DIV, OF REGISTRATIONS 382

DEC 1’09/ 00013
Division of Registrations Application for Original License
Office of Licensing-Medical PHYSICIAN
(303) 894-7690/ FAX (303) 894-7693 Fee: $522

www.dora.state.co.us/registrations

‘The content of this application must not be changed. If the content is changed,
_the applicant may be referred to the Colorado State Attorney General’s Office for violation of Colorado law.

APPLICANT INFORMATION —
Name: Last S QH&EFé First: ME'(,H A N misgle: | QOUA T S€

Title: (MD, DO) M D

Previous Name(s):
You must include a copy of legal name change document,

Social Security Number: * Redacted PR e RedactedfiV DMale)@ Female

Place of Birth (city and state, or foreign country): S urmmnmrn i',' , N e—L&) J—QG eq
Mailing Address: poBox steet A CAMBRIDGE DRIWVE

This is a1 . Home [ Business | City, State, Zip: (,UA Q RE N N EW T EK S E
Daytime Telephone Number: { 3123 6 *?‘3% E-mail Address: Red a Cted

EDUCATION / TRAINING

List the name and address of the school where your medical degree was received:

hool , L fon (address and ZIP) —, Years Attended (fromito) ~_ J/  Year of Graduation
UnRErseEy ﬁ‘ ned e ) 285 Sout OronoR Ave / gcm-gwé/ 4204

\la o\
M — N RO =

e rse oy mediy 1 N\Newark Ny 07103/

e e enioUuT
» {f this is an international medical school, please provide the country where the school is physically located:

Have you received and/or completed qualifying postgraduate training approved by the MYES [INO
ACGME/AQA in U.S. or Canadian programs?

» If YES, provide information below:

Namo of Faciilty Specialty Years Attendcad (from / to)
@ Lum DNT - N 1) orliet St 2006 ~ W
JE/su,} Mo AL SCthooL C;\/Necdogﬁ ’

What is your specialty or specialties? D (%SW ICJ -+ C‘,,\/Necgcoay

*Social Security Number Disclosure: Section 24-34-107(1) of the Colorado Revised Statutes requires that every application by an individual for a license issued
pursuant to the autherity set forth in title 12, C.R.S., by the Department of Regulatory Agencies, shall require the applicant's social security number. Disclosure of your
social security number is mandatory for purposes of establishing, modifying, or enforcing child support under § 14-14-113 and § 26-13-126, C.R.S.; locating an
individual who is under an abligation to pay child support as requirad by § 26-13-107(3)(aX(1)(A), C.R.S.: and reporting disciplinary actions to the National Praciitioner
Data Bank pursuant to 45 CFR §§ 60.1 et seq., and the Health Integrity and Protection Data Bank as required by 45 CFR §§ 81.1 &l seq. Failure to provide your social
security number for these mandatory purposes will result in the denial of your licensure application. Disclosure of your social security number is voluntary for disclosure
to other state regulatory agencies, testing and examination vendors, law enforcement agencies, and other private federations gnd associations involved in professional

regulation. Your social security number will not be released for any other purpose not provided for by law. \
[ OFFICEUSEONLY ] LICENSE NUMBER: ey D DATE ISSUED: __} A bﬁh %/
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EXAMINATION / CERTIFICATION

APPLICANT NAME: meﬁ Mh SC/IIIQ e‘%’—

List name of licensing exam(s}): ECFMG, Medical or Osteopathic National Boards, FLEX, USMLE, LMCC, or state written

Exam Location DPate Bocyl
USMLE Siepl  New Tersey (pjai{acod |&
USMLE SYep 2CK Mew Tersely 9/23)2005
USMCE skepdCS MewTersex 8/23 2005~

JO/8 [2002

USIILE S¥ep3 Moy Tersen

P If this is an international medical school, please provide the country where the school is physically located:

Are you Board certified by either the American Board of Medical Specialties or the
American Osteopathic Association?

» If YES, list certification information;

O YES wo

LICENSING INFORMATION

A. Have you ever been licensed to practice medicine in any state, territory, district, or
country? (include temporary licenses and educational permits)

ﬁ\ves CINO

» If YES, provide a complete list of all medical licenses (if needed, attach an additional sheet in the same format):

Year license Disciplinary action Is this license

Type of license State/Country License # issued against license? current/active?
Mad ekt DoCTOR | Mew Jersey uSA|QSTNAST#20  Joo8 | Oves pfvo | ves ONo
f0vyes ONO D YES [INO

OYes [ONO O Yes [ONO
B. Have you ever applied for any type of Colorado health care license prior to this 0 YES/K] NO

application?
» If YES, provide application types and license information if applicable:

Application type License # Month & year license issued

MALPRACTICE INSURANCE CERTIFICATION

You must provide proof of malpractice insurance or an acceptable alternative as required by Colorado law, or claim one of
the four exemptions set forth in the enclosed insurance memo. See instructions in the insurance memo, and include proof of
insurance (obtained from your insurance carrier) or include a statement setting forth the basis for the exemption

claimed below. .D’ ‘J TS:CQ o OK‘)SQO/ >

Exemption Claimed:
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APPLICANT NAME: m Q@ lﬂa 4 SCJ“CLQ‘[\@/

SCREENING QUESTIONS

1. Have you ever been notified by any state, territory, district, or country, U.S. government agency, or state (J YES ;Q NO
medical/osteopathic licensing board of any compiaint, investigation, or inquiry which is currently pending?

» If YES, give details below AND request official complaint and/or investigative report be sent directly to the Board from
the licensing body, as well as personally submit a narrative regarding the complaint.

Agency Dato Charge Disposlition

2. Has any healing arts license which you now hold or have ever held been admonished, reprimanded, censured [J YES MO
and/or disciplined in any way by any licensing agency in another state or country, by any peer review
committee or body, by any healthcare facility or committee thereof, by any professional or medical society or
association or committee thereof, or by any governmental agency, law enforcerment agency or court of law?
(Disciplinary actions include, but are not limited to, any allegations currently pending.) Washington licensees
must disclose any Stipulation to Informal Disposition in response to this question.
» I YES, give details below AND request all official disciplinary documents including initial comptaint, sliputations, orders
or reprimands be sent direclly to the Board, as well as a narmrative regarding the action taken,

Agency Date Charge Disposition

3. Have you ever entered into any agreement with any state, territory, district, country, U.S. government agency, [J YES ﬁNO
and state medical/osteopathic board regarding your medical license?

» H YES, give details below AND request all official disciplinary documents including initial complaint, stipulations, orders
or reprimands be sent directly to the Board. Also submit your narrative regarding the action taken,

Agency Date Reason

4. Have you ever been denied a license, permission to practice medicine or any other healing art, or permissionto ] YES ﬂNO
take an examination in any state, country, or U.S. federal jurisdiction?

» If YES, give details below AND request all official disciplinary documents including initial complaint, stipulations, orders,
agreements or reprimands be sent directly to the Board. Also submit your narrative regarding the action taken.

Agency Date Reason for Denial

5. Have you ever voluntarily surrendered a license to practice medicine or any other healing arts in any other [J YES )Z\NO
state, country, or U.S. federal jurisdiction? This does not include allowing your license to expire solely due to
non-payment of the renewal fee.

» If YES, summarize below AND request all official disciplinary documents including initial complaint, slipulations, orders,
agreements or reprimands be sent directly to the Board. Also submit your narrative regarding the action taken.

Agency Date Reason
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APPLICANT NAME: 2P

6. Have either your medicai staff membership or clinical privileges at any hospital or healthcare facility or your CJ1YES QNO
DEA registration been voluntarily or involuntarily reduced, limited, ptaced on probation, not renewed or (
relinquished or have either been denied, revoked or suspended? You must answer YES if any of these actions
are currently pending. You must answer YES if you have withdrawn or failed to proceed with an application for
these items.

» If YES, summarize below AND request hospital or DEA to submit a repott directly to the Board regarding the action.
Also submit your narrative regarding the action taken.

Name of Facility Date Raason for Action
7. Have you ever been charged, indicted, convicted, received a deferred prosecution, received a deferred O YES ﬂNO

judgment and sentence, entered a plea of guilty, entered a plea of nolo contendere, or been placed on adult

diversion for any violation of any law? Note: You must respond YES even if the charge(s) or action was

ultimately dismissed, expunged, pardoned or the matter was not prosecuted. It is unnecessary to report traffic

offenses that do not involve alcohol or drugs. .

» If YES, summarize below AND submit your narrative regarding the incident as well as court and police records and
information regarding final disposition of the case.

Datg Court Violation P lo;

8. Within the last five years, have you: Red aCted

« Engaged in any behavior or suffered any mental, physical or cognitive health condition that has affected or
might affect your ability to practice medicine safely and competently?

« Had any change in a condition described above that might affect your ability to practice medicine safely
and competently?

« lllegally or excessively used any controlled substance, habit-forming drug, prescription medication or
alcohol?

» Been diagnosed with or treated for bipolar disorder, severe major depression, schizophrenia or other major
psychotic disorder, a neurological illness or sleep disorder that disturbs your cognition, behavior or motor
function?

You may answer NO if the behavior or condition is already known to the Colorado Physician Health Program
(CPHP). “Known to CPHP" means that you have informed CPHP of your behavior or condition and you are
complying with all of CPHP’s requirements for evaluation, treatment and/or monitoring.

» IfYES , submit explanation to the Board regarding the diagnosis or disorder(s). Be specific as to date of occurrences,

the type of disorder involved, and whal if anything has been done to treat the disorder. Please submit copies of any
discharge summaries, evaluations, reports, DUI or DWAI records, police reports, and court records directly to the Board.

" Please be advised that an affirmative response to Question #8 oftentimes triggers a request from the Board for evaluation by the
Colorado Physician Heaith Program (CPHP). The CPHP evaiuation process could potentially delay consideration of an
application. Therefore, the Board is providing advance notice of this possibility so that applicants may contact CPHP to schedule an
evaluation at the beginning of the application process. By doing so, the application for licensure should not be unduly delayed. An applicant
is not required to contact CPHP in advance of Board consideration of the application. The applicant may choose to wait for a specific
decision by the Board that a CPHP avaiuation is necessary. This information is being provided to put applicants on notice with respect to
this potential requirement and afford the applicant the opportunity to expedite the process if he or she so desires. (Colorado Physicians
Health Program — CPHP, 899 Logan Streef, #410, Denver, CO 80203; 303-860-0122.)

The following conditions oftentimes trigger a request for CPHP evaluation:

s Substance abuse or dependence, including any relapses, within the past five years.

e Any Axis I, DSM IV diagnosis including, but not limited to, bipolar disorder or schizophrenia.

»  Any physical condition requiring use of special equipment or facilities or any other accommodation. Such accommodation
includes a reduction in the number of hours worked. Such conditions may include, but are not limited to, multiple sclerosis,
neurological disorders or loss of the use of arms or iegs.

s Deficiencies in vision or hearing, which cannot be corrected with glasses, contact lenses or hearing aids.

It is the intent of the Board that a condition of the type listed above wouid necessitate a YES answer.
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APPLICANT NAME: '! J%!Z@n i; El kzgi {

9. Within the last five years, has any final judgment, seftiement or arbitration award for medical malpractice been 1 YES }X'NO
paid on your behalf or has any claim been filed which is still pending?

» If YES, summarize below AND submit to the Board a completed malpractice Claims Information Form (altached) and a
clinica! narrative regarding your involvement in the case.

Date Name and Address of Insurance Company Reagon for Action

10. Have you ever been refused malpractice insurance, or has your malpractice insurance ever been canceled or [JYES %NO
rated at a higher premium due to past claims experience?

» If YES, submit to the Board an explanation regarding the cancellation or increase in premiums of the insurance and
verification directly from the insurance company to the Board.

ATTESTATION

i hereby make application for a license to practice medicine in the State of Colorado. In so doing, | authorize alt hospitals,
institutions or organizations, my references, personal physicians, employers (past and present), business and professional
associations (past and present), and all government agencies (local, state, federal and foreign), which includes state medical
licensing boards and the Federation of State Medical Boards, to release to the licensing Board any information, files or
records requested by the Board in connection with the processing of this application. | further authorize this Board to release
to the organizations, individuals and groups listed above any information which is material to my application or pertinent to
my practice of medicine during the processing of this application and the time that | am a licensee of this Board.

| state under penalty of perjury in the second degree, as defined in 18-8-503, C.R.S. that the information contained in
this application is true and correct to the best of my knowledge. In accordance with 18-8-501(2)(a)(l), C.R.S. false
statements made hegei istrable’by law and may constitute violation of the practice act.

/M N12/200 7

Signature of Aghficant /}" ’ Date’
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Colorado Division of Registrations
Office of Licensing—Medical
1560 Broadway, Suite 1350

Denver, CO 80202
Phone: (303) 894-7690 / FAX; (303) 8%4-7693
www.dora. state_co.us/reqistrations

REPORT OF PRACTICE HISTORY
{by month and year I‘rom medical schoot to the pres t— refert instructions on following page)
s 2 1 I\ L8

D) Hospik
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Facility Name X Address and Zip / 4 led{u‘{—(' ot t:rﬂ'M-Relfer(:r:;:‘e (name andlltle) Date;rgl::%ctice s?;l':ﬁ: :f
UMDNT-Univessi 185 SoucFh Orangerke g ACGIUIELTINVE TJuLl
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10.

Please be a

a{ in Colorado supplying false informalion in an application for a license is punlshabla by law.

S‘u#FE‘Pae ////z /09

Print Last Name

7 Date
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pl

Colorado Division of Registrations -
Office of Licensing—Medical
1560 Broadway, Suite 1350

Lo 42009 Denver, CO 80202
- Phone: (303) 894-7690 / FAX: (303) 894-7693
e rots Ui 1S | FATTORD www.dora.state.co.us/reqgistrations

CERTIFICATE OF MEDICAL EDUCATION
SECTION 1

To be completed by applicant and forwarded to schoo! where medical degree was received.

This certifies that MQ a hQ/\ LO Lse S'CJ’\CLE 'Ce,f

Fuli Name of Applicant

enralied in (AN DNT- New U@rsw MedicAL SCHon L

Full Narme of School

lyﬁi NIeT) k NQ,,)QEUS&% on the |7 day of_A/ay VA~ , 2¢52
Location of Schoal Day Mo;(m Year

SECTION 2

To be completed by president / secretary / dean of medical school and forwarded to the Cffice of Licensing.

The undersigned certifies that the records of this institution show that s/he attended this institution

beginning on the __1 L day of_ AVAYW . LH 0T and was granted the degree
Day [Montt Year
Bachelor/Doctor of Medicine or Doctor of Osteopathy on the 24 day of__IW\aA9 , b
Day Month ' Year

Signed and the college seal affixed

This_ | dayof_ Vecewdponr . _2009

Day Montn Year
By i, @@'-‘ 01—
President / Seffetary / Dean
So0, MPA__
Asst. Dean for Student Affairs / Registrar

NOT VALID WITHOUT SCHOOL SEAL

NOTE TO REGISTRAR: :
If no school seal, please indicate above next to signature of President/Secretary/Dean.

L2



DI, OF REGISTRATIONS 954
DEC 709/ 00387

Colorado Division of Registrations
Office of Licensing—Medical
1560 Broadway, Suite 1350
Denver, CO 80202
Phone: (303) 824-7680
www.dora.state.co.us/registrations

CERTIFICATE OF COMPLETION OF ACGME/AOA POSTGRADUATE TRAINING

SECTION 1

To be completed by applicant and forwarded to the facility where postgraduate training was received and/or completed.

This certifies that meﬂ?h N [-O(LJ‘SC SC}\&@-W

Fu\ll’lnme of Applicant

a graduate of IMDNJ-New Jersey MEdical School
Full Name of Medical’Osteopathic School
IMNJ-New Jersey Medical School, Dept. of Ob/('yn & Women's Health
commenced postgraduate training at 185 S. Orange Avenue, F506, Newark, NJ 071

Name and Address of Facility

SECTION 2

To be completed by the program director of the facility for ACGME/ACA postgraduate training in the United States or Canada.

on_uly 1 ,.‘,:', ., 2006 and satistactorily completed or will complete such training on ___June 30 ,2010

This trainving cénsisted of 48 ] months of actual clinical instruction and is approved by the Accredited
Council for Medical Education (ACGME), the American Osteopathic Association (AOA), or the Coordinating Council of
Medical Education of the Canadian Medical Association (CCME) and consisted of the following rotations:

List type and length of training. &/ YZAR. OB/GYAN RESIDENCS TRAINING Pros RAAA

ROTATION LENGTH CF ROTATION

Was this physician’s performance completely satisfactory? I { d a Ct e d

»If NO, please attach an explanation.

| hereby declare under penalty of perjury under the laws of the State of Colorado
correct and the facility is approved by the ACGME/AQA or the CCME to offer the type of level of training completed by the
applicant and that the applicant was trained in an approved ACGME or CCME program position.

Program Director __Jacquelyn S. loughlin, MD

Address - IMDNJ-NIMS, 185 S. Orange Ave, ES06, Newark, NJ 07103 A
Phone Number 973-972-5266 ) Date 12/3/09

‘Signatur/ } W%W

L/
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Colorado Division of Registrations
Office of Licensing—Medical
1560 Broadway, Suite 1350
Denver, CO 80202
Phone: (303) 894-7690 / FAX: (303) 894-7693
www.dora.state.co.us/registrations

FEDERATION OF STATE MEDICAL BOARDS
DISCIPLINARY ACTION REPORT

PHYSICIAN
PLEASE COMPLETE ALL BLANKS ON THIS FORM AND MAIL DIRECTLY TO:
Federation of State Medical Boards
PO Box 619850
Daiias, TX 75261-9850

Phone: 817-868-4000
Fax: 817-868-4099

Name: Me\ﬂj Vlan’\ S\OL)CE&‘C@/(
Address; & CC{,(Y\ bf{do\e D/\!\l/t’

N,
City, State, Zip Code: (C Neyw TELS 6/3 07059
Date of Birth: Red aCted
Social Security Number: RedaCted
Medical School: UmVUSl*'b\ (3£ M@dtU/LO'Fm’HISM 07[\N eJesey - NI
Date of Graduation: M P(‘j rQ q Q,OO(O < ’_\ MLC{" CA’C SChoo]

| hereby authorize and request that the Federation of State Med/cal B%W%%ﬁ\%ﬂmm

provide a disciplinary history to the following:

REGARDING THE ABOVE NAMED PHYSI
Colorado Division of Registrations
Office of Licensing—Medical DEC 0 2 2009
1560 Broadway, Suite 1350

O 80202 THE FEDERATION PHYSICIAN
DATA CENTER
< /1209

Signature Dal
To complete your application we must have a report from the Federation's National Datab of disciplinary actions
taken by state licensing boards and/or other credentialing agencies. Please note: ntavorable report does not

automatically disqualify you from licensure in Colorado.
* NO FEE REQUIRED *
L7



November 21*, 2009

Dear Colorado State Board of Medical Examiners,

| currently reside outside of Colorado, and claim exempt{on D set forth in the attached rule. |
understand that before | engage in any medical practice inColerado | must obtain the required
insurance or an acceptable equivalen

Sincerely,

Meghan Scﬁ



Colorado Department of Regulatory Agencies
Division of Registrations

1560 Broadway, Suite 1350

Denver, CO 80202

AFFIDAVIT OF ELIGIBILITY

Pursuant to H.B. 065-1009, C.R.S 24-34-107, ALL applicants for original licensure or licensees renewing a current
Colorado license after January 1, 2007 are required to complete and sign this Affidavit of Eligibility.

Section A: LAWFUL PRESENCE in the United States.

I, (please print your full name) ™Meq hon SC/p"Q.eer

, swear or affirm under penalty of
perjury under the laws of the State of Cdlorado that {check 1, 2 or 3 below):

1. )_<_ | am a US citizen.

2. lamnot a US citizen but am lawfully present in the US as evidenced by one of the following
a.___ | am a qualified alien as defined in 8 U.S.C. sec 1641.
b. ___ 1 am a nonimmigrant under the “Immigration and Nationality Act,”
Federal Public Law 82-414 as amended.
¢. ___ lam an alien who is paroled into the US under 8 U.5.C. sec. 1182 (d) (5).
3. ___ | am not physically present in the US under 8 U.S.C. sec 1621 {c} (2) (c) or employed in the US
pursuant to 8 U.S.C. 1621 (c¢) (2) (a) (check either a or b below):
a. ___ lam a US citizen, not physically present or employed in the United States.
b. ___ [ am a Foreign National, not physically present or employed in the United States.

If you selected either 3.a. or 3.b., you do not need to complete Section B. Skip to Section C.
Section B: Secure and Verifiable Document. This section must be completed if you checked number 1 or 2
in Section A.

1. Please check one of the following acceptable secure and verifiable documents. Complete documentation must
be provided upon request only.

( Any Colorado Driver License, Colorado Driver Permit or Colorado Identification Card, expired less than
one year. {Temporary paper license with invalid Colorado Driver License, Colorado Driver Permit, or
Colorado Identification Card, expired less than one year is considered acceptable )

K, Out-of-state issued photo Driver's License or photo identification card, photo driver's permit expired
less than one year.

0 valid foreign passport bearing an unexpired “Processed for 1-551" stamp or with an attached unexpired
“Temporary |-551" visa.

O valid I-551 Resident Alien or Permanent Resident card.
2 valid foreign passport accompanied by an “I1-94" indicating a specific future “until” date.

 valid 1-94 issued by Canadian government with L1 or R1 status and a valid Canadian driver's license or
valid Canadian identification card.

( valid Temporary Resident Card.
0 Valid 1-94 with refugee/asylum stamp.

(document list continued on page 2)
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Valid 1688B or 1766 Employment Authorization Card.

Valid US Military ID (active duty, dependent, retired, reserve and National Guard).
Tribal Identification Card with intact photo (US or Canadian).

Certificate of Naturalization with intact photo.

Certificate of (US) Citizenship with intact photo.

0O 0O 0000

Passport issued by the U.S. Government with one of the following documents: Social Security card;
marriage, divorce or separation certificate or decree; or a Colorado or Federal tax return.

O

Colorado Department of Corrections Inmate |dentification Card with a Social Security card issued by
the United States Government.

2. Enter the state or the federal agency name where this secure and verifiable document was issued.
N Tesey Divisign O WM oines Veniclés j Aotoc venicle (omm 1530 A

(If issued by a state agency. include both the slate and agency ﬁame }
3. What is the secure and verifiable document number? S, 30 ‘ §3 7’ ? 3 5—,2 80 L)l

4. What is the expiration date of your secure and verifiable document? O Q / a 8 Id) ol 3 {month/dayfyear)
(if you hold a document without an expiration date, such as a military 1D or naturalization cerlificate, write N/A.)

Section C: Attestation,

« |l understand that this sworn statement is required by law because | have applied for or hold a professional or
commercial license regulated by 8 U.S.C. sec. 1621. | understand that state law requires me to provide proof
that | am lawfully present in the United States when asked as well as submission of a secure and verifiable
document. | may also be required to provide proof of lawful presence.

« | understand that in accordance with sections 18-8-503 and 18-8-501(2){a)(I}, C.R.S., false statements made
herein are punishable by law. | state under penalty of periury in the second degree, as defined in 18-8-503,
C.R.S. that the above statements are true and correct.

» | am the person identified above and the information contained herein is true and correct to the best of my
knowledge. | understand that under Colorado taw, providing false information is grounds for denial, suspension
or revocation of a license, certificate, registration or permit.

e | understand that the above informa ion must
request and is s cttov

e disclosed to the Department of Regulatory Agencies upon

11204

Slgnature U Date

Methw [ Schoeler

Please print yolr name as shown on your secure and verifiable document.
Professional License Type: Me d-if AL DOCTO R

License Number (if already licensed).

Affidavit of Eligibility - Page 2 of 2 Updated March 16, 2007




Lookup Detail View

Licensee Information
This serves as primary source verification* of the license.

*Primary source verification: License information provided by the Colorado Division of Professions and Occupations, established by 24-

34-102 C.R.S.
Name Public Address
Meghan Louise Schaefer 2 Dean Dr
Tenafly, NJ 07670

Credential Information

License License License License Original Issue Effective
Number Method Type Status Date Date
DR.0048440 Original Physician Expired 12/29/2009 06/01/2011

Expiration
Date

04/30/2013

Board/Program Actions

Discipline

There is no Discipline or Board Actions on file for this credential.

Generated on: 7/3/2018 1:39:11 PM
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