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G. Financial interest State'rcm -

Please print or type the namels) and addressles) of each
health—related facility in which you or your immediate family
have a financial interest. If more space is needed, please
attach additional listings. If you have no interests to declare,
please write “none’ in the area below and sign your name on
the front of this document at G.

Address

G.

Health—Related Facullty
Name ) . ) .
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STATE OF CALIFORNIA N
DEPARTMENT OF CONSUMER AFFAIRS N
PO BOX 942520 . —
"SACRAMENTO CA 94258+ 0520 : ,
) ' SMBCLS 02 28 00
T WEDICAL BOARD OF CALIEORNIA LICENGE ACNEWAL APPLICATION -
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Affairs _ v
o D.Continuing Medical Education (CME) Certification Statement; 1 CERTIFY UNDER PENALTY Oi

F. [ ves, 1 wiSH TO CONTRIBUTE

PERJURY UNDER THE LAWS OF CALIFORNIA TO THE FOLLOWING STATEMENT

i CERTIFY THAT | DO MEET EACH OF THE
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TRAINING PRQGRAM
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CONTINUING MEDICAL EDUCATION REQUIREMENTS LISTED ON THE BACK CF JHIS

WHICH WOULD EXEMPT ME FROM ALL O&BT é!‘-‘ THE REQUIREMENTS OR ' HOL : L
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G. Financial Interest Statement

Please print or type the namels) and addressies) of each
health~related facility in which you or your immediate family
have a financial interest. If more space is needed, please
attach additional I|stmgs If you have no interests to declare,
please write “none” in the area below and sign your name ol
ge j_r_ani"aog *thyail}iocument .at G.
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LICENSE
PHYSICIAN AND SURGEON

D.Continuing Medical Education {CME) Certification Statement: LCERTIEY UNDER PENALTY OF
PERJURY UNDER THE [AWS OF CALIFORNIA TO THE FOLLOWING STATEMENT: | CERTIFY THAT | DO MEET EACH OF THE
CONTINUING MEDICAL EDUCATION REQUIREMENTS LISTED ON THE BACK OF THIS FORM OR THAT | MEET THE CONDITIONS
WHICH WOULD EXEMPT ME FROM ALL'OR PART OF THE REQUIREMENTS OR | HOLD A PERMANENT CME WAIVER,

"'SIGNATURE REQUIRED HERE A, DATE: ‘:4 2_4[ Qé

$50 FOR THE S.M. THOMPSON LOAN AN.INOUNT DUE DELING FEE IF E. FOR ADDRESS CHANGE ONLY
REPAYMENT PROGRAM . NOW POST'\(;':;A/%El;ggAFTER F YOUR ADDRESS SHOWN IS INCORRECT, CORRECT IT BELOW.
LICENSE NO. EXPIRES STREET ¢
33272 01731709 $885.50
. cITY STATE zIp
VOLUNTARY FEE =| § . s 4
TOTAL ENCLOSED = § /?0_5,00 s PHONE NUMBER [_ - )
i G. FINANCIAL INTEREST STATEMENT
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CHULA VISTA CA 92011
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STATE DEPARTMENT OF CONSUMER AFFAIRS
INTERNET CASHIERING SYSTEM
MEDICAL BOARD OF CALIFORNIA
SUPPLEMENTAL INFORMATION REPORT

From Date: 01/19/2011 To Date: 01/19/2011
ATRISUPPINF
30-AUG-12 08:40:19
Personlid: 586175 Name : Rios,Feliciano
Question Answer

| Have Completed Cme And Can Document Not Less Than 50 Hours Of Approved Cme For The Two-
Year Period Immediately Preceding The Expiration Date Of My License. Or | Meet The Conditions
Which Would Exempt Me From All Or Part Of The Requirements. . .

|'Have Completed 12 Hours Of Pain Management And End-Of-Life Care.

| Am Exempt From The Completion Of 12 Hours Of Pain Management And End-Of-Life Care
Continuing Education Requirement Because | Am A Radiologist Or Pathologist.

Only For General Internists And Family Physicians Who Have 25% Of Their Patient Population Aged 65 ‘
Years Or Older: | Have Completed At Least 20% Of The Requured Cme ln Genatnc Medicine:Or The e

Care Of Older Patients: Click No If Not Applicable.:

Enter Name/Address Of Facility Where You Or Your Immediate Famlly Hold Flnanc:|al Interest Type
"None", If None Held. ‘

| Certify Under Penalty Of Perjury Under The Law, of The State Of Callfornla That The Informatlon
Contained In This Application s True And: Correct

| Have Read My Profile On The Medical Board Web Slte At Www Mbc Ca.Gov And Acknowledge The
‘Information Contained Therein As Current And Accurate.

Since You Last Renewed Your License, Have You Had Any License Disciplined By-A Government

Agency Or Other Disciplinary'Body; Or, Have You Been Convicted Of Any Cnme In Any State, The- U s

A.And Its Territories, Military Court Or-A'Foreign, Country?
Total Questions Asked For Person : 586175 8
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