
      

         

             

      
 

 
 

 

                                                       

                                                                                               
                                            

                                                                                                            

    
 

                                                                                                                               

                                                                                                                           
 

                                          
 

                                       

                           
 

                                                        
 

                                                                            

                                                                                                         
 

 
                               

                            

                           
                               

 
                                       
                                           
                                           
 

 

 
                                       
                             
                             

  
                         
           

  

     

                                                  

  
  

                             

          

BUSINESS, CONSUMER SERVICES, AND HOUSING AGENCY – Department of Consumer Affairs GAVIN NEWSOM, GOVERNOR 

OSTEOPATHIC MEDICAL BOARD OF CALIFORNIA

 Enforcement Unit 

     HEALTH FACILITY/ PEER REVIEW REPORTING FORM 
  (Required by Section 805 of the California Business and Professions Code) 

NOTE: Certain actions, with respect to staff privileges, membership or employment of osteopathic physicians must be reported to the Osteopathic Medical 
Board of California when they are imposed or voluntarily accepted for a medical disciplinary cause or reason.  Please see the reverse/second page of this form 
for further information. 

***PLEASE PRINT OR TYPE*** 

REPORTING ENTITY 

Health Care Facility or Clinic - §805(a)(1)(A) Health Care Service Plan - §805(a)(1)(B) 
Please check type of Reporting Entity: Professional Society -§805(a)(1)(c) Medical Group or Employer - §805(a)(1)(D) 

Ambulatory Surgical Center -§805(a)(1)(A) 

Name of Entity:  Telephone Numbers:  

Address: Street    City State Zip Code 

Chief Executive Officer/Medical Director/Administrator: Chief of Medical Staff: 

Name of  Person Preparing Report: Telephone Number: Email Address: 

Osteopathic Physician 
Name: Last  First  Middle License Number: 

20a 

Action Taken 
Date(s) of Action(s) and Duration (attach additional sheets if necessary) 

Type(s) of Action(s) – Check all that apply   CHECK HERE IF THIS IS A SUPPLEMENTAL REPORT 
(a) For a medical disciplinary cause or reason: Termination or revocation of staff privileges

  Denial/rejection of application for staff  privileges Termination or revocation of membership 
  Denial/rejection of application for membership Termination or revocation of employment 

(b) For a cumulative total of 30 days or more for any 12 month period, and for a medical disciplinary cause or reason:
  Restriction(s) imposed on staff privileges Restriction(s) voluntarily accepted on staff privileges 
  Restriction(s) imposed on membership Restriction(s) voluntarily accepted on membership
  Restriction(s) imposed on employment Restriction(s) voluntarily accepted on employment 

If staff privileges were restricted, list specific restrictions imposed or voluntarily accepted: 

(c) Following notice of an  impending investigation based on information indicating medical disciplinary cause or reason:
  Osteopathic Physician  resigned from staff Osteopathic Physician  took a leave of absence from staff 
  Osteopathic Physician  resigned from membership Osteopathic Physician  took a leave of absence from  membership
  Osteopathic Physician  resigned from employment Osteopathic Physician  took a leave of absence from employment 

(d) For a summary suspension that remains in effect for a period in excess of 14 days for a medical disciplinary cause or eason:
  Imposition of summary suspension on staff privileges Imposition of summary suspension on membership
  Imposition of summary suspension on employment 

DESCRPTION OF ACTION: Attach additional sheet(s) describing the facts and circumstances of the medical disciplinary cause or reason 
and any other relevant information related to the action taken, including, but not limited to, the number of cases reviewed, time frame 
covered, any patient deaths involved, any malpractice filings as a result of the physician’s actions, any expert/peer opinions obtained, etc. 

Signature Date Signature Date
Chief Executive Officer/Medical Director/Administrator Chief of Medical Staff 

OMB.13 (Rev 2-15)  1300 National Drive, Suite 150, Sacramento CA 95834  (916) 928-8390  FAX (916) 928-8392 www.ombc.ca.gov 

http://www.ombc.ca.gov




Accessibility Report





		Filename: 

		review_omb13.pdf









		Report created by: 

		



		Organization: 

		







[Enter personal and organization information through the Preferences > Identity dialog.]



Summary



The checker found no problems in this document.





		Needs manual check: 2



		Passed manually: 0



		Failed manually: 0



		Skipped: 0



		Passed: 30



		Failed: 0







Detailed Report





		Document





		Rule Name		Status		Description



		Accessibility permission flag		Passed		Accessibility permission flag must be set



		Image-only PDF		Passed		Document is not image-only PDF



		Tagged PDF		Passed		Document is tagged PDF



		Logical Reading Order		Needs manual check		Document structure provides a logical reading order



		Primary language		Passed		Text language is specified



		Title		Passed		Document title is showing in title bar



		Bookmarks		Passed		Bookmarks are present in large documents



		Color contrast		Needs manual check		Document has appropriate color contrast



		Page Content





		Rule Name		Status		Description



		Tagged content		Passed		All page content is tagged



		Tagged annotations		Passed		All annotations are tagged



		Tab order		Passed		Tab order is consistent with structure order



		Character encoding		Passed		Reliable character encoding is provided



		Tagged multimedia		Passed		All multimedia objects are tagged



		Screen flicker		Passed		Page will not cause screen flicker



		Scripts		Passed		No inaccessible scripts



		Timed responses		Passed		Page does not require timed responses



		Navigation links		Passed		Navigation links are not repetitive



		Forms





		Rule Name		Status		Description



		Tagged form fields		Passed		All form fields are tagged



		Field descriptions		Passed		All form fields have description



		Alternate Text





		Rule Name		Status		Description



		Figures alternate text		Passed		Figures require alternate text



		Nested alternate text		Passed		Alternate text that will never be read



		Associated with content		Passed		Alternate text must be associated with some content



		Hides annotation		Passed		Alternate text should not hide annotation



		Other elements alternate text		Passed		Other elements that require alternate text



		Tables





		Rule Name		Status		Description



		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot



		TH and TD		Passed		TH and TD must be children of TR



		Headers		Passed		Tables should have headers



		Regularity		Passed		Tables must contain the same number of columns in each row and rows in each column



		Summary		Passed		Tables must have a summary



		Lists





		Rule Name		Status		Description



		List items		Passed		LI must be a child of L



		Lbl and LBody		Passed		Lbl and LBody must be children of LI



		Headings





		Rule Name		Status		Description



		Appropriate nesting		Passed		Appropriate nesting










Back to Top

	Name of Entity: 
	Telephone Numbers: 
	Address Street City State Zip Code: 
	Chief Executive OfficerMedical DirectorAdministrator: 
	Chief of Medical Staff: 
	Name of  Person Preparing Report: 
	Telephone Number: 
	Email Address: 
	Name Last First Middle: 
	License Number 20a: 
	Dates of Actions and Duration attach additional sheets if necessary: 
	Check Box2: Off
	Text3: 
	Check Box1: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box26: Off
	Check Box25: Off


