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Application for Licensure

and First Registration

O | e || sr3s |[er |

Applicants Must Complete All Six Pages Of This Application In Ink NYS License Number J7L

A=) S R T ARXTOT

4 Date Issued
{Leave this blank if you do not have a U.S. Soclal Security Number)

7-/-073

1 | Social Security Number

3 | Print Name Exactiy As You Wish It To Appear On Your License 5 ’ Telephone/E-Mall Address

tast Ml (AN NdAAM T T T T T T T T T T T] Daytime Phone

fst [Z]almlel@l T T T T T T T T T T T T T TTL]

mige Y[ LeJA#el T T T T T T I T TTTITTT1] S
me C”‘ang"]&) E-Mall Address (Please print dlearty)

o, (5T L T I T ,  e ]]
sve [l NN B = = A e TN e s
oo [£lo [ &lels #lelal |

TITTTIIIII1]
, Siate zpcose | phetg] W
oo LTI T T I T LTI I T TTTTTTT]

v Bb2

6 I Name as it appears on degree or other credentials (if different from abave): Same as _a bove
7 l Citizenship: [Z{Jni{ed States [ ] Alien lawfully admitted for a permanent residence in the United States [ Other Immigration
Citizen of:

Attach a photocopy of the front and back of your Alien Registration Card

8 l | wish ta become licensed on the basis of:

Acceptable examination scores (see page 3 of this form) O Endorsement of another license
(See "Applicants Licensed in Another State” section of instructions. )
| am using FCVS to collect my credentials: ] YES O wo

9 | Have you previously applied for a New York State License or a limiled permit ic practice medicine?

10/ Have you ever been found guilty after trial, or pleaded guilty, no contest, or nofo contendere to a crime (fetony or
misdemeanor) in any court?

11| Are criminal charges pending against you in any court?

12] Has any licensing or disciplinary authority refused o issue you a license or ever revoked, annulled, cancelled, accepted
-t surrender of, suspended, placed on probation, refused to renew a prafessional license or certificate held by you now or
previously, or ever fined, censured, reprimanded or otherwise disciplined you?

13| Are charges pending against you in any jurisdiction for any sort of professional misconduct?

14| Has any hospital or licensed facility restricted or terminated your professionat training, employment, or privileges
— or have you ever voluntarily or Involuntarily resigned or withdrawn from such assoclation to avoid impaosition

of such measures?

NOTE: If you answer "Yes" to any questions numbered 10-14, submit a letter giving complete explanation. include copies of any
court records, and if you possess one, a copy of the “Certificate of Relief from Disabilities” or your "Certificate of Good Conduct.”
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au_ In the spaces below, give an accurate record of your educational preparation. Be sure to complete
translate. If no diploma or degree, indicate number of credits earned. Attach additional sheels If necessary.

Hems A-E for sach school. Please print List diploma or degree titles In ordginal language and

A NAME OF 5CHOOLS ATTENDED AND LOCATIONS B. z«mﬁ.m% OF C. ATTENDANCE Ocz. umwwmm wwﬂrzOuMo E. ﬁ%@mwnrmm}
ATEENDED | EntanceDae | Loavmgate | OWIANED) | | OF CREDITS EARNED
:6: [ SN .Q ° o~ ‘ [Ny 1
Kobert (0. Lrroves \A\.n\o Xhoo / : \\.M%. Sehoo!
School Nare . 4 \% 23 \M\tM &.\M&R .U..\u.m,\xa
o mbkd\mt C, .\Q , m& mo yr mo ¥ Y
City i State/Country g/
Postsecondary Preprofessional Schooli(s) (Exclusive of Medical School)
\Qn&wb fm.ﬁolx\ Qo\\mnb .«\ Qﬁ \\wﬂk QM\\.@WV\. Qﬁ\\%@\b\w
School Name / / me. ¥ mo. Chem str
Vs Y4
.UNQ a .\: I8 B o‘lﬁh \N 7
City Stale/Country /7971
RPN SR Y DU
School Name mo yr mo yr
City T state/Country
Medical Education (Professianal, Ust sht medical achools attended)
Moretowse School of Meolcine. R \\\V
Schoo! Name J\
Atlante _GH . 02, (93¢ 05 2000
Cty State/Country mo ¥ mo ¥
School Name
- Y S IS -
City State/Courtry mo yr mo  yrf

If you compieted clinical derkships in a country other than where your medical school

is located, give the dates and location of these derkships. Altach additional sheets If necessary.

inclusive Clerkship Dates

Clinical Area

Name of Health Care Fadility
And Address

Medical School with which
Clerkship Affiliated and Address

W/ A
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\

y.l
Are you kicensed or have you ever been licensed as a physician in any other state or country? Yes B/ No D

16 .
If yos, list each jurisdiction. if appropriate, you must also submit a Form 3A or 3B. See pages 14 - 15.
' Basis of Licensure o
State or Date License Number p— Any Lmtms
Coul issued mina on S8
ney ssu Deto h Endorsement Other
ow &
Al bamea 0¥ Ja00a  |000285T | 0F face2
@eorg,na o9/goo;z oS /9%1 0(/900; WOWE

]

Complete this section only  you are a graduate of a program not registered by New York State or LCME or AOA accredited.
Have you completed all portions of the examination requirements for ECFMG certification? D Yes D No

Do you currently hold a valid ECFMG certificate? 3 Yes O wne

Ptease complete snd forward the ECFMG form.

18

Are you applying for ficensure on the basis of a Fifth Pathway program? 3 Yes EB/NO
it Yes, list name and location of medical school or hospital and the inclusive dates of attendance.

Name and Location of Medical School or Hospital Inclusive Dates of Attendance

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

Name of Qualifications Name and location of organization issuing credential

L[4

]

] 1 will be applying for USMLE Step 3
OR
D { have successfully completed the examination combination indicated below:

EQ/USMLE Steps 1, 2, and 3

EXAMINATION COMBINATIONS

(3 USMLE Step 1, NBME Part If, and USMLE Step 3
[} FLEX Parts |, Il, and HI [ USMLE Steps 1 and 2 and NBME Part Il
) FLEX Components | and It [} USMLE Step 1, NBME Part Il, and FLEX Component I
[J NBME Parts 1, Il, and Il [T} NBME Part |, USMLE Step 2, and FLEX Component i
[ NBME Parts f and It and USMLE Step 3 [CJ USMLE Steps 1 and 2 and FLEX Component If
[} NBME Part I, USMLE Step 2 and NBME Part Il [} NBME Parts t and Il and FLEX Component Il
D NBME Part I, and USMLE Steps 2 and 3 D FLEX Component | and USMLE Step 3
3 USMLE Step 1, and NBME Parts Il and Il (3 NBOME Parts 1, 1l and It
D Other:
Data examination sequence was completed [#) 5‘]/2 o002
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ological list of ali activities since graduation from professional school to the present.

Include vacation periods and periods of

21 Provide a chron !
empioyment.  Attach additional sheets if necessary.
DATE (mmyddiyy) . Type of Activity, Beginning with Date of Graduation from Professional School.
From To Include Name and Address of Employers.
Lol um bus aéfgl'am / Medical Center
0’7/;2000 o b/.?ao 1| Tvernshp, Family Factice Jops sot Awe. Ste /00, Colambes, GA T
L4 7
Columbes KBegiorod redical Center
07/p001 | Present | LBesioloncy  Famity Mactice saco re¥% Ave Ste le, Lofunbus,CH30%

22|
If you hold a New

york State license in another profession, indicate the profession, your license number and date of licensure balow.

Profession

I License Number l Date of Initial Licensure (mmvdd/yy)

/ /

n)/

/L//I(

23
jCHiw ABUSE IDENTIFICATION AND REPORTING: {check only one of the following.)

D | graduated from a medical schooi in New York State after September 1, 1930.

D | completed the child abuse coursework and have endosed a certificate of compietion from an approved provider. @

D 1 am fiting for an exemption to the requirement and have endosed the exemption form. \\
AN
D | am going to take the Chikd Abuse Identification course and submit the required form.
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24

GENDER: M male ama:e

ETHNICITY:

GENbER AND ET!:!NICITY: (This item Is optional.)

»

* information on gender and Is sought solely to allow the Education Departmant to collect and analyze data concerning diversity in
the licensed professions. The ethnic and gender data you provide will be used only for statistical, research, and program evaluation
purposes. K will not be released to the public, This irformation has absoiutaly no bearing on your qualification for licensure.

| 5

Native American

£ .
F ?‘l o Es g
ite (not Hispanic) d< (not Hispanic) :Q,«Astan é Hispanic

]

STUDENT LOAN DISCLOSURE:

The State Education Department Is required” to ask thesa questions about any student loans made or guaranteed bty the New York State Higher
Education Services Corporation, and to forward any “yes* resporses to the New York State Higher Education Services Corporation. Your license
application is not complete without this information.

{8) Do you have any outstanding loans made or guaranteed by the New York O ves @/Nc
State Higher Education Services Corporation?
(b) I you have such a loan(s), is any part in default? Oves o

*New York State Education Law, section 6501-a

26

CHILD SUPPORT OBLIGATION:

Everyone applying for of renewing a professional fcense, penit, of registration must fie a written statement that, as of the date of the fiing, he or she
is, or Is not, under an obligation to pay child support™. Individuals who are four months or more in arrears in child support may be subject to
suspension of their business, professional andior driver's licenses. The intentional submission of false written statements for the purpose of
frustrating or defeating the lawful enforcement of support obligations is punishable under section 175.35 of the Penal Law.

You must complete this section before we can issue the credential for which you have applied. individuals who are not in compliance with their
obﬁgaﬁontopaydwi&dsuppcﬁcanbeissuedaaodenﬁalfotnomaman sb(nmtmhovdeftocomplywimmeird\ﬂdsuppoﬂobugaﬁons.

Check only A or B beiow. Nywchocke,youmﬂchockmeofmﬁw:mnmmllmd below it

A gl/a;nnotunderanobligaﬁonmpaydﬂhsupport
OR
B D | am under an obligation to pay child support and (please check only one of the follawing)

D 1 am current and am not four months or more in arrears in the payment of chitd support; or,

D ] am making payments by income exacution or by court agreed payment plan or by a plan agreed to by the parties; or,
(] The chiid support obligation is the subject of a pending court proceeding; of,

D | am receiving public assistance or supplemental security income; or,

D None of the above four statements apply.

*New York State General Obligations Law, section 3-503
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27} | give.permission to the New York State Education Department to release my examination results to my professional school
for the confidential purpases of program review and institution research and planning. | may rescind this authority at any

‘ time by notifying the Division of Professional Licensing Services in writing.

U ves EZ/No Please initial: 72 f ;; M

_1’_8_] PHOTOGRAPH REQUIREMENT:

Date of pho:

39;1 AFFIDAVIT WITH ACKNOWLEDGMENT (Notarization requirec)

APPLICANT

| declare and affirm that the statements made in this application, including accompanying documents, are true, complete
and comrect. | understand that any false or misleading information in, or in connection with, my application may be cause
for denial or loss of licensure and may result in criminal prosecution.

Signature of the applicant: AT 7

NOTARY G . , -

State of _\ (Urfﬂ /A , County of /}ZMé‘C(/Qgé/

On the QZ gﬁ v }az)of j) M/uj/) in the yearf_Qé. d 23 be%re me, the undersigned, personally
appeared/f 4?’)1 o I H &M personally known to me or proved to me on the basis of satisfactory evidence

to be the individual whose name is subscribed to this application and acknowledged to me that he/she executed the
application and swore that the statements made by him/er in the application and all supporting materials are true,

complete, and correct. - -
Notary Public signature ’)) ]d/&’j}% %)W)

Notary ID number

Expiration date WOOMM!SQON EXPIRES ApBUST 26, 2004
Month Day Yoar

Mail this form and appropriate fee to: New York State Education Department, Office of the Professions, Fee Section, Division of
Professional Licensing Services, 89 Washington Avenue, Albany, NY 12234-1000. DO NOT SEND CASH. Make check or money
order payable to the New York State Education Department.
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The University of the State of New York
THE STATE EDUCATION DEPARTMENT

946125

CERTIFICATION OF COMPLETION

(Coursework/Training in Identification and Reporting of Child Abuse and Malureatment)

PART A | TRAINEE INFORMATION

1.

"Centification by Approved Provider”,

is the traince's responsibility to submit the
the appropriate time. It should be
a license, regisiration certificate, or

Trainee must complete all items in Part A. Return to provider for completion of Part B,

2. The provider will return the Centification form, with Part B completed, to the trainee. It
original copy of this Certification form to the New York State Education Department at
submitted along with other relevant forms when the trainee applies initially for, or renews,
permit.

3. Address for submitting form is as

.

follows:
it: New York State Education Department, Division of Professional Licensing Services, [give
, Cultural Education Center, Albany, New York 12230.

name of profession}
isteri i . Your certificate should be included with your reregistration application in the envelope provided with

those materials.
rtifi
York 12230.

jon: New York State Education Department, Office of Teaching, Cultural Education Center, Albany, New

Complete information below jf you hold. or
are applying for, professional license(s) or a
permit:

] 5]

Print name exactly as it currently appears on New York State
Education Department records:

Last IMII lD]D]LIEh‘lOIN‘ ] ‘ | l [ 1 I l I IJ Name of P.rof‘ession(s): ‘ &(N ’
e TARER T I ITTT1] ;%ﬁﬁﬁgﬁ%fffﬁ%%
wor  YWIERIE T T T T T TTTT11]

N.Y.S License Number: i ] l l l [ |

2 | Print your address:

eweor [T T T
e e (T I T CI LTI P v LIILLLLLLL
Street ‘ __E_] Complete information below jf you hold, or

are applying for a teaching certificate:

Certificate Title(s):

N.Y.S. Cerntificate Number (other than Social

Duy

Seccurity Number, if any):

4 l Social Security nummrm

HEEEEERENE

Trainee's Signatu

Date:

T et st MDD
[ Li/ /

5/2( /03

>

PART B l CERTIFICATION BY APPROVED PROVIDER

1.
2.

Provider must complete Part B.

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

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

3.

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

) SIAY S
03@?(\ W . G [Qaé o Approved Provider Name

Nmmxz Cefiifying Officer (Print or Type)
J
\

Qoo Al
- Signafure OY%CG Certifying Officer

Identification Numbe
PR 2(H)-501

5/15/03

Date(s) of Coursework or Training

STATE EDUCATION DEPARTMENT COPY




/ N
FORM 2 A sl The University of the State of New York
ARG Lis L THE STATE EDUCATION DEPARTMENT
MEDICINE i ’ \ Office of the Professions

Division of Professional Licensing Services
89 Washington Avenue
Albany, NY 12234-1000

CERTIFICATION OF PROFESSIONAL AND PREPROFESSIONAL EDUCATION

APPLICANT INSTRUCTIONS

This form s for use by individuals whose application (Form 1 with fee or Form 5 with fee) is postmarked prior to December 1, 2002 and are
not using FCVS. After December 1, 2002, you may only use this form if you completed a New York State Licensure Qualifying or LCME or
AOA accredited program. ’ ’ ’

1. Complete Section |. Enter your name as it appears on your New York State Licensure Application (Form 1) or Limited Permit Application (Form
5B). Be sure 1o sign and date item 10.

2. Send this form to the professional school you attended to complete Section Il.  Be sure to include any fee required. If you graduated from a
medical school that was not registered by New York State or accredited by LCME/AQA, notify the schoo! that a transcript must accompany this
form. International Medical Graduates may not use this form if Form 1 and fee are submitted after November 30, 2002.

3. If you attended a medical school that has been closed, send this form to the official repository of the records for that school (e.g., SEESCYT).

4 This form must b signed by the Regictrar, Dean, Reator, or Principal of the miedical sehodl and sent back directiy lo ine Office of the Professions
by that schoo! official in an official school envelope to the address at the end of this form. Forms sent back by the applicant or other parties will
not be accepted.

SECTION I: APPLICANT INFORMATION

I] SOCIAL SECURITY NUMBER ikl

A

(Leave this blank if you have no U S Social Securily Number) o

3 PRINT FULL NAME EXACTLY AS IT APPEARS ON YOUR LICENSURE APPLICATION (FORM 1)
OR LIMITED PERMIT APPLICATION (FORM 5B)
L ‘ 1 [ I ] J E TELEPHONE/E-MAIL

vst M Tl (Teftlolol T LT 1T 1T 111
Fro (T Imlele ] [ 1 [ [ ] | % Tl [T ] ™
L1

made [VTy e[+ Je] T T 1 1 |

Z] MAILING ADDRESS:

WORK

Apt./Bidg. “ "‘;-N: &
Street @ 1@1&‘“ e
oy [Rloelnlels [+le [v]

State

i O O L

E-Mail Address

6 . .
j Print name under which your degree or diploma was awarded (if different from above) (a me Y /Y) IC)DHEJ[D/\)

3 Preprofessional School Attended: ASr\PS SCL«H CQ”eqp
)

z] Professional School Attended: MQ{& l‘\gugg‘ Sc/&,cgl O’C M&d«‘c}m
Address: X0 (Westview Drive. A‘Ha»&al GA 30316~ Has

N
i_j Name of Degree/Dipioma: &!{J/\c lor's ¢ \0 AHS - C.Aaml‘i{"fq Date awarded: 5/3&/? S
1 7 7

10 | request and give my permission to the school listed in item 8 above to complete Section i of this form and mail it to the New York State'Education
Dgpanment ;t me address at the end of this form, and to release any other information requested by the State Education Department in connection
with my application for licensun;ﬂ R

Applicant's signature: m—%%é—-‘* Date: g‘ / QV /03

yo V4
September 2002 CERTIFICATION BY PROFESSIONAL SCHOOL OFFICIAL IS TO BE MADE ON NEXT PAGE FORM 2, PAGE 1 OF 2




SECTION H: CERTIFICATION OF PROFESSIONAL EDUCATION

INSTRUCTION TO SCHOOL: Please complete this section, sign certifying statement, attach the information reqﬁired initem 5 anq send directly to
the Office of the Professions at the address shown below. This form will not be accepted if returned by the applicant or any other party.

1 I For Applicants from N.Y.S. Registered or LCME/AOA Accredited Medical Schools:
Applicant met LCME/AQA requirements for admission to medical/osteopathic school? I ves C] NO

1f No, number of preprofessional postsecondary credit hours completed by applicant prior to admission to
medical schoo! semester hours or quarter hours

2 l Did the applicant receive advanced standing based on prior academic work? O ves P~ NO
If Yes, indicate when the prior work was completed below and submit an official transcript of studies at your institution, and copies of

"

documentation in your file to support the granting of transfer clidit.

Name of Institution: Dates of attendance: o
L
Applicant's Entrancedate: _ 8/ 6 __/_96 Completion Date; _ 5/ 15 , 00
4 Degree/dipioma conferred: M.D. Dateofconferral: _ 5 /7 15 ¢+ QO

5 ‘ For All Other Applicants:

Years of education required for admission into your medical school:

Preprofessional credential/degree submitted by apphicant for agmission into your medical school:

Was Social Service required? O ves O no If Yes, give inclusive dates and name of institution in which requirement was met.

institution; Dates: to

Was a pre-graduation internship required? O ves O ~o If Yes, give inclusive dates and name of institution in which requirement

was met.
Institution: Dates: to
R ; ,
Submit with this form: I ! !; I 5
Vo

A.  An official transcript (course record, index, or marksheets) showing courses taken at your institution
and accepted from other institutions for transfer of credit or convalidation.
The transcript must bear the original signature of the registrar, dean, principal or rector and original seal of the school.

B. A copy of documentation from your files to support the granting of transfer credit or convalidated course and clerkships.

C. Listof clinical clerkship compteted outside jurisdiction where medical srhonl is lnrated, including ffor each): aran or spocialty,
starting and ending dates of clerkship, and name and address of hospital where clerkship was performed.

FOR ATTENDEES OF CIFAS, CETEC, AND UTESA, this list must include all clerkships completed, both inside and outside the jurisdiction where the
medical school is/was located.

\

| certify that to the best of my knowledge and belief the foregoing is a true statement of the‘{ecord of the individual named on this form.

A
Signature: \ Date: / /
Type or print name: __Angela L. Walker Franklin,Ph.D.

Title: _Associate Deapn for Student Affairs

Medical school: _Morehouse School of Medicine (SEAL)
Address: __720 Westview Dr. SW
Atlanta,GA 30310
Telephone: _(404) 752-1658 Fax_ (404) 752-8686
E-maif address: CERTIFICATION IS NOT ACCEPTABLE UNLESS
DATED AFTER GRADUATION.
Return this form New York State Education Department, Office of the Professions, Division of Professional Licensing Services, Medicine

Directly to—— Licensing Unit, 83 Washington Avenue, Albany, NY 12234-1000.

September 2002 ’ "FORM 2, PAGE 2 OF 2




Y AN [’)n‘/

) o, o e ) ,

FORM 2PGT U/Iv W/ < 4 l ~ s T U/W CV Cerfification  of completion of
The University of the State of New York . approved postgraduate i trqmmg
MEDICINE THE STATE EDUCATION DEPARTMENT will be accepted only if it is signed
— = ~Office. of the Professions no more than one month.prior to
AL vk Sfessional Licensing Services - the completion date of the training

B Whashington Avenue period in which credit is sought.

“Albany, NY 12234-1000
'ﬁﬂ’? ILEARIEN

CERTIFICATION OF APPROVED POSTGRADUATE TRAINING
(To be used only by applicants not using FCVS who need to verify
approved postgraduate training programs in the US and Canada)

B b
1. Complete Section|. Enter ybur name as it appears on your Licensure Application (Form 1). Be sure to sign and date item 7.

APPLICANT INSTRUCTIONS

Please send this form to the director of medicai education of the hospital(s) in which you completed posigraduate training. One form must be
submitted to verify each residency. If you have completed more than one residency, you may photocopy this form.

N

3. This form must be sent directly to the Department by the hospital in which you did your residency. If the hospital in which you did your residency
does not have a Director of Medical Education, the forms may be completed by the Department Chair. if the Department cannol determine that
this verification came directly from the hospital, the postgraduate hospital training will not be credited

SECTION I: APPLICANT INFORMATION

Z} SOCIAL SECURITY NUMBER: %N

E PRINT FULL NAME EXACTLY AS IT APPEARS ON YOUR APPLICATION (FORM 1):

E MAILING ~— Apt/BIdg. &5‘@1 i ledes

[ 2] BIRTH DATE:

) o ‘ Year
(Leave this blank if you do not have a U.S. Social Secunty Number) Month Day €

o e e e T [T T 1]
S e Al R TTT T T
© o v VT e PRl [T T[T 1]

T zluigl [8lobdTrTolt
st (Hololol Islalcholn | 1Alvle nlidePakc
oy WloleInfelslHle[c] T[T T [ [T T T T[]
State Zp Code dmdol Lala 5

o LI T T T T T T T T T T T T T T T T IT1]

ADDRESS:

E Print name under which postgraduate training was completed; _‘ﬂxme r Y m 70’0) ld'}bl‘)

o]

Hospital in which postgraduate training was completed: AR T the. Meclical Conter /( Olum s QM“OJ
T 7 rs)
Address:_ "0 Center~ Street (o lurmbuy A 3190 2

7]

{ request and give my permission 10 the hospital hsted in item 6 above to complete Section ll of this form and mail it to the New York State, Education
,Depanment at the address at the end of this form, and to release any other information requested by the State Education Department in connection
with my application for licensure.

) ] £ g :
Applicant's signature: / O t— “ ’/"W%yﬁx*—‘ Date: 5- | 29 1073
i 77 [

|4

September 2002 ‘ FORM 2PGT, PAGE 1 OF 2




SECTION Il : CERTIFICATION OF POSTGRADUATE TRAINING !

INSTRUCTION TO HOSPITAL: Please complete this section, sign certifying statement, and retum the form directly to the Division of Professional

Licensing Services at the address shown below. This form wiil not be accepted if returned by the applicant. 4 o

This is to certify that '//—/;/)7 E’/Z. /% 6/0//87{‘0/‘)

(Physician's name)

a graduate of Moft Aou Se SCAC@'/ 070 /%90/1.0,:'/1@_

(Medical school)

was enroiled in a postgraduate training program(s) approved by the Accreditation Council on Graduate Medical Education, the
American Osteopathic Association, or Royal College of Physicians and Surgeons of Canada at 3

'T'(..a, mohc‘«-o C‘-*'V‘("O\, CD(W"IOVS[ C;c.f\"clzc\

{Name and locatipn of Hospital)

Level of Training (example: PGY-1) Clinical Area inclusive dates Successfully completed
{mm/ddyy)
L, 2 e & ves Owo
pc ‘/"f P&L«-\ (»] ] ) l\\
o € %0 e (3 In progress; satis- N
(e (3 factory to date P >
4
Paw% . o ®ves Owo .
. / o Nk
ﬂG‘( kR (] Aew . O in progress; satis- o
va-efhee 130 _1_0n factory to date :
; i
(lw,‘_,cj Qves Qwno ;
L/ i 2rw /
ré -3 ﬂ e yl_\‘ . In progress; satis- /
ks 7, e7 factory to date -
O ves Ono
/ / to i
O Inprogress; satis-
/ / factory to date
Oves Ono
/ / to
A ia progress; satis-
! ! factory to date

if this physician did not successfully complete the postgraduate training program, please attach a letter of explanation with this form.

O Explanation is attached

I am the director of medical education or department chair of the clinical area. | was the program director for the physitian named above during the
postgraduate training indicated and have carefully read and completed this form and hereby atteét that the statements made herein are strictly true in

every respect and are supported by hospital records. \ !
o ‘\
Signature of Director/Chair: ; i ﬂ < 2 g Date: © / ‘= / e3
U @) N -

Type or print name of Director/Chair: ~

., L

Title or official position:

iIabhn-R-Rucholty DO
(AT A NN FER A AviAA-ALY =] . .

institution: Tl adice® Cee 4"" Program Director (SEAL)
Family Practice Hesidency Program
Address: 190 (07 Ave  guik Transitional-Year Program - 9
Colobos 6A 31901~
Telephone: 10 S [ 143D Fax: Mole- S, 16Oy
E-mail Address: Vol . bue ’.Ao[{“-z @ ecvhs waAf
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USMLE United States Medical Licensing Examination™
: Certlfled Transcn tof Scores
United States WE o . "
ﬁee::l:g ' ?RB?ESS@}};{;{S-HK?'a%f?w
Examination | This Transcrlpt was prgpared by the Federntxon of State Medlcal Boards
e T
Date of Certification:  06/19/2003
MNU:D DIR&CTLY
New York State Board for Medicine FROM RESPECTIVE
: ATTN: Medical Processing Unit iINSTITUTION™
Div of Professional Licensing Services ‘
New York State Education Dept
89-Washington Ave
Albany, NY - 12234-1000
Examinee: Middleton, Tam
USMLE ID#:  *7%3p38 §45
DOB: e
Alt Name(s): Middletci, Tamer Yvette

Results for all Steps taken by this examinee (and for which results have been reported to date) are shown below. For Steps that span more
than one day, the test date reflects the day on which the examination began. Scores are reported on two scales. The recommended minimum
passmg score ("Passmg") on each scale is shown in parentheses.

STEP1 Test Pass/ Three-Digit Two-Digit
Date _Fail Score (Passing) Score (Passing) Comments

6/9/1998 PSS e

STEP2 Test Pass/ * Three-Digit Two-Digit

Date  Fail Score (Passing) Score (Passmg) , Comm\ehts
21252000+ DRI
N A i -‘M,.
..,;"
STEP3 Test Pass/ Three-Digit Two-Digit
State Board Date Fail Score (Passing) Score (Passmg) Comments
TG T SR R SRR B T R T 50 - e

GEORGIA 5/14/2002 SRASS

A search of the Board Actxon Data Bank of the Federauon of State Medlcal Boards (FSMB) reveals no reported mformatxon on the
above-named examinee.

Fatent 5656874

CDS 4.00.10 11290412 Page: 1 of -1~ TouchSafe®

) SEE REVERSE SIDE FOR EXPLANATION OF INFORMATION REPORTED ABOVE.




and is produced only by the Educational Commxssmn
Board of Medical Examiners.. The TamperSafe” HQ
Alteration or forgery of a USMLE tramcnpt may result
“described below.

Authentxcnty of USMLE Transcmpts
An original, certified transcript of United States Medical Ltcensmg Exammatnou scores is pnmed usmg blac

INTERPRETATION OF SCORES

USMLE transcripts include a complete score history and
notations of any examinations for which the examinee sat and no
scores were reported, such as "Incomplete” or “Indeterminate.”
Scores are reported on two different scales. For each Step, the
mean and standard deviation of scores on the three-digit scale for
the original anchor group of first-lime examinees from medical
schools in the United States was 200 and 20, respectively. Most
scores fall between 140 and 280. An equivalent value scoreona
two-digit scale is also provided. A score of 75 on the two-digit
scale is the recommended minimum passing score. The
recommended minimum passing score on each scale is shown on
the front of the transcript next to the examinee’s score for each
examination administration. The level of proficiency required to
meet the recommended minimum passing level for each USMLE
Step is reviewed periodically and is subject to change.

Factors which influence an examinee’s score include the
examinee’s general understanding of the subject matter being
tested and the specific set of test items used for an
administration. The Standard Error of Measurement (SEM)
provides an index of the variation in scores that would be
expected to occur if an examinee were tested repeatedly using
different sets of items covering similar content. The SEM for a
USMLE score is usually in the range of 4 to 8 score points on the
three-digit scale and 1 to 2 score points on the two-digit scale.

ANNOTATIONS APPEARING UNDER “COMMENTS”
Circumstances in connection with an administration shown on
this transcript may result in one or more annotations listed next to
the score. A description of each “Comment” is provided below:

Indeterminate - Results that cannot be centified as representing a
valid measure of the examinee’s knowledge or competence as
sampled by the examination. Decisions to classify results as
indeterminate may be made on the basis of factors that include,
but are not limited to, unexplained inconsistency of performance
within the examination or between administrations of the same
Step. No score is reported. Information regarding the nature of
the indeterminate score and the determination of the Committee
on Score Validity is available. If such information is not
enclosed with this transcript, it may be obtained by contacting the
organization from which you received the transcript or the
USMLE Secretariat, 3750 Market Street, Philadelphia, PA
19104, telephone (215) 590-9700.

Incomplete - The examinee sat for some, but not all, of the
scheduled examination. No score is reported.

Irregular Behavior - The Committee on Irregular Behavior
determined that the examinee engaged in irregular behavior.
Examples of irregular behavior are described in the current
edition of the USMLE Bulletin of Information. Information
regarding the nature of the irregular behavior and the
determination of the Committee is available. If such information
is not enclosed with this transcript, it may be obtained by
contacting the organization from which you received the
transcript or the USMLE Secretariat, 3750 Market Street,
Philadelphia, PA 19104, telephone (215) 590-9700.

Score Not Available - The score is not available. Further review
and/or analysis may be pending, or it may have been determined
that the score cannot be reported.

Test Accommodations - Following review and approval of a
request from the examinee, test accommodations were provided
in the administration of the examination.

ANNOTATIONS APPEARING AS “NOTE”
Circumstances not in connection with an administration shown
on this transcript may result in one or more annotations and an
explanation or instructions to contact the appropriate individual
or organization. The “Note” will appear at the end of the
document.

BOARD ACTION DATA BANK INFORMATION
APPEARING AS “NOTE”

The Board Action Data Bank of the Federation of State Medical
Boards (FSMB) contains actions reported to the FSMB by U.S.
licensing and disciplinary boards, Canadian licensing authorities,
the U.S. Armed Forces, the U.S. Department of Health and
Human Services, and other credentialing entities. To be included
in the Bank, an action must be a matter of public record or be
legally releasable to state medical boards or other entities with
recognized authority to review physician credentials. Certain
actions reported to and released by the Board Action Data Bank
are not disciplinary or otherwise prejudicial in nature. Such
actions are reported to ensure that records are complete and to
assist in preventing misrepresentation or the use of lost or stolen
credentials by unauthorized persons. Once reported to the
FSMB, an action becomes part of the permanent record of the
individual physician, and the existence of such an action may be
indicated on the USMLE wranscript by a “Note”,

4/2003
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’,/;77 : THE UNIVERSITY OF THE STATE OF NEW YORK :
2L ’ THE STATE EDUCATION DEPARTMENT (e
DIVISION OF PROFESSIONAL LICENSING SERVICES
. 89 WASHINGTON AVENUE
ALBANY, NEW YORK 12234-1000,

LG WHEN RESPONDING, . PLEASE IN-
CLUDE /' ADDRBSY,  $ROFES-
MIDDLETON TAMER YVETTE SION, SSN, AND A DAY PHONE#.
SUITE. N-348 DATE: 05/14/03
BOX ‘101 - PROFESSION: 60
1008 SOUFTH, AN ID NUMBER : 260212391 -~
ROCHESTER NY Tt

2B 520 ApS

Dear Applicant:

As of this date, your application is incomplete. Please furnish the
information indicated below:

Our records indicate that your application is incomplete
because we have not received your Licensure fee of § 735
No further action can be taken on your application until we have
received this fee.

SINCERELY,

Mona Sutherland

(518)474-3817 ext. 260

Fax: (518)402-2323

E-Mail :OPUNIT2@MAIL .NYSED.GOV

2
735 el
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1. Do you wish to register for the period indicated?. . ................... ... ‘/ves —No
2. Since your last registration application, ; ) fo
a. Have you been found guilty after tnal, or pleaded guilty, no contest, or nolo contendere 1o a aime (felony or misdemeanor} in any court? . . . . . . =N

b. Has any licensing or disciplinary authority revoked, annulled, cancelled, accepted sutrendey of, suspended, placed on probation, or refused "!No
to issue or renew a professiona license or certificate held by you now or previously, or fined, censured, repimanded or otherwise disciplined you? . 7
¢. Are cnminal charges pending against you in any count?. ... ... ... Z

d. Are charges pending against you in any purisdiction for any sort of professtonal misconduct? . _l_{_/ No

€. Has any hospita or licensed fadility restricted or terminated your professional training, employment, or privileges, o have you volunarily
or involuntarlly resigned or withdrawn from such assocalion to avoid the imposition of such action due to professional misconcuct,
unprofessional conduct, incompetency, arneghgence? . ...........o..... ... ... . T

3. Are you under an obligation to pay child support? .. ... Ty
b. If you are under such an obligation, do you mest one of the four requirements listed in the Chid Support Law section below? ... .........
4.Are you a U.S. abzen or an alien admitted for pesmanent residence in the U.S.?

TN A TR AOTIIIS - -
At N S, e DO NOT WRITE IN THIS BOX

12 BIZUIGED . FOR OFFICIAL USE ONLY

I certify that the statements made in this application and any accorpanying documentation are frue, complete and corredt. | understand that any mistepresentation or any
false or misteadng mformation made in connection with my application may result in criminal prosecution and may be cause for disciplinary action, induding the loss of
my license; and that the wiltul failure to register while continuing to practice my profession constitutes professional miscondudct.

Signature - ? )75' Pt ¢ [é?r Datéj o7~ 66/’
Cat? 1B m204 ¢ / / Py 21
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1. Do you wish to register for the pefiod mdicated?. . ............... ... ... .. oo (e Yes &No
2. Since your last registration application, i
a. Have you been found guilty after tnal, or pleaded guilty, no contest, or nolo contendere to a gime (fefony of misdemeanor] in any court? . .. ..
b. Has any licensing or disciplinary authonty revoked, annulied, cancelled, accepted surrender of, suspended, placed on prababon, of refused
(o issue of renew a professional license or certificate held by you now or previously, of fined, censured, reprimanded of otherwise disciplined you? L=z Yes|]  —No
¢. Are cominal charges pending against you in any court?. .. ... —Yes —No
d. Are charges pending against you i any jurisdiction for any sort of professional misconduct? N
e. Has any hospital o licensed fadility restricted or terminated your professional traming, employment, of privileges, or have you voluntanly
o involuntarily resigned or withdrawn from such association to avoid the impasition of such action due to professional misconduct,

unprofessional conduct, incompetency, o negigence? ... .............................. . . P ——- No

8. a Are you under an obligation fo pay child SUppOR? ... ... LLYes  __No

b.1f you are under such an obligation, do you meet one of the four requirements listed in the Child Support Law section below? .............. w=Yes |___No

4.Are you a U.S. atizen or an dlien admitted for permanent residenceinthe US.2 ... .. _ Yes m
T A Dt

DO NOT WRITE IN THIS BOX

[ O e Y e i FOR OFFICIAL USE ONLY

| certify that the statements made in this application and any accompanying documentation are frue, complete and comect. | understand that any misrepresentation of any
false or misleading information made in connection with my application may result in criminal prosecution and may be cause for disciplinary action, mduding the loss of

my license; and that the williui failure to register while continuing to practioe my profession constitutes professional misconduct.
/"j -
' 2/7
ol DateﬁLZO_L,
21

Signature Daytime phone 4

Aeaned sinme




FORM 2

MEDICINE :

CERTIFICATION OF PROFESSIONAL AND PREPROFESSIONAL EDUCATION

The University of the Siate of New York
THE STATE EDUCATION DERPARTMENT
‘ Otfice of the Professicns
Division of Professional Licensing Services
849 Washington Avenue
Albany, NY 12234-1000

APPLICANT INSTRUCTIONS

s form is for use by individuals whose application (Form 1 with fee or Forrn 5 with fee) is postmarked prior to December 1, 2002 and are I

OA accredited program.

| Th
| not t using FCVS. After December 1, 2002, you may only use this form if you completed a New York State Licensure Qualifying or LCME or
{

J:‘:

5
1

Z Send this form to
3 if yC

4 Tr. Topet reoe

oot be accepted.

cu altended a medical scnoe. that has
»

1 school official m an o*ic.a

o e profe

It
3TeC L

S ou altended o cumplete Secton . Be sure to inciude any fee required  If you graduated frem 3

medical schoo! that was not registered by Mw York State or accredited by LCME/AOA, noufy the schoo! that a transcript must accompany this

form International Medical Graduates may not use this form if Form 1 and fee are submitted after November 30, 2002.

¢ the off.cial f'eposuor/ of the records for that school (e.q., SEESCYT).

b S aiid Seit Leok diretuy WO ine Olfice of the Frotess.ons
! zm wd J mnis IG{m Forms sent back by the applicant or other paties wili

- o

SECTION It APPLICANT INFORMATION

!
j:z SOCIAL SECURITY NUMBER | 2] BIRTH DATE
! SEseethsbann i yosnive no U8 ;
o PRINT FULL NAME EXACTLY AS iT APPEARS ON YOUR LICENSURE AP PLICATION (FORM 1) 1
L2 ORLIMITED PERMIT APPLICATION (FORM 58)
: ~ |
Lost Lm ‘(u . +i£ “L 1 f Pl [T i ] } | 5| TELEPHONE/E-MAIL 1
,Ks'i'./s,ﬂ ez L ? BENEEEEEREE s ‘
e VLT e VT DT T T DT el Hs Tl Halshla]
4 MALING ADDRESS ro
Sy | Mej izl ] [Ble bl Jtloli [ | I’MWM/H!]O} lof
: 1 T H H i :
”lOIuT o] }FHVK‘_]/I l&J 1 e o
§ PR T ‘W“m“ ST —ium:rm.cldlefvn@m«r\d:{%m oo
, Ciklelap  (FATE e |
'::‘M e e e e - - i e “:, R ’ SR m- B
1 Print riame under which YOour Cegres of doplurrg was awarded (f oerenl from aovval [ ¢ e Y m J(‘)@Uﬁfw\) i
e
-77 treprotessional SThool Alterdes e T (:;J/va\L, e ) :
~£ Professivnal Senoal Atienged I_HA,L' chense D {AL A (4“ ’\'\5‘{) CoogXS -
wress oo %0 D wetvie s Dive. Atlande, G 30 310 - 14as” |
= - L i |
L3 remeotegeeoome _ Diedelecs of . Chemotey  veuonsses 8 fou /557
{10_’ sttt item B above wooonplens Secton 1 of tis form and iad 1010 the New Yok © [
i SE IS 9T G ek asy oy Olher nfommation requestes Dy the State Educaton Departs '
AL CENs signature ‘_/»/‘”‘"‘ —} i lj/// {‘é w«é’/m« e L O Date g o s
ST LEr 2008 B

CERTIFICATION BY PROFESSIONAL SCHOOL OFFICIAL 1S TO BE MADE OHN NEXT PAGE FORM Z, PAGE 1UF 2




27| | give permission to the New Yoix State Education Department to release my examinalion resuits to my professional scheol
for the confidential purpases cf program review and institution research and planning. | may rescind this authonty at any

time by notifying the Division of Professional Licensing Services in writing.

-
e 1
L Yes d No Please initial: mw//_é./l}z,

33] PHOTOGRAPH REQUIREMENT:

Date of phot: i

29| AFFIDAVIT WITH AC KNOWLEDGMENT (Notarization required)

APPLICANT

| deciare and affirm that the statements made in this application, including accompanying documents, are true, complete
and comrect. | understand that any false or misleading information in, or in connection with, my application may be cause
for denial or loss of licensure and may result in criminal prosecution.

Signature of the applicant: wm DIW 77/l

/’//

s
NOTARY ; ¢ n
Sateof NG i ... . Countyof ot o
On the __x y?j / day of ’f 1“ cld ! e inthe yearf_;l:w’ jw before me, the undersigned, personally

appeared r/L_/h“\:;_L__l__flL_lc'_w_ personally known to me or proved to me on the basis of satisfactory evidence
{5 be the indvidual whose name 15 subscribed to this application and acknowledged lo me that he/she executed the
; appiication ana swore (hat the stalements made by him/her 1n the application and all supporting malerials are lrue,
complete, and correct.

a\xyﬂ\ o ; ‘/,M, ﬂ . ' ’,r .
Notary Public signature __ L M'{/ u }i ~((£(u Y ; @“'}(,«’Cﬁvé/-'t‘&'«’

[

Notary ID number ____

: Sy e ~
Expiration date WY CONMMISHON EXPIRES A5UST 26

MorEn Crgy

Mail this form and appropriate fee to: New York State Education Department, Office of the Professions, Fee Section, Division of
Professional Licensing Services, 89 Washingtorn Avenue, Aibany, NY 12234-1000. DO NOT SEND CASH. Make check or money
order payable to the New York State Education Department.

#edicine Form 1, Page 6 of 6, Septembaer 2002




N The University of the Stte of New York , "
THE STATE EDUCATION DEPARTMENT )
CERTIFICATION OF COMPLETION
(Coursework/Training in Identification and Reporting of Child Abuse and Malueatment)
= PART A { TRAINEE INFORMATION
t Treince must compiele all iters 10 Part A, Return to provider for completion of Part B, "Certification by Approv ed Provider”.
*. The provider witl rejum the Certification form, with Part B un.m.;[ui 1o the traince. It is the raince’s responsibility 10 su bnul the

time. It should be
rration certificate, or

pinad w”} of this Certification forn: to the New York Smu Fducation Department at the approg
witied wlong with other relevant furms when the rainee apphies initially for, or renews, a license, 1eg

% Address for submitting tonm is as follows:
« Professional License or Permit: New York Stute Bducation Department, Division of Professional L jcensing Services, [give
name of profession], Culwral Education Center, Albany, New York 12230,

E
I « Reregistering Licensees: Your certificate should be included with your rercgistration application in the envelope provided with
} those materias.

« Teacher Certification: New York Stale Education Deparunient, Office of Teaching, Cultural Education Center, Albany, New

York 12230.

as 10 currently gppears on New York State 5 1 Complete information below If you holl o
‘\.uh\)h DUM‘L“‘-ALLILCO ds: are applying for, professional hu.x*:;ds) of 4
permit:

Name of Profession(s):

b drnd

Y.
N.Y.S License Number:

S S SO

Moddie r}/%\/]GH ‘ié

Py Cl,m’qfn:"\ Pcf Nﬂ@“fz

™ N }Y S License N e
2 § Print vour address. N.Y.S License Number: m
o

ew CITITTT T
N

;
|
ﬂ

1
\f\f & [ L 1L ”Il u Permit #: HEREEERER

1 HERE
13leJe[i | [elilelclplolt H’
TL i l
|

are applying for a teaching certificate:

l
ClelLlulmiblulst T
Clal Ukt~ |

] I i { ] Certificate Title(s):

1

4
lA,!er,JMFJ _EJ Complete information below if you hold, ot
|

{ Dat Birthe BRI
| e of buinh E Qll.a N.Y.S. Ceniticate Numbter (other than Sovici

Security Number, if any):

< T T TS P, i
m,.i.j Dalial hodeiily GULD Wi l l } I l ! I l I { ]
: A ¢ s " 7 b Mt e /// - A?
U irainee's Signatures I erme =2 Pt it jr:é*v:?‘, ;5{'_,{) Duate: ‘Dl/ﬂ//a S |
7 r 7
y |
W PART B CERTIFICATION BY APPROVED PROVIDER

Provider must compicte Part B,

The EDUCAT ION DEP. \Rx\ﬁ N1 ORIGINAL COPY and TRAINEE COPY should be returned to the traince within ten
calendar days of the complotien of the coursework oF raimng,

1 The provider of the coutework of traming must retain the P ROVIDER COPY. This copy must be retained in the provider's files
ror not tess than five yeurs irom ihe date Um CoOurse wis compl {eted.

to

Pursuant to Chupter 544 of the Luws of 1988, 1 certify that the person indicuted in Part A has completed the required
coursework ur training regarding the identification and repurting of child abuse and maltreatment.,

\)05{1@'\?. G{QQQ’)DT’\ \}\)\{SQCC’

Approved Provider Name
511’)’111;; Ofticer (Printor Type) (g OO A b

N N’ of Aumoiuqd C

\\'_‘/\D\ ‘t/ Lo identification Numbu/
e s
o
alure of #athonzed Certifying Officer - —-; —
\ Date(s) of Coursework or Training

R g
PR 21 - 381
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described helow.

Authenticity of USMLE Transcripts : .
Anoriginal, certified transcript of United States Medical Licensing Examination scores is printed using black ink on blue safuty paper
and 1s preduced only by the Educational Commxssxon for Foreign Medical Graduates, Federation of State Medical Boards, or National
Board of Medical Examiners. The TamperSate” Hologram in the lower left comer certifies the authenticity of this document.
Alteration or forgery of a USMLE transcript may result in appropriate legal action and/or a determination of irregular behavior, ay

To Test for Authenticity: Touch, rub or breathe on TouchSafe” Fingerprint and the word VALID will appear. When liquid bleachiis
applied o the face of the document, the paper will turn brown. Also, when photocopied, a security statement containing the words
UNOFFICIAL COPY, NOT AN ORIGINAL DOCUMENT, will appear prominently across the face of the entire document.

INTERPRETATION OF SCORES

USMLE wanscripts include o complete wcore history and
notations of any eaaminauons for which the examinee satand no
seures were reported, such as "lncomplete” or “lndeterminate.”
Scores are reported on twa different scales. For each Step, the

mean and standard deviation of scores on the three-digitseale for
crivinal anchor croup of st nme exananees fron medical
oin the United States was 200 and 20,02 «r‘tdi\ dy. Mot

soores fall botwern HOand 2300 A equin wient value score v g
two-dipit seale s also provided. A score ot 75 on the twoedigit
seale 15 ihe recommended mimimum passing scose. The
secommended minimuim passing scure on cach seade s shownon
the frontof the tanseript next o the examinee’s seore tor cach
cxamination administration. The level ot proficienoy required to
mwet the reconuiiended matnmimum passing level foreach USMLE

Step s reviewed periodically and s subject to change.

tactors whien nfluence an examinee’s score melude the
examinee’s general understanding of the subject matter being
tested and the \pcciﬁc set of test tems ased for oan
sdminbtration. The Standard Error of Measurcment (SERMD
provides an index of the vanation i scores tat would be

evted o ovcur if wn examinee were wested repeatedly ustay
firrerent sets of items covering similar content. The SEM for o
USMLE score s usually in the range of 2 to X score points on the
three digit seale and 1o 2 wcore points an the two digit scale

[SASY

ANNOTATIONS APPEARING UNDER "COMMENTN®
Crrcutislaiods 10 Conticaten with ai adimmistiabion shown on
this transeript may result in one or more annotations listed next o
the score. A description of cach *Commuent™ is provided below:

Indeterminate - Results that cannot be certified as representing a
valid measure of the examinces knowledee or competence as
sampled by the cxamination Decisions o classtfy results as

indeterminate may be made on the basts of tactors that inctude,
Bt ied to unexplained mconsblenoy of performance

within the examination or between wdminsrations of the same
stiep. Noscoreds reported. Intormeton reyarding the nature of
the indeterminate seore and the deermination ot the Comnattee
o Seore Valdity s avanlables [T osuch mtormation s not
crnclosed wh thes transeript it may be obtained by contacting the
orpanizatien frem o which you received the transeript or the
USMLE Sceretariat, 3780 Muarket Suceet, Philadelphia, PA
P03 elephone (215 5909700

Incomplete - The examinoe sat for some, but notadll of th
~ohicduled cxaminatien. No score s reported.

Irregular Behavior - The Commiutee on frregular Behavior
determined thut the examinee engaged in trregular behavior
Examples of irregular behavior are described i the current
edittion ot the USMLE Bulletin of Information.  Information
regarding the nature of the irregular behavior and the
determination of the Committee 1s available. If such information
Booot enclosed with tils tanscript, it may be obtaincd b
contacting the organization from which you received the
tamsaript or the USMLE Secretariat, 3750 Market Street,
Philudelphia, PA 19104, telephone (215) S90-97(X).

Score Not Available - The score 1s notavailable. Furtherreview
aidfor analveis may be pending. oritmay have been determined
that the wcore cannot be reported.

Test Accommodations - Following review and approval of a
request from the examinee, test accommaodations were provided
in the administration of the examination,

ANNOTATIONS APPEARING AS “NOTE”
Crrcumstances not in connection with an administration shown
on this transeript may result in one or more annetations and an
explanation or instructions to contact the appropriate individual
ar organization. The "Note™ will appear at the end of the
document.

BOARD ACTION DATA BANK INFORMATION
APPFARING AS “NOTE”

Ihe Board Acton Data Bank of the Federation o State Me
Boards (FSMB) contains actions reported to the FSMB by U, S
licensing and disciplinary hoards, Canadian licensing authorities,
the U.S. Armed Forces, the U.S. Department of Health and
Human Services, and other credentialing entities. To be included
in the Bank, an action must be a matter of public record or be
legally releasable to state medical boards or other entities with
recognized suthority to review physician credentials. Certain
selions reporte dtoand released by the Board Action Data Bank
are not disciplinary or otherwise prejudicral inonature. Such
actions are reported to ensure that records are complete and to
assistin preventing misrepresentation or the use of lost or stolen
credentiuls by unauthorized persons. Once reported to the
FSMB, an action becomes part of the permanent record of the

individuad physician, and the existence of such an action may be
mdicated on the USMLE transeript by a “Note”

472003




L nited States

New York State Board for Medicine
ATTN: Medical Processing Unit

Div of Professional Licensing Services
New York State Education Dept

89 Washington Ave

Albany, NY 12234-1000

Date of Certification:

Examinee:
USMLE ID#:
DOB:

Alt Name(s):

United States Medical Licensing Examination™ (USMLE™)
Certified lmnunpi of Scores

o 5T

Modical o EXD ~Aaeh 3P b b 02
) ! o Y SIET
Examination T This Transcript was prepared by the Federation of State Medical Boards L

06/19/2603

MAILED DIRECTLY
FROM RESPECTIVE
INSTITUTION

N Ju.,wn Idmu

" 5-038-845-3-.

02726/ 1963

siddieton, Tamer Yvene

Results for all Steps taken by this examinee (and for which results have been reported to date) are shown below. For Steps that span more
than one day, the test date reflects the day on which the examination began. Scores are reported on two scales. The recommended minimum
passing score (""Passing") on each scale is shown in parentheses.

STEP1 Test Pass/ Three-Digit Two-Digit
Date Fail Score {Passing) Score (Passing) Comments
6/9/1993  PASS 187 (179) 77 sy
STEP2 Test Pass/ Three-Digit Two-Digit
Date Fail Seore (Pussing) Score (Passing) Comments
27257060 PASS 191 1 e (75)
STEP3 Test Pass/ Three-Digit Two-Digit
State Board Date Fail seore (Passing) Score (Puassing) Comments
GEORGIA SA4/2602 PASS 190 (182) 78 75

A search of the Board Action Data Bank of the Federation of btatg Medical Boards (FSMB) reveals no reported information on the

above-named examinee.

Fatent HO2<074




SECTION 1l : CERTIFICATION OF POSTGRADUATE TRAINING

INSTRUCTION TO HOSPITAL: Please compiele this section, sign cerlifying statement, and return the form directly 1o the Division of Protessions

Licensing Services at the address shown delow  This form will not be accepted if returned by the applicant. ’ a4

P ,
Tris is to certfy that ‘7,//4/77 E/Z /774 C/C//@'f@f‘/

{(Phrysician's naimie)

- . ') e
jste of //"/o/t;/oaSe_ Scf\co/ 071’ /?Z?C//.Ql‘/1e,

(Medical schood!

wEs enrpliec in @ posigra qa“ aining program(s) approved by the Accreditation Councit on Graduate Medical Educaton, the
Amencan Ostecpathic Assoaiaton. or Ruyal College of Physicians and Surgeons of Canada at

S I i~ - i ; N
TL4 bown KL ¢ty (b, CU(\«‘“L'}M) Corn oy 1y

e i

{Name and locatpn of Hosodlal)

71
Level of Training (exampie: PGCY-1) Clinical Area tnclusive dates Successfully completed

(mmySd vy )

ves (dno

S

! PLA - Foe SR to _
. ) in progress,; salis-
Lo factory to date

ves [ wo

.
.
1
-
o
s

i
i
|
) ] . {
(,Jf } A . In progress,; satis- i
: e Lo w i 3 P !
T e N " : = factory 1o date |
|
|
1
3
|
|
|

&
-L
o~
i
|
|~
i
!
I
|
¢
53

0

Bocenly ves [ wno

|
.

In progress; satis-

Pre et / ! £ 7 tactory to date

vyes O wno

in progress; salis-
factory to date

|

|

|
0] 0O

ves o

) in progress; satis-
[ S — factory to date

0

: : ” it L
postgmdume training lnd‘catw anr* have pafe.km, read and wmgtutu s form a3nd hie ‘reD, at'ejs et the statements made heren are sticty tue
every respect and are supported by hosp.tal records

{ iz X / @/‘ .. .
Signature of Director/Char; (L @VL/Q o © i ©5

Date i /

dor EnT e pravsiGan Name

/
N

{
Type cr pant name of Director/Cnair. ‘]

Tilie or official pesivon:

lakhn-B  Ruecholts DO
i JOTMr Tt uontongc,
nsutULon: Tl tlodec & (oo an Program Director (SEAL)
(G N { Famlly Practice Residency Program
“JTress S : L s SNV =3
e : = ‘. Transitional Year Program
— CC‘V""‘ (’,'LS (: A (U L
eepnore Q0L 5T LM e gy TR s L e
omiar ACcress ‘ Vb Lo o boe Lt 4 (4 oy v

Return thi | . R . . , .
R turn this form directly | New York State Ecucation Department Office of the Professions, Dwision of Professional Licensing
ﬁ

Services Medicine Licensing Unit, 88 Washington Avenue, Albany, NY 12234-1000

Septembe

FORM2PGT, PAGE 2 0F 2



SECTION Il CERTIFICATION OF PROFESSIONAL EDUCATION

' INSTRUCTION TO SCHOOL: Please complete tus section, sign certfying statement, altach the informaton req:n red in item 5 and send dicectiy o
‘ the Office of tre Profess ons a! tne address shown below This form will not be accepted if returned by the applicant or any other party.

}

|

g

P11 For Appiicants from N.Y.S. Registered or LCME/AOA Accredited Medical Schools:

? Acpiicant met LCME/AQA (e 2ments for agmission to medical/os: eopathic schogl? ZI YES D NO

% fNe numzer of preprefessional o sost Scwndd', credthours compieted by applicant pnor to admission to

| Mes.ca sehod! semester hours or Guaner hours

¢ dppiicantreceive auvanced standing based on prior academic work D YES ] NO
¥es irdicate when the Gror work was cempieted below and sunmit an cftmal transcript of studies at your Institution, and copies of
“ceumentation in your fle 10 suspert the granting of transfer Ch, ohi

Name of Institution: Dates of attendance: o

6 .96 Cempleton Date: 3/ 15 4 00 -
. e ) e Date of conf S
For Alf Other Applicants:

Years of educaton required fur auimission into your medical schoo! e e
i
; Freprobessional credential: POy epricant for acmission inio your medical school }

vias Sueal Service required? L) YES 4 NO It Yes giveinciusive dates and name of nsttution in which requirement was met.
! insutution: - s e Dates, . 1o

WES @ pre-Gratucton internship regu.red? O ves < No if Yes, give inclusive dates and name of insLIuLon i wiiich reguirement

ve35 mMet

] ' e e Lates. .
i
{ Submit with this form
!
: A e TeCONI des, Or markshee! J) LACwWING Couises taken at your msttution
! i nerinstlotons for ransfer ¢f credt or convandation,

The transcript must bear the original signature of me reg/srlar, dean, principal or rector and original seal of the school.
! B s from o yeur files o su ppont i anting of tansfer creait ¢ conval dated course ard clerkships

C List of climical ¢ B (e L0 G haag e amatad

starung ans Satess Ob Lo whiere clerxsin
i FOR ATTENDEES OF CIFAS, CETEC, AND UTESA, this iist must mciude ai clerkstups completed, both inside
i MECIC3l SChednisiwas iocated.
|
b
|
! | certify that to the best of my knowledge and belief the foregoing is a true statement of the record of the individual named on this form.

Siynature: Date /

i — S e e ey e L S

Tyoe or pnnt name: _Angela L. Walker Franklin ,1’}1:[) .

T Associate Dean for _Student Affairs ;
SEAL
Medealsensol _Morehouse Schoel ot Medic ine o o ( )
Adwess J Westview Dr. '*3;_,_”..“. e
_.Atlanta,Ga 30310 e
Tewpnone _(404) 752-1658 g, ~,.,Jéop 152 ‘8@86
E.mail address CERTIFICATION IS NOT ACCEPTABLE UNLESS |
‘ e S, DATED AFTER GRADUATION.
| ;
Return this form " New Yers Siate Educaton Department, Oftce of the Protess: ons, Diwvisicn of Professional Licensing Services, Medicne

Directly tor—"- 9 Licensing Uritl £S5 Washington Avenue, Albaty . NY 12234-1060.

temoer GI02 FORM 2 PAGE 2 OF 2
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dizfarelg
A
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1. Do you wish to regster for the penod mdicated? . . o Y Yes e N

2. Since your last registration application, e
a Have you been found quilty after tndl, or pleaded guilty. no contest, of noto contendete to a aime (felony of misdemeanor} n any court? ., ... fe. Yo N
b. Has any licensing or disaplinary authomty revoked, annulled, cancelled, accepied surrender of, suspended, placed on piobalion, or refused ‘ s
to1ssue of renew a professional license or certificate hedd by you now or previously, of hined, censured, repnmandad or otherwise disaplined you? . E i —‘/M
¢. Are quningl charges penting against you in any court? e cole=Yes] I No
d. Are charges pending aganst you In any pinsdicion for any sort of professtonal misconduct? . ‘__Yes _":No
e. Has any hospital or hicensed faality restricted or terminated your professiona baining, employment, of privileges, of have you voluntanly
of Involuntanly resigned of wathdrawn from such assouation to avod the imposinon of such action due to professional miscondud, v
unprofessional condudt, Incompetency, o neghgence? e s —he

3 a Are you under an obligation to pay child support? e . e Yos  «Uho
b. 1t you are under such an obligation, do you meet one of the four requirements listed In the Chid Support Law secion bedow? .. ... .. .. .. L Yes

4 Ave you aU.S. aizen of an alien admitted for permanent ressidence in the 1.5 .? . e ;“ﬂ% e

MR R s 2 - ABTTIHT T A — - R

B = hdidid DO NOT WRITE IN THIS BOX |

EECRCRNE R S T T

FOR CFFICIAL USE ONLY ‘

I eertify that the stalements made in this application and any accompanying documentabion are tye, comnplete and coredt. | understand that any misrepresentation o any
faise or misteading mfonmation made i connection with my apphcaion may result in criminal prosecution and may be cause for disaplinary achon, mduding the joss of
my license; and that the willful fariure 1o register while continuing to practice my profession constitutes protessiona misconduct

T

P g "*\\‘ . .
& 7 - J 77 }Z/ - At r S . Y P “ 5
Signature ,~.;Z;WW“"_.,.A__.]/ _'/’;”%{ é‘é" % st Daynme phone(é-g{)” ?5’5}3{@? pad? X C

L v 2 ) 7
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1 Do you wish to 1eg ster for the oefiod mdicated” ; : Yes| AN
2. Sinee your 1ast regstrabon application.

a. Have you been found guilty aftey tal, or pleaded quiity, no contest, of nofo contendere to a cnine (felony of misdemeanar] In &ny court? —_No
b. Has any licensing o disciphinary authointy revoked. annulied, cahcofiod, accepted surfender of, suspenoed, placed on probanon, o refused
luissue of fenew a professiona license of certficate hetd by you now o previously, of fined, censured, repninanded of othermse disclined you? L= Yes —No

¢ Are cnminal charges pending agains! you in any court? ..

......... e _._._Y% —_ N
e Has any hospital of licensed faality restncted or terminated your protess;ondl raming, employent, of prmlege of have you voluntanly :] °

o involuntanly resigned or withdrawn from sudh association to avad the imposition of such action due to pwfessuonal misconduct,

 unprofessional cunouct, incompetedicy. of negligance? - R L ——Yes|  —No
3 a Areyou under ap obligabon tu pay child suppot? . L . a—Yes —No
b_If you are under such an obligation, do you meet one of the four reqmcmenu listed In the Child Support Law section betow? . ... . Yes

4 Areyou a U.S. abzen or an alien admitted fur pevmanem residence in the U.S?

el DO NOT WRAE IN [HIS BOX |
FOR OFFICIAL USE ONLY |

I —— ——— S

! certify that the staiements made In this apphcation and any amnpdnymg dommmt.-mon are truo wmple(e ald ooned | understand that any mistepresentation of any
talse of misleading information mage in connection with my applicabion may result in criminal prosecution and may be cause tor disaplinary action, mduding the foss of
1y license; and that the wiliful tasiure to register while continuing to prachee my profession constitutes professional misconduct

' TNy A : .
o . . ;/;, 4.,,5 } - P el \?/; 7/
fSa;naru-a%/(_W {:lr e - faynme Dhoneﬁ) 2 7
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; ~ Frf ey e o > ; S g g v
. FORM 2PGT T foiv U [ X ; T !L /‘ 4 £71 Cerfification of completion of
’ 5 ' Tne University of the State of New York ! approved postgraduate ' !raining
| MEDICINE : THE STATE EDUCATION DEPARTMENT will be accepted only if it is signed
,; = Qthce of the Professions no more than one month pricr to
] s - thwopbﬂ‘rp‘éss»onal Licensing Services the completion date of the training
89 Washington Avenue | period in which credit is sought.
Albany, NY 12234-1000 ;
CERTIFICATION OF APPROVED POSTGRADUATE TRAINING
(To be used only by applicants not using FCVS who need to verify
; approved postgradualte training programs in the US and Canada)
i
APPLICANT INSTRUCTIONS
1. Complete Section . Enter your name as it appears on your Licensure Application (Form 1). Be sure to sign and date item 7.
!
| < Please send tiis funin o bie gnecior o 1 leuical egucauon of the hospital(sy in which you complered posigraduate raming.  One iom must ve
| suomitted to venfy each residency. If you have completed more than one resicency, you may photocopy this form.

WG whieh you O your residency. i the hospitalin atioh you O you: 0
& compieted oy the Department Char. il the Department cannot selsr
e hosgilal traning wil not be credited

recty to e Deparinent by the hos
! s Education, the forms ma
Uy frem e nospra’ the postgrad

!
L

SECTION I: APPLICANT INFORMATION

2 | BIRTH DATE#®

SOCIAL SECURITY NUMBER: 8

Month Day \rc

(ceave ths biank f you donot have a U S Social Secunty Number)

13 PRINT FULL NAME EXACTLY AS 1T APPEARS ON YOUR APPLICATION (FORM 1)
i
: e i T i [ T i T { i T i i
| SV ledide W I LT TTTTTT T
: T | T H T 1 j 7 T T T
Il N i | f ! | H { H |
st j ! ] b I ]
» — 7 ! I T ™7 T I T I I
Medie Y Te it ke D [ L ] 1 ’ ] J : I | } L
e Aptowag (<] 1e r’[ m -z I l ] l [ ’ [ ST
] AAILING phEsc 19 lul [+ e "3[41% Aloixl Il ]oll o
‘ AUURESS: — I )
v Ulololo] TsTolulelnd [Alviel nfqlef sl
ST T H 7 T
O AR P P i T i
o e i c‘bl 1 ;%E Lo ‘ Lo
) State f)\/' 2 | Zip Code ,
‘ DrOv'incﬁ’COL}ﬂt"]'f ! T T o 1 l |
: Mootus bl L L [ b b 4 ] A L
R o
iP5 TR ST CNCe” WGl POSIGIaceate ("laj“f f’(.'{’v‘
?( TOSTIGT N WhiCh DOSIGraduate Uaning was :g' e dcad Ceate, //CL fopr biyey e oo d
s 3} ‘
R — Ty . , i P e
Aosress Lo dliter  odve ot Cedev il A 3049¢ w2
- I -
0
¢ P TEQuEst and Give My PEMUSSION 1S e RosHa: sted i iter 6 above (o compiete Secuon ol tis forn and mail it 1o the New York State Educausn
: ._;e:,ar"u nent at the address a! the eng o' s fonm ang o release aiy other information reguested by the State Educaton Department in connecuon
with my apohcation for ‘%HSu«L
> L] Loy A A /- B .
' Appiicant’s signature: s et ‘{[(~ Agton Date: PN O
i h - =
—— - e

FORM 2PCT, PAGE 1 0F 2




f £ X - f [ [ H:
s ' The Unneun*y of the State of New York Department Use Only
Medicine Form 1 - THE STATE EDUCATION DEPAR TMEN
N ; Oftics of the Prufessions

' Division of Professonal Licensing Services
89 YWashington Avenus
Adbany, NY 12234 1000
Waw Op nysed oy

Application for Licensure

and First Registration

O [ e |[ sr3s |[er

Applicants Must Complete All Six Pages Of This Application In Ink

NYS Licensa Nurnber

L»’?%C/K)/ﬂ I

R - e N EE

J
. 3 Birth Date m(.r.mfbl(gi Gy {leué} V‘{?leﬁj i Initials

C. /f‘\ A e

3 ] Print Namw Exuctly As You Wish it To Appe sr On Your License
et LA A AL TTTT T ]

s lalmledel TTTTTTTTTT T
mose | del A+le] [ T LT TTTTTTT]

4 | Mailing Address (You taust noufy the Depantment prompily of apy idiress of name changes.)

5 , Telephone/E-Mall Address

Daytime Frions

L [ []
——=  (slslstalol)d el

Ared Corde Phone Numicar

SHNOUEE [ U by SU—

E-Mail Addra 58 (Flease pon deity)

Attach a pholou,py of the front und back nytuf Aien erzls'muon Card

1 P e M R Ty |
‘ |/ pdolol 1slolul AAL lﬂlvlei Mto[x[zfol/l | vCon o )|
ooy 1lo]edalels]#lelal ] JEENEEE
s —
Siale [JKE Lagy el
vamca/'s,:inigngy [ ! ; l I ? i jf I ] i ]
ﬂ Naime as i appears on degiee or vther credenuals (if different from abova) o sSaste  as. G b@t{f_’{‘ R o
l—] Ciuzenship: wmé@d States [} Aliwn lawlully adinitted for a permanant residence in the United States ] Omer immigration
Cinzen of

8 [ fwish 1o become licensed on the basis of

.
- L. . e
7 Acceptable exaninaton scores (Sev page 3 of this fsrm) 7} Endorssment of ancther licanse
i (Saw Apphicants Licensed in Ancther State” Lt on

¢ oy ; v i 2 . i ol [
amusing FOVES W colioct my Gedentais. L YES L NG

8 | Have you previously applied for 3 New York State License or a liniled peimit 1 pracics miedicing
yo y app P P

18] Have you ever been found quilty after triaf, o pleaded guilty, no contest, or nolo contendera ta a crime (felony of ‘ O m
misdemeancr) in any courn? ) YES 0
11{ Are criminal charges pending agains: you in any ciurt? E] YES *NO

121 Has any t'\ensmg or disciphnary authonty refused 1o iIssue yuu o license of ever revoked, annuiied, cancelled, accepted

f—-d sumender of, suspended, placed on probation, refused 1o rensw a prafessional hcenise or ceruficats held by you now or p YES ma
previously, or ever fined, censured, repnman\}ed o ctherwize discplined you? 3 oty

13} Are charges pending against you in any jusisdiction for any sart of protessional misconduct? ‘é‘ YES dNO

14} Has any hospital or licensed facilty restricted or terminated your protessional Uaining, employment, of privitleges L N e

— or have you ever voluntanty or involuntanty resigned of withdrawn frons such mssociahion 1o avo'd imposiion %Yns ;. o
of such measures? - .

NOTE: If you answer "Yes™ {o any questions numbered 10-14, submit a lelter giving complets explanation. Include copies of any
count records, and if you possess one. a copy of the “Certificate of Relief trom Disabllities” or your "Certificate of Guod Conduct.”

Meadicine Form 1, Page 1 of 6, September 2002




J_m— In the spacas below, give an accurate record of your &

translate. If ra diploma or degres, indicate number of cisdits sarnad.  Attach additional sheats if necassary.

A NAME OF SCHOOLS ATTENDED AND LOCATIONS

B. NUMBER OF
YEARS
ATTENDED

C. ATTENDANCE

g e,

Entancs Date

Luaving Date

D. TITLE OF DIPLOMA
OR DEGREE OBTAINED
(INDICATE YEAR
OBTAINED)

E.iF NC DIPLOMA
OR DEGREE,
INDICATE NUMBER
OF CREDITS EARNED

High School or Secondary School

. \No bert (o0 Grove s

Schect Nama

mb.\wv\mt m\,\«\ B mmﬁ

Cty StatesCountry

\\m\r Mu\bo \

\A\\

07 77

06 b/

Hishe Sehoo!
Uw\\ur\o}a
e

Postsecondsry Preprofessional School(s) (Exclusive of Medical School)

Llgaes. Scott mc\\mwm;

School Name
Decatur, A
Cty State/Country

Sehcal Name

cty ‘ State/Country

Y4

ma

07 /97
y*

A

me yr mo

05 AwST

¥

yr

Bochelors
D\?\«.\tnw*\w
/9% 1

Madical Education (Professional, Ust s/l madical achools attendad)

Sorehouse  Schw/ of  fHlecdicine

Schoci Name

\w«\\.\naxmr

Ty

GH

Senosi Name

Ty ) - - State/Courtry

c“ 7794 75 Aeco
ia

iate]

i

ye

9D

 you completed chirical derkships in a couriry other thar wrare your medical school is lo

tedd, give the datas and location of these claka

18s. Attach additional shea’s # necassary

nckisive Clerkship Dates

Clinical Area

Nama of Haalth Care =510y

And Address

Madical School with whick
Clerksrip Affliated and Address

Medicine Form 1, Paga 2 of 6, Septembar 2002




16 l Asw you iicensed or have you ever baen hcansed 45 a phiysican in any uthar state of couniry? Yas

Hyes. list each jurisciction. f appropaate, you must also submit a Form 3A oc 3B See pages 14 - 15.
Basis of Licensure
State or Date License Nurmber Any Limitations
.~ b B ; N
Cenantry Issued E,mm'm_bqn Endorsement Other o Licefisa
(Date passed)
! / o/ ~ -~ - -y , AOn &
Ao bame 0F Jacoa  |COODYESL | OF fg802
ge ore, /e / ” P -~

5 09/g00 2 OS/597 os/gwg o

Complets this section only if you are a graduats of a program not registered by New York State or LCME or AOA accredited.

ey

™
(—

Have you comptetad all parions of the examination requiremonis for ECFMG certification? Yes i No
Do you currently hokd a valid ECFMG certificate? 7 Yes T No
Please complete snd forward the ECFMG form.

Ll’_SJ Are you applying for licensure on the basis of 4 Frith Pathway pragram? ‘L‘ Yas J/Nc

It Yes, list nama and locaton of medical school or haspilal and g nciusive dates of allendanca.

Name and Location of Medical Schiool or Hos pitat

inctusive Dates of Atendance

List i English, ait specialty qualifications you have eamed. (i s. Baand Specialty Certification or Diplomate Certificate)

Name of Qualfications

2

[} 1 wili by applying for USMLE Step 3

o

/

J U

OR

! have successiuity cormplated the examination combinaiun indica’ed below:

EXAMINATION COMBINATIONS

/USMLE Steps 1,2, and 3
FLEX Parts |, 1, and Il
FLEX Components | and i
NBME Pants I 11, and 1lf
NBME Parts L and H and USMLE Step 3
NBME Part 1, USMLE Step 2 and NBME Part il
NBME Part I, and USMLE Steps 2 and 3

USMLE Step 1, and NBME Parts Hl and 11!

Date examination sequence was completed

USMLE Step 1, NBME Part |I, and USMLE Step 3
USMLE Steps 1 and 2 and NBME Part Hi

USMLE Step 1, NBME Part Il, and FLEX Component i
NBME Part |, USMLE Step 2. and FLEX Component li
USMLE Steps 1 and 2 and FLEX Component |1

NBME Parts land I and FLEX Component I

FLEX Component | and USMLE Step 3

NBOME Parts 1, 1, and it

Other _

o5/ 2002

Mgedicine Form 1, Page 3 of §, September 2002

Name and location of organization issuing credential




1]

Provide a chronological list of all actvities since graduation from professional schoot to the present
empioyment. Attach additional sheets if nacessary

Include vacation periods ard periods of

DATE (mmvdd/yy)

Type of Activity, Beginning with Date of Graduation from Professional Schoo!.

From To Inchixie Name and Address of Employers
/ i Ced wne bug é?g,’aﬂa/ Medica/ Center
O/ 9000 CbL/20o ! | Zndern SAo /:;z»u‘/q Fractice 2500 o™ Ave. Ste /00, Lolumbns, GA 3§
+ 7 v
3 , ~ ; Colimbus orad  rMedical Cente~
U/)/QOO/ fresent | Kesiclency lumiy practice  sgop g6 Ao, Ste joo, Cofunbes O350

If you hold a New York Stte license in ancther profession, indicate the profsssion, your license nurmber and date of licensure below.

Profession l License Number

l Date of Initial Licensure (mmydd/yy)

AR -

2]

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

H
«4 1graduated from a medical school in New York State after Seplember 1, 1990

tam filng for an exempuan © the requiremnernt aivd have endosed the exemphon form.

tam going 1o take the Chiki Abuse identfication course and sUbmit the required form.

Lcompleled the child abuse coursework and have endossd g cortficats of compietion from an appioved provider,

oo

o
W\
‘\\ . \‘\‘{

R
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GENDER AND ETHN:‘CITY: (This item |s optional.}

Information on geraivr and sthnicity s sought #Ohily Lo aliow the Education Departiment to collect and analyze data conceming diversity in
the iicensed profeisions. The ethnic ardd gonder daia you provide will be used aonly for statistical, ressarch, and program evaluation
purposes. It wiil rnut ba refeased to the public. This information has sbsolutely no bearing on your quatification for licensure.

GENDER: E? Maio (F Ferre

ETHNICITY. DA\’V]’HTB (UL Hispare Q/Bhn;k {not Hisparno:

D‘, Asian D Hispanc G Natve Amencan
i a2 £

25

STUDENT LOAN DISCLOSURE:

The Stata Education Deparment is required* to ask these questions about any siudent kans mady or Gudrantesd by the New York State Higher
Education Services Comoration, and 10 *orward any yes® responses 1o the New York State Higher Educaton Services Corporation.  Your licensa
apRication fs not complete without this irformation.

2} o you have any CULSIAnING I0ans fmade or Guarantesd by the Peesw Yok Ll Yes __t/j No
State Higher Education Services Carporation?
= -
(5] 1 you have such a loan(s), is ary part in defauit? s Yes

"New York State Educaton Law, section 8501-4

]

CHILD SUPPORT OBLIGATION:

Everyone applying for or TBIrWIng A professional dense, perrit, o TeBaton miust fie 8 written statement that, as ot the date of the filing, ha o she
15, O 1S Ot uncer an obligation to pay child suppot®  Individuals wiio arg fodr months or more in arrears in child support may be subject to
suzpension of thelr business, professional and/or driver's Hicenses. The intentcaal submission of false winten statements for the purpose of
frustrating or defesting the iawui enorcement of suppoa obilgatons is punishable under $6CI0N 175 35 of no Penal Law

YGu must comphste this secion before we can issue the credential for which you have appiied. Individuals who are not i compliance with theis
ObkGabGN 1O pay chik] BUPPO can be 1ssued a credental for 1o mors han six roaths n order o cornply with their child support obligations.

Check onty A or B below. If you check B, you must check one of the five statements listed below it

A =Tt am not uner an obligaton © pay cnikl suppar,
OR
B :] I 'am under an obligation to pay child sUppot and (please check onty one of the follawing)

L___ am current and am not four MONTS oF mora in arrears in the payment of chikd support; or,

“,' 13 making payments by incume BXGCUIGN O by court ayreed payment plan or by a plan agreed to by the partes; or,
;_E The child SUPPOL ObAGation 15 the subject of 4 pending coeunt proceedunyg; or,

._3 Larm receiving pubhc assistance o supplemental SeCUNLY INCome, o,

;_«_f None of the abave our slatements apply

“New York State General Obhgations Law, section 3-503
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