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APPLICATION FOR PHYSICIAN AND SURGEON'S
EXAMINATION OR‘I.ICENSURE_ .

Read all instructions prior to completing this application,
submitted with this application per instructions, Please typeorp

(P16} 9204411

L i o T A

2.4
- MEDICAL BOARD OF CALIFOR

K 2
1428 HOWE AVEMNUE, SUITE 34, SACRAMENTO, CA  95825-0238 37

Al questions on this application must be answared, and
tint nently. When spuce provided is Insufficient, attoc

h- SN

.\‘6‘4

1. Name, st Firs Middle o
HANSE N MAR L Lee AN _
2. Cther names you have used (include maiden name): 3. Social Security Number
E , ) See discloturs statement an 117~
. : 4. Address: Mumber ond Street /Rural Route finclvde apartrnent number, i any)
43 Crestraant Oy @
City . . -Slate IIP Coda, Country

IS o A e R ©, COLiTaRmn A SHL 3) w.s A,

5. Telepﬁona MNumber:  Hame Work 6. Date of Birth:  Mo/Day/vi | Place of Birth; .

7. 80%: R Femole
T mate

8. Are you a U.S. citizen?

Intent to beceme o U,S. citiren,

il you are a Foreign Madicol Graduan

€, you must provide on original Cenificate of Noturalization, Declaration of
or a full unrestricted license 1o praclice medicine n o sfoto or caunlry,

M Yes [ No

9. Have you ever filed an application for examination or Ii
- U YES, give date previous application was submitled.

censure in California?

O Yes ;EL Mo

10, List nome and address of all tolleges or universities attended
Please submit an official sealod transcript for each school attended, _

Nome

where pre-prafessional, postsecandary instruction was received.

Address

Perind of Attendance

k

From {Mo/¥r} To {Ma/Yr)

. _&L}{\'\ MRS R ug‘%ul|_

m\/\ﬂ&-

.(EEJLLL.,._,;:%L_\?EISL

GO G ray A

1o/ Eo 6/90

1
10.a Check whether the following pre

medical courses were sutcessfilty completed and show whers completed:

Coursa Yoy No Narnp of College or University
Chemistey v Wy weishdu ef Cal ot mien it viee {wernkdl
Physics v b MO e AN e TN Coll eg e, 51 Pacd M i
Binlogy or Zoology , o o '\/ \J\ SO vl -
11. Listnome end address of all schools where prolessional medical

. Medical Education (Form 12 and official seated transeripts from 2ach school attended.

instruction was received., Submit an original Certificate of

‘Name

Address

Place Where
lnstruction Recelved

Period of Attendunce

Fram (Mo /¥r) To (Mo f¥r)

AW Ao 00

STPRNFOZO U

I O WL Y .

A%k

6/91

T2. Dactor of Medicine Degree granted by: {.y;bm'i—r origin
origingl, submit an uificial certified phatocopy thet has the school seal offixed on the signat

Home o Medica! Schoal

Lt Nn/e}rqf'h/

S1anFoaDd

NOTE: APPLICANT MUST PRGVIDE MAME, ADDRESS AND DATE OF ISSUANCE OF DEGREE.

f?ﬁl fo.

ol medical diploma and a photecopy;

Note, o U5, graduate may, in liev of the
ure of the registrar cerlifying authenticity.)

Addross of Medical School

iy, A

v ofiefg

Crad Date of lssuance

07A-100 [REV, 7/91)

&l supporting documents must be
h additfonel sheets of paper,
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: : . . MBC USE ONLY
13. -Have yav taken any of the following written #xaminations: Notional 8oards, other State Boards, FLEX, ECFMG Cariilication? [SAoWRITIER et
I YES, lit nama, localion, data and rewll ol axomination. Subm¥ centificution ol scores from vach examinakion Yes [:I No i Gl N y ';‘L.&;‘i' :
agency. Applicants who hold ECFMG cortitication witf noed te submig an original valid ECEMG cortillcate for exonination ' 3 3 Shepulinh
ond Ticonsurs, ) £ ]
; gt !
Name .Locztion . Date ] Result

B

Heast one year of quallfying postgradoate training in V.5, or Canadion facilities?
ment Irgining raceived in research or clinleo) fellowship pragroms)

14, Have you satisfactorily completed o
. {Mote:  Da not complete Farm £ (s} 1o docu

Yes D No
" 1T YES, fist name ond address of oll kaciliftes. Sybmi an eriginal Certificate of Campletion of ACGME Postgraduate Training (Form L9)-drom each Taciliry.

o, 0

RO Ty

Addrass

. Perlod of Aflendance
Typea of Service .

From {Ma/Yv} Tos [Mef¥r)
771 o,

: Sap 52 LASCa.

SRS by /9 preeat
)

R T

EE)

QUESTIONS 14423 For ony positive res

ponse fo these Guestions,

applicant should provide, in addition fo wiitten explonations,
any decumentation regerding the matier, i

14A. Have you ever withdrawn from,
teaining program?

or been suspended, dismissed or expelled from, o medical school or postgraduate

Yes No

13. Have you been licensed 1o practice medicine in ey state or country?

' D Yes

It YES, list slate or counlry, license rember, dale

A e

y's jurlsdiction for each, Submit o Letter of Good Standing from
ry, limited, or provisiona! licenses. .

#iued and dates of praclics in issving agenc
each state inwhich you are Feensed or have bee

n licensed, Please include temporo

- . . . Dotey of Procrics in lsving Aem:y's Jurisdicilon
State or _Courntry license Number ‘ Date af lssuanca ~Feom fthor¥e) To (Maf¥1)
— —
16, Has any disciplinary action ever been §i : i i

g orls license which you now hold or have ever held?
evvice or other U.S, federal gavernmental entity,

Include any disciplinary actions by the U.5. Military, U.5. Public Health 5
1F yes, give details below, . : ’

Yes No

Slate Date

Charge Disposition i
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17. Have you évPr bezh denied o license, permission 1o practice madiche or tm other healing arts, or permission to take an
examination in any stae, counry, ar U.S, federal jurtadiction? T, : You Mo
1 yas, qivedﬂdﬂs'l_:dfov!.. -
“Blate ar Country " Déte qf Danial . S ! Regvon lor Deniol

8. Have you been charged with unprofesslanal condyet or an

¥ other unlawful adlivity by any heafing arts licensing authotity or
by the U.S, military and are owaifing-final dispasition by that body? You must alsa list any pending éctlons or accusetions,

Yes Mo

J0 190 Have you evér.volunrarily surrenderad o license o proctice in the healing arls in onother state? Yoy o
T e - . . ' . .

20. Hd\'fe y't'n} ever hod stalf priviloges In o hospital denied, suspended or revoked, or résigned from o medical statf in liou of
-diciplinary action? ’ '

. .’\".' MR

. Yes 2]
. .
o or treated for

21. Are you now, o were yuis in the past, addicled

addiction 16 cantrolled sitbstances, such a5 narcotics or
alcohol? O T : Yes No
- 22. Have you ever been convicted of, or pled nolo contendare to a

violation of any federal, state or local law relating fo the
distribution or dispensing of contralled substances? : . Yes No

I yas, giva dedails batow,

manufacture,

: ':Violéj?ion and Location . Daote )

Penalty or Disposition

I

23, Have you ever been convietad of, or pled nole contendere fn any offense, ﬁ:nisdamebnor or
States, or a foreign country? (except violations of traHic lows re
YOU ARE REQUIRED TO-LIST ANY CONVICTION THAT H
1203.4 OF THE PENAL CODE OR UNDER
THE DETAILS OF THE OFFENSE 15 AlLS

felony of any stote, the United
sulting in fines of $75.00 of less.) Yes o

AS BEEN SET ASIDE AND DISMISor0 UNDER SECTION
ANY OTHER PROVISION OF LAW. A SEPARATE LETTER EXPLAINING
©_REQUIRED, IN ADDITION TO CERTIFIED COURT DOCUMENTS.

1t yes, give details bolow,

Violation ond Location Daté

Penalty or Disposition

"Disclosure of your social sect;riiy number is fnundu!ory. Section 30 of the Business and Protessions Code cnd Pub. L. 94-455
(42 W.5,C.A, 405 (c) (2) (C) avthorizes collechion of

your social security numker. Your sociol security number will be used
exclusively for tax enforcement purpases, # you fail 1o diselase your social securlty number, you will be reported to the Franchise
Tax Board, which may assess a $100 penalty against you : -
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{ hereby daclare under ponclty of parfury thder
the laws of the State of Califarmle, thet the photo
of myself attached herote, was taken

adl

- anorabout S8

my age then being... . yecf.m

color of hair . .

color of eyes ..

"
BOTTOM

height.. e —in.;

R

waight: tbs.;

o

]
K

identilying marks

l-l'/{ "1'

i NO.TE:

- gy be transmitted fo any ether medical licensing wuthority or the Federation of Stat

_ 3%” x 5" Black and White
Allitems in this application are munddiory,- none are voluntary. Foilure to provide an
being rejected as incomplete. The Information previded will be used to determine g
and Professions Code which autharizes the collection of this infarmation. Infarmation

y of the requested information will result in the application
ualification for licensure, per Section 2080 of the Businass
regording the issuance or denial of ¢ license by the Board
& Medical Boards. Applicants have the right to review their

application subject 1o the provisions of the-Information Practices Act, The Program Manager of the Division of Licensing is the custodion of

records,

HOTARIATION PORTION

STATE OF /223 4 /” ,ﬁ'pfgﬁ/'q, -
" COUNTY oF ﬂ/Z&’/ /ﬁ;f(ggg)/&g?

S T e

PN ARy LEC AN AR o N

O7A:100

the foregoing application for a physicion’and surgeon’s cartificate in California and that 2h
- requirements therein and thet the statements inade herei
of California.

SHe requests that the Division of Licensing,
postgraduate Iraining or licensure in California. In making this request, 5.
or agency, relative to thelr training and qualifications as o physician and

_Sigﬁedupdswom! before me this ___ /7

; . bei 5 , soys e is the on referred to in
PRINT " FOLL FAME OF KPVICANT ¢ing duly sworn, says She is the person roferre

& has carefully read ond thoroughly understands ofl the

n and clf attachments are true and correct under penalty of perjury under the lows of tha State

Medical Board of California, initiate o reir};eﬁi'bf'thé records to determine their eligibility for examination,

2he authorizes the refeasa of any information-or records held by any individual
urgean, tpon request by the Board for use in avaluating their file, -

M &M@Ww@kmr MDD

Signatiia of applicants  (Write FULL name, nat initicds)

doy of VM 198E

%ﬂf /K’M‘W%ﬁofb!ofuryl’ubﬁc Ler s 0, L[99y :
e sdions T2 Sl y2r e ]

DEFICuL sEAL
- REGINA KAUTSIAYA,
ms;“mv FUSIC CALIFORMIA

’ e »
mmmfﬁ%gju%ﬂm ; My commission expires W’; 3753 /Wj

Ngriagr

el o - o T

(v, 7/97)
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STATE OF CALFORNIA--STATA AN, EONEUMER SERVICES AGENCY . SEPLAL FOROD whison, Governe.

el [

Gl MEDICAL BOARD OF CALIFORMIA

L
v h TELE
H26THOWE AVENUE, SUITE 54, SATPAMENTD, CALIFORNIA 950253234 JUH £ 7 31 ﬂd 44

Bt : . ;
i 93 JI4-3 M 9: 08 18 viosa)
flinies .- et . A
CLor o JOFLCENEERTIFICATE OF MEDICAL EDUCATION
|- webicaL scroot po nor COMPLETE IF PHOTOGRAPH OF APPUCANT/STUDENT IS NOT ATIACHED BELOW. i
This certfies thot ____ MIRALEE AN gy Sond
- FU]I.I MHAME OF APPUCANT ) :
of _2333 SPERIDLE pue enolledin___STANFTLA UNIVERTOM coihoatop Fedi i
R . ADIRESS WHEN EMGUED VIV G PRARE, oA QU NARE OF MEDICAL SCHOOL /
: PMGHMT?&M;ONCAL\%RN\ B onthe LST____ gayof _OCTOBER _ 1B

and was granted the following credits on enrollment:

Promedicul Education, Twa yéars of preprofessional postsecondary education, including the subjects of
. physics, chemistry, and blology (Business and Protessions Coda Section 2088).

. " , o . - € ?
Aans wu’“m#—be«\ Colitrrn, e v ine io/e0 ~ ¢

CATIONAL INSTTUNION DATES

. . MMD : o m 8 dv d Cre:inis h%eg& previously oblgmed at an qppr‘??\!r’e%ﬁ\%q%%! 6%%‘5{2?:{?7{!, iy o omp bag fﬂ?ﬁ
10 fess than 4008 houm of hrfudion covaring 1 tewy fimn 2000 boom of bemustier ooy

. . | -
o0 U e Raica sonoot ORI W v E::’S‘"’aﬂ!fhmiﬂd‘ DATES

The undersigned further ceriifies that the. records of this institution show that e attended in this institution s DG
RECEIVED SUFFICIENT HOURS OF MEDICAL INSTRUCTION AND UNIT OF R N
o LY . l Py ; L 000}

isve-
- HUMBER OF WREKS .

q'»ui:ad__jmhe subjects set forth hereunder (Business and Prafesslons Code Section 208%), and that
£X __he was granted the degree Backelor/Dactor of Meditine by

Q

B . _he withdrew from o ' /
the above-mentioned medical school on the L6 TH doy of J UNEmnm- k3 1991
: Analomy Lermotology - - Preventiva madicine, including Nubiion
Otolaryngology . ’ Embryolugy : . Physicol Medicine
. Obstetries and Gynecalogy Histology ) M Therapautics
Radiology, including Radiction Safety Humen Sexuclity os defined in Section 2090 Nevroenodomy
Tropitol Medicine - Medicine Child Abuse Detachion and Trealment
Physiclogy . Surgery,incuding Orthopedic Surgery Geriatric Madicine .
Biochemisiry - . - Urslogy - Pediatsics
- Pathology, Bacterialagy end Immunalogy Psychiatry Phormacology
Ophthalmology ’ Neurology N Anesthesia
[ : .
.- Signed and the college seal offjxed this 25TH day of ﬂ___ ' 199i..

- - -

P o éﬁ%ﬁaﬁf?ﬁéﬁéﬁzﬁ}f ég,?.f;&é:%’mzﬂz’

PRESIDENT, SECHETARY, DEAN

] .
. o ! " Medical School Seal MUST Be imprinted Partially on the @T}AWRD UN!VEFTS‘TY
. [ =Y 8 54
~ STANFORD, CA , 94305
T T TRANSCRIPTS OF PREMEDICAL EDUCATION, ADVANCED CREDITS, AND MEDICA
{-’ . . SCHOOL CREDITS MUST BE SUPPLIED WITH W%WWE -
¥ ‘ I .
¢ l’ * Eoth sehiool whers piofeinonal medicod inttarcion was tecelvad MUST complete one of these dorms. H )“i !f
- v mate hon una whool wo attndad, phatocoples of this bloak foem mary b made and uted. Hate fiat
Fhelegruph and ol entrisy 1o ta Toam s ba ariginnl. JACK R: FARRE'LL‘ -

- ACTING REGISTRAR

‘ i

TR T ——

win
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MEDICAL BOARD OF CALIFORNIA
- 1426 HOWE AVENUE

.7 .. SACRAMENTO, CALFORNIA 95625-3236

—~STATE AND CONSUMER SEhv.uES AGENCY :

NBUINCY
Affades

S CERTIFICATE OF COMPLETION OF
- ACGME/CCME POSTGRADUATE TRAINING

graduate completing postgraduate training in the United
cantis not attached on the reverse side, Also, pleass print

Do not completa if photograph of appli
non'the form, S

To be completed by applicant/traines.
Last Name T

omms _ AFPgon B AL 7
Aerose: .. A3 Cj'regﬁ;mo A D\f‘\\/‘é?_.  Phone

PART 1;

Number: , '

(‘lty SM FQMQ'\S( Q . Stats: Cﬁ - lZipCode: QL(’ \ 3 \

' PART 2: Tebe complatud by lacility.

ve and whose photoyraph is attached to this form, formally completed
at this facility. The following information is provided 1o certify “satisfactory” complation, Sea reverse

an aceredited pdslg:aduate training program
sida of Form for definktion of “satistactory’”,

Nama o"friacuify; -University of California, San Francisco

';Ad&rssséfFaéﬂiw:l 505 .Parnassus Avenue, BX 0132, San Francilsco, CA 94143
-Nameofj. . ‘ -

_ . . . : R Phone .
A Pragram Dirbctor: | James D, Goldbers, M.D. s Number: {415} 4765192

} Signaturs of )

‘ Date
- - | Program Director: © . ! \AY " Signed: L\\O\-\C\’S
: T
: List Categorical Spacialty \ ' ’
Aroa of Tralning . . : Data Trolning : Date Training
Completed by Traines. OB/GCYN . Commeneed: 6/21/91 Completed 6/20/92
Hhe training was rotating or transitionai, list in the spaca prov

ided below, 1ha specific rotations and the number of weeks spent in eash;
Straight training in OB/GYN - 12 months

Note: To-qualify for licansure in Cat
-1 postgraduata training in penaral medi
“who have not completed the one-yaa
in general medicine as part of the on
where the applicant has diract patien
medicine requiremeant is satisfied by

ifornia, applicants' who ara graduates of a foraign’ medical school must complets at least four months of
cing as part of the ona-year requiremant, Applicants who nre graduates of 8 1.8, or Canadian medical school,

rof postgraduata Iraining requirad for licensure by July 1, 1890, must also complete four-months of training

& year required lor licensure, The general madicine requirament may ba satisfied by actual clinical practice
t care responsibilities in any particular specialty or sub-specialty area for at least four montha. If the general

training irv a specialty area othar than family practice, internal medicine, surgery, pediatrics or obstetrics and
gynacelogy, the Program Diractor must submit a description of t

he typa of training in suffigien dotall 1o allow the Division of Licansing to make
a determination regarding its accaplability, .

TOVER)

e




PA_R:E 3 _I‘q ba complatad by the Director B w’i"adl‘caf Education and affixed with the officlal facility seal,

James J. 2'Donnell, M.D. . Nu?rrl‘i?ur:MlS) 476-4561

'f-;nfilllg Nema: -
# '

' ‘ L : . Dato F R
- University of California, San Francigee - 'C;n(:plztr: 4/8/93

505 Parnansus. Avenue, BX 0132 .

“'San Ffanciséé' -  State: CA. Zip Code: 94143

The Individus| signing this form 16 formally cartifying dnd documanting,
for the' particutar postraduate level and that they satisfactorily comp?
ihe criteria defined 88 pquating io “satisfactory” parformance as desc
"the completion of tha minimum cne-year of tratning required for lice
frairiee hps sequired the ski and qualifications necassary to safely &

under penalty of parjury, that the physician racalved ingtruction appropriste
otad the tralning program in accordance with the accepted standards and
ribed balow, In cases whero the Director of Medica! Education is pertifying
nsura, h or she will personally be attesting to the faci that the physician/
ssume Lha unrestricled practica of madicine In this state,

Definition of "Sar."s}'acgm"‘.' The physician performed at an adaquate levsl hased on evidence o

[ satigfactory progressive scholorship end
professional growth ineluding demonstrated ability to assyme graded and Increasing responsibility fo ’

r patient care.

[ hareby declare under penalty of parjury under the laws of the State of
California that the above statements are trus and correct and thet the
tralning program is approvod by the ACGME of the CCME fo offer the type
'5nd tevel of training completed by the applicant and that the applicant was
i{inad in an approved ACGME or CCME program position.

Shinaiure o Direcor @wmo Dty M&ﬂ/ £S
'D:%tsrs.igne;i;::’l - : 4 - Ig”'qg : : ) : l

CFFICIAL HOSPITAL SEAL O] NOTARY :
SEAL, DAYE AND SIGNATURE MUST BE o i 4
AFFIXED TO CERTIFY TRAINING. S




2,

'STATE OF CACIFORRNIA~

STATE AND CONSUMER SERVA: 4 AGENCY

& : ‘ 5 5 PETE WILSON, Govarmor
ot MEDRICAL BOARD OF CALIFORNIA &
2 §, Ovpartment : " 1426 HOWE AVENUE, STE, 54 - ]
) .{!}\n{jll‘llu‘lﬁ SACRAMENTO, CA 95826-32_38

Allai

(916} 263-2489

. CERTIFICATION STATEMENT

T_'l"1‘is isto certify that ./ A2\ L &c AN N s inan approved ACGME/CCME postgraduate

INama of Physician) ]
Hiso

training position that commenced on. June 21 ' . 18 ﬂL‘fg;(Tis expected to be completed

Obstetrics and Cynecclogy

on " June 30 - : , 19 05 in
i ) . ' . {Type of Training)

Universiry of California, San Francisco
R . - {Name and Address of Facility)

505 Parnassus Avenue, Rox 0132, San Trancisco, CA 94143

[AFFIX OFFICIAL HOSPITAL S
- SEAL OR NOTARY PUBLIC SEAL)

I hereby declare under penalty of perjury under the laws of the State of
California that the above statemants are true and correct and the facility
is approved by the ACGME or the CCME to offaer the type and level of
S training cdmpleted by the applicant and that the applicant is being
~ trained in an approved ACGME or CCME program position. !

James J, 0'Donnell, M.D.

Type or print nama of Diractor of Medical Education

O W rnnell -nf fe

of Director of Madical Edugation

April 8. 1993 C __(415) 476-4561
Date

Lo Phona Number

NOTE; Do not use this form in fieu of Form L3 “'Certificate
ot Completion of ACGME Postgraduate Training'*

OFA100-L8 (Rev. 12,02}




B1ATE BN AR IEBANIA L T mr e

LICENSE RENEWAL APPLICATION
= PHYSICIAN. AND ‘SURGEON

DEPANFIALNT UF GUORSUMLRMS NG

D.Continuing Medical Education (CME) Certification Statement  LCERIFY UNDER PENALTY OF
F. ] ¥, | WisH TO CONTRIBUTE PERJURY UNDER THE LAWS OF CAUFORNIA TO THE FOLLOWING STATEMENT. | CERTIFY THAT | DO MEET EACH OF THE
525 FOR THE FAMILY PHYSICIAN CONTINUING MEDICAL EDUCATION REQUIREMENTS LISTEC ON THE BACK OF T FORM OR THAT | MEET THE CQNDITIONS
TRAINING PROGRAM WHICH WOULD EXEMPT ME FROM ALL OR PA WEQP?REMENTS OR/AHOLD A PERMANENT cwy‘.vmv [
: SIGNATURE REQUIRED HERE: fi vate: A2/ 2010
H.[] vEs, | WisH TO CONTRIBUTE = Tz £ z 7
§50 FOR THE SM. THOMPSON LOAN AMOUNT DUE DELING FEE IF E. FOR ADDRESS -CHANGE OMNLY
REPAYMENT PROGRAM NOwW POST 1%% EBBAFTER JF YOUR ADDRESS SHOWN IS INCORRECT, CORRECT IT BELOW,
LICENSE NO. EXPIRES STREET
i 76967 10/31/08 SBSan: $885.50
cITY STATE 7P
YOLUNTARY FEE =
TOTAL ENCLCSED f 5 $ | PHONE KUMBER ( )
ACTIVE MARILEE ANN HANSON - G. FINANCIAL INTEREST STATEMENT
| CERTIFY UNDER PENALTY OF PERIURY THAT | HAVE DISCLOSED ON
710 EAST 24TH ST STE 403 THIS RENEWAL APPLICATION FORM (SEE REVERSE FOR SPACE) THE
. NAMES OF THOSE HEALTH-RELATED FACILITIES JryWHICH | OR MY
MINNEAPOLIS MN 55404 ] FAMILY HAVE A FINANCIAL INTEREST OR | CERFGY UNDER PENALTY
_ OF PERJURY | H%ﬁ)@f@f«‘f 1AL INTEREST Dlscwse
M(V Sighatura requlreﬂ’her{
N
63010700000700006000769679011031080008050000088550 .



Please print or type the namels) and addressies) of each

health-related facility in which you or your immediate family

have a financial interest. !f more space is needed, please

attach additional Iistings‘. If you have no interests to declars,

please write “none” in the area below and sign your name on
his document at G.

f
T 8B 43010700004 BOUTERETY LOPIDE
OF ARERTCA 198 CF ST TREAS-DEPY OF awﬁ W %% 'ty Addrs

 ldied > f?fdrmf 7/0 EZPnS f
my _2A a3

Npts 1P SSHY

STATE QF CALIFORNIA

DEPARTMENT OF CONSUMER AFFAIRS

PO BOX 942520

SACRAMENTO CA 94258-0520

SMBCLS 02/28/08



3. FITIanividl INeresl Suatermug

Please print or type the name(s) and addressles) of each
heaith-related facility in which you or your immediate family
have a financial interest. If more space is needed, please
attach additional listings. If you have no interests to declare,
please write “none” in the area below and sigh your name on
the front of this document at G.

rl-\llealth—Helated Fagility Address

71 63IBLETO00RS OROTEFETY BOPe1d  [In\agay ‘
ANERICA 148 LA ST TREAS-DEPT OF CONSIHER AEERMRE I SHeer | Sote WX
Ninnese\s | AN Soq T

gt onge~ A DA

VR
BAnk

T
oF

STATE OF CALIFORNIA
DEPARTMENT OF CONSUMER AFFAIRS
PO BOX 942520

SACRAMENTO CA 94258-0520

SMBCLS 03/28/08

IV AL R LUU e L e W

Physician and Surgecn

Since you last ranewad your hesnss, have you had any license disciphasd by a guvernmant agaagy or othar diciphnary
bady; or, have you baesa convictad of any crima in any state, tha U S A and #s tarritories, military court or a foreign
country? PLEASE READ INSTRUCTIONS BEFORE amgwezama 1,01 YES J NO

O.Continuing Medical Education (CME) Certification Statement | CERTJEY UNDER PENALTY OF
PERJURY UNDER THE {AWS OF CALIFORNIA TO THE FOLLOWING STATEMENT: | CERTIFY THAT | DO MEET CACH oF THE
CONTIMIING MEDICAL EDUCATION REQUIREMENTS LISTED ON THE BACK OF THIS FORM OR THAT | MEET THE CONDITIONS

F. [ ves. 1 wisH 7o contRiBUTE

$25 FOR THE FAMILY PHYSICIAN
TRAINING PROGRAM

WHICH WOULD EXEMPT ME FROM ALL OR PART OF THE REQUIREMENTS OR | HOLD A PERMANENT CME WAIVER.
SIGHATURE REQUIRED HERE. DATE:

63010700000700006000769679011031100007860000086400

DELING FEE IF
PGSTMARKED AFTER
11/36/10

$864.00

AMOUNT DUE
, NOW
LICENSE NO. EXPIRES
i 76967 10731710
YOLUNTARY FEE =| §
. TOTAL ENCLOSED =| 3§
ACTIVE MARILEE ANN HANSON

710 EAST 24TH ST. STE 403
MINNEAPOLIS MN 55404

E. FOR ADDRESS CHANGE ONLY
IF YOUR ADDRESS SHOWN 5 INCORRECT, CORRECT IT BELOW,

STREET

ciry STATE ZIp

PHONE NUMBER { ]

G. FINANCIAL INTEREST STATEMENT

| CERTIFY UNDER PENALTY OF PERJURY THAT | HAVE DISCLOSED ON
THIS RENEWAL APPLICATION FORM [SEE REVERSE FOR SPACEY THE
NAMES OF THOSE HEALTH-RELATED FACILITIES N WHICH | OR MY
FAMILY HAVE A FINANCIAL INTEREST OR | CERTIFY UNDER PENALTY
OF PERIURY | HAVE NO FINANCIAL WTEREST TO DISCLOSE,

Signatura raquired hars

OVER



STAIE DEFARIMEN | OF CUNSUMER AFFAIRS
INTERNET CASHIERING SYSTEM
MEDICAL BOARD QF CALIFORNIA
SUPPLEMENTAL INFORMATION REPORT

From Date: 07/26/2012 To Date: 07/26/2012
ATRISUPPINF
21-0CT-14 10:30:30
Person Id : 978764 Name: Hanscn,Marilee
Question Answaer

| Have Completed Cme And Can Dogument Not Less Than 50 Hours Of Approved Cme For The Two-
Year Petiod Immediately Preceding The Expiration Date Of My License. Or | Meet The Conditions
Which Would Exempt Me From All Or Part Of The Requirements.

| Have Comiplistad 12 Hours Of Pain Maneagement And End- Of-Life: Care, -

I Am Exempt From The Completion Of 12 Hours Of Pain Management And End Of-Life Care
Continuing Education Requirement Because | Am A Radiologist Or Pathologist.

Orily For General Internists And Partilly Physicians Wha Have 25% 0Of Their Patient Population Aged 68
Yoears Or Older: | Have Completed At Least 20% OFf The Requi‘réd Cme Ini-Geriatric Medlcme Qr The
Care Of Older Patients. Click No If Not Applicable.

Enter Name/Address Of Facility Where You Or Your lmmediate Fam|ly Hotd Financial Interest. Type
"None", If None Held.

1 'Certify Under Penalty OF Perjury Under Tha Laws Of Th '$tate Of Calif
Contained In This Application Is Trug And Cofrect. B

1 Have Read My Profile On The Medical Board Web Site At Www Mbc Ca.Gov And Acknowledge The
Information Contained Therein As Current And Accurate.

Sitigé You Last Renewed Your License, Have You-Had
Agericy Or Other Disciplinary Body; Or, Have Y&
A And He Territorles, Military Cowrt Or A Foreign Catratry?

enss Disciplined By A Government
ficted Of Any Crime In Any State, The U 8

Total Questions Asked For Person : 978764 8

YES

" YES

NO

MILDRED S.
HANSON, M. D. PA,
710 E. 24TH ST,
STE 403, MPLS,
MN 55404

YES
NO ooy
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