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THE STATE EDUCATION DEPARTMENT / THE UNIVERSITY OF THE STATE OF NEW YORK / ALBANY,
NY 12230

==,

OFFICE OF THE PROFESSIONS

DIVISION OF PROFESSIONAL LICENSING SERVICES
Public Information Unit

Tel. (518) 474-3817 EXT: 330

Fax (518) 4730578

E-mail: DPLSDSU@MAIL.NYSED.GOV

STATE OF NEW YORK)
SS:
COUNTY OF ALBANY)

In accordance with the Civil Practice Law and Rules Article 45, I, Connie F. Mitchell, Clerk I in
" the Division of Professional Licensing Services of the New York State Education Department, have
caused this certificate to be prepared. I certify that I have legal custody of the official original
records of the Division of Professional Licensing Services and I attest that the attached are true and
correct copies of the original documents in our files relating to JUDY CHARMANE
WASHINGTON.

(hunie 4 eddnt

Connie F. Mitchell, Clerk IT
Professional Licensing Services
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Med‘cme Form 1 THE STATE BBUCATION DEPARTMENT Depertment Uss Ony

anT ::‘,mn_x_ _@L_NS!HG Diwmmmﬁmms'em S 77{2/)— -

RO ZasiT o 89 Washington Averue & 10

! Abmy.mlzsiduwoo /\
2005 APR 28 Al 8: 0 PIese - Q,(L |
Application for Licensure Q)O %0;_73 b Al
. ‘ . . Ll —
and First ReglstPatlon
O [ 60 || s135 || er]

Applicants Must Complete All Six Pages Of This Application I_r_1 Ink NYS License Number
P ok Lff (oS 2582
1 | Socia! Security Number : Date issued

(Laave this bisnk if you do not have a U.S. Social Securlty (4 [7/0 6‘

I T 2 K =T

3 | Print Name Exactly As You Wish it To Appear On Your License 5 | Telephone/E-Mall Address
o WA THITMOTIOM T T T T T T T
st (PIAIDIVE T T T T T E L T T T T T T TTTT]
made (CIHINIKIMIAIMZ] | | T ] VT T 1111711 Ares Cods P

:] Mailing Address (You rnust notify the Depanment pmmpﬂy of any address or name changes.) E-Mall Address (Please print ciearly)

[SAAATIT] ] ]
sue [ N ] ZipCode |

P e gl -
aius (L T [T T 1111

_s_l Nmasuappuuogdegmwo&nrmdenﬁals(ifammmmmr ju.dug C. Wash, f)‘(‘}w)' MO

lJ Citizenship: mnned States [] Alien lawfully admitted for a permanent msldeno'a in the United States \ﬂ Other Immigration
Citizen of:

Attach a photocopy of the front and back of your Alien Registration Card
i' I wishto censed on the basis of:
Acceptabie examination scores (5ee page 3 of this form) [Q Endorsement of another license

(See “Applicants Licensed in Another State” section of instructions.)

M no
10| Have you ever been found guilty after trial, or pleaded guilty, no contest, or nolo contendere to a crime (felony or s
ES
y-
previously, or ever fined, censured, reprimanded or otherwise disciplined you?

l—* misdemeanor} in any court?
13} Are charges pending against you in any jurisdiction for any sort of professional misconduct? S

I am using FCVS to collect my credentials: ) YES ([ NO ,
9 | Have you previously appied for a New York State License or a limited permit to practice medicine? O ves
41| Are criminal charges pending against you in any cout? ;
421 Has any kcensing or disciplinaty authority refused to Issue you a license or ever revoked, annulled, cancelied, accepted
|—1 sumender of, suspended, placed on probation, refused to renew a professional license or certificate held by you now or
14| Has any hospital or licensed facility restricted or terminated your professional training, employment, or pMeges
— orhaveyouevetvolmtarlyorkwmmyresignedorwithdmwnfromsudaassodaﬁontoavoldknposlﬂon
of such measures?

NOTE: if you answer "Yes" to any questions numbered 10-14, submit a letter giving complete explanation. Include copies of any
court records, and if you possess one, a copy of the “Certificate of Relief from Disabilities” or your “Certificate of Good Conduct.’
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15 In the spaces below, give an accurate record of your sducational preparation. Be sure to complete items A-E for each school. Pleass print. List diploma or degree tities In original languags and
translate. if no diploma or degree, indicate number of credits eamed. Attach additiona! sheets if necessary.

C. ATTENDANCE

D. TITLE OF DIPLOMA

E. IF NO DIPLOMA

A. NAME OF SCHOOLS ATTENDED AND LOCATIONS B. zﬁa«nzo.“ OR DEGREE OBTAINED OR DEGREE,
ATTENDED | Entrance Dste | Leaving Date A_zwuﬂz._.mw_w» R o_uw..mmu.mﬂ m»s:m-
High School or Secondary School . : .
Woodlawn Bigh School = o
Sooleme > 3. |5 .79
B Crmnu haan b4 Labamy (USA T
Tty J State/Country v .
Postsscondasry Preprofessional School(s) (Exclusive of Medical School) .
8,26 |5.79| Bsdeyree

Mniversity of Monlevalle

|
Mon ¥y ullp A Lo ourvn
Cty ~ 77 1. Stals/Country
" | School Neme
City State/Country

yr mo

yr

197 4

Moedical Education (Professional, list all medical

Me harry M-edn cmﬁ.....m%:& g/

School Name 1 1) )
Na s\vi\g _mbmcmmﬁ” m :mbwv
City mwm.-. ntry

School Name

City State/Country

MD-degres
1263

If you completed clinical clerkships in a country other than where your medical school Is located, give the dates and location of these clerkships. Attach additional sheets If necessary.

Inclusive Clerkship Dates Clinical Area

Name of Health Care Facility

And Address

Medical School with which
Clerkship Affiliated and Address
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~ N &L
2’ Are you licensed or have you ever been licensed as a physidian in any other state or country? Yes [Z N
if yos, list.each juristiction. If appropriate, you must also submit a Form 3A or 3B. See pages 14 - 15.

; ) Basis of Licensure o
County s Number Bxomioaton [ ¢ oment | oo M oaLicense
NewSerseq [3)17]1969 | masasse [NBME T \gme No
531108 (7[2] ¢
Mm]!amd 717 gy rg’f[sua pBME Vo
g
Tennesse ﬂm’/q% A7 £io ﬁ[ f ot o

Do you currently hold a valid ECFMG certificate?
Please complete and forward the ECFMG form.

17 I Complete this section only if you are a graduate of a program not registered by New York State or LCME or AOA accredited.
Have you completed all portions of the examination requirements for ECFMG certification? O ves ?
No

D Yes

_1_8J Are you applying for Rcensure on the basis of a Fifth Pathway program? CJ vYes m/No
i Yes, list name and location of medical school or hospital and the inclusive dates of attendance.

Name and Location of Medical School or Hospital

Inckisive Dates of Attendance

_1_9_l List in English, all specialty qualifications you have eamed. (i.e., Board Speciaity Certification or Dipiomate Certificate)

Name of Qualifications

Name and location of organization issuing credential

ﬂl {21 1 win be applying for USMLE Step 3
OR

Date examination sequence was completed

| have successfully completed the examination combination indicated below:

EXAMINATION COMBINATIONS

O USMLE Steps 1.2.and 3 (J USMLE Step 1, NBME Part 11, and USMLE Step 3
D FLEX Parts 1, I, and Il D USMLE Steps 1 and 2 and NBME Part il
4 Components 1 and 1| ] USMLE Step 1, NBME Part Il, and FLEX Component If

NBME Parts 1, 1), and 1l (] NBME Part 1, USMLE Step 2. and FLEX Component i
[ NBME Parts 1 and It and USMLE Step 3 [ usMLE steps 1 and 2 and FLEX Component I
(0 NBME Part 1, USMLE Step 2 and NBME Part il [0 NBME Parts 1 and It and FLEX Component i
(O neme Part), and USMLE Steps 2 and 3 (] FLEX Component | and USMLE Step 3
() USMLE Step 1, and NBME Parts 1t and Ii ) NBOME Parts 1, 1, and

(I

Other.
7/aj&g
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__J Provide a chronologicat list of all activities since graduation from professional school to the present.  Include vacation periods and periods of
employment.  Attach additional sheets if necessary.

DATE (mm/ddyy) Type of Activity, Beginning with Date of Graduation from Professional School.
F Include Name and Address of Employers.
Slag (2> Tu X3 Va cation
' ferPalthimore Medical Cen
_{uj.’L'-fb Junt %, 8¢ ndln‘m - 2&5 Ngﬁ%‘ mrhes.ﬂ‘ "Si-e..?oa %H/mmho
2ix0
\TUJL} (58] June 1.4 emPloqu{ Cwﬁ‘fuﬁhoﬂszﬂ/ Nfduuééfoap (Nolons(./t—n Busines
— @ Morristobbn i1 [ foc
July! 09 | Sunedo, it ﬁ’g‘ﬁ«' 100 et son e Eoey 1058  Fiorristamn N5
o]
unel & Iukg,Bo_,is \/aCuuh in /Mﬂn’ad;& /Mov. n\dﬁ NT .
Sneo, | sedvezos7 | - Ma{umfw -&owe./ Vd&b&?ﬂ |
mmsk’ tuinside_, 7 Frecerva
S\d%|;%7 smao Pfp Wediare maodms( 7Q ‘Méjoom:ﬁ ed e, \/erona NT 07044

fFadddn & Wask isron P A — acle
emplgdd e o cle & Caim 1dsg D p%ﬁ",‘?ﬂ'

Swhzl.i?go.ﬂ%!qb

512a]9y | 830 |P57H Fofessnr o umn k, Medicig - East TSturte -
v SawmesQuillen Schoo( of Medicnit - Pl al €T &
Fevny by (2nactice fzs;‘a_uﬁ% 2535de Sales five | Cham%i
T = 3730¢
*Rifon | SI3120on I Vacwdzon | Rdocatin, 2o WS
Lhlwoz |present Iﬁss‘r Pno% o F Fam) Iy WMDNST (vew( evse T 1 cal Zhoo)

vcwub (95 Southorarip dye Kus A~ Bbip s

22
——l If you hold a New York State lcense in another profession, indicate the profession, your bcense number and date of icensure below.

Newear e, N:r‘ 2103

Profession l License Number I Date of Initial Licensure (mm/dd/yy)

! !
! /
! !
i /

23
—J CHILD ABUSE IDENTIFICATION AND REPORTING: (check only one of the following.)

D 1 graduated from a medical school in New York State after September 1, 1990.

;7@ the child abuse coursework and have enclosed a certificate of completion from an approved provider.
| am fifing i

for an exemption to the requirement and have enclosed the exemption form.

D | am going to take the Child Abuse Identification course and submit the required form.
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]

GENDER AND ETHNICITY: (This item Is optional.)

. mhm“mmﬂnkkyhsmmwldywammEduaﬂonbopm‘ntoeolhétmdma&yz.dahcomnﬁngdMnltyln

mwm.mmnwmmwmwumwumwmmw, ressarch, and program evaluation
purposes. it will not be released to the public. - nformation has absolutely no bearing on your quailfication for licensure.

GENDER: O mate

Fem, ,
eTHNICITY: (] white (not Hispanic) D’éd( (notHispanic)  [J Asiasn [ mispanic (] Native American

2]

STUDENT LOAN DISCLOSURE:

TheStateEducawDepaMmﬂsWud‘toaskﬂmquesﬂonsaMamstudemMmadeagmmeedbymNewYorkStatethef
mmm,wwmwws‘mmmNmYmmHgtanducaﬁonSeMoesCorpomion. Your license
application is not complete without this Information.

(3) Do you have any outstanding loans made or guaranteed by the New York T ves [B/No
State Higher Education Services Corporation?
{(b) {f you have such a loan(s), is any part in default? D Yes O wo

“New York State Education Law, section 8501-a

26

. CHILD SUPPORT OBLIGATION:

Everyone applying for or renewing a professional icense, pemmit, or registration must file a written statement that, as of the date of the filing, he or she
is, or is not, under an obligation to pay child support”. Individuale who are four months or more in arrears in chiid support may be subject to
suspension of their business, professional and/or driver's licenses. The intentional submission of faise writlen statements for the purpose of
frustrating or defeating the lawful enforcement of support obligations is punishable under section 175.35 of the Penal Law.

You must complete this section before we can issue the credential for which you have applied. Individuals who are not in compliance with thek
obligation to pay child support can be Issued a credential for no more than six months in order to comply with their child support obligations.

Check only A or B below. If you check B, you must check one of the five statements listed below it

A ‘%mnduﬁumoblgaﬁontopaydﬂdsuppon;
OR
B (L] 1am under an obligation to pay chitd support and (please check only one of the following)

D | am cument and am not four months or more in arrears in the payment of child support; or,

D t am making payments by income execution or by court agreed payment plan or by a plan agreed to by the parties; or,
(J The chitd support obligation is the subject of a pending court proceeding; or,

{Z) 1 am receiving pubiic assistance or supplementa! security income; or,

(] None of the above four statements apply.

*New York State Generai Obligations Law, section 3-503

Medicine Form 1, Page § of 6, September 2002




E] | give permission to the New York State Education Department to release my examination results to my professional school

for the confidential purposes of program review and institution research and planning. | may rescind this authority at any

* time by notifying the Divis[i;n}Arofessional Licenging Services in writing.
Yes

O No- Please initial:

ﬁ' PHOTOGRAPH REQUIREMENT:

Date of photo:

/(3/04 <

28] AFFIDAVIT WITH ACKNOWLEDGMENT (Notaizaton required)

APPLICANT

| declare and affirm that the statements made in this application, including accompanying documents, are true, complete
and correct. | understand that any false or misieading information in, or in connection with, my application may be cause
for denial or loss of licensure and may result in ‘- prosecution.

Signature of the applicant’

NOTARY )

swateof__Ae) Pervey County of __ /AN

Onthe /S57# U dayof., M in the year _705 _ before me, the undersigned, personally
appeared 2 personally known to me or proved to me on the basis of satisfactory evidence
to be the i whose name is subscribed to this application and acknowiedged to me that he/she executed the

application and swore that the statements made by him/her in the application and all supporting materials are true,
complete, and correct.

Notary Public si
Notary ID number ;57%6?
Expiration date 4.'/ 1A z I}?% 7 oty i, St o vy

" Commission Expires Nov. 27, 2007

Mall this form and appropriate fee to: New York State Education Department, Office of the Professions, Fee Section, Division of
Professional Licensing Services, 89 Washington Avenue, Albany, NY 12234-1000. DO NOT SEND CASH. Make check or money
order payable to the New York State Education Department.

Medicine Form 1, Page 8 of 8, September 2002




Tha University of tha Stale of New York
a THE STATE EDUCATION DEPARTMENT

Certification of Completion
(CourseworldTrahhg in ldentification and Reporting of Child Abiise and Maltreatment) C

'Part A: Trainee Information

T N

1. Teslnes must complete all itams In Part A. Return (o provider for compistion ef Part 8, *Certifeption by Approved Provider "
2. The provider witl return the Certificatian form, with Part B compisted, 1o the tralnoe. His the Wsinoe's rasponsibility to submit the original copy of tis
Caertification for the New York Stete Education Depactment at the sppropriste Ume. It shoutd b submitted slong with other relevant forms when Ihe
traineo applies initaily for, or renews, 3 icanse, raglstration cartificste, parmi, or teaching certificats.
3. Addrass for submitfing forn is es follows:

. EW%BNY New York Stats Education Depariment, Division of Profassionet Licensing Services. [glve name of profsssion],

838 Avenue, " NY 4
*  Rereqgistering Licengess: Your certifionls should be included with your reregistration apphication in the enveiope provided with those mateifals.
T . Iﬂmmvmsmmmu‘ ' ou««rumang.anwmummm.mm.mmu.
1] SociaL sECURTY NUMBER: & [2] smrbae: |
ammmnmamma‘us.swwmq : . mo, day A
3 "PRINT YOUR FULL NAME EXACTLY AS §T CURRENTLY APPEARS ON NEW YORK STATE EDUCATION DEPARTMENT RECORDS
Last 0 HEEEENENEEN
A 4. NENENEEEENR
mose CTHT ATKIALAIMEL T [ T 1.1 1] ‘

E MAILING ADDRESS (You must notify i:2 Department promptly of any addrass or neme changes.)

-

Une 1 .—[—I
Line 2 ' - | ' 1]
as [ ] TIIIITIITIITIT]
City ! g ‘ ,
_swe [NIE]  zpcose 4 LITT]
ili Complete infarmstion balow if you hold, or are applying for ' E%mﬂlhhhﬂﬁdonbﬂn%lfywhord.oramapplylng-lora

: profossionsl ficense(s) or a parmit teaching certificate:

N ?"""“’“"}: N Certficate Titio(s):
New York Ulcenso Number: '

T e e e e e snrapip PSS

New York State Certificate Number {other then Sodial Security
Numbar, ¥ any):

1117111 - |
New York State Licanse Number: ) B 3

e IIITTT | (TITTTrrT
Trainco's : 9/ Date:_(> & /11/ 0SS
) j ' v mo. dey yr
Pa¥t B: Cartification by Approved Provider
1. ' Previder must complels Paxt B,

2. ' Two coples should be retwined 1o the trainee within ten catendar days of the completion of the coursework or baining.
3. . The provider of tha coursework or brsining must retain & copy, This copy musl be retained in the provider's files for not less than five years from the
+ dato e cowrse was completed, '

Pussusnt to Chaptor 544 of the Laws of 198, { centity that the person Indicated In Part A has completed the requirnd coursework or training
regas R aihld sbuse and malirsatment,

Medical Society of the State of New York ' 10608 - :
Approved Provides Nawe Tdwntieaton Nmber DsRe{e} of Coursework or Treiong

1

- ‘ Cartification &f Completion Form, August 2003

20/20 'd | 'ON Xv: Nd 15:20 3Nl S002-%1-NAr




FORM 2 J o The University of the State of New York e
. : ' THE STATE EDUCATION DEPARTMENT RN
MEDICINE ’ Office of the Professions @f FONAIEE
Division of Professional Licensing Services Ke, THREOS
89 Washington Avenue i SRS
Albany, NY 12234-1000 Y N 4
CERTIFICATION OF PROFESSIONAL AND PREPROFESSIONAL EDUCAﬁ]gN ¢

APPLICANT INSTRUCTIONS ; vy

Complete Section your name ure Application (Form 1) or Limited Permit Appfication (Form
5B). Be sure 1o sign and date item 10.

2. Send this form to the professional school you attended to complete Section 1. Be sure to include any fee required. If you graduated from a
medical school that was not registered by New York State or accredited by LCME/AOA, notify the school that a transcript must accompany this
form. intermnational Medical Graduates may not use this form if Form 1 and fee are submitted after November 30, 2002.

3. Hyou attended a medical school that has been closed, send this form to the official repository of the records for that school (e.g.. SEESCYT).

4. This form must be signed by the Registrar, Dean, Rector, or Principat of the medical school and sent back directly to the Office of the Professions
by that school official in an official school envelope to the address at the end of this form. Forms sent back by the applicant or other parties will
not be accepted.

SECTION I: APPLICANT INFORMATION

1] sociaL securTy NumBER w [2] eirTH DATE

(Leave this blank if you have no U.S. Socie! Security Number)

E] PRINT FULL NAME EXACTLY AS IT APPEARS ON YOUR LICENSURE APPLICATION (FORM 1)
OR LIMITED PERMIT APPLICATION (FORM 5B) ’

wast (A [ THT.TV] il TTT [s] recepnonermar o \))
rest T TWD Y] | . T i R
wace | CIHIAIR IMIAIMET T T T T T T 1 L]

3 MAILING ADDRESS:

—
S

=]

Print name under which your degree or diploma was awarded (if different from abbvej : J W C(V (/U/} S )1 [ n)(/bn - AJ‘O‘ 7L€,

Preprofessional School Attended:

Professional School Atiended: Méf\tkrﬂ/\ /\’M,AICRI Colles
naaess 100500, DB Tocld Blval _Nashville T~/ Y37200-35465

Name of Degree/Diploma: Mld ‘-C‘ﬂvz CMD ,) Date awarded: LSI/}@ /8 ‘:3

=] 1]

L]

| request and give my permission fo the school fisted in item 8 above to complete Section Il vof this form and mail it to the New York State Education
Department at the address at the end of this form, and to release any other information requested by the State Education Department in connection

o Date:'g L3 0S

Applicant’s signature:
Ji
‘September 2002 CERT[EIEATION BY PROFESSIGNAL SCHOOL OFFICIAL IS TO BE MADE ON NEXT PAGE FORM 2, PAGE 1 OF 2
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SECTION )l : CERTIFICATION OF PROFESSIONAL EDUCATION

INSTRUCTION TO SCHOOL: Please complete this section, sign certifying statement, attach the information required in item 5 and send directly to
+ the Office of the Professions at the address shown below. This form wilt not be accepted if retumed by the applicant or any other party.

3 For Applicants from N.Y.S. Registered or LCME/AOA Accredited Medical Schools:
Appficant met LCME/AOA requirements for admission to medicaliosteopathic school? X3 YEs ) no

it No, number of preprofessional postsecondary credit hours completed by applicant prior to admission to
medical school semester hours or quarter hours

:a Did the applicant receive advanced standing based on prior academic work? 0O ves NO
It Yes, indicate when the prior work was completed betow and submit an officlal transcript of studles at your Institution, and copies of
docurmentation In your file to support the granting of transfer credit.

Name of Institution: Dates of attendance: to
Appiicant's Entrance date: __ 08 /20 /_79 "CompletionDate: _ 05+ 27 /83

Degree/diploma conferred. _____ Doctor of Medicine Date of conferval: __ Q5 /_ 29 /_83
For Al Other Applicants: '

=]

Years of education required for admission into your medical school: at least 3 years

Preprofessional aredential/degree submitted by applicant for admission into your medical schoo: B.S.

Was Social Service requied? [ ves X no If Yes, give inclusive dates and name of institution in which requirement was met.
Institution: Dates: to

Was a pre-graduation intemship required? Oves Ewno If Yes, give inclusive dates and name of institution in which'fequirement
was met. '

Institution: Dates: to

Submitwith this fom:

A. An official transcript (course record, index, or marksheets) showing courses taken at your institution
and accepted from other institutions for transfer of credit or convalidation.
The transcript must bear the original signature of the registrar, dean, principal or rector and original seai of the school.

B. A copy of documentation from your files to support the granting of transfer credit or convalidated course and derkships.

C. List of clinical clerkship completed outside jurisdiction where medical school is located, induding (for each): area or spedcialty,
starting and ending dates of clerkship, and name and address of hospital where derkship was performed.

FOR ATTENDEES OF CIFAS, CETEC, AND UTESA, this list must include all derkships completed, both inside and putside the jurisdiction where the
medical school is/was located.

of the record of the individual named on this form.

Date: 05 / 03 / 05

. Cynthia A. MUT
Title: ) Registrar

Medical school: Meharry Medical College (SEAL)
Address: 1005 D.B. Todd Blvd.
Nashville, TN 37208
Telaphone: 615-327-6223 Fax 615-327-6228
1 address; Cmurry@mme.edu CERTIFICATION IS NOT ACCEPTABLE UNLESS
E-mail - ) DATED AFTER GRADUATION.
Retum this form . New York State Education Department, Office of the Professions, Division of Professional Licensing Services, Medicine
Directly to——P Licensing Unit, 89 Washington Avenue, Albany, NY 12234-1000.
September 2002 ‘ FORM 2, PAGE 2 OF 2
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FORM 2PGT Certification of completion of
- G L e The University of the State of New York &‘( approved postgnduat': tralning
MEDICINE __"i-x 9I7 THESTATE EDUCATION DEPARTMENT b/ wil be accepted only I it is signed
: SHOF T LIUNAL i DML Office of the Professions no more than one month prior to
UNIT T Division of Professional Licensing Services 7 the completion date of the training .

89 Washington Avenue )] period In which credit is sought.

Albany, NY 12234-1000 A

W05MAY -6 AN 8: 017

CERTIFICATION OF APPROVED POSTGRADUATE TRAINING
(To be used only by applicants not using FCVS who need to verify
approved postgraduate training programs in the US and Canada)

APPLICANT INSTRUCTIONS
1. Complete Sectionl. Enter your name as it appears on your Licensure Appfication (Form 1). Be sure to sign and date item 7.

2. Please send this form to the director of medical education of the hospitai(s) in which you completed postgraduate training. One form must be
submitted to verify each residency. [f you have completed more than one residency, you may photocopy this form. .

3. This form must be sent directly to the Departiment by the hospital in which you did your residency. If the hospital in which you did your residency
does not have a Director of Medical Education, the forms may be completed by the Department Chair. If the Department cannot determine that
this verification came directly from the hospital, the postgraduate hospital training will not be credited.

| SECTION I: APPLICANT INFORMATION

_T_] SOCIAL SECURITY NUMBER: 4 [Z, BIRTH DATE:~
. Month  Day ear

{Leave this bienk if you do not have a U.S. Sodal Security Number)

E] PRINT FULL NAME EXACTLY AS IT APPEARS ON YOUR APPLICATION (FORM 1)

\t, o NEERENEEEM T T T T T T T T TT]
(W) s DN LTI IITTITTII LTI

S.RY

oy [TTTITTITITTI]
}m

misde [CTHTBIE MIAWIEL |

(4] man  asmopel
ADDRESS: s

CLIMLA
State m . Zip Code

P v WIVIETTIE DT IS IT

Print name under which postgraduate training was completed: Q—KL‘A/ | C. WASh /)\S'hjﬂ

Hospital in which postgraduate training was completed: Grealis Bal¥imond MY c@_ﬁﬂ)\uf
s 20 5 No(h Cherles St Sudt 303 Bulhimne, M0 2 29y

| request and give my permission to the hospita! listed in item 6 above to complete Section If of this form and mall it to the New York State Education
Department at the address at the end of this form, and to release any other information requested by the State Education Department in connection

with my application for icansure. ¢
Date: __4 lzs I_a_j

Applicant’s signature:
. 7 :
September 2002 V4 U FORM 2PGT, PAGE 1 OF 2
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SECTION i : CERTIFICATION OF POSTGRADUATE TRAINING

, INSTRUCTION TO HOSPITAL: Please compiete this se_%on, sign certifying statement, and return the form directly to the Division of Professionai
Licensing Services at the address shown below. This form will not be accepted if retumed by the applicant.

This is 1o certify that \.j(/i‘b‘/ (7 wﬂSHl/%7'OA/

(Physician's name)

a graduate of

{Medical school)

was enrolled in a postgraduate training program(s) approved by the Accreditation Coundl! on Graduate Medical Education, the
American Osteopathic Assoclation, or Royal College of Physicians and Surgeons of Canada at

7
é/ A7 ;ﬁd 722068 Mé”b 1CAL [ LRITE

(Name and location of
Level of Tralning (example: PGY-1) Clinical Area inclusive dates Successfully completed
: (me/odhvy)
Y o 7V 224 711 83 | @ves Owo
/% “/ /7&%/(, W L 130194 Q lnnctoqwog;‘;;;w >
, Oves Owno
/ / to
Q in progress; satis-
SR Y S factory to date
Ovyes Owno
/ to
- T O In progress; satis-
—_—t factory to date
Oves Qwno
— to Q2 in progress; satis-
—_ factory to date
Qves Owno
/ / to
: Qmn progress; satis-
— factory to date

If this physician did not successfully complets the postgraduats training program, please attach a letter of explanation with this form.
Dw#mm ‘ '
I am the director of medical education or department chalr of the clinical area. | was the program director for the physidian named above during the
postgraduate training indicated and have carefully read and completed this form and hereby attest that the statements made herein are strictly true in
every respect and are supported by hospital records.
Signature of Director/Chair: pate: Y1 &, 05
Type or print name of Director/Chair._SU ' TAUwWe MU, Caccqmnest
Title or official position: Aot i€ p‘”ﬁmw Dy ¢ (i
Institution: (7"“‘{14 Bl hviet wutd ccod (2““-/ (SEAL)
Address:_0GLs M. Cbevles SE. 0 Sle 20%
Balbwor, w1209
Tetephone: _ {4 3€49 2740 Fax Y43€tco §1 3¢
E-mail Address: g’caccamese@jb«/zc.ay

Return this form directly New York State Education Department, Office of the Professions, Division of Professional Licensing
—_——

to: Services, Medicine Licensing Unit, 89 Washington Avenue, Albany, NY 12234-1000
September 2002 ' FORM 2PGT, PAGE 20F 2
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REGISTRATION RENEWAL DOCUMENT
THE STATE EDUCATION DEPARTMENT . Address change

Professional Lioensing Services
80 Washingion Avenue Compiete only if change has occurred

01/02/07

LIC: 2368882
NME: WAS2 WASHINGTON JUDY CHARMANE “Street
YR: 07 g
OFF: 1 - _ .
EIN * N <l _
Oy
State/Zip
vnawmmm&ozjnmnnzm o ‘ ~Ls__4&io ]
PERIOQD: -
08/01/07 - 09/30/08 AMOUNT DUE

Complete and sign reverse side of this application

e Cat IO LT : -
S —  ———



1. Do you Wish to register for the period INGICEA?. . . ... .. . ......................iiieiee Cyes] —m
2. Since your last registration application,
m.:Qmﬁccgﬁsa?_e%ﬂsw_.ﬂzm&&i?sogﬁ.9:%§.8a9»8~&=6=18<2:=.§§853<8=%..:..E —No
b. Has any licensing or disciplinaty authority revoked, annulled, cancelled, accepted surrender of, suspended, placed on probation, of refused
,ogaqsgmﬁigngﬁagamisggﬂﬂé.2?3.8:&-8«552&&18&&3:&3@.! —No
c. Are ciminal charges pending against YOU in 8y COUR?. . . . ... ... .. .....ooueren ettt __Yes] __No
d. Are charges pending against you in any jurisdiction for any sort of professional MISCOROUCE? . . ... ..........eivrrereenns E —No
o.:wmﬂ.«gR.Qﬂﬂ%&&hﬂﬂﬂﬂﬁ.ﬂgﬁ%ﬂwg&&g%léﬂggﬁ.ng§%g
or involuntarity resigned or withdrawn associafion to avoi imposition of such action due to professional miscondu
=§&§§.Qi§»:.:::t .................................. e, E —NMNo

3. a, Are you under en obligation topay child SUPPOM? ... ... ....iie ittt e s —Yes _.No
b. if you -are under such an obligaion, do you meet one of the four requirements listed in the Child Support Law sectionbelow? .............. ___Yes !

4. Are you a U.S. citizen or an ahen admitted for permanent residence inthe US.2 ... ... .. e e iae et e eairaaeaan, " Yes E

S TN & § il R _ DO NOT WRITE INTHS BOX | . -

LSRR MLTEERG T S : . FOROFFICIALUSE ONLY

| certify that the statements made in this application and any accompanying documentation are true, complete and coredt. | understand that any misrepresentation of any

false or misieading information made in connection with my applicaion may result in criminal prosecution snd may be cause for disciplinaly action, induding the loss of

my license; and that the williul falure to register white continuing to practice my profession constitutes professional misconduct.

ma..&a c%amss& u cam

21



NYS Professions Registration Renewal Summary Page 1 of 2

orrice Registration Renewal - Transaction

g oF e
: PrROFESSIONS Summary

WEWOVOMK STAD DI ATR O I PAR TN R

Main Page | Logout

License Number : 236582
Profession : MEDICINE
Renewal Period : 10/01/2008 through 09/30/2010

We recommend that you print and keep this transaction summary. Thank you for using OP Registration
Online.

WASHI N JUDY CHARMANE

summiT N

Renewal Status : Paid On-line - Renewal Complete

Offices Selected for Renewal:
Address Fee

1) oonSREEnEi e T, NJ, QIR S 500

Response to Questions :
Question Response

1) Have you been found guilty after trial, or pleaded guilty, no contest, or nolo contendere to a crime
(felony or misdemeanor) in any court?

2)) Has any licensing or disciplinary authority revoked, annulled, cancelled, accepted surrender of,
suspended, placed on probation, or refused to issue or renew a professional license or certificate
held by you now or previously, or fined, censured, reprimanded or otherwise disciplined you?

3) Are criminal charges pending against you in any court?
4) Are charges pending against you in any jurisdiction for any sort of professional misconduct?

5) Has any hospital or licensed facility restricted or terminated your professional training,
employment, or privileges, or have you voluntarily or involuntarily resigned or withdrawn from such
association to avoid the imposition of such action due to professional misconduct, unprofessnonal
conduct, incompetency, or negligence?

6) Are you under an obligation to pay child support? No
7) Are you a U.S. citizen? Yes
License Renewal Payment Details:

Receipt No :VTHN2DDADS7D

Payment Date :08/28/2008
Amount Paid  :$ 600

Return to Main Page

https://eservices.nysed.gov/profs/paymentAction.do?method=validate 6/3/2011




NYS Professions Registration Renewal Summary _ Page 1 of 2

OFFICE Reglstratlon Renewal - Transactlon

e OF THE
i PrOFESSIONS Summary

HEW YORE STATE PN ATE & P PARIMENT

Main Page | Logout

License Number : 236582
Profession : MEDICINE
Renewal Period : 10/01/2010 through 09/30/2012

We recommend that you print and keep this transaction summary. Thank you for usmg OP Registration
Online.

WASHINGTON JUDY CHARMANE

miT N,

Renewal Status . Paid On-line - Renewal Complete

Y

Offices Selected for Renewal:
Address Fee

) RN 7. Qs 50

Response to Questions :

Question Response

1) Have you been found guilty after trial, or pleaded guilty, no contest, or nolo contendere to a crime
(felony or misdemeanor) in any court?

2) Has any licensing or disciplinary authority revoked, annulled, cancelled, accepted surrender of,
suspended, placed on probation, or refused to issue or renew a professional license or certificate
held by you now or previously, or fined, censured, reprimanded or otherwise disciplined you?

3} Are criminal charges pending against you in any court?
4) Are charges pending against you in any jurisdiction for any sort of professional misconduct?

5) Has any hospital or licensed facility restricted or terminated your professional training,
employment, or privileges, or have you voluntarily or involuntarily resigned or withdrawn from such
association to avoid the imposition of such action due to professional misconduct, unprofessnonal
conduct, incompetency, or negligence?

l?ll i

6) Are you under an obligation to pay child support? No
7) Are you a U.S. citizen? Yes

License Renewal Payment Details:

Receipt No :VRFNSE8394E5
Payment Date  :09/06/2010
Amount Paid :$ 600

Return to Main:Page

Iittps://eservices.nysed.gov/profs/paymentAction.do?method=validate 6/3/2011




