MICHIGAN DEPARTMENT OF COMMUNITY HEALTH Amount Paid - §150.00

ONLINE APPLICATION FOR A MEDICAT, DOCTOR Date Paid - 67/09/2010
OBTAINED BY WEB ENDORSEMENT < 10 YEARS License # Oqf) SL‘] )
License # oy !
Issue Dite ,} @! ’)D
FIRST NAME: MIDDLIE NAME: LAST NAME: SUFFEX:
Jennifer Marie Brown

SSN: DATE OF BIRTH: DAYTIME

License Address - Email Address - [EESREEEE.

APPLICATION QUESTIONS

TELEPHONE NUMBIZR:

Have you been convicted ol a felony? N
Have you been convicted of a misdemeanor punishable by imprisonment for a maximum term of 2 years? N
Have you been convicted of a misdemeanor involving the illegal delivery, possession or use of alcoho! or a N
controlled substance (including motor vehicle violations)?

Have you been censured or requested to withdraw fiom a health care facility's staff or had your health care facility N
staff privileges involuntarily modified?

Have you been treated for substance abuse in the past 2 years? N
Have you had 3 or more malpractice settlements, awards or judgments in any consecutive 5 year period? N
Have you had one or niore malpractice settlements, awards or judgments totaling $200,000 or more in any N
consecutivs 5 year period?

Have you had a federai or state health professional or registration revoked, suspended or otherwise disciplined; N
been denied a license; or currently have disciplinary action pending against you?

Have you been denied the privilege of taking an examination by any state medic.l board? N
if you have held a permanent license in another state, list the siate’s in which you hold or have held a medicine Hirois

license.

If you ever held a health professional license in Michigan, please provide the Permanent ID Number (License
Number) and Expiration date '

<font face="arial, helvetica, sans-serif color="#000000" size='2">1.ist all previous names used,

EDUCATION DATE DATE
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UT-Houston Medical School 07/01/1999  06/30/2003
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Michigan Department of Community Health DUHAMD- 040 (04/10) Faye 1of 2
goard of Medlcine
P.O. Box 30192
Lansing, M 48909
{617) 335-0918

wway miciugan govihealihliconse

APPLICATION FOR MEDICAL DOCTOR LICENSE

Aull onity. Pubite Act 368 of 1970, as armondsd

I s fovn 1§ nof completed, 3 hcense Wit not be issumi

A conirdied subslance ficense is required for every person who prescribes, manulaciures,
disinbutes, of dispanses any contralled substance N Mictigan as described in Aticle 7 of
Public Act 388 of 1978, as amended. Information on obtaining a Foderd controllad subsiance
license may he osined by contacling the Pagional Branch, Drug Enforcement Adminisirgion,
431 Howard Strewi, Dulioil, M1 48226 (Tuluphong 1-800-882-9520)

Type or Print Only

| AM APPLYING FOR THE FOLLOWING:
‘@] License by Examinatlon Fee: $150.00 71-4301-01
‘Fl Confrollad Substance Fee: $85.00 43-01 71-5315

Your chack or monoy osgar trgwn on a LU S {nandid insfitubon and made payable to ha STATE OF MICHISBAN must accompany this application E
NOT SEND CASH. Foss are deposited upon receip! and can only be rofundad undor refund rutes prorulgated by he Department.

Tirgt Mame Middle Name Last Name

Jenne v Masie. [ A

Dato of Birth & Phone Mumber

(% £

State

andfcr Birth Mama Used (f applic

Have you ever held a hedth professional license in Michigan?

b Yes @ No

Checic the appropriate answer to each of the following questions. NOTE: Attach a detailed explanation
for any Yes answer you check.

Mictrgan Permanent D Number and Expiiation Date

1. Have you sver been convicled of a felony? } [T Yes M No

2, Have you ever beern convicled of 2 misdemeanor punishable by imprisonment for 0O Yes R Mo
a maximum of 2 years?

3. Have f;rou gver been convicted of 8 misdemeanor involving the III%?EI déﬂvery. possession, or rr Yes ﬁ No

use of alcohot or a controllsd substance fincluding moler vehicla viclalions)?
4. Have you bean frealed for substance abuse in the past 2 years? b Yes lﬁ o
5. Have you had 3 or more malpraclice setflements, awards, or judgments In any M Yes H Mo

consecullve § year perlod?

8. Have you had one or more malpractice saliements, awards, or judgments tolaling $200,000 0 Yes ® No
of more in any consecutive 5 year petlod?

7. Have you ever had & federal o state healin professional er conirafied substance license 1 Yes [& Ng
revoked, suspended, or otherwise disciplined; beeh deniad a Heanse:; or currantly K
have disciplinary aclion pending agalnst you?

8. Have you ever been dented the privilege of laking an examination by any state medical board? [ Yes ﬁ' No

The Department of Community Hoalth wit not discriiminats against any individuat or group because of race, sox, religion, age, national origin, color, marital
sialus, disablity or political baliefs. If you need assistance with reading, writing, hearing, etc ., under ihe Americans with Disabiibos Act, yoit ey make your
needs known 16 this agancy.
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DCHAMD- 640 (04/10) ) Pago 2 of 7

Nams R A .
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9. Hava you ever been censured, or requasted o wilhdraw from a heaith care facillty's staff or had 0O Yesx Nl No
your heallh care facllity staff privilege Inveluniarity modifled?

10. Do you hold or have you aver held a permanent medical license in any ¢late, LIS, Territory of ﬁ Yes [0 No
Canadlan Province? if yes, list the stale(s) U.S. Terriory or Province in which you hold o
have held a medicine Hcense, the license or registration number, the date issued, and how the
ficense was oblained. DO NOT LIST TEMPORARY LICENSES. You must have each Hoensing
agency verlfy llcensure direcily to this board ofiice. [Attach additionsl shess, I¥ necessary)

Stale, U.S. Tertlory of License Number Date of Issue How ohialred
Province cense aie of1ss {Endorsem anl or exantination)

T hineys 036.)12%)4 2007 Examinaisn

Provide a complete chronological record of your educational preparation.
Attach additional sheets if necessary.

Dates of Altendance

Nare and Address of Institution From To Degres
Lovyola. Un.ve%:ﬁ Medlicat Carkay . Irkernship
72t bf2
;io i\({(ﬁf;}mam;{%m ﬂﬂ [7/.?l.3c=~1 /,.00% }Zﬁ“ilb&’ﬂc)f
MVEYS - Hod" %& IR ]
i '5 o St D
m \ﬁ-{:;‘\ !\_1;; }‘T"lhB’\ff? B ﬂlhciqo‘ Lo {TI’LO‘) M. P,

Provide a description of your professional medical experience.
Aftach additional sheets if necessary.

Name and Address of Employer meDates of Practice To DuHes
Qn‘ihéfc DP Jl‘x Picvide 1V Socfody
m,cj‘ (g v o 712010 icdide T v,
%ﬁi %’{ \R iTh c i Blreo? | (o tent) ; L?Weﬁ\: rv{umjwn
O Le° o 2| zol0 folic TV 52N,
?msonﬂ mh? ﬁﬁ& ufzst0 | L erent) WWAY Transspimen.

CERTIFICATION
{ understand that it is the poficy of this agency io secure a criminal conviction hislory as par of the pre-licensute
sereening process. | authorize this agency to use the Informalion provided in ihis application 1o obtain a criminal
conviction history file search from the Ceniral Records Division of the Michigan Departmant of State Police or other faw
enforcement or judiclal racord-keeping organkzation.

1 turdher consent to the rolease of Information ic this agency regarding any disciplinary investigations conducted by o
simBar censure, regisiralion, or speclaity cedificallon board of this or any other state, of the United Stales military, of the
faderat government, or of another country.

‘Tho statemants In this appilcation are trie and corract. | have not withheid Information that might affeet the decislon 1o be
made on this application. In signing this appfication, | am aware thal a false statemenl or dishenesl arswer may bs
grounds for deniel of my application or revecation of my license and that such misrepresentation {s punishabie by law,

Wv{@/m N T T
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JENNIFER M GRANHOLM

1AL RO

fttps<//mylicense mdch.state.mi.us/MyLicenseEnterprise/SignatureCard...

o

. ;.,1;:‘)
S o Al osnoes
DEPARTMENT OF COMMUNITY HEALTH JAMET OLSZEWSK)

Eoammane e 10n

Nume : Jenniler Marie Brown
License Number @ Pending

Tracking Number

2216540

Profession @ Medicine
License Type 1 Medical Doclor
Process @ Apply for Initial License process

Certification:

| underatand (hat it Ia the policy of this agericy {o secure a criminal conviclion
history as parl of tha pre-licensure screening process. 1 authoriza this agency 1o

use

the information provided in this applicatior to ebtain a criminal conviction

histosy file search from the Central Records Division of tha Michigan Depariment
of Slaie Police o- other law enforcament or judicial racord-keeping organizalion.
| further consent 1a the ralease of information o this agency regarding any
disciplinary investigations conducled oy a similar Kcensure, regisication, or
specially certification board of this or any other stale, of the United States
military, of the federal government, or of another country. The statements in Lhis
application are true and correct. | have not withheld information that might affect
the decisinon 10 be made on this application. In signing this applcation, | am
aware that a false staterment or dishones) answer may be grounds for denial of
my application or revocation of my license and that such misrepresaniation is
punishable by law.

Signature @ML% ﬂ?t’tdf; f)/@(ﬁfr}’k,

=
¥

on the z.{gnalurc line and mail this page along
1 any required attachments o:

Bureau of Health Professions
PO, Box 30070
Lansing, M1 4890+

Print Page

Close Window

T19/2010 1.50 PM
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Noyris, Brittany

From: allasresponse@michigan.gov

Sent: Thursday, August 05, 2010 1:52 AM
To: bhpdata

Subject: Administrative Hit/No Hit Notification

STATE OF MICHIGAN
DEPARTMENT OF STATE POLICE
CRIMINAL RECORDS DIVISION
PO BOX 30634, LANSING MI 48913

DATE: 08/05/2010

TCN: AD10961729K01

Requester: MI DEPT OF COMMUNITY HEALTH

Reason Printed: LHP - Licensed Health Care Professional (MCL 333.16174) Subject Printed:

BROWN, JENNIFER M
DOB: : .:. :_-_.; . :j T

The following e-mail response(s) is computer generated and is based on the criminal history
information on file as of the date noted above,

Since entry of new arrests, court dispositions for prior arrests or other database changes
eccur daily, a future record search for this person could be different.

STATE RESPONSE:
A Michigan record has not been found that meets the dissemination criterid.

FBI RESPONSE:
An FBI record has not been found that meets the dissemination criteria.
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Hlineis Department of Financial and Professional Regulation

Division of Professional Regulation

PAT QUINN BRENT E, ADAMS
Governor Secretary

DBONALD W, SEASOCK
Acting [Hrectorx
Diviaion of Profesvinnal Regutation

CERTIFICATION OF LICERSURE

August 16, 2010

BUREAU OF HEALTH PROFESSIONS
PO BOX 30670
LANSING, MI 48909

Licensee: JENNIFER M BROWN
License Number: 036.117814
Profession: LICENSED PHYSICIAN AND SURGEON
Date of Issuance: 03/09/2007
Expiration Date: 07/31/2011
License Status: ACTIVE
- License Method: LIC BY EXAM - USMLE
Digciplinary History: Has not been digciplined

Temporary certificate physician and surgeon no, 125-047377 was issued with a
starting dakte of 07/01/2004. No disciplinary action on file. This was a
medical residency training certificate only.

This document is a certified copy of the records maintained and kept by this
Department in the regqular course of business as of today’s date.
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Acting Director -'.3‘% \ §§
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K o
kefer to the Department’s Web Site at www.idfpr.com té?uauﬁ%gﬁg “professional
licenses via License Look-Up.

Please contact the Division of Professional Regufation, Licensure Maintepanee Unil, ot 217-782-0458 of you hove any questions,

Le2-ceriificationofiicense.rif www.id[pr.oeom
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BCHILMD091 (3/04) o _ \Jb=  Pago tol 2
Michigan Department of Community Health
Board of Medicine /o
P.O. Box 30192 %,z%
Lansing, Ml 48909 %@%ﬂ

(517 335-0918

CERTIFICATION OF MEDICAL EDUCATION FOR GRADUATES OF ME{'F@Q.}&SCHO%}'
LOCATED IN THE UNITED STATES, ITS TERRITORIES, THE DISTRICT OF CQ -’W@m! R

THE DOMINION OF CANADA {6
Auihatity Public Act 368 ¢ 1978, as amenred Q
It ths Tomen 15 not eonpleted, 3 icense will not BE 15 suRi \\

INSTRUCTIONS TO APPLICANT:

Corplete Section |. Type or print your nams exaclly as it appears on your application. For Section i, send this form 1o be completed
by the Dean of the medlcal school you altended. This certification must be submiited direcily to the Michigan Board of Medicine by
the medical schoot. :

SECTION | - APPLICANT INFORMATION

First Name Middle Name i_ast Narne

e
Jenniey Mot re. Brown

- SociaSecuriLyNumber I Dae of Buth Daytima Telephone Numbor

Streer Addrass

Ciy

All Previous Names andfor Bisth Mame Used {if applicable}

i

Dz of Admission Date of Greduation

Fall - 1999 Spring 2003

APPLIQ\NT: UPON COMPLETION OF SECTION |, SEND THIS FORM TO THE DEAN OF
YOUR MEDICAL SCHCOL FOR COMPLETION OF SECTION II.

The Depatment of Community Hoalth will not dscriminate agans: any individual or group becawss of race, sex, religion, ags, national origin, calor, ;
mital status, disability or pofitical beliefs. If vou need assistance with reading, writing, hearing, etc., under the Americans with isabitities Act, you may :
make your neads lmown to this agency.

wyaw michigan. gov/haditiconse
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Name

Page 2 of 2

TO B COMPLETED BY THE DEAN OR REGISTRAR OF THE MEDICAL SCHOOL

INSTRUCTIONS FOR COMPLETING SECTION !i:

Please complete the followirg information. Retum this completed certification direelly to the Michigan Board of Medicine af

Ihe address shown on Page 1 of Ihis form.

SECTION il - CERTIFICATION OF MEDICAL EDUCATION

MNaime of Madical School

University of Texas Health Science Center at Houston Medical School

Sireal Address of Madical School
7000 Fannin Street Ste 2250

City, Slals and ZIP Code

Houston, Texas

| cerlify that Jennifer Marie Brown

and wasfwill be granted the degree of Doctor of Medicine

altended the
{Applicant’s Namsg)
-
rmedical schooi named abova fram 8/16/1999 o _ 5/31/2003
fionthDayfr ear) (Momth/Dav/Y edr)

June 7, 2003
{MonthfDayfy ear)

Kbt

Signature of

n or Kegistrar

Robert L. Jenkins

Print of Type Name of Dean or Registrar

August 2, 2010

on

Dete of Signature

(SEAL)

If school has fo seal, plesse pdicam
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DCHAMD- 200 {33106} Michigan Department of Community Health Page 1of 2
Board of Medicine O :
P.C. Box 30192
Lansing, Mi 48309 “
’ (517) 335-0918 /
. v richigon gov/haaithlicense i

CERTIFICATION OF POSTGRADUATE TRAINING / 7

Authiorly  Pubdic Act R af 1978, a5 ainendes 4 O {4 o
It 1hs form 15 net compleizd, a license wil nol oe s sued S é':() tf i
INSTRUCTIONS TO APPLICANT: N

O
Complate Section 1. Type or print your name exaclly as it appears on your applicetion. Far cempletion of Section I, senththig'fprm to
the Direclor of Medical Education where you compleled your postgraduate tralning, This cerification must be submitted dire @
the Michigan Beard of Medlcine by the Direcier of Medical Sducation.

SECTION - APPLICANT INFORMATION

City State IP Code

Daytime Telephone Numbet All Pravious Names andior Bith Name Used (if applicatie)

R

Signghire of Applicant Dato
Ay e Ko 7 iefz010

J

APPLICANT: UPON COMPLETION OF SECTION |, SEND THIS FORM TO THE DIRECTOR OF MEDICAL
EDUCATION FOR COMPLETION OF SECTION l.

The Department of Comrmunily Mealth wilt not dscriminate against any individeal or group becauss of race, sex, religion, age, nationat origin, color,
rasital stetus, disablfity or poiitical beliefs, If you need assistance with reading, writing, hearing, efc., uader the Americans with Disabilities Acl, you may
make your reseds kiown (o this agency.

First Name Middle Name |.as! Narmao
- e
. -~ f
j‘?ﬂs\\(‘\&;\/ {Mqﬁura, DiawnN
Sacial Security Nurnber Data of Birth - :
Sloel Addiess '
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Narns

THan thJ/ ﬂ"{f]cﬁ,"f 1L ﬁf N
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TO BE COMPLETED BY THE DIRECTOR OF MEDICAL EDUCATION

INSTRUCTIONS FOR COMPLETING SECTION II:

Please complele the following infarmation. Return this completed certificaiion directly 1o iha iichigan Board of Medicine
al the address shown on Page 1 of this form.

SECTION Il - CERTIFICATION OF POSTGRADUATE TRAINING

o Wom—%&eﬁ\ (,(mﬁ\aw‘fg /‘/(i WLI ("CU? C/p/,,\]fz/ﬁ_,

Sireel Address of Hospitat

260 S [st Ave AR

City, Slale end ZIP Code
oo d (L G0 S
I certify that r\‘[&l"\ ni \&A W MD . a graduate of the

(Applicant's Mame)

(;// h (vt sl J"?] C:;) Tfﬁ’}(t?t/i’ medical school, has successfully completad postaraduate

mth/Déwf o)

Mg%mﬁéﬂ% ¢ sty conp il s

;§ nrmbmtz cliwtt e
g forl Sl s
Is this an active tralning program accrediied by the ACGME, the College of i*amily Physicians of Yes O Mo
Canada, the Royal College of Physiclans and Surgeons of Canada, of by e Natlonal Joint
Committee on Accredifation of Preregistration Physictan Training Programs o fhe Canadian

/ZW%W B77s 72410

L%/

cllnlce&ltrﬁln'ngo re by the hospital named above from 0 7/ 0 / / U L7/ Jdoo / g :}-
W% z‘Month aleax

714N

in tivé clinical area of

Signature of tefor of Medical Education Date of Slgaaiure

;47}4//,4 /M"Lmﬂ*ﬂ/ W”'//)

Pnnt or Type Narra Crrector of Medical Foucabon i hospikel ‘ SN0 Sea], pleie nfélu 1

NMOTE: Cenlification of Postgraduate Tralning will not be accepled if signed and submitied more\hal 1o days prior
actual completlon.




United States Certified Transcript of Scores
?im!mal T'iis dovument was prepured by the
Licensing Perlderglion of State Mestical Boards of she United States, Ine.
Examination Federution Plece, PO Box 612850, Baltas, TX 75261-9850 -- Felephone (517) 465-4041
™

Date : 07126/2016
Reripleai!
Michigan Board of Medicine
ATTN: Carole Hakata Fngle, Licensing Director
611 W Oltawa

Ist Floor
Langing, M} 489313

Examinee I¥:  5-003-147.6
Examinee: Brown, Jennifer Date of Blrih: 8 :
Alt Name(s: Brown, Jennifer Maric

Results for Steps taken by this examine (and for which results have been reported to date) are shown below  For Seps that spar more

tlian one day, the test duie refleets the day on whieh the examination began, Where numeric seares are reporied, there are two scales used

end the recommended winimum passing score (“MP™) on cach seale is shown in parentheses,

[JS‘MLE United States Medical Licensing Examination™ (USMLEYM)

[USMLE STEP |

Three-Digit Score Fwo-Diglt Scare
Test Date Pass/Fait  Ttotl  MP CTotak MPP_ Commients

06/13/2001

{USMLE STEP 2

Clinical Knowledge (CK)
Three-Digit Scare Two-Digit Score
Test Date Pass/Fnil  Tetnl MP Total AP Comnients

USMLE STEP 3

Three-Digit Score Twa-ligit Score
Test Date Pass/Fait  Tofal Mr Tote! ATP Comments

ILLINOIS 02/1372006

NOTE: A search of the Beard Acton Data Bank of the Federation of State Medical Boards (F3M13) reveals no reported information on this examinee.

This document was printed frofn a secure webshe and accurately reflecls score information malnfained by the FSKB,
cos v051221 22554330 Page tof 2



