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License Information: 

The following infonnation is maintained by the Medical Board ofCalifomia. For more infonnation, click on the blue tabs 
above. 

Name: NICOLA LOUISE M.D, 

License: 

License Type: 

A 89646 
Licensee may be a U.S. or Canadian medical school graduate whose pathway to licensure 
was based on the FLEX (Federation Licensing Exam), USMLE (United States Medical 
Licensing Exam) or LMCC (Licentiate of Medical Council of Canada) written examination 
and has been licensed less than four years in another state OR may be an International 
medical school graduate whose pathway to licensure was based on the above exams or 
"nr>rCl'vp/1 combinations of the NBME Board Medical FLEX or USMLE. 

Physician and Surgeon 

Address of Record: 395 CONCORD AVENUE 

Address of Record 

License Status: 

CAMBRIDGE, MA 02138 

OUT OF STATE 

License Delinquent 

Public Record 

License renewal fee has not been paid, No practice is permitted. 

No Public Record Actions available 

Original Issue Date: 

Expiration Date: 

December 17,2004 

December 31, 20 I 0 

School Name: ALBERT EINSTEIN COLLEGE OF MEDICINE OF YESHIVA UNIVERSITY 

Year Graduated: 1999 

Public Record Action(s): 

Plcase select the Public Record Documents tab to view the public document database. Ifinfonnation is posted in the 
Administrative Disciplinary Actions, Court Order, Administrative Citation Issued, or License Issued with Public Letter of 
Reprimand categories below, documents may be available for review. To find out what infonnation is and is not available, 
please click 

Administrative Disciplinary Actions: 
The Medical Board's public disclosure screens are updated periodically as new information becomes available. Please contact the Central 
File Room at (916) 263-2525 or at 2005 Evergreen Street, Suite 1200, Sacramento, CA 95815, to obtain a copy of public documents at a 
minimal charge. 

No Administrative Disciplinary Actions found. 
Court Order: 

This information would be provided if a physician's practice has been temporarily restricted or suspended pursuant to a court order. Please 
contact the Central File Room at (916) 263-2525 or at 2005 Evergreen Street, Suite 1200, Sacramento, CA 95815, to obtain a copy of the 
public documents. 

No Court Orders found. 
Administrative Action Taken by Other State or Federal Government: 

This information is provided by another state/federal government agency. The Medical Board of California may take administrative action 
based on the action imposed by another state/federal government agency. For more information or verification, contact the agency listed 
below that imposed the action, 

No Administrative Actions Taken by Other State or Federal Government found. 
Felony Conviction: 

The information provided only includes felony convictions that are known to the Board. All felony convictions known to the Board are 
reviewed and administrative action is taken only if it is determined that a violation of the Medical Practice Act occurred, For more 
information regarding felony convictions, contact the court ofjurisdiction listed below. 

No Felony Convictions found. 
Misdemeanor Conviction: 

California Business and Professions Code section 2027 (A)(7) states effective 111/07, any misdemeanor conviction that results in a 
disciplinary action or an accusation that is not subsequently withdrawn or dismissed shall be posted on the Internet. To see if a conviction 
has been expunged or dismissed, please contact the court below. 

No Misdemeanor Convictions found. 
Administrative Citation Issued: 

A citation and/or fine has been issued for a minor violation ofthe law. This is not considered disciplinary action under California law but 
is an administrative action. Payment ofthe fine amount represents satisfactory resolution ofthis matter. 

No Administrative Citations found. 
License Issued with Public Letter of Reprimand: 
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The Medical Board of California has concurrently issued the applicant a medical license and a Public Letter of Reprimand for a minor 
violation that does not require probationary status or warrant denial. The issuance of a Public Letter of Reprimand is not considered 
disciplinary action and is not reported to the National Practitioner Databank or the Federation of State Medical Boards. 

No License Issued with Public Letter of Reprimand found. 
Hospital Disciplinary Action: 

The action taken by this healthcare facility against this physician's staff privileges to provide health care services at this facility was for a 
medical disciplinary cause or reason. The Medical Board is authorized by law to disclose only revocations and terminations of staff 
privileges. The Medical Board is prohibited from releasing a copy of the actual report or any other information. 

No Hospital Disciplinary Actions found. 
Malpractice Judgment: 

A malpractice judgment is a payment for damages and does not necessarily reflect that the physician's medical competence is below the 
standard of care. The Medical Board reviews all such reported judgments and action is taken only if it is determined that a violation of the 
Medical Practice Act occurred. The Medical Board is prohibited by law from releasing a copy of the judgment report or any other 
information concerning the judgment. For more information contact the court ofjurisdiction listed below. 

No Malpractice Judgments found. 
Arbitration Award: 

An arbitration award is a payment for damages and does not necessarily reflect that the physician's medical competence is below the 
standard of care. The Medical Board reviews all such reported arbitration awards and action is taken only if it is determined that a 
violation of the Medical Practice Act occurred. The Medical Board is prohibited by law from releasing a copy of the arbitration award 
report or any other information concerning the award. 

No Arbitration Awards found. 
Malpractice Settlements: 

A settlement entered into by the licensee is a resolution of a claim for damages for death or personal injury caused by the licensee's 
negligence, error, or omission in practice, or by his or her rendering of unauthorized professional services. The Medical Board is required 
by law to disclose certain information related to the existence of multiple settlements made on or after January 1,2003 in an amount of 
$30,000 or more. 

No Malpractice Settlements found. 

Note: "No information available from this agency" may not indicate none exists; but indicates no information has been 
reported to the Medical Board of California and/or that the Board is unable to post the information on the Web site by 
law. 

Public Record Documents: 

All imaged documents provided by the Medical Board are being made available to provide immediate access for the 
convenience of interested persons. While the Medical Board believes the information to be reliable, human or mechanical error 
remains a possibility, as does delay in the posting or updating of information. Therefore, the Medical Board makes no 
guarantee as to the accuracy, completeness, timeliness, currency, or correct sequencing of the information. The Medical Board 
shall not be responsible for any errors or omissions, or for the use or results obtained from the use of this information. The 
types of documents which are available include, but are not limited to, accusations, decisions, suspension/restriction orders, 
pub lic letters of reprimand and citations. 

No documents found. 

Please note that documents with an effective date prior to calendar year 2000 may not be available via the Web. To 
obtain a copy of the documents not posted on this site, please contact the Central File Room at (916) 263-2525 or click here for 
information on ordering public documents. 

Disclaimer 
All information provided by the Medical Board ofCalifornia on this Web page, and on its other Web pages and Internet sites, is made available to provide 
immediate access for the convenience ofinterested persons. While the Board believes the information to be reliable, human or mechanical error remains a 
Dossibility, as does delay in the posting or updating ofinformation. Therefore, the Board makes no guarantee as to the accuracy, completeness, timeliness, 
currency, or correct sequencing ofthe information. Neither the Board, nor any ofthe sources ofthe information, shall be responsible for any errors or 
omissions, or for the use or results obtainedfrom the use ofthis information. Other specific cautionary notices may be included on other Web pages maintained 
by the Board. All access to and use ofthis Web page and any other Web page or Internet site ofthe Board is governed by the Disclaimers and Conditions for 
Access and Use as set forth at California Department o(Consumer Affairs' Disclaimer Information and Use Information. 
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STATE~':6AClF@11'Y;;f~EIE AND CONSUMER SER&IC'ES AGENCY'· GRAY DAVIS, Governor•
~,,·=;·,,~~~~~{fC MEDICAL BOARD OF CALIFORNIA 


~c;J'~'f::~~k~)f~~; TEL; (916) 2~~~~:;;~~~~~;;~)i~6~~2~~~am~~~~'r~:t~5~!;!~~edbd.Ca.90V 

on~umer 

03 Mtff~7 PH 3A~LlCATION FOR PHYSICIAN'S AND SURGEON'S LICENSE 
Please.B.fAQ. all instructions priorto completing this application. & questions on this application must be answered. and iill supporting documents must be 
submitted as per instructions. Please type or print neatly. When space provided is Insufficient, attach additional sheets of paper. All attachments are 
considered part of the application. 

FALSIFICATION OR MISREPRESENTATION OF ANY ITEM OR RESPONSE ON THIS APPLICATION ORANY 
MBCUSE

ATTACHMENT HERETO IS A SUFFICIENT BASIS FOR DENYING OR REVOKING A LICENSE. ONLY 

~ 
~ 
~ 

1. NAME: Last First 

MuOrzE N\COl-A 
2. Other names you have used (include maiden name): 

--..,J 

, ~~~M~~~~~~~~~~~~~~e 
t:; 
N 
'--)~------------~~~~~~===-------~

--........ 48. (CONFIDENTIAL ADDRESS): Numberand Street/Rural Route/Apartment Number, if any. [Applicants must provide a confidential street 

Personal 
Data 

....-0, 

1/'1"
.~t::.J 

address if a P. O. Box is used as the Public Address in #4A above.l 

City State Zip Code country 

G. ClIlifornia Driver's License Number (optional): 
NUMBER EXPIRATION 

7. Date of Birth 

8. Sex: o Male 7\ Yes (j No 
(' 

", '. .' 

, , ¢NO0 Ye~' 
C"; 

10. Have you ever filed an application for Physician's and Surgeon's examination or licensure in California? 

IF YES, PLEASE QIVE DATE PREVIOUS APPLICATION WAS SU6MITTEO. 

11. List the names and locations of il11 colleges or universities attended where pre-professional, postsecondary instruction "i.,iis rec,~iyed. 
Please submit official transcripts with the school seal affixed for each school attended. Transcripts will not be returned. ',' 

_;•...,,,,"',,,s where professional I instruction was received. and, 
1) an original Certificate of Medical Education (Form L2) and Official transcripts with the signature of the dean or registrar 

and the school seal affixed from J:i1Iljj school attended; and, 

2) lin original medical diploma and a 8 1/2" X 11" photocopy (original diploma will be returned). 12 Trans 


Name of Medical School

AI b e'l*" 'L t Vl \-€~.v\ 
Co 

• MANOATOI<vll1SC:LOSUftE OF U.S. SOCIAL SECURITY NUM6ERS 

Disclosure of your U.S. social securily nUmber is mandalat)'. Seelion 30 of tn. Susines. and Prole••ions Code and Public Law 94-455 (42 USCA405(c)(2)(C)) aulhorize 
collection at your socialseCUfity numbar, YOUf .ocial security number will be used exclusively for tax enforcement purposes, for purposes of compliance with any judgment 
or ord.er for f.amily SUpport in aCCl:lrdance with Section 17520 of the Family Code, or for verification or licensure or (fxaminatiol'l status by a licensing or examination entity 
which Uliil%es a li4iiional examinalion and whefalicensure is reciprocal with the requesting state, If you tal! to d:s.crose your social5ecutity numbor your BpplicatiQfl for initial 
licensure will not be processed AND you will be reponed to the Franctli•• Tax Board. wnich may asSe.. a 5100 penalty "118in.t you, 

07A·l00 (Rev, 3/01) 
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13. Have you taken any of the following written examinations: National Boards, other state boards, USMLE. SPEX. FLEX, ECFMG or LMCC? 

~ Yes [j No 

IF YES, LIST NAME, LOCATION, DATE AND RESULT OF EACH EXAMINATION; FAILURES MUST ALSO EE DISCLOSED. EACH EXAMINATION AGENCY MUST SUBMIT AN ORIGINAL OFFICIAL 

EXAMINATION HISTORY REPORT DIRECTLY TO THE MWICAI. SOARD OF CALIFORNIA THESE REPORTS WILl. NOT SE RETURNED. 

14. Have you ever been licensed to practice medicine in any state, territory, province, country, or U.S. federal Jurisdiction? 

9t(Yes o No 

IF YES, LIST THE JURISDICTION, LICENSE NUMBER, DATE ISSUED AND DATES OF PRACTICE IN THAT JURISDICTION. PLEASE INCLUDE PERMANENT, TEMPORARY, TRAINING, PR<MSIONAL,I 

LIMITED LICENSE, OR PERMIT. AN ORIGINAL OFFICIAL LETTER OF GOOD STANDING (U:lS), OR COMPARABLE LICENSE HISTORY CERTIFICATION, IS REQUIRED FOR ft&Ii PERMANENT, 

TEMPORARY, TRAINING, PROVISIONAL, LIMITED LICENSE, OR PERMIT OBTAINED IN ANY U.S. STATE, U.S. OR CANADIAN TERRITORY, CANADIAN PROVINCE, OR U.S. FEDERAL JURISDlC

EACH LGS, OR COMPAAABU'. CERTIFICATION, SHOULD BE MAILED BY THE ISSUING AUTHORITY DIRECTLY TO TKE MEDICAL SOARD OF CALIFORNIA. 

15. Do you hold any other professional license in any state, territory, province, country. or U.S. federal jurisdiction? 0 ')../.
Yes Lf'" No 

IFYES: PROFESSION: _______________~, UCENSENO.: ___________, JURISOICTION: _______________ 

HAS THIS LICENSE EVER BEEN REVOKED, OR SUBJECT TO DISCIPLINE? IF YES, PLEASE PROVIDE ALL OFFICIAl. DOCUMENTATION REGARDING THE MATTER IN ADDITION TO A WRITTEN 

EXPI.ANATION. YOU ARE ALSO REQUIRED TO REPORT ANY MATTER THAT IS ~ OR IN WHICH CHARGES HAVE BEEN ~OR~. 

DYes 

16A. Are you currently, or have you ever been, a participant in a postgraduate training program in a facility in the U.S. or Canada? 
(You must include avery reSIdency, internship, and fellowship, whether or not completed,) tx'" Yes o No 

IF Y~Il, LIST NAMES AND ADDRESSES OF ALL FACILITIES. SUBMIT AIN ORIGINAL CERTIFICATE OF COMP~E1l0N OF ACGMEiRCPSC POSTGRADUATE TRAINING (FORM L3A) FROM EACH 

FACIl-ITY. (00 Nor COMPLETE FORM L3As TO DOCUMENT TRAINING RECEIVED IN RESEARCH F"I.l.OWSHIP Pf\OORAMS.) A\.L TRAINING MUST BE WiTED, REGARDLESS OF WHETHER 

IF YOU ANSWERED YES, 90TH APPUCANT AND SCHOOUPROGRAM MUST PROVIDE DETAILS ON A SE!PARATI; ATTACHMENT, 

NAME OF APPLICANT: 

tJ I c(}L,+ fL1. 00(2 E 

Wrltton 
Examination 

, 
[j 

ob'/ 
License 

Data 

LGS 

LI 
o 
~/ 

Other 
ProflUisional 

Licen.sf!s 
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For all of the below, also include any disciplinary actions by the U.S. Military, U.S. Public Health Service, or other U.S. federal governmental 
entity. 

17a. Have you ever been charged with. or been found to have committed, unprofessional conduct, professional incompetence, gross 
negligence, or repeated negligent acts or malpractice by any medical licensing board, other agency, or hospital? 

17.e,. Has any disciplinary action ever been filed or taken, including but not limited to, informal or confidential discipline, consent orders, or 
letters of warning, regarding any healing arts license which you now hold or have ever held? 

11Q. Is any such action as described above pending? 

IF YOU ANSWERED YES TO 17A, 178 OR 17C, PROVIDE DETAILS ON 

A SEPARATE ATTACHMENT. No 

18. Has a claim or action for damages ever been filed i/9ainst you in the course of the practice of medicine or any other healing art which 

License 
Data 

; 

o 

resulted in a malpractice settlement, judgement, or arbitration award of over $30,000.007 

IF YOU ANSWERED YES, PROVIDE DETAILS ON A SEPARATE ATTACHMENT. ~yes 'NO p~
~====================~--------------------~I 

19. Have you ever been denied a license, permission to practice medicine or any other healing art, or denied permission 

to take an examination In any state, territory, country, or U.S. federal jurisdiction, or is any such action pending? 

IF YOU ANSWERED YES, PROVIDE DETAILS ON A SEPARATE ATIACHMENT. 

20. Have you ever voluntarily surrendered a license to practice medicine or any other healing arts in this or any other state, or voluntarily 
surrendered your narcotic (controlled substance) permit (state or federal) to any licensing board or any other agency, or is any such action 
pending? 

IF YOu ANSWERED YES, PROVIDE DETAILS ON A SEPARATE ATIACHMENT. 

21. Have you ever had staff privileges in a hospital denied, suspended, limited, revoked, or not renewed for medical disciplinary cause, or 
resigned from a medical staff in lieu of dlsclpllnary or administrative action, or is any such action pending? 

You MUST DISCLOSE ANY INFORMAL OR CONFIDENTIAL DISCIPUNARY ACTION. 

22. Do you have any condition which in any way impairs or limits your ability to practice medicine with reasonable 

skill and safety, including but not limited to, any ofthe following? 

IF YES, PLEASE CHECK THE APPROPRIATE BOX(ES) BELOW: 

o A condition which required admission to an inpatient psychiatriC treatment facility. 
o Alcohol or chemical substance dependency or addiction. 
o Emotional, mental or behavioral disorder. 
o Other (explain): 

FOR ANY OF THE BOXES CHECKED ABOVE. PLEASE SUBMIT COMPLETE ~ INPATIENT AND OUTPATIENT TREATMENT RECORDS, EVIDENCE OF ONGOING 

REHABILITATION TREATMENT, AND A PERSONAL WRITTEN EXPLANATION 

FOR ALL OF THE BELOW, YOU ARE REQUIRED TO LIST ANY CONVICTION THAT HAS BEEN SET ASIDE AND DISMISSED OR EXPUNGED, OR WHERE A STAY OF 

EXECUTION HAS BEEN ISSUED. 

23A· Have you ever been convicted of, or pled nolo contendere to, ANY violation (include every misdemeanor or felony) of any local, state, 
or federal law of any state, territory, country, or U.S. federal jurisdiction? 

23.§. Is any criminal action related to the above pending? 
23 (A) .J:es 

23(B)~Yes 

Cl 

If YOU ANSWERED YES TO 23A OR 238, PROVIDE DETAILS ON A 

SEPARATE ATTACHMENT. 

NAME OF APPLICANT: 

N(CCL.-k kOUISC:; 





• • 
Notice: All items in this application are mandatory; 
none are voluntary. Failure to provide any of the 
requested information will delay the processing of your 
application. The information provided will be used to 
determine your qualifications for licensure per Section 
2080 of the California Business and Professions Code, 
which authorizes the collection ofthis information. The 
information on your application may be transferred to 
other medical licensing authorities, the Federation of 
State Medical Boards, or other governmental or law 
enforcement agencies. You have the right to review 
your application subject to the provisions of the Infor
mation Practices Act. The Chief of the Licensing Pro
gram is the custodian of records. 

STATEOF______~N_l_e__~c_"__\f___o_,_r_~______________~ _______________ 
COUNTYOF ______~~\~__~__,_c~e-~_____________________________ 
The applicant, N \ CO LA LO<J' S ~ 9 first duly sworn 

(PLEASE PRINT FULL NAME) 

upon his/her oath deposes and says: that J am the person herein named subscribing to this application; that I have read 
the complete application, know the full content thereof, and declare under penalty of perjury, that all of the information 
contained herein and evidence or other credentials submitted herewith are true and correct; that I am the lawful holder of 

. the degree of Doctor of Medicine as prescribed by this application, that the same was procured in the regular course of 
instruction and examination, and that it, together with all the credentials submitted, were procured without fraud or misrep
resentation or any mistake of which I am aware and that I am the lawful holder thereof. Further, I hereby authorize all 
hospitals, institutions or organizations, my references, personal physicians, employers (past, present, and future), business 
and professional associates (past, present, and future), and all government agencies (local, state, federal, or foreign) to 
release to the Medical Board of California or its successors any information, files or records, including medical records, 
educational records, and records of psychiatric treatment and treatment for drug and/or alcohol abuse or dependency, 
requested by that Board in connection with this application; or any further or futUre investigation by that Board necessary to 
determine my medical competence, professional conduct, or physical or mental ability to safely engage in the practice of 
medicine. I further authorize the Medical Board of California or its successors to release to the organizations, individuals, 
or groups listed above any information which is material to this application or any subsequent licensure. I UNDERSTAND 
THAT FALSIFICATION OR MISREPRESENTATION OF ANY ITEM OR RESPONSE ON THIS APPLICATION OR ANY 
ATIACHMENT HERETO IS A SUFFICIENT ~SIS FOR D NYIN~ OR REV~>~ G A LICENSE. 

SIGNATURE OF APPLlCAN".('t~ l ("4H::k ~ {.. ./ ",{c.-CrV t./" 

~~ 

ADDRESS 

My commission expires -=::.....::.--;'---'-'-1-;;:.;...;::::...=-"--.__ 

Signed and sworn to before me this _---'I_i_)__ day of ____,.:,.",=!....:........;;;:;..--L________-"C.2~O~l-)_3___ 
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C.lhfftla 
~.nf.of ~ ..1426Iiowe Avenue, Suite 54, Sacramento, CA 95825-3236 

Consumer 
AffairS J i'; i\ 1;\ (916) 263-2499/FAX (916) 263-2487 f 

; :.. , '""Internet: www.medbd.ca.gov 
r"j"~ i'; 1:1;> - 4 {\[1 8: =~ 3 . _.~ -", . 
,-' 'j h, \', '" . '. " _, ;', _ i ., 

CERTIFICATE OF MEDICAL EDUCATION 

~ PLEASE COMPLETE THIS FORM IN THE ENGLISH LANGUAGE. 

Albert Einstein College of Medicine Bronx" NY 10461 
enrolled in ______~~=____:--:-_____~__------

NAME OF MEDICA~ SCHOOL ~OCATJON 

on the 16thdayof__~~~______________, 1995 and was granted the following credits on enrollment: 
MONTH YEAR 

Advanced Credits: Credits previously obtained at an approved medical, dental, or osteopathic SChool,* 

MEDICAL SCHOOL TOTAL CREDITS DATES 

4 
The undersigned further certifies that the records of this institution show that the applicant attended in this institution ---::':7.":=-==-=.",,-

176 NUMBER OF YEARS 

years of resident instruction of ----:-cccc==-::-::7-==-=--- weeks each, completing at least 4,000 hours, of which at least 80 percent actual 
NUMBER OF WEEKS 

attendance is required, in the subjects set forth hereunder (Business and Professions Code Section 2089), and that the applicant: 

ewas granted the degree Bachelor/Doctor of Medicine by o withdreW from 
// 

the above mentioned medical school on the __3_r_d____ day of ____J_u-:-:i'ne'=;::-;-_____, 1999 
MONTH YEAR 

Anatomy Embryology Physical Medicine 
Otolaryngology Histology Therapeutics 
Obstetrics and Gynecology Human Sexuality as defined in Section 2090 Neuroanatomy 
Radiology, including Radiation Safety Medicine Child Abuse Detection and Treatment 
Tropical Medicine Surgery, including Orthopedic Surgery Geriatric Medicine 
Physiology Urology Pediatrics 
Biochemistry Psychiatry Pha rma cology 
Pathology, Bacteriology and Immunology Neurology Anesthesia 
Ophthalmology Alcoholism and Chemical Dependency Spousal or Partner Abuse Detection 8. Treatment
Dermatology Preventive medicine, including Nutrition Family Medicine-

Pain Management ami End-aI-Life Care-

Each school where professional medical instruction was received MUST complete one of these forms. If more than one school was 
attended, photocopies of this blank form may be made and used. 

** ONLY applicable to medical students who enrolled in medical school on or after September 1, 1994, 
*** ONLY applicable to medical students who graduate from medical school on or after May 1, 1998 
**"* Only applicable to medical students who enrolled in medical school on or after June 1, 2000, 

MEDICAL SCHQOL. SEAL MU5T ATJ:1lNTIONMEDICAL SCIlOOL, ThepsrBon ...ho Bignll thill f"rm~be rBlated to ch .. applicant byblood, marriage 
IMJI'f\lNTEO BELOW. =adept;!"". 

Qlly eM l'.t'eaident, IleiIn, or&og.111t;rar....y s;lgn thi" form. If: tbat aignature autbori ty is.bei.qgdelegated to=ther~, 
8v;ldanc.. of tlJat; dalagat.ionmust be atuclled to this fo.on (may be apbotocopy). Sucll dalag.. t;!on must be on off;lcial 

lElttElrhead andmuBtbe dated w.Ltb.l.n til.. laut 12=t::.bs. 

2003 
YEAR 

http:12=t::.bs
http:www.medbd.ca.gov




STATo OF CAUFO~'~IA- STATE AND CONSUMER SERVICES AGENCY - GRAY DAIJIS, Governor- • •
MEDICAL BOARD OF CALIFORNIA -- :-- '" : ~ CA.~« r . ;. 7, I,; ,:_.~ .::' ;~,< 1426 Howe Avenue, Suite 54, Sacramento, CA 95825-3236 . ~ - '-- -- - tt;~Consumer 

Alllj,.. 'JF C ,:\ 1 ., (916) 263-2499/FAX (916) 263-2487 Internet: www_medbd.ca.gov , _ ..~ 

,f, ~~itf,q~m~oMPLET'ON OF ACGME/RCPSC POSTGRADDil(E~t~AINt~h::': ;:-;,U 
To be C~I~\f:M\by the facility for every medical school graduate completing postgraduate traini'l9(.lP-3IlfrJ.l~~d ~f~~~(:Qr: eariada. 

ATT1tN7'ION PROG1t.JI..M DI~EC:rO.RS AND DIRBCXORS 01' M1U;:tCAL .EDrJCAr:rON: 'rB PJJRSOS WHO Sl:(JJ(S 'l'HIS FORM HAY NOT lUI Ut.Al'J:V 7:0 uS' AppLICAllT BY .BLOOD... .lUt.RRIAGB.. O.R ADOPTION. 

Only the P.rcgramD.troc;wr.tnd t:..I:M Vireof:;or of.1dsdtca.l1ft:lu<;at:.'i.CI%l my ,.;{gn We toz:m. If. that. 6ignatu.:r.. wt:bori t..yisbei:ngMlttg4tbd to 4IlOcMZ' perMGll ... wideace at thae dologACion. arust bti 
.qrta(!bod to thi, lom t:m.sybe .photocopy). Sucb dologatiQQA.tI!ft.baaa o~~.:1cJ..1I.l. ~at'"ba6d AndmuBt.bti datsdwit::.hiu tb.s lA#t: l' moatna-. 

Name of the Director of Medical Education: 

Address of Facility: 

City 

Attentjon' prettlor of Medical Educationl Do not sign and date this form before Ihe last day of any poslgraduale lraining year which will be used by the applicant 10 qualify for 
licensure_ This form may be signed by Ihe current Director of Medical Education; it does not need to be signed by Ihe person who was Ihe Director of Medical Education at the time of 
the training listed above. 

Notice to Applicant: If this form is used to verify postgraduate training beyond that which is required for licensure, this foon can be signed by the Director of Medical Education and 
the Program Director before the final day of training However, if you are licensed after the date upon whiCh training was completed AND if the form was signed before the final day of 
the training year, a new form must be completed and submitted to the Medical Board of California_ 

OFFICIAL HOSPITAL SEAL OR NOTARY SEAL, DATE AND SIGNATURE 
MUST BE AFFIXED IN THE BOX TO THE LEFT TO CERTIFY TRAINING, 

I hereby declare under penalty of perjury under the laws of the Slate of Califomia that the above statements are 
true and correct and that the training program is approved by the ACGME or the RCPSC to offer the type and 

level of training completed by the applicant and that the applicant was trained in an approved ACGME or 
RCPSC program position. 

Signature of Director of Medical Education: Date Signed: 

http:DI~EC:rO.RS
http:PROG1t.JI
http:www_medbd.ca.gov




FOR 

-380-0660 p.2and Wa::1ne Wolfe 4Aug 05 04 08:54a 
TE OF CAWFORNIA·· STATE SERVICES AGENCY ARNOL.O 3CHWARZ.ENEGGER, l3overnor 

MEDICAL BOARD OF CALIFORNIA 
LICENSING PROGRAM 

1426 Howe Alienus, Suite 54 
Sacramenta, CA 95825..:3236 

(9161263-2382 FAX {916} 263·2487 ....." 
www.rn~dbd.ca.gov .. ~ :. - '" :: ,' ... : j i : C: G 

CERTIFICATE OF COMPLETION OF ACGME/RCPSC POSTGRADUATE TRAINING 
To be completed by the facility for every medical school graduate complefing postgraduate tr.Iti~~~i~~·' 1IJIr:1~;:l\i:li\a¥~ffJjFf.~aniao;a. 

Att&!JIlon: plNelor of Me!#lcal EdU9!!llpnl Do natsign and dale ltIis foflTl before file la:$1 day of ilny poslgradlJllte training yeBrwhie/J win be used by /fie applicant to qualify for 
licensufll. This term may be .signed by the CUtTeTltDIMc/orofMedical Educatkm; if does 110t need /0 be :si{}ned by me pe~on who WII$' the DlrecrorafMedicalEducation a/lIJe rime of 
the t,..InlnIJ lisrod abDve. • 

Notice to "wlll'lInT: II this form i. used to verily poslgraduate Rlning beyond thai which Is required fur licensure, this futm eat) be sighed by the Dil1llclor or Medical EducatJon and 
the Program DJreclor before tile fInal day at training. However, it you are Dee.1seO a1\erthe dOlle upon whIch Irilining was completed AND it the form was signed before the final day of 
the training yeM, a newlDTTT1 must be c;:)mplclcd and submitted \0 the Medical Board of elilHomla. 

HOSPITAL SEAl.. OR NOTMY SJ!Al, DATe AND SIGNATURE 
MUST BE AFFIXED IN THE BOX TO THE 1£f:T TO CERTIFY TRAI"IING. 

I hereby declare under penalty of peljury under the laws afthe State of California lhat the above statements are 
true and correct and that the training program is apprOl/ed by the ACGME Of the RCPSC to offer the type and 

-, level of training completed by the applicant and thai the applicant was trained in an approved ACGME or 

RCPSC program pO$i1ion. 

07A·10Q·L3 (Ilevf~cd l)/~J) 

Signature of 

http:www.rn~dbd.ca.gov




~-~ LICENSING PROGRAM
COllsumer 1426 Howe Avenue, Suite 54Afi8i:cs Sacramento, CA 95825-3236 

(916) 263-2382 FAX (916) 263-2487 ' , ,_I 
www_medbcLca,gov ,- :: ~!.+':. ~: ~:! ;'} f 

:>Iease READ all instructions prior to completing this application. 8l.J.. questions On lhis appIi6a(io~ J,-cbl(ib~J'\r1'!!iwered, and .iill supporting documenls must 
Je submitted as per instructions. Please type or print neatly. When space provided is insufficient, attach additional sheets of paper_ All attachments 
.re considered part ofth.. applicatlon_ FALSIFICATION OR MISREPRESENTATION OF@J!IYJtDt~ Rf\M>~ eN THIS APPLICATION OR ANY 
"'TTACHMENT HERETO IS A SUFf"ICIENT BASIS FOR DENYING OR REVOKING A LICENSE. 

1_ NAME: Last n"'-:
MC)C?,~ 

First 

NlCOL--A 
2. Other names you have used (include maiden name): 

Country 

USA

6. California Dr:ive,-~s Licen68 Number (optional): 
NUMBER EXPIRATION 

8. Sex: o Male )r1 Female 

9. Have you ever been licensed to practice medicine in any state, territory, province, country, or U.S. federal jurisdiction? 

j£O Yes 0 No 

ONLY 

Personal 

--,
£{/ 

/ 

P 
~ 
d 
d 
,~ 

~ 
,>= YGSj LIST THE .JURISDiCTION, UCENSE NUMBER. DATE' ,SSI,Jt:D AND DATi£S 01= PRACTICE IN Tw·.r JURISDICTiON, PLEASE iNCLUDE PERMANENT, TI2MPORARY, TRAINING, 

PROVISIONA.L. LlMiTEO LlCGNSe, OR r»r!HMIT. AN ORIGINAL Ot=t=ICIAL LETTER OF GOOO STANDING (LGS), OR COMt-'AAAaU:. UCt:.NSE: HIS.,ORY CERTIFICATION, IS R£:QUIRED FOR 

.fAC.ti PERMANJiNT j TEMPORARY. l'RAINING, PROVlSIONAL, LiMITEO LICENSE. OR PERMIT 06TAIN~D IN ANY u.s. S'J'ATE, U.S. OR CAN.I\DIAN TERRITORY, CANADIAN PROVINCE., 

OR V.S. FEDERAL JURISDICiION. tACH LGS. OR COMPARABLE C~RTIFICA~flON, SHOULD Be:. MAl LED BY THE ISSUiNQ AUTHORITY DIRECTLY 'ro THE MEDICAL BOAR.D OF 

10. 00 you hold any other professional license in any state, territory. province, country, or U.S. federal jurisdiction? 0 Yes ~ No 

YES~IF PROFESSION: _._______________________ .___________• .JURISOICTION: _______________."LICENse NO.: 

HAS THIS UC£NSE t:::vE.ft BeE.N ReVOKED, OR SUBJECT TO DISCIPLINE? II::: YES, PLEASC PROVIDC ALL Of:f:ICIAL DOCUMeNTATION REGARDING THE MATTER IN ADDITION TO A 

WRITTEN EXPLANATION. yOU ARt! ALSO Rt:;OUIRI:::D TO REPORT ANY MATTCFt. TKAT fS .f!EWl.IbUi. OR IN WHICH CHARGES HAVE Sr::CN ~ OR EXPIlNGFQ. 

DYes lS37 No 

111'.. Are you currently, or have you eVer been, a participant in a postgraduate training program in a facility In thE> U.S. Or Canada? 
Triiilining

(You must include every residency, internship, and fellowship, whether or not complet..d.) 
pJJ o NoYes o 

IF YES, LIST NAMES AND ADDRESSES or::. ALL FACILlTI£S~ SUBMiT AN ORIGINAL CERTiFfCATE OF COMPLETION OF ACGMElRCPSC POSTGRAOUATE TRAJHINa (FORM L3A) 
FROM EACH FACILITY. (~O NOT COMPLCTG FORM L3As TO DOCUMCNT TRAINING RECJ.;IV~O IN RI:SEARCH FELLOWSHIP PROGRAMS.} ALL TRAINING MUST BE LISTED, 

11.El_ Have you ever withdrawn from. or been suspended, dismissed or expelled from a medical school or postgraduate training program 

oR have ~ouever taken a leave of absence from such a school or program? , , 


Yes No 

12.. Has a claim or action for damages ever be80 fihad against YQU in the courSB of the practice of fT18dicine or any 
resulted In a malpractice settlement, Judgement, or arbitration award of over $30,OOO.00? 

,. MANDATORY DISCLOSURE Or U.S. SOCIA.L SECUR\TY NUMBE.RS 

Disciosure o{your U.S. social securily number is Secflon 30 or the 6uainel!'s 3nd prores$lons Code and Public La...... 94-4.55 (42 USCA 405tc)(2}fC)) authoriZe 
collection. of your soclal ~ectJrrty number~ number wilt be uf.i.ed exclusively for-tax enforcement purposes, forpurposc$ of compiience WIth Zlny juo9ment 
or order for f3mlly s.up~ in G.cc.orclance With Sealon of the Fam"!ly Code, or for verification of !:censure or examination status by 3 BCf!':ns'ing or e:c.;aminatloo enti\y 
wnich ~tHizes a national eXi!mination uno where lic:en:sUfc is rec:iproca.l with the requelSting 51ate. Iryou fail Lo disclose your social security number your npp'ic<:5Uon for initial 
iicen~ure will not be prOcessed AND yOll will be reported to the Fram::hliile T;!Iix BOi3rd, which may us:;.ess a $100 ~enally against you. 

http:NUMBE.RS
http:30,OOO.00
http:t:::vE.ft




VNl..T 

License;:~~'~'~~.:'~:~ ~~~::~een charged with, _en found to have committed, unprofessional cof/lJl.,' professional in..-omce, grossIi Data 

negJigence"or repeated negligent acts or maJpractice by any medica' licensing board l other agency, or hospital?
'!i... . ~ i 

13fl. Has any disciplinary action ever been filed or taken, including but not limited to, informal or confidential discipline, consent orders, 
or letters of warning. regarding any healing arts lieanse which you now hold or haye evEt. held? 13 (A) ~ Notil'!.. Yes 

135;.. Is any »uch action as described above pending? .,~ .....~ 
13 (6) rYes r No 

No13 (C) 

14. Have you ever been denied a license, permission to practice rnedjcine or any other healing art, or denied per 

to take an examination in any state, territory, country, or U.S. federal jurisdiction, or Is any such action pending? 

IIF YOU ANSWERED YES, PROVIDE OETAILS ON A SEPARATE ATTACHMENT. Yes #0 
15. Have you ever volUntarily surrendered a license to practicQ tnedicine or any ather healing arts in th[s or any ather state, or voluntariry 
surrendered your narcotic (controlled substance) permit (state or federal) to any licenSing board or any other agency, or 1$ any such 
action pending? 

IF YOU ANSWERED YES 1 PROVIDE DETAILS ON.Po.. SEPANATE ATTACHMENT .. No 

16. Have you ever had staff privileges In a hospital denied, suspended, limited, revoked. or not renewed fa... medical disciplinary cause, or 

resigned from a medical staff In lieu of disciplinary or administrative action, or Is any such action pending? 


17. Do you have any condition which in any _ay impairs or limits your ability to practice medicine INith rea:5onableskill and safety, including but not limitad to, any of th" following? ' ;Yes 
IF YES, PLEASE CHECK THE APPROPRIATE BOX{ES) BELOW: 

o A condition which required admission to an inpatient psychiatric treatment facility. 
o Alcohol or chemical substance dependency or addiction. 
o Emotional, mental or behavioral disorder. 
o Other (explain): 

!'OR ANY OF THE BOXES CHECKED ABOVE, PLEASE SUBMIT COMPLETE QEElQJ&. INPATIENT AND OUTPATIENT TREATMENT RECORDS, evlOENCE OF ONGOING 

REl-IABILITATION TREATMF-NT, AND A PERSONAL WRITTEN EXPLANATION. 

FOR ALL OF THE BELOW, YOU ARE ReQUIRED TO LIST ANY CONVICTION THAT HAS BEEN SET ASIDE AND DISMISSED OR EXPUNOED, OR WHERE A STAY OF 

EXECUTION HAS ElEEN ISSUED. 

18A. Have you ever been convicted of, or pled nolo contendere to, ANY violation (include every misdemeanor or felony) of any local, 
state, or federal law of any state, territory. country. 0'" U.S. federal jurisdiction? 

STATEOF 

COUNTYOF 

firs\ duly sworn upon his/her oath depose» and 

18 (A) 
165. Is any criminal action relatod to the above pending? 

18 (6)
I!'YOU ANSWERED YES TO 18A OR 18S, PROVIDE OETAILS ON A SEPARATE ATTACHMENT. 

______~-.=~----~-=~-~--~------------------------------_7-----.---____ 
____2-.__~~______~~~---------------------------~~--------------

The applicant -f."I--'--""-=-=O==-'=-;,":::-:::":::"="::-:-::::""'::::7-:--:-:-:-:-=:--=-'c..:::==,---,,,
(PLEASE PRINT FULL NAME) 

says: that I am the person herein named subscribing to this application; that I haVe read the complete application, know the full content thereof, and declare 
under penalty of perjury, that .,11 of the information contained herein and evidence or other credentials submitled herewith are true and correct; that I am the 
lawful holder of the degree of Doctor of Medicine as prescribed by this application, that the same was procured in the regular course of instruction and 
examination, and that iL together with all the credenUals submitl.ed. were procured without fraud or misrepresenlation Or any mistake of whlch I am aware and 
that I am the lawful holder thereof. Further, I hereby authorize all hospilals, institutions or organizations, my references, personal physicians, employers 
present, and future), business and professional associates (past, present. and future), and all government ag"'ncies. (local, s.late, federal, or foreign) to 
to the Medical Board of California or its successors any informaUon, 1iIas or recordS, including medical records, educational records, and records of psychiatric 
treatment and treatment for drug andlor alCOhol abuse or dependency, requested by that Board in connection with this application; or any further or future 
invesligation by that Board necessary 10 determine my medical competence, professional conduct, or physical or mental ability to safely engage in the practice 
of medicine. I further authoriZe the Medical Board of California or its successors to release 10 the organiz:ations, individuals. or groups listed above any 
informati'on wflicnis ma1etll::lll:o,h)S"" appllcal.iorror-any subsequent-li",.",sure -I u.NDERSTAND THAT EALSIFICA.T1QN OR ~!.S~I3ESENT.A'"(I.ON OF ANY 

ITEM OR RESPONSE ON THIS APPLI~7~"N O~ ANY ATT~CHME~~>...Y IS A !!UFF~~FOR DENYIV" REVOKING A LICENSE.~ 

SIGNATURE OFAPPLlCAr:tT, ~,~~£__~_ 'ioL16~0_il'~-
I /' SE SIGN FULL NAME, NOT INITIALS) 

Signed and swor~ to befor: me this ___L ~ day of ___) () >/.(1 V=______F'rH 
-, 

SIGNATURE OF NO 

ADDRESS 

My commission expires 

http:submitl.ed




STATE DEPARTMENT OF CONSUMER AFFAIRS 

INTERNET CASHIERING SYSTEM 


MEDICAL BOARD OF CALIFORNIA 

SUPPLEMENTAL INFORMATION REPORT 


From Date: 10/24/2006 To Date: 10/24/2006 

ATRISUPPINF 

01.JUL-1113:54:01 

Person Id: 1230286 Name: Moore.Nicola 

Question Answer 
I Have Completed Cme And Can Document An Average Of 25 Hours Of Approved Cme Each Calendar 
Year Resulting In A Minimum Of 100 Hours Over The Last 4 Years. 
I Have Completed 12 Hours Of Pain Management And End-Of-Life Care (Must Be Completed By 
December 31,2006). 
I Am Exempt From The Completion Of 12 Hours Of Pain Management And End-Of-Life Care 
Continuing Education Requirement Because I Am A Radiologist Or Pathologist. 
Only For General Internists And Family Physicians Who Have 25% Of Their Patient Population Aged 65 
Years Or Older: I Have Completed At Least 20% Of The Required Cme In Geriatric Medicine Or The 
Care Of Older Patients. Click No If Not Applicable. 
Enter Name/Address Of Facility Where You Or Your Immediate Family Hold Financial Interest. Type 
"None". If None Held. 

YES 

YES 

NO 

YES 

NONE 

I Certify Under Penalty Of Perjury Under The Laws Of The State Of Califomla That The Information 
Contained In This Application Is True And Correct. 
I Have Read My Profile On The Medical Board Web Site At www.Medbd.Ca.Gov And Acknowledge 
The Information Contained Therein As Current And Accurate. 

YES 

YES 

Total Questions Asked For Person: 1230286 7 

Page 37 of 51 





STATE DEPARTMENT OF CONSUMER AFFAIRS 

INTERNET CASHIERING SYSTEM 


MEDICAL BOARD OF CALIFORNIA 

SUPPLEMENTAL INFORMATION REPORT 


From Date: 09/20/2008 To Date: 09/20/2008 

ATRISUPPINF 


01.JUL-11 13:53:09 


Person Id: 1230286 Name: Moore,Nicola 


Question Answer 


I Have Completed Cme And Can Document An Average Of 25 Hours Of Approved Cme Each Calendar YES 

Year Resulting In A Minimum Of 100 Hours Over The Last 4 Years. 

I Have Read My Profile On The Medical Board Web Site At www.Medbd.Ca.Gov And Acknowledge YES 

The Information Contained Therein As Current And Accurate. 

I Certify Under Penalty Of Perjury Under The Laws Of The State Of California That The Information YES 

Contained In This Application Is True And Correct. 

Enter Name/Address Of Facility Where You Or Your Immediate Family Hold Financial Interest. Type NONE 

"None", If None Held. 

Only For General Internists And Family Physicians Who Have 25% Of Their Patient Population Aged 65 YES 

Years Or Older: I Have Completed At Least 20% Of The Required Cme In Geriatric Medicine Or The 

Care Of Older Patients. Click No If Not Applicable. 

I Am Exempt From The Completion Of 12 Hours Of Pain Management And End-Of-Life Care NO 

Continuing Education Requirement Because I Am A Radiologist Or Pathologist. 

I Have Completed 12 Hours Of Pain Management And End-Of-Life Care (Must Be Completed By YES 

December 31,2006). 


Total Questions Asked For Person: 1230286 7 

Page 44 of 59 
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