STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH

December 31, 2014

TO WHOM IT MAY CONCERN:
LICENSURE VERIFICATION

Please be advised that Connecticut General Statutes, certain matters involving the investigation and rehabilitation of
Physician/Surgeon remain confidential. Therefore, in response to your inquiry regarding the status of the
Physician/Surgeon identified below, at this time we are providing only publically disclosable information. In order
for this office to confirm or deny whether there is any confidential information relevant to your inquiry, a release
form from such Physician/Surgeon must be provided.

IF YOU WISH TO ESTABLISH WHETHER CONFIDENTIAL INFORMATION EXISTS CONCEl@' NG THIS
Physician/Surgeon, PLEASE HAVE HIM/HER SIGN THE REVERSE SIDE OF THIS FORM, WHICH
CONSTITUTES A RELEASE FOR SUCH INFORMATION, AND RETURN IT TO THIS OFFICE. PLI 3E

! "E THAT ONLY THIS DEPARTMENT’S RELEASE FORM WILL BE ACCEPTED.

This is to certify that the records of the Connecticut Department of Public Health indicate that:

DONNA D RANDALL
Was issued Connecticut: Physician/Surgeon License
Date of Issuance: 01/14/2003
License Number: 41081
Expiration Date: 04/30/2005
Status of License: INACTIVE, LAPSED DUE TO NON-RENEWAL

Past or Pending Disciplinary History: No

Sincerely,
Appln. B Cwqy@\

Stephen B. Carragher
Health Program Supervisor
Office of Practitioner Licensing and Investigation

Printed by: Meghan Bennett

Phone: (860) 509-7603
Telephone Device for the Deaf (860) 509-7191
% 410 Capitol Avenue - MS # 12 APP
P.O. Box 340308 Hartford, CT 06134
An Equal Opportunity Employer















STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH

January 14, 2003

Donna Denise Rand?ll MD

Dear Licensee:

{ am pleased to inform you that you have met all requirements for licensure as a
Physician/Surgeon in Connecticut. Your license number is 041081 and is effective as of
the date of this letter. Your formal license will be mailed to you in the near future. Your
name will appear on your license as shown above unless you notify us otherwise.

It is your responsibility to notify the Department of Public Health, Division « Health
Systems Regulation, in writing, of any changes of name, residence address or business
address, either within or outside Connecticut. Such notification fo the Department of Public
Health is require by law; failure to provide same may jeopardize the status of your license.

Please note that your license must be renewed annually during your month of birth.
Renewal will be required in the first birth month which immediately follows the issuance of
licensure. Failure to renew your license within ninety (90) days of the due date will result
in your license becoming void. In that event, re-licensure would require a new application
to the department and a review of all credentials to determine whether you satisfy current
licensing requirements.

Should you have any questions or concerns regarding the renewal of your license, please
contact the renewal staff at (860) 509-7603.

Respectfully,

iplee, 3. (oo

Stephen B. Carragher
Health Program Supervisor
Office of Practitioner Licensing and Certification

SC:MM -

Phane: (860) 509-7603
Talanhione Device for the Deaf (860) 509-7191
%% 410 Capitol Avenue - MS # 12MQA
P.O. Bax 340308 Hartford, CT 06134
An Equal Opportunity Employer
Bebsite for Hicensure verification http.//www.ct-clic.com









2 Hawe you ever baod vonr mom]:wmhtn in.or cortification hv anu neafoscional cocipty

or association suspended or revoked for reasons related to professmnal practice?

T YOUr angwer s "ypd'.’. givp names of prn.f.eﬁeinn.sl wipiy or association date and reasons uony
membership or certification was suspended or revoked on a separate notarized statement.

2. Hag anvu nrafeccinnal h;‘onmnﬂ an Hlnrlnhnamy hnrlv in 2ny state the

District of Columbia, a United States possessmn or terrltory ora forelgn
jurisdiction, limited, restricted, suspended or revaked any professional license,
certificate, or registrarion granied 1o you, or imposed a fine or reprimand, or
taken any other disciplinary action against you?

I vonr answer-ic "ved" . cive full detaile. names. addreccoc. pote. on 2 cenarate natarized ctatement.
M o =3 P s 3 r }

4. Have you ever, in anticipation or during the _pendency of an investigation or other
UlbLlpﬂlldly Pl ULL‘CUI!IB vulu[n:uuy bUllCllUt‘l l‘.‘u d.“_y lJlUuibblUlldl IILCH)L', cel’ LlllLdlE
or registration issued to you by any state, the District of Columbia, a United States
possession or territory, or a foreign jurisdiction?

If your answer is "yes" give full details, names, addresses, etc. on a separate notarized statement.

5. Have you ever been subject to, or do you currently have pending, any complaint,
investigation, charge, or disciplinary action by any professional licensing or disciplinary
body in any state, the District of Columbia, a United States possession or territory,

or a foreign jurisdiction or any disciplinary board/committee of any branch of the

acread ﬂ,-—mnﬁ’) Vs waad mat ramant goermocerrs) it A.,:m.e,m,-l ar ﬂvl“"\l‘ql!" rnnr'&

Zeavds UL YRLTr s DUL WADOG SaUh AU P or’s Daly e e i (s s .

If your answer is "yes" give full details, names, addresses, etc. on a separate notarized statement.
6. Have you ever entered into, or do you currently have pending, a consent

agreement of any whether oral or written, with any professional licensing or disciplinary

ho.dv in any state, the Nistrict af Calumbia, a Linited. Sates mcqpc:mn ar fpmh’\ﬂ[

any ‘branch of the armed services or a forelgn jUﬂSdlCthH7

153 VALY ADNeN is "319&" give full details on 2 senarate notarized statement and spbmit notarized.
copy of agreement.

7. Have wau evor beoan fornd udfy ar.convictad. ag 2 ragubt of an act which coostitutos

a felony under the laws of this state federal law or the laws of another jurisdiction
and which, if committed within this state, would have a felony under the laws
of this stare?

If your answer is "yves' give full details oo a separate notarized statement and furnish a Certified
Court Copy (with court seal affixed) of the original complaint, the answer, the judgment, the
settlement, and/or the dispoesition of the case.

8. Have you ever been denied or surrendered a state or federal controlled substance
registration, had if revaked ar restricted in any way _ar heen warned, reprimanded.
or fined by the responsible agency?

H VOUur anssaer as “yeg”,; giwz .f,ul_l.,defai_ls.) .dates etc_ on.a senarsfe notarized. statement..
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Nn.this ,""‘ ! dax.af ) L 0; ) -
Dr-this day of : x
personally appeared petore me, who}’femg duly sworn says that she/he 15 we person referr

loannth./ 31335). 7 e

. (,3:\ n.!.i.f,-no&,'ﬂ. maoaal.
SooRTERame)

€d 10 in the foregoing

application and that the photograph ‘attached hereto is a true picture of self and that the sta ¢ements made herein are
IFue In every respect.

All of the above statements
contained herain. are frue and.
correct to the best of my
knowledge and belief.

Lace

B ’7// = RYAN PARKER WILSON

0 e
g 1oy
o e — y i\ﬁ NOTARY PUBLIC - MINNESOTA
/ SIGNATURE OF AFFLICANT BT My Eommission Expires Jan. 31,

EXYS

<)

jh /{/l tmonth/ year) ZO0Z_ Mail Boxes Etc. #2105
; T T 1860 FL University Ave, V

K St. Paul. MN 55104
/ i /7\ My Commission.expires ;[ Y/ 2 S-

SIGNATURE OF NOTARY PUBLIC - B

PLEASE RETURN THIS APPLICATION AND THE FEE FOR $450 (CERTIFIED CHECK QR MONEY QRDER)
MADE PAYABLE TO, “TREASURER, STAT OF CONNECTICUT” TO: S

DFPARTMENT OF PLRITC HEATTH
PHYSICIAN LICENSURE
410 CAPITOL AVE. M<# 12MNA
P.O. BOX 54uouB
HARTFORD, CT 06134-0308

[ . ~ - . ~ e s r me - . N
MR L ANT: Toe applicaiion packet for tus profession consises ol 10 pages, mnctuding wswrucjons and eligivribly
equirements. Do not send this form and fee unless you have read and understood all pertinent information. No fees are
efimdahle chonld von nat be elig‘ihh ‘FQr Hioengire
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STATE OF CONMECTICUIT
DEPARTMENT OF PUBLIC HEALTH
VERIFICATION OF RESIDENCY TRAINING
PPLICANT: Enter your full name and birthdate on this form and forward it to the Chief of Staff or program director

at the facility in which you completed your residency training. This form must be completed by the facility and
returned directly to this office.

Applicant’s name: Dénno Denice Kan Al { [ Date of Birth: 4 -14-¢ s

Dear Chief of Staff/Program Director:
Please provide the following verification of residency training for the abave-named Connecticut physician licensure
appicant.

Name of facility where res:dency trajning was completed: ( SEa oS [TOSy h?wl\

o
'ates of residency: From / 4¢ To__ Lo [/ 3 U/ g
montfl/ day/year ' month/day/year
Tn \xrhzt :narmlhr AT ﬂ'\a rn:u‘]pnr\r trmnlng f*nmnlef_c_)d c ps T e\LVTC S & P\.CL (/ un € & S L,}‘
; 38}

A s i
At what level(s) was this residency completed (PGY1, PGYZ etc.)? T C’I % > . i
At fhp hmo r)f f}'\n anr\]u*::\nf < fra!rnnn wiac fhn rncu—]nnhw fra!hnnﬁ nrnnram |n ﬂ"uc cnnrta]fy araa arrrnr]lfnr] hw (’hn

Accreditation Council for Graduate I{\’/Iedlcal Education? s s (YES or NO)

T)lrl thn nnphrnnt gaﬂcfnrtnnlv rnmn]ptn thlc nermd nf rpcndpnrv trmmno’? % s
Do you have any derogatory mformatlon regardmg the competency or conduct of this applicant?s¢ ¢ If yes, please
attach anv dmrlmahle dnrnmentq anl -may. have oy ﬁle repﬁrdmp sm‘h mfnrmﬂtmn e defred
I, GMA £ g CU( o bemg duly sworn, do depose and certify that [ am the Chief of
Staf(l’rogrwat.
Name w1 racility: (Ee‘«‘ ks H—OS’ P \{7*‘
Addrece: LH0 JdecicSown Steeet @&V
St Prul MO S0l :
Telenhone Number: bl -254—tor &

\

and that the information provided herein is frue and correct to the/b?y knowledge and belief.
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Pleace raturn thic form diractly to: Nenartment of Public Haalth 2 JACQUELINE ANN MILLER
410 Capitol Ave., MS # 12 APP 7 NOTARY PUBLIC - MINNESOTA
Physician Licensure vy Comm. Expires Jan. 31, 2005

r.O. Box 3403038
Hartford, CT 06134-0308

Rev. 09701 ne. 10 of 12



Regions Hospital

Department of Obstetrics and Gynecology
640 Jackson Street

St. Paul, MN 55101-2595

(651) 254-1025

(651} 254-1024 Fax

August 26, 2002

Department of Public Health
410 Capital Ave., MS #12 APP
Physician Licensure

P.O. Box 340308

Hartford, CT 06134-0308

To Whom It May Concern:

'onna Denise Randall, MD was a resident in the OB/Gyn training program at
Regions Hospital for three years beginning in July 1996. Dr. Randall’s clinical
performance was outstanding and she graduated in good standing on June 30,
1999. Dr. Randall was briefly on non-academic, intradepartmental probation due
anger management issues. She complied with the conditions of her probation,
her behavior improved, and she was subsequently removed form probationary
status. I recommend her to you as a highly knowledgeable, skilled, and
compassionate physician.

Sincerely,
' z;uvc'{ /g @‘( D

A~
el

Carol E. Ball, M.D.
Associate Residency Program Director
University of Minnesota Twin Cities Integrated Residency

In Obstetrics, Gynecology and Women’s Health

The mission of Regions Hospital is to improve the health of our patients and community by providing bigh quality bealth care
which meets the needs of all people. Regions Hospital is a member of the HealthPartners family of health care organizations.
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DEPARTMENT OF PUBLIC HEALTH
VERIFICATION OF RESIDENCY TRAINING

APPLICANT: Enter your full name and birthdate on this form and forward it to the Chief of Staff or program director
at the facility in which you completed your residency training. This form must be completed by the facilify and
returned directly to this office.

Applicant’s name: Donna Denise Ko 1 Aei { { Date of Birth: H o~ C 6

Dear Chief of Staff/Program Director:

Please provide the following verification of residency training for the above-named Connecticut physician licensure
appilcant. ( )

Name of facility where residency training was gompleted N\D‘r\TK) RAAS V‘/\ﬁd’ tét( G“ Tea

Dates of residency: From 7 / /(95 & / 30/4/,
month/day/year . month/day/year

In ulhat :nqnm]hr EIIETY _h _ldn\"l(‘\( tr:ﬂ\"llnr‘r r\nmg!gf_gd Fé:’ﬂ/f/i /(/( Cf{\' &Q.

B N a . - ,} 4

At what level(s) was this residency completed (PGY1, PGYZ etc.)? fé’ Y-

A,f ﬂnn hmn nF f}'u: anr\]u‘nnf < fr':urnnn' ulnc fha -rncn‘]nnnv fralrnnn nroaaoram ‘ll’l ﬂ'nc cr\nn!a]hr araa ar\prnr‘ﬂ’nr‘ hv ﬂ'\m

Accreditation Council for Graduate Medical Education? NE€ S (YES or NO)

nld fhp 2nnhrnnf cnhcfar‘fnnlv rnmnlpfp fhm nm”lnd nf rpudpnrv ‘rrmmno'? \[C§

T
Do you have any derogatory mformatlon regardmg the competency or conduct of this applicant? A! O Ifyes, please
aftach any disclosable documents von.may have an. file reg_ardmp su(‘h mfm"matmn

I, V( (‘,Tb\e A Gﬁﬂg (<’ M b - bemg duly sworn, do depose and certify that I am the Chief of
Staff/Program Director at:

Name of Py wmeém_ ted-Gute. = Deh- 4] el e v ¢ Comnanily Healoe
Addrese: 35 4 "" eaome M

Ry, NY - [o¥6 7
Telenhone Numbar: T -920-552)

and that the information provided herei /x e and correct to the best of my knowledge and belief.
/%% é; i
\.usuatulc Ul \JlLlCI. Ur 72&11/ r IUBI ‘G EE chb U.l

i : 2.
ind cwinrn e thic 7 rj_gu_y nf Q‘W (mnnfh/ vn:\r\ 0

Sy
4 ELRA IRI§ SARPIO
NSl 0/»%)4«_, M@hw Public, State of New York
I‘\*umx‘y %up B uxsucuuﬂJ @ "; C jﬂ fp:.mﬁjl )

”"—‘e»:> ﬁLV‘
ineian Mg
e Cnresfeh, 25, 2006

410 Capitol Ave., MS # 12 APP
Physician L_icegn_syre

r.0. box 340303
Hartford, CT 06134-0308

Pleaga retiren thic farm directly to: Denartment of Public Health

Rev. 09/01 ng. 10ofi2



MINNESOTA BOAP™ OF MEDICAL PRACTICE
University Park Pluza 2829 University Avenue SE Suite 400 Minneapolis, MN 554]4-3246
*lelephone (612) 617-2130 *Fax 612) 617-2166 *www.bmp.state.mn.us
MN Relay Service for Hearing Impaired (800) 627-3529

August 6, 2002

Dept. of Public Health
Physician Licensure

410 Capitol Ave. MS#12APP
PO Box 340308

Hartford, CT 06134-0308

This is to certify that a standard search of the available records of the Minnesota Board of
Medical Practice indicates the following:

PHYSICIAN: Donna D Randall

DATE OF BIRTH: 14-APR-1955

WAS ISSUED LICENSE NUMBER: 39856
ON: 12-JUL-1997

EXPIRATION DATE IS: 30-APR-2003
STATUS: ACTIVE

ISSUED ON THE BASIS OF: USMLE
CORRECTIVE ACTION: NONE
DISCIPLINARY ACTION: NONE

The above format is the standard format prepared for all physicians regulated by this
board.

Please be advised that the Board does not release information as to whether there has
been a complaint filed or an investigation conducted on individual verifications. All
physicians are considered in good standing unless noted otherwise.

If other information is needed, please contact the Minnesota Board of Medical Practice.

Sincerely

ﬁf@//m

Denise Lorsung
Licensure Specialist

AN EQUAL OPPORYUNITY EMPLOYER
PRINTED ON RECYCLED PAPER



STATE OF CONNECTICLIT [T
DEPARTMENT OF PUBLIC HEALTH R
VERIFICATION OF LICENSURE

Apphcant Complete the top portlon of thrs form and forward it to each state where you have been licensed asa
Pll_)’blbldll (llldl’\c LUPJCD ad llCLCDDﬂXy} lllC lVlCLLlLdJ LAﬂllllllllls DUdlU DIIULL[U LUIIIPICLC ClllLl lCLU.L L lllC CLILILC IUl 1 lU U.UD
office.

Name: f&’uv/al/ Donna D

Last First MI Maiden
Addrece
No. & Stree City state ip Code
Qriginal Ticenca nrmhar 461 i Nate Tecuad Ly _2xp ek T / 2 g// ¢ 21—
7 ]

(in the state to which the form is being forwarded)

Health the information requested below
an*n':x(’nro O O 17[‘/\'_ = Data ‘7/‘.},, ?/& e

L
//// -~ DO NOT WRITE BELOW ™IS LINE--FOR LICENSING AGENCY USEONLY - -~

This is to certify that the above named individual was issued license number hi @1 Cl to practice as a
physician effective

Current Status: Active Inactive Lapsed X
. . j V4
Date license expires: Q) | 1X 12
OSHLE endo rement
\l\”ﬁ:xf wrac tha l-mcm r\f lxrnncuro in vnur efata ia El FY NRME ar a Cfm‘a nnarrl nvamrnnhnn') a tqfn

Board Examination was given, please attach a listing of the subjects areas and the score received in each.

uac fl’nc lnrlnnrlnal avar l'\nnn cill‘\int\f tna r‘ict‘"‘\l‘n':r\r Qr‘hnn n*F anu tune nr 1c fl’nc 1nr‘lﬂnrlunl Pnr‘rnnﬂv ﬂ'\n cul’nar‘f nf a

pending disciplinary action or unresolved colrnplamt'? YES_ NO'N_. If yes, please forward alf pubhcly disclosable
information regarding the individual's status and the basis For same.’ Please advise this office if you require a consent
for rejease of tnis information from the applicant.

SEAL slgned%@%()wx \Ve Tite  Agnnt-Aesnt-

State: j}}ﬂ}ﬁi l([ m Date %lollol
Talenhana Nirmbar: w05 ’527‘4 %/’79,3

focrn POy 11 at e AR IMENL OE PEIREIC HEATTH

PHYSICIAN LICENSURE
410 CAPITOL AVE,, MS# 12APP
F.O. BOX 340303
HARTFORD, CT 06134-0308

Rev. 09/01 ap. P of12



STATE OF COMMECTICLIT
DEPARTMENT OF PUBLIC HEALTH
DISCIPLINARY INQUIRY

ADDI lf‘_Ath Dlaana annlal’a :u:\d :,u'rn tlrnr 1r\nu1nr Form nnd Forqurd it.to. ﬂ'\n Fndnrqhnr\ nf thtn P\/fnrilr‘n‘ Rr\arr‘r at
the address shown below.

le”nr'zhnn of Gata \/[nrhral nnarric

400 Fuller Wiser Road
Euless, TX 76039

The Connecticut Department of Public Health requests a disciplinary search concerning the following individual:
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Please mail the response directly to: Department of Public Health
Physician Licensure

410 Capitol Ave., MS# 12 APP WE HAVE NO UNFAVORABLE INFORMATION

BO: Box 340506 S THE ABOVE RAED PRYSICAY
Hartford, CT 06134-0308 REGARDING THE ABOY

AUG - € 2002

(e 3 Sl

DALE L. AUSTIN
tXECUTl\’E ICE PRESIDENT
ﬂ)E"\PI‘EiJC‘E\((:HlEF OPERATING OFFICER

Rev. 09/011 ne. 9 nfl2



