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Maryland Board of Physicians Practitioner Profile System

This data was extracted on 07/20/2011
Seletz, Josepha Inez

License and Education Primary Practice Setting Public Address
License No.: D60063 Josepha Seletz MD 10150 NATIONAL BLVD.
Accepts Medicaid: No 10150 National Bivd

Graduated: 1976

License Status: Expired Los Angeles LOS ANGELES

Date License Issued: 04/01/2003 CA 90034 - CA 90034

License Expiration:  09/30/2007
Graduated from: TEMPLE UNIV SCH OF MED

Known Disciplinary Actions by any state medical board (within the past 10 years)
Summary: No actions reported during the last ten year period.

Download all Maryland Disciplinary Actions
None

Malgractice (Information to be taken into consideration when reviewing a Licensee's profile)

Malpractice Judgments and Arbitration Awards (within the past 10 years)
None Reported

Malpractice Settlements

(If there are 3 or more settlements of $150,000 or greater within the past 5 years)
None Reported

Convictions for any crime involving moral turpitude
None reported by the courts

Glossary of Terms

Notice to Credential Verification Professionals

| Return to Practifioners Profile Search |
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STATE OF MARYLAND

BOARD OF PHYSICIAN QUALITY ASSURANCE
4201 Pattsrson Avenue » P.0. Box 2571 + Baltimore, MD 21215-0005
Tolephono: 4107844777 Fax: 410338252  Tol) Froe: 500-452:8838

0.

Pleass: print lagibly or type tho raquired informetion. Do not Isave any Rem unanswered. I an Hem doas not npply tc yau. writs "NIA" (Not
Applicable) for that item. An incomplets application form will delay the; promslnn of your application. B

1.} Your Complete Legai Name (Do not use nicknames or initials unless they are part of your legal nesmie)
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. Non-Public Address: (Private address used only for official Board comespondence.)

S!reet Address: (Do NOT use a P 0 Bm() If you chan ge your aédrut pﬂor to being licansed, lnmdlatoiy notify the Board in writing.
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Month: Day: Year:
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Josepha Inez Seletz, M.D. Date:  08/14/02

9. Chronology of Activities (DO NOT ATTACH RESUME OR GURRICULUM VITAE.) :

Baginning with the date you completed medical school and continuing through the present, list chronologically all of
your activities. Accountfor all periods-of time including each post-graduate training program you attshded {(whether or
not you-completed the program), each job you held (whether or not you were compensatad), and any periods of

_ unemployment. _ |
| Date Medical School was Completed: . e s
Subsequent dates: Please type or print clearly. ' ]
monih: §__year month ear, 1 Activity: . . . .
0! BERERE l s]7]6 Preparing and waiting for Internship to begin
Add 5}
i Relocating to California
monify id } i Ac&vhy; ‘ . . - . .
0! 717168 10 Lo i sl717 Rotating Internship [ San Francisco General Hospital
Address: ,
1001 Petrero Ave. San Francisco, CA 94110
month ear month ear__} Activisy: . i
ol 7 7' BERr l slsli 0b/Gyn Residency | Kaiser Permanente
hddrass:
reas 4900 Sunset Blvd. Los Angeles, CA 90027
il s mon! ’_""68! ACﬁVKy .
ol 7)s]1] 10 o]7]sls Employed OB/GYN Kaiser Permanente
Address: .
13652 Cantara Street  Panorama City, CA 91402
mionth eat monih ear_} Activity: . . Y L. .
0 ! slslzl 10 Pl lels Private Practice+ IPA affiliation Cedars Sinai Medical Center
Addrass: .
10150 National Blvd. Los Angeles, CA 90034
onth nth eal_.q Activity:
| _ﬂl.l_-.-YTL_ 0 _ETL_..IT_
' Addrass:
month eaf month ear 1 Activity:
EREREINN
Address:
month s 1 Activity:
T AT
Address:

CONTINUED ON PAGE 3: If you will need more space than page 3 allows, please photocopy page 3 for your
use or aftach a separate sheet. Please sign and date each sheet you attach.




Josepha Inez Seletz, M.D. Date  08/14/02

Chronology (Contd)  Please photocopy this page if more space will be needed. Sign and date all additional pages
and enclose them between pages 2 and 3 of the application.

. Activity:
J’JT&._XTL_ o "me“"T"' N/A
Address:
month, § _ veat month ear_ 3 Activity:
T de [ T1T]
Addrase:
L Lo Activity:
0
Address:
month year month eat_ 1 Activity:
T e[ T 11
Address;
—-‘T——' L Activity:
T0
Addrass:
month dar month aar ) Activity:
Address:
! £ ul L Activity:
LT
Address:
month ear month gar_ 4 Activity:
aaEnkinEEn
Address:
Ll £3 L3 Activity:
T T
Address:
month eat month ear ¥ Activity:
T e[ TIT]
Address:




Seletz, M.D.

10. {MEDICAL EDUCATION: Listall medical schools you have attended From: MM/YY To MM/YY
Temple University School of Medicine _09/72 05/76

{Medical Schooi From Which You Received Your Medical Degree; Temple University School of Medicine

Name of University Affiliation (if applicable): * JV/A

Street Address: 3400 N. Broad Street

City: Philadelphia StatelProvince: Pennsylvania

Country: USA Country of citizenship during medical education USA
Language(s) of Instruction: English

Type of Degree: @ MD. D DO. D M.OJPhD D MBBS. [:] MBBCh D Other:

(specify)
Date Degree (The date you officially received your degree after all prerequisits obligations [required training, govemment seivice, etc.]
Was Conferred:  wers satisfied) Montr: | 0 | 5 | vear [ 7 [ 6 |

11.} How have you satistied Maryland's writtenr and oral English language competency requirements?
{See the document English Language Gompelency Requirements that is included in your application packet.)
a. [IGraduation from a professional school o, affer at least throe years of attendance, a high school {includes GED), undergraduats college or
university whers English was the language of instruction throughaut, You must provide documentation.
b. CITOEFL or I ECFMG English test taken beginning January, 1974 AND CITSE or CJOP
(if you have taken the Test of English as-a Foreign Language (TOEFL) and eittier the Test of Spoken English {TSE) or the Oral Proficiency interview (OPY),
please request the administering authority to send verification diectly to the Board of Physician Quality Assurance.)

Are you claiming speech Impairment? [J NOL1 YES (f“YES," please write or call the Board for additional information.)

Stop! Following this page you will find Form BPQA IML2, Verification of Education and English Language
Instruction. Complete Part 1 of form IML2 and send it to the institution from which you received your
medical degree and (if it is different) a copy to the institution at which you satisfied Maryland's English
language competency requirements. Please instruct the institution(s) to mail the completed IML2 directly
to the Board in an envelope that clearly bears the institution’s name and address. Forms not received
directly from the institution will not be accepted.




Josepha Ine; Seletz, M.D. Date:  08/14/02

12 POSTGRADUATE TRAINING (DO NOT ATTACH RESUME OR CURRICULUMWVITAE.)  Listin chrennlogical order ALL postgraduate
training undertaken in the United States, Canada, or Pusrto Rico whether it was completed or not and whether it was compensated or
not, (Copies of training cerfificates are helpful, but not required.) ’

NOTE: On a case by case basis, the Board may allow the substitition of one yaar of full me teaching in an LCME ~accredited medical school
in the United States for one year of an accredited training program, up to a maximum of two years. Applicants who intend to substitute teaching
expariance for posigraduate training should contact the Board's licensure division for further information,

=> =» Graduates of medical schools accredited by the Liaison Committee on Medical Education or the American Osteopathic Association at the
time of their graduation must have successfully completed 12 continuaus months of ACGME/AGA-ascradited chinical postgraduate training.
Graduates with medical degrees confarred on or after July 1, 1952, from medical schoals in any counbry other than the United States Canada,
of Puarto Rico must have obtained ECFMG cartification and have successfully complated three years of ACGME-accredited clinical post-
gracuata training. 1fyou have not successfully complated the required years of iraining, DO NOT submit this application.

= = A Fifth Pathway Program graduate must have been a U.S. ciizen during the fime of medical education and must have successfully
completad two years of ACGME-accrecitad training after successfully completing a Board-approved Fifth Pathway program. If you have not
met these two criteria, DO NOT submit this application.

= =» If after 10/1/92 you passed any medical licensing exam (or part, step, or component thereof) which at any time you had failed three or more
times, you must successiully complete another year of ACGME-accredited clinical postgraduale fraining in addition to the year(s) usually
required by Maryland. The additional year must have begun after the date of the last fail. If you have not met this requirement, DO NOT
submit this application.
P f . “ . T YEAL
PG Y;m T,:c,;n;; San Francisco General Hospital 0 ‘ 71716 ° 0 ( 61717
Address: Speclalty: Accredited by:
1001 Petrero Ave. San Francisco, CA 94110 Rotating Internship |ACOME O AOA [1  Repsc O
. ) L {70 |-mopth | year |
PGY;a " Ti,u:ﬁ";i Kaiser Permanente Medical Center ol 7717 ° 0 } 617 l 3
Address: Spaclaity: Accredited by:
4900 Sunset Blvd., Los Angeles, CA 90027 Ob/Gyn Residency |AUSME [1 AOA {1 RCPSC O
. —mT‘D— TO |-mopth _
PG Y;m Tmn;t Kaiser Permanente Medical Center ol 717 I 8 olg ; 9
Addruss: Spaclaity: Accredited by:
4900 Sunset Bivd. Los Angeles, CA 90027 Ob/Gyn Residency |[ASGME [0 A0A T RePSC 0O
PGY;“ Tﬁ::f“;f: Kaiser Perimanente Medical Center ol 717 } 9 [ 0/6|s l P
Address: Speclalty: Aceredited by:
4900 Sunset Blvd. Los Angeles, CA 90027 Ob/Gyn Residency |MCS¥E [l AGA L1 RCPSC [0
|_m L
i ?m T'::‘,iﬁ,;t Kaiser Permanente Medical Center 0 f 718lo fo _2: i 6181
Address: Speciafty: Accredited by:
1750 Sunset Blvd. Los Angeles, CA 90027 Ob/Gyn Residency |ACOME [0 A0A OO Repsc (O
PG Yeare | Place of T0 |
Tralrdng:
Address: Speclalty: Accredited by:
ACGME [0 A0A [1 RCPSC [

(ATTACH A SEPARATE SIGNED AND DATED PAGE IF ADDITIONAL SPACE IS NEEDED)

STOP! Following page 6 you will find Form BPQA IML3, Verification of Postgraduate Medical Education. For each
of the programs you have listed above, complete Part | of the IML3 and send a *copy of the IML3 to the
Program Director. Be certain to contact all programs before you send your request. Many programs now
charge a fee for verification of training. All fees are the responsibility of the applicant.

* Please remember to copy both sides of Form IML3 before sending it to the Program Director.




13.

Print
Your
Name:

Josepha Inez

Seletz, M.D.

ﬁosm Privileges After Postgraduate Tralning: Plsase list all hospitals at which you have had privilegas or have provided services

since the completion of your postgraduate training and during the five yaar period preceding the filing of this application. Copy this page first if more
space will be nesded and enclose each signed and dated addion between pages 6 and7.

Hospital Cedars Sinai Medical Center _:)nTﬂ;‘—;TL; 0 Ply —:TL;‘

CompsASE: 4706 Beverly Blvd.  Los Angeles, CA 90048-1865 DoRMENding OBIGYN Physician

. ' TP

Complato Addrese: Department .

- T T T T

Ca;mpim Address; Department

. T ETETS

Complets Addrass: Department

- T

Complete Address: Department

o ST T T

Complete Address:  Departmant

- EENENNENE

Complets Address: Department

FOT P PT T

Complote Address: Department

T T
| Comiplete Addrigs: Department

TP

Complete Address: Department

STOP! Remember that following this page you will find BPQA Form IML3, Verification of Postgraduate Medical

Education. For each of the postgraduate medical education programs listed on page 5, complete Part{ of the
IML3 and send a “copy of the IML3 to the Program Director. Be certain to contact all programs before you send

your request. Many programs now charge a fee for verification training. All fees are the responsibliity of the
applicant.

*Please remember to copy both sides of Form IML3 before sending it to the Program Director.



Josepha Inez Seletz, M.D. Date:_ 08/14/02

14. Medical Licensing Examinations

§ Have you ever failed any medical licensing examination (or part, step, o comporiant thersof)? NG’ YES . Since October 1, 1982, have you passed
any medical ficensing examination {or part, slap, or componant thereof) which at any tine you had failed three or more tmes? gy . YES
If you answered “Yes" to this question, you must have successtully complated another yesr of ACGME-accredited poztraduate training in addition to the numbses of

years of training usually required for Ecansure in‘Maryland, No part of the additional year may have been feken before the date of the fast fail. If you have notmet this
requirement, you are not eiigible for licansure in Maryland at this time. DO-NOT submit this appiication until you have fulfiled this requirement.

ldentify below ALL the medical licensing examinations that you have ever taken. Ask the administering authority of each exam to send the

complete medical ficensing examination history and scores directly to this Board. In each examination category below, you will find
information to-help you contact the administesing suthority.

a D State Board Examination(s)

State(s) Which Administered the Examination(s)
NOTE: State Board examinations taken after December 31, 1984 are not accepted for licensure in Maryland.

Following page 8, you wili find supplemental form BPQA IML7, State Board Licensure and Examination Certification. Send a copy of this form to the
state(s) which administered your licensing exam and ask the state(s) fo sand your exam resuits directly to the Soard of Physician Quality Assurance,
Also send a copy to each state that has ever issued you alicense. NOTE: Many states charge a fee for exam iranseripts. Contact each state
board prior to sending form IMLS. All fees are the responsibility of the applicant.

Federation of State Medical Boards

b. FLEX-Weighted Average  } All FLEX-Waighted exams prior to 1885 must hiave been taken | ittiny ecutive d
D 9 ored }cumnuy wtﬂb‘d‘bynmugbtr o?&:knoﬂw:‘ézard:f u&’n&&%";éum&(.m"’ Ive dayas) unless you are

c. D FLEX Components 1 nd 2 } Examinations must be passed within 5 years of sach other.

——

d D USMLE Steps 1,2, and3 } Passing scores on ail parts must have bsan complated within a 7-year period (10 yaars for MD/PhD)
beginning with the month:and year when the examines first passes either Step 1 or Step 2.
immediately following this application, youwill find the form entited Request for Examination and Board Action History Report ("EBAHR’),
Complete theform agd maaﬁﬂn the en%loosggn?re«da'assed enve‘iop%qto the Federation of State-Madical Boards. gg’ces@in tg include 3):our
check arid requast for the transcripts to be sent directly to the Board of Physician Quality Assuranca. _

e. @ National Board of Medical Examiners

if you have received NBME ceitification, ask NBME to send to the Board both the Endorsement of Certification and the Record of Scores,
Ali requests must be made thyough the NBME website at htip:/fiwww.nbme.org/new.version/cert.form.htm.

f you took NBME exams but were not certified, or took NBME as part of hybrid exams, ask NBME to send only your Record of Scores.

I youhave difficulty accessing the web sits, call 215-590-9500 for instructions.

{ D National Board of Osteopathic Medical Examiners }Ceﬁmmt!ons issued before January 1, 1971 are not accepted for licensure in Maryland,

If you have received NBOME certification, ask NBOME to send to this Board the verification of certification and the complets history of your
medical examinations. Contact NBOME at 773-714-0622 for instructions and fee information.

Medical Councll of Canada
g D Licentiate of the Medical Council of Canada

Please request that verification of your licenciate certification and a complete LMCC examination history be sent directly to this Board. Cali MCC
at 613-521-6012 for instructions and fes information.

CONTINUED ON PAGE 8




Josepha Ineg Seletz, M.D. Date: 08/14/02

HYBRID EXAMINATIONS
Tha following combinations are the only hybrid examinations accepted by the Marylgnq Board.

iPass!nq scores on-all parts-of hybrid examinations must have been completed within a 7.yéar petiod (10 yearafor graduates of MD/PhD
programs) beginning withi the month-and year the examinee first passes a part or component or step of the combined examination.
ALL HYBRID EXAMINATIONS MUST HAVE BEEN COMPLETED BEFORE JANUARY 1, 2000.

h [] USMLEY + NBMEI  + NBMEN n [Jrext  + USMLE 3

i [] usME1 + USMLE2  + NBMEM o. [JREX2 + USMLE1  + NBME(
j [] usMLE1 + NBMEN  + USMLE3 p. [Jrexz  + USMLE1  + USMLE2
k [] NeMEl  + USMLEZ  + USMLE3 o [Jrex2 + NBME!  + USMLE2
L[] NemEI + UsMLEZ  +  NBMEW o []rex2 o+ NBME!  + NBME!l

m[_] NBMEI  + NBMEN  + USMLE3

*  {f yourhybiid exams induded any part of the NBME examination, contact NBME at http:/www.nbme.org/new.version/cert.form,htm
and request that your Endorsement of Certification and your Record of Scores be sant directly to the Board of Physician Quality
Assurance.

+  Hyourhybrid exams included only FLEX and USMLE examinations, complete the form eniitled Request for Examination and Board
Action History Report ("EBAHR") which follows this application and send it with your fess o the Federation of State Medical Boards.

15. Licensing History
Please list all licenses ever issued fo you by a U.S. state or territory or Puerto Rico, and alt Canadian licenses and registrations.
a. D I have never beenlicensed in the L1.S., its teritories, or Puerto Rico and have never been licensed or registered in Canada.

b. | STATE / LICENSE / REGISTRATIOM CURRENT STATUS
PROVINCE NUMBER Active [inactve | Exprediised | Suspended | Revoked | Sumenderedin
good standing
California G35414 v L-1-03 st
Fhysiciars,
il s A
2/z40s 42—{?"

E Gl e
b‘é’/ .Z,# L icowsss
5 A
' Gg mern®

. r:d At ,1_ . 0
Gorbliwsv 8y
pf & NE e
Mé,va g A% o n?

! e A { ¢
B =y

! I

(if mors space is needed, please attach an additional signed and dated sheet.)

¢. Has any discipiinary action aver been taken against your ficense? &I No [T Yes If yes, pleass enclose an explanation.

Stop! Following this page you will find form BPQA IML7. Complete Part 1 of form IML7 and send a copy to each medical board in the u.s.,
its possessions and temitories, Puerto Rico, and Canada that ever issued you a licenselregistration or administered to you a statelbrovincial
licensing examination. Please check with each board first to determine if a fee is charged for your verification. The addresses and telephone
numbers of all U.S. state medical boards can be fotind on the Federation of State Medical Board intemet site at www.fsmb.org.




Print
Your
Name: Jogepha Inez Se‘letz, M.D. Date:  08/14/02

16. Speclal Purpose Examination (“SPEX"). Check either YES or NO.
YES NO

' ! Did you successflly complete your medical ticensing examination within the 15 year peried prior to filing this appiication? |
' ' Have you had an active licensa in the U.8,, its temitories, Puerts Rico, or Canada at all timies during the past ten years?

’ ' Do you have lifetime certiication from, or within the past 10 years have you been certifid or recertied by, a specially board recognized by
L the American Board of Medical Speciaities, the American Osteopathic Association, or the Royal College of Physicians and Surgeons of
Canada?

#-YES," in which spacialty wera you ceriified? Date certified

= i you have answered “NO” to all three of the above questions, you MUST take the Speclal Purpose Examination. After you send
your application, contantthe Federation of Stato:Medical Boards at 817-571-2949 and tell them you are required to take the SF+ * in
Maryland. Please make arrangements for your scores to be sent to the Maryland Board.

17. YES NO  Character and Fitness  (Check eithes YES or NO)

Has 2 state Jiconsing or disciplinary board (Including Maryiand), or a comparable body in the armed services, denled your
appliaﬂon-forvllew%uu, rdnpmwmnt‘,orgmwﬂ‘? rYiand) P noey y

Hao & stetelicensing or disci 'linaty board (including Maryland), or a comiparable body In-the armed services, taken action against
your license ? {(Such actions include, but ars not limited-to timitations of practice, r«nnirod education, admonishment, reprimand,
suspansion or revocation.y [Refer to the document Grounds for Board Action in ‘l‘ary nd inciuded with your appliczation packet.}

| Hasany licensing or disciplinary board in any jurisdiction (including Maryland), or a comparable body in the armed services, filed
any complaints or charges against you or investigated you for any reason?

%’ Have you ever withdrawn your application for a medical licanse or other health profsssionai licensa 2

Has g hospital, a related health care institution, or an alternative hsalth care system investigated you or brought charges against
you

Has 2 hospital, a related health care facliity, or an altamative haalth cars system denled your application for, failed to renew, fimit A
3 mﬁmd,psuspondod, revoked, or taknn'gmy your privilsges yet yourapp l new, fmitod

Have you commited a crimina! act to which you piead guilty or nolo contenders or for which you wers convicted or received
probation befors judgement?

- Have you committed an offense Involvlng:&eohal or controlled dangerous subistances to which you plsad guilty or nolo contendera
F or for which you ware convicted or recaived probation befors judgement? (Such offenses inciude, but ars not limited to, diiving
while under the infiuence of alcohol aridior controlled dangerous substances.)

' Excluding minor traffic violations, are you currently under arrest, releasad on bond, or are thera any current or pending charges
' against you in any court of law?

' Do you lilegally use drugs?

Do you have any physical or mental condition that cuirently impairs your ability to practics medicine or that would ¢
roagonahh quugt o:: to be raised about your physical, mtc‘yntal,por prgmaiom con'n’petency? alse

£ Within the past fiva years, has anyona flied or sattied a medical malpractice action in which you were named as a defendant?

B Areyou in default of a servics obligation that you Incurred by receiving State or federal funds for your medical education?

¢ Have you failed fo make arrangements to satisfy State or federal loans that financed your medical education?

E Has c?mur employment by any hospltal, HMO, other health care facility or institution, or military antity been terminated for
- disciplinary reasons?

L Have you voluntarlly resigned from any hosplital, HMO, other health care faclilty or institution, or miltary-entity while under
" investigation by that institution?

" Has the use of drugs and/or alcohol resuited in an impairment of your ability to practice your profession?

_ ::fa:: yyjouu r;g:gﬁ%o;ﬂ g;v:rn lt‘!?y‘?f.t '?: :%:’:29“ r:? ot.a‘p?u while you were under investigation by any licensing or disciplinary board

»a» 1] you answered “YES” to any of the questions in item 17, on the following page please list all adverse aciions taken against you and
provide a complete explanation. Attach any supporting documentation that applles (cepies of all complaints, malpractice claims,
adverse or disciplinary actions, arrests, pleadings, judgements, or final orders), Sign and date all pages submitted.




Print
Your
Name: Josepha Inez Seletz, M.D. Date:__ 08/14/02

18. i you answered “YES” to any of the questions in item 17, please provide an explanatuon below and attach all
supporting documentation. Attach addahonal signed and dated pages as: needed fai,

Number of malpractice claims ever filed against ym. Number of malpractice claims filed against you within the last 5 years__!;
Number ofcsima paid witinth last 5 years 1) as arosuitof judgment Y 23 prortojucgment_ P

N/A

I haveattached the foliowing number of pages to this a_pp!ication: 0




Josepha Inez Seletz, M.D. Date: 08/14/02

19. CHECKLIST

I Pleass rewewmechecknstwaeszmmg page 12. Afew minutes spent in review now mav save davs of weeks of delay in thaprooessing your-application.
o Control No:8§a 19 10/02/2002 (906
: yé’bl’OVi ded all the personal information requested on this appl  Seletz Josepha Inez.

S o Application Form (Standard)
ronology is legible and thers are'no gaps-intime. (pages 28 Received: Dicrdra Partlow

cable)l have enclosed additional sheets for my chronology Analyst: Kevin Melville
'%ﬁmdfallee“infomaﬁon/d)‘outmy'medcddegree*and-raquestad verification from:my medical school {(page 4 and iML2)
requested that my: medcal :8chool send, docwnemauon of my English pmfaency tothe: Board {Form IML2, follows:4)

School'fGr’é'c'lﬁites
1 | My English profic tediiremonts were satisfiad somewhere cther than medical school; 5o | have requested that documentation
»/o%o&qmén“ﬁén'cm profi uencybesent to the Board. e
} haverentlosad the following documents:

D Acopy of my velid ECFMG certificate.
A copy.of mymedical school diplomasand a certified translation.

D (If-applicable) A copyof the Certificate of Medical Education‘and Examinations Taken or Good Conduct or Intem
Certificate’ showing iy name; the riame of the tedical school, and the name of the affiliated umverslty and a certified
_ translation. (Sée paged) s

I have: oompl sted Part 1 of form IML2:and senta: lo the ingtitition from whichil: recelved my:medical:dagres and if differént, to the
institttion at whith | recéived English instruction'th meets the'Maryland requirements y deg :

1 have fisted all postgraduats tralning | have undertakeriin the'U:S., Canada; or Puarto Rico (page 5); completed Part 1:of formIML3 and
printed my* namepoosr%gade B;and ha\?e ‘sent a copy of form'IML3 to the director of each program in w?m)i'ch I participat

Eﬁ

"»Xg

l Havelisted-all: hospttals at- whichI'have hed privileges or provided seivices since the-completion-of postgraduate‘training and during the
five:year period prior to filing my-application(page6).

.gg;

I'have listed i medical licensing :examinations | have ever taken:(page 7} and sent a-copy of the request for transcriptsto the
appropriate administering authority of each exam {see instructions after exam listed on‘pages:7 and 8).

I have listed every license | have ever beenissued (page 8) and have sent a copy of IML7 to:eachmedical board that issted me a
‘Jicensain the 1.8, itstenitories, Puerto Rico; or Canada.

T:do ot have to take the Special Pumpose:Exam {page 8) D I musttake the SPEX and have made-afrarigemenits to'do:so,

@ 5‘3;

“V'have-answerad all-character and fithess questions (page 9), explained all “yes® answers, and enclosed all-supporting docunients that
apply(copies of al-complaints, malpractice-claifs; adverse or disciplinary actions, arrests, pleadings, judgments; final orders, ete.)

| haverattachied a 2°x 2* passport quality photograph to the last page-{page: 12} of this application.

““¥have read the statements onpage 12 of this-application; initialed my agreement; sigried and dated the application; and arranged to
have the:appiication notarized.

I have-enclosed my- check made out to "Board of Physician Quality Assurance” (or “BPQA") in the amount of either $790.00 (Graduates
-of LOME-accredited American and Canadian medical schools) or $890.00 (Graduates of Intemational- Medical Schools).

(lf!applicabie)  have-enclosed the Applicant's Preferred Date of Licensure form that was in my licensure packet.
l have stamped the:pre-addressed envelope provided by the Board for the retum of my application.
I haveattached the following number of pages of documentation to support this application: o

STP! This is not the last page of your application. Please complete page 12 and have it notarized.




RELEASE AND CERTIFICATION

20. Release:

| agreathat the-Board of Physician Quallty Assurance ("Board™ uast eny Information necassary to process my application for medical licensure in
Maryland from an&pmon oyr‘l sncy, lnc ud!nn bm not( limited tgmrﬁdnm p¥ogram directors, | lndl\wd &yslchnz, apgvammon t agoncies, the National

ractitioner Data Bank, the Healthcars In and Protaction Data Bank, hospitals and otherticensing bodies,and I agres that:ary person or agency may
rolnu to-the Board the information requ . Talso agree 0 sign any subsequent refease for iriformation that may be raquested by the Board.

ggfl LJF/W& 9 & Mj} / 92:’/ )67

Date:

21. (OPTIONAL) Third Party Release: (Although the Board encourages you to complete all aspects of your application on your
own, if you plan to use an intermediary to receive information about the status of your application, please complete this release.)

| agrea that the Board of Physician Quality Assurance may release any information pertaining to the status of my application to the following person:

Name: Lois Cole @ Physician Licensing Service )
/1 //(/ ' S/ -ﬁ'”l';k / 7;’
Phone: 801-951-3300 ext 203 7]” g > Sedil {/ S 25/ U

”Applicant’s signature = Date

22, | agree that | will cooperate fully with any request for information or with any investigation related to my medical practice as a licensed physician in
the State of Maryland, including the subposna of documents or records or the inspection of my medical practice.,

During the pariod in which my application is baing processed, | shall inform the Board within 30 days of any changa to any answer | originally gave in

this application, any amest or conviction, any change of address, or any action that occurs based on accusations that would be grounds for disciplinary
action under Md. Code Ann., Heaith Occ. § 14404,

O ) xLUZ, 7/25 /02

Signature) ' Date

23. Affidavit: (To be completed by the applicant in the presence of a notary public after the applicant's picture has been attached below.)

| certify that 1 personally have reviewed all the responses to items 1-23 of this application and that the Information | have given s true and
accurate to the-best of my knowledge. | understand and agree that | may not practice, attempt to practice, or offer to practice medicine in
Maryland unlesslicensed by the Board.

(‘\ \[ UM/ff‘a/f/é’f/L . g/ K/L/ZZ( » ,;’ iy / 02

Applicant's/signature Date

STATE OF CMAM
CHRY/COUNTY OF i@‘g CQ/'@QQU/
[)
| HEREBY CERTIFY that on this 2. &) day of W .20 P2 before me, a Notary Public of the State and
City/County aforasaid, personally appeared the Applicant, Jo S ha. Tney etz , whose likeness is identifiable as that of

(pnnt applicant's name) (@)
the person in the photograph attached to this application and who has made oath in due form of law to be the py

referred to in the abo
application for license to practice Medicine and Surgery in the State of Maryland, and to have stated the
truth in all statements made in this application.

AS WITNESS my hand and notorial seal EKMM /\ Ql‘b@%ﬂf"

'&mctary Pubhc

My Commission expires: ;i’;ff 9 C°mm*%ﬁggsos i
* R g iy Notary Public - Caiifornia €
\Q / My Clo_os Angeles County
I vl ExpumMayB 2005




2SRRI 200 25089

SRS o LS ‘ - P
Inlat Madicat Licanurs | MARYLAND BOARD F PHYSICIAN QUALITY ASSURANCE Follows paga &
ScpplamentgiForm © | 4201 Pattarson Avenue - P,0.Box 2571 | ot epplication
12004 ) Baltimore, Maryland 21245-0095 S S

STATE BOARD LICENSUIRE AND EXAMINATION CERTIFICATION

.
o {

L

Part1 | APPLICANT: Complete Part 1 and senc 8 copy o5 this form o each medizal board In the U.S., % gossewsions or terrtorien, Puerto Rico
and Canada that aver lssusd you 8 licanse or admintyered 1o you 3 stat/provineiai lcensing examinatios.

3. New Jersey State Board 2. 1 09/26/1950
Stats of Licedsurs Litaagda Nufiber Date of Birtk

" Seletz, M.D. Josepha
Lagt Nama under which You Were Linensed Eirst Nama Middle Nave

5. -
Current Nama If Difforsnit from Above First Name Middie Name

6 10150 Nationa! Blvd, ) Las Angeles Ca 90034
Cufrent Street Addrags ity State

7. Socisl Security Number: » - g, Itlsphona Number:

s, See Authorization 04/67/03
Signature Date:

Part2 [AUTHORIZED OFFICIAL OF STATE MEDICAL BOARD: Plaasa certify the following information ragarding the above-listed
ndividual an¢ send this form directly to the Bogrd of Physician Quality Assuranca it the above address.

N W A e .
1. S ATPESLY 2. il B I 3. b Do ol
Licanse Nurmber Distn of Original Licensure Dete License Expires/Expired

4 Is the ticenae in good standing or, if expired, was the llcenas n good standing @t the time of &xptmﬁoﬁ. Yop ‘ Ne

5. s there, or has thare nver baen, derogatory information, panding charges, or disciplinary actlorn takan againat this Hcame?‘ Yax ' do

1 Yeg™ ‘ Pending charges . reprimanded ‘ suapendsd . rewoked " swrrendered ' termsizondition/probation
nmsy (n the patk of s form, 0f as an attachment, plesse explain any dergatory infomstion and include 3 avainbie documeniatan,

§, Was tha licanse adminigiratively revoked, suspended, ot su rendered because the licensee did not renew? .Y@s . no

7. Was the appilcant licenzed in your state hased on an sxamiation administered by
your state rather than an sxamination adminigtered by the Feduration of State Medleal Boards,
tha National Bosrd of Medical Examiners, or the National Be eret of Osteopathic Medical Examiners? ‘Yms ‘ Ne

if the answer to question 7 was “Yes”, pieasu altach an official copy of the exam results.

ol o

N

Prnted nama of Authonzi

Direrd Telsphiong Number State Board

,‘}nggf«

4. ROFORR/

“Titie of Authonzad Ofeta rrintest Neme of Blate Sea’

APR 25 2003

w
Signature of Authorized Official Date i

a7

“



Maryland Board of Physicians Online Renewal
PRINT RETURN

BOARD OF PHYSICIANS
P.0O. Box 17314
Baltimore, Maryland 21297-0475
Application for Renewal of Medical
License
(410) 764-4705

1. MEDICAL LICENSE

NUMBER D0060063

2. NAME Dr. Josepha Inez Seletz
Date Completed 9/24/2005

ADDRESS CHANGES

You must submit a Public and Non-Public address. If either address has changed, please correct here.

Your address(es) on the online renewal application is current as of July 1, 2005. if you requested any changes to your
address(es) that are not reflected on this application, please make the change at this time. These changes will be updated in
the main database.

3a. Non-Public Mailing Address: This address is for Board use only and is where your license will be mailed. However, if no
public address is listed, this address will also be made available to the public.

Street
Street (2)

Street (3)
City
State/Province

Zip Code
Country

3b. Public Mailing Address: This address, usually your office, is available to the public and will be posted on the Internet. If
you do not designate a public address, your non-public address will be posted on the Internet.

Organization Name

Street
Street (2)

Street (3)

City

State/Province
Zip Code
Country

PERSONAL AND PROFESSIONAL INFORMATION

4. Do you give the Maryland Board of Physicians " Yes No
permission to report my date of birth to the

Federation of State Medical Boards' Physician Data

Center?

See instruction

5a. Are you engaged in the direct care of patients in the State of Maryland? Answer yes if you saw one or more patients within

http://www.mbp.state.md.us/mbp_mz_2005/application.asp?licno=D0060063

Page 1 of 8

7/26/2011



Maryland Board of Physicians Online Renewal Page 2 of 8

the period since July 1, 2003 or initial licensure or reinstatement in Maryland whichever is more recent. *

Yes

“ No

5b. If you answered NO to the previous question, did your practice include making decisions that had direct impact on patient
care in Maryland (such as radiology, pathology, or medical director)? Yes * No

CHARACTER AND FITNESS QUESTIONS
6. The following questlons pertain to the period since July 1, 2003. If this is your first renewal, these questions apply to the
period commencing with the date of your initial licensure or remstatement

Check the box YES or NO next to each gquestion. If you answer Yes, provide an explanation at the prompt.
* All questions must be answered Yes or No.

‘, b a

Yes No

B -

Yes No

1:

es No

e

Yes No

!

Yes No

QUESTION
Has any licensing or disciplinary board of any jurisdiction (except this licensing board), or any entity of the armed
services denied your application for licensure, reinstatement or renewal, or taken any action against your license,
including but not limited to reprimand, suspension, revocation, a fine, or nonjudicial punishment, for an act that
would be grounds for disciplinary action under Md, Code Ann. Health Occ. §14-4047

Have any complaints, investigations or charges been brought against you, or are any currently pending in any
jurisdiction by any licensing or disciplinary board (except this licensing board) or an entity of the armed services?

Has your application for a medical or health professional license been withdrawn for reasons that would be grounds
for disciplinary action under Md. Code Ann. Health Occ. §14-4047?

Has an investigation or charge been brought against you by a hospital, related institution, or alternative health care
system that would be grounds for disciplinary action under Md. Code Ann. Health Occ. §14-4047

Have you had any denial of application for privileges, failure to renew your privileges, or limitation, restriction,
suspension, revocation or loss in privileges in a hospital, related health care facility, or alternative health care
system that would be grounds for disciplinary action under Md. Code Ann. Health Occ. §14-4047?

Have you had a plea of guilty, nolo contendere, conviction, or receipt of probation before judgment or other
diversionary disposition of any criminal act, excluding traffic violations?

Have you had a plea of guilty, nolo contendere, conviction, or receipt of probation before judgment or other
diversionary disposition for an alcoho! or controlled dangerous substance offense, including but not limited to driving
while under the influence of alcohol or controlled dangerous substances?

Are there any pending criminal charges against you in any court of law, excluding minor traffic violations?

Do you have a physical or mental condition that currently impairs your ability to practice medicine?

Has the use of drugs and/or alcohol resulted in an impairment of your ability to practice your profession?

Do you illegally use drug(s)?

http://www.mbp.state.md.us/mbp_mz_2005/application.asp?licno=D0060063 7/26/2011



Maryland Board of Physicians Online Renewal : Page 3 of 8

I' Have you surrendered or allowed your license to lapse while under investigation by any licensing or disciplinary
Yes No board of any jurisdiction or an entity of the armed services?

iy M
R Have you been named as a defendant in a filing or settlement of a medical malpractice action?
es No

@R " Has your employment by any hospital, HMO, related health care or other institution, or military entity been
Yes No terminated for any disciplinary reasons?

..o . you voluntarily resigned from any hospital, HMO, other health care facility or institution, or military entity while
P L y
Yes No underinvestigation by that institution for disciplinary reasons?

w P Are you in default of a service obligation resulting from your receipt of state or federal funding for your medical
Yes No education?

W d Have you failed to make arrangements to satisfy any state or federal loans that financed your medical education?
es No

CONTINUING MEDICAL EDUCATION
e You must complete this form for your license to be renewed. Choose one statement that applies to you.

7. Choose one statement that applies to you.

- CME met. | have earned 50 credit hours of Category 1 continuing medical education during the two (2) years prior to this
renewal.

First Renewal & NPO. | am exempt from CME during the renewal period because this is my first renewal after initial
medical licensure in Maryland and | have completed the Board's New Physician Orientation Program. The New Physician
Orientation is for NEWLY licensed physicians only. If you were licensed prior to September 30, 2003 or reinstated, you are
not required to take the NPO.See New Physician Orientation Program web site. Your license will not be renewed unless
you have completed the orientation.

First Renewal after reinstatement. | am exempt from CME during the renewal period because this is my first renewal after
reinstatement of my medical licensure in Maryland.

PERSONAL AND PROFESSIONAL INFORMATION (Part 2)

8. Ethnicity and Race: (Select all that apply)
) i Hispanic or Latino

| k. American Indian or Alaska native

Asian

g ;‘ Black or African American

Native Hawaiian or other Pacific Islander
: 'V White

I Other
9. Are you employed by the Federal Government? F Y es No
10. Do you plan on ending your medical practice in Yes .‘T No Not Applicable

the next 2 years?

11. Do you plan to leave Maryland in the next 2 years? *
Yes No Military Unknown Not Applicable

http://www.mbp.state.md.us/mbp_mz_2005/application.asp?licno=D0060063 7/26/2011



Maryland Board of Physicians Online Renewal

12. Which best describes your current area(s) of concentration:

Dhstetrios £ 4

Primary Concentration * £

Secondary Concentration ~ Monie

13. List up to two (2) specialty areas only if cerlified by a recognized board of the American Board of Medical Specialties or the
American Osteopathic Association and provide the year of your certification or recertification. (If you select a Primary or Secondary
Specialty, the year of your certification or recertification is required.)

5
Ohstelin

Primary Specialty Year {yyyy)

Secondary Specialty one Year. yyyy)

HEALTH CLAIMS ARBITRATION OFFICE QUESTIONS

14. The following questions pertain to the period since July 1, 2003. If this is your first renewal, these questions apply to the
period commencing with the date of your initial licensure or reinstatement.

Check the box YES or NO next to each question. If you answer Yes, provide an explanation at the prompt.

* All guestions must be answered Yes or No.

L QUESTION
‘ a Have you been the subject of professional discipline?

b Have you, your partners or associates, or anyone in your immediate family or household, been sued or had a
claim filed against you or any of them for medical malpractice?

Have you testified as a medical witness in a judicial or administrative proceeding?

Yés No

« d Have you been an arbitrator?
Yes No

- € Areyou currently an arbitrator?
Yes No

f Are you, or any member of your immediate family or household, currently a party in a medical malpractice
Yes No case?

+ 8 Isthere any reason why you could not hear and decide impartially a health care malpractice claim solely on
Yes No the basis of the law and the evidence presented?

PRACTICE INFORMATION
15. Do you currently practice medicine?

Yes No

16. If you are not in practice, are you:
1. Retired, permanently not in practice
2. Semi-Retired, working outside of the practice of medicine
3. Temporarily not in practice
4. Inactive for other reasons
5. Working full-time outside the practice of medicine

http://www.mbp.state.md.us/mbp_mz_2005/application.asp?licno=D0060063
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Maryland Board of Physicians Online Renewal Page 5 of 8

17. What percent of your average work day is spent in personally providing PRIMARY/PREVENTIVE CARE SERVICES in
Maryland? g %

18. If all offices are located outside Maryland, do you treat Maryland residents? Yes - No Not Applicable

19. What is the total number of practice/office locations at which you personally work within Maryland?

20. Primary Practice / Office Location
Organization Name Jdosenha Sak

Street Address
Street2

City

State

Zip Code

Office Phone
Office Fax
Jurisdiction
Employer Tax ID T
At this site, what is the average number of hours per week you are available for ALL PATIENT CARE? i *  (if None,

enter 0)
Setting

Practice
Primary Role
Secondary Role
Private/Public

21. This question is about the use of computers and other forms of information technology, such as hand-held computers, in
diagnosing or treating your patients.
In your practice, are computers or other forms of information technology used:

A. To obtain information about treatment alternatives or recommended guidelines?

Yes No
+ B To send prescriptions electronically to a pharmacy?
Yes No
If you answered yes to 21B, what percentage of prescriptions are submitted electronically? %
(Please enter a whole number for the percentage. No decimats)
.= C. To generate reminders for you about preventive services needed for your patients?
Yes No
D. To access patient notes, medication lists, or problem lists?
Yes No
. E. For clinical data and image exchanges WITH OTHER PHYSICIANS?
Yes No
F. For clinical data and image exchanges WITH HOSPITALS AND LABORATORIES?
Yes No
+ G. To communicate about clinical issues with patients by email?
Yes No

http://www.mbp.state.md.us/mbp_mz_ 2005/application.asp?licno=D0060063 7/26/2011
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& H. To obtain information on potential patient drug interactions with other drugs, allergies, and/or patient
Yes No conditions?

If you admit patients to the hospital, does the hospital where most of your patients are treated have computerized
systems to order tests and medications? Yes No Not Applicable

22, Secondary Practice / Office Location
Organization Name

Street Address

Street2

City

State

Zip Code

Office Phone

Office Fax

Jurisdiction

Employer Tax 1D

At this site, what is the average number of hours per week you are available for ALL PATIENT CARE? * (if None,

enter 0)
Setting

Practice
Primary Role
Secondary Role
Private/Public

23. Do you patrticipate in the Maryland Medical Assistance (Medicaid) program? Yes No = Not Applicable
24. If YES to question 23, enter the Maryland Medical Assistance Rendering Provider Number:

25. If YES to question 23, are you accepting new Maryland Medical Assistance patients? Yes No

26. Do you participate in Medicare? Yes No % Not Applicable
27. f YES to question 26, enter the Individual Medicare UPIN

28. If YES to question 26, are you accepting new Medicare patients? Yes No

29. Do you offer a sliding fee scale based on ability to pay?
(Utilize a standardized fee reduction schedule for low-income) Yes . No * NotApplicable

30. Do you offer uncompensated (charity) care? = Yes No Not Applicable
31. If YES to question 30, report the number of hours you personally provide in

uncompensated care in a month:

32. Is a Physician Assistant, Nurse Practitioner, or Nurse Midwife included as part of your practice (employee or on staff)?
Yes * No ‘

33. Worker's Compensation

Workers' Compensation coverage: If you employ one or more persons, the Md. Code Ann. Health Occ. §1-202 requires

that you verify that you are complying with the Workers' Compensation Law for your renewal to be issued.

| certify one of the following: Not Applicable (Do not complete below)
“* | do not practice in Maryland.
| do not employ anyone in my practice in Maryland.
I employ one or more persons in my Maryland practice and have the following Workers' Compensation coverage.
Name of Insurance Carrier

http://www.mbp.state.md.us/mbp_mz_2005/application.asp?licno=D0060063
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Maryland Board of Physicians Online Renewal Page 7 of 8

Policy Number

Expiration Date

PHYSICIAN EMERGENCY CONTACT INFORMATION

As part of Maryland's emergency preparedness efforts, the Department of Health and Mental Hygiene has identified
the need for certain contact information for licensed physicians in Maryland who may be needed to respond to a
catastrophic health emergency. (Catastrophic Health Emergencies Act Md. Code. Ann., Article 41 Sec. 2-201-204
and Health General Article Section 18-901 et seq. sets forth the powers of the Governor and Secretary of the
Department of Health and Mental Hygiene.)

If you work for the Federal government or military and you would not be available to volunteer, please check YES to
the question below--you will not be required to complete the volunteer contact information.

’ ,‘ Do you work for the Federal government or the military and would not be available to
Yes ¢ No volunteer ?

If you answered No , please provide (or update) the following information that should be used in the event of an
actual emergency. Otherwise, please press Enter and your contact information will be erased.

Pager
Cell Phone

Home Telephone
Fax

Email

Work Telephone
Fax

Email

Name of Practice
County

City

State

Zip

Please provide (or update) the one best number that should be used in the event of an actual emergency.
Daytime:

Nighttime:

Preference Area:
Indicate which counties you wouid prefer to work in the case of an actual emergency.

Indicate by checking any box that applies whether you have any particular training and experience regarding the
following specific agents:

. Chemical Biological Radiological

Check here if you are interested in being contacted about training opportunities provided by the Board of
Physicians.

Thank you for your assistance !
34, AFFIRMATION OF RENEWAL APPLICATION AND PAYMENT

e You have completed all the question sections in the application.

http://Www.mbp.state.md.us/mbp_mz_200S/application.asp?ligno=DOO60063 7/26/2011



Maryland Board of Physicians Online Renewal Page 8 of 8

You must affirm your answers on the application before you can pay your license renewal fee.

You will not be allowed to change any answers once you affirm your answers.

You may wish to recheck your answers by returning to the Menu before you affirm.

You also have the option of viewing your renewal application online anytime after completion. To exercise this option,
you must select the option box below.

Once you affirm, select a Payment option.

Affirmation and Authorization
(Please check each box to affirm the following questions)
| affirm that the information | have given in this application, including that given to Character and Fitness questions (a)
through (q), is true and correct to the best of my knowledge and befief.
| authorize any person(s) to release to the Maryland Board of Physicians any information or documents needed
pertaining to my application for licensure.
| shall inform the Board, by certified mail, return receipt requested, within 30 days of:

(a) action that would be grounds for disciplinary action under Md. Code Ann. Health Occ. §14-404, that occurred at any
time during the application period;

(b) change in any answer that was originally given in this application.

Check Here if you wish to have the option of viewing your completed appllcatlon online after you renew your license.
Otherwise, your application will not be available online for your later viewing.

Maryland Board of Physicians
P.O. Box 2571 Baltimore, Maryland 21215-0095
Help Line (410)764-4705
Main (800) 492-6836  Fax (410)358-2252
1-800-735-2258 TTD for Disabled
Email mbp@erols.com

PRINT RETURN

http://www.mbp.state.md.us/mbp_mz 2005/application.asp?licno=D0060063 7/26/2011



