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License Information:

CAL BOARDMOF CALIFORNIA

The following information is maintained by the Medical Board of California. For more information, click on the blue tabs

above.
License: A 92178
Licensee may be a U.S. or Canadian medical school graduate whose pathway to licensure
was based on the FLEX (Federation Licensing Exam), USMLE (United States Medical
Licensing Exam) or LMCC (Licentiate of Medical Council of Canada) written examination
and has been licensed less than four years in another state OR may be an International
medical school graduate whose pathway to licensure was based on the above exams or
approved combinations of the NBME (National Board Medical Exam), FLEX or USMLE.
License Type: Physician and Surgeon
Name: ROY SILVER, M.D.
Address of Record: SUITE 444E
8631 W 3RD STREET
LOS ANGELES, CA 90048
Address of Record County: LOS ANGELES

License Status:

License Renewed & Current
Licensee meets requirements for the practice of medicine in California.

Public Record Action(s):

No Public Record Actions available

Original Issue Date:

July 15, 2005

Expiration Date: July 31,2013
School Name: ST. GEORGE'S UNIVERSITY SCHOOL OF MEDICINE
Year Graduated: 2000

Survey Information:

The following information is sel-reported by the licensee and has not been verified by the Beard.

Activities In Medicine: PATIENT CARE - 40+ HOURS

Primary Practice Location Zip Code: 90048

Board Certification(s): No board certifications identified

Primary Practice Area(s): OBSTETRICS & GYNECOLOGY

Secondary Practice Area(s): No secondary practice areas identified

Post Graduate Training Years: 4 YEARS

Ethnic Background: CAUCASIAN/WHITE/EUROPEAN/MIDDLE EASTERN
Foreign Language(s): HEBREW

Gender: Male

Public Record Action(s):

Please select the Public Record Documents tab to view the public document database. If information is posted in the
Administrative Disciplinary Actions, Court Order, Administrative Citation Issued, or License Issued with Public Letter of
Reprimand categories below, documents may be available for review. To find out what information is and is not available,
please click liere.

Administrative Disciplinary Actions:
The Medical Board's public disclosure screens are updated periodically as new information becomes available. Please contact the Central
File Room at (916) 263-2525 or at 2005 Evergreen Street, Suite 1200, Sacramento, CA 95815, to obtain a copy of public documents at a
minimal charge.
No Administrative Disciplinary Actions found.
Court Order:
This information would be provided if a physician's practice has been temporarily restricted or suspended pursuant to a court order. Please
contact the Central File Room at (916) 263-2525 or at 2005 Evergreen Street, Suite 1200, Sacramento, CA 95815, to obtain a copy of the
public documents.
No Court Orders found.

Administrative Action Taken by Other State or Federal Government:
This information is provided by another state/federal government agency. The Medical Board of California may take administrative action
based on the action imposed by another state/federal government agency. For more information or verification, contact the agency listed
below that imposed the action. .
No Administrative Actions Taken by Other State or Federal Government found.
Felony Conviction:
The information provided only includes felony convictions that are known to the Board. All felony convictions known to the Board are
reviewed and administrative action is taken only if it is determined that a violation of the Medical Practice Act occurred. For more
information regarding felony convictions, contact the court of jurisdiction listed below.
No Felony Convictions found.
Misdemeanor Conviction:
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California Business and Professions Code section 2027 (A)(7) states effective 1/1/07, any misdemeanor conviction that results in a
disciplinary action or an accusation that is not subsequently withdrawn or dismissed shall be posted on the Internet. To see if a conviction
has been expunged or dismissed, please contact the court below.

No Misdemeanor Convictions found.

Administrative Citation Issued:

A citation and/or fine has been issued for a minor violation of the law. This is not considered disciplinary action under California law but
is an administrative action. Payment of the fine amount represents satisfactory resolution of this matter.

No Administrative Citations found.

License Issued with Public Letter of Reprimand:
The Medical Board of California has concurrently issued the applicant a medical license and a Public Letter of Reprimand for a minor
violation that does not require probationary status or warrant denial. The issuance of a Public Letter of Reprimand is not considered
disciplinary action and is not reported to the National Practitioner Databank or the Federation of State Medical Boards.
No License Issued with Public Letter of Reprimand found.
Hospital Disciplinary Action:
The action taken by this healthcare facility against this physician's staff privileges to provide health care services at this facility was for a
medical disciplinary cause or reason. The Medical Board is authorized by law to disclose only revocations and terminations of staff
privileges. The Medical Board is prohibited from releasing a copy of the actual report or any other information.
No Hospital Disciplinary Actions found.
Malpractice Judgment:
A malpractice judgment is a payment for damages and does not necessarily reflect that the physician's medical competence is below the
standard of care. The Medical Board reviews all such reported judgments and action is taken only if it is determined that a violation of the
Medical Practice Act occurred. The Medical Board is prohibited by law from releasing a copy of the judgment report or any other
information concerning the judgment. For more information contact the court of jurisdiction listed below.
No Malpractice Judgments found.
Arbitration Award:
An arbitration award is a payment for damages and does not necessarily reflect that the physician's medical competence is below the
standard of care. The Medical Board reviews all such reported arbitration awards and action is taken only if it is determined that a
violation of the Medical Practice Act occurred. The Medical Board is prohibited by law from releasing a copy of the arbitration award
report or any other information concerning the award.
No Arbitration Awards found.

Malpractice Settlements:
A settlement entered into by the licensee is a resolution of a claim for damages for death or personal injury caused by the licensee's
negligence, error, or omission in practice, or by his or her rendering of unauthorized professional services. The Medical Board is required
by law to disclose certain information related to the existence of multiple settlements made on or after January 1, 2003 in an amount of
$30,000 or more. .
No Malpractice Settlements found.

Note: '""No information available from this agency'' may not indicate none exists; but indicates no information has been
reported to the Medical Board of California and/or that the Board is unable to post the information on the Web site by
law.

Public Record Documents:

All imaged documents provided by the Medical Board are being made available to provide immediate access for the
convenience of interested persons. While the Medical Board believes the information to be reliable, human or mechanical error
remains a possibility, as does delay in the posting or updating of information. Therefore, the Medical Board makes no
guarantee as to the accuracy, completeness, timeliness, currency, or correct sequencing of the information. The Medical Board
shall not be responsible for any errors or omissions, or for the use or results obtained from the use of this information. The
types of documents which are available include, but are not limited to, accusations, decisions, suspension/restriction orders,
public letters of reprimand and citations. '

No documents found.

Please note that documents with an effective date prior to calendar year 2000 may not be available via the Web. To
obtain a copy of the documents not posted on this site, please contact the Central File Room at (916) 263-2525 or click here for
information on ordering public documents,

Disclaimer

All information provided by the Medical Board of California on this Web page, and on its other Web pages and Internet sites, is made available to provide
immediate access for the convenience of interested persons. While the Board believes the information to be reliable, human or mechanical error remains a
possibility, as does delay in the posting or updating of information. Therefore, the Board makes no guarantee as to the accuracy, completeness, timeliness,
currency, or correct sequencing of the information. Neither the Board, nor any of the sources of the information, shall be responsible for any errors or
omissions, or for the use or results obtained firom the use of this information. Other specific cautionary notices may be included on other Web pages maintained
by the Board. All access to and use of this Web page and any other Web page or Internet site of the Board is governed by the Disclaimers and Conditions for
Access and Use as set forth at California Department of Conswmner Affairs' Disclaimer fnformation and Use Information.
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STATE OF CALIFORNIA — STATE AND CONSUMER SERVICES AGEN )

DICAL BOARD OF CALIFORNIA )
Corric . 1426 Howe Avenue. Suite 54, Sacramento, CA 85825-3236 :
’ L TEL (916) 263-2499/FAX: (916) 263-2487 Internet: www.medbd.ca.g
S

APPLICATION FOR PHYSICIAN S AND SURGEON'S L1 0{)1.@;31

Please READ alli |rlistru‘cﬁdns riort&conmle@-d this application. ALL questions on this applicationmust be answered, and alisupporting documents mustbe -
submitted as p peri ;tructlons Please type or print neatly. When space provided is insufficient, attach additional sheets of paper. All attachments are

considered part bftdaEBEMBP R 0 6 R AH
FALSIFICATION OR MISREPRESENTATION OF ANY ITEM OR RESPONSE ON THIS APPLICATION OR ANY . MBC USE
ATTACHMENT HERETO IS A SUFFICIENT BASIS FOR DENYING OR REVOKING A LICENSE., ONLY
1. NAME: Last - First Middie ' Personal

S14veR . Roy ‘ W™

2. Other names you have used (include maiden name): 3. U.S. Social Security Number*

. | .
— S
' 4A.(PUBLIC ADDRESS will be released by the Board tothe publlc) Number and Street/P_.0. Box/Rural Route/Apartrnen Y . i

Zip Code . Country

5.4

{CONF BENTIA ADDRESS) Number and Street/Rura outelApartmemNumber,lfany [Applicants must provide a confidential street

addressif a P. 0. Box is used as the Public Address in #4A above.]
ZipCode " Country
Vs 4
i 6. California Driver's License Number (optional):
i NUMBER EXPIRATION
i
8 sex: O Male O Femate © 9. Areyou a U.S. citizen? Yes 3 No
| — ;
i 10, Have you ever filed an application for Phystclan 's and Surgeon’s examination or Ilcensure in California?
O Yes & No

IF YES, PLEASE GIVE DATE PREVIOUS APPLICATION WAS SUBMITTED.

14. Listthe names and locations of all colleges or universities attended where pre-professional, postsecondary instruction was received.
Please submit official transcripts with the school seal affixed for each school attended. Transcripts will not be returned.

Name H City, State, Country . ' Dales of Attendance |
BRAwoers v | WheTam M4 US4 ' 0?,/ 71 - 05] % j

N : |

. 12, Listthe names and locations of all schools where professional medical instruction was received, and, where applicable, the degree awarded. *
PLEASE SUBMIT: 1) an original Cenrtificate of Medical Education (Form L2) and oMicial transcripts with the signature of the dean or registrar -

| . and the school seal affixed from each school attended; and,

) 2) an onginal medica! diploma and a 6 1/2" x 11" photocopy (origbinal diploma will be retumed). ' ! L2 Trans
. School Name - . . City. State. Country ' Dates of Attendance Degree Awarded ; )
- iy : . P ; . . a . . .
ST beieged Uil (Ll iy, WEST Thd/Es 08 / 76 —~ ¢ 6,/ oo MD
DOCTOR OF MEDICINE DEGREE, as referenced above:
Name of Medical School Aadress of Medical School Exact Date of issuance
. . ) ’ N ’ M .
ST beerse e (rretads West Dndies _ 96[16/ 0
) 7 ! 7 = . fron
* MANDATORY DISCLOSURE OF U.S. SOGIAL SECURITY NUMBERS b MEOE B

collection of your social secunity numbar  Your $0¢ial secunty number will be used exclusively for tax enforcement purposes for purposes of comphiance with any juagment
or order for family suppart in accordance with Section 17520 of the Farmily Code or for verification of icansure or examination status by a hcensing or examination entity
which utilizes a national exammation and where licensura (s reciprocat with the requesting state I you faul to disclose your social secunty number your application forintial |

i

1

‘ Disclosure of your U § social securily number 1s mandatory Section 30 of the Business and Professions Code and Public Law 34-455 (42 USCA 405(c}2)(C)) authorize i
!

'l hcensure wilt not be processed AND you will be reported (o the Franchise Tax Board, which may assess a $100 penalty against you

i School Code

Q7A-100(Rev.3/01)



: |
' 13 Haveyou takenanyofthefollowmgwntten examlnahons. Nauonal Boards otherstate boards. USMLE SPEX, FLEX ECFMG or LMCC? '
e o . T Lo ' B Yes DNo

-} LIMITED LICENSE, OR PERMIT. AN ORIGINAL OFFICIAL LETTER OF GOOD STANDING (LGS), OR COMPARABLE LICENSE HISTORY CERTIFICATION, 1S REQUIRED FOR EACH PERMANENT, . * .
.’ TEMPORARY; TRAINING, PROVISIONAL, LIMITED LICENSE, OR PERMIT OBTAINED IN ANY U.S. STATE, U.5. OR CANADIAN TERRITORY, CANADIAN PROVINCE, OR U.S. FEDERAL JURISDIC- ! 'LGS_' .
! TION. EACH LGS, OR COMPARABLE CERTIFICATION, SHOULD BE MAILED BY THE ISSUING AUTHORITY DIRECTLY TO THE MEDICAL BOARD OF CAUFORN!A. R R
Jurisdiction - .+ - Ucense Number. I Date of Issuanca ‘ . Datesof Pracnce in that Jurisdiction * j
: at
. [ H
[ — M 1
I i
: !
L ' -
15. Do you hold any other professronal lrcense m any state, terntory, rovmce, country, orU.Ss, federa! Junsdlctlon?
‘ D Yes E No |-
IF YES;, PROFESSIONA : : rLICENSENO. o . _, JURISDICTION: o .
' : ' : : i Other -
. Professional

MBC USE
~_ONLY

T

F VES, LIST NAME LOCATION, DATE AND RESULT OF EACH EXAMINATION FAILURES MUST ALSO BE DISCLOSED EACH B(AMINATION AGENCY MUST SUBMIT AN ORIGINAL OFFICIAL .
+ EXAMINATION HISTORY REPORT DIRECTLY TO THE MEDICAL BOARD OF CALIFORNIA, - THESE REPORTS WALL NDT BE RETURNED. :

Date- - Resun’ (Pass/Fail)

Examination

7
i
.
'

. 14, Have you everbeen !icensed to pracuce medlcme in any state. temtory, provmce. country, or u 8. federaljunsdlcuon? . ”g:;':"

DYes.mNo

! IF.YES, UST THE JURISDICT!ON LICENSE NUMBER, DATE ISSUED AND DATES OF PRACY ICEIN THAT JURISD]CT]ON. PLEASE INCLUDE PERMANENT’ TEMPORARY TRAINING. PROVIS!ONAL

. . : . Liconses

HAS THIS UCENSE EVER BEEN REVOKED, OR SUBJECT 7O DISCIPUNE7 IF YES, PLEASE PROV]DE ALL OFFICIAL DOCUMENTATIDN REGARDING THE MATTER IN-ADDITION TO A WRITTEN E ¢

EXPLANATION YOU ARE ALSO REQUIRED TO REPORT ANY MATTER THAT IS PENDING OR m WHICH CHARGES HAVE BEEN DROPPED OR EXPUNGED, * - i
. . H

3 D ves @ o .

i : : R R
16A. Are you currently, or have you ever been, a participantina postgraduate training program ina facrhty in the us.or Canada? . (Postoraduate;
(You must ml:lude every resrdency, mternshlp, and fellowship, whether ornot completed ) . . Tn’" 7

I vEs LIST NAMES AND ADDRESSES OF ALL FACILITIES, SUBMIT AN ORIGINAL CERTIFICATE OF COMPLETION OF Accuelncvsc »osrcmume TRAINING (Fonu L3A) FROM EACH
FACILITY. (DO NOT COMPLETE FORM L3AS TO DOCUMENT TRAINING RECEIVED IN RESEARCH FELLOWSHIP PROGRAMS ) ALL TRAINING MUST BE LISTED, REGARDLESS OF WHETHER I
WAS SATISFACTORILY COMPLETED OR WILL BE USED TO MEET LICENSING nsoummzurs. .

Dates of Attendance

1)oo -~ a"'?*/a/

Fac:hty Name : . — Address e ' Categorial Specialty Area
M Y (tmeDa,m)" W /fv.r/ “M‘/ w - — ;" ' - L 04/
° Wi - w Mot 3p¥ 200 | . :
v, /rlrﬂ/‘y M/KJ é’afl’ﬁ Las Ir'&(otj &Y 57/04 »o : ﬁ{’//é,yzg _ : ak/u/- Fre::.au,f‘

!
1
1

ing questions, p!ease prov:de ALL offlcraldocumentatl n gar nathe ma terin add ntoy urwrmen personal
»epranatlons. An appucantmust provrde official hearing/court documents and ongmal letters ofexplanatuon from medlcal schools ortrammg program
“directors. Ifthese documents arenotprovidedwiththe appllcauon they will berequested before review oftheapplication’ can pr i
EN DROPPED OR EXPUNGED :

'18B. Have you ever wrthdrawn from or been suspended dismissed or expelled from a medlcal schoal or pdstgr'aduata tréining program Oﬁ .
have you ever taken a Ieave of absence from suc'\ a school or progmm? . . S Ty Ny

IF You ANSWERED YES, BOTH APPLICANT AND SCHDOUFROGRAK MUST PROVIDE DETARS ON A SEPARATE ATTACHMENT.

NAMEOF_APP_LICA_NT: N -
S ?ﬂ*’/ OA.V.&'?(

@ Yes DNo ‘ v




l have youever taken a leave of absence from suc*: a schoo! or program?

MBC USE
ONLY

r

I 13. Have yOu taken any of the following written examinations: Naucnal Boards other state boards, USMLE, SPEX, FLEX, ECFMG orLMCC?

: EXAMINA‘HON HISTORY REPORT DIRECTLY TO THE MEDICAL BOARD OF CALIFORNIA. THESE REPORTS WILL NOT BE RETURNED.

Written |
Examinafon 1

l
i
i

B Yes O No

IF YES, LIST NAME, LOCATION, DATE AND RESULT OF EACH EXAMINATION; FAILURES MUST ALSO BE DISCLOSED, EACH EXAMINATION AGENCY MUST SUBMIT AN ORIGINAL OFFICIAL

Exammanon Date : ~ Result (PassiFail)

T
i
i
v
'

i
1
[
'

i
!
1
i License
i
o
l
:
l

14, Have you ever| been licensed to practzce medlcme inany state. terntory, province, country. or U.S. federal jurisdiction? . Data
O ves @ No
,,
If YES, LIST THE JURISDICTION, LICENSE NUMBER, DATE {SSUED AND DATES OF PRACTICE IN THAT JURISDICTION, PLEASE INCLUDE PERMANENT, TEMPORARY, TRAINNG, PROVISIONAL
LIMITED LICENSE, OR PERMIT. AN ORIGINAL OFFICIAL LETTER OF GOOD STANDING (LGS), OR COMPARABLE LICENSE HISTORY CERTIFICATION, IS REQUIRED FOR EACH PERMANENT, ' Les |
1

TEMPORARY, TRAINING, PROVISIONAL, LIMITED LICENSE, OR PERMIT OBTAINED IN ANY U.S. STATE, U.S. OR CANADIAN TERRITORY, CANADIAN PROVINCE, OR U.S. FEDERAL JURISDIC-
‘ TION, EACH LGS, OR COMPARABLE CERTIFICATION, SHOULD BE MAILED BY THE ISSUING AUTHORITY DIRECTLY TO THE MEDICAL BOARD OF CALFORNIA,

Jurisdiction . License Number g ’ " Date of Issuance Dates of Practice in that Jurisdiction

!

15 Do you hold any other professional license in any sute, territory, province, country. orU.s. federal junisdiction? ) ves O No

IF YES. PROFESSIONI i N . | LICENSENQ.C - .JURISDICTION:

™

|
1
|
{
i

IF YES, LIST NAMES AND ADDRESSES OF ALL FACILITIES, SUBMIT AN ORIGINAL CERTIFICATE OF COMPLETION OF ACGME/RCPSC POSTGRADUATE TRAINING {Form L3A) FrROM EACH
* FACILITY. (DO NOT COMPLETE FORM L3AS TO DOCUMENT TRAINING RECEIVED IN RESEARCH FELLOWSHIP PROGRAMS.) ALL TRAINING MUST BE LISTED, REGARDLESS OF WHETHER I1

Other
. Professional
) . } . . ) «  Licenses
HAS THIS LICENSE EVER BEEN REVOKED, OR SUBJECT TO DISCIPUNE? I YES, PLEASE PROVIDE ALL OFFICIAL DOCUMENTATION REGARDING THE MATTER IN ADDITION TO A WRITTEN |
EXPLANATION. YOU ARE ALSO REQUIRED TO REPORT ANY MATTER THAT 1S PENDING OR IN WHICH CHARGES HAVE BEEN DROPPED OR EXPUNGED. - i .
B o | RO |
. =
. . . 1
16A. Are you currently, or have you ever been, 2 participant in-a postgraduate training program in a facility in the U.S. or Canada? . 'Po;m”gm:

@ ves O N 1

(Youmustinclude avery residency, internship; and fellowship, whether or not completed.)

WAS SATISFACTORILY COMPLETED OR WILL BE USED TO MEET LICENSING REQUIREMENTS.

Mw Yoot iy - Dowaf oy Hog

Facility Name Ve . Address : : Categorial Specialty Areé Dates of Attendance

O/ i 1)oo —~ o#for . |

!
2 B
j i
,

!
{
1
'

ANOY o Wi Chirflsrovi Nudd 2 2 k
(////V‘lffl/? M/[/ /ﬂf?/ l@:y:.m; ;faif;ja,{# e ' 5'5//éwu L :ar/u/—-'_ resz»f‘

»:QUESTIONS 16B throu h'23

g ddmo oyour wntten personal
explanauons. An appllcant must provide official hearmglcourt documents and ongmal letters of explanatlon from medlcal schnols or training program:

- directors! Ifthese documents are notprovidedwiththe apphcatron they wilt he requested ‘before review oftheappl:catlon canp oceed APPL CANTS AR

REQUIRED TO REPORT ANY MATTER THAT 1S PENDING ORINWHICH CHARGES HAVE BEEN DROPPED OR EXPUNGE

168, Haveyou everw:thdrawn from, or been suspended, dismissed or expelled from a medical school ar postgraduate tramlng program OR OR

f IF YOU ANSWERED YES, BOTH APPLICANT AND SCHOOL]PROGRAM MUST PROVIDE DETARS ON A SEPARATE ATTACHMENT. .

NAME OF APPLICANT: : . )
| ?ﬂ'é/ (L



on e . - on, - ° N
z, c:})i"i\\ et “iB 3ye 3 oo N ' 'Bcom.'v“
Forall ofthé Bérew, fiko Inplyggo any gﬁ‘élﬁqag.‘ﬁ‘ﬂeu ns by the U.S. Milltary, U.S. Public Health Service, or other LS. federal governmental Data
iy ORLLR A MR -
omfty. e, P Ty - :

.
o 450 ML S A P ooy o e

A

17A. Havo you over been charged with, or been found to have committed, unprefessional conduct, professional Incompetencs, gross
negligence, or repeated negligentacts or malpractice by any madical licansing hoard, other agency, or hospital?

17B. Has any disciplinary 5ction averbeen filed or taken, including but not limited to, informal or confidential diacipline, consent orders, or
lettors of waming, regarding any healing arts license which you now hold or have ever held?

17C. Is any such action as described above pending? - ‘ 17(A) Bl ves . No
- ' : 17(8) [lYes No
IF YOU ANSWERED YES T0 17A, 17B.0r 17C, PrOVIDE DETALS ON :
A SEPARATE ATTACHMENT. : 17(C) Yes No
18.Has a claimor ai:tion for &amagu ever been filed against you in the course of the practice of medicine or any other haaling art which
resulted ina malpractice settiement, judgement, or arbitration award of over $30,000.007

' | B-§-
L iF You ANSWERED YES, PROVIDE DETALS ON A SEPARATE ATTACHMENT. ’ . .

18. Have you ever been denied a licanse, pormlssu"m to practice medicine or any other healing art, or denied permission
to take an examination In any state, territory, country, or U.S. federat Jurisdiction, or is any such action pending?

IF YOU ANSWERED YES, PROVIDE DETALS ON A SEPARATE ATTACHHEH ) : : . Yes “ No e v

20. Have you ever voluntarily surrendered a liconse to practice medicine or any other healing arts In this or any other state, or volulitarlly
surrendered your narcotic (controlied substance) permit (state or federal) to any licansing board or any other agency, oris any such action
pending? ' ‘ : ) o

IF YOU ANSWERED YES, PROVIDE DETAILS ON A SEPARATE ATTAGHMENT. o M Yes . No

21. Have you sver had staff privileges in a hospital denied, suspended, limited, revoked, or not renewed for medical disciplinary cause, or
resigned from a medical staffin lisu of disciplinary or administrative action, oris any such action pending?

pruﬂmmwmm‘mmmmwmﬂ ' m\’es W No

22. Do you have any condition which in any way impalrs or limits your abllity to practice medicine with reasonable
akill and safety, including but not limited to, any of the following? ’

= . ] Yes
IF YES, PLEASE CMECK THE APPROPRIATE 8OX(ES) BELOW: : '

0 A condition which required admission to an inpatient psychiatric treatment facility.
O Alcohol or chemical substance dependency or addiction.

O Emotional, mental or behavioral disorder,

O Other (explain):

FOR ANY OF THE BOXES CHECKED ABOVE, PLEASE SUBMIT COMPLETE OFFICIAL INPATIENT AND OUTPATIENT TREATMENT RECORDS, EVIDENCE OF ONGOING
REHABILITATION TREATMENT, AND A PERSONAL WRITTEN EXPLANATION. " ’

FOR ALL OF THE BELOW, YOU ARE REQUIRED TO LIST ANY CONVICYTION THAT HAS BEEN SET ASIDE AND DISMISSED OR EXPUNGED, OR WHERE A STAY OF

EXECUTION HAS BEEN ISSUED.

23A. Have you ever been convicted of, or pled noio contendere to, ANY violation (Include every misdemeanor or felony) of any local, stats,
or faderal law of any state, territory, country, or U.S. federal Jurisdiction? .

23B. Is any criminal action related to the above pending? ‘ : 2;3 A)

23 (B)

IF YOU ANSWERED YES TO 23A oR 23B, PROVIDE DETAILS ON A
SEPARATE ATTACHMENT. '

NAME OF APPLICANT:

79:7 S5/ VER




Notice: All items in this application are mandatory;
none are voluntary. Failure to provide any of the
requested information will delay the processing of your
application. The information provided will be used to
determine your qualifications for licensure per Section
2080 of the California Business and Professions Code,
which authorizes the collection of this information. The i
information on your application may be transferred to |
other medical licensing authorities, the Federation of l
State Medical Boards, or other governmental or law
enforcement agencies. You have the right to review '
your application subject to the provisions of the Infor- ;
|
I}

mation Practices Act. The Chief of the Licensing Pro-
gram is the custodian of records.

Applicant
: Declaration/Signature
and NOTARY.!

STATEOF ____ /Mﬁ/ljﬂﬂ‘
COUNTY OF /,Jc,A’zQ/(

The ‘applicant, ____ %ﬁy 5‘ L VEX , K B being first dul

vpp ot (PLéASE PRINT FULLNAME) F BIRTH) g y sworn !
upon his/her oath deposes and says: that | am the person herein named subscribing to this application; that | have read
the complete appiication, know the full content thereof, and declare under penalty of perjury, that all of the information
contained herein and evidence or other credentials submitted herewith are true and correct; that | am the lawful holder of
the degree of Doctor of Medicine as prescribed by this application, that the same was procured in the regular course of

and professional associates (past, present, and future), and all government agencies (local, state, federal, or foreign) to
release to the Medical Board of California or its successors any information, files or records, including medical records

THAT FALSIFICATION OR MISREPRESENTATION OF ANY ITEM OR RESPONSE ON THIS APPLICATION OR ANY
ATTACHMENT HERETO IS A SUFFICIENT BASIS FOR DENYI OR REVOKING A LICENSE. :

L

144///24 . "

=" ModTH ’ YEAR

SIGNATURE OF APPLICANT:

SIGNATURE OF NOTARY PUBLIC

ADDREés Lo M gé/// %0 7@

My commission expires _M L

D

f A




GRAY DAVIS Governor

STATE OF CALIFORNIA — STATE ANO CONSUMER SERVIGES AGE‘
.

MEDICAL BOARD OF CALIFORNIA
1426 Howe Avenue, Suite 54, Sacramento, CA 95825-3236
(916) 263-2499/FAX (916) 263-2487 '
Internet’ www.medbd.ca.gov

Consumer
irs

* CERTIFICATE OF MEDICAL EDUCATION

. MEDICAL SCHOOL:

Boy s/iver

/ FULL NAME OF APPLICANT

enr.oll.ed in Sr é éd/’ff’éis Z} /: VZ/SI%Q -;t/éw/ pﬂ/ /ﬁf/

PLEASE COMPLETE THIS FORM IN THE ENGLISH LANGUAGE, |

DATE O! BIRT!-MM/DDIYYYY

&/‘&ﬂ@z[a‘, wesr Tndies

LOCATION

This certifies that

U.S SOCIAL SECURITY NO

NAME OF MEDICAL SCHOOL 7
Y..74
IV E
(07 g

Credits previously obt«iined at an approved medical,

MEDICAL SCHOOL © - |

on the day of

rdf%f ciﬁw&us{gr;mted the following credits on enroliment:

Advanced Credits: dental, or osteopathic school,* .

DATES

NUMBER OfF zARS

TOTAL CREDITS

‘ThT imbe‘rii%ned fufther certifies that the
: Ao

Ord

years of resident instructio

n of

NUMBER OF WEEKS

"

r%rds of this 'nsti_tﬁon show that the applicant attended in this institution
.

$ each, completing at least 4,000 hours, of which at least 80 percent actual

attendance is required, in the subjects set forth hereunder (Busini;ss and Professions dee Section 2089), and that the applicant;

E was granted the degree Bachelor/Doctor of Medicine by OR a withdrew from /
¥ - . .
the above mentioned medical school on the / (l — day of P
/.  MONTH YEAR
Anatomy .. Embryslogy "= = -~ Physical Meditine T
Oiotaryngology Histology ' Therapeutics N
Obstetrics and Gynecology Human Sexuality as defined in Section 2090 Neuroanatomy :
Radiology, including Radiation Safety Medicine . Child Abuse Detection and Treatment
Tropical Medicine . Surgery, including Orthopedic Surgery Geriatric Medicine
Physiology Urology : Pediatrics
Biochemistry Psychiatry Phamacology
Neurology Anesthesia

Pathology, Bacteriology and Immunoiogy
Ophthaimology ) :
Dermatology

Alcoholism and Chemical Dependency
Preventive medicine, including Nutrition

Spousal or Partner Abuse Detection & Treatment*~

Family Medicine™* . '

Pain Management and End-of-Life Care**** -

*  Each school where professional medical instruction was received MUST complete one of these forms. If more than one school was
attended, photocopies of this blank form may be made and used. . .

ONLY applicable to medicat students who enrolled in medical school on or after September 1, 1994.

*** ONLY applicable to medical students who graduate from medical school on or after May 1, 1998

**** Only applicable to medica/létudents who enrolied in medical school on or after June 1, 2000.

i

MEDICAL GCHODL SEAL MUST Wt

ATTENTION MEDICAL SCHOOL: The person who signs this form MAY NOT be telated to the applicont by bicod, marriage
IMPRINTED BELOW. plion, _ » !

"~y orodoption,

-

: /" [ . Only the President, Dean, or Registrar may sign this form. # hot signature authority is being delegated fo another person,
~ .- . e “ evidence of that delegation must be atlached fo this form (may be a Photocopy), Such delegeation must be on official

3 = -2 . leHerhead ang must be 12 mf,,',mg

- = SR SR i, H )

. . <} =Signed sfldfthe school se thi “9 of : )
S - . _ NTH YEAR
] {W/’ Margaret A. Lambert
S BY Dean of Enroll !

| (\J [ESST DER ORREGETRT 1 rcity Reqistrar

07A-100-L2 (Rev, 301}
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12/22/2083 12p48 7826712333 UNSOM OBGYN : PAGE B2

- . - . GRAY.DAMS, Governor

STATE OF CALIFORNIA « STAT  AND CONSUMER SERVICES AGENCY N > = . -

[¢74 " s
' ' o RPN
QA= MEDICAL BOARD OF CALIFORNIA L g
T A . 1426 Howe Avenue, Suite 54, Sacmamento, CA 95825-3236 e 4’};// ¢
Aftany (915) 263-2499/FAX (816) 263-2487  Infernet: wivw. medbd.ca. gov ,‘,

L

CERTIFICATE OF COMPLETION OF ACGME/RCPSC POSTGRADUATE TRAIN%?@U 44 r?
To be_complélec by the facility for svery medical school graduate completing postgraduate training in the United Sta [BCa aga.

ATTENTION PROGRAM .DIECH XT3 AND DRECTORS OF MEDICAL EDUCATION! msmmmmmmmxmmmma»mm:rmmu 'apwomﬁu

#videnca of ol a-updbnmﬂr
Propram 1 1va Dé of MucBiand Euicaiion iy sign e lamn, W thal signokss taithodly s being Seepaied i arolived panon,
%z«bmmﬁ"mﬂ a photocopy ) mnmm»mmmmmummnhﬁzm

Migdte infial

LASTNAME ofApplicant _ Fies Name
GIAVER 730y

\LS, Soclal Securtty Numbe = Data of Bith; MM/TIDIYYYY Telsphone Number,

Aaurens o! Fldll

/706()////0«) SN Y/U‘//b@_’é’
Telephone Number;

0/2) 5/ -5 YO

Deje Signet;
Lisl Calegorical $p «A. . o Ing G ced: 7~ muﬁgle/nﬁ /
& of Taining Com afe Ttaming Commenced: nin

,ﬂ’“’ @m‘f /oﬁ/ l\hﬂDD D?b

o ine tralmng was rmting 1¢ translitional, l!s| the specific rotatians and the numbor of weaks spant in each (SEE THE REVERSE FOR INFORMATION ON SATISFYING THE
GENERAL MEDICINE TR: NING REDUIREMENT)

Name of Fudllly

'P/\/ Ym(/mt ﬂf?(/Or\ “/O(OV\ HOS/) 7Lal/
7 g AMMH)/\?, 1O

Signature ¢f Progrxm Direy ‘~

T 3::To ! f,omn _Jor! by tHe: DlRE R Oﬁ MFD!I"AI EDUCAT!OM and AHixed, w.n. r!wo Th f,,rnlnty qnal
Namc of me Dlrec!nr ‘of Mg tical Education: l Namw of Facitity:

. Wohrren Lichd ) Y it DOwndpon /%me
Address of Fecilf
/7§(4)f///ﬁm S et

Srata o Zip Coge Talepnone Number, _
New Yor i Q5 2/2-5750 |

City

Attpiion: Dirsctor of M rdical Education] Do not 8ign and date this form befors the last asy of any postgraduate tralning ysarwhlch will be used by the bpplicant to qually for
licensure, Tnis k+m mey be signed By the current Directar of Madical Educstion: # does not nesd o ba aigned by 1he person whio was iha Director of Medics! Education of ihe time of
e Najning lisred Bbove.

Notice 2 Applleynt: ¥11ls form it usad 1o verify wslgmduete lmming beyond Inat which Is required for icsnsure, this form can ba aigned by ihe Diracier of Medieal Edusation and
tha Program Dlretor bef xe the final aay of trmining, However, if you are licansad afer the date upon which treining was compieted AND f the form wes signed behm the final day of
the training year, 2 new fiirm must be complelea and submnted to the Mecicat Board of Caiform

e ettt e A B s J
' OFFICIAL HOSPITAL BEAL OR NOTARY SEAL, DATE AND BIGNATURE
MUST BE AFFIXED IN THE BOX TO THE LEFT TO CERTIFY TRAINING,
| hereby declare unaer penatty of pedury under the Isws of the State of California that tha above statements ace
true and correct and thal the training pragram s approved by the ACGME of the RCPSC ta offar the type and

leval of tralning completed by the applicant and that tha applicant was trained in an spproved ACGME . or
RCPSC program position.

Signature of Director af Medical Educg i Date Signad:

/s

HONFITAL QR NOTARY 1€AL

. }/
D1A-100-L} {Rev, .lO}Y gl




GRAY DAVIS, Governor i

- STATE OF CALIFORNIA — STATE AND CONSUMER ssnvbcesi‘j .
.t
N

MEDICAL BOARD OF CALIFdRNIA

1426 Howe Avenue, Suite 54, Sacramento, CA 95825-3236

L~
Aaits v _ (916) 263-2499/FAX (916) ZP’3-2487 Internet; www.medbd.ca.gov 4\

CERTIFICATE OF COMPLETION OF ACGMEI'l_RéR'_S,C"_.POS:TGRADUATE TRAINING
To be completed by the facility for every medical school graduate completing postgraduate training in the United States or Canada.

] DIRECTORS AND DIRECTORS OF MEDKCAL EDUCATION: THE PERSON WHO SIGRS THISSFORM B4 v
?’IWW*MMO“ clor of Medicol Educat may %gn thés form. N thet signature outhodty
ottached o this form (may be a phofocopy). mmmummw ¢ ;

'PART 1: To be completed by the APPLICANT. ",

LAST NAME of Appilicant

S/4VER

" First Name
By

Middle Initial

U.S. Social Security Number:

narrative'explanation.:
OF ['SATISFACTORY."
Name of Facility:

T Dals of Birth: MUDDIYYYY
|

Home:

Tetephone Number:

PART 2:.:To be completed by the PROGRAM.DIRECTOR, "
'ATTENTION PROGRAM DIRECTOR!
postgrad‘uatg‘training at this fatillgy

Do-nor sign ‘aﬂnii‘q.aré 1his fornmy
If'a period of training WAS NOT completed.in

annér,‘\pleaée‘pro de a separate detailed.

EASE SEE THE REVERSE FOR A

"Address of Faciity;

Ll gl MOV SCtase o b e,

250 v Atz Za//g T2

/

Name /orj\rogram Director, Telephone Number; ‘
: J .. ‘ Fo2) 67123027
. ) Date _Signed:

ity Arga of Training C?ﬁpleted byTrainee:

menced:

. l, Date T;ra?yn}(:oﬂaa

ist the specific rotations and the number of weeks spentin edch

leted by the DIRECTOR OF MEDICAL EDU
rector of Medical Education:

STRANLEF (7). fiRs oAy -

P ) /

Date Training Compjeted:

Address

r0%o W CHARLEGTIN  Buav
State

City
7 LAS rETAS _

Attention: Director of Medical Education! Do not Sign and date this form before the last day of any postgraduate training year which will be used by the applicant to qualify for

£ or—

Telephone Number:

2226711 b407

_the training listed above.

the Program Director before the f

licensure. This form may be signed by the current Director of Medical Education; it does not need to be signed by the person who was the Director of Medical Education at the time of

Notice to Applicant: If this form is used ta verify postgraduate training beyond mafwhich Is required for licensure, this form can be signed by the Director of Med:
inal day of training. Howe

ver, if you are licensed after the date upon which training was complated AND if the form Wwas signed before the final day of
the training year, a new form must be completed and submitted 1o the Medicat Board of California.

OFFICIAL HOSPITAL SEAL OR NOTARY SEAL, DATE AND SIGNATURE

ical Education ang

My oppt. axp. June 3,2

level of training completed by the applicant and that the appli

5 . MUST BE AFFIXED IN THE BOX TO THE LEFT TO CERTIFY TRAINING.

Y CAROL A- AL .y Catfor

E ( Public spoi 1EN T ereby declare under penalty of perjury under the laws of the State of California that the above staternents are
E ! 2 Zlo. 02.7533':.] : e and correct and that the training Program is approved by the ACGME or the RCPSC to offer the type and
8.

®

icant was trained in an approved ACGME or

RN

V7 /E/ﬂ?/ T

RCPSC program position.

Signature of Director of Medical Education: { Date Signed:

07A-100-L3"(Rev. 3/0])




« STATE OF CALIFORNIA — STATE AND CONSUMER SERVICES AGENC. . e GRAY DAVIS. Governor

MEDICAL BOARD OF CALIFORNIA

=L 1426 Howe Avenue, Suite 54, Sacramento, CA 95825-3236
Consumer : : (916) 263-2499/FAX (916) 263-2487
- Afairs Internet: www.medbd.ca.gov

ELIGIBILITY FOR REDUCED INITIAL LICENSE FEE

(If you are ‘enrolled in an ACGME/RCPSC postgraduate training program at the time of licensure, you are entitled

to a reduced initial license fee. This form is used to certify current participation in a trammg program.)

This s to certify that___ J5e g S/ lfr/Z

(Name of Applicant)
is in an approved ACGME/RCPyostgraduate training position that -

Nsvens /Z/’“ -1-/ Looe and, is expected to be comipleted on
Month : o Year ) ) . o

3/ 7\00‘/ in /@55?‘277'IC5 /é'y”e[a/ﬁyy

- (TypeofTralmng) <7

" Qctote
Month ’ Year

V/Mr&f) Sy %lﬂg//d/ (&':/Z/‘

{Name and Address of Facvlny)

ﬂ;’(? [;/, &Azfr/(;/j/!sfdzép;.
M 477288

ATTENTION DIRECTORS OF MEDICAL EDUCATION: THE PERSON WHO SIGNS rms FORM MAY NOT BE RELATED TO THE APPLICAN’ 8Y BLOOD,
MARRIAGE, OR ADOPTION. ‘ .

Oniy the Director of Medical Education may sign this form. i Ihafslgnahue authorily is bemg delegated fo onother person, evidence of that -
delegation rust be aflached fo this form (may be a phorocopy) Such delegahon must be on offi cral lefterhead and must be daled within the
fast 12 months, ) : H

] hereby declare under penalty of perjury under the laws of the State of Calnfornla that the '
above statements are true and correct and the facility is approved by the ACGME or the
RCPSC to offer the type and level of training completed by the applicant and that the
applrcant is being trained in an approved ACGME or RCPSC program posmon

o f ﬂoﬁﬂs. Jo. mpo.

(Typeorprmt na| ofDnrectorofMedr ucation} © - c _' ' : - . R :
:l S R | I, q

o /72/7 Al R

(Date) ' . ’ c ] (Telephone Number)

| | S -
wCAROLA AILEN ) : OFFICIAL HOSPITAL SEAL, OR
N O | -~ NOTARY SEAL (WITH DATE AND

I

|

!

&7/ My appt. exp. June 3, 2006 " NOTARY'S SIGNATURE) MUST BE

' : L///// /{¢ /&é/ & /y }/ AFFIXED IN THE BOX AT THE LEFT,

NOTE Do not use this form in lieu of Form L3A, "Certificate of Completlon
of ACGME/RCPSC Postgraduate Training."

07,’\-[(\7-L4 {301
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s STATE OF CALIFORNIA — STATE AND CONSUMER SERVICES AGE!_ L ‘ GRAY DAVIS Govemnor
» .

e . MEDICAL BOARD OF CALIFORNIA

‘ - o . 1426 Howe Avenue, Suite 54, Sacramento, CA 95825-3236
e , (916) 263-2499/FAX (916) 263-2487

Internet: www.medbd.ca.gov

OFFICIAL BREAKDOWN OF UNDERGRADUATE CLINICAL CLERKSHIPS

(The completion of this form is required only of international medical school graduates. ‘
Please complete this form in the English language.)

Name of Applicant (type or-print FULL name): U.S. Social Security Number:

Date of Birth-MM/DD/YYYY:

ﬁu& Y | SZLVEFR

—

Only undergraduaie clinical clerkships in which the applicant participated in DIRECT, HANDS-ON DIAGNOSIS OR TREATMENT OF
PATIENTS IN A CLINICAL SETTING should be reported on this form, Any clinical clerkships completed that do not meet the above
criteria should NOT be reported on this form as they will NOT satisfy California's clinical training requirements, ‘

g completed
ing.in date/c

. R 5 ' DATES OFATTENDANCE : WEEKSOR |
FACILITY NAME AND ADDRESS ; FROM-TO ! WEEKLYHOURS |
R |- (Month/Day/Year) | orcenir |

’L s { l%w/ﬂwﬁw&dﬁﬂ/ﬂﬂﬁgﬁ_—l ?éﬁj/ |
e of | RIS GRS e Y

e T et o 3y |
Swpn, ,mmuw%ﬁéﬁé“j and
y ( it /- | ol tﬂgﬂg 97 __

] (/99 ! .
B 1 : P ._./ ,_...._ "
il " I)#M b s P ﬁfj?i//{q 16 v
' £ / 07)[0o | L

il '%%W :;;763 ,-Z;c(a}q“"‘:,ém}/

g
| _his form (may be @ pholocopy). Such dotogetion must be on official leftemead and must be dated within 16 kst 12 sect ‘

- i
~ CLINICAL SUBJECT AREA |

[

_ MEDICAL'SCHOOL SEAL ST Margaret A. Lambert ]

,r ST T Dean of Enrollmenit Planning . A o

|- i . |r« ) FULL NAME of DédH e R et Ee@iB3EaTYPE OR PRINT) R L

L2 o : . . . i

I: . o Z  declare undgr penalty of perjury, t 3f | amMwas the Dean or Registrar for the studentnamed-above and |

o - that | have/tafrefullysead thi nd tat the stgiéments made herein are strictly truein every  —~ |

! l‘i oA l-. respect. / . .-._ 2 :
’ : - - A.\_,:I[ 14 E oo W{‘ /J}d . )

L T . T 1 Signatufe of Deaif dr Registrar - s 3 . " Dhkte
l ________ _ ! ! T
G7TA-TO0-LSA (Rev. 76D s U *



OFFICIA!- REAKDOWN OF UNDERGRADUATE CLIRIPAL CLERKSHIPS

howaever, original signatures and seals (below) will be required on all photocopies submitted.)

U.S. Social Security Number:

| Name of Applicant (type or print FULL name):

ﬁob{ SL(MJ - ' | : natoofB

IR e p———r

_ UNDERGRABUATE CLINICAT CLERKSHIP

DATES OF ATTENDANCE WEEKS OR
FROM - TO { WEEKLY HOURS
(Month/Day/Year) OF CREDIT

- CLINICAL SUBJECT AREA .FACILITY NAME AND ADDRESS .

(Continued from the front of this form. If additional space is needed, you may photocopy this side of the form;, . . |°

WA T e v T,
led i) s £ ol ﬂz%‘/;?%z /é v

ATTENTION DEANS OR REGISTRARS: THE PERSON WOSIGNSW_ISFORMMAXNQIBE’RELAYED TO THE APPUCANT BY BLOOD, MARRIAGE, OR ADOFTION.

Orwmmmorwurmayﬂynmbform. nw‘wmsmmmmm.mummmmebm
M(mwomy).mmmmeMmeMNW within ihe last 12 monihs. .

MEDICAL SCHOOL SEAL . e Margaret A. Tambert

_______ - ‘
T L Deaq of Enroliment Planning
' . Il saealit, ™y oo S

| S - FULL NAME o7 BB3R erREGSIEHRERE TVPE OR PRINT)
1 o - - RN
| v ] declare ungfrpenalty of perju t | arp/was the Dean or Registrar for the student named above and
' . % o | - thail hav #ﬂ:ﬂy-madt ' tements made herein are-strictly true in ¢ every-

- . Z_ respect, . C -0 - o
N M/W S g
] K * v /é/ﬁ' . .
L 1 © Pate

—_——— e i e Signatur{a of Deanlo Registrar
07A-T00-L3B Rev. 3701 ; { <

g | later ek I ifefliT | 7
W//ntd»w / A{;A QZ;,/,&,, 4 CL' /%/7//7;;[///,44 é’ v
o Wéf'.,é o /9q | -
Chudde Jlhcpee | "5 Pyt v pe— g
i 8 VA St Lefizfe0o J<
s diee et > oA O e foe |12
Jn N e J, L8 sjoe |, |
Bl TR G
' L Mitud Y Zfy | A7 o
MMJ : Wby CQ}AL‘Q% ﬂé‘/éo 7/2/;'9_ §L ‘Jf
' | Vetar . er 06 /o Jpo |
oblep) Mg W:l @,ﬂ{/,élffoo v



!

from %/ . /0 /E)O through 5 iy T OO

GRAY DAVIS Gavemar

iTATE OF CALIFORNIA — STATE AND CONSUMER SERVICES Ac% #
: DICAL BOARD OF CALIFORNIA 3

P ' 1426 Howe Avenue, Suite 54, Sacramento, CA 95825.3235
Q‘:::m.. (916) 263-2499/FAX (916) 263-2487 Internet: www.medbd.ca.goy
Consumer ' )
Aftairs CERTIFICATE OF CLINICAL TRAINING

"he completion of this form Is required only of International medical schoo! graduales, BUT may be omitted If all clinical training was done in the primary teaching hospita) o
the medical school and such hospital Is located in the same country as the medical school AND the medical school campletes and certfies the “OHicial Breakdown of

Undergraduate Ciinlcal Clerkships form, Form L5A/8.]) Please complete this form in the English language.
Complete ONE certificate for EACH clerkship, signed by the facility program director or nstructor.

this form as they will NOT satisfy California‘s chnical training fequirements,

Only utidergraduate clinical clerkships in which the appheant paticipated in DIRECT. HANDS-ON DIAGNOSIS OR TREATMENT OF PATIENTS IN A
CLINICAL SETTING should be reported on this form. Any clincai clerkships completed that do not meet the ahove enitéria shauld NOT be reponed on

This is to certify that

- SYUBENT'S NAM

{j. < IALQI/

versitvy. 8§

_3Studentof St. Ge o
MEDICAL $CHOOL

rge's Un

OATL OF BIRTHAMMOON Ty s

completed a clerkship offered by _Tong Island Cblleqe Hospital
E i . NAME ANO ADDRESS CF FACullTY

339 Hicks Street, Brooklyn, N.¥. 11201

MONTH QAY LIONTH ' DAY YEAR

of . CLINICAL AREA l ] . . —L%)

in the clinical area ,

This facilty  &s atfiliated with 2 U.S. or Internationa! schoat This facility. & does have an ACGME-accredrted residency program
: O is ot affiiated with a U.S. or Internatianal school . : v in the areas ot: Medicine/Pediatrics
’ © 3 does pot have an ACGME-aceredited residency -

Name of U.S. or Intemational medical school, if affiliated:

E_SMMP@IQAL_QEM&LBBQQK Lyy  Prosam

@0 —me 4y

ADOFTION.

Orily the Facility Program Direclor or Instrucior may sign this torm. It thet
be ottached fo this forn (mﬂ be a pholocopy). Such delegation must be on official IsHerhead and must be dated within the lost 12 months,

ATTENTION FACILITY PROGRAM DIRECTORS OR INSTRUCTORS: THE PERSON WHQ SIGNS THIS FORM MAY NOT BE RELATED TO THE APPLICANT 8Y BLOOD, MARRIAGE, OR -

signéfura authorily is being delegated to another person, evidence of thet delegation must

) () K AC CAQL A b Swear or affirm that | am/was the the individual facility program director
orinstructor. for the student named above during the clerkship indicated and that | have carefully read

and completed this form and that the slaternents made herein are Strictly truein every respect.

T Diwced D ./Z/C(;/M// Vi
: TYPE OR PRINT NAME OF FACILTY PROGRAM OIRECTOB. CR WSTRUCTQR/

. 339 Ficks Streat : = / .

B |

Q

&

&

x :

5] ADGRESS NUMBER AND STREET : . : T / o

E' . ) [ . 4 . . -

5 Broaklyn : N_Y 7 11201
<

&

g _

P COOE

_(718) 260 —, >35 - mf/// ‘

TELEPHONE NUMBER

NOTE: IN ABSENCE OF AN OFFICIAL HOSPITAL SEAL. THE FACILITY PROGRAM DIRECTOR oa/{NsTRucmR MUST SIGN THIS FORM IN THE

PRESENCE OF A NOTARY PUBLIC WHO AFFIXES HIS/MER OFFICIAL NOTARY SEAL,

Signed and sworn to before me this . dayof

. . ) MONTH YERR -
r.-.—l W e r— Oy ey v Sm— i — Y St em— j
I ' g NOTARY PUBLIC
I s . -

3

| ] & ADORESS
f : ‘ | ™ My Commission Expires
i T :

JA-100-1.6 1Rev _101)




.
STATE OF CALIFORNWA — STATE AND CONSUMER SERVICES AGE’ A.

MEDICAL BOARD OF CALIFORNIA

% : . LICENSING PROGRAM
Deportment of 1426 Howe Avenue
Consumer © Sacramento, CA 95825-3236
Affairs (916) 263-2499

CERTIFICATE OF CLINICAL TRAINING

(The completion of this form is required only of international medical school graduates.)

NOTE: Tins ORMMAY BE OMITTED If ALL CLINICAL TRAINING WAS DONE W THE PRIMARY TEACHING HOSHTAL.GF THE MEDICAL SCHOOL AND SUCH HOSPITAL IS LOCATED N THE SAME COURTRY
AS THENEDICAL SCHOGL AND THE MEDIGAL SCHOOL COMPLETES AND GERTIFIES THE OFRCIAL BREAXDOWN OF UNDERGRADUATE CLIMCAL CLERKSIIPS FORMS, FoRs LEA/B.

Complete ONE certificate for EACH c!erkship.. signed by the instructor or facility program director.

ONLY UNDERGRADUATE CLINICAL CLERKSHIPS IN WHICH THE APPLICANT PARTICIPATED IN DIRECT, HANDS-ON DIAGNOSIS OR TREATMENT OF
.~ PATIENTS.IN.A CLINIGAL SETTING SHOULD BE REPORTED ON THIS FORM. ANY CLINICAL CLERKSHIPS COMPLETED THAT DO NOT MEET THE
ABOVE CRITERIA SHOULD NOT BE REPORTED ON THIS FORMAS THEY Wik NOT-SATISFY CALIFORNIA'S. CLINICAL TRAINING REQUIREMENTS.

This is to certify that Roy Silver , a student
: STUDENT'S NAME ]
-gf St George's University School of Medieine - - - - ~_, completed a
MEDICAL SCHOOL
clerkship offered by __Royal Hampshire County Hospital, Romsey Road, Winchester. Hampshire,
. NAME AND ADDRESS OF FAGILITY

-:8022 5DG. UK

from .26 October 119 98_ through _20 November 119 98_ in the clinical area
of Medicine
CLNICAL AREA

Mr Michael Buckingham ' baingedotsworm, says __he isiwas the individual instructor or
program director. for the student named above during the clerkship indicated and that __he has carefully read and
. . ‘completed this form and that the statements made herein are strictly true in evéiy fespect.™ —= ~ " T

This faclity B affiliated with aU.S. or International school This facility 03 does have anACGME-accredited residency program

O'is not inthe areas of: ,
Name of U.S. orinternational medical school, if affiiated:

3 does nothave an ACGME-accredited residency

program.
PSTGRADUATE MEDICAL CE mfiﬂ“iihael Builf‘iilgham
Y&EQ%ZSH'RECOUNW g AL™ Royal Hampshire County Hospital
ANTS S022 5DG |18 ADORESS: NUMBER AND STREEY
L: 01962 824422 |‘a’= Romsey Road, Winchester, Hampshire. S022 5DG. UK
1 01962 825168 E, oy M%b\ . ZIP COLE
' _!2‘ ) 01962 863535 (/“nglf\ﬂMN

S

TELEPHONE MUMBER SIGNATURK OF msmumwm@mcmlmoa

NOTE: IN ABSENCE OF AN OFFICIAL HOSPITAL SEAL, THE INSTRUCTOR OR PROGRAM DIRECTOR MUST SIGN THIS FORM IN THE PRESENCE
OF ANOTARY PUBLIC WHO AFFIXES HIS/HER OFFICIALNOTARY SEAL. :

Signed and-sworn-te-before-me-this : 31st day of August 1999 .
| / 7
J— o § NOTARY PURLIC
| e / R ot
i .
ADDRESS
i H L '

I My

NTAANLY KB aa 7QTY




"—-—-—

PETE WILSON, Govermor

STATE OF CALIFORNIA — STATE AND CONSUMER SERVICES AGENCY
: CAL BOARD OF CALIFORNIA .
s ot LICENSING PROGRAM
‘Department of 1426 Howe Avenue
Consumer Sacramento, CA 95825-3236
Alfoirs (916) 263-2499

CERTIFICATE OF CLINICAL TRAINING

(The completion of this form is required only of International medical school graduates.)

NOTE: Tius FORM MAY BE OMITTED (F ALL CLINMCAL TRAINING WAS DONE IN THE PRIMARY TEACHING HOSPITAL OF THE MEDICAL SCHOOL AND SUCH HOSPITAL IS LOCATED IN THE SAME COUNTRY
AS THE MEDICAL SCHOOL ARD THE MEDICAL SCHOCL COMPLETES AN CERTIFIES THE OFFICAL BREAKDOWN OF UNDERGRADUATE CLINICAL CLERKEHIPS FORMS, FORNS LSA/B,

Complete ONE certificate for EACH clerkship, signed by the instructor or facility program director.

ONLY UNDERGRADUATE CLINICAL CLERKSHIPS IN WHICH THE APPLICANT PARTICIPATED IN DIRECT, HANDS-ON DIAGNOSIS OR TREATMENT OF
PATIENTS IN A CLINICAL SETTING SHOULD BE REPORTED ON THIS FORM. ANY CLINICAL CLERKSHIPS COMPLETED THAT DO NOT MEET THE
ABOVE CRITERIA SHOULD NOT BE REPORTED ON THIS FORM AS THEY WILL NOT SATISFY CALIFORNIA'S CLINICAL TRAINING REQUIREMENTS.

This is to certify that Roy Silver - , a student
: STUDENT'S NAME
-of St George's University School of Medicige - - . - ~ compléted a |
: ) T T " MEDICAL 5CHOOL - o . o T oo o '
clerkship offered by Mayday University Hospital, Mayday Road, Thornton Heath, Surrey.
NAME AND ADDRESS OF FACILITY
CR7 7YE., UK
from 23 November 1998 through __ 12 February 19 99 in the clinical area
DATE DATE -
of Medicine '
CLINICAL AREA \
Dr Rupert Courtenay-Evans being-duty-swnrm, says__he iswas the individual instructor or

program director for the student named above during the clerkship indicated and that __he has carefully read and
complatad this Tofm and thafThe statemerits madle herein are stiictly true i evéry respect "~~~

. . |
This facility g?m affiliated with aU.S. or Intemational sehool This facility 0 doeshave anACGME-a o roskienty program
- = . . gy inthe areasof.
NamoofU.S.orlntemationsimecicalschod faffiatec: O does nothave an ACGME-accredited residency
program. .

v —CRC) ¢ SN ClIpg|fupprt Courtenay-Evans

| -YU .CPlllg'ST TYPE GRPRINT RAVE K WETRUCTOR OR PACILITY PROGRAM DIRECTOR

I MGYdOy Unlverglty HOW ylUniversity Hospital

| M d R d |8 AUORESS: KUMBER AMEETREET

| ayday-Kkod |§' Maydayl Road, Thovnton Heath, Surred XSR7 7¥E. UK

| | Thornton Heathg CR7 7¥E 11 5157 o =

(

L g
TELEPHONE MABER mwwmmuaroﬁ*&mmmmmm

NOTE: IN ABSENCE OF AN OFFICIAL HOSPITAL SEAL, THE INSTRUCTOR OR PROGRAM DIRECTOR MUST SIGN THIS FORM IN THE PRESENCE
OF ANOTARY PUBLIC WHO AFFIXES HISHER OFFICIAL NOTARY SEAL

Signed and-swonTtbeforesme this 14th day of ___August .19 99 .

NOTARY PUSLIC

ADDRESS

My Commission

ATATRNE LD, 207




STATE OF CALIFORNIA — STATE AND CONSUMER SERVICES AGENCY .

MEDICAL BOARD OF CALIFORNIA

e LICENSING PROGRAM
Bepadmenl of 1426 Howe Avenue
Consumer Sacramento, CA 95825-3236
Alfoirs (916) 263-2499

CERTIFICATE OF CLINICAL TRAINING

{The completion of this form is required only of international medical school graduates.)

NOTE: T8 FORMMAY BE OMITTED IF ALL CLINCAL TRASING WAS DOME IN THE PRIMARY TEACHING ROSPITAL OF THE MEDICAL SCHOGL AND SUCH HOSPITAL IS LOCATED IN THE SAME COUNTRY

ummummmsummmmmm&mnmmmmmm FORMS, Forus LSAB.

Complete ONE certificate for EACH clerkship, signed by the instructor or facility program director.

ONLY UNDERGRADUATE CLINICAL CLERKSHIPS IN WHICH THE APPLICANT PARTICIPATED (N DIRECT, HANDS-ON DIAGNOSIS OR TREATMENT OF
PATIENTS IN A CLINICAL SETTING SHOULD BE REPORTED ON THIS FORM. ANY CLINICAL CLERKSHIPS COMPLETED THAT DO NOT MEET THE
ABOVE CRITERIA SHOULD NOT BER REPORTED ON THIS FORM AS THEY WILL NOT SAT]SFY CALIFORNIA S CLINICAL TRAINING REQU!REMEN'IS

This is to certify that Roy Silver ' . a student
‘ STUDENTS NAME o
-of St George's University School of Medicine . - - - _, completed a
MEDICAL SCHOOL
clerkship offered by Mayday University Hospital, Mayday Road, Thornton Hgath Surrey.
NAME AND ADORESS OF FAGLLITY
CR7 7YE. UK ¥ea i
from __ 15 _February ,1999  through _7 May ., 1999 in the clinical area
DATE DATE -
of Surgery ‘
CLINICAL AREA
Dr Rupert Courtenay-Evans being-duly-swoe, says__he isAvas the individual instructor or

- - - program director.for the_student named above during the clerkship indicated and that __he has carefully readand
compileted this. form and that the statements made herein are strictly true in every respect. i

Yo ¥

i -
This facility B affiiatedwith aU.S. or International schoo! This facility (] does have an ACGME-accredited residency program

NamaofU. SD mwmw rfaﬂimfad inthe of
or {3 does not have an ACGME-accredited msu:ency

program,
CROYD@N T‘J,EST CUB"CDO%I"C Courtenay-Evans

| : MOYdOy UmVQ&lly FFOﬁjﬁr Unlver:mwl_{ospltal
: Mayday Road & il
|

-

Mayday Road, Thornton Heath, Surn 7 7YE. UK
Thornton Heot CW 7¥ . oo
ot Brone : bel 3137
T BIGNA ACHLITY PROGRAM DIREGTOR

_NOTE: INABSENCE OF AN OFFICIAL HOSPITAL SEAL, THE INSTRUCTOR OR PROGRAM DIRECTOR MUST SIGN THIS FORM IN THE PRESENCE
OF ANOTARY PUBLIC WHO AFFIXES HIS/HER OFFICIAL NOTARY SEAL.

Signed and-swor-to-beforme this 14th ' day of August .19 99 .

[ — e e S — — v —— o —

/

ATA NN KR TN




STATE OF CALIFORNIA —~ STATE AND CONSUMER SERVICES AGE|
iemc;u. BOARD OF CALIFORNIA ()
e Co LICENSING PROGRAM
Deparimeal of : 1426 Howe Avenue
Consumer Sacramento, CA 95825-3236
Affairs (916) 263-2499

CERTIFICATE OF CLINICAL TRAINING

(The completion of this form Is required only of international medical school graduates.)

NOTE: T2 FORM MAY BE OMITTED IF ALL CUNICAL TRAINING WAS DONE BN THE PRIMARY TEACHING HOSPITAL OF THE MEDICAL SCHOOL AND SUCH HOSPITAL IS LOCATED IN THE SAME COUNTRY
AS THE MEDICAL SCHOOL AND THE MEDICAL SCHOOL COMPLETES AND CERTIRES THE OFFICIAL BREAKDOWN of UNDERGRADUATE Cnicat. CLERKSHIPS FORMS, FORUS |LSA/B.

COmpléte ONE certificate for EACH clerkship, signed by the instructor or facility program director.

ONLY UNDERGRADUATE CUNICAL CLERKSHIPS IN WHICH THE APPLICANT PARTICIPATED IN DIRECT, HANDS-ON DIAGNOSIS OR TREATMENT OF
PATIENTS IN A CLINIGAL SETTING SHOULD BE REPORTED ON THIS FORM. ANY CLINICAL CLERKSHIPS COMPLETED THAT DO NOT MEET THE
~ ABOVE CRITERIA SHOULD NOT BE REPORTED ON THIS FORM AS THEY WILL NOT SATISFY CALIFORNIA'S CLINICAL TRAINING REQUIREMENTS.

This is to certify that Roy Silver ’ . a student
: STUDENT'S NAME ]
-cf St George's University School of Medicine - - - - ~_, completed a
WMEDICAL GCHOOL
clerkship offered by Mayday University Hospital, Mayday Road, Thornton Heath, Surrey.
NAME AND ADDRESS OF FACILITY
CR7 7YE. UK a : )
from___10 May .19 29 through __ 21 May , 19292 _ in the ciinical area
DATE DATE -

of Cardiology

CLINICAL AREA

Dr Rupert Courtenay-Evans i , says__he istwas the individual instructor or
program director for the student named above during the clerkship indicated and that he has carefully read and
v compiéted this forim ahd that the statements made herein are strictly true in every réspect.

This facility B% afiliatedwithaU.S. orInternational school
- O isnot
Namo of U.S. orInternational medical school, if affiliated:

This facility 0 doeshave an ACGME-accredited residency program
inthe areas of:
3 does nothave an ACGME-accredited residency
program.

e

. —— = kj pqrt Courtenay-Evans
MGYdOY Um\’ﬁ%l;%”y Hgyayﬁqralgversity Hospital =
MO\/de R00d|§ Mayday Road, Thernton Heath, Surrey. éi/’d&iYE UK

| Thornton Heattf. CR7 7YE b1 3137 e e cons

ek

r————"

SIGNATURE OF INSTRUCTORFACILITYWPROSAAM DIRECTOR

NOTE: IN ABSENCE OF AN OFFICIAL HOSPITAL SEAL, THE INSTRUCTOR OR PROGRAM DIRECTOR MUST SIGN THIS FORM IN THE PRESENCE
OF ANOTARY PUBLIC WHO AFFIXES HIS/HER OFFICIAL NOTARY SEAL .

Signed ard-sworrto-before=me this 14th day of __ August . ,19_99.

-

ig NOTARY PUBLIC - )

I g / /
<

AYA_VANE £1T a0 2QTY Coe




$TATE OF CALIFORNIA -— STATE AND CONSUMER SERVICES AGENCY PETE WILSON, Govermor

EDICAL BOARD OF CALIFORNIA ‘
saeot . LICENSING PROGRAM
Depariment of 4426 Howe Avenue
Consumer . Sacramento, CA 95825-3236
Alfairs (916) 263-2499

CERTIFICATE OF CLINICAL TRAINING

(The completion of this form is required only of international medical school graduates.)

NOTE: Tiis FORM MAY BE OMITTED If ALL CUNICAL TRAIING WAS DONE IN THE PRIMARY TEACHING HOSPITAL OF THE MEDICAL SCHOOL AND SUCH HOSPITAL IS LOCATED I THE SAME COUNTRY
AS THE MEDICAL SCHOOL AND THE REDICAL SCHROOL COMPLEYES AND CERTIFIES THE OFRICIAL BREAKDOWNK OF UNDERGRADUATE CuNICAL CLERKSHIPS FORNS, FORMS L 5A/B,

Complete ONE caertificate for EACH clerkship, signed by the instructor or facility program director.

ONLY UNDERGRADUATE CLINICAL CLERKSHIPS IN WHICH THE APPLICANT PARTICIPATED IN DIRECT, HANDS-ON DIAGNOSIS OR TREATMENT OF
PATIENTS IN A CLINICAL SETTING SHOULD BE REPORTED ON THIS FORM. ANY CLINICAL CLERKSHIPS COMPLETED THAT DO NOT MEET THE
ABOVE CRITERIA SHOULD NOT BE REPORTED ON THIS FORM AS THEY WILL NOT SATISFY CALIFORNIA'S CLINICAL TRAINING REQUIREMENTS.

This is to certify that Roy Silver ' . a student
: STUDENTS NAME i
-gf St George's University School of Medicine . - - - -, completed a
: - - . - - N —_— . .. — -t lem.smt D o mae - ae mm e — — = — - e s . -
clerkship offered by _Mayday University Hospital, Mayday Road, Thornton Heath, Surrey.
NAME AND ADDRESS OF FACILITY <
CR7 7YE. UK N
fom 24 May 1999 through __2 July , 19 99 inthe clinical area
DATE DATE -
of Obstetrics & Gynaecology '
CLINICAL AREA
Dr Rupert Courtenay-Evans being-dulyswom, says __he is/was the individual instructor or

program director for the student named above during the clerkship indicated and that __he has carefully read and
T ‘eomiplétad this forri dnd that thé statements ihade herein are strictly tru¢ in evéry réspect. T

This facility M_S/ affiliated witha U.S. or International school This facility 0 doeshave an ACGME-accredited residency program
' O M' . . hoo!. i _ inthe areas of:
NameofU.S. orin flonaimedical L Fafatsck {3 does nothave an ACGME-accredited residency
program, !

" TCROVDON TRigST GHifest_Coree e

: MQYde Unlvelr§lfy }.miﬁggy ,U.niversity Hospital

| MOYdOy ROOd:% Mayday |Road, Thornton Heath, Surrey.(CRE TYE. UK

| { Thornton Heathg. CR7 741 Jo1 3137 - N mm
- SHCRATURE OF RSTRUETORFADITTY PROGRAM DREC TOR

NOTE: INABSENCE OF AN OFFICIAL HOSPITAL SEAL, THE INSTRUCTOR OR PROGRAM DIRECTOR MUST SIGN THIS FORM IN THE PRESENCE
OF ANOTARY PUBLIC WHO AFFIXES HISHER OFFICIAL NOTARY SEAL.

Signed and-sworrisBefore-rae-this 1hth day of __fugust 19 99

/

—
NOTARY PUBLIC ‘ / /

ADORESS

My Commission Expires,




= T ol WALt NIA— D AL ANU GUINOURICN BETSVIT T AR RING 1 —— TAMT AVID, TUVEIHIUL

MEDICAL BOARD OF CALIFORNIA

Suio of LICENSING PROGRAM .
e armant af 1426 Howe Avenue y

Consumer Sacramento, CA 95825-3236
Affairs (916) 263-2499

CERTIFICATE OF CLINICAL TRAINING

(The completion of this form-is required only of international medical school graduates.)

JTE: THIS FORM MAY BE OMITTED IF ALL CLINICAL TRAINING WAS DONE IN THE PRIMARY TEACHING HOSPITAL OF THE MEDICAL SCHOOL AND SUCH HOSPITAL IS LOCATED IN THE SAME
JNTRY AS THE MEDICAL SCHOOL AND THE MEDICAL SCHOOL COMPLETES AND GCERTIFIES THE OFFICIAL BREAKDOWN OF UNDERGRADUATE CUNICAL CLERKSHIPS FORMS, FORMS LBA/

Complete ONE certificate for EACH clerkship, signed by the instructor or facility program director.

LY UNDERGRADUATE CLINICAL CLERKSHIPS IN WHICH THE APPLICANT PARTICIPATED IN DIRECT, HANDS-ON DIAGNOSIS OR TREATMENT OF
TIENTS IN A CLINICAL SETTING SHOULD BE REPORTED CN THIS FORM. ANY CLINICAL CLERKSHIPS COMPLETED THAT DO NOT MEET THE
.OVE CRITERIA SHOULD NOT BE REPORTED ON THIS FORM AS THEY WILL NOT SATISFY CALIFORNIA'S CLINICAL TRAINING REQUIREMENTS.

This is to certify that Koq S/ iR , a student
! . STUDENTSNAME
of 57 6eerie's University St of Medreine , completed a
‘ 4 7 MEeDICAL scHoof
slerkship offered by Bar MJ- Leciere %.;///?4—(/
' / R NAME ANG ADDRESS OF FACILITY - o
(ondon Ui, JBWH/{ NS 397
rom ‘ .19 through 2 .19 in the clinical area
’ﬁTE i ) DATE .
of Sy (b ratry . ’
/ cLINICAY AREA
Q". L. 7 aZ"a,\ being duly sworn, says __he is/was the individual instructor or

program director for the student named above during the clerkship indicated and that__he has carefully read and
completed this form and that the statements made herein are stritly true in every respect.

-

This facility Qs affiliated with a U.S. or International schoot
O is not
Name of U.S. or International medical school, if affiliated:

This facility O does have an ACGME-accredited residency program
in the areas of:

{3 does not have an ACGME-accredited residency -
program.

————————— - M- L -RETWHE

DH( Ll HATNA l &H' TYPE OR PRINT NAME OF INSTRUCTOR OR FACILITY PROGRAM DIRECTOR

CONSULTANT PSYEHIATRISTAN'eT ABENEKR A) y P
BARNET GENERAL%HOSE.F%W Al al KOS P 1TH

WELLHOUSE LANES  LONDIA N/ \J. K. LRANET  FNS 3pT
BARNET, HERTS. ENS 3Bd )?\ } 9 \/}’) Lj,[) )7 STATE y 7(:005

% /
TELEPHONE NUMBER SIGNATURE OF stmu&wWROGR(AT DIRECTOR
i

_________ .|
IOTE: IN ABSENCE OF AN OFFICIAL HOSPITAL SEAL, THE INSTRUCTOR OR PROGRAM DIRECTOR MUST SIGN THIS FORM IN THE PRESENCE
JF ANOTARY PUBLIC WHO AFFIXES HIS/HER OFFICIAL NOTARY SEAL.

BO

signed and sworn to before me this day of .19

I oZ NOTARY PUBLIC

.

)

| & ADDRESS
1]

] = My Commission Expires

e L6
\-100-L6 (Rev. 3/99)




QECAL BOARD OF CALIFORNIA r

LICENSING PROGRAM
et o . 1426 Howe Avenue
Consumer Sadramento, CA 95825-3236
Altairs . (916) 263-2499

CERTIFICATE OF CLINICAL TRAINING

{The completion of this form is required only-of intemational medical school graduates.)

NOTE: THIS FORM MAY BE OMITTED IF ALL CUNICAL TRAINING WAS DONE IN THE PRIMARY TEACHING HOSPITAL OF THE MEDICAL SCHOOL AND SUCH HOSPITAL IS LOCATED IN THE SAME COUNTRY

\S THE MEDICAL SCHOOL AND THE MEDICAL SCHOOL COMPLETES AND GERTIFIES THE OFRICIAL BREAKDOWN OF UNDERGRADUATE CUNICAL CLERKSHIPS FORMS, FOrRMS LSA/B,

Complete QNE certificate for EACH clerkship, stgned by the instructor or facility program director,

ONLY UNDERGRADUATE CLINICAL CLERKSHIPS IN WHICH THE APPLICANT PARTICIPATED IN DIRECT, HANDS-ON DIAGNQOSIS OR TREATMENT OF
PATIENTS IN A CLINICAL SETTING SHQULD BE REPORTED ON THIS FORM. ANY CLINICAL CLERKSHIPS COMPLETED THAT DO NOT MEET THE
ABOVE CRITERIA SHOULD NOT BE REPORTED ON THIS FORM AS THEY WILL NOT SATISFY CALIFORNIA'S CLINICAL TRAINING REQUIREMENTS.

. — -
This is to certify that . F5a P37 DL LER , , a student
) Id STUDENTS NAME - _ ]
of St Gzeages davznsiry  Saiga. gr Mepigrve - ., completed a
i MEDICAL SCHOOL e
clerkship offered by Moamy Guepren’s Hosizar
- . NAME AND ADDRESS OF FACILITY A
3/00 3w L2 /{’f/fz\/i,.s_ Miar _fLroRiga 23755
. . 17 - . 74 “Zry .
from ﬁ’V‘/ / 4 3 . 255-%@ through 7 2 y - . 2UT" In the clinical area
7" patE , 7 DATE
of - Fepiatrics .
. CLINICAL AREA

Qé%z ZQ A ﬂé 24 § é '2 2 z 2 being duly swomn, says e ishwas the individual instructor or
program director for the studerft named above during the clerkship indicated and tat has carefully read and

completed this form and that the statements made herein are strictly true in every respect.

This facility QOis affiliated with a U_S. or Intemational school
Oisnot
Name of U.S. orIntemational medical school, if affifiated:

This facility O does have an ACGME-accredited residency program
inthe areas of:

{J does nothave an ACGME-accredited residency
program,

——— Mapen Davod, 7-1 .

S L e

(i ' 22/ -
§ Zdirrier i ”

SIGNATURE OF INSTRIUGC TORFACILITY PROCRAMOIRECTOR

[easeydsol RO

NOTE: IN ABSENCE OF AN OFFICIAL HOSPITAL SEAL, THE INSTRUCTOR OR PROGRAM DIRECTOR MUST SIGN THIS FORM IN THE PRESENCE
OF ANOTARY PUBLIC WHO AFFIXES HIS/HER OFFICIAL NOTARY SEAL

g//d/% dgypf /ﬂﬂ(/ ~e 2
YA

Sigg and SWQgE
; ATANRY A

’ z ho“rﬁv r’ﬁauc

Sk
5 St/ (2460 @1/6/}//52@/77

l m ADORESS

]" My Commission Expires %7 5_ 2(7(75

W
07A-100-U8(Rev: ON EXP. JULY 52003

St

(3



STATE OF CALIFORNIA — STATE AND CONSUMER SERVICES AGE| . GRAY DAVIS, Governor
MEDICAL BOARD OF CALIFORNIA
Sute of LICENSING PROGRAM
°;‘,',’;:“,1:,,“, of 1426 Howe Avenue
Consumer Sacramento, CA 95825-3236

Affairs (916) 263-2499
CERTIFICATE OF CLINICAL TRAINING

(The completion of this form is required only of international medical school graduates.)

NOTE: THIS FORM MAY BE OMITTED IF ALL CLINICAL TRAINING WAS DONE IN THE PRIMARY TEACHING HOSPITAL OF THE MEDICAL SCHOOL AND SUCH HOSPITAL IS LOCATED IN THE SAME
COUNTRY AS THE MEDICAL SCHOOL AND THE MEDICAL SCHOOL COMPLETES AND CERTIFIES THE QFFICIAL BREAKDOWN OF UNDERGRADUATE CLINICAL CLERKSHIPS FORMS, FORMS L5A/
B.

F
Complete ONE certificate for EACH clerkship, signed by the instructor or facility program director.
ONLY UNDERGRADUATE CLINICAL CLERKSHIPS IN WHICH THE APPLICANT PARTICIPATED IN DIRECT, HANDS-ON DIAGNOSIS OR TREATMENT OF

PATIENTS IN A CLINICAL SETTING SHOULD BE REPORTED ON THIS FORM. ANY CLINICAL CLERKSHIPS COMPLETED THAT DO NOT MEET THE
ABOVE CRITERIA SHOULD NOT BE REPORTED ON THIS FORM AS THEY WILL NOT SATISFY CALIFORNIA'S CLINICAL TRAINING REQUIREMENTS. .

_This is to certify that ?ﬂ/fa SZLyER , @ student
. ( STUDENTS NAME
of 6 7. [(Co /"/4 & ‘s NMvERS] 77 SChset 49‘// ////&//‘C//;(_ , completed a
MEDICAL SCHOOL

clerkship offered'by L-os %&/55 Q‘V'V/%/ —/S<. Hedizat (pnie-

NAME/AND ADDRESS OF FACILITY

from A ev. 5 19 79 through Ve /5 , 19 _F7 _ inthe clinical area

DATE DATE

of 67/4 /vaﬂ/&dfz gwym

CLINICALAREA” 7

Lo DM s, Qoo Afse e MB being duly sworn, says __he isiwas the individual instructor or
program director for the student named &bove during the clerkship indicated and that __he has carefully read and
completed this form and that the statements made herein are strictly true in every respect.

This facility /'ﬁ\is affiliated with a U.S. or Intemational school
3 is not
Name of U.S. or International medical school, if affiliated:

This facility R does have an ACGME-accredited residency program
in the areas of. _¢QR7 MU LAELDICY

3 does not have an ACGME-accredited residency
program. ' .

va . .
(}/ i \;_;.EM% \j@\J\DQ\N@\g _‘\T’/} MD

TYPE OR PRINT NAME OF INSTRUCTOR OR FACILI -FROGRAM DIRECTOR

Bio S bl St 2290

ADORESS: NUMBER AND STREET

o2 Lon Nesples, CA  FoTas
" (D -4l (PPN 4]

TELEPHONE NUMBER { SlGNATU&?_EfF I(Nj‘l’ﬂUWFACILITY PROGRAM DIRECTGR

NOTE: IN ABSENCE OF AN OFFICIAL HOSPITAL SEAL, THE INSTRUCTOR OR PROGRAM DIRECTOR MUST SIGN THIS FORM IN THE PRESENCE
; OF A NOTARY PUBLIC WHO AFFIXES HIS/HER OFFICIAL NOTARY SEAL.

i

! Signed and sworn to before me this day of .19

I g NOTARY PUBLIC

¥
' E
I
!

| o ADDRESS
]

| = My Commission Expires

e J L6
- 07A-100-L6 (Rev. 3/99)




. . NO.B4S  P.1-1
grarz o OUG. 16, 1999, 85494 ““"E“E‘%‘ INTERNAL MEDICINE DEPT . : SETE WILSON, Gavarmor
' EDICAL BOARD OF CALIFORNIA

~

sund - LICENSING PROGRAM

i\ Ovirien o ) 1426 Hawe Avenus
Consumer Sacramanto, CA 95825-3235
Allairs AR (916) 263-2499

CERTIFICATE OF CLINICAL TRAINING

(The complation of this form is required only of intsmational medical school graduates.)

NOTE: Tiis FORK MAY BE OMITTED IF ALL GLINICAL TRAINING WAS DONE IN THE PRISLARY TEACHING HOSPITAL B THE MEDICAL SCHOTL AND EUGH HOSPITAL IS LOGATED IN THE BAME COUNTRY
ASTNEMEDICAL SCHODL AND THE MEDICAL SCHOOL COMPLETES AND CERTIAES THE OFMCIAL EIREAKDOWN &F UNPERGRADUATECLINICAL DLERKSHIPE FORMS, FORUS LAJB,

Complete ONE certificate for EACH ¢lerkship. signed by the instructor or facility program gireetor,

ONLY UNOERGRADUATE CLINICAL CLERKSHIPS IN WHICH THE APFLICANT PARTICIPATED IN DIRECT, HANDS-ON DIAGNOSIS GR TREATMENTOF
PATIENTS IN A GLINICAL SETTING SHOULD BE REPORTED ON THIS FORM, ANY CLINICAL CLERKSHIPS COMPLETED THAT DO NOT MEET THE
ABOVE CRITERIA SHOULD NOT BE REPORTED ON THIS FORM AS THEY WILL NOT SATISFY CALIFORNIA'S CLINICAL TRAINING REQUIREMENTS,

This is to certify that__ Roy Silver ' . @ student
STUDENT'S NAME ' )

of _St, George's University School of Medicine, Grenads ‘ , completed a
; ' MEBIEAL 3CHO0L ,

clerkship offered by _Arrowhead Regional Medical Center

, NAME AND AGDRESS OF FAGILITY
400 North Pepper Avenue, Colton, CA 9232

. December 20 99 January 14 00 .
from ec .19 through 19 in the ¢linical atea
© DATE . DATE
of Family Medicine
CLINICAL AREA d

Andre V. Blaylock, M.D. being duly swomn, says__he isAvas the individual instructor or
program diractor for the studsnt namad above during the elerkship indicated and that __he has carefully read and
completed this form and that the statomsnts made herein are striotly true in every respect.

This faclity @ s sfiliatadwitha US. ortniemationalsehoel | This fagility [ doeshaveah ACGME-aécrmditad residency pragram
0 15 pgt : . inthearsager Family Medicine
Nama of U.S: arintarnational medical school, Faffillsted: [ dess pothave an ACGME-sc redited residancy

UC Irvine . pregram.

Fe === o Arrowhead  Regional Medical Center
‘ l %‘i_ TYPEORFRINT NAME OF INGTAVGTOR TR FAGILITY PAOGRAM IRECTOR
I [% 400 North Pepper Avenue
| |8 ADDREDH NUMBNAAND STALET . ‘ .
| | & Colton, CA 92324 . o ,
| '§ ey a 7 2P eg0E
b o e e Ha (909) 580-6268 o ‘
T o e TELEPIONE HUMBER ) ", SIGNATORE OF INSTRUCTORMACILITY PROGAUMB |

NOTE: IN ABSENCE OF AN QFFICIAL HOSPITAL SEAL, THE INSTRUCTQR OR PROGRAM DIRECTOR MUST 8IGN THIS FaRM IN THE PRESENGE

OF ANOTARY PUBLIC WHO AFFIXES HIS/HER OFFICIAL NOTARY SEAL, .
. ) . : J OO
Signed and swom ta before me thig (Q (_C — day of -

A Ua o
~d

f‘"*——"“‘—'——_'—‘———_—'l . |

| — T T o—=mto Clel
GRS  SALLY CLARK é E Wme ]

Comm. # 1150861 |8 40D N. Pepper Avenue

j NOTARY PUBLIC - CALIFORNIA 0 F T oHeA~GA—0A3 241919
* %on Burnardino County ™ g

Comm. Brpirns Ag. 10,2001 ' © [~ My Commission Expires, Ql lO]é}OO‘\

e e e e T 1

07¢-lﬂg-lémav.2/97)




‘RAY DAVIS m Govemnor

STATE OF CALIFORNIA — STATE AND CONSUMER SERVICES AG*
EDICAL BOARD OF CALIFORNIA

Qﬂggmu LICENSING PROGRAM

Depariment ol 1426 Howe Avenue

Consumer Sacramento, CA  95825-3236 '
Allairs (916) 263-2499 :

CERTIFICATE OF CLINICAL TRAINING

(The completion of this form is required only of international medical school graduates.)

NOTE:; THIS FORM MAY BE OMITTED IF ALL CUNICAL TRAINING WAS DONE IN THE PRIMARY TEACHING HOSPITAL OF THE MEDICAL SCHOOL AND SUCH HOSPITAL IS LOCATED IN THE SAME COUNTRY
AS THE MEDICAL SCHOOL AND THE MEDICAL SGHOOL COMPLETES AND CERTIFIES THE OFFICIAL BREAKDOWN OF UNDERGRADUATE CLINICAL CLERKSHIPS FORMS, FORMS LSA/B.

Complete ONE certificate for EACH clerkship, signed by the instructor or facility program director.

ONLY UNDERGRADUATE CLINICAL CLERKSHIPS IN WHICH THE APPLICANT PARTICIPATED IN DIRECT, HANDS-ON DIAGNOSIS OR TREATMENT OF
PATIENTS IN A CLINICAL SETTING SHOULD BE REPORTED ON THIS FORM. ANY CLINICAL CLERKSHIPS COMPLETED THAT DO NOT MEET THE
ABOVE CRITERIA SHOULD NOT BE REPORTED ON THIS FORM AS THEY WILL NOT SATISFY CALIFORNIA'S CLINICAL TRAINING REQUIREMENTS.

This is to certify that Roy Silver , @ student
. STUDENT'S NAME . ] ] -
of St. .George's University School of Medicine ' ‘ , completed a :
MEDICAL SCHOOL . -
clerkship offered by San Joaquin General Hospital Q- -
NAME AND ADDRESS OF FACILITY :
500 W. Hospital Road French Camp, Ca 95231
from * January 17 ,R&2000 through March 10 X¥X2000 in the clinical area
’ DATE DATE .
of Medicine Sub-Internship
CLINICAL AREA

: being duly sworn, says__he is/was the individual instructor or
program director for the student named above during the clerkship indicated and that __he has carefully read and
comp_leted this form and that the statements made herein are strictly true in every respect.

This facilty O'is affiliated with a U.S. orIntemational school This facility ¥¥does have an ACGME-accredited residency program

Bisnot intheareasof: __IM, FP, Surgery
Name of U.S. orintemational medical schoal, if affiliated: 3 does nothave an ACGME-accredited residency

program.
.% S — .
2y T, James K. Saffier, M.D.
I % TYPE ORFRINT NAME OF INSTRUCTOR OR FACILITY PROGRAM DIRECTOR
I% San Joaquin General Hospital
| 2 ADORESS: NUMBERANO STREET
O .
Ig_- 500 W. Hospital Road French Campn. CA 952131
. - 7 oY ZIP CODE
S I8 )
n...,.;.;._.;__,;__.._.:‘ (209) 468-6624. M

Ve -t TE.EFHOAEMJNBER SHSNA’ OF TORFACILITY PROGRAMDIRECTOR

“~

NOTE: IN ABSENCE OF AN OFFICIAL HOSPITAL SEAL, THE INSTRUCTOR OR PROGRAM DIRECTOR MUST SIGN THIS FORM IN THE PRESENCE
OF ANOTARY PUBLIC WHO AFFIXES HIS/HER OFFICIAL NOTARY SEAL.

Signed and swom to before me this day of ' .19

NOTARY PUBLIC

ADDRESS

T ieag famoN

My Commission Expires

QJA-100:-L6Rev. 2/97)




e

STATE OF CALIFORNIA — STATE AND CONSUMER SERVICES AGENGY

. MEDICAL BOARD OF CALIFORNIA .

LICENSING PROGRAM
1426 Howe Avenue
CorsLmor Sacramento, CA 95825-3236
Nifgis (916) 263-2499

CERTIFICATE OF CLINICAL TRAINING

(The completion of this form is required only of international medical schooi graduates.)

NOTE: THiS FORM MAY BE OMITTED IF ALL CLINICAL TRAINING WAS DONE IN THE PRIMARY TEACHING HOSPITAL OF THE MEDICAL SCHOOL AND SUCH HOSPITAL IS LOCATED IN THE SAME
COUNTRY AS THE MEDICAL SCHOOL AND THE MEDICAL SCHOOL COMRLETES AND CERTIFIES THE OrriciAL BreakDowN oF UNperaraobuaTe CLinical CLERKSHIPS FORMS, Forus L5A.

Complete ONE certificate for EACH clerkship, signed by the instructor or facility program director.

ONLY UNDERGRADUATE CLINICAL CLERKSHIPS IN WHICH THE APPLICANT PARTICIPATED IN DIRECT, HANDS-ON DIAGNOSIS OR TREATMENT
PATIENTS IN A CLINICAL SETTING SHOULD BE REPORTED ON THIS FORM. ANY CLINICAL CLERKSHIPS COMPLETED THAT DO NOT MEET THE
ABOVE CRITERIA SHOULD NOT BE REPORTED ON THIS FORM AS THEY WILL NOT SATISFY CALIFORNIA'S CLINICAL TRAINING REQUIREMENTS

This is to certify that (\/‘KQ \-\\ > -‘\ ves __, astudent
— . DENTSNAME IE
of Cbt C.:- QOV%@,\S U\N;\J. SQ\S(T\\ . O W\Q&_\Q\(\Q ,completeda
MEDICAL §CHOOL - o
clerkship offered by RN QD Ay QQ\‘\_\\; A\ HOS p'\\ Q,\ Q&\" ﬁ

. N\ _NAME AND ADDRESS OF FAGILITY
12\ OeMalle Quanus. - Saaai N AN 2ol
. Z000 : ) )
from Mo Q\‘\ \™D 19 through Q@'\“ \\ 1 ; 8 i in the clinical area
. DATE . ¥ DATE :
of Gua. Oncolooy
~ CLINICAL AREA D\

\\-) W\ C_G‘_\k\ Ny e ik WD) being duly sworn, says- X he fsfwas the individuai-nstractoror
program director for the student named.above during the clerkship indicated and that X he has carefully read and
completed this form and that the statements made herein are strictly true in every respect.

This faciity  ©fs. affiliated with a U.S. or Internationai school | This facility B Goes have an ACGME-accredited residency program

O is not . . in the areas of:
Name of U.S. or International medical school, if affiliated: 03 does pot have an ACGME-accradited residency

- program.

Umceal Nricoap MO

% TYPE OR PRINT NAME OF INSTRUCTOR OR FACILITY BROGAAM DIRECTOR )
22\ O e\i\m\ D SNAMD
Q - ADDBESS: NUMBER AND §TREET - Y
£ BedoWiga OOM \ 2ol
" (; (#1274 . N~ STATE ZIP CODE
8 YI\® 250 %&6A0 s
TELEPHONE NUMBER SIGNATURE OF INSTRUCTOR/FACILITY FROGRAM DIRECTOR

NOTE: IN ABSENCE OF AN OFFICIAL HOSPITAL SEAL, THE INSTRUCTOR OR PROGRAM DIRECTOR MUST SIGN THIS FORM IN THE PRESENCE
OF A NOTARY PUBLIC WHO AFFIXES HIS/HER OFFICIAL NOTARY SEAL. .

Signed and sworn to before me this day of ' , 19
Tt T T T T B

| | =z ‘noTarvpusLC

| E

f |}2,) ADDRESS

l &

My Commission Expires

075-100-L6 (Rev. 2/97y




MEDICAL EOARD OF CALIFORNIA

Cm ' LICENSING PROGRAM
Daoariment. of : _ 1426 Howe Avenue .
Consumer ’ Sacramento, CA 95825-3236

Afoirs . .‘ _ (916) 263-2499
CERTIFICATE OF CLINICAL TRAINING

{The completion of this form is required only of international medical school graduates.)

OTE: TS FORM MAY BE OMITTEO IF ALL CLINICAL TRAINING WAS GONE IN THE PRIMARY TEACHING HOSPITAL OF THE MEDICAL SCHOOL ANO SUCH HOSPITAL IS LOCATED IN THE SAWE COUNTRY
S THE MEDICAL SCHOOL AHD THE MEDICAL SCHOOL COMPLETES AND CERTIFIES TRE OFFICtAL BREAKDOWN CF UNDERGRADUATECUNICAL CLERKSHIPS FORMS, FORMS LEA/B.

Complete ONE certificate for EACH dlerkship, signed by the instructor or facility program director.

INLY UNDERGRADUATE CLINICAL CLERKSHIPS IN WHICH THE APPLICANT PARTICIPATED N DIRECT, HANDS-ON DIAGNOSIS OR TREATMENT OF
3ATIENTS IN A CLINICAL SETTING SHOULD BE REPORTED ON THIS FORM. ANY CLINICAL CLERKSHIPS COMPLETED THAT DO NOT MEET THE
ABOVE CRITERIA SHOULD NOT BE REPORTED ON THIS FORM AS THEY WiLL NOT SATISFY CALIFORNIA'S CLINICAL TRAINING REQUIREMENTS.

This is to certify that 5 Pz S ZLER , a student

STUDENT'S NAME

of St ngagge':s (4/\/[[:5;17{ Saygo, gr MEDICIVE '- , completed a
. ' MEDI SCHOOL . '
clerkship offered by N Miamy Gsrdren s Hospirar, l/ 2 '
' ~ NAME ANO ADDRESS OF FACILITY : , .
. §2 2355 &

3100 5 Lok
’ 22 ‘ .
from /%lh/ A - . 2040 through TV/he 2% , 2004  in the clinical area
/ OATE y DATE '
of : LEDIATRICS o

CLINICAL AREA

/WW : ﬂ are ,() ﬂ /> ' being duly swom, says __he isavas the individual instructor or
program director for the student gamed above during the clerkship indicated and that _he has carefully read and
completed this form and that the statements made herein are strictly true in every respect.

This facility Ois affiliated with aU.S. or Intemational schoot This facility C dees have an ACGME-aczredited residency program
Nameof U SD 115:191 ) ] " N ' : intheareasof:
.. orintemational medical school, i sffiiated: (3 does pot have an ACGME-accredited residency
program. -
P Mapeo Davod, 72.D .
‘ . ‘ % TYPEORPRINT Mou;Z;vjur PROGRAI
| Y DA Lpt ‘
| s ADORESS: NUMBER AND STREET ﬁ . . .
| 3 Ll =L | 253857 -
0 oY . ST, P CO08
L 8 Z5r pp2-5567 MWar o Pt o,
s —_——d TELEPMONEMUMBER 7 WGHATURE OF WS TRUCTORFACIITY PROGRAMOIRECTOR i
rr ' .
NOTE: IN ABSEN FICIAL HDSPITAL SEAL, THE INSTRUCTOR OR PROGRAM DIRECTOR MUST SIGN THIS FORM IN THE PRESENCE
OF ANOTARYP WH IXES HIS/HER OFFICIAL NOTARY SEAL,
) 2 b
Signed and $vog ‘{;' e this 3/./42/ day of Qﬁ(/ W? '
w7 '{/ZW' /
[ ——— i D — T T M 4

l /.9?° |- I ;%47%/ . : |
R i su L2t ﬁ/z/%@// PKS.

COMMISSION NO. Ceas1435

MY COMMISSION EXP. JULY 52008 IW‘TMWM%W ,%« 6(2005 —




STATE DEPARTMENT OF CONSUMER AFFAIRS
INTERNET CASHIERING SYSTEM
MEDICAL BOARD OF CALIFORNIA
SUPPLEMENTAL INFORMATION REPORT
From Date: 07/07/2009 To Date: 07/07/2009

Personid: 1284654 Name:  Silver,Roy
Question Answer

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

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

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

Only For General Internists And Family Physicians Who Have 25% Of Their Patient Population Aged 65
Years Or Older: | Have Completed At Least 20% Of The Required Cme In Geriatric Medicine Or The
Care Of Older Patients. Click No If Not Applicable.

Enter Name/Address Of Facility Where You Or Your Immediate Family Hold Financial Interest. Type
“None", If None Held.

I Certify Under Penalty Of Perjury Under The Laws Of The State Of California That The Information
Contained In This Application Is True And Correct.

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

Since You Last Renewed Your License, Have You Had Any License Disciplined By A Government
Agency Or Other Disciplinary Body; Or, Have You Been Convicted Of Any Crime In Any State, The U S
A And lts Territories, Military Court Or A Foreign Country?

Total Questions Asked For Person : ’ 8




STATE DEPARTMENT OF CONSUMER AFFAIRS
INTERNET CASHIERING SYSTEM
MEDICAL BOARD OF CALIFORNIA
SUPPLEMENTAL INFORMATION REPORT
From Date: 07/12/2007 To Date: 07/12/2007

Personld: 1284654 Name: Silver,Roy

Question Answer

I Have Completed Cme And Can Document An Average Of 25 Hours Of Approved Cme Each Calendar
Year Resulting In A Minimum Of 100 Hours Over The Last 4 Years.

I Have Completed 12 Hours Of Pain Management And End-Of-Life Care (Must Be Completed By
December 31, 2006). :

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

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

Enter Name/Address Of Facility Where You Or Your Immediate Family Hold Financial Interest. Type
"None", If None Held.

[ Certify Under Penalty Of Perjury Under The Laws Of The State Of California That The Information
Contained In This Application Is True And Correct.

Only For General Internists And Family Physicians Who Have 25% Of Their Patient Population Aged 65
Years Or Older: | Have Completed At Least 20% Of The Required Cme In Geriatric Medicine Or The
Care Of Older Patients. Click No If Not Applicable.

Total Questions Asked For Person : 7




