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

RE: BRIAN EDWARD PARK
MD#: 189223

To Whom It May Concern:

I am writing in response to your FOIL request dated June 13, 2012 regarding the above captioned
licensed professional.

Enclosed you will find certified copies of the documents you requested. The street portion of the
address, zip code, photograph, social security number and date of birth of the licensec have been
redacted pursuant to Public Officers Law §87.2(b) except for the signature of the licensee, that has
been partially redacted. The moral character questions on the re-registration applications and on
the application for licensure have been redacted pursuant to Public Officers Law §87.2(b) as well.

We were not able to locate the re-registration application for the period of 12/01/00 through
11/30/01. The Freedom of Information Law does not require an agency to prepare any record not
possessed by the agency (Public Officers Law Section 89[3].

We withheld the exams scores pursuant to Public Officers Law §87.2(b).

The New York State Education Department does not maintain information regarding medical
malpractice issues. Malpractice issues are maintained by the County Courts where the licensee
practices. We do not maintain hospital admitting privileges either.

Complaints against physicians are investigated by the Office of Professional Medical Conduct,
New York State Department of Health (NYSDOH). Disciplinary information related to physicians
is available through the NYSDOH’s website: www.health.state.ny.us/nysdoc/opme/main.htm.

Enclosed you will find a bill for $7.00 to cover the cost of the copies.
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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) 473-0578

E-mail; DPLSDSU@MAILNYSED.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 II 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 BRIAN EDWARD PARK.

/ o
S
Connie F. Mitchell, Clerk II
Professional Licensing Services
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. PRINT FULL NAME EXACTLY AS YOU WISH IT TO APPEAR ON YOUR LICENSE, IF
DETERMINED ELIGIBLE. (IMPORTANT: A request that contains only initials and the 31718 EIR
surname cannot be honored.)

THE UNIVERSITY OF THE STATE OF NEW YORK
FORM1 'THE STATE EDWCATION DEPARTMENT DQP"'"‘“N Use Only
' | MEDICINE | * . DIVISION OF PROFESSIONAL LICENSING SERVICES gl 5‘ P4 s
. D APPLICATION FOR LICENSE SEILGI S

ALL CANDIDATES MUST AND FIRST REGISTRATION DA f"’-‘ "f; S

COMPLETE THIS FORM COMPLETE BOTH SIDES OF
THIS APPLICATION M50 b 55 ag 4610
BIRTH

- (r]<) s oxr: .

First 3 letters mo. day yr
of Last Name ‘ 5/0]0 LiX

Soclal Security Number

wt [P AL RIK
a ORI AN

N.Y.S. License Number

. ADDRESS (check only one) a permanent address [J temporary mailing

MleeG djw]ale|D | /%ﬁj (Q//X{QQ/YK

of record address* _
: QUALS. ...t iiianaee
Care of | |
:A‘:c e(::Ijg. & : 6 ...... ‘ . .............
Street I ) i 7 Mhome - .
ciylL]o|NJs | [EIs]s [AINID] 0
State Nis|w| |Y]o]Rr[K cﬂ: At

7. CITIZENSHIP m/ United States O Alien Lawfully admitted for permanent residence in the United States.

Alien Registration Number

Citizen of ,
Brian  Cdward  Puck. M.D.

8. Name as it appears on diploma or other credentials.
9. Have you previously applied for a New York medical license or a limited permit?
10. Have you ever been convicted of a crime (felony or misdemeanor) in any state or country?

0] Yes ﬁ i
11. Have you ever been charged with a crime (felony or misdemeanor) in any state or country, “

the disposition of which was other than by acquittal or dismissal?
12. Have you ever surrendered your license or been found guilty of professional misconduct,
unprofessional conduct, incompetence or negligence in any state or coyntry?

13. Are charges pending against you for professional misconduct, unprofessional conduct, PRI i
incompetence or negligence in any state or country? w !

14, Has any hospital or licensed facility restricted or terminated your professional traming,
employment, or privileges or have you ever voluntarily or involuntarily reﬂgned or withdrawn
from such association to avoid imposition of such measures?
¢ |fthe answer to questions 10-14 is “Yes,” submit a letter giving a complete explanation as applicable, also include copies of
your court records and a copy of the “Certificate of Relief from Dlsabimnes or your “Certificate of Good Conduct”
15. 1 wish to be licensed in New York State on the basis of:
National Board Examination (See Licensure Requirements - Sec V)
O National Board Examination/Osteopath (See Licensure Requirements— Sec. IV)
0 Admission to the licensing examination in New York State (See Licensure Requirements—Sec. [V)
Give Date of Flex examination requested (Month and Year) —
* Requested exam center: [J New York City Area, O Albany Area O Buffalo Area
” {Incs. Long Island)

December 1989 o COMPLETE OTHER SIDE o

t



o Acceptance of Federation Licensing Examination (FLEX) taken outside New York State.
Give dates and locations of all FLEX examihations thken

. r

] 3

My FLEX identification Number (FIN) is:
O Eendorsement of license from another State or Country.

Name State or Country

Other

[ sth Pathway (Section 6528 of the Education Law.)
16. | am a graduate of the following medical program:

éollzgtb( Medicine
Colundosd,  Theo

ATTENDANCE Diploma or Degree Obtained
Number of (if schoo! is located
Name of Medical School Attended Years Class Entrance Leaving] Outside the United States,
and Location Attended | Completed | Date Date attach a copy)
School
Do STRIE OMVERSIT( L‘i 1-55 54 M. D.

17. 1am alicensed physician in the following states or countries:

Basis of Licensure
State or Date License Examination | Any Limitations
Country ~ Issued Number (Date Passed) | Endorsement Other on License
AFFIDAVIT

| hereby certify that | have read the statutory provisions, Rules of the
‘Board of Regents and Regulations of the Commissioner of Education dis-
. tributed to me by the State Education Department.

Under penalties of perjury, | declare and affirm that the statements
made in the application, including accompanying statements and tran-
scripts are true, complete and correct. | understand that any false or mis-
~ leading information in, or in connection with my application may be

cause for denial or loss of licensure.

oooooooooooo

Date of Photograph . . L/ 7 ”‘ qL ..............

e RETURN TO: Fee Section, Division of Professional Licensing Service
Cultural Education Center, Albany, New York 12230
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THE UNIVERSITY OF THE STATD OF NEW YORK
v | [FORM2 THE STATE EDUCATION DEPARTMENT CANDIDATE EDUCATION AND
MED|CINE ' DIVISION OF PROFESSIONAL LICENSING SERVICES TRA'N'NG RECORD
ALL CANDIDATES MUST

Social Security Number First 3 letters mo. day
of Last Name
4. PRINT FULL NAME EXACTLY AS YOU WISH IT TO APPEAR ON YOUR LICENSE, IF
DETERMINED ELIGIBLE. (IMPORTANT: A request that contains only initials and the
surname cannot be honored.)

LaslPRR.K
S rNGEE

middie & D W] A [i8] D

S. ADDRESS Misc. (Bldg. &
Apt.. etc.)

e S ——

cy|bloNfe] TS |enIN(D] <t [TV

2IP
Statepgw Yo RIK Coﬁﬁ

6. Basis of licensure sought (Form 1, #15) [ National Board, [J N.YS. Exam.; [J FLex Outside NYS; [J Endorsement
7. In the spaces below, give an accurate record of your educational preparation.

SCHOOLS ATTENDED-Location 'NUMBER ATTENDANCE o

OF Entrance __Leaving Diploma or degree obtained
Write names of schools in YEARS Class Quote titles in original
original language and translate, ATTENDED | Class Date | Completed § Date - language and translate.
Elementary or Primary School 2-67

- 45 "
2RV 10w laon Ghurrtha /‘-’""”‘7'47 7 _Zidapese | 370 (Proof of completion
ﬁ“‘"’( gmﬂn‘wa Gl eenmsfe. ZW Doy, 240 /(”’*"‘7""41 2-49 y) . need not be submitted

o/qu L. &rnst Tlen< niory L/Y“‘ 1»1M: 2.1 [;ﬁpw 5-1

Secondary or High Schoo s | 92 9 ”)" i | 6-TY
felkeroy Yam Buren T High 9»‘\"? 3% Lt K j‘ (Proof of completion
Fairmant West High Suwel 3yrs obhgre 415 | (1144 a H ;e;dﬁ::(t b%su rz':gfd
. M 9 (
Postsecondary PreProfessional | : Candidates using Form
(Exclusive of Medical School) A - 2A need not verify
OBERLN Cliege ob-vffh Hyr Trehm €1 | Semor 6-%5 preprofessional training.
‘ Candidates using Form 2N
Wrcjk" Strde U vasidy, Jmanthg | Sphoner| ¢- 3 Sophunere F-53 must arrange that verifica-
4,4,»5,” Ohw ' tion of preprofessional
training be submitted
directly from the school.
Medical Education (Professional) , (See Form 2A or 2N
(List all Medical Schools ' o # \ for verification
A"Z" ;:ed)ghfa Unversuy L/ e 4‘56 Ah e 6 ?7 requirements)
74
Doilrge of Mezdicine

December 1989 o COMPLETE OTHER SIDE o

> .

T e
e

— BIRTH ’
comrieremnis rorv. | 1. (NN AR : L-Le] - O

JT&Q-‘}?’-\;\'T.':." Dt

o
R YA

(E

i
VSN



8. * lfclinlcalclerkshlpswerecompletedIn acoun

try other than where your medical school is located, give the dates and location

of those clerkships. .
Inclusive. Name of Health Care Medical Séhool In
Clerkship Dates Clinical Area Facility and Address Which Taken/Address

FROM '

@%
TO Type of Professional

9. * Provide a chronological list of all activities since graduation from professional school to
and periods of employment.

Month Year

T 1919

Beginning with Date

Month Year
ﬁj 66,6410 RESIDEN

mor Wil Wespied
| o0 .11 4T.
Maw fortc B (e

Activity, Including Name and Address of Employer,
of Graduation from Professional School

the present. Include vacation periods

10. Professional Certificates/Other Examinations
MSKP Date: Score: Certificate No.:
Proficiency |Name: Date Medicine Passed Date English Passed Certificate No.
Examination

Specialty Boards (if more space is needed attach on separate sheet).

Fifth
Pathway

Name and Location of Medical School

Name and Location of Hospital

Inclusive Dates of Attendance

* |f more space is needed, please attach additional sheets of paper.
e Return this Form Together with Form 1, Form 1D, and fee to:

Fee Section, Division of Professional Licensing Services,
Cultural Education Center, Albany, New York 12230
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CERTIFICATION OF COMPLETION ,
(Coursework/Training in Identification and Reporting of Child Abuse and Maltreatment)

PART A |:i: " TRAINEE INFORMATION .

l 'h'mnze must complete all items in Part A. Return to g:vxder for completion of Part B, "Centification by Approved Provider”,
ider will return the Certification form, with Part B completed, to the trainee. It is the trainee's responsibility 1o submit the
va nal copy of this Centification form to the New York State Education Department at the appropriate time. It should be
submiued along with other relevant forms when the trainee applies initially for, or renews, a license, registration certificate, or

permit.
3. Address for submitting form is as follows:
+ Professional License or Permit: New York State Education Department, Division of Professional Licensing Services, [give
name of profession], Culwral Education Center, Albany, New York 12230.
« Reregistering Licensees: Your certificate should be included with your reregistration application in the envelope provided with

those materials.
. ¢ New York State Education Depariment, Office of Teaching, Cultural Education Center, Albany, New
York 12230.
_J Print name exactly as it currently appears on New York State _l Complete information below Jf you hold, or
Education Department records: are apt;.)lymg for, professional license(s) or a
permi
Last WIIII[]IIIIII[IIJ Weof?rofcssno%s}
woae  EPRATRN T I T T TTTTITIT11] Lop\Ying
.2 | Print your address: ' NYSLicefseNumber: [T [ [ 1]
ceot [ [P TVTIITOTITI0TTTT] _
'r::%é';';’“‘unllu LLTTTTTTT] permind  LLLILLLLLT]
Street B - R _I Complete information below lt you hold, or

are applying for a teaching certificate:

iy u—mm T EEERNDL EIEF L1 Certificate Tite(s):

Y AT ~

3 Dﬂ lﬂh'
_J Date of B - N.Y.S. Cenificate Number (other than Social
Mo, Day Yr. Security Number, if any):

|4 ] Social Security number: TITTTITIT]

’—

Date: ?°/6{'?7"

Trainee's Signature:

PART B l L . . . CERTIFICATION BY APPROVED PROVIDER

1. Provider must complete Part B.

2. The EDUCATION DEPARTMENT-ORIGINAL COPY and TRAINEE COPY should be returncd to the trainee within ten
calendar days of the completion of the coursework or trammg

3. The provider of the coursework or training must retain the PROVIDER COPY. This copy must be retained in the provider's files
for not less than five years from the date the course was completed.

Pursuant to Chapter 544 of the Laws of 1988, I certify that the person indicated in Part A has completed the required
coursework or tralnlng regarding the identification and reporting of child abuse and maltreatment.

Lenox Hill Hospital

Adrienne Taylor, RN, AVP/Nursing Approved Provider Name
. Name of Authorized Certifying Officer (Print or Type) 40212
. A) w —idzcmisiﬁion 4V2ut-nbcr
Signawre ﬁ Auﬁized %Mzﬁ OEL“ Date(s) of Coursework or Training
RIGND-SM

STATE EDUCATION DEPARTMENT COPY

B Trm s SV S S
e N e
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)~ ) THE UNIVERSITV OF THE STATE OF NEW YORK ié 6

) JIR)
FORM 2A THE STATE EDUCATION DEPARTMENT LQZ
MED.C'NE DIVISION OF PROFESSIONAL LICENSING SERVICES

Graduates of N.Y.S, Regktered or LCME

Accredited Programe. CERTIFICATION OF PROFESSIONAL EDUCATION:

this Form, must complete | = REGISTERED OR ACCREDITED PROGRAMS
CANDIDATE INSTRUCTIONS

‘10
.2,

Complete Section I. Enter your name as it appears on your Application (Form 1).
Send this form to the professional school you attended. See “Licensure Requirements” for additional instruction. Besureto

.include any fee required.

Certification is not acceptable unless dated after graduation.

SECTION I: CANDIDATE INFORMATION

us[PlAIRIK Z
A
rre LEIR] LA Nl '
widae [E|P]W R]R D] E
5. ADDRESS  Misc. 1Bidg. ‘ , ‘ : -
Apl., etc.)
St

' min
"mz' PIAIR 3. pare -

Social Security Number First 3 letters v
: ‘ of Last Name

4. PRINT FULL NAME EXACTLY AS YOU WISH IT TO APPEAR ON YOUR LICENSE, IF
DETERMINED ELIGIBLE. (IMPORTANT: A request that congms onlrmiﬂals and the
surname cannot be honored.)

City }4 7101 Rl 1A |
State N \/ c:‘;:-

Basis of licensure sought (Form 1, #15) (4 National Board O N.YS.Exam.; [J FlLex Outside NYS; [J Endorsement
O Limited Permit
Print name under which degree or diploma was awarded:

BRIAN  EDwAr)  PARK. M. D,

{(Name)

High School Attended: __[(€H4I"tng FAIRMONT  WWEST

(Name)

Professional school attended: The 0h‘ Stale Universty 0“51‘ od Maficine

{Name)
Address._ 370 Wrsa  a# Avt G lwmbziy, 0y Date degree was awarded j’m.q‘:“/qf«]
4340

¢ CERTIFICATION BY PROFESSIONAL SCHOOL OFFICIAL o
' IS TO BE MADE ON REVERSE SIDE




L} t ~u\

1L Please complete this sectlon slgn the certifying statement, and return the form dlrectly to the oy
snsing Service. Thlsform will notbuccephd if remmedbytheappllcant.

L
. »'.Aﬁ,
[

CERTIFICATION BY N.Y.S. REGIS‘I’ERED OR I.CME ACCREDITED MEDICAI. SCHOOL

satisfactorily completed, prior to matriculation in professional school the following preprofessional education:

th[”n QQ! !Ege
* Print Name of | on

1981- 1984 ' A.B./Chemistry
Dates of Attendence — Degree Granted

. ’(1) Was admitted to 4 ‘ The Ohio Sta:gm]mlanmggnds a chacl Sdmdn] lege of Medicine

L on 9 9 1985 and satisfactorily completed the program on

' Month Day Year
May 30 1989 and was awarded the degree of
"~ Month Day Year
Doctor of Medicine June 9, 1989
Degree ~ Date

i ;jle applicant was credited with advanced standing based on prior academic work, give institution name and dates of

- - “Name of Institution:

. Dates of Attendence
 Attach the following to this form:

(1) Official tramcrlpt of studies at your institution.
(2) Coplesc mei in/gour file to support the granting of transfer credit.

{original slgnature)
Melanie S, Kennedy, M.D,
(Type or print above name ’Dﬁ.o

1. Associate Dean for Student Affairs

(COLLEGE SEAL)

jca School The Ohio State University
[ Columbus, Ohio

hone Number__614= 292-5674

°. Mirch 23,. 1992

Certification is not acceptable unless dated after graduation.

o RETURN TO: Division of Professional Licensing Services, Medical Unit,
Cultural Education Center, Albany, New York 12230
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ey THE UNIVERSITY' OF TRE 8TATE OF NEW YORX —
FORM 21‘\‘;] . THE STATE EDUCATION DEPARTMENT Any certification signed andlsubmil::d b
MEDIC!: DIVISION OF PROFESS!ONAL LICENSING SERVICES earlier ‘_hen one month prior to the 1
completion of the training period will :
ALLCANDIOAT (3 1 151 CERTIFICATION OF APPROVED be returned 0 e hosptal by the divi ¥
COMPLETE THi5 7oA, POSTGRADUATE TRAINING - 5
: f?
M :
CANDIDATE INSTRUCTION m’é‘)’ﬁ% DIRECTLY
1. Complete Sectiun I Lirter your name as it appears on your Application. (Form 1) INST IIT ESPECTIVE
2. Pleasesendthis for:: to the director of medical education of the hospital(s) in which you complcteé pongpQMte training.
One form must be s::mitted to verify each residency.
3.  if you have conplci=d more than 3 residencies, you may have the director of medical education complete a photocopy of
the fu:.
4. Thisformmust be sent directly to this office by the hospital in which you did your residency. If the hospital in which you did
your residency coes 1ot bave a director of medical education, the forms may be completed by the department chief. If the
Department carnoi dctermine that this verification came directly from the Hospital, the post graduate hospital training
will notbe credited.
SECTION I: CANDIDATE iNFORMATION ‘
BIRTH
o __ 2'fAR3'DATE_
OK for Socidl Security Number First 3 letters mo. day yr
e of Last Name .
I }” a. "R NELNAME EXACTLY AS YOU WISH IT TO APPEAR ON YOUR LICENSE, IF ~
T DETERMINED ELIGIBLE. IMPORTANT: A request that contains only initials and the g
ACCF':-— {_sp{ngmekannot be honored.)
e K
i Hosn. 1Ngy b= Pla IR
L//l_i JBler[alN
T nit. :
ated wigaie}Z 1D WA | R|D ‘

SECTION I1I: CERTIFICATIOMN OF POSTGRADUATE TRAINING

This is to certify that BRIAN EDWARD PARK . -'
Physiciar's Name ;

THE OHIO STATE UNIVERSITY COLLEGE OF MEDICINE

a graduate of :
Medical School i

was enrolled in a residency training program approved by the Accreditation Council on Graduate Medical Education or the Ameri-

can Osteopathic Association at LENOX HILL HOSPITAL : i
100 EAST 77 STREET NEW YORK, NEW YORR 461 |

{Location of Hospital) i

PRESENT 6/3/92

from LY 1 19_89 thru 19 in the clinical area of
Date Date

OBSTETRICS AND GYNECOLOGY and that the

ClinicalAe2 77 15 ANTICIPATED THAT DR. PARK WILL

COMPLETE HIS THIRD YEAR OF TRAINING ON

above named physician successfully completed this trainingon__zyen_aa 160
JUNL 0V, ‘L”"Da!e

December 1989 .
' o COMPLETE OTHER SIDE




-y ae -

» L

If this physician did not successfully complete the postgraduate training program, please attach a letter of explanation with this
“form, ' *

I am the director of medical education or departmental chief of the clinical area. | was the program director for the physician nahed
above during the postgraduate trainin

g 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/Chief M

Print Name of Director/Chief ____ROBERT E. MCMASTERS, M.D.

Date _JUNE 3, 1992

Print Title ___COORDINATOR OF MEDICAL EDUCATION

Telephone Number: 212-439~-2005

* RETURN TO: Division of Professional Licensing Services, Medical Unit,
Cultural Education Center, Albany, New York 12230

M
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REGISTRATION APPLICATION

T orrice usE oMLY
PROFESSION: MEDICINE

DATE: 08/11/92
LIC. NO.: 189223
PERIOD 01/01/93 - 12/31/94 . : ).

'
[T

| Maoke check or mons

Thes Applic atian o
form. Qther lcrnne
Protessional | con

an apphicat.on form

eaertet .
1 VI BVY Bt

S8EFORE COMPLETING THIS FORM READ ENCLOSED INSTRUCTIONS

ASTORIA

——

i1

- tal u.:o. you last registered. "as an,

state other than New York institutedc O...!.O.ﬂ
m:gCconauct, unprofessional cond T, 1NCOMDS L ST

againat ,ou for profess:onal




since you last registered have you been convicted of any crime (felony or
misdemeanor) in any state or country or have you been charged with any crime
the arsposition of which was other than by acquittal or agismissal?

FOR HEALTH PROFESSIONALS ONLY: Since you last registered. has any hospital or
licensed facility restricted or terminated your professional training, employ-
ment. or privileges or have you ever voluntarily or involuntarily resigned or
withdrawn from such association to avoid imposition of such action due toO pro-
fessional misconduct. unprofessional conduct, incompetence or negl igence?

._. 2 ta) wi1ll you be practicing in NYS during the period indicateq? g<0¢ D No
R . ™ ..
In) TE NO. SOF vou T tuacTrve [ erevineo ] pRACTICING DUTSIDE NS

[N

; DATE OF BIRTH;
{ ¥S: ! ' . . .

3 Last practicea 'n NYS ] ‘g Attached documentation regarding child
— \ 1 Q 2o : 3 abuse coursework:

Mo. vy ’ ) L ﬂ!....n!o of Comptetion , Ceortiticote of Enomprion

e Socral Security e ¥ 3 m‘omuo..xotf Employer ldentification »
i d '
H - M i

< ’ . : ~7T ! T T
11 Soc:al Security % has not been provided, check 2ppiopriate box belaw ' : ‘ ! ' i v _
f i X i i .. 1

. ® appliad for or pending

it! vou have Federsl Emplover tdent:fication

Qher tesplasny _ __ . . . Number you must prevwede.)

pra———

; Under pena .es of perjury | dectare and alfum that the statements abOve &e an aCCWSte repretentstion and et Such S1atOMments. nCluling sny
H 8. accompanying documentat.on and explanatons, are true, complete and correct. | understand that any false Of MsIesding NIOIMEtION O STOtemem
e -

1N, Of N CONMNECTION anth N‘Q..no-.oa may b suse | 13C1phinary aCHiOon. including the ltoss of my License.
-

SIGNATURE
Foid Line .

7 N oare. ¥ , 1, U




PRoreision: MEDICINE : DATE: 08/01/9
T ’ ' : LIC NO: 189223
PERI00: 01/01/95 - 11/30/96 $ 316, . NM: PAR3
/ PAY THIS AMOUNT ., ; [ DOB:
[Mno check or money order payable lu"“"lﬁ;vif\ﬁ‘n"i Stme ll(l:';doﬁb'cii@vom." SSN: -
The University of the State of Mew York . FEE: 316
THE STATE EOUCATION DEPARTMENT RZ239973 PR: 60 OFF: 1
netorsvanat & overns Soravean YR: 95 TYPE: RR
Cutturel Bducation Center PY:
Albgny. NY 12230 CA: ¥
NS PEWT - READ INSTRUCTIONS ON REVERSE SIDE GEFORE COMPLETING THIS Fomm  CA! : S——
P
-
0 RSP ~ ASTORIA vy SR /

o : This apptication may OMLY be used by the person whose name sppears above. il
a ta) Since you last ~egistered. ma‘s an, state ctne: than New 70rk 'nstituted charges Q
3 8081nat yOou fOr ProressIONa) MISCONAUCT, urProfeas IONA! CONOUCt, tNCompetence or o

m;cmgr revoked., suspended. Or accepted surrender of a professional | i{cense w

‘Q‘A"ON IA"L'CA“ON' OFFICE USE ONLY

the disposition of which was Other than acquittal or dismissal?

tc) Since you last registered, nas any hospital or licensed facility restricted or
terminated your professional training, employment, or privileges, or have you
voluntartly or tnvoluntarily resigned or withdrawn from such association to
8v01d 1mpOsItion Of sSuch action oue to professional misconduct. unprofessional
conduct. incompetence or neg)igence?

'I Do yos wish to register 'n New York State for the per1od indicated? Y ves " No
Toge sl atimn: 10 cOQUetew & provteos suwr prolessive us W pum P w. varional Lrtie witam Hew ruin Srares . ——
X'y r—
,l Are you Currently practicing in New vork State? Z Yes !__,’ No
1f no. provide month and year ‘1ast practiced e /_
Mo. Yr.

Date of 8irtn

1t Sociel Secunity # has not been provided, check appropriaste box delow:

3

Dnumbov spolied lor or pending D explanation sttached
f .- T TE RS Sty eepreee s o ey
@.] Ffevera) Employer ldentification Number St e e :
S 0 e e,y are ar APl nt canurad i onpart empin, aent ';;;:.ln “!;mi—l-i-.s-_)-h-u‘m" <

Youw prolessian mest 0ONPIY With 0 GNO-1iMe reqUrement (89 Twe hews Of SEUTSewark or WtaINing 1 (he tecognition end reporiing of child abuse and
7
NOrostmant. Youu ¢ S00R Wit AGt DO Processed until thig requirement has

tp) Since you last registered, nave you beer convicted of any crime (felony or B
misdemeancr) tn any state Or cCountry Or nave you been charged with any crime

been satistied. Your current status with regerd 1o the requirement is
ated 10 the right, ABVERSE 3108 .
X 0r N - Requwemont hes At Boon sotinfied. You must submuil either » Certificats of Completion or Exemption, CA: Y
¥ - Regueement hus Beon sotisfied. You @0 not Neve 10 submit sny additionsl information.
e 28 Daae LS. You €0 net hove 10 submit eny sdditional informaticn,
E You must comply With the Statutory requirement for completion of sporoved cowse work in infection control end barrier precautions to pravent the N B
WERGANESan of MV and BV » heaithcare settings. (uestions may be referred to the Infection Control/Occupational Health Unit of the NY8 ~Ji-7
Oupariment of Mosith o0 G100 4738818, .

FOLD

9. Under pensities of panpury, | desime ong sftim 1hat 1he statements
P stean and oxpl

&0 ah acturate representation and that such statements, ncluding any

€t. | undarstand that any false or misleading wnformation or statement,
1¢plinary action, including the 10ss of my license.

/“‘“\ ) e 1T 9y

i Date)

> i J
M O W CONRICTIGA INPR. Wy ien may

DECEASED NOTIFICATION

M vou e swwe that ™he hcanses '3 deceased. plesse complete and sign the following statement in order to permit us to change our
records o 10 prevent fulee correspondence from beng maled

The 1icensee whots name appPears above 18 deceased.

Approximate date of death was / /.
e / /e
Begnotw o Relatiorship to decessed) Dare)
I ] I LS CAT.
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voluntarily or voluntarily resigned or withdrawn from such associabon 10 avoid the

misconduct, unprofessional canduct, mcompetency, or negligence?

3.a Are you under an cbligabon to pay chid support?

b. 1 you e undersuch an abgancn, 60 you eet e of e reqramants haed i the Chid Suppcr Law 6 bekow? <.. Hw
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i PROFESSION:
PERIOD:

. 11/07/%6
“LIC

80 MEDICINE

12/01/98 - 11/30/98

PARK BRIAN EDWARD
ALL WOMEN’S HLTH &
MEDICAL SERVICES

184 EAST 70TH STREET
NEW YORK
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1389223PAR3006000060102

REGBTRKHONRENEW%#DOCUMENT

EETERE mtpmon
Am-&uw‘zmmum e only as ocourred
07/01/02
LIC: 189223 Name
NME: PAR3 PARK BRIAN EDWARD Soodt
YR: 02 ALL WOMEN’S HLTH &
OFF: 1 " , MEDICAL SERVICES
DO8: 184 EAST 70TH STREET
SSN- _ NEW YORK , NY 10021-0000 -
EIN: , City
. ’ ) State/Zip
PROFESSION: 80 'MEDICINE , $ 600

PERIOD: 12/01/02 - 11/30/04 AMOUNT DUE

"

» «is Complete and siom revarse side of this apolicaion .
ao-m‘ - 2 i B Pa— o d




1. Do you wish to register for the period indicated? .L[Yes —No
2. Since your last regisiration application,
a. Have you been found guilty after trial, or pleaded guilty, no contest, or nolo contendere to a crime (felony or misdemeanar) in any court?
b. Has any licensing or disciplinary authority revoked, annulied, cancelled, accepted surender 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 discipned
c. Are criminal charges pending against you in any court? ' :
d. Are charges pending against you in any jurisdiction for any sort of professional misconduct? ‘
e. Has any hospital or licensed faciity restricled or terminated your professional training, employment, or privileges, or have you voluntasily
or involuntarily resigned or withdrawn from such association to avoid the imposition of such action due to professional misconduct,
unprofessional conduct, incompetency, or negligence?

3. a Are you under an obligation to pay child support? —Yes  _YNo
b. If you are under such an obligation, do you meef one of the four requirements listed in the Child Support Law section below? —Yes [_Wo
4.Are you a U.S. citizen or & qualified alien as defined below? Ves

DO NOT WRITE IN THIS BOX
FOR OFFICIAL USE ONLY

| oelﬁymatmes(atemmﬁsmademmisq)pﬁmﬁm and any accompanying documentation are true, complete and correct. | understand that any misrepresentation or any
false or misleading information made in connection with ny apglication may result in eriminal prosecution and may be cause for disciplinary action, incuding the loss of
my license; and that the willful failure to register while continuin{ 10 practice my profession constitutes professional misconduct.

T e

(-1




189223PAR3006000060104

REGISTRATION RENEWAL DOCUMENT
THE STATE EDUCATION DEPARTMENT
Professional Licensing 8

address change
. ing Savices b
?Wﬁ% gmetemWﬁdtgngehasmed
07/01/04 ' s
Lic: 189223
NME: PAR3 PARK BRIAN EDWARD —Sied
YR: 04 ALL WOMEN’S HLTH &
OFF: 1 MEDICAL SERVICES
DOB: 184 EAST 70TH STREET
SSN: NEW YORK NY 10021-0000 :
EIN: Gity
State/Zip
PROFESSION: g0 MEDICINE
PERIOD: 12/01/04 - 11/30/06 AMOUNT DUE

o Complete and sign reverse side of this applicalion
Cet §- 1001 .



1. Do you wish to register for the periodindicaled?. . .. .. ... .. o __‘<er o
2. Since your last registration application, "
a. Have you been found guitty after trial, or pleaded guilty, no contest, or nolo contendere to a crime (felony or misdemeanar) in any court? . . . . .
b. Has any licensing or disciplinary authority revoked, annulled, cancelled, accepted surender of, suspended, placed on probation, or refused
to issue or renew a professiona ficense or certificate held by you now or previously, or fined, censured, reprimanded or otherwise discipfined you? -
¢. Are criminal charges pending agamst YoU In @ny COUIZ. . .. . ... ..t it i i i i i i i k
d. Are charges pending against you in any jurisdiction for any sort of professional misconduct? . . ... .. ... ... oo, '
e. Has any hospital or licensed facility restricted or ferminated your professiond training, employment, or privileges, or have you vduntady i
or involuntarily resigned ot withdrawn from such assodiation to avoid the imposition of such action due to professiona misconduct, i ’
unprofessional conduct, NCOMPELeNnCY, OF NEGROENGCET . . . . .« .ttt ittt r et et aa et "

3. a Are you under an obligation topay child SUPPOM? . . .. ... .. i ittt e —VYes
b. f you @re under such an obligation, do you meet one of the four requirements listed in the Child Support Law seclionbelow? ........... .. ___Yes
4. Are you a U.S. cilizen or a qualified alien as defined below? ... .. ... .. i i e A/ Yes
X R S0 5 'W ’ -
3TEASES R ‘ _ v DO NOT WRITE IN THIS BOX

. § ““9».—."3 ToRES FOR OFFICIAL USE ONLY

| centify that the statements made in this application and any accompanying documentation are true, complete and correct. | understand that any misrepresentation or any
false or misleading information made in connection with my application may result in criminal prosecution and may be cause for disciplinary action, induding the loss of
my license; and that the willful failure to register while continuing to practice mry profession constitutes professional misconduct.

Busin&ssphoneumte {307

Signature

Acema aran




189223PAR300L00006010b6

TP AL DOCUMERT ,
i c chan
m it dugl;e has ocanred

Prolessional Licensing
:&my.:viwﬂm
an T fark,m.pp.c

v7/03/08 Bri P KM 0.
LIC: 189223 . T e TR
NME: PAR3 PARK BRIAN EDWARD
YR: 08 ALL WOMEN’S HLTH &
OFF: 1 MEDICAL SERVICES
EIN: 184 EAST 70TH STREET

NEW YORK NY 1002 1-0000
PROFESSION: 60 MEDICINE
Complete and sign reverse side of this application :

e CRAPOSIXN




1. Do you wish to register for the period INICAIBA?. . . ......... ..ottt e e [ Yes|] Mo
2. Since your last registration application, .
a Have you been found guilty after tnal, or pieaded guilty, no contest, or nolo contendere to a crime (felony or misdemeanor) in any court? . . . . .
b. Has any licensing or disciplinary authority revoked, annufled, cancelled, accepted surrender of, suspended, placed on probation, of relused
to issue or renew a professional license or certificate held by you now or previously, or fined, censured, reprimanded or otherwise disciplined you?

o

c. Are criminal charges pending against You i BNY COWTY. . . ... ...\ttt ettt et e e
d. Are charges pending against you in any jurisdiction for any sort of professional misconduct? _ . ... ... #
@, Has any hospital or licensed faciity restricted or terminated your professional training, employment, or privileges, or have yoy voluntarily
or involuntarily resigned or withdrawn irom such associafion {0 avoid the imposition of such action dus to professional misconduct, :
unprofessional conduct, incompetency, ornegigence? ..............ciiiiiiiin.., R

3. a Are you under an obligation topay childsupport? . ................ e et ee e e aiea b aaaenaney
b. 1 you are under such an obligation, do you meet one of the four requirements listed in the Child Support Law section below? ..............

4.Aie you a U.S. atizen or an afien admifted for permanent residenceinthe U.S.2 ... ... .. .. . .. ... .. . i, ,
o '%{%‘i"w SR DO NOT WAITE IN THS BOX

ROt dd ki - FOR OFFICIAL USE ONLY

1 certify that the statements made in this application and any accompanying documentation are frue, complete and correct. | understand that any misrepresentation o any
false or misieading irormation made in connection with my appiication may vesult in criminal prosecution and may be cause for disciplinary action, induding the loss of
my license; and that the willfu failure to register while confinuing to practice my profession constitutes professional misconduct.

3
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189223PAR3006000060108

REKNST?UNHCWJRENEMMMbtKDcUMEmﬂ'
THE STATE EDUCATICN DEPARTMENT

Address change
Frofossional Ucensing : h
: occurred
% Washwnglon Avero Complete only if change has
07‘01/08 :

LIC: 188223

NME: PARS PARK BRIAN iiiiia Siret

YR: o8 . ]

OFF: 1 NEW YORK N

EIN: (ﬁy
StatelZp

PIN: Qws2u38 '

PROFESSION: 80 MEDICINE m

PERIDD: 12/01/08 - 11/30/10 AMDUNT DUE

Complete and sign reverse side of this application
Cat 21050408




—No

1. Do you Wish to register for the period indicated?. ... ............................... TR RPN
2. Since your last registration application, : M
a. Have you been found guilty after rial, or pleaded guilty, no contest, or nolo contendere 1o a crime (felony or misdemeancor) in any court? . . . ,
b. Has any licensing or discipinary authority revoked, annwlied, cancelled, accepted surender of, suspended, placed on probation, of refused -
1o issue or renew a professional Ncense or certificate held by you now or previously, or fined, cansured, reprimanded or otherwise discipiined you?}
¢. Are criminal charges pending agaimst YO i 8Ny O0IEZ. . . . . ... ... .o ittt it e i
d. Are charges pending against you in any jurisdiction for any sort of professional misCONdUCE? . . ... .. ....c..iivvuinrnernerorcreaons, :
e. Has any hospital or licensed fadiity restiicted or terminated yous professional raining, employment, of privileges, or have you voluntarily
of involuntarily resigned or withdrawn fom such association to avoid the imposition of such action due to professional misconduct, ’
unprofessianal conduct, INComMPtency, Or NBGIGENOBT . . . .. .. .o enunri ittt et i

3.a Are you under an obligabion 10 pay chld SUPPOM? . ... .. ... ...t it v aeerea e e ~—Yes —No
b. i you are under such an obligation, doywmetmofmemrmremmlshstodlnmaﬂdSmportl.awmbdw .............. —Yes |
2 .
4keyouaus am«mdmadmuedbrpermmammdmcemmus .................................................... /Ya. '
331 g& DO NOT WRITE IN THIS BOX
hibdadennd . FOR OFFICIAL USE ONLY

| cerfify that the statements made in this application and any accompanying docirnentalion are true, complete and comect. | understand that any misrepresentation or any
false or misieading information made in connection with my application may result in criminal prosecuion and may be cause for discipiinary action, induding the loss of
my license; and thal the wilful faslure to register while continuing to practice my profession constittes professional misconduct.

Ca21B 19THS r ;‘
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NYS Professions Registration Renewal Summary Page 1 of 2

OfFiceE
i . OF TH . . .
8 PROFESSIONS Registration Renewal - Transaction

MW OYORK STATY D INGCATH® Db PAR 180 N1 Summa

89 Washington Avenue ry
Albany, NY 12234

518-474-3817

Main Page | Logout

License Number : 189223
Profession : MEDICINE
Renewal Period : 12/01/2010 through 11/30/2012

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

PARK BRIAN EDWARD
‘NEW YORK N

Renewal Status Pa_id On-line - Renewal Complete

Offices Selected for Renewai:
Address Fee
1) NEW YORK, NY’US $ 600

Response to Questions : :
B 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 dlsc1pllnary 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 prevuously or fined, censured, reprimanded or otherwise disciplined you?

3) Are criminal charges pendlng agalnst you in any court? m
4) Are charges pendlng agalnst you in any junsdsctlon for any sort of professional misconduct? ‘
5) Has any hospital or licensed facnllty restricted or terminated your professuonal 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 professmnal misconduct, unprofessional
conduct, incompetency, or negligence?

i

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

License Renewal Payment Details:

Receipt No :VLFN6B593F7C
Payment Date :10/19/2010
Amount Paid :$ 600

https://eservices.nysed.gov/profs/paymentAction.do?method=validate 7/6/2012




NYS Professions Registration Renewal Summary Page 2 of 2

Version 4.3

OP Homepage | List of Professions | ‘gonta_ct Us | Online Verifications

https://eservices.nysed.gov/profs/paymentAction.do?method=validate 7/6/2012




