o STATE OFWARYLAND =
BOARD OF PHYSICIAN QUALITY ASSURANCE

4201 Patterson Avenue, P.0. Box 2571
' -;Balt,imqre,:MD-21“215-_0095 '

__210-764-4777; 1-800-492-6836 -

Instructlons: Please print legibly or type the"required'infdrmézt»ibh, Do not leave any,'i_"_te'rri'dnans"weréd. If an item -

does:-niot apply to you, write "N/A" ("NOT APPLICABLE"). An incomplete application will delay the processing of
your application. Netify the Board In writing If you move during the application'period. -~~~ . __

1. Name Under Which You Wish to'Be Licensed {Name change: See Application Instruction Sheet, #1)
Surname and generational indicators (e.g., Jr., Sr., 11, 1) . . . 3

Mp S |E

First name and middle name

IRy Inlel s T lE

Maiden name (will not show on license)

under which originally licensed in another state, if different

Fuil Malling Address and Telephone Number:
C/Q address, if appiicable '

Street address (Pleése do not use a Post Oﬂiée Box address.)-
3 Gl [Hh e elp vy el v b
. . S v State” | . .., .. ZipCode -
EWL (CAs T ILle|bE [T #]]oll

- Telephone

1. Female

2 o el-Tr 1= o anger‘: A .. 2. Male

SN -~ ' R | ;i:.:Caucasiah: 2. African American -
Date of Birth: ' PR |2 8. American Indian. 4. Asian 5. Other -

' (month) B day)

Federal Employer identiication Number:




8. Cerilfication by the Amierican Board of Medilcal Speclalties (ABMS),

I'am ABMS certified.

: J 1 1am not ABMS certified.

. Activitles After Medical School Graduation:
degree/doctor of osteopathy. Attachments may
or curtleuium vitae.,

List chronologically all of your ac'{iv_itiesv after graduation with a medical
be used if tlje space below is insufficient. ‘Do hot attach your resume:

' Actlvitles  Inclusive Dates ‘ Locatlons’ v ,

0 Gevew. PeacToner,  qfss- & 2. WEsico- socumy. foimme

| | fih (WNISTRY o PugLec

e o T MEGTH ~ Mhoune
8 s iy s pirat

04 (morin e, mug 'NBST&N’GmVM.M-;mé;g

@ F e, Fesioeacy W Pevgis Hia — {33, Towms

7; TR0 3¢ Frp st UNWeR 8 7y sy /

AT DaPovT osTimure , Po. oy 264
Rockians RAAD, NILMINCTO N, BE . 1986q

10. Hosphtal Privileges: List below alt the hospitals following postgraduate medical

- ing full-addresses, including the departments where you have provided services
during the preceding 5 years. B S " ‘ -

@ e ree sy N PEONTRS 77'33-‘—_ Po

education traifing and their correspond-
and/or where you have had privileges .

Hospltals =~ *_ Addresses




Med!cal Scheol Dlploma Anach a copy of your medncal schoo!drplomatothrs appllcatlon Ifyourmedrcalschooldrploma "

isiina; Ianguage other than English, attach: a‘copy of the: certifiéd translation. (See "Application Instructions,” #1.) if you
B 'ecerved your. medrcal @ducation frorm a medical’ school/coliege that was affiliated with the unrversrty that conferr ed the
o medrcal degree on.you; eﬁach -a‘copy of the certificate of your medical education and examinations taken Ieadmg to the :
i medlcal degree Also attach acopy of the certmed translatron_of the cenrfrcate rf applrcable ' v EEE

2, . Cerﬂﬂcate of Hecelpt of Medlca! Degree/D)octor of Osteopatny, BPQA Fonn IML2 2/95 Complete pan 1 of the
',form and send it to the in 7 'p_axhy_gnyg_r_ for oomplehon of pan
2 and: rnalhng drrectly to the ‘Board. Compiete the section below. e B

':N?""e'" UnlspaTy of  TABBAN

_ Insmutron Thar Conferred A Medrcal Degree/Doctor of Osteopathy on You B ety
'Address mcludmg coumry UMM\-‘{ U)LLEGE HOSPrTF\\”-v ' ()M ’3: J i | 4 - «a I%ﬁf)ﬁ(\?
N GERIB

Degree Received: M & b S Date of Graduatron (mo /day/year) =

Inclusiye Dates of Attendance: Frbm (mo'./yaar) g to (mo/year) 9{

'Language(s)-of Instruction: , 5 EN L(

f Your Citizenship Durmg Medrcal Educatron _ ‘l’ E P@q MH‘H\]

. Accredlted Trainlng Programs, BPOA Funn I3 12/94: \,omplete part 1 of the form and send itto égoh of the :
program directors of the clinical post,;raduate medical ediication programs that you attended in this country for completaon
~“ofpart 2 and mailing directly to the Board. The Agcraditatic n eouncrl for Graduate Madical Education (ACGME) and the "

American Osteopathlc Association (AOA) eoradit cinic .; =+ poatgraduate wedical education programs Tha

: requrremenis for accredlted tramn.ug program are listed v el '"e items belew ihat apply to you L

... successful complehon otoi oontmuous rnomr .-.) of’ accredrte rraming progr..m for an apphcant

with an M.D. from a mcdica: v sithatis ace: “ited by the Lrarsor- Comi. Hee on Medncal Educatron at the
-time of your graduation. R :

successful completion of one yen- - eiati .‘uoué mon e o 'iCul'edﬂed trainiyipic . m for an: apphcant
with a D.O. from a school of osteoperiny i the 11.S., s te:i:Noric, ~r possessions,: °ue' el cho or? anada ‘

: that has standards for graduatuon equrvalem to those es%abnmhed by the AOA

' successtul completuon of ona year (12 contrnuous mc"",s) ot accredrted ir.*mrng proaram GoF an apvohcant
who recéivad an M.D. before July 1, 1992, from an app.;uvess inedica) 56F36: “nd has obtamed an :

Eduoatlonal Commrss:on for Forergn Medrcal Graduates (ECFn f:«) cer‘.r?rcafscn

An approved medleal school means a foreign medlcal sehool *haa the Boare g He p‘:oeccssur
agency, the Board of Medical Exam!ners, determined before July 1. 1992 had tandards for '
» graduatlon equlvalem :G those standards establlshed by the LCM: . _ SR

successful completlon of three years of accredrted iralmng program for an apphcam who recerved
an M D on or: after Juiy 1, 1992 (rom an approved medrcal school and has obxamed ECFMG cemfrcaho

successful complehon of- threa years of aocrednted trainmg proqram for an apphcanr ,vho recewed an M D tmm
any other medxcal school and has obtained ECFMG cerlmcatron :




f. successtu! completion of two years of accredrted trarnrng program for an appllcant who has successfully
completed an approved thth Pathway Program

‘g successfui completion of additional one year of accredrted tramrng proqram ror an apphcant who t_ ds the
- examination or any part of the examination three or mors times, with none of the addmonal year of
* accredited training program being taken before the Jast farlure o ;

On a case by case basis, the Board may consrder mﬂ_time_t_e_agmng in an LCME accredrt e medrcal school
inthe United States as an afternative to the. accredrted training program: If you'have thrs experience, " O
complete part1 of BPQA Formi IML4 2,95 and send it t0-each of the institutions where you held academrc K
appointments for compietion of part 2 and mailing directly to the Board. Also, complete the section below. -

if you need mare space, use aftachments with your name in'print; signature, and date on each page If

you do not have teaching. sxperlence, pléase write "N/A” on the first llne below. :

Name of School: N } A

Mames of Department and Ch’airrria‘n:

Address:

Inclusive Dates of Teaching:

Specific Duties:

14. - SPEX Examination: Check the statements thatiapply toyou.

' I successfuily completed my medrcal hcensmg exammahon more than 15 years betore makmg thrs
apphcatron

- During the past 10 years, | have NOT marmamed contrnuous Ircensure in each state in the Unrted States that ‘
evear -ssued a medrcal Ircense to me; ang RS : :

“lnthe past 10 years before thrs applrcatron, ! have not been certmed or recertmed by a Board recognrzed
spesialty L\oard o

Ml three’ statements above apply to you and you have achroved a passmg score on SPEX Examrnatron
commplets-part 1 of the BPQA Form IML5 2/95 and send it1o'the Federation of State Madical Boards Please
apply tor medical llcensure oniy If you havs g score of at Ieast 75 on SPEX Examlnatlon. o

All threa statements above do not app!y tome. - l do not need io take the SPEX Examlnatton. o




FLEX weighted average

. FLEX Components 1 and 2

" NBME Parts I,-1l, and 1ll (l have requested NBME to send dlrectly to the Board the o
'endorsement of certlﬂcatlon ) :

NBOME Parts |, Il, and Il (I have requested NBOME to send dlrectly to the Board the
endorsement of certification.)

USMLE Steps 1, 2, and 3
State Board examinations
USMLE1 NBME I NBME 1l
8. USMLE 1 _ USMLE 2 - NBME Il
9. USMLE 1 NBMEN ~ +  USMLES
10. NBME1 USMLE2 USMLE3
“11. NBME | USMLE2  +  NBMEII
12, NBME | NBME Il - USMLES
430FLEX1 . USMLE 3

FLEX 2 4 USMLEY '+ - NBMEN
. FLEX 2 USMLE1- e _USMLéz‘_s
FLEX2 NBME! .~ + . USMLE:

FLEX2 . o+ - 'NBME[ NBMEII

9.
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O

O
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*The requlrement Is elther io {1) achlevea FLEX welghted averaga ot at Ieast 7510n :
* before 1985; or (2) achleve a score of at ieast 75 on each pari of the FLEX exam vith all passing. scores}
belng achleved within5 years of eachothier; or [6)) achleve a passlng coreonall paris of the examination

“ofthe Natlonal Board of Medlcal Examlners (NBME) as evidenced by an endorsement of certiflcation;or - - : i

- "(4) achieve a passing score on all parts of the examination of the National Board-of Osteopathlc Medical - -
- ‘Examiners ag evidenced by an endorsement of certification; If the appucant's certificate was !ssued after

7 January 1, 1971; or (5) acmsve a passlng score. on- “all. parns -of the United’ Statas Medical. Llcsnsmg* :
' Examlnanon (USMLE) with afl the passing scores belng achieved withina 7-year perlod b_eglnning when
“ihe examinae flrst passes elther Step 1 or 2; or (6} achievea passlng scoreon al parts'of the examination”

‘of any state board or the District of Columbla Board of Medicine I the United States; or (7) through (17)

. if completed befors the ysar 2000, achieve passlng scores on‘any .of the acceptable axamination:
-“cofmblnations listed above, with all the passlng scores belng -achleved within: a 7~ymr period beginning.’
+ with.a month and yearwhen tha examlnee ﬂrst passes a part ora component or a Mep oi the appitcable_ v
examlnatlon comblnatlon. ) :




o

/ -
- 16,

Complete Medicai Llcenslng Examlnatlon Hlstory and Scores. Use BPQA Form IML5 2/95 tor natronal medrral
licensing examinations and BPQA Formi IML6 2/95 for state board examinations that-you Have taken i inthe U.S..

...Complete part 1 of the appropnate form and send it to gach of the medical lrcensmg examination authormes that

‘adr.nistered & medical licensing: exammatr(m to you. Request that your complete hlstory and scores be sent. drrectly 8
1o the Board. Howaever, if prior to October 1, 1992, ‘you passed a medical licerising-examination or any part of an
examination that you previously failed three or more times, you do-not need'to" have the’ comptete hrstory of the sard
“examination sent directly to the Board. (Md: Code Ann Health Occ §14-307. (g)) . A

Please contact the medical licensing authontres for the tees for the complete hrstory of each medrcal hcensrng .
examination or part of the ‘examinaticn that you took and passed on or after October. 1, 1992 and the scores you havev
achieved.

g] I have never faited any medical licensing examination in the U.S. three or more times.
I have failed _ _ (names of examinations failed)

three or more times. However, | passed (names of examinations passed)
. befare Qctober 1, 1992. . o : :

“lhavefailed . _ (names of examinations failed) three or more trmes However ’
lpassed (names of examinations passed) on or after’ -

" October 1, 1992. | requested the medical licensing examination authorities send directly to the Board the .
complete history and scores of my examinations..| understand that an additional year of accrédited trarnrng program
is required for each examination orpart of an examrnatron that i failed three or more times and that program should
follow the Iast tarlure

-~ identity alt the medical licensing examination authorities that administered the examin'ations to you'_bychect{ing
- the rtems below that apply to you. v . : R

m Federatron of State Medrcal Boards (FLEX SPEX) : . D State Medrcal Boards

D Natlonat BoardotMedrcaI Exammers o l:] USMLE

" . D Natronal Board of Osteopathrc Medrcal Examrners _

*Questlons: Check eithe_r Y_ES or NO. -

'. YES ‘NO.

Has a state Ircensrng or drscrplrnary board or a oomparable body in the armed ,ervrces denred
o your applrcatron tor lrcensure rernstatement or renewal‘7 . . o ; i

: - . b Has a state Ircensmg or drscrphnary board ora comparable body in the armed services taken an

_action agarnst your license, mcludrng but not limited o limitations of practice, requrred educatron .
“admonishment, reprimand, suspansion, orrevocation for an act that wou!d be’ grounds tor '
drscrpltnary actron under Md Code Ann Heatth Occ §14 404’7 e

- : -‘ c._ Has an mvestrgatron or charge been brought agarnst you by a ltcenslng or drscrpllnary body or
€ comparable body tn the armed servrces" o

. ‘ . d. Has yourapplrcatrontora medrcalorheatth professrcnal Itcensebeenwrthdrawntorrea onSthatWould

be grounds for drscrplrnary actron under Md Code Ann,, Health Occ §14- 404’7

' ! ! e.' Has an rnvestrgatron or charge been brought agarnst you by a nosprtal retated rnstrtutron or:

“alternative heatth rare system that would be grounds for action under Md Code Ann Heatth Ooc
§14-404‘7

f-'-s'-_-'




- Print Name: _ MOSE  Francis
. YES . NO . ‘ ' S :
. .-f. Have you had any limitation or loss in_priyile:gés in’a_hbspité’ﬁ, reiétédgﬁéann" ,é;f‘é:ac'_”ﬂy;orf o e
e ahernativehealthcaresystemthatwouldbegrbundsfqrdisciplinaryagtionynder_Md;_COcIje_Ann.,»Hvis‘ahhv’ -

. . 0. Have you had & plea of guitty, riolo contendere, conviction, of négeiﬁ:&fb?d@dﬁid;ﬁiﬁé Sre judgment
' v for.a criminal act? o ’ - QUALITY Vl\SSUmxhbr.:, G

Occ. §14-404?

Have you had a plea of guiity, nolo contendere, conviciion, or fe_ceipt of probaﬁon befofe jl}dgment ?or.an s
alcohol or controlled dangerous substance offense, including but not limited to driving while under the - -
influence of alcohoi or controlled dangerous substances? _ IECT . i

Are there any pending criminal charges agéinst youinany cou_r{ of law, excluding rvn'i_r_)drtvrafﬁc Vio!atidns‘?' -
Do you illegally use drug(s)? '

Do you have a physical or mental condition that currently impairs youf'ability fo practiCe ,me'dicine?’ A

Have you been named a3 a defendant in a filing or settlement of a medical malbracticé 'actio'n-wif,hir’i the
past 5 years? _ , : : ‘ .

Are you in default of a service obligation resulﬁng'fmrh your recéipt of'Sta:te'br federal funding for your
medical education? - o . S : S [

Have you failed to make arrangements to satisfy State or tederal Ioa:n'_s‘thét ﬁhan_c':ed your médical ]
education? : : L . e R et

occasion. Each attachment must have your name in print; si'gnaturQ, and date. - ’

lf you answered"YES" {0 any of the questions ('a) through (h), attach a separate page with a"g:qmplete’éxp!anatioh oféach -

 Verflcation of Medical Licensure In Other State(s), BFQA Form IML? 2/95, If appilcable: Comiplete part 1 of the

~form and send it to each of the state medical boards that ever issued you'a license-(current/axpired). Request the state
medical boards to complete part 2 of the form andsend it direqu 1o thie Board. Chgck»the item below ;hat applies to you.

] @ ! have complatad part 1 of the BPGA Form IML7 2/95 and sent i to the following state medical board(s) (List
[‘__-] each state and corrasponding Iicense_'number.)v R e LTl Do

Iz’ " b. lLhave néver‘ been Iics_a‘nsef(_ilby a state medical bbard in thi's_count'.ry'

Verification of Surrender of Medical License, BPQA Form IML8 2/95, If applicable: Complete part 1-of the foim °
. and send it directly to each of the state medical boards to which you surrendered your licenses while they were * . -
in good standing and not under disciplinary charges or investigation and where you no longer hold licenses. Request -
the state medical boards to completé part 2 of the form and send it directly to the Board. Check the item below that applias
to you.. . S R M X S iy 7

D & Ihave completed part 1 oftheBPGA Form IML8 295 and sert ttothese state medicalboards: (List each

state))

S [71 . b, Ihave never surrendered my license, while it was iq,g'o'dd'standing and ngg.gﬁde}'dg_sdp;m'-ary-‘Char'ges, o
' orinvestigation; to any siate medical board where I'no longerhold a lidense, . * ' R

- = .




20.

English Lannuage Competency;. BPQA Form IML9 2/95: Every applicant for madical lrcensure is req\rmtd to ‘

demonstrate oral arid written English language competency if youi graduated from either: (a) & high schoot inchicing GED, "
or undergraduate college or university, whére English was the language of instruction thrcughout your aiter Jaricie, after . -
at leastthree yeais of enroliment; or (b) a professional school, where Englrsh was the Ianguage of instruction thoughout - .-

your inclusive dates of attendance, complete part 1 of the formand senditto your school for completron of part 2: &choot
’ must return form directly to the Board. In addmon complete the section below. -

: 'Name and Mailing Address of School: (@ LU:;th @F me& N C: W\)'UEQSIT‘J 0(: T&rﬁr!\ANt "

_PM-p SiG |, TRAbN Mmﬁere
Degree Ftecerved M— Date of Graduation (month/day/year) 8 I ?’[ 8é .
Inclusive Dates of Attendance: From (mo./yr.): q ] g ’ o (mo AT g ! E(, B

Language(s) of instruction: E‘N GLISH

Ii neither (a) nor (b) above applies tc you, you must achreve a score of at least 220 on the Test of Spoken Englrsh (TSE) :
and a score of- at least 550 .on tha Test of English as a Foreign Language (TOEFL).

..Check the items below that apply to you.

[Zi a. ihave met the statutory and regulatory requrrements on English Ianguage competency as hsted above and .
understand that the Board may conduct direct source verification of my Enghsn Ianguage competency

l_ I | have attachedeviderce of my GED to thrs appllcatlon (Thrs apphes only to apphcants who have GED ) ’

I l b. 1 have achieved the required scores on TOEFL and TSt: and have requested that my scoree be sent

drrectly to the Board by TOEFL/TSE

vINFC‘RMATION FOR THOSE WHO DO NOT MEET THE REQUIREM:NTS

Apply for medrcal hcensure only after achtewng scores of at Ieast 220 and at Ieast 550 on the TSE and the TOEFL

: respectnvely

_lf you nevertaken the TSE you may take: th Interagen"y Language Ftoundtable (ILR) Oral Protrcrency Intervrew (OPI) :
" .instead. Within 24 hours of receipt of payment, LTI 'can schedule your irterview. Contact the Language Testmg :
~ International (LT1) at 914-235-8460 and the Board's Chief of Physician Licensure Programs at 410-764-4760 to arrange

specitic date, time, location, and obtain current information. The current cost of OPlis $150.00 pertest. You needto make

o a special request to LTI %o send your score directly to the Board within'3 to’ 4 business days of taping the interview. In

adaition, you will pay the Board for the phone charge that i$ estimated at $1 0.90. This amount will be confirmed with the"

building supervisor. You must bring with you two pnmaryprcture 1D's (8.g. current driver‘s Ilcense current passpon; current -

'employment|Dcardw:thyourp|cture srgnature andcurrentaddressonrt) istalso cur li
- initial medieal li LA e

“ Ascoreof3on OPI is consrdered equrvatent t0a score of 220 on the TSE for mdrviduals who have nevertaken TSE

Check the rtem that applies to you.
|. l a. 1have nevertai]edthe‘TSE.‘

I | b tielied TSE and undrsan tha | am rot qualiied to take the OPL. - .

Ea “This item does not apply to me




é'riananie: WAsE RWUS NT’EU(Y\A — Date

21.  Attestaiion to Apniicant’s Good Moral Character, BPQA Form IML10 2/95: Compléie; parHof 6 form and send”

itto two individuals who are not related to you and who will vouch for your good moral character.Eachiof the two individuals

must complete part 2 of the form and send it directiy to the Board.. - I L SR
e G HAYSE L gge e
Ciaims of Speech Impalimient, BPQA Form IML11.2/95 and BFQA Form IML12 2/95, if applicable; If you wili "
claim speech impairment, complete parts 1 of the forms and send tham to the appv&ﬁy‘\dﬂ@iﬁdimf comp
parts 2. These individuals must return the forms directly to the Board. - LITY ASSURAKCE
If you failed the TSE ence, you musi submit, with your application form ‘and before your second attempt at passing the-
TSE, the documentation of your abiliiy to communicate with patients and health care providers. A L

After the second examination, documentation of én impairment may not be submitted or accepted uniess there has been-
an intervening medical/surgical event which has caused the impairment. :

" You will be allowed to claim the impairment oniy if you reported to the Board befote the third examinatibn the inte’fvening
medical/surgical event which has caused the impairment and the Board determines thatthe medical/surgical event did
indeed cause the impairment. :

if you have properly claimed and documented a speech impairment, the Board shall accept the documentation if you are . -
able to prove the ability to communicate with ailied heaith personnel and patients. Proof shall include documentation from-

3 licensed physicians that you can communicate in a professionally competent manner with patients and health care
providersor a hearing before the Board where you will be asked {o describe the mannerin which youwould obtaina histoty ;
and physical examination from a typical patient. ’ . o

Check the item that épplies 1o you.
I | | am claiming spaech impairment.

I am not claiming speech impairment.

Additional Information: Check the itoms listed below that apply to you. Attach the documems fequirédfby (a); (b); ‘
and (c) %o this application. For (d), complete part 1 of the forms identified bélow and request each of the appropriate -

agencies and individuals to complete part 2. Forms must be reiUméd diréctly to the ‘B,oa_rd.

a. copies of complaints, pleadings, and judgments in all malpractice claims, if you'héye had 3 or more claims
in the 5 years before filing this application. ' PP Co : SRR

D | have attached the coples to this application. i

. This item does not applyto me. -

copies of aif arvests, disciplinary actions, judgments, and final orders which occurred or were issued within
the 7 ysars "ufra submitting the application for licensure for driving while-intoxicated, driving while under -
the influenw of = hemical substance or medication, orany license probation, suspension, or revocation,

D | have anached copies to this application.

M This item does not apply to me.

your statement listing all disciplinary or adverse actions taken against you by a hospital, medical board,” -
heensing authority, coun, or adjudicatory body."Us”e'vBiPQA 'Fo_rm IML13.-2/95. . 0 oo

-9

idudls; for completionof .-



Print Name: MHSE F&%MC’IS _ NJeuns

d. if reasonable questions on your current ability to practice medicine or pro_fes_siori'a! cbmpetehcy.‘w;il i
be raised by the information provided in this application, have you: o LA S ‘

requested the chief of staff of a hospital where you practiced o serid dire‘c’t'lﬂ'o the Bioérd'thvéﬁc‘orhpvléted form. -
-about your competency? Use BPQA Form IML14 2/95. o B
Yes, | have requested the chief of staff of a hospital where 1 have practiced. o
@' This item does not apply to me.
requested all of the hospitals at which you have practiced or had privilegesto send dire’ctly'to the Board 'Vorli’gi_naf :
letters of reference,describing the kind of experience you raceived, your performance, and explanationon”
the circumstances under which those privileges were limited, revoked, or allowed to lapse. Use BPQA Form::
IML15 2/95. e AR
D Yes, | have requested all hospitals where | have pracliced or had pn'vile-ge"é.-
m This item does not apply to me.

. Under Md. Code Ann., Health Occ. §14-402, the Board may require you to submit to-an L

examination by a physician or evaluation program for treatment of impaired physicians, of both, éhasé_n by
the Board to determine your ability to practice medicine. You shall pay th> costs of these evaluations.

24, Other Requirements for International/Forelgn Medlical Graduates: Check the item that applies to_'yqd.

D This itern does not abply to me.
@ 1 have aftached to this application a cdpy of my ECFMG certification.

D ! have a’ttéched to this application a ropy df my Fifth Pét‘hWéyv Progrém ce’niﬁ,t;at'e. =

25 Attachments to this application. Check the Item that applles 10 you.

Ihévé attached to this application'a fotal'of _ - - 'pag'e"sf Each page has my némé'inpriht,.fi,‘*-'
" - signature, and date. T Lo T BT

[] 1have notattached anything to tnis appiisation.

COMPLETE #26 AND #27 ONNEXTPAGE




PrintName:' m'ﬂSE 'Fﬁ‘-ﬁﬁ\[ds‘ N\TE-U"V\H

Cen_lflcation: Please read this section carefully before signing your name.

I agree that | will cooperate fully with any request for information, mspectaon of my mpdncﬁ ice onjiAv /5 'gation,
including the subpoaena of documents or records, incident to my medscal practice whﬂe hcens m the qf, L
Maryland v . o , CBOARD G FHYSIC

JQUALITY, AS“URA) R
| agree that anybody, lnc(udmg but not limited to govemment ager*cneb the Natmnal Practitioner Data Bank; ospitals ‘

and other licensing bodies, can release to you any information necessary for the processing of my apphcahon for.
medical licenstre in Maryland lunderstand and agree that a person may not practice, attempt to practice, or ofter
to practice medicine in Maryland unless licensed by the Board. (Md. Code Ann.,.-Health Occ. §14-601) '

1 shall inform the Board within 30 days of any action that would be grounds for dlsmphnary actzon under Md. Code
Ann., Health Occ. §14-404, that occurred at any time during the application period. i shall also inform the Board within
30 days of any arrest or conviction that occurred at any time during the application period. I shall also informthe Board
within 30 days of any change in any answer that was originaily given in this application.

F centify that the information supplied in this application is true and accurate to the best of my knowledge.

Signature of A*\phcant \ ‘
Affidavit of Applicant (This must be completed in front of a notary public.)

MASE | feewcs  NIeuwa

Name of Appiicém in Print : (c_ou _ y/city, state, country)

hereby affirms that he/she is the person referred to in the above application for iicense to. pvracﬁce'v Mediciné and
Surgery in the State of Maryland; and that all statements made in this application are true. The’ phyblcnan s s:gnature
bearing my notarial seal or stamp is’ that of the person, here present makmg this appllcailon

Signature of Applicant 75/4 f 95

. ™ 3 m Date )
. Notary pubiic's signature: __ ( ' A 1/1’1/11310) ‘5 _

Notary public's name in print: m O /:k\) M l ﬂrﬂ@,l /V OtQJ:

" Notary public’s-ebmhissiqn expires on: - )L\HU‘ ;15—( 7 } 9 QS

Date of nctarization: Mﬂ«([ k’«, ICM -A/ ¢
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‘and passed the prescribed examinations has this day
o been admitted to the degree df-_] |

 Bachelor of Medicne

\

and

~ Bachelor of Surgery




BOARD OF PHYSICIAN QUALITY ASSURANCE
4201 Patterson Avenue, P; O. Box 2571
" Balfimore, Mnryland 21215-0095

APPLICATION FOR INITIAL MEDICAL LICENSURE
C\.mﬁcate of Receipt of Medlcal chrec/Doctor of Osteopathy

Part1- = Applicant, please coniplete this part ‘of the form and send it to lhe msntutmn ‘that conl‘erredn :
M.D./D.0. on you.

(Print) . : Last name and generational indicetor, if applicebls First name Middle name

Birthdate: Social Security Number:- v

nth/day/year

Name of Institution That Conferred the Medical chrec/Doctor of Osteopnthy‘“
iNpveRs lTk} o TeosaN — Nice R

Degree Received: M'g," EY . Date of Graduation: ) ] 9—’ g6
' ’ Monﬂﬂdﬂf'/ye'ar

N - ‘\ .
Inclusive Dates of Attendance: From q / £ ] ) To . Ql & £

’ ’ Month/yesr - Montfifyzsar

0 ’ U VR

1 tlis]os

ﬂimoi Applicant [ Pae

* If this-institution i» difforont from the modical school(s) where you obtained your ion, write the nime(ij'of your'ﬁedicnl o
schools and the inclusive dates of your attendance hero: . e R L A

Part 2. Authorized oﬁ' cml in the' cducational instxtutmn that conferred the medlcsl degree or doctor oi‘ )
ostespathy on the applicant, please complete this part of the form and send it directiy to the Board of
" Physician Quality Assurance at the above address » : .

1 hereby certify that the above mformahou provndcd by- the npphca.nl are corroct and in accord wnh the rccords
upon: which he/she was admmcd to !ho dcgreo of Doctor of Medlcme or Doctor of Ostcop&thy

Dr. C. A. Adebamgw/'j;;_j‘

" Name of Medical School

ngcum of Medical Schigol Officlal

Sub—-Dean (Undergraduateb\ v. O S e 26/06/95 .‘:
T TR ofMedal S Ot e
BﬂB DEAN (UNDER"R'\“UATE) - »

HGU\TV of cuw oA {1 _,_
‘& GNSTRY

COLLEGE CF ME! L-’gﬁAL OF THE EDUCATIONAL INSTITUTION

NIVERSITY OF o aCANs
uzaADAN m&.ﬁ!""
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