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DT
Health Professional Quality Assurance Division :
PO Box 1099 : R
Olympia WA 98507-1099 A VE D
(360) 753-2844 . JUL
(360) 664-8689 2 5 1997
APPLICATION FOR LICENSE TO PRACTICE MEDICINE i

APPLICABLE FOR MD'S ONLY

All applications must be accompanied by applicable fee (fees are non-refundabie).
All applicants carefully follow all instructions in general instructions.
[]

it is the responsibility of the applicant to submit or request to have submitted, all required supporting documents.

Licensure Examinalion Taken {check one): [ NationalBoard (J_______ _ State Examination [ LMCC (must have been obtained after 1969)
Ol FLEX Examination X USMLE Examination

e ° T

Please Type or Print Clearly

_Appiicant's Name %g?bol\)e CH‘ﬁ RL.:\E.

FIRST . MIDDLE INFTIAL

Mailing Address __ 2 D\VA . L{pdp)

City _2EANA LE |, UM state _ WOR zp Q812 County _YGING
Telephone Qog) 55"’5 %5-80 Social Secunty Number

ENTER THE NUMBER AT WHICH YOU CAN BE REQUESTED FOR IDENTIFICATION PURPOSES ONLY, ENTERING SSN
REACHED DURING NORMAL BUSINESS HOURS 15 VOLUNTARY AND NOT REQUIRED FOR LICENSING APPROVAL
3\ = . Senr 9
STREET ciry STATE 2P

Sex (F cl>r nﬁ) M ginhdate M(C’Dm\H 10 b3 sinnplace BoripteTown , S ARBADSS

DAY YEAR CITY sms COUNTY

Medical Speciaity __ OB TTETRCLS  Anp GUNECHLo6Y

‘Medical School .(/L'C' LNN.ATF ' Year of Graduation _lﬂﬂé-,

Have you previously applied for a Washington State License or limited license? X ves O No

List other name(s) that appear on documents or credentials —

—

DOH 657-020 (Rev. 3/56) Page 1 of 4
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[ PERSONAL DATA :

: . -Yes No

1. Do you have a medical condition which in any way impairs or limits your ability to practice your profession with O m
reasonable skill and safety? If yes, please explain.

*Medical condition® includes physioclogical, mental or psychological conditions or disorders, such as, but not
fimited to orthopedic, visual, speech, and hearing impairments, cerebral palsy, epilepsy, muscular dystrophy,
multiple sclerosis, cancer, heart disease, diabetes, mental retardation, emotional or mental iliness, specific leaming
disabilities, HIV disease, tuberculosis, drug addiction and alcoholism.

1a. If you answered “yes" to question 1, please explain whether and how the limitations or impairments caused by
your medical condition are reduced or eliminated because you receive ongoing treatment (with or without medica-
tions).

1b. If you answered "yes" to question 1, please explain whether and how the limitations and impaimments caused by
your medical condition are reduced or eliminated because of your field of practice, the setting or the manner’in
which you have chosen to practlce

{If you answered "yes" to question 1, the licensing authority (Board/Commission of Department as appropriate)} will
make an individualized assessment of the nature, the severity and the duration of the risks associated with an ongoing
medical condition, the treatment ongoing, and the factors in "1b" so as to determine whether an unrestricted license
should bé issued, whether conditions should be imposed or whether you are not eligibie for licensure.)

2. 'Do you currently use chemical substance(s) in any way which impairs or limits your ability to practice your profes- ] M
sion with reasonable skill and safety? If yes, please explain.

“Currently” means recently enough so that the use of drugs may have an ongoing impact in cne's functioning as a
licensee, and includes at least the past two years.

"Chemical substances” includes alcohol, drugs or medications, jncluding those taken pursuant to a valid prescrip-
tion for legitimate medical purposes and in accordance with the prescriber's direction, as well as those used illegally.

X

3. Have you ever been diagnosed as having or have you ever been treated for pedophilia, exhibitionism, voyeurism or O
frotteurism?

4. Are you currently engaged in the illegal use of controlled substances? ] M

"Currently” means recently enough so that the use of drugs may have an ongoing impact in one's functioning as a
licenses, and includes at least the past two years.

“lllegal use of controlled substances” means the use of controlled substances obtained illegally (e.g., heroin, _
cocaine) as well as the use of legally obtained controlled substances, not taken in accordance with the directions of

a licensed health care practitioner.

If you must answer “yes" to any of the remaining questions, provide an explanation and copies of all
judgments, decisions, orders, agreements and surrenders.

5. Have you ever been convicted, entered a plea of guiity, nolo contendere or a plea of similar effect, or had prosecu-
tion or sentence deferred or suspended in connection with: .
a. the use or distribution of controfled substances or legend drugs? O
b. acharge of a sex offense? C]
¢. any other crime, other than minor traffic infractions? (Include driving under the influence and reckless driving.)__.[C]. ..

-8.-Have you ever been tound in any civil, administrative, or criminal proceeding to have:
a. possessed, used, prescribed for use, or distributed controlled substances or legend drugs in any way other than ] m
for legitimate or therapeutic purposes, diverted controlled substances of legend drugs, viclated any drug laws, or

prescribed controlled substances for yourself?
b. committed any act involving moral turpitude, dishonesty or corruptlon? O m
c. violated any state or federal law or fule regulating the practice of 2 health care profession? (] &r

7. Have you ever been found in any proceedlng to have violated any state or federal law or rule regulating the practice D
of a health care profession? If "yes®, explain and provide copies of all judgements, decisions, and agreements.

8. Have you ever had any license, cerificate, registration or other privilege to practice a health care profession denied, J M
revoked suspended, or restricted by a state, federal, or foreign authority or have you ever surrendered such
credential to avoid or in connection with action by such authority?

9. Have you ever been named in any civil suit or suffered any civil judgment for incompetence, negligence or malprac- [ ] E
tice in connection with the practice of a health care profession?

DOH 657020 {Rav. V96) Page 2 of 4
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PERSONAL DATA QUESTIONS (Continued)
revoked, suspended, restricted or denied?
cina?

this application?

10. Have you ever had hospital privileges, medical society, other professional society or organization membership
11. Have you ever been the subject of any informal or formal disciplinary action related to the practice of medi-
12. To the best of your knowledge, are you the subject of an investigation by any licensing board as of the date éf

13. Have you ever agreed to restrict, surrender, or resign your practice in lieu of or to avoid adverse action?

0O 00 OF
M X X X3

Identification
HEIGE ‘ l 0“ WEIGHI’l 55- ‘bs
COLOR COF EYES COLOR OF HAIR
BRown BLacke

Eall el

EDUCATION AND EXPERIENCE
Provide a chronotogical listing of your educational preparation and post-g

if necessary.)

Oiploma or Degree Obtained

. Schools Attended Dates Attended
(Location if other than U.S., quole names of schools in | N”"Lba'n‘g » {Quote titles in original language and
original language and translate to English.) ears Attended . From (mofyr) | To (molyr) translate to English.)
Medical Education (List all Medical Schools Attended)
L . W o§/4) | Bbjds Mb

/

/’

Post-Graduate Training (List all Programs Altended)

UNivees '
/-"

tresent

Obj4s

0bjad_| Resuiroe Secinesy or GH6W

_—

PROFESSIONAL EXPERIENCE

In chronolegical order list all professional experience received since graduation from med
listed under other sections, !dentify any periods of time break of 30 days or more.)

[

ical school to the present. (Exclude activities
{Attach additional 8 1/2 X 11 inch sheets if necessary.)

Nature of Experience or Practice

Dates of Experience

From (mofyr) To {mofyr)

NA

DOH 657-020 (Rev. 3/96) Page 3 of 4
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HOSPITAL PRIVILEGES
List hospitals inthe U.S. or Canada where hospital privileges have been granted within the past five (5) years. (Anach additional 8 1/2 X 31 inch sheets i necessary.)

Name of Hospital Dates

{For locum lenens, enter onty those of a 30 day or tonger duration. See instructions regarding reports and verification.) | Beginning {molyr)[ Ending (mofyr)

NA
LICENSES IN OTHER STATES .
List all licenses to practice medicine in any state, Canadian province or other country. (Include whether active or inactive.j

. Date Licensa Basis of Licensure Status of License Any Limitations on
State, County or Province . inat : . t
ty License {ssuad Number (S;gnﬁ,gis'gg) Endorsement | Active or inactive License

NoNE

FIFTH PATHWAY (Foreign Trained Applicants only) (attach additional 8 172 X 11 inch sheets f necessary.) _
Dates Attended

Name and Location of Medical School Name and Location ot Hospital Beginning (molyr)| Ending (mafyr)

N

AIDS Affidavit

| certify | have completed minimum of four (4) hours of education in the prevention, transmission and treatment of AIDS.
understand | must majntain records documenting said education, for two (2} years and be prepared to submit those records

to the Departmen Ith if requesigad. (WAC 246-919-380)
! idlliakin

) 0 APPLICANTS SIGNATURE GATE

QW% é APPLICANT S ATTESTATION
1, , certify that

| am the person described and identified in thls apphcatlon that { have read 18.130.170 RCW and 18.130.180 RCW, of the Uniform
Disciplinary Act, and that | have answered all questions in the application truthfully and completely and the documentation provided
in suppont of the application is, to the best of my knowledge, accurate. | understand that the Department may require addmonal
information from me pricr to making a determination regarding my application.

I hereby authorize all hospitals, medical ingtitutions or organizations, my references, personal physicians, employers (past and’
Present), business and professional associates (past and present) and all governmental agencies and instrumentalities (local, state,
federal or foreign} tgelease to this licensing Commission any information, files or records required by the Commission for its
evaluation of my pfofdssional, ethical and physical qualifications for licensure in the State of Washington. | understand the
Commission m sta/physieal and mental evaluation to determine my fitness for practice.

.APPLICANT‘S sne~7uae W - ‘ DA'T:E?- l 18 / 4 3
DOH 857.020 (Rev. Wo6).Page 4kt 4/ : ' .
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+ DREW/UCLA MEDICAL EDUCATION PROGRAM

v OFFICIAL TRANSCRIPT
_ RECEIVED
Name : Browne, Charlie M. S.SN:
D.O.B.: 1/10/63 FEB 90 1396

Dale Transcript Prepared: 2/13/96

First Year: 1991-1992

UNITS Grade UNITS Grade
Behavioral Scicnces 5 B Basic Neurology 6 B
Biomathematics 2 A Biochemistry 5 B
Biomedical Fthics 1 A Biochemustry Lab 3 A
Gross Anatomy 8 B Interactive Teaching 3 2 A
Interactive Teaching 1 2 A Interactive Teaching 4 2 A
Interactive Teaching 2 2 A Physiology ] B
Microscopic Anatorny 5 C Secial Medicine 1 P

Clinical Correlates

GPA 318
Second Year: 1992-1993
UNITS Grade UNITS Grade
Epidemiology 2 B Clinical Pharmacology 1 C
General Pathology 8 B (Genetics 2 B
Interactive Teaching 2 A Pathophysiology of Disease 12 B
Microbiology & Immunology 8 B Psychopathology 3 A
Pharmacology 5 B
Clinical Fundamentals 12 A GPA 3.29
Third and Fourth Year Clinical Continuum (Required Courses) - 58 weeks
UNITS Grade UNITS Grade
Anesthesiology 2 B Primary Care 16 B
ENT 2 A Family Medicine 4 B
Psychiatry 6 A Radiology 2 A
Medicine | 8 B Surgery | 8 B
Medicine 11 6 C Surgery 11 4 B
Obstetrics/Gynecology 8 A Pediatrics 8 A
GPA: 3.27
Third and Fourth Year Clinicat Continuum (Electives)
Research (in hypertension), Barbados $5U224 Breast Cancer Surgery,CHS
7/18-8/14/94 A 12/5-12/18/54 A
SU110 Fluds & Electrolytes, CHS OG308 Obsletrics & Gynecology KIDMC
12/5-12/18/94 A 1177-12/4/94 A

PE409 Pediatrics, Kaiser Sunset
1/2-1/29/95 A

0G308 Ob/Gyn, KDMC
11/7-12/4/94 A

Drew /UCLA Medical Education Program

Charles R. Drew Universily of Medicine and Science
1621 East 120th Street

Los Angeles, CA 90059

-
A

BROWNE, CHARLIE MD_00035431 PAGES
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CHARLES R. MEDICAL STUDENT AFFAIRS | (o T
CDREW D0a280 ' V" rarea /}'
LD ,
UNIVERSITY OF MEDICINE & SCIENCE - ——

1621 East 120ih Street, Los Angeles, California 90058 /G gmfé oF (A}AS\.H,Q@T,:,J 'DE?A.K{ ) . Hem;:'TH
' MENT
Heautn foressions Secqion Five

1200 SE QQuidce st ms 1966
Ot.umrm( WA q8Sohy — %656

OFFICIAL TRANSCRIPT
ENCLOSED

'“i;l!;!Ei!iiitlnllH!!!”HE”‘.!l!’.ﬂi!i”!i!i!!”
BROWNE, CHARLIE MD_00035431 PAGE9



USMLE
~United States |
- Medical ~

v .. Licensing =

- Examination

™

" below,

United States Medical Licensing Examination™

Certified -Tr'atns'c'ript- of S:core.s =

. Thls Transcrlpt was prepared by the Federatlon of State Medlcal Boards : _

' Two-Digit -

PROCESSED o

— . Date of. Certlﬁcatlon 07/30/1997

- - Washington Medical Quality Assurance Commission : - C AUG 0 4 1997
- ~ATTN: Keith O Shafer, Exec Dlrector . o S o e hthl.n. AU LG
" . POBox 47866 R . T - SECT!UN?; -

s -'OLYMPIA WA 98504- 7866 ) o . - ' -7 T "w - =

‘ o o ' Examinee: Browne CharheM L
o ! USMLE ID#: ~ 40221772, %+ %2 "
" -DOB: 01/10/1983 - - T
Al Name(s): T e

STEP1  Therecommended minimum passing score on the three-digit scale, and the equivalent value on the two-digit scale is shown '

- Test Pass/- Three-Digit - ) - N )
Date Fail Score Passing core Passing -~ T 'Comments .
6/1993 PASS 194 176 75 =

Meqﬁivalent value on the two-digit scale is shown _

The recommended minimum passmg score on the three-dlglt scale,
- below - ) )
- Test  Pass/ Three-Digit - - Two-Digit - oL T
Date:  Fail Score _Passing  {Score} _ Passing - . - -Comments
3 /1995 PASS 187 167 . “N\J79./ . 15 . . | -
8 /1994 FAIL - _166 167 T4 75 - LT L
'STEP3  The recommended minimum passmg score on the three-dlglt scale, ‘and the equlvalent value on the two-dlglt scale is shown oL
below - . T X N
- State - Test Pass/ ‘ Three—Dlglt 7 wo-Dlglt ' - h - -
Board Date Fail .  Score Passmg_ % . Passing - "Comments
WA_SHFNGTOI_\{ 5/1996 PASS 189 176. \\78/ I -

o above named exammee

T

See reeerse s:de for explananon of ml'ormatlon reported above. ~

-01.08.

01 1309125

,BRO‘_WNE;QHARJ_|'_E:MD__'09035434 PAGE10 -

A search of the Board Action Data Bank of the Federatlon of State Medlcal Boards (FSMB) reveals no reported 1nformatlon on the T |



St e T A Authent:clty of USMLETM Transcripts : '

 Original, cemﬁed transcrlpts of United States Medical Licensing Examination (JSMLE) scores are prmted on blue safety
paper.and : are ‘produced only by, the Educatlonal Commnssnon for Forelgn Medical Graduates, Federatmn of State Medical -
Boards, or National Board ‘of Medical Exammers "The' embossed USMLE seal 'in thé lower left comner certifies thé
‘authenticity of th]S document Alteratlon or,forgery.of a USMLE transcript may result in appropnate lega] action and/or -
a determmatlon of m’egular behavnor as descnbed below. : . .

s

INTERPRETATION OF SCORES

USMLE transcripts include a complete score history, and
notations of any examinations for which the examinee sat
and no scores were reported, such as “Incomplete” or
“Indeterminate.” Scores are reported on two different
scales. For recent administrations, the mean and standard
deviation of scores, on the three-digit scale for first-time
examinees from medical schools in the United States are
approximately 205 and 20, respectively, and most scores
fall between 145 and 260. An equivalent value score on a
two-digit scale is also provided. A score of 82 on the two-
digit scale is equivalent to a score of 200 on the three-digit
scale. A score of 75 on the two-digit scale is always the
mmimum passing score. The recommended minimum

passing score on each scale is shown on the front of the” *

transcript next to the examinee’s score for each
_examination administration. The level ‘of proﬁmency

_required to'ineet'ilie recommended T minimum. passmg level !

for each Step of USMLE is rewewed penodlcally and is
subject to change. "

Factors which influence an examinee’s score include the
examinee’s general understanding of the subject matter
being tested and the specific set of test items used for an
administration. The Standard Error of Measurement (SEM)
provides an index of the variation in scores that would
occur if an examinee were tested repeatedly using different
sets of items covering similar content. The SEM for a
USMLE score is usually in the range of 4 to 6 score points
on the three-digit scale and 1 to 2 score points on the two-
digit scale.

NOTATION REGARDING
FSMB BOARD ACTION DATA BANK

The Board Action Data Bank of the Federation of State
Medical Boards (FSMB) contains actions reported to the
FSMB by U.S. licensing and disciplinary boards, Canadian
licensing authorities, the U.S. armed forces, the U.S.
Department of Health and Human Services, and other
credentialing entities. To be included in the Bank, an
action must be a matter of public record or be legally
releasable to state medical boards or other entities with
recognized authority to review physician credentials.
Certain actions reported to and released by the Board
Action Data Bark are not disciplinary or otherwise

977-5197

" examination; -

ol

prejudicial in nature. Such actions are reported to assure
records are complete and to assist in preventing
misrepresentation or the use of lost or stolen redentials by
unauthorized persons. Once reported to the FSMB, an
action becomes part of the permanent record of the
individual physician.

ANNOTATIONS APPEARING UNDER
“COMMENTS”

Special circumstances in connection with the administration
of an examination may result in one of the following
annotations  being Ilsted next to the Score for that

7

T

*'Indetermmate -" Results that cannot be certified as

Tr
- --representmg a vahd measure of the examinee's knowledge or

competence as sampled by ‘the exammatlon Decisions to
classify resulis as indeterminate may be made on the basis of
factors that include, but are not limited to, inconsistency of

- performance within the examination or between

- administrations within the same Step. No score is reported.

Incomplete - The examinee sat for some but not all of the
scheduled test books. No score is reported.

Irregular Behavior - The USMLE Committee on Irregular
Behavior determined that the examinee engaged in irregular
behavior. Examples of irregular behavior are described in the
current: edition of the USMLE Bulletin of Information. To
obtain information regarding the nature of the irregular
behavior, the full record of the deliberations and determination
of the Committee on Irregular Behavior can be requested by
contacting the USMLE Secretariat, 3750 Market Street,
Philadelphia, PA 19104, telephone (215) 590-9600.

Score Not Available -The score is not available. Further
review and/or analysis may be pending, or it may have been
determined that the score cannot be reported.

Testing Accommodations - Following review and approval
of a request from the examinee, testing accommodations
were provided in the administration of the examination,

BROWNE, CHARLIE MD_00035431 PAGE11



Heulth MD

TO: Post-Graduate Training Program Director - -

Univegs o oF Whsuieron)

FACILITY NAME ED
Box 356 4bo  Soque oROCESS
AQDRESS _
LR Q%H% JUL231997
RE: Verification/Evaluation of Training _ htAUHmU&W\UM

I am applying for a license to practice medicine in the State of Washington and before my application can be reviewed. a
verification and evaluation of the past-graduate training performed in your institution is required. | am authorizing the release of
and wouid appreciate you providing the information and returning it, at your earliest convenience, directly to the address
shown beiow. All questions must be answered. '

Crpgu Ol- lo- b3
APPLICANT (Pl TYPE) BIRTHDATE
SIGNATURE oexwu X
1. ﬂ ha f‘/ < 6 IO M e is or was engaged in post-graduate training in our program
from__ 29 Sume 7.9 10 a
%GINNCNG SATE (MONTH & YEAR) y ENDING DATE {MONTH & YEAR)
in the field of (oy £7

L

2.  Briefly evaluate his/her porformaneo. competence and conduct. {Please attach copiles of any perfor-
mance svaluations conductod.) (- Browse fes per £ rene
. QQZZQ;Q 7%;»/ Y' @5 I’E(/Q/em 7£ 1 7% Vﬂlwﬁﬂ//
P I, an M@vn e $5L (1 et & lﬁ(‘:’é/c/ /
ﬁﬁ@% 4:/4)7 /iéc IS //ﬂaﬂd/er»/?‘édj/e . (’yﬂwzg;gv;
/q— /\ésyﬂm/?r/ﬁ i [/ ‘f fﬁé%/(ﬂ/’%//ﬂ/)

3. Was the participant ever restricted, suspended, terminated or requested to voluntarily resign his/her
participation in the program? ] Yes ‘No If yes, piease explain

4. s there anything in the participant's file which would indicate he/she would be unable to safely
prictlco medicine? [] Yes %No if yes, please provide documentation,

5. We would appreciate any further documentation you feel would assist in the ev

Ret to! Signature
Maedical Quality Assurance Commission
1300 SE Quince Street . Title W v //f ge /) //M
Olympia, WA 98504-7866 . Hospital /4 -
260) 753-2844 : PLEASE TYPe GF PRI
(360) 664-8889 or (380) 753-2¢ sadress__DelOb vy 25 LYLO

Cea it We TI/75
(Seal) Date. 0?/ 1/4% 7 /:2
Telephone fﬂa [) j\%j — 38 ? pd

DO 657-034 (Rev. 2/96)
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Office of the Dean
Housestaff Affairs Office
(-212 Health Sciences Bldg.
Box 356340

Seattle, WA 98195-6340

07-9675

PG

Medical Quality Assurance
Commision
PO Box 1099
Olympia, WA 98507-1099

AERT O 4t ) EiiEi‘iié-i
3G 0T -40323 HH IR R RIH

BROWNE, CHARLIE MD_00035431 PAGE13
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telnet (WA-RS6000-1)

ARRRAR S55888 ITIITIIITIIIT

AAAAARA Sss

588 ITIITIITIIIT

AAAAAAAA  SSS SsS IIT

MEDICAL BOARD ASSESSMENT SYSTEMS, INC, 07-28-97

bjel303 REAL SYSTEM V2.5.14 10:45:22 AM

INDIVIDUAL NAME {(JR,SR,III) REFERENCE # ML20005045

LAST BROWNE , SOC SEC NUM -~ -
FIRST CHARLIE +-ADDITIONAL INFORMATION-~=m-ceweouwo—o—— +
MIDDLE SEX M = MARRIED N =

RESIDENCE INFORMATION OTHER NAME

UNVIERSITY OF WASHINGTON CORP. OFFICER =

DEPT OF OB/GYN BOX 356460 TRUST ACCOUNT

SEATTLE, WA 98195-6460

BIRTH PLACE BARBADOS
DATE 01-10-1963
PHONE: ( ) - COUNTY : 17 )
( ) - LGL ST: WA SCHOOL CODE 005.14
CE UNITS 0.00 REQD BY - -

NOTES e i et +

6/28/96 NEED RNWL $$ - HAVE RC MP\

S it e i R e +
CURRENT STATUS: E EXPIRATION DATE: 07-31-1996 FIRST ISSUE DATE: 06-26-1995
RENEWAL STATUS: M LAST ACTIVE DATE: 07-31-1996 LAST RENEWAL DATE: 06-26-1995
COMPLAINTS O/C: 0/ 0 AUTHORITY: RE

et +

1GO BACK 2NAM&ADDR 3EDUCATE 4LIC FUNC SINVESTG 6 70THR DAT 8EXTD NOT

BROWNE, CHARLIE MD_00035431 PAGE 14



7,

[;‘\llE W 1) W/ LV:::.D\‘

. !
Health m JUL 241997
TO THE APPLICANT ‘By o

Complete the identifying information below and submit to:

Federation of State Medical Boards
400 Fuller Wiser Road

Euless, TX 76039-3855 PROCESSED
Attention:  Barbara Rains AUG 0 4 1997
Board Inquiry Specialist e
FTSEGTION 5
Department of Heaith )
Medical Quality Assurance Commiasion
1300 SE Quince Street
P.0. Box 47866
Olympia, WA 98504-7866
Qate:
Dear Ms. Rains:
| am applying for licensure to practice medicine in the State of Washsngton Please indicate
on the lower portion of this letter if thera is any previous or pending discip mary action against
my license(s) and send this information directly to Washington State Medical Quality
Assurance Commission. Thank you for your assistance.
Name: _ CHARLE BPORownE
SSN: _
MEDICAL SCHOOL OF GRADUATION: _ WCLA
YEAR OF crAbUATION: _ | 494S5
BIRTHDATE: . ©\—10- b3
RESPONSE:
WE FAVE N0 UnFavomane mmmmn
BEGARDING THE BOVE NAED physiyy
JUL 30 1997

%/ﬁdgﬂmdmd

JAMES R WINN, &,

"CUTIVE VICE-PRESIDENT
OQH 657072 (Rev. 02/96)} |

BROWNE, CHARLIE MD_00035431 PAGE15



el “Y
American Medical Association

Physicians dedicated to the health of America

Physician Profile Service

515 North State Street Division of Survey and Data Resources
Chicago, Illinois 60610 Department of Data Services

Name and Address: 0
Peagy 1997
CHARLES M BROWNE MD Phone: UNKNOWN Sg PRUF& ‘
2319 E LYNN ST Birthdate: 01/10/1963 CTON 23ty
SEATTLE WA 88115 USA Birthplace;: BRIDGETOWN

Physician's Major Professional Activity: RESIDENT

Self Designated Practice Specialties (SDPS):
Primary: OBSTETRICS AND GYNECOLOGY
Secondary: UNSPECIFIED

AMA membership: NOT A MEMBER

Following Data Provided by the Primary Sources

Medical School:
UNIV OF CA, LOS ANGELES, UCLA SCH OF MED, LOS ANGELES CA 90024 (VERIFIED)

Year of Graduation: 1995 (VERIFIED)

Current and/or Prior Medical Training or Fellowship:

Institution: UNIV OF WA SCH OF MED State: WASHINGTON
RESIDENT . (VERIFIED)

Specialty : OBSTETRICS AND GYNECOLOGY 06/1995 - 06/1999

Note: Additional information, used for appointents and privileges, is not solicited, por is it received

from the residency progrum directors. If additional information is required, please contact the
program director(s).

National Board Certification Year: NONE REPORTED TO DATE
License(s) : MD/ Date Expiration License
State DO Granted Date Status Type As of

Note:  When the specific month and day are unknown, the date will display the default value of "01.” Not
all licensing hoards maintain or provide full date values. A blank expiration date indicates that the
data is not provided to AMA by the licensing board. Please contact the appropriate licensing board
directly for this inform:ion,

NONE REPORTED TO DATE

AMA Files Checked  8/9/97 18:43:46 Profile for: Charles M Browne MD Page 1 of 2
: . © 1997 by the American Medicai Association

.
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AMA Physician Profile {continued)

It is mutually agreed between the American Medical Association (AMA) and the requesting
organization that this Physician Profile (see reverse) is provided to the requesting organization
with the understanding that (1) the information on the Profile will be treated with total
confidentiality; (2) that such information is granted solely to the requesting organization and is
granted as a non-exclusive limited license, consistent with and limited to the specific purposes
set forth on the Physician Profile request form or other agreement; and (3) that no Physician
Profile or information contained therein will be sold, provided to, released, copied, extracted or
otherwise usurped for use by any other party, entity, organization or government agency:
Disclosure, sale or resale of Physician Profiles or the information contained therein {o any third
party, whether or not affiliated with the requesting organization, is strictly prohibited unless
otherwise agreed to in writing by the AMA. Upon a breach of any of the foregoing covenants
or upon the effective date of any statute, regulation or court decision mandating any disclosure
whatsoever of such Profile information by the requesting organization, such license to use and
possess the Profile shall be automatically and immediately terminated and the Profile and any
information or data contained thereon or , in any way, derived therefrom shall be returned to
the AMA immediately, but, in no event, later than 48 hours after such automatic termination.

BROWNE; CHARLIE MD_00035431 PAGE17




American Medical Association

Physicians dedicated to the health of America

Physician Profile Service

515 North State Street Division of Survey and Data Resources
Chicago, Hlinois 60610 Department of Data Services

Federal Drug Enforcement Administration:
TO DATE, FEDERAL DEA REGISTRATION STATUS IS UNKNOWN.

Note;  Many states require their own cnngrul]ed substinces registration/license,
Please check with your state licensing authority as the AMA does not maintain this information,

Specialty Board Certification(s):

Specialty Board Certification(s) by one or more of the 24 boards recognized by the American
Board of Medical Specialties (ABMS) and the American Medical Association (AMA) through
the Liaison Committee on Specialty Boards, as reported by the ABMS:

Primary Board: NONE REPORTED TC DATE

Effective; Expires:

Subcertification or Certificate of Special Competence: NONE REPORTED TO DATE
Effective: Expires:

Note: For certfication dates, a default value of "01" appears in the month field if data was not provided
to AMA. Please contact the appropriate specialty board directly for this information.

Medicare/Medicaid Sanction{s}:
TO DATE, THERE HAVE BEEN NO SUCH SANCTIONS REPORTED TO THE AMA BY HCFA.

Other Federal Sanction(s):

TO DATE, THERE HAVE BEEN NO FEDERAL SANCTIONS REPORTED TO THE AMA BY ANY
BRANCH OF THE US MILITARY, THE VETERAN'S ADMINSTRATION OR THE US PUBLIC
HEALTH SERVICE.

Additional Infermation:
TO DATE, THERE IS NO ADDITIONAL INFORMATION FOR THIS PHYSICIAN ON FILE.

The content of the Physician Profile is intended us an instrument to assist with credentialing, Appropriate use of the Physician Masterfile data
contained on this profile by an organization would meet the primary source verification requirements of the Joint Commission on Accreditation

of Healthcare Organizations and the Utilization Review Accreditation Connnission. The Physician Masterfile meets the National Committee for
Quality Assurance Standards for verification of medical education. residency training and board certfication,

It you note any discrepancies, please mark them on a copy of the profile and return to: American Medical Association Department of Data Services,
515 N. state Street. Chicago, 11 60614,

AMA Files Checked  8/9/97 18:43:46 Profile for: Charles M Browne MD Page 2 of 2
: ®© 1997 by the American Medical Assaciation
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AMA Physician Profile (continued)

It is mutually agreed between the American Medical Association (AMA) and the requesting
organization that this Physician Profile (see reverse) is provided to the requesting organization
with the understanding that (1) the information on the Profile will be treated with total
confidentiality; (2) that such information is granted solely to the requesting organization and is
granted as a non-exclusive limited license, consistent with and limited to the specific purposes
set forth on the Physician Profile request form or other agreement; and (3) that no Physician
Profile or information contained therein will be sold, provided to, released, copied, extracted or
otherwise usurped for use by any other party, entity, organization or government agency:
Disclosure, sale or resale of Physician Profiles or the information contained therein to any third
party, whether or not affiliated with the requesting organization, is strictly prohibited unless
otherwise agreed to in writing by the AMA. Upon a breach of any of the foregoing covenants
or upon the effective date of any statute, regulation or court decision mandating any disclosure
whatsoever of such Profile information by the requesting organization, such license to use and
possess the Profile shall be antomatically and immediately terminated and the Profile and any
information or data contained thereon or , in any way, derived therefrom shail be returned to
the AMA immediately, but, in no event, later than 48 hours after such automatic termination.
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- Board of Medical Examiners
Limited Physician Appiication Worksheet

mm ﬂ ﬂw _ : ' DEAéc{zstsa'

A e —

NAME
I~10(03 |
DATE OF BIRTH DATE APPUCATION COMPLETED
7257 Fee 7 v~ Photo y~— Personal Data v Aids —: Affidavit
Residancy " Feliowship Teaching/Researchn _‘ institutions . ' City/County
Pasitive Data Questions , , . Documemation Received
7 Chronotogy Completed Missing Dates to . to . to
MALPRACTICE CASE smoess | (! oseosmon . T e
CASE 1 NAME: . : : ; T
i ? 1 i | AMA
Medicai School ﬁl.s‘ O Canadian O international O Fifth Pathway

MEDICAL SCHOOL NAME g | S — | YEAR OF DEGREE
M L @ Transcriot | ' Transiations | / %

‘Examination Type [J NationalBoard (O FLEX {JUSMLE {J State Exam [JLMCC Scores Recsived | |

POSTGRADUATE TRAINING PROGRAM

STATE LICENSURE

HOSPITAL PRIVILEGES

! !
t 1 T
: ' :

/' EMPLOYMENTIPROGRAM VERIFICATION

5. V@MM%D_&;H /_ |

STAFF DECISION

LICENSURE -
%gﬁfo%so 77//,2/ 7 /éééd O/(Z&D%E/Zé

SIGNATURE

COMMENTS:

SME 062 (REV. 3N 290

BROWNE, CHARLIE MD_00035431 PAGE20



Return with check or money order to ensure proper
credit of your examination fee.

Limited Physician
Currtic Browne

DEPOSIT CREDIT

4 /1 /25

DOH 657-081 (4/94)

NAME (Please Print)

% Wdmrgton Sisir Depertment of
P Health
P.O. Box 1099
OClympia, Washington 98507-1099

DATE

. Money Order’

S 224

Please note amount enclosed, and return with yaur
application.

LA D252140000 08336

BROWNE, CHARLIE MD_00035431 PAGE21
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’ N s Dt APPLICATION FOR
ﬁ E,eg‘}fﬁgg - LIMITED LICENSE

Olympia, WA 98507-1099 TO PRACTICE MEDICINE
Applicable for MD's Only

FOR OFFICE USE ONLY

cerRTFICATENO. _ D045 . issuepate U/QQMS/. . expiraTion oaTe 23/ 140

Limited license application is made in conjunction with employment in: (check one)
] institutional
) A
D Fellowship - 2 year limit D . County-City Health Department

[ ] Intlemship-Residency [k Teaching-Research - 2 year limit

PLEASE TYPE OR PRINT CLEARLY

Applicant's Name @ KOU—’ NE Ciarcie

FIRST ) MIDDLE INITIAL

Name of Institution/Health DeptMedical SchoolHospital UL M M L. UA)NQE& Y o Vs i mn Men G
Address__ %'PT i &B'G”\ﬂ‘) /‘Q_H ZO

Chty Séﬁ’l"m_,g ' State W) A ZIP qg l qS
Telephone No. L2’°6> 54’6 — q (02(0 Social Security Number  __ U
ENTER THE NUMBER AT WHICH YOU CAN BE REQUES T EL FUR IDEN T IGA TN FURPUSES UNLY. ENTERING SSN
REACHED DURING NORMAL BUSINESS HOURS, IS VOLUNTARY AND NOT REQUIRED FOR LICENSING APPROVAL.
Sex (For M) __ﬂ/l__ Birthdate ol Jo b2
MONTH DAY YEAR
Birthplace %Kt Do wn, > ARBADDS
STATE COUNTRY
Medical specialty O&~G “‘{'A./ .
Medical School Attended u-c (_ﬁ ‘ Year of Graduation ] q Qf >
NAMECOUNTAY :

— o

‘List other name(s) that may appear on docurents or credentials

Have you previously applied for 2 Washington State Medical License of limited license? [ Yes %o -

Folliow cérefully all instructions in general instructions - all applicants. 1t is the responsibility
of the applicant to submit or request to have submitted, all required supporting documents.

DO 667-056 (Rov. 5/9%) Page 1 of 4
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PERSONAL DATA

Have you ever had a license to practice medicine suspended, revoked, restricted or denied or voluntarily surrendered
a physicians license in any state, federal or foreign jurisdiction?

Have you ever had hospital privileges, or medical society membership revoked, suspended, restricted or denied on

grounds of unprofessional conduct, incompetence, negligence, or unsate practices?
Have you ever been convicled of any gross misdemeanor or felony relating to the practice of medicine?

Have you aver been the. recipiem-oi-any-discipiinaryaﬁion—ineiuding—éepﬁmandor—imve you ever-entered a stipulated
agreement or agreed to discontinue an act alleged as a violation of law or an unsafe practice?

Have you ever been notﬂled that any information pertalmng to you been submitted to the National Data Bank?

Have you ever been denied a DEA registration number or been issued a restricted DEA registration or voluntarily

" surrendered a DEA registration?

To the best of your knowledge, are you the subject of an investigation by any licensing board as of the date of this
application?

Have you ever agreed to restrict your practice in lieu of or to avoid formal action?

if response to 1-8 Is affirmative, attach certified copies of orders, stipulations, agreements, charges, judgements

santences, findings and nature of decisions. if on parole or probation include a letter from the supervising officer

indicating progress.

245G

.lt{1’0.

11.

Have you ever been found guilty of the violation of any drug law, or prescribing controlled substances for yourseff or been
found guity of a traffic citation involving drug or alcohal? -

Have you ever beeninvolved inthe possession, use, prescriptionforuse, or dwersnon of controlled substances or legend
drugs in any other. way than for legitimate or therapeutic purposes" ‘ :

Have you ever submitted or been required to submit for treatment for alcohol dependency?

If response to 9 through 11 is affirmative, attach . cepies of charges, sentences, orders, stipulation and/or
dispositions. Also include letters from the treating professional and/or institution stating details of eondition or
addiction, treatment and prognosis.

12,

13.

14

Have you ever received treatment for a mental iflness?
Have you evar been released from or restricted in a medical program because of a mental condition or iliness?

Are you cumrently afilicted with a mental or physical condition which i lmpalrs or restricts your ability to practice with
reasonable skill and safaty‘?

if response to 12 through 14 is affirmative, attach coples of letters from treating professional, program and/or
institutions describing diagnosis, treatment and prognosis. This information Is treated as confidential and exempt
from public disclosure unless formal disciplinary action Is taken against your application on the basis of a mental
or physlcal condition impairing your ability to practice with reasonable sklil and safety.

15.

Have you been named in any malpractice suits alleging ycur incompetence or negligence in the practice of medicine?
if yes, include the nature of the case, date, and summarize care given. Enclose a copy of the original complamt and
settlement or final disposition. if pending, indicate the status.

Failure To Grve Complete And True Information Constitutes. Cause For Denial
Of Your Application For Licensure -
ACW 18.130.180{2)

DOH 657-056 (Rev. 593) Page 2ol 4
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IDENTIFICATION
HEIGHT 5 { ;0 1] V_VEIGHT, 4{
COLOR OF EYES COLOR OF HAIR
LAC K. Buacks
- EDUCATION AND EXPERIENCE

APl S

In the spaces below, provide a chronolegical listing of your educational preparation and post-graduate training.

(Attach addiional 8 1/2 x 11 sheat I necessary)

ATTENDANCE
SCHOOLS ATTENDED-LOCATION IF
OTHER THAN U.S., QUOTE NAMES OF NU\",‘EEAE;SOF ENTRANCE LEAVING DIPLOMA OR DEGREE OBTAINED
SCHOOLS IN ORIGINAL LANGUAGE AND | ATTENDED DATE DATE QUQTE TITLES IN ORIGINAL LANGUAGE
TRANSLATE TO ENGLISH. MOR. MOYR. AND TRANSLATE TO ENGLISH
Medical Education . -
(List all Medical Schools Attended) S
UCLA 4 2l /495 M-

Post-Graduate Training -
{List all programs attended)

In Chronological Order List All Professional Experlence Received Since Graduation From Medical School To The Present.
WWWMMW)MWWGMMMEWWMJ

{Anach additional 8 1/2 x 11 sheet ¥ necsssary)

INDICATE NATURE OF EXPERIENCE OR PRACTICE

INCLUSIVE DATES OF EXPERIENCE

BEGINNING MO./YR.

ENDING MOJ/YR.

Please list hospitals in the US or Canada where privileges have been granted within the past tive (5) years.

Attach additional 8 172 x11
shest i nacessary)

(FOR LOCUM TENENS, ENTER ONLY THOSE OF A 30 DAY OR LONGER DURATION.
SEE INSTRUCTIONS REGARDING REPORTS AND VERIFICATION. )

BEGINNING DATE ENDING DATE

. DOH€57-056 (Rev. 533 Page 3 ol 4
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LICENSES IN OTHER STATES/COUNTRIES
List all licanses to practice medicine in any state, Canadian province or other country. (Include whether active or inactive.)

.,‘_'

SEFE;‘%?},JSJERY LIOENGE NUMBER EXAMlE:%IgNOF JCEEN S LICENSE ACTIVE/ il
: ISSUED (DATE PASSED) NDORSEMENT | \nacTive)

s

AID'S AFFIDAVIT

| certify | have completed the minimum of four (4) hours of education in the prevention, transmission and treatment of AIDS. | under-
stand | must m%mam records documenting said education, for two (2) years and be prepared to submit those records to the Depart-

ment if AC 24 7-060)
=

APPLICANT'S ATTESTATION

) Crrrie.  ELoone

{PRINT OR TYPE FULL NAME OF APFLICANT) i
application, that | have read 18.130.170 RCW and 18.130.180 RCW of the Uniform Disciplinary Act, and that | have answered all
questions in this application fruthfully and completely and the decumentation provided in suppont of the application is, to the best of my
knowledge, accurate. | understand that the Department may require additional information from me prior to making a determination
regarding my application.

, State that 1 am the person described and identified in this

g
| hereby authorize all hospitals, medical institutions or organizations, my references, personal physicians, employers (past and present),
business and professional associates (past and present) and all governmental agencies and instrumentalities (local, state, federal or
foreign) to release to this licensing Board any information, files or records required by the Board for its evaluation of my professional,
ethical and physical qualifications for licensurs in the State of Washington. | understand the Board may request a physical or menta!

evaluation to determine my fitness for practice.

-

Ty //5

DATE

DOHM 657-056 {(Rev, S/53) Paga 4 of 4
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~

% Z
TO THE APPLICANT 6,‘9\ ‘Zf)
Complete the identifying information below and submit to: Q?S' C%o
52
Federation of State Medical Boards , 6\7 =
6000 Western Place, Suite 707 (/‘
Fort Worth, Texas 76107 .
Attention: Barbara Rains
Board Inquiry Specialist
Department of Health , . 1195
Board of Medical Examiners A LGk

1300 SE Quince Street
P.0O. Box 47866 -~ e
Olympia, WA 98504-7866
Date: '
Dear Ms. Rains:
t am applying for licensure to practice medicine in the State of Washington. Please indicate
onthelower portion of this letter if there is any previous or pending disciplinary action against

my license(s) and send this information directly to Washington State Medical Board. Thank
you for your assistance.

Name:  Cuiaciie, FoRotwonk
SSN: |

MEDICAL SCHOOL OF GRADUATION: UL LA
YEAR OF GRADUATION: 495" |
BIRTHDATE: _ 0/-/0-63

A
RESPONSE: £ 0 FARIRE HEURS

b

DOH 657-072 {Rev. 02/92))
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v

PSP 7.t L

Board of Medical Examiners
Residency Certification

This is to certify that QMLlé (&@{AM/ £ has been
OB - &GN

appointed as a resident® in at

SERVICE

the {/L- \/{,{ m ( . University of Washington Affiliated - hospital for the period

beginning 06 2é 757 . The individual responsible for this resident’s patient care activities

MONTH DAY YEAR
will be 7/{121 i"j M

{SIGNATURE) DIRECTOR OF PROGRAM

* Residents physician means an individual who has graduated from a school of medicine which meets the requirements set
forth in RCW 18.71.055 and is serving a period of postgraduate clinical medical training sponsored by a college or university
in this state or by a hospital accredited by this state. The term shall include individuals designated as intern or medical

fellow.

{Hospitat Seal)

DOH 657-057 (Rav. ¥91)
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Board of Osteopathic
Medicine & Surgery
Certified Respiratory
Care Practitioners
Health Care Assistants
Medical Quality
Assurance Commission
Podiatric Medical Board
Radiologic Technology
Program

STATE OF WASHINGTON

DEPARTMENT OF HEALTH

HEALTH PROFESSIONS SECTION FIVE
1300 SE Quince St, MS 7866 » Olympia, WA 98504-7866

December 29, 1995

Charlie Browne, MD
University of Washington
Dept. of OB/GYN, RG-20
Seattle, WA 98195

Dear Dr. Browne:

As of this date, our records indicate the toliowing items still have not been received. In order
for us to continue processing your application we will need the following documents:

Medical School Transcripts

- Upon receipt of the above mentioned iterns, your application will be considered complete and

will begin the review process.

If you have any questions, please contact me at (360) 753-2844.

Sincerely,

8 Qi 54%(/(1% &L%\/’&%«

Carolynn Bradley
Program Representative

BROWNE, CHARLIE MD_00035431 PAGE29 '



STATE OF WASHINGTON

DEPARTMENT OF HEALTH

1300 SE Quince $t * P.O. Box 47866 * Olympia, WA 98504-7866

August 14, 1997

Charlie Browne, MD
2319E Lynn
Seattle, WA 98112

Dear Dr Browne

As of this date, our records indicate the following items still have not been received. In order for
us to continue processing your application we will need the following documents:

American Medical Association

Upon receipt of the above mentioned items, your application will be considered complete and
will begin the review process.

If you have any questions, please contact me at (360) 753-2844.
Sincerely,

Betty Elliott
Program Reprsentative

BROWNE, CHARLIE MDB. 00035431 PAGE30



UNIVERSITY OF WASHINGTON SCHOGCL OF MEDICINE

73|47

\pQMwMJ1?UiL4VaMx&¢ts»ﬁﬂm“
Uneted fide #5045, Al - lucle inelted
1 remew Luruded Lcens 4er 71796 o

7-31-7. TFhanl, .
" - | ,
Ve

Libby Sandu

Coordinator

Housestalf Affairs
Graduate Medical Education Programs
Office of the Dean

212 Health Sciences Center
Box 356340

Seattle, WA 98195-6340
Phone: (206) 543-(063

Fax: (206) 685-3314
libby@u.washington.edu
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Application File_445774 pdf-r.pdf redacted on: 12/24/2014 11:38

Redaction Summary ( 5 redactions )

1 Privilege / Exemption reason used:

1 -- "DOH Licensee Social Security Number - RCW 42.56.350(1)" ( 5 instances )

Redacted pages:

Page 4, DOH Licensee Social Security Number - RCW 42.56.350(1), 1 instance
Page 8, DOH Licensee Social Security Number - RCW 42.56.350(1), 1 instance
Page 15, DOH Licensee Social Security Number - RCW 42.56.350(1), 1 instance
Page 23, DOH Licensee Social Security Number - RCW 42.56.350(1), 1 instance
Page 27, DOH Licensee Social Security Number - RCW 42.56.350(1), 1 instance
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