FORM 'i ' j “Thia University of the State of New York DERARTMENT USE ONLY
: g THE STATE EDUCATION DEPARTMENT :
MEDICINE

: Office ot the Professions
gl e ‘ Division of Professional Licensing Ser\nces
W i Cultural Education Center
Albany, NY 12230

MW

__I_l SOCIAL SECURETY Py e
NUMBER: - : ; g
(Leave this biank :f you have no U S Socra! Secunry Number)

E PRINT FULL NAME AS YOU WISHIT TO APPEAR ON YOUR LICENSE:

test [U]] Jelv]ell]alnld] [ | | | O
L o T 2 O O 0 00 R
T o O W

4 ZI:] MAILING ADDRESS CHECK ONE: 3 HOME ADDRESS‘ .1 WORK ADDRESS

NYS License Number 2 2 / 5 59'
223l 4/

IEI TELEPHONE

. : HOME
careof | | | | | | | 290 1 N 0 O O M o ™ i
Strey ' i [ I | l I | [ I l I l Area Code Number
w el 012 O O A
e [N mcod BB TTHITHITT
vinci " o Code Numb
g P . L O O O O A B O i s
The above address is: Mermanem address of record ) temporary mailing address E-Aail Address

~ IMPORTANT: The appl:cam Is rasp\é?snbla for nou‘ylng the. Department of any name or address changes.

E Nam}as'ﬂ appears on diploma'or oith credentials (if different from above):

Citi!&enship: (21" United State {3 Alien lawfully admitted for permanent residence in the United States. [Z1 Other Immigration
(Attach a copy of the front and back of the alien registration card)

",
S .

Mother's Maiden Name (famiiynamebéfbrehermarriage): ]Ml IL“C lG, |V“1 H | | | I I | | I | | ‘ l ]

==

| wish to become licensed on the basis of: Eﬂ'/accemable examination scores (see page 3 of this form) (1 endorsement
f

| am using FCVS lo collect my credentials:  [7] vES =[N0

Have you previously applied for a New York State license or a limited permit to practice medicine?

Have you ever been convicted of a crime {felony or misdemeanar) in any state or country?

Have yoLi aver been charged with a crime (felony or misdemeanor) in any state or country, the disposition
of which was other than by acquitial or dismissal?

Have you ever surrendered your license or been found guilty of professional misconduct, unprofessiona
conduct, incompetence or negligence in any siate or country?

Are charges pending against you for professmnai mlsconduct, unprofessmnal conduct, incompetence or
negligence in any state or country?

Has any hospital or licensed facility restricted or terminated your profeésional training, employment, or privileges or .
have you ever voluntarily or involurdarily resigned or \mrhdrawn from such association to avoid imposition
of such measures:?

EIRIEITEIEE

NOTE: If any answer to’any question 11-15 is “Yes,” submit a letter giving complete explanation. Include copies's any cot
records, and if vou possess one. a copy of the “Certificate of Relief from Disabilities” or vour “Certificate of Good Cond iot.”

November 99 : ‘ : FORM 1, PAGE 1




. STUDEN’T LOAN DISCLOSURE: |

(3) Do you have any outstanding loans made or guaranteed by the New York
State Higher Education Services Corporation?

(t) 1fvou have such a foan(s). is any part in default?

NOTE: Educaﬂon Law (Sect:cn 6501-a) requires the State Education Department to-ask the y ONSE:
question (b} to the New York State Higher Education Services Corporataon “Your ﬁcensa_apphcauon s not cnmplete witha»ut fhis inf' rmation

' GENHéR'KNﬁ%ﬁ%NICIT‘Y' (This iter is optional. See note bélow)

NOTE: Information on gender and ethnicity is soughl solely fo aﬁqw the Education Departrent to caflect and analyze data concerning represantation
in the licensed professions. The ethnic and gender data you provide will be used enly for statistical, research, and program evaluation purposes. It
will not be released to the public. This information has absolulely nio bearing on your qualification for licensure.

ETHN%GITY E/h:te {not HispanlC) D Black {not Hlspamc) E] Asian D Hispanic E:] Native American
GENDER: [} wale A Female - ’

CHILD ABUSE IDENTIFICATION AND REPORTING: (check only one of the following.)

| graduated from a New York State medicine program after September 1, 1930.

R i completed the child abuse coursework and have enclosed a ceriificale of completion from an approved provider.

D [am filing for an exemption 1o the requireament and have enclosed the exemptlion form.

PHOTOGRAPH REQUIREMENT; _ B

1 give penmssnoh to the New York State Education Depariment 1o release my examination results to my
professional school for the confidential putposes of program review and institution research and planning. |
may rescind this authority at any time by nonfylng, in wiiting, the Division of Professional Licensing Services.

mes D No  Please initial: ﬁm

Under penaltles of perjury, | declare and affim that the statements made in this application, |ncludmg
acccmpanymg documents, are true, complete and comect. | understand that any false or misleading
- Information in, ar in connection with, my application may be cause for denial ar loss of licensure.

Signature of applicant.

e il z%/oa

( ser nuck pasyk)

Mail this form and appropnate fee to: New York State Education Daparlmbnt. Office of the Professions, Fee Section, Division of Professional
Licensing Services, Cultural Education Center, Albany, NY 12230, DO NOT SEND CASH. Make check or money order payable to the New
York State Education Department

November 99 : . 'FORM 1, END




: ! 2 The University of the State of New York
Edugation Record Form THE STATE EDUCATION DEPARTMENT
. Office of the Professions
Division of Professional Licensing Services
89 Washington Avenue’
Albany, NY 12234-1000
www.op.nysed.gov

Education Record

INSTRUCTIONS: Please complete this [orm, have it notarized by a Notary Public and retum it 10 the Office of the Professions at the address at the end
of this form.

1 l Social Security Number .
{Leave this blank if you do not heve a U.S. Sociel Securily Number) S e

EI Birth Date i
3 | Print Name Exactly As oUWt T AppserOn Your License
s [ClR[elv [efbiefuld] [ [ | 1 | I
O 15 . 0 0 O 1 L A O O O O
s LT T Tl LT EI T LT [T T 1]
E’ Mailing Address t:fy th Dep:artmen! promptly of ;my address or name changes.}
' ool 1 1T L Fdl
ol 1 N

I
7O
Province/Country

If ot U.S. [r] [ }ﬁ“j | T | .
Ml e P AT

| 6 | AFFIDAVIT WITH ACKNOWLEDGMENT (Notarizaton requied.)

APPLICANT
I, being duly swom, declare and affim that the statements made in this application, :ncludmg accompanying documents,

are true, complete and correct. | understand that any false or misleading information in, or in connection with, my
application may be cause for denial orloss of licensure and ma result in criminal prosecution.

i
o e R g

Signature of the applicant:
NOTARY
)
State of W@?W‘ i : ___County of A /5“"’“")
On the ; day of Dﬁf.} : _inthe year 2oz befo/e me, the undersigned, personally

appeared T’)\é rd _cleve lm/ , personally known to me or proved to fe on the basis of satisfactory evidence
to be the individual whose name is subscribed to this application and acknowledged to me that he/she executed the
applucatnon and swore that the statements made by h1mfher in the application and all supporting materials are true,
complete, and correct.

Netary Public signature ____\, / 7 @/ﬁ
Notary ID number PAION o

Expiration date ________ssswery ¥

Education Record Form, Page 1 of 2, August 2002




_ ,3%\@ t  Albany, NY 12234-1000

{ 9\\, )

.. FORM 2 e : The University of the State of New York
e : . THE STATE EDUCATION DEPARTMENT

Ghin mE [JEC’NE 1 ) 5 Office of the Professions y
L Division of Prafessional Licensing Services

89 Washington Avenue

: _ ; ‘ Wi DEC 3 mw
CERTIFICATION OF PROFESSIONAL AND PREPRGF&S#ION L__Eauc-A'r!o‘ 2

REGISTRARS OTFICE |

APPLICANT INSTRUCTIONS

Compilete Section 1. Enter your nama &s it appeacs on your New York State Licensure Apblication {Form 1).

Send this form to the professionat school you attended to complete Section Il. Be sure to include any fee required. If you graduated from &
medical school that was not registered by New Yok State or accredited by LOME/AOA, notify the school that a transoript must accormpany this
form. f ¢

If you attended a medicéi sohool that has been clesed, send this form to the official repository of the records fer that schooi (e.g., CONES).

.. This forrn must be signed by the Registrar, Dean, Rector, or Principal of the medical school and sent back directly to the Office of the Professions
- by that school official in an official school envelope.  Forms sent back by the applicant or other partios will not be accepted.

st

| 1] SOCIAL SECURITY NUMBER g

Leavs this blank i you have no U.S. Social Securtly Number)

Maiden or Previous name l i | )

’_ﬂ MAILING ADDRESS:  ant/Bid;

SECTION I: APPLICANT INFORMATION

fres
'l

_ BIRTH DATI

Z‘] PRINT FULL NAME EXACTLY AS IT APPEARS ON YOUR LICENSURE APPLICATION (FORM 1)

et EHRIOL [T T T L L LT
o P 1 6 e O B I
ek

18
s
k]
Lk

|
]
|
.

BN

Province/Country
if notLL8.
(check only ong) @” “parmanent address of record !
.
E Print:name under which your degree or diploma was awarded (i different from above) © .
Brromdaiss WG AT _
Z] Preprofessional Schoot Atended: LIV e Sy nf TeeRs  Unaves g1ty of pr“S(ﬁ’ngf’\
E ' Professional Schoot Attendaed: NW\{W \C Mdﬁ. (" O&J; C.Q( fﬂ,faf(..
. Addressa: \_f\ Cl.l b\ﬁvkt G, M\'( i @ _"5"‘? 5—’
8] Name of DegroaiDiplome: _ NG CADY of WCL{ (S INE _ Gime 8 / 14 / 60 - Ny, 19, 4090

November 99 CERTIFICATION BY PROFESSIONAL SCHOOL OFFICIAL 1S TO BE MADE ON NEXT PAGE FORM 2, PAGE 1




Vg 12 1o den

. FOR' ZPGT _ The University of the State of New York
- MEDIGINE - 4 ' ‘THE STATE EDUCATION DEPARTMENT

. Office of the Professions e | no more than one month prior to

" Division of Professional Licensing Services - % ~the compietion date of the training |
- 88 Washington Avenue . | -period in which credit is sought.
Albany, NY 12234-1000 : et e e

e
- N s

CERTIFICATION OF APPROVED POSTGRADUATE'TRAINING
(To be used only for U.S. and Canadian approved postgraduate training programs)

. APBLICANT INSTRUCTIONS
1. Complete Section 1, Enter your name s it appears on your Licansure Appication (Form 1).

2. Please send this form to the qt;g;:m_f-;;f medical education. of the hospital(s) in which you completed postgraduate training. One form must be
submitted to verify each residency. “If you have complated more than cne residency, you mey photocapy this form.

3. This form must be sent directly to the Department by the hospftal in which you did your residency. If the hospital in which you did your residency
does not have a director of medical education, the forms may be completed by the departrrient chair. - If the Department cannot determine that
. this ve«r_iﬁcaﬁén-came directly from the hospital, the postgraduate hospital training will net be credited.

SECTIONI: APPLICANT INFORMATION

II SOCIAL SECURITY NUMEER: iSRSNI

(Leave this blank If you have no U.S. Social Security Number)

‘sate (A Zio Coda.

'.._-prdvincglrci:;ﬂg I |I l | | I I | I ll ‘ ll ll | ! l

:5] Print name under which po_stgraduaté-'trainlhézﬁv.és'__compietedi.' '?J‘vi' ' d : C/I C/V&‘G\ h(l\ | i

—_6_1 Haspital in which po'stgr_adue.xt; training wasﬁ.ompleted: /g/ / é W M C'M A e
sasresss A3 NuaulScet Lowd #ve /4{4&4/&({ NY (208

FORM 2PGT, PAGE 1




BET: 4. : . Cerdification. of completion of
= FORM il - : ~ “The University of the State of New York approved postgraduale fraining
MEDICINE, « ... . THESTATE EDUCATION DEPARTMENT will be accepled only If it is signed
Vsl e i e it Office of the Professions vio more than one month prior {o-
) L4 e Division of Professionat Licensing Services - the completion date of the training
89 Washington Avenue period in which credit is sought.
cemnono 87T 00 Albany, NY 12234-1000 :

uE Vg

 CERTIFICATION OF APPROVED POSTGRADUATE TRAINING
(To be used only for U.S. and Canadian approved paostgraduate fraining programs)

APPLICANT INSTRUCTIONS

{." 'Complete Section 1. Enter your name as it appears on your Licensure Application {Formm 1},

2. Plesse send this form to the director of medical education of the hospitai{s) in which you compileted postgraduate training.  One formn must be /
submitted to verify each residency. i you have completed more than cne rosidancy, yau may photocopy this farm, |

3. This form must be sent directly to the Depariment by the hospital in which you did your residency. If the hospitat in which you did your residency
does not have a director of medical education, the forms may be completed by the department chair, If the Department cannot determine that
this verification came directly from the hospitaf, the postgraduate hospital training will not be cradited.

SECTION1: APPLICANT INFORMATION

E] SOCIAL SECURITY NUMBER: | L

{Loava this blank if you have no U5, Sovial-Security Numbs\r}

3] PRIV
|7y = EEENEEFREL LTI TIIIITT]
@ e BNIAEL LTI TTITIITL]
| | FTTL

\fih, e LTI |

NAME EXAGTLY AS IT APPEARS ON YOUR APPLICATION (FORM 1):

C ) :

7

| \\\?
M-AILENG «/Apt.{aldg
ADDRESS: i

! S

seu P LT BN
Sl _EE:_).Ceda N f
s A

E' Prirt name under which postgraduate trai-ning was completed: '6'\1 ¥ d CJ LE: \Q 4} C-\

El Haspital in which postgraduate training was completed: M€ «HrOWtL&Jr Mﬂdi(‘ U\ (Q M'JI&V
Adaressi___| 15 Lincolin St Erowingions AMA 01F0/-916F

FORM 2PGT, PAGE 1




1. Do you wish 1o register for the pericd indicated?. . ............... S R e D L 0 e o S e et

2. Since your |ast registration applicaion, :
a. Have you been found guilty after tria), or pleaded mz__z no contest, or nolo contendere to a aime {fefony or misdemeanor) in any court? . .. ... :
b. Has any licensing or disciplinary EE%G revoked, annulled, cancelled, accepted surrender of, suspended, placed on probalion, or refused
toissue or renew a professional license or certificate held by you now or previcusly, or fined, censured, reprimanded or otherwise disciplined you? .

d. Are charges pending against you in any junsdiction for any sort of professiona misconduct? . .. ........... D NIRRT R i

e. Has any hospital or licensed facility restricted or tesminated your professional training, employment, or privileges, or have you voluntarily :
o involuntarily resigned or withdrawn from such assodiation to avoid the imposition of such action due 8 professional a_moc:q:n

unprofessional conduct, incompetency, ornegligenee? .. ... .. .. ou i e

3. a Are you undey an obligation to pay child SUPPOI? .. ..o .t ™

b.)f you are under such an chligation, do you meet one of the four requirements listed in the Child Support Law section belfow? .............. i

4.Are you a U.S. citizen or a qualified alien as defined BEIOW? ... ..., . ....ouueevinnieitit i e it e ™
ke i 7 =
m*mmﬁmmafwn G - DO NOT WRITE INTHISBOX |
BRI L e : . FOR OFFICIAL USE ONLY

I certify 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 sesult in criminal prosecufion and may be cause for disciplinary action, induding the loss of
my license; and that the willful failure to register while cogtinuing to practice my profession constitutes professional misconduct.




228lbbCLEL003L50060105

REGISTRATION RENEWAL DOCUMENT

THE STATF COUCATION DHFPARTMEINT .
erveng Sarnc Name/address chan

w%ﬁﬁhﬂ%)g = Complete only if S%M_m has occurred
Albeny. NY 122341000 .

11/01/04 Name
LIC: 228166
NME: CLES Street
YR: 05
EIN: : e

City
StatefZp
$ 2315

PROFESSION: §0 MEDICINE : _
PERIOD: 04/01/05 - 03/31/06 AMOUNT DUE
Complete and sign reverse side of this application
Caf 21 - G2



1. Do you wish fo register for the penod indicated?. ... .. ....................... e h\ﬂ.@“
2. Since your last registrabon apphcation,
a. Have you been found guilty after trial, or pleaded guilty, no contest, o nolo contendere fo a cnme (felony or misdemeanor) In any court? . . . . .
b. Has any ticensing or disciplinary authorty revoked, annulled, cancefled, accepted sumender of, suspended, placed on probation, or refused

to issue of renew a professional znﬁ_mm o oﬁ%ﬁm held by you now or previously, or fined, censured, repnmanded or otherwise disciplined E:,..

e. Has any hospita or licensed fadlity restncted or teminated your professional traming, Qioﬁ_ﬁ;. or prvileges, or have you voluntanly
of involuntanly resigned or withdrawn from such assoaabon fo avoid the imposihon of such acbon due lo professional miscondud, ;
unprofessional conduct, iNcompetency, Or NegHEENCE? . .. .. .. .t i e e e I

3. a Are you under an abligation 1o pay culd SUPPOIt Y .. L e i S — Yeq
b. if you are under such an abhigatron, do you meet one of the four Eﬁ_aam._a hsted in the Child Support Law secion below? .. ..... . ... .. i Y

4 Are you a U.S. atizen or an ahen admutted for permanent residence inthe U.S. 7 . .. . e R




- — —

— — P ]

— T E— S e—

I certity that the statements made in this application and any accompanying documentation ase true, complete and correct., | understand that any misrepresentation o any

false or misleading information made in connection with my apphcation may result in criminal prosecution and may be cause for disaphnary achon, induding the toss of
my keense; and that the wilttut falure to register while continuing to practice my profession constitutes professional miscondudt.

i T pRArRLE .._“._.... _.........._.u, .%
ittt Lt

Y pae 1 /5[
A Da \m\om - 51



D0 you wish 10 rexpster 108 e penog TRBCRIBAT. . v svvvnminr i ciivessiie e 908 e s b smsv v an e syis isaivars de .53
Since your last registrabion apphcabon, -

a. Have you been found guilty after na, or pleaded guilty, no contest, or nolo contendere to a cnme (felony or misdemeanar) in any court? |
b. Has any hicensing or discipiinary authonity revoked, annulled, cancelled, actepted sumender of, suspended, placed on probation, of retised 9
lo issue of renew a professional lcense or cerbificate held by you now or previcusly, or fined, censured, reprimanded or otherwse disophned _.,3%

¢. Are onmanal charges E:Q:m aganstyoumany court?, . ... .. e (T B GaS i GRS DR LR SR
d. Are charges pending against you m any urisdiction for any sort of professional MISCONBUCE? . .
e. Has any hospital or licensed faality restricted or termmated your professiona raimng, employment, or privileges, or have you voluntanly

of involuntanty resigned or withdrawn rom such assoaabon to avaid the impownon of such acbon due to ?oﬁmﬁgﬁ miscondud,

unprofessonal condudt, iINCOMpetency, or NEGENCe? . . . ... . ... b wlelsiz R — =

a Are you under an obfigation fo pay child support? .. .. .. TR il T SR R T R R SR . Yes

b. If you are under such an obhgabon, do you meet one of the four Eﬁnga listed in the Chid Support Law sechon vmoia .............. _ Yes |
Are you a U.S. dtizen or an aken admitied for permanent ESHECR MBS . i T e RS R R Ve m.;\?m zc.

D e e R S P S

—— —_— -



— —— g —

| certity that the nﬂmams_m made in this applicabon and any mgvﬂ_ﬁ:m documentation are true, complete,and correct. | understand that any misrepresentation or any
false or misleading information made in connection with my apphcation may result in criminal vauao:mo: and may be cause for n_va_smé achon, induding the loss of

my license; and that the willful flure to register while gaﬁ_s@ to prachice my profession constitutes professional aanﬁ&mg
Date / -Nm \ Qrm =

—. — . Daybme u:o:m.....
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REGISTRATION HENEWAL DOCUMENT
THESH%EEDUGNHGND EPARTMEN

awmg Servigas

Profess
8¢ Washingfon Avenue
Albary, NY 12234-1000

LIC:
NME ¢

YR:

OFF:
EIN:

11/01/08
228166
CLEB
4]

1

PROFESSION: g0 MEDICINE
PERIOD: 04/01/06 - 03/31/08

Complete and sign reverse side of this applivalion

Clat 2HPDRSAW

SCHENECTADY

Name/faddress change
Com only if change has eccurred

Name

Street

Gy

State/Zip

AMOUNT DUE



2. Since your last registration application, : _ v
a Have you been found guilty after tnal, of pleaded guilty, no contest, or nolo contendere 1o a onme (felony or misdemeanor) in any court? . .
b. Has any ficensing or disciplinary authority revoked, annulled, cancelled, accepted surrender of, suspended, placed on probabion, of refused
to issue or renew a professional license of certificale held by you now or previcusly, or fined, censured, reprimanded or otherwise disciplined you
¢, Are criminal charges pending against you inanycourt?_ . ... ................ o A e R S RS e SERNTI
d. Are charges pending against you in any jurisdiciion for any sort of professional misconduct? .. ... ... ... it
e. Has any hospital of licensed Tadility restricted or terminated your professional training, employment, or privileges, or have you voluntanly
of involuntarily resigned or withdrawn from such assodation fo avoid the imposition of such aciion due to professional msconduct,

unprofessional conduct, incompetency, X NEgGENEE? . .. ... . i e .
3. a Are you undey an obligation to pay child support? ... ... S S e O 0 S PR S S T e ey S it NE
b. If you are under sudh an obligation, do you meet one of the four requirements listed in the Child Support Law section below? . __.._... ... gea. N
4. Are you a U.S. citizen or an alien admitted for permanent residenceintheU.S.7 . ... .. ... ... ... L. P s IR LR h\ﬂﬁn
P e At g b DO NOT WHITE IN THIS BOX
e Sttt o o FOR OFFICIAL USE ONLY



| ceriy thal me STarements maoe m S applcancH ana any acCmpanying GOCUBENIcH alg uue, COMPISEE dild GATSUL 1 UHUGSIAIL UIaL ay 1ISp1Eac iauay v iy
false or misleading information made in connection with my application may result in criminal prosecution and may be cause for a_muﬂ__:mi action, induding the loss o
my license; and that the wilful failure o am_mmq while continuing to practice my profession constitutes professional misconduct.

Daytime phon




1. Do you wish to register for the period INdiCale? . . . ... ... .ttt e e e v
2. Since your Jast registration application, _ o
a. Have you been found guilly after inial, or pleaded guilty, no contest, or nolo contendere to a crime {felony or misdemeanar) in any court? . 7}

b. Has any licensing or disciplinary authosity revoked, annulled, cancelled, accepted surrender of, suspended, ptaced o probafion, or refused 38
to issue or renew a professional license or certificate held by you now or previously, or fined, censtired, reprimanded or ofherwise distiplined
c. Are critminal charges pending against You i any QoUNY. . .. .. oo e e e
d. Are charges pending against you in any junsdiction for any sort of professional misconduct? ... .. ... il »
e. Has any hospital or ficensed facility restricted or terminated your professional training, employment, of privileges, or have you voluntarlly
or involuntarily resigned or withdrawn from such assaciation to avoid the imposition of such action due to professional misconduct,

unprofessional conduct, iRCOMPEIENTY, OF NERIGENCET . . . .+ .. e et ettt e ettt e e e e e e et e e L e
8. B Are you- tnider an ohiigation 10 pay I SUDOORT? . o . orvai e T A R R e SRR DR R e TES

b. i you are under such an cbligation, do you meet one of the four requirements listed it the Child Support Law sectiop below? .. ........... . Yes
4. Are you a LS, dfizen o an alien admitted for permanent refidence inthe US.7 ... ... YA«M i B
B i T Rl T o Rl T phad e — «.a#ﬁ —
M e | < S 0O NOT WRITE IN THIS BOX %

FEG SRR {008 = . FOR OFFICIAL USE ONLY




| certify that the statements made in this apphcabon and any accompanying documentation are tiue, nﬂznmﬁm and comedi. | understand that %.u_. mistepresentation or any
false or misleading information made in connection with my agalicalion may yesult in eriminal prosecution and may be cause for disciplinary action, induding the loss ol
gplitinuingo practice my professiol constitutes professional misconduct.




1 1 ou) wih to Feqiater To THe PEOB RIBERRAT, . o, - oionr e 5, e it 500 0 R SRS ST R 058 N ST PN R e i _Yes]

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 (fefony of misdemeanor] in any court? . . . . ;
b. Has any licensing or disciplinary authonity revoked, annulled, cancelled, accepted surrender of, suspended, placed on probation, of refused
10 issue of renew a professional license or certificate held by you now or previously, or fined, censured, reprimanded or atherwise disciplined .H.
¢, Are cnminal charges pending against you In any oourt?. . ... ... . ... PR UN SO RN -

d. Are charges pending against you in %ﬂ_c__maﬁoiﬂﬁqmﬁaﬂ%wmga3_38%% S, o W R S A e T
e. Has any hospital or licensed facility restricted or fenminated your professional iraining, employment, or EE__mmmm or have you voluntanly :
or involuntarily resigned or withdrawn from such assodiaiion to avoid the imposition of such action due fo professional misconduct, !
unprofessional conduct, incompetency, OTNEIGENCE? .. . ..ottt e e :

3. a. Are you under an obligation 10 pay child SUPPIN? . . . ... ..ottt er o r e atva e cseava ot i i b iy e nar ¥ OB
b, if you are under such an obligation, do you meet one of the four requirements listed in the Child Support Law sedlionbelow? .............. Y
4. Areyou alU.s. naug or an alien admitted for pesmanent regidenceinthe US.7 . .. ... e Yos
h..ﬁu:ihhw,nnn..ﬂ - E e e S

™ i iy e

A . R DO NOT WRITE IN THIS BOX
L SO X FOR OFFICIAL USE ONLY

o
R
..# f...

i castify that the stalements made in this %En.&_o.,. and mw__. mﬁﬁ%ﬁﬁﬁ documentation ﬁm nge, Sna_ma ﬂa correct. | undegstand that any misrepreseniation or any
Emm o Eﬁ_mmn_au Egmag Eﬁm i connection with my application may ..am:: in ﬂﬂaﬁ_ ..__._d«mﬂ_aa.. man e um cause for disciplinary acion, including fhe loss of

:
- i -
W



e

"' ‘;-’!{;’ / { /

i

© 228366CLELQDLO000L0LOS

" REGISTRATION RENEWAL DOCUMENT

RS Lo e lor
80 Washington Avenue : Compiete only if change has ocourred

Aspany, NY 12234-1000

11701707

LIC: 228166 .

MME: CLEB CLEVELAND BYRD
YR: 08 14448 NTRIDEC MAR

OFF: 9

EIN: ) PR i .
Gity

StatelZip
PIN: QVO3B28

PROFESSION: G0 MEDICINE '

PERIOD: 04/01/08 - 03/31/10 : © "AMOUNT DUE
Complete and sign reverse side of this application '
Caf 212080406



L
b
———— .

...........................................................................

m Since your last registration application, -
a. Have you been found guilty after tnal, or pleaded guilty, no contest, or nolo contendere to a crime EQ& or misdemeanor) in eny courd? |, .
b. Has any licensing of disdplinary ESSE revoked, annulled, cancelled, accepted surrender of, suspended, placed on probation, o refused
to jssue or renew a professional license or certificate held by you now or previously, of fined, censured, repnimanded or otherwise disciplined you
¢. Are ciminal charges pending againstyou many court?. .. ... ...
d. Are charges pending against you in any punsdiciion for any sort of professional misoconduct? . .. ... .
&. Has any hospita) or licensed facility vesticied o terminated your professional training, E:E&_:ma or privileges, or have you voluntanly

or involuntarily vesigned or withdrawn from such association to avoid the imposition of such action due te professional misconduct,
unprofessianal Gonduct, INconpetency, Or NBGIGENTET v . . . v .1 e v v evrrvrrearr i rav i s tierrrsarierr e ey e

m-m.kfﬁéﬁﬂ%&ﬁ%ggggﬁggi-.:::.:.:_. ........................................................ 1
b. If you are under such an obligadion, do you meet one of the four requirements listed in the Child Support Law seclion below? .._........... — Yes - No
4, Emﬁ_: aU.S. gilizen or an alien admitted for permanent residenceinthe US.? ... .. .. S PSTVOTI .. ZORPMNEY NI VL | SO, - s\ﬂm. Bz

;;, uazﬁim:m_zimmcx *
il st R FOR OFFICIAL USE ONLY



| cestify thal the statements made in tis ﬂw@_m.aac: ang any accompanying documeniation @e true, complete and correct. | understand that m:. misrepresentation of any
false or misleating information made in conneclion with my application may resull in eriminal prosecution and may be cause for disciphinary action, including the Joss ol
my license; and that the williul failure to registes while continuing to practice my profession constitutes professional miscondilct.

e Daytime phonié]

E&m ..a\.usu\,qw

21
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-

REGISTRATION RENEWAL DOCUMENT
THE STATE EDUCATION DEPARTMENT

Professional Licensing Serviees

B9 Washington Avenue

Albany, NY 12234-1000

11/02/09
LIC: 228168
NME: CLEG
YR: 10
OFF ; 1

EIN:

PIN: AB65404

PROFESSION: 60 MEDICINE
PERIOD: 04/01/10 - 03/31/12
Complete and sign reverse side of this application

e e e g

Address change
Complete only if change has ocoured

Street

City

StatefZip

$ 600

AMOUNT DUE



1. Do you wish to register for the period indicated?. .. ...........ooiovoiriiiiiiii it i i s e e e 7
2. Since your last regisiration application,
a. Have you been found guilty aftes tria), or pleaded guilty, no contest, or nolo contendere te a crime (fefony or misdemeanor) in any count? . .,
b. Has any licensing or disciplinary authority revoked, annulled, cancelled, accepted sumender of, suspended, placed on probation, of refused
lo issue or renew a professional license or cevtificate held by you now or previously, of fined, censured, reprimanded or otherwise disciplined you
c. Are criminal charges pending against you in any court?, .. ... ... .. i i e R e
d. Are charges pending against you in any jurisdiction for any sort of professional misconduct? .. ... .. ... it
e. Has any hospital or licensed facility restricted or terminated your professional 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 professional misconduct,
unprofessiona conduct, NCoMpelency, or NEGHTENCE? . . ... vu ettt v e et e ae e ta e
3.8, Ara you'ynder an obligafion to: pay-ohild SUPPORY. «.ccvvupmummmp i vomaamemumme e S e e Y W SRR
b. If you are under such an obligation, do you meet one of the four requirernents listed in the Child Support Law section below? ..............

o L e B b i

ﬁwﬁ;wnwﬁﬁaaﬂ DO NOT WRITE IN THIS BOX A
S o FOR OFFICIAL USE ONLY

4 Ave you a U.S. dtizen or an alien admitted for permanent residence inthe U 8.7 .. .. . . it i e h\,




[certify that the statements made in this application and any accompanying documentiation are true, complete and comect and, further, | attest thal | have updaled mj
physician profile within the six months prior to the expiration date of my registration pericd as a condition of registration renewal in compliance with section mwmm.mﬂa_ of the
Public Health Law. | understand that any misrepresentation or any false or misleading information made in cornection with my application may resull in criminal
prosecuflion and may be cause a_. a.mﬂu_sm__.m action, induding the loss of :E flicense; and iﬁ the willful a__Em a Em_ﬂm_. s_g_m 8%::_5 to practice my professior

8_,_333 protessignal 3_38._
w2/ 2| 9




1. Do you wish to register for the period indicated?. .. .. .ocvveeverreerrommcvencranemvnvarvessornosoon oo B e

2. Since your Jast registration application, P
a Have you been found guilty after trial, or pleaded guilty, no contest, or nolo contendere to a crime (felony or misdemeanor) in any court? .. .. §
b. Has any kcensing or disciphnary authority revoked, annulied, cancelled, accepled surmender of, suspended, placed on probation, or refused  §
fo Issue or renew a professional license or %w_zﬂagﬁ_:iﬁﬂmsﬂﬁ« or Bned, censured, repnmanded or aa.ﬂ!wmamnn.:&qﬂ_c
¢ Are criminal charges pending against You M any cOWt?. ... ... .o L il e
d. Are charges pending against you in any junsdiction for any sort of professional misconduct? ., ... ... .. iiiiiiiii i
. Has any hospital or licensed facility restricted or terminated your professional training, employment, or privleges, or have you voluntaniy
or invaluniarily resigned or withdrawn from such assoaation to avord the imposition of such action due to professiona miscondudt, i
unprofessional conduct, Incompetency, o REgIGENCE? . . ... cvir it a i iiiv v et et e r e ey i

3. & Ard you inder div shigation $6 g child BIDPONT. o.ovouummees s ummis sy ie S i s U S —Yes
b. If you are under such an obligation, do you meet one of the four requiremnents listed in the Child Support Law sectionbelow? .............. Iv..\«mm oS
— YOS

4 Areyou a US. aﬁﬂﬂﬂ.ugmﬂ:&ﬂftﬂaﬁﬁfﬁ%ag@cm ......................................... R |

GOZO...EQ.HEE.@&ON
FOR OFFICIAL USE ONLY

certify that the stalements made i this application and any accompanying documentaton are ue, complete and coredt and, further, | nwmﬂ?ﬂm have updated my
physician profile within the six months prior to the expiralion date of my registration period as a condiion of registration renewal in compliance with section 2995-a(4) of the
Public Health Law. ) understand thal any misrepresentadion or any false or misleading nformation made in connechon with my applicaion may result in criminal
iéigggﬁfﬂ%qﬁﬁ_ a..?aamrwmaaw.o@mﬂ!n Eﬂsm!__ﬁgma:ﬁmﬁi.__mg__;!a Sﬂwa_owaqﬂaﬁmg

i Daytime m_._ﬂ__mﬂ,




[- NYS Professions Registration Renewal Summary ' Pag% 1of2

OEERSE
OF THE
ROFESSIONS

Registration Renewal - Transaction

89. Washmgton Avenue
Albany, NY 12234
518-474-3817

Main Page | Logout

License Number : 228166
Profession : MEDICINE
Renewal Period : 04/01/2012 through 03/31/2014

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

Online. -
- rfrw.'

CLEVELAND BYRD

Renewal Status : Paid On-line - Renewal Complete

Offices Selected for Renewal:

Fee
] _ 12809 ek $ 600
ALBANY MEDICAL COLL, DEPT/MEDICINE MC 158, 47 NEW SCOTLAND AVE, ALBANY, NY,
2) $10
12208,US
Response to Questions :

Questien : Response

1) Have you been found gullty after trial, or pleaded gui ty, no contest or nolo contendere to a crime »
(fetony or mlsdemeanor) in any court?

2) Has any I|cen8|ng or d:scipllnary authonty revoked, annulled, cancelled accepted surrenderof
suspended, placed on probation, or refused to issue or renew a professional license or certificate
held by you now or pre\nousiy, or fined, censured, repnmanded or otherwise d|SC|pI|ned you’?

3) Are cnmmal charges pendlng agalnst ycu in any court?

4 ) Are charges pendlng agalnet you in any JUI‘ISdICtIDn for any sort of professwnal mlsconduct’?

5) Has any hcsp|tal or licensed facility restrlcted or terminated your professmnal trammg
employment, or privileges, or have you voluntarily or involuntarily resigned or withdrawn from such
association to avoid the imposition of such action due to professional misconduct, unprofessional
conduct, mcompe’tency or neghgence?

8 ) Are you under an cbllgatlon to pay child support'P No
7 ) Are you a U.S. citizen? Yes

License Renewal Payment Details:

Receipt No 14267258982
FPayment Date :03/26/2012

httpsi//eservices.nysed.gov/profs/paymentAction.do?method=validate 12/12/2012




kS
Inthe space below, give a completa record of your education preparation.  Attach additional sheets if necessary. .
; hl

4 e

UWmvers iy o6 puskugh
© Diisucan  PA_dsA (e

Diploma or Degrea Obtained .
i Numbser of
SCHOOLS ATTENDED AND LOCATION (including country) ey List diploma or degres tites in if o ma or dogres,
st Atlanded onginal language and transfate. numbsr of credits eamed

List schools in originat language and transtate. ncicate yoar obialied
High School or Sacondary

O Cvodlodt- [-]-\,blf\Sd’WDI - o 2‘15«"5

Ausnn Te USA (sce Add: suct)
Postsecondary Proprotessional
(Exclusive of Medical School) 7 o G323 hrs
D Unwerstdy ofF Texon
baBdn % WS A s

Medical Education (Professlonal)
(LEst all medical schools attended)

® Naw York

deednco Collog
Voddnod o INM s

ol i ¥) E)(C}[aﬁ cod Scench <

L A0

If you completed clinical clerkships in a country other than where your medical school is located, give the dates and location of
these clerkships. Attach additional sheets if necessary.

Inclusive Clerkship Dates

Medical School with which

Name o Health Care Facility
Clerkship Affiliated and Address

Clinical Area And Addrass

INTTLS

employrment,

Provide a chronological list of all activities since graduation from professionat school to the present. Include vacation perinds and periods of
Attach additional sheets if necessary,

DATE (mm/dd/yy) Type of Activity, Beginning with Date of Graduation from Professional School.
. From Che) To Include Name and Addrass of Employers.
5ligjo0 |@RHoO | Vacaton
6fadlo0 |6f23[ol | Tvamsihmnal Arsidowons MadroWest gagelical
Qemter  Bvaminsnam  MA
Us Lnenlin 5% o130l -91CF
Hilol | present] Fowaly ProcChice  @asigomcy
L ’ Mo meew cod  Conde
P laaasy NM ) 2309
FORM 1, PAGE 2 COMPLETE NEXT PAGE November 9




iz

,Compleie' item 19 only If you are a graduate of a program not registerad by Now York State or LOME or ADA accredited.
.Hr:we you completed alf portions of the examination requirements for ECFMG certification? L_J Yes Ll no
Da you currently hold a valid ECFMG cerlificate? dves [ Ne
Please complete and forward the ECFMG form enclosed with this application packet.

@l Are you applying tor licensure on the basis of a Fitth Pathway program? L] ves WNG
It Yes, list name and loeation of medical school or hospital and the inclusive dates of attendance,

Narne and Location of Medical School or Haspital Inclusive Dates of Atlendance

@ List in English, all specialty qualifications you have eamed. (.o, Board Specialty Certification or Diplomate Certificate)

Name ot Qualifications Name and location of organization issuing credential

I_g-_a_’ Wbe applying for USMLE Step 3
OR

[:.l Ihave successfully completed the examination combination indicaled below:

EXAMINATION COMBINATIONS

1 usMLE Steps 1,2, and 3 [ USMLE Step 1, NBME Part 1, and USMLE Step 3
3 FLEXParts ), If, and [[) USMLE Steps 1 and 2 and NBME Part 1l
[:] FLEX Components | and Il . l:_] USMLE Step 1, NBME Part I, and FLEX Component ||
(] neme Parts 1, 1, and i (1 NBME Part 1, USMLE Step 2, and FLEX Gomponent 1
(d NBME Parts 1 and It and USMLE Step 3 (L] USMLE Steps 1 and 2 and FLEX Gomponent I
(] NBME Part I, USMLE Step 2 and NBME Part It [} NBME Parts I and If and FLEX Companent 4
[:.] NBME Part |, and USMLE Steps 2 arxi 3 E] FLEX Component | and USMLE Step 3
[} USMLE Step 1, and NBME Parts i and i (3 neoMe Parts 1, 1, and 11
] oter:

Date examination sequence was completed

O T R B R F s

November 99 FORM 1, PAGE 3




)

@' Are you licensed or have you ever been licensed as a physician in any other stats or country?
1 yes, list each jurisdiction. In addition, you must have a Form 3A or 3B, as appropriate, submilted. See pages 14 - 15,

'WYQS e .-

Basis of Licensyre
State or Date License Numbar e Any Limitations
Country Issued m’f::"p‘;g;‘:;; % — Other on License
Commamn wesih @,/m[ﬁo{:l 20715 | Cimuted
Zag 1svattor
MMMM%M 7o Sevvt 45

(-2 V1

Prac?
only i

Lan S

& fhA M-}ﬁw"
| Badwin 1O

R

fi
Pl Ao WES
el el Crtee

a apfi ltodtS
Wyv h,:\.g',{-i—(‘..d

It you hold a New York State ficense In another protession, indicata the profession, your license numbar and date of licensure below.

Profession

License Number

J Date of Initial Licensure (mim/ddfyy)

/ A
! /
/ !/

@ CHILD SUPPORT OBLIGATION:

Naw York State General Obligations Law, section 3-503, requ
there of, to file a written statement that, as of the date of the fili

ires every applicant for a professianal license, pemmit, or registration, or any renewal
ng, he or she is, or is not, under an obligation to pay child supporl. tndividuals who

are four months or more In arrears in child support may be subject to suspension of thelr business, professional and/or deivers licenses,
The intentional submission of false written statements for the purpose of frustrating or defeating the lawiul enloreement of support obligations s
punishakle pursuant to section 175.35 of the Penal Law.

You must complete this section befare we can issue the credential for which you have applied. Individuals who are under an obligation 1o pay child
support but are not in compliance with the General Obligations Law can be issued a credential for no more than six months to discharge child suppont
obligations consistant with that law.

Check only A or B below. I you cheok B, you must check one of the five statements listed below it.

A { am net under an obligation to pay child support:

OR

B D I .am under an obligation to pay child support and (please check only one of the following)

l:::} | am current and am not four months or more in amears in the payment of child support: or,
I:] | am making payments by income execution gr by court agreed payment plan or by a plan agreed to by the parties; or,
L_..| The child support obligation is the subject of a pending court proceeding; or,
Clram receiving public assistance or supplemental security Income; or,
D None of the above four statements apply.

FORM 1, PAGE 4

November 89
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a

| S ) No. QZQM)/

STATE O0F TEXAS Doz

IN RE Laura Elizabeth Cleveland, AN ADULT

DECREE CHANGING NAME OF ADULT

DATE. This case was tried on the é_%{ day of/&:éf, 19_;5&?
APPEARANCES. Petitioner, Laura Elizabeth_Cleveland, appeared in

person and by attorney and announced ready for trial,

FINDINGS. The Court examined the pleadings and heard the
evidence and argument of counsel. The court finds that all necessary
residence qualifications and prerequisites of law have been legally
satisfied, that this Court has jurisdiction of all parties and subject
matter of this cause. All persons entitled to citation were properly
cited,

The Court finds that there is good cause for the change of name of
the Petitioner and that the change of name is in the interest or to the
benefit of the Petitioner.

NAME CHANGE ORDERED. IT IS ORDERED that the name of the

Petitioner, Laura_Elizabeth Cleveland, be changed,

NEW NAME, IT IS ORDERED that the new name of the Petitioner be
and is Byrd Eljzabeth Cleveland.

CosTs. All costs of court in this case are adjudged against
Petitioner. '

RELIEF DENIED. ATl relief prayed for and not granted in this order
is denied.

SIGNED thisﬁ&_ day of M 19%

Judge Presiding

?fHN PICKSON, District Clerk, Yeavis Coungy,
:'.'"3' uad nereny cerary mat this s @ tree ana
c:.rnc: COpY @ sanm apnmary o jecord in my
CRg2 Witness myv_pang angd seay of office u?:

- L

JOHN DICKSON, DISTRICT 1R
By Deputy ) .q..a.-..n-..K.__ @'zﬂ .J-/




Byro Cleveland, M.D.

SECTION Il : CERTIFICATION OF PROFESSIONAL

INSTRUGTION TO SCHOOL: Please domplete this section, sign certifying slatement, attach the information in ftem 5 and send directly to tha Office
of the Professions at the addness shown below.  This form will not be accepted [t returnod by the applicant or any other party.

E'] Applicant's Enlrance date: 8 f 5 { 96 Complation/Withdrawal Date: 2 { 19 / 00
edicine
[Zl Degreefdiploma confernad; Doctor of Medici Oate of corfersal; ) ! 19 00
3 | Did the applicant receive advanced standing based on prior academic work? 2 ves ?S’f NO
If Yos, indicate when the prior work was complated botow,
Narne of |nstitution; Dales of attendance: to
Submit with this form: (1) An official transcript of studies et your Institution, and
{2) Copies of documentation in your fik2 to support the granting of ransfer credit.
E For Applicants from N.V.5. Registered or LOMEIAOA Acceredited Medical Schools: /
Applicant met LCME/ACA requirements for admission to medicalosteopathic schent?  [EKYES [ No
i No, number of preprofessional pastsecondary credit hours completed by applicant prior to admission to
medicalschool ________ semesterhoursof __________ quarter hours.
5 f For All Other Applicants:
Years of education required for admission into your medical school:
Preprofessional credential/degres submitted by applicant for adgmission into your medical schock;
Was Soclal Servios required? Qves Owo If Yes, give indusive dates and name of institution in which requirernant was met,
Institution: Dates: to
:rda? nz: g.re-gfaduanun intemship required? Oves Cwno if Yes, give inclusive dates and name of institution in which requirement
Institution; Dates; 1]

Submit with this form:
A An official ranscript (course record, index, or marksheets) showing courses laken at your institution
and accepted from other institutions for transfer of credit of convalitation,
The trapscript must bear the ariginal signature of the dean, principal, rector, or registrar and original seal of the school.
B. A copy of docurnentation from your filas to support the granting of transfer credit or convalidated course and clerkships,

C. List of clinical clarkship completed outside jurisdiction where medical sehodi is located, induding (for each): area or speciatty,
starting and ending dates of clerkship, and name and pddress of hospital where cierkship was performed,

FOR ATTENDEES OF CIFAS, CETEC, AND UTESA, this kst must include all elerkships completed, both insido and cutside tha jurisdiction where the
medical school iz/was ncatad.,

1 certify that to the by ; pnd belipktlfomgoing is a true statement of the record of the individual named on this form,

Signature: __ /2 g8} " A ? [N \'\:5} 5

Title: Unlversity Registrar
PRI New York Medical College (SEAL)
Horgas Sunshine Cottage
Valhalla, NY 10595
Tetophone: __ 2 14=594~4495 E-mail address: —

Date: _____1_g [ 9,, ! ___Q,_%
CERTIFICATION 1S NOT ACCEPTABLE UNLESS DATED AFTER GRADUATION.

New York State Education Department, Office of the Professions, Division of Professional

Retum thie Form and melartal requested above to: |\ cing Services, Medicine Licersing Unt, 68 Washington Aversas, Albary, NY 12234-1000,

FORM 2, PAGE 2




SECTION 11 ; OERTIFIF.#T}ON OF POSTGRADUATE TRAINING

[}
INSTRUCTION TO HOSPITAL: Please camplote this section, sign certifying statement, and retum the form diractly to the Division of Professional
Licensing Services at the address shown balow. This form wiil not be accapted if retumed by the spplicant.

This Is to certify that B_Ll VC/ a/@u&(d#\d

(Phjrsician'’s Name)

a graduate of NW Nor ‘C. V\Mdtﬂ.&.l Couf‘ﬂjﬂ

(Metical school)

was enrollad in & postgraduate trakning progearm(s) approved by the Accreditation Council on Graduate Medical Education, the
American Osteopathte Assoclation, or Royal Coliege of Physicians and Burgeons of Canada at

4, L #Hlotiray Ay 7320%

(Marne and iocation of Hospiiaf

Lavel of Trainkng (example PGY-1} Clinical Arga tnclusive dates Succassfully completed
{rowmiddlyy)

- u:’\ F.0/10/ 6 &Eves Qwo
il NP A | 2020 1 g2 | O nprogrons e
. Qvyes QOwo
; 0,/ 0L
Pé"f 3 m&k\w g :30 :03 G In progress; satis-

facterv to date

5 A { o]
M / ! 0 O ves Qw

I : In prograss; satis-

(A by : L - factorv to date
! ) [T} 'n prograss; gatia.

factorv to date

! / to Ovyes Owo
! ! L-:] In progross; sgtfg-

factorv o date

If this physician did not successfully complete the postgraduate training program, plaase attach a letter of axplanation with this form.,
() Explanation is attachad
i am the director of medicat education or department chair of tha clinical area. | was tha program director for the physician named above during the

pasigraduate training indicated and have carefully read and completad this fom and hereby attest that the staternents made herein are shricy true in
avary respect and are supported by hospital records,

Signature of Director/Chain @m/@ &MA{”/;

Type or Print Name of Director/Chair. ad%erfﬁ é’?,a EMW
Title or lpomn:-DWAm, ﬁﬁ’)ff;

Instiution: { )/ﬁﬁ Add ‘m ﬂ/i(jfﬂ ﬂ ,ﬂ m) ' (SEAL)
o—— /’I/bﬂﬁ fu’i{’ﬂ{_/ﬁmﬂ{ MM " JACSD
AL, e N 1l 8
Telephona: ﬁ?"‘%g G2 %C?r Date: // Lﬁ!ﬁ_&/
e-mail daress: (' K (] I/’é &) / LA 2 LA

Return thls Form ta:  Mew York State Education Departmant, Office of the Professions, Division of Professional
Licensing Sarvices, Medicine Licensing Unit, 89 Washington Avenus, Albany, NY 12234.1000,

FORM 2PGT, PAGE 2




SECTIONHI : CERT!F‘IGATION OF POSTGRADUATE TRAINING

INSTRUCTION. TO HOSPITAL: Piease complate this section, sign certifying statement, and rotum tha form directly to the Division of Professional
Licensing Services at the address shown below, This form will not be acceptad If mturnad by tha applicant.

This is to certify that __ ._,._.ﬁigg_ Vd J”Q{CA,VC/(QWCI —

(Physician’s Name,
@ graduate of NW Yorlk MC“.C&,\ Cﬂ“fﬁ?@-

{Meodical school)

was enrolled In a postgraduate training program(s) approved by the Accreditation Council on Graduate Medical Education, the
Amesican Osteopathic Association, or Royal College of Physicians and Surgepns of Canada at

MervoWest Medical Combey  Fyommng hame MA

{Narre and focation of Hospital)
Lovel of Training {axample PGY-1) Clinical Area fnclusive dates Succesafully complated
{mrdtldiyy)
PeM - Transi okl 6,24, 0, BYes Qwo
3 o [ in progress; satis.
Res “{ﬁ““{ b ;23,0 factorv 1o date
Cihves Owo
! / o
In progress; satis-
! / m factorv to date
J ; s Ldves Cwo
in progress; catis-
L / D factorv to date
/ / 1o DJves Owo
! ! [ in progress; satis-
factorv to date
I ! to Cryes Dwo
amenihey. L3 In progress; satis-
factorv to date

If this physician did not successfully complete the postgraduate training program, please attach a ktter of explanation with this form.
{O Explanation is attached

Iam the director of medicat education or deperiment chair of the clinical area. 1 was the program director for the physician named above uring the
postgraduate tralning indicated and have carefully read and completed this form and hereby aftest that the statements made herein are strictly true in
every respect and are supported by hospital records.

Signature of Director/Chair. ré/ fg 4 .{ / W{/ﬁ» M'{(M ( [/{{/ /ﬂv

Type or Print Name of Director/Chair Matthias M. Nurhbevrgey M,.0,
Titla or Official position:Director, Transitional Year Progranm

Institution: MetroWest Medical Center-framingham Union Hospital

{SEAL)
Address: __ 115 _Lingcolih Street

Framingham MA 01702
Talephone: _ B 08~-383-168F _Date: 12 6 v 02

E-mail Address:

Return this Form to:  New York State Education Department, Office of the Professions. Divisian of Professional
Licensing Services, Medicine Licensing Unit, B9 Washington Avenue, Albany, NY 12234.1000.

FORM 2PGT, PAGE 2




228lbb(LELOODLODOLORD3

Mm
REGISTRATION RENEWAL DOCUMENT

y
THFE STATE COUCATION QE PARTMENT
Profes3iorud Lig enprg Seraces Name/address chanye
m1fﬁ?fga§5'?o& Complete anty 4 change has occurred
‘ 09/05/03
LIC, + 228166 e
NME: CLEG CLEVELAND BYRD Sheot
YR, 03 ALBANY MEDICAL COLL
OFF: 2 DEPT/MEDLCINE MC 158
ooe - 47 NEW SCOTLAND AVE
S5N: ALBANY NY 12206-347%
EIN: City
State/Zip

PROFESSION g MEDICINE —
PERIODD 04/01/03 -~ D3/31/05

AMDUNT DUE
Tomplete and sign reverse side of this application



cedlbb(LELODDLODDLOROS

e e —————— e e s —
REGISTRHATION RENEWAL DOCUMENT
FHE STATE EDUCATION DEPARTMENT Name/address char

ERmasanal eanas Sarvsxs Com f change has cocured
Albany. NY 1 72234- 1000 plBEny oihange hasioccuin
11/01/04
LIC: 228166 Name
NME: CLEE CLEVELAND BYRD ¥heel
YR; 05 ALBANY MEDICAL COLL ;
OFF: 2 DEPT/MEDLICINE MG 158
EIN: 47 NEW SCOTLAND AVE
ALBANY NY 12208-3479 Ciy
StatefZp
PROFESSION: g0 MEDICINE

PERIQD: Q4/01/05 - 03/31/08 AMOUNT DUE
L Complate and sign reverse side of this application

——

Col 27 DV2Z04



2cdlbb(LELDDDLDODLO20k

REQISTRATION RENEWAL DOCUMENT
BRTMENT

THE STATE EDUCATION DEP
Frafessional Uicersing S

]
B9 Waahingon Avenle
Aoy, NY 128341000

11/01/08
LIC: 228186
WNME: CLEG - GLEVELAND 8YRD
YR: 06 ALBANY MEDICAL COLL
OFF: 2 DEPT/MEDICINE MG 1%B
EEIN: 47 NEW SCTOTLAND AVE

ALBANY NY 12208-3478

PROFESSION: 80 MEDICINE
PERIOD: 03/01/06 - 03/31/08

Completo and sign reverse side of this application

Conk 2HR-NCX IR

Mame/address ch
CmnﬁﬂuanHéﬂﬁ%eannmmm

Name

Street

City

StateZip

AMDUNT DUE



2eblbbC(LELOD01000L030b

REGISTHATTON FIENEWAL DOCUMENT

E STATE EDLICATION DEPA|
Prm‘cn siong Lioghsing Bemoes Nanﬂaddress _Ghﬂlgﬁ
ﬁm @m Compisie only if chenge has occurred
07/08/06 Nama
LIC: 228166
NME: CLEG CLEVELAND BYRD Shoot —
YR 08 326 S0UTH PEARL ST
OFF; 3 ALBANY NY 12202-0000
EIN:
StatefZip
PROFESSION: g0 MEDICINE

Y Gomplete and sign reversa side of this application



2281bLCLELDO01000L0312 MAR 3 ¢ 2012

REGISTRATION HENEWAL DOCUMENT

THE STATE EDUCATION DEPARTMEN Address dlﬂ'l
Professiona Licensng Services f
h
. bmw%% Complete only if change has occurred
0A/23/12
LIC: 228166 : St
NME: CLEG CLEVELAND BYRD
YR: 12 UPPER HUDSDN PLANNED
OFF: 3 PARENTHODD
EIN: . 855 CENTRAL AVE :
ALBANY NY 12208-0000 City

State/Zip
PIN: Al17B62

PROFESSION: 60 MEDICINE II

FERIQD: 04/01/12 - 03/31/14 AMOUNT DUE
Complete and sign veverse side of tivs application '



c28lbb(LELD00LOCOLD31R2

S e
REGISTRATION FIENEWAL DOCUMENT
THE STATE EDUCATION DEPARTMEN

Prafessonal Licensing Services
89 Washingan Avenua
Albarty, NY $2234.1000

LIC:
NME :

YR:

OFF:
EIN:

PROFESSIDN: BO
PERICO;

03/23/12
228166
CLEG
12
3

PIN: AlI17862

MEDICINE
04/01/12 - 03/31/14

CLEVELAND BYRD

UPPER HUDSON PLANNED

PARENTHODD

855 CENTRAL AVE

ALBANY NY 12208-0000

Complete and sign reverse side of this apgpiication

MAR 3 ¢ 201

Address change
Complete only if change has occumed

Street

City

State/Zip

AMOUNT DUE



