
STATE OF CONNECTICUT 
DEPARTMENT OF PUBLIC HEALTH 

December 31, 2014 

TO WHOM IT MAY CONCERN: 

LI CENSURE 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 CONCERNING THIS 
Physician/Surgeon, PLEASE HA VE HIM/HER SIGN THE REVERSE SIDE OF THIS FORM, WHICH 
CONSTITUTES A RELEASE FOR SUCH INFORMATION, AND RETURN IT TO THIS OFFICE. PLEASE 
NOTE 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: 

Was issued Connecticut: 
Date of Issuance: 
License Number: 
Expiration Date: 
Status of License: 

DONNA D RANDALL 

Physician/Surgeon License 
01114/2003 
41081 
04/30/2005 

Past or Pending Disciplinary History: 
INACTIVE, LAPSED DUE TO NON-RENEW AL 
No 

Sincerely, 

A~&-~ 
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) 5 09-7191 

410 Capitol Avenue -MS# 12 APP 
P. 0. Box 340308 Hartford, CT 06134 

An Equal Opportunity Employer 



Practitioner Profile for DONNA D RANDALL, 1.041081 

Practitioner Profile for DONNA D RANDALL, 1.041081 [view pub] 

Practitioner Profile Status 
Prepublication Status 
Publication Status 
Pending Updates 

1. Physician Information [update] 
License Number 
Effective Date 
Expiration Date 
Currently practicing medicine in CT 
Actively involved in patient care 

Practice Locations [add] 
Practice 

[update] Aspen Medical Group 

Staff Privileges [add] 

Address 
1020 Bandana Blvd., West 
St. Paul, MN 55108 

None 
Published 
NO 

41081 
01/14/2003 
04/30/2005 
NO 
NO 

Languages 
Spanish 

Primary? 
YES 

Page 1of 1 

Facility Address Start Date End Date 

2. Medical School [update] 
Medical School 
Year of Graduation 

School of Medicine, University of Connecticut 
1995 

3. Post Graduate Training [add] 
Start End Type Level Hospital 

[update] 07/01/1996 06/30/1999 OB/GYN Resident Regions Hospital 

[update] 07/01/1995 06/30/1996 Family Medicine Intern Montefiore Medical Center 

4. Specialty Area and Board Certification [add] 
Specialty/Subspecialty Board Cert Date Speciality End Date Certifying Board 

Address 
St. Paul, MN 
UNITED STATES 
Bronx, NY 
UNITED STATES 

[update] Obstetrics and 01/11/2002 American Board of Obstetrics and Gynecology 
Gynecology [add sub] 

5. CT Medical Education Responsibility [update] 
Member of faculty of a CT medical school 
Medical School 
Current Responsibility for graduate medical education 

6. Publications, Professional Services, Activities, Awards [add] 
Publisher/Issuer Title/Award Name 

7. Hospital Discipline [add] 
Hospital Address Date Discipline 

8. Medical Malpractice Payments [add] [dispute] 
Payment Date Payment Category Amount Paid Related Practice Specialty 

9. Felony Convictions [add] [dispute] 
Date of Conviction Conviction 

10. CT Licensure Disciplinary Actions [dispute] 
Date of Action Action License Status 

Date 

http://elicenseadmin.si.ct.gov I credProfile View .asp ?Credentialldnt= 5 5 8664&idnt=5 5 8664 

NO 

NO 

12/26/201 4 



Physician Profile Survey 
Please Print or Type and Provide All Information Requested in Each Section 

1. Biographical and Current Practice In(ormation 

CT License Number: 0 't I 0 ~ / Social Security No.: -----------------

Last Name: /?. a Y) cl"( I I First Name: l) 0 n n <?L___ MI: D 
Telephone No. (Where you may be reached, S:30 a.m.-4:30 p.m. (---) - -----

Are you currently practicing medicine in Connecticut? 0 YES JXJ 
Primary Practice Location-Name of Practice: 

' I 

Address: /o 2- ,2 

City, State Zip: 

List of languages, other than English, spoken at practice location: 

I Si?• n ; 5 h 

Other Practice Location(s)-Name of Practice: 

Address: 

City, State Zip: 

List of Languages, other than English, spoken at practice location: 

Please list the Connecticut hospitals/nursing homes at which you have staff privileges: 

Name/City, State Name/City, State 

Ill rJ h I-" 

2. Medical School 
Medical School: U i i t v (!__ V" s 1.- z;:;,, JL (() Vi VI c c:,,/-t-~7 Year of Graduation _..:..i_'_7_<-J=-~----
****************************************************************************************************************** 



3. Post Graduate Training (Please list your postgraduate training) 

Site: m o n k n o _,-<- IVl--e A- l c w< ~ f--0:= City: (5y-J vi 'X 

To:_h_;---3.Q_;-2..fL_ ~ntern 0 Inclusive Dates: From: __J__; __ I _! Cf S-

Country: __ l.A--'--'.J::....,. ____ _ 

Resident 0 Fellowship (Please check one) 

Site: &7 l ~5 f6 2 S }' 1 hvl City: Sf . f ~ /1A rJ Country:~u~· _.S ___ _ 

Inclusive Dates: From: _J_;_L__;~ To:_fz__;~_i..J__ 0 Intern 0.- Resident 0 Fellowship (Please check one) 

Type of Training (i.e. Pediatrics, Internal Medicine): _O_r--_,1--~t___,1--V'> _________________________ _ 
************************************************ ********************************************************** 

Site: City:------------ Country: ________ _ 

Inclusive Dates: From: __ ! ___ ! __ _ To: __ / ___ /___ 0 Intern 0 Resident 0 Fellowship (Please check one) 

Type of Training (i.e. Pediatrics, Internal Medicine):---------------------------------
***************************************************************************************************************** 

Site: City: Country: _______ _ 

Inclusive Dates: From: __ / ___ ! __ _ To: __ ! ___ !___ 0 Intern 0 Resident 0 Fellowship (Please check one) 

Type of Training (i.e. Pediatrics, Internal Medicine):---------------------------------
****************************************************************************************************************** 
Site: City: ____________ Country: ________ _ 

Inclusive Dates: From: ___ ! ___ ! __ _ To: __ ! ___ ! __ _ 0 Intern 0 Resident 0 Fellowship (Please check one) 

Type of Training (i.e. Pediatrics, Internal Medicine):---------------------------------
***************************************************************************************************************** 

Site: City: ____________ Country:. ________ _ 

Inclusive Dates: From: ___ ! ___ ! __ _ To: __ ! ___ !___ 0 Intern 0 Resident 0 Fellowship (Please check one) 

Type of Training (i.e. Pediatrics, Internal Medicine):---------------------------------
***************************************************************************************************************** 
4. Specialty Area/American Board Certification 

Practice Specialty: _.,.._~-+---.c..+-~/_V __________ Practice Sub-Specialty: Alane... l; 

tics for a list of acceptable speciaJties) 

Practice Specialty: ___________________ Practice Sub-Specialty: 
(Please use the attached table of specialties and sub.specialties for a list of acceptable specialties) 

Please list current certifications held by the American Board of Medical Specialties or the American Board of Osteopathic Medical Specialties 

American Board of: _0~6=---+/---={riq'----,1--;J ______________ Date Certified: I 1 I/ 1 ·2-oo i_ 
-----~--~-~ 

American Board of: ______________________ Date Certified:---------"/ ___ ~/ ____ _ 

American Board of: _______________________ Date Certified:----~/---~-----
****************************************************************************************************************** 
5. Medical Educational Responsibilities (This Section is Voluntary) 

Are you a member of the faculty of a Connecticut medical school? 

If Yes, Please indicate which one. 

0 Yale University Medical School 

Do you have current responsibility for graduate medical education? 

0Yes1$JNo 

0 University of Connecticut School of Medicine 

0 Yes Oi'.l No 
****************************************************************************************************************** 
6. Publications in Peer Reviewed Journals/Professional Services Offered/Activities and Awards (This Section is Voluntary, but provides 
vou an opportunity to highlight accomplishments, ABMS Board Eligible status or special interests.) N oYj e... 
If you include publications or awards, please use the following format : 

For publications: Include name of journal, title of article and date published. 



For awards: Include name of entity issuing award, title of award, and date received. . 

I. ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 

2. ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 

3. ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~-

4. ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 

5. ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~-

6. ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 

7. ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 

8. ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~-

9. ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 

10.~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 

7. Medical Malpractice History tJ () h t:­

Date Resolved Amount Paid 

8. Hospital Discipline Within Last Ten (10) Years - In Anv State t;..J C)VI t:'.-

Hospital, City. State. Country 

9. F elonv Convictions Within Last Ten (10) Years - In Anv State (V o "' e-

Date of Conviction 

Practice Specialty Related To Payment 

Disciplinary Action 

Conviction 

****************************************************************************************************************** 
ATTESTATION 

I hereby certify that to the best of my knowledge, the information contained in this profile is true and accurate and understand that providing 
false information may be grounds for sanction, which may include suspension or revocation of my license to practice medicine in 
Connecticut. 

~1~; 03 
1 

Da4 

Please return as soon as possible, but no later than 60 days from the postmarked date of this survey. You may send it via facsimile to 
"Physician Profiles" at (860) 509-8457 or by mail (please use the enclosed, addressed envelope) to: 

Department of Public Health 
Physician Profiles 

410 Capitol Ave., MS# 12 APP 
PO Box 340308 

Hartford, CT 06134-0308 

If you have questions, please contact this office at (860) 509-7557. 



STATE OF CONNECTICUT 
DEPARTMENT OF PUBLIC HEALTH 

January 14, 2003 

ll MD 

Dear Licensee: 

I 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 of Health 
Systems Regulation, in writing, of any changes of name, residence address or business 
address, either within or outside Connecticut. Such notification to the Department of Public 
Health is required 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, 

Stephen B. Carragher 
Health Program Supervisor 
Off1ee of Practitioner Licensing -and Certification 

SC:MM-

Phone: (860) 509-7603 
Ts/Mphone Device for the Deaf (860) 509-7191 

410 Capitol Avenue - MS # 12MQA 
P.O. Box 340308 Hartford, CT 06134 

An Equal Opportunity Employer 
~been.sure verificq.Jion http://www.ct-clic.com 



('.TA Tli op rnl\.Tl\.rnrTirI IT 

DEPARTMENT OFPUBLICHEALTH :-f /)' 
:;,_"I/) U 

·-J1_o· ~j , v ?HYS!C!AN APPUCA noN fOR: 

~nitial licensure ($450) 

__ Reinstatement (Fee $450) CT License No.: ________ Date Granted: 

.Pl l= A'* lNnlf' A Tl= LY.). TJ,..U:" l=YAAMMA TJfll\l.fc;_). V.0.11 C'OAll.Dl l=Tl=O· .. __ ... ·-- ... ·-·-· ... - , ... , ... ·- -............. .. ........... ·-· -,-,, .. - - .--···· -- .. --· 

J J National Board of Medical Examiners (NBME) J J Federation Licensing Examination (FLEX) 

State Board Licensing Exam Licentiate of the Medical Council of Canada 

I. 

Jl1--X-t1-=· ~,.,...S:-~-:~....,~,_.,~,...ta-j-~"""'~,...,v~=-~..,.°io-c"""'~'""t,..,.~c-J-~-~-~-~-=;=-:-~-~-;-:;-;-.:-:-(""ir=:, _.,,..1v=ii-=r.""") -11-l-+J-=:-~-m ..... ~-m-) a_ti_o_n_o"""'f-=S-egm--en_t_s ...,.(p"""'i-ea_s_e_s_p-ec-l~ry-)------lJ 
National Board of Osteopathic Examiners (NBOME) 

I I 

(Last) (First) (Middle) (Maiden) 

ADORE 

.fC'.,a. _ __ .. ). .fT-). 
\JU<:;tl) \> UVV UJ \..Jlcilt) \L>pJ 

Please indicate below how you would like your name and address to appear on your official license. This will become 
your address of record for all future mailings. 

NAME: D 0 h V1 °'-

CITY /STATE/ZIP CODE: 

TF.I FPHQNF. NO.: {Wh.P.rf' y.ou may b.P rPar.~d .&-3Jl-4:.3.0. M-F} 

SOCIAL SECURITY NUMBER: -

MEDICAL EDUCATION: 
!.!s! ~ ~~ ~~ .g! ~e-1.~£~ ££~{~ ~;!~~ 

C.o n V\ec...T, -~· 

M.Q. Q.EGjEE AWARDED BY: 

Rev. 09101 

' fol 0 
I 

DATE OF BIRTH: 

!)g..5 of U 



MErn.GAl l!f'...£NS1_.l.Rf:: 
List all states in which you have ever been licensed to practice medicine: 

J STATE 

MN 
~ 1) 

SPECIALTY: 

J UC. NUMBER J 

3 q f6i0 

4- ro7q 

DATE 
11;.c;iu;n ·----- J 

EXAM 

LICENSED BY: 
J 

ENDORSEMENT 

)<. 

x.. 

If certified by a specialty board approved by the American Board of Medical Specialties (ABMS), indicate name of 
A~ok~~4: 

AMERICAN BOARD OF: __ CJ_8__,_/_t_nq--+--"h~------- Date Certified JC?"'-"'-~ 2-o D 2-

List all medical practice you have engaged in since graduation from medical school (identify internship and residency): 
nospitais Associa1eci vvl1n 'Location Dates 

7 qs--
I 

G/ 1 f 

Answer only if applying for endorsement of the Medical Council of Canada license. Have you reqrtested a "certificate of good 
standing" with scores from the Medical Council of Canada? (Yes or No) 

If you are a foreign medical graduate, do you hold current Educational Commission for Foreign Medical Graduates (ECFMG) 
r,{>rti,£ic:.ati,nu. Qr havP ~ .c:o=pl.P~d .a FifUt P..::i.tb.w.~ P.ro.gr.;i.m? fXP.'>-~ ~'\. 

ST A TEMENT OF PROFESSIONAL HISTORY 
Please answer the following questions referring to the instructions. if app1icab1e. 

\ _ H~v.e ynu ~v""r: ~.ep. r~nG1J."i:-4, di~i~l.'=".d., 4i9JX!.i,c;.~4 cy: ~:'4rl4',d, fr:t:=>-, h;>.<3 .. :;idroic;.c;.ino.c;. roo.nit.o.-.:Ji'!d, 

or restricted, had privileges limited, suspended or terminated, been put on probation, or been 
requested to resign or withdraw from any of the following: 
-Any hospita1, nursing home, clinic, or similar institution; 
-Any health maintenance organization, professional partnership, 
c,o.i;p1;1:r.;;1,ti,Q.n, .(ll" tin;l.llii,r .h.R.<1Jth -pr.<l<'..ti(-.E> oreau\7~ . .E>it,hPr -p.r,~vate fit" ~: 

-Any professional school, clinical clerkship, internship, externship, preceptorship 
or postgraduate training program;-Any third party reimbursement program, whether 
guvewmen'i'.<i'l: ur privafo! 

H your ~e.t .i$. "}'es".,. give full det:ails,..names.,. addresses.,. etc.. on Sl!!Jarate notari.7.ed .statement. 

Rev_ 09101 

YES § 



2. ~~~~ ye_}.~ ~ l.f.~:!7 -~· jl.2-1.:!:r ·~~~rs~~· -!·~· ·~·!' ·'Z·~ -r-!-!.f:.u:.=-~!-9·P-· ~" ·S:~·Y. ·"?"!'~~s~!12.2.?.!. ~0£~~-!y 
or association suspended or revoked for reasons related to professional practice? 

lf yOJ.)X .ll,.O.<>.wer k " Y*'"-"-; .~llR .n-;a,,m.{' ... .Qf ·?"".o.fP..._...io.l.UlJ. ~.i.ery o.r. .as: .1:..0.d~.ti.on.; ~.te .ai;v:I . .r..e.9.1:.0.n.<:. y1:m:r. 

membership or certification was suspended or revoked on a separate notarized statement. 

'> J.,J £ • J j• • d ' •,-,.J• L - -' • h ~-.. ·-·-·~ -~'9_~ ~f-'.}_~S.~!-0-~·~- 2 . .£·'?!-!S!·!=!g ~ ·.:_~E-£·!:t---:..·~m.ry 2-'.:Y~~r. ·!R·.·~~:/ S.~~~~7 .t _:..ff 

District of Columbia, a United States possession or territory, or a foreign 
jurisdiction, limited, restricted, suspended or revoked any professional license, 
cerniicare, or regisiTaiion grarneO. ro you, or imposea a fine or reprimanci; or 
taken any other disciplinary action against you? 

4. Have you ever, in anticipation or during the pendency of an investigation or other 
uisci_finflalj prni.:eewng, vtii'u!itd.l Uj Wfiem'.it:n::u.' a.uy p1·tii't::s:siut1Cil '1iceHSe, ce!'l.i.:liu1fo 
or registration issued to you by any state, the District of Columbia, a United States 
possession or territory, or a foreigµ 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, charg~. 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 
~z::~-~ ~-er{~~~? Y3·a ·-~~ ··::!et ··i-e?3·rt Z..~'··~~z:!p!z!::::.-tc ··i~Z!-~-e::! a!: ~.~tl~e!:l·t ·r-:::-£·r!:!. 

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 
ht)dy i.o. .~~r !>.t.<J.1.P. , .t.lJ.P. .T}j.d'.cir..t .Q.f .(' .nl.u.t:nhi.:;i., ·"' JJ o.i.t.P,:r,l. c;:.t.<.1.t.P.~. fVWSJ?li~JJ .. t:W .t.P..q.it.n~r , 

any branch of the armed services or a foreign jurisdiction? 

lf y~ur .~~k'r i~ "Y*'~" gi,ll.e .fuU .d,e.b.il~ .o.o. .a !IR-~-11,.t.e .n.o.t;ar..i:.i.e.d ~at.e.1D.P..o.i; .aw;I. ~l:uxili; ~ar.i7Rd 

copy of agreement. 

? . !!~9 Y-0-!:! ·9¥9·r .be-~r!. .f-0-'2:!-Y.:!- -g•.1.n~, ·0-r ·~~¥~£·!~· ·?£~ ·!'9~"4!-·'.:!t ~· ~·! >:A.r.~is~ ·0~£t!:.t-1'!~ 
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 rnis srare7 

If y.o.u.r. .an.swe.r. k "~s." .~YJ:.' .fu.U . .d.e.ta~- .o:o . .a ~~.t..e .DAb.r..i;w.d .~f:.e.OlP..Ut .an.d f.ur.nil!h .a C ..er.J:i.f't.ed 

Court Copy (with court seal affixed) of the original complaint, the answer, the judgment, the 
settlement, and/or the disposition of the case. 

8. Have you ever been denied or surrendered a state or federal controlled substance 
revi<>.tr.atif.\n ... had .. it . .r..eY.ok.ed.r.u: .rJ>.st.r.ir..t.ei.U.JJ . .ar.JY W.a.Y. _ .rn: .hP..e.n w.ar:n.ei.I ... r.enr:ima.nded. 
otfined by the responsible agency? - - - . • 

x 

x 

x 

.X 

x 

x 

.X: 

~7.nfJ.l_ 



·9R·th:~~ .2l- · ~·~Y·0f ~J ~L {. / ·(~0~!£./ ~·~~r} · '} c -c:--C) L-:: /an""-lk.ao.1:•,,. .o.<Un.A.\ . 

personally appeared before me, who eing duly sworn says that she/he is the person referred to f;;'th~-f~;eg~i~g--, 
application and that the photograph attached hereto is a true picture of self and that the sta t::ements made herein are 
rrue fa every respecr. 

All of the above statements 
. r,-.0!.!t..?,!r!P,:r,:l . Q.P,:r~.fil .. ?,r~ .fp_,11~ ?,!,!r,I. 

correct to the best of my 
knowledge and belief. 

Mail Boxes Etc. #2105 
1360 F. University Ave. V 

St. Paul. MN 55104 

M~rCt:>!!!!!li~~fo!! · ~.:~q:-'rri:>:~ ~- -~?_f /7.4~.,.., __ 6_...::)::.._ ___ _ 

!>!:.£.t-~E g.l<''f:'J,~~ .T~!~ ~Arf!'~g::4~gqr-,!/~1;rp f!:pI 'f~~ .P,Q~ $~9.Q .(CE~'!!E!E~ ,C!f:E.C!<_ .Q~ .. ~·~Q~T~Y .Q~,PER) 
MADE PAYABLE TO, ~'TllEASURE~ STATE OF CONNECTICUT" TO: . . -

DFPARTMF.l\TT nl< 'PO~TTr l-:rFAT'J:H 
----~JiliY-sidA'N-1!cF:N"sbRi··----

410 CAPITOL AVE., MS# 1 2MQA 
P.O. BUX 340308 

HARTFORD, CT 06134-0308 

~.RnfJ.2 



~'.!}~.TE QF/~·o~!!-':!ECH'2!.J:r 
DEPARTMENT OF PUBLIC HEALTH 

VERrFICATION 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 trainin,g, This form must be completed ~y the facility and 
returned directly to this office. 

Applicant's name: D () h ,,., .:;l D-e n 1 r-e · /(a VI dU f ( Date of Birth: 4- - I 4- - > _s,-

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

~axne of facility where residency trainib was completed: K. ej~on.s H-c> f ;-\JA.l 
Dates of residency: From "'7/ I__!}(.. To_~(.~.,-+/_:s~o+/_q~·~°l~------

mont /day/year ' m
1
cmth/day/year 

~ :~:::::~~)t:::"!•r:~~~=·=~;:!:i;:!·:~~Y~e~~?\-~,~> 2-~~~ ~(,, b ~ < 60 le Cl ~,\-
/!i_t fu9 ~'"!'!~ ~f. !he ,~DP!!~_:L'!!~s- !!':~;f!!...~0~, ~~~~~~~ !h~ ~'3~!~~!!':J"~ !r~~!..:~2 - ~r0!;!r.~~ !~ !~!~ _ sp~i:~_?J!'J~ .. ~e.:z -~~~r~~~!~~ b'J~ · th~ 
Accreditalioil cohr;d1f6r ·cradiiate.Meclica1 £'dlicailon? je:s:-~<Yt~rar Nb) · -" · . ... · .. · · · ·- · · · · "-· ··- · ' · 

f?,'.d th.~ . ::ipr•~~::int. ~H~~~r.t?rity_ ~~mr!~tP, thk r":~~~rl. - ~f i:P,~'..~Pnr:~.t~:iinine?-~'t:s"'T-e..._s ________ _ 
Do you have any derogatory information regarding the competency or conduct of this applicant?:>e.c If yes, please 
a.ttar.h anv disdosahlP. dor.uments vm1_mav,hav..P. on .fi.lP. _r_P..PJlt:d.in.v suc:h .infnrmatirm. •"1+-aci"'"'~t 

~.:~g;1r: iW ' · ·' ·.··. , b;in~d~iy s:orn, do d~po;. ~d certify that I am the Chiefof 

Name of Facility: I·~f~»i c ~s. , H-o~ ~ •~I _ 
Ati6-'='~": (oL.{o .Jc<£.lc:..SolA S:-+t'-.ee.-t- _,,_~ 

_ .::_S-t_· _. ~_,_· -"-'°'"=v..."'-'-j-+L-µ-· _<0_--=~'--5:""~! O'--{ _____ _x..fTV 

Rev. G9f01 

&s:-1 - 2s-i-t-1o ·z...s;-
y knowledge and belief. 

. ;...4)1) 
( 

nnn-:.rtmont nf l>nhlir l-l'o<ilth - -r-..:. -------- -- - ----- __ _,--. __ 
410 Capitol Ave., MS# 12 APP 
Physician Licensure 
?.O. Box 34u3uo 
Hartford, CT 06134-0308 

nu. 10of12 



~::~ 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: 

Donna 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. 

S/,jrely, 

( I ~<J q;:J,{. ~ 
Carol E. Ball, M.D. 
Associate Residency Program Director 
University of Minnesota T~vln Cities Integ:-ated 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 high quality health care. 
which meets the needs of all people. Regions Hospital is a member of the Health Partners family of health care organizations. 



~~!l·-:fE C(F,C:9_~!~l~C:r!CJJT 
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 facil~ty in which _you corn,pleted _your residency training. This form must be corn,pleted b_y the facility and 
returned directly to this office. 

'i", '? . 

Applicant's name: /__,, () h ~, ? t D-e YI l t c (Ct-r VJ diA. I ( Date of Birth: 4- - 14- - > S-

Dear Chief of Staff/Program Director: 
Please provide the following verification of residency training for the above-named Connecticut physician licensure 
appiicant. • . ',, n . . 
Name of facility where residency training was ~ompleted: ~f\(\D\I\.\ S:\L 1Y'e_ VU,eJ.-uz.{ GMJ:ur 
Dates of residency: from 7 /I / 9 <;. To & / 30 /9 (., 

C~e<l;o<t£~•<W.~' W~·.!h• y~;~,,;;;~~::~;,,9'!• ~· 0, £};:.'i(dt1:ear 
At what level(s) was this residency completed (PGYl, PGY2 etc.)? f 6 Y - / 
A.J. tho Hmo n.f tho -::inn.Hc:~nt 'c_ tr.-=a1n1ntT 'tU~c tho ro.c1r1.anru tr-:1inlnn n.rrHTr~m ln thic cnori?i ltu ~ro":::); -::irrrorlitorl bu tho 
- -- --- ~-;-:' . -: - - ;-: -r r. - - -;,-- :- - .;:--.~.-o• . · ·-7':'; --";-~ -, -~ ... ~-~-:• -.J· --~-;-.-:-;;o.-r,-, -,Q;-·7-;"';-~ .-- , :-.- .. 7 ' ,':"'t': 7~ - .. --{.-J '":·"""r'"', -c J"':'j-~~; -~--:-.- .... J. . ----: 

Accreditation"CoU.ncil for Graduate Medical Eoucation?~ (YES or NO) · · ... · ·- ··· 

DJd thP ::ii:ip}ir::mt <.:::itkfa~tnriJv ~nml)IPtP thic: n~rinn nf rP<.:inPncv tr::i_inino? Ye 5 
~~ yo'u ·h:~e· ~)' .der6~~t~~ ~f~~~tlo~ reg~~g -fue . c~·~p~t:~~y· or c:nduct of this applicant? No If yes, please 
att<:ir.h anv ciisdosahlP. cior.nmP.nts vm1_mav .. h.a.v..e on .file _rJ>.P..a.r:diw.srn:h .informatinn. 

i ·-" ' ' \li-cH~:;t-Gc;~~~12rl . ~ ·ttr)) -_, _. ·. ''.· b~~n~~cly ·~:~r~. · d~· ~f~p~;~ ~~d Certify that I am the Chief of 

Staff/Prqwun Director at: (} JI _ . {/., j j ~ _ JJI 
Nameof;ac~ity: ~te_:r:rye_ Vltted-C'c-{y· -1¥t-b kl~liWle.clti!tw_ t- dtiV11Vtllf\iTL( .ftGlLWL 
!\clclr~cc• 35 lf lf -::r~e_ Jhlli -
---- ---- lSy'UYI)( l JJ5/. I D'f fo 7 

/tf-1a-o-~~:;}I 

'Plo'.'.lco rotnT"'T"f thlc:: fnf"TTI rliro.rthr tn• 
- - - - - .... - - --- - - __ _ ._ ----- - - - - - - J ---

Rev. 09/0 1 

e est of my knowledge and belief. 

~- u,c;J) 

no.no::irtmonT n.f P'llhlir T-io.-:ilt'h - ._r_ ----- - - -- - ....._ _ _____ _,_..._ _ _ 

410 Capitol Ave., MS # 12 APP 
Physician Licensure 
r.0_ iiox 34u3ua 
Hartford, CT 06134-0308 

.!"' !!:· I 0 of 12 



MINNESOTA BOARD OF MEDICAL PRACTICE 
University Park Plaza 2829 University Avenue SE Suite 400 Minneapolis, MN 55414-3246 

*Telephone (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#l2APP 
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 

£e~ 
Licensure Specialist 

AN EQUAL OPPORYUNITY EMPLOYER 
PRINTED ON RECYCLED PAPER 



ST_.O._TE 0!=' CQ!\!!'!ECT!CIJT 
DEPARTMENT OF PUBLIC HEALTH 

VERIFICATION OF LICENSURE 

.JlJL 3 1 ?002 

Applicant- Complete the top portion of this form and forward it to each state where you have been licensed as a 
piiy·~iL.idii (iuakt: L.u}:J~Q ci~ i 1CL.ci:Sa1j }. 'I'ltt:: ?v1t:tliLa.1 ~A.Oi1l~iii11g Buai-J. shuulJ L.uiup1clc '1iiU 1ciu1·11 ilic eul~i t: ~Ufu1 Lu llLi;) 
office. 

N?.!!'.~ : Ra "1.daL I 
Last 

Arlrlri:>cc 

D 
MI Maiden 

0!"!.gi_>:.::J !.ice~~e ~!!!!'.~9!' 4 b ·7 1 D~!e !~~!!e'2 I! °2-0 ° O ho 1 .,.-L---;.i{ 2- / 2- 'ii'/ o '--
(in the state to which the form is being forwarded) / / 

! he!'9b~1 '.i!!!..~0~29 !..~9 SD Sh--? f:>tr?J.--i...eL 1 ~i._ Z>c. !0 fu~~h ~e C0r>_>:.ec!ic!!! D9:::-~r+~~9~! 0£ P!!b!~c 
Health the information requested below. 

5ig!!'.i!!.!!'9 () ~~ D~!9 7 /;:.., 9 I;:; 'V"' '7:. ·o ~ I I 

:· , · < . ~ .·. bd'NOr WRrtKBELOWJ'lUS :LfNf:::'.'~FORtlGl!NSINCAGENCY'USE;ONfY . '/ ... 
This is to certify that the above named individual was issued license number __ L/-+-. ~(;~· ·_7_a~f __ to practice as a 
nhvsician effective 
~ -

Current Status: Active ___ Inactive ___ Lapsed 

Date license expires: 3 J I I / O'L . 
USi---\Lb~do V>.:trn e..n. + 

~~!h?.! '.~.r~ !!:~ ~~~ ~f !!~e!'~1.!!'~ !..T'! y~T s.!~!~, ! . ~- P!_EX, ~IE~~E ~!" ~ S!~!~ E~~d E~"!li..l'"!~!!0~? !f ~ S!~!~ 
Board Examination was given, please attach a listing of the subjects areas and the score received in each. 

u~c thic 1nr1hrir111-;il o:uo.r hoan c11hiort tn rticr-;nlin-:Jir'\7 ~rt;nn n.f '.'::Jnu tune. nr ;c th;c ;nrthnrt,,~1 r-11rranthr tho c11hiart nf -:Ji 
- -~· _. ___ ..:__,__ · __ _:....__ ...... . ..,, ... ~· --· ·- ..i. --J---- - - -~--r....:.---J -=-~---- -- ---"-J -Jr':"· -- _,_ ..... _ ... ---- : ----=-'""' ..... ~- _ ... _ __,J --- ,_. .,.:.._J_ . __ -- -

pending disciplinary action or unresolved complain.t? YES _NO *· If yes, please forward all publicly disclosable 
information regarding the individual's status and the basis for same. Please advise this office if you require a consent 
for reiease of illis information from me appiicam. 

SEAL 

Rev. OQ/01 

• 

Signect~/khrrt rt~,, 
State: ~H'\ fX'A\U2h4 

Title AoYY10 \-A5sri +-
Date __ '/,~/_q~}o_--i __ 

'!'~!':?~h0!".9 N1~~1:>e!': _ _,.(£!"'->.' n ....... 2....,,;3,,,....3~Y~·~~?~,, '-/_,_3G--------

.!..'!!.~_Ll..!':.!.~/.!.~:'! .!. l_l!' .!:'1_1~!11_' !'!£.ll...!.'!'!! 
PHYSICIAN LICENSURE 

410 CAPITOL A VE., MS# 12APP 
:r.o. :oo:A 34u3uo 

HARTFORD, CT 06134-0308 

arr. M of'T2 



S~Jl.-~~ -Of -~0M!'>-!!:;t~~~GJ.J:f 
DEPARTMENT OF PUBLIC HEALTH 

DISCIPLINARY INQUIRY 

The Connecticut Department of Public Health requests a disciplinary search concerning the following individual: 

g_~ h d.a i I D 0 h V1 g p I (!1 0 

-~ 
\.J.lJ..1 

4 -llf- ~!:,-

u V\ l 

..Re.v. .. 09/0l 

-

u. f. 
CCU~JTR'f Cr i,.fEDICAl ~CiIC3~ 

, '.· •, . : . • ' I 

Department of Public Health 
Physician Licensure 
410 Capitol Ave., MS# 12 APP 
r;C: ·Bvx· 3~C-~~ 
Hartford, CT 06134-0308 

WE HAVE NO UNFAVORABLE INFORMATION 
REGARDING THE ABOVE NAMED PHYSICIAN 

AUG - 6 2002 

t~ ).. (~_:_. 
DALE !... AUSTIN • .m-

DEPUTY EXECUTIVE VICE PRESIDEl'l 1 
" /:\ND CHIEF OPERATING OFFICER 

~. 9 nfJ.2 


