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- . I0WA STATE BOARD OF MEDICAL EXAMINERS

. - State Capital Complex RECEIVED
Executive Hills West . " - -
Des Moincs, lowa 50319 . MRAY 2 i 1934

~ APPLICATION FOR A LICENSE TO PRACTICE MEDICINE AND SURGERY T
OR OSTEOPATHIC MEDICINE AND SURGERY ON THE BASIS OF INTER-STATE ENDORSERENT $ie0- HiAl-
BY ACCEPTANCE OF THE CERTIFICATE OF THE NATIONAL BOARD OF MEDICAL E4AMINERS OF [’ .

THE UNITED STATES OF AMERICA, INC- F

Tle lowa State Board of Medical Examiners:

1 hereby make application for a license to practice medicine and suzgery or osteopathic inedicine and surgery in the State of

*jowa and submit for your consideretion the following stateinent concerning my ege, moral character, preliminary and medical

adizcation and practice,

(Name sst coincide with medscal digloma)

THIS APPLICATION MUST BE TYPEWRITTEN

1. Name__ Joseph Michasl Freund
2. Addressed
3, Place of Birth
4, Name and address (Father)
5, Name and address {(Mother) )
6. Are you a citizen of the United States? _Yes give particulars - - -
7. Identification: Height ’Weight h.______ Color of Hair .__-
Color of Eyes . ldentifying marks—-
8. PRELIMINARY EDUCATION {Beginning with High School. Give names of institutions attended and location, with concise
staterment of peciods of study.)
High School Brooklyn Center HIgh , Brooklyn Center, MN 1969-73
N N . (Namo, focation, dates of attendanta}
College University of MN-Morris, Morris, MN 1973~77
B.A (Nlamu. Tocation, dates of atiendange)
Academic Degree of lalail from__ Univ. of MN. on_l‘l.lnl%lgjj_.
i ate
9, MEDICAL EDUCATION
T have spent 4 years in the study of medicine, each year comprising ‘Mon?;‘ s2) each, in the following institutions:
Freshman Unlvers ity of MN-MPLS fFomSepRt 18 10 AUG 1079
(Name and location of college) {Month) {Year) {Month}) {Year)
3 __ same - S%Pt 79
.Sophomo:e B “{Name and location of coliegs) - from {Mont 1(9Vaar) to {Mohth} _19(—‘(%%
jumor SAme {Name and location of college) from = ﬁgﬁﬁ) 1(9\765” to (Mu%{ﬁ) 19(‘(»31’)
Sentor same from SepPL 1(9,__8_1-.&6 June 19 82
(Name and location of college) (Manth} Year) {Month) (Year)
from 19___to ) S —
(Name and focation bf coliogo) . i {Maonth) _(Yanr) {Monthy {Ysar)
] was granted the degree of Doctor of Medicine by University of Minnesota
.. ) . X {Name af institution)
located at Minneapolis Minnesota onthe_12%th dayof _ June i ,19.82
A photostatic copy of my diploma is submitted herewith; (Photostat must not be larger than 8x10 in, or smaller than 6x8 in.)
1 further state that I am the identical person to whom this diploma was granted, that the same was procused in the regular
course of instruction without fraud or misrepresentation and that the copy presented herewith is a true copy of the orginal
diploma of said institution. '
10, INTERNSHIP :
have . P N itals ] *
I____(_mﬁ..ﬁ“_e)__serve_.__an internship in the following hospital: 25 ‘f lxaf year Q(Nfamer)e sidency (.be ow)
. from 19.__to 19
{Location) . .
(A photostatic copy of my internship certificate is 5ubmit_tcd.hr.tewit|!.)
11. RESIDENCIES (Give places and dates of each servicé) I have served Residencies in the following hospitals:
St. - tal Fam, Pract. July 1982 topresent 49
z{:?rﬁe] {Locatian) {Spacialty) fron; 15 ro g
" Mason City, TIA from 19___to 19
{Nama} (L-ocationy . (Spetialty) N
¥ was certified by R (Natﬁa of SDech‘a TV Board) on {Datey
(Enclosed is « photostatic copy of certificate)
12, CERTIFICATION OF MEDICAL EDUCATION: (MUST BE COMPLETED BY MEDICAL SCHOOL)

It is hereby certified that Joseph Michael Freund, M.D.
of Mason_City, Iowa. : , was granted a diploma with the degree of .
Doctor of Tlecielne by the University of Minnesota Medical School
N {Namo of Schooi)
located at Minneapolis : : , State of _Minnesota

-
on the_ 12 day of June , 1982 und that the attached photographis a likeness of applicant,
. e > Doyt ~&.Z;7
7

Secretary or Dean of School
W. Albert. Sullivan, Jr:, M.D., Assoclate Dean




13, STATES AND COUNTRIES IN WHICH YOU HAVE BEEN LICENSED.

" Swte _TowA __ LicenseNo. _R=2561 . pare. Julyl, 1982w Obtained Nat. Boards
(Exam. Recip,,
Nar'L, Bd.)
State -License No. ' Date How Obtained
State License No, Date How Obtained

14, Answer all questions, (If the answer fo any question is YES and not fully auswersd below; give details in a notarized affidayit attached to
the application.) )

A.  Name states and/or Foreign countries in which you have practiced and length of time in each none except
ag a resident gician since July 1982 in residency.

B. Do you intend to practice your profession in this state? Y@ gWhere? _Ma.s.o;q._ga'__gy._ﬂghaﬂ‘_es—-gé_—gy—
L4 .

C.  List hospital staff positions {Give address and dates ofservicei
: Resident PHysician, Family Practice Dept.
St., Joseph- Mercy Hospital, Mason Citw, TA
July 1982 to present . .
D.  Have you ever been denied Staff Membership in any hospital? _110 :
E. Have you ever been warned or censured by, or requested to withdraw from any hospital in which yon have trained,

been a staff member, or held hospital privileges? - no i
F.  Have you ever been notified, or requested to appear before any Medical Society in regard to charges or complaints
filed against your___1tC Have you ever been rejected by a Medical Society? . 12O

G. Have yo ailed to pass any State Medical or Osteopathi tional Board or FLEX examina-
tion? ¥ so, where and how many times?

H, Have you ever been denied a certificate by, or the privilege of taking an examination before any State Medical Board?
no Have you ever been natified by, or requested to appear before any State Medical Board in
regard to charges or complaints filed against you? Do Hasany State Medical Board suspended or
revoked-a license it had granted you? no :
1. Are you now or have you ever been addicted to or excessively used alcohol; nareotics, barbiturates, or habit-forming
drugs? __ 1O :
J.  Are you now or have you ever been emotionally or mentally ill7 O Have you ever received psychotherapy?
' _._no . Have you ever been a patient (voluntarily or otherwise) in any institution for the treatment of
mental or emotional illness, drug addiction, or alcohol problems? 1O Have you ever been treated, but not
hospitalized for mental or emotional illness, drug addiction, or alcohol problems? no
K. Have you ever been convicted of a felony? __TIO A misdemeanor? __ 10 Have any judgements ever been
entered against you? _T.O Have you ever been sued for malpractice? O )
L. Do you understand that if the license asked for is granted by this Board, it will be on Eha truth of the statements con-
tained herein, which if false, will subject you to crimina! prosecution, and revocation of the said license certificate?

_I understand.

15. AFFIDAVIT OF APFLICANT:

State of IOWA

County of __Cexro Goxdo

I, Joseph MIchasl Freund ., being duly sworn
state, under penalty of perjury, that the foregoing information contain-
ed in this application and any attachment,is true,and correct, and the

photo is & true likeness of myself, ,

Sworh to before me this

19 y 7/ ' J%ﬂw a,
S
My Commission expires 'ﬂ ’ /

|

l (SEAL)

]' (NOTE: This Board cannot require you to attach a recent
i ' ' photograph on this application, however, in the absencé
of a photograph please-furnish this Board with evidence
that you are one and the same person referred to in
Section 12 and Section 17.)




16, RECOMMENDATION OF SECRETARY OF LOCAL, COUNTY MEDICAL OR OSTEQPATHIC SOCIETY:  youare nota
member of 8 county medical society, this affidevit must be signed by the Chief of Staff of the Hospital in which you are practicing or
the head of the Department in which you are recelving hospital training,

[, _B. R. Cavopreso, M.D. Secretary

. . Secretary, Chief of Stall, Dapariment Haad
Certo Gordo County Medical Society '
Medicsl or Osteopathle Sodiety-Hospita-Department & Hospilal

certify that Dr,_Joseph M.” Freund of . HMason City, Iowa
is personally known to me, and that he/she is an ethical practitioner and is of good moral and professional character; Ifurthcrccxﬁfy
that the said Dr. Joseph M. Freund is engaged in the reputable practice of medicine and surgery in the
State of Iowa 1 have carefully cxamined all thc statcments made by the applicant and believe them
to be true in every respect. I anlso state the photograph attached to on is & recent one and the likeness of
said Dr. Joseph M. Freund
blgncd M MZ
Date_ May 16, 1984 L Title é/cretary, Cerro Goréo County Medical Society

*AFFIDAVIT OF SECRETARY OF COUNTY MEDICAL OR OSTEOPATHIE SOCIETY,
CHIEF OF STAFF OR HEAD OF DERARTMENT IN WHICH YOU ARE TRAINING. |

County of Cerro Gordoe

State of. Iova

m AN CJTA sy OLo ' Légmﬁ») on the / G’ﬁ()

County - a n N
day o 19 before me personally appeared : ‘," ; S
to me known to be {46 party executing the foregoing instrument, and he/sheHcknowledged said irk tru.ment, by hi';n/ her eecu f
his/her voluntary act and deed.

NOTARY ai_/«a—ﬁ Q (u/
SEAL “7)/\) NG o

{Address) N

17. CERTIFICATION OF SECRETARY OF THE STATE BOARD OF MEDICAL EXAMINERS./
(This endorsement should not be executed unless the applicant has signed the affidavit on Page 2) ’ ,

I i ' Secretary of the Board of

Medical Bxaminers, certify that i

was g'nmted Certificate No. on the__ day of. 19 -
based on__ — , and said certificate has never been revoked, + -

' {Written Exarnination) {Date)
School of Graduation

TDagras B, Ms — M. D) {Date)
1 further certify that the aforesaid A
in his written examination before this Board obtained a general or flex average of per cent in the following subjects:
. Subject Per Cent Subject Per Cent
Acting on behalf of the Board of Medical Examiners, I hereby certify to the reputability of
Dr. , based on the records u;f this Board, and recommend him to the

lowa State Board of Medical Examiners as a fit and proper person to receive a license to practice Medicine and Surgery.

{Sacretary}
(Seal of the State Board)
{Name of Board)

{Data} . - (Addrass}

FEES: The license fee is $200.00, Fee must accompany the completed application form and the required supporting
documents, No fee remitted with an application will be refunded. Fee may be remitted in any form other than a personal
check.

FOREIGN GRADUATES: For information concerning the standard certificate issued by the Bducational Council
for Foreign Medical Graduates, write to Bducational Council for Foreign Medical Graduates, 3624 Market Street, Phila-
.delphia, Pa, 19104,
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OF 8T. JOSEPH MERCY HOSPITAL 4,

NI% IN AFFILIATION WITH THE UNIVERSITY OF IOWA 4 i
S’ 101 SOUTH TAYLOR » MASON CITY, IOWA 50401 + PHONE (515) 42‘.51-7766 s

RECEIVED
MAY 2 91984
BD. OF MED. EXAM.

% . %

)

um‘).-’&g

—y

May 16, 1984

Mr. Ronald V. Saf

Iowa State Board of Medical Examiners
State Capitol Complex -

Executive Hills West

Des Moines, Iowa 50319

Dear Mr. Saf:

This letter is to certify that Joseph M. Freund, M.D. successfully completed
one year of Family Prac¢tice residency in the St. Joseph Mercy Hospital Family
Practice Residency Program in Mason City, Iowa from July 1, 1982, to June 30,
1983. Dr. Freund is presently a second-year resident in our program.

Director
Family Practice Residency

REM: sa
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IOWA STATE BOARD OF MEDICAL EXAMINERS ,
RESIDENT PHYSICIAN’S APPLICATION FOR LICENSURE

READ INSTRUCTIONS ON PAGE 3. Qk/25/82
COMPLETE CENTER PORTION OF PAGE 4. (Date)

To.the Jowa State Board of Medical Examiners:

I hereby make application for a Jicense to pragtice as a Resident Physician in the State of Towa and submit
the following statement concerning my age, moral character, preliminary and medical education and
practice. '

(Name must coincide with medical diploma)

THIS APPLICATION MUST BE TYPEWRITTEN!

1. Name Joseph e . Michael Freund

{Pirst) . .
2. Addresses .. . U ... ...
3. Place of Birth ... MNNMNEN.__ Date of Eircr . NSNGSR . ...

Piace - - Month Day Year

4. Name and address (Father)
5. Name and address (Mpther) Lo _
6. Are y’ou a citizen of the United States? ........ Yes. ... If not, give particulars
7. dentification: Height ... weight. Y. - Color of Hair (N

Color of Byes -..“ Identifying marks .‘~m

8. PRELIMINARY EDUCATION (Beginning with High School. Give name of institutions attended and
loeation, with concise statement of periods of study.)
High School ..Bn0o0klyn. Center H.S., Mpls, MN__from  09/69 to 06/73

{Hame, location, dutes of attendancs)

College University-M¥-Morris, Morris, MN. from 09/73 to 08/77

(Hame, location, dates of attandance}

Academic Degree of ... Bs A from _University of Minnesota on .. 06777
: ' Dala

9. MEDICAL EDUCATION

I have spent four years in the study of medicine, each year
comprising ten — each, in the following institutions.
Freshman U0iVe of MN, Mpfs ) M : from 08 19 78M to _O§~ ... 19 79
(Name and Jocation of coliege) {Menth} £a7) {Month) ear)
Sophomore Bamem R from O(?mm) 19 fé) to .0 ..8.”(_‘?.“. 19 é’é)
Rme ki localion of coilegs) rAr) Lo BAr;
Junior samil S from O~(9 i 19 g’é“’m ""P*s‘“ii&"?ﬁi' 19 g:l)
* ot and fucation of college! oo eAT) o ear)
Senior game from .08 1581 4 CLRNRTY:
(Name and logatisn of college) R (Menth) {Year} {Month} (Year)
from 19 e 10 e 9.
(Nreme and location of eollege) . {*anth} (Year) {Month) {Year)
I was granted the degree of Doctor of .. Medlclne by Universiﬂ'l{:y 2 fw};‘ii)nnesota
located at ... Minneapolis, MN. . ,onthe. . fOUrth dayof.. . dune_ ,1982.
A photostatie eopy of my dip) in submitted herewith, (Photostat must not be larger than 8 x 10 in. or emaller than 62 8 in)
10. INTERNSHIP,
I Wﬁl},h S serve ... interuship in the following hospital: St....Jegeph Merey Hoap.
MaROR GLAY T8s.... from ... duly.] 19 .82 to June 20 . .1083.

(A photrstatic copy of my internship certificate is submitied herewith.)

11. POST-GRADUATE WORK: (Places and dates) ... TIOI®

12. STATES AND COUNTRIES IN WHICH YOU ARE LICENSED: none

State ... ... LicenscNo. Date How obtained ... e
State ... License No. Date How obtained ... T
State e License No. Date How obtained T s

CPD-76117




13. REFERENCES:

State below names of three references: : . -
@ m
ros ' )

(Btate)

14, GENERAL INFORMATION

Where do you intend to reside in the State of Iowa? .m

Family Practice

, What type of resident training do you propose to follow?

Where? _Sts...Joseph Mercv HoEDa., Mason City
(Nunundlmbanullmﬁhﬂm)

Have you ever been charged with violation of any Federal, State or Local Statute? B0

Have you ever been an inmate of an institution? 29

Have you ever been denied a medical license, or the privilege of taking an examination before any State
Medical Examining Board? yq

If 50, explain

Have you ever been notified by any state medical board or any medieal society of any complaint against
you relative to the practice of medicine? g

If g0, explain

Has any State Medical Exammmg Board revoked or suspended a license issued to you? .,__4.._._..m;..

AFFIDAVIT OF APPLICANT

Q/”- ......

} B8,
County of ... AL AAA ... -

isthe person referred to in the above application
and that the photograph of myself hereunto |
attached, was taken within one year from the !
date of filing this application. ]

I further state that I have not previous to this
date been denied admission to examination, l-
cense or registration by any State examining
board; that no certificate issued to me has ever
been revoked or suspended, and that the state-
ments herein contained are frue in every respect.

G el ik,

Sworn to before me this ... 4232 ... - 7 , 19 _&2 .

My Commission expires: -

Ock._ 8, 1998




RECOMMENDATION OF SUPERINTENDENT OF HOSPITAL

I, __Milford S. Grotnes i , superintendent of
the _St. Joseph Mercy ' hespital,
dt __Mason City, Iowa : certify that

Doctor _Joseph M. Freund

will be employed by this institution as a resident physicial beginning July 1, 1922” ,

I further certify that Doctor __Toseph M. Freund .
to the best of my knowledge and belief is a person of good moral and professional character
and ‘qualified to practice as a resident physician in the State of Jowa. I Kave carefully
examined all the statements made by the applicant and believe them to be true in every
respect. I also certify that the photograph attached to this applieation is a recent one and the

likeness of said Doctor .doseph M. Frenhd

I hereby recommend Doctor _loseph M. Freund ' to the
lowa State Board of Medical Examiners as a fit and proper person to receive a license to
practige a5 a resident physician in the State of Iowa. ‘

vate__ S Lol /2 ’W/W—P/{f)ﬂ’t

V4 {Buperiniendent of Hospital)

INSTRUCTIONS

1. Application must be TYPEWRITTEN and filled out in every detail and returned to the
Executive Director, Iowa State Board of Medical Examiners, State Capitol Complex,
Executive Hills West, Des Moines, Iowa 50319. '

" 2. Application must be accompanied by:

(a) Fee of $50 (personal checks on United States banks).
APPLICATION FEES ARE NOT REFUNDABLE.

{(b) Notarized photostatic copy of medical diploma.
(¢) Notarized photostatic copy of E.C.F.M.G.! if foreign medical graduate.

(d) English translation must accompany foreign credentials.

THIS APPLICATION AND THE DOCUMENTS FILED HEREIN ARE

Sesm o SmsSmsmo e e, s Snseld S A Mo ey 2 2 RS AR LAAVIULIN AV

NONTRANSFERRABLE AND CANNOT BE USED FOR ANY OTHER

APPLICATION FOR LICENSURE.
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UNIVERSITY OF MINNESOTA | Office of Admissions and Student Affairs
TWIN CITIES Medical School

Box 293 Mayo Memona] Building

420 Delaware Street S.E. 9.
Minneapolis, Minnesota 55455 E(,‘p”/
(612) 373-8091 My yooo"
Offices at 3-100 Owre Hall 05 7
B, o 1o
. Mep boag

April 29, 1982

Fs, .
Towa State Board of Medical Examiners -
Executive Hills West BD: OF ey, S
Capitol Complex '
Des Moines, IA 50319 RE: Joseph Michael Freund

Dear Sir/Madam:
This will certify that Joseph M. Freund is a regularly enrolled full-time
student at the University of Minnesota Medical School. Pending successful
completion of Part IT of the National Boards and his last quarter of course
work, he is scheduled to receive the M.D. degree June 12, 1982,

Sincerely,

Pearl P. Rosenberg, Ph.;?“*‘~Q”4J23E,

Assistant Dean

PPR/1fu
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