
initiation of civil action,
state on this line.

Alt fields are required to
be answered. Please
have your inforenation
available before starting
this section.

Please copy and attach
additional pages if
necessary.

Appiicant; Send this to the Kansas State Board of Healing Afts. Inciude all fees and required forms,
©.July 2014 Federation of State Medca) Boartls

1. Name of patient Invalvad: _

In which state, temitory, or province did the action take place?

PA
LEtHGH QnuM'N pﬂb

Mon(\ and year of lawsurt_ﬂ_ 3&,
Q6 ]

Dismm&i'} (I’llé% paid out)

Which court'?

Case nu mber (if applicable)

Month and year of event precipitating claim:

Current claim status: ] Closed (settied)
] Open {pending) Other: e
CONFIDEN
Amount of judgment or settlement $ Amount paid pn your behalt: §_ TIAL
What is/was your status? {3 Primary Defendant Co-Defendant
3 Other (specify):

Insurance carrier at the time;

Please provide specifics in refererice to the adverse event, including the allegations and your role

in tha auent in the anors holaw [leo anatharehont af nanar ardha haal o8 i Fame 3 wnnnmno— .

CONEISERTIAL

Complate the forms on the foliowing pages as instructed.

(0  UAAffidavit and Authorization for Release of Informatipn
[0  UAFom #1; Licensure Verification Form

O Al state-specific forms included with this core application
It you are using FCVS for credentials verification, you do not have to complete farms 2, 3, and 4.

]:] UA Form #2: Medical Schog! Verification ’
| UA Form #3: Postqraduate Training Verification
|8 UA Form #4: Fifth Pathway Verification (if applicable)

Review & Submit

Please review all of your enfries prior to submission. Be sure to include afl forms, fees, and state addenda.
You are strangly advised to keep a copy for your records.

Uriform Application for Physician State Licensure
Core Undfarm Application - Page B ol 8



Applicant Name: MKNE M‘D

You must complete this
section to report all
claims or suits for
medical malpractice
made against you. A
ctatm is any formal or
informal demand for
payment to any person
or organization.

“If private compromise
or settled before
initiation of civil action,
state on this line.

All fields are required to
be answered. Please
have your information
available before starting
this section.

Please copy and attach
additjcnal pages if
necessary.

Appticart: Send this lo the Kansas State Beard of Healing Arts. mciude all fees and required forme.
© July 2014 Federation of Siate Medicat Boords

RECEIVED)

SEP 26 2018

Malpractice Liability Ciaims Information

| have not had tice claims or suits made against me.
[:I no any malprachic ims CONFIDENTI?A”E me

1. Name of patient involved: ___ KEAHA

in which state, temitory, or province did the action take ﬁ!ace?

which cout? [ EWMGH Cag nry
Month and year of lavsuit \D 3! n

Case number (if applicable)

Month and year of event precipitating claim: ML&N&) \ \ -

Current claim status: {1 Ciosed (settled) Drsrrusse (no money paid out)
{1 Open {pending) {] other: CONFID =
ENTIAL
Amaount of judgment or settiement. § Amount ;:? on your behalf: §
What is/was your status? L3 Primary Defendant Co-Defendant
[0 Other (specify):

Insurance carrier at the tme:

Please provide specifics in reference to the adverse event, including the allegations and your role

in the event, in the space below. Use another sheet of paper or the back of this form if necessarv.
CONFIDENTIAL

Complete the forms on the following pages as instructed.

M UA Affidavit and Authorizati g of In o
(] UAForm#): Licensure Verification Form
O All state-specific forms included with this core application

If you are using FCVS for credentials verification, you do not have te complete forms 2, 3, and 4.

O UA Form #2; Medical Schpol Verification

O UA Form #3: Postqraduate Training Verification
[0  UAFqrm#4; Fifth Pathway Verification (if applicable)
Review & Submit

Please review all of your entries prior to submission. Be sure to include all forms, fees, and state eddenda.
You are strongly advised to keep a copy for your records.

Uniform Appiication for Physiclan State Licensure
Care Uniform Applicetion - Page B of 8




KSBOHA Online Renewal Application

Date Crezted:

Name;

License Information

Tucsday, June 11, 2019

Mark Allen Osbome

License Number: 04-42054
License Type: Medical Doctor (MD)
Status Before Renewal: Aclive
Stetus After Renewal: Adive
Status Change Date:
NFIDENTI

Birih Date: co AEE
Gender: M
Citizenship Status: U.S, Ciuzen
Edhmicity:
Address Information:
Use Primary Business Address for mailing: N

Residence : CONFIDENTIAL

Linc 1:

Line2:

City, State, Zip

Country:*

Phone:

Email*

Primary Business Address:

Line 1: 1255 § Cedar Crest Blvd

Linc2: Ste 2500

City, State, Zip Allentown, PA 18103

Country:* United States

Phone: 6107701606

Email* maoshamemd@gmail.com

Insurance Information:

! Medical Mulual Insurance of North Carolina Add
Policy Number: PG120369 Malpreciice Insurance
Insurance Issuc Date: 17172019
Insurance Exp Date: 17172020
Exempt - Professional Activities
Professional activity Description
I Flf ]

EXHIBIT




Applicant Questions

Retirement

lanning to tetire within 5 years?

N

N

Dispense Pharmaceuticals

N

Malpractice Screening Panel

[ arn willing to serve on a Screening Pane]l

N

Nao Practice Address

i certify that [ do NOT practice in Xansas:

Y

Expert Witness

I am willing to serve as an expert for the Board

IN

Supervise Non-Licensed Rad Techs

1 supervise non-licensed rad techsll certify that they are trained on the equipment|] certify that they haveAwill obtain continuing ed

[N

N N

Board Certifications

Certifying Board Other Board

ABR-American Board of Radiology

Kansas Hospital Privileges

[HospitahSugery Ceate]Other Hospital

DEA Number

Identify all other authorities that have ever licensed you to practice.

Other State Licenses Ever Held
Other State;Date Issued
AZ Dec 20 2017 12:00AM
ICA Dec 72017 12:00AM
1D Mar 7 2017 12:00AM
1L Apr 14 2008 12:00AM
N Jul 25 2008 12:00AM
1A Dec 22 2008 12:00AM
[A Apr 25 2017 12:00AM
KY Dec23 2008 12:00AM
MT Jun 25 2017 12:00AM
MT Oct 27 2001 12:00AM
NE Jun 20 2007 12:00AM
NM Jun 1 2017 12:00AM
INC Jul 12 1982 12:00AM
NC May 4 1985 12:00AM
PA Jun 10 1987 12:00AM
TN Mar 31 2008 12:00AM
UT Aug 18 2008 12:00AM
VA Jun 25 2008 12:00AM
WY Jul 14 2017 12:00AM
Wy May 19 2017 12:00AM
MA May 28 1986 12:00AM
SC Dec 31 2018 12,00AM '




National Provider Identifier
NPT Number|l do not currently have a WP #;

1922062926

Language
English|{Spanish] ASL {American Sign Language)|Other Langmmg&s|
Y N N

Disaster Relicf
Please do not inchide me in the registry| Within My County|Within 75 Miles[Anywhere in Kansas|Qutside the State of Kansas|
N N Y N |y |




CE Year
Education Year]
2020

Question Responses

Continving Education Questions

If you answered "Yes' 10 the above question, enter the Certification\Accreditation number here. Tf your office 15 not accredited or if you
answered “No" above, enter "NA".

Y
Does your “Education Year” listed above indicate that you do not kave continuing education hours due at this time?
Do you have at least 50 tetal hours of cantinuing education with a minimum of 20 Category 1 & a maximum of 30 Category 11 from 01-01- N
2018 through 06-30-2019?
Do you have at least 100 total hours of continuing education with a minimum of 40 Category 1 & a maximum of 60 Category 1T from 01-01- N
2017 through 06-30-20197
Do you have at least 150 total hours of continuing education with a minimum of 60 Category | & a maximum of 90 Category 11 from 01-01- N
2016 through 06-30-20197
Continuing Education Audit Question
The Board will venify compliance with continuing education requirements in an undetermined percentage of renewal applications. This Y
verification will involve an audit of records maintained by the licensee, You must mainlain your continuing education records for a three year
period in a manner that allows them 1o be readily produced. Do you understand the audit process?
Gratuitous Professionzl Services
Have you entered into an agreement with the Kansas Secretary of Health and Environment to gratuitously provide professional servicesto [N
medically indigent persons or to conduct a children's immunization program administered by the Kansas Secretary of Health and
Envirgnment? ’
Have you gratuitously provided any professional services at a local health department or indigent healtheare clinic to a medically indigent N
person or a person receiving medical assistance from the programs operated by the departinent of health and environment?
IFyou answered in the affimative to either of the preceding questions, how marny hours of gratuitous services 10 medically indigent persons
have you provided within the preceding licensure period? if you answered "No" above, enter "NA",
How tnany hours of continuing education credit (by the performance of twe hours of gratuitous professicnal services to medically indigent
persons per hour claimed), up to & maximum cf twenty (20) hours of continuing education credit, are you claiming for this licensure period? If [na
you answered "No™ above, enter "NA". .
[KHCSF Compliance
A a condition of providing professional services in Kansas, whether or not physically located in Kangas, each person with an active license N
rmust pay the annual surcharge to the Kansas Health Care Stabilization Fund (KHCSF),
Have you paid the annual surcharge to the KHCSF?
KTRACS
N
Are you enrolled in the Prescription Drug Monitoring Program (K-TRACS)? (sec www . kansas. gov/pharmacy)
[ know what K-TRACS is, N
[ am unsure of how to enrcll in K-TRACS. Y
K-TRACS is clinically useful for me. N
IK-TRACS 1s cumbersome to use. N
| prescribe/dispense controlled substances. N
(Qrifice Based Surgery
lIn Kangas, have you since your lag! renewal, performed procedures in your office thal require sedation, including IV sedation of any kind:
inhaled agents; parenteral, regicnal, spinal, epidural or general anesthesta. ("Office” asused here does not include a hospital based practice.
Also excluded are minor procedures that can be performed safely and comfortably with any one or combination of the following: a low dose
loral sedative that does not affect the patient's level of consciousness; Incal; topical; or no anesthesia.)
Office Based Surgery Practice Location: NA
If you answered "Yes' to the ahove question, enter the location here or if you answered "No" above enter "NA".
Accrediting Entity Name;
If you answered "Yes"' to the above question, enter the enity name here. [f your office is not accredited or if you answered "No" above,
enter "NA". Appropriate names are as follows:
= Accreditation Association for Ambulatory Health Care, Inc. A
* American Association for Accreditation of Ambulatory Surgery Facilities, Tnc.
¢ [Institute for Medical Quality
¢ Joint Commission en Accredilation of Healthcare Organizations
+ NA
Certificatiom\Accreditation Number:
NA




Aftestation Questions

participated in a pragram for impaired providers?

1A, In the past 12 months have you been and/or continued to be a defendant or has any judgraent, award or scttiement been paid on your N
behalf as a result of a professional lability elaim/awsuit?

B. In the past 12 months have you been arrested, charged with or eonvieted of any felony, misdemeanor or the military equivalent? This N
inchudes a diversion or plea to a felony, misdemncanor or the military equivalent.

C. In the past 12 months has any disciplinary action been initiated or taken against you by any stste or govemnment agency, or have you been
denied @ license, had any adverse action taken on your license, surrendered or consented to limitation of your license 1o practice in any state [N

or country?

D.In the past |2 maonths have any privileges related to your profession as a health carc provider been suspended, restricted, limited or CON
voluntarily surrendered or has any peer review or professional association initiated or taken any action against you? EIIPI/E
E. In the past 12 months have you suffered from any impairment which might affect your ability to safely practice, been referred to and/or L

F. In the past 12 months have you been the subject of any investigation, including in Kansas, regarding allegations, complaints, or charges by
any siate licensing agency or olher govemument agenicy?

Voluntary Supplemental Public Statement

Pursuant to i.S.A. 65-28, 131, on and after July 1, 2010, the board shall make available on a scarchable website which shal) be accessible
by the public, the following information regarding licensees:
(1) The licensec’s full name, business address, telephone number, Jicense number, type, status and expiration date;
(2) the licensee's practice specialty, if any, znd board certifications, if any;
(3) any public disciplinary action taken against the licenser by the board or by the licensing agency of any state or other country in which the
licensee is currently Jicensed or has been licensed in the past;
{4) any involuniary limitation, denial, revocalion or suspension of the licensee's staff membership or clinical privileges atany hospital or other
health care tacility, and the name of the hospitat or facility, the date the action was taken, 2 description of the action, including any tenns and
conditions of the action and whether the licensee has fulfilled the conditions of the action;
(5) any involuntary surrender of the licensee's drug enforcemnent administration registration; and;
(6) any final criminal conviction or plea arangement resulting from the commission or alleged commission of a felony in any state or country,
‘| At the time of licensure ar renewal, a licensee may add a statement to such licensce's profilc as it appears on the websiie ereated herein. Such
ﬁatcmcm may provide further explanation of any disciplinary information contained in your profile.

his statement must be received by the Board within 30 days after your license cancellation date.

Do you wish to add a statement to further explain any disclplinary informetion in your public profite?

Renewer

Please Enter the Full Namc of person completing this renewal,

Mark A Osbome MD

Attestation

Pursuantto K.S.A. 65-28,131, information provided herein may be deemed public and posted on our Website. Failure to fumish the Board any information legatly

requested by the Board roay be deemed unprofessional conduct and may be the basis for disciplinary action.

Pursuantto K.S.A. 65-28,126, Licensees are required to notify the Kansas State Board of Healing Arts in wniling within 30 days of any changes in the licensee's
mailing and practice adresses. I certify, under penalty of perjury, that by clicking the “Pay Fees" button I am the person named in this request or have been authorized
by that persen, and the informaticn | have provided is true, correct and complete to the best of my knowledge. I understand that Kansas Statutes allow the State
Board of Healing Arts to revoke, suspend or limit a license, or eensurc the licensee, or impose a fine in an amount up to $5,000 for any act of fraud or

mistepresentation in applying for renewal of a license.



phone: 785-296-7413
fax: 785-368-7102
Email: KSBHA_healingarts@ks.gov

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

Topeka, KS 66612 State Board of Healing Arts www ksbha.org
Kathleen Selzler Lippert, Executive Director - Laura Kelly, Govemor
September 16, 2019
1424842
Mark Allen Qshorne MDD
CONFIDENTIAL

RE: Professional Liability Insurance & Kansas Health Care Stabilization Fund Audit; 04-42054
Dear Dr. dsbome:

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

In Kansas, if you have an Active license, you are required to maintain professional liability insurance of
not tess 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)-(h); 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 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, 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 te or compliance with the KHCSF, you can contact the
KHSCF by mail, telephone, or email at the following:

BOARO MEMBERS: STEVEN J. GDULD, PRESIDENT, CHENEY  JOHN F, SETTICH, PH.0., FUBLIC MEMBER, VICE PRESIDENT, ATCHISON  MARX BALDERSTON, DC, SHAWNEE
R JERRY DEGRADO, DC, WICHITA  RDBIND. DURRETT, DO, GREAT BENP  THOMAS ESTEPR, MD, WACHITA  ANNE HDDGDON, PUBUC MEMBER, LENEXA
~DEL R HUTCHINS, MD, HOLTON  STEVE KELLY, PUBLIC MEMBER, NEWTON  DAVIO LAHA, DPM, OVERLAND PARK  DOUGLAS J. MILFELD, MD, WICH TA
GaroLD 0. MINNS, MD, BELATRE  KIMBERLY J, TEMPLETON, MD, LEAWOOD  RONALD M. VARNER, DO, EL DORADG
EXHIBIT

NG

TTY (HEARING IMPAIRED) 711 OR 1.800 786.3777 VOICE/TTY  E-MAIL: KSBHA_HEALINGART SEKS.GOV




Kansas Health Care Stabilization Fund
300 SW 8t Ave, 2" FL
Topeka, KS 66603
(785) 291-3777
www.hcsf.org

All the KHCSF's forms are available at: htips://hesf kansas. gov/forms/

1f 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 professmnal 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,

Rbb@kﬂ%/ Mo-ow

Licensing Administrator

Kansas State Board of Healing Arts

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

Boarn MEMBERS: STEVEN J. GDULD, PRESIDENT, CHENEY  JOHN F. SETTICH, PH.D., PUBLIC MEMBER, VICE PRESIDENT, ATCHISON  MARK BALDERSTON, DC, SHAWNEE
/. JERRY DEGRADD, DC. YWICHITA  RDBIND. DURRETT, DD, GREAT BEND  THOMAS ESTEP, MD, WICHITA  ANNE HODGDON, PUBLIC MEMBER, LENEXA
JEL R, HUTCHING, MD, HoLTeN  STEVE KELLY, PUBYG MEMBER NEWTON  DAVID LAMA, DPM, OVERLAND PARK  DCUGLAS J. MILFELD, MD, WICHITA
GARRLD 0. MidNg, MO, BEL AJRE  KIMBERLY J TEMPLETON, MD, LEAWOOD  RpNatD M. VARNER, DO, EL DORADO

TTY (HERRING IMPAIRED) 711 DR 1.800.766. 3777 VOICE/TTY  E-MAIL KSBHA_HEALMCARTE@KS.GOV



PHONE: 785-296-7413
FAX: 785-296-0852
KSBHA _Licensing@ks.gov

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

Topeka, KS 66612 State Board of Healing Aris www.ksbha.org
Tucker Poling, Interim Executive Laura Kelly, Governor
Director

October 18, 2019

Final Notice

1424842

Mark Allen Osborne. MD
CONFIDENTIAL

RE: Professional Liability Insurance & Kansas Health Carc Stabilization Fund Aundit; Final Notice; 04-42054
Dear Dr. Mark Allen Osborne:
This lctter 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 renewel period (August 1, 2019 - July 31, 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 less than $600,000 annual aggregate for ali 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).

Piease provide proof of your: (1) professional Liability insurance; and (2) HCSF complignce for the period for which
“you renewed your license (August 1, 2019 - July 31, 2020), on or before November 1, 2019. Feilure to produce this
requested information may result in disciplinary action against your license, including but not limited to, a fine, a public
censure, and/er SUSPENSION of your license. Submit all proof via email to KSBHA_Licensing@ks.gov.
If you ere unable to provide a Certificate of Compliance from HCSF, please contact HCSF through the contaet information
described below. Please remember, once you have obtained your Centificate 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
Email: hcsf@ks.gov
Error! Hyperlink reference not valid.https:/hesf kansas.gov

If you eurrently held an Active license in Kansas, but do not activcly practice in Kansas, you may want to consider
changing your license status io 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

i




Topeka, KS 66612
Phone: (785) 296-0934
Fax: (785) 296-0852

Email: KSBHA_Licensing(@ks.pov

Sincerely,

Rebekain Moon

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

Topeka, Kansas 66612
Board Membars:
Stavan J. Gautg, DC, President John F. Settich, Ph.D., Public Member, Vics President Mark Balderstan, DC
Chenay Alchison Shawnaen
R. Jerry DaGrado, OC Reobin D. Durrett, DO Tom Estep, MD
Wichita Great Bend Wichlte
Anne Hadgdon, Pubiic Member Joel R, Hutchins, MD Stave Kelly, Public Member
Lenexa Holton Nawton
David Laha, DPM Douglas J. Milfeld, MD Gamld O. Mimns, MD
Dverland Park Wichila Ba: Aire
Kimberly J. Templeton, MD Reonald M. Vamer, DO .
Laawood Augusta

TTY (Hearng Impaired) 711 ar 1.800.766.3777 volca(TTY — e-mall: KSBHA_haelingaris@ks.gov



Workman, Hester [BOHA])

N
From: Anderson, Lorie [HCSF]
Sent: Tuesday, February 11, 2020 4:29 PM
To: Workman, Hester [BOHA)
Ce: Markey, Meg [BOHA]
Subject: RE: Campliance 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.

No campliance record

No compliance record
No compliance recard
No compliance record

No compliance record

No compliance record

No compliance record

EXHIBIT

No compliance record % 5

1




19, No compliance record

20

21

22

23. Mark Osborne, M.D. 04-42054 No compliance record
24,
25. No compiiance record
26.
27.
28,
29.
30.
31,

32.

Thank you,
Lorie

Lotie Anderson

Director of Compliance

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

Topeka, Kansas 66603-3912
785.291.3475

785.291.3550 Fax
Lorie.Anderson@ks.gov




RECEIVED
By KSBHA at 8:44 am, Mar 03, 20207

Please enter required information, sign and date on the bottom of page 2.
E-mail form with required documentation and credit card form to

, b
Lo, OH T 49 054 ; Medicioe & Surgery [IChiroprastic [ JOsteopathic [ JPodiatry

Current Type: [ JActive [ Federal Active [[] Military [] Exempt [] Inactive
N ™M A OXRDRNE
© Fint ARK Aur CONFIDENTIAL
Home Address:
Home Telephone .

J
Business Address: &SW_&Q-D—M _EL __l.g_‘QB_
Stret o Stte &P CONFIDENTIAL
Business Telephone Number: HSH_ ) _35@_ ) lO! 2 E-Mail Address:

Preferred Mailing Address: M.Homc [[] Business
EFFECTIVE ‘2 / 3 / 2 O ;2 O The effective date CANNOT be a retroactive date and must be a

date in the future from the date the Board receives your request.
I request a license type change to:(check the license type below)

i Please select only ONE type.

[l Active: Alicenscissued o a person engaged in the practice of medicine and surgery, osteopathic medicine and
surgery, chiropractic or padiatry. Individuals must maintain and submit evidence of satisfactory completion of a program of
continuing education and are required to have professional liability insurance in compliance with Kansas law. Each active
license may be renewed annually.

1. List in chronological order all professional activities since your license was last Active or initially issned if the license was never
Active (use additional pages if necessary):
From:MO/YR To:MO/Y%i Complete Address Position Held

2. If rendering any profcssional services in Kansas, you are required by law to maintain professional liability insurance of not less
than $200,000 per claim, $600,000 annual aggregate, and participate in the Kansas Health Care Stabilization Fund (KHCSF). You
must provide proof that your professional liability 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
cortificate form. If you heve any questions about participation with KHCSF call please (785) 291-3777.
3. If your contimuing education is not current, proof of your continuing education hours must be included with your application.
You may verify your continung 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 [[]No had an adverse judgment, award, or settlement resulting from a professional liability claim?
[[JYes [[INo hada disciplinary action taken or initistcd against you by a state licensing agency or surrendered ot

consented to limitation of your license to practice in any state?
[J Yes []No had any hospital privileges suspended?
[J¥es [INe~ been found guilty or pled no contest to a felony or Class A misdemeanor?

Attach documentation and an explanation if your answer is “yes™ to any of the above questions.

- EXHIBIT

800 SW Jackson, Lower Level-Suite A, TOPEKA KS 66612
Voice: 785-296-7413 Toll Free: 1-888-886-7205 Fax: 785-296-0852 Website: www.ksbhaorg




[0 Federal Active: A licensc issucd to only a person who meets all the requirements for a lisense to
practice the heeling arts in Kansas and who practices that branch of the healing arts solcly in the course of employment or active
duty in the United States government or any of its departments, bureaus or agencies or who, in addition to such employment or
assignment, provides professional services as & charitable health care provider as defined under X.S.A. 75-6102. Continuing
cducation, expiration, and renewal of a license shall be applicable to a federally active license. A person who practices under a
federally active license shall not be deemed to be rendering professional service as a health care provider in this state and is not
required Lo have policy of professional lisbility coverage in effect.

1. Location of Federal Employment:

Nume of Employer Strect City State Zip

2. If your continuing cducation is not current, proof of your continuing education hours must be included with your application.
You may venfy your continuing education year by reviewing your wallet card or visiting our websitc www.ksbha org,

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

Active (use sdditional pages if nece ¥:
From:M{O/YR To:MO. Complete Address Position Held

4. Since the last renewal date of your Kansas license, have you:
[J Yes [INo hadan adverse judgment, award, or settlement resulting from & professional ligbility ciaim?
[dyes [INo heda disciplinary action taken or initiated agzinst you by a state licensing agency or surrendered or
consented to limitation of your license to practice in any state?
[]Yes [JNo hed any hospital privileges suspended?
[ Yes No been found guilty or pled no contest to a felony or Class A misdemeanor?
tta ocumentation and an cxplanation if your answer is “yes” to gmf_ifﬂm abave questions.

#Exempt: A license issucd to a person who is not regularly engaged in the practice of the healing arts or podiatry in
Kandis and who does not hold oneself out to the public as being professionally engaged in such practice. Each exempt license may be
rencwed annually. The holder of an exempt license is entitled to all the privileges of their branch of the healing arts and (1) may serve
as a coroner or as a paid employee of 2 local health department as defined by K.S.A. 65-241; or (2) practice as a chariteble health care
provider for an indigent health care clinic as defined by K.8.A. 75-6102. Additionally, the holder of an exempt license may perform
administrotive functions. The holder of an ¢xempt license shall not be required to submit evidence of satisfactory completion of a
program of continuing education nor are they required to have basic coverage or self-insurance in effect.

1intend to engage in the following professional activities in Kansas:

Consultant O Charitable Health Care Provider Administration
Treatment of Family and Friends with No Compensation O Coroner/Deputy Coroner None
) other:

.ﬂ] acknowledge by marking the check box, with an exempt license 1 will not be a health carc provider as defimed by K.S.A.
40-3401, that 1 am not required to maintain professional liability insurance in accordance with K.S.A. 40-3401 and that
services [ render while a holder of an exempt license will not be insured or covered by the Health Care Stabilization Fund.

(] Inactive: A licenseissued ton person who is not regularly engaged in the practice of the healing arts in
Kansas and who docs not kold oneself oul to the public as being professionally engaged in such practice. An inactive license

shall not entitle the holder to pmotice the healing arts in this state. Each inactive license may be rencwed annually. The hotder
of an inactive license shall not be required to submit evidonce of satisfactory completion of & program of continuing education
and is nol required to have basic coverage or self-insurance in effeet solely becausc such person is no longer engaged in
rendering professional service as a health care provider.

Fees: Piease complete the credit card authorization form or mske your eheek payable to Kansas State Board of Healing Arts,

Current Type of Active or Federal Active changing to any type: No Fee
Military changing to Active or Federal Active: $330
Military changing to Exempt or Inactive: $150
Exempt or inactive changing to Exempt or Inactive: No Fee
Exempt or Inactjve chmjﬂ_to Active or Federa! Active: $175

I certify under penalty of perjury under the laws of the State of Kansas that the information provided on this form, including
supporting documentation is truc and correet and that I am licensed to prectice in the State of Kansas.

4{..//? . Qoloor 3! 3! 0O

Signature Date

revised 3/6/19





