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CERTIFICATION STATEMENT
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' Month Day ' ~ Year .~ ' {Type qulnin_g}
at Sutter Med:.cal Center of ‘Santa Rosa w

{Name and Address of. FaclTltV)_
3324 Chanate Rcad, Santa Resa, Ca 95404 '

r- | R

{ i e { AFFIX OFFIGIAL HOSPITAL SEAL
PESE el PR T g o “OR NOTARY SEAL IN THE BOX
| 255 \/ o e | ATTHELEFT

I I .

b e Jm

: ) herebydeelareunder penaltrefmw;uw undmhvlamﬁlfsmf C’auforma that the B
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Stanford Stanfo,rﬂ, C e 9/39 6;93
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13. Have you Iaken any of the follo\mng wntten examinatmnS' Nahonal Buards other state boards USMLE SPEX FLEX or

LMCC? S : : SRR Yes 3 No
e YES usr NAME, LOCATION, DATE AND RESULT OF ERAMINATION. SUBMIT AN ORIGINAL OFFIGIAL Exmnwton Hiatory REPGRT FROM EACH -

EXAMINA‘HON AGENCY. AFPLICANTS WHO HOLD CERTIFICATION THROUGH THE EoucamionsL Commission For Foreen’ MEDH‘:AL Gm.num-l ECFMG')
WILL NEED 7O SUBMIT AN ORIGINAL VALID ECFMG CERTIFICATE PRIOR TO WRITTEN EXAMINATION AND LICENSURE.. .

. Exarninaﬂon T ST Location . - - : — Date ] Rﬁs‘-ﬂt -
usm:[.El | sm biéqor | _ | dwe1ges
| ¥ - : San D:Leqa o ' Auml-:d- 96 . :
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: 14, Have you ever been licensed fo prastlce medlcine in any staie or country’? RN D Ves )@ No

IF YES, List STATE OR GOUNTRY, LICENSE NUMBER, DATE ISSUED AND DATES OF PRACTIGE IN EACH J8SUING ABENCY'S JURISDICTIDN BuemiT o LeTER |
OF GoOD STANDING FROM EAGH STATE IN WHICH YOU ARE OR HAVE BEEN LIGENSED. PLiase INGLUDE TEMPORARY, TRAINING, OR PROVISIONAL LicENsEs, &

State or Counlry - “ios License Nurnber | Dale of [sguance Dates of Praclics In that Jurisdlstion .

15A. Are you currentlyl or have ycu aver been a parttc:pant in a postgraduate traimng program in a faclllty inthe u S

orCanada? R AR : ‘ S )EYes D No
[F YES, LisT NaMES Amo ADDRESSES OF ALL FA(.‘.ILITIES SUIMIT AN URIGINAL CERTIFICATE OF COMPLETION oF ACGMEJCCME Pos'remnums
TrRANING {FORM L3A/B) FROM EACH FAGLITY. {Do noT compLETE Form L3A/BS 1o DOCUMENT TRAINING RECEIVED 1N RESEARCH FELLOWSHP

PROGRAMS) A TRAINIHG MUST BE LISTER, REGARDLESS OF WHETHER IT WaS SAT!SFABTORILY CD!‘!‘IPLEI’EIJ OR WILL BE IJS'EI} TD MEET LlGENS!NG
REQUIREMENTB. : R . : . .

: Facuityr_slame o SR Aﬁdrass - - [ Tvpeofsanm:e Dataanfmténdama s
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1 QUESTIQNS 5B thraugh 21:  For any positive respanse o the following questions, please provide &LL efticial documentation rc‘gardmg
the matter fn addition to weitter explanations. If applicable, an applicant showld alse provide official hearingfeotirt documents and ofigingl Jetters

g of explanahon from medical school or traiiiing program directors or other approprizte autharities.  APPLY CANTS ARE ALSO REQUIRED TO
| FEPORT ANY MATTER THAT IS PENDING OR IN WHICH CHARGES HAVE BEEN DROPPED OR EXPUNGED.
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action pending? -include any dlsmphnary actions by the 1.8, Mllitary, us. Puhnc Heaith Service or cther '
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17. Has a claim or act:un for damages ever been filed agalnsf you In the course of the practlce of rnadiclne or any other heatlng art

which resulted in a malpracnce set!lement. judgement or arb[tration award of over '$a0, 000.007 - " . Yes.  No
IF YES GIVE DETAILS BELOW, :

Name of Claimant - Location of Gourt ' Brief Descrlpum of the Fasts

18. Hava ynu aver been denied a Iicenss, permisslon to practice medlcme or any other heallng art or denied parmission to take

an examination | in any state country orUS faderal junsdictlon, of i any such action pend:ng? I .7__.Yes - No |
IF YES, GIVE DETALS BELOW. - ) S : v

State of Colntry Date-omanial : ' o 'Remnfurbanlél _

19. Have you ever voluntarily surrendered a Ilcense fo practlce in the healing arts in !his or any- other state, or voluntanly
surrsndered your nargotic (cuntrolled substanee) permit (state or federal) fo any Iicenslng board or any oiher S e 8
agency, or i any such action pending? - S : e L "Ye!i-_ . No§

20. Have you ‘ever had staff pnwleges in a hospital denied, suspended limited, revoked of riot renewed for medical -
disciplinary cause, or resignad fmm a medic:al staft in lieu of dismplmary or admimstratwe action ar is any such actton _ N
pending? - . . R : : R -~ Yes No';

' inc!udmgbui notllmlted 1o, anyofﬂ’uefallawing" . S R S Yes B Nr)r

21. Do you have any mndltzon which in any way impairs or lrmlts your ability to pract:ce medlcine wuth raasonab!e skill and safety
r.."l

* "ﬁss, m.ma cnacx THE mnopmm nox(es) mow

0O A condiﬁcn whmh requlrad admlasfon ta an inpabent psych:atrlc treatment fac!lity o

. '01* Alechol‘or chem]cal substance dependency or addlctlml .o o
0 . Emotional, menta!orbehsvloral disorder R

] '_ g Othar (exp!aim

QUESTION 22: Far: ive responise ta the { questian, please ije ALL official documentation regarding the
matier in addition to ertten nxplanatlons If applicable, an applicant should alse provide official hearing/court documents and

] ongmal letiars of gxplarr approprmtequthontles

{ Hlegal sale; transpurlat!dn rnanufacture, distribution or dlspensmg of controlled substanses. of Is any such action pending?

‘Youms ns&maznm I.IBTANVGONW.‘:'I‘IDN mrmsnesn Wmmmmwmmmm S

22. Have you e ' coh\ilc';'téd'b'f'brabie folo
Tederal, stalte or | aw of dny state, the United States, ora,forel

country or any violation relatmg to the possession; Lise, -

(Emfude wolatfons of traﬂ?c iaws mc!udmg speeding, wh;ch fesuﬂ'ed In ﬂnes pf $300 00 o Iess ) lr YES give de‘mils balaw L

Maéﬁonahﬁtndaiﬁn' R B Date - T Penal’ivhrblsposlﬁon,‘
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© . PHOTO DECLARATION
I heraby daciare undsF penaliy-of perury
under the laws of the Statw of Califomia,
*that the photo of myself atached hersto,
T vpsfaken gnoraboul

RRICI

my ?S{?Iﬂwr"ﬁﬁ_jﬁs ___‘ o yesrs;
*nyeolrtha
- myr.u]orofeyes f‘. L

myheight - *

Cmywelght, - e}

e identiyng miarks ve.

"BOTTOM OF PHOTO_ .

Notice: Al i

: Al lienis in this applcation are man
- .The loformation provided will be used to'd

datory; {8 volniary. aaa J :
h n provjde simine your guallfications for licensure per Section 2080 of the California Business and Profegsions Code, which authorizes
this collection of this information.: The Iiifo i :

rmation on your applicalion may be lransferred to other medical iicahsing authorities, the Federation of State Modical Boaris,

- or other governmental or law enforcement agancies. You have the right to reviaw your application subjact 1o the provisiane of the Information Practices Act. The

rié are vaiuntary. Failure to provide any of the requssted infofmation will delay the Processing 0ﬁqﬁr.appli&a-th|‘1'.' )

Prograth Manager of tha Licensing Program Is the custodian of records. Y

STATE OF ___

Applicant

COUNTY OF

PRI et " DeclaratioSignature
M_/ ' D B, . 2ic NOTARY

The appllcant ){éﬂ”/f

e %7 @M 47 F ) B R baung first duly’ swom .u:poﬁ hisfher
. St T ia e, RINT FULL NAME OF APFLICANT AP B R o
] oath deposes and says: thathe '

: 7 e hgfEns/s the person herein named subscribing ta this application:  that befShe) as read the complets
application, knows the full conte

[ om, knows the full sontent thereof, and deglares that all of the information contained herain and Bvidence or other tredentials
| subrhitted herewith are true and cofrect; thab s the lawful holder of the degree of Doctor of Medicing as prescribed by this -
| application, that the same wak procured in the ragular course of nstruction and examination, and that i, together with all the -

| credentials subniltted, were' progured Withiot fraud or misrepresentation or any mistake of which the applicant is aware gnd that the

| epplicant is the lawful holder thereof. Further, | hersby authofize al hospitals, institutions or organizations, my referenoes, personal

. | physicians, employers (past, present and future), business.and professional associates {past, present and future), and all govamment

1 agentles (local; state, fodaral or foreign) to release to the Medical Board of Califomia or its successors any information, files or records,
including-medical records, educational tecards, and records of psychlatric treatment and treatment for drug and/or alcohol abuse or depan-
gency, requested by that Board in connection with this application; or any fariher or future investigation by that Baard necessary to '
determine my medical competence, professional conduct of physical or mental ability to safely engage in the practics of medicine.

1uritier authorize the Medical Board of Galifornia or its successors to release to the organizations, individuals or groups listed above any ' ..
information which is material o this application or any subsequent ficensure. - further acknowledge that falsification ‘of misrepresentation of -
any itém or response on this applicatiop is adequate to deny the same orto hqlda" he ' T

aring to revoke the same, if issued. .~

SIGNATURE OF APPLICANT:

: %_Tgmaélﬁanc‘_i_%s}fvé_rﬁ{quefo[@jméﬂjhisw*'

77 - SONOMA COUNTY"

omm, Biier APR 13

ADDRESS . -

T3S GYLON
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Heather Quinn, MDD
5966 Curtisian Ave.
Boise, IID 83704

March 5, 2006 5// 0 /3 G

Re: license #A066537 =2s

Medical Board of California
1426 Howe Ave., Ste. 54
Sacramento, CA 95825-3236

Dear Medical Board:

This letter serves to inform you that I have moved to Ydaho, permanently, and will no
longer be practicing in California. My current address is as above. I will not be
renewing my California license. Please let me know if there is anything further I need to
do.

Sincerely, )
.C;}/c""'—'m'_’_'—‘——ﬂ-
Heather Quinn, MD

% VIEDICAL BOARD OF CALIFOR [CENSE RENGWAL APPLICATION
, MEDICAL BO NANE D& SSN
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Cg\nﬁmar [ i H J | ; i I
1rs
" D.Continging Medical Education (CME) Certification Statement: L ZERTEY UNDER PENALTY OF
F, [ vE8, | WisH T0 CONTRIBITTE PERJRY UNDER THE LAWS OF CAUFORNIA TO THE FOLLOWMNG STATEMENT | CERTIFY THAT | DG MEET EAGH OF THE
§28 FOR THE FAMILY PHYSICIAN CONTIRUING MEDIGAL EDUCATION REGUIREMENTE LISTED ON THE BACE OF THIE FORM OR THAT | MEET THE CONDITIONS !
I AINNG PROGHAM WHICH WOULD EXGMPT ME FROM ALL DR PART OF THE REQUIREMENTS OR | HOLD A:PERMANENT CHE WAIVER, r
SIGMATURE REQUIRED HERE: DATE: J
H.[J ¥ES. | WIsH TO CONTRIBUTE " Ta =T -
SED FOR THE SM. THOMPSON LOA! AMOUNT DUE DELING FE E. . FOR ADDRESS CHANGE ONLY
REPAYMENT PROSRAM NOW POSTI\[SISAjl%EgsAFTER IF YOUR ADDRESS §HOWN 18 INGORRECT, CORRERT 1 HELOW,
LICENSE NO. EXPIRES ‘ sreer LN PAAR) bl Curtisian Aol
A 66537 05/31/06 $869.00 ey owre LD €230
VOLUNTARY FES | s -
. TOTAL ENCLOSED =& ?_‘_ PHONE_NUMBER 'lﬂg 1 g:}_s P&IQ’)
! ) G. FINANCIAL INTEREST STATEMENT
ACTIVE HEATHER ELLEN QUINN | CERTIFY UNDER PENALTY OF PERIURY THAT | HAVE DISCLOSEL Ob
555 PETALUMA AVE STE A THIE RENEWAL APPLICA LGN FORM (SEF REVERSE FOR SPACE] ThE
NAMES OF THOSE HEALTH-RELATED FAGLITIES IN WHIGH 1 OR MY
- SEBASTOPOL CA 95472 FAMLY HAVE A FINANGIAL INTEREST OR | CERTIFY UNDER PENALTY

CF PERJURY | HAVE NQ FIRANCIAL INTEREST TO RISCLOSE,

Signawra ranuired hera
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