1371200
State Medical Board of Ohio

30 E. Broad St., 3rd Floor e Columbus, OH 43215-6127  (614) 466-3934 e Website: med.ohio.goy

Ohio Physician Licensure Application Addendum

1.

C M.D. Telemedicine

" D.O.Telemedicine

Indicate License Type (& MD. (D.O.
2. Name: Indicate your full legal name. Please list any maiden names or other names used.
Last First Middle Suffix
Watson Jennifer Marie
Maiden Name All other names used

Practice Address

3. Contact Information: Please complete all sections

Indicate which address you wish to use for mailings from the Medical Board.

(" Practice Address (@ Home Address

Street 1 {11100 Euclid Ave

Phone Number

Street 2 [Office of GME-Lakeside 6223-C

Fax Number +1(216)

844-8974

email [jennifer.watson@uhhospitals.org

S

Your social security number is required to facilitate reporting to the federal Healthcare Integrity & Protection Data
Bank (42 U.S.C. §1320a-7e(b), 5 U.S.C. §552a, and 45 C.F.R. pt. 61) and for accurate identification under the
federal and state child support enforcement law (42 U.S.C. §666 and §3123.50, O.R.C.). It may also be used for
reporting to the National Practitioner Data Bank (42 U.S.C. §11101 and 45 C.F.R. pt. 60) and for other
investigative/enforcement purposes in compliance with Chapters 4730., 4731., 4760., 4762., or 4778. O.R.C. or as

otherwise required by state or federal law.

City [Cleveland State |OH |Zip Code |44106

Home Address

Street 1 {1469 Black Pond Drive _! Phone Number +1(202) 340-3939
Street 2 Fax Number

City |Akron State [OH |Zip Code {44320 email {jennig889@hotmail.com

4. Identification P
ECAL BO Lk
Date of birth Birth City State Country -
4/26/1983 Peterborough ON Canada JAN i3 24
SSN Gender
 Male (¢ Female
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2 5. Preliminary Education. &Jaéo J, I{;{ " réL / 5 0575 o
i High School or equivalent:;iThomas A. Stewart Secondary School IRNE Sl
City |Peterborough State |ON Country |Canada
Date From 9/1997 Date To 6/2002
Undergraduate College 1 |Trent University
City |Peterborough State |ON Country {Canada
Date From {9/2002 Date To |5/2007 Degree |Bachelor of Science
Undergraduate College 2 |Queen's University
City |Kingston State |ON Country Canadé
Date From {9/2007 Date To |{5/2008 Degree |Bachelor of Education

6. TOEFL- IBT. This section is only required to be completed by International Medical School Graduates.

The TOEFL, TWE, ECFMG’s ENGLISH EXAM (PRIOR TO 7/1/98), ETC., ARE NOT

EQUIVALENT AND CANNOT BE SUBSTITUTED FOR THE TOEFL-1BT.

Graduates of medical schools located outside the United States and Canada must achieve a score of at least 26 in
Speaking and 26 in Listening with a total score of 90 on the TOEFL-IBT, regardless of citizenship or country of
birth. Prior to July 2006 the Test of Spoken English was required with a minimum score of 40 (between 7/95 and
7/06) or 230 (prior to 7/95). The following are the only exceptions permitted under Ohio law:

(" YES (& NO
(¢ YES (" NO
" YES (¢ NO
(¢ YES (" NO

Have you completed two years of undergraduate college work in the United States?

During the five years immediately preceding the date of your application have you:

Held a current medical license (i.e., unrestricted, training certificate, educational permit) in the
United States AND Have you been actively practicing medicine (graduate medicai education is
included) in the United States?

Have you completed a Fifth Pathway program?

Have you passed the Clinical Skills Assessment exam given by the ECFMG on or before
July 1, 19987

If you answered 'NO' to all of the above, you are required to take the TOEFL-IBT. Please refer to the instructions
for information on contacting the Educational Testing Service. The Board cannot waive this requirement.

7. Ohio Training Program.

(¢ YES " NO Are you or will you be in an accredited training program in Ohio? If yes, please identify the
program below.
Program Name |[University Hospitals Case Medical Center (Family Medicine)
MEEICATROARY
8. Military.
Q L R | 1005 I
CYES (@ NO  Are you currently in the United States Military or Reserves or a Military\%é{\erlr% 20t
(CYES (NO

Are you the spouse of an individual currently serving in the United States Military or Reserves?
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9. Medical School: List all medical schools you have attended, including those from which you did not graduate in
chronological order. Attach and additional sheet if necessary.

1. School Name |Saba University School of Medicine 1 Date From [8/2008 ’

Address ‘Saba University School of Medicine Date To |5/2012 ‘

City |The Bottom State |Salgg.  Zip Code Graduation Date |5/25/2012 %

Country [Netherlands Antilles Degree ‘Doctor of Medicine (MD) ;

2. School Name Date From ! l
Address DateTo [
City State Zip Code Graduation Date [

Country ) Degree L J

10. Postgraduate Training: List all postgraduate programs you have attended, including those you did not complete.
Copy and attach additional pages if necessary.

1. Hospital Name

Address

City

Country
Department/Specialty:

PGY
PGT

2. Hospital Name

Address

City

Country
Department/Specialty:

PGY
PGT

3. Hospital Name

Address

City

Country
Department/Specialty:

PGY
PGT

University Hospitals Case Medical Center

I Date From 7/i/2012

11100 Euclid Ave | DateTo 6/30/2013

Cleveland State|OH Zip Code }44106

USA J Successfully Completed?
Family Medicine 1 (® Yes " No

1 (C2 (C3 (C4 (5 ( other

(" internship (¢ Residency " Fellowship (" Research ( other

University Hospitals Case Medical Center } Date From {7/1/2013 J
11100 Euclid Ave | DateTo |6/30/2014 |
Cleveland } State |OH Zip Code 144106

USA J Successfully Completed?

(® Yes " No

Family Medicine .-[

Ct1 @®2 (C3 (C4 (C5 ( other

( Internship (& Residency ( Feliowship (" Research ( other

University Hospitals Case Medical Center Date From |7/1/2014

11100 Euclid Ave Date To {current (anticipate grgg

Cleveland State Zip Code {44106

USA ‘ Successfully Completed?
Family Medicine ' 1 @ Yes (" No
C1 C2 @3 (C4 (C5 (C other

 Internship C other

AL

S 5P

43
-3

AL

f4=3

(¢ Residency . . Q TEel,lo,wshjp., .C.. Research
RV IR L Nt TN

A0k
0

o an1

t
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4. Hospital Name J Date From l
Address } Date To I
City State j Zip Code [:]
Country J Successfully Completed?
Department/Specialty: l " Yes (" No
PGY 1 C2 C3 (C4 (C5 ( other
PGT (" internship (" Residency (" Fellowship (" Research (" other
5. Hospital Name ’ Date From I
Address l Date To ’
City State Zip Code [
Country Successfully Completed?
Department/Specialty: 1 " Yes " No
PGY Cc1 C2 (C3 C4 (C5 ( other
PGT (" Internship (" Residency C Fellowship C Research C other

11. Examination History: List each licensure examination you have taken (USMLE, NBME, NBOME, LMCC, Etc.). If
additional space is necessary, copy and attach an additional sheet.

Examination Date Taken (mm,yyyy) Pass / Fail No. of Attempts
USMLE Step 1 06.2010 @ Pass (" Fall ]
USMLE Step 2 CK 07.2011 (¢ Pass (" Fail 1
USMLE Step 2CS 07.2011 @ Pass CFail ;7
USMLE Step 3 03.2014 ' (® Pass (" Fail 1
COMLEX Level 1 } " Pass (" Fail
COMLEX Level 2CE ; C Pass (" Fail —"“"‘"‘|
COMLEX Level 2 PE ] C Pass (" Fail
COMLEX Level 3 } C Pass (" Falil
NBME Part | 1 C Pass (" Fail
NBME Part Ii [ (C Pass (" Fail [:
NBME Part Ili | C Pass (" Fail [:
NBOME Part | ' ! C Pass (" Fail
NBOME Part Il i C Pass ( Fail
NBOME Part Il { (" Pass (" Falil
LMCC Part | 04.2014 J (@ Pass (" Fail ]

LMCC Part i (" Pass (" Fail
FLEX Componet 1 " Pass  ( Fail
FLEX Componet 2 (" Pass (" Fail
FLEX Pre-1985 ( Pass (" Fail
State Board Exam Date Taken/ f}}ﬁt&tﬂkeufor‘% of Attempts Pass / Fail
C Pass (" Fail

| ]

2 e LT
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12. ECFMG and Fifth Pathway

Certificate Number [08740466 Issue Date 16/4/2012 l

School Name [Saba University School of Medicine 1 Date From |08/2008

Address
City

Saba University School of Medicine

DateTo {5/2012

The Bottom

State

Saba

Zip Code

Country [Netherlands Antilles

Graduation Date

5/25/2012

Degree LDoctor of Medicine (MD)

]

13. State or Professional Licensure: List all state and Canadian provinces where you currently hold or have ever held
any type of medical/osteopathic license. You must complete the attached “Licensure Verification” form (Form #1)
and forward it to all states in which you have held any healthcare license or certification. The verifying entity must
forward all documentation directly to the Board. Some state boards charge a fee for this information. Contact the
state board where you hold or held a license to determine their requirements. (Attach additional pages if necessary).

State / Province License Type License Number License Status Issue Date

1 |Ohio | |MD Training Ceg| [57.022027 | @ Active  Clnactive  [10/56/2012 |
> | (" Active (" Inactive *
3 (" Active (" Inactive [

4 (" Active (" Inactive l

5 (" Active (" Inactive |
6 1 l ’ C Active  ( Inactive ‘
7 (" Active (" Inactive {
8 | l (" Active (" Inactive }
9 ! I [ ‘ C Active (" Inactive ’
10 L ' ! l C Active  ( Inactive

1 | I ’(‘Active C Inactive

12 ( (" Active (" Inactive

13 [ 1 (" Active (" Inactive

14 L [ 1 [ ! C Active (" Inactive I

15 L | ‘ ) [ } C Active  ( Inactive l

14. Specialty Board Certification: Are you ABMS and / or AOA certified? C Yes & No

If Yes complete information below
Name of Board Certificate Number L Issue Date j
Name of Board Certificate Number Issue Date _:
Name of Board Certificate Number Issue Date ::::]
ME T el
SN T E par
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15. Chronology of Activities: List ALL activities (medical, non-medical, and postgraduate training) in chronological
order beginning with medical school graduation to the PRESENT date, using MONTH and YEAR. For any non-working
time, you MUST state on the form exactly what your activities were, such as "vacation” or "seeking employment," as well
as your permanent address. If you worked for a physician-staffing group or did locum tenens, you must list all facilities
where you worked and include complete dates and addresses. DO NOT SUBSTITUTE ANY OTHER RESUME FOR

THIS FORM. Be sure to indicate the percentage of working time spent in clinical /administrative duties.

Dates: From/To | Activity (medical, non-medical and post graduate training)
FROM: Month Activity Name (Practice/Employment/Non-Working® [\/acation
05 Activity Address |166 Clifton Street
Year City |Peterborough State |ON Zip Code
2012 Position / Department [

TO: Month Percent Clinical t::] Percent Administrative

!

(" Employment (" Staff Privileges (" Administrative (& Other, Please describe below
Year
2012 . . . : - .
Vacation between graduation of medical school and start of Family Medicine residency.
(" In Progress

Dates: From/To | Activity (medical, non-medical and post graduate training)
FROM:  month Activity Name (Practice/Employment/Non-Working®) |Post Graduate Training I
07 Activity Address [University Hospitals Case Medical Center 11100 Euclid Ave }
Year City 'Cleveland State |OH Zip Code [44106
Position / Department {Family Medicine Resident '
TO: Month Percent Clinical {100% Percent Administrative

)

(¢ Employment (" Staff Privileges (" Administrative (T Other, Please describe below

Year
2015

i

Residency training. Currently in year 3 of 3-year program

(& In Progress

Dates: From/To | Activity (medical, non-medical and post graduate training)

FROM: Month Activity Name (Practice/Employment/Non-Working™)

Activity Address [
Year City ] State Zip Code

S Position / Department
TO: [:M%] Percent Clinical l:] Percent Administrative

v, (" Employment (" Staff Privileges C Administrative (" Other, Please describe below
ear
(" In Progress MEDICAL 0 &)

JEN 18 708
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Ohio Addendum to Application
ADDITIONAL INFORMATION QUESTIONS

If you answer "YES" to any of the following questions, you are required to furnish complete details, including date, place,
reason and disposition of the matter. All affirmative answers must be thoroughly explained on a separate sheet of paper.
You must submit copies of all relevant documentation, such as court pieadings, court or agency orders, and institutional
correspondence and orders. Please note that some questions require very specific and detailed information. Make sure

all responses are complete.

 Yes

 Yes

( Yes

(" Yes

(" Yes

 Yes

" Yes

 Yes

( Yes

 Yes

(¢ No

(¢ No

(¢ No

(¢ No

(¢ No

(¢ No

(¢ No

(¢ No

(® No

(® No

1. Have you ever been denied staff membership at any hospital, nursing home, clinic, heaith
maintenance organization, or similar institution?

2. Have you ever been warned, censured, disciplined, had admissions monitored, had privileges
limited, had privileges suspended or terminated, been put on probation, or been requested to
withdraw from or resign privileges at any hospital, nursing home, clinic, health maintenance
organization, or other similar institution in which you have trained, been a staff member, or held
privileges, for reasons other than failure to maintain records on a timely basis, or failure to attend
staff or section meetings?

3. Have you ever resigned from, withdrawn from, or terminated, or have you ever been
requested to resign from, withdraw from, or otherwise been terminated from, a position with a
medical partnership, professional association, corporation, health maintenance organization, or
other medical practice organization, either private or public?

4. Have you ever resigned from, withdrawn from, or have you ever been warned by, censured
by, disciplined by, been put on probation by, been requested to withdraw from, dismissed from,
been refused renewal of a contract by, or expelled from, a medical school, clinical clerkship,
externship, preceptorship, residency, or graduate medical education program?

5. Have you ever transferred from one graduate medical education program to another?

6. Have you ever, for any reason, lost specialty board certification in the U.S. or elsewhere, or
been denied such certification, or denied examination for such certification?

7. Has any board, bureau, department, agency or other body, including those in Ohio, in any way
limited, restricted, suspended, or revoked any professional license, certificate or registration
granted to you; placed you on probation; or imposed a fine, censure or reprimand against you?

8. Have you ever voluntarily surrendered, resigned, or otherwise forfeited any professional
license, certificate or registration issued to you by any board, bureau, department, agency, or
other body; or have you ever withdrawn any application for licensure, relicensure, or
examination, in any state (including Ohio), territory, province, or country?

9. Have you ever, for any reason, been denied licensure or relicensure, application for licensure
or relicensure, or the privilege of taking an examination, in any state (including Ohio), territory,
province, or country?

10. Have you ever been requested to appear before any board, bureau, department, agency, or
other body, including those in Ohio, coqc/:{eErq ng allegations against you?
M PSS =N L

1l
T

AA R T
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(" Yes (¢ No 11. Have you ever entered into an agreement of any kind, whether oral or written, with respect to
a professional license, in lieu of or in order to avoid formal disciplinary action, with any board,
bureau, department, agency, or other body, including those in Ohio?

C Yes @ No 12. Have you ever been notified of any investigation concemning you by any board, bureau,
department, agency, or other body, including those in Ohio, with respect to a professional
license?

13. Have you ever been notified of any charges, allegations, or complaints filed against you with
any board, bureau, department, agency, or other body, including those in Ohio, with respect to a
professional license?

(" Yes (& No

(" Yes (® No 14. Have you ever been denied or have you ever surrendered a state or federal controlled
substance or drug registration; had it revoked, terminated, or restricted in any way; or been
warned, reprimanded, or fined by, or been requested to appear before, the responsible agency?

C Yes @ No 15. Have you ever pied guilty to, been found guilty of a violation of any law, or been granted
intervention or treatment in lieu of conviction regardless of the legal jurisdiction in which the act
was committed, other than a minor traffic violation? If yes, submit copies of all relevant
documentation, such as police reports, certified court records and any institutional
correspondence and orders. Photocopies will not be accepted.

( Yes (& No 16. Have you ever been arrested, forfeited collateral, bail, or bond for breach or violation of any
law, police regulation, or ordinance other than for a minor traffic violation; been summoned into
court as a defendant or had any lawsuit filed against you (other than a malpractice suit)? If yes,
submit copies of all relevant documentation, such as police reports, certified court records and
any institutional correspondence and orders. Photocopies will not be accepted.

17. Have you been a defendant in a legal action involving professional liability (malpractice), or
had a professional liability claim paid on your behalf, or paid such a claim yourself? In addition,
ask your malpractice insurance carrier(s) to provide a complete claims history report for the last
10 years to the State Medical Board of Ohio. If your current carrier has provided coverage for
less than 10 years, ask your previous carrier to submit a claims history report to the Board.

 Yes (& No

C Yes @ No 18. Have you ever been denied professional liability insurance or coverage, or had such
insurance or coverage canceled, limited, or restricted in any way?

(" Yes (& No 19. Have you ever been denied or relinquished participation in any third party reimbursement
program, whether governmental or private, including Medicaid and Medicare; or had such
participation limited, restricted, suspended, or revoked; or been warned, reprimanded, requested
to appear before, or fined by the responsible body?

20. Have you ever been denied privileges, or had privileges revoked, suspended, restricted,
(" Yes (* No reduced, or terminated by the Department of Defense, the Veteran's Administration, or any of
their respective components?

C Yes @ No 21. Have you ever been diagnosed as having, or have you been treated for, pedophilia,
exhibitionism, or voyeurism?

MEDICAL 20AR:

AN 18 90
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C Yes @ No 22. a) Within the last ten years, have you been diagnosed with or have you been treated for,
bipolar disorder, schizophrenia, paranoia, or any other psychotic disorder?

(" Yes ® No 22. b) Have you, since attaining the age of eighteen or within the last ten years, whichever period
is shorter, been admitted to a hospital or other facility for the treatment of bipolar disorder,
schizophrenia, paranoia, or any other psychotic disorder?

If you answered YES" to any part of this question, please provide details on a separate sheet, including date of diagnosis
or treatment, and a description of your present condition. Include the name, current mailing address, and telephone
number of each person who treated you, as well as each facility where you received treatment, and the reason for
freatment. Have each treating physician submit a lefter detailing the dates of treatment, diagnosis and prognosis.

For purposes of questions 23 and 24 the following phrases or words have the following meaning:

"Ability to practice medicine” is to be construed to include all of the following:

1. The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned medical judgments and
to learn and keep abreast of medical developments; and

2, The ability to communicate those judgments and medical information to patients and other health care
providers, with or without the use of aids or devices, such as voice amplifiers; and

3. The physicai capability to perform medical tasks such as physical examination and surgical procedures, with

or without the use of aids or devices, such as corrective lenses or hearing aids.

"Medical condition" includes physiological, mental, or psychological conditions or disorders, such as but not limited 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 learning disabilities, HIV
disease, tuberculosis, drug addiction, and alcoholism.

C Yes @ No 23. Do you have, or have you been diagnosed as having, a medical condition which in any way
impairs or limits your ability to practice medicine with reasonable skill and safety? You may
answer "NO" to this question if you hold a current training certificate to pursue training in Ohio
and the only such medical condition is chemical dependency or substance abuse, and you have
successfully completed or are currently receiving treatment at a program approved by this board
and have adhered to alil statutory requirements as contained in Sections 4731.224 and 4731.25,
O.R.C., and related provisions. Any questions concerning approval can be directed to the board
offices.

C Yes @ No a) Are the limitations or impairment caused by your medical condition reduced or ameliorated
because you receive ongoing treatment or received treatment in the past (with or without
medication) or participate in a monitoring program?

If you receive such ongoing treatment or participate in such monitoring program the board will make an individualized
assessment of the nalure, severily, and duration of the risk associated with an ongoing medical condition so as lo
determine whether an unrestricted license should be issued, whether conditions should be imposed, or whether you are
not eligible for licensure. Have each treating physician submit a letter detailing the dates of treatment, diagnosis and
prognosis.

C Yes & No b) Are the limitation or impairments caused by your medical condition reduced or ameliorated
because of the field of practice, the setting, or the manner in which you have chosen to practice?

"Chemical substances” is to be construed to include alcohol, drugs, or medications including those taken pursuant to a
valid prescription for legitimate medical purposes and in accordance with the prescribers direction, as well as those used
illegally.

C Yes @ No 24. Do you use chemical substance(s) which in any way impair or limit your ability to practice
medicine with reasonable skill and safety?

C Yes & No a) Are the limitations or impairment caused by your use of chemical substances reduced or
ameliorated because you receive ongoing tregiment (with or without medication) or participate
in a monitoring program? SRS T e
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If you receive such ongoing treatment or participate in such monitoring program the board will make an individualized
assessment of the nature, seventy, and duration of the risk associated with an ongoing medical condition so as to
determine whether an unrestricted license should be issued, whether conditions should be imposed, or whether you are
not eligible for licensure. Have each treating physician submit a letter detailing the dates of treatment, diagnosis and
prognosis.

C Yes & No b) Are the limitation or impairments caused by your use of chemical substances reduced or
ameliorated because of the field of practice, the setting, or the manner in which you have chosen
to practice?

For purposes of question 25 the following phrases or words have the following meaning:

"Currently” does not mean on the day of, or even in the weeks or months preceding the completion of this application.
Rather it means recently enough so that the use of drugs may have an ongoing impact on one's functioning as a
licensee, or within the past two years.

“lilegal use of controlled substances means the use of controlled substances obtained illegally (e.g. heroin or
cocaine) as well as the use of controlled substances which are not obtained pursuant to a valid prescription or not taken
in accordance with the direction of a licensed healthcare practitioner.

C Yes & No 25. Are you currently engaged in the illegal use of controlied substances?

C Yes C No a) If "YES," are you currently participating in a supervised rehabilitation program or professional
assistance program which monitors you in order to assure that you are not using illegal
controlled substances.
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Medical Professional
Information Profile

This report provides credentialing information for
Name: Jennifer Marie Watson

Social Security Number: [
Date of Birth: April 26, 1983
FID#:. 204019566

Recipient: OH - State Medical Board of Ohio

ABOUT THIS PROFILE

The Federation Credentials Verification Service (FCVS) was retained by the above referenced medical
professional to verify his/her medical credentials for submission to your agency/organization. Unless
noted otherwise, all documents contained in this report were received directly from the issuing
institution per written request made by FCVS.

NOTICE: All documents bearing an original Official FCVS seal are certified to be an exact reproduction
of the original. Where required, original documents are provided according to the agreements with the
Institution issuing such document. FCVS maintains all original documents (excluding third-party
examination transcripts) in the physician’s source file.

This FCVS Medical Professional Information Profile (“Profile”) is compiled and provided by the
Federation of State Medical Boards of the United States, Inc. (Federation) as a reference source for,
and only for, its member boards and other entities authorized by the Federation. The Profile embodies
and contains confidential business information because the information, and the format and
presentation of that information, comprise trade secrets of the Federation and because the Profile’s
disclosure would harm the Federation by providing others with an unfair business advantage in
competing with the Federation’s FCVS services. Further, the form of the Profile and the contents of this
Profile, including the compilation of information in this Profile, are the Federation’s copyrighted works
and proprietary, confidential information and are subject to the protections of United States laws
governing copyright, trademark and trade secrets, as well as various state laws protecting the
Federation’s trade secrets and other intellectual property rights. This Profile and its contents may not
be (1) copied, reformatted, modified, published or displayed publicly or (2) used, disclosed, distributed,
shared or sold, in whole or part, for any purpose, including use to establish any database or files as a
compendium or otherwise, all of which is strictly prohibited without the express written consent of the
Federation’s CEO.

400 FULLER WISER ROAD | SUITE 300 | EULESS, TX 76039 TEL(817)868-5000 FAX(B817)868-5099
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Note: Your board may wish to review the unresolved items below marked by an "X"
Please review the Credentials Analysis Report for further details on the unresolved items

Medical Professional Name: Jennifer Marie Watson
Date of Birth: April 26, 1983

Social Security Number:  [REEEESIE

FID: 204019566

I. FCVS Reports

II. FSMB and Other Reports

. ldentity

A. Certified Birth Certificate OR Copy w/ Cert. of Identification

IV. Medical Education

A. Pre-medical Schools

B. Medical Schools

Saba University School of Medicine
1. Medical Education Form and Translation
2. Medical Education Transcript and Translation
3. Medical Education Diploma and Translation

C. Fifth Pathway Program

D. ECFMG Certification
1. ECFMG Certification Status Report

V. Graduate Medical Education

Case Western Reserve University/University Hospitals Case Medical Center Program
1. GME Form
2. GME Completion Certificate

VI. Licensure Examination History

X A. FSMB Exam Transcript

End of report for: Jennifer Marie Watson

400 FULLER WISER ROAD |] SUITE 300 | EULESS, TX 76039 TEL(817)8B68-5000
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Medical Professional
Information Profile

Table of Contents

I. FCVS Reports

A. Physician Information Report
B. Credentials Analysis Report
C. Chronology of Activities

Il. FSMB and Other Reports

A. Board Action Data Bank Report
B. American Board of Medical Specialty Verification

IIl. Identity

A. Affidavit
B. Certified Birth Certificate or Original Passport or Cert. of Identification with Photocopy
C. Documentation to Support Name Variation

IV. Medical Education

A. Verification of Medical Education

B. Clinical Clerkships (if applicable)

C. Verification of Fifth Pathway (if applicable)
D. ECFMG Certification (if applicable)

V. Graduate Medical Education

A. Verification of Graduate Medical Education

VI. Licensure Examination History (State Licensing Authorities Only)

A. LMCC Transcript

B. State Medical Board Transcript
C. NCCPA Transcript

D. NBME Transcript

E. NBOME Transcript

F. FSMB Transcript
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Medical Professional
Information Profile

Section |

FCVS Reports
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Identity

Medical Professional Name: Jennifer Marie Watson

Documentation: Certified Birth Certificate OR Copy w/ Cert. of
Identification

Gender: Female
Date of Birth: April 26, 1983
Place of Birth: Peterborough,
Social Security Number: _
FID: 204019566
Physical Description: Height: 5ft. 8in.
Weight: 160 Ibs.
Eye Color: Blue
Hair Color: Blond

Contact Information

Mailing Address: 1469 BLACK POND DR
AKRON, OH 44320-1513
UNITED STATES

Permanent Address: 1469 BLACK POND DR
AKRON, OH 44320-1513
UNITED STATES

Telephone Numbers: Primary: (202) 340-3939
Secondary:  N/A
Fax: N/A
Other: N/A
400 FULLER WISER ROAD | SUITE 300 | EULESS, TX 76039 TEL({(817)868-5000 FAX(817)868-5099
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Pre-medical Education

(Provided by Applicant. Not verified with the primary source.)

Institution:
Address:

Dates of Attendance:
Degree Conferred/Issued:

Trent University
Peterborough, K9J7B8
CANADA

09/--/2002 To 05/--/2007
Bachelor of Science

(Provided by Applicant. Not verified with the primary source.)

Institution: Queens's University
Address: Kingston, K7L3N6
CANADA
Dates of Attendance: 09/--/2007 To 05/--/2008
Degree Conferred/Issued: Associate
ECFMG
ECFMG Number: 08740466
Issue Date: 06/04/2012

Medical Education

Medical School:
Address:

Dates of Attendance:
Date Certificate Issued:
Degree Conferred/Issued:

Unusual Circumstances
Leave of Absence/Extension:
Probation:

Disciplined:

Negative Reports:
Limitations:

400 FULLER WISER ROAD | SUITE 300

© 1996 Federation of State Medical Boards

Saba University School of Medicine
PO Box 1000

Church Street

The Bottom,

NETHERLANDS ANTILLES

09/01/2008 to 05/25/2012
05/25/2012
Doctor of Medicine

No
No
No
No
No

| EULESS, TX 76039

Page 2 of 5

TEL(817)868-5000 FAX(817)868-5099



Fifth Pathway

There are none identified or not applicable.
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Graduate Medical Education

Institution:
Address:

Training Level:

Program Type:
Specialty:

Dates of Attendance:
Completed Successfully:
Accreditation:

Training Level:

Program Type:
Specialty:

Dates of Attendance:
Completed Successfully:
Accreditation:

Training Level:

Program Type:
Specialty:

Dates of Attendance:
Completed Successfully:
Accreditation:

Unusual Circumstances

Leave of Absence/Extension:
Probation:
Disciplined:
Negative Reports:
Limitations:
400 FULLER WISER ROAD | SUITE 300

© 1996 Federation of State Medical Boards

University Hospitals Case Medical Center
11100 Euclid Avenue

Bolwell 1200

Cleveland, OH 44106

UNITED STATES

0-1

Residency

Family Medicine
07/01/2012 To 06/30/2013
Yes

ACGME

1-2

Residency

Family Medicine
07/01/2013 To 06/30/2014
Yes

ACGME

2-3

Residency

Family Medicine
07/01/2014 To 06/30/2015
In Progress

ACGME

No
No
No
No
No

| EULESS, TX 76039 TEL(817)868-5000

Page 4 of 5

FAX(817)868-5099



Licensure Examinations

FSMB Transcript USMLE Step 1
FSMB Transcript USMLE Step 2 CK
FSMB Transcript USMLE Step 2 CS
FSMB Transcript USMLE Step 3

Date
Date
Date
Date

: 06/2010 Passed the Exam
. 07/2011 Passed the Exam
: 07/2011 Passed the Exam
: 03/2014 Passed the Exam

ABMS Verification

A report of the result from a search of the data provided by the American Board of Medical Specialties is enclosed.

Board Action

A report of the results from a search of the Board Action Data Bank is enclosed.

End of report for: Jennifer Marie Watson FID: 204019566

400 FULLER WISER ROAD |

© 1996 Federation of State Medical Boards
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Page 5 of 5




The Credentials Analysis Report is a comparative report of a medical professional's credentials as reported to FCVS by the
applicant and the primary source (Medical School, Post Graduate Training program, etc.). It will also list particular missing
documentation, if any, as outlined in the FCVS Policies and Procedures.

Medical Professional Identification

Medical Professional Name: Jennifer Marie Watson

Date of Birth:  April 26, 1983

Social Security Number:  [EEEECSN

FID: 204019566

Omissions

Omission 1:

Section of Profile: Examination
Omission;: The LMCC examination transcript has been omitted from this Profile.

Action Taken: The applicant has insisted that FCVS forward the Medical Professional Information Profile
at this time. A letter from the applicant is included in the Examination Section of the Profile.

400 FULLER WISER ROAD | SUITE 300 | EULESS, TX 76039 TEL(817)868-5000 FAX(B817)868-5099
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Discrepancies

There are no discrepancies identified.

Miscellaneous Information

There is no miscellaneous information identified.

End of report for: Jennifer Marie Watson

400 FULLER WISER ROAD | SUITE 300 | EULESS, TX 76039 TEL(B817)868-5000 FAX(B817)868-5099
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The Chronology of Activities is a comprehensive report of a medical professional’s activities as reported to FCVS by the medical-
professional applicant.

Medical Professional Name: Jennifer Marie Watson
Date of Birth: April 26, 1983
Social Security Number: Redacted |
FID#: 204019566
Start End Activity Location Overlap Explanation Program Length Explanation

Date Date

08/2008 [05/2012 |Medical Education |Saba University School of

Record Medicine,PO Box 1000
The Bottom,
NETHERLANDS
ANTILLES
07/2012 |07/2015 |GME Record University Hospitals Case

Medical Center ,11100
Euclid Avenue Cleveland,
OH 44106 UNITED
STATES

End of report for: Jennifer Marie Watson

400 FULLER WISER ROAD | SUITE 300 | EULESS, TX 76039 TEL(817)868-5000 FAX(B817)868-5099
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Medical Professional
Information Profile

Section I

FSMB and Other Reports
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P D C PHYSICIAN
DATA CENTER

PRACTITIONER PROFILE

Prepared for: FCVS As of Date:11/4/2014

PRACTITIONER INFORMATION

Name: Jennifer Marie Watson
DOB: 4/26/1983
Medical School: Saba University School of Medicine
The Bottom, Saba, NETHERLANDS ANTILLES
Year of Grad: 2012
Degree Type: MD
BOARD ACTIONS

To date, there have been no actions reported to the FSMB

LICENSE HISTORY

Jurisdiction License Number Issue Date Expiration Date Last Reported

PLEASE NOTE: For more information regarding the above data, please contact the reporting board or reporting agency. The information
contained in this report was supplied by the respective state medical boards and other reporting agencies. The Federation makes no
representations or warranties, either express or implied, as to the accuracy, completeness or timeliness of such information and assumes no
responsibility for any errors or omissions contained therein. Additionally, the information provided in this profile may not be distributed,
modified or reproduced in whole or in part without the prior written consent of the Federation of State Medical Boards.

400 FULLER WISER ROAD EULESS, TX 76039 | TEL(817)868 4000 | FAX (817)868 4099
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Medical Professional
Information Profile

Section lli

|dentity
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Medical Professional
Information Profile

Section IV

Medical Education
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FEDERATION CREDENTIALS Verlflcatlon of .
F CV S VERIFICATION SERYICE f__ Medical Education

Page 1 of 2

Instructions to the Dean

Please °°”?p'e‘e bOt.h The individual identified on the attached Authorization for Release of Information, Documents and Records
gatges 05 th|s|f0m;i13|gn' form has authorized your medical school to provide te the Federation Credentials Verification Service (FCVS)

ate and seal on the front any and all infermation pertaining to their education at your institution.
page then return to:
Czﬁi?i?at:?onncsf:iﬁggals Piease note: if your institution processes transcript requests through another office, FCVS has likely made such a
Suite 300 request under separate cover.
éo? Fuller Wiser Road If your office also processes transcript requests, please attach the individual's official franscript
o:leersnsa;il?cf-moag ” (which indicates courses taken, dates and hours of attendance, and scores, grades, or evaluation).

fevsforms@fismb.org

Institution Name: Saba University Schoal of Medicine
Address Line 1: The Church Sireet, PO Box 1000

Address Line 2; 2
City: The Bottemn, Saba State/Province: Dutch Caribbean ZIP Code {postal code): &5

Country:

If name of institution was different when this individual attended, please note this name below:

Premedical Education:

Years of education required for admission to your medical scheol: 15

Credeniial/degree presented by the applicant for admissicn to your medical school:Bachelor of Science

Enrcilment and Participation: Qur records indicate that Watson, Jennifer Marie (ypefarint individual's name: Last, Firsl, Middle, Suffix) attended our

medical schoal for a total of 147 weeks of medical education on the following dates: From 09/01/2008  To0D5/25/2012
Month  Date Year Month  Dale Year

This individual:

Was awarded the degree of Doctor of Medicine on 05/25/2012

Month Date  Year
Was NOT awarded a degree because: {please explain — attach additicnal pages if necessary)

Watermark
0, For FCVS internal use aniy.
‘f%, Print Namt\: aula Boisseau

al Her %‘ Signature: ‘ (i le @\ﬁW%&\Q_(_bJ

S

'ir vhilabjb& Title: Registrar Date:11/04/ 2014
Nt Tel:978-862-0600 Fax:278-8632-9699 E.mail: registrar@saba.edu
|
ELECTRONMNIC ¢ wiser noap | sutTeE 300 | EULESS, TX 76039 | TEL(817)868-5000 1 FAX{(817)B608-5099
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F CVS FEDERATION CREOENTIALS VERIFICATION sERvicE  : Verification of Medical Education
Page 2 of 2
Unusual Circumstances

1. Do this individual's official records reflect (an) interruption(s) or extension(s) in his/her medical education? YES [ NOX

If YES, please sefect the reason{s) for, indicate the dates of the interruption(s) or extension(s) and check whether the Interruptionfextension
was approved or unapproved,

Perscnal/Family Frommonr [ To (Morm [/ OApproved [JUnapproved
Academic remediation Fromorry f  To Morvn [ [JApproved  [JUnapproved
Health Fromory [ To (Morm___ [/ [CApproved  [Unapproved
Financiat Fromorry 1/  To (Mo, [/ OApproved  [JUnapproved
Participation in joint degree

Program (e.g., MD/PhD} Fromenry  / To Morry [ [JApproved  [JUnapproved
Participation in non-research special study

(e.q., fellowship, international experience) Fromoryy  / To Moy [ [JApproved  [JUnapproved
Participation in non-degree research FromMmerry  /  To (Morm [ CJApproved [JUnapproved
Other Fromorm  /  To (Morvy [ JApproved [JUnapproved
QOther Fromorrny  /__ To (Morvr, [ Approved [JUnapproved

Please Specify:

2. Do this individual's official records reflect that he/she was ever placed on academic or disciplinary

probation during histher medical education? YES [] NO X
If YES, please select the reason(s) for the probation, indicate the date{s) of placement on and removal

from probation and attach additional documentation to this report,

Academic Probation From (Mo /¥ !/ To (Morm) /
Probation for unprofessional conduct/behavioral From (Mo fyr) I To (Me ) !
Probation for other reason From (Mo vr) / To (Mo /ivr /

Please specify reason:

3. Do this individuai's officlal records reflect that hefshe was ever disciplined for unprofessional
conduct/behavioral reasons by the medical school or parent university? YES NO X
If YES, please provide detailed documentation/information about the circumstances and outcome(s):

4. Do this individual's official records refiect that he/she was ever the subject of negative reports for
behavioral reasons or an investigation by the medical school or parent university? YES [[] NO X
H YES, please provide detailed documentationfinformation about the circumstances and outcome(s):

5. Do this individual's official records reflect that there were any limitations or special requirements

imposed on the individual because of questions of academic incompetence, disciplinary problems,

or any other reason? YES [[] NO X
If YES, please provide detailed documentation/information about the nature of the limitations or special requirements.

400 FULLER WISER ROAD | SUITE 300 ! EULESS, TX 76039 | TEL(BI7)868-5000 | FAX(8E7)B868.5099

© 1996 Federation of State Medical Boards




Page 1 of 1

Medical School

Medical Professional Name: Jennifer Marie Watson
Saba University School of Medicine

Unusual Circumstances

Did you have any interruption(s) or extension(s) in your medical education? Yes No
Were you ever placed on probation? Yes No
Were you ever disciplined or placed under investigation? Yes No
Were any negative reports for behavioral reasons ever filed by instructors? Yes No

Were any limitations or special requirements imposed on you because of
academic performance, incompetence, disciplinary problems or for
any other reason?

Yes No

End of report for: Jennifer Marie Watson

PROVIDED BY
APPLICANT

400 FULLER WISER ROAD | SUITE 300 | EULESS, TX 76039 TEL(817)868-5000 FAX(B817)868-5099
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© | EDUCATIONAL COMMISSION FOR 3624 Market St
@ Ec F M G FOREIGN MEDICAL GRADUATES Philadelphia, PA 19104-2685 USA
215-386-5900 | 215-386-3185 FAX

www.ecfmg.org

State Board Code:

OHIO STATE MEDICAL BOARD 036
EXECUTIVE DIRECTOR Please include this
c/o Federation Credentials Verification Service number on all requests
30 E. BROAD STREET

3RD FLOOR

COLUMBUS, OH, 43215-6127

ECFMG® CERTIFICATION STATUS REPORT

USMLE™/ECFMG Identification Number: 0-874-046-6
Applicant's Name: Jennifer Marie Watson
Applicant's Date of Birth: 04/26/1983
ECFMG Certified:Yes
Certificate Issue Date: 06/04/2012
English Test Valid Through: Valid Indefinitely
Clinical Skills Assessment Valid Through: Valid Indefinitely

Passing Performance on Medical Science Examinations: Two Digit Three Digit
Examination Date Score Score
USMLE Step 1 10 Jun 2010 * *
USMLE Step 2 CK 18 Jul 2011 * *
Most Recent Passing Performance on Clinical Skills Examination:

Examination Date

USMLE Step 2 CS 26 Jul 2011

Name of Medical School and Country:Saba University School of Medicine, The Bottom, SABA

Degree Year: 2012
1 Medical Education Credentials Status: Complete
This information is reported directly from ECFMG computer records and is current as of 08/29/14.

How to Verify the Authenticity of this Report:

This report was issued to the named recipient on the date shown below. To verify the authenticity of this report, visit
https://cvsonline2.ecfmg.org/verify/verify.aspx and enter the unique verification code at the bottom of the report. The information contained in this report is

current as of the issue date. Any changes to the physician’s status after the issue date will not be reflected, and you are encouraged to request an
updated report.

The purpose of this Status Report is to indicate whether this individual is certified by ECFMG. It reflects only examinations that were used to fulfill
requirements for ECFMG Certification. The most recent passing performance on the clinical skills examination is reflected, regardless of whether this
individual was required to take a clinical skills examination for ECFMG Certification. This Status Report is not a complete score history of all examinations
for this individual. This Status Report does not include examinations that were taken but not passed. Furthermore, if this individual passed examinations
that were not used to fulfill the requirements for ECFMG Certification, these examinations are not included.

* To obtain a complete history of and scores for USMLE Step examination(s) that may have been taken by this individual, contact the appropriate
registration entity to request a USMLE transcript.

1T Since July 1986, ECFMG has verified medical school credentials directly with the medical schools, or through a reasonable alternative that has been
approved by the ECFMG Medical Education Credentials Committee.

Important Note:

Requesting organizations must normally secure and retain the physician's signed authorization to obtain certification information.
Organizations may not resell the information or make it available to any party beyond the initial request as authorized by the physician.
The information may only be used to confirm ECFMG certification for the purpose for which the physician provided authorization.
Report Verification Code: FYDEV8SFQZ
036
ECFMG® is an organization committed to promoting excellence in international medical education Form 282 B - 6/04



Medical Professional
Information Profile

Section V

Graduate Medical Education
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Page 1

Institution: ~ Case Western Reserve University/University Hospitals Case  Affiliated University: = Case Western Reserve University School of Medicne
Medical Center Program

Address Line1: 11100 Euclid Avenue
Address Line 2:  Bolwell 1200

Country: US City: Cleveland State/Prov.: OH Zip Code: 44106

If name of institution was different when this individual attended, please note this name:

Verification For: Watson, Jennifer Marie Date of Birth:  April 26, 1983

Individual's Name on Record (If different from above): ,

Erog ram ti . Program Type Training Level: 0-1 Specialty/Subspecialty: Family Medicine
articipation. R From:  07/01/2012 To: 06/30/2013

Important: Successfully Completed? Yes

Report Incomplete Training Accredited by: ACGME

Levels (year) separate from

those that were successfully

completed.

If the training level (years) is |Program Type Training Level: 1-2 Specialty/Subspecialty: Family Medicine

currently in progress, report | g From:  07/01/2013 To: 06/30/2014

the expected completion

date in the "To" field. Successfully Completed? Yes

Accredited by: ACGME

Report Internships,
Residencies and Fellowships

separately.
Program Type Training Level: 2-3 Specialty/Subspecialty: Family Medicine
Use one section per . .
Department/Specialty. If the R From:  07/01/2014 To: 06/30/2015
Department or Specialty is Successfully Completed? In Progress
rotating or tr_ansitional, Accredited by: ACGME
please provide a schedule of
rotations.
Unusual 1. Did this individual ever take a leave of absence or extension from his/her training? No
Circumstances If "Yes" provide start and end dates: From: To:
2. Was this individual ever placed on probation?.............cooiuiieiiiiiiiiiee e et e e eara e No
Check the correct response. 3. Was this individual ever disciplined or placed under investigation?............cc.coiiiiiiiii e No
4. Were any negative reports for behavioral reason ever filed by instructors?.. No
Omitted responses require 5. Were any limitations or special requirements placed upon this individual because of questions of academic No
written explanation. incompetence, disciplinary problems or any other reason?
Please explain any "Yes" response from above:
If necessary, you may
continue your explanation
on a separate sheet of
paper.
H Completion attests the information above is an accurate account of this individual's records and is true and
AtteStatl on Watermark correct. Signature line must contain original signature or electronic typed signature of program director
Affix Institutional For FCVS internal use only. Print Name: WandaCruz-Knight MD MD/DO: Yes
Seal Here.

Signature:  Wanda Cruz-Knight MD

If no seal is available, this

Title: Program Director Date: 08/27/2014

Tel:  (216) 844-5483 Fax: (216) 844-1030 Email:  wanda.cruz-
knight@uhhospitals.org

113065 204019566

| SUITE 300 | EULESS, TX 76039 TEL(817)868-5000 FAX(817)868-5099
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Graduate Medical Education

Medical Professional Name: Jennifer Marie Watson
University Hospitals Case Medical Center
Family Medicine

Unusual Circumstances

Did you have any interruption(s) or extension(s) in your medical education? Yes No
Were you ever placed on probation? Yes No
Were you ever disciplined or placed under investigation? Yes No
Were any negative reports for behavioral reasons ever filed by instructors? Yes No

Were any limitations or special requirements imposed on you because of
academic performance, incompetence, disciplinary problems or for
any other reason?

Yes No
End of report for: Jennifer Marie Watson
PROVIDED BY
APPLICANT
400 FULLER WISER ROAD | SUITE 300 | EULESS, TX 76039 TEL(817)868-5000 FAX(817)868-5099
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Medical Professional
Information Profile

Section VI

Licensure Examination History

(State Licensing Authorities Only)
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The Federation of State Medical Boards of the U.S., Inc.
Federation Credentials Verification Service
Federation Place
PO Box 619850
Dallas, TX 75261-9850
Tel: (817) 868-5000
Fax: (817) 868-5099

July 11,2014

Attn: State Medical Board of Ohio
CME and Renewal Section

30 East Broad Street, 3™ Floor
Columbus, OH 43212

RE:Jennifer Watson

FCVS Packet ID: 315938

To Whom It May Concern::

The Medical Board you have designated has notified the Federation Credentials Verification Service (FCVS) the

documentation that must be included in all Physician Information Profiles (Profile) sent to the Board. The attached
Profile does not meet those requirements in the areas listed below:

e LMCC Licensure Examination
I have requested that FCVS forward my Physician Information Profile to your Board without the above verification.

Sincerely,

Jennifer M Watson November 4th, 2014
Signature Date

By providing my typed name in the space above, I certify that I am the person identified in this document and my typed
name serves the same purpose as physically signing this document.



‘MLE
U |1|T-.'J States
Medical

Licensing

Examination

United States Medical Licensing Examination® (USMLE®)

Certified Transcript of Scores

This document was prepared by the

Federation of State Medical Boards of the United States, Inc.

Federation Place, 400 Fuller Wiser Road, Suite 300, Euless, TX 76039-3856 -- Telephone (817) 868-4000

Recipient:
Federation Credentials Verification Service
ATTN: FCVS

Packet ID: 315938

Examinee: Watson, Jennifer Marie

Alt Name(s):

Date :

Examinee ID#:
Date of Birth:

08/27/2014

0-874-046-6
04/26/1983

Results for Steps taken by this examinee (and for which results have been reported to date) are shown below. For Steps that span more

than one day, the test date reflects the day on which the examination began.

Where numeric scores are reported, the recommended

minimum passing score (“MP”) is shown in parentheses. Pass/fail outcomes are based upon the minimum passing level in place at the
time of test administration and are not altered by subsequent revisions to the minimum passing level. Effective April 1, 2013, test results
are reported on a three-digit scale only; two-digit scores reported for prior administrations will no longer be reported. Test results
reported as passing represent an exam score of 75 or higher on a two-digit scoring scale.

[USMLE sTEP 1

|

Test Date Pass/Fail Total MP Comments
06/10/2010 Pass 238 (188)
[USMLE STEP 2 |
Clinical Knowledge (CK)
Test Date Pass/Fail Total MP Comments
07/18/2011 Pass 221 (189)
Clinical SKkills (CS)*
Test Date Pass/Fail Total MP Comments
07/26/2011 Pass
|[uSMLE STEP 3 |
Test Date Pass/Fail Total MP Comments
OHIO 03/04/2014 Pass 229 (190)

NOTE: A search of the Board Action Data Bank of the Federation of State Medical Boards (FSMB) reveals no reported information on this examinee.

This document was printed from a secure website and accurately reflects score information maintained by the FSMB.

CDs

v051221

27455118

Page 1 of 2



Examinee: Watson, Jennifer Marie
INTERPRETATION OF RESULTS
USMLE transcripts include a complete examination history. On

those Step examinations for which numeric scores are reported, a
three-digit scale is used. Most scores fall between 140 and 260 on
this scale. The recommended minimum passing score is shown on
the front of the transcript next to the examinee’s score for each
administration along with a pass/fail outcome. Test results reported
as passing represent an exam score of 75or higher on a two-digit
scoring scale. The level of proficiency required to meet the
recommended minimum passing level for each USMLE Step is
reviewed periodically and is subject to change. Such changes do not
alter pass/fail outcomes from prior test administrations.

For examinations with reported scores, the Standard Error of
Measurement (SEM) provides an index of the variation that would
be expected to occur if an examinee were tested repeatedly using
different sets of items covering similar content. The SEM is usually
in the range of 4 to 8 points.

STEP 2 CLINICAL SKILLS (CS)
Step 2 CS results are reported as pass or fail, with no numeric score.
Had the two-digit reporting scale been used, examinees would have
had to achieve a score of 75 or higher in order to pass.

ANNOTATIONS APPEARING UNDER “COMMENTS”
Circumstances in connection with an administration shown on this
transcript may result in one or more annotations listed next to the
score. A description of each Comment is provided below:

Indeterminate - Results are at or above the passing level but cannot
be certified as representing a valid measure of the examinee's
knowledge or competence as sampled by the examination. No score
is reported. Information regarding the nature of the indeterminate
score is available. If such information is not enclosed with this
transcript, it may be obtained by contacting the organization from
which you received the transcript or the USMLE Secretariat, 3750

Market Street, Philadelphia, PA 19104, telephone (215) 590-9700.

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

This document was prepared by the
Federation of State Medical Boards of the United States, Inc.
Federation Place, 400 Fuller Wiser Road, Suite 300, Euless, TX 76039-3856 -- Telephone (817) 868-4000

0-874-046-6
04/26/1983

Examinee ID#:

Date of Birth:

Irregular Behavior - The Committee for Individualized Review
determined that the examinee engaged in irregular behavior.
Examples of irregular behavior are described in the current edition
of the USMLE Bulletin of Information. Information regarding the
nature of the irregular behavior and the determination of the
Committee is available. If such information is not enclosed with
this transcript, it may be obtained by contacting the organization
from which you received the transcript or the USMLE Secretariat,

3750 Market ~ Street, Philadelphia, PA 19104, telephone (215)
590-9700.
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.

Test Accommodations - Following review and approval of a
request from the examinee, test accommodations were provided in
the administration of the examination.

ANNOTATIONS APPEARING AS “NOTE”
Circumstances not in connection with an administration shown on
this transcript may result in one or more annotations and an
explanation or instructions to contact the appropriate individual or
organization. The Note will appear at the end of the document.

BOARD ACTION DATA BANK INFORMATION
APPEARING AS “NOTE”
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
Data 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 Bank are not disciplinary
or otherwise prejudicial in nature.  Such actions are reported to

ensure that records are complete and to assist in preventing
misrepresentation or the use of lost or stolen credentials by
unauthorized persons. Once reported to the FSMB, an action

becomes part of the permanent record of the individual physician,
and the existence of such an action may be indicated on the USMLE
transcript by a Note. 4/2013

This document was printed from a secure website and accurately reflects score information maintained by the FSMB.

CcDs v051221

27455118
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State Medical Board of Ohio

30 E. Broad St., 3rd Floor e Columbus, OH 43215-6127 e (614) 466-3934 e Website: http://med.ohio.gov/

2/12/2015

Dr. Jennifer Marie Watson
1469 Black Pond Drive
Akron OH 44320

This is to notify you that you are now licensed to practice medicine or osteopathic medicine and
surgery in the State of Ohio. The Board approved your request and your license number 125670 was
issued on 02/12/2015 and will expire on 10/01/2015.

Enclosed is your wallet card and wall certificate. The wall certificate, by law, must be displayed in
your office or the place where a major portion of your practice is conducted.

Please be advised that verification of your Ohio license must be obtained directly from the Board’s
website at http://med.ohio.gov in the “Licensee Profile and Status section. The website is updated
immediately to reflect newly issued licenses.

The Ohio Medical Board operates a “staggered renewal” system based upon the first letter of your
last name at the time of licensure. Enclosed is a chart and information outlining the staggered
medical license renewal system and continuing medical education (CME) hours required. Renewal
applications are mailed approximately six months prior to the date of expiration. CME information
may also be obtained from the Board’s website.

SECTION 4731.281, OHIO REVISED CODE REQUIRES WRITTEN NOTICE TO
THE BOARD OF ANY CHANGE OF PRINCIPAL PRACTICE ADDRESS OR
RESIDENCE ADDRESS WITHIN THIRTY DAYS OF THE CHANGE. A CHANGE
OF ADDRESS FORM IS AVAILABLE ON THE BOARD’S WEBSITE.

This notice authorizes you to make application for a U.S. Drug Enforcement Administration certificate
of registration (controlled substance permit). To make such application, contact:

Drug Enforcement Administration (DEA)
431 Howard St.

Detroit, Michigan 48226

(800) 230-6844
www.deadiversion.usdoj.gov/

Any questions regarding the DEA registration must be directed to the DEA office.

Sincerely,

Mitchell Alderson
Chief, Licensure

Physician licensure letter.rtf 1/12/09


http://med.ohio.gov/
http://med.ohio.gov/
http://www.deadiversion.usdoj.gov/

12/7/2018

Date Posted: 8/24/2015 6:03:45 PM

Renewal ID 2995490

Please review all information you have provided. Click on the "Review" button to
change any information given or click on the "I Agree" button to verify that all
information posted below is correct and to proceed to payment options.

Please note that knowingly providing false information may result in denial of

registration.

Address Information
BUSINESS ADDRESS

CREDENTIAL MAIL ADDRESS

CREDENTIAL MAIL ADDRESS

MAIN

License Information
License Number
License Name

Fees

Akron General Medical Center

Green Primary Care
1940 Town Park Blvd
Uniontown, OH 44685

Summit County
United States of America
330-896-5010

Akron General Medical Center
Green Primary Care

1940 Town Park Blvd
Uniontown, OH 44685

Summit County

United States of America
330-896-5010
jennifer.watson@akrongeneral.org

Akron General Medical Center
Green Primary Care

1940 Town Park Blvd
Uniontown, OH 44685

Summit County

United States of America
330-896-5010
jennifer.watson@akrongeneral.org

1469 Black Pond Drive
Akron, OH 44320

Summit County

United States of America
(202) 340-3939
jenni889@hotmail.com

35.125670
Jennifer Watson

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=2995490
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12/7/2018 Renewal ID 2995490
Relicensure Fee $305.00

Total Fees $305.00

Medical Board Correspondence Email

1. Did you provide a Credential email address? Please note this information is
a public record.

....... YES
Specialty Codes
1. Please select one specialty from the field below
....... FAMILY MEDICINE
2. Please select one specialty from the field below, if applicable.
....... {not Answered}
3. Please select one specialty from the field below, if applicable.
....... {not Answered}
CME-Physicians
1. Have you met the above CME requirements for your license?
....... YES

Discipline

1. At any time since signing your last application for renewal of your
certificate have you been found guilty of, or pled guilty or no contest to, or
received treatment or intervention in lieu of conviction of, a misdemeanor or
felony?

2. At any time since signing your last application for renewal of your
certificate have you surrendered, consented to limitation of, or to suspension,
reprimand or probation concerning, a license to practice any healthcare
profession or state or federal privileges to prescribe controlled substances in any
jurisdiction other than Ohio?

3. At any time since signing your last application for renewal of your
certificate have any malpractice awards been paid by you or on your behalf for
acts occurring in any state other than Ohio?

4. At any time since signing your last application for renewal of your
certificate has any board, bureau, department, agency, or any other body,
including those in Ohio other than this board, filed any charges, allegations or
complaints against you?

5. At any time since signing your last application for renewal of your
certificate have you had any clinical privileges or other similar institutional
authority suspended, restricted, revoked or placed on probation for reasons other

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=2995490 2/6



12/7/2018 Renewal ID 2995490

than failure to maintain records on a timely basis or to attend staff
meetings?

6. At any time since signing your last application for renewal of your
certificate have you been addicted to or dependent upon alcohol or any chemical
substance; relapsed, been treated for, or been diagnosed as suffering from, drug
or alcohol dependency or abuse?

Social Security Number
1.

Nurse Collaboration Info

1. Are you currently in a collaboration agreement with any Clinical Nurse
Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners?

2. List the name/names and type of licensure for each nurse with whom you are
collaborating. For example: Jane Doe, CNP; Mary Smith, CNS.

....... {not Answered}
Ohio Employment
1. Do you practice in Ohio?
....... YES
Ohio Workforce Questions
1. "Clinical" - direct patient care
....... 40-44

2. "Research" - study of a treatment, procedure or medication done in a medical
setting or for a medical purpose

....... 0
3. "Administration" - activities related generally to patient care other than direct
contact with a patient (e.g. recordkeeping, clerical tasks, chart review, prior
authorizations with insurers, claims, billing issues,etc.)
....... 5-9
4. "Education" - preceptor, mentor, etc.
....... 0
5. "Volunteering" - providing medical and medical-related services at no cost
....... 1-4
6. "Other" - medical professional activities not included in above categories
....... 1-4

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=2995490 3/6
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Clinical - Practice setting

1. Enter the number of hours per week spent in "Office/Clinic/Ambulatory care"
(out-patient care).

....... 40-44
2. Enter the number of hours per week spent in "Hospital (in-patient care)".
....... 0
3. Enter the number of hours per week spent in "Emergency Room".
....... 0
4. Enter the number of hours per week spent in "Urgent Care".
....... 0
5. Enter the number of hours per week spent in "Other".
....... 0
Workforce Counties
1. Enter the first zip code:
....... 44685
2. Enter the first county:
....... Summit
3. Enter the second zip code:
....... 44307
4. Enter the second county:
....... Summit
5. Enter the third zip code:
....... {not Answered}
6. Enter the third county:
....... {not Answered}
7. Do you have more than one practice location?
....... YES

Workforce Practice Address

1. Please list all practice locations. Include street address, city, state and zip.
Example "123 E Main St, Suite 2, Anywhere, OH 55555;" Separate multiply
addresses with a semicolon.

....... 1940 Town Park Blvd, Uniontown, OH 44685; 1 Akron General Ave,
Akron, OH 44307

Practice Arrangement (size)
1. Solo practitioner

2. Single-specialty Group

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=2995490 4/6



12/7/2018 Renewal ID 2995490

3. Multi-specialty Group

4. Employee of a clinical facility or hospital? (Clinical facility is an urgent care,
industrial clinic or similar entity)

Workforce Language Question

1. Do practitioners or staff in your practice communicate in sign language or in a
language other than spoken English?

....... NO
ABMS Certified
1. Are you certified by an ABMS Board?
....... YES
ABMS Specialty
1. Choose specialty from the dropdown list.
....... Family Medicine
2. Choose specialty from the dropdown list.
....... {not Answered}
3. Choose specialty from the dropdown list.
....... {not Answered}
NPI number
1. Please enter your current NPI number
....... 1154676948
DEA number
1. Please enter your DEA number. Only enter one, or the primary DEA number.
....... FW5061673
OARRS Registration
1. Since signing your last renewal have you prescribed or personally furnished
opioid analgesics or benzondiazepines while practicing in Ohio?
....... NO
2. Are you registered with the Ohio Automated Rx Reporting System (OARRS)?
....... YES

I understand that submitting a false, fraudulent, or forged statement or
document or omitting a material fact in obtaining licensure may be grounds for
disciplinary action against my license.

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=2995490 5/6



12/7/2018 Renewal ID 2995490

Under penalty of law, I hereby swear or affirm that the information I have
provided in the application is complete and correct, and that I have complied
with all criteria for applying on line.

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=2995490 6/6
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Date Posted: 4/18/2017 8:07:52 PM

Please review all information you have provided. Click on the "Review" button to
change any information given or click on the "I Agree" button to verify that all
information posted below is correct and to proceed to payment options.

Please note that knowingly providing false information may result in denial of
registration.

Address Information

BUSINESS ADDRESS Cleveland Clinic - Akron General
Green Primary Care

1946 Town Park Blvd Suite 200

Uniontown, OH 44685

Summit County
United States
330-896-5010

CREDENTIAL MAIL ADDRESS Cleveland Clinic - Akron General
Green Primary Care

1946 Town Park Blvd Suite 200

Uniontown, OH 44685

Summit County

United States

330-896-5010
jennifer.watson@akrongeneral.org

MAIN 1469 Black Pond Drive
Akron, OH 44320

Summit County

United States

(202) 340-3939
jmwatson426@gmail.com

License Information

License Number 35.125670
License Name Jennifer Watson
Fees

Relicensure Fee $305.00

Total Fees $305.00

Medical Board Correspondence Email

1. Did you provide a Credential email address? Please note this information is
a public record.

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=3413916 1/5
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Specialty Codes
1. Please select one specialty from the field below
....... FAMILY MEDICINE
2. Please select one specialty from the field below, if applicable.
....... {not Answered}
3. Please select one specialty from the field below, if applicable.
....... {not Answered}
CME-Physicians
1. Have you met the above CME requirements for your license?
....... YES

Discipline

1. At any time since signing your last application for renewal of your
certificate have you been found guilty of, or pled guilty or no contest to, or
received treatment or intervention in lieu of conviction of, a misdemeanor or
felony?

2. At any time since signing your last application for renewal of your
certificate have you surrendered, consented to limitation of, or to suspension,
reprimand or probation concerning, a license to practice any healthcare
profession or state or federal privileges to prescribe controlled substances in any
jurisdiction other than Ohio?

3. At any time since signing your last application for renewal of your
certificate have any malpractice awards been paid by you or on your behalf for
acts occurring in any state other than Ohio?

4. At any time since signing your last application for renewal of your
certificate has any board, bureau, department, agency, or any other body,
including those in Ohio other than this board, filed any charges, allegations or
complaints against you?

5. At any time since signing your last application for renewal of your
certificate have you had any clinical privileges or other similar institutional
authority suspended, restricted, revoked or placed on probation for reasons other
than failure to maintain records on a timely basis or to attend staff
meetings?

6. At any time since signing your last application for renewal of your
certificate have you been addicted to or dependent upon alcohol or any chemical
substance; relapsed, been treated for, or been diagnosed as suffering from, drug
or alcohol dependency or abuse?

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=3413916
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Social Security Number
1.

Nurse Collaboration Info

1. Are you currently in a collaboration agreement with any Clinical Nurse
Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners?

2. List the name/names and type of licensure for each nurse with whom you are
collaborating. For example: Jane Doe, CNP; Mary Smith, CNS.

....... Heather Brianna Spuhler, CNP; Leigh Ann Gratz, CNP

Ohio Employment
1. Do you practice in Ohio?
....... YES
Ohio Workforce Questions
1. "Clinical" - direct patient care
....... 45-49

2. "Research" - study of a treatment, procedure or medication done in a medical
setting or for a medical purpose

....... 0
3. "Administration" - activities related generally to patient care other than direct
contact with a patient (e.g. recordkeeping, clerical tasks, chart review, prior
authorizations with insurers, claims, billing issues, etc.)
....... 0
4. "Education" - preceptor, mentor, etc.
....... 0
5. "Volunteering" - providing medical and medical-related services at no cost
....... 0
6. "Other" - medical professional activities not included in above categories
....... 0
Clinical - Practice setting
1. Enter the number of hours per week spent in "Office/Clinic/ Ambulatory care"
(out-patient care).
....... 45-49
2. Enter the number of hours per week spent in "Hospital (in-patient care)".
....... 0

3. Enter the number of hours per week spent in "Emergency Room".
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....... 0
4. Enter the number of hours per week spent in "Urgent Care".
....... 0
5. Enter the number of hours per week spent in "Other".
....... 0
Workforce Counties
1. Enter the first zip code:
....... 44685
2. Enter the first county:
....... Stark
3. Enter the second zip code:
....... 44223
4. Enter the second county:
....... Summit
5. Enter the third zip code:
....... 44307
6. Enter the third county:
....... Summit
7. Do you have more than one practice location?
....... YES

Workforce Practice Address

1. Please list all practice locations. Include street address, city, state and zip.
Example "123 E Main St, Suite 2, Anywhere, OH 55555;" Separate multiply
addresses with a semicolon.

....... 1946 Town Park Blvd Suite 200, Uniontown, Ohio, 44685; 1 Akron
General Avenue, Akron, Ohio, 44307; 2127 State Street, Cuyahoga Falls, Ohio,

44223
Practice Arrangement (size)
1. Solo practitioner
....... NO
2. Single-specialty Group
....... 5-10
3. Multi-specialty Group
....... N/A

4. Employee of a clinical facility or hospital? (Clinical facility is an urgent care,
industrial clinic or similar entity)

Workforce Language Question
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1. Do practitioners or staff in your practice communicate in sign language or in a
language other than spoken English?

....... NO
ABMS Certified
1. Are you certified by an ABMS Board?
....... YES
ABMS Specialty
1. Choose specialty from the dropdown list.
....... Family Medicine
2. Choose specialty from the dropdown list.
....... {not Answered}
3. Choose specialty from the dropdown list.
....... {not Answered}
NPI number
1. Please enter your current NPI number
....... 1154676948
DEA number
1. Please enter your DEA number. Only enter one, or the primary DEA number.
....... FW5061673
OARRS Registration
1. Since signing your last renewal have you prescribed or personally furnished
opioid analgesics or benzondiazepines while practicing in Ohio?
....... YES
2. Are you registered with the Ohio Automated Rx Reporting System (OARRS)?
....... YES

I understand that submitting a false, fraudulent, or forged statement or
document or omitting a material fact in obtaining licensure may be grounds for
disciplinary action against my license.

Under penalty of law, I hereby swear or affirm that the information I have
provided in the application is complete and correct, and that I have complied
with all criteria for applying on line.
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Contact Audit Trail for WATSON JENNIFER

Date
4/19/2017
7:13:43
AM
4/19/2017
7:13:43
AM
4/19/2017
7:13:42
AM
4/19/2017
7:13:42
AM
1/3/2017
1:17:30
PM
1/3/12017
1:17:30
PM
1/3/2017
1:17:30
PM
1/3/2017
1:17:30
PM
8/24/2015
5:09:46
PM
8/24/2015
5:09:46
PM
8/24/2015
5:09:46
PM
8/24/2015
5:09:46
PM
8/24/2015
5:09:46
PM
8/24/2015
5:09:46
PM
8/24/2015
5:09:46
PM
8/24/2015
5:09:46
PM
8/24/2015
5:09:46
PM
8/24/2015
5:09:46
PM
8/24/2015
5:09:46
PM
8/24/2015
5:09:46
PM
8/24/2015
5:09:46
PM
8/24/2015
5:09:46
PM
8/24/2015
5:09:46
PM
8/24/2015
5:09:46
PM
8/24/2015

User
Hawk, L

Hawk, L

Hawk, L

Hawk, L

Rieve, K

Rieve, K

Rieve, K

Rieve, K

Bates, J

Bates, J

Bates, J

Bates, J

Bates, J

Bates, J

Bates, J

Bates, J

Bates, J

Bates, J

Bates, J

Bates, J

Bates, J

Bates, J

Bates, J

Bates, J

Bates, J

Table
CONTACTADDRESS

CONTACTADDRESS

CONTACTADDRESS

CONTACTADDRESS

CONTACTADDRESS

CONTACTADDRESS

CONTACTADDRESS

CONTACTADDRESS

CONTACTADDRESS

CONTACTADDRESS

CONTACTADDRESS

CONTACTADDRESS

CONTACTADDRESS

CONTACTADDRESS

CONTACTADDRESS

CONTACTADDRESS

CONTACTADDRESS

CONTACTADDRESS

CONTACTADDRESS

CONTACTADDRESS

CONTACTADDRESS

CONTACTADDRESS

CONTACTADDRESS

CONTACTADDRESS

CONTACTADDRESS

Field
ADDRESS3

ADDRESS3

ADDRESS1

ADDRESS1

ADDRESS3

ADDRESS1

ADDRESS2

COMPANY

COUNTRYIDNT

COUNTRYIDNT

COUNTRYIDNT

COUNTRYIDNT

COUNTYID

COUNTYID

ADDRESS3

ADDRESS3

ADDRESS3

PHONE

PHONE

PHONE

CITY

CITY

CITY

ZIPCODE

ZIPCODE

https://ohelicense.das.state.oh.us/contAudit.asp?idnt=4244134

Contact Audit Trail

New
1946 Town Park
Blvd Suite 200

1946 Town Park
Blvd Suite 200

Cleveland Clinic -
Akron General

Cleveland Clinic -
Akron General

1940 Town Park
Blvd

Akron General
Medical Center
Green Primary Care
United States of
America

United States of
America

United States of
America

United States of
America
Summit

Summit

1940 Town Park
Blvd

1940 Town Park
Blvd

1940 Town Park

Blvd

330-896-5010

330-896-5010

330-896-5010

Uniontown

Uniontown

Uniontown

44685

44685

Old
1940 Town Park
Blvd

1940 Town Park
Blvd

Akron General
Medical Center

Akron General
Medical Center

1940 Town Park
Blvd

Akron General
Medical Center

Green Primary Care

Cuyahoga

Cuyahoga

11100 Euclid
Avenue

11100 Euclid
Avenue

(202) 340-3939

Akron

Cleveland

Cleveland

44320

44106
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5:09:46
PM
8/24/2015
5:09:46
PM
8/24/2015
5:09:46
PM
8/24/2015
5:09:46
PM
8/24/2015
5:09:46
PM
8/24/2015
5:09:46
PM
8/24/2015
5:09:46
PM
8/24/2015
5:09:46
PM
1/21/2015
9:17:09
AM
1/21/2015
9:17:09
AM
1/14/2015
3:39:41
PM
1/14/2015
3:39:41
PM
1/14/2015
3:39:41
PM
1/14/2015
3:39:41
PM
1/14/2015
3:39:21
PM
1/14/2015
3:39:21
PM
1/14/2015
3:39:21
PM
1/14/2015
3:38:19
PM
1/14/2015
3:38:19
PM
1/14/2015
3:38:19
PM
1/14/2015
3:38:19
PM
1/14/2015
3:38:19
PM
10/26/2012
9:39:10
AM
10/26/2012
9:39:10
AM
10/26/2012
9:39:10
AM
10/26/2012
9:39:10
AM

Bates, J

Bates, J

Bates, J

Bates, J

Bates, J

Bates, J

Bates, J

Mack, C

Mack, C

Adams, B

Adams, B

Adams, B

Adams, B

Adams, B

Adams, B

Adams, B

Adams, B

Adams, B

Adams, B

Adams, B

Adams, B

Bouldware,

G

Bouldware,
G

Bouldware,
G

Bouldware,
G

CONTACTADDRESS ZIPCODE

CONTACTADDRESS ADDRESS1

CONTACTADDRESS ADDRESS1

CONTACTADDRESS ADDRESS1

CONTACTADDRESS ADDRESS2

CONTACTADDRESS ADDRESS2

CONTACTADDRESS ADDRESS2

CONTACT

TITLE

CONTACT

TAXID

CONTACTADDRESS CITY

CONTACTADDRESS ZIPCODE

CONTACTADDRESS COMMENTS

CONTACTADDRESS COUNTYID

CONTACTADDRESS ZIPCODE

CONTACTADDRESS COUNTYID

CONTACTADDRESS CITY

CONTACTADDRESS ADDRESS2

CONTACTADDRESS CITY

CONTACTADDRESS

PHONE

CONTACTADDRESS COUNTYID

CONTACTADDRESS ADDRESS1

CONTACT BIRTHCITY
CONTACT BIRTHSTATE
CONTACT GENDER
CONTACT DATEOFBIRTH

https://ohelicense.das.state.oh.us/contAudit.asp?idnt=4244134

Contact Audit Trail

44685
Akron General
Medical Center

Akron General
Medical Center

Akron General
Medical Center
Green Primary Care
Green Primary Care

Green Primary Care

Dr.

Akron

44320

Summit

44320

Summit

Akron

Cleveland

(202) 340-3939
Cuyahoga

1469 Black Pond
Drive

Peterborough

ON

19830426

44106

1469 Black Pond
Drive

University Hospitals
Case Medical
Center

University Hospitals
Case Medical
Center

Office of GME-
Lakeside 6223-C

Office of GME-
Lakeside 6223-C

Cleveland

44106

Cuyahoga

44106

Cuyahoga

Cleveland

Apt #302

Cleveland Heights

2489 Overlook
Road
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10/26/2012
9:38:53
AM
10/26/2012
9:38:53
AM
10/26/2012
9:38:53
AM
10/26/2012
9:38:53
AM
6/18/2012
12:15:20
PM
6/18/2012
12:15:20
PM
6/18/2012
12:15:20
PM
6/18/2012
12:15:20
PM
6/18/2012
12:15:20
PM
6/18/2012
12:15:20
PM
6/15/2012
10:49:42
AM

Bouldware,
G

Bouldware,
G

Bouldware,
G

Bouldware,
G

Bouldware,
G

Bouldware,
G

Bouldware,
G

Bouldware,
G

Bouldware,
G

Bouldware,
G

Dillard, P

CONTACTADDRESS ADDRESS1

CONTACTADDRESS ADDRESS2

CONTACTADDRESS CITY

CONTACTADDRESS ZIPCODE

CONTACTADDRESS ADDRESS1

CONTACTADDRESS ADDRESS2

CONTACTADDRESS CITY

CONTACTADDRESS ZIPCODE

CONTACTADDRESS ADDRESS3

CONTACTADDRESS COUNTYID

CONTACT OLRPASSWORD
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Contact Audit Trail
2489 Overlook Road

Apt #302

Cleveland Heights

44106

University Hospitals
Case Medical
Center

Office of GME-
Lakeside 6223-C

Cleveland

44106

11100 Euclid
Avenue

Cuyahoga
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