New Mexico Medical Board
Special Meeting

March 18, 2010
4:00 p.m.

AGENDA

1. Approve Agenda

2. Proposed Rule Change
Business Entities — Authorized to Provide Healthcare Services”

3. Licensure Matters [portions may be closed*]
e Consider request to reopen the case of Andrew Valencia under
Section 61-1-12 (A) of the Uniform Licensing Act

4, HPC Physician Survey on 2010 Renewal

5. Adjourn

"Pursuant to NMSA 1978, Section 10-15-1 (H) (1) of the Open Meetings Act, Sections
10-15-1 to 10-15-4, the Board of Medical Examiners may close portions of its meeting
to discuss certain matters pertaining to a particular license. All final actions concerning
a license will be made in an open meeting."

"Pursuant to NMSA 1978, Section 10-15-1 (H) (2) of the Open Meetings Act, Sections
10-15-1 to 10-15-4, the Board of Medical Examiners may close portions of its meeting
to discuss limited personnel issues.”

Initials in red are members recused in disciplinary cases



Business Entities—Authorization to Provide Healthcare Services

A. Purpose. The purpose of this regulation is to clarify and confirm that certain business
entities are and have been authorized to provide healthcare services in New Mexico.

B. Healthcare Services--Certain Business Entities. A business entity formed pursuant
to the laws of the state of New Mexico is authorized to provide healthcare services in the
state of New Mexico if the healthcare services are provided by or under the direction of
persons who are duly licensed to engage in the practice of medicine pursuant to the
provisions of the Medical Practice Act.

C. Retroactivity. Pursuant to NMSA §12-2A-8, this regulation shall apply retroactively
to
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BECHT ILAW FIRM

7410 Montgomery, NE # Suite 103
Albuquerque, NM 87109-158%

Telephone 505-883-7311 ¢ Fax 505-878-1008
E-mail Bechtlaw@aol.com

March 8, 2010

Via Facsimile Transmission & U. S. Mail
Steven Weiner, MD, Chair
New Mexico Medical Board
2055 South Pacheco Street
Building 400
Santa Fe, NM 87505

Re: In the Matter of Andrew Valencia
No, 2008-030

Dear Dr. Weiner:

I am the attorney for Andrew Valencia in the above referenced matter. [ am in
receipt of the Decision and Order of the Board signed by you on February 18, 2010.
Although certified as a physician’s assistant, Mr. Valencia has not practiced as such since
the 1970s. As you are aware, the Board denied Mr. Valencia's application to practice as a
physician’s assistant on the basis of his alleged current lack of competency and training.

] have been charged with the task of seeking judicial review of the Board’s
Decision and Order. It has occurred to me that, given the stated basis for the Board’s
denial of Mr. Valencia’s application, there may be another approach that could save both
the Board and my office from expending unnecessary time and effort,

Since the issue is lack of a demonstration of competency, would the Board be
willing to grant to Mr. Valencia a temporary, limited license solely for the purpose of
permitting him to attempt to demonstrate his compeiency by working under the
supervision of a licensed physician subject fo terms and conditions set by the Board?

Given that time is of the essence, I would appreciate hearing back from you by
March 15, 2010, so that I can file a timely notice of appeal, if necessary. Thanlk you for

your consideration.

-

Paul F. Becht
PEFB:hms

XC: Paul I, Kovnat, MD
i
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Survey Questions

Instructions

In collaboration with New Mexico Health Policy Commission, the NMMB is initiating the below Physician Survey as
a REQUIREMENT of the 2010, 2011 and 2012 renewal process. The purpose of the survey is to analyze physician
supply and distribution in New Mexico.

Please answer every question below in a timely manner, if there Is more than 30 minutes of Inactivity, vou will
have to login and start the survey over again. We recommend that you print a copy of the survey by going HERE,
and review it prior to completing It online.

PLEASE NOTE: you must complete the survey online to fulfill the renewal requirement, we will not accept the
printed survey, this is for your review QHLY.

Question Answer
2 praciice Medicine in M
T practice Medicine in TX
1. CURRENT WORK STATUS IN MEDICINE D Practice Medlcine in CO

O] Fractice Medicine in AZ
[E] Practice Medicina In Other

1 Pamanently or Tempararily Inactive In
[* If you are a cument resident or fellow, please answer the remalning questions, as they relate to Medicine
Pon-residency training aclivity . Ej Retired, but maintain an active Bcense

Retired and do not maintain an active license
Current Resident or Fellowship Training®

¢ 1A, Mark all that apply:

.- CURRENT ACTIVITIES iN MEDICINE IN NEW MEXICO

Pl hoose -
& 2A How many weeks per year do you practice medicine in NM? ease Choos : :

® 2B, How many Hours per week do yoll actively praclice medicine in NM? Please Choose N

Eoryour New Mexico medical pracfice, approximately what percent of your time reporled In 2B
bove was spent In the following activities (Percentages should total 100%):

Please Choose -
* 2C. Direct Patlent Care: commrne ’

® 2D.Research: Pl_gasAaAChupser , - . E

R} R—

s 2E. Teaching/Pracepting: Please Choose N

& 2F. Healtheare Admin.: Pleass Choose o

s 26, Olher: Please Choose -

e 2K, If you selected fram Other in 26 above please specify:

Fur Diract Patien] Care, approximalely what percent of your time, reported in question 2C above, ‘
was spent In the followlng types of facllifies (percentages should total the percent reported in 26
bbova)?

Please Choose : !
& 2|, Hosphalfinpatient

¢ 2J. QuipalienyClinic Please Choose i

e 2K, Other

¢ 2L.Ifyou sefected "Olher” In 2K above, please specifiy:

3. LOCATION OF EDUCATION AND TRAINING

se Choose -
& 3A, Location of the high schaol from which you graduated: F_‘lga

¢ 3B Localion of the Medical School fram which you graduated: Please Choose K

& 3C. Location of Primary Specialty Tralning: Please Choose

¢ 3D. Lecalion of Secondary Speclalty Tralning: Please Choose

K. & 5. PRACTICE SPECIALTY{IES) IN WHICH YOU SPEND MOST OF YOUR

https://mylicensebom.rld.state.nm.us/Survey.aspx 3/17/2010



PROFESSIONAL TIME

® 4A, Select ONE Primary Specialty:

Page 2 of 5

Please Choose

& 4B. Mfyou salecied "Other” in 4A above please specfy:

® 4C. Il Applicable Select ONE Secondary Speclalty:

Plgasg Choose

¢ 4D. [f you salected “"Other" in 4C above, please specify:

* bGA. Parcantage of your palient care lime spent in your PRIMARY specially

{percentages of questions 5A and 58 should total 100%):

Please Choose

¢ 5B. Percentage of your patient care time spent In your SECONDARY specialty
{percentages of questions SA and 5B should istal 100%);:

Please Choose

F. TRAINING AND CERTIFICATION

¢ BA. Completed Accredited Residency Program In PRIMARY Specialty:

Please C;hoose

s 6B, Board Cerlified/Certificate of Added/Special Qualificalion In PRIMARY Specialty:

Please Choose

®  6C. Completed Accredited Resldenty Program In SECONDARY Specialty:

Please Choose _

* GD. Board Certified/Certificate of Added/Special Qualification in SECONARY Specialty:

Piease Choose

7. HOSPITAL ADMITTING PRIVILEGES

¢ 7A. Number of hosgitals in New Mexico at which you have admitling privileges:

_Plgase Choose

. REIMBURSEMENT: PAYMENT SQURCES (percentages of 8C through 8H should total
100%) COMPENSATED CARE

* BA. Pdmary Source of payment for patient case (select top three),

[ Medicare

] Madicald

[ TrycarevA/IHS
Flerivate Insurance
E] Self-Pay

- | Bad pebt/Charity

Coter

& 8B. [f you selected "Other In 8A above, please specify.

® BC.What percent of your patients have MEDICARE as their primary source of
payment?

Please Choose

* 80, What percent of your patients have MEDICAID as their primary source of payment?)

PleaseAChoovse _

*  8E, What percent of your patienis have TRICARE/VA/IHS as thelr pimary source of
payment?

P[ease Qhoose

¢ 8F, What percent of your palienls have PRIVATE INSURANCE as their primary source
of paymeni?

Please Choose

& 8G. What percent of your patients SELF PAY?

Please Choose

& BH. What percent of your palients have BAD DEBT/CHARITY/OTHER as their primary
source of payment?

Please Choose

[UNCOMPENSATED CARE

® 81, Provida tha approximate monetary value of the UNCOMPENSATED patient care
. you provided during the last calendar year for EMERGENCY SERVICES:

Please Choose

&  B8J. Provide tha approximaie monetary value of the UNCOMPENSATED patient care
you provided during the last calendar year for NON-EMERGENCY SERVICES:

Please Choose

R, PATIENT CARE PRACTICE LOCATIONS

| ocalion of site whare you spend the mast time providing PATIENT CARE. Enter the address of
your PRIMARY PRACTICE LOCATION Including the 6-digit zip cods. For your secondary
ractice location, please anter the S-digit zIp code only, Also indicale Ihe average hours per
Jweak you spend at each location and the average number of patlent encounters you have per
pweek ai each practice location.

PRIMARY LOCATION

* SA PRIMARY Patlent Care Straet Address:

¢ DB. PRIMARY Palient Care City/Town:

+ 9C. PRIMARY Pallent Care Siate:

Please Choose

® 9D. PRIMARY Patient Cara 3-digit Zipcode:

https://mylicensebom.rld.state.nm.us/Survey.aspx

3/17/2010



Page 3 of 5

s OE. Weekly PRIMARY Palent Care Hours: Please Choose -1

e gF. Weekly PRIMARY Number of Patienls: Please Choosa _t
. H

[SECONDARY LOCATION

* 9SG, SECONDARY Patlent Care 5-digit Zlpcoda: : ?

e 9H. Weekly SECONDARY Patlent Care Hours:

Please Choose - i
# Bl Weekly SECONDARY Number of Patlents: i
!

Please Choose S

PRACTICE SETTINGS
Please Choose .
*  9J. What best deseribes your PRIMARY location practice and practioners? - !
® 9K What best describes your SECONDARY locatian practice and practiloners? Please Choose R

[}

]

® 9L. What best describes yaur PRIMARY Ioeation praclice type and ownership? Please Choose .t
.. . .. . . i

s M, If you chose Organizationally affilated employed physician In S above please
specily the organization/practice group {e.g. UNM, Albuquerque Health Pariners, i
Presbyterlan, etc.), . K

®  ON. IFyol chase Cther in 9L above please specify your PRIMARY localion practice
type:

®  20. What best describes your SECONDARY locatlon practice type and ownership? Please Chaose :

* 9P.[fyou chose Organizationally affiliated employed physician In 90 above please ;
specify the organizatian (e.g, UNM, Albuguerque Health Partners, Presbylerian, ete.): i

» 9Q. Ifyou chose Other in 90 above please specify your SECONDARY location practice
type:

10. CURRENT PRACTICE CAPACITY

Please Choose -
® 10A. Which best describes your patienl care practica capacity? :

] Etectronic health record
11, ELECTRONIC MEDIA USE IN MEDICAL PRACTICE .
O] &-Preseribing
¢ 11A. Does your peactice CURRENTLY have the following capabliities? (sefect all that Cle-labs {order and recelve)
apply) F21X-Ray and Imaging (erder and receive)
O Telemedicine
I Electronic health record
* 118, Does your practice plan to have In the next year the following capabilities? (select Fle-prescrving
all that apply) Tl E-1abs {order and receive)
Im| X-Ray and Imaging {order and receive)
Elvelemedicine

* 11C. your practice provides electronic health recards, does it provkie a personal
beallh recordipatient portal? Please Choose i

https://mylicensebom.rld.state.nm.us/Survey.aspx 3/17/2010



[12. REFERRAL DIFFICULTIES

TO 3 SPECIALTIES):

®  12A.[dentlfy the spaciakles that you or your patients have the greatest difficulty
scheduling/oblaining/ammanging a timely appointment when making referrals (MARK UP

] Allergy and Immunology

il Anesthesiokgy

Dermatology

o Emergency Medicine

£ ramily Medicine

El Ganeral Practice

Flinternal Medicine: Genaral

Internal Medicine: Cardinvascufar Disease
Flinternal Medicine: Criticat Care Medicine

) internal Medicine: Endocrinology and
Metabolism

I internal Medicine: Gastroentesology
[ Internal Medlcine: Geriatrics

[ internal Medicine: Infectious Disease
Intemnal Medicine: Nephrolagy
Flinternal Medicine: bncolngnyematology
[ internal Medicine: Pulmenary Disease
{1 Internal Medicine: Rheumnatology

B iternal Medicine: Other/Sub-Specialty
[ Neurotogy

Ml obstetrics and Gynecology

| Gynecology (only)

] occupational Medicine

[ ophthamotogy

l Otolaryngology

| Pathplogy (General}

] Pathology Sub-Speclalty

[ Pediatrics (General)

F] Pediatrics Sub-Specially

Fiphysical Medicine and Rehabliitation
EPreventive Medicine

Psychiatry: Adult

Psychiatry: Child and Adolescent
Racfackygy: Diegnostic

O Radiolegy: Therapeutlic

il Surgery: Ganeral

£ Surgery: Neurclagieal
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I Surgery: Orthopefilc
Surgery: Plaslic
M surgery: Thoracie
Fl Surgery: Othar/Sub-Specialty
Fluratagy ’
E Cther
® 128 If you selected "Other” in 12A above, please specily which specialty:
13. RECRUITMENT EXPERIENCES
How woud you describe your experience In recruiting:
Please Choose -,
s 13A.Physiclans:
¢ 138, Nurses: Please Choose -,
® 13C. Nurse Praclllioners: Please Choose N "

¢ 13D, Physician Assistants:

Please Choose

& 13E, Other Healih Professionals;

Please Choose

[14. GENDER

https://mylicensebom.rld.state.nm.us/Survey.aspx
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*  14A, What is your gender? Please Choose =y
16. RACEETHNICITY

Please Choose -
* 15A. What is your ethnicity? n - '

] American Indian or Alaska Native

F Asian

[ native Hawaikan or Pacific Islander
Black/African American, {non-hispanic)
El Hispanictatino

Clwite, {non-hispanic)

O other
* 15C. Ifyou chose "Other in 158 above, please specify: !

¢ 15B. What I3 your race? (Select all that apply):

Retire From Patlent Care

16, NEAR FUTURE PRACTICE PLANS Signiﬁmnlly Reduce Patient Care Hours

FImove My Practice to Another Geographic
* 1EA.In the next 12 months, 1 plan to: (Mark all that apply) Location in New Mexico

I move My Practice Out of New Mexico
[T] Nona of the Above
EAge
D) General Lack of Job Satisfaction
Geoyraphic Preference
e 16B. Ifyou are refiring, moving, or reducing your patient care hours in the next 12 EJ Gross Reciepts Tax
manths, what are Lhe factors that led to this decision? (Mark alt that apply): Health
Increasing Administrative/Regulatory Burden
[} practice Environment
[ Reimbursement fssuas

] Other
* 16C. Ifyou seleced "Other” in 16B above, please specliy: i

17. PROFESSIONAL LIABILITY INSURANCE INCREASE THRESHOLDS
At what percent Increase in your annual professional Tiabllity Insurance premium above your
urrent level would you conslder? Choose all that apply from your answers in 16 above.

Please Choose ) -i
e 17A. Retlriing from patlent care:

» 178. Slgnificantly reducing my patient care hours: Please Choosa !

® 17C. Moving practice out of state: Please Choose -

18, MEDICARE PAYMENT DECREASE THRESHOLDS
i\t what percent decrease In your Medicane payment level would you consider? Ghaoss all thal

fp piy. Please Choose -
® 18A. Retiing From Patient Care:

» 18B. Closing My Practice fo New Medicare Patients: Please Choose A N r
® 18C. Closing My Practice to All Medicare Patients: Please Choose .1
& 18D. Significantly Reducing My Patlent Care Hours: Please Choose; . e .
* 18E. Moving Practice Qut of State: Please Choosé R

https://mylicensebom.rld.state.nm.us/Survey.aspx 3/17/2010



