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State Medical Board of Oh

1

77 S. High St., 17th Floor e Columbus, OH 43215-6127 e (614) 466-3934

o Website: www state.oh.us/med/

FOR BOARD USE ONLY
\R& BK: PG: LN:
DATE: FEE: $335.00 PMT:

APPLICATION FOR CERTIFICATE - MEDICINE OR OSTEOPATHIC MEDICINE

PLEASE TYPE OR PRINT CLEARLY

O  Check here it you wish to apply for a Telemedicine certificate
IDENTIFICATION
Your social security number is required to facilitate reporting to the federal Healthcare Integrity & Protection Data Bank (42 U.S.C. §1320a-7e(v), 5 U.S.C.
§552a, and 45 C.F.R. pt. 61) and for accurate identification under the federal and state child support enforcement law (42 U.S.C. §666 and §3123.50.
O.R.C) It may also be used for reporting to the National Practitioner Data Bank (42 U.S.C. §11101 and 45 C.F.R. pt. 60) and for other
investigative/enforcement purposes in compliance with Chapters 4730., 4731., 4760. or 4762., O.R.C. or as otherwise required by state or federal law.
U.S. Social
Security
Number
Full Name Last (Surname) First o Middle Suffix (Jr., 1)
(Use no AP B - 3 .
initials) L owoento\ Reloescon _
Name (As you Last (Surname) First Middle Suffix (Jr., 11)
prefer it inscribed J = '
on your Ohio L oLoen 'i'-"-\fk\ \ e 1:, LT~ - —
license)
Maiden Name Last (Sumame) First Middle Suffix (Jr., 1)
or Other Names o
Used (if none, NONC
enter “NONE”) !
Current Home Number and Street . Apt.
Address -y - A Ranc) 2 )
) SN NG
IMPORTANT 2A3B0S Read~ R
Notify the Board
office immediately City State Zip Code Country
in writing ot any i ; . A\ =y P s .
change in address l‘?\:""“L"""k'"\'\ =AD0E OH Y[t U ‘—)@
Telephone Area Code & Number Area Code & Number =
Number Business: _ (A (& ) 77§ ~ 7 FO0) Home: (A6 YETI-IE5¢
Birth month/day/year Birth City State Country
Date 12X /07 70 Place Y inne o~ ¢ Ais VARVAN. LOSA
Physical Height Waeight Hair Color Eye Color Identifying marks
Description; ¢~ 7 * | &C (NETPETEN Heszal
Gender O Male @ Female For statistics only (optional)
Are you or will you be in an accredited training program in Ohio?
If yes, please identify name of training program and location: & Yes Q No
. V'Y S | \ - \ I [ . e { v
Metro Hea VYA Med ice \ Cundas Claye {m\// 0% 4 Starting Date: /f | JO &L
Name of Hospital/Training Program Location : month/day/year

Ulegver ViewIUAL BOARD

NOV 2 8 2003



State Medical Board of Ohio
Application for Certificate - Medicine or Osteopathic Medicine
Page 2

WRITTEN EXAMINATION

Indicate which licensing examination(s) you have passed:

e
& National Boards (MD or DO) @ USMLE Steps 1,2, 3
O FLEX (Pre-1985) Q LMCC
O FLEX Components 1 & 2 O Other: explain:

O State Board exam:

State & Date Taken (mo/yr)

LICENSES IN THE UNITED STATES AND CANADA

List ALL states/provinces in which you hold or have held a license to practice medicine and surgery or osteopathic
medicine and surgery, including a temporary license, training certificate, educational permit, or other license or
certificate, whether the license is current or not. If additional space is needed, attach an extra sheet. (if none,
enter “N/A”). A Form 2, Verification of License, must be sent to each state listed.

STATE/PROVINCE ISSUE DATE I.ICENSE NO. LICENSE CURRENT EXPIRE(S)
(MO/YR) YES NO
No NE ﬂu’{ﬂ - ¢
Q Qa
Q a
Q ]
Q Q
a a
(] Q
Qa Q

SPECIALTY BOARDS
NAME OF SPECIALTY BOARD YEAR CERTIFIED COUNTRY

(If none, enter “N/A™)

NIA

CONTINUER- ) 5oARD
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State Medical Board of Ohio

Application for Certificate - Medicine or Osteopathic Medicine
Page 3

FEDERATION CREDENTIALS VERIFICATION SERVICE

Ohio requires verification of your core credentials directly through the Federation Credentials Verification
Service (FCVS).

Have you completed and forwarded the FEDERATION CREDENTIALS JYES Q NO
VERIFICATION SERVICE (FCVS) application packet to FCVS?
If yes, date forwarded:_{ | IQ\O / o3 FCVS Packet ID Number (if known): 3 é / ._Sdf(’//
ECFMG CERTIFICATE
(International Medical School Graduates only)
ECFMG Date Expiration
Number | Issued Date

TEST OF SPOKEN ENGLISH
(International Medical School Graduates only)

THE TOEFL, TWE, ECFMG’S ENGLISH EXAM (PRIOR TO 7/1/98), ETC., ARE NOT EQUIVALENT
AND CANNOT BE SUBSTITUTED FOR THE TEST OF SPOKEN ENGLISH

Graduates of medical schools located outside the United States and Canada must achieve a score of
at least 40 (230 if taken prior to 7/95) on the Educational Testing Services Test of Spoken English
(TSE), regardless of citizenship or country of birth, unless you meet one of the following:

YES NO
Q

Have you completed two years of undergraduate college work in the United States? a

Have you held a current medical license in the United States AND have you been (]
actively practicing medicine in the United States for the last five years?

Have you been participating in a graduate medical education program and since that a a
time held an unrestricted license and actively practiced medicine in the United States

for the last five years?

Have you completed a Fifth Pathway program?

Have you passed the Clinical Skills Assessment examination given by ECFMG on or
after July 1, 19987

If you answered NO to all of the above questions you must take the TSE. Refer to the application
instructions for contacting the Educational Testing Service. The Board cannot waive this requirement.

OHIO STATE MEDICA) B8RBL/02
NOV 2 g 2003



RESUME OF ACTIVITIES - MEDICINE OR OSTEOPATHIC MEDICINE

List ALL activities in chronological order beginning with medical school graduation to the PRESENT time, using MONTH
and YEAR. For any non-working time, you MUST state on the resume exactly what your activities were, such as
“vacation” or "seeking employment”, as well as your permanent address. If in private practice, indicate the hospitals where
you hold or have held privileges and include complete dates and addresses. If you worked for a physician staffing group
or did locum tenens, you must list all facilities where you worked and include complete dates and addresses. DO NOT
SUBSTITUTE ANY OTHER RESUME FOR THIS FORM. Be sure to indicate the percentage of working time spent in
clinical and administrative duties. ¥ you require more space, please attach separate sheets.

From Hospital, University or Other Position & % Clinical
Department
Month/Year S i e (i e ’
7 [ OR- rMETAOHEA LT H cOILS [OQO &
Complete Street Address  AcTIC
To By e o - Ry o % Admin.
'..:{h.ﬁ‘*--— () bl & eail | -ﬂ'\(_) ,f‘} (. ,-f)(_ 7z [ ) L/ { ;";\\k:' DG
Month/Year = = AR sa . i
/ C2 L& Ve LAMNDD )M Y105
City State/Country Zip Code
From Hospital, University or Other Position & % Clinical
Department
Month/Year
/
Complete Street Address
To % Admin.
Month/Year
/
City State/Country Zip Code
From Hospital, University or Other Position & % Clinical
Department
Month/Year
/
Complete Street Address
To % Admin.
Month/Year
/
City State/Country Zip Code
From Hospital, University or Other Position & % Clinical
Department
Month/Year
/
Complete Street Address
To % Admin.
Month/Year
/
City State/Country Zip Code
From Hospital, University or Other Position & % Clinical
Department
Month/Year
/
Complete Street Address
To % Admin.
Month/Year
/
City State/Country Zip Code

UHIO STATE MEDICAL B 0ARR
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RESUME OF ACTIVITIES - MEDICINE dR OSTEOPATHIC MEDICINE

List ALL activities in chronological order beginning with medical school graduation to the PRESENT time, using MONTH
and YEAR. For any non-working time, you MUST state on the resume exactly what your activities were, such as
"vacation” or "seeking employment", as well as your permanent address. If in private practice, indicate the hospitals where
you hold or have held privileges and include complete dates and addresses. If you worked for a physician staffing group
or did locum tenens, you must list all facilities where you worked and include complete dates and addresses. DO NOT
SUBSTITUTE ANY OTHER RESUME FOR THIS FORM. Be sure to indicate the percentage of worklng time spent in
clinical and administrative duties. If you require more space, please attach separate sheets.

From Hospital, University or Other Position & % Clinical
Vonth/Y. Department
onth/Year MM T ONONH A T AV
et (NETAAOHEALTH L |CYO /s
Complete Street Address .
a0 -
To o = o 3 - = e % Admin,
Y. P 2D OO0 e T RO HEALTH DHEIVE \j i ° '
. i Ae S AN
TR ei‘;) CLEVELAND OH YO |
I /' L City State/Country Zip Code
From Hospital, University or Other Position & % Clinical
Department
Month/Year
/
Complete Street Address
To % Admin.
Month/Year
/
City State/Country Zip Code OHID STATE MED]W
From Hospital, University or Other % Clinical
OEfan2003
Month/Year
/
Complete Street Address
To % Admin,
Month/Year
/
City State/Country Zip Code
From Hospital, University or Other Position & % Clinical
Department
Month/Year
7
7
Complete Street Address
To % Admin.
Month/Year
/
City State/Country Zip Code
From Hospital, University or Other Position & % Clinical
Department
Month/Year
/
Complete Street Address
To % Admin.
Month/Year
/
City State/Country Zip Code

Ol e o
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ADDITIONAL INFORMATION
MEDICINE OR OSTEOPATHIC MEDICINE

If you answer "YES" to any of the following questions, you are required to furnish complete details,
including date, place, reason and disposition of the matter. All affirmative answers must be thoroughly
explained on a separate sheet of paper. You must submit copies of all relevant documentation, such as
court pleadings, court or agency orders, and institutional correspondence and orders. Please note that
some questions require very specific and detailed information. Make sure all responses are complete.

(Please place a [ in the yes or no box)

Have you ever been denied staff membership at any hospital, nursing home,
clinic, health maintenance organization, or similar institution?

YES [ NO

Have you ever been warned, censured, disciplined, had admissions monitored,
had privileges limited, had privileges suspended or terminated, been put on
probation, or been requested to withdraw from or resign privileges at any hospital,
nursing home, clinic, health maintenance organization, or other similar institution
in which you have trained, been a staff member, or held privileges, for reasons
other than failure to maintain records on a timely basis, or failure to attend staff or
section meetings? .

Have you ever resigned from, withdrawn from, or terminated, or have you ever
been requested to resign from, withdraw from, or otherwise been terminated from,
a position with a medical partnership, professional association, corporation, health
maintenance organization, or other medical practice organization, either private or
public?

Have you ever resigned from, withdrawn from, or have you ever been warned by,
censured by, disciplined by, been put on probation by, been requested to withdraw
from, dismissed from, been refused renewal of a contract by, or expelled from, a
medical school, clinical clerkship, externship, preceptorship, residency, or
graduate medical education program?

Have you ever fransferred from one graduate medical education program to
another?

Have you ever, for any reason, lost specialty board certification in the U.S. or
elsewhere, or been denied such centification, or denied examination for such
certification?

Has any board, bureau, department, agency or other body, including those in
Ohio, in any way limited, restricted, suspended, or revoked any professional
license, certificate or registration granted to you; placed you on probation; or
imposed a fine, censure or reprimand against you?

Have you ever voluntarily surrendered, resigned, or otherwise forfeited any
professional license, cettificate or registration issued to you by any board, bureau,
department, agency, or other body; or have you ever withdrawn any application for
licensure, relicensure, or examination, in any state (including Ohio), territory,
province, or country?

a @
m) g
Q 2|
Q 2

Have you ever, for any reason, been denied licensure or relicensure, application
for licensure or relicensure, or the privilege of taking an examination, in any state
(including Ohio), territory, province, or country?

o

OHIO STATE MEL
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MEDICINE OR OSTEOPATAHIC MEDICINE
ADDITIONAL INFORMATION - PAGE 2

10.

Have you ever been requested to appear before any board, bureau, department,
agency, or other body, including those in Ohio, concerning allegations against
you?

YES

NO

A}

11.

Have you ever entered into an agreement of any kind, whether oral or written, with
respect to a professional license, in lieu of or in order to avoid formal disciplinary
action, with any board, bureau, department, agency, or other body, including those
in Ohio?

12.

Have you ever been notified of any investigation concerning you by any board,
bureau, department, agency, or other body, including those in Ohio, with respect
to a professional license?

13.

Have you ever been notified of any charges, allegations, or complaints filed
against you with any board, bureau, department, agency, or other body, including
those in Ohio, with respect to a professional license?

14.

Have you ever been denied or have you ever surrendered a state or federal
controlled substance or drug registration; had it revoked, terminated, or restricted
in any way; or been warned, reprimanded, or fined by, or been requested to
appear before, the responsible agency?

15.

Have you ever pled guilty to, been found guilty of a violation of any law, or been
granted intervention or treatment in lieu of conviction regardless of the legal
jurisdiction in which the act was committed, other than a minor traffic violation?

16

Have you ever forfeited collateral, bail, or bond for breach or violation of any law,
police regulation, or ordinance other than for a minor traffic violation; been
summoned into court as a defendant or had any lawsuit filed against you (other
than a malpractice suit)?

17.

Have you been a defendant in a legal action involving professional liability
(malpractice), or had a professional liability claim paid on your behalf, or paid such
a claim yourself? If yes, include the case name, case number, court and address,
date filed, and a summary of the underlying events. Indicate current status,
including amount of settiement or judgment, if any. In addition, ask your
malpractice insurance carrier(s) to provide a complete claims history report for the
last 10 years to the State Medical Board of Ohio. If your current carrier has
provided coverage for less than 10 years, ask your previous carrier to submit a
claims history report to the Board.

18.

Have you ever been denied professional liability insurance or coverage, or had
such insurance or coverage canceled, limited, or restricted in any way?

19.

Have you ever been denied or relinquished participation in any third party
reimbursement program, whether governmental or private, including Medicaid and
Medicare; or had such participation limited, restricted, suspended, or revoked; or
been warned, reprimanded, requested to appear before, or fined by the
responsible body?

20.

Have you ever been denied privileges, or had privileges revoked, suspended,
restricted, reduced, or terminated by the Department of Defense, the Veteran's
Administration, or any of their respective components?

]

OHIO STATE MeD GOMTINVED =
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MEDICINE OR OSTEOPATAHIC MEDICINE
ADDITIONAL INFORMATION - PAGE 3

YES | NO
21. Have you ever been diagnosed as having, or have you been treated for, a o
pedophilia, exhibitionism, or voyeurism?
22. | a) Within the last ten years, have you been diagnosed with or have you been ]

treated for, bipolar disorder, schizophrenia, paranoia, or any other psychotic
disorder?

b) Have you, since attaining the age of eighteen or within the last ten years, a @
whichever period is shorter, been admitted to a hospital or other facility for
the treatment of bipolar disorder, schizophrenia, paranoia, or any other
psychotic disorder?

If you answered “YES” to any part of this question, please provide details on a separate sheet,
including date(s) of diagnosis or treatment, and a description of your present condition. Include the
name, current mailing address, and telephone number of each person who treated you, as well as
each facility where you received treatment, and the reason for treatment. Have each treating
physician submit a letter detailing the dates of treatment, diagnosis and prognosis.

For purposes of questions 23 and 24 the following phrases or words have the following meaning:

“Ability to practice medicine”is to be construed to include all of the following:

1.

2.

3.

“Medical condition”includes physiological, mental, or psychological conditions or disorders, such as but not limited to
orthopedic, visual, speech, and hearing impairments, cerebral palsy, epilepsy, muscular dystrophy, multiple
sclerosis, cancer, heart disease, diabetes, mental retardation, emotional or mental illness, specific learning
disabilities, HIV disease, tuberculosis, drug addiction, and alcoholism.

The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned medical judgments and
to learn and keep abreast of medical developments; and

The ability to communicate those judgments and medical information to patients and other health care
providers, with or without the use of aids or devices, such as voice amplifiers; and

The physical capability to perform medical tasks such as physical examination and surgical procedures, with or
without the use of aids or devices, such as corrective lenses or hearing aids.

23.

YES | NO

Do you have, or have you been diagnosed as having, a medical condition which in a a”
any way impairs or limits your ability to practice medicine with reasonable skill and
safety? You may answer “NO” to this question if you hold a current training
certificate to pursue training in Ohio and the only such medical condition is
chemical dependency or substance abuse, and you have successfully completed |
or are currently receiving treatment at a program approved by this board and have
adhered to all statutory requirements as contained in Sections 4731.224 and
4731.25, O.R.C., and related provisions. Any questions concerning approval can
be directed to the board offices.

a) Are the limitations or impairment caused by your medical condition reduced | U a
or ameliorated because you receive ongoing treatment or received treatment
in the past (with or without medication) or participate in a monitoring
program?

If you receive such ongoing treatment or participate in such monitoring program the board will make
an individualized assessment of the nature, severity, and duration of the risk associated with an
ongoing medical condition so as to determine whether an unrestricted license should be issued,
whether conditions should be imposed, or whether you are not eligible for licensure. Have each
treating physician submit a letter detailing the dates of treatment, diagnosis and prognosis.

b) Are the limitation or impairments caused by your medical condition reduced a
or ameliorated because of the field of practice, the setting, or the manner in
which you have chosen to practice? P

wn—mﬂmr‘thiLﬁL BUARD
 OVER o
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MEDICINE OR OSTEOPATAHIC MEDICINE
ADDITIONAL INFORMATION - PAGE 4

“Chemical substances” is to be construed to include alcohol, drugs, or medications including those taken
pursuant to a valid prescription for legitimate medical purposes and in accordance with the prescribers
direction, as well as those used illegally.

YES | NO

24, Do you use chemical substance(s) which in any way impair or limit your ability to a ca
practice medicine with reasonable skill and safety?

a) Are the limitations or impairment caused by your use of chemical substances a
reduced or ameliorated because you receive ongoing treatment (with or
without medication) or participate in a monitoring program?

If you receive such ongoing treatment or participate in such monitoring program the board
will make an individualized assessment of the nature, severity, and duration of the risk
associated with an ongoing medical condition so as to determine whether an unrestricted
license should be issued, whether conditions should be imposed, or whether you are not
eligible for licensure. Have each treating physician submit a letter detailing the dates of
treatment, diagnosis and prognosis.

b) Are the limitation or impairments caused by your use of chemical substances a @
reduced or ameliorated because of the field of practice, the setting, or the
manner in which you have chosen to practice?

For purposes of question 25 the following phrases or words have the following meaning:

“Currently” does not mean on the day of, or even in the weeks or months preceding the completion of this
application. Rather it means recently enough so that the use of drugs may have an ongoing impact on
one’s functioning as a licensee, or within the past two years.

“lllegal use of controlled substances” means the use of controlled substances obtained illegally {e.g.
heroin or cocaine) as well as the use of controlled substances which are not obtained pursuant to a valid
prescription or not taken in accordance with the direction of a licensed healthcare practitioner.

YES | NO
25. Are you currently engaged in the illegal use of controlled substances? a
a) If “YES,” are you currently participating in a supervised rehabilitation program a a
or professional assistance program which monitors you in order to assure
that you are not using illegal controlled substances.

NDV 2 h JAVITR |



State Medical Board of Ohio

77 S. High St., 17th Floor & Columbus, OH 43215-6127 e (614) 466-3934 = Website: www.state.ch.us/med/

FORM 1 - CERTIFICATE OF RECOMMENDATION
MEDICINE OR OSTEOPATHIC MEDICINE

This form is to be completed by a physician fully licensed in the STATE IN WHICH THE FORM IS NOTARIZED. The
recommending physician must have known the applicant for at least SIX months. Relatives may not serve as recommending
physicians. Recommending physicians are strongly urged to include additional comments. This form must be notarized by
the recommending physician. ALL questions must be answered. This form is not intended to standardize the
recommendation or restrict it in any way. However, its form is designed to ensure that certain information is included. Please
complete the form and return directly to the State Medical Board of Ohio at the above address.

DO NOT COMPLETE UNLESS A COLOR PHOTO OF APPLICANT IS ATTACHED TO THE BOTTOM OF THIS FORM
BLACK & WHITE PHOTOS ARE NOT ACCEPTABLE

I, \I\I ayyll F{N\Ol? , a licensed and practicing physician in the state of 0 H
(recomménding physician, print name) (state of residence)
affirm that €)> 2el e Z_czu_}an‘nm-\ has been known to me personally for 2 years

(applicant, print name)
and that he/she is of good moral character. Further, the photograph affixed hereto is a genuine likeness of the applicant. | offer

the following in support of his/her application for licensure:

¢ | rate his/her medical knowledge and technique as: C’) 0o a{

+ His/her relationship with patients is: (‘9 00

o | raie his/her ability to work well with peers and medical staff as: (JO'D V(
¢ His/her command of the English language is: 600

4 A
+ Additional comments: No KLSWQ‘H‘OAS
| hereby recommend the applicant for a license to practice medicine or osteopathic medicine in the State of Ohio.

Address of Number & Street Z Spp M2+ro HQ& H/L\ D'f‘ Telephone
Recommending . Number
Physician City State Zip Code (include oad_
| e yeland O H G4 (0 q | area code) 21b-778-808s

Signature of Recommending State of

,!! Physician (name stamps , {l//m% , Licensure & % S O 7 3 Z gg F

not acceptable) License Number

. <7
Subscribed and sworn to before me this d day of

nt Ocroper 2003
+of
en

Notary Public Signature -
L A 29, 200t
L ¥ ~ Date Commissibn! Expires
Signature of Applicant S — CAT['IERINE MCFADDEN RUTTI
Date Photo Taken: g;-;’ 1O NOTARYP W‘T OHIO

Mo/YT Recorded in u_yahoga ounty (i STATE:""W“ BOARD

NOV 2 8 2003




State Medical Board of Ohio.

77 S. High St., 17th Floor ¢ Columbus, OH 43215-6127 e (614) 466-3934 Website: wwiw state.oh.us/med/

FORM 1 - CERTIFICATE OF RECOMMENDATION
MEDICINE OR OSTEOPATHIC MEDICINE

This form is to be completed by a physician fully licensed in the STATE IN WHICH THE FORM IS NOTARIZED. The
recommending physician must have known the applicant for at least SIX months. Relatives may not serve as recommending
physicians. Recommending physicians are strongly urged to include additional comments. This form must be notarized by
the recommending physician. ALL questions must be answered. This form is not intended to standardize the
recommendation or restrict it in any way. However, its form is designed to ensure that certain information is included. Please
complete the form and return directly to the State Medical Board of Ohio at the above address.

DO NOT COMPLETE UNLESS A COLOR PHOTO OF APPLICANT iS ATTACHED TO THE BOTTOM OF THIS FORM
BLACK & WHITE PHOTOS ARE NOT ACCEPTABLE

I, De C[/WLS‘\'WM -’4"”"’[{“"{ EeEq , a licensed and practicing physician in the state of O H [0

(recommending physician, print name) (state of residence)
affirm that RQ}) _QRCCC Low Qr\”ﬂ.\q.\ has been known to me personally for a years
(applicant, print name) “Fwe

and that he/she is of good moral character. Further, the photograph affixed hereto is a genuine likeness of the applicant. | offer

the following in support of his/her application for licensure:

€K (,éﬂ@/w’f

+ | rate his/her medical knowledge and technique as:

* His/her relationship with patients is: £ ¥ Cw e/l/\*

+ | rate his/her ability to work well with peers and medical staff as: Mﬁﬂ?j

¢ His/her command of the English language is: ﬁ-b{@ VL"_

¢ Additional comments: She s an &c‘mﬂwﬁ“ 92 lCdU/J PJ/HQS3CL&V\
| hereby recommend the applicant for a license to practice medicine or osteopathic medicine in the State of Ohio.
At | TS ot G e 71 050
Physician Cltys\ﬂaw H+ 5 fitate , Zip Code g?:;ug:de) Wit 11 ¥ 5739

44120
Signature of Recommending — State of H 3807 67
Physician (name stamps % B ﬂ Licensure & O H 3 7 7)4
not acceptable) i (A I;icense Number

sT
Subscribed and sworn to before me this X | dzy of

Nc¥obes” 200 3 .

Notary Public Signature OHIO STATE MEL'CAL BORRD
acof

- —

‘ e e ) ol KX,
f\? /{@M’:\’—_‘) . Date Comfn?ssiédExpires

Signature of Applicant =
‘ & 07 CATHERINE MCFADDEN RUTTI
Date Piroto Taken:__& 1 O NOTARY POTTARY SBAdF OHIO

NOV 2 8 2003

Mo/Yr .
Recarded in Cuvahoea County

My Comm. Expires Jul. 29, 2004




\ﬁ\ MEDICINE OR OSTEOPATHIC MEDICINE
PRELIMINARY EDUCATION FORM

“ TO BE COMPLETED BY ALL APPLICANTS

/

Full Last (Surname) / First Middle Suffix (Jr., 1)
Name |/ o) SATHAC RERECCA - i
- 4
High Schop{Name B B
School SHAXKER HTs HIGH ScHaol
or
Equivalent | City State Country
S HAKESA HTS O H ()SA
Dates MO/YR MO/YR
Attended From:| 7 12« To:| & /%
Undergraduatel School Name
S;’"ege GCRINNELC COLLEGE
Equivalent City State Country
-\ YN E L ¢ { A U A
Dates CMO’(YR ) _MONR Degree = /% 4
Attended From: [ 18§ To:| O /C;-/— Received b« 17
School Name
SO sToN) ONIVERSITY
City State ’ Country
15O STON RV : QO SA
Dates (ﬁMollzs P MO;YCBI Degree ™M CV \
Attended From: | “1 (S To:| & 16 Received 1
Medical or School Name
Osteopathic —_ ) o SR T
SchooFl) JOHNS HOP KNS AMEVICAL S C HOAQL
of Cy R ALT |ORE State Country
Graduation P 0=y TR ST o : v
ﬁ/«r‘ﬂ 152 )(}"Z, i . e ;;?L-./ [N / r—) ' C PN {/_“»\
[ > e S
T g
Dates MOIYR MO/YR Degree s K
Attended From: | 4 /94 To| &5 (O Received (" /C .
/

FOR BOARD USE ONLY

CERTIFICATE OF PRELIMINARY EDUCATI7N /

vo__ D434 oare ssueD:__ /2L

This is to certify that this applicant has met the preliminary education requirements for study in conformity with the
Statutes of Ohio and the regulations of the State Medical Board of Ohio

OHID STATE MEDICAL BoARD

NOV 2 g 2003

Entrance Examiner Secretary



2¥2p3 -r7006
MEDICINE OR OSTEOPATHIC MEDICINE
PRELIMINARY EDUCATION FORM
TC BE COMPLETED BY ALL APPLICANTS
Full Last (Surname) First Middle Suffix (Jr., 1I)
Name | LowoevTHAC RE RECCA - -
High School Name
School SHAWE R HTs HleH Schoal
or
Equivalent ity . State Country
SHAKER HTS A H U 5A
Dates MO/YR MO/YR
Attended  From: | <7 /5 To:| & /85
Undergraduatg School Name
College GCRINNCELL COLLEGE
Equivalent City _ State Country
C‘_\ \.'"\ \ /\)[’L‘ (;_ C(- J t-—\ (_ (\- "_.\\]
Dates (MO’Y_IRh_ __MO’YQ R Degree >
Attended  From: | | /5& | qo| 5 /T4 Received [S )
School Name
RRosToN ONIVERSITY
City . State Country
T A OSA
MO/YR MO/YR
Dates & — o ] Sy Degree o~ 2 )
Attended From: | [ /TS To:| & 776 Received )
Medical or School Name
g:':z%;:athlc ROHNS  (4a@ KiS ~E D )AL SC HOOL
of City State Country
Graduation O o S 7
WRALTIOAC 70D (@A A
Dates MO/YR MO/YR Degree
Attended From:| < /<& To:| & o Received VSRR R

FOR BOARD USE ONLY

CERTIFICATE OF PRELIMINARY EDUCATION

NO: DATE ISSUED:

This is to certify that this applicant has met the preliminary education requirements for study in conformity with the
Statutes of Ohio and the regulations of the State Medical Board of Ohio

Entrance Examiner

Secretary

OHIOSTATE MEDICAL BOARD
NOV 2 8 2003



AFFIDAVIT AND RELEASE OF APPLICANT
MEDICINE OR OSTEOPATHIC MEDICINE

The affidavit and release below MUST be completed by ALL applicants. The form must be notarized. Failure of any
applicant to submit the affidavit completed and notarized with the application will resuit in your application being considered
incomplete.

ss STATE OF: COOhia
COUNTY OF: C;uv%yj«gaic,ﬂ

J ~
1, "Q—\OQC\LC-» LCUJL-'Q(*L‘\ , hereby certify under oath that | am the person named in this
application for a license to practice medicine or osteopathic medicine in the State of Ohio; that all statements | have or shall
make with respect thereto are true; that | am the original and lawful possessor and person named in the various forms and
credentials furnished or to be furnished to this Board with respect to my application; and that all documents, forms, or
copies thereof furnished or to be furnished with respect to my application are strictly true in every respect.

| acknowledge that | have read the general information and instructions for ali applicants and that | have answered all
questions in compliance with these instructions and understand that the fee | submitted is neither refundable nor
transferable.

| further state that by filing this application for a license to practice medicine or osteopathic medicine in the State of Ohio, |

“hereby authorize and consent to have an investigation made as to my moral character, professional reputation and fitness
for a license to practice medicine or osteopathic medicine. | agree to give any further information which may be required in
reference to my past record. | understand that I will not receive a copy of any reports or know their contents and | further
understand that the contents of any investigative report will be privileged.

| further understand that my application for a license to practice medicine or osteopathic medicine in the State of Ohio is an
ongoing process. | will immediately notify the State Medical Board of Ohio in writing of any changes to the answers to any
of the questions contained in the ADDITIONAL INFORMATION section of the application if such a change occurs at any
time prior to a license to practice medicine or osteopathic medicine being granted to me by the State Medical Board of Ohio.
| further understand that failure to complete this application as requested by the Board within six months can be considered
abandonment of any request for a license to practice medicine or osteopathic medicine and that any fee | submitted is
neither refundable nor transferable.

I authorize and request every person, hospital, clinic, governmental agency (local, state, federal or foreign), cour,
association, institution, or law enforcement agency having control of any documents, records and other information
pertaining to me to furnish to the State Medical Board of Ohio any such information, including documents, records regarding
charges or complaints filed against me, formal or informal, pending or closed, or any other pertinent data and to permit the
State Medical Board of Ohio or any of its agents or representatives to inspect and make copies of such documents, records,
and other information in connection with this application, subsequent licensure or practice thereunder.

I hereby release, discharge, and exonerate the State Medical Board of Ohio, its agents or representatives and any person
furnishing information of any and all liability of every nature and kind arising out of investigation made by the State Medical
Board of Ohio. | authorize the State Medical Board of Ohio to release information, material, documents, orders or the like
relating to me or to this application to any other governmental agency (local, state, federal or foreign); or to any hospital,
nursing home, clinic, heaith maintenance organization or similar institution; or to any professional association.

| further understand that issuance of a certificate to practice medicine or osteopathic medicine in Ohio will be considered
based on the truth of the statements and documents contained herein or to be furnished, which if false can subject me to

denial of said cenrtificate.
/ z/o’u\)e

Signature of Applicant

Subscribed and sworn to before me this J < day ot VBl 20 O 2.

j

NOTARY SEAL Signature of Notary Public
( ) ’ * GAROLE E. GRADY

NOTARY PUBLIC, STATE OF OHIO

Racord Coun
Late Commission Expires My Comm. Expires Ngi%ﬂlﬂ@mrf: MEDI(

AL BOARD

NUV Z 8

2003



December 15, 2003

Rebecca Ann Lowenthal MD
23105 Ranch Road
Beachwood, OH 44122

Your application for Ohio licensure has been reviewed. As of this date the following..has not
been completed/received:

We have not received your core credentials packet from the Federation Credentials
Verification Service (FCVS). To inquire about the status of your core credentials packet
contact FCVS at (888) 275-3287. You may also check the status of your FCVS
application by logging onto their website. Their website address is www.fsmb.org/.
Click on “Credentials Verification Service” then “FCVS Online Application” and follow the
instructions given.

We have not received the Physician Profile from the American Medical Association
(AMA). If you have already requested this information contact the AMA at (800) 665-
2882 or (312) 464-5199 to inquire about the status of your profile. The profile may also
be ordered from the AMA website. Their website address is www.ama-
assn.ora/AMAPhysicianProfiles.

Your Resume of Activities was not completed properly. Indicate your activities from 8/02
to the present time on the enclosed copy of your resume.

ALL RESPONSES MUST BE IN WRITING. NO INFORMATION WILL BE TAKEN BY
PHONE.

Periodically during the license application process the Licensure Department will send
you status updates to keep you informed of the progress of your application. You may

also inquire about the status of your application by e-mailing the Board at the e-mail
address listed below.

The application processing time is ordinarily 10 to 12 weeks after receipt of an application by

the Board. An incomplete application or any unusual circumstances may delay processing
time. -

Be sure to notify the Board, in writing, of any address change.

Thank you,
Licensure Department

Direct Dial (614) 728-3055
Fax (614) 644-1464
E-Mail Address: Penny.Grubb@med.state.oh.us

State Medical ﬂ“{‘ of Ohio

77 8. High St l/lhllum s Columbus, OJL 13 “I\hl- . ...',: fm- e Website waow state ohsine



The Federation of State Medical Boards of the United States, Inc.
Federation Credentials Verification Service
P.O. Box 619850
Dallas, Texas 75261-9850
Telephone: (817) 868-4000
Fax: (817) 868-4099

Physician Information Profile
OHIO STATE MEDICAL BOARD

DEC 2 4 2003

7 T N e M &
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This report is compiled exclusively for:

Name: enthal
SSN:
DOB: 12/07/1970
Recipient: State Medical Board of Ohio

NOTICE:

The Federation Credentials Verification Service (FCVS) was retained by the above referenced physician to verify his/her medical
credentials for submission to your agency/organization. Unless noted otherwise, all documents contained in this report were received
directly from the issuing institution per written request made by FCVS. All documents bearing the official FCVS seal are ceritified to be an
exact reproduction of the original. Where required, original documents are provided according to the agreements with the institution

issuing such document. FCVS maintains all original documents (excluding third-party examination transcripts) in the physician's source
file.

Physician Information Profile is compiled and published by the Federation of State Medical Boards of the United States, Inc. as a
reference source for its member boards and other authorized entities. Physician Information Profile may not be republished, sold, resold
or duplicated, in whole or in part, for commercial or any other purposes, or for purposes of compiling lists or files without the express
written consent of the Federation's Executive Vice President as authorized by its Board Of Directors. The use of this Physician Information
Profile to establish independent data files or compendiums or information is strictly prohibited.

Copyright ©2003 by the Federation of State Medical Boards of the United States, Inc., PO Box 619850, Dallas, Texas 75261-9850.

Rev. 7/2/02 Request ID: 12546067
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FCVS Reports



FEDERATION CREDENTIALS VERIFICATION SERVICE

Physician Information Report

Identity:

Name: Rebecca Lowenthal

Other Name Used: N/A

Gender: Female

Date of Birth: 12/07/1970

Place of Birth: i i N USA

SSN:

Current Address: 14302 Shaker Boulevard
Shaker Heights, OH 44120

Permanent Address: Same

Telephone Numbers: Bus: 216-778-7800
Fax: N/A
Home: 216-561-2053
Other: N/A

Physical Description: Height: 507"
Weight: 185 Ibs
Eye Color: Hazel
Hair Color: Brown

Physical Marks: Description: N/A
Location: N/A

Premedical Education (Reported by physician. Not verified by FCVS):

Institution: Grinnell College, Grinnell, IA 50112
Dates of Attendance: 09/1988 - 05/1992
Degree Awarded: Bachelor of Arts

Medical Education:

Current, valid ECFMG N/A
ECFMG Number: N/A
Date Issued: N/A
Medical School: Johns Hopkins University School of Medicine

720 Rutland Avenue Room 119
Baltimore, MD 21205

Dates of Attendance: 09/03/1996 - 05/22/2002
Graduation Date: 05/23/2002

Degree Awarded: Doctor of Medicine
Unusual Circumstance: Leave

See Form



Post Graduate Medical Education:

Institution: MetroHealth Medical Center
Department of Family Practice
2500 MetroHealth Drive
Cleveland, OH 44109-1998

Post Graduate Year: 1

Program Type: Internship

Department: Family Practice

Dates of Attendance: 06/23/2002 - 06/22/2003

Completion: Yes

Accreditation: ACGME

Post Graduate Year: 2

Program Type: Residency

Department: Family Practice

Dates of Attendance: 07/01/2003 - 06/30/2004

Completion: To Be Completed On 06/30/2004

Accreditation: ACGME

Unusual Circumstance: None

Fifth Pathway:

N/A

Examination History:

Transcripts Enclosed For: USMLE Step 1
USMLE Step 2
USMLE Step 3

Board Action:

A Report of the results from a search of the Board Action Data Bank is enclosed.



Omission / Discrepancy Report

Physician Identification:

Name: Rebecca Lowenthal
DOB:
Packet ID:
Request ID: 12546067
REPORT OF OMISSIONS

Omission 1:

Section of Profile:

Medical Education

Omission: Johns Hopkins U Sch Med did not respond to the Credential/Degree question in the
Premedical Education section of the Medical Education form.

Follow-Up: Left to Recipient’s discretion.

Omission 2:

Section of Profile:

Omission:

Follow-Up:

Medical Education

Johns Hopkins U Sch Med did not report the date of signature on the Medical
Education form.

FCVS received the completed verification form on 12/01/2003.

REPORT OF DISCREPANCIES

Discrepancy 1:

Section of Profile:

Discrepancy:

Follow-Up:

Medical Education

The applicant responded Yes to the Limits questions(s) in the Unusual Circumstances
Section of the application for attendance at Johns Hopkins U Sch Med (documentation
provided). The institution responded Yes to the Leave question(s) in the Unusual
Circumstances Section of the verification form.

See Comments on Verification of Medical Education Form. A copy of the FCVS
application page reporting unusual circumstances at this institution is included
following the Medical Education form.



Discrepancy 2:
Section of Profile: Examination History
Discrepancy: The applicant reports sitting for USMLE Steps 1, 2, and 3 as "Dates Unknown'. The

USMLE transcript reports the examination dates were 06/28/2001, 10/01/2001, and
07/08/2003; respectively.

Follow-Up: Left to Recipient’s discretion.

MISCELLANEOUS INFORMATION

Miscellaneous 1:
Section of Profile: Continuity of Education
Issue: There is a gap of approximately 4 years between completion of premedical education

at Grinnell College (ends 05/1992) and entrance into medical school at Johns Hopkins
U Sch Med (begins 09/03/1996).

Follow-Up: Provided as information only. No follow up performed.

End of report for Rebecca Lowenthal

Packet Id: 36154 Request Id: 12546067 Report Created By: AAB



Board Action Databank Search

State Queried For: State Medical Board of Ohio
Physician's Name: Lowenthal, Rebecca
Date of Birth: 12/07/1970
Medical School: 021010 - Johns Hopkins U Sch Med
Year of Graduation:
2002
Social Security Number: _
ECFMG Number: N/A

Results:

\WE HAVE NO UNFAVORABLE INFORMATION
REGARDING THE ABOVE NAMED PHYSICIAN

DEC 1 9 2003
AAe 2,

DALE L. AUSTIN
SENIOR VICE PRESIDENT
AND CHIEF OPERATING OFFICER

-

REV 01/20/03 Request ID: 12546067 Packet ID: 36154
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Identity



AFFIDAVIT AND RELEASE

1, the undersigned, hereby certify under oath that | am the person named in this application, that all statements | have or shall make with
respact thereto are true, that | am the original and tawful possessor and person named in the various forms and credentials furnished or to
be furnished with respect to my application and that all documents, forms or copies thereof furnished or fo be furnished with respact to my
application are sfrictly true in every aspect.

| acknowledge that | have read and understand the “INSTRUCTIONS FOR COMPLETING THE FCVS APPLICATION” and have answered
all questions contained in the application truthfully and completely. | further acknowledge that failure on my part to answer questions truth-
fully and completely may lead to my being prosecuted under appropriate federal and state laws.

| authorize and request every person, hospital, dlinic, government agency (local, state, federal or foreign), court, association, institution or
law enforcement agency having custody or control of any documents, records and other information pertaining to me to fumish to the
Federation Credentials Verification Service any such information, inciuding documents, records regarding charges or complaints filed
against me, formal or informal, pending or closed, or any other pertinent data and to permit the Federation Credentials Verification Service
or any of its agents or representatives to inspect and make copies of such documents, records, and other information in connection with
this application.

" | hereby release, discharge and exonerate the Federation Credentials Verification Service, its agents or representatives and any person
fumishing information, of any and all liability of every nature and kind arising out of investigation made by the Federation Credentials
Verification Service. | authorize the Federation Credentials Verification Service {o release information, material, documents, orders or the
like relating to me or this application to any entity at my request.

P2 L piern o,

Applicant’s Signature (must be signed in the presence of a notary)
L Qe ‘(” z\o\\

Applicant’s Printed Last Name
-
MNe beceon

Applicant's Printed First Name, Middle Initial, and Suffix (e.g., Jr.)
10/23/93

Date of Signature {must correspond to date of notarization)

State of - @'M//w County of G:)w,a_ﬂa—o_n

{ certify that on the date set forth below the individual named above did appdar personally before me and that | did identify this applicant

by: (a) comparing his/her physical appearance with the photograph on the identifying document presented by the applicant and with the

photograph affixed hereto, and (b) comparing the applicant’s signature made in my presence on this form with the signature on his/her

identifying document. The statements on this document are subscribed and swom to before me by the applicant on this %jﬁay of
2&;:12,:&5, ,20_23.

Notary Public signature: ( E ’g . m& 8 & . Z CAROLE E. GRADY

— Recorded in Cuyahoga Couiity
My commission expires: My Comm. Expires Nov. 14, 2003
Notary:
The Physician has been instructed to sign the front of the photograph.

Your seal (or stamp) must be partly upon the photo and partly upon the
signature of the applicant.

Federation Credentials Verification Service



LOCAL FILE NUMBERN

P MIN__NESOTA DEPARTMENT OF HEALTH—
’ Section of Vital Statistics

CERTIFICATE OF LIVE BIRTH

SYATC FILE MUMBIR

4

1. CHILD ~ NAME PIRSY MIDDLE LAST 20, DATE OF MRTH MONTH DAY  YEAR |2b. nouucst
. Rebecca NMN Lowenthal December 7, 1970 1:48 am
3. s Fu.mu SRTH sPECIFY 4b.JF NOT SINGLE 8IRTH, spECIFY 50. COUNTY OF BIRTH
SINGLE, TWIN, BORN FIRST, ke :
Female | Triertic. Single | 3%€cono. Hennepin
5b.LOCATION OFf BIRTH  CITY, VILLAGE OR S INSIDE CORPORATE LTS [SA.-HOSPTAL — NAME 4P MOT IN HOSPITAL, GIVL STREKY ANO NMUMBELR)
TOWNSHIP 824CIFY YIS OB MO
Minneapolis Yes Northwestern Hospital
S FPATHER — NAME VIREY MIOOLE LAST éh. AGE (‘;\‘.‘Tl:::’%l,‘ bc. BRTHPLACE (3TATE OR FOALIGK COUNTARY)
: Gilbert NMN Lowent.hal 31 Massachusetts
7o MOTHER — MAIDEN NAME FIR3T MiopLE LASY 7b. AGE l‘_A"‘l'.ﬂ.M'ET?‘F,' 7¢.BRTHPLACE (STATL OR FORLIGN COUNTAY)
Carol ‘Avonne Cross 28 Missouri
8. RESIDENCE OF MOTHER — STATE B COUNTY 8c-CITY, VILLAGE OR JOWNSHIP 4 BCDf CCAPCAMTE UMTS
BPICPY VLS On mO
Minnesota Hennepin Minneapolis Yes
9. ADDRESS OF MOTHER STRLLT AND NUMBER POST OFFICE

1618 Calhoun Place 55408

10, 'M‘ CERTIFICAYL IS CORR

(SIGHATURE OF PARENT)

AND OB THE DATE STATED ABOVE.

Via, CERTIFICATION | CERTIFY THAT ) ATTUNOED THL W RORN AUVE AT THE PLACE
222X AL

SIGNATURE

AV5. DATE SIGNED VIGATTENDANT (M.0.. 0. 0., MIOWIFE,
OTHER) SPEKCIFY
ﬁL&<— 0 M.D.

114, CERTIFIER — NAME

(TYPL OR PRINTY

D. Hill, M.D.

1. MAILUNG ADORESS STRELLT ANO HUMSCR

312 Doctors Building

J— ®FO3Y OFrice

scho?

120. REGISTRAR — SIGNATURE

DATE FILED

Eririiv ). Cloufon  inneapom r DEC 16 1970

I, Ruth M. Carroll, Deputy Local Reglstra.r of Vital Records for the City

of Minneapolis, Hinnesota, hereby cp(rtify
correct photo-copy of the record

Department.

Dated:

Any alterations shown were made

APR 51817 -

at the abov %r-a true and
‘Health

polis
7

SEAL

VERIFIED

er the authority of Minnesota Statutes
1969, Section 1h}4.172 and the regulations of the State Board of Health.
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Medical Education



L PERATION CREDENTIALS VERIFICATION SERVI”™FCVS)
VERI-ICATION OF MEDICAL EDUCATION

(This form must be completed by the medical school)

INSTRUCTIONS TO THE DEAN

The individual identified on the attached Authorization For Release of Information, Documents and Records
form has authorized your medical school to provide to the Federation Credentials Verification Service (FCVS)
any and all information pertaining to their education at your institution. Please complete this form and
forward it to FCVS in the enclosed postage-paid, self-addressed envelope.

Please note: If your institution processes transcript requests through another office, FCVS has
likely made such a request under separate cover. If your office also processes
transcript requests, please attach the individual’s official transcript (which
indicates courses taken, dates and hours of attendance, and scores,
grades, or evaluation).

VERIFICATION OF MEDICAL EDUCATION
Name of Institution: Johns Hopkins University School of Medicine

Complete Address: 733 N. Broadway, Sute 147
Street Address:
City: Baltimore state: P ZIP Code (Postal Code): 2120°

If name of institution was different when this individual attended, please note this name below:

Premedical Education:

Years of education required for admission to your medical school: ~ £OUT

Credential/degree presented by the applicant for admission to your medical school:

Enroliment and Participation: Our records indicate that Rebecca Lowenthal
{type/print individual's name: Last, First, Middle, Suffix}

attended our medical school for total of *180 weeks of medical education on the following dates (mm/dd/yy):
From *9 /3 /1996 To x5 4 22 ; 2002

Month Date Year Month Date Year
9/3/96-6/9/97 & 9/2/97-6/12/98: Required to repeat First year. 3/1/01-2/28/02: Student-In
This individual (check one): Resldence status to participate in Emergency Medicine Research with

Dr. Michael Van Rooyen, JHUSOM

@ was awarded the degree of _Doctor of Medicine on__ 5 [/ 23 /2002
Month Date Year

D was NOT awarded a degree (please attach an explanation)

Certification: By my signature, !, Mary E. Foy , certify that the above
(type/print name)
information is an accurate account of the above named individual's official rgcords maintained in this and is true

and correct to my knowledge. h‘ZQZL\,
Signature:
a4

|
Y

stitutional Title: Associate Dean/Registrar

Date of Signature:
Phone: (410 ) 955-3080 Fax: (410 ) 955-0826
nfoy@jhmi.edu

available, this form
must be notarized.

Email:

The Federation Credentials Verification Service is a division of The Federation of State Medical Boards of the United States, Inc.
Rev. 08/02/02 PacketlD: 36154 Request ID: 12546067 TAG [021010] Page 1 of 2



. FEDERATION CREDENTIALS VERIFICATION SERVICE (FCVS)
' I {continued) N

VERIFICATION OF MEDICAL EDUCAT..nN

Unusual Circumstances: The following questions apply to unusual circumstances that occurred during any part of the
individual’s medical education. Please check the appropriate response and provide dates and requested information. "Yes”
responses to any of these questions require a copy of explanatory records or a written explanation (attach additional pages as

necessary).

1. Do this individual's official records reflect (an) interruption(s) or extension{s)An his/her medical education?
Response YES NO [

If YES, please select the reason(s) for, indicate the dates of the inteftuption(s) or extension(s) and check whether the
interruption/extension was approved or unapproved.

From Mo/Yr To Mo/Yr Unapproved

Personal/Family

Academic remediation

Health

Financial

Participation In joint degree
Program (e.g., MD/PhD)
Participation in non-research
special study (e.g., fellowship,
international experience)

Participation in non-degree research

ojo| o| o|o|opElog
Olo| o|olg|olg|o

Other
Please Specify: Required to repeat First year

2. Do this individual's official records reflect that he/she was ever placed on academic or disciplinary probation
during his/her medical education? Response YES [] NO BY

If YES, please select the reason(s) for the probation, indicate the date(s) of placement on and removal from probation
and attach additional documentation to this report.
From Mo/Yr To Mo/Yr

Academic Probation

Probation for unprofessional conduct/behavioral

Probation for other reason

Please specify reason:

the medical school or parent university? Response YES D NO

3. Do this individual's official records reflect that he/she was ever disciplined for unprofewsﬁ\al conduct/behavioral reasons by
If YES, please provide detailed documentation/information about the circumStahces and outcome(s):

4. Do this individual's official records reflect that he/she was ever the subject of negative reports or an investigation by the

medical school or parent university? Response YES [] NoO
if YES, please provide detailed documentation/information about the circul ces and outcome(s):

5. Do this individual's official records reflect that there were any limitations or special requirements imposed on the individual
because of questions of academic imcompetence, disciplinary problems, or any other reason?
Response YES [J NO

If YES, please provide detailed documentation/information about the nature of the limitations or special requirements.

The Federation Credentials Verification Service is a division of The Federation of State Medical Boards of the United States, Inc.
Rev. 08/02/02 Packet ID: 36154 Request ID: 12546067 TAG [021010] Page 2 of 2




G A R o

Medical Education:

Medical School: 021010 - Johns Hopkins University School of Medicine
720 Rutland Avenue Room 119
Baltimore, MD 21205

Date of Attendance: 09/1996 - 05/2002
Graduated?: Y

Graduation Date: 05/23/2002

Degree Awarded: Doctor of Medicine

Airborne Express # (Foreign): '
Return via Airborne Express: \@\

Unusual Circumstances:

Leave: N
Probation:

Discipline: N
Negative Reports: N
Limitations: Y

repeated the first year of medical school




/

THE JOHNS HOPKINS UNIVERSITY . CONFIDENTIAL RECORD
SCHOOL OF MEDICINE g,;g';;‘;jm{‘;g;‘;; use for this record
o 1 ohn I3 i
Baltimore, Maryland 21205 Schocel of Medicine but unde?noocpir:‘.?xmgt‘:l‘:\z;lz.
Office of the Registrar the siuden
720 Rutland Avenue
Transcript record of ................ REBECCALOWENTHAL ..............................................................................................................................
B.A,, Grinnell College, 1992
M.P.H., Boston University, 1996
FlrstYear...9./.3../..9..5’.7.6.[.9../.9.2..§‘.f.9.../..2../.?.?.7..6.../..1..2,./..9..8. ............ Second Year ..... 9/1/98"5/26/99 ..........................................
HOURS | GRADE HOURS { GRADE
Organ Systems (inc. Immology) ... o5 Ceen Human PathophySiology ...........o...veeeveomerren 328 | ... B..
Human Anatomy (inc. Dev.Biol) 282 C... PANOIOGY veveveveremeeereerereeeseereresssessseseesssesssosses 237 .....C
Moleculesand Cells o 228 | . C... Introduction to Medicine II-Clinical Skills ........... 128 | ....... B ..
Neuroscience /Behavior Sci. . ... 191 Cne. PRAIMACOIOGY wevvveoeveereereeeeeseeesseeeesressese s seeenn 851 ....... B..
Introduction to Medicine | | ... 76 [ .. P PhySICIan & SOCIEY ..ve-v.vevemeereeeeemeressereessonenns 50 | ....... A

HOURS | GRADE ACADEMIC YEAR QUARTER
Required Clerkships
SUIGEIY creuverrertrsresesesses s ssssseesesesneees 351 | ... B 1998-99 4th
MEUICING -.evvvveeearesveameressesressssesensnessanssens 351 | ... B
Pediatrics/Neonatology..........emmnerees 351 | o Ct..
Gynecology/ObSIBtriCS .........cuereenceererenns 234 | ... B...
PSYChIAtY oo rrereessnerers. 159 | 1eeas B.... -
NBUTGIOGY «.cvvceerereecreeremseesreseseeeseseseresesens O : T R 200001 e | e LSt e
Ophthalmology ........c..eeee.. evee B
Emergency Medicing .....cocvervemervecreneeen. 176 | oo, Bt..
Ambulatory Internal Medicine............. 175 wo ... B......
Physician & Society (3rd. yr.)....... 39| ... A
Physician & Society (4th. yr.) .o iiiccacnnnannes e 390 L A
Rational Therapeutics ..........cooeeeireeeneiiveneernnee 39| ...A..
Grading System: See attached key

Remarks: Received the degree Doctor of Medicine on May 23, 2002.

SEAL
VERIFIED




Elecnve gmded undcr Honors Pass F««Lsystem
Mes listed without * indicates wkin undd -

HOURS

175

351

175

175

175

175

175

117

78

78

137

2 Slective
Transcript of record of RE ..‘f.c..é..LOWNTH‘ ...... High He.. s, Honors, Pass, Fail system.
) QUARTER
ELECTIVE PROGRAM &YEAR
Clinical Clerkship in Endocrinology-Consult Service Summer
Dept. - Medicine 1999
Preceptor ~ Dr. P. Ladenson
Elective in Tropical Medicine Qtr. 2
Dept. ~ Internationl Health, JHUSPH 1999-00
Preceptor — Dr., R. Gilman
Subinternship in Geriatric Medicine Qtr. 3
Dept. ~ Medicine, Bayview 1999-00
Preceptor - Dr. M. Bellantoni
Advanced Clinical Clerkship in Rheumatology Qtr. 3
Dept. - Medicine, Good Samaritan Hospital 1999-00
Preceptor - Dr, C. Ziminski
Diagnostic Radiology Tutorial Qtr. 4
Dept. -~ Radiology 1999-00
Preceptor -~ Dr. D, Magid
Clinical Clerkship in Family Practice Qtr. 4
Dept. - Family Practice-Case Western Reserve, Medical 1999-00
School, Willoughby, OH
Preceptor - Dr. R. Whitehouse
Subinternship in Emergency Medicine Qtr. 1
Dept. - Emergency Medicine 2000-01
Preceptor - Dr. B. Blok
Clinicel Clerkship in Outpatient Cardiology Qtr. 2
Dept. - Medicire 2000-01
Preceptor ~ Dr. R. Riley
Clinical Clerkship in Anesthesiology Qtr. 3
Dept. - Anesthesiology & Critical Care Medicine .2001-02
Preceptor - Dr. J., Kirsch
Ultrasound Elective Qtr. 3
Dept. - Radiology 2001-02
Preceptor - Dr. U. Hamper
Clinical Clerkship in Emergency Medicine Qtr. 2
Dept. - Emergency Medicine, Summa Health System, Akron, OH| 2001-02
Preceptor - Dr. S. Jwayyed
3/1/01-2/28/02Student~in-Residence status to participate in
Imergency Medicine Research with Dr. Michael VanRooyen,
"|Johns Hopkins University School of Medicine
PH.223.666.11: Health and Medicine in Tropics Summer
1997

GRADE

A

' NOT OFFICIAL UNLESS SIGRED AND IMPRESSED WITH THE SEAL OF THE UNIVERSITY
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#JOHNS HOPKINS= ~

School of Medicine

119 Medical Administration Building

720 Ruiland Avenue / Baltimore MD 21205-2196
{410) 955-3080 / FAX (410) 955-0826

Office of the Dean
Registrar

KEY TO TRANSCRIPT
MD Graduates 1981-2003

GRADING SYSTEM — Effective March 30, 1981 through March 31, 2002 (Qtr. 3, 2001-02)

Grades in required courses and basic clerkships are designated A, B, C, D, and F (fail).
{+/- modifiers used for basic clerkships for Classes of 2001, 2002 and 2003, if taken before Qtr. 3 2002)

The A
B
C
D

F

grade indicates exceptional performance, the

grade indicates good to very good performance, the

grade indicates satisfactory performance, the

grade indicates that minimal course requirements have been

fulfilled but that the achievement was marginal (grade initiated in March, 1981), the
grade indicates failure to attain course requirements.

Grades in elective courses are given on an Honors-Pass-Fail basis. High Honors was added to the
elective course grading system for graduates in the classes of 2001 and 2002,

GRADING SYSTEM - Effective April 1, 2002 (Qtr. 4, 2001-02)

Grades in required courses and basic clerkships are designated as follows: Honors(H), High Pass(HP),
Pass(P), and Fail(F).

The Honors  grade is awarded if a student demonstrates outstanding performance in all

components of a course with achievement beyond the expected level of training, or
extraordinary effort beyond the basic requirements of the curriculum. This grade
identifies those students who have been consistently outstanding in their
scholarship and professionalism.

The High Pass grade is awarded if a student has demonstrated an excellent performance.
The Pass The faculty are aware of the inteliectual achievement of the students and have

The Fail

designed a rigorous and challenging curriculum. Students who fulfill requirements at
the passing level are to be congratulated for this achievement.

grade is used for students who have failed to meet the minimum performance
requirements of the coursework/clerkship as defined by the course director.

Honors- Pass-Fail grading is used occasionally in a required course, when in the judgement of the

course director, the available information is insufficient for the finer distinctions needed for letter grades.

An Incomplete (Inc.) is given in lieu of a grade when a student has not completed all components of a

course.

Advanced Placement (AP) is awarded to students who show evidence of satisfactory knowledge of the

material of a required course.

Office of the Regislrar
09717103

md-c\dalatslalistics\newtranskey.doc
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Section IV

Postgraduate Training



Faderation Credentials Verification Service (Ff' )

Federation Place, P.O. Box 619850, Dallas, TX 75261-9850
Tel: (817) 868-5000 Fax: (817) 868-5099

Verification of Postgraduate Medical Education
Institution:  MetroHealth Medical Center Attention:  Program Director

Aodress:  Department of Family Practice University: CL*SQ WWQ K@Q}’ yQ_
Cleveland, OH 44109-1998 W/)[VQKSIM Seheol of madicini

Verification For; Name: becca
SSN:
DOB:

Individual's Name on Record (If different from above):

Program PGY: i Department/Specialty: MW(A{ E)/ MCQ

Participation: _\/_internship From: [Q AP, D&L 10: 0 AR, 02
Important: Residency \/

Report incomplete — Successfully Completed?: _ Y Yes ___ No _____InProgress
postgraduale years (PGY) | Fellowship ,

&e::;?‘h‘;t ore s y Accredited by: _YACGME __ AOA __LCGME __RSC __CFPC
completed. ___ Research _ RCPSC __APPAP __ None of these

¥ the postgraduate year s PGY: ___Z__ Department/Specialty: F&WH l‘t {/ m [('/O\
currently in progress report Internship From: ﬂ p [ ; D 5 7} To. Lo ; % ) 0 4

the expected completion

data in the To" field. Residency Successfully Completed?: Yes No \/ In Progress
—Fellowship |\ credited by: ZACGME __AOA __LCGME _RSC _ CFPC
Report Intemships, Research
Residencies and —_— _RCPSC  __APPAP _ None of these
Fellowships separately.
PGY: Department/Specialty:
Do Internship
Deparlment/Spedalty If the . R .
Department/Spedialty is Resid From: / / To: / /
i transitional, pl esiden
rp‘:vidnega g'sch::mle of ploase Ed Successfully Completed?: ___Yes __ No ____InProgress
rotations. Fellowshi
——FOIOWSID | pcareditedby: _ACGME __AOA  _ LCGME _RSC _CFPC
— Research _RCPSC  __APPAP _ None of these
U-nusual Did this individual ever take a leave of absence or break from his/her training? Yes 0
Circumstances: Was this individual ever placed on probation? No
Circle the correct response. =
Ormitted Was this individual ever disciplined or placed under mveshgatxon'? ceﬁ‘ No,
responses require written L%JCLL—
explanation. Were any negative reports ever filed by instructors? es @
Were any limitations or special requirements MMMEN RUTTI
ti f academic i t , discipli
I necessary, you may of questions of academic incompetence, discipl '”awm?mmAﬁ OFOHIO
continue your explanation reason? Recorded in Cuyahoga County Yes
on a separate sheet of .
papef. Please explain any "Yes" response from above: My Comm. Expires Jul. 29, 2004

State of Ohio
County of Cuyakoga
Sworn and confi ;

Certification: Completion of the following is certification that the information above is an accurate account of this individual's records
* | and is true and correct. This section MUST be signed by the Program Director (M.D./D.O. only).

A e ChViBtie AL ARGIIY D s s >
youn!:s ae this Title: - Date of Signature: “{36/ 03

o ()] S e (20) TT3-8225 . CalCrander ety iilth.or

Rev. 07/32/02 Packet ID: 36154 Request I1D: 12546067 TAG [14032]

Y




Section V

Examination History/Score Transcripts



,Umted States Mgdlcal Llcenslng Exammatlon’“i (USMLE T“)

ff ,“,’i»Umted Sfates 7
Medlcal

icensing \ |

SN T SR AL AT S R R 2 \ S\ RN \ SN B AR ARG
Examination This Transcript was prepared by the Federation of State Medical Boards

Date of Certification: 12/08/2003

Packet ID: 36154
Examinee: Lowenthal Rebecca
USMLE ID# 5- 044-506 3

: 7y 12//,07/ 197() @

“Results for all Steps taken by this : \
one day, the test date reflects the day on which the examination began. Scores are reported on two scales. The recommended minimunr passing
score ('Passing™) on each scaleis shown in-parentheses.

Pass/ Three-Digit Two-Digit
Fail Score  (Passing) Score (Passing)

16/28/2001 PASS 193 (182) 79 (75)
9/5/2000 FAIL 173 (179) 73 (75)

Test Pass/ Three-Digit Two-Digit A /
Date . Fail Score (Passing) Score _ (Passing) Comments

%%

0/1/2001 PASS 199 (174) 81 (75)

STEP3 Test Pass/ Three-Digit Two-Digit
State Board — Date Fail Score (Passing) Score (Passing)

~ OHIO 7/82003 PASS 209 (182) 85 (75)

. N
A search of ‘
above-named exammee.

\\‘

Patent 5656674

40010 1269588 ’ " TouchSafe®

SEE REVERSE SIDE FOR EXPLAHATIDN OF INFORMATION REPORTED ABOVE.




described below.

Authenticity of USMLE Transcripts
An original, certified transcript of United States Medical Licensing Examination scores is printed using black ink on blue safety paper
and is produced only by the Educational Commission for Foreign Medical Graduates, Federation of State Medical Boards, or National
Board of Medical Examiners. The TamperSafe” Hologram in the lower left comer certifies the authenticity of this document.
Alieration or forgery of a USMLE transcript may result in appropriate legal action and/or a determination of irregular behavior, as

To Test for A‘uthenticity: Touch, rub or breathe on TouchSafe’ Fingerprint and the word VALID will appear. When liquid bleach is
applied to 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 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-time examinees from medical
schools in the United States was 200 and 20, respectively. Most
scores fall between 140 and 280. An equivalent value score on a
o-digit scale is also provided. A score of 75 on the two-digit

¢ is the recommended minimum passing score. The
ended minimum passing score on each scale is shown on
3t of the transcript next to the examinee’s score for each
Ehtion administration. The level of proficiency required to

E recommended minimum passing level for each USMLE
reviewed periodically and is subject to change.

tors 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 certified 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 npature 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 ISMLE transcript by a “Note”.

4/2003



‘State Medical Board of Ohio

77.S. High St., 17th Floor » Columbus, OH 43215-6127 e (614) 466-3934 e Website: www.med.ohib.gov

January 16, 2004

Rebecca Ann Lowenthal MD
23105 Ranch Road
Beachwood, OH 44122

This is to notify you that you are now licensed to practice medicirie or osteopathic medicine and

surgery in the State of Ohio. The Board approved your request and your license number 83797

was issued on January 16, 2004 and will expire on July 1, 2006. A wallet card and wall
. certificate will be mailed-to you in approximately 3 - 4 weeks.

Please be advised that verification of your Ohio license must be obtained directly from the
Board’'s website at http://www.state.oh.us/med/. The website is updated approximately 7-10
business days after the date of licensure; therefore, you must maintain this letter in the interim
for purposes of verifying your Ohio license for hospitals, insurance companies, etc.

The Ohio Medical Board operates a “staggered renewal” system based upon the first letter of
your last name at the time of licensure. Enclosed is a chart and information outlining the
staggered medical license-renewal system and ccntinuing medical education (CME) hours
required. Renewal applications are mailed approximately six months prior to the date of
expiration. CME information rmay also be obtained from the Board’s website.

SECTION 4731.281,- OHIO REVISED CODE REQUIRES WRITTEN NOTICE TO
‘THE BOARD OF ANY CHANGE OF PRINCIPAL PRACTICE ADDRESS OR
RESIDENCE ADDRESS WITHIN THIRTY DAYS OF THE CHANGE.

- This notice authorizes:you to make application for a U.S. Drug Enforcement Administration
certificate of registration (controlled substance permit). . To make such application, contact:

Drug Enforcement Administration (DEA)

431 Howard St.

Detroit, Michigan 48226

(800) 230-6844
- www.deadiversion.usdoj.gov/drugreg/index.html

Any questions regarding:your DEA registration must be directed to the DEA office above.

Sincerely,

Do ¢ —aZot
A e
Penny E. Grubb
Chief, Licensure



Renewal ID 123145
Date Posted: 2/21/2006 10:54:51 AM

Please review all information you have provided. Click on the "Review" button to
change any information given or click on the "I Agree" button to verify that all
information posted below is correct and to proceed to payment options.

Please note that knowingly providing false information may result in denial of
registration.
Address Information

CREDENTIAL MAIL ADDRESS C/0O METRO HLTH MED CTR-RES SUPP
6835 Broadway Avenue
CLEVELAND, OH 44105

Cuyahoga County
United States of America
216-957-1600

License Information

License Number 35.083797
License Name REBECCA LOWENTHAL
Email Address

Fees
Relicensure Fee ) $305.00
Total Fees $305.00
Specialty Codes
1. Please select one specialty from the field below
....... FAMILY PRACTICE
2. Please select one specialty from the field below, if applicable.
....... {not Answered}
3. Please select one specialty from the field below, if applicable.
....... {not Answered}
CME-Physicians
1. Have you met the above CME requirements for your license?
....... YES

Discipline
1. Have you been found guilty of, or pled guilty or no contest to, or received
treatment or intervention in lieu of conviction of, a misdemeanor or felony?

2. Have you surrendered, consented to limitation of, or to suspension, reprimand or
probation concerning, a license to practice any healthcare profession or state or

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewalldnt=123145

Page 1 of 2

4/10/2014



Renewal ID 123145

federal privileges to prescribe controlled substances in any jurisdiction other
than Ohio?

3. Have any malpractice awards been paid by you or on your behalf for acts
occurring in any state other than Ohio?

4. Has any board, bureau, department, agency, or any other body, including those
in Ohio other than this board, filed any charges, allegations or complaints
against you?

S. Have you had any clinical privileges or other similar institutional authority
suspended, restricted or revoked for reasons other than failure to maintain
records on a timely basis or to attend staff meetings?

....... NO
6. Have you been addicted to or dependent upon alcohol or any chemical
substance; or been treated for, or been diagnosed as suffering from, drug or
alcohol dependency or abuse?
....... NO
Social Security Number
1.
....... o)
Nurse Collaboration Info
1. Are you currently in a collaboration agreement with any Clinical Nurse
Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners?
....... NO

2. List the name/names and type of licensure for each nurse with whom you are
collaborating. For example: Jane Doe, CNP; Mary Smith, CNS.

....... {not Answered}

I understand that submitting a false, fraudulent, or forged statement or
document or omitting a material fact in obtaining licensure may be grounds for
disciplinary action against my license.

Under penalty of law, I hereby swear or affirm that the information I have

provided in the application is complete and correct, and that I have complied
with all criteria for applying on line.

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewalldnt=123145

Page 2 of 2

4/10/2014



Renewal 1D 381958
Date Posted: 2/4/2008 2:58:20 PM

Please review all information you have provided. Click on the "Review" button to
change any information given or click on the "I Agree" button to verify that all
information posted below is correct and to proceed to payment options.

Please note that knowingly providing false information may result in denial of
registration.
Address Information

CREDENTIAL MAIL ADDRESS C/O METRO HLTH MED CTR
6835 Broadway Avenue
CLEVELAND, OH 44105

Cuyahoga County
United States of America
216-957-1600

License Information

License Number 35.083797
License Name REBECCA LOWENTHAL
Email Address drrebecca613@hotmail.com
Fees

Relicensure Fee $305.00

Total Fees $305.00

Specialty Codes
1. Please select one specialty from the field below
....... FAMILY PRACTICE
2. Please select one specialty from the field below, if applicable.
....... {not Answered}
3. Please select one specialty from the field below, if applicable.
....... {not Answered}
CME-Physicians
1. Have you met the above CME requirements for your license?
....... YES

Discipline
1. Have you been found guilty of, or pled guilty or no contest to, or received
treatment or intervention in lieu of conviction of, a misdemeanor or felony?

2. Have you surrendered, consented to limitation of, or to suspension, reprimand or
probation concerning, a license to practice any healthcare profession or state or

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewalldnt=381958

Page | of 2

4/10/2014



Renewal ID 381958

federal privileges to prescribe controlled substances in any jurisdiction other
than Ohio?

3. Have any malpractice awards been paid by you or on your behalf for acts
occurring in any state other than Ohio?

4. Has any board, bureau, department, agency, or any other body, including those
in Ohio other than this board, filed any charges, allegations or complaints
against you?

S. Have you had any clinical privileges or other similar institutional authority
suspended, restricted or revoked for reasons other than failure to maintain
records on a timely basis or to attend staff meetings?

....... NO
6. Have you been addicted to or dependent upon alcohol or any chemical
substance; or been treated for, or been diagnosed as suffering from, drug or
alcohol dependency or abuse?
....... NO
Social Security Number
1.
....... aana—
Nurse Collaboration Info
1. Are you currently in a collaboration agreement with any Clinical Nurse
Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners?
....... YES

2. List the name/names and type of licensure for each nurse with whom you are
collaborating. For example: Jane Doe, CNP; Mary Smith, CNS.

....... Christine Williams CNP

I understand that submitting a false, fraudulent, or forged statement or
document or omitting a material fact in obtaining licensure may be grounde for
disciplinary action against my license.

Under penalty of law, I hereby swear or affirm that the information I have

provided in the application is complete and correct, and that I have complied
with all criteria for applying on line.

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewalldnt=381958

Page 2 of 2

4/10/2014



Renewal ID 1013752
Date Posted: 3/17/2010 11:47:59 AM

Please review all information you have provided. Click on the "Review" button to
change any information given or click on the "I Agree" button to verify that all
information posted below is correct and to proceed to payment options.

Please note that knowingly providing false information may result in denial of
registration.

License Information

License Number 35.083797
License Name REBECCA LOWENTHAL
Fees

Relicensure Fee $305.00

Total Fees $305.00

Specialty Codes
1. Please select one specialty from the field below

....... FAMILY MEDICINE

2. Please select one specialty from the field below, if applicable.
....... {not Answered}

3. Please select one specialty from the field below, if applicable.
....... {not Answered}

CME-Physicians

1. Have you met the above CME requirements for your license?

....... YES

Discipline
1. Have you been found guilty of, or pled guilty or no contest to, or received
treatment or intervention in lieu of conviction of, a misdemeanor or felony?

2. Have you surrendered, consented to limitation of, or to suspension, reprimand or
probation concerning, a license to practice any healthcare profession or state or
federal privileges to prescribe controlled substances in any jurisdiction other
than Ohio?

3. Have any malpractice awards been paid by you or on your behalf for acts
occurring in any state other than Ohio?

4. Has any board, bureau, department, agency, or any other body, including those
in Ohio other than this board, filed any charges, allegations or complaints
against you?

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewalldnt=1013752

Page 1 of 2

4/10/2014



Renewal ID 1013752 Page 2 of 2

5. Have you had any clinical privileges or other similar institutional authority
suspended, restricted, revoked or placed on probation for reasons other than
failure to maintain records on a timely basis or to attend staff meetings?

....... NO
6. Have you been addicted to or dependent upon alcohol or any chemical
substance; or been treated for, or been diagnosed as suffering from, drug or
alcohol dependency or abuse?
....... NO
Social Security Number
1.
...... JEmnD
Nurse Collaboration Info
1. Are you currently in a collaboration agreement with any Clinical Nurse
Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners?
....... YES

2. List the name/names and type of licensure for each nurse with whom you are
collaborating. For example: Jane Doe, CNP; Mary Smith, CNS.

....... father mirolovich, cnp; heidi yoho, CNP; nancy lyberger CNP; robert
walker CNP; jean ronyak CNP

I understand that submitting a false, fraudulent, or forged statement or
document or omitting a material fact in obtaining licensure may be grounds for
disciplinary action against my license.

Under penalty of law, I hereby swear or affirm that the information I have

provided in the application is complete and correct, and that I have complied
with all criteria for applying on line.

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewalldnt=1013752 4/10/2014



Renewal 1D 1695066
Date Posted: 2/7/2012 12:45:13 PM

Please review all information you have provided. Click on the "Review" button to
change any information given or click on the "l Agree" button to verify that all
information posted below is correct and to proceed to payment options.

Please note that knowingly providing false information may result in denial of
registration.

Address Information

MAIN 23105 RANCH ROAD
BEACHWOOD, OH 44122

Cuyahoga County
lowenthal R@yahoo.com

License Information

License Number 35.083797
License Name REBECCA LOWENTHAL
Fees

Relicensure Fee $305.00

Total Fees $305.00

Medical Board Correspondence Email

1. Did you provide a Credential email address? Please note this information is
a public record.

Specialty Codes

1. Please select one specialty from the field below
....... FAMILY MEDICINE

2. Please select one specialty from the field below, if applicable.

....... {not Answered}

....... {not Answered}

CME-Physicians
1. Have you met the above CME requirements for your license?

Discipline
1. Have you been found guilty of, or pled guilty or no contest to, or received
treatment or intervention in lieu of conviction of, a misdemeanor or felony?

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewalldnt=1695066

Page 1 of 4

4/10/2014



Renewal ID 1695066

2. Have you surrendered, consented to limitation of, or to suspension, reprimand or
probation concerning, a license to practice any healthcare profession or state or

federal privileges to prescribe controlled substances in any jurisdiction other
than Ohio?

3. Have any malpractice awards been paid by you or on your behalf for acts
occurring in any state other than Ohio?

4. Has any board, bureau, department, agency, or any other body, including those
in Ohio other than this board, filed any charges, allegations or complaints
against you?

5. Have you had any clinical privileges or other similar institutional authority
suspended, restricted, revoked or placed on probation for reasons other than
failure to maintain records on a timely basis or to attend staff meetings?

....... NO
6. Have you been addicted to or dependent upon alcohol or any chemical
substance; or been treated for, or been diagnosed as suffering from, drug or
alcohol dependency or abuse?
....... NO
Social Security Number
1.
....... o
Nurse Collaboration Info
1. Are you currently in a collaboration agreement with any Clinical Nurse
Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners?
....... YES

2. List the name/names and type of licensure for each nurse with whom you are
collaborating. For example: Jane Doe, CNP; Mary Smith, CNS.

....... Deborah Palko CNP; Robon Vanek CNP

Ohio Employment
1. Do you practice in Ohio?

Ohio Workforce Questions
1. "Clinical" - direct patient care

2. "Research" - study of a treatment, procedure or medication done in a medical
setting or for a medical purpose

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewalldnt=1695066

Page 2 of 4

4/10/2014



Renewal ID 1695066 Page 3 of 4

....... 0
3. "Administration” - activities related generally to patient care other than direct
contact with a patient (e.g. recordkeeping, clerical tasks, chart review, prior
authorizations with insurers, claims, billing issues, etc.)
....... 1-4
4. "Education" - preceptor, mentor, etc.
....... 1-4
5. "Volunteering" - providing medical and medical-related services at no cost
....... 0
6. "Other" - medical professional activities not included in above categories
....... 0
Clinical - Practice setting
1. Enter the number of hours per week spent in "Office/Clinic/Ambulatory
care" (out-patient care).
....... 25-29
2. Enter the number of hours per week spent in "Hospital (in-patient care)".
....... 1-4
3. Enter the number of hours per week spent in "Emergency Room".
....... 0
4. Enter the number of hours per week spent in "Urgent Care".
....... 10-14
5. Enter the number of hours per week spent in "Other".
....... 1-4
Waorkforce Counties
1. Enter the first zip code:
....... 44105
2. Enter the first county:
....... Cuyahoga
3. Enter the second zip code:
....... 44122
4. Enter the second county:
....... Cuyahoga
S. Enter the third zip code:
....... {not Answered}
6. Enter the third county:
....... {not Answered}

Practice Arrangement (size)
1. Solo practitioner

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewalldnt=1695066 4/10/2014



Renewal ID 1695066 Page 4 of 4

....... NO
2. Single-specialty Group

....... N/A
3. Multi-specialty Group

....... N/A

4. Employee of a clinical facility or hospital? (Clinical facility is an urgent care,
industrial clinic or similar entity)

Workforce Language Question

1. Do practitioners or staff in your practice communicate in sign language or in a
language other than spoken English?

ABMS Certified
1. Are you certified by an ABMS Board?

ABMS Specialty
1. Choose specialty from the dropdown list.
....... Family Medicine

2. Choose specialty from the dropdown list.
....... {not Answered}

3. Choose specialty from the dropdown list.
....... {not Answered)}

I understand that submitting a false, fraudulent, or forged statement or
document or omitting a material fact in obtaining licensure may be grounds for
disciplinary action against my license.

Under penalty of law, I hereby swear or affirm that the information I have

provided in the application is complete and correct, and that I have complied
with all criteria for applying on line.
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