Alabama Board of Medical Examiners
P.O. Box 946, Montgomery, AL 36101

Office-Based Surgery
Adverse Event Report Form

—. * AL License # g

Address: _ "
Street City State Zip
| N, )
Physictan Specialty: [~ (roq vy WA -
Date of Surgery: 12/ rs‘i/ 23  Type of Surgery: BM A + _
2 . ""
T'ypo of Anesthesia (Moderatc, Decp, or General): ({::\.-.«u__[

Name & Title of Pcrson Administering Anesthcsia: M Cenn

Date of Adverse Event: ! ‘Q,/J_‘S"j 03

Indicate Adverse Event {ie. Surgical complication, post-op infection, etc.):

A._"f)e 3&‘1""& »’D/W""‘-"“' fow/'w“““-? c"/"z-vv’t .

Patient Hospitalized: Yes _Zfo — /
Paticnt Oulcome: Full Recovery y” Disability  Death  ** Pending

** If patient i ing, pleass provide a follow-up repert within 14 days of the patient's discharge and/or recovery.

Pleage provide a brief narrative deseription of what occurred during this event and what changes in
office protocols have been implemcented in erder to prevent this complication from re-accurring.

Pt LQ»M_P_%L__,MJ&_&QM 2 Fe ALS | prem i
A foisnsnnrs. L !.9_‘.?-_,_134—«_ s Lerorleal?
Tl 137 . tre ) cemil o perifen St T
Aonaloma . f:w'—v-'?LT p

1 swear (affirm) that the information sct forth an this Office-Based Surgery/Adverse Event Report Form is
ue and correct to the best of my knowledge, information and belief. 1 also understand that the Board of

Medical Examiners may conduct an on-site inspection at any time.

* Please return to Sherri D. Nichols, Board Sccrctary, at the above listed address. *

Signature of Physician:
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Alabama Board of Medical Examiners
P.O. Box 946, Montgomery, AL 36701

Office-Based Surgery
Adverse Event Report Form

Date of Surgery: s (v Type of Surgery:

Type of Anesthesia (Moderate, Deep, or General): Mg

Mo

Name & Title of Person Admiyistering Anesthesia:

Date of Adverse Event; . 3 r(

Indicate Adverse Event (ie. Surgical co

oL‘Tc. {\Lﬁu‘t'ﬁm

lication, post-op infection, etc.):

Patient Hospitalized: Yes
Patient Outcome:

! 1 swear {affirm) that the information set forth on this Office-Based Surgery/Adverse Event Report F&l
’ true and correct to the best of my knowlcdge, information and belief. 1 also understand that the Board of
Medical Examiners may conduct an on-site inspection at any time.

* Please return to Sherri D. Nichols, Board Secre at the above listed address. *
Signature of Physician: wxy pate: 3 {1~ { 4
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g Alabama Board of Medical Examin ﬂ ECEIVED

P.O. Box 946, Montgomery, AL 36141 1

Office-Based Surgery MAY & 0 s l
Adverse Event Report Form

Name: (R

Address: 2

Amas—cw—'
Street : City - State Zip

Physician Specialty: E[Q‘é‘l{‘ﬁ }z;g tﬁggug
Date of Surgery: 0% \5 o4 Type of Surgery: @(ﬁ[,ﬁ ‘. iﬂimﬂgﬂ Lt ‘Hr\ugh

Type of Anesthesia (Moderate, Deep, or General):

Namo & Title of Person Administering Anesthesia: w

Date of Adverse Event: ©3-\& Od\

Indicate Adverse Event (ie. Surgical complication, post-op infection, etc.):
deonodoma, el

Patient Hospitalized: Yes _ No X
Patient Outcome: Full Recovery X Disability _ Death ___ ** Pending

Please provide a brief oarrative description of what occurred during this event and what changes in
ofl' ce protocols have been lmplemeuted n order to prevent this compl:caﬁon from re-occurring,.
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I;swcg { E@; Eﬁat the inforniation set forth on this Office-Based Surgery/Adverse Event Report Form is
true and correct o the best of my kno l:,dge mforma i1 and belief. 1 also understand that the Board of
Medical Examiners may conduct an gif-si ? M’]

* Please return to Sherri D.

Signature of Physician®

sodach




Alabama Board of Medical EXHangrsh A
P.O. Box 946, Mantgomery, AL 35101 IR A

('*.\Jjg‘\ o Office-Based Surgery n-J_ o
\j ...,:::, e

Adverse Event Report Fo

Nem: (N AL License + (NN
Adcres: S
Street City State Zip

Physician Specialty: PladA %w&evw

Date of Surgery: _02° (5. 04 TypeofSurgery @Eﬁh% Z \ﬁmmﬁ LE - ‘J«\?lu\{({f'm

Type of Anesthesia (Moderate, Deep, or General): ée:h-@‘((lj

Name & Title of Person Administering Anesthesia: * C?—N P

Date of Adverse Event: ©3 \6 OL\

Indicate Adverse Event (ic. Surgical complication, post-op infection, etc.):

sepratoma el

Patient Hospitelized: Yes___ No X
Patient OQutcome: Full Recovery X Disability _  Death ___ ** Pending

** patent Qugome i& pending, please provide a (ollow-irp report within 14 days of the pulient's dizcharge andior recovery.

Please provide a hrief narrative description of what accurred during this event and what changes In
office protocols have been :mplemented In order to prevent this complication from re-occurring.
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I'swe t the information set forth on this Office-Based Surgery/Adverse Event Report Form is

true and corrcct to the best of my knowledge, mforma and belief. I also undersiand that the Board of
Medical Examiners may conduct an gif-site i : ary time.

tary, at the above listed address. *

Date: 2 [(n'd-&'

+ Pleasge return to Sherri D.

Signature of Physician:




Office-Based Surgery
Adverse Event Report Form

Name:

Address:

City  State  zip
Physician Specialty: PLASTI € SR LERN

Street

Date of Surgery: 3 9 0"] Type of Surgery:  AVG MM TATIoN)

Type of Anesthesia (Moderate, Deep, or General): ___ 2 o TRATE
Name & Title of Person Administering Anesthesia: —_ Y N‘A

Date of Adverse Event: 3 1904

Indicate Adverse Event (ie. Surgical cormnplication, post-op infection, etc.): PrsauM 0THM

Patient Hospitalized: Yes ___ No _’_/__
Patient Outcome:  Full Recovery _~” Disability  Death ___ ** Pending

Please provide a brief narrative description of what oecurred during this event and what changes in
office protocols have been implemented in order to prevent this complication from re-occurring.

MG DigCtenor OF  svBPEcTofR4L  Po\ ¢ £T byt
A RENT oLV HREN N IVNTER CofTAL  SPALE  juTo
eVt SET ATTAED OF Repehx,

1 swear (affirm) that the information set forth on this Office-Based Surgery/Adverse Bvent Report Form is
true and correct to the best of my knowledge, information and belief. 1 also understand that the Board of
Medical Examiners may conduct an on-gite ingpection at any time.

* Please return to Sherri D. Nichols, Board Secretary, at the above listed address. *

Signature of Physician: * pate: 1 1T o
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Alabama Board of Medical Examiner
P.O. Box 946, Montgomery, AL 3610

MAY 2 1 2004
Office-Based Surgery
Adverse Event Report Form A B M E
Name: m AL License #—
Address: |
' eet City St Zip
Physician Specialty: ¢ Surdger |

Date of Surgery: 3/7? =) /"fl‘ Type of Surgery: 3.*"{&&11 ?4 #mm(a_%o,\,
Type of Anesthesia (Moderate, Deep, or General): g eural

Name & Title of PemonCﬁthg‘AneSthesia: M ﬁf WA
7
Date of Adverse Event: qu/ (248
==

Indicate Adverse Bvent (ie. Surgical complication, post-op infection, etc.):
Deflation Lett P fant

Patient Hospitalized: Yes _ No V'
Patient Outcome:  Full Recovery ~Disability  Death _ ** Pending

Flease provide r brief narrative description of what occurred during this event and what changes in

office protucols have been implemented in ordex tp prevent this complication from re-eccurring. -
1 LOFE o] 10O/ 477 oL
ef la f10A_ O A il Are_ LS L~

(YT {a At HA A/ I’LLH Z M.._
Error ks Lr_qg(gg{ dg[@f L/e are Mﬁ/‘y
Yepyrd  from g_rgo/amf rvnufacturér.

[ swear (affirm) that the information set forth on this Office-Based Surgery/Adverse Event Report Form is
true and correct to the best of my knowledge, information and belief. I also understend that the Board of
Medical Examiners may copduct an on-gite i jon st any time.

* Please return to Sherri D, r%li ard Secrctary, at the above listed address. * /

Date: j:/f"d%

Signature of Physician:
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P.O. Box 946, Montgomery, AL 36101
Office-Based Surgery J‘B__&L_
Adverse Event Report Form '
Nee: (N ———- L Licors S

Addrqss:

\>\ Alabama Board of Medical Examiners MAY 2 1 2004

Physician Specialty: __[Pfastic Surger
Date of Surgery: 3/-’35 A’ %‘ Type of Surgery: Br{aj ‘/‘ ?dﬁt? men 'ﬁ?.‘/l%

Type of Anesthesia (Moderate, Deep, or General): g’ mﬂrﬂ/

Name & Title of Person

Date of Adverse Event:

Indicate Adverse Event (ie. Surgical complication, post-op infection, etc):

Deflated (#2 zmgzgm{

Paucut Hospitalized: Yes___No
Patient Outcome: Full Recovery J4“131sabnhty ___Death  **Pending

Please provide a brief narrative deseription of what occurred during this event and what changes in

oxﬁce prutocols have been implemented in o to revent this eompllcatlon from re-eccurrin
pmsenggf 2 V7N aD witd_4a dézaﬁmh
dﬂ&i&& WS 4 res u/# o/ C/np/ogic;_mg

g ﬁﬁ% a’e:@’c! e are Mﬁcﬁf__‘

I swear (affitm) that the information set forth on this Office-Based Surgery/Adverse Event Report Form is
true and correct to the best of my knowledge, information and belief, [ also understand that the Board of

Medical Examiners may conduct an on-site inspection at any time.

* Please retumn to Sherri D, Nj Board Secretary, at the above listed address. * /

Date: _5"‘/4?'0:2. .




T
g Alabama Board of Medical Examiners
P.0. Box 946, Montgomery, AL 36101

Office-Based Surgery
Adverse Event Report Form

Nome: _ S AL License

Address:

treet City State
Physician Specialty: Oglos ¢rectal Sergery

Date of Surgery: a5/ o4 Type of Surgery: "””’“”""%&5; < pnfl; 24 ‘!’C‘m\ I

Type of Anesthesia (Moderate, Deep, or General): Genern

Name & Title of Person Administering Anesthesia: _m MD-

Date of Adverse Event: 3]1:f 24

Indicate Adverse Event {ie. Surgical complication, post-op infection, etc.):
LOWER. GAGHON f2spmar. BLesyve

Patient Hospitalized: Yes L No .
Patient Qutcome: Full Recovery ___ Disability __ Death __ ** Pending ‘__“_/

** I pafient quiggme ig pending. plesse grovide a follow-up report withip 14 days of the patient's dischares and/or recovery,

Please provide a2 brief narrative description of whai eccurred during thiz event and what chanpes in
office protecols have been implemented {n order to prevent this complication from re-occurring.

A7 IR TIEze 76 H Aty SET2vice” 3 [30/0¥. " Pt
SHE COMPtIEs FF._JMKSING AGOUT . ping " oF Stepp &f CLoRT
L HTL, Belvier — SHE piand A Lo lonpscaipy wo i folypicgrsy
ON _3/25[0¥ — St e supte ALB  EAMUEE PHAT Dy
FOC ARIMATLC RN St e AS 660 TD Prleseen] TD epirlbarsy
Poorr fnt By erel Exiusidar ARG S HAD & Seanid ysSove
WITH 1N Pondrppres OF Ty ST — fitser Sct Afltcrycp Mo

1 swear (affim) that the information set forth on this Office-Based Surgery/Adverse Event Report Form is
true and correct to the best of my knowledge, information and belief. I also understand that the Board of
Medical Examiners may conduct an on-site inspection at any nme.

* Please return to Sherri D. Nicholsard Secretary, at the above listed address. *

S

Signature of Physician: Date: __3/31Jo%
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u Alabama Board of Medical Examin
P.0. Box 946, Montgomery, AL 361 MAY 2 1 2004

Office-Based Surgery
Adverse Event Report Form A B M
Name: _ (> . ALLicensg
Address:
~ Street City Stdd Zip

Physician Specialy:  Plastic Surge ry

Date of Surgery: 3/25 / 0%‘ Type of Surgery: Bl’( as? 741467!7?&??’4)4 «
Type of Anesthesia (Modarats, Deep, or General): 6’ WM,

Name & Tifle of Person Administering Anesthesia: “d&’nﬂ
Date of Adverse Event: _ 4[1 04

Indicate Adverse Event ({e. Surgical complication, post-op infection, etc.):
et ladion righi_comp lanrd-

Patient Hospitalized: Yes __ No v
Patient Qutcome: Full Rccovcxy v’ Digability ___ Death ___ **Pending__

Please provide a brief narrative description of what occurred during this event and what chnnges in

oﬂﬁe frotomls have bg Jple%w to pre\ﬁ camplication from ngj rTiny
Ays /o i

4 deﬁa.:ém_ of %j Zﬁ z%/anf’- We ore.
OFf Erm y&f

Crror vs. MﬁMﬁL_Cﬁ__LMJJQZZWj
_epord frara implont fmanufacturer

1 swear (affirn) that the information set forth on this Office-Based Surgery/Adverse Event Report Form is
true and correct to the best of my knowledge, information and belief. I also understand that the Board of

Medical Examiners may copduct an on-site jhgpection at any time,

oard Secretary, at the above listed address. * /

Date: 5"/&""571'

* Please return to Sherri D. N,

Signature of Physician:
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@M Alabama Board of Medical Examine
P.O. Box 946, Montgomery, AL 3610

Office-Based Surgery
Adverse Event Report Form

e SIS .. U
L3 . ’

Addrgss:

Strest - City Stdftd Zip
Physician Specialty: E [a iﬁ i Sbffgd f‘v
Date of Surgery: -5’35 /07," Type of Surgery: ,Bf fﬂ,.)'/ 74 Hjmw tzﬂuzf .

Type of Anesthesia (Moderate, Deep, or General): {;2_)2 L2 g .
Name & Title of Person Administering Ancsthcsia:w

Date of Adverse Event: . "//9'1‘/ f2) #’

Indicate Adverse Event (ie. Surgical complication, post-op infection, etc.):

Dé’[‘ ét'éd ‘ D"J?p /6?./7/ '
‘ v

Patient Hospitalized: Yes___ No V~
Patient Cutcome: Full Recovery j~Disability  Death ___ **Pending

Plepse provide a brief narrative description of what occurred during this event and what changes in
office protocels have been implemented in order to prevent this complication from re-occurring. -

e Drese pEA D OfHICE DO it 4

€l Q (1 e¢ (8474 O’F he (Bt Lmp {ary -21(/:..!_.—

_marutacturer.

1 swear (affirm) that the information set forth on this Office-Bazed Surgery/Adverse Event Report Formm is
true and correct to the best of my knowledge, information and belief. [ also understand that the Board of
Medical Examiners may conduct an on-site inspecticn at eny time,

, Board Secretary, at the above listed address. * / ’

Date: 5”/37-’&'71'

* Dleage return to Sherri D. Nj

Signature of Physician:
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Alabama Board of Madical Examiners MAY 2 1 2004
P.O. Box 946, Montgomery, AL 36101 _ ]
ABME

Office-Based Surgery
Adverse Event Report Form

AL License # ﬁ

Name:

Address:

treet : it

Physician Specialty: __[PfAd st ic Qurgcrcf

Date of Su:gery 2'2’}0'%’ Type of Surgery: 31’1’42 st 74” ?mfﬂ ) 7/)‘ 47)
Type of Anesthesia (Moderate, Deep, o@: é) WM—

Name & Title of Person Administering Anesthesia: wﬂ

Date of Adverse Event; . &-/2~0%-

Indicate Adverse Event (ie. Surgical complication, post-op infection, etc.):
Infecled () 5:’6@5#// j,znp!an 2

Patient Hospitalized: Yes __No v
Patient Outcome: Full Recovery v Disability _ Death _ ** Pending

Pleas¢ provide a brief narrative description of what occurred during this event and what changes in

office protocols have been implemented in order tq prevent this complication from re-occurring.
&&m:f Dresented  Ap Offict 3 wies S S/P hreas

LuUgGrmen tadyn  with  fver ¢ frank pus _Jrom wound
on %j.b;m.s(io a,fh;?h/ Communicated wréh breast
_D an D/ renovecd om Aay 2 wWidh

Dmro.se: clrasr Dlacernersd - 1V artbiotics
aver a5 well 4s ora) arbbrodics. Diar
emoved @) 5 Aaups Dost-gp. Lk Arernd Fuas
recoveany /7//;/ FLS dufmz{wnq r{zmpknzéulm_
on l-10-0ef 7 <

1 swear (affirm) that the inforraation set forth on this Office-Based Surgery/Adverse Event Report Form is
true and correct to the best of my knowledge, information and belief, I also understand that the Board of

Medical Examiners may copduct an on-site inspection at any time.

Nichqs, Secretary, at the above listed address. *
‘ . L
e i< MBI

* Please return to Sherri D.

Signature of Physician:




Alabama Board of Medical Examiners
P.O. Box 946, Montgomery, AL 36101

Office-Based Surgery

Adverse Event Report Form

Neme: _ Y . AL Lo SN

Address:
Street Cit S ' Zip

Physician Specialty: E f 4 ﬁ:{: I _fﬁg(‘ ({

Date of Surgery: j";z-ﬂ’)t‘ Type of Surgery: jf(ﬂd‘/‘ 74!4?0707 !1¢74M_
Type of Anesthesia (Moderate, Deep, or General) J
Name & Title of Person Administering Anesthesia: “ CJ?/V'A
Date of Adverse Event; . ‘-/ —'&2"0 ?L'

Indicate Adverse Event (ie. Surgical complication, post-op infection, etc.):
Alermatoma. ) Breast

Patient Hospitalized: Yes _ No R
Patient Outcome: Full Recovery p~~ Disability  Death  **Pending

Please provide a brief narrative description of what securred during this event and what changes in

. protomls have :f;fs implemented in order to :;:\:ent ;ﬂ’ns f;:)én‘gucagn};:;e-océm:y ,
auan'm?a.:ém. With_ aem‘c quga? Oof_#he Lef?
Exploration. of (e breast
hemdm Derﬁrmea/ wx kuJ a’u’f ewldy . Fatiery

recores éZ (.u

1 swear (affirm) that the information set forth on this Office-Based Surgery/Adverse Event Report Form is
true and correct to the best of my knowledge, information and belief. 1 also understand that the Board of
Meadical Examiners may copduct an on-site inspection at any time.

* Please return to Sherri D, Nighgl ard Secretary, at the above listed address. *

Date: 5-—/?’57&

Signature of Physician:
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Alabama Board of Medical Examine REC ElVE )

P.0. Box 946, Montgomery, Al 36101

Office-Based Surgery
Adverse Evant Report Form

Newo:__ atliond il

Address: -

Street - City State Zip
Physician Specialty: Qo and_Cechal S.cpardy
Date of Surgery: _4122]©4  Typcof Swéery: __ﬂm‘%_w‘dz?_
Type of Anesthesia (Moderate, Deep, or General): General -
Name & Title of Person Administering Ancsthesia; | 4D

Datc of Adverse Event: ‘f/ 3’1‘/ o ¢

Indicate Adverse Event (1e. Surgical complication, post-op infection, ete.):

FOS“L-ﬁ {¥pe,c>fvmv Lovoe - QQ#TOM‘I"%WM[ b{"eim‘i

Patient Hospitalized: Yes / No___
Patient Qutcome: Fuli Recovery __ Disability  Death ___ ** Pending "_.{_/

p reort within 14 davs of the patient’s disclirge anydfor resovery,

Please provide a briel narrative description of what oecurred daring this event and what changes in
office protocols have been Implemented in order to prevent this complication from re-occurring. -

[e Mcg‘fovasa:pu ZW}‘ MW
5’/31—’/6?‘ ZM%W%AL_%%%

+ palln, Id b oo 4 1R _5tet { °F mllen ey
&%M_AMELMQMNMZK-_M
MWWW%/VMW
ot o b fre wdinitted Ylore b pet, Y ftg o &
MIAM&MW ﬁma@n M /LM

I swear (affirm) that the information set forth on this Office Bascz Suﬁrymdvme Event chmt Form 152 E

true and corvect to the best of my knowledge, information and belief. 1 also understand that the Board of
Medical Examineys may conduct an on-site inspection at any time.

* Please return to Sherri D. ;i;;ols, Board Secretary, at the above listed address. *
Signature of Physician: f ] Date: ?‘Z}{ / ol
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Alabama Board of Medical Examiners |
% P.O. Box 946, Montgomery, AL 36101 Ay 2 4 |
Office-Based Surdery e

Adverse Event Report Form A B M E

s icens
Name: = AL Lice e#ﬁ

Address:

_ Street Cit S Zip

Physician Specialty: Ef a ﬁf_ i Qu.rge r I{
Date of Surgery: i/ e ﬁé Type of Surgery: _BJ"E&S 7[ 7<I L(Gmm&b[l J[,L

Type of Anesthesia (Moderate, Deep, or General): QWI’Q—L

Name & Title of Person Administering Anesthesiaw’q

Date of Adverse Event: ‘7/[2 5'[0‘74‘ P

Indicate Adverse Event (ie. Surgical complication, post-op infection, etc.):

ANematorrz, viant breastd o

Patlent Hospitalized: Yes _ No
Patient Outcome: Full Recovery Y v ) Disability Death _ **Pending __ _

Please provide a brief narrative description of what vecurred during this ¢cvent and what changes in
€ protocols have een implementad order to revent this com}l} ation from re-oce rrmg

of the. nah:‘ brm&‘
/am.-// oh f emax.almt., ofmfahz‘ braast-

herm!om "Derfs rmﬁcﬁ ulithodd i 3 gu/zgg
Tatient  repprerved  full .

1 swear (affirm) that the information set forth on this Office-Based Surgery/Adverse Event Report Form js
true and correct to the best of my knowledge, information and belief. T also understand that the Board of

ard Secretary, at the above listed address. *

Date: _5'-/&’571' -

Medical Examiners may conduct an on-site inspection at any time, /

* Ple)awetetum to Sherri D. Ni

_/ Signature of Physician:




6/@.1 , PIS&C‘ '

\\

[RECEWED

Alabama Board of Medical Examiners

t
P.O. Box 946, Montgomery, AL 36101 ,! MAY 27 204
Office-Based Surgery 5
Adverse Event Report Form ! AB W E
Name: AL License # _‘

Address:

State Zi

Street City 7

Physician Specialty: Cos predic + e consShiiwe Surgey y

Date of Surgery: __0S] 07 /0y Type of Surgery: Abdermi neplasty

Type of Anesthesia (Moderate, Deep, or General):  Epidural

Name & Titlc of Person Administering Anesthesia: [ NN, ¢ 2.uA

Date of Adverse Event: 05 /i ) oy

Indicate Adverse Event (ie. Surgical complication, post-op infection, etc.):

Pu.ln\ C¥ICrif emlogh 51 i deep vern Qv gnalbe s
‘ ¥

Patient Hospitalized: Yes _X No
Patient Outcome: Full Recovery _X Disability  Death __ ** Pending___

Pleasn provide a brief narvative description of what occurred during this event and what changes in
office protocels have been implemented in order to prevent this complication from re-occurviag.

N Oepelpped PLPE N DVT  recuperative Cotiyeg

wneventf] u;_qum fuld V‘Ccaufft;ﬁ.

Prevention © ooq wraps Slov SCR__gn ol

pts  whnke en Hhe 0OR takle,

1 swear (affirm) that the information sct forth on this Office-Based Surgery/Adverse Event Report Form is
true and correct to the best of my knowledge, information and belief. 1 also understand that the Board of
Medical Examiners may conduct an on-stte inspection at any time.

* Please return to Sherri D. Nichols, Board Secretary, at the above listed address. *

Signature of Physician; # Date: S .'L‘C ot! /
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Alabama Board of Medical Examiners
P.0. Box 946, Montgomery, AL 36101 iy 5 )
;

e

Offlce-Based Surgery ion e
Adverse Event Report Form &0 &7 B
Neme: o
AddrBlSS: 3 - Rt T

Street City Stdté Zip

Physician Specialty: P f a 5+ Ic Su rge r“l{

Date of Surgery: b ~ 2-0¢)  Type of Surgery: Evacun [ K}(_ hecde HT

Type of Anesthesia (Moderate, Decp, or General): Lo cal onle
q

- Name & Title of Person Administering Anesthesia: m

Date of Adverse Event: b-2-0 4

Indicate Adverse Event (ie. Surgical complication, post-op infection, etc.):
‘4%&-&-%4/ Rt CJ‘-U.IL - &Lh%hcd CO’W\EQ&C_KL_LJY\

Patient Hospitalized: Yes __ No X
Patient Outcomse: Fuli Recovery X Disability _Death _ ** Pending ___

Please provide a brief narcative description of what vccurred during this event and what changes in
office protocols have been implemented in order te prevent thig complication from re-nc-.-urring.é -3(: ) /14
Co

Pitiind )f/&”ﬁé‘{ Mw&jtz”é? chee e pane
e RBY i ’ ety e 7 _, el e .

1 swear (affirm) that the information set forth on this Office-Based Surgery/Adverse Event Report Form is
true and correct to the best of my knowledge, information and belief, T also understand that the Board of

Medical Examiners may copduct an on-gite inspection at any time.

iry, at the ahove listed address. ™ /

* Please return to Sherri D.

_ Date: & /W ﬁ’/

Signature of Physician:

723
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Namé

Address:

Physician Spetiaity:

Street QUS> City

Alabama Board of Medlcal Examiners
P.O. Box 946, Montgomery, AL 36101

Office-Based Surgery
Adverse Event Report Form

'V(’Dlt Wﬂ?‘% LL

JUN

21 2004

| ABME

AL License /.

Date of Surgery: é /l[ /(H—TypcofSurgery T\,V\ru«,{/t ,Ly\,\qu o k\/6m F{—J

Type of Anesthesia (Moderate, Deep, or General):

Name & Title

of Perspn

Mo dy st

¢ /il

 ppniin Anesthesmw
¢

Date of Adverge Event: (‘Kfvfmﬁk‘é’\/\ gp\m‘ Vi, GFL{, M“‘};Q [{/V[)

Indicate Advelse Ev

(ie. Surgical complication, post-op infection, etc.):

hw LENTIPYE },—LN,.,( (u?'v'/j {1 (4"‘“’}51']

Patient Hospit‘;thzed Yes X_No
e:  Full Rccovcry X D1sab1hty

Patient Cutco

Death

lbrief narrative description of what ocenrred during this event and what changes in -

[ % L‘!

order to prevent this cnmpllcatlt n from re—occurrmg

[rw—-(ﬁlff/\r,

.L‘UJ‘ {;(u» ) b-vuuuf ’614/‘/\5?

Y T
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drye o

1 (,‘\0‘7{‘ 19\‘_

{)19-4,\

e

Ve

true and correct to)
Medjeal Examiner:

* Please return

Signatare of Phjsici

may conduct ap on-site inspection at any time.

0 Shcrn D. Nichols, Board Secretary, at the above listed addr ? *

5 /o -

SR
@u&\.'(_,g‘h‘t‘ WA M\i{k 'L%P\M 4'19* A\/(‘ Xx’QI—r& W
b \ & ! Xaplﬂbvi’ 1[\”\“‘ e, g b v’J \tan AL Wiy -
‘LH\—'-—G'\I‘Q cw’bq,{&j /Qv A F{dl”p B e LA 0
oMoy H it e~ il I Al opuing g
R NSV A L (..4_ uufafa MM « 23 L"‘f ﬁ’/’ Oéﬁ’tw‘/"a"’\\
I swear (affirm) thit the information set forth on this Office-Based Surgery/Adverse Event Report Form is

the best of my knowledge, information and belief. ) also understand that the Board of
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Alabama Board of Medical Examiners

i 2o 2004 P.O. Box 946, Montgomery, AL 36101
Office-Based Surgery
A B M E Adverse Event Report Form

ey NEEEENENRTS )

Address:

Physician Specialty: ﬁ Yo éﬁg A «g}i \

Date of Surgery: u.-\‘a \\ ou Type of Surgery: “Vex oo O o, X

Type of Anesthesia (Moderate, Deep, or General): Ve

Name & Title of Person Administering Anesthesia: N / /:}
¥

%
Date of Adverse Event; é -\ -Ch

Indicate Adverse Event (ie. Surgical complication, post-op infection, etc.):

Patient Hospitalized: Yes \/No :
Patient Outcome: Fu]l_Rccovcry \/ Disability *% Pending

Please provide a brief rarrative description of what occurred during this event and what changes in
office protocols have been implemented in order to prevent this cemplication from re-occurring.

The patient preteted b e, Vesculer (AL haw > 4
Nt c(rélyzm X 40(049;. . Prowthve wes Mmrﬁ..(/
Al fle pro e - -ﬂ-(, pt_deloped clrspnos
_amik (Juphoresis

I swear (affirm) that the mformation set forth on this Office-Based Surgery/Adverse BEvent Report Form is
true and correct 1o the best of my knowledge, information and belief, I also understand thar the Board of
Medical Examiners may conduct an on-site inspection at any time.

* Please refumn fo Shern D. Nicho ard Secretary, at the above listed address. *
6/2!9¢
Signature of Physician: - Date:

/
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Alabama Board of Madicat Examiners JUL - 7 2004
P.0O. Box 946, Montgomory, Al 38101
Office-Based Surgery . A B M ___E
Acdverse Event Raport Form

Address:

Strect City
Physician Specialty: PC{S‘hC i PQ(OHSJWU{ Fve Q& gg A

Endoscopic. b W
Date of Surgery: o/ 24 CY ' Type of Surgery: QMELQ@ZMJ)‘J@

Type of Anesthesia (Moderate, Deep, or General): CUI LY(e (

Name & Title of Person Administering Ancsthesi aw

Date of Adverse Event: (0 o @'i —

Indicate Adverse Event (ie. Surgical complication, post-op infection, etc.): Q& Ade :m

1o (,mim % ,V/Q,, Aird, ,/w _ﬁ/ou/t

/f_

Paticnt Hos;ntailzed Yesy/ No_
Patient Qutcome: Full Recovery Digability  Death __ ** Pending

Pleass provide & brief narrative description of whnt occurved during this event and what changes in

office Erolocols have been Implemented in order to preveat his cemplication from re-cccurriog.
WM%_A_%J Posnn  F o anprea s
i Y ¢ s ALL»_lLD 1/‘49—1’ Lm. TV

Vet £ Svielfis7 .
va—cﬁ TV Mesina B Jvl; next 141"4 tﬂﬂ M_f

Nt o ds © abgplehon ot A thoae
i / 7

I swear {affirm) thet the information set forth on this Office.Based Surgery/Adverie Event Ropert Form iz
true and correct to the besy of my knowledge, inforteation and belief. I also understand that the Board of
Medical Bxaminers may conduct an on-site inspection at any time,

* Please return to Sherri D. Nichéls, Board Secretary, at the above listed address. *

Simtweof?hysicim:_“ Date: '7/ /[/0 /C/ /
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Alabama Board of Medical Examiners
P.0O. Box 946, Montgomery, AL 36101

Office-Based Surgery
Adverse Event Report Form

Name: Y AL License NN

Address:

Street City State  Zip

Physician Specialty: }’}t a.ok Ca ..

?]e @ ‘Lu.le;"'l(_g capsulo frhaiﬂ-a
Date of Surgery: 1\ S 22jed __ Type of Surgery: () Capsulatomine

Type of Anesthesia (Moderate, Deep, or General): G) w«\u.a_,Q_

Name & Title of Person Administering Anesthesia-\?.&ﬁ

Date of Adverse Event: 1}2.3

Indicate Adverse Event (ie. Surgical complication, post-op infection, elc.):

hematoma @ Bronad

Patient Hospitalized: Yes __ No X
Patient Outcome: Full Recovery X Disability  Death  ** Pending

% |f patient au is pendin, j -up repott within 14 duys of the pabent’s discherge and/or recovery.

Please provide a brief aarrative description of what occurred during this event and what changes in
uiﬁce protocols have been implemented in order (o prevent this complication from re-occurring.
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I swear (affirm) that the information set forth on this Office-Rased Surgery/Adverse Event Report Form is
true and correct to the best of my knowledge, information and belief. I also understand that the Board of
Medical Examiners may conduct an on-site inspection af any dme.

* Please return to Sherri D. Nichols, Agapd Fecpétary, at the above listed 7655._* [/ -
Signature of Physician Date: /L/I ;(/0/




Alabama Board of Medical Examiners
P.O. Box 946, Montgomery, AL 36101

QOffice-Based Surgery _ .
Adverse Event Report Form A B M E

N . AL License NS

Address:

Street - y T State ip
Physician Specialty: 4 \&éb.;"--._. é{g h%g g{

Date of Surgery: 1\ 7-1;!0‘-;( Type of Surgery: N,Q(_j. P !o‘a,l-t:,}‘ga.. y UELS
Type of Anesthesia (Moderate, Deep, or General): Coemonaa b

Name & Title of Person Administering Anesthesia: —LE:M(”\“

Date of Adverse Event: "] ! 20 zn‘-l

Indicate Adverse Event (ie. Surgical complication, post-op infection, ctc.): hum.{mw

e neede
Patient Hospitalized: Yes _ No i
Patient Outcome: Full Recovery X Disability ___Death ___ ** Pending ___

atient’s discharge and/or recavery-

Please provide a hrief narrative description of what occurred during this event and what changes in
office protoca)s have been implemented in arder to prevent this complication from re-occurring.

’ 7 / s ALl G o7 {O/H‘
DS oM Reguenty w1l
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1 swear (affirm) that the information set forth on this Office-Based Surgery/Adverse Event Report Form is
true and comreet to the best of my knowledge, mformatmn and belief, 1 aiso understand that the Board of
Medical Examiners may conduct an on-site inspecfjon at any time.

ecretary, at the above listed add

Date: /j%/fy J

* Please retum to Sherri T, Ni

Signature of Physician:




Alabama Board of Medical Examiners
P.O. Box 946, Montgomery, AL 36101

Office-Based Surgery
Adverse Event Report Form

ik AL Licens SR |

Némc:

Address:

_ ' City State Zip
intuven+i ma
Physician Specialty: Nephlag Y

[

Date of Surgery 1% / CI / o 4{- Type of Surgery: PJU"-“\*MEW) Thesm bodd sy

Type of Anesthesia (Moderate, Deep, or General): L"th Wi - Modemie

Name & Title o' Person Administering Anesthesia: m o
¥,
, 1Nt
Date of AdverseEvent: % i L’} "0 / )Z

Indicate Adverse Event (ie. Surgical complication, post-op infection, etc.):

PO){.(}P E’Jfﬂ‘rﬁ“f'\')fy fooz|mre

Patient Hospitalized: Yes ___ No _\_/: . \/ _
Patient Quicome Full Recovery ___Disability _ Death V¥ ** Pending

Please provide a brief narrative description of what occurred during this event and what changes in
office protocols have been implemented in order to prevent this complication from re-occurring.

ﬂ’“’U svegre s bl +hrombectony 'pq'ffe*.{ cﬁwe;a\,oz_u(
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1 swear (affirm} tha{| the information scf forth on this Office-Based Surgery/Adverse Event Report Formn is
true and correct to the best of my knowledge, information and belief. I also understend that the Board of
Medical Exarminers Jnay conduel an on-site inspection at any time.

vard Secretary, at the above listed address. *

Date: 8/?/04_

* Please retimn t'o Sherri D. Nichdls,

Signature of Physician:




\0\ Alabama Board of Medical Examiners
P.O. Box 946, Montgomery, AL 36101

Office-Based Surgery
Adverse Event Report Form

Neme: D AL License /D

Address: .
Strect * JCity State Zip

Physician Specialtyﬂ [;é 1 Csl—\f(,} E’iuj\
Date of Surgery: 4 /j ZJL 4 Type of ‘Surgery: ﬁ\rf(pé‘ [)WG} mér H,_l--[c 2

Type of Anesthesia (Moderate, Deep, or General): é\r, 'f\‘é'\’&ak_,

as

Name & Title of Person Administering Anesthesia: 2N H'

Date of Adverse Event: “’15 %LU il
Indicate Adverse Event (ie. Surgical complication, post-op infection, etc.):
il s

Patient Hospitalized: Yes_ No£
Patient Outcome: Full Recovery ’&_ Disability _Death __ **Pending

#+ |{ patient qutcome js pendi le de a Wl ort Within 14 dgys of the patlent's discharge and/or roggvery,

Please provide z brief narrative description of what occurred during this event and what changes in
office prntors!s have been implemented in orier to prevent this complication from re-occurring.

Vot VXN Resv of) = [uuebdel QT Ban;

.
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M ANSSTIES G-

1 swear (affirm) that the information set forth on this Office-Based Surgery/Adverse Event Report Form is
true and correct to the best of my knogvledge, information and belief. I also understand that the Board of
Medical Examiners may conduct an ga-site inspecti;m af any time.

4 £ deretary, at the above listed address. *

Date: __,%_ Sic,b/
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U Alabama Board of Medical Examiners

P.O. Box 945, Montgomery, AL 36101

Office-Based Surgery
Adverse Event Report Form

Néme: — o ALLicense-
_—

Street City State Zip

Physician Specialty: N Qpiv‘owﬂ J bty | )
oLt fh
Date of Surgery: c}/% /Q‘l' Type of Surgery: AV (4 4&%‘&6(}’% ( erf {lajh)

Type of Anesthesia {(Moderate, Deep, or General): - medemie

Name & Title of Person Administering Anesthesia: —’V‘D

‘ ¥
Date of Adverse Event: . C”’Z/Q

Indicate Adverse Event (ie. Surgical complication, post-op infection, etc.):

MF‘}_(“' L’p-ﬂ'h(),"[ﬁfbh

Patient Hospitalized: Yes _i/No I , _
Patient Outcome: Full Recovery ___ Disability ___ Death - ** Pending

= If pate

Please provide 2 brief narrative deseription of what occurred during thés event snd what changes in
office protocols have been implemented in order to prevent this compiication from re-occnrring.

Aﬁ’v thawld Lom, potent civelpedk bilatern) I—ﬁm’; extronly
At 7 »,;.,{-L,(,@/;(Y fo\’f'ﬁeﬂ‘t_. G dfen, 4o OR
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Bypivs, ank Brinkeral fasuatomy e evénmy of ﬁ/w/sq- pt cvatopad (kD Prlnmiy
. Gl Fwik (Rﬁm & SAm)  Tetamt latr fowmd 1o bave siee wperkultm a (n5am of Q/zudLl})-
Patint expried 2vtamy of Glufoly, Amispry Poavit san pinilay

1 swear (affirm) that the information set forth on this Office-Based Surgery/Adverse Event Report Form is
true and correct io the best of my knowledge, information and belief. I also understand that the Boarcl of

Medical Examiners may conduct an on-site inspection at any troe.

* Please return td Sherri D. Nichols, Bpard Secretary, at the above listed address. * /

B/21/74 4

(~/1éfo4-.

Date:

Signature of Physician;
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Alabama Board of Medical Examinesrs
P.O. Box 846, Montgomary, AL 36101 0CT 8 20m
Office-Based Surgery '
Adversa Event Report Form i ABME
o ____.____2 1. ticense + INERIRD

h

Address

treet City State Zip
Physician Spociatiy: [/ Lohe Sov P
Date of Surgery: G Type of Surgery: Bﬁm /'} il r0)(ce Sde

Type of Anesthes:a {Moderate, Deep, or General): 6@'\ §4¢ Cd

Name & Title of Person Administering Anesthesia C ‘ HH
Date of Adverse Event: ﬂ / %O/ 0 ':f_

Indicate Adversc Event (ie. Surgical complication, post-op infection, etc.):

R&Mfm uu-'\ e (/L&/ffx;bp /‘v /U +V
Patient Hospitalized: Yes 1/ No_\/

Patient Outcome: Full Recovery \Disshility __ Death ___ " Pending

Please provide » brief narrative description of what occurred during thie event une what chenges n
offits protocoly have baen bmplemented in order to prevent this complicstion frem re-occurring.

Pt odwedlid 30 MM Lo bl
A,l,uubfzbén 0V Gurien + V et #ld‘-‘ ta el
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0 pusts  paithn WPyt ML{,

I swear (affirm) ther the information sct forth on thig Office-Based Surgery/Advarse Evem Report Form is
truo and comrect to the bost of my kmowledge, information sod belief, I also understand that the Board of
Mcdica] Bxaminers may conduct an on-sits inspection at any lime.
* Please return 1o Sherri D. Nichols, Board Secretayy, at the abovce listed address. *
L
M Ny ?/a /
l vy 1

Signature of Physician:
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Alabama Board of Medical Examiners NOV - 4 200
, 9- P.0. Box 946, Montgomery, AL 36101 | -
dﬂ Office-Based Surgery | L——A——B——M—'—J

Adverse Event Report Form

—— AL License # SNNIONY

Address: |

Street J City State Zip

Physician Spemalty(?md“\ L gFVﬁ'\ &YA

Date of Surgery: ___Type ofSurgery &MM&&&%MW

Type of Anesthesia (Moderate, Deep, or General):

Name & Title of Person Administering Anesthesia: w_

Date of Adverse Event; . \C O 04

Indicate Adverse Event (ie. Surgical complication, post-op infection, etc.):

et bvens uY\D[W infeCHPL

Patient Hospitahized: Yes }k
Patient Cutcome: Full Re HQstabxhty Death _Ql’indmg

*4 1f paticnt i5 pendi a follow- ithin 14 Joys of the patitnt's dischargs ndiot recovery.

Plense provide a brief narrative deseription of what oceurred during this event and what changes in
oifice prﬁt:fcols lsave been implemented in order to prevent this complication from re-occurring,

N LD et A M oeut S ks RS T —
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BV TN
1 swear (affirm) that the information set forth on this Office-Bascd Surpery/Adverse Event Report Form is

true and correct to the best of my knowledge, information and belief. [ also understand that the Board of
Medical Examiners may conduct an on-site inspection at any tume.

/

* Please retum to Sherri D. Nichplg, Boe Qegretary, at the above listed address. * /

_ Date j ﬂ



Alabama Board of Medical Examiners
; ’Z P.O. Box 946, Montgomery, AL 36101

Office-Based Surgery

Adverse Event Report Form

- AL License AR

A

Address: SNSRI
Street - NJCity State Zip
Physician Specialtyﬂ l.ud‘\(. g‘-’/ﬁ}@

Date of Surgery: _10 -0 O Type of Surgery: M&QVM{WM

Type of Anesthesia (Moderate, Deep, or General): @WL-

Name & Title of Person Administering Ancsthcsia;“ Cja\\k

Date of Adverse Event: .10 0’10"(

Indicate Adverse Event (ie. Surgical complication, post-op infection, efc.):
Hemoderrae el lrm?,a&

Patient Hospitalized: Yes ___ No \#

—————

Patient Gutcome: Full Recovery VY Disability _ Death ___ ** Pending

e If paticm outcome is pending, pleasc provide g fo brt within 14 jent's di c tecovery.

Please provide a brief narrative description of what occurred during this event and what changes in
office protocols have been implemented in order to prevent this complication from re-occurring.

P CALsDd S wrs Bon o - Seslecen DhFec C&J
SN Vo o/ rromsamm e T G B @fdw/’m@
[loflle Pt Qe St e T ‘ /'” : L o
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1 swear (affirm) that the information set forth on this Office-Rased Surgery/Adverse Evcnt Report Form is
trie and correct to the best of my knowledge, information and belief. I also understand that the Board of
Medical Examiners may conduct an on-site {nspection at any time.

d Secretary, at the above listed address. *

Date: _}DD”'{’ U’l

* Pleasc retumn to Sherri D. Nj

Signature of Physician:

/
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‘ Alabama Board of Medical Examiners
2% P.O. Box 946, Montgomery, AL 36101

Office-Based Surgery
Adverse Event Report Form

Name: m AL License # SN0

I

Address:

Street U City State Zip
Physician Spccialtyﬂ luéHC qwaﬁzwL
Date of Surgery: __1D-{%" U Typeof E_u?gery: %Lh-mﬁu' Bvepss Fﬂ%ﬂﬂmﬂ
Type of Anesthesia (Moderate, Deep, or General): [__Q{W a,!

Name & Title of Person Administering Anesthesia; “¥ (',.\?_\\\A

Date of Adverse Event: . {0 \§ U‘l

Indicate Adverse Event (ie. Surgical complication, post-op infection, etc.):

hyrottrn p_lthk lieosst

Patient Hospitalized: Yes _ No i _
Patient Outcome: Full Recovery _\# Disability  Death _ ** Pending

** |{ patient i i ide a follgw-yn report within 14 days of the pelient’s discharge anilfor regovery.

Please provide a brief narrative description of what occurred during this event and what changes in
office protocols kave been implemented in arder to prevent this complication from re-occurring.

7. DResnre 3Ry forr (ecunes w it PP ap) Sugio
RGET PRvtT.  Erlorsd upleg  Mae. ANSSIESY — X0

I swear (affirm) that the inforrnation set forth on this Office-Based Surgery/Adverse Event Report Form is
true and correct to the best of my knowledge, information and belief. I also understand that the Board of
Medical Examiiners may conduct =/- n-site inspection at anyjtine.

* Please return to Shermn D. ic bls, JBf i Koot y, at the above listed address. * /

| Date: /35 &'T_ %

Signature of Physician:




: Alabama Board of Medical Examiners
P.O. Box 946, Montgomery, AL 36101 o 1 oS
StP-
Office-Based Surgery
Adverse Event Report Form

- ) mmense#g!a

1

Address: w
Street City Stat Zip

Physician Specialty: bﬂf W\g ‘16]6 au\
Date of Surgery: S / 5)05 Type of Surgery: _Wide EXgrsim Melaunomg
Type of Anesthesia (Moderatc, Deep, or General): LO C. 6[{ JY\J U\

Name & Title of Person Administering Anesthesia: -M .

Date of Advorse Event: & ! lo )05

Indicate Adverse Event (ie. Surgical complication, post-op infection, etc.):

Sevonna  wWith, 5&&0\/\01&\(‘3 TIrnbecdhim (nm-/uﬂs,t)

Patient Hospitalized: Yes lr/ No
Patient Outcome: Full Recovery (/’ﬁsablhty Death ___ ** Pcnding

4 [f patient outcamg is pending, plesse provide # fotlow-up report within 14 days of the patieni’s discharge and/or recovery,

Please provide a brief narrative description of what occurred during this event and what changes in
office protocols have been implemenicd in order to prevent this complication from re-occurring.

Ao oubhined 1 letted daded  elzo s,

+he pkﬁsruﬂa«w who “sa0 Yne Qo et Q&ST fem#v&g
58171 fus ]V\‘:\Q(‘I&WE— X h/ld hey
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I swear (affirm) that the information set forth on this Officc-Based Surgery/Adverse Event Report Form is
truc and cotrect to the best of my knowledge, information and belief. I also understand that the Board of
Medical Examiners may conduct an on-site inspcction at any time.

* Please return to Sherri D. Nichols, Board Secretary, at the above listed address. *

Signature of Physician: walc: . g / 30 M S




BL § wkmloqa

Alabama Board of Medical Examiners
P.O. Box 946, Montgomery, AL 36101

Office-Based Surgery
Adverse Event Report Form

|
. . % R
. ' . . G
Name: _ S AL License TN

Address:

Street " City State Zip

Physician Specialty: N e "‘-ro 10 9/

Date of Surgery: ,0/28/"5” Type of Surgery: H'VCTM & ‘#wml.-s&hvzy

Type of Anesthesia (Moderate, Deep, or General): fm (Pneons cedatvny

Name & Title of Person Administering Anesthesia: ___— mb

Date of Adverse Event: % /2 §/05

Indicate Adverse Event (ie. Surgical complication, post-op infection, etc.):

.S'uutt‘ca l {ﬂw,ol: (htim

Patient Hospitalized: Yes v No /
Patient Outcome: Full Recovery v Disability

Pleage provide a brief narrative description of what occurred during this event and what changes in
office protocols have been implemented in order to prevent this complication from re-occurring.

IV pwombne  had thrfted AV Gnfd Lo onl mgnth  persented +a

Vortu b Lol for dedet of Goaft, Sdewty at Actetu] Arnastenngis wus Lrmd
n} 6-mm Lnna-m, hts ot way Mtl»@pla;ﬁcu{ but couped] fupture ot the
(,majiw_p; I?quplub Lallson way Hqﬂvlu’n Ao va blu_,h.-\ (s..uwfmn;) The
N v aa L Ll cmpnase . PE The nﬁ-{w

) Lo, Negheal
75) R A

Alabama Board of Medical Examiners
P.O. Box 946, Montgomery, AL 36101

Office-Based Surgery
Adverse Event Report Form

AL Licen: SN
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Alabama Board of Madical Examiners
P.0O. Box 948, Montgomery, AL 36101

‘ OfficaBased Surgery : :
Advarse Event Report Form e
e TN /i S
Address: ‘ g
trect ity te P
Physician Specialty: E! ‘h 254y ' <2

Date of Surgery: \,Q‘ﬂ!q Tvpe of Surgery: hég?ﬁaig S'_.QJL L Vo &

Type of Anssthesia (Moderate, Deep, or General): (JE’ el CKL

Name & Title of Person Administering Anwheﬁam

Dale of Adverse Event: \ _" c\.\_dﬁ

Indicats Adverse Event (ie. Surgical complication, post-op infection, etc.): ﬂ/g? hay Penmune

Patient Hospitalized: Yes No :
Patient Cutcome: Full Rccovory\z_ Disability Desth  **Pending __

Please pruvide a brief narrative description of what eccurred duying this event and what changes in
office protocols have heen implemenied in order to prevent this complication from re-eccurriog,

bw-%g 1t
N%WM mﬂ‘w(ww#v\ Lo A werd
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Lu\, b et abhosgation . ' Dish 0730 wer) A
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L swear (affirm) thut the information set furlh on this Office-Bagcd Surgery/Adverse Event Report Form is
true and courect to the best of my knowledge, informetion snd belief. 1 also understand that the Board of
Medical Bxantiners may conduct an on-site inspoetion at sy time. _

* Please retumn to Shermi D. Nichols, Boaxd Secretary, at the above listed address, *

Signatureof?hysid.ﬂr” Date: [2 'W} ol
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Date of Surgery: el oy

Reop, or General): __ Vewr <ol

g Anesthesia: _— s

Type of Ancsthesia (Moderate,

Name & Title of Person Adirnm
Date of Adverse Event; o
Indicate Adverse Event (ie. furgical compligation, post-op infection, etc.):
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Patiemt Hospitalized: Yeg
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fon set forth on this Office-Based Surgery/Adverse Event Report Form is
wue and correct to the best of my) knowledge, information and bekief. I also understand that the Board of
Medical Examiners may conduct 4n on-site jnspection at any ime. @-(an,  Sgann | “(u(, a“

ichols, Board Secretary,
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Alabama Board of Medical Examiners
P.O. Box 946, Montgomery, AL 36101
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Office-Based Surgery
Adverse Event Report Form

me: AL Licensg
Address: m

Street City State Zip
Physician Specialty: __ M yphebyy (Toheeduncd Nedolg,
Date of Surgery: _! | los Type of Surgery: _Aw \‘\-apt}_fk;' if Mpf AV q{%ﬁ
Type of Anesthesta (Moderate, Deep, or General): ___Mw Lt
Name & Title of Person Administeﬁn*g anesthesiz: IR,

$
Date of Adverse Event: .\ fl‘{f 0

Indicate Adverse Event (ie. Surgical complication, post-op infection, etc.):
H\{p#&u\n\ t:iffb\ sty o Wm%f Sl

Patient Hospitalized: Yes X No___ -
Patient Outcome: Full Recovery /¢ Disability _Death ___ ** Pending ___

Piease provide a brief narrative description of what occurred during this event and what changes in

office pratncolg have been imilz:Qented in order to prevenlthis complication from re-occurring.
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I swear (affirm) that the info ign set forth on this Office-Based Surgery/Adverse Event Report Form is Cfu o
true and correct to the best of mry nowledge, information and belief. I also nnderstand that the Board of M "g y)
Medical Examiners may conduct g on-site inspection at apy bme, { 1
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P.0. Box 946, Montgomery, AL 36401
Office-Based Surgery

Adverse Event Report Form

Adtress “
] .

Street ity State Zip
Physician Specialty: /ygzérﬁ/a% 5?
Date of Surgery: ‘M Type of Surgery: o é
Type of Anesthesia (Moderate, Deep, or Géneral)‘ ﬁ;‘&é@fi o ECﬁ(;})} ﬂ@/}. j m-L
Name & Title of Person Administ esthcsm
Date of Adverse Event: ‘A‘i
Indicate Adverse Event {ie. Surgical complication, post-op infection, etc.}: c; % ,;;.p
& Q!"ﬂ/f‘cﬁép."ﬂ-

Patient Hospitalized: Yes No /
Patient Outcome: Full Recovery y Disability  Death __ **Pending

Please provide a brief narrative description of what occurred during this event and what changes in

office zl;oto:oh—s have bzen j’:iéer:zi ;:_::fwmv tthislcozf;hc ;::m Z:czl;j o / /
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I car (affirm) that the information set forth on this Office-Based Surgery/Adverse Event Report Form is

trie and correct to the best of my imowledge, information and belief. I also understand that the Board of

/VWMN ma/ conguct an on :ﬁ Jnon at any ?e e /y{ , i’ z .%” - '

lease retun to Sherri D. Nxchols Board Secretary, at the above hsted address. *
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Alabama Board of Medical Examiners
P.O. Box 946, Montgomery, Al. 36101

Office-Based Surgery i fﬁz 7y P oom
Adverse Event Report Form AR A,

Name: RN AL License -

Address:

B
f'
APR ¢ ey }

[d

treet City State Zip

Physician Specialty: _/(/gutonlisey 7
Date of Surgery: 3/( s7/o 2~ _ Type of Surgery: W—, £ qué 4 ?W

Type of Anesthesia (Moderate, Deep, or General): /% e (enes ;z% /ua-a!!ﬂ

Name & Title of Person Administering Anesthesia: _h_—_____

Date of Adverse Event: Bf/ga Pt

Indicate Adverse Event (ie. Surgical complication, post-op infection, etc.):
%«:;ﬂan ccﬁam— y: WA& htaﬂﬂnﬁ, Wép.j /#ﬂéjﬁ‘f/

Patient Hospitalized: Yes " No
Patient Outcome: Full Recovery ___Disability __ Death __** Pending "

Please provide a brief narrative description of what oceurred during this event and what changes in

ofli f;;:ﬁyh have been lmplemented in grder to prevent this complication from re—occurring

M M Aé/zeoédc Zar /3 ﬁ%/ﬂw‘é%ﬂ
m’rw i il 75‘0’%;‘ ZZ:; ece el if Ale .T/Tf:

O @_peg e dil f/?ﬁé Mjﬁé {zaez«ﬂcé por A - ﬂ_ﬁ.

/, ey i 4 566’1"5 % /{C@é‘ﬁ- 2724 Wﬂ“ﬂé‘t W’4

2l Youvladst (HfCvEe 2o~ et z//’/ Gz 4_:4.::4 L

Lorere cenis Spbl MW/WMM%E%
&) Feisor go He Zgoj}g&p Yor_abera

ear (affirm) that the information set forth on this Office-Based Surgery/Adverse Event Report Form is
true and correct to the best of my knowledge, information and belief. I also understand that the Board of
Medical Examiners may conduct an on-site inspection at any time.

* Please return to Sherri D. Nichols, Board Secretary, at the above listed address. *

Signature of Physici Date: ,"?’/S[:/V 7
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Office-Based Surgery
Adverse Event Report Form

Narne: _ (AN AL License # \Siggg®
asiress: __ RSy
Street City State Z

P
Physician Specialty: _M@
Date of Surgery: % /5/¢07  Typeof Surgery: %’2‘%};&%@%%( %

Type of Anesthesia (Moderate, Deep, or General):

Name & Title of Person Admimstering Anesthesia: ZZ_Z-

Date of Adverse Event: :fj %/0}1

Indicate Adverse Event (ie. Surgical complication, post-op infection, etc.):

— Guadh T fessitre,

Patient Hospitalized: Yes
Patient Outcome: Full Recavery / Disability

Death ___ ** Pending ___

Please provide a brief narrative description of what occurred during this event and what changes in
office protogols haye been impleme ed in order to prevent this compl;cat from re-occurring.
5, . pws opnes’
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I swear {affirm) that the information set forth on this Office-Based Surgery/Adverse Event Report Form is
true and correct to the best of my knowledge, information and belief. I also understand thet the Board of
Medical Examiners may conduct an on-site inspection at any time.

* Please return to Sherri 1D, Nichols, Board Secretary, at the above listed address. *
Signature of Physici Date: ?/ ‘// /07
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' Alabama Board of Medical Examiners
% P.0O. Box 946, Montgomery, AL 36101 MAR 3 0 2007‘/

Office-Based Surgery

UL@U\/&-’

Adverse Event Report Form

NI
.
Street City State Zip

Physician Specialty: /Ve /2 ,ra/o 3/5,

Date of Surgery: S—/5-07 _ Type of Surgery: Azﬂ ﬁer/& r"fy

Type of Anesthesia (Moderate, Deep, or General): _fo15 ciovs e /ﬂ‘m

Name & Title of Person Administering Anesthesia: m

Date of Adverse Event; 2-/3-O7

Indicate Adverse Event (ie. Surgical complication, post-op infection, etc.):
d)ﬂp/CL 0 o’z /jnqau c:?‘y észa{-zzr /4/0/”17:-_’4’"*1 <’7¢ C?*:ﬂ/{t 4(. Vc-u\

Patient Hospitalized: Yes / No__
Patient Qutcome: Full Recovery _ ___ Disability __Death ____ ** Pending v

Please provide a brief narrative description of what occurred during this event and what changes in
office protocels have been implemented in order to prevent this complication {rom re-occurring.
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I swear (affirm) that the information set forth on this Office-Based Surgery/Adverse Event Report Form is
true and correct to the best of my knowledge, information and belief. I also understand that the Board of
Medical Examiners may conduct an on-site inspection at any time.
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Alabama Board of Medical Examiners
P.0O. Box 946, Montgomery, AL 36101

Office-Based Surgery
Adverse Event Report Form

M__ AL Liconse + SN

Address:

Street City State Zip

Physician Specialty: Sp/{ro/og;,

Date of Surgery: J~/3-C7  Type of Surgery: ;&rbq/b'pé r‘f\/

Type of Anesthesia (Moderate, Deep, or General): __ (%@ 5S¢/ ovS Jgﬂ?’r on

Name & Title of Person Administering Anesthcsia:p MDD

Date of Adverse Bvent: f-/7-07

Indicate Adverse Event (ie. Surgical complication, post-op infection, etc.):
d’-’-’ mt  on 07! ﬂﬂqmﬁgfﬂ‘y fr«/ V75 4(/"' Foms <7 (7%/ se l/em_

Patient Hospltahzed Yes / No
Patient Qutcome: Full Recovery / Disability  Death ___ ** Pending

Please provide a brief narrative description of what occurred during this event and what changes in
office protocols have been implemented in order to prevent this complication frem re-occurring.
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I swear (affirm) that the information set forth on this Office-Based Surgery/Adverse Event Report Form is
true and correct to the best of my knowledge information and belief. I also understand that the Board of
Medical Exarniners may conduct an on-site jnspection at any time.

* Please return to Sherri D. ; : > tary, at the above listed address. *

Signature of Physician Seres vy Date; #-26-97




\>\ P.0. Box 946, Montgomery, AL §61Q41
% Office-Based Surgery
Adverse Event Report For

. S———— AL License ASEENY
i __
Street City State Zip

Physician Specialty: /l/ /J’A/' 0/ &L,/

Date of Surgery: 6"//// o7 Type of Surgery: // AOUS A/?qu/op/z rfL

Type of Anesthesia (Moderate, Deep, or General): éz’)j Grovs S Qa%ﬁ'oﬂ .

Name & Title of Person Administering Anesthesia:

Date of Adverse Event: G//; 07

Indicate Adverse Event (ie. Surgical complication, post-op infection, etc.):

‘_2%71}/( o‘# Ve g /5(/‘?17{3/'1"2. '7§//9l-/ qné,,é;’pélrzi/

Patient Hospitalized; Yes V' No___
Patient Qutcome: Full Recovery ___ Digability Death __ ** Pending _ﬁ_

Please provide a brief narrative description of what occurred during this event and what changes in
office protocols have been implemented in order to prevent this complication from re-occurring.
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I swear (affirm) that the information set forth on this Office-Based Surgery/Adverse Event Report Form is
true and correct to the best of my knowledge, information and belief. [ also understand that the Board of
Medical Examiners may conduct an on-site inspection at any time.

, at the abave listed address. *

Date: 6/'2, o7

* Please return to Sherri D. Nich

Signature of Physician:
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Alabama Board of Medical Ex#mi ers
P.O. Box 946, Montgomery, AL 36101 )yN 1 8 2007

; ?\ \/\ Office-Based Surgery -
Adverse Event Report Fox'm A B M

O e
Adgiress: (S
Ci S Zi

Street ity tate ip

Physician Specialty: /téﬂ/{ o Mz' \/
Date of Surgery: GA/A)'} Typc of Surgery: /40%1) fA’ ﬂ: pd

Type of Anesthesia (Moderate, Deep, or General): &4 JCrov) S jﬁ-’t

Name & Title of Person Administering Anesthesia: M

Date of Adverse Event: Q /.; 07

Indicate Adverse Event (ie. Surgical complication, post-op infection, etc.):

Patient Hospitalized: Yes \/ No /
Patient Outcome: Full Recovery ¥/ Disability _ Death __ ** Pending ___

** I{patient gy

Please provide a briel narrative description of what accurred during this event and what changes in
office protocols have been implemented in order to prevent this complication {rom re-occurring.

In q[ //aw ~vp T -// prc./,uw/y r‘cpar7"/ clerge
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I swear (affirm) that the information set forth on this Office-Based Surgery/Adverse Event Report Form is
true and correct to the best of my knowledge, information and belief. [ also understand that the Board of
Medical Examiners may conduct an on-site inspection at any time,

ary, at the above listed address. *

Date: 6/4’ o7
77

* Please return to Sherri D. Nichol

Signature of Physician:
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Alabama Board of Medical Examiners
P.O. Box 946, Montgomery, AL 36101

Office-Based Surgery
Adverse Event Report Form

Physician Specialty: '
Date of Surgery: 7 Type of Sufgery: Z Af’#’/ /%/ Wﬂ/

Type of Anesthesia (Moderate, Deep, or General): ,4@4/

Name & Title of Person Administering Anesthesia:

Date of Adverse Event: f/ 7 /é 7

Indicate Adverse Event (ie. Surgical complication, post-op infection, etc.): /ﬂ //’74/

Aper! Pprimsrsass:

Patient Hospitalized: Yes No
Patient Cutcome: Full Recov very V_ Disability  Death  ** Pending

Please provide 4 brief narrative description of what occurred during this event and what changes in
office protocols have been implemented in order to prevent this compiication from re-oceurring.

2 z

\% AV Z.

I swear (affirm) that the information set forth on this Office-Based Surgery/Advesse Event Report Form is
true and correct to the best of my knowle ge, mformatmn and belief. [ also understand that the Board of

Medical Examiners may conduct an on

peretary, at the above listed address. *

Date: g//éj/d-7

* Pleage return to Sherri D. Nic

Signature of Physician:
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PRE-OP: Patient came in for a planned revision of the right breast. In the preoperative area, lidocaine
with epinephrine was infiltrated into and through the old scar into the inframammary area. After waiting
the appropriate time she was taken to the operating room. Upon arrival in the operating room she
complained of significant pain in the scapula. Surgery was canceled. The patient was placed in the
sitting position. Both hungs were ausculted in the apices. Breath sounds were equal bilaterally and the
trachea was midline, Momnitoring devices were applied. Initially she was normotensive with good S02.
However, she subsequently became bradycardic in the 50s and hypotensive with systolic pressures in the
90's. Robinul 0.2 mg was given after obtaining intravenous access. Oxygen was supplied by nasal
cannula. The bradycardia improved somewhat. She remained uncomfortable. She was placed in the
upright position. This time when auscultation was performed there were diminished breath sounds on
the right, [1:32] on the right upper chest was prepped and anesthetized. A 16-gauge Angiocath was
placed in the top of the second intercostal space. When it was placed, aspiration was

performed. Approximately 180 cc of air was evacuated. No more air could be

evacuated. Symptoms resolved imunediately. The Angiocath was connected to tubing which was placed
to a water seal. It was felt that she should be transported to the hospital for observation. An ambulance
was called. The nurse was transported with the patient. She remained stable throughout. I followed in
my car, She was evaluated in the emergency room. She had a very small, minimal apical
pneumothorax. I talked with the emergency room physician. We agreed upon admission for
observation overnight. He suggested that the hospital manage her care. I explained this to the

patient and her friend.
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P.O. Box 946, Montgomery, AL 361

\O Alabama Board of Medical Examine

Office-Based Surgery
Adverse Event Report Form

Name:

Address:

Street City State Zip
Physician Specialty: N &EL / I MUZ
Date of Surgery: "(l \1'3‘ 27T Type of Surgery: Tricavents ~ \_Q T(Lmn\lﬂtﬂtr-\? 0{ ‘{L"ﬂ'h[qos.dz

AV q’,\t.‘c.’tfh's OB,
Type of Anesthesia (Moderate, Deep, or General): __ (s ~S£Qa~3 S8l g

Name & Title of Person Administering Anesthesia: _E ML

Date of Adverse Event: 'iJ 2 0/ v+

Indicate Adverse Event (ie. Surgical complication, post-op infection, etc.):

UH&-AAI‘L-EJ‘L‘D M?L I (_LR @Og;ﬁ,g ﬁ bl.{f("uf'.i-d eﬁr_ﬁ.pﬂ/w\-( }

Patient Hospitalized: Yes__ No v~
Patient Outcome: Full Recovery __ Disability ___ Death ___":_ ** Pending

tient's dischar;

Please provide a brief narrative description of what occurred during this event and what changes in
affice protecols have been implemented in order te prevent this complication from re-occurring.

Cag &hLM

I swear (afTirmn) that the information set forth on this Office-Based Surgery/Adverse Event Report Form is
true and correct to the best of my knowledge, information and belief. [ also understand that the Board of
Medical Examiners may conduct an on-sitc inspection at any time.

* Please return to Sherri D. Nichols, Board Secretary, at the above listed address. *

Signature of Physician: E g/ 230,32




Addendum to Office-Based Surgery Adverse Event Report Form—August 23, 2007

A paticnt with end-stage renal disease and failing health secondary to malnutrition,
advanced peripheral vascular disease and end-stage heart failure presented with
thrombosed AV dialysis access. She had normal dialysis on Friday, August 17, 2007 and
had presented earlier in the day for dialysis on Monday, August 20, 2007. Her thigh AV
grafi was noted to be clotted. She was sent to the vascular lab for thrombectomy.

Pre-op evaluation at the vascular lab showed the patient to be alert and oriented with
stable vital signs and no evidence of volume overload. The thigh AV graft was clotted
and showed no sign of infection or hematoma.

Prior to thrombectomy, the patient was given Solu-Cortef and Bendryl intravenously
because of a history of pruritis after radiocontrast administration in the past. Of note
thesc pre-medications had prevented symptoms on the last three occasions this patient
was given ['V contrast in the previous 12 months,

During the procedure the patient had a transient dip in blood pressure and Sa(; with
administration of Midazolam. She also became agitated. O; and Romazecon were
promptly administered with resolution of hypoxia and improvement in agitation. Blood
pressure returned to pre-procedure levels.

‘The thrombectomy proceeded normally with successful declotting of the AV graft. There
were no surgical complications. Blood loss was estimated at less than 150 cc's.

After the procedure the patient was alert and oriented and talking coherently. Vital signs
were stable, no rash, difficulty breathing or other complaints were present. Dialysis was
arranged for the next morning. She was transpoirted by ambulance back to her nursing
home. According to the nursing home staff, she was alert upon arrival and without
compiaint and she was moved to her room. When nursing staff next checked on her she
was found unresponsive. Cardiopulmonary resuscitation was Initiated, but the patient
cxpired at the nursing hotme.
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Alabama Board of Medical Examiners 4»." :
P.O. Box 946, Montgomery, AL 36101 # .

Office-Based Surgery .
Adverse Event Report Form

Neme: _ SR

Address:

Street o it e )
Physician Specialty: __#/ M , Tt d Uidienns | FAsmarsdng NW
Date of Surgery: ‘D/ 2203 Type of Surgery: _p evzndomastn, MJ‘E:A-’
Type of Anesthesi, Deep, or General): ard agy fas

Name & Title of Person Administering Anesthesia:

Date of Adverse Event: ¢ {22 (07

Indicate Adverse Event (ie. Surgical complication, post-op infection, etc.):

\/m—uwy\i Alpraa aﬂ& M«( GMM; M!f”/.-—
(sruftntinm,

Patient Hospitalized: Yes _\Aslo L /
Patient Qutcome: Full Recovery v Disability

__Death _ **Pending

Please provide a brief narrative description of what occurred during this event and what changes in
office protocols have been implemented in order to prevent this complication from re-occurring.
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1 swear (affirm) that the information set forth on thls Office-Base
true and correct to the best of my knowledge, information and belief. [ also understand that the Board of
Medical Examiners may conduct an on-site inspection at any time. @

* Please return to Sherri D. Nichols, Board Secretarygat the above listed address. * A
J
Signature of Physician: H{j Date: 1/ / [4 Y( + _ W"[
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Office-Based Surgery =
Adverse Event Report Form AL ME

ame: — Al License ! !l-

Address: ' ” ”
Street City State Zip

Physician Specialty: N ephrolo b:}

Date of Surgery: 20/3/0 7 Type of Surgery: AV 3”5‘ Ft thom be_dem/
Type of Anesthesia (Moderate, Deep, or General): __Modente

Name & Title of Person Administering Anesthesia: —'M D

Date of Adverse Event: !"B/ o7/

Indicate Adverse Event (ie. Surgical complication, post-op infection, etc.):

PUlmonsr Fhamb s embalism ( PTE)
) 7

Patient Hospitalized: Yes _\[No _
Patient Quicome: Full Recovery \/ Disability  Death __ ** Pending

Flease provide a brief narrative description of what occurred during this event and what changes in
office protocols have been implemented in order te prevent this complication from re-occurring,

Plgse see ottudhed o{ejm'pﬂt,w{

I swear (affirm) that the information set forth on this Office-Based Surgery/Adverse Event Report Form is
true and correct to the best of my knowledge, information and belief, I also understand that the Board of
Medical Examiners may conduct an on-site inspection at any time,

* Please return to Sherri D. Nichols, Bohid Secretary, at the above listed address. *

(o3

Date:

Signature of Physician:




ffice-Based Surgery Adverse Event Report
Addendum

Date: 10/8/2007
Surgeo

Description:

The patient underwent a left thigh dialysis AV graft thrombectomy procedure, The
procedure was uneventful except for hematoma immediately adjacent to the graft, from
the needle cannulation site. The extravasation was contained during the procedure.

After the procedure, the patient developed dyspnea. She was sent to the dialysis unit,
where hemodialysis treatment was done. However, her dyspnea persisted, The patient
was scnt from the dialysis unit to a local hospital ER, where pulmonary
thromboembolism (PTE) was diagnosed.

After hospitalization, supplemental oxygen was given, which promptly improve the
patient’s oxygenation. Her vital signs remained stable throughout the entire time. 1V
heparin was initiated to treat the PTE.

Subsequently the patient had prompt recovery in her respiratory status.
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Alabama Board of Medical Examinerg s o
P.O. Box 946, Montgomery, AL 361 01\‘

Office-Based Surgery
Adverse Event Report Form

Neme:
Address:

Street - City State Zip

Physician Specialty: A€ phve gy

Date of Surgery: _{! } t (" (i Type of Surgery: pe rm\‘uw-tm W

Type of Anesthesia (Moderate, Deep, or General):

Name & Title of Person Administering Anesthesia: * Mi

Date of Adverse Event: e B{”’“

Indicate Adverse Event (ie. Surgical complication, post-op infection, etc.): d it
il tanhpds { Hrvssdiy &lgod odinid arrr-dourie gt Hhodutig”
L B

Patient Hospitalized: Yes  No_
Patient Outcome: Full Re Recovary Disability  Death __ ** Pending

Please provide a brief narrative description of what occurred during this event and what changes in
office protoeols have heen implemented in order to prevent this omplicatlon from re-occurring.
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|J3"-‘ 0(cd bawa v (ot 5 oolplyde #3. Némﬁ'w}%
Mv% od TP Vg v prfneda J‘MM_
1 swear (affirm) thet the information set forth on this Office-Based Surgery/Adversc Event Report Form is

tfrue and correct to the best of my knowledge, information and belief. [ also understand that the Board of
Medical Examiners may conduct an on-site inspection at any time. '

* Please retumn to Sherri D. Nichols, Board Secr at the above listed address. *
Signature of Physician: ﬂ Date: l?‘( T
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Alabama Board of Medical Examiners L J
P.O. Box 946, Montgomery, AL 36101 p;—“ErﬁﬁE
Office-Based Surgery / k
Adverse Event Report Form

/
ALA icense e

City

ﬂd’:-?:{)/ff?:y //7//-: M{c«.’ﬁ:»}y oJ“ﬂAVare?p‘{‘
(NSO JeuZﬁbm ‘

igg this event and what changes in
jcation from re-occurring.

Please provide a brief narrative description of what oceurred du
office protocols hayé been implemented in order to prevent this comp
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1 swear (affirm) that the information set fo#th on this Office-Based Surgery/Adverse Event Report Form is

true and correct to the best of my knowledge, information and belief. I also understand that the Board of

Medical Examiners may conduct an on-site inspection at any time. . . .
WS Sea? T flndvl Magp il vic cm :&/«a. He wes Borseovs wnl o t"/ﬁm"—
* Please return to Sherri D. NlChO oard Secretary, at the above listed address. *

Date: /{Af/ﬁ'

Signature of Physician:




Alabama Board of Medical Examiners
P.0O. Box 946, Montgomery, Al 36101

Office-Based Surgery
Adverse Event Report Form

Name: AL Ligénse #—

Address;

City
Physician Specialty: /Iép VA C?/-y
Type of Surgery: ﬂf)agr ’pﬂjz‘} /7/{/3/»52(73@ afz A]/arﬁé)f

, or General): émj Crovs Do agffo A

Date of Surgery: _/{/ .s'/o ?

Type of Anesthesia (Moderate, D

Name & Title of Person Administering Anesthesi

faraic  re<chior 75

Patient Hospitalized: Yes _‘{No
Patient Qutcome: Full Recoveyy v

Please provide a brief narrative déscription of what occurred during this event and what changes in
office protocels have been implepiented in order to prevent this dpmplication from re-occurring.
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I swear (affirm) that the information set forth on this Office-Based Surgery/Adverse Event Report Form is
true and correct to the best of my knowledge, information and belief. [ also understand that the Board of
Medical Examiners may conduct an on-site inspection at any time.

* Please return to Sherri D. Nich oard Sgeittary, at the above Hsted address. *

L/f ﬂ Date: /;/’ ‘f:/? 7

Signature of Physician:




- Bt o,
A o O

P.O. Box 946, Montgomery, AL 364101

( \>\® ' Alabama Board of Medical Examiners

Office-Based Surgery
Adversa Event Report Form

Name: YRS AL Licens

Address:

’~

Street Juife g7z~ City " State Zip
Physician Specialty: /ﬂegﬁwa{g@
Date of Surgery: ///é/ £ 7~ Type of Surgery: /?némwm’ﬁm# MJZ 'f(nf(rrs
Type of Anesthesia (Moderate, Deep, or General) A (ﬂ S strovs Sl

Name & Title of Person Administering Anesthesia; ) ef)

Date of Adverse Bvent: g{/c;/ oR

Indicate Adverse Event (ie. Surgical complication, post-op infection, efc.):

?/ﬁedﬁcgﬁh Sy, L s for mm%t.ﬁw— )‘vsy;z Sk . 2 pecks pmlrv-

Patient Hospitalized: Yes / No
Patient Qutcome: Full Recovery _,[ Disability _Death __ **Pending

Please provide 2 brief narrative description of what occurred during this event and what changes in

office proto I.vae been ple%nted }: urf cr to prevent this complication from re-occurring.
'S r“/o J £ N
. ]
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I swear '(afﬁ.rm} thst the informmation set forth on this Office-Based Surgery/Adverse Event Report Form is
true and correct to the best of my knowledpe, information and belief. I also understand that the Board of
Medica! Examiners may conduct an on-site inspection at any time.

.

* Please return to Sherr: D. Nichols, Bﬁard Secretary, af the above listed address. *

Signature ofPhysici“ Date: /705
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' Alabama Board of Medical Examiners RE‘E{T%QVED
\/ P.0O. Box 946, Montgomery, AL 36101 N0V 05 2007
Adifg?éﬁ:x:;gfgrm i 13 Y] E
e W, AL License /NI
Address: “
Street City State Zip

Physician Specialty: Int, Mkf/ N?P‘@Ls ']L
Date of Surgery:. 1! / !jlo'l Type of Surgery: @@YMUJ‘A ﬁAM
Type of Anesthesia (Moderate, Deep, or General): . A

Name & Title of Person Administering Anesthesia: — M b

Date of Adverse Event:  \/! q/ a7

Indicate Adverse Event (ie. Surgical complication, post-op infection, etc.):
Raevms fhe ex gmfﬁ)

Patient Hospitalized: Yes Y 'No _
Patient Qutcome: Full Recovery __ Disability __Death ___ ** Pending __"_‘:/

Please provide a brief narrative description of what eccurred during this event and what changes in
office protocols have beea implemented in order to prevent this complication from re-occurring.
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I swear (a that the inforndtion set fo
true and correct to the best of my lmowledge, information and belicf. I also understand that the Board of \

Medical Examiners may conduct en on-site inspection at any time.

* Please return to Sherri D. :'chols, Board Secretary, at the above listed address. *
Signature of Physician: 0 ' - Date: [ / M[ 81

on this Office-Based Surgery/Adverse Event Report Form is &/ €@ ¢h zﬁ;
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Alabama Board of Medical Examiners
P.O. Box 946, Montgomery, AL 36101

NOV 23 2007

Office-Based Surgery

Adverse Event Report Form FaNt I
PR 00 A Licons /S
Address: N -
treet City a

Physician Specialty: __ Napbrdonn,
L L) f

Date of Surgery: W/ (407 Type of Surgery: Pp,w waL uﬁ_‘auvwx

Type of Anesthesia (Moderate, Deep, or General):

Name & Title of Person Administering Anesthesia:

Date of Adverse Event: '\ [13/07

Indicate Adverse Event (ic. Surgical complication, post-op infection, etc.):

DACIr, {'L QN
]

Patient Hospitalized: Yes ¥ No
Patient Qutcome: Full Recovery " Disability _ Death __ ** Pending

Please provide a brief narrative description of what occurred during this event and what changes in
office protocols have been implemented in order to prevent this complication from re-occurring.
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I swear (affirm) that the information set forth on this Office-Based Surgery/Adverse Event Report Form is
true and correct to the best of my knowledge, information and belief. [ also understand that the Board of
Medical Examiners may conduct an on-site inspection at any time.

* Please return to Shern D. Nichols, Board Secretary, at the above listed address. *
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Signature of Physician: Date:
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Alabama Board of Medical Examindrs g {
P.O. Box 946, Montgomery, AL 36191 VAR 13 2008 J

Office-Based Surgery

Adverse Event Report Form AﬂﬁﬂT“ipE
e _ Al License Q

Address:

Street

Physician Specialty: _Mvég;u
“f
Date of Surgery: ;# zggog Type of Surgery: ﬁégm-i Y2 555%

Type of Anesthesia (Moderate, Deep, or General): Mp;&&ﬁﬁ&

Name & Title of Person Administering Anesthesia: Mb

Date of Adverse Event: 2;/ Z?/OA?

Indicate Adverse Event (ie. Surgical complication, post-op infection, etc.):
ng% ~Wz~«¢ﬂﬂ/&< /m}%ﬂfa ;Z peAIS &@(za,ﬂ'dz(/){'

Patient Hospxta]nzed Yes «~ No
Patient Outcome: Full Recovery ﬁlsablllty Death __ ** Pending ___

Plezse provide a brief narrative description of what occurred during this event and what changes in

ofﬁc'e rpto d!l‘-s“h::;“I;;!P.-}l/ :zn;lj e::;it ::5 ;’fd; to p v;g ;hi:::lp] C:%Uifl;;‘t :occurrmg. ,é
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I swear (aff' ) that th nformatwn set forth on this Office-Based SmgerylAchrsc Event Report Form is -5 7
true and correct to the best of my knowlcdgc information and belief. [ also understand that the Board of ¢ €
Medical Examiners may conduct an on- ?xtc inspectjon at any time.
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* Please return to Sherri D. Nichols, Board Secretary, at the above listed address. *

Signature of Physici% Date: %’/ﬁﬂy




P.O. Box 946, Montgomery, AL 36101

Office-Based Surgery APR 30 2008 _i
Adverse Event Report Form e
AL BB

'AL License #

: #%f Type of Surgery: '7?)74/ it At
Type of Anestheslq (Moderate, Deep, or Gencral) ‘%&aﬁﬁ

Name & Title of Persyn Administering Anesthesia:

Date of Adverse Event:

Indicate Adv Te: 1 icatigh, post-op infection, etc.):
A i pe F’éceM L6
ir—ar

Disability  Death __ ** Pending ____

Patient Hospital
Patient Qutcome: Full Recovery X

** [{ patient oytcome is pending, plesse provide 8 & b raport within 14 doys of [he patient s discharee and/or recovery,

Please provide a brief narrative dedeription of what eccurred during this event and what changes in
office protocols have been implepfented in order te phgvent this complication from re-occurring.
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t the informdtion set forth on this Office-Based SurgerylAdvers Event Report Form is
true and correct ta the best of my knowledge, informmation and belief. I also understand that the Board of
Medical Examiners may conduct an on-site inspection at any time,

* Please return to Sherri D. Nichols, Board Secretary, at the above listed address. *

Signature fPhwicine: _yza;%’
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Office-Based Surgery
Adverse Event Report Form
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Name:

Address:

Physician Specialty:

/VP'/') l lfx/(#? ’V
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i

Date of Surgery: 5 - /€ - 0 #Type of Surgery: S sen Ay {[f- n/uf—{ s

C/‘«D_LM '

Name & Title of Person Administering Anesthesia: __/hf)
'3
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** Pending ____

Type of Anesthesia (Moderate, Deep, or General):

Date of Adverse Event;

Indicate Adverse Event (ic. Surgical comphcatlon post—op mfect:on etc.):

(}'% c{m !\uw'mtgr}va
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¢ [y X0 [ AT 7Y x e/
Pazlznt Hospitalized: Yes _&‘1(!0 Le Lﬁ

Patient OQutcome: Full Recovery X_Disability

Death L
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Please provide a brief narrative description of what vecurred during this event and what changes in
office protocols have been implemented in order to prevent this complication from re-gccurring.
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I swear {affirm) that the information set forth on this Office-Based Surgery/Adverse Event Report Form is
true and correct to the best of my knowledge, information and belief. I also understand that the Board of
Medical Examiners may conduct an on-site imspection at any time,

* Please return to Sherri D. Nichols, Board Secretary, at the above listed address. *

Signature of Physician: Date: z /D J}
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Alabama Board of Medical Examiners CCT 20 g
P.O. Box 946, Montgomery, AL 36101

Office-Based Surgery b
Adverse Event Report Form

- AL License AN
accress S Y

Street A B City “State Zip
Physician Specialty: Nephml “7:/1/ [rteventma| M eohls 9 /
Date of Surgery: [ S j S / oy Type of Surgery: A‘V Gokt -ﬁmﬂmb@c 7/%y
: {error) 7
Type of Anesthesia (Moderate, Deep, or General): %&*%
\h*‘__.-__.__/
Name & Title of Person Administering Anesthesia: - >

Date of Adverse Eveﬁt: . lo/ j/ © ?

Indicate Adverse Event (ie. Surgical complication, post-op infection, ete.):

See Dftac he prge

Patient Hospitalized: Yes :ZNO
Patient Outcome: Full Recovery

\/I)isahilitym Death ___ ** Pending

——

Please provide a brief narrative description of what occurred during this event and what changes in
office protocols heve been implementied in order to prevent this complication from re~ocenrring.

tee aftachod paes.
vr 7

I swear {affirm) that the information set forth on this Office-Based Surgery/Adverse Event Report Form is
true and correct to the best of my knowledge, information and belief. I also understand that the Board of
Medical Examiners may conduct 2n on-site inspection at any time. '

Secretary, at the above listed address. *
<
Date: 1 / ‘?/ of

* Please return to Sherri D. Nichols, B

Signature of Physician:




Office-Based Surgery Adverse Event Report
Addendum

Date: 10/3/2008
Surgeon:

Adverse Event:
I was unable to retrieve a balloon catheter out of the AV graft fistula during
thrombectomy.

Narrative Description:

The patient underwent routine percutaneous thrombectomy procedure. I inserted a
Fogarty balloon catheter into the graft in order to pull clots out of the patient’s AV graft
fistula. Due to the severely abnormal anatomy of the AV graft (related to its
pseudoaneurysms and intra-graft stenoses), the Fogarty catheter was unable to be
retrieved back despite multiple attempts.

I arranged for the patient to be seen by the vascular surgeon, who successfully retrieved
the catheter in the operating room of a local hospital. The surgeon elected to place
another graft due to the current graft’s old age.

The patient was successfully diatyzed the next day and was discharged out of the
hospital.




