Medical Board of California - Physician/Surgeon License Lookup

License Information:

MEDICAL BOARD OF CALIFORNIA
LICENSE LOOKUP SYSTEM

The following information is maintained by the Medical Board of California. For more information, click on the blue tabs

above.

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

License Type: Physician and Surgeon

Name: NICOLA LOUISE MOORE, M.D.

Address of Record: 395 CONCORD AVENUE

CAMBRIDGE, MA 02138
Address of Record County: OUT OF STATE

License Status:

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

Public Record Action(s):

No Public Record Actions available

Original Issue Date:

December 17, 2004

Expiration Date:

December 31, 2010

School Name:

ALBERT EINSTEIN COLLEGE OF MEDICINE OF YESHIVA UNIVERSITY

Year Graduated:

1999

Public Record Action(s):

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

Administrative Disciplinary Actions:
The Medical Board's public disclosure screens are updated periodically as new information becomes available. Please contact the Central
File Room at (916) 263-2525 or at 2005 Evergreen Street, Suite 1200, Sacramento, CA 958135, to obtain a copy of public documents ata
minimal charge.
No Administrative Disciplinary Actions found.

Court Order:
This information would be provided if a physician's practice has been temporarily restricted or suspended pursuant to a court order. Please
contact the Central File Room at (916) 263-2525 or at 2005 Evergreen Street, Suite 1200, Sacramento, CA 958135, to obtain a copy of the
public documents.
No Court Orders found.

Administrative Action Taken by Other State or Federal Government:
This information is provided by another state/federal government agency. The Medical Board of California may take administrative action
based on the action imposed by another state/federal government agency. For more information or verification, contact the agency listed
below that imposed the action,
No Administrative Actions Taken by Other State or Federal Government found.

Felony Conviction:
The information provided only includes felony convictions that are known to the Board. All felony convictions known to the Board are
reviewed and administrative action is taken only if it is determined that a violation of the Medical Practice Act occurred. For more
information regarding felony convictions, contact the court of jurisdiction listed below,
No Felony Convictions found.

Misdemeanor Conviction:
California Business and Professions Code section 2027 (A)(7) states effective 1/1/07, any misdemeanor conviction that resultsin a
disciplinary action or an accusation that is not subsequently withdrawn or dismissed shall be posted on the Internet. To see if a conviction
has been expunged or dismissed, please contact the court below.,
No Misdemeanor Convictions found.

Administrative Citation Issued:
A citation and/or fine has been issued for a minor violation of the law. This is not considered disciplinary action under California law but
is an administrative action. Payment of the fine amount represents satisfactory resolution of this matter,
No Administrative Citations found.

License Issued with Public Letter of Reprimand:
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The Medical Board of California has concurrently issued the applicant a medical license and a Public Letter of Reprimand for a minor
violation that does not require probationary status or warrant denial. The issuance of a Public Letter of Reprimand is not considered
disciplinary action and is not reported to the National Practitioner Databank or the Federation of State Medical Boards.
No License Issued with Public Letter of Reprimand found.
Hospital Disciplinary Action:
The action taken by this healthcare facility against this physician's staff privileges to provide health care services at this facility was for a
medical disciplinary cause or reason. The Medical Board is authorized by law to disclose only revocations and terminations of staff
privileges. The Medical Board is prohibited from releasing a copy of the actual report or any other information.
No Hospital Disciplinary Actions found.
Malpractice Judgment:
A malpractice judgment is a payment for damages and does not necessarily reflect that the physician's medical competence is below the
standard of care. The Medical Board reviews all such reported judgments and action is taken only if it is determined that a violation of the
Medical Practice Act occurred. The Medical Board is prohibited by law from releasing a copy of the judgment report or any other
information concerning the judgment. For more information contact the court of jurisdiction listed below.
No Malpractice Judgments found.
Arbitration Award:
An arbitration award is a payment for damages and does not necessarily reflect that the physician's medical competence is below the
standard of care. The Medical Board reviews all such reported arbitration awards and action is taken only if it is determined that a
violation of the Medical Practice Act occurred. The Medical Board is prohibited by law from releasing a copy of the arbitration award
report or any other information concerning the award.
No Arbitration Awards found.
Malpractice Settlements:
A settlement entered into by the licensee is a resolution of a claim for damages for death or personal injury caused by the licensee's
negligence, error, or omission in practice, or by his or her rendering of unauthorized professional services. The Medical Board is required
by law to disclose certain information related to the existence of multiple settlements made on or after January 1, 2003 in an amount of
$30,000 or more.
No Malpractice Settlements found.

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

Public Record Documents:

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

No documents found.

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

Disclaimer

All information provided by the Medical Board of California on this Web page, and on its other Web pages and Internet sites, is made available to provide
immediate access for the convenience of interested persons. While the Board believes the information to be reliable, human or mechanical error remains a
possibility, as does delay in the posting or updating of information. Therefore, the Board makes no guarantee as to the accuracy, completeness, timeliness,
currency, or correct sequencing of the information. Neither the Board, nor any of the sources of the information, shall be responsible for any errors or
omissions, or for the use or results obtained from the use of this information. Other specific cautionary notices may be included on other Web pages maintained
by the Board. All access to and use of this Web page and any other Web page or Internet site of the Board is governed by the Disclaimers and Conditions for
Access and Use as set forth at California Department of Consumer Affairs’ Disclaimer Information and Use Information.
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03HARET P JABBLICATION FOR PHYSICIAN'S AND SURGEON'S LICENSE “* 0

considered part of the application.

FALSIFICATION QR MISREPRESENTATION OF ANY ITEM OR RESPONSE ON THIS APPLICATION OR ANY

e KD us
09133

Piease READ all instructions prior to completing this application. ALL questions on this application must be answered, and all supporting documents must be
submitted as per instructions. Please type or print neatly. When space provided is Insufficient, attach additional sheets of paper. All attagchments are

ATTACHMENT HERETG IS A SUFFICIENT BASIS FOR DENYING OR REVOKING A LICENSE. MaC St
1. NAME: Last ] First Middle — Personal
MOORE NIC oL Lou(SE Dats

2. Other names you have used {(include maiden name): 3. : *

4A. (PUBLIC ADDRESS; will be released by the Board to the public): Number and Strest/P.0. Box/Rural Route/Apartment Number, if any.

-0

Ga sl =0

City C;]ountry
= o U S
~. | 4B. (CONFIDENTIAL ADDRESS): Numbar and Street/Rural Route/Apartment Number, if any. [Applicants must provide a confidential street
—~—) address ifaP. 0. Box is used as the Public Address in #4A above.]
w
RN
Q City State ZipCode Country
.| 5 Telephone Number; . California Driver's Licenss Number {optional):
Ll Home: NUMBER EXPIRATION
) Work:
“J7. Date of Birth (Month/Day/Year) and Place of Birth: '
iy SRS
8. Sex: O Mae Ex Fernale 9. Are you a U.S. citizen?

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

! AN
O Yes<. g\ No
IF YES, PLEASE GIVE DATE FREVIOUS APPLICATION WAS SUBMITTED, G 700

O
7

11. Listthe names and locations of all colleges or universities attended where pre-professional, postsecondary instruction was recgived.

" Pre-

Please submit official transcripts with the schoolseal affixed for each school attended. Transcripts will not be returned. e Asgsdsi?;n
Name City, State, Country Dates of Anandancﬁ
~ A 5 s i Y 1 —_— ’ ;
7&\& Wavers vy New trovew, C us | |9-’F£2 /:H@ /
R . ~ N N .
Colvmbia [tniveort] New Yorle , NY S (51994 - f‘”ff‘i'?s ------

| 12. Listthe names and locations of bl schools where professional edical instruction was received, and, where applicable, the dejree awarded. Medical

PLEASESUBMIT: 1) an original Certificate of Medical Education (Form L2) and official transcripts with the signature of the dean ar registrar Education
and the school seal affixed from eagh school attended; and,
2} an original medicat diploma and a 8 1/2" X 11" photocopy (criginal diploma will be relurned). L2 Trans

School Name City, State, Country Dates of Attendance Degree Awarded

zgull

Mbert Einstery gmv\x) NY UsS ¥|AS ~ (97 MD

DOCTOR OF MEDICINE DEGREE, as referenced above.

Name of Medical Schaool Address of Medical School Exact Date of Issuance
Moert Zingteln 1200 MoCOs fo.cic Arae / 1999
Collea e o€ Medicin  Prony, Ny 1040}

. !ﬂANDATORY"DYgCLOSURE OF U5, SOCIAL SECURITY NUMBERS 7 MBC USE

ONLY |
Disdesure of your U.S. soclal security number is mandatory. Saction 30 of Ine Business and Professions Code and Public Law 94-455 (42 LIBCA 405(c}(2)(C)) authorize

coliaction of your social sexurity number, Your sacial sscurity number will be used exciusively for tax enforcement purposaes, for purposes of compliance with any judgment ‘
or ordar for family suppost in accordance with Section 17520 of the Family Code, or for verification of licensurs of examination status by e licensing or examination entity
which ulilizes & natonal examination and whers licensure is reciprocal with the requesting siate. If you fail 1o disciose your social security number your application for initial
licensure will not be processed AND you will be reported to the Franchise Tax Board, which may assess a $100 penalty sgsinst you, scho 0! Code

07A-100 (Rev, 3/01)
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13. Have you taken any of the following written examinations: National Boards, other state boards, USMLE, SPEX, FLEX, ECFMG or LMCC? | ¢ oo

K Yes [J No

IF YES, LIST NAME, LOCATION, DATE AND RESULT OF EACH EXAMINATION, FAILURES MUST ALSO BE DISCLOSED.  EACH EXAMINATION AGENCY MUST SUBMIT AN QRIGINAL OFFICIAL
EXAMINATION HISTORY REFORT DIRECTLY TO THE MEDICAL BOARD OF CALIFORNIA. THESE REPORTS wiLL NOT BE RETURNED.

Examination Date Resull (Pass/Fail)

USMLE  Step | 0k | (997F

USMLE Step 2 0% [ 1968

Whitton

- | —~ L =
VS MILE Dlep-D O+ /| 2000
{} 7
14. Have you aver been licensed to practice medicine in any state, territory, province, country, or U.8. federal jurisdiction?
EXYes O No
IF YES, LIST THE JURISDICTION, LICENSE NUMBER, DATE ISSUED AND DATES OF PRACTICE IN THAT JURISDICTION. PLEASE INCLUDE PERMANENT, TEMRORARY, TRAINING, PROVISIONAL,
LIMITED LICENSE, OR PERMIT. AN ORIGINAL OFFICIAL LETTER OF GQOD STANDING (LGS), QR COMPARABLE LICENSE HISTORY CERTIFICATION, 1S REQUIRED FOR EACH PERMANENT,

TEMPORARY, TRAINING, PROVISIONAL, MMITED LICENSE, OR PERMIT OBTAINED IN ANY UL§. STATE, U.5. OR CANADIAN TERRITORY, CANADIAN PROVINGE, OR U.S. FEDERAL JURISDIC~
TION, EACH LGS, OR COMPARABLE CERTIFICATION, SHOULD BE MAILED BY TRE ISSUING AUTHORITY DIRECTLY TO THE MEDICAL BOARD OF CALIFORNIA,

Jurisdiction License Numnber Date of ssuance Dates of Praclice in that Jurisdiction

New Norlk | 219236 AUl eoco | 2[99~ precent

L4 'I T

License
Data

15. Do you hold any other professional license in any state, territory, province, country, or U.8. federal jurisdiction? 3 Yes “% No

IFYES. PROFESSION  UCENSE NQ, ! ; JURISDICTION,

HAS THIS LICENSE EVER BEEN REVOKED, OR SUBJECT TO OQSCIPUNE? IF YES, PLEASE PROVIDE ALL OFFICIAL DOCUMENTATION REGARDING THE MATTER IN ADDITION TO A WRITTEN
EXPLANATION. YOU ARE ALSO REQUIRED TO REPORT ANY MATTER THAT IS PENDING OR IN WHICH CHARGES HAVE BEEN DROPPED OR EXPUNGED.
3 Yes 9( No

Other
Professional
Licenses

16A. Are you currently, or have you ever bgan, a participant in a postgraduate training program in a facility in the U.S, or Canada?
(You must include avery residency, internship, and fellowship, whether or not completed,} &/ g
Yes No

IF YES, LIST NAMES AND ADDRESSES OF ALL FACILITIES. SUBMIT AN ORIGINAL CERTIFICATE OF COMPLETION OF ACGME/RCPSC POSTGRADUATE TRAINING (FORM L3A) FROM EACH
FACIITY. (00 NOT COMPLETE FoRM L3AS TO DOCUMENT TRAINING RECEIVED IN RESEARCH FELLOWSHIP PROGRAMS.) ALL TRAINING MUST BE LISTED, REGARDLESS OF WHETHER [
WAS SATISFACTORILY COMPLETED OR WILL BE USED TQ MEET LICENSING REQUIREMENTS.

Facility Name. Address Categorial Specialty Area Dales of Attendance

b e\ond Hospiial| 1000 Soutta e Kok VY FO\MQ\:B Med 699 — 4G lo

1

T

Repo \reolth  FamMed| 1000 Sovdin j/\xrﬂlfgm;‘«N\f Kep@duchve vl 4 [02. = & {03

L) L o alfie
() 7 e O ¢ Ris]lie g4 4 RDieasSe pro g A O 4% 80 7 ., alrQ & < % ALl ¥ OVYo .
P 0 1N app provide ¢ J 23 (/Co 7o and o al iptte OF eXpia 0 0 BOea OOIS O 3
girecto esedo ; are notproviged ¢ applicatio z be requested beforg review o eapp atio anproceed, APP
REQUIRED TQO REPORT A 4 4 A H 1) LA AR A B DROPPED OR = )

16B. Have you ever withdrawn from, or been suspended, dismissed or expelied from a medical school or postgraduate training program QR
have you ever taken a leave of absence from such a school or program?

IF YOU ANSWERED YES, BOTH APPLICANT AND SCHOOL/PROGRAM MUST PROVIDE DETAILS ON A SEPARATE ATTACHMENT. Yes No

NAME OF APPLICANT: DATE OF BIRTH:
NICOLA 1 oUisE  MOCRE

Postgraduate
Training
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For all of the below, also include any disciplinary actions by the U.S. Military, U.S. Public Health Service, or other U.8. federal governmental
entity.

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

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

17C. Is any such action as described above pending? 17{A) es ’ No

17(8) No
If YOU ANSWERED YES 10 17A, 17B or 17C, pROVIDE DETAILS ON

A SEPARATE ATTAGHMENT. 17(0)1 , No

18. Has a claim or action for damages ever been filed against you in the course of the practice of medicine or any other healing art which
resulted in a malpractice settlement, judgement, or arbitration award of over $30,000.00?

Yes No
IF YOU ANSWERED YES, PROVIDE DETAILS ON A SEPARATE ATTACHMENT,

19, Have you ever been denied a license, permission to practice medicine or any other healing art, or denied permission
to take an examination in any state, territory, country, or U.S. federal jurisdiction, or is any such action pending?

No
IF YOU ANSWERED YES, PROVIDE DETAILS ON A BEPARATE ATTACHMENT. / '

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

Yes No
IF YO ANSWERED YES, PROVIDE DETAILS ON A SEPARATE ATTACHMENT, , ,

License
Data

-~ a_..

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

Y OU MUST DISCLOSE ANY INFORMAL OR CONFIDENTIAL DISCIPLINARY ACTION, [ Yes '\Io

22. Do you have any condition which in any way impairs or limits your ability to practice medicine with reasonable
skill and safety, including but not limited te, any of the following?

' ves ,N
IF YES,; PLEASE CHECK THE AFPROPRIATE BOX(ES} BELOW.

O A condition which required admission 10 an inpatient psychiatric treatment facility.
0  Alcohol or chemical substance dependency or addiction.

00 Emotional, mental or behavioral disorder.

3 Other (explain):

FOR ANY OF THE BOXES CHECKED ABQVE, PLEASE SUBMIT COMPLETE QFFICIAL INPATIENT AND OUTPATIENT TREATMENT RECORDS, EVIDENCE OF ONGQING
REHABILITATION TREATMENT, AND A PERSONAL WRITTEN EXPLANATION.

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

23A. Have you ever been convicted of, or pled nolo contendere to, ANY violation (include every misdemeanor or felony) of any local, state,
or federal law of any state, territory, country, or U.8. federal jurisdiction?

23B8. Is any criminal action related to the above pending?
23 (A}
IF YOU ANSWERED YES T0 23A or 238, PROVIDE DETAILS ON A 23(B)
SEPARATE ATTACHMENT.

NAME OF APPLICANT: DATE OF BIRTH:

NCeLA hoUVISE Moole







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

Agplicant
Declaration/Signature
andNOTARY.

STATEOF N ew Yo =

COUNTYOQF {\4\0 N R

The applicant, __ NI CCL & LoulSE Moo @E’V eing first duly sworn
(PLEASE PRINT FULL NAME)
upon his/her oath deposes and says: that | am the person herein named subscribing to this appitcat:on, that | have read
the complete application, know the full content thereof, and declare under penalty of perjury, that all of the information
contained herein and evidence or other credentials submitted herewith are true and correct; that | am the lawful holder of
“the degree of Doctor of Medicine as prescribed by this application, that the same was procured in the regular course of
instruction and examination, and that it, together with all the credentials submitted, were procured without fraud or misrep-
resentation or any mistake of which | am aware and that | am the lawful holder thereof. Further, | hereby authorize all
hospitals, institutions or organizations, my references, personal physicians, employers (past, present, and future), business
and professional associates (past, present, and future), and all government agencies (local, state, federal, or foreign) to
release to the Medical Board of California or its successors any information, files or records, including medical records,
educational records, and records of psychiatric treatment and treatment for drug and/or alcoho! abuse or dependency,
requested by that Board in connection with this application; or any further or future investigation by that Board necessary to
determine my medical competence, professional conduct, or physical or mental ability to safely engage in the practice of
medicine. | further authorize the Medical Board of California or its successors to release to the organizations, individuals,
or groups listed above any information which is material to this appiication or any subsequent licensure. | UNDERSTAND
THAT FALSIFICATION OR MISREPRESENTATION OF ANY ITEM OR RESPONSE ON THIS APPLICATION OR ANY
ATTACHMENT HERETO IS A SUFFIClEr:—g/kSIS FORzi‘:lNG OR REVOK G A LICENSE.

SIGNATURE OF APPLICANTE 7Lt C0Ctn_ o g < [ /Clé‘i'f‘xc e

(PLEASE SIGN FULL NAME, NOT INITIALS)

/
Signed and sworn to befare me this / 2 day of / s t; ALY

MONTH WYEAR

SIGNATURE OFANOTARY PUBLIC

toco Sa oMl A Eock \}(910

ADDRESS

My commission expires J / A7 p?éfcf‘)/ L1 D

W3S AUV LON

G7A«100(Rev. 3/013
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STATE OF CALIFORNIA — STATE AND CONSUMER SERVICES AGENCY ! R GRAY DAVIS, Governor
e P .. MEDICAL BOARD OF CALIFORNIA
Srowiomriot S 1426 kiov& Avenue, Suite 54, Sacramento, CA 95825~ 3236
s amer UTE A (916) 263-2499/FAX (916) 263-2487 -

internet www, medbd.ca.gov

i 8 7
CERTIFICATE OF MEDICAL EDUCATION

MEDICAL SCHOOL.:

PLEASE COMPLETE THIS FORM IN THE ENGLISH LANGUAGE.

This certifies that. N | COL D OV SE M OOR

FULL NAME OF APPLICANT
led i Albert Einstein College of Medicine Bronx, NY 10461

enrolled in
NAME OF MEDICAL SCHOOL LOCATION

onthe __16th gay of  August .. 1995  and was granted the following credits on enroliment;:

MONTH YEAR
Advanced Credits:  Credits previnusly nbtained at an approved medical, dental, or osleopathic school.*

MEDICAL SCHOOL TOTAL CREDITS DATES

The undersigned further certifies that the records of this institution show that the applicant attended in this institution
176 NUMBER OF YEARS

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

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

gwas granted the degree BacheloriDoctor of Medicine by ORrR D/Mthdrew from
o
the above mentioned medical school on the 3rd day of June . 1999
MONTH YEAR

Anatomy Embryclogy Physical Medicine
Otolaryngology Histology Therapseutics
Obstetrics and Gynecology Human Sexuality as defined in Section 2090 Neurpanatomy
Radiology, including Radiation Safety Medicine Child Abuse Detection and Treatment
Tropical Medicine Surgery, including Orthopedic Surgery Geriatric Medlicine
Physiology Urclogy Pediatrics
Biochemistry . Psychiatry Pharmacology
Palhology, Bacteriology and immunology Neurology Anesthesia
Qphthalmology Alcoholism and Chemical Dependency Spousal or Partnar Abuse Detection & Treatment™
Dermatology Preventive medicine, including Nutrition Family Medicing™

Pain Management and End-of-Life Carg™™

k3

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

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

Rk

IMPRINTED BELOW, orakption,

-

r;
MEDICAL 5CHOOL SEAL m:7 ATTENTION MEDICAL SCHOCL: The parson whe ailgne this form MAY NOT be related to the applicant by blood, marriage

— Qouly vhe President, Dean, or Regietrermay sign this form. If that signatixre authordty ls belng delegated to another pers,
svidance of that delagatiocnmust be sttached to this form {(may be a photacopy) . Suchdalegation must be onofficial
letterhead and sust be dated within the last 12 aoaths,

Signed and the school fﬁx/ed this 27“}1@3{‘0\‘ March ,_ 2003

MONTH YEAR

Lillian Lombard1 ‘ Lz
XN :t'd,"

BY

07A-100-L.2 (Rev, 3/01)
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STATE OF CALFOTNIA — STATE AND CONSUMER SERVICES AGENCY

el T MEDICAL BOARD OF CALIFORNIA
et L T «.“ 1426 Howe Avenue, Suite 54, Sacramento, CA 95825-3236
(918) 2683-2499/FAX (916) 263-2487  Internet: www.medbd.ca. gov. .

. Rﬂflt{ﬁt’{lﬁ FFCOMPLETION OF ACGME/RCPSC POSTGRADUATE TRAINING
To be ¢ IL\Q& by the facility for every medical school graduate completing postgraduate trainingsincthesUnites SEd qr Qarada,

- GRAY DAYIS, Governor

Congumer
Atfairs

ATTENTION PROGRAM DIRECTORS AND DIRECTORS OF MEDXCAL EDUCATION: THE PBRSON WHO STGNE THIZ PORM MAY NOT 8B RBLATED IO THE AFPLICANT BY BLOOD, NARRIAGE, OR ADOPTION.
Only the ProgramBirector and the Director of Medical Education may sign this form. If that signaturs autbori ayisbeingdalegaced to ancthex purs, Mdauce of that delegation must be
attsched to this form (mey be a photocopy) . Such delegationmust ba on official letterhead and must by dated within ths Jast 12 zxaths.

PART 1: To be completed by the APPLICANT.

LAST NANE of Applicant e \ First Name Middle initial
OoRE S NICOLA L
U.5. Social Security Number; Date of Birth: MM/DD/YYYY Telephone Number:

Current Address:

PART 2: To be completed by the PROGRAM DIRECTOR.

ATTENTION PROGRAM DIRECTOR! Do not sign and date this form before the last day of any postgraduate training year which will be used by the
applicant to qualify for licensure. Completion of this form will certify that the individual named in PART 1 above completed a period of accredited
postgraduate training at this facility. If a period of training WAS NOT completed in a satisfactory manner, please provide a separate detailed
narrative explanation. The following information is provided to certify "satisfactory" completion. PLEASE SEE THE REVERSE FOR A DEFleON
OF "SATISFACTORY."

Address of Facility:

Name of Facxla,ty.- P
?w\m o ) n\&w@ lc\w& BRD Sm&'@\w AL &

Name of Program Director: ~

e e o i& / %%\Uﬁq YD) ggehﬁ; AWHAS

Signature of Progrym Director: Date Signed:
/ 77 o T3

List Categorical Specialty Area of T gmu\c_aSleted T nee: Date Training Commenced: Date Training Completed:
A !y N " g e
Jonnaado M___/ v ULLQ | , 99 v (’”QQJ Q;:)-//

IFthe tra:mng was rotating or fransitional, list the specific rotations and the nurnber of weeks spent in each (SEE THE REVERSE FOR INFORMATION ON SATISFYING THE
GENERAL MEDICINE TRAINING REQUIREMENT):

PART 3. To be completed by the DIRECTOR OF MEDICAL EDUCATION and affixed with the official facility seal.
Rame of the Director of Medical Education: Hame of Facility:

Address of Facility:

City State Zip Code Telephone Number:

( )

PART 4: Signature of DIRECTOR OF MEDICAL EDUCATION certifying satisfactory completion of training.

: Do not sign and date this form before the last day of any postgraduate training year which will be used by the appilicant to qualify for
licensure. This form may be signed by the current Director of Medical Education; it does not need to be signed by the persan who was the Director of Medical Education at the time of
the training fisted above.

Notice to Applicant; If this form is used to verify postgraduale training beyond that which Is required for licensure, this form can be signed by the Director of Medical Education and
the Program Director before the final day of training. However, if you are licensed after the date upon which training was completed AND if the form was signed before the final day of
the traiming year, a new form must be completed and submitted (o the Medical Board of California.

)

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

| hereby declare under penalty of perjury under the laws of the State of California that the above statements are
CHRISTINE BAIR true and correct and that the training program is approved by the ACGME or the RCPSC 1o offer the type and
Notary Public, State of New York level of training completed by the applicant and that the applicant was trained in an approved ACGME or

No. 01BAB078413
Qualifed in Moniroe Cou

wes July Signature of Director of Medical Education: Date Signed:

] L 3A

G7A-100-L3 (Rev. 3/01)

RCPSC program position,

HOSPITAL OR NOTARY SEAL
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C_'a::.-. MEDICAL BOARD OF CALIFORNIA
et LICENSING PROGRAM T
1426 Howe Avenua, Sulte 54 T
Sacramenta, CA $5825-3236 R
(916} 263.2382  FAX (916) 263-2487 e
veww.medbd ca gav ! e - i ;j

- - . e

CERTIFICATE OF COMPLETION OF ACGME/RCPSC POSTGRADUATE TRAIN!NG“
To be completad by the facility for every medical school graduate compleiing postgraduate tramiﬁg\ifwzé dﬂnﬂﬁ@(ﬁ}e&ps@anada,

ATTENTION PROGRAM DIXRCTORS AND DIRKUTORS OF MEDICAL RODCATION: TIF PEARNON WO SXENS RIS FURK NRY NOT BE ASLATED 1O THE APPLICANY DY BLOOD, NARRIAGK, OR RDOPXYON,
aly the Progrem Oirecroc aod the Dicectarof Medical Boion tioasay algd this fagm. X that gigna ture sutbaricy 19 beicg delegated to b o ovida af that dalegn o
atiached to thin foxn mxy be o potocpy) . Such delegatianmust be o official Jettechisad nud st ba dated within the Jast 12 months.

PART 1: To be completed by the APPLICANT.
LAST NAME of Applicant

MOORE COLA

U5, Sosial Security Number Date of Birlh: WDDNYYY Teiephone Number,

urrent Address:

City

First Name Middle {nitia}

L

PART 2: To be completad by the PROGRAM DIRECTOR.

ATTENTION PROGRAM DIRECTOR! Do not sign and date this form before the last day of sny poslgraduate training ycar which will be used by the
appticant ta qualify for ticensure. Completion of this form will certify that the indivigual named in PART 1 above completed a period of sceradited
postgraduzte training at this facility. If a period of training WAS NOT completed in a satisfactory manner. please provide a separate detailed
narrative explanagtion. The foliowing information is provided to certify "satisfactory” completion. PLEASE SEE THE REVERSE FOR A DEFINITION
OF "SATISFACTORY.”

Name of Facllity: Adtdress of Facilty,

Uphegs 14 or{ucv{m Vet Do Mediuerom Seomd Ao fro i), fap, .A)”f

Name of Program Director: Teiaphone Number:
i< Sc fAge d Se5 223 212y
Signat f Prog Dmeclor Dale Signed:
. $/13/0¢
List Cftegoricst Specialty Arep @A Training Completed byTrainpe: Da!eTnEiﬂlit? E:cmmenceé: Date Toining Complated:
Amrcw D gut pls F2l lOWSAD 73 63

if the training was rotating or transitional, list the specific rotations and the number of weeks spent in each (SEE THE REVERSE FOR INFORMATION ON SATISEYING THE
GENERAL MEDIGINE TRAINING REQUIREMENTY:

PART 3: To be completed by the DIRECTOR OF MEDICAL EDUCATION and affixed with the official facility seal,

ﬂamaé /. /4/7),0[)@// Atesspr  Chair ! Farviily Medicine

Ahddress of Fachity: t
"% Apoth Avenve. ~Oniversliy of Rochester

Clty State A Zip Code ] Telephonz Number:
hester N 14630 |85 H53- 7470

PART 4: Signature of DIRECTOR OF MEDICAL EDUCATION certifying satisfactory completion of training.

Name of Facility:

Attertlon: Director of Medical Education] Do nat sign and date this form before the last day of any postgraduste training yearwhich will be used by the applicant to qualify for

licengure. This form may be signed by the current Direcior of Medica! Educaﬂon it does not need lo be signed by the person who wes the Director of Medical Education af the time of
the training listed abu\re

Hotlce 1o Applicant: I this form is used to verify pesigraduate tralning beyond that which Is required for licensure, this form can be signed by the Diveclor of Medical Education and
the Program Directar befare the final day of fraining. However, if you are ficensed after the date upon which Iraining was compieted AND If the form was signed before the final day of
{he training year, a new form must be compleled and submitted 1o the Medica! Board of Calfomia.

P— S ————— P —
o . . | OFFICIAL HOSPITAL SEAL OR NOTARY SEAL, DATE AND SIGNATURE
3 " _— i MUST BE AFFIXED IN THE BOX TO THE LEFT TO CERTIFY TRAIMING.
" R -,
§:.:? - Loy { hereby declare under penalty of pequry under the laws of the State of Califomnia that the above stalements are
g: - TR true and correct and that the training program is approved by the ACGME or the RCPSC 1o offer the type and
] - ~ - level of training completed by the applicant and that the applicant was tralned in an approved ACGME or
;‘ - B %“_I - = RCPSC program position.
] s
% - N Signature of Director of Medical Education: Bate Signed:
Q- “ “ 2
E T AT < 23/:\/ CYAN

07A-100-L3 (Revised 11787)
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> o Spntiu LICENSING PROGRAM i
C%mz.m . 1426 Howe Avenue, Suite 54 .
{izics Sacramento, CA 95825-3236 PR
{918) 263-2382  FAX {916) 263-2487 i B

www medbd.ca.gov

2lezse READ all instructions prior to completing this application. ALL questions on this applicalion 'vﬁds‘t'bé"z&n*swered, and all supporting documents must
>e submitted as per insiruclions. Please type or print neatly. When space provided is ingufficient, attach additional sheets of paper. Al attachments
are considered part of the application. FALSIFICATION OR MISREPRESENTATION OF B JIEMRTR RESPONSE QN THIS APPLICATION OR ANY
ATTACHMENT HERETO IS5 A SUFFICIENT BASIS FOR DENYING OR REVOKING A LICENSE.

1. NAME: Last First CICERSTNG PRUGR B 000 e
R - Lol s
MOORE N1 oA LLOULS & Persomat
Dats

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

3. U.S. Social Security Number®

i\

",

[ will be re d by the Board to the public): Number and Street/P.0. Box/Rural Route/Apa

Cit; Zip Code Country
o —— EA.

48. (CONFIDENTIAL ADDRESS): Number and Street/Rural Route/Apartment Number, if any. [Applicants must provide a confidential
street address if a P. O, Box is used as the Public Addregs in #44 a

4

City Zip C Country

) S Y

5. Telephone Numbaer: 6. California Driver's License Number {optional):
Home: NUMBER EXPIRATION
Work:
7. Date of Birth (Month/Day/Year ) and Place of Birth:
4. Sex: O wmale /k]' Female

N

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

W Yes I No

FOYES, LIST THE JURISDICTION, LICENSE NUMBER, DATE IESUED AND DATES OF PRACTICE IN THAT JURISDICTION. PLEASE INCLUDE PERMANENT, TEMPORARY, TRAINING,
PROVISIONAL, LIMITED LICEMSE, OR PERMIT. AN QRIGINAL OFFICIAL LETTER OF GOOD STANDING (LGS), OR COMFARABLE LICENSE HIETORY CERTIFICATION, 18 REQUIRED FOR
EAGH PERMANENT, TEMPORARY, IRAINING, PROVIBIONAL, LIMITEQ LICENSE, OR PERMIT OBTAINED IN ANY U.8, STATE, U.S. OR CANADIAN TERRITORY, CAMADIAN PROVINGE,
OR U.5. FEDERAL JURISDICTION, BACH LGS, DR COMPARABLE CERTIFICATION, SHOULD BE MAILED 8Y THE ISSUING AUTHORITY DIRECTLY 10 THE MEMCAL BOARD OF
CALIFORNIA,

o)
[
¥

R

Jurisdiction Licensa Number Date of Issuance Dates of Practice in that Jurisdiction LGS

PNew Yore | 204 - 2206 9] oo *+]79 - 9]/o>

e e e he
10. Do you hold any other professional license in any state, territory, pravince, country, or L1.S. federal jurisdiction? [} VYes p No p,(,:;;-;,,,;

%
IF YES] PROFESBION! , LICENSE NO. HJURISDICTIOND .

HAS THIS LICENSE EVER BEEN REVOKED, OR SUBJECT TO OISCIPLINE? IF YES, PLEASE PROVIDE ALL OFFIGIAL DOCUMENTATION REGARDING THE MATTER IN ADDITION TO A

’

WRITTEN EXPLANATION. YOU ARE ALSO RUEQUIRED TO REFORT ANY MATTUER THAT 1S BENDING OR 1IN WHICH CHARGES HAVE SCIN DROPEED OR EXCUNGED.

T ves 527 nNo

11A. Are you currently, or have you ever been, a participant in a postgraduate training program in a facility in the U.S. or Canada? ?“';;!;",nin
(You must include every residency, internship, and fellowship, whether or not completed.) o

W Yes 0 Mo 3

IF YES, LIET NAMES AND ADDRESSES OF ALL FACIITIES. SUSMIT AN ORIGINAL CERTIFICATE OF COMPLETION OF ACGME/RCPSC POSTGRADUATE Trawms (Form L3A)
EROM EACH FACILITY. {DO NOT COMPLETE Form L3AS TO DOCUMENT TRAINING RECEWVED IN RESEARCH FELLOWSHIP PROGRAMS.}) ALL TRAINING MUST BE LISTED,
REGARDLESS OF WHETHER IT WAS SATISFACTORLY COMPLETED OR WILL € USED TO MEET LICENSING REQUIREMENTS.

I

Facility Naeme Address PR LAY Catogarial Specialty Area Dates of Attendance
LSS A= A s B

Y e WA Woosidd | 1ooe Foudt fmawe [ Pascl, Medictd 2|24~ 3]0 ;/
Regto Wwenth Fam M| 1000 Sout 7re—" Re ¢ odicSive Ueakte] G 02 - [03 /I{

%)

s & * # 3 {3 LI {2 * > . = e 4 = &4 £ e £ o 2, wEw » [ 5°C) £ &3 L8 > §2 -
A REQUIRED REPORT A £ R A 3 D OR AR A B DROPPED OR 2 [
11B. Have you ever withdrawn from, or been suspended, dismissed or expelied from a medical school or postgraduate training program
OR have you ever taken a leave of absence from such a school or program?
Yes Nex
l F YOU ANSWERED YES, BOTH APFLICANT AND SCHOOLIPROGRAM MUST PROVIDE DETAILS ON A SEPARATE ATTACHMENT.
12. Has a claim or action for damages ever been filed against you in the course of the practice of medicine or any other healing art which
resuited in a malpractice settlement, judgement, or arbitration award of over $30,000.007
] IF YOU ANSWERED YES, PROVIOE DETAILS ON A SEPARATE ATTACHMEMNT. l Yes No

* MARDATORY DISCLOSURE OF 1.5, SOCIAL SECURITY RUMBERS l

Disciosure of your LU.S. sacial securily nurabear is mandatory, Section 30 of the Buxiness and Professions Code and Pubiic Law $4-455 {42 USCA 05} 2HTY authorize
collecton of your social securdy number. Your social security number will be used exclusively foriax enforcement purposes, for purposes of Sy

e
or ordar fof family suppont in accordance with Section 17520 of the Family Code, o for vesification of licensure of examination status by © Heenaing or examination sy . W
which utilizes a national examination and where licensure is reciprocal with the requesting state. f you fail lo disclose your social security number your apphcation for initial § b
SN

plimrce with zny |

licensure will not be processed AND you will be reported 1o the Franchise Tax Board, which may assess a $100 penahy against yout.
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Licensa

PSS VO ST RAMCAN WURATLY . WLy
134 Have you ever been charged with, ’en found to have committed, unprofessional co.,x, professional incompetence, gross Oata
negligence.var repeated negligent acts or malpractice by any medical licensing board, other agency, or hospital?

&

138. Has any discipiinary action ever been filed or taken, including but not limited to, informal or confidential discipline, consent orders,

or letiers of warning, regarding any healing arts license which you now hold or have ever held? 13 (A) ’ Yes ’
13¢. Is any such action as described above pending?
13 (B) Yes , No
i IF YOU ANSWERED YES To 13A, 138 or 13C, PROVIDE DETAILS ON A SEPARATE ATTAGHMENT.
13 {C) Yes
£:2.3

14. Have you ever beean denied a license, permission to practice medicine or any other healing art, or denied per ion

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

‘ IF YOU ANSWERED YES, PROVIDE DETAILS ON A SEPARATE ATTACHMENT. ]

“\W

. o

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

action pending?
&

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

resigned from a medical staff in lieu of disciplinary or administrative action, or is any such action pending?
Yes llo
, "

N

i
| IF YOU ANSWERED YES, PROVIDE DETAILS ON A SEPARATE ATTACHMENT. }

N

s |u

Y OouU MUBT (HECLOSE AHY INFORMAL OR CONFIDENTIAL DISCIPLINARY ACTION. l

S

17. Do you have any condition which in any way impairs or limits your ability 1o practlce medicine with reasonable

skill and safety, including but not limited to, any of the following? ves

\

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

{J A condition which required admission to an inpatient psychiatric treatment facility.
3 Alcohol or chemical substance dependency or addiction,

1 Ewmotional, mental or behavioral disordar,

O Other (explain):

FOR ANY OF THE BOXES CHECKED ABOVE, PLEASE SUBMIT COMPLETE QFFICIAL INPATIENT AND OUTPATIENT TREATMENT RECORDS, EVIDENCE OF ONGOING
REHABIUTATION TREATMENT, AND A PERSONAL WRITTEN EXPLANATION.

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

184, Have you ever been convicted of, or pled nolo contendere to, ANY viclation (include every misdemeanor or felony) of any local, /
state, or federal law of any state, territory, country, or 1.8, federal jurisdiction?
O

3

18 (A) Yes
188. 15 any criminal action related to the above pending?
18 (B) ' Yes

IF YOU ANSWERED YES TO 18A or 18B, PROVIDE DETAILS ON A SEPARATE ATTACHMENT.

}

Applicant
Declaration/Signature
and NOTARY

STATEOF N ex) VOY Vo
COUNTY OF N ) \‘/O‘W \L /

The applicani, N vCOL A’ w\) \S L": M OO K\: being first duly sworn upon his/her oath deposes and
(PLEASE PRINT FULL NAME) RTH)
says: lhat | am the person herein namad subscribing to this application; that | have read the complete application, know the full content thereof, and declare
under penalty of perjury, that all of the information contained herein and evidence or olher credentials submitled herewith are true and correct; that | am the
tawful holder of the degree of Doclor of Medicine as prescribed by this application, that the same was procured in the regular courgse of instruction and
examination, and that il. together with all the credentials submitied, were procured withoul fraud or misrepresentation or any mistake of which 1 am aware and
that | am the lawful holder thereof. Further, | hereby authorize all hospitals, institutions or organizations, my references, personal physiclans, employers (pasi,
present, and fulure), business and professional associates (past, present, and future), and all governmett agencies {local, state, federal, or foralgn) o release
to the Madical Board of California or ils successors any informalion, files or records, including medical records, educational records, and records of psychiatric
treatment and treatment for drug and/or alcohol abuse or dependency, requested by that Board in connection with this application; or any further or future
investigation by thal Board necessary 1o determine my medical competence, professional conduct, or physical or mental ability to safely engage in the praclice
of medicine. 1 further authorize the Medical Board of California or its successors to release 1o the organizations, individuals, or groups listed above any
inforimation whicH is Tnatéiial Tohis applicationr orsmy subsequent-hcensure. ) UNDERSTAND THAT FALSIFICATION OR MISREPRESENTATION OF ANY
ITEM OR RESPONSE ON THIS APPLICA R)N OR ANY ATTACHMENT H, Eﬁp Is A.\SUFFI SiB FOR DENY!P\G/Q?REVOKING A LICENSE.

/f’\,/(/{/M s g '{C@‘)\UL,,

&EKSE SIGN FULL NAME, NOT INITIALS)

! 34 aN fely o Ymes,
'#"”—"m“_—gﬁw“—i ***** . 77 ///y

SIGNATURE OF NOTARY Puén!'lc

S %
2.(28/0%

SIGNATURE OF APPLICANT: L LN W
el

<
=<

ADDRESS

¢

&

%
[LEN '\.;VlON

e ——— e My commission expires

ATA ATFD pesiemdt 1YY

L8B
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STATE DEPARTMENT OF CONSUMER AFFAIRS
INTERNET CASHIERING SYSTEM
MEDICAL BOARD OF CALIFORNIA
SUPPLEMENTAL INFORMATION REPORT

From Date: 10/24/2006 To Date: 10/24/2006
ATRISUPPINF
01-JUL-11 13:54:01
Person id : 1230286 Name: MooreNicola
Question Answer

| Have Completed Cme And Can Document An Average Of 25 Hours Of Approved Cme Each Calendar
Year Resulting in A Minimum Of 100 Hours Over The Last 4 Years.

| Have Completed 12 Hours Of Pain Management And End-Of-Life Care (Must Be Completed By
December 31, 2008).

| Am Exempt From The Completion Of 12 Hours Of Pain Management And End-Of-Life Care
Continuing Education Requirement Because | Am A Radiologist Or Pathologist.

Only For General Internists And Family Physicians Who Have 25% Of Their Patient Population Aged 65
Years Or Older: | Have Completed At Least 20% Of The Required Cme In Geriatric Medicine Or The
Care Of Older Patients. Click No If Not Applicable.

Enter Name/Address Of Facility Where You Or Your Immediate Family Hold Financial Interest. Type
"None", If None Held.

| Certify Under Penalty Of Perjury Under The Laws Of The State Of California That The Information
Contained In This Application is True And Correct.

| Have Read My Profile On The Medical Board Web Site At Www.Medbd.Ca.Gov And Acknowledge
The Information Contained Therein As Current And Accurate.

Total Questions Asked For Person : 1230286 7

YES
YES
NO

YES

NONE
YES

YES

Page 37 of 51






STATE DEPARTMENT OF CONSUMER AFFAIRS
INTERNET CASHIERING SYSTEM
MEDICAL BOARD OF CALIFORNIA
SUPPLEMENTAL INFORMATION REPORT

From Date: 09/20/2008 To Date:  09/20/2008
ATRISUPPINF
01-JUL-11 13:53:09
Personid : 1230286 Name: Moore Nicola
Question Answer

| Have Completed Cme And Can Document An Average Of 25 Hours Of Approved Cme Each Calendar
Year Resuiting In A Minimum Of 100 Hours Over The Last 4 Years.

| Have Read My Profile On The Medical Board Web Site At Www.Medbd.Ca.Gov And Acknowledge
The Information Contained Therein As Current And Accurate.

| Certify Under Penalty Of Perjury Under The Laws Of The State Of California That The information
Contained In This Application Is True And Correct.

Enter Name/Address Of Facility Where You Or Your Immediate Family Hold Financial Interest. Type
"None”, If None Held.

Only For General Internists And Family Physicians Who Have 25% Of Their Patient Population Aged 65
Years Or Older: | Have Completed At Least 20% Of The Required Cme In Geriatric Medicine Or The
Care Of Qlder Patients. Click No if Not Applicable.

| Am Exempt From The Completion Of 12 Hours Of Pain Management And End-Of-Life Care
Continuing Education Requirement Because | Am A Radiologist Or Pathologist.

I Have Completed 12 Hours Of Pain Management And End-Of-Life Care (Must Be Completed By
December 31, 2006).

Total Questions Asked For Person : 1230286 7

YES
YES
YES
NONE

YES

NO
YES

Page 44 of 59
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