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STATE OF CAL|F0RNIA—émTEANdCONSUMER SERvmr-:smY_ . ‘ - GRAY DAVIS, vGav;ernor '
bR MEDICAL BOARD-OF.CALIFORNIA ] 11 653 8
@S‘iﬁ”&'@;‘;}’?" on ¢ 1426 Howe:Avenue, Sufe' 54, Satraréito, CA 95825-3236 { q d
Consymier P \TEL {916) 263-2499/FAX: (916) 263-248? ,slnternet www.medbd.ca.gov _ y
“Affairs ’2}, \;“’ o ,.;,-L.'!;u;:« V‘/ ,’

Q\%\?, APPLICATION FOR PH .Pi N'S AN URGEONSUCENSE’}‘V

Please READ a_[lmstructlons prior to completing this appl Ication, ALLquestlons on this application must be answered, and all supporting documents must be .
submitted 337 -Perinstructions. Please type or print neatly, When space provided is insuffi ctent attach additlonal sheets of paper. All attachments are
conmdered partof the application, o

FALSIFICAT!ON OR MISREF‘RESENTATION OFANY ITEM ORRESPONSE ON THIS APPLICAT[ON OR ANY

ATTACHMENT HERETO IS A SUFFICIENT BASIS FOR DENYING OR REVOKING A LICENSE, MBe USE
1. NAME: Last . First Middle : Pe;suna!
_Mohoney N QdO\ S\’\o\mdoo T
2, Other names you have used (include malden nama): 3. U.S. Socla "
Neda Mo Abb hiv(maidem mme\[ e

4A, (PUBLICADDRESS will be released by the Board to c): Num Stre’r/P ) Box

City Country

WS A,

Number and Street/Rural-Roul e[ApartmentNu r,lf any. [Appllcants must provnde a confidential street
address ifaP. 0. Box is used as the Public Address in#4A above.]

4B.(CONFIDEN TALADDRESS):

City ' ) State . ZipCode ’ Country

6. California Driver's License Number (optional): '
NUMBER EXPIRATION

5. Telephone Number
Home: &
Work:

8. Sex: O nale N Female 9. Are you a U.S, citlzen? % Yes {1 No
10. Have you everfiled an application for Physician’s and Surgeon's examination or licensure in California?
L ' O Yes x No
IF YES, PLEASE GIVE DATE PREVIOUS APPLICATIONWAS SUBMITTED, . . :
11, Listthe names and Iocatnons ofall colleges or universities attended where pre-professional, postsecondary instruction was received. Fre-

Medical

Please submit officialtranscripts with the school seal affixed for each school attended. Transcripts will not be returned. Education b

R

Name ‘ Cily, State, Country : Dates of Atiendance

Uy, of Califprs %n‘\‘o\%arbo.m Californial 3147 to (a!m,
ot Santo. Bac hira W.$. B

R

12, Listthe names and locations of all schoals where professional medical instruction was received, and, where applicable, the degree awarded. Medical
PLEASE SUBMIT: 1) an original Certificate of Medical Education (Form L2) and official franscripts wiih the signature of the dean or registrar Education
and the school seal affixed from gach school attended; and, '
2) an original medical diploma and a 8 1/2" x 11" pholocopy (criginal diploma will be refurned). o L2 Trans
- School Name ' : Cily, State, Country B Pates of Attendance Degree Awarded »

St Lowie | St.lowis  MD 1[4 % 5[95 M.D,,g/)éf

Name of Medical School Address of Medical Schoal Exact Date of Issuance.

oA 5. Grand Bivd.
6owfftom9 Uiversy_ s, Lowis A0 3IDY Moy 1995

* MANDATORY DISCLOSURE OF U.S, SOCIAL SECUBA’Y NUMBERS

Disclosure of your U.S. social securily number s mandalory. Section 39 of the Busingss nd Professions Code and Public Law 94-455 (42 USCA 405(c)(2)1C)) sulhorize
collechon of yout social securily number. Your social security number will be used exclusively for {ex enforcament purposas, for purposes of compliance with any judgmant
cr orcer for family support in azcordance wilh Seclion 17520 of the Family Code, or for verilicalion 4f licensure or examination slalus by & licensing or examination entity
which ulilizes 2 nalional examinalion and where licensure is reciprocal with the requesling state. If you fail fo disclose your soctal securily number your appfication for initial
licansure will nol be processed AND yau will be reparled lo the Franchise Tax Board, which may assess a $1G0 penally agains! you.

1 1R w %A m




STATE OF CALIFORNIA— STATE AND GONSUMER SERVICES

oA e

Qi o REMiC 7 MEDICAL BOARD OF GALIFORNIA - . . AN
Canstimer «n A T inT 1426 Howe Avenue, Suite 54, Sacramento, CA 95825-3236 i e R
Affairs L1 L1 (816) 263-2499/FAX (916) 263-2487  Internet: www.medbd.ca.gov L s Firg
' eI hY
CERTIFICATE;OF tOMPLETION OF ACGME/RCPSC POSTGRADUATE IRAINING /5" U¢

To be complé{éd'h'y ‘thé'fécility for every medical school graduate completing postgraduate training in the Bh &5&%@ or Canada.

- Pongimar Y
ATLENTION PROGRAM DIRECTORS AND DIRECTORS OF NEDICAL BDUCAZION: THE PERSON NHQO STGNS THIS FORM MAY NOT BR RELATRED T0 THE MPLIEMWD, M{A‘G’\{:o# PTION.

Oaly the Frogram Dixoctor and the Director of Medical Edupationmay gigm this fomm. If that signature aptbordty 1s baing dalegated toanother parson, tha delagatian, tba
attached to thix forn {maybe a photocopy) . Such delogatianmut be oq official letterhead and mipt be dated within the Jast 12 months, : : i’

ART1: To be completéd by thé APPLICAN

LAST NAME gf Appicant Flist Name .
Ao ove w N e oo | AW
U.8. Secial Security Number: - - '

I Date of Birth: MMIDDIYYYY ! Telephone Number:

Home:

W rent Address:

, comp y
E_N TION. PRDGRAM IRECTOR
T alify for lice

Namggmmﬂn' ity.School of icj Aiﬂ?ﬁofﬁcqig:ne Avenue
NBepafg%men%"%a‘@Séb&e%r?“c’s e /. SL 11 New Orleans, LA 70112

ame af Program Director. . : Telephone Number:

April G. 0'Quinn, M @\(»?-77% | (504 ) 587 -2145
s P LA /) Y/ TR
List Categbfidal Specialty Area of Mraining Zompleled byTrainee; < > Date Training Commenced: ; D?éTralnmj;Comﬁd: -

Obs etricszjld Gynesblogy uly 1, 95 - ine 30, 1999

If the training was rotating or transitiokd, fist the specific rotations and the number of weeks spent in each (SEE THEREVERSE FOR INFORMATION ON SATISFYING THE
GENERAL MEDICINE TRAINING REQUIREMENT): ) . ’

‘Edward F. Foulks, M.D. . . , Tulane University School of Medicine

Address of Fagility,
1430 Tulane Avenue ,

City Slate ) C. Zip Code: " Telephone Number:
New Orleans, LA 70112 ' (504 ) 584-1746

nt'on: Dr f Medical E | Do not sign and dale this form before the fast day of any paslgraduate training year which will be used by the applicant to qualify for
licensure. This form may be signed by the current Director of Medical Education; il does not need fo be signed by the person who was the Director of Medical Education at the time of
the fraining listed above.

Ng_hs_e_tp_&npjmam_ If this form is used Lo verify postgraduate training beyund thatwhich Is required for licensure, ihis form can be signed by the Director of Medical Education and
the Program Direclor before the final day of fraining. However, if you are licensed after the date upon which training was compleled AND if the form was signed before the final day of
- the training year, a rew form must be completed and submitted fo the Medical Board of California. : .

o———

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

.V
- T / | hereby declare under penalty of perjury under the faws of the State of California that the above statements are
.- true and correct and thal the fraining program is approved by the ACGME or the RCPSC to offer the type and
level of training completed by the applicant and that the applicant was trained in an approved ACGME or
RCPSC program posiiion.

. B : Signature of Director of Medical Education: Date Signed:
. . —

- - | 7 /é@ﬂ%\—}wi MD/,;J / 9/18/2001

HOSPITAL OR NOTARY SEAL

@ GRAY DAVIS, Governor




E.. - ' | o ‘ | a
MBC USE
OMLY

v ——
13. Have you taken any of the following written examinations: National Boards, other state boards, USNILE, SPEX, FLEX, ECFNG or LMCG? Ex::z,‘,‘:zm

X Yes [ No

IF YES, LIST NAME, LCCATION, DATE AND RESULT OF EAGH EXAMINATION; FAILURES MUST ALSO BE DISCLOSED. EACH EXAMINATION AGENCY MUST SUBMIT AN ORKSINAL OFFICIAL
EXAMINATION HISTORY REPORT DIRECTLY TO THE MEDICAL BOARD OF CALIFORNIA, THESE REPORTS WILL NOT BE RETURNED,

Examination Daie Result (Pass/Fall)

\MMLE typp | b]43%

WoMLE  step @ g/ ay

qhYy

WoMLE ﬁ‘e()'ﬁ - \3l4a¢

L

14, Have youever boen licersed to practlce medxcme in any state, temtoxy, provmce country, orU.S. federal jurlSdICt[OH? L';;:': i
Yes [0 No
" IF YES, LIST THE JURISDICTION, LICENSE NUMBER, DATE ISSUED AND DATES OF PRACTICE IN THAT JURISDICTION, PLEASE THCLUDE PERMANENT, TEMPORARY, TRAINING, PROVISIONAL,
LIMITED LICENSE, OR PERMIT. AN ORIGIAL OFFIGIAL LETTER OF GOOD STANDING {LGS), OR GOMPARABLE LICENSE HISTORY GERTIFIGATION, 15 REQUIRED FOR EAGH PERMANENT, - LGS
- TEMPORARY, TRAINING, PROVISIONAL, LIMITED LICENSE, OR PERMIT OBTAIMED IN ANY UL.S. STATE, U.S. OR CANADIAN TERRITORY, CANADIAN PROVINCE, OR US, FEDERAL JURISDIC- -
TION. EACH LGS, OR COMPARABLE GERTIFICATION, SHOULD BE MAILED BY THE ISSUING AUTHORITY DIRECTLY TO THE MEDICAL BOARD OF CALIFORNIA,
Jurisdiction License Number Date of Issuance Dates of Practice In that Jurisdiction L

Lowibiana | 033 LRAL | T-1-199% T[4l to L})DD@@'

TeXOS L1379 | 3-a-d00{ | 5[0l ¥p @Ol

15. Do you hold any other professional license in any state, territory, province, country, or U.S. federal jurisdiction? 01 Yes x No

IFYES: PROFESSICN: _ ~ ,LICENSENO.: ) | JURISDICTION:
. E X Othrer
Professional
Licenses
HAS THIS LICENSE EVE’i BEEN REVOKED, OR SUBJECT TO DISCIPLINE? IF YES, PLEASE PROVIDE ALL OFFICIAL DOCUMENTATION REGARDING THE MATTER IN ADDITION TOA WRITTEN
'EXPLANATION. YOU ARE ALSO REOUIREZJ TO REFORT ANY MATTER THAT IS PENDING OR I w—ucr—. CHARGES HAVE BEEN DROPPED QR EXPUNGED. .
Yes ~3¥ No |
18A ) - . d ini R f ility in the U.S c da" Postgraduale
A. Are you currently, or have you ever been, a participant in a postgraduate training program in a facility in the U.S. or Canada? Training

(You must include every residency, internship, and fellowship, whether or not completed.} . ] ﬂ i
. ' o Yes No

IF YES, LIST NAMES AND ADDRESSES OF ALL FACILITIES. SUBMIT AN ORIGINAL CERTIFICATE OF COMPLETION OF ACGME/RCPSC PASTGRADUATE TRAINING (FORM L3A) FROM EACH
FACILITY. (DD NOT CONPLETE FORM L3AS TO DOCUMENT TRAIMING RECEIVED |4 RESZARCH FELLOWSHIP PROGRAMS.) ALL TRAINING MUST BE LISTED, REGARDLESS OF WHETHER 17]
WAS SATISFACTORILY COMPLETED OR WILL BE USED TO MEET LICENSING REQUIREMENTS,

N

Seinon) of Mediend]  New Oeleans . LA THID '
VT Southestecn | 5533 Hany Hmc«, 2\ 5lop 4y 3o

Facility Name Address Categorial Specially Area __- Dates of Altendance [2/
Tulane Weiverihy -~ ™M 30 Tulane bve. O% f GIN | T/95 t+, b/99 :
=i
J

O sy

Mediea Center

16B. Have you ever withdrawn from, or been suspended dismissed or expelled from a medical school or postgraduate training program OR

have you ever taken a leave of absence from such a school or program? .
IF YOU ANSYWERED YES, BOTH APRLICANT AND SCHOOL/PROGRAM MUST PROVIDE DETAILS ON A SEPARATE A‘I’I‘ACHMENT.J Yes x No

L Neda M. \\/\o\\«\o\ncvj MO

NAME OF APPLICANT: DATE OF BIRTH:




@

MBC USE
ONLY

Forall of the below, also mclude any disciplinary actions by the U.S. Military, U.S. Public Health Service, or other U.S. federal governmental
en’uty

17A. Have you ever been charged with, or been found to have committed, unprofessional conduct, professional incompetence, gross
negligence, or repeated negligent acts or malpractic_e by any medical licenslng board, otheragency, or hospital?

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

“17C. Is any such action as described above pending? ' C17(A) xYes x No
. 7(B) Yes x No
rIF._YOU ANSWERED YES TO 17A,-17B.0r 17C, PROVIDE. DETALLS ON.....toe - = G .
| A SEPARATE ATTACHMENT. - | : 1T(C ﬂes X No
18. Has a claim or action for damages ever been filed agdinst you in the course of the practice of medicine or any other healing artwhich
resulted in amalpractice settlement, j_udgement, orarhitration award of over $30,000.007? '
. : y Yes No
IF YOU ANSWERED YES, PROVIDE DETAILS ON A SEPARATE ATTACHMENT.
19. Have you ever been denied a license, permission to practice medicine orvany other healing art, or denied permission
to take an examination In any state, territory, country, or U.S. federal jurisdiction, or is any such action pending? '
' ‘ ) Yes No
IF YOU ANSWERED YES, PROVIDE DETAILS ON A SEPARATE ATTACHMENT. ‘ S

~20. Have you ever voluntarlly surrendered a license té practice medicine or any other healing arts in this or any other state, or voluntarily

surrendered your narcotic {controlied substance) permit (state or federal) to any licensing board or any other agency, oris any such action

pending? . . .
IF YOU ANSWERED YES, PROVIDE DETAILS ON A SEPARATE ATTACHMENT.

License |
Data *

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

Y OU MUST DISGLOSE ANY INFORMAL OR CONFIDENTIAL DISCIPLINARY ACTION;| : . .- X Yes x No ‘

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

X Yes x No
IF YES, PLEASE CHECK THE APPROPRIATE BOX({ES) BELOW: _ :

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

Emotional, mental or behavioral disorder,

Other (explain):

aaaqQ

FOR ANY OF THE BOXES CHECKED ABOVE, PLEASE SUBMIT COMPLETE QEFICIAL INPATIENT AND OUTPATIENT TREATMENT RECORDS, EVIDENCE OF ONGOING
REHABILITATION TREATMENT, AND A PERSONAL WRITTEN EXPLANATIQN, ' :

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

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

- . P,
23B. Is any criminal action related to the above pending? _ 23 (A) % Yes K No
IF YOU ANSWERED YES TO 23A OR 23B, PROVIDE DETAILS ON A 23(B) XYQS X No
SEPARATE ATTACHMENT, . ' L .

i

N OFQPg‘g‘NTM ,v‘{,\/\o&\-@m&‘éﬂvm:vb—«%fﬂ




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

.1 gram is the custodian of records.

Top of Phote (Head)

Bottom of Photo (

STATEOF__ [ ov K58 a
COUNTYOE. Da LQCLS 7
- The appllcant ‘{\CC/QCL MCLN\M/) \Jr{(\ M\/\A {ﬁk{f

(PLEASE PRINT FULL NAME) .
upon hls/her oath deposes and says: that | am the person herein named subscnbmg to this apphcatxon that I have read -
the complete application, know the full content thereof, and declare under penalty of perjury, that all of the information
contained herein and evidence or ather credentials submitted herewith are true and correct; that | am the lawful holder of
the degree of Doctor of Medicine as prescribed by this application, that the same was procured in the regular. course of :
instruction and examination, and that it, together with all the credentials submitted, were procured without fraud or misrep-
resentation or any mistake of which | am aware and that | am the lawful holder thereof. Further, | hereby authorize all
hospitals, institutions or organizations, my references, personal physicians, employers (past, present, and future), business
and professional associates {past, present, and future), and all government agencies (local, state, federal, or foreign) to
release to the Medical Board of California or its successors any information, files or records, including medical records,
‘educatiénal records, and records of psychiatric treatment and treatment for drug and/or alcohol abuse or dependency,
requested by that Board in connection with this application; or any further or future investigation by that Board necessary to
determine my medical competence, professional conduct, or physical or mental ability to safely engage in the practice of -
medicine. |further authorize the Medical Board of California or its successors to release to the orgamzatlons lndtwduals .
| or groups listed above any information which is material to this application or any subsequent licensure. | UNDERSTAND

- THAT FALSIFICATION OR MISREPRESENTATION OF ANY ITEM OR RESPONSE ON THIS APPLICATION OR ANY
ATTACHMENT HERETO IS A SUFFICIENT BASIS FOR DENYING 9R REVOKING A LICENSE.

 SIGNATURE OF APPLICANT: V)O[’M74 /ﬁw/@%lﬂb W/Zg/ WZ/ - M D —

being first duly sworn

(PLEASE SIGN FULL NAME, NOT INITIALS)

7% ée '
Signed and sworn to before me this [ ~__dayof {7 {‘MM’( : 2 oo\

MONTH YEAR '

S —— Mg é‘«%htw@ o

[ & MICHAEL A BISHOP | / | & SIGNATURE OF NOTARY PUBLIC]
| ;:&) u\j,, MY COMMISSION EXPIRES E A2\ by /> & Cﬂ[gg TX %Y1
‘ ¥ MARCH 11,2002 |8 ADDRESS -

. — ’ 7
D - My commission expires 3{” {0?—’

T OTASIODMREN I T T T T T T T
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" STATE OF CALIFORNIA — E‘ETE AND CONSUMER SERVICES A GRAY DAVIS, Govemor
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-t : . MEDICAL‘BOARD OF CALIFORNIA

G 1426 Howe Avenue, Suite 54, Sacramento, CA 85825-3236
Consumer

Affairs o (916) 263-2499/FAX (916) 263-2487
' oo Internet: www.medbd.ca.gov

This certifies that Nﬁ&l MQW\.AOUM LA M&L\DV\ £ U\

FULL NAME OF APPLICANT

enrolled in 4‘{‘ [,Dbué (/(m; Uers ")(‘_Lj

; m g
o U.S, SOCIAL RITY NO. . DATE OF BIRTH-MM/DDIYYYY

Ot puias M-

NAME OF MEDICAL SCHOOL LdcATION
'on the lq day’ of 4 (,LQQ < 7’-" i 7?/ and was granted the following credits on enrollrient:
FONTH YEAR

Advanced Credits: " Credits previously obtained at an approved medical, dentai, or osteopathic school.*

. MEDICAL SCHOOL TOTAL.CREDITS DATES

'Thé undersigned further certifies that the records of this institution show that the applicant attended in this institution: ' o
: i "NUMBER OF YEARS

years of resident mstructlon of - J weeks each, completmg at least 4,000 hours, of wh[ch at least 80 percent actual

" NUMBER OF WEEKS
{ attendance is required, in the subjects set for’[h hereunder (Business and Professmns Code Section 2089), and that the apphcant

o s
was grantedAth'evdegree Bachelo@by. OR

D withdrew from .

/

the above mentioned medical school on the ___ 0?0 222 ~_day of
‘ o MENTH _ YEAR
‘| Anatomy Embryology Physical Medicine
| ©Otolaryngolagy - Histology Therapeutics
Obstetrics and- Gynecology Human Sexuality as defi ned in Section 2080 Neuroanatomy o
Radiology, including Rad;atlon Safety Medicine Child Abuse Detection and Treatment -
.| Tropical Medicine Surgery, including Orthopedlc Surgery Gerlatric Medicine .
| Physiology Urology Pediatrics
| Biochemistry Psychiatry Pharmacology
Pathology, Bacteriology and Iamunclogy Neurology Anesthesia
Ophthalmology Alconolism and Chemlcal Dependency Spousal or Par’tner Abuse Detect:on & Treatment™
Dermatology Family Medicine**

Preventive medicine, including Nutrition
: Pain Management and End-of-Life Care™*

*  Each schoal where professional medical instruction was received MUST complete one of these fo_fms. if more than one sehool was
attended, photocopies of this blank form may be made and used. ‘

**  ONLY applicable to medical students who enrolled in medical school on or after September 1, 1994,

% ONLY applicable to medical students who graduate from medical school on or after May 1, 1998

*** Only applicable to medical students who enrolled in medical schoal on or after June 1, 2000,

MEDICAL SCHOOL SEAL MUST BE

ATTENTION MEDICAL SCHOOL: The pez:son w}:.o 513125 this fomMAYNOTbe related to the applicant hyblood, marxiaga
IMPRINTED RELOWY. )

or adopt.zcz:

only the Presz.dmt, Dean, or Registrarmay sign this fam Ifthat sagna ture authord by s being delegated to another persen,
/ evidence of that delegationmustbe attached to this form (may be a photocopy) . Such delegationmust be an official
/ Jetterhead andmugtbe dated within the Iast 12manths.

MONTH

= o ;; Signed and the school.?af affixed thisct /- %ay of Qﬂfé/m{g/ gﬁé‘Q[

L e Tl

- 7 PRESIDENT, DEAMN, OR REGISTRAR

O07A-100-17 {Rev. 3/01% T : T T i -

S




