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APR 2 2 2020
BEFORE THE BOARD OF HEALING ARTS
OF THE STATE OF KANSAS KS State Board of Healing Arts
In the Matter of
Adonis 8, Saremi, M.D. KSBHA Docket No. 20-HA00063

Kansas License No. 04-42293

JOURNAL ENTRY OF SATISFACTION

The Kansas State Board of Healing Arts ("Board"), by its Interim Executive Director,
Tucker L. Poling, a duly authorized representative of the Board, in accordance with the
provisions of the Kansas Administrative Procedure Act, K.S.A. 77-501 er seq., as
amended, and upon due consideration of the agency record, the applicable statutes and
regulations, and being otherwise duly advised in the premises, makes the following
determinations:

1. On March 31, 2020, a Final Order was issued by the Board against the license of

Adonis S. Saremi, M.D, ("Licensee"), imposing requirements therein.

2. Licensee has satisfactorily met all requirements of the Final Order and has no

further obligations for compliance with the Final Order.

IT 1S SO ORDERED.

el
Dated this /7" day of April 2020.

KANSAS STATEBO:. OF HEALING ARTS

Tucker L. Poling
Interim Executive Director

Journal Entry of Satisfaction
In the Matter of Adonis S. Saremi, M.D,
KSBHA Docket No. 20-HA00063



CERTIFICATE OF SERVICE

I, the undersigned, hereby certify that I served a true and correct copy of the above and
foregoing Journal Entry of Satisfaction, b q%)ositing the same in the United States mail, first
class postage prepaid and emailed, on this Z%' day of April 2020, addressed to:

CONFIDENTIAL

Licensee
And a copy hand delivered to:

Compliance Coordinator

Kansas Board of Healing Arts

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

Licensing Coordinator

Kansas Board of Healing Arts

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

Meg Markey

Associate Litigation Counsel

Kansas Board of Healing Arts

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

and the original was filed with:

Tucker Poling, Interim Executive Director
Kansas State Board of Healing Arts

800 SW Jackson, Lower Level - Suite A
Topeka, Kansas 66612
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In the Matter of Adonis S. Saremi, M.D.
KSBHA Docket No. 20-HA00063



EFFECTIVE AS A FINAL ORDER
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BEFORE THE BOARD OF HEALING ARTS
OF THE STATE OF KANSAS

In the Maftter of

Docket No. 20-HA00063
Adonis S, Saremi, M.D.
Kansas License No. 04-42293

AMENDED SUMMARY ORDER

NOW ON THIS _\\™  day of Magch\ 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 behalf of the Board:

Findings of Fact

1. Adonis S. Saremi, M.D. (“Licensee”™) was issued License No. 04-42293 to practice

medicine and surgery on June 19, 2019. Licensee’s license status is currently Active.

. - ) CONFIDENTIAL
2. Licensee’s last known mailing address to the Board is:
CONFIDENTIAL
3. During all fimes relevant 1o the facts set forth in this Summary Order, Licensee held an

Active license to practice medicine and surgery in Kansas.

4, The factua] basis for this Order is as follows:

Amended Summary Order
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a. On or about June 18, 2019, 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. 1 further
acknowledge that fajlure on my part to answer questions truthfully and completely
may lead fo disciplinary action against one or more medical licenses 1 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 his Letter of Qualification, (Exhibit 2.)

c. After he had been granted an Active license, a search of the KHCSF showed Licensee
was not in compliance with the Kansas Healthcare Stabilization Fund (“KHCSF”)
beginning June 19, 2019 and up to and until November 8§, 2019.

d. On September 16, 2019, and October 18, 2019, the Board 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 7, 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. Licensee was previously out of compliance with the KHCSF since on or about June
19,2019 until at Jeast February 11, 2020, while holding an Active license to practice
medicine and surgery in Kansas.

h. Licensee provided a Certificate of Compliance showing that he is now in compliance
with the KHCSF as of October 5, 2019 through October 15, 2020. (Exhibit 6.)

Applicable Law

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

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

6. K.5.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),
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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 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-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

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

10.  The Board finds that Licensee violated K.S.A. 65-2836(2), 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 1s 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.
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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

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 \Y _day of WA QxCoW\ 2020.

KANSAS STATE BOARD
OF HEALING ARTS

>

Tucker L. Poling
Interim Executive Director
General Counsel

Amended Summary Order
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FINAL ORDER NOTICE OF RIGHTS

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

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



CERTIFICATE OF SERVICE

[, the undersigned, hereby certify that a true copy of the foregoing FINAL ORDER was
served this ’Z\g?’day of H[( ¢ ]A 2020 by depositing the same in the United States Mail, first-
class, postage prepaid, and addressed to:

Adonis S. Saremi, MD
CONFIDENTIAL

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.

Qﬁu RALL (u/ .
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Final Order
ADONIS S. SAREMI, MD
KSBHA Docket No. 20-HA00063



Bhakta, Chandni [BOHA]

From: Barnes, Lari (BOHA)

Sent: Tuesday, June 18, 2019 12:39 PM

To: Bhakta, Chandni [BOHA)

Subject: FW: Interstate Medical Licensure Compact Commlssion - Adonis Siavash Saremi
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Confidentiality Notice: This message [s from the Licensing Division of the Kansas State Board of Healing Arts and is
intended only for the addressee, The Information contained in this message is confidentlzal, may be attorney-cllent
privileged, may be privileged work product, may constitute protected health informatlen not sibject to disclosure under
applicable federal or state laws, and Is intended oniy for the use of the addressee. Unauthorized forwarding, printing,
copying, distributing, or using such information is strictly prohibited and may be uniawful. If you are not the addressee,
please promptly deiete this message and notify the sender of the delivery error. E-mail is not a secure medium and there
is no guarantee e-maii information wiil remaln confidential. If you would prefer not to recelve future communication by
e-mail, please notify the sender, Lori Barnes, Licensing Supervisor, Kansas State Board of Healing Arts,

The Kansas State Board of Healing Arts does not issue advisory opinions or render legal advice or services. Any and ail
statements hereln should not be construed as legal advice relating to your particular situation or the establishment of an
attarney-client relationship. Any information provided by Board staff s for general guidance and does not necessarlly
represent the opinions or posltion of the Board. The Kansas State Board of Healing Arts disclaims any and all
responslbllity 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 obtaln Independent fegal counsel
for an application of the law to your particular situation,

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

Sent: Tuesday, June 18, 2019 12:35 PM

To: KSBHA_Licensing <KSBHA_Licensing@ks.gov>

Subject: Interstate Medical Ucensure Compact Commission - Adonis Siavash Saremi

EYTE‘T?NI«TL:_TTxi's_emaiI originated from outside of the organization: Do not click any.links or opervany l

attachments unless you trust the:senderand know the content is safe.

Error! Filename not specified.
EXHIBIT

| -




IMLC IStARS '
IStARS@imlcc.net

Gresétings! You have a.new physician applying for a license from your Board. Please
click "Review Documents” to download the physician's documentation and lssue a
licensa. When you have issued a license please click on the link above again and
enter the license #, dale of issuance, and expiration for the records.
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DocuSign Envelope ID: 78C2852E-D740-49AD-8F24-16E732D8511C

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 ook in your SPAM and JUNK folders. To apply for a Letter of
Qualification for llcensure through the Interstate Medical Licensure Compact please answer the
questions below,

IS THIS A RE-APPLICATION{earned an LOQ In the past and now is reapplying)? YES NO X

1. Which IMLC Member SWSMdI% you want to serve as your State of Principal License (SPL}?:

2. Doyou hold a full and unrestricted medical license to engage issued by a medical licensing board in
the SPL (SPL Board) WYOMING BOARD OF MEDICINE _ ? Yes X No

3, What isthe license number Issued to you by the SPL board? TL5620

4. Which of the followingﬁapplv to you(at least ane must apply)? .
i . ; LR ¥

CWVOMING e g e T

a.  Your primary residence is in the SPL.

if yes, provide the following:

Residence Street address

Resldence City State Zip . ;
City St Zip
b. At least 25% of your practice of medicine occurs in the SPL WYOMING __Yes No
If yes, describe your current practice
WYOMIN
c.  Your empiayer is located in the SPL ¢ : Yes X No

If Yes, Employer name Plushcare physician's Group of wWyoming, Inc.

Employer street address_1821 Logan Avenue

Employer City State Zip _Cheyenne L, Wy Bzom
City 51 Zip
WYOMIN
d. You have designated the SPL 6 as your

state of residence far U.S. federa! income tax purposes: Yes ©= No  x

if yes, give Tax 1D # (SS#, EIN) {must be most recent return)
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5. Are you a graduate of a medical school accredited by the Lialson Committee on Medical Education
or the Commission on Osteopathic College Accreditation, or a medical school listed in the International
Medical Education Directory or its equivalent? Yes x No

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

7. Have you successfully completed graduate medical education approved by the Accreditation
Counci! for Graduate Medical Education or the American Osteopathic Assodation? Yes X No

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

{Please note that answering any of the foﬂawing questions with a “YES” will result in your
application belng denied | per e.'ig:bimy Rule 54.00f ehg:bi!fty is In guestr'on please contact the
- state board directly for information regarding app.'icaﬁon thraugh the traditional method. J

9. Have you ever been convicted, recelved adjudication, community supervislon, or deferred
disposition for any offense by a court of appropriate jurisdiction?  Yes No X

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

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

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

Physician’s Signature: I’—AONS S‘MSL’ SM’U‘KI

N FRSEETEOFFMED...

Type Name: adonis siavash saremi

Date:4/3/2015 | 1:85 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, Adonis siavash saremi (Type in full legal name) the undersigned, being duly
swarn, hereby certify under oath that | 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 or shall make with respect thereta are true, that | am the orlginal 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 thereaf furnished or to be furnished with respect
to my application are strictly true In every aspect.

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

| herehy apply to X WYOMING ., as my State of F‘rmcspal l.:cense ("SPL")

States. To permit the SPL to process my apphcatlon for an lOQ, I hereby authorlze and request every
person, entity, hospital, clinic, government agency (local, state, federal, or forelgn), court, association,
institution, or law en’forcement agency having custody or controi of any documents, records, and other
information pertaining to me to furnish to the SPL any such informatien, Including documents, records
regarding charges or complaints flled against me, formal or informal, pending or closed, or any other
pertinent data, and to permit the SPL or any of its agents or representatlves to Inspect and make, or
receive, coples of such documents, records, and other information In connection with this Application, |
also authorize the SPL to perform or obtain a criminal histery background check with law enforcement
on me as part of the determination of my eligibiiity to be licensed through the Compact.

1 hereby reiease, discharge, and exonerate the SPL and the Interstate Medical Licensure
Compact Commission {“Commission”), their agents or representatives, and any person, entlty, hospital,
clinie, government agency {local, state, federal, or forelgn), court, assaclation, institution, or law
enforcament 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

I 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
licensure by one or more Member Boards including, but not limited to, personally-identifiable
information including my Social Security Number to be used for querying the National Practitioner Data
Bank and In child support enforcement actions. 1 hereby release, discharge, and exonerate the SPL and
the Commission, and their employees, agents, or representatlves, of any, and all liabiilty of every nature
and kind arising aut of any disclosure to the Member Boards.

I will immediately notify the SPL and the Commission in writing of any changes to the answers to
any of the questions contained in this application if such a change occurs at any time prior to a medical
license beingissued by one or more of the Member Boards.
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1 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 Dther
disciplinary sanction, of my license(s} or permit(s) to practice medicine in one or more Compact Member
States.

Docuslgned by:

Applicant Signature_| fdewis Siavash Sarumi

\-—_ F'H'E@TEMFF-MED... .
Adonis siavash saremi

Type Applicant’s Name

Applicant’s Npy _ 1588970222
DATE 4/3/2019 | 1:55 cOT
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PHYSICIAN'S CORE DATA SHEET

(Must be the physlclan’s accurate Information to ovold delay or rejection)

Full Legal Name Adonis _ Siavash , Saremi )
(Exactly as on DL or Passport)  First Middle Last Suffix{sr., Jr.)

Other names used{maiden, birth)

Frst Middle Last
CONFIDENTIAL
Mailing address

Mailing address City State(XX) Zip
Office address 1821 Logan Avenue , Cheyenne LWy , 82001
Office address City State[XX) Zip
CONFIDENTIAL
Date of Birth Gender: Male X  Female
{mm/ddfyyyy) '

Physician's office or practice telephone number of public record 4152315333
i o QTR T

]

“CONFIDENTIAL 4%

' Vo o
Physician’s cellular or alternatlye telephone number
- (HHp-AHA-BHAH)

Email address delegated by applicant to receive correspondence | CONFIDENTIAL
CONFIDENTIAL

Social Security Number:
|FRA-BR-FRER)

Physician’s National Provider Identifier Number 1588970222

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

(Medical school must be accredited by the Lialson Committee on Medical Education or the
Commission on Osteopathic College Accreditation, ar be listed in the International Medical

Education Directory or its equivalent.)
Medical School Rosalind Franklin University of Medicine and Science

Date of Degree Issued 06/04/2010 Nane of School (0 abbreviations or scronyms)
(mum/ddfyyyy)

Physicians must have successfully completed graduate medica! 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 University of California, San Diego Completion Date 06/30/2013
Full Program Nane (no abbreviations or acrawyms) (mmjddlyyyy)

What is the specialty of the program _Internal Medicine
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Qualifying Licensing exam taken: USMLE X  COMLEX Other
Must specify by name
Number of attempts taken to pass the USMLE:
Step1: T Step2 CS: 1 Step 2 CK: Step3: 1
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: Step 2 Step 3:

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

Specialty Board Certification: american Board of Internal Medicine

Full Speciaity Board Name (j.e. American Boand of Pediatrics)(no abbreviations or acronyms)

Expiration of Specialty Board Certification:-

Lifetime: AR

Time limited: X Expiration date of time limited_09/03/2023
(rum/ddlyyyy)

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

Board,
License #_ "->629 Date of Original Licensure _9%/18/2019  (not renewal)
(mumjdddyyyy)

Expiration Date 04/12/2019  gatys of License: Current: X Not Current:
(mem/ddlyyyy)

Thank yau for applylng through the Interstate Medical Licensure Conmpact,

The state will contact you to give Instructions on obtaining your fingerprinis for a criminal background
check. YOU HAVE 60 DAYS TO COMPLY WITH REQUESTS FROM THE STATE to avoid automatic
withdraw. Background checks may take some time, so please be patiens. If your have any concerns contact your
SPL. SPL contact numbers can be found al www IMLCC.org. You will receive an email regarding the status of
your gualification. Besure to check your spam folder and set your email to accept messages from the
@docusign.net and @docusign.com domains.

FOR USE OF STATE OF PRINCIPAL LICENSE

| have conducted the verification process of this physician’s application. — Degutignedby:

State Authorized Signature Jussica Jowes

M BTALFDCEIIABANA_
Jessita Jahes

Worning: The signature tab will defauit to your Type Name,
Board’s name. Please change it to your name
in Adopt and Sign.

Title ‘ticensing 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
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MEDICAL LICENSE ISSUANCE INFORMATION

Physician’s Name

First Name Middbe 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 b

Member Board License Number

Date License Issued

" Warning: The signature tab will defanit fa your
Board's name. Please change it 1o yaur name
in Adopt and Sign

Date of Expiration

Member Board Signature

Type Name

DATE
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Letter of Qualification

IS THIS A RE-APPLICATION? YES NO X
Date 06/12/20198
min/ddlyyyy
Name: Adonis Sjavash Saremi
CONFIDENTIAL
Address:
CityStZip —_

_ DearDr. saremi

RE: Your application for IMLC Letter of Qualification

The WYOMING BOARD OF MEDICINE “i* . -
(“Board”}, on behalf of the State of Prmapal LIcehsu re ("SPL"} vouselected ‘h as, recelved and reviewed
your application for a Lettar of Quahf cation ("LOQ') for licensure through the inferstate ‘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 resuits of the check of
national databases, the Board has determined thatyou are ELIGIBLE to be licensed through the iMLC.

Therefore, this natice wili serve as your LOQ for licensure in IMLC Member States through the IMLC, and

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

An emall has been sent to you with instructlons regarding how to select the IMLC Member
State(s) where you wish to be licensed. After you make your selection(s} and make payment for each
license, your information will be forwarded to the selected board(s) ("Member Boards”} for Issuance of -

a medical license in by each.

All medical licenses Issued by Member Boards through the IMLC are fuil and unrestricted
licenses. You will be responsible for compiying with ail 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 or qualifications and eligiblilty for licensure through the iMLC.

Docudlgnad by:
Authorized Signature from SPL Jussita Jonss

k—B‘M.«-‘l')ce.\asl-l
Type Name _Jessica Jones

Title of Authorized SPL_Licensing Specialist
DATE 6/14/2019 | 12:08 cOT
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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
agrecment.

MEMBER BOARD(S) COST OF LICENSE
ALABAMA MEDICAL LICENSURE COMMISSIDN $75.00
ARTIZONA MEDICAL BOARD $500.00
COLORADO MEDICAL BOARD $400.00
IDAHO BOARD OF MEDICINE $250.00
ILLINOIS DIVISION OF PROFESSIONAL REGULATION $500.00
TOWA BOARD OF MEDICINE $450.00
KANSAS BOARD OF HEALING ARTS $300.00
MINNESOTA BOARD OF MEDICAL PRACTICE $392.00
MAINE BOARD OF LICENSURE IN MEDICINE $700, 00
MISSISSTPPI STATE BOARD OF MEDICAL LICENSURE $600.00
MONTANA BOARD OF MEDICAL EXAMINERS $500.00
NEBRASKA BOARD OF MEDICINE AND SURGERY % 1»$300,00,

NEVADA STATE BOARD OF MEDICAL EXAMINERS $375.00°
NEW HAMPSHIRE BOARD OF MEDICINE $300.00
SOUTH DAKOTA BOARD OF MEDICAL AND OSTEOPATHIC EXAMINERS $400.00
TENNESSEE BOARD OF MEDICAL EXAMINERS $410.00
UTAH PHYSICIANS & SURGEONS LICENSING BOARD $200.00
WASHINGTON MEDICAL COMMISSION $491.00
WEST VIRGINIA BOARD OFVMEDICINE $400.00
WISCONSIN MEDICAL EXAMINING BOARD $75.G0

TOTAL $ 7618

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

Please note; All medical licenges issued through the IMI C are full and unrestricted licenges. You will be responsible for

complying with al] Iaws and regulations pertaining to holding each license and the practice of medicine in those jurjsdictions.

DoouSigned by!

Physician’s Signature r_ﬂzlﬂlu'i Siamasl Sarumi

S2CDERROBCODLAET..
adonis Siavash Saremi

Type Name

DATER 6/18/2019 | 12:35 COT




Client#: 466484

ACORD.

CERTIFICATE OF LIABILITY INSURANCE

PLUSOFCALI

DATE (MMWDD/YYYY)
3/12/2019

REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER, THIS
CEHTIFICATE DOES NOT AFFIRMATIVELY OR NEGATIVELY AMEND, EXTEND OR ALTER THE COVERAGE AFFORDED BY THE POLICIES
BELOW. THIS CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING INSURER(S), AUTHORIZED

IMPORTANT: if the certilicale holder is an ADDITIONAL INSURED, the policy{las) must have ADDITIONAL INSURED provislons or be endorsed.
1f SUBROGATION IS WAIVED, subject to the terms and conditlons of the policy, certaln policies may require an endorsement. A statement on
thie certificate does not confor any rights 10 the cartificste holder In lleu of such endorsement(s).

PRODUCER
Marsh & McLennan Agency LEC
Marsh & McLennan Ins. Agency LLC

CONTIEY Chelsea Lindow

%}?‘masa-ssmm | FR% o). 858-452-7530
| AobRess; Chelses.Lindow@MarshMMA.com

PO Box 85638 (NSURER(S) AFFORDING COVERAGE e
San Dlego, CA 92186 INSURER A : Underwriters at Lioyd's Londnn 15642
INSURED :
Plushcare of Callfornla, inc :::: :
650 5th Street, Sulte 405 INSUHER o;
Sen Franclsco, CA 94107 INSURER E ;
INSURER F :

COVERAGES CERTIFICATE NUMBER:

REVISION NUMBER:

THIS 1S TO GERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN tSSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD
INDICATED, NOTWITHSTANDING ANY REQUIREMENT, TERM OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WIiTH RESPECT TO WHICH THIS
CEATIFICATE MAY BE ISSUED OR MAY FERTAIN, THE INSURANGCE AFFORDED BY THE POLICIES DESCRIBED HEREIN IS SUBJECT TD ALL THE TERMS,
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE SEEN REDUCED BY PAID CLAIMS,

& TYPE OF INSURANCE -l POUCY NUMBER A AR LTS

CDMMERCIAL GENEAAL LIABILITY EACH OCCURRENCE s

J cunmismace [ ] ocoun | PAMORE S ocironcas |8

| MED EXP (Any ona perser) | $

. PERSONAL & ADV INJURY $

| BENT ABGAEGATE LIMIT APPLIES PER: | GENERAL ABGREGATE $

| {roucy % e PADDUCTS - COMPAP AGG | $

OVHER: 3

AUTOMOBILE (IARILITY M o1

: ANY AUTD BDOILY SNIURY (Per person | &

O oNLY SCHEOULED BODILY INJURY (Per socident) |

| B ony pri ey MPWME s

$

| | UMBAELLALIAB | | ocouR EACH OCCURAENCE s

EXCESSLiAG CLAMS-MADE ABBREGATE s

oeo | | mevenmiows s

WDRKERS COMPENSATION PEA one
AND EMPLOYERS' LIABILITY YIN

R -y s [ Jjnes EL. EACH AGCIDENT $

(Mandatory In NH) EL DISEASE - EA EWPLOYEE] §

DESCRIPTIDN 3 GPERATINS belew E.L DISEASE - POUCY LIMIT | $

A |Professians] Ww20418180201 110/15/2018| 10/15/2018 $1,000,000 Per Clalm

Llability $3,000,000 Aggregate

Cialms Made

DESCAIPTION OF OPERATIDNG / LACATIONS /VEHICLES (ACOAD 191, Addltionsl Remerks Scheduts, may ba attached If more space l¢ required)
Current Medical Specialty: Internist; Retroactive date: 8/1/18; Certificate Holder as additional Insured.

CERTIFICATE HOLDER

CANCELLATION

Adonis Sarem], MD
CONFIDENTIAL

SHOULO ANY OF THE ABOVE OESCRIBED POLICIES BE CANCELLED BEFORE
THE EXPIRATION OATE THEREOF, NOTICE WiLL BE DELIVEREQ IN
ACCORDANCE WITH THE POLICY PROVISIONS.

AUTHORIZED REPHESENTATIVE

O

1 of1

ACORD 25 {2016/03
4032285

#54047719,

® 1888-2015 ACORD CORPORATION. All rights reserved.

The ACORD name snd logo ere refiistsred merks of ACGRD

WSCAT




Bhakta, Chandni [BOHA]

From: Karla Detrinidad <karla@plushcare.com>
Sent: Tuesday, June 18, 2019 4:21 PM ‘
To: Bhakta, Chandni [BOHA]
| Ce: Dr. Adonis Saremi
Subject: Re: KSBHA-Non-SPL
Attachments: 2018-2019,pdf

Good aftemnoon,

Please see attached Malpractice certificate for Dr. Saremi and if there is anything additional needed please let e know.
Thaok you!
Karla Detrinidad

Clinical Opetations Specialist | PlushCate

karla@plushcare com
www,PlushCare com

On Tue, Jun 18, 2019 at 1:47 PM Dr. Adonis Sareml| <asareml@plushcare.com> wrote:

-=--—-- Forwarded message ~—------

From: Bhakta, Chandni [BOHA] <Chandni.Bhakta@ks.gov>
Date: Tue, Jun 18, 2019 at 1:40 PM

Subject: KSBHA-Non-SPL

To: asaremi@piushcare.com <asaremi@plushcare.com> -

Hello Dr, Saremi,

CONFIDENTIAL

Thank you,




Chandwnt Bhakta

Licensing Analyst

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

Email chandni.bhakta@ks. gov
Phone 785.296.0440

Fax 785.296.0852

Licensing Customer Satisfaction Surve

http:/ /www.ksbha.org /main.shiml

) 0
d ansasmnﬁdenﬂallw Notlee: This message Is from the Ucensing Division of the Xansas State Board of Healing Arts and ks Intended oniy for the
addressee, The Information contalned in this message Is confidential, may be sttorney-client privileged, may be privileged wark product, may constitute protected
health Infarmation not subject ta disclasure under applicable federal or state laws, and Is intended only for the use of the addressee. Unauthorlzed forwarding,
printing, copying, distributing, or using such Information is strictly prohibited and may be untawful. if you are not the addressee, please promptly delete thls
message and notlfy the sender af the dellvery error, E-mall is nat a secure medium and there Is na guarantee e-mali Information wili remain confidential. if you
wouid prefer not to recelve future communicatian by e-mall, please notify the sender.

The Kansas State Board of Healing Arts does not Issue advisary aplaions or render legal advice or services. Any and alf statements hereln should not be construed as
tegal advice relating ta your particular situation or the establlshment of an attomey-client relationship, Any information provided by Board staffis far genetal
guldance and does not necessarily represent the opinians or pasition of the Board, The Kansas State Board of Healing Arts disdalms any and all responsibillty and
makes na warrantles or renresentations whatsoever regarding the quality, cantent, completeness, or adequacy of the Informatian provided on this matter. Board
staff recarnmends you obtaln independentlegal counsel for an appfication of the law to your particular situation. '

Adonis Saremi, MD, M3 .

Internal Medicine Physician | PlushCare

www.PlushCare.com

asaremi{@plushcare.com




If you prefer not to exchange personal health information via emall, please contact us at (800) 221-5140. By replying to
this emall and communicating with PiushCare via email generally, you acknowledge that you are aware that email Is not
considered a secure methad of communication, and you assume the risk of such unsecured communication. This emall
and any accompanying attachments are confidential and intended solely for the use of the individual to whom they are
addressed, If you have received this e-mall and any accompanying attachments in error, please notify the sender
immediately. If you are not the intended recipient, any review, disclosure, copylng, distrihution, or action taken In reliance
on the contents of the information cantained in this e-mail is strictly prohibited.




PHONE: 785-296-7413
Kansas State Board of Healing Arts FAX: 785-368-7103
800 SW Jackson, Lower Level-Suite A KSBHA_healingarts@ks.gov
Topeke, KS 66612 State Board of Healing Arts www.ksbha.org

Kathleen Selzler-Lippert, Executive Director Laura Kelly, Governor

June 19, 2019

Adonis Sicavash Saremi. MD

i.
ONFIDENTIAL

Dear Adonis Siavash Saremi:

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 04-42293 effective:
06/19/2019. This license is valid unti] the next renewal period.

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

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

Change Reqguest Form.

If you have any questions, please feel free to contact the Board Office at KSBHA_itialLicense(@ks.gov.

_ Sincerely,

%»Mﬂeeg,&%&&%fa et
Kathleen Selzler Lippert
Executive Director

BOARD MENSERS: ROSN O, DURRETT, 0O, PRESIDENT, Great Bend « STEVEN J. Gowwp, DC, ViCE PRESDENT, Cheney « MARK BALDERSTON, DG, Bhavmae
R JERRY DEGRAOD, DC, Wizhils » TOM ESTER, MO, Wichita « ANNE HODADON, PUBLIC MEMBER, Lenaxa + JOEL R Hurcsens, MD, Hofton
STEVE KFLLY, PURLIC MEMBER, Newton » DAVIO LARA, OPM. Overtand Park « M. MYRON LEINWETTER, DO, Rossvills « DOUGLAS J. MRFELD, MD, Wichita
GAROLD O. MINNS, MD, Bol Alra ¢ JOMN F. SETRICH, PH.O., PUELIC M chisan « K ¥ J. TEMPLETON, MO, Leswood » RONALD M. VARNER, DO, Augusta

TTY (Hearing Impaired) 711 or 1.800.768.3777 voice/TTY « e-mall: KSBHA_healingarts@ks.gov




Bhakta, Chandni [BOHA]

From: Bohannon, Ronda [BOHA]

Sent: Wednesday, July 17, 2019 3:41 PM

To: Bhakta, Chandni [BOHA]

Subject; FW: Completed: Interstate Medical Licensure Compact Commissian -~ Adanis Siavash Saremi
Attachments: Qualifications Re-Application.docx.pdf, Affidavit and Cansent B.2017.docx.pdf; Core Data Sheet v.

4.docx.pdf; Correction Sheet.docx.pdf; Letter of Qualification Re-Application.docx. pdf; Payment for
Licenses 8.2017.dacx.pdf; Medical License Issuance Information B.2017.docx.pdf

Thank you,
Ronda Bohannon

Licensing Supervisor

Kansas State Board of Healing Arts

800 SW Jackson

Lower Level-Suite A

Topeka KS 66612

Licensing Customer Satisfaction Survey
Ronda.Bohannan@ks.gov
785-296-5866

7B5-296-0852 Fax

www.ksbha.org

Confidentiality Notice: This message is from the Licensing Division of the Kansas State Board of Healing Arts and is intended only far
the addressee. The information contained In this message Is confidentiai, may be attorney-client privileged, may be privileged work
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 using such information is
strictly prohibited and may be unlawful. tf you are not the addressee, please promptly delete this message and notify the sender of
the delivery error. E-mall s not a secure medium and there Is no guarantee e-mall information will remaln confidential. if you would
grefer not to receive future communication by e-mail, please notify the sender, Ronda Bohannon, Licensing Supervisor, Kansas State

Board of Healing Arts.

The Kansas State Board of Heallng Arts does not Issue advisory opinions or render legal advice or services. Any and all statements
hereln should not be construed as legal advice relating to your particular situation or the estabiishment of an attormey-client
relationship. Any information provided by Board staff is for general guidance and does not necessarily represent the opinions or
position of the Board. The Kansas State Board of Healing Arts disclaims any and ail responsibllity 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 independent iegal counsel for an application of the law to your particular situation.

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

Sent: Wednesday, July 17, 2019 3:26 PM

To: KSBHA_Licensing <KSBHA_Licensing@ks.gov>

Subject: Completed: Interstate Medical Licensure Compact Commission - Adonis Siavash Saremi




Errorl Filename not specified.

Your document has been completed

VIEW COMPLETED DOCUMENTS

IMLC IStARS
IStARS@fmlcc.net

All parties have completed Interstate Medical Licensure Compact Commission - Adonis
Siavash Sareml.

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

Powered bD







DocuSign Envelope ID: 78C2852E-D740-49AD-8F24-16E73208511C

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 thraugh the Interstate Medical Licensure Compact please answer the
questions helow,

IS THIS A RE-APPLICATION{earned an LOQ in the past and now is reapplying)? YES NO X

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

2. Do you hold a full and unrestricted medical license to engage issued by a medical iicensing board in
the SPL (SPL Board) WYOMING BOARD OF MEDICINE ? Yes X No

3. \What Is the license number Issued to you by the SPL board? TL5620

4,  Which of the follawing apply to you{at east one must apply}?

a. Yourprimary residence is [n the SPL WYOMING : Yes No X

If yes, provide the following:

Residence Street address

Residence City State Zip ; o
City St Zip

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

If yes, describe your current practice

£.  Youremployeris located in the SPL WYOMING : Yes X No

If Yes, Employer name Plushcare physician's Group of Wyoming, Inc.

Employer street address_1821 Logan Avenue

Employer City State Zip _ Cheyenne , Wy 82001
city st Zip
WYOMING
d. You have designated the SPL as your
state of residence for U.S. federal Income tax purposes: Yes No x

if yes, give Tax [D # (558, EIN) (must be most recent return)




DocuSign Envelopa 10: 78C 2852E-D740-49AD-BF24-16E73208511C

5. Are you 2 graduate of a medical school accredited by the Lialson Committee on Medical Education
or the Commission on Osteopathic College 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 Medical Licensing Examination {(USMLE) or
the Comprehensive Osteopathic Medical Licensing Examination (COMLEX-USA} within three {3}
attempts, or any of thelr predecessor examinations accepted by your SPL medical board as an
equivaient examinatlion for licensure purposes(if in question contact your SPL)? Yes X No

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

8. Dovyou hold specialty certification or a time-unlimited specialty certificate recognfzed by the
American Board of Medical Specialties (ABMS) or the American Osteopathic Association’s Bureau of
Osteopathic Speclatists (AOABOS)?  Yes x No

{Please note that answering any of the following questions with a “"YES” will result in your
application being denled per ellgibility Rule 5.4, If eligibility Is In question please contact the
state board directly for information regarding application through the traditional method.)

9. Have you ever been convicted, received adjudication, community supervision, or deferred
disposition for any offense by a court of appropriate jurisdiction?  Yes No X

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

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

12, Are you under Investigation by a licensing agency or law enforcement authority in any state,
federal or farelgn jurisdiction? Yes No X
DocuSigned by;

A donis Simasl Sarumi

Physician’s Signature:

\—— FO5EETEDSFF44ED.

I Type Name: Adonis Siavash saremi

Date:4/3/2018 | 1:55 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, Adonis siavash saremi (Type in full legal name) the undersigned, being duly
swarn, hereby certify under oath that | 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 or shall make with respect thereto are true, that | am the original and lawful possessor of and
person named In the various forms and credentials furnished or to be furnished with respectto my
Application, and that all documents, forms, or copies thereof furnished or to be furnished with respect
to my application are strictly true in every aspect.

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

| hereby apply to WYOMING as my State of Principal License {"SPL”)
for a Letter of Qualification {“LOQ") to be Issued a medical license in one or more Compact Member
States. To permit the SPL to process my application for an LOQ, | hereby authorize and request every
person, entity, hospita), clinlc, government agency (local, state, federal, or foreign), court, association,
institution, or law enforcement agency having custody or control of any documents, records, and other
information pertaining to me to furnish to the SPL any such information, including decuments, records
regarding charges or complaints filed against me, formal or infarmal, pending or tlosed, or any other
pertinent data, and to permit the SPL or any of its agents or representatives to inspect and make, or
receive, copies of such documents, records, and other information In connection with this Application. !
also autharize the SPLto perform or obtain a crirminal history background check with law enforcement
on me as part of the determination of my eligibility to be licensed through the Compact.

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

| 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
licensure by one or more Member Boards including, but not iimited ta, parsonally-identifiable
information including my Social Security Number to be used for querylng the National Practittoner Data
Bank and in child suppart enfarcement actions. | hereby release, discharge, and exonerate the 5PL and
the Commilsslon, and their employees, agents, or representatives, of any, and all liability of every nature
and kind arlsing out of any disclosure to the Member Boards.

| will immediateiy notify the SPL and the Commission in writlng of any changes to the answers to
any of the questions contalned in this applicatlon if such a change occurs at any time prior to a medical
license being issued hy one or more of the Member Boards.
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| understand my failure to answer questions contained in this Application truthfully and
completely may lead to denial of my application for a Letter of Qualification, and revocation, or other
discipiinary sanctlon, of my license(s) or permit(s) to practice medicine In one or more Compact Member
States.

DocuBlgned by:

Applicant Signature rﬂbhis Simvash, Sarumi
adoni smsgxgsﬁaremi

Type Applicant’s Name

Anplicant’s NPI 1588970222
DATE 4/3/2019 | 1:55 cDT




DocusSign Envelope ID: 78C2852E-D740-49AD-8F24-16E732D8511C

PHYSICIAN’S CORE DATA SHEET

(Must be the physlclan’s accurate Informatlon to aveid deloy, ar rejection}

Full Legal Name Adonis , Siavash , _Saremi i
(Exactly as on DL ot Passporf)  Ficst Middle Lest Suffix(Sr., Jr)

Other names used(maiden, birth),

First Middle Las!
CONFIDENTIAL

Mailing address

Mailing address City State(XX)  Zip
Office address 1821 Logan Avenue , Cheyenne L , 82001
Office address City State(XX) Zip
CONFIDENTIAL
Date of Birth Gender; Male X  Female
(mmiddjyyyy)

Physlclan s office or practice telephone number of public record 4152315333
(RBR-GHE-RHRH)

- . CONFIDENTIAL
Physician’s cellular or alternative telephone number _

(RRR-HAH-FRFH)

Email address delegated by applicant to receive correspondence CONFIDENTIAL

CONFIDENTIAL
Social Security Number: .
T (eHA-An_ReER)

Physician’s National Provider Identifier Number 1588970222

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

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

Education Directory or Its equivalent.)

Medical School Resalind Franklin uUniversity of Med1c1ne and science
Name of Sclioo) (no abbaevintlons or acronyms)
Date.of Degree |ssued 06/04/2010

(mmiddfyyyy)

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

Residency Program University of california, San Diego Completion Date 06/30/2013
Futll Program Name (no abbreviations or acrosymns) (mmiddlyyyy)

What is the specialty of the program _ Internal Medicine
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Qualifying Licensing exam taken: USMLE X  COMLEX Other
Must specify by name
Number of attempts taken to pass the USMLE:
step 1: Step2CS: L Step 2 ck:t Step 3: 1
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 L: Step 2: Step 3;

Specialty Board Certification must be by an ABMS or AOABOS hoard,

Specialty Board Centification: American Board of Internal Medicine

Fuli Specialty Boaid Name {i.e. American Board of Pediatrics)(no abbreviations or actonyn)

Expiration of Specialty Board Certification:

Lifetime:
d 09/01/2023
(mm/adfyyyy)

Time limited: * Expiration date of time limite

Physicians must possess a full and unrestricted medical license 1ssued by an IMLC Member
Board.

License # TL3620

Date of Original Licensure 01/18/2018  (not renewal)
{mm/dd/yyyy}

Expiration Date 04/12/2018  gavis of License:  Current: X Not Current:
(mm/ddfyyyy)

Thank you for applying through the Interstate Medical Licensure Compact,

The state will contact you to give instructions on obtaining your fingerprints for a criminal background
check, YOU HAVE 60 DAYS T0O COMPLY WITH REQUESTS FROM THE STATE to avoid automatic
withdraw. Background checks may take sone iime, so please be patient. If you have any concerns contact your
SPL. SPL contact numbers can be found at www IMLCC.org. You will receive an email regarding the status of
your qualification. Be sure to check your spam folder and set your email to accept messages from the
@docusigir.net and @docusign.com domains.

FOR USE OF STATE OF PRINCIPAL LICENSE

| have conducted the verlfication process of this physician’s application. DocuSigned by

State Authorized Signature Jussica Sowas

BIAFDCAIIIBIAN .
Jessica Jones

Warning: The signature tab wii default to your Type Name
Boord’s name. Please chonge It ta yaur nome
in Adopt and Sign.

Title Licensing Speci alist




DocuSign Envelope ID; 78C2852E-D740-49AD-8F24-16E73208511C

CORE DATA CORRECTION SHEET

To pmcesé 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




DocuSign Envalope ID: 78C2852E-D740-40AD-BF24-16E732D8511C

MEDICAL LICENSE ISSUANCE INFORMATION

Physician’s Name Adonis siavash saremi
First Naine Middte Name Last Name

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

National Provider Identifier Number 1588970222

Medical Board Name Kansas Board of Healing Arts

Member Board License Number 04-42293
Date License Issued  06/19/2019

mmiddfyyyy
Date of Expiration 07/31/2020 Warning: The signature tab will default to your

mmfddfyyyy Board's name. Please change it lo your nante

in Adapt and Sign
Docudigned by:
Member Board Signature __| HINGAS BBAK) BF BEAUINE AXTS
k—mmuruu_
Type Name Rebekah Moon

DATE 6/19/2019 | 10:14 cDT




DocuSign Envelope |1D: 786C2852E-D740-49AD-8F24-16E732D8511C

Letter of Qualification

IS THIS A RE-APPLICATION? YES NO X
Date 06/12/2019
mmjddlyyyy
Name: Adonis Siavash Saremi
CONFIDENTIAL
Address:
CityStZip

Dear Dr. Saremi

RE: Your application for iMLC Letter of Qualification

The WYCMING BOARO OF MEDICINE ‘
{"Board"”), on behalf of the State of Principal Licensure {"SPL’) you selected, has received and reviewed
your application for a Letter of Qualificatlon {"LOQ”) for licensure through the interstate Medical
Licensure Compact ("IMLC").

Based upon the informatlon you submitted with your applicatlon, 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 wlll serve as your LOQ for licensure in IMLC Member States through the IMLC, and

wlli remain in effect for 365 days from date of Issuance, set out above.

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

All medical licenses jssued by Member Boards through the {MLCare 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 jurlsdictions including, but not limited to, each Member

Board’s continuing medical education reguirements. It is also your obligation to keep your SPL, the

Member Boards which have licensed you, and the IMLC Commission informed of any changes in your
contact information or qualifications and eligibility for licensure through the IMLC.

Docusigned by:
Authorized Signature from SPL J(,ssuw. Jours
Type Name Jess?&mgones

Title of Authorized SPL_Licensing Specialist
DATE 6/14/2019 | 12:09 o1




DocuSign Envelope |D: 78C2852E-D740-40AD-8F24-16E73208511C

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 BOARI(S) COST OF LICENSE
ALABAMA MEDICAL LICENSURE COMMISSION $75.00
ARIZONA MEDICAL BODARD $500.00
COLORADO MEDICAL BOARD $400.00
IDAHC BDARD OF MEDICINE $250.00
ILLINOIS DIVISION OF PRDFESSIONAL REGULATION $500.00
IOWA BOARD OF MEDICINE $450.00
KANSAS BOARD DF HEALING ARTS §300.00
MINNESOTA BOARD OF MEDICAL PRACTICE $392.00
MAINE B8DARD OF LICENSURE IN MEDICINE $700.00
MISSISSIPPI STATE BOARD OF MEDICAL LXCENSURE $600.00
MONTANA BOARD OF MEDRICAL EXAMINERS $500.00
NEBRASKA BOARD OF MEDICINE AND SURGERY $300.00
NEVADA STATE BOARD OF MEDICAL EXAMINERS $375.00
NEW HAMPSHIRE B80ARD OF MEDICINE $300.00
SOUTH DAKQOTA BOARD OF MEDICAL AND OSTEDPATHIC EXAMINERS $400.00
TENNESSEE BOARD OF MEDICAL EXAMINERS $410.00
UTAH PHYSICIANS & SURGEQNS LICEWNSING BOARD $200.00
WASHINGTON MEDICAL COMMISSION $491.00
WEST VIRGINIA BOARD OF MEDICINE $400.00
WISCONSIN MEDICAL EXAMINING BOARD §75.00

TOTAL $ 7618

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

Please note: All medical licenses |ssued throggh the IMLC are full and unrestricted ]rcmses You w:ll be r&sp_onslble fo[
lyi

Physician’s Signature

DoauBignud bry:

fdowis Siowash, Sarumi

Type Name

\-—-EZCI.JMEND-IBL.. A
Adonis siavash saremi

DATE 6/18/2019 | 12:35 cOT




DocuSign Envelape ID: 78C28528-D740-40AD-8F24-16E732D8511C

Letter of Qualification

IS THIS A RE-APPLICATION? YES NO X
Date 06/12/2019
mmiddlyyyy
Name: Adonis Siavash Saremi
CONFIDENTIAL
Address: -
CityStZir .

DearDr. Saremi

RE: Your application for IMLC Letter of Qualification

The WYOMING BOARD OF MEDICINE
{“Board”), on behalf of the State of Princlpal Licensure (“SPL’) you selected, has received and reviewed
your application for a Letter of Qualification (“LOQ") for licensure through the Interstate Medical
Licensure Compact (“iIMLC").

Based upon the Information you submitted with your application, data in the Board’s files
regarding your licensure by the Board, verifications of your credentlals, and the results of the check of
natipnai databases, the Board has determined that you are ELIGIBLE to be licensed through the IMLC.
Therefore, this notice wlli serve as your LOQ for licensure In IMLC Member States through the IMLC, and
wiil remaln In effect for 365 days from date of Issuance, set out above.

An email has been sent to you with instructions regarding how to select the IMLC Member
State(s) where you wish to be licensed. Afteryou 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.

- :, o~ es issued b ember Board H C U = e
licenses. You will be responsible for complying with all laws and regulations pertaining to holding each
license and the practice of medicine in those jurlsdictions including, but not limited to, each Member
Board's continuing medical education requirements. It is also your obligatlon to keep your SPL, the
Member Boards which have licensed you, and the IMLC Commisslon informed of any changes in your

contact infarmation or qualifications and eligibllity for licensure through the IMLC.

D.ewslunvdb’:
Authorized Slgnature from SPL Jssica Jones

AFDCAYIADLAA
Type Name _Jessica Jones

Title of Authorized SPL_Licensing Specialist
DATE 6/14/2019 | 12:09 cDT

EXHIBIT

i_Z




phone: 785-296-7413
fax: 785-368-7102

Kansas State Board of Healing Arts
Email: KSBHA_healingarts@ks.gov

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,' Governor
September 16, 2019
1427626
Adonis Siavash Saremi, MD
CONFIDENTIAL

RE: Professional Liability Insurance & Kansas Health Care Stabilization Fund Audit; 04-42293

Dear Dr. Saremi:

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 rencwal period.

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

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

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

POARD MEMBERS: STEVER J. GOULD, PRESIDENT, CHEEY  JOHNF, SETTICH, PH.D,, PURLIC MEMBER, VICE PRESIDENT, ATCHISON  MARX BALDERSTON, DC, SHAvevEE
R, JERRY CEGRADO, DC, WiciitA  Rogta D. DURRETT, DO, GREATAEND  THODMAS ESTEP, MO, WICHITA  ANNE HODGDON, PUBLIC MEMDER, LEKEXA
JOB. R.HUTGHING, MD, HOLTON  STEVEKALLY, PUBLC MEMBER, NEWFON  DAVID LAKA, DFM. OVERLAND PARK  DOUGLAS J. MILFELD, MD, WICHITA

GARDLOO, Mikns, MD, BELARE  KIMEERLY J. TEMPLETON, MD, LEAWOOC  RONALD M. VARNER, DO, EL DoRAO

TTY (HEARING IMPARED) 711 OR $.800.768.3777 VOICETTY  E-MAIL: KSBHA_HEAUNGARTSEIKE.GOV




Kansas Health Care Stabilization Fund
300 SW 8 Ave, 27 FLL
Topeka, KS 66603
(785)291-3777
www.hesf.org

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

If you currently hold an Active license in Kansas, but do nat actively practice in Kangas, 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

i Attn: MD Audit

! 800 SW Jackson, Lower Level — Suite A
i Topeka, KS 66612

Sincerely,

Rebekair Moo

Licensing Administrator

Kanses State Board of Healing Arts

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

BOARD MEMBERS. STEVEN J. GOIAD, PRERIDENT, CHENEY  JORM F. SETNICH, PH.D., PUBLIC MEMBER, VICE PRESIENT, ATCHISON  MARK BALDERSTON, DC, SHAWNEE
R. JERRY DEGRADO, DC. WACHTA  ROBIN D. DURRETT, DO, GREAT BEND THOMAS ESTEP, MD, WitHITA.  ANNE HODGDON, PUBLIC MEMBER, LENEXA
JDELR. HUTCHINS, MD, HOLTON  STEVE KELLY, PUBUC MEMBER, NEWTON  DAVID LAHA, DPM, OVERLAND PARK  DOUGLAS J. MILFELD, MD, WICKITA
GAROLN D, MRNS, MD, BELAIRE  WIMBERLY J. TEMPLETCHN, MO, LEAWDOO  RONALD M. VARNER, DO, EL DoRADG

TTY (HEARING IMPARED) 741 OR 1.800.766,3777 VOIE/TTY  EAAL: KSBHA_HEALINGARTSIIRE, 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

Tapeka, KS 66612 State Board of Hca]ing Arts www.ksbha.org
Tucker Poling, Interin Executive Laura Kelly, Govemnor
Director

October 18, 2019 . .
Final Notice

1427626

Adonig Siavach Saremi. MD
CONFIDENTIAL

RE: Professional Liability Insurance & Kansas Health Care Stabilization Fund Audit; Final Notice; 04-42293

Dear Dr. Adonis Siavash Saremi:

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

The Kansas State Board of Healing Arts (“Board™} is contacting you as part of the audit process. You have been sclected to
provide proof of your professional liability insurance and Kansas Health Care Stabilization Fund (“HCSF”) compliance for
your most recent renewal period (August 1, 2019 - July 31, 2020).

In Kansas, if you have an Active license; you are required to maintain professional Jiability insurance of not less than
$200,000 per claim, and not less than $600,000 annual aggregate for all claims made during the policy period and required
to maintain compiiance 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.S5.A. 65-2809(¢).

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

If you are unable to provide a Certificate 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 caverage periods,
piease 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.gay
Error! Hyperlink reference not valid.https://hesfkansas.gov

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

Kensas State Board of Healing Arts
Attn: MD Audit
800 SW Jackson, Lower Level — Suite A EXHIBIT

|




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

Email: KSBHA Licensing@ks.gov

Sincerely,

Rebekair Moo

Licensing Administrator

Kansas State Board of Healing Arts

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

Boend Mambiars:

Steven J. Goutd, OC, Presiden John F. Settich, PhD_, Public Mamber, Viea Prosifant Mark Bridereton, OC

Chensy Alchizon Sharwries
A. Jerry OeGrado, DC Rebin 0. Duren, DO Tom Eslap, MO

Wehlla Groat Band VichRe

Anrte Hodgdon, Public Member Josi R. Hutching, MD Steva Kely, Public Member
Lanexa Haolton Nawton

DavidLaha, DPM Dowglas J. Mitfatd, MD Garctd 0, Minns, MD
Overland Perk Wichila Bel Alre

Kimberly J. Tamplaton, MO Ronsld M. Varmer, DO i
Leawood Augusts

TTY {Hesring Impelred) 711 o 1.800.768.37 77 volce/TTY — o-mel: KSEHA,_heaiingertsqhke.gov




Workman, Hester [BOHA]

From: Anderson, Lorie [HCSF]

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

Cc: Markey, Meg [BOHA]

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

Thank you for submitting each providers license number. That Is very helpful. 1 have attached the compliance histories of
those providers we show a compliance record for. There are eleven we have no compliance history.

Ne compliance record

No compllance record
No compliance record
No ccmpliance record

No compliance record -

No compliance recard

No compliance record

EXHIBIT
No compilance record 5

1




No compliance record

No compliance record

25, Adonls Slavash Saremt, M.D. 04-42293 No compliance record
26.
27.
28.
29,
30.
31,

32.

Thank you,
Lorle

Lotie Anderson

Director of Compliance

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

Topeka, Kansas 66603-3912
785.291.3475

785.291.3550 Fax
Lorie.Anderson@ks.gov

:
i
i
I
1




Health Care Stabilization Fund

300 S.W. 8th Avenue, Second Floor hesf@ks.gov
Topeka, Kansas 66603-3912 785-291-3777

[CERTIFICATION OF COMPLIANCE

[PROVIDER INFORMATION
Name Saremi, Adonis S
Title MD KS License 04-42293

HCSE Level $100,000/ $300,000

[POLICY INFORMATION

Insurance Co. Lloyds Of London

. CONFIDENTIAL
Policy

Type Claims made basic coverage

Effective Date 10/15/2019

Expiration 10/15/2020

Confirmed By  Jennifer McArthur

Title Senior Administration Officer
E-Mail Jennifer. McArthur@ks.gov
Dated 3/5/2020

EXHIBIT

P L






