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Old and new unprecedented challenges loom in year 2014. Some will 
a�ect a subpart of our specialty more than others but in the long run all 
physiatrists in all subgroups will be a�ected. In the last couple years 
physiatrists involved in interventional pain subspecialty and 
electrodiagnostic medicine have been hit the hardest. Physicians are an 
obvious target for continued cuts in reimbursement by insurance and 
government agencies, increased regulatory control and interference of 
the patient doctor relationship and adding barriers for patient access to 
care. In addition there is increased demand of physician time for 
uncompensated non-patient-direct-contact work. 

With the ICD-10 roll out this year; The 24% cut to physicians Medicare payments once 
temporary patches expire on March 31st , if nothing is done keeping a constant state of 
uncertainty until the Sustainable Growth Rate (SGR)  is repealed; the extension of ARNP’s 
scope of practice, pushing legislation at multiple fronts with most recent that of  allowing 
ARNP’s the ability to prescribe narcotics; Insurance reform, Obama Care’s mandates with 
multiple executive temporary changes and exemptions and new insurance regulations and 
adjustments altering millions of patient’s insurance coverage some for the better and others 
for the worse, with March 31st as the deadline when individuals who do not have insurance 
must enroll or pay a penalty fee; Increased red tape by insurance carriers making the practice 
of medicine more di�cult by forcing patients to switch their drugs, doctors and limiting 
access to diagnostic and therapeutic interventions; After signi�cant Reduction of 
Electrodiagnostic (EDX) medicine relative value units (RVUs) coding changes with signi�cant 
reimbursement loss, now CMS is pushing for further loss of coverage of US and certain spinal 
procedure interventions; The move toward pay for performance medical model which may 
be positive if done well but can be catastrophic if not; Physician shortage; November 
elections with voting on legalization of medical marijuana, if approved will bring a plethora 
of new problems, questions and issues for the medical arena, employers, and other 
regulatory agencies in local, state, federal levels. These are just a few of the issues will 
continue to be confronted in the future. This is not the time to shy away but be more 
involved.

As taunting as these issues may appear, I truly believe that we can direct the course of 
medical practice change to have a positive e�ect on both our patients and fellow physiatrists 
and other specialty physicians, but to accomplish this we must remain active, involved and 
work together with other medical and non-medical organizations and societies. Our voice 
needs to be heard so we can in�uence these changes. We cannot assume that “others” will 
take care and represent us to address all these problems, but unfortunately, that assumption 
in part has lead us to our current state where instead of physicians leading the health reform 
and future of medicine it is governed by interest groups and politicians. Do not leave it to 
“others” to do what needs to be done or we will get the same results, we are those “others” 
that have to act now to preserve and improve the practice of medicine. 

(continued next page)

PRESIDENT’S ADDRESS
Rigoberto Puente-Guzman, MD

http://www.fspmr.org/join-fspmr.html
http://www.medtronic.com


N E W S L E T T E R
PHYSIATRIST'S VOICE

2

APRIL 2014

President’s Address 
(continued from previous pages)

FSPMR will continue to work in bettering the quality of health care of our patients and promote the right legislative changes that 
result in an environment that allows our specialty to succeed in those goals.  A good example of this e�ort is our recent call to 
Florida legislators, with nearly 90 other medical organizations, to expand and strengthen Florida’s patient protections to improve 
access and continuity of care and reduction of red tape and barriers imposed by insurance carriers. Click here and here to see recent 
letters.

FSPMR annual meeting will be held in conjunction with FAPM annual meeting. This year FSPMR will have a breakout session on 
Friday afternoon.  Click here for more information. I want to thank Dr. Jesse Lipnick and Dr. Andrew Sherman for their work in 
getting this done.

FSPMR would like to thank our membership for their contributions and those who have volunteer their time and expertise over the 
past year. As we move forward on a number of health policy fronts at the state and local level, there will be opportunities for further 
involvement and advocacy. We look forward to our continued joint partnership and e�orts to ensure that our specialty is included 
in these discussions. On behalf of our executive board members and past president we wish to encourage your membership and 
engagement in the activities of our society. Remember that FSPMR is working for you.

If you are not currently a member, please renew and help us respond to your needs and those of our patients.

We look forward to having you as an active member of your Medical Society and stand ready to respond to your needs.

Sincerely,
Rigoberto Puente-Guzman, MD
President of FSPMR

 SAVE THE DATE
June 20-22,  2014

FSPMR Annual  Meeting
In conjunction with FAPM

Hyatt Regency Grand Cypress Hotel,  Lake Buena Vista, Orlando,  FL

Click for More Info and to Register

http://fapmmed.net
http://fapmmed.net
http://www.fspmr.org/docs/LettertoFL-Senators-1-22-2014.docx
http://www.fspmr.org/newsletters/PatientAccessLetter2014.pdf


Jenna Denning, 
Doctorate of Physical 
Therapy, 
demonstrates the 
appropriate 
stretching techniques 
for some of our 
largest muscle groups 
in the upper and 
lower extremities for 
sprain/strain 
prevention.
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Sports Injury Prevention: 
The Bene�ts of Stretching on Sprains and Strains in the 
Youth and Adolescent Population

By: Joshua Rothenberg,D.O.
UM/Jackson Memorial Physical Medicine & Rehabilitation

As the level of organized sporting competition increases 
in our youth and adolescent population, becoming aware 
of sports related injuries, and how to prevent them 
becomes our focus.  

Implied in its name, sports injuries are events that occur 
during athletic events or exercise. Injuries range from 

sprains and strains to mild traumatic brain injuries, such as concussions.  As our 
equipment and technology advance in the coming decades, many injuries will be 
able to be prevented. However, a preventive measure that is often neglected may 
be one of the most basic, inexpensive, and valuable ones: stretching. 

Statistics show that 30 million children participate in sports, and of those, 3.5 
million injuries occur annually, with a rising trend due to the number of youth that 
are competing in sports.  Children between the ages of 5 and 14 years old account 
for close to 40% of all sports injuries; with the most frequent injury being sprains 
and strains. 

The statistics also show that contact sports have the highest injury rate, however, 
that injury is possible in all sports.  In some of our most popular sports, greater than 
200,000 basketball related injuries, 100,000 baseball/softball related injuries, and 
180,000 football related injuries for children between the ages 5-14 years old 
visited, and were treated in emergency rooms across the United States. 

Due to the most common injuries in the youth being sprains and strains, 
preventative measures being implemented across the country will help to limit this 
number.  

It is not uncommon to see children and adolescents engaging in sporting activities 
without proper warm up, stretching, or cool down.  Jenna Denning, a D.P.T. in Ft. 
Lauderdale, FL, states, “Children and coaches, alike, are sometimes unaware of the 
proper stretching techniques and time they should spend stretching prior to and 
after engaging in athletic competition.”

Although recent research has been mixed about the actual bene�t of static and 
dynamic stretching, with some articles favoring and other articles claiming no 
bene�t, there seems to be no detrimental e�ects of stretching if done correctly. 

The bene�ts that we associate with stretching include increased �exibility, 
decreased injuries, and improved athletic performance. An important point to note 
is that stretching should not be considered the “warm up”. Stretching sti� and cold 
muscles could possibly result in injury themselves.  Thus, the warm up should occur 
prior to stretching, which should occur both prior to and after athletic competition. 
Stretching should be focused on major muscle groups and should be held for 
approximately 30 seconds. Lastly, stretching should be geared toward the sport 
being played. For example, runners and soccer players would expect to be using 
hamstring stretch techniques. It is important to note that stretching can and has 
resulted in injury if not done properly or appropriately for the sport.

Citations:
1.http://www.hopkinsmedicine.org/healthlibrary/conditions/pediatrics/sports_injury_statistics_90,P02787/
2.http://www.mayoclinic.com/health/stretching/HQ01447/NSECTIONGROUP=2
3. http://www.niams.nih.gov/Health_Info/Sports_Injuries/#ra_2
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Wilda Murphy, MD
Medical Director
Shands Rehabilitation Hospital
Gainesville, FL

March was Brain Injury Awareness month. In the US close to 1.7 million people sustain a traumatic 
brain injury every year. Most of them are able to return to their daily lives activities. However, nearly 
125,000 people each year become permanently disabled as a result of their injury. 

A Traumatic Brain Injury (TBI) changes a person as an individual and how they interact with the 
environment. Unlike strokes, tumors or infections, TBI is in�icted by external forces, such as falls, car 
accidents or sports. Brain damage may result from the primary injury or secondary complications 
such as swelling or seizures. They experience not only cognitive de�cits but also problems with 
mobility and balance, not to mention related physical injuries.  Most patients after TBI do return 

home and do not require institutionalization. Cognitive and behavioral problems present more challenges to the health care 
system because they’re more di�cult to recognize and treat than traditional medical conditions.

TBI can be a life threatening event. Fortunately with the appropriate treatment, people can improve the way their brain 
functions, and improve their quality of life.  Cognitive skills can be relearned with a structured rehabilitation plan of 
individualized strategies. There are di�erent specialized services o�ered following the acute care of brain injury treatment. 
Some brain injury rehabilitation is o�ered within a Rehabilitation Hospital or other clinical settings such as outpatient 
rehabilitation. The speci�c type of rehabilitation depends on the unique needs of the person and the challenges they must 
overcome. The approach is multidisciplinary and typically includes a Physiatrist, Physical and Occupational Therapy, Speech 
and Language Pathologist, Recreational Therapy, Psychology, Dietician and Nursing.  Persons with TBI need to have a variety 
of programs available in order to facilitate 
the continuum of care and optimize their 
outcomes. Family support is unparalleled. 

TBI population is diverse in severity and 
symptoms. Mild injuries have the best 
prognosis. Unfortunately severe injuries may 
lead to tremendous challenges in the realm 
of mobility, communication and cognition. 

Supporting the physical and emotional well 
being of the person with TBI and the 
caregiver will ultimately help the whole 
family in their new roles.  Peer support 
groups may help with community 
reintegration. Regular exercise can improve 
mood, cardiovascular �tness and increased 
self-esteem. Technology is now very 
accessible and can help compensate for 
planning and memory di�culties. 
Psychology treatment may help with coping 
skills as well as common mood and 
behavioral issues following TBI such as 
depression, irritability and cognitive 
impairment. 

Chronic Traumatic Encephalopathy in Athletes from repeated concussions is an area of ongoing research with attempts to 
identify blood biomarkers that can assist with early detection and treatment.

Traumatic Brain Injury happens in seconds but it may change a life forever. 
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on a keyboard or how to use an electronic medical 
record.  He worried that he would be shunned in the 
medical community for doing more of the medicine in 
which he makes his living.  He worried that he would 
be shunned in the medical community for doing more 
of the medicine in which he makes his living.  He 
worried that the ACO would limit or reject any 
physician who is relatively expensive compared to 
others in the same specialty.  The new transparency of 
data only serves to expel those of us who practice 
medicine in a comprehensive, conscientious and legally 
safe fashion.  

On the other hand, there were a number of physicians 
present who supported the mission of the ACO.  One 
doctor who trained in Germany could not understand 
how the USA, so wealthy and powerful could neglect 
the healthcare of a large proportion of its population.  
She related that physicians who practice in universal 
systems still occupy respectable social and �nancial 
positions in society.  Another hopeful physician noted 
the opportunity we currently have to foster population 
heath on par with other developed nations who 
currently lead the USA in most population health 
indicators.  Unfortunately, the USA lags far behind most 
developed nations in length of life, infant mortality, 
cardiac and cerebral vascular events, and many others.  

Heraclitus wrote:  The 
only thing that is 
constant is change.  As a 
community of 
physicians, we have 
always been at the 
forefront of change and 
we have always �gured 
out how to bene�t from 
it.  We have a wonderful 
common history of 
innovation and success.  
I have faith that we can 
move into our medical 
future gracefully and 
that we do have the 
ability to improve the 
health of our citizens 
and to pro�t in the 
e�ort.  

Jesse Lipnick, MD

I recently had the honor of 
delivering the address at my local 
medical society meeting.  I spoke 
about the emergence of 
Accountable Care Organizations in 
the United States and in the 
course of the talk, I discussed the 
rationale, the challenges and the 
goals of creating an ACO.  If you 
are not familiar with the concept, 
an ACO is an organization in which 

providers accept collective responsibility for the cost and 
the quality of healthcare for a population of patients.  It may 
or may not contain a hospital or specialty physicians, but it 
must contain primary care physicians.  The goal of an ACO is 
to simultaneously improve the quality of health and 
decrease the cost of healthcare for the reference population.  

One interesting facet here is the meaning of quality.  When 
we physicians refer to quality, we think about our own skill 
sets as providers:  Did I master enough material to pass my 
board exams?  Do I practice my healing art with enough skill 
and grace to mend broken people?  Do I teach well enough 
to educate the next generation of physicians?  If I am a 
researcher, do I have the intelligence and the endurance to 
improve our knowledge of science and medicine?  When the 
government refers to quality, it is discussing something else 
entirely.  The government wants to know if the healthcare 
system can produce a healthier population at a lower cost.  
This system measures the skill and the cost of any 
practitioner in the system against others who deal with the 
same healthcare issues.   In the old fee for service system, a 
practitioner had to simply show that his skill could heal the 
sick.  In the new fee for value system, the same practitioner 
must also demonstrate that his service is cost e�ective 
relative to others who deal with the same clinical issues.  
Quality in the future will measure both skill and cost.  

Groucho Marx said:  All people are born alike, except 
republicans and democrats and I think he had a point.  The 
responses to my talk varied from one physician comparing 
an ACO fascsism to another who was hopeful that we could 
improve quality and decrease cost in the healthcare arena.  I 
was impressed with the divide in the room.  One older 
physician complained that a number of factors in the new 
system would end the good old days of medicine that we all 
have come to know and love: We do not know how to type 
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The healthcare industry 
is more advanced than 
ever before.  New 
procedures and 
medications are making 
great strides to improve 
the quality of patient 
care.  However, no 
matter how advanced 
healthcare has become, 
medical errors can 
occur at any point in a 
patient’s care.  For 
instance, before a 
patient even sees his or 
her doctor, the sta� at 
the front desk can pull 
the wrong patient’s 
chart.  Large practices 
might also have 
multiple patients with 
the same name.   In an 

e�ort to save time, a practitioner might pre-write 
prescriptions for a few patients before entering the exam 
room, and then mistakenly write a patient’s name on the 
wrong prescription.  

With regard to medications, 
the pharmacy is often the last 
step before a medication gets 
into the patient’s hands.  
Therefore it is imperative that 
medication errors are detected 
by the pharmacist.  
Unfortunately, many errors can 
occur within the pharmacy 
itself.  Numerous errors occur 
when a pharmacist attempts to 
decipher a prescriber’s 
handwriting.  Rather than 
calling the clinic, the 
pharmacist may make an 
educated guess as to what is 
written and creates an increased chance of making a 
�lling error.  If the error is serious enough, it can cause 
harm to the patient.  Simple errors can occur when a 
pharmacist is being stretched in too many directions 
within a pharmacy as well.  

Most pharmacies �ll several hundred 
prescriptions in a day.    The pharmacist is forced to 
balance the tasks of answering the phones, typing 
prescriptions, checking prescriptions, attending 
the drive-thru window, and using a cash register.  

Regardless of the origin of the medication error, 
an e�ective way of preventing and catching errors 
is to increase e�ective communication between 
patients, prescribers, and pharmacists.  The most 
important aspect of patient care is the patient.  
Healthcare professionals should encourage 
patients to communicate valuable information.  
Practitioners need vital information such as 
allergies and health conditions.  Also, patients 
should communicate any other medications they 
may be taking to the prescriber as well as to the 
pharmacy.  In addition, an accurate medical 
history may help a prescriber choose the most 
e�ective medication to treat a patient.  Many 
errors are also detected when the pharmacist 
counsels the patient upon dispensing the 
medication.  By asking the right questions, the 
pharmacist may determine if the appropriate 
medication is being given, as well as if there are 
any reasons for concern.

In conclusion, there 
are many places 
where errors can 
occur within the 
medical system.  
H e a l t h c a r e 
professionals take 
numerous continuing 
education courses to 
prevent them, but 
perhaps the most 
e�ective way of 
preventing these 
events may be to 
i m p r o v e 
c o m m u n i c a t i o n 

between the individual healthcare providers as 
well as between the providers and the patients.
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DATES TO SAVE

FSPMR Annual Meeting in conjunction with FAPM 
Hyatt Regency Grand Cypress Hotel, Lake Buena Vista
Orlando FL
June 20-22, 2014 
Click for More Info and to Register

AAPMR Annual Assemble 
San Diego California
November 13-16, 2014 

2014 AANEM 61st Annual Meeting 
Savannah, GA
October 29 - November 1, 2014

ACRM (American Congress of Rehabilitation Medicine) 
91st Annual Conference
Toronto, Canada
October 7-11, 2014

AOCPMR (American Osteopathic College of PM&R) 
Mid Year Meeting and Scienti�c Seminar 
Atlantic City, NJ
April 3-6, 2014. 
    
For those interested in interventional pain medicine: 
FSIPP 2014 Annual Meeiting
Hilton Orlando Bonnet Creek
May 15-17, 2014 
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http://www.cms.gov/Medicare/Coding/ICD10/index.html?redirect=/ICD10/ 

http://www.cms.gov/Regulations-and-Guidance/Legislation/EHRIncentivePrograms/Downloads/beginners_guide.pdf 

POINTS OF INTEREST

a. Physician quality reporting and health information 
technology programs: Medicare eligible professionals 
who do not meet the requirements for meaningful use by 
2015 and in each subsequent year are subject to payment 
adjustments to their Medicare reimbursements that start 
at 1% per year, up to a maximum 5% annual adjustment. 
The programs have been voluntary for the past several 
years. However, federal laws require Medicare rates 
eventually to be reduced for physicians who do not 
participate in the physician quality reporting system as 
well as the electronic health records and e-prescribing 
incentive programs.

Participants can bene�t from current incentive payments 
through 2016.  In order for eligible physicians and other 
health professionals to stop a 2015 Medicare EHR 
noncompliance penalty of 1% in 2015 they must adopt 
and demonstrate meaningful use of an EHR system by Oct. 
1, 2014. The penalty is set to grow to 3% by 2017 for 
physicians who continue not to participate. Eligible 
professionals who do not successfully participate in the 
physician quality reporting system in 2013 will see their 
Medicare pay reduced by 1.5% in 2015. Failure to report 
PQRS measures successfully in 2013 will lead to a Medicare 
penalty of 1.5% on 2015 rates. The reduction will be 2% in 
2016 and each subsequent year. 

For more information:  CLICK HERE

b. 2014  ICD-10 Implementation: The start date is October 
1, 2014, the US Department of Health and Human Services 
(HHS) has mandated the replacement of the ICD-9 code 
sets used to report medical diagnoses and inpatient 
procedures to be replaced by ICD-10 code sets. If you have 
not planned for the conversion now is the time to begin 
the organization and careful planning for a successful 
transition. This will require a signi�cant e�ort and cost to 
implement. You will need to consider how it will a�ect 
your budget, information technology (IT), software, and 
sta�. The transition to ICD-10 is required for everyone 
covered by the Health Insurance Portability Accountability 
Act (HIPAA).  The change to ICD-10 does not a�ect CPT 
coding for outpatient procedures and physician services. 

For more information:   CLICK HERE

c. 2014 ABPMR subspecialty certi�cation Brain injury 
medicine (BMI): The new subspecialty, brain injury 
medicine (BIM), was launched and the examination 
application period begins on January 1, 2014.  The �rst BIM 
Examination will be administered on October 6, 2014. The 
Brain Injury Medicine (BIM) Examination will be o�ered 
every other year beginning October 6th, 2014.  The 
examination will be o�ered again in October of 2016 and 
2018.  Applications for the 2014 BIM Examination will be 
accepted from January 1, 2014, through March 15, 2014.  
From March 16 through March 31, 2014, applications for 
the BIM Examination will be accepted with a late fee.

d. 2014 New Certi�cation Requirements for Pain 
Medicine: The ABPMR announces new certi�cation 
requirements for candidates seeking subspecialty 
certi�cation in pain medicine.  Beginning in 2014, all Pain 
Medicine Examination candidates must be diplomates in 
good standing of the ABPMR, ABA, or ABPN and apply for 
subspecialty certi�cation in pain medicine through their 
respective boards.  Diplomates of other ABMS member 
boards may apply for subspecialty certi�cation in pain 
medicine through their board if their board becomes a 
cosponsor of the Pain Medicine Examination. Diplomates 
of other ABMS member boards who already hold 
subspecialty certi�cation in pain medicine through the 
ABPMR may continue to maintain such certi�cation 
through the ABPMR even if their primary board is not a 
cosponsor.

e. 2015 Change in ABPMR subspecialty requirements: 
Currently, as per ABPMR any subspecialty certi�cate holder, 
diplomats, must maintain their primary certi�cation in 
order to maintain their subspecialty certi�cation, which 
requires completion of parts I, II, and IV of the Maintenance 
Certi�cation (MOC) Program along with successfully 
completing the primary MOC Examination.  As of 2015, the 
ABPMR will no longer require subspecialty certi�cate 
holders to maintain primary certi�cation. The subspecialty 
certi�cate holders may choose to continue to maintain all 
certi�cates (primary and subspecialty) or may maintain 
only the subspecialty sub-certi�cation(s). They will still 
have to participate in parts I,II, and IV of the primary MOC 
program along with successful completion of the 
subspecialty MOC Examination(s). If diplomates choose to 
drop their primary certi�cation, they will no longer be 
certi�ed in that primary specialty area.

(continued next page)
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POINTS OF INTEREST
(continued from page 8)

f. 2014 Primary and Subspecialty Board Deadlines
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TDRS, Inc.
MOBILE C-ARM RENTAL
Est. 1999
Services include c-arm, xray tech, 
procedure table, and protective lead 
aprons. 

Specializes in office-based procedures.
Call to inquire about services and
scheduling.

(941) 371-9659
www.tdrsinc.com

POINTS OF INTEREST
(continued from page 9)

g. Dr. Zipper, who is FSPMR CAC representative and also 
has the honorable role of being the President of the 
Florida Association of Pain Medicine (FAPM ) has sent 
out an ALERT for your help: We have the common goals of 
pursuing improved quality and access to care, and for that 
reason we want to help FAPM in this important task. They 
have hired a public relations �rm to bring media attention 
to issues of patient’s access to their needed medications 
from Pharmacies. To that end, if you have any patients 
experiencing di�culty with getting their prescriptions 
�lled for Controlled substances please contact Mr. Brian 
Burgess from Meteoric Media Strategies ASAP at 
850-273-2270 or email to brianjburgess@gmail.com. 
Thank you! 

h. Florida law has required physicians to create and 
maintain a Practitioner Pro�le [s. 456.041 – 046, Florida 
Statutes].  Practitioners are required to update their pro�le 
within 15 days of any change. Failure to do so places you at 
risk for disciplinary action. Updating your Practitioner 
Pro�le can easily be done using the Florida Board of 
Medicine's new web page:

• Go to http://www.FLBoardofMedicine.gov
• Click on Resources
• Click on Helpful Links
• Click on Update Your Practitioner Profile

MONTH OF

April  

Cancer Control Month: For more information visit the 
American Cancer Society http://www.cancer.orgv. 

National Occupational Therapy Month: For more 
information visit the American Occupational Therapy 
Association, Inc.  http://www.aota.org.

May 

Arthritis Awareness Month:  For more information visit 
the Arthritis Foundation http://www.arthritis.org.

National Osteoporosis Awareness and Prevention 
Month: For more information visit the National 
Osteoporosis Foundation http://www.nof.org.

National Trauma Awareness Month:  For more 
information visit the American Trauma Society 
http://www.amtrauma.org.
 

National Physical Fitness and Sports Month:  For more 
information visit the President’s Council on Physical 
Fitness and Sports  http://www.�tness.gov.
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Spring is an exciting time of year for the residency program of the 
Department of Physical Medicine and Rehabilitation at the Leonard M. 
Miller School of Medicine, University of Miami PM&R. After numerous 
hours of study sessions and formal lectures we took our SAE’s (self 
assessment examinations). We take this exam very seriously as a 
stepping stone to sitting for our PM&R boards and use the 
opportunity of the SAE’s to identify the areas of our �eld that we may 
need improvement in. 

Currently we are wrapping up our musculoskeletal 
ultrasound course and preparing for our OSCE. This 
examination is proctored by our attendings who act as 
a patient presenting with a complaint in one of the six 
major joints: shoulder, elbow, wrist, hip, knee, and 
ankle. We will be tested on our knowledge of the 
ultrasound machine, technique, and ability to locate 
anatomical landmarks.  

Our graduating class of seniors will begin the next 
phase of their successful careers, and we are very 
proud of them. Three of our graduates will begin pain 
fellowships this summer at three excellent training 
programs including the Florida Spine Institute in 
Clearwater, the Center for Pain Management and 
Rehabilitation in New Jersey and here at the University 
of Miami/Jackson Memorial Hospital. One resident will 
be starting an exciting regenerative medicine 
fellowship in Colorado and the �nal two residents will 
be going straight into general PM&R practice, one in 
the Fort Lauderdale area and the other in New Jersey. 
As we wish them the best in their future endeavors, we 
are also excited to welcome six new members into our 
PM&R family from another successful match this year! 

As we wrap up the year, we are looking forward to 
welcoming Randall Braddom, MD as our keynote 
speaker at Research Day on Saturday June 7th, 2014 at 
12:30 pm - 4:30 pm as well as the ground-breaking of 
our brand new nine-story rehabilitation hospital 
sometime in the near future!
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Lauren Lerner, MD
PGY-2 UM PM&R

GET INVOLVED 
JOIN A COMMITTEE OR

VOLUNTEER SOME TIME!

WEB SITE & NEWSLETTER COMMITTEE

Rigoberto Puente-Guzman, MD
Andrew Sherman, MD
Lindsay Shroyer, MD
Bella Chokshi, DO

Jesse A. Lipnick, MD
Katrina Lesher, MD 
Wilda Murphy, MD

Quang “Wayne” Nguyen, MD 
Lorry S. Davis, MEd (Exec Director)

Stephen Denas (Web Master)

EMG TASK FORCE

Matthew Imfeld, MD
Robert Dehgan, MD
Lindsay Shroyer, MD

IF YOU ARE INTERESTED IN
HELPING OR JOINING 

ONE OF THESE COMMTTEES
PLEASE CONTACT 
LORRY DAVIS AT 

DIRECTOR@FSPMR.ORG



http://www.fspmr.org/pdf/join-fspmr2012.pdf

http://www.fspmr.org/join-fspmr.html
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JOIN FSPMR
BENEFITS OF MEMBERSHIP INCLUDE:

MEETINGS WITH CONTINUING 
MEDICAL EDUCATION

OPPORTUNITY FOR NETWORKING IN 
THE STATE

EMAIL BROADCASTS KEEPING YOU “IN 
THE LOOP,” AND MORE FREQUENT 

EMAIL BROADCASTS DURING 
FLORIDA’S LEGISLATURE

A LINK TO ORGANIZED MEDICINE VIA 
REPRESENTATION ON THE FLORIDA 

MEDICAL ASSOCIATION’S SPECIALTY 
SOCIETY SECTION

CLICK HERE TO JOIN ONLINE
 

IF YOU PREFERE TO MAIL IN YOUR 
APPLICATION, 

CLICK HERE TO DOWNLOAD 
THE MAIL-IN APPLICATION.
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If you have any pertinent patient education 
articles and would like to share with our 
community, please contact Lorry Davis, 
Executive Director at 352-226-8641, or 

email at: Lorry4@earthlink.net

Call For
Patient Education Articles

Job Opportunities
For complete details go to: http://www.fspmr.org/jobs.html

Posted 3/18/2014
Seeking Interventional or Outpatient General Practice Opportunity
North Central Florida

Posted 2/18/2014
Seeking Board Certi�ed Physiatrist
Miami, FL

Posted 2/10/2014
High Paying PM&R Coverage Needed
Physical Medicine and Rehabilitation Coverage in Wisconsin

Posted 1/28/2014
Position O�ered in East Central Florida
Space Coast area Growing with NASA at the Helm

Posted 01/28/2014
Physiatrist
Tampa , Florida

N E W S L E T T E R
PHYSIATRIST'S VOICE

APRIL 2014




