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CERTIFICATE OF ETHICAL AND MORAL CHARACTER

THIS CERTIFICATE MUST BE SIGNED BY TWO LICENSED PHYSI

WITH THE APPLICANT.

CIANS WHO ARE PERSONALLY ACQUAINTED

I certify that the photograph attached is a recent one and likeness of Dr. fgzo'h Q‘M‘“ ’

of good ethical and moral characler.
A%

Hs 761

MmN

And that s/he is a perso
’/:38 ? / ﬂ

SIGNATURE / LICENSE NUMBER
/‘“K EENA / ) s
PRIN PE FULL NAME

STATE OF ISSUE

CERTIFICATION OF IDENTIFICATION
Ceriification of Notary Public is required.

States fﬂ i Al F{‘m}:\v County: g}e&(;yi SFy

Vcertity that on the date set forth below, the individual named above did appear personaii
belore me and that | dig identify this applicant by {a) comparning hisfher physical appeara
with the photograph on the wentifying document presented by the applicant and with the
photograph affixed hereto, and {b} comparing the applicantis signature i

on hisfher identitying docurnent. Swomn

on this form with the signature

aowcanionmiSJ%? day of YYWRQCH . 2. b

Notary Public Signature j{} e @ ‘/{fq/;u ?fw
T~ v

Expiration Date I N /JQ K‘)

¥
nce

Month Day  Year 4 2
PPy g /
FAITH E. NORSTRUD 7 %
;” NOTARY PUBLIGC < MINNESDTA / (-('//02 \\gf
e Expires Jan, 31, 2005 / éAppiicam Signatur
/

/ééﬁ’/ v [[c/x e

| certify that the photograph attached is a recent one and likeness of Dr.

d ethical and moral character.

And zh?}%g

(:‘rf"i‘?’ y«%ﬂ’?’//" /W
PRINT ORTYPE FULL NAME

ra
< 3072 /24 355 S /MV
S!WT@RE - DATE LICENSE NUMBER STATE OF ISSUE
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APPLICATION TO PRACTICE MEDICINE

MINNESOTA BOARD OF MEDICAL PRACTICE FOR BOARD USE ONLY
UNIVERSITY PARK PLAZA .
2829 UNIVERSITY AVENUE SE, SUITE 400 0% Knucmoua: M
MINNEAPOLIS, MINNESOTA 55414-3246 2 ‘
612-617-2130 or www.bmp state.mn.us ,‘.,3,.4 CHECKRECEPT:
/‘{:.! ‘.t ] .‘F"('," AMT PAD:
Hearing impaired-Minnesota Relay Sepfice e ®
Metro Area 287-5353 A" M.‘\‘ ”"} TEMP PERMT &
S My ' . g
o | oA [ VR | S ,&I‘_‘q"ﬁfo ] BOARDDNTE: G -//-6Y
DATE OF APPLICATION: o2 lo=| o4 (\‘:.‘" cr | voenee s Y749
f INSTRUCTIONS TO APPLICANT \ SOURCE CODE M“"m
1. Angwor ol questions completely, accurstaly, and legibly or the application will be returned. 5200 lic ?}'"
2 MMymeMMﬂwmmmmdwdm.adowmm P
formal change must be submitted. v
3 A8 addresses mustncluce zip code i uquested on the appcation 7/?[ 5201 app 7ﬂﬁ/’
4. Account for all time from the beginning of high school, whether spent in school, practice, or ﬂ
otherwise. Dates must inchude Month, Day, and Year. Attach a separate sheet if necessary. 5203 tp
5. Enter al dates as MONTH-DAY-YEAR.
6. The application fee is not refundable.
7. Failure to answer all quesfions completely and accurately, and/or omission or falsification o
mmhlladsmybembrdenwdmapmmﬁm.adisdphayacﬁmﬁwummm
licensed by the Board.
\e.ltmmpleteawlﬁm may be destroyed after six months of inactivity. / K /

T0: 'l_'he Minnesota Board of Medical Practice:

IherebymkeapplicaﬁmforaicensetopracﬁcemdbinemdsmgeryhmeStateofMimwtaandstbnitthefoﬂmingstatemntmnhg
my age, moral character, preliminary and medical education and practice.

YOUR CURRENT NAME AND ADDRESS

FULLLE LAST FIRST MIDDLE
NAME: KMTl_L: Rom N S AN
STREET ADDRESS: _

2o ehst L™ St. Apr #*F31Y
CITY, STATE OR PROVINCE: 2P CODE: COUNTRY:

?t. Paul MmN . 55 |01 sA
HOME PHONE: OTHER PHONE: IOTHER NAMES:

W5l - 24s-94s3 ey

SOCIAL SECURITY OR ALIEN REGISTRATION NUMBER:

BASIS FOR APPLICATION (CHECK ONE)* ECFMG CERTIFICATION (FOREIGN ONLY)

[J FEDERATION LICENSING EXAMINATION (FLEX) NUMBER: . -
[J NATIONAL BOARD OF MEDICAL EXAMINERS EXAMINATION (NBME) DATE ISSUED:

O NATIONAL BOARD OF OSTEOPATHIC EXAMINERS EXAMINATION (NBOE)
[J LICENTIATE OF MEDICAL COUNCIL OF CANDADA EXAMINATION (LMCC) DRIVER'S LICENSE

[0 STATE BOARD EXAMINATION (STATE)
STATE:

N UNITED STATES MEDICAL LICENSING EXAM (USMLE)

NUMBER:
[J COMBINATION FLEX, NBME, USMLE (must be completed by year 2000)

APP-PY-013/03 Paoe (1)
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ADORESS OF NENRESTRELATVE S ] | fj’"'?ommmmsswmwm -
e ISTREET ADORE
Nutee Radtkss 950 £ uM 5t_Aet 314
TREET ADDRESS:
B"!’LL:;O Jovdonn Dn 8{ wa\ Mm
oY STATE OR PROVINCE: 1z Co0E: NTRY: EFFECTIVE DATE:
MeFavland | Wl Ss 1o} “SA o1 [2 004
7P CODE: _ JCOUNTRY: TIONSHIP-
tagst| USA | Mother [ 5S1- 245- 94S3
RECORD OF BRTH
%EWQ‘H' crvn\rjq;:mA“‘s rooumonlmt STATEIP\;/OSVNOEOFBR'H-I:
MO COUNTRY OF BIRTH.
N ames Areriue. Kumi Telee Rt Hovttnn LS -
IDENTIFYING CHARACTERISTICS T
WEIGHT (s ORHAIR ,
1 Skt foin l‘-{S {bs brovon brovo
OERTIFVING MAYGS:
A +°~+D'D Right showldev | spvgital scav et Knes (\c.c.s targ)
PRELIMINARY EDUCATION
mmm t cIy: STATE OR PROVINCE: ]FROM DATE: (MoDay/Year) {TODATE: (Mo/Day/Year)
Wes Wauww[—vsa. IN$ 04/ 0] 147 rps'l |5 144
o . STATE OR PROVINGE. | DEGREE | FROM DATE: (Mo/DaylYear) [TO DATE: (MolDaylYear)
WJ%A(SM WModisn Wi BS o oy 'a4S|0S7 |5/99
OF COLLEGE: oY STATE OR PROVINGE. | DEGREE | FROMDATE: (MoDaylYear) | 10 DATE: (MofOayiYear)
/ ! ',

MEDICAL EDUCATION (MEDICAL COLLEGES MUST BE RECOGNIZED BY THE BOARD)

Page (2)

INSTITUTION cry STATE ZiP CODE FROM DATE (Mo/Day/Year) | TO DATE (MoDay/Year)
nivevsiiy of WE Medited | MaDisony | WT[s3703 [o8lis |49 |os[1w{03
Lolleae
ACCOUNTING OF TIME NOT NOTED ELSEWHERE ON THIS APPLICATION
ACTMITY (ATTACH SEPARATE SHEET, IF NECESSARY) FROM DATE (Mo/Day/Year) TO DATE (MoDay/Year)
APP-PY-02 8/99
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STATE BOARD EXAM (STATE)
NATIONAL BOARD OF OSTEOPATHIC EXAMINERS (NBOE)

APPPY-03 810

LICENTIATE OF MEDICAL COUNCH. OF CANADA (LMCC)

BACHELOR OF; NAME OF SCHOOL: CiTY: STATEOR |z COUNTRY: DATE
PROVINCE ) MoDayYear
O wmeDicNe
O 0STEOPATHY
DOCTOR OF OF: T’:Fsmofm_ cny: STATEOR |2W¥. ICOUNTRY: DATE
PROVINCE WVGU
X encre W Mapison 23303
O osteceany | Nedren{ Sl Nf 5 ?‘D USA 5’/](.(03'
US/CANADIAN ACCREDITED GRADUATE CLINICAL MEDICAL INTERNSHIP, RESIDENCY, FELLOWSHIP . -
NAME : R FROM DATE ‘ear) TODATE oar}
g? .rﬁscohs ost'k( O"HOTlO‘S 00,203(!
ADDRESS: ' I cgl' STATE OR = |COUNTRY: 2% CODE:
. Poml m usé
TYPE OF TRAINING: (BE SPECIFIC)
FamiLY mEDICINEG |
NAME OF HOSPITAL: FROM DATE (Mo/Day/Year) TO DATE (Mo/Day/Year)
‘ me CITY: smsmm " counRy- 2P CODE:
TYPE OF TRAINING: (BE SPECIFIC)
NAME OF HOSPITAL: FROM DATE (MoDey/Year) ' TO DATE (MoDay/Year)
ADDRESS: CITY: STATE OR PROVINCE:- COUNTRY: 2P CODE:
TYPE OF TRAINING: (BE SPECIFIC)
NAME OF HOSPITAL: FROM DATE (MoDayYear) TO DATE (MoDayYear)
ADDRESS: CITY: STATE OR PROVINCE: COUNTRY: 2P CODE: _
TYPE OF TRAINING: (BE SPECIFIC)
NAME OF HOSPITAL: FROM DATE (Mo/DayYear) TO DATE (MoDay/Year)
ADDRESS: oY: STATE OR PROVINCE: COUNTRY: 2IP CODE:
TYPE OF TRAINING: (BE SPECIFIC)
MILITARY SERVICE
BRANCH OF SERVICE: ENTRY DATE {Mo/Day/Year) RELEASE DATE (Mo/Day/Year) RANKATDISCHARGE: | TYPE OF DISCHARGE
DUTY ASSIGNMENT: LOCATION:
STATESIPROVNCESICOUNTRESINWHICHYOUAREORHAVEEVERBEEN LICENSED
STATE/PROVINCE/COUNTRY LICENSE NUMBER DATE ISSUED (Ma/DayiYear) HOW OBTAINED(")
(") NATIONAL BOARD OF MEDICAL EXAMNERS (NBME) FLEX EXAMINATION (FLEX)

UNITED STATES MEDICAL LICENSING EXAM (USMLE)
COMBINATION FLEX, NBME, USMLE (COMB)

Dawa tn
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STATE B&W WHERE YOU HAVE PRACTICED OUTSIDE OF A TRNN!NG PROGRAM, AND LIST WVO REFERENCES FROM EACH FACILITY

| NAMEOFFACLITY: FROM DATE (MoDey'Year) TODATE (Mo/Day/Year)
NAME OF REFERENCE STREET ADDRESS: chY: STATEXCNTRY| 2IP CODE:
NAME OF REFERENCE STREET ADDRESS: ciy: STATECNTRY|  2IP CODE:

NAME OF FACLLITY: FROM DATE (MoDay/Year) TO DATE (MolDay/Year)
NAME OF REFERENCE STREET ADORESS: cnry: STATEICNTRY]  ZIP CODE:
NAME OF REFERENCE STREET ADDRESS: ony: STATEXNTRY] ZIP CODE:

NAME OF FACLITY: FROM DATE (Mo/DayYear) TO DATE (MoMay'Yean)
| NAME OF REFERENCE STREET ADDRESS: cny: Llsa 2P CODE:
NAME OF REFERENCE STREET ADDRESS: cny: STATEXNTRY| Z1P CODE:

NAME OF FACILITY: FROM DATE (MoMay/Year) TODATE (MoDayYear)
NAME OF REFERENCE STREET ADDRESS: ony; STATEXCNTRY]  ZIP CODE:
NAME OF REFERENCE STREET ADDRESS: CiTY: STATEXCNTRY|  ZIP CODE:

NAME OF FACLITY: FROM DATE (Mo/Day'Vear) TODATE (MoDayVear)
NAME OF REFERENCE STREET ADRESS: cy: STATECNTRY|  ZIP CODE:
NAME OF REFERENCE STREET ADDRESS: oy: STATEXCNTRY|  21P CODE:

PROPOSED PRACTICE PLANS IN MINNESOTA (IF ANY)

D . ‘ ! _ :
’“\’Dsa.

MEMBERSHIP IN PROFESSIONAL SOCIETIES AND ORGANIZATIONS

O None of the above

*K it has been more than 10 years since your initial Bcensing exam,
the SPEX exam is required unless currently specially board certified.

N NAME OF ORGANIZATION FROM DATE TO DATE
. : p#[01]63 -5 cptvuinva
O%[oi o3y 4= Comh\'\.u.t%'_
Are you currently® certified by a specialty board of the (check one):
Specialty:

) American Board of Medical Specialties

{3 Royal College of Physicians and Surgeons of Canada Issue Date:

O College of Family Physicians of Canada Expiration Date:

Page (4)
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CIRCLE "Y" FOR YES OR “N" FOR NO. ATTACH ADDITIONAL SHEETS TO PROVIDE SUFFICIENT DETAIL. FOR
QUESTIONS 1 AND 2 BELOW, THE TERMS “IMPAIRED" AND "LIMITED" INCLUDE BUT ARE NOT LIMITED TO
IMPAIRMENTS OR LIMITATIONS RELATED TO PHYSICAL, PSYCHOLOGICAL, OR EMOTIONAL DISORDERS OR
CONDITIONS, OR CHEMICAL DEPENDENCY OR CHEMICAL ABUSE. NOTE: IF YOU ARE CURRENTLY PARTICIPATING
IN HEALTH PROFESSIONALS SERVICES PROGRAM (HPSP) FOR A CONDITION COVERED BY QUESTIONS 14 OR IF
YOU DO NOT HAVE THAT CONDITION, YOU MAY LEAVE THE QUESTION UNANSWERED AS TO THAT CONDITION. IF
RESPONES TO QUESTIONS CHANGE DURING THE TIME YOUR APPLICATION IS PENDING, YOU MUST MAKE THE
BOARD AWARE OF THE NEW INFORMATION.

Y

1. Is your cognitive, communicative, or physical capability to engage in the practice of medicine or
surgery with reasonable skill and safety impaired or limited in any way? Please describe.

Y @ 1a. If yes, are the limitations or impairments reduced or ameliorated because you receive

ongoing treatment (with or without medications) or participate in a monitoring program?
Please describe.

Y @ 1b. If yes, are the limitations or impairments reduced or ameliorated because of the field of -
- . practice, the setting, or the manners in which you have chosen to practice? Please describe.

2. Does your use of alcohol or chemical substance(s), including prescription medications, in any way
impair or limit your abllity to practice medicine with reasonable skill and safety? Please describe.

3. Are you engaged in any illegal use of controlled substances including use of illégal controlled
substances (e.g. heroin, cocaine) or illegal use of legal controlled substances {i.e. not obtained
pursuant to a valid prescription of a licensed health care provider). Please describe.

Y @ 3a. If yes, have you taken any steps (i.e. treatment, psychotherapy, participation in a support
group) to discontinue or reduce such use? Please describe.

Y @ 3b. If yes, are you now participating in a supervised rehabilitation program or professional
assistance program which has as a component a monitoring regimen designed to assure that
you are not currently engaging in the use of illegal controlled substances? Please describe.

4. Have you within the past five years been advised by your treating physician that you have a mental,
physical, or emotional condition, which, if untreated, would be likely to impair your ability to practice
medicine with reasonable skill and safety? If you answer this question “yes", please answer the
following:

Y N d4a With regard to any condition referenced above, are you being treated so that such
impairment is avoided?

Y N 4b. With regard to any condition referenced above, are you in compliance with the
recommended treatment?

Y N 4c. With regard to any condition referenced above, has your treating physician advised you
that you are able to practice medicine with reasonable skill and safety?

4d. Please explain.
4e. Identify your treating physician.

5. Have you ever been diagnosed as having or have you ever been treated for pedophilia, exhibitionism,
voyeurism, or other sexual behavior disorders? Please describe.

APP-PY-05 8/99 Page (5)




A

7 0d9

<

<

D S & & D

6. Have you ever been the subject of an investigation by any Federal, State, or Local agency
having jurisdiction over controlled substances? if so, give particulars.

7. Have you ever been denied a license, or the privilege of taking an examination before any
medical examining board, or has a conditioned license been issued to you by any state
medical board or licensing authority? If so, give particulars.

8. Has your license to practice medicine in any state or country been voluntarily or involuntarily
(i.e. by Medical Board Order or any other form of disciplinary action) revoked, suspended,
restricted, or conditioned by a Medical Board or other licensing authority? If so, give
particulars.

9. Have you ever been notified of any investigations by any state medical board, medical
society, or any hospital of any complaints against you relative to the practice of medicine, or
have you been reprimanded or censured by any medical society or licensing board? If so,
give particulars.

10. ‘Have you ever been a defendant in any malpractice lawsuits, had any malpractice

settiement, or have any pending? If so, give a detailed dlinical explanation of each case as
well as documentation of outcome (insurance papers or court documents).

11. Have your hospital privileges been restricted or revoked? If so, give particulars.

12. Have there ever been any criminal charges filed against you? This includes charges of
disorderly conduct, assault or battery, or domestic abuse, whether the charges were
misdemeanor, gross misdemeanor, or felony. This also includes any offenses which have
been expunged or otherwise removed from your record by executive pardon. If so, give
particulars including the date of conduct, state and local jurisdiction in which the charges
were filed.

13. Have there e_yq'r'.,?b'e*en any charges of Driving While Intoxicated (DWI) or Driving Under the
Influence (DUF -iigf{oyvpr impaired driving offenses involving alcohol or other chemicals filed
agairﬁ_t,iéu?; :$¢,:give particulars, including the date of conduct, state and local jurisdiction
in which the charges were filed.

14. Have you ever voluntarily or involuntarily surrendered your DEA certificate or the right to
- prescribe controlled substances? If so, give particulars.

15. Have you ever applied for licensure in Minnesota before? If so, please give license # and |
~ issue date or withdrawal/denial date.

16. Have you ever had a residency permit in Minnesota? If so, please give residency permit
number. (Residents are required to have residency permits as of 1993 unless licensed in |

?/Iinnesota) ;g_ l _:HL\ 5

Page (6)
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AFFIDAVIT OF APPLICANT: 'Zob{n S@w kmm_
STATE OF: _m;ﬂﬂtﬁo‘tki -

COUNTY OF: _PATNWSESY

infotmationtomeBoardfromanyand all liability of every nature and kind arising out of the fumishing of oral
| information or of documents, records, or other information to the Board.

| have carefully read the questions in the in the foregoing application and have answered them completely, without
reservationsofanykind,andldedareunderpenanyofperjurymatmyanswersandallstatememsmadebym
herein are true and comect. Should 1 furnish any false information in this application, ) hereby agree that such act
shaumnstmneeausefuthedenhl,suspembnmrevomﬁmofmylbensewpradioe medicine in Minnesota. |
understand that | am required to update my application with pertinent information to cover the time period between
date of application and date approved by the Board. . :

Swom to before me this // #\dayofMM[A. &2 .

Signature of Notary Public

My Commission Expires: __L'LE_L_’I_%

Page (8) , APP_PV.na a0



