ARKANSAS STATE MEDI%@QARD |

2400 Riverfront Drive, Little Rock, Arkansas 722021435 (501) 3984802~

APPLICATION FOR MEDICAL LICEN WSAS

and Centralized Credentials Verifi i: 10
www.armedicalboard.org
_X_ Medicine/Surgary ____ Osteopathic Medicine/Surgery

.o~

tName_S_uﬂmL_@w_M_RQb_L__— Socisl Security #

BUNES 95q “BOTH “HRTE sT bmg' 7 72, %\a—ﬂ “35%*2._

3. Address you wish license to be mailed Vs -~ -
e s e ‘: . y — [
4. Phone (Res.) (Work) _SAME (Fax), _femall) .
5.Male [} Female)i{ Birth Dats__ _ BithPiace _ N EW YORK, NY
If born outside of U.S., how long have you lived In USA/# Years _____ MﬁnthrGyouadﬂzanofUS _Xyes __no
if yos, and forsign bom, attach proof of citizenship. if no, indicate your status with U.S. immigration ﬂl&
(Atach copy of VisalWork Permit}
6. ECFMG Centificate # NjA Date Issued

Have certified verificatidn malled directly from ECFMG to this office.
7. Intended practice location in Arkansas (MQMM__ Give name and address of hospital, clinic, group or private:

8. Speciaty OB - GY N Subspecisty _AJ /A
Board Certificd (Date)_NOV [afi BoardOuhﬁed(Dm)_H‘LA-
Recertification JUHE‘. IQQ5

Hmoncloudforrncomphhd by your Speclaity Board and rchsmcddlucﬂytoﬂllsoﬂ'lu.

5. Drug Enforosment Administration Number AR (40597 2. state (f2des)) Expiration Dete _mm.c_____ |

Submit a copy of your DEA Registration Card to this office. " _ . RO T
o.upng 1512 ‘Medicaid Provider # 333.&13_2__ Modigare Provider # MLZO A
Accept Madicaid Patients? _>¢_Yes _____ No Accept MedicarePatienta? _2;__ Yos ______No

“11. Professional Liability Insurance (CURRENT Carrier Name) W&MH
#6391 31 Date of Expication _I2

Amount of Coverag
Se enclosed form to your insurence carrler and h otlnmremrndlroctlytothlcofﬂu.julwop/ligar

12. Modical Sctiool. Datecramuats THRE Mo (8 pay iR HF v ~Degree- M. D .

. Name of Institution : Address Date from Date to
vew [U.Cal cq0 14500 &iLsad Dr a3t | e}35
Yo | Shool of Madews [V g olla Ca. 92043 | 9134 | 6]k
Yo [ M | L FHHe | L]77
:,“ " " J"}?? Q!?’g
Have Verification of Medical Education Form and an officlal T mafled directly to this office.
' ' RECEIVED

FOR USE OF SECRETARY OHLY SEP é / 2003

License No. 4 03% :
juma_@éa&__ta‘sm_w re jfc%ﬁ%— M’@
Apphcallon for License through endorsement by A::E::;)s:c Dectined a4

MBME i Fee returned

USA




NOTE: Application must be legible and completed in INK or Typed Pe

13. Post Graduate Training (list chronologically). Send Enclosed Verification Form — Refer to instruction Sheet

Name of Institution ‘ Address Type of Program FDateso Co‘trnplatad”i—

UC SanDigge Med Cirig0 W, r San o Z[M ~6J79 e

4
14. Fellowships (list chronologically). Ssnd Enclosed Verification Form — Refer to lnstliucﬁon Stiest
Dates Completed? |

Name of Ingtitution Address Type of Program FromTo Yos/N
Tufls NEMC Deer Menl 250 mﬁ%ﬁ&@mmummm 2-0l2 e -
o Botn M4, o211 ' ! v

15. Have you taken the National Board (NBME) exams? _X_ Yes No. if yes, have certified copy of scores mailed
directly to this office. Jr+<

16. Have you taken the State Board Examination? ____ Yes _J No. Where? _AIA When?_Al A
If yes, have certified copy of scores malfed directly to this office.

17. Have you taken the National Board of Osteopathic Medicine? ____ Yes __ X No. lfmhlwewﬂﬂodeopyofm
maked directly to this office.

18. Have you taken the FLEX Exam? Yos __X __No. ifyes, have certified copy of scores mafied directly to this
office.

19. Have you taken the Unlted States Medical Licensing Exam (USMLE)? Yes _X __No. i yes, have certified copy of
scores malled directly to this office.

20. Have you taken the LMCC Exam? _____Yes X No. nmmﬂmmwmmmwmhm

21. Have you taken the SPEX within the last fivo years? ______Yes _2%_No. I yes, have a ceitified copy of scores mafied
directly to this office.

22.1 immmemmeammmmrmmmmmw of - OBGYN -

caRrificanon . 0f21,]95

23. Continuing Medical Educaton 5 Jo 1 — 5)03 .

Lint conﬂnulnglldMEduuﬂonforﬂnlmmmmmﬂudhg Residency/Feliowship training.

- el
Nehima? Ao Tin Federahin
Bwloz. mm Was hngten D . 5
gJoz BAYLOR Couedss of MED
1]03,3h> qum'vnz (s Hguston 1 g

OBEYN CUMCAL  [AMERICAN HEMTH
ofnoz. |p et TR CONSULTANTS, AfiauTA Al [0
|Edma:r Sin &Phqamu CAL. HOSPICE FpukDaAniON

RJA1/03  lon End- o SACRAMENTD (4 . 12,
NAE ~ A-mqu'L- MNATIONAL ABoLTIOoN
4/03 - MeETINE Federatim , weohingtmpe | 13
¥f you have trained in additional procedures, submit certificates of training oromerdocumeqmﬂon.' DECEIVED

2
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24. Professional Activities

List in chronological order ali your professional activities, institutional affiliations or places of employment since graduation from
Medical School. This includes hospitals, teaching institutions, HMO's, private practice, corporations, military assignments,
government agencles, and Locum Tenens assignments. Exclude Residency and Fellowship. You may attach additional sheets
after completing this section, if space Is not sufficient. Do nof submit curriculum vitae (CV) in ieu of completing this section.

From To Status

Location & Complete Address Position
. Matemal Fetad Wedicone st. Ma,agare:b' Assoctale
achwe  |Hospdo 4o CushingAve Boston . Divectsr
B | bf8F | mace | ir o clobed 35 |
Center fn Women's Health . |medecad
81 q’gg " Quincy Hospdat U4 whdwel) | prector.
q) ST Qumcq MA. ozl 4
Kauser Fermancnite . ofhe .
4’94‘ (a/qv “ 31 Hal) Dmrtoooz necalogisl”
hmhersT mA € fer diem)
UJ\"—*\ thithea k' Clinic staff o8 ota
Hao [#ar| -« Hollvs ST Umh“&g’;,‘,
C uNH Cw
Planned Pa%rgd-km-d- Pre,{am aborhons
g)q:p g}q? " 1055 Com Commonweait At. (eonhact)
Boston Wit 02215
Jartha s Vineyard Hospdn Locum
”/?-3'/14.::}30 q3 UM‘)m Lane. t;i:kw% MA b2553| Terens | —‘1'[‘“""
SF JenepTs Beaped (0B /eHN) .
vsephls Heg Lpoum
'2/2%3 '1’7%- \ 415 Lake Me. 2’0%““63{{‘,
Plru)mtm:n\ IN |, Ub5b3 LD'B}GJYN).
b The Permanenic Medical qrag || peumnens
‘}2%8 /2%3- W 250 MMMATMV'LM.S Thmém\f'*ﬂﬂ#
bailond CA  quyii doﬂﬁw(‘jqn) .
Mdes Memoriad Hosputef . |Loaumienens |
1%% ”/:/ “ RR2 PORox 4500 - Tyt Comp Heal)
gl ' (9% Damanscolty | ME 64543, (oBj6vn) .
Q/,q/q? May . m W%NMRACOMT}:];L%I Hosgp . mklmt-H&ﬂT
_ bzcml
= Please review this list carefully. If there are gaps in your ch

|l history you are

+« Complets il forms in black or blue ink ONLY.

required to provide a brief
explanation. Send enclosed Varification Hospital/Clinic forms to each facility. (See lnstructlon Sheet) :

3

RE'CEW'EB_
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24. Professional Activities (continued)

From | To Status | Location and address position

3/2/99 | 7/30/01 | inactive | Sutter Lakeside Hospital Intermittent
5671 Hill Road East, independent
Lakeport, CA 95453 Locum tenens

| OB GYN

5/99 | Current }active |Planned Parenthood Golden Contract doc

Gate at various
clinic locations

*1 Details, Maternal Fetal Medicine Fellowship address:
The Fellowship program was located at
St. Margaret’s Hospital
90 Cushing Ave, Boston, MA.
5t Margaret's Hospital has closed and merged with
St. Elizabeth’s Hospital,
736 Cambridge St, Boston, MA, 02135

The program chair was Curtis Cetrulo MD whose current contact

information is:

Department of Maternal Fetal Medicine

750 Washington Street

New England Medical Center Box 360

Boston, MA 02111 '

617 636 4625
*2 AT spent this three-month hiatus preparing to open new practice at Quincy
Hospital. . : :
*31 I spent this seven-month hiatus in recreation and recuperation from burn-out
{secondary to the dreadful experience of attempting to run an OB 6YN practice).
*4°9/97-11/98 my husband and I lived in our RV and drove around the country. I
did intermittent locum tenens work for CompHealth, 4021 South 700 East, Suite
300, Salt Lake City, UT 84107. When I wasn't working, we were having a great time
seeing the USA.
*5'9/98-7/01 I did intermittent independently contracted locum tenens work at
Mendocino Coast District Hospital and Sutter Lakeside hospital, bath of which are
within driving distance of our new home in Ukiah, CA.

RECEIVED
SEP 22 2003



25,

28,

27.

28.

23,
30.
3t

g8

35.
36.
a7.
38.
39,

Attach explanation of any “yes" answers. Refer to (nstruction Sheet fof tha following questions. Yes

. Have you ever been ordered to appear bafore a 5 tate madical board for any reason other than Ncensura?
. Havadlsdpllnuypmeeduresaverbaaniriﬂatadhwardygubyeltheramadhalboaruorhwpﬂal?aplaln.
. Have your privileges at any hospital been denled, suspended, diminished, voluntarily or involuntarily

Military Service?- Yes X__No Ifyes, which Branch?__ A /a i
N

Dates of Service _AL[A ___Atuchmofuparaﬂonpapm
and have records sdnt from Military Personnel Records Center. (See instruction Sheet 'erification form.)

.
Medical Socisties and Professional Qrganizations: Send enclosad Verification of Modlt:al Society Membership Form to
Stiate or County Medical Society. ‘

Organization : Address ' From To

nenec .

List all states/countries in which you have or have had a medical license. Have verification of sach license mailed directly
to this office. Send enclosed verification of Licensure Form. (Form may be copled If necessary) st 1/s

State/Country | Licanse# | Date lssued | ACH® Stata/Country | Licanse# | Dats lssued | “Cve
MA Yee59 |iojz)se | N || MEe {9389 aja]e| W
N e2b) |Gl]ae | N || eca 639852 | F2 /74 | Y

IN__ lorouspsf|V[26/a8 | N
Az |alsob- [afiz/4e | N

Professional References/Recommendations: Have three referencalrecommendation lettars maiied from their offices -
MwmmuMunmmmmpmm«mmm.mmmmmmmm
observed your professional performance In the racent past. At least one of these references/recommendations must have had
organizational responsibiity for supervising your perfarmance (1.e. department chief, service chief or training program director).

Name Address Assoclation

San Frangisco
UzAN GoobMaN _ MD | PPGL D15 EppyY ST *Zvo;m quioo .| LOUEAGUE

MaveeeN PAVL M9 A6 $15 EDPY ST 4200, SAPRANCISED CA - L:H‘.O- P66
290} - Riet,
DIAV E CABANS 210 Cornelia ST Sudc 20 Prarrsgicor NY | ¥ Son coeve

Have you ever falled a licensing exam? Wheve? N _)A' Expiain.
Has your spplication for examination or Bcensure ever been rejected, denied or withdrawn?

Has any medical licensing board evar placed licanse on probation, syspension or has it revoked
a Iicennsyeorcerﬁﬂcats EtuEéd granted you? Ifyaygt'lst name and address of board.

relinquished, or not renewed, or is any such action pending?

Have you ever voluntarily surrendered your ficense in any state? _

Have you ever been chargad or convictad (including a plea of nolo contendene) of a misdemeanor or felony 7
Have you aver been denied pravider participation in any state or Federal Medicald program?

Have you ;Wr previously made application to the Arkansas State Medical Board?

Have you ever been warned, cansured by, or requested to withdraw from, any hospital in which you have
frained, been & staff member or held hoc%m:l priviieges? If yes, explain. :

bk b bk b ke

VD - CEIVEL
SEP 22 2003



. 40.

41.

43,

48.

47.

49,

50.

51,

52,

57.

59.

YES NO
Have you ever been discipiined or dismissed from any professional activity or training program?
Have you ever receivad a wamning, reprimand, or been placed on probation during and intemship,

residency, or fellowship program? if yes, explain. X
Have you ever, voluntarily or involuntarily, left a training institution program before completing it?
If yes, explain. - .._..._..y

. Have you ever been reported to the National Practitioners Data Bank or subject to NPDB adverse
action report? e ___..)“
Have you resigned or surrendered clinical privileges from any medical staff while under
Investigation for possible incompetence or improper professionaf conduct, or in retum for such an
investigation not being conducted? X ____)(__

. Have you ever been denied membership, renewal thereaf, or been subject to disciplinary action w
in any medical organization, or is any such action pending? :

. Have you ever been terminated, sanctioned, penafized or had to repay money to any State : '
Medicaid or Federal Medicakl programs? If yes, name state X
Have any malpractice claims been filed against you? if yes, provide official documentation from
your attorney or insurafice company. . : -

a. Howmany? -
b. How many were dismissed with settiement? : e
c. How many were dismissed or dropped? T
d. How many are pending? o -
Have you aver been cited by a peer review organtzation? Explain
Give the name and address of the organization i
. Have you ever had to discontinue practice for any reason for a peripd longer than one month?
H yos, explain. - N :
Have you been, or are you presently, being treated for alcoholism, or substance abuse?
i yes, was this voluntary or the result of a medical board action? Explain. :
Have you been, or are you presently, being treatad for a mental heatth condition?
If'Yes‘,wasdﬂsvolunhryorttpmsultofnmedlcalbwdadm? Explain.
Do you currently, or have you had, any physical or mental heelth condition, including alcohol
or drug dependency, which with or without accommodation, affects or is reasonably fikely to affect
your abiiity to practice medicine or to perform professional or medical steff duties appropriatety?
Have youeverhada DWI? Howmany? Nl &  Data(s) occueed ”ﬁf
. Have you ever been treated for drug or substance abuse outskie & hospital setting? Explain.
. Havayuumrbeenmtadfbrdmgorsubstaneeabusahamtmentcemerorhospltal?
Give name of institution, date and jength of stay?
AL A
RECEIVED

. Are you currently being, or have you ever been, monitored by a Physician Heatlth Commitiee
any state? If yes, give state(s) __ N A4 oo o
Ask your treating physician to send documentation of your Statss, JF 272 2003

. Have you ever been rejected by a medical society? X
Has your licensa to practice medicine or Drug Enforcement Administration registration in any
jurisdiction besn denied, reduced, limitad, suspendex, revoked, placed on probation, not
renewed voluntarily, or involuntarlly relinquished, or Is any such action pending? If yes, explain. X

. Have you ever defaulted on any Health Education Assistance Loan? If yes, explain. ¥
To your knowledge, are you currently the subject of an investigation by any licensing board as X

of the date of this application? If yes, explain.

if, during the application process, you become aware of any such investigation,
you are required to rsport it to this office.

5




AFFIDAVIT OF APPLICANT

5&56(” C ROb(n%mmMMﬂﬁmMWhhMMbm correct, curent

eormhubﬂnbutofmym wmmmt.mmawmmmmmm}mmbmm
of this application. | scknowiedge that any falee or unrue statement or represantation mace in this spplication may result In I the revocation or denial of any license
to practics medicine grantad to me, and criminal prosscution io the fullest extent of the law.

_ RECFIVEU
~Rev 0T i Foois Gamewt B Copiot 6
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