APPLICATION for LICENSURE

G S T

GENERAL INFORMATION: i

License(s) Applying For: X Physician and Surgeon

X _Controlled Substance

Social Secunity Number: —.’

Last Name: 2 ; L& /\/ Maiden Name: /2 /:(C:/‘/

First Name: Nicola Middle Name: LrepE

Gender (Male or Female): Fepmpee Date of Birth- S -27~ /9¢85
Have You Ever Held A Utah License Before? Yes No X

If Yes, Name of Profession:

If Yes, License Number:

MAILING ADDRESS:
e S e
City: SHLT LAKE Cr N State (o7 AL Zip: ‘_

JALT cArE Ty Telephone: Fe/) - _
/

DO NOT WRITE IN THIS SECTION - FOR DIVISION USE ONLY

. e N Ao U G
License/Certificate Number: Hi\)' 4./’\52@ /'\(, D) L7

County:

Date License/Certificate Approved [/’ O L’
Approved By: 7\{&’ 'M/ BJM\/& W/L

Date License/Certificate Denied:

Denied By:

Reason For Denial/Other Comments:
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Nicola Irene Riley
S

Division of Occupational and Professional Licensing
P.O. Box 146 741

Salt Lake City, Utah 84114-6741

June 4, 2004

Dear SirfMa’am,

Subject: Questions 25, 27, 29

I, Nicola trene Riley, am applying for physician licensure for the state of Utah. | have answered yes to
questions numbered 25, 27 and 29.

I was an officer in the US Army from 1987-1992 at Ft. Carson, Colorado. | was convicted of
Conducted Unbecoming an Officer (Article 132} for the following reasons:

1. Two enlisted soldiers under my jurisdiction were convicted of credit card fraud and

criminal impersonation in June 1991.
2. 1pleaded not contest to my knowledge of the events and my failure to report their activity

in a timely manner.
3. As aresult of my position and failure to act in a reasonable amount of time, | was listed

as an accomplice to their acts.
4. lwas transferred to Fort Leavenworth Kansas for one year with a dishonorable discharge

from the military.

| have not had any other military court or civilian convictions or infarctions since this event in June 1991.

I am currently a second year resident in good standing at the St. Mark's Family Practice Residency.

Thank you for your consideration,

oy
///. 2 Sl 92—

Vi G (I N Ve

mley, MD.




MEDICAL SCHOOL: (Use additional sheets if necessary.)

Name: 7_,( meversir~y  of U+ag \ Dates Attended: Do 4 9FTo DEQ 200 oo
Scheot <& MPMledicrne-
Location: 3¢ Nerm igdoc E AT {ZCC}/)’] [ClCi ) SLL) UT %432~
2. 1C¢]
Degree Received: ™Mb Date of Graduation: ~ Dec 2ct o
Name: Dates Attended: To
Location:
Degree Received: Date of Graduation: .

Complete the information below and account for all periods of training or postgraduzare work
from the time you graduated from medical school. (Use additional sheets if necessary.)

Name of Hospital: ST MARKS Hesprral ,/ ST MAN KD FAmiily Prech
itesinen C !

Address of Hospital: {290 Ensy 3‘7"30 oo SciTedl, S UT guizy

Department: Witeh He aldi cAvee e nd g o

Date Ended: 1 veoert ( Sept-2cec ;)

Tntern (Cof 2c0e = Seqpt 2ecs )

Ren, dont 2 Lot - 2ons - Seph 2e0y)
Name of Hospital:
Address of Hospital:
Department:
Date Began: Date Ended:

Position (intern, resident, fellow):

DOPL-AP-001 REV 02/02/2004 6




IF YOU ARE APPLYING FOR LICENSURE BY ENDORSEMENT:

Please list your professional work experience showing that you have been actively engaged in the
legal practice of medicine in the United States. Account for all periods of time since you

completed your post-graduate training. (Use additional sheets if necessary.)

Nk

T

PROFESSIONAL EXAMINATION REQUIREMENT:

Number of
Attempts
5 y . e
5[ '{ USMLE part 1, Date(s) Taken: Coug /Jé/m‘?' 2007 . ey 2ccy
_ﬂf*_.“Lﬁ_tﬁ_ M ————— R 4
[ USMLE part 2, Date(s) Taken: Feol— 2w
| USMLE part 3, Date(s) Taken: “ ec 200D

FLEX part I, Date(s) Taken:

FLEX part II, Date(s) Taken:

FLEX, Combined, Date(s) Taken:

NBME part I, Date(s) Taken:

NBME part II, Date(s) Taken:

NBME part III, Date(s) Taken:

LMCC part 1, Date(s) Taken:

LMCC part 2, Date(s) Taken:

Utah Controlled Substances Exam, Date(s) Taken: > / 2¢cd

P——

DOPL-AP-001 REV 02/02/2004
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LICENSES: n/A

List all licenses, registrations, or certifications issued by any state which you now hoid or have
ever held in any health care profession. (Use additional sheets if necessary.)

Issuing State: Profession:

License Status: License Number: Effective Date:
Issuing State: Profession:

License Status: License Number: Effective Date:
Issuing State: Profession:

License Status: License Number: Effective Date:

AFFIDAVIT IF APPLYING FOR LICENSURE AS A RESIDENT WITHIN UTAH:

I have successfully completed 12 months of resident training in an ACGME approved program
after receiving a degree of doctor of medicine. I am successfully participating in an ACGME
progressive residency program within Utah with no disciplinary action. I agree to surrender my
license to the Division without any proceedings under the Administrative Procedures Act and the
Division will automatically revoke my license as a physician and surgeon if I fail to centinue in
good standing in the ACGME approved residency program within Utah.

7
- ~ . 7 s ]
Signature of Applicant: ,/'(/ Ae K \QLQ//\C/ (&Q—MZ/‘
Date of Signature: é// s / o/
i i Vf

AFFIDAVIT IF APPLYING FOR A CONTROLLED SUBSTANCE LICENSE:

I hereby agree to comply with the laws of Utah relating to the Controlled Substances Act and
Rules.

e

Signature of Applicant:
ignature pplican 7

Date of Signature: é’/ ?// ¢y

DOPL-AP-001 REV 02/02/2004
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PHYSICIAN AND SURGEON
QUALIFYING QUESTIONNAIRE

Answer “yes” or “no” for each question. Do not leave any question blank.
A4

1. N < Have you ever applied for or received a license, certificate, permit, or registration
to practice in a regulated profession under any name other than the name listed on

this application?

2. ~/©  Have you ever been denied the right to sit for a licensure examination”

3. ~'U  Have you ever had a license, certificate, permit, or registration to practice a
regulated profession denied, conditioned, curtailed, limited, restricted, suspended,
revoked, reprimanded, or disciplined in any way?

4. At Have you ever been permitted to resign or surrender your license, cerrificate,
permit, or registration to practice in a regulated profession while under
investigation or while action was pending against you by any health czre profession
licensing agency, hospital or other health care facility, or criminal or zdministrative

jurisdiction?

5. A€ Are you currently under investigation or is any disciplinary action perding against
you now by any licensing agency?

6. ~/ ¢ Have you ever had hospital or other health care facility privileges denied,
conditioned, curtailed, limited, restricted, suspended, or revoked in any way?

7. A/l Have you ever been permitted to resign or surrender hospital or other health care
facility privileges, while under investigation or while action was pending against
you by any licensing agency, hospital or other health care facility, or criminal or
administrative jurisdiction?

8. A any action related to your conduct or patient care pending against you now at
any hospital or health care facility?

9. e Have you ever had rights to participate in Medicaid, Medicare, or any other state
or federal health care payment reimbursement program denied, conditioned,
curtailed, limited, restricted, suspended, or revoked in any way?

(Questions continue on foiiowing page.)

DOPL-AP-001 REV 02/02/2004 0
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10.

11.

12.

13.

14.

15.

/'\’[ [

16. ¢

17.

18.

19.

20.

21.

Have you ever been permitted to resign from Medicaid, Medicare, or any other
state or federal health care payment reimbursement program while under
investigation or while action was pending against you by any licensing agency,
hospital, or other health care facility, or criminal or administrative jurisdiction?

Is any action pending against you now by Medicaid, Medicare, or any other state
or federal health care payment reimbursement program?

Have you ever had a federal or state registration to sell, possess, prescribe,

dispense, or administer controlled substances denied, conditioned, curtailed, x
limited, restricted, suspended or revoked in any way by either the federal Drug
Enforcement Administration or any state drug enforcement agency?

Have you ever been permitted to surrender your registration to sell, possess,
prescribe, dispense, or administer controlled substances while under investigation
or while action was pending against you by any health care profession licensing
agency, hospital or other health care facility, or criminal or administrative

& VY, 2SR L CAiiil

jurisdiction?
Is any action pending against you now by either the Federal Drug Enforcement
Administration or any state drug enforcement agency?

Have you been named as a defendant in a malpractice suit?

Have you ever had office monitoring, practice curtailments, individual surcharge
assessments based upon specific claims history, or other limitations, restrictions, or
conditions imposed by any malpractice carrier?

Have you ever had any malpractice insurance coverage denied, conditioned, :
curtailed, limited, suspended, or revoked in any way? :

If you are licensed in the occupation/profession for which you are applying, would
you pose a direct threat to yourself, to your patients or clients, or to the public
health, safety, or welfare because of any circumstance or condition?

Have you ever been declared by any court of competent jurisdiction incompetent
by reason of mental defect or disease and not restored?

Have you ever been terminated from a position because of drug use or abuse?

Are you currently using or have you recently (within 90 days) used any drugs
(including recreational drugs) without a valid prescription, the possession or
distribution of which is unlawful under the Utah Controlled Substances Act or

other applicable state or federal law?
(Questions continue on following page.)

DOPL-AP-001 REV 02/02/2004 10




22.

Have you ever used any drugs without a valid prescription, the possession or
distribution of which is unlawful under the Utah Controlled Substances Act or
other applicable state or federal law, for which you have not successfully
completed or are not now participating in a supervised drug rehabilitation
program, or for which you have not otherwise been successfully rehabilitated?

Have you ever had a documented case in which you were involved as the abuser in
any incident of verbal, physical, mental, or sexual abuse?

Have you ever been arrested for or charged with a misdemeanor in any
jurisdiction? Motor vehicle offenses such as driving while impaired or intoxicated
must be disclosed but minor traffic offenses such as parking or speeding violations

need not be listed.
Have you ever been arrested for or charged with a felony in any jurisdiction?

Have you ever pled guilty to, no contest to, or been convicted of a misdemeanor in
any jurisdiction? Motor vehicle offenses such as driving while impaired or
intoxicated must be disclosed but minor traffic offenses such as parking or

speeding violations need not be listed.

Have you ever pled guilty to, no contest to, or been convicted of a felony in any
jurisdiction?
Have you ever been allowed to plea guilty or no contest to any criminal charge

that was later dismissed (i.e. plea in abeyance or deferred sentence)?

Have you ever been incarcerated for any reason in any federal, state or county
correctional facility or in any correctional facility in any other jurisdiction?

If you answered “yes” to questions 24, 25, 26, 27, 28, or 29 above, you must include
with your application a copy of the police report, court docket, any probation/parole
officer report, and a narrative of the circumstances that occurred for EACH and

EVERY arrest and/or conviction.

If you are unable to obtain any of the records required above, you must submit
documentation on official letterhead from the police department and/or court
indicating that the information is no longer available.

If you answered “yes” to any of the above questions, enclose with this application complete
information with respect to all circumstances and the final result, if such has been reached.

A “yes” answer does not necessarily mean you will not be granted a license; however, the
Division may request additional documentation if the information submitted is insufficient.

DOPL-AP-001 REV 02/02/2004 11
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AFFIDAVIT and RELEASE AUTHORIZATION

I am the applicant described and identified in this application for licensure, certification, or
registration in the State of Utah.

I am qualified in all respects for the license, certificate, or registratior for which I am applying in

this application.

To the best of my knowledge, the information contained in the application and its supporting
document(s) is free of fraud, misrepresentation, or omission of material fact.

To the best of my knowledge, the information contained in the application and its supporting
document(s) is truthful, correct, and complete; and, discloses all material facts regarding the
applicant and associated individuals necessary to properly evaluate the applicant's qualifications

for licensure.

I will ensure that any information subsequently submitted to the Division in conjunction with this
application or its supporting documents meet the same standard as set forth above.

I understand that it is unlawful and punishable as a class A misdemeanor to apply for or obtain a
license or to otherwise deal with the Division or a licensing board through the use of fraud,
forgery, or intentional deception, misrepresentation, misstatement, or omission.

I understand that this application will be classified as a public record and will be available for
inspection by the public, except with regard to the release of information which is classified as
controlled, private, or protected under the Government Records Access and Management Act or

restricted by other law.

I authorize all persons, institutions, organizations, schools, governmental agencies, employers,
references, or any others not specifically included in the preceding characterization, which are set
forth directly or by reference in this application, to release to the Division of Occupational and

information of any type rpacnqably

lem s £TT+ah c de nr
CaAS01

Professional Licensing, State of Utah, any files, records, or informat: f any ty
required for the Division to properly evaluate my qualifications for
licensure/certification/registration by the State of Utah.

7
o .
Signature of Applicant: R “‘Q e wA)/

Printed Name of Applicant: NicColA T RrReNE j2rcey

Date of Signature: & / 5 / cY
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T,
experior

A Division of T CAPSTAR .
Examination Score Report

June 3, 2004

Nicola Riley SRR
A,
p——————

Division of Qccupational and Professional Licensing

Date Exam Mirimum
Pass Score  Status
03/19/2004 UT Controlled Substances Law and General Law 75 77 Pass

Experior Assessments, LLC « 5486 South 1900 West, Suite C « Taylorsville, UT 84118-9023
Ph: 801.355.5009 « Fax: 801.355.4008 « www.experioronline.com




The Federation of State Medical Boards of the United States, Inc.
Federation Credentials Verification Service
P.O. Box 619850
Dallas, Texas 75261-9850
Telephone: (817) 868-4000
Fax: (817) 868-4099

This report 1s compiled exclusively for:

Name: Nicola Irene Riley
SSN:
DOB: 03/27/1965
Packet ID: 39737
Recipient: Utah Physicians Licensing Board
NOTICE:

The Federation Credentials Venification Service (FCVS) was retained by the above referenced physician to verify his/her medical
credentials for submission to your agency/organization. Unless noted otherwise, all documents contained in this report were reccived
directly from the issuing institution per written request made by FCVS. All documents bearing the official FCVS seal are ceritified to be an
exact reproduction of the original. Where required, original documents are provided according to the agreements with the institution
issuing such document. FCVS maintains all original documents (excluding third-party examination transcripts) in the physician’s source

file.

Physician Information Profile is compiled and published by the Federation of State Medical Boards of the United States, Inc. as a
reference source for its member boards and other authorized entities. Physician Information Profile may not be republished, sold, resold
or duplicated, in whole or in part, for commercial or any other purposes, or for purposes of compiling lists or files without the express
written consent of the Federation's Executive Vice President as authorized by its Board Of Directors. The use of this Physician Information

Profile to establish independent data files or compendiums or information is strictly prohibited.

Copyright ©2004 by the Federation of State Medical Boards of the United States, Inc., PO Box 619850, Dallas, Texas 75261-9850.

Rev. 4/7/04 Request ID: 13118430




FEDERATION CREDENTIALS VERIFICATION SERVICE
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FEDERATION CREDENTIALS VERIFICATION SERVICE

Physician Information Report

Identity:
Name: Nicola Irene Riley
Other Name Used: Nicola Riley-Coyle
Gender: Female
Date of Birth: 03/27/1965
Place of Birth: Jersey City, NJ USA
SSN:

Current Address:

Permanent Address: Same
Telephone Numbers: Bus: 801-265-2000
Fax: 8G1-265-2668
Home
Other: 801-267-7738
Physical Description: Height: 5' 06"
Weight: 160 Ibs
Eye Color: Brown
Hair Color: Brown
Physical Marks: Description: N/A
Location: N/A

Premedical Education (Reported by physician. Not verified by FCVS):

Institution: United States Military Academy, West Point, NY 10996
Dates of Attendance: 06/1983 - 05/1987
Degree Awarded: Bachelor of Science

Medical Education:

Medical School: University of Utah School of Medicine
50 North Medical Drive
Salt Lake City, UT 84112

Dates of Attendance: 09/01/1997 - 08/09/2002
Graduation Date: 08/09/2002
Degree Awarded: Doctor of Medicine

Unusual Circumstance: Not reported by the Primary Source




Institution:

Post Graduate Year:
Program Type:
Department:

Dates of Attendance:
Completion:
Accreditation:

Post Graduate Year:
Program Type:
Department:

Dates of Attendance:
Completion:
Accreditation:

Unusual Circumstance:

Post Graduate Medical Education:

St Marks Hospital

Department of Family Medicine
1250 East 3900 South # 260

Salt Lake City, UT 84124

1

Internship

Family Practice
10/01/2002 - 09/306/2003
Yes

ACGME

2

Residency

Family Practice

10/01/2003 - 09/30/2004

To Be Completed On 09/30/2004
ACGME

None

Fifth Pathway:

N/A

Examination History:

Transcripts Enclosed For:

USMLE Step 1
USMLE Step 2
USMLE Step 3

Board Action:

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




Credentials Analysis Report

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

Physician Identification:

Name: Nicola Irene Riley
DOB: 03/27/1965
SSN: G
Packet ID: 39737
Request ID: 13118430
REPORT OF OMISSIONS
Omission 1:

Section of Profile:

Omission:

Follow-Up:

Medical Education

The University of Utah responded to the Unusual Circumstance section of Verification
of Medical Education form; however, did not answer Yes or No.

See Comments on Verification of Medical Education Form. A copy of the application
page from the applicant is included immediately following the Verification of Medical

Education Form.

CREDENTIALS ANALYSIS

Discrepancy I:
Section of Profile:

Discrepancy:

Follow-Up:

Medical Education

The applicant reports attendance at University Of Utah School of Medicine from
08/1997 to 12/2002. The institution reports attendance from 09/1997 to 08/2002.

Left to Recipient’s discretion.

Discrepancy Z:
Section of Profile:

Discrepancy:

Follow-Up:

Medical Education

The applicant reports graduation from University Of Utah School of Medicine on
12/01/2002. The institution reports graduation date is 08/09/2002.

FCVS reports the issue/conferral date of the medical school diploma as the official
graduation date on the Physician Information Report.




Discrepancy 3:

Section of Profile:

Discrepancy:

Follow-Up:

Examination History

The applicant reports sitting for USMLE Step 1 and 2 in 08/2002 and 02/2001,
respectively. The USMLE transcript indicates the examination dates were 09/2002
and 02/2002.

Left to Recipient’s discretion.

MISCELLANEOUS INFORMATION

Miscellaneous 1:

Section of Profile:

Issue:

Follow-Up:

Post-Graduate Education

The attendance dates reported for St Marks Hospital are irregular, beginning in
October and ending in September.

Provided as information only. No follow up performed.

Miscellaneous 2:

Section of Profile:

Issue:

Follow-Up:

Continuity of Education

There is a gap of approximately 10 years between completion of premedical education
at United State Military Academy (ends 05/1987) and entrance into medical school at
University of Utah (begins 09/1997).

Provided as information only. No follow up performed.

Packet Id: 39737

End of report for Nicola Irene Riley

Request Id: 13118430 Report Created By: JAB




Board Action Databank Search

State Queried For: Utah Physicians Licensing Board
Physician's Name: Riley, Nicola Irene

Date of Birth: 03/27/1965

Medical School: 045010 - Univ Of Utah Sch Med
Year of Graduation: 2002

Social Security Number: —

ECFMG Number: N/A

Results:

1872004

REV 05/06/03 Request ID: 13118430 Packet ID: 39737
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AFFIDAVIT AND RELEASE

{, the undersigned, hereby certify under oath that | am the person named in this application, that all statemants | have or shall make with
respect thereto are true, that | am the original and lawful possessor and person named in the various forms and credentials fumished or to
be furnished with respact to my application and that alt documents, forms or copies thereof furnished or to be fumished with respect to my

application are strictly true in every aspect.

| acknowledge that | have read and understand the “INSTRUCTIONS FOR COMPLETING THE FCVS APPLICATION" and have answered
all questions contained in the application truthfully and completely. | further acknowledge that failure on my part to answer questions truth-
fully and completely may lead to my being prosecuted under appropriate federal and state laws.

1 authorize and request every person, hospital, clinic, government agency (local, state, federal or foreign), court, association, institution or
law enforcement agency having custody or control of any documents, records and other information pertaining to me to furnish to the
Federation Credentials Verification Service any such information, including documents, records regarding charges or complaints filed
against me, formal or informal, pending or closed, or any other pertinent data and to permit the Federation Credentials Verification Service
or any of its agents or representatives to inspect and make copies of such documents, records, and other information in connection with

this application.

| hereby release, discharge and sxonerate the Federation Credentials Verification Service, ils agents or representatives and any person
furnishing information, of any and all liability of every nature and kind arising out of investigation made by the Federation Credentials
Verification Service. | authorize the Federation Credentials Verification Service to release information, material, documents, orders or the
like relating to me or this application to any entity at my request.

4——‘7//’ 2 ,l'/) 2
| e O e & P
Applicant's Signature (must be signed in the p};ééence of a notary)

Kiley

Applicant's Printed Las{ Name

Nicolp, T

Applicant’s Printed First Name, Middle Initial, and Suffix (e.g., Jr.)

3-2-04

Date of Signature (must correspond to date of notarization)

State of i‘ ,kTA H ., County of r§ A\!\T /\ _‘,‘C\,KE\

| certify that on the date set forth below the individual named above did appear personally before me and that | did identify this applicant
by: (a) comparing histher physical appearance with the photograph on the identifying document presented by the applicant and with the
photograph affixed hereto, and (b) comparing the applicant’s signature made in my presence on this form with the signature on histher
ideﬁying:docwent. The statements on this document are subscribed and swomn to before me by the applicant on this ,él day of

2004 . /‘\,

Notary Public signature: > ¥ i
i
My commission expires: 2 ) O ’
Notary:

The Physician has been instructed to sign the front of the photograph.
Your seal {or stamp) must be partly upon the photo and partly upon the
signature of the applicant.

Federation Credentials Verification Service




ST TE OF NEW JERSEY

00000008170

CERTIFICATE OF BIRTH

Nicola Irene ° Riley

.. Name of Child (First, Midde, Last):____

’ Nicola Gaynor
Maiden Name of Mother (First, Middle, Last): .. . ____ - .

L ,;-" o _ Ernest Anthony Ri_‘ley
: Name of Father (First, Middle, Last):, . . _____ M .

Fem.

ey HNT Tr e RERS Sl

"’ Date of Blrth (Month/Day/Year): .. . . _ _ March 27, 1965 e

r’., PO o, _-.‘ ¥ ! P

/;/{ Time 'of B|rth (if available): .. ,._...  ____8:57 pm ' s e

.2 e, L .
w11 I : K

Birthplace (City/County): ... ... .. Jersey City / Hudson -

o 299074 Lo
File Number: .. .. . — s

: ) April 1, 1965
Date Filed: . ___ pre et

S e L] N/A L
- ~Date Amended (if applicable): ... . _ ,/_,'.- S T

, Feb. 18,2004 - :
“y Datelssued: .. . e — e N

37

e Jerse C1t Vital Statls c
7 lssuéd, By . . .. y-Taty ¥itah otal ﬂ,,t_l.s_,,,,_v,_‘- L

SEAL
VERIFIED

',Thié-is to certify that the above is correctly
copied from a record on file in my office. \2\

Ceiﬂfed copy not valid uniess the raised

- Great Seal of the State of New Jersey
S or the seal of the issuing municipality
or county, is affixed hereon.

REG-42D

Josdph A. Komosinski, State Registrar
Bureau of Vital Statistics

THIS DOCUMENT HAS UL”IPI F SECLRI )’ F LATURI'S lOl)hfLR FRAUD; VOID IF ALTERED




THE COMMONWEALTH OF MASSACHUSETTS
United States of America
COPY OF RECORD OF MARRIAGE

TOWN OF TISBURY

1, the undérsigned, hereby certify that I am the clerk of the Town of Tisbury and as such I have custody
of the records of marriages required by law to be kept in my office; that among such records is one
relating to the marriage of: :

DUSTIN ERIC COYLE AND NICOLA IRENE RILEY

DATE OF MARRIAGE PLACE OF MARRIAGE
August 15,2002 Aquinnah, MA
and that the following is a true copy of so much of said record as related to said marriage, namely:
GROOM BRIDE
Dustin Eric Coyle Nicola Irene Riley
SURNAME AFTER MARRIAGE SURNAME AFTER MARRIAGE
. Coyle Riley-Coyle
DATE OF BIRTH DATE OF BIRTH
July 9, 1975 March 27,1965
" OCCUPATION OCCUPATION
Doctor . Doctor
_* RESIDENCE 'RESIDENCE
Salt Lake Czty, Salt Lake Czty,
" wOF MARRIAGE WIDOWED/DIVORCED 4 OF MARRIAGE WIDOWED/DIVORCED
Ist - 1st T e
BIRTHPLACE BIRTHPLACE
Granger, UT Jersey City, NJ.
MOTHER'S MAIDEN NAME MOTHER'S MAIDEN NAME
Donna Jean Chaney Nicola Lolita Gaynor
" FATHER'S NAME ‘FATHER'S NAME

Harold Lester Coyle Jr.

Ernest DuBois-Riley

OFFICIANT, RESIDENCE, AND OFFICIAL STATION OF PERSON BY WHOM MARRIED
John S. Alley, 1058 State Rd., West Tisbury, MA Justice of the Peace

RECORD NUMBER . - . 26
DATE OF RECORD August 28, 2002

o by, ., 277

~ o ’ -‘\S\)\ \S\ v )nl ‘ll'l' )? 3)“

i

And I do hereby certify that the foregomg is a true copy from

said records. Witness my hand and seal this
Wednesday, Auglist-28, 2002."

waur& Town Clerk
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Medical Education




d i RATION CREDENTIALS VERIFICATION SERVIGEE CVS)

. VERIMCATION OF MEDICAL EDUGRTION

(This form must be completed by the medical school)

INSTRUCTIONS TO THE DEAN

The individual identified on the attached Authorization For Release of Information, Documents and Records
form has authorized your medical school to provide to the Federation Credentials Verification Service (FCVS)
any and all information pertaining to their education at your institution. Please complete this form and
forward it to FCVS in the enclosed postage-paid, self-addressed envelope.

Please note: If your institution processes transcript requests through another office, FCVS has
likely made such a request under separate cover. If your office also processes
transcript requests, please attach the individual's official transcript (which
indicates courses taken, dates and hours of attendance, and scores,
grades, or evaluation).

VERIFICATION OF MEDICAL EDUCATION

Name of Institution: University of Utah School of Medicine

Complete Address: Deans Office

ochool of Medicine

city: universit ot.Utgh
———————8o-North Yo East

If name of institution was dif@awmkréw,dmug &t{gﬁg‘g,ﬂﬂﬁase note this name below:

Street Address:

ZIP Code (Postal Code):

Premedical Education:

Years of education required for.admission to.your medical school: A- bachelor's .degree and the. completion of
CredbRMEIISHES pPdsciRed B8 T Esdikbntts drdedibato Yoo eatar sigs, the University of Utah School of

Medicine. Bachelor of Science degree in Human Factors Engineering

Enrollment and Participation: Our records indicate that Nicola Riley
requ ired {type/print individual's name: Last, First. Middle, Suffix)

attended our medical school for total of weeks of medical education on the following dates (mm/dd/yy):

From 9 /1 /97 " To 8 /9 ;] 2002
- Month Date Year - Month Date Year

This individual (check one):

&wasawardedthedegreeof M.D. on 8 [/ 9 [/ 2002
Month Date Year

D was NOT awarded a degree (please attach an explanation)

e . Elizabeth M. Alien, M.D. »
Certification: By my signature, !, , certify that the above
(type/print name)

information is an accurate account of the above named individual's official records maintained in this and is true

and correct to my knowledge.
Signature: W MIAU MO

Title: Associate @ for Student Affairs
and Education

Affix Institutional
Seal Here.

SEAL
VERIFIED

if no seal is Date of Signature: __5-12-04
available, this form X
must be notarized. Phone: ( 801 ) 581-7201 Fax: ( 801) 585-3300
Email:

The Federation Credentials Verification Service is a division of The Federation of State Medical Boards of the United States, Inc.
Rev. 08/02/02 PacketiD: 39737 Request ID: 13118430 TAG [045010) Page 1 of 2




i FEDERATION CREDENTIALS VERIFICATION SERVICE (FCVS)
{continued)
VERIFICATION OF MEDICAL EDUCATI
Unusual Circumstances: The following questions apply to unusual circumstances that occurred during any part of the
individual’s medical education. Please check the appropriate response and provide dates and requested information. "Yes”
fesponses to any of these questions require a copy of explanatory records or a written explanation (attach additional pages as
necessary).

1. Do this individual's official records reflect (an) interruption(s) or extension(s) in his/fher medical e tion? .., ificati
p ication
Response yes [] No [J W ot applicable to verific

If YES, please select the reason(s) for, indicate the dates of the interruption(s) or extension(s)%&ﬁ%é?ﬁg
interruption/extension was approved or unapproved.

Qol degree.

From Mo/Yr To MofYr Approved Unapproved

Personal/Family | O
Academic remediation O O
Health ] O
Financial O O
Participation in joint degree ] 4
Program {e.g., MD/PhD)

Participation in non-research

special study (e.g., fellowship, O O
international experience)

Participation in non-degree research O O
Other i 0

Please Specify:

2. Do this individual's official records reflect that he/she was ever placed on academic or disciplinamqmtiappﬁcable to verification
. ) . I 5
during his/her medical education? Response YES [1 No [ of medical school degree.

if YES, please select the reason(s) for the probation, indicate the date(s) of placement on and removal from probation
and attach additional documentation to this report.
From Mo/Yr To MofYr

Academic Probation

Probation for unprofessional conduct/behaviorat

Probation for other reason

Please specify reason:

3. Do this individual’s official records reflect that he/she was ever disciplined for unprofessional cogdtn behaviorﬁl re?)slons by . ficati
the medical school or parent university? Response YES D NO D ot app .lca e to'verification
If YES, piease provide detailed documentation/information about the circumstances and o&(fomglcal school dcgrcc'

4. Do this individual's official records reflect that he/she was ever the subject of negative reports or an investigation by the o .
medical school or parent university? Response YES [ NO [J **Not applicable to verification
If YES, please provide detailed documentation/information about the circumstances and afmredical school degree.

5. Do this individual's official records reflect that there were any limitations or special requirements imposed on the individual
because of questions of academic imcompetence, disciplinary problems, or any other reason Nt applicable to verification

Response yes [] NoO .
. . e ) . of medical school degree.
If YES, please provide detailed documentation/information about the nature of the limitations or special requirements.

o The Federation Credentials Verification Service is a division of The Federation of State Medical Boards of the United States, inc.
Rev. 08/02/02 Packet ID: 39737 Request ID: 13118430 TAG {045010] Page 2 of 2




PROVIDED BY
APPLICANT

é e

Applicant: Print your complete last name: /R 1 I__ EV
: =)

17. U.S./Canadian
Medical
Education

Compiete this page only
if you have attended a
madical school located
in the U.S. or Canada.

List all the madical
schools you attended in
chronological order.

You may photocopy this
page to report more than
two {2} institutions if nec-
ossary.

If your medical school is
outside of the United
States, and/or you par-
ficipated in a Fifth
Pathway program,
proceed to the next
page.

if necessary, you may
continue your explana-
tion of Unusual
Circumstances on a sep-
arate 8.5" x 11" sheet of
paper. Your response
may not excasd 100
words per question.

DOCUMENTATION:
You must include a
complete, legible
photocopy of your
medical school
diploma.

if a break of six (8)
months or more
occurred between
maedical schools
attended or batween
graduation from med-
Ical school and your
first year PGT, please
provide a written
explanation outlining
your activities during
this “gap” period on
the enclosed Gap
Expianation Form.

WM IvIEldsh A Tolel Ivivjalnl [ [ [ [
Elelclel 4 [clel mleloli lehilnlel 111 [
ANEEEEEERREEEENEERRNEN

Complete name of Institution #1 (Do not abbreviate)

BIAUT] [ Ake] lelifry TTTTTTT 11 1[U4A

[ 1]
HEE
1]

LT
[ ][]
L]

City State
From: [(Jalal# ™ [l [Zlofclz] veee  Onens Wuo 00O
Month  Year Month  Year 0O MD/PhD combined
O Did not graduate
Exact date of graduation: ol o
Month  Day Year

Unusual Clreumstances (circle yes of na).

Did you ever take a leave(s) of absence or break(s) from your medical education? Yes o
Waers you ever placed on probation? Yes o
Waere you ever disciplined or placed under Investigation? Yos No
Ware any negative reports ever filed against you? Yes @
Waere any limitations or special requirements imposed on you bacause of

academle, incompetence, disciplinary problems or for any other reason? Yes @

Please explain any “Yes” responses from abovs:

ONone OMD ODO
3 MD/PhD combined
01 Oid not graduate

L™ LU LT ] oeoree

Month  Year

Exact data of graduation: l [ ]L.l..“ I 1 l J

Month  Day Year

Unusual Circumstances (circle yes or no):

Did you ever take a lsave(s) of absence or break(s) from your medical education? Yes No
Were you ever placed on probation? Yes No
Were you aver disciplined or placed under investigation? Yes No
Wera any negative reports ever flled against you? Yes No
Were any limitations or spaclal requirements imposed on you because of

academic, incompetencs, disciplinary problems or for any other reason? Yes No

Please explain any “Yes" responses from above:

FCVS Application - 5
Version 3.3




@tre niversity of Wtk

SEAL upon the recommendation of the Faculty of
VERIFIED The School of Medicine

This is certified as g true copy of

pr. Nicola =X %.,V, has conferred upon
fficial medical school diploma, . -y e o
Ciean. RIS e Nicola ¥ ._mh—mﬁ
Anna Beckstrom Q

Director OW%W&%% the Begree of
Date: S

 Boctor of Medicine
with all its Rights, Honors and Responsibilities

In Witness @:mmwmm we haue caused the Seal of the Hniversity to be affixed this
ninth day of August, Two Thousand Twao.

e

| G e
! of Hi . T §\
Ao 2. flrim_ i

Qprir, Yl Ftute Board of Regends m mu

Bexd af the Schual of Hedicise




Section IV

Postgraduate Training




deration Place, P.O. Box 619850, Dallas, TX 75261-9850

F&ation Credentials Verification Service (F
Tel: (817) 868-5000 Fax: (817) 868-5099 v

) Verification of Postgraduate Medical Education
fastitution: St Marks Hospital Attention:  Program Director

Address:  Department of Family Medicine University: D M E N

Salt Lake City, UT 84124

APR 167002 11
Verification For: Name: Riley, Nicola Irene =
SSN: S - By
DOB: 03/27/1965

Individual's Name on Record ({f different from above):

Program PGY: | Specialty/Subspecialty: ‘Fam75 10" @CR\/ R
Participation: v Internship from: YO, 1 ; 2002 1o 7 ;30 ;, 2093
fmportant: .
R f let —— Residency S fully Completed? Y P
eport incomplete . . uccessfully Completed?: es No In Progress
postgraduate years (PGY} —— Chief Residency
separa;‘e from o] — Fellowship Accredited by: /ACGME __ AOA _LCGME _RSC __CFPC
those that were successtully
completed. — Research __RCPSC _APPAP _ None of these
poy: L Ity/Subspeci Fam:l
= i ity: :
If the postgraduate year is —_— Specialty/Subspecialty 2 3 -
currently in progress report Internshi .l o / 2.00 . [o) 2044
the expected completion 7 nlemsiip From: / ! 3 To: 7 ! / /
date in the "To" feld. Residency L
. Successfully Completed?: Yes No In Progress
Chief Residency y e M B R 9
Feflowship Accredited by: _L-‘/ACGME __ACA __Leceme  RSC __CFPC
Repor Interaships, Research
Residencies and I __RCPSC __APPAP  _ None of these
Fellowships separately.
PGY: Specialty/Subspecialty:
Use one section per int hi
DepartmentSpecialty Hithe | ___ Internship . )
Oepantment/Specialty is Residency From: / ! To: ! !
rotating or transitional, please{ — — i
provide a schedule of Chief Residency Successfully Completed?: Yes No in Progress
otations Fellowship
I Accredited by:  ACGME _ AOA __LCGME _ RSC _ CFPC
Research
__RCPSC __APPAP  None of these
Unusual
Did this individual ever take a leave of absence or break from his/her training? Yes @
Circumstances: N .
Was this individual ever placed on probation? Yes C@
Circle the correct response. . . . o
Omitted Was this individual ever disciplined or placed under investigation? Yes @
responses require writlen
explanation. Were any negative reporls ever filed by instructors? Yes @
Were any limitations or special requirements placed upon this individua! because
of questions of academic incompetence, disciplinary problems or any other
if necessary. you may
continue your explanation reason? Yes @

an a sepa
paper. g EEA L Please explain any "Yes" response from above:
VERIFIED

emﬁﬁ?&(&ﬂ%k's Completion of the following is certification that the information above is an accurate account of this individual's records
and is true and correct. This section MUST be signed by the Program Director (M.D./D.O. only).
Name: Jvhw W, 20[3"'\66‘\, ) Signgture: /D
B tle: ’ Dire ; » -9-200
Fdﬁuf:ySM{%! i ne Title QM IJ&\% e O Date of Signature: /"{ 4
oolarized

851 ency ] Tel(3°flﬂ>’-“7—0°° Fax: (BUl) ¥63 -2003 E-Mail:ijf‘ug{‘w:on@wTA‘ﬁk(m“N‘Wj

Rev. 07/02/02 Packet ID: 39737 Request 10: 13118430 TAG {23135}




PROVIDED BY
APPLICANT

Applicant: Print your complete last name:’R A \ EV
{

20. Postgraduate
Medical
Education

List all of the postgradu-
ate medical education
programs you attended
in chronological order.
Use one page per Insti-
tution.

Yau are provided two
pages {p. 7 - 8)in this
application to report this
information. You must
make a photocopylies)
of this page to report
more than two (2)

Use one (1) page per Institution. This page represants _)__ o!_l_ institution(s).
SIL [MalrI[ST TFIATW YT Idels [i [l [n] el [Rlelsh blency
(AL Il dylisk Jo [n[ Tele T Tulalal Tolelalcsnlc alele |

Complete name of hospital where training was conducted (Do not abbreviate)
[ 11 l [T

Dnlsieh e lolelel TTTTTTTTTTT]
LLITTTTTT]

LTI T T I TITT T I TT]
hlzlslol ElaskT Blelelol [SIs[ol=lu] [STcTiIrle] Tzleldl

Complete name of affillated university or college (Do not abbreviate)
Address line 1

LTI T T T T T T T T T T I T T LT T ]

Address line 2

institutions.
e slalelr] Tclalelel TeldAy] Tolrlalpl TT 117 [l ]
IMPORTANT: City State/Province
Report i let t-
graduateyears (pev) | [UISTAT [ 1 [ [ [ 1 11111 (lalilzlg]-(T 1 1]
separate 'mmn‘;:;;s':o that | Cauntry ZiP/Postal Cods
ware success -
T PRIALAIA T T T T T
Int hi
it your postgraﬁtilt{a!e a gezg:ng 'SFp-elgaltl;‘I:l!b’sgetialt{ lf’ ﬂ ATisIclE
ris currently in i
;?jgratsz indice:u:the a g::ifdency From: l/lol 0]6‘2 &lo 013] Successfully Completed?
xpectad completion .
data n the “To- o, 5 Folowsnp Month Yea' Moné Year Plres ONo  Oinprogress
Repqn intemship.s, resi- PGY - 2
roscarch progame sep. | 0. momsno | (£la VA /e YT 1PIRIATEI AN T 1T 11 1T 111
arately. g g:isa'?e"cy Speclalty/subspeciaity
. Resid From: ¢ d 0 To: -Z ¢lc SuccessfunyCompleted?
g::a?{:eiicmn per g;e?'z‘\fi? l h{) lml [Yﬁr l }3] 1311?1 lYealr ! "1’} HNo x'n progress
ese
yoars s deo pmownas | POY:
postgraduate training O intemship | | | | HEEEEEERREER HERE l [ 1]
lavel. g g:i‘:e“cy Specialty/subspecialty
. Resid From: To: Successfully Completed?
repeskoren @ | Ry | P00 LT LLTTI™ [ TILTTT] gommtmeomensr
occurred between any {1 Rasearch
:’zf {c:'ur ng.tgil;;‘aduate o
raining activities,
plesseprovidoatet- |0 wemae | (T T T T [ [T T[T T[T T T TTTIIL]
::;g‘ ;:ﬁ?:::iﬁ'(};ug::nri g C:isefenC, Specialty/subspecialty
Ing this “gap” perlod Residen.cy F(om:l l }l } l IW To:l l H l I l ] Succassfully Completed?
Boraton o |9 ot | o Ve T O g
If necessary, you may Unusual Circumstances (circle yes or no):
continue your explana- Did you ever take a leave(s) of absence or break(s) from your medical education? Yes [¢]
tion of Unusual Were you ever placed on probation? ) Yes 0%
gr';‘:;’fé‘sgiif;cfﬁzagelef" Wers you ever:isdpﬂne:s or pla;:“milj under ir‘west’i?gatmn? 3:: g \
8 u X
paper. Your response xvvz:: :gi ;;:\?tzti\c’;;a;c spe;):rréqeuir:?;;:?s rr(r)tposed on you because of
may not exceed.‘IOO academic, incompetence, disciplinary problems or for any other reason? Yas o
words per question.
Please explain any "Yes” responses from above:
FCVS Application -7

Varsion 3.3




Section V

Examination History/Score Transcripts




Federation Credentials Verification Service

:Results for a!l Steps taken by‘thzs exammee (and for whnch esults have

Test Pass/ Three-Digit
Date .~ Fail Score (Passing)

Two-Digit
Score (Passing)

© 9/2/2002  PASS 197 (182)

© 6/5/2002 /ﬁi\ 181 (182)

/ 171 (182)
FAIL 181 182
T (182)

10/10/2001( FAIL

1/27/2001

'Tést' Pass/ Three-Digit
Date __Fail Score (Passing)

80 (75)
74 (75)
70 (75)
74 (75)

Two-Digit
Score (Passing)

 Comments '

o 2/23/2002 PASS 200 (174)

--T_gst ﬁ Pass/ Three-Digit
Fall Score (Passing)

82 (75)

Two-Digit
Score (Passing)

12/ 1 1/2003 PASS




American Medical Association

Physicians dedicated to the health of America

Division of Survey and Data Resources
515 North State Street

Chicago, [ilinois 60610
http://www.ama-assn.org/amaprofiles

AMA Physician Profile

Name and Muailing Address: Primary Office Address:

NICOLA IRENE RILEY MD

T, STE 260
T, 1250 £ 3900 S
SALT LAKE CTY UT 84124-1371
Phone: UNKNOWN

Birthdate: 03/27/1965
Birthplace: JERSEY.NJUNITED STATES OF AMERICA

Physician's Major Professional Activity: HOSPITAL BASED RESIDENTS - ALL YEARS

Practice Specialties Self Designated by the Physician™:
Primary Specialty: FAMILY PRACTICE
Secondary Specialty:
*Self-Designated Practice Specialties/Areas of Practice (SDPS) listed on the AMA Physician Profile do not imply “recognition” or

"endorsement” of any field of medical practice by the Association. nor does it imply. certification by a Member Medical Specially Board of
the American Board of Medical Specialties, or that the physician has been tramed or has special competence to practice the SOPS.

AMA membership: NON MEMBER

All Information from this Point Forward is Provided by the Primary Source

Curreni and/or Historical Medical Schooi:

UNIV OF UT SCH OF MED. SALT LAKE CTY UT 84132

Degree Awarded: Yes
Reported Year of Graduation 2002

AMA Files Checked 6/23/04 09:01:12 Profile for: Nicola [rene Riley MD Page 1 of 4

©3004 by the American Medical Association




American Medical Association

Physicians dedicated to the health of America

Division of Survey and Data Resources
515 North State Street

Chicago, Hlinois 60610
http:/fwww.ama-assn.org/amaprofiles

AMA Physician Profile

Current and/or Historical Post Graduate Medical Training Programs Accredited by the Accreditation Council for
Graduate Medical Education (ACGME):

Future training dates, as reported by the program, should be interpreted as "in progress” or "current” with projected date of completion. If the
training program indicates that training for a physician in a particular specialty was not completed ar their institution, the training segment will be
identified as "INCOMPLETE TRAINING™.

Institution: ST MARYS HLTH CARE FNDN State: UTAH
Specialty : FAMILY PRACTICE 10/2002 - 09/2005
(VERIFIED)
Note:  If you have discrepant information, please submit a Request for Investigation to the AMA so that we may verify the information with the

primary source(s). See the last page of this Profile for instructions on how to report a data discrepancy.

Current and/or Historical Medical Licensure:

MD/ Date Expiration License Last
Jurisdiction bo Granted Date Status Type Reported

NONE REPORTED TO DATE

Note:  When the specific month and day are unknown, the date will display the default vatue of "01."" Not all licensing boards
maintain or provide full date values. Please contact the appropriate licensing board directly for this information.

ECFMG Certfication:
Applicant Number:

Note: The Educationai Commission for Foreign edical Graduates (ECFMG) applicant identification number does not imply
current ECFMG certification status. To verify ECFMG status, contact the ECFMG Certification Verification Service in
writing at P.O. Box 13679, Philadelphia, PA 19101.

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

Note: Many states require their own controlled substances registration/license. Please check with your state
licensing authority for requirement information as the AMA does not maintain this information.

AMA Files Checked 6/23/04 09:01:12 Profile for: Nicola Irene Riley MD Page 2 of 4

©004 by the American Medical Association




American Medical Association

Physicians dedicated to the health of America

Division of Survey and Data Resources
515 North State Street

Chicago, Illinois 60610
http://Awww.ama-assn.org/amaprofiles

AMA Physician Profile

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

The AMA Physician Profile has been designated by the ABMS as an official "display agent” of the ABMS Specialty Board
Certification data. Therefore, the ABMS Board Certification information on the AMA Physician Profile is considered a
designated equivalent source in regard to credentialing standards set forth by accrediting bodies such as the Joint Commission
on the Accreditation of Healthcare Organizations (JCAHO) and National Committee for Quality Assurance (NCQA).

Certifying Board: TO DATE, THERE HAVE BEEN NO BOARD CERTIFICATIONS REPORTED.

Certificate:
Certificate Type:

Duration Effective Expiration Occurrence Last Reported
Note: For certification dates, a default value of 01" appears in the day or month field if data were not provided to AMA. Please contact the

appropriate specialty board directly for this information. (**) Indicates an expired certificate.

*This information is proprietary data maintained in a copyrighted database compilation owned by the American Board of Medical Specialties.
Copyright 2004 American Board of Medical Specialties. All right reserved.

Medicare/Medicaid Sanction(s):

TO DATE, THERE HAVE BEEN NO SUCH SANCTIONS REPORTED TO THE AMA BY THE DEPARTMENT
OF HEALTH AND HUMAN SERVICES.

Other Federal Sanction(s):
TO DATE, THERE HAVE BEEN NO FEDERAL SANCTIONS REPORTED TO THE AMA BY ANY BRANCH OF
THE US MILITARY, THE VETERAN’S ADMINSTRATION OR THE US PUBLIC HEALTH SERVICE.

AMA Files Checked 6/23/04 09:01:12 Profile for: Nicola Irene Riley MD Page 3 of 4

©2004 by the American Medical Association




American Medical Association

Physicians dedicated to the health of America

Division of Survey and Data Resources
515 North State Street

Chicago, lilinois 60610
http://www.ama-assn.org/amaprofiles

AMA Physician Profile

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

The content of the AMA Physician Profile is intended to assist with credentialing. Appropriate use of the AMA Physician Masterfile data
contained on this Profile by an organization would meet the primary source verification requirements of the Joint Commission on Accreditation
of Healthcare Organizations (JCAHO) and the American Accreditation HealthCare Commission/URAC. The Physician Masterfile meets the
National Committee for Quality Assurance (NCQA) standards for verification of medical education, post graduate medical training, board
certification, DEA status, and Medicare/Medicaid sanctions.

if you note any discrepancies, please mark them on a copy of the profile and mail or fax to:

Division of Survey and Data Resources
Attn: Physician Profile Unit

515 N. State Street

Chicago, IL 60610

312 464-5199

312 464-3900 (fax)

AMA Files Checked 6/23/04 09:01:12 Profile for: Nicola Irene Riley MD Page 4 of 4
©2004 by the American Medical Association




State of Utah
Department of Commerce

Division of Occupational and Professional Licensing

OLENE S. WALKER KLARE BACHMAN 1. CRAIG JACKSON
Governor Executive Director Division Director

June 30, 2004

NICOLA RILEY

SRR
oo e
Dear Dr. Riley:

The Utah Division of Occupational and Professional Licensing is in receipt of your
physician/surgeon application. You are requested to meet with the Utah Physician’s
Licensing Board to discuss your application.

You have been scheduled to meet with the Board on July 14, 2004 at 11:30 a.m., Room
4A (fourth floor) 160 East 300 South, Salt Lake City Utah. Please contact me at (801)
530-6736 to confirm the appointment.

If you have any questions, please contact Diana Baker, Bureau Manager, at (801) 530-
6179.

Sincerely,
/
-, d 4 4
)é/ LA ‘Z?u/km;é/x/d /

Shirlene Kimball, Secretary
Division of Occupational and Professional Licensing

160 Eust 300 South « P.O. Box 146741, Salt Lake City, UT 84114-6741 th‘

Where ideas connect e

wiwdopl arah. gov « Heber M. Wells Building «
tefephone (8011 530-6628 « oll-free in Utah (8661 275-3675 « fax (801) 530-651 1 « investigations fax (8011 330-6301




