KS State Board of Healing Art«

BEFORE THE BOARD OF HEALING ARTS

OF THE STATE OF KANSAS
In the Matter of )
)
Robert P. Lynch, M.D. )
Kansas License No. 04-40814 ) KSBHA Docket No. 21-HA00005
)
)

Journal Entry of Satisfaction

The Kansas State Board of Healing Arts ("Board"), by its Acting 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 ef 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 September 15,2020, a Final Order was issued by the Board against the license of Robert

P. Lynch, 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.

Journal Entry of Satisfaction
In the Matter of Robert P. Lynch, M.D.
KSBHA Docket No. 21-HA00005



IT IS SO ORDERED.

Dated this Qfﬁay of September 2020.

KANSAS STATE BOARD OF HEALING ARTS

>

Tucker L. Poling, Acting Executive Director
Kansas State Board of Healing Arts

Journal Entry of Satisfaction
In the Matter of Robert P. Lynch, M.D.
KSBHA Docket No. 21-HA00005



CERTIFICATE OF SERVICE

I hereby certify that a true copy of the foregoing Journal Entry of Satisfaction was served this
2P day of September 2020 by depositing the same in the United States Mail, first-class postage
prepaid, and via email, addressed to:

Robert P. Lynch, M.D.
CONFIDENTIAL

Licensee
And a copy hand delivered to:

J. Todd Hiatt

Litigation Counsel

Matthew Gaus

Associate Litigation Counsel

Kansas Board of Healing Arts

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

Compliance Coordinator

Kansas Board of Healing Arts

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

And the original was filed with:

Tucker L. Poling, Acting Executive Director
Kansas State Board of Healing Arts

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

(2 Sep

Jennifer Cook/ Paralegal

Journal Entry of Satisfaction
In the Matter of Robert P. Lynch, M.D.
KSBHA Docket No. 21-HA00005
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QUALIFICATIONS APPLICATION

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

questions below.
1. Which IMLC Member State do you want to serve as your State of Principal License (SPL)?:
WASHINGTON M.D.

2. Do you hold a full and unrestricted medical license to engage issued by a medical licensing board in
the SPL (SPL Board) WASHINGTON MEDICAL COMMISSION 2 Yes X No

3. Whatls the license number issued to you by the SPL board? M2 00029406

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

a.  Your primary residence is in the SpL___ WASHINGTON M.D.  .ves x No

If yes, provide the following:

CONFIDENTIAL
Residence Street addre -

Residence City State Zi. )
City St Zlp

b.  Atleast 25% of your practice of medicine occurs in the SPL WASHINGTON M.D. yas x No

If yes, describe your current practice General Surgery,

clinic and call

WASHINGTON M.D. . Yes x No

c.  Youremployer Is located in the SPL

If Yes, Employer name__Se1f employed

CONFIDENTIAL
Employer street address -

Employer City State Zip _neiievn L e X
City st Zip

WASHINGTON M.D. as your

d. You have designated the SPL

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

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

EXHIBIT

/
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5. Are you a graduate of a medical school accredited by the Liaison Committee on Medical Education
or the Commission on Osteopathic College Accreditation, or a medical school listed in the 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
Council for Graduate Medical Education or the American Osteopathic Assoclation? Yes X No

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

9. Have you ever been co ed,:
disposition for any offense by a cou

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

11. Have you ever had a 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 forelgn jurisdiction? Yes No x

DocuStgned by;

Physician’s Sighature: MM’\L PM&L (//zV\.dAz .

882068CD01{D2408. .
Type Name: Robert Paul Lynch, MD

Date: 2/5/2018 | 12:00 CST




DocuSign Envelope ID; C784C9C6-09CD-4A90-BCBE-06A4F53D7193

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

I, Robert Paul Lynch, MD (Type in full legal name) the undersigned, being duly
sworn, hereby certify under oath that | am the person named in this Application for an IMLC Letter of
Qualification and 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 respect to my
Application, and that all documents, forms, or copies thereof furnished or to be furnished with respect
to my application are strictly true in every aspect.

| acknowledge that | have read and understand the Interstate Medical Licensure Compact
(“Compact”) and the Application, and have answered all questions contained in the Application
truthfully and completely. 1 further acknowledge that failure on my part to answer guestions truthfully
and completely may lead to disciplinary action against one or more medical licenses or permits | hold, as
well as my being prosecuted under appropriate federal and state laws.

| hereby apply to oo WASHINGTON. M- D ___as my State of Principal License {"sPL”)
for a Letter of Qualification (“LOQ") to be issued.a megical licenise in ohe 8 more Compact Member
States. To permit the SPLto procesé my application foran LOQ,'| hereby authorize and request every
person, entity, hospital, clinic, government agency {local, state, federal, or foreign), court, assoclation,
institution, or law enforcement agency having custody or control of any documents, records, and other
information pertaining to me to furnish to the SPL any such information, Including documents, records
regarding charges or complaints filed against me, formal or informal, pending or closed, or any other
pertinent data, and to permit the SPL or any of its agents or representatives 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 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,
clinic, government agency (local, state, federal, or foreign), court, assoclation, institution, or law
enforcement agency having custody or controf 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 limited to, personally-identifiable
Information including my Social Security Number to be used for querying the National Practitioner Data
Bank and In child support enforcement actions. | hereby release, discharge, and exonerate the SPL and
the Commission, and their employees, agents, or representatives, of any, and all llability of every nature
and kind arising out of any disclosure to the Member Boards.

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

States.

DocuSlgnet by:

Applicant Signature@bm‘ Pal fyuche

$88068CD0O1D2408..
robert Paul Lynch, MD

Type Applicant's Name

Applicant’s NPI
DATE 2/5/2018 | 12:00 CST

1336219476
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PHYSICIAN’S CORE DATA SHEET

(Must be the physiclan’s accurate information to avoid delay or refection)

Full Legal Name _Robert . paul . Lynch |
Fivst Middle Last suffix(s., Ji.)

Other names used(maiden, birth)
Fivst Middte Last

CONFIDENTIAL

Mailing addre
Office addres
Office address City State(XX) Zip
CONFIDENTIAL
Date of Birth Gender: Male X  Female
(mw/dd/yyyy)

o 253-631-8962
(PRI )

Physician’s office or practice telephone number of public recor

oy

Physician’s cellular or aItémati\"/gi&‘elephon;w

“CONFIDENTIAL -

mber o
' (HHH-BEY-BHHI?)

ician’ CONF
Physician’s Email Address to receive correspondence IDENTIAL
CONFI
Social Security Number: DENTIAL
(TR~
1336219476

Physician’s National Provider Identifier Number

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

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

Education Directory or its equivalent.)
Medical School ohio State University College of Medicine

Nate of School (1o abbyeviations or acronyius)
Date of Degree Issued_06/11/1982
(nww/dd]yyyy)

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

ood Samaritan Hospital,  Cincinnati, ohio completion Date 06/30/1987
Full Program Name (no abbreviations or acronysus) (mwjdd/yyyy)

Residency Program &

What is the specialty of the program __General surgery
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Qualifying Licensing exam taken: USMLE COMLEX Other X _FLEX
Must specify by name
Number of attempts taken to pass the USMLE:
Step 1: Step 2 CS: Step 2 CK: Step 3:
Number of attempts taken to pass the COMLEX:
Step L: Step 2 PE: Step 2 CE: Step 3:

Number of attempts taken to pass other licensing exam:

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

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

Specialty Board Certification:

Full Specialty Board Name {i.e. American Board of Pedlafrics)(no abbreviations or acronyms)

Expiration of Specialty Board Certification: s

Time limited: X Expiration date of time limited_12/31/202
(mun/dd/yyyy)

Lifetime:

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

Board,
License # MD 00029406 Date of Original Licensure __02/12/1992 {not renewal)
(mm/ddiyyyy)

Explration Date 06/29/2019  gpatys of License: Current: X Not Current:
(man/dd/yyyy)

Thank you for applying through the Inferstate Medical Licensure Compact.

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 fo avoid automatic
withdraw. Background checks may take some time, 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 fo accept messages fiom the

@docusign.net and @docusign.com domains.

FOR USE OF STATE OF PRINCIPAL LICENSE

| have conducted the verification process of this physician’s application. DosuSigned by:
State Authorized Signature %W'W‘Q’a’ . Rewens
Ki mharly M. Rofero
Warning: The signature tab will default to your Type Name y M

/

Board’s name. Please change it to your name . ,
Licensing Manager

in Adopt and Sign. Title
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CORE DATA CORRECTION SHEET

To process cotrections 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 cotrection emails.

Core Data to be changed Incorrect data Cotrection

EXAM FLEX NBME CERT# 272548
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Letter of Qualification

Date 03/27/2018

nuw/ddjyyyy
Name: Robert Pau’l Lynch
CONFIDENTIAL
Address
CltyStZip

Dear Dr, _Lynch

RE: Your application for IMLC Letter of Qualification
The WASHINGTON*MEDICAL COMMISSION™. .. . .. e
(“Board”), on behalf of the Statelof Principal Licensure (“SPL”) you selected; has received and reviewed

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

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

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

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

a medical license In by each.

All medical licenses issued by Member Boards through the IMLC are full and unrestricted
licenses. You will be responsible for complying with all laws and regulations pertaining to holding each
license and the practice of medicine in those jurisdictions Including, but not limited to each Member
Board’s continuing medical education requirements. Itis 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 %uubmba, A Rowmens
Type Name __ KimbeFTYHradiEro

Title of Authorized SPL_ Licensing Manager
DATE 3/27/2018 | 11:47 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
agresment,
MEMBER BOARD(S) COST OF LICENSE
$300.00

- KANSAS BOARD OF HEALING ARTS

TOTAL $ 300

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

Please note: All medical licenses issued through the IMLC are full and unrestricted licenses. You will be responsible for
complying with all laws and regulations pertaining to holding each Ticense and the practice of medicine in those jurisdictions.

Dogusigned by

Physician’s Signature Kelupt Paul [}?lulb 3

BO5ICBBDECHDATB...
robert pP. Lynch, MD, FACS
Type Name ynen, T

DATE 3/30/2018 | 3:47 CDT
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MEDICAL LICENSE ISSUANCE INFORMATION

Physician’s Name
: First Naie Middle Nawe Last Name

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

National Provider Identifier Number

Medical Board Name

Member Board License Number

Date License Issued

wn/ddlyyyy.

e War'mhg." The signaltb'e ‘tab will 'defbult to your
mu/dd/yyyy Board’s name. Please change it to your name
in Adopt and Sign

(0

Date of Expiration

Member Board Signature

Type Name

DATE




@ﬁ Stormont Vail Health

FAX

TO: Name: KSBHA Lic Waiver-Beth

Company:

Fax#: 3687102

Transition Date: 4/12/2018 2;07:26 PM

FROM: Office;

Credentialing — Medical Staff Services

Main Phone:

(785) 354-6241

Fax#:

(785) 354-6734

Number of pages including This Page: 2

PLEASH NOTE: The information confained on this fax transmittal fornt and in any necompanying docuraents are legally priviloged and
confidential communications intended onty for the usc of the desiguated recipient(s) named above, Ifthe reader of this message is not the
intended recipiont(s), you are hereby notified that you have vecoived the dotwment in error snd that any use, review, disseminntion,
distribution, disclosure, or copylng of this message is stristly prohibited. If you have received this communication in error, please notify
us fmmediately by the telephone mmber listed above and destroy the documents recetved. Thank you.

Medical Staff Office Personnel

Credentialing Team
Direct Contact Information:

Karen S, Reed-Coffman, MBA,
CPMSM, CPCS

Director, Medical Staff Services
Ph. 785-354-6245
kreedco@stormontyail.org

Hello Beth,

thank you for speaking with me in regards to the Kansas
lic walver for Dr. Robert Lynch. | appreciate your time and
help In this process.

Tracey

Paul Root, CPCS
Credentialing Supervisor
Ph, 785-354-6242
paroot@stormontvail.org

Jane Murray

» Credentialing Specialist

! Ph. 785-354-6229
jamurra@stormontvail.org

Tracey Konrade
Credentialing Specialist

Ph, 785-354-6337
tkonrade@stormontvail.org

Tammy Lewis
Cyredentialing Coordinator
Ph. 785-354-5201
talewis@stormontvail.org

Your timely response is greatly appreciated!

Kynthia Nelson
Thank You

Medical Staff Services Ceordinator
Ph. 785-354-6264
kynelso@stormoutvail.org

SVI~IApQCentralCred@stormontvail.org

1500 8. W, 10" Ave., Topeka, KS 66604-1353 * Medical Staff Office * Pho: 785-354-6229 * Fax: 785-354-6734




T TAUTRORIZATION AND RELEASE INFORMATION

Please campfete ifyou would like for Board staffto tatk with others concerningtyour application

R bertL ch MD )
2 yn , hereby authorize the Kansas Statc Board of Heallng Arts ("Board" .

. pvlntname :
o releas‘e and dlSCUSS any andall Informatlon pertaining tamy appllcatlon pending before the‘éBoard with the following

",.fName of lndwxdual/ Phone number" ) . ' Relationship to Individua

) "';',.‘" '.Tracey Konrade/ 785—354-6837 T Stormont Vall Credentlaliny Spe‘daﬁst
R Paumoot/785~354~6242 ) _ ) . Stormont Vall Credentlalijg Supervisor
KafenReedCoffmah/?BSvBSé»ﬁZdS L Stormont Vall Medical Staf Director

R - .'l Undérstand 1hat th}s Authonzation ahd Release sy be revoked only in writing. A reproduct(on of this Authorization and
VEthE same effect 331he ongina] '




Massey, Theresa [BOHA]

From; Schlesener, Nichole [BOHA]

Sent: Wednesday, April 25, 2018 1:47 PM

To: Massey, Theresa [BOHA] -

Subject: FW: Completed: Interstate Medical Licensure Compact Commission - Robert Paul Lynch
Attachments: Qualifications Application v.3.docx.pdf; Affidavit and Consent 8.2017.docx.pdf; Core Data Sheet v.

3.docx.pdf; Correction Sheet.docx.pdf; Letter of Qualification 8.2017.docx.pdf; Payment for Licenses
8.2017.docx.pdf; Medical License Issuance Information 8.2017.docx.pdf

Thanks,

Wéc&o@z gca&smz

Licensing Administrator

From: DocuSign NA3 System [mallto:dse_NA3@docusigh.net]
Sent; Wednesday, April 25, 2018 1:46 PM
To: KSBHA_Doctors <KSBHA_Doctors@ks.gov>

Subject: Completed: Interstate Medical Licensure Compact Commission - Robert Paul Lynch

interstate
Medical Licansure

Compact

IMLC IStARS
IStARS@imlce.net




All parties have completed Interstate Medical Licensure Compact Commission - Robert
Paul Lynch.

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

Powered bybocu%




DocuSign Envelope ID: C784C9C6-09CD-4A90-BCBE-06A4F53D7193

QUALIFICATIONS APPLICATION

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

questions below,
1. Which IMLC Member State do you want to serve as your State of Principal License (SPL)?:
WASHINGTON M.D.

2. Do you hold a full and unrestricted medical license to engage issued by a medical licensing board in
the SPL (SPL Board) WASHINGTON MEDICAL COMMISSION ? Yes X No

3. What s the license number Issued to you by the SPL board?__MP 00029406

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

a.  Your primary residence is In the SpL___ WASHINGTON M-D.  .ves X No

If yes, provide the following:

Resldence Street addre: CONFIDENTIAL .

Residence City State Zip _—
Cily St Zlp

WASHINGTON M.D. yac x No

b, At least 25% of your practice of medicine occurs in the SPL

If yes, describe your current practice General surgery,

clinic and call

WASHINGTON M.D. . Yes x No

¢.  Your employer is located in the SPL

If Yes, Employer name__Se1f employed

CONFIDENTIAL
Employer street addres:
Employer City State ZIp
City St Zip
d. You have designated the SPL WASHENGTON -D» as your

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

CONFIDENTIAL
, (must be most recent return)

If yes, glve Tax ID # (SS#, EIN)
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5. Are you a graduate of a medical school accredited by the Liaisoh Committee on Medical Education
or the Commisslon 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
Council for Graduate Medical Education or the American Osteopathic Association? Yes x No

8. Do you hold specialty certification or a time-unlimited specialty certificate recognized by the
American Board of Medical Specialties (ABMS) or the American Osteopathic Assoclation’s Bureau of

Osteopathic Specialists (AOABOS)? Yes x No

9. Have you ever been convicted, recelved 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 disclpline by a
licensing agency in any state, federal or foreign jurisdiction, excluding any action related to non-
payment of fees related to a license?  Yes No X

11.  Have you ever had a controlled substance license or permit suspended or revoked by a state or
the United States Drug Enforcement Adminlistration?  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

DocuSigned by:

Physician’s Signature: KOL’U’IL P o, (/U’Wfb

BB98E8 D2408...
RO erLoPaY Lynch, MD

Type Name:
Date: 2/5/2018 | 12:00 CST
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AFFIDAVIT AND AUTHORIZATION FOR RELEASE OF INFORMATION FOR APPLICATION FOR AN
IMLC LETTER OF QUALIFICATION AND MEDICAL LICENSES IN IMLC MEMBER STATES

l, Robert Paul Lynch, MD (Type in full legal name) the undersigned, being duly
sworh, 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 respect to my
Application, and that all documents, forms, or coples thereof furnished or to be furnished with respect
to my application are strictly true in every aspect.

| acknowledge that | have read and understand the Interstate Medical Licensure Compact
(“Compact”) and the 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 disclplinary action against one or more medical licenses or permits | hold, as
well as my being prosecuted under appropriate federal and state laws.

| hereby apply to WASHINGTON M.D. as my State of Principal License (“SPL")
for a Letter of Qualification (“LOQ") to be issued a medical license in one or more Compact Member
States. To permit the SPL to process my application for an LOQ, | hereby authorize and request every
person, entity, hospital, clinic, government agency (local, state, federal, or forelgn), court, association,
institution, or law enforcement agency having custody or control of any documents, records, and other
information pertalning to me to furnish to the SPLany such information, including documents, records
regarding charges or complaints filed against me, formal or informal, pending or closed, or any other
pertinent data, and to permit the SPL or any of its agents or representatives to inspect and make, or
receive, coples of such documents, records, and other information In connection with this Application. |
also authorize the SPL to perform or obtaln a criminal history background check with law enforcement
on me as part of the determination of my eligibility to be licensed through the Compact.

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

| 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 Soclal Security Number to be used for querying the National Practitioner Data
Bank and In child support enforcement actions. | hereby release, discharge, and exonerate the SPLand
the Commission, and thelr employees, agents, or representatives, of any, and all liability of every nature
and kind arising out of any disclosure to the Member Boards.

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

DocuSigned by:

Applicant Signature@ku& Poud, [ty

889868CD0O1D2408.,,

Type Applicant’s Name robert Paul Lynch, MD

Applicant’s NPI 1336219476

DATE 2/5/2018 | 12:00 CST




DocuSign Envelope ID: C784C9C6-09CD-4A90-BCBE-05A4F53D7193

PHYSICIAN’S CORE DATA SHEET

(Must be the physiclan’s accurate Information to avold delay or rejection)

Full Legal Name Robert ., paul . Lynch .
First Middle Last Suffix(Sr., Ji1)

Other names used(maiden, birth)

Fivst Middle Last

CONFID
Mailing addres ENTIAL

Office address
Office addess Clty Slate(XX) 2p
CON
Date of Birth FIDENTIAL Gender: Male X  Female
(mm/ddfyyyy)

631-8962
(FHABHH- )

Physician’s office or practice telephone number of public record 253-

Physician’s cellular or alternative telephone number CONFIDENTIAL

(HHH-HHB- )

Physician’s Emall Address to receive correspondence CONFIDENTIAL
) . CONFIDENTIAL
Social Security Number: I
(-t
1336219476

Physician’s National Provider ldentifier Number

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

(Medical school must be accredited by the Lialson 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 Ohio state University college of Medicine

Name of School (no abbreviations or acronyms)

Date of Degree Issued_06/11/1982
(xu/dd/yyyy)

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

06/30/1987

Residency Program Good Samaritan Hospital, Cincinnati, Ohio Completion Date
Full Program Name (no abbreviations or acronyms) (mfdd/yyyy)

What s the specialty of the program __General surgery




DocuSign Envelope ID: C784C9C6-09CD-4A90-BCBE-05A4F53D7193

FLEX
Must specify by name

Qualifying Licensing exam taken: USMLE COMLEX Other X
Number of attempts taken to pass the USMLE:

Step1: Step2CS: ___ Step2 CK:_____ Step3:
Number of attempts taken to pass the COMLEX:

Step1:__ | Step 2 PE: ____ Step 2 CE: __ Step3: _____
Number of attempts taken to pass other licensing exam:

Step 1: 1 Step 2: 1 Step3:l

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

Specialty Board Certification:

Full Speclalty Board Name (i.e. American Board of Pedlatrics)(no abbreviations or acronyms)

Expiration of Specialty Board Cettification:

Lifetime:
d 12/31/2022

Time limited: X Expiration date of time limite
(mm/ddiyyyy)

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

Board.
License # MD 00029406 Date of Original Licensure _02/12/1992 {not renewal)
(mm/ddlyyyy)

Expiration Date 06/29/2019  gratys of License:  Current: X Not Current:
(mr/ddiyyyy)

Thank you for applying through the Interstate Medical Licensure Compact.

The state will contact you fo give insiructions on obtaining your fingerprints 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 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 lo accept messages fiom the
@docusign.nel and @docusign,com domains.

FOR USE OF STATE OF PRINCIPAL LICENSE

[ have conducted the verification process of this physician’s application. Doouigned by

State Authorized Signature %Wmé' M. Remens

) Agafiapa TABICH...
Kimberly M. Romero

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

in Adopt and Sign. Title_ Licensing Manager




DocuSign Envelope ID: C784C08C6-09CD-4A90-BCBE-05A4F53D7193

CORE DATA CORRECTION SHEET

To process corrections please use the below frecform 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

EXAM FLEX NBME CERT# 272548

E




i

DocuSign Envelope 1D: C784C9C6-09CD-4A90-BCBE-05A4F53D7193

Letter of Qualification

Date 03/27/2018

mm/dd/yyyy
Name: Robert paul Lynch
CONFIDENTIAL
Address: —

CityStZip o

Dear Dr, _Lynch

RE: Your application for IMLC Letter of Qualification

The WASHINGTON MEDICAL COMMISSION

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

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

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

a medical license in by each.

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

DoouSigned by:

Authorized Signature from SPL ‘Kuwlw\&# . Romens
Type Name __KimbeF $P Ao

Title of Authorized SPL__Licensing Manager
DATE 3/27/2018 | 11:47 coT




DocuSign Envelope ID: C784C9C6-09CD-4A90-BCBE-05A4F63D7183

PAYMENT FOR LICENSES

Below are the selected states in which you have indicated you wish to be licensed to practice 1
agreement,

MEMBER BOARD(S) COST OF LICENSE

nedicine, Please sign as a payment

KANSAS BOARD OF HEALING ARTS $300.00

TOTAL $ 300
The selected state medical board(s) will be notified of your selection and issue the license(s).

' Please note: All medical licenses issued through the IMLC are full and unrestricted licenses. You will be responsible for
complying with all laws and regulations pertaining to holding each license and the practice of medicine in those jurisdictions.

DocuSigned by:
Physician’s Signature ' Rolrt Paul (/‘1“1” —

BO53CHSDECAD4TS...
Robert P. Lynch, MD, FAC

Type Name

N DATE 3/30/2018 | 3:47 coT




DocuSign Envelope ID; G784C9C6-09CD-4A00-BCBE-06A4F53D7193

MEDICAL LICENSE ISSUANCE INFORMATION

Physician’s Name Robert Paul Lynch
First Name Middle Name Last Name

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

National Provider Identifier Number 1336219476

Medical Board Name Kansas state Board of Healing Arts

Member Board License Number 04-40814
Date License Issued _05/01/2018
mny/ddlyyyy
Date of Expiration 07/31/2019 Warning: The signature tab will default to your
muydd/yyyy Board’s name. Please change it to your naine
in Adopt and Sign

DoouSigned byt

Member Board Signature | “Mehate . Setesener

307A2120AC74FD...

Type Name Nichole M. Schlesener

DATE 4/25/2018 | 1:45 CDT




Massey, Theresa [BOHA]

From; Massey, Theresa [BOHA]

Sent; Tuesday, April 3, 2018 8:49 AM
To: Schlesener, Nichole [BOHA]
Subject: Compact application Robert Lynch
Attachments: EnvelopePDF.pdf

Hello Nichole,

| have a couple of questions for you regarding Dr. Lynch’s application, Please see the attachment.

1. He put his SPL as Washington M.D. and on Primary Residence - Is that ok?
2. His residence address and his practice address are the same. —Is that ok? — He does state he Is self-employed.

Thanks,

Theresa Massey

Licensing Analyst

Healing Arts Professions

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

Topeka, KS 66612

= 785 296-0934

&: 785 296-0852

£9; theresa.massey@ks.gov

B www.ksbha.org

¥
ansas Confidentiality Notice: This message Is from the Licensing Division of the Kansas State Board of Heallng Arts and s

intended only for the addressee. The information contained In this message is confidential, may be attorney-client privileged, may be
privileged work product, may constitute protected health informatlon not subject to disclosure 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 unlawful. If you are not the addressee, please promptly delete this message and notify the sender of
the delivery error, E-mall is not a secure medium and there Is no guarantee e-mait information will remain confidential. If you would
prefer not to recelve future communication by e-mall, please notify the sender.

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




DocuSign Envelope 1D; C784C9C6-09CD-4A90-BCBE-05A4F53D7193

Letter of Qualification

Date 03/27/2018

m/ddfyyyy
Name: Robert paul Lynch
Address: CONFIDENTIAL
CityStZip

Dear Dr, _Lynch

RE: Your application for IMLC Letter of Qualification

The WASHINGTON- MEDICAL COMMISSION '

(“Board”), on behalf of the State of Principal Licensure (“sPL") you selected, has received and reviewed
your application for a Letter of Qualification (“L0Q”) for licensure through the Interstate Medical
Licensure Compact (“IMLC").

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

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

a medical license in by each.

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

DoouSigned by:

Authorized Signature from SPL ‘KUMM%' W Remens
Type Name KimbeF 'QQEM?F%a?l@PO

Title of Authorized SPL_ Licensing Manager
DATE 3/27/2018 | 11:47 CoT

EXHIBIT
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phone; 785-296-7413

¥ ¥
Kansas Stale Board of Healing Atls E B S aS fax: 785-296-0852
800 SW Jackson, Lower Level-Suite A . Email: KSBHA_healingarts@ks.gov
Topeka, KS 66612 Board of Healing Arls wwav. ksbha.org

Kathleen Selzler Lippert, Execulive Director Laura Kelly, Governor

September 16, 2019

PR 2
Apglicant ID 1422735 . &5 2
Robert Lvnch, MD , 0/\,9
CONFIDENTIAL o

blynchmd @outlook.com

RE: Professional Liability Insurance & Kansas Health Care Stabilization Fund “Auclit;
License # 04-40814

Dear Dr. Lynch:.

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

In Kansas, if you have an Active license, you are required to maintain professional liability insurance of
not less than $200,000 per claim, and not less than $600,000 annual aggregate for all claims made during
the policy period. See K.S.A. 40-3402(2)-(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; IL.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, 2020. On that renewal, you agreed to maintain and produce preof of professional
liability insurance and KIHCSF 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 ot before October 16, 2019. Failure to produce this
requested information may résult 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 (o

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.

BOARD MEMBERS: STEVEN . GOULD, PRESICENT, CHENEY + JoNM F. SerTici, PiLD,, PUBLIC MEMDER, VICE PRESIDENT, ATCIISON « MARK DALDERSTON, DC, SHAWHEE
R, JEARY DEGRAGO, DC, WICHITA + ROBIN D. DURRETT, DO, GREAT BENO, + THOMAS ESTEP, 1D, WICHITA » AHNE HODGDON, PUBLIC MEMBER, LENEXA
JOEL R, HUTCHING, MD, HOLTON « Steve Kely, PubLic JAGDER, NEVron = DAVID LAMA, DPM, OVERUAND PARK » DOUGLAS J. MILFEWD, FAD, WICHITA
GAROLD O, MG, MD, BELAINE » KINBERLYJ. TEMPLETON, MD, LEAVOOD « RONALD M. VARNER, DO, EL DORADA

=
a
=
i

TTY (HEARING INPAINED) 711 O 1,800.766.3777 VOIGE/TTY + E-LWIL: KSDHA_HEAUNGARTS@KS.GOV

£200%




If you have que

ions about submitting forms to or compliance with the KHCSF, you can contact the

KHSCF by mail,jtelephqne, or email at the following:

Kansas Health Care Stabilization Fund
300 SW 8" Ave, 2™ FL
Topeka, KS 66603
(785) 2913777
www.hcsf.org

All the KHCSF'4 forms ate available at: hgps://hcsf.kansas.gov[fogms/

If you currently |
consider changi
submit an Applié

All corresponden
directed to: KSB

Sincerely,

Rebelal

Licensing Admiy

na;)ld an Active license in Kansas,

but do not actively practice in Kansas, you may want to

your |icense status to either Exempt or Inactive. To change your license status, please

htion fdr Change of Designation/Type.

ce regarding your professional liability insurance and KHCSF compliance audit must be

HA_Ligensing@ks.gov, or via mail:

T Kansas State Board of Healing Arts

Attn: MD Audit
800 SW Jackson, Lower Level — Suite A
Topeka, KS 66612

|
% MO’O’W
istrator

Kansas State Bogrd of Healing Arts

800 SW Jackson
Topeka, Kansas

BOARD MEMBERS:
R.JerRY D
JOELR. Hi

Lower: Level — Suite A

f56612

%E\IKNJ.GOULD, PRESIDENT, CHENEY « JORN F, BETTCH, PH.D., PUBLIC MEMDER, VICE PRESIDENT, ATCRISON « MARK BALDERSTQN, DT, BHAWHEE

RADO, DC, WICHITA ¢ ROBIND, DURRETT, DO, GREAT BEKD + THOMAS ESTEP, MD, WIGHTA » ANNE HODGDON, PUBLIC MEMBER, LENEXA
L HiNg, MD, HOLTON o STEVE KELLY, PUBLIC MEMBER, NEWTON » DAVIDLAKA, DPM, OVERLAKD PARK » DOUALAS J, MItFELD, MD, WICHITA

BAROLD O, MiNNS, MD, BELAIRE » KIMBERLY J. TEHPLETON, MD, LEAWOOD » RONALDM, VARNER, DO, ELDORADO

TTY {HBARING IMPAIRED) 711 OR 1.800.768.3777 VOICE/TTY o E-MAIL; KSBHA_HEALINGARTE@KE.00V




TR 4*%,’
GG *»%— PHONE: 785-296-7413
Kansas State Board of Healing Arts

FAX: 785-296-0852
800 SW Jackson, Lower Level-Suite A nS aS KSBHA_Licensing@ks.gov

Topeka, KS 66612 State Board ocha]ing Arts www.ksbha.org
Tucker Poling, Interim Executive Laura Kelly, Governor
Director

October 18, 2019 . .
Final Notice

1422735

Robert Paul Lynch, MD
CONFIDENTIAL

RE: Professional Liability Insurance & Kansas Health Care Stabilization Fund Audit; Final Notice; 04-40814

Dear Dr. Robert Paul Lynch:
This letter serves as your final notice for your audit. You were previously sent a letter on September 16, 2019.

The Kansas State Board of Healing Arts (“Board”) is contacting you as part of the audit process. You have been selected to
provide proof of your professional liability insurance and Kansas Health 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 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 and required
to maintain compliance with the HCSF (the HCSF provides supplemental professional liability coverage for health care
providers affected by the Fund law). See K.S.A. 40-3402(a)-(b); K.S.A. 40-3404; K.S.A. 65-2809(c).

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

please contact HCSF.

Kansas Health Care Stabilization Fund
300 SW 8" Ave, 2" Floor
Topeka, KS 66603
Phone: (785) 291-3777
Tax: (785)291-3550
Email: hesf@ks.gov
Error! Hyperlink reference not valid.https://hesf kansas.gov

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

Change of Designation/Type to the Board.

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

H N




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
Board Mambars:
Steven J. Gould, DC, Prasident John F. Sellich, Ph.D,, Public Member, Vice Presldent Mark Baldarston, DC
Chaney Alchlson Shawnee
R. Jerry DeGrado, DC Robin D, Durrsit, DO Tom Estep, MD
chila . Great Bend Wichita
Anna Hodgdon, Public Membar Jos| R. Hutchins, MD Stave Kelly, Public Member
Lenexa Holton owlon
Davld Laha, DPM ' Douglas J. Milfeld, MD Garold O, Minns, MD
Overland Park Wichita Bel Alre
Kimberly J. Templeton, MD Ronald M. Vamer, DO . .
Leawood Augusta

TTY (Hearing Impalred) 741 or 1.800.766,3777 volee/TTY — a-mall: KSBHA_healingarts@ks.aov




Health Care Stabilization Fund Data Information Page 1 of 1

HCP Name ID No. Agency License Res. Status Retro Date Address
LYNCH  MD 114192 110 04-40814 N A  0s/1s/2018  CONPETAL

ROBERT

Company Policy Rate Level Fund Type Effective Expiration Surcharge Document
reference
numbers

CONTINENTAL CONFIDENTIAL 2108 8 C 05/15/2018 02/01/2019  $ 139.00

CASUALTY CO 7

Search Again | Return to HCSF Website

Feedback

Our commitment to excellence involves receiving feedback from you. We would appreciate your
feedback in the form of a brief survey describing your overall experience with this service.

“EXHIBIT

https://www.kansas.gov/hcsf/index.html?providcrid=1141 92 7/21/2020




RECEIVED
By KSBHA at 11:46 am, Aug 25, 2020

APPLICATION FOR CHANGE OF DESIGNATION/TYPE

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

icensing@ks.gov
04 . -
License No. 40814 (X Medicine & Surgery [ JChiropractic [JOsteopathic [ ]Podiatry
Current Type: [Q]Active [ |Federal Active (] Military "] Exempt [] Inactive
Robert Paul Lynch
Name: it FT T oot
Home Address: CONFIDENTIAL
Street CONFEIDENTIAL City State CONFI[Z)ENTIAL
Home Telephone Number: E-Mail Address:
Same
Business Address:
Street City Stale Zip
Business Telephone Number: ) . E-Mail Address:
Preferred Mailing Address: Home [C] Business
EFFECTIVEZ25 /08 / 2020 The effective date CANNOT be a retroactive date and must be a

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

i Please select only ONE type.

(i Active: A license issued to a person engaged in the practice of medicine and surgery, osteopathic medicine and
surgery, chiropractic or podiatry. 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 issued if the license was never

Active (use additional pages if necessary):
From:MO/YR To:MO/YR Complete Address Pogsition Held

2. If rendering any professional 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
certificate form. If you have any questions about participation with KHCSF call please (785) 291-3777.
3. If your continuing education is not cutrent, proof of your continuing education hours must be included with your application.
You may verify your continuing education year by reviewing your wallet card or visiting our website www.ksbha.org,
4, Since the last renewal date of your Kansas license, have you:
[TIYes [[INo had an adverse judgment, award, or settlement resulting from a professional liability claim?
[]Yes [[INo had a disciplinary action taken or initiated against you by a state licensing agency or surrendered or

consented to limitation of your license to practice in any state?
[JYes [[INo had any hospital privileges suspended?
[[1Yes [[INo 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,

800 SW Jackson, Lower Level-Sui'te A., TOPEKA KS 66612 EXHIBIT
Voice: 785-296-7413 Toll Free: 1-888-886-7205 Fax; 785-296-0852 Website: www.ksbha.ora u




[] Federal Active: A license issued to only & person who meets all the requirements for a license to
practice the healing arts in Kansas and who practices that branch of the healing arts solely in the course of employment or active
duty in the United States government or any of its departments, bureaus or agencies or who, in addition to such employment or
assignment, provides professional services as a charitable health care provider as defined under K.S.A. 75-6102. Continuing
education, expiration, and renewal of a license shall be applicable to a federally active license, A person who practices nnder 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 to have policy of professional liability coverage in effect. '

1. Location of Federal Employment:

‘Name of Employer Stre(j.t Oy State Zip

2. If your continuing education is not current, proof of your continuing education hours must be included with your application.
You may verify your continuing education year by reviewing your wall:et card or visiting our website www.ksbha.org.

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

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

4. Since the last renewal date of your Kansas license, have you: ;

[[JYes [[INo had an adverse judgment, award, or settlement resulting from a professional liability claim?

[JYes [TINo had a disciplinary action taken or initiated against you by a state licensing agency or surrendered or
consented to limitation of your license to practice in any state?

7] Yes No had any hospital privileges suspended?

[IYes [|No been found guilty or pled no contest to a felony or Class A misdemeanor?

Attach documentation and an expianation If your answer Is “yes> to any of the above questions.

1 Exem pt: A license issued to a person who is not regularly %engaged in the practice of the healing arts or podiatry in
Kansas and who does not hold oneself out to the public as being professionally engaged in such practice. Each exempt license may be

renewed 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 a local health department as deﬁnefd by K.S.A. 65-241; or (2) practice as a charitable health care
provider for an indigent health care clinic as defined by K.S.A. 75-6102.] Additionally, the holder of an exempt license may perform
administrative functions. The holder of an exempt license shall not be required to submit evidence of satisfactory completion of a
progtam of continuing education nor are they required fo have basic coverage or self-insurance in effect.

I intend to engage in the following professional activities in Kansas:é

1 Consultant Cl Charitable Health Care Provider (] Administration
[T Treatment of Family and Friends with No Compensation O Coroner/Deputy Coroner [C] None
[ other: %

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

Inactive: A license issued to a person who is not regularly engaged in the practice of the healing arts in
Kansas and who does not hold oneself out to the public as being professionally engaged in such practice. An inactive license

shall not entitle the holder to practice the healing arts in this state. Each inactive license may be renewed annually. The holder |
of an inactive license shall not be required to submit evidence of satisfactory completion of a program of continuing education
and is not required to have basic coverage or self-insurance in effect solely because such person is no longer engaged in
rendering professional service as a health care provider.

Fees: Please complete the credit card authorization form or make y01;u~ check 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 Acﬁ‘)'e: $330
Military changing to Exempt or Inactive: $150
Exempt or Inactive changing to Exempt or Inactive: No Fee
Exempt or Inactive changin_gl to Active or Federal Active: $175

1 certify under penalty of perjury under the laws of the State of Kansas {Hat the information provided on this form, including

supporting dymﬁ;’/é true and cor}',éct and that I am licensed to practice in the State of Kansas,
7/

'
) 7 7 ﬁ,//g 2020
Signatufe! e e

Date

revised 3/6/19




From: Robert Lynch

To: KSBHA Licensing
Subject: Kansas board of Healing Arts; RE: inactivation of MD license
Date: Tuesday, August 25, 2020 9:51:41 AM

Attachments: KSBHA25 aug 2020Scan.pdf

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

Dear Sirs:
Please see attached form to immediately inactivate my MD license in Kansas,

Thank you for your time,

R. Lynch, MD, FACS






