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APPLICATION FOR PHYSICH
EXAMINATION OR LICENSURE., o\ -

. } IR IR
Read oll instructions prior to completing this applicaticon. All questions on th

submitted with this application per instructions. Please type or print neatly. When

1%

application must be answered, and oll supporiing documents must be
space provided is insufficient, attach additional siveets of paper,

1. Name: Last First . Middie T T

PARKER w (I i |F THAMES

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

Social Security Numbe.r

See disclo i

none. | ]

4. Address:  Number and Street/Rural Route {inchude cpartment avmber,

it any)

City

2IP Code Country

5. Telephone Number: Home

6. Date of Birth: o/ Doy/¥T | Place of Birth:

8. Are you a U.S, citizen? (B Yes 0 No
rolization, Declaration of
ate or country.

if you are-a Foreign Medicol Groduate, you must provide an ariginal Certificate of Naty

Intent to become o US citizen, or o full unrestricted license to proctice medicine in g st

. 9. Have you ever filed an application for examination o licensure in Colifornia? [ Yes @/rllo
# YES, give date previous application was submitted: . . .

10. List name and address of all colleges or universities attended where pre-professional, postsecondary instruction was received
Please submit an official sealed transcript for each school attended.: ’ :

Period of Attendance
Nome B Address A From (Mo/Yr) To (MofYr)
_Rerea -C‘n(/tjc" B:rcf_o(.ﬁﬁ_g_k\it_u,c,}‘\y 9 /3 >/%¢
_10.a Check whether the following prems_gi_ic_ciljourses were successfully completed and show where completed:
Course . Yes . No - Nome of College or University
Chemistry A Bepeca. . Collese
Physics } e

s ST B— Bersa. Qolleye

wegyettodesy L T Beyen. <ol ley e
11 List name and address of alf schools where professionol medical instruction was réceived. Submit an original Certificate of
Medicol Edvcation (Form L2) and officiol secled transcripts from each school attended.

Name Address Place Where

Period of Attendonce

—t

: Instruction Received From (Mo/Yr) To (Mu/YT) bl
— - [ SR ‘ - R N —
Ly 08 Tows |Towa < +}; Ta 520y Sellge of Medd (/¢ s/9

- 12. Doctor of Medicine Degree granted by: (submit original medical diploma and o photocopy; Note, a U.S. graduate may, in lieu of the
or_i_gi\_g_liil_lémi_l_cn official certilied photocopy thot has the school seal atfixed on the signature of the registrar certifying outhenticity.)
Naome of Medical School A "

Address of Medicol Schoal ..Exoct Date of ssuance

UVU \/\:-I‘Sn"f'y O€ IOW'—} .Iou'cu C; T'y Iﬂi .5“3‘-.2-7“2 51/7’ 90

T
ey

ATy

NOTE: APPLICANT MUST PROVIDE. NAME, ADDRESS AND DATE OF ISSUANCE OF DEGREE.
O7A-100 (REV.7/9))
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13. Have you taken any of the {pllowing written examinutions: Nationo! Boords, other State Boards, FLEX, ECEMG Certification?

I YES, list name, locotion, dote and reswlt of exominahion. Submit ertili ition of scores lrom emch exominolion Yes D No
ogency. Apphcants who hold ECFMG cerhibication will need 50 subimi oa angnal valid ECEMG ceniticate for exominction i .
ond licensure.

Nome Location Date - ] Result

FLE X Des Meiwee- TA| Tiine it

14. Have you satisfoctorily completed ot least one year of qualifying pastgraduate training in U.S. or Canodien facilities?
iNote. Do not complete Form L3 (3) to document raimng received insesearch or clincai tellawship programs) E' Yes [j Mo

W YES, st nome ond address of oll facilifies. Submit un onginal Certiticate of Completion of ACGME Posigroduate Yeaining (Form 13) trom cach ity

Name ' Address ) ) Type of-Sérvice

Unsyu_of Cinti

Conty OH_ sy

[

MBC LSS GriLY

" WRITTEN
CEXAMINATION

-

i
e
7

' ’ R S e

QUESTIONS 144A-23 For any positive respense
any documentation regarding the matter,

No

($-s

trairny progrom? . :

14A. Hes¢ you ever withdrown from, or !seen-suspended, cismissed or expelled from, o medica! school or gostgr
?Yi

15. Howr you been licensed to practice medicine in any stote or country? [ ves

HYES barsr e of country, heense number, dote sssued and dates of prochee n wsuing ogency’s Jun Jiction for eoch Sut
coch siue 33 which you are fiernsed of have brea lices sed. Pleass nlude Yemporary, limited, or provisional licenies

‘ ) I Proctce in bsuing Agendy”
State or Country License Number, Date of lssuance TV S

Od1IoO . _56 .-.—_:O..&a f.,&.‘{:-ss; - 5/29. 793‘_

Include any disciplinary actions by the U.S. Military, U.S. Public Health Service or other U.S. federal governmentol entilys

it yes, give details below

[}
Stute " Dute Charge ! Onpositvan

A I I

O7A4 3 (REV.7/90) o ~

fo these questions, applicant should provide, in addition to written explunations,

Subaaa better of Good Standing frem

16. Has any discinlinary action ever been filed or taken regarding any healing arts license which yas now hold or have ever held? B

]
oR

TS e
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17. Hove you ever been denied a license, permission to practice medicine or any othér healing arfs, or pegyission to 1
examingation in any state, country, or U.S. federal jurisdiction? ' ) jss .

if yes, give detoils below.

- e o i e

Stote or Country Date of Denial ) Reason tor Denial

15. Have you been charged with unprofessinnal conduct or any other unlawful activity by any healing arts licensing authority or

P

by the U.S. military and are awaiting final disposition by that body? You must alsa list any panding octions or accusatjons.
) ’ a_ No

19. Have you ever voluntarily surrendered a license to practice in the healing arts in another state? ?yc,

20. Have you ever hed staif privileges in ‘a hospital denied, suspended or revoked, or.resigned from a medicol staff in liey of
%

disciplinary cction? . d
[}

es No

21. Are you now, or were you in the past, addicted to or treated for addiction to controlled substances, sugh os nar s or
aleohot? : : ﬂ

22. Have yon ever been convicted of, or pled nolo contendere to a violaticn of any r:deral, state or local low reyﬂ\e
monutacture, distribution or dispensing of controlled substances? ’es No

H yes, give detoils betow.

Vislation ond Location - Date Penchly or Disposition

23. Have you ever been convicted of, or pied nolo contendere to any offense, misdemeonor or feluny of anystate, the Usted
o
SECT!

Statas, or a foreign country? (except violations of troffic laws resulting in fines of $75.00 or less.)

YOt ARE REQUIRED TO LIST ANY CONVICTION THAY HAS BEEN SET ASIDE AND DISMISSED UNDE! ON
1205.4 OF THE PENAL CODE OR UNDER ANY OTHER PROVISION OF LAW. A SEPARATE LETTER EXPLAINING
THE DETAILS OF THE OFFENSE IS ALSO REQUIRED, IN ADDITION TO CERTIFIED COURT DOCUMENTS.

t yos give detoils below,

Srli el

Violation and Locotion - Dote J Penolty or Dispotition

1

123

b
)

£

i

(42 U.S.C.A. 405 {c) (2) (Q)) authorizes collection of your sncial security aumber. Your social security number will be used

exclusively for tax enforcement purposes. If you fail to disclose your social security number, you will be reported to the Fronchise

“Disclosure of your social security number is mandatory. Section 30 of the Business and Professions Code and Pub. L. 94-455 l i
Tax Board, whicli may assess o $100 penalty against you.”’ |

Q7TA-100 (REV. 7/91)
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| hereby declare under penalty of perjury und
the lows of the & o1 Calr tgthat oto

o
ached hereto, wos takon N, 0({

my age then W
b color of hair __ ;
color of eyes _-

height!

weigh!- tbs.;
identifying morks ————_—_“___

=

L

o
3

-
s

All items in this cpplication are mandatory; none are v
being rejected as incomplete. The information provid
ond Professions Code which authorizes the collection
may be transmitted to any other medical licensing out
application subject
records.

oluntary. Failure to provide any of the requested information will result in fie applicctioen
ed will be used to determine

qualification for licensure, per Section 2080 of the Business
of this information. Information regarding the iscwance or denial of a license by the Board
hority or the Federation of State Medical Boords. Applicants have the right to review their
to the provisions of the Information Practices Act. The Program Monager of the Division of Licensing is the custodian of

NOTARllAYION PORleN
STATE OF . O H 1O

COUNTY OF Hawm i [Town

W l ( ’_._l \S :T;Rﬁf%fr%ﬂ%WﬁﬂE%\YL‘EQ r being duly sworn, says __he is the person referred to in

the foregoing ~oplication for o physician ond surgeon's certificate in California end thot __he has carefully read and thoroughly understends ofi the
‘requirements therein and that the statements mode herein

and all acttachments are true and correct under penalty of perjury under the laws of the Siate
of California. '

-—He 1equests that the Division of Licensing, Medical Bo
postgraduate training or licensure in California. In maki

S e St

ord of Californiq, initiate a review of the records to dete

ng this request, ___he authorizes the release of any inform
or agency, relative to their training and qualifications as o physician and s

rmine their eligibility for exomination,
ation or records held by any individuci
urgeon, upon reques! by the Board for use in evaluating their file.

Wl Qoo [ hihor M.

Signature of applicont: (Write FULY/ nome, not initiots)

Signed ond sworn 1o before me this __FL day of W\va/(f\_, —_— N 2 Qi/. ]
) . \‘“‘.nnn,“' ) / R ‘4
Bl si  Notary pubtic VY JAaln >~ Y. A> <
tgn@ur_e o tary Public —C ] A Ve

kmm.emﬁft (Mfw;m«»m. Qructe oM
botery Publio, Stuia of Otlo : [9)
My Comeriasien Expires Aped 21, 7257

My commission expires /7/' JL’?VI

YSA2 g




”MEQICAL BOARD OF CALIFORNIA

.,." 1426‘HOW'E AVENUE, SUITE 34, SACRAMENTO, CAUFORNIA  ©95825.3236
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ey GERTIFIQATE OF MEDICAL EDUCATION

A el

\

MEDICAL SCHOOL: DO NOY COMPLETE IF PHOTOGRAPH OF APPLICANT/STUDENT IS NOT ATTACHED BELOW.

2

ond was gronted the following credits on enrollment:

This cortifies that wtﬂhe James Parker

FULL NAME OF APPUCANT

The Un1ver¢1ty of Iowa CoHeqe of Medicine

of Towa City, Iowa

enrolied in
ADDIESS WHEN ENRULLED NAME OF MEDICAL SCHOOL
Iowa City, Iowa . onthe 9th _ day of June LE_
LOCATION

Premedical Education. Two years of preprofessional postsecondary education, including the subjects of
physics, chemistry, and biology (Busmess and Professions Code SecHon 2088).

Berea College 9/81-5/86

DaTES

EDUCATIONAL WSTITUTION

Advonced Credits.  Credits previously obtained &t an opproved medical school,*

MEDICAL SCHOOL ’ TOTAL CREO(TS BATES
The undemgmd further certifies that we records of this msh'uhon show that __he aﬁended in this institution S/R%W_W_ yesrs of
resident msfmchon of 2/ % 9/ 12 (Tonths wettks each, complohng at least 4,000 hours, of which ct least 80 percent actual cmomdance is rs-
' quired, in the sub'eds set forth hereunder (Business and Professions Cods Section 2089), ond that
. 13 _he was gronted the degree MW/ Doctor of Madicina by
0 __he witharew from : _ .
the above-mentioned medicol schou! on the ath day of Ma‘ymH ' .19 20
' Deormatology - - Preventive medicine, including Nutrition
Croloryngology Embryology Physical Maditing
Olsietrics arvd Cynecology Histology Therapeutics
Rodislegy, kxchuding Radiation Safety . Humon Sexvolty os definad in Section 2050 Nevroanatomy
Tropizal Medicine Medicine Child Abuzo Datection and Treatment
Phrysiclogy : Surgary, including Orthopedic Surgery Gerictric Medicine
Bochemistry Urology Pediairics
Pathology, Bactericlogy and Immunology Psychiatry ] o Phormacology
Opbshalmolegy Neurology . . Anesthatio
Sigaed and the c;l/lf%‘secl affixed this L1t day of March — - 1994
BY _ rfﬂ w(zmﬂaNN_ '

SIDGNT, & T, O8AN
Peter Densen, M.D., Acting Associate Dean —orow =oum
Maedical School Seal MUST,Be Imprinied Poﬁic“y on the Photograph.

TRANSCRIPTS OF PREMEDICAL EDUCATION, ADVANCED CREDITS, AND MEDICAL
SCHOOL CREDITS MUST BE SUPPLIED WITH THiS CERTIFICATE

* Each 1chool where proketsional medk ol instruction wor eceed MUST comple one of theve lorma, I
rmrore than one schoo! wn osnded, photocopie of thi bioh form may be mode and used. Nobe that
photogeorh ond off srriet %0 the {orm must be cagimdd
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UMER SERVI' SENCY
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Adlniny

graduate completing pestgraduate training in the Unitod
States or Canada. Do not complete if photograph of appli i

S0 MEDICAL BOARD OF CALIFORNIA
ERNSAWR 1426 HOWE AVENUE
SACRAMENTO, CALIFORNIA 95826-3235
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- LCBRTIFICATE OF compLETion oF V14
' ACGME/CCME POSTGRADUATE TRAINING

cant is not attached on the reverse side. Also, piease print i

or type inforration on the form. B
“ H

PART 1. To be completed by applicant/irainea. ;
Last Name First . . Middle i
Of Trainee: _Parker Name: Willie - tnitial:_J. !
—= i

f

City

Current — . : Phone
Address:

Name of Facility:

: ] State: ! : Zip Code: -
PART 2: To be completed by facility. . . :

Compiletion of this form will centi

an accredited postgraduate troining program at this facility. The following infor; nAs provided to centify “satisfactory” completion. See reverse
side of Form for definition of “satisfactory”.

fy that the individual named in Part 1 above and whose photograph is atfached to this form, formally completed

University of Cincinnati Hospital P :

Address of Facility:

231 Bethesda Avenue -

Name of
Program Director:

Robert W, Rebar, M.D. Phone

Number 513, 558-8448

Signature of
Program Director:

D TN

Signed:

Aroa of Training

List Categorica! Specialty

Complston by Trainee: ObS tetrics and Gynecology - Conmeani™07/01/90 D@ Training

anticipdted’

Commenced:

Complated 06/30/94

in genaral medicine

If the training was rotating or transitional, list in the space provided

Mote: To qualify for licensure i
postgraduate training in gereral
who have not completed the one-year of postgraduate train

where the applicant hag direct pctient care respons:
tedicine requirement is satisfiod by training ina s
gynecology, the Program Director musj submit a
8 determination regarding its scceptability.

below, the specific rotations and the number o ~veeks spentin each:

e ot s

n California, applicants who are graduates of a forei
medicing as part of the ona-year requirement. Applica

nts who are graduates of & U.S. or Canadian medical school,
ing required for licensure by July 1, 1990, must also complete four-months of training
as part of the one yaar required for licensure. The general medicine requiremeni may be satisfied by actua! clinical practice
ibilitios in any particular spscialty or sub-specialty area for at least four months. If the general
pecialty area other than family practice, internal medicine, surgery. pediatrics or obstetrics and
description of the type of training in sufficient detail to allow the Division of Licensing to make

O7A-100-L3 (Rev. 2/92)
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PARY 3: To be completed by the Direvtor of Medic.

al Educatior: and atlixed vvith the official tacility seal.

Name of Divector

of Madical taueation.  Andrew T. Filak, Jr., M.D. o . 513, 558-4118
, University of Cincinnati Hospital Date Form a
Facility Name: . . Complated: 3]“ ’ ‘VL K
Facility Address: 234 Goodman Hvenue
o Cincinnati - OH 45267-0796
City. State: Zip Code:

Tha individual signing this form is formally certifying and documenting, under panalty of perjury,
for the particular postgraduate level and that they satisfactorily completed the training program in accordance with the accepted standards and
the criteria defined as equating to “satisfactory” performance as described below. in cases where the Director of Medical Education is certifying
the completion of the minimum onefysar of training required for licensur

0, he or she will personally be attesting to the fact that the physician/
trainee has acquired the skill and qualificutions necessary to safely assume the unrestricted practice of medicine in this state.

that the physician received instruction appropriate

Definition of “Satisfactory’: The physicién performed at an ade

: quate ievel hased vn evidence of satisfactory progressive scholarship and
professional growth including demonstrated ability to assume gra

ded and increasing responsibility for patiant care.

| hershy declare under penalty of perjury under the laws of the State of
Calitornia that the sbove statements .are true and correct and that the
training prograin is approved by the ACGME or the CCME to offer the type
and lovel of training compieted by the apgiicant and that the applicant was
trained in an approved ACGME or CCME program position.

Signature of Director
of Medical Education: v N

Date Signed: -~ March 4, 1994

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

07A-100-13 (Rev. 2/92)
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CERTiFiCATrON STATFW’ENT

Thisisto certifythat __Willie J.mpar'ker, M.D. isinan approved ACGME/CCME postgraduate
. : Name of Physician)

raining position that commenced on July 1 , 19 90

and is expected to be completed

in obstetmcs and gynecology
{Type of Training)

on June 30 ] 1994

University of Cincinnati Hospital
at

(Name and Address of Facility)

234 Goodman Avenue Cmcmnat1, OH 45267

(AFFIX OFFICIAL HOSPITAL -
SEAL OR NOTARY PUBLIC SEAL)

' lheréby’ deciare under penalty of perjury under the laws of the State of
California that the above statements are true and correct and the facility
is approved by the ACGME or the CCME to offer the type and level of
training completed by the applicant and that the applicant is being
trained in an approved ACGME or CCME program position.

Andrew T, Filak, Jr.,, M.D.

Type or print name of Djrector of Medical Education

Signature of Director of Medical Education

March 4, 1994 . 513/558-4118

Date

Phone Number

NOTE»: Do not use this form in lieu of Form L3 ‘'Certificate
of Completion of ACGME Postgraduate Training"’

07A-100-L9 (Rev 12/92)
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STATE DEPARTMENT OF CONSUMER AFFAIRS
INTERNET CASHIERING SYSTEM
MEDICAL BOARD OF CALIFORNIA
SUPPLEMENTAL INFORMATION REPORT

From Date: 10/01/2005 To Date: 10/01/2005
ATRISUPPINF
30-JUL-12 14:03:29
Personlid: 540582 Name : Parker,Willie
Question Answer
| Have Completed Cme And Can Document An Average Of 25 Hours Of Approved Cme Each Calendar YES

Year Resulting In A Minimum Of 100 Hours Over The Last 4 Years. 4
| Have Completed 12 Hours Of Pain’ Management And End Of Llfe Care (Must B ’
December 31, 2008):- : o RN
1 Am Exempt From The Completlon of 12 Hours Of Pam Management And End Of-Life Care ) NO
Continuing Education Requirement Because | Am A Radlologlst Or Pathologist.

Enter Name/Address Of FaCIII{y Wnere You Or Your mmediate
"None" if None Hed.

| Have Read My Profile On Th Medical Board Web
The Information Contained Therein As Current And Accurate.

Total Questions Asked For Person : 540582 7




