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VW%‘A %“(&“( (Proof of compietion

5@‘{/‘ “~— [‘ [/ 25N L/ ) need t uhmitted
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Clinical Area

Name of Health Care
Facility and Address

Medical School tn
Which Taken/Addrew

el

9.° Prowdeachronologncal listof all activities since graduation from professional school to the present. Include vac ativon periodk
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The University of the State of HNew Yark
THE STATE EDUCATION DEPARTMENT 54A173

CERTIFICATION OF COMPLETION
(Coursework/Trainjng in Identification and Reperting of Child Abuse and Malueatment)

PART A }. -° - - TRAINEE INFORMATION

1. Traince must complete all items in Part A, Return 1o provider for completion of Pant B, *Cenification by Approved Provider”.

2. . The provider will return the Certification form. with Part B complered, to the trainee. It is the trainee's responsibility 10 submit the

- odginal copy of this Certification form to the New York State Education Department at the appropriate time. It should be
‘submitted along with other relevant forms when the trainee applies initially for, or renews, a license, registration certificate, of

. permit.
3. Address for submitting form is as follows:
.- » Professional License or Permit: Ne> York State Education Department, Division of Professional Licensing Services, {zive
nzme of profession), Cultural Education Center, Albany, New York 12230.
« Rerrgistering Licensezs: Your certificate should be included with your rercgistration zpplication in the envelope provided with
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. those materials.
- & Teacher Certifization: New York State Education Department, Office of Teaching, Cultural Education Center, Albany, New
York 12230.
"1 § Print name exactly as it currently appears on New York State __SJ Complete information below If you hold, or
Education Department records: are applying for, professional license(s) or 2
] permit:
2 Lam [loRla  TTTTT 1 ERENEN Name of Profession(s): M‘p’
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B PART B_| CERTIFICATION BY APPROVED PROVIDER

1. Provider must complete Pant B,

2. The EDUCATION DEPARTMENT-ORIGINAL COPY and TRAINEE COPY should be retumed 10 the wrainee within ten
calendar days of the completion of the coursework or training.

3. The pravider of the coursework or training must retain the PROVIDER COPY. This copy must be retzined in the provider's files
for not Iess than five years from the date the course was compleied. v

Pursuant to Chapter $44 of the Laws of 1988, I certify that the person indicated In Fart A has completed the required
coursework or training regarding the identification and reporting of child abuse and mulifreatment,
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. T o - THE UNIVERSIHY OF THE STATE OF NIW YORK “’1"5 Gb
FORM 2A THE STATE EDUCATION DEPARTMENT f
MEDICINE DIVISION OF PROFESS ONAL LICENSING SERVICES 7 z’g«(l)\

¢

Mot oo e | CERTIFICATION OF PROFESSIONAL EDUCATION: B

- | this Form. REGISTERED OR ACCREDITED PROGRAMS %

CANDIDATE {MSTRUCTIGNS ) 5;':'
Compiete Section |, Enter your name as it appears an your Application (Form 1). : Zf_

Send this form to the professional school you attended. See “Licensure Requirements” for additiona! instruction. Besureto )j,i
include any fee required. 2

Certification is not acceptable unless dated after graduation. : 23

SECTION I: CANDIDATE INFORMATION 23
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e 2. [C ol 3 DATE [ ‘
Socml Secunty Number First 2 letters mo.  day .

s
B :i

of Last Mame %

4. PRINT FULL NAME EXACTLY AS YOU WISH IT TO APPEAR ON YOUR LICENSE, IF v %{
DETERMINED ELIGIBLE. IMPORTANT: A request that contains only initials and the g
surname cannot be honored.) &
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r [ 2
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O Limited Permit
Frint namg ‘Under which degree or diploma was awarded:

MAHENIRANAWTH  Soy
(Namce) ]
High School Attended: _ ER ASH ¢4 Ly Hi6f  SCH#pol-
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Professional school attended: ____ AL 8 ﬁ”ﬂy MEICAL  COLLEGE

{Naime)

fddress, ot /L] ﬂ’f\’;f ”&M )/ Oi(/ﬂ_ Date degree was zwafded éj/j, J

. CERTIFICATION BY FROFESSIONAL SCHOOL OFFICIAL »
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R et
RUCTADR TO3CH00L: Pluase complete this sectior sign the certifying statoment, 2nd return the form dirctly 10 the

Dlvislon of Professional Licensing Service. This form will not be accepted if returned by the applicant.
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- City College of New York

Frint Narne of lnstituton

o 1988 BS__2/88
Dates of Altedence Dezree Graneed

ALBANY MEDICAIL COLLEGE
Print Name of Medical Schoaol

ardd satisfactorily completed e program on
Dx Year

amd was awarded the degree of

IXCTOR OF MEDICINE May 24,1930

City College of New York .as psrt of the-Sophis..
Davis Program

stk f Asteruience - 08/ l.m.uua&_j._.‘./\mm
piusch the foliowtg 1 this form: WL (\}\
14 Oificial tranerrips of studfies at yp Y

T institution. A
 to support the granting of transfer credit.

“Bichaxd . Edmonds, Ph,D,
. Lo s {Typey of print abave naime
| S {COLEGE SEAL)

‘Certification Is not acceptabls uniess dated 2fter graduation.

%/ BETURN TO: Divicion of Professional Licensing Services, Mcdical Uni,
fsiiet T Culral Sducation Center, Albany, New York 12250
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rom 2PGT THE UNIVERSITY OF THE STATE OF NEW YORK MMM,M ’]mdmdsubmlngd
! THE STATE EOUCATION DEPARTMENT )
MEDIGNE OIVISION OF PROFESSIONAL LICENBING SERVICES eartier M one manth W fo the
completion of the training pesriod will
tospi -
ALL CANDIDATES MUST CERTIFICATION OF APPROVED B e ot 1 the
COMPLETE THIS FORM. POSTGRADUATE TRAINING '
CANDIDATE INSTRUCTION

Complete Section 1. Enter your name as it appears on your Application. (Form 1)

Please send this form to the director of medical education of the hospital(s) in which you completed postgraduate tralning.
One form must be submitt~d $2 verify each residency.

if you have completed more than 3 residencies, you may have the director of medical education complete a photocopy of
the form. ‘

This form must be sent directly to this office by the hospital in which you did your rasidency. If the hospital in which you did
your residency does not have a director of medical education, the formr may be compieted by the department chief. If the
Department canrot determine that this verification carne directly from the Hospital, the post graduate hospital trahdng
will not be credited.

2713

First 3 letters

of Last Name
4. PRINT FULL NAME EXACTLY AS YOU WISH IT TO APPEAR ON YOUR LICENSE, {F

DETERMINED ELIGIBLE. (IMPORTANT: A request that contains only initials and the
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SECTION I1: CERTIFICATION OF POSTGRADUATE TRAINING 8.5 F«V [\K\k £
This i to certythat MAHENVDRAN AcTel ___Sokrin, L agh
a graduate of ALBAnNY  mEDLENC Coll £GE

Medical Schoc:
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from é o 19 ?0 thru 5 . 19 q% in the clinical areaof ..~ 3‘3
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U lcCol o R

V)6, S‘TFTK/( S /~- &7,//2/ ceoto Cmy and thatthe -
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Date e 2 A
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Dacember 1909 - TR
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s > PN

+ YR

; ! ini . pregram director for the physician nahed
*above during the Doggraduate training indicated and have carefu

lly read and completed this form and hereby attest that the
true in every respect and are suppgrted by hospital records.

Date //y/A Q/ ?95’
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Telephone Number: KR ~ 53 =

" & RETURN TO: Division of Professional Licensing Services, Medical Unit,
TR Cultural Education Center, Albany, New York 12230
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shown above YR: 96 TYPE: RR
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* Ploase read netruchons on reverse side before compietn ] this form CA: Y
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NEW YORK NY 10023~0000

® The above addrese i . EHomo E] Practice
J__](a) $ince you last registered, has anry state ofher than New York mnstituted charges aganst you for professional meconduct,
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you been charged with any cnme the drepostion of which was other than acqumtal or dsmmsal’ b ﬁ ?

{c) Since you last registersd, has any hospttal o kcensed faciny resticted or termiated your professonal trammng.

employment, of privileges. of have you ever voluntarty or mvoluntardy resigned or withdrawn from such association to m E *
&voud impostion of such action dus to professional mmconduct, unprofessional conduct, INcompetence of neghgence? j '

3 Do you wish to regmter n New York State for the pencd ndicated”?

(Regrmiraton 1s required fo pracdce your profession or use your professional fitfe withn New Yock State | ﬁ\r" D No
3 Are you ourrently Lrachicing 0 Mo York State? /& Yas D teo
It no. provide month and year last prachoed. S S

(Y3 Y1
48] i Dete of Brth and ool [4] Oate of Buth Social Securty Number slustlh '
Becurty Number ONLY # ¢ n r o e T
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(I 22 81 2.2

{Date)

S

el e s DECEABED NOTFICATION % T 0 FRUrg 7 e -
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prevent AAure comsspondence from beng maded.

THE LICENSELE WHOSE NAME APPEARS ADOVE I8 DECEASED. Approximats date of death was / /

A T RS AEN e T
FRa :

(Sgnature) (Relationship to deceased) (Date)
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PROFESSION: MEDICINE

READ INSTRUCTIONS ON THE BACK BEFORE COMPLETING FORM |

‘ ALL PROFESSIONS ARE REQUIRED TC ANSWER THE QUESTICNS BELOW:

RS

. {a) Are you undar an obligation to pay child support?

Since you last registered, has any state other than New Yark instituted chrges
against you for professional misconduct, unprofessional conduct. incompetence or
~agligence or revoked, suspended, or accepted surrender of 2 professional ficense

~eld by you? Jves g NO

"1 2 Since you last registered, have you been convicted of any crime {felony or

misdemeanor) in any state of country or have you been charged with any crime the
qisposttion of which was other than by acquittai or dismissal?

] YES NO
fno. proceed to question #4 below. :] x
{b) It yss, do you mest one of the four requirements listed below? |} YES _No

1) L'am current or not four or more monthg in arrears in the payment of child support:

2) | am making payments by income execution or by & court agrasd payment of
rspayment plan or by a plan a%reed 10 by the parties

3) My chiid support obléation is the subject of a pending court proceeding,

4} 1 am recaiving public assistance or supplemantal security ncorie

am a .S Cizen or | am an atan lawfully admitted for permanent resdence v the
3. or: am a non immigrant 3ien lawtully admitted to the LS ) -
as oefined on the back of this form. 23 Es _fH0

‘

1ye

L .
6. DATE OF BIRTH: 7. SOCIAL SECURITY NUMBER
ettt O NCRE T
o Cay “ ;] # applied for of pending _] E;(pian;mrm attanhed
9,

Qves XANgs

OEN

. -

; $ 600 ®™
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DATE: Sa Ly

I Lic. NO:
i1 NMCHK:
|| DOB:
.1 SSN.
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Under penaties of penury. | declare and affirm that the statements atx ;e,a(é/aﬁ secorate representation and that sut statements, ncluding any accompanying decimentation ar

gxplanations, are true. complete. and correct | undersia
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discipiinary action, incluging the 1gg
i‘fnnamm‘r( \ //{ "l

p
3 that any faisé

wriTful fgflure 1 byt

kit

alanlaoa

¢ statement i of i connaction with, my apphication may be cause fof
o my prodesson constitutes protessioral misconduct
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