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Name ANNA K SFAKIANAKI MD
Credential 1.041525

Fee Details

Renewal Application Fee

$570.00

Demographic Information-Renewal

$570.00

1. First Name
ANNA

2. Middle initial
K

3. Last Name
SFAKIANAKI

4. Malden Name

5. Please provide your Date of Birth,
11/14/1975

6. U.S. Social Security Number

7. Gender
Female

8. Ethnicity: Piease choose one:
Not Hispanic or Latino

9. Race:
White

Workforce Survey Introduction

Dear Licensee:

Thank you for renewing your license online,

The purpose of the next several questions is to atlow the Department of Public Health to collect valuable workforce data

that is currently unavailable but critical in identifying and addressing healthcare workforce shortage issues.

Thank you for assisting the Depariment in this important initiative.

Current Workforce Status in Medicine

10. What is your current work status in Medicine?
Full Time - (30 hours or more per week)

Workforce Survey

11. In the next 12 months, do you plan to {please mark all that apply):

12. 1f you are NOT working In your icensed profession, please indicate your plans for returning to work in your licensed field.

https://www.elicense.ct.gov/ SnapshotViewer.aspx?qabid=692498&key={2CB6EEAS-EBA... 2/13/2015
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13. Please provide the number of hours per week that you provide DIRECT PATIENT CARE in your primary professional position.

if you do not provide hours in this category, please indicate 0.
40

14, Please provide the number of hours per week that you work as an ADMINISTRATOR/MANAGER in your primary professional
position.

If you do not provide hours in this category, please indicate 0.
5

15. Please provide the number of hours per week that you work as an EDUCATOR/FAGULTY in your primary professional position.
If you do not provide hours in this categery, please indicate 0.
5

16, Please provide the number of hours per week that you work as a RESEARCHER in your primary professional position. If you do
not provide hours in this category, please indicate 0.
0

17. I your primary profesional position is in a category other than thase above, please provide that category in the box beltow and
indicate the number of hours per week.

I you do not provide hours in this category, please indicate 0.
0

18. Please indicate the setting of your primary professional employment.

Enter comments if "Other" is selected,
QOther
Comments: Inpatient and outpatient academic center

Practice Location

If you are providing direct patient care, please identify the location of the primary site where you spend the most time
providing direct patient care.

49. Address 1
1 Long Wharf Drive

20, Address 2
21. City
New Haven

22, State
cT

23. Zip Code
06520

Primary Source of Payment
What percent of your patients have the following source of Payment?

24. Medicare
None

25. Medicaid
26 - 50%

https://www elicense.ct.gov/ SnapshotViewer.aspx?qabid=692498&keyw{2CB6EEA8—E8A... 2/13/2015
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less than 10%

27. Private Insurance
51 - 75%

28, Other
less than 10%

Attestation

29. Within the last year, have you been convicted of a felony?
No

30. i yes, please provide details here

31. Within the last year, have you had any disciplinary action taken against you or any such actions pending by another State's
licensing/certification authority?
No

32. if yes, please provide defaiis here

By completing this renewal online, | verify that all the information | have provided is accurate and that | satisfy the renewal
requirements that apply to my license.

33. | attest that on this date | completed this renewal application anline and that all of the statements made by me on this renewal

are accurate,
10/20/2014

Important Note
To continue processing your renewal, please click "Next" below (read the rest of this information first).

On the review screen, click "Add to Invoice.”

On the top right of the invoice screen, select "Pay Invoice”.

PLEASE NOTE THAT WHEN ENTERING YOUR CREDIT CARD NUMBER, DO NOT ENTER SPACES OR DASHES AS IT WILL
RESULT IN A FAILED TRANSACTION.

Please note that you will receive your new licensing documents (2 wallet-sized cards and 1 suitable for posting) during the third week
of next month,

Thank you for processing your renewal online.

Review

hitps://www.elicense.ct.gov/SnapshotViewer.aspx ?qabid=692498&key={2CB6EEAS-E8A... 2/13/2015
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Renewal - 1.041525

Name ANNA K SFAKIANAKI MD
Credential 1.0415625

Fee Details

Fos Incroase Effedtive 7712/13 ' $5.00
Renewal Application Fee $565.00

$570.00

Demographic information

1. Please provide your Date of Birth.
11/14/1975

Workforce Survey Introduction
Dear Licensee:

Thank you for renewing your license online,

The purpose of the next several questions is to allow the Department of Public Health to collect valuable workforce data
that is currently unavailable but critical in identifying and addressing heaithcare workforce shortage issues.

Thank you for assisting the Department in this important initiative.

Current Workforce Status in Medicine

2. What is your current work status in Medicine?
Full Time - {30 hours or more per week)

Workforce Survey
3. In the next 12 months, do you plan to (please mark all that apply).

4. I you are NOT working in your licensed profession, please indicate your plans for returning to work irs your licensed field.

5. Please provide the number of hours per week that you provide DIRECT PATIENT CARE in your primary professional position.

if you do not provide hours in this category, please indicate 0.
40

8. Please provide the number of nours per week that you work as an ADMINISTRATOR/MANAGER in your primary professional
position,

if you do nof provide hours in this category, please indicate 0.
0

7. Please provide the number of hours per week that you work as an EDUCATOR/FACULTY in your primary professional position. If
you do not provide hours in this category, please indicate 0.

10

8. Please provide the number of hours per week that you work as a RESEARCHER in your primary professional position. if you do
not provide hours in this category, please indicate 0.

]

g. If your primary profesional position is in & category other than those above, please provide that category in the box below and
indicate the number of hours per week.

https://www.elicense.ct.gov/ SnapshotViewer.aspx?qabid=44643 9&key={AAED3236-C2... 2/13/2015
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If you do not provide hours in this category, please indicate 0.
0

10. Please indicate e setting of your primary professional employment.

Enter comments if "Other” is selected.
Other
Comments: University-based practice

11. Gender
Female

12. Race:
White

13. Ethnicity; Please choose one:
Not Hispanic or Latino

Practice Location

i you are providing direct patient care, please identify the location of the primary site where you spend the most time
providing direct patient care.

14, Address 1
Yale University School of Medicine, Dept. OB/GYN, Matemal-Fetal Medicine

15, Address 2
150 Sargent Drive, 2nd Floor

16. City
New Haven

17. State
cT

18, Zip Code
06510

Primary Source of Payment
What percent of your patients have the following source of Payment?

19. Medicare
tess than 10%

20. Medicaid
26 - 50%

21. Seif-Pay
less than 10%

22. Private Insurance
26 - 50%

23, Other
less than 10%

Aftestation

24. Have you been convicted of a felony since your last application?
No

https://www.elicense.ct.gov/ SnapshotViewer.aspx?qabid=446439&key=={AAED3236—C2... 2/13/2015
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25. Have you had any disciplinary action taken against you or any such actions pending by another State's licensing/certification
authority since your last application?

No

By completing this renewat online, | verify that ail the information 1 have provided is accurate and that | satisfy the renewal
requirements that apply to my license.

important Note

Please note that you wili receive your new licensing documents {2 wallet-sized cards and 1 suitable for posting) during the third week
of next month.

To continue processing your renewal, please click "Next" below.
s

On the review screen, click "Add to invoice.”

On the top right of the invoice screen, you will be given the option to "Pay Invoice" or "Print Invoice.” When you are ready to pay
the renewal fee due, choose "Pay inveice” to process your credit card payment.

Thank you for processing your renewal online.

Review

https://www.elicense.ct.gov/ SnapshotViewer.aspx?qabid=446439&key={AAED3236-C2... 2/13/2015
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Credential Profile - 1.041525

This profile contains information that may be used as a starting point in evaluating a heaith care provider. This profile should not,
however, be the sole basis for selecting a health care provider. Piease direct questions and comments about this profile to:
Connecticut Department of Public Health, Physician Profiles, 410 Capitol Ave., M.S. 12 APP, P.O. Box 340308, Hartford, CT 06134~
0308, oplc.dph@ct.gov.

Name ANNA K SFAKIANAKI MD
Credential 1.041525

Current Practice Locations
1. Are you currently practicing medicine in-Connecticut?
Yes

2. Are you actively involved in Patient Care?

No
3, Enter your practice locations
Practice Name |Address 1 |Address |Address ICity State Zip Primary Languages Spoken at
2 3 Code [Practice this Location
Yale-New Haven 333 Cedar New Connecticuti06520  |Yes
[Hospital Street Haven

Connecticut Staff Privileges

4. Indicate the Connecticut H;Epitals or Nursing Homes for which you have Staff privileges.
Facility Name City State
YALE-NEW HAVEN HOSPITAL, INC.

Medical School
5. Medical School
University of Miami Scheol of Medicine

6. Enter the Year of Graduation from Medical School
1999

Post Graduate Training
7. List your postgraduate training:

Site Name City State Country Start Date |[End Date |Level |Type

Yale University School of New Connecticuti UNITED 07/01/2003]06/30/2004 Fehowsh'tp}Maternall'f:letal
Medicine Haven STATES Medicine
NYU Medical Center New York JNew York g?lk‘[r%% 07/01/1909]06/30/2003]|Resident |OB/GYN

Specialty Area/American Board Certification
This physician has reporied the Certification information below. For more information regarding Board Certification please confact:

e The American Board of Medical Specialties af www.abms.org, or
e The American Osteopathic Association at www.am-oste0-assn.org.

8. Please indicate practice specialties, subspecialties and the date you were certified by ABMS or ABOMS,
|Specialty [Subspeciaity ICertifying Board |Certification Date j

Medica! Education Responsibilities
9. Are you a member of the faculty of a Connecticut medical school?
Yes

https://Www.elicense.ct.gov/SnapshotViewer.aspx?cidﬂS59 108&key={CE7A4633-4B75-4... 2/13/2015
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10. Select the state medical schools at which you are a member of the faculty.
Yate University Medical School

11. Do you have cutrent responsibility for graduate medical education?
Yes

Publications, Professional Services, Activities, and Awards
12 Publications, Professional Services, Activities, and Awards
|Publisher/issuer [TitlerAward Name |Date ;

Medical Malpractice information
13. Indicate your malpractice insurance carrier.

14. Indicate the Medical Malpractice Payments you have made within the past ten years.
Some studies have shown that there is no significant correlation between majpractice history and a physician's competence. At the
same time, consumers should have access fo malpractice information. This profile contains information about the malpractice
payment history of the physician. Payment amounts have been placed info three statistical categories: below average, average
and above average. To make the best heaith care decisions, you should view this information in perspective. You could miss an
opportunity for high quality care by sefecting a doclor based solely on maipractice history.

When consideting malpractice data, please keep in mind;

s Malpractice histories fend to vary by specialty. Some specialties are more likely than others to be the subject of litigation.
This report compares physicians only to the members of their specially, not alf physicians, in order fo make an individual
physician’s history more rmeaningful,

o This malpractice information reflects dala for the last 10 years of the physician’s practice. For physicians practicing less
than 10 years, the data covers their total years of practice. You should take into account how long the doctor has been in
practice when considering malpractice averages.

o The incident causing the malpractice claim may have happened years before payment is finally made. Sometimes it takes
a long time for a malpractice lawsuif to move through the legal system.

e Some physicians work primarily with high-tisk patients. These physicians may have malpractice histories that are higher
than average because they specialize in cases or patients who are at very high risk of problems.

e Seoitlement of a claim may oceur for a variety of reasons fhat do not nacessarily reflect negatively on the professional
competence or conduct of the physician. A payment in setflement of & medical malpractice action or claim should not be
construed as creating a presumption that medical malpractice has occurred. For example, an insurer may choose to selfle
a case even if the physician opposes such settlement.

You may wish fo discuss the information provided in this report, and malpractice generally, with your physician.

Payments made by or on behalf of this healthcare provider:

{Resolved Date |Payment Category ISpecialty B

Connecticut Hospital Discipline

This section contains categories disciplinary actions faken by hospitals during the past fen years which are specifically required by
law to be released in the physician's profile.

16. Hospital Discipline

fHospital Name [city [state  |Country |Discipline Date |Disciptinary Action i
Other State License
18. Indicate States outside of CT where licenses are held.
|state IDisciplinary Action |

et farww elicense.ct.gov/Snapshot Viewer.aspx 2cid=559108 & key= {CETA4633-4B75-4... 2/13/2015
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Connecticut Licensure Disciplinary Actions

19, The following lists any past disciplinary actions taken against this licenses. If there is no data present, there have heen no
disciplinary action taken.

|Date of Action JAction ILicense Status |

Falony Cenvictions
20. Felony Convictions within the previous ten years,
{Conviction Date [Conviction |

Profile Attestation

| 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 revocation of my
ficense to praciice medicine in Connecticut.

21. Enter the date.

Review

tetmes o elicense.ct.oov/SnanshotViewer.aspx ?cid=5 59108&key={CE7A4633-4B75-4... 2/13/2015



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

1. Biographical and Current Practice Information

CT License Number: DLHSZS‘ Social Security No.: - _g_!

Last Name: S?ﬁ\"—\ QR na i First Name ﬁ/ V? Vl o
Telephone No. (Where you may be reached, 8:30 am.-4:30 p.m. — N

Are you currently practicing medicine in Connecticut? g YES [] NO
Primary Practice Location-Name of Practice: yﬂ' ‘L‘i "N € H‘Mv 1 H\? SP i t_Dl ‘
Address: 8 22 (Cedar QTY€ 6{"

City, State Zip: Mﬂm}HWW@V‘) CT  0bS 2.0

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

é?mm\sh

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
Yare New Haven Hvepital New Haven, (T

2. Medical School .
Medical School: UVH VEén ‘3 ‘ Cﬂ“ VV\\ i \ Year of Graduation ‘0( 6]0)

4;****************************************************************************—****************#********************




3. Post Graduate Training (Please list your postgraduate training) , o
si:_NeadYprk \Auiversity ciey: News Y ev Country. ASA
Inclusive Dates: From: ¢ =3 A, 0] q / To:0le) 2% I D% ﬁ Intern c@ Resident [] Fellowship (Please check one)
Type of Training (i.e. Pediatrics, Internal Medicine): W ¢ty ics € (ywvie (ofot v

*********::c************f******m*******************************‘m****&*************J*f*********w****************‘*
Site: Ya\ﬁ MW IVev sty City: New Hdaven Country: ASA
Inclusive Dates: From: 0 F / O \ / 'é% To: VM_L [J Intern [] Resident ﬁ/Fellowship {Please check one)
Type of Training (i.e. Pediatrics, Internal Medicine): M | axévin tf"—\ Fe i’a S H C/Q l cineg-

*************************************************************#*************#***********************************#*

Site: City: Country:
Inclusive Dates: From: / / To: / ! [J intem [] Resident [} Fellowship (Please check one)

Type of Training (i.e. Pediatrics, Internal Medicine):
Ak e ke sk e ofeoke i e s s kot ok ke e et o e b s e s sk s stk sk o ol ke ks ek e ke o ok s e s ot et K ke sk ek e o e o sk sk 9 o 3B o sk ok sk ook ok o ok ok ot ok S8 o ok o o ke ek sk e s e e s s o ok e ke ke ok ok

Site: City: . Country:
Inclusive Dates: From: / / To: / /. [Jintern [] Resident ] Fellowship (Please check one)

Type of Training (i.e. Pediatrics, Internal Medicine):
sk sk ok ok sk o e ok ook oK sk sk ook ok ke s s s e ok etk e ks e s sk ok 8 ook e ok ok s ke sk o sk sl ke e ok ek sk e ok o o o ok e ol ok sk s sk o ke ok ke e e s o ok ok ok o ok o e ok ok ek s ok ok o

Site: City: : Country:
Inclusive Dates: From: / / Tor____/ / {Jintern [] Resident [[] Fellowship (Please check one)

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

Site: City: Country:
Inclusive Dates: From: / / To:___/ / [J Intern [ Resident [7] Fellowship (Please check one)

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

4. Specialty Area/American Board Certification

Practice Specialty: Practice Sub-Specialty:
(Please usc the hed table of speciaities and sub.speciaities for 2 list of acceptabie specialties)
Practice Specialty: Practice Sub-Specialty:
Please use the attacked table of specialties and sub-specialties for a list of acceptable speciallies)

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

American Board of: Date Certified: / /
American Board of: Date Certified: / /
American Board of Date Certified: / /

*************************************************************************************************#****************

3, Medical Educational Responsibilities (This Section is Veluntary)
‘Are you a member of the faculty of a Connecticut medical school? lm Yes [] No

If Yes, Please indicate which one.

w Yale University Medical School [} University of Connecticut School of Medicine

Jo you have current responsibility for graduate medical education? MYes [INo
k******#*****************#*************************************************************************#**************

b._Publications in Peer Reviewed Journals/Professional Services Offered/Activities and Awards (This Section is Voluntary, but provides
tou an gpportunity to highlight accomplishments, ABMS Board Eligible status or special interests.)

'f you include publications or awards, please use the following format:

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




“

M 0 . - - -
<« @wards: Include name of entity issuing award, title of award, and date received.

X

Medical Malpractice History

ate Resolved Amount Paid Practice Speciéiw Related To Payment

Hospital Discipline Within Last Ten (10) Years - In Any State
Hospital, City. State, Country Date

Disciplinary Action

Felony Convictions Within Last Ten (10) Years - In Any State

te of Conviction

Conviction

-'*********#*****************#*******************************************************************************#***

ATTESTATION
reby certify that to the best of my knowledge, the information contained in this profile is true and accurate and understand that providing
i e informati ay be grownds for sancfion, which may include suspension or revocation of my license to practice medicine in
nectic

-

| _ ¥ ez]o2
iaat'ure /W Con iy ST I Date'

| 1se 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
 ysician Profiles” at (860) 509-8457. %Eygmai} (@l@ase use the enclosed, addressed envelope) to:
‘ S1H » .

Department of Public Health
Physician Profiles
410 Capitol Ave., MS # 12 APP
PO Box 340308
Hartford, CT 06134-0308

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




STATE OF CONNECTICUT

DEPARTMENT OF PUBLIC HEALTH

May 30, 2003 "™

Anna K. Sfakianaki MD

Yale University School of Medicine

OB/GYN, MFM 333 Cedar Stireet, P.o.Box 208063
New Haven, CT 06520

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 041525 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 Depariment 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 renewai of your license, please
contact the renewal staff at (860) 509-7603.

Respectfully,

Aaphies B G-

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

Phone: (860) 509-7603
Teleplione Dévice for the Deaf (860) 509-7191
410 Capitol Avenue - MS # 12MQA
P.O. Bax 340308 Hartford, CT 08134
An Equal Omportunity Employer
Websire for Mecrisnre verification http:/fwww.ct-clic.com




~ STATE OF CONNECTICHT - -
. _ DEPARTMENT OF PUBLIC HEALTH
PI-?C[AN APPLICATION FOR: 7‘); 00

Initial icensure ($450)

Reinstatement (Fee $450) CT License No.: Date Granted:
PLEASE INDICATE (X} THE EXAMINATION{S) YOU COMPLETED: -

National Board of Medical Examiners (NBME) Federation Licensing Examination (FLEX)
State Board Licensing Exam (State) Licentiate of the Medical Council of Canada (LMCC)
Year Taken:

>( Enited States Medical Licensing Examination (USMLE) : Combination of Segments (please specify)

/1 Was Step 3 taken in CT? If yes, what date? ,

- | National Board of Osteopathic Examiners (NBOME)

Last Name: SFAV—l K Nﬁ \L i First Name: P\ N NA M K Maiden Name:
e Gender: P

Date of Birth: 1/ 4/ F5 Social Security Non

Name and Mailing Address: This will be how your name and address will appear on your official license, your address of record
for all mailings from this office and releasable pursuant to Freedom of Information requests.

Name on License: A’NN Pf K 5(’73‘ K | Pf I\j P( r\

 Address: Yale UniversitySohoo of Medidne , Dept oB[G¥N, mEH
222 Cedar ereer by P.0. Box 2080{93
City, State, Zip: - Neaw &k\/é n CT’ LS 20 ~E0b>
Daytime Phone Number: B E-mail: SRR
MEDICAL EDUCATION:
List name and location of medical school{s) attended Dates of Attendance

UV{W(M‘;H\{ of i dunt Cchool eF Medicine (FU 8!‘?9" 5/79

M.D. DEGREE AWARDED BY: _Aniversity of M ydvm DATE AWARDED: _ 5[4
{Name of school) e
MEDICAL LICENSURE:
List all states in which you have ever been licensed to practice medicine:
LICENSED BY;
STATE LIC. NUMBER DATE ISSLIED EXAM ENDORSEMENT
NY 122604 8}]100& UsSmLE

SPECIALTY: -

Hcertified by a specialty board approved by the American Board of Medical Specialtics (ABMS), indicate name of American Boards
AMERICAN BOARD OF: DATE CERTIFIED:




MEDICAL PRACTICE:

List all medical practice you have engaged in since graduation from medical school (identify internship and residency):
Hospitals Associated With Location Dates

NYU Wedical (eptes NYC NY lnteraship  F[49 - F[o0

NYU medicad Cente | VWC; N ﬂ@sia’lw:,/\!; Fov - (o:/OS

Answer only if applying for endorsement of the Medical Council of Canada license. Have you requested a “certificate of good
standing” with scores from the Medical Council of Canada? {Yes or No}

If you are a foreiga medical graduate, do you hold current Educational Commission for Foreign Medical Graduates (ECFMG)
certification or have you complefed a Fifth Pathway Program? (Yes or No)

STATEMENT OF PROFESSIONAL HISTORY

Please answer the following guestions referring to the instructions, if applicable,

1. Have you ever been censured, disciplined, dismissed or expelied from, had admissions monitored or
restricted, had privileges limited, suspended or terminated, been puf on probation, or been requested
to resign or withdraw from any of the following:

-Any hospital, nursing home, clinic, or similar institution;

-Any health maintenance organization, professional partnership,
corporation, or similar health practice organization, either private or public;

-Any professional school, clinical clerkship, interaship, externship, preceptorship
or postgraduate training program;-Any third party reimbursement program, whether
governmental or private?

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

2. Have you ever had your membership in or certification by any professional society or association
suspended or revoked for reasons related to professional practice?

If your answer is "'yes", give names of professional society or association, date and reasons your
membership or certification was suspended or revoked on a separate notarized statement.

3. Has any professional Heensing or disciplinary body in any state, the District of Columbia,
a Unifed States possession or ferritory, or a foreign jurisdiction, limited, restricted, suspended
or revoked any professional Hcense, certificate, or registration granted to you, or imposed a

fine or reprimand, or taken any other disciplinary action against you?
If your answer is "yes", give full details, names, addresses, etc. on a separate notarized statement.

4. Have you ever, in anticipation or during the pendency of an investigation or other disciplinary
proceeding, voluntarily surrendered any professional license, certificaie or registration issued
0 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 statesent,

B. 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 Unifed &ates possession or territory, or a foreign jurisdiction or any disciplinary
board/committee of any branch of the armed services? You need not report any complaints

dismissed es without merit.

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

i
|
6. Have you ever eniered into, or do you currently have pending, a consent sgpeement of any kind, ]
- ~whether oral or written, with any professionai licensing or disciplinary body in any state, |
the District of Columbia, 2 United Stales possession or territory, any branch of the armed sexvices ‘ i
or a foreign jurisdiction? ) v

H youy-answer is "yes" give full details on a separate notarized statement and submit notarized
copy of apreement.



STATEMENT OF PROFESSIONAL HISTORY (continued)

7. Have you ever been found guiity or éonvicfed as a result of an act-which constitutes a felony under N o
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 state?

If your answer is "'yes" give full details on a separate notarized statement and furnish a Certifted
Court Copy (with court seal affixed) of the original complaint, the answer, the judgment, the
settlement, and/or the disposition of the cjse,

8. Have you ever been denied or surrendered a state or federal controlled substance registration, N O
had it revoked or restricted in any way, or been warned, reprimanded or fined

by the responsible agency?
If your answer is “yes”, give full details, dates, etc., on a separate notarized statement.

i - Aana Kateeina SEARKIANAKY
On this 1~ day of Felruan . A003 (mornth/ year) . (applicant's name)
personally appeared before me, who being duly sworn says that she/ke is the persori referred to in the foregoing
application and that the photograph attached hereto is a true picture of self and that the statements made herein are
true in every respect.

All of the above statements
contained herein are true and
correct to the best of my
owledge and belief.

-

7 | IGNATURE OF APPLICANT

A o |
— __dayof TMWL (month/year) 003
- M#ﬁ% Cg%?m : 3{[: %m My Commission ExpiresW
No., 01KUB018479
Qualified in Queens County

Commission Expires January 11, 20 ﬂ,,,?;'
PLEASE RETURN THIS APPLICATION AND THE FEE FOR $450 (CERTIFIED CHECK OR MONEY QRDER)
MADE PAYABLE TO, “TREASURER, STATE GF CONNECTICUT” TO:

Sworn o me this

. DEPARTMENT OF PUBLIC HEALTH
PHYSICIAN LICENSURE
410 CAPITOL AVE., MS# 12MQA
P.0. BOX 340308
HARTFORD, CT 06134-0308

IMPORTAN
requirements. - 1o
refundable should you




STATE OF CONNECTICUT
DEPARTMENT OF PUBLIC HEALTH
VERIFICATION OF RESIDENCY TRAINING

APPLICANT: Enter your full name and birth date 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 d;r:*ectly o thzs
office. :

Appl;cant’s name: A N N P‘ &4 S F')a* Y*' P’ N)&Lka{e of Birth: \ \ ~\Y - :i’ S

Dear Chief of Staff/Program Director:

B

Please prowde the following verification of residency training for the above-named Connecticut physician licensure applicant,

Name of facility where residency tramm§ /ets completed: NYV wed i ol Cester

ﬁ 4 dJ TO é 3 » / 2__0 B
momh/ day/year (month/day/year)

Dates of Residency: From

In what specialty was the residency training completed: 0 E) '} (.TY‘\I '

At what level(s) was this residency completed (PGYL,PGYZ, efc.)? P(j\/ | — P [5 )’ L"

At the time of the applicant’s training, was the residency iraining program in this specialty area accredited by the Accreditation
Courgcil for Graduate Medical
Education? J£% _ (YES or NO)

Did the applicant satisfactorily complete this period of residency training? Y€ < (YES or NO)

Do you have any derogatory information regarding the competency or conduct of this applicant? M 0. If yes, please attach any
disclosable documents you may have on file regarding such information.

L ScotT W ng LER Mb , being duly sworn, do depose and certify that ] am the Chief of Staff/Program
Dlr‘&Ct{)l“ at: _
Name of Facility: N ‘IU( Qenoor 06 MHebicine ..
Address: Depagmert o F 85 /@ A G

550 FFurst Ai/ New Yorle, pM {oo(—ep
0 Hh ﬁ( my knowledge and belief.
ZZ

ﬁfm:a.mre "of Chief of Staff/Program Director

Subscribed and sworn to me this é day of mm% (month/ year)_gO . aOO 3
QA m %&uﬁﬂ‘d I, 200 F

Telephone Number:

and that the information provided herein is true and correc

Notary Public’s Signature /My Commifsion Expmes
Please-return this form directly to: Department of Public Health
HINA KLICASSIAN 410 Capitol Ave., MS # 12 APP
P.O. Box 340308
M Public, State of N L
" o orkwRO e Hartford, CT 06134:0308

Qualified in Queans Courdy
Commission Expires January 11, 20@,, Website: www dph.state.ct.us



The Federation of Staie 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

This report is compiled exclusively for:

Nam Anna Katerina Sfakianaki

DOB: 11/14/1975
Recipient: Conrecticu! Medical Examining Board

NOTECE:

The Federation Credentials Verification Service (FCVS) was retained by the ebove 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 sted, iy 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.

Rl Tm Request ID: 106164492
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FEDERATION CREDENTIALS VERIFICATION SERVICE

Physician Information Report

Identity:

Name:
Other Name Used: .

Gender:

Date of Birth:
Place of Birth;
SEN:

Current Address:

Permanent Address:

Telephone Numbers:

Physical Description:

" Physical Marks:

Anna Katerina Sfakianaki
N/A

Female
11/14/1978
Columbus, OH USA

Same

Bus: (R
Fax: . N/A |

Home:

Other: N/A

Height: s

Weight: 120 1bs

Eye Color: Brown

Hair Color: Brown

Description: N/A
Location: N/A

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

Institution:

Dates of Attendance:
Degree Awarded:

University of Miami, Coral GGables, F1. 33124

08/1993 - 95/1996
Bachelor of Science

Medical Education:
Current, valid ECFMG

ECFMG Number:
Date Issued:

Medical School:

Dates of Attendancg: . -

Graduation Dates =
Degree Awarded®

Uispsual Circumstance:

N/A
N/A
N/A

University of Miami Scheol of Medicine
PO Box 0169600 Northwest R-128
Miamt, FL. 33801

08/18/1995 - (05/09/1999
05/14/1999
Toctor of Medicine

None



Post Graduate Medical Education:

Institution: , New York University Medical Center
Department of Obstetrics/Gynecology

350 First Avenue
New York, NY 10016

Post Graduate Year: 1
Program Type: Internship
Departrnent: Obstetries and Gynecology
Dates of Attendance: 07/01/1999 - 06/30/2000
Completion: Yes ‘
Accreditation: ACGME
Post Graduate Year: 2
Program Type: Residency
Department: Obstetrics and Gynecology
Dates of Attendance: 07/61/2000 - 06/30/2603
Completion: To Be Completed On 06/30/2003
Accreditation: ACGME
Unusual Circumstance: Nene
Fifth Pathway;
N/A
Examination History:
Transcripts Enclosed For: USMLE Step 1
USMLE Step 2
USMLE Step 3

Boa’z:d Action:

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



Omission / Discrepancy Report

Physician Identification:

Name: Amma Katerina Sfakianaki
DOB: 11/14/1975

. S8N:

Packet ID: 15818

Request ID: 10616449

REPORT OF OMISSIONS

There are none identified.

REPORT OF DISCREPANCIES
Discrepancy 1:
Section of Profile: Identity
| Discrepancy: The documented name is Anna Katerina Sfakianaki. The Postgraduate Medical

Education form completed by New York University Medical Center indicates the
name Anna Katerina Sfakianakis.

Follow-Up: . This was a typographical error in the FCVS database at the time the form was
generated and has since been corrected.

MISCELLANEOUS INFORMATION

Miscellaneous 1:
Section of Profile: Continuity of Education

Issue: The attendance dates reported for University of Miami and University of Miami
: School of Medicine overlap from 08/1995 to 05/1996.

Follow-Up: A written explanation from the institution is included immediately following the
Medical Education Form.

End of report for Anna Katerina Sfakianaki

Packet 1d: 15818 Request Id: 10616449 Report Created By: BID



Board Action Databank Search

State Queried For: Connecticut Medical Examining Board -
Physician's Narme: Sfakianaki, Anna Katerina |
Date of Birth: 11/14/1975

Medical School: | 010020 - Univ Miami Sch Med

Year of Graduation:

1999

Social Security Number:

ECFMG Number: N/A

Results:

WE HAVE NO UNFAVORABLE INFORMATION
REGARDING THE ABOVENAMED PHYSICIAN

MAY 27 7003
Dote 2 :

OALE L. AUSTIN
KECUTIVE VICE PRESIDENT
DEKI%EHEF OPERATING OFFICER

- REV 01/20/08 Request ID: 10616449 Packet If%. 15818



Identity



|, the undersigned, hereby certify under oath that 1 am the person named in this application, that al statements | have or
shall make are true, that | am the person named in the various forms and credentials furnished or to be furnished with
respect to my application and that all documents, forms or coples | furnish with my application are strictly true.

1 acknowledge that | have read and understand the “INSTRUCTIONS FOR COMPLETING THE FCVS APPLICATION”
and have answered all questions contained in the application truthfully and compietely. | further acknowiedge that failure
on my par to answer questions truthfully and completely may lead to my being prosecuted under appropriate federal and
stale laws.

i authorize every person, hospital, clinic, government agency (local, state, federal or foreign), institution or law
enforcement agency having custody or control of any documents, records and other information pertaining fo me to
furnish to the Federation Credentials Verification Service any such information, or true and cosrect coples of documents
or records. '

| hereby release, discharge and held harmless the Federation Credentials Verification Service, ils agants or
representatives and any person furnishing infermation, records or documents of any and all liability, | authorize the
Federation Credentials Verification Service to release information, material, documents, orders or the fike relating {0 me
or this application fo any enlity at my request.

Applicant’s SignW (Wﬂs\gﬁed Mgbrefsenée of a notary)
Epp | ANAK]

Applicant’s Printed Last Name

ANNA K,

Applicant’s Printed First Name, Middle Initial, and Suffix {e.g., Jr.)

June 12 2000

Date of Signature {must correspond to date of notarization)

RIFIED
State of ﬂ) LU) ('f’ m-/k , County of A)—M M (/JC_ '

| certify that on the date ss’ﬁ forth below the individual named above did appear personaiiy before me and that | did identify
this applicant by: (2) comparing hisfher 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 foirm with the signature on histher identi %ing document. THe statements on this document are subscribed and

sworn fo before me by the applicant on ihis day of e G o
Notary Public signature: <=~ &<¢ A a 42 SANDRA BURKE
: T No. 018U4684384
my cdtiimission expires: £ / 3 / Z00) QUW
=200
Motary:

The physician has been instructed to sign the front of the photograph,
Your seal {or stamp) must be partly upon: the photo and panlly upon
the signature of the applicant.

PACKET ID: @ @ 1 5 8 1 8 Federatiop Credentitia Wefication Service

o e



[ i
FEDERATION CREDENTIALS VERIFICATION SERV]CI;%CVS}

vERIFICATION OF MEDICAL Epucation = O E1 U E
(This form must be completed by the medical school) | SEP 13 2000

INSTRUCTIONS TO THE DEAN By

The individual identified on the altached Authorization For Release of information, Documenrts 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 complets this form and forward it to
FCVS in the enclosed pestage-paid, self-addressed envelops.

Please note: I vour institution processes franseript 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 transoript {which
indicates courses tazken, dates and hours of attendance, and scores,
gracles, or evaluation).

VERIFICATION OF MEDICAL EDUCATION

Name of Institution: University of Miami Schoo! of Medicine

Complete Address: Assoclate Dean/Student Affalrs R128
Streat Address UlMiarmi School of Medicine
P. . Box 016960
Strect Address Wi Floriua 33T0T
City State . Zip Code{Postal Code)

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

Enroliment and Participation: Our records indicate that AT SEALI G ALied <
(typelprint individuaPs name: Last, First, Middle, Suffix)
attended our medical school for total of weeks of continuous on-campus education on the following dates
(mm/ddfyy): .
From Jo
X 1 I8 18 S 7?2 1 7%

/ / / /

! / / /

/ / / /

f / ! !

This individual {check one): '
was awarded the degree of DNoctoe o wEhGuson__ s~ { m};;/— )/ <%
; M o

was NOT awarded a degree (please attach an explanation)

!‘-*5 fw:f
g fo

g

Tha Eederation Credantals Venticalion Servico 1 a division of The Federation of Siats Medical Boards of (he United States, Inc,
Rev. BA0/00 Packet ID: 15818 Request ID: 5219105 1010020} Page 1 of 2

SUJ



Py

FEDERATION CREDENTIALS VERIFICATION SERVIC;!\CVS)
7~

VERIFICATION OF MEDICAL. EDUCA“E’H@N {continued)

Unusual Circumstances:  The following questions apply to unusual circumstances that occurred during any
part of the individual's medical education. Please circle the appropriate response. “Yes” responses to any of
these questions reguires a written explanation.

Questions Response
Did this individual ever take = leave of absence or break from their medical education? Yas
Was this individualever placed on probation? Yes @D
Was this individual ever disciplined or under investigation? Yes @D
Were any negative reports regarding this individual ever filed by instructors? : Yes @'
Were any limitations or special requirements imposed on the individual because of Yes @D

questions or academic incompetence, disciplinary problems or any other reason?

Premedical Education: Does your school have a premedical education requirement? @Q NO

If yes, include where your records indicate the md;wcfuat completed hisfher premedical education and 1he basic
science courses taken (aftach addifional pages i necessary).

Premedical Institution(s): ' [)ﬂ (V. OF pi@m)
Check Courses Taken: /g{ Zt& Phyéics Biology/Zoology
Organic Chemistry inorganic Chemistry
Certification: By my signature, |, , certify that the above
(type/print name)

information is an accurate account of the above named individual’s official records mamtaaned in this and is true
and correct fo my knowledge.

AFFIX INSTITUTIONAL SEAL
HERE
Date of Signature:

{If your institution does not have an
official seal, this form must be

"Smim Telephone: (__(305) 243-681
VERIFIED | Fax: )

Email:

o Eatiaralion Grodonials Verfication SeIvice Is a division of 1he Federation of Stale Medical Boards of the United Staies, inc.
Rev. 81000 PacketID: 15818 Request ID: 5219105 - [010020] Page 2 of 2



. Mau’ .14 03 02:43p -

HAY 1 g 2003

E?‘Ihe Federation of State Medical Boards of the United States, Inc.
’ k Federation Credentials Verification Service

P.0. Box 619850 Srd
Dallas, TX 75261-9850

GENT | "3dhieas

&

Fax Cover Sheet

To: Department of Student Affairs _.
1600 N.W. 10th Avenue Document critical for
{0}0026] Ul‘!'wefsity OfMlam[ SChOO] of M‘Edicme medical licensure-
305-243-6737 '

DATE: May 2, 2003 ‘ PLEASE EXPEDITE.

FROM: Susan Hyde Packet [D: 15818

: shyde@fsmb org Request 1D: 10616449

Anna Katerina Sfakianaki, MD

The form you recently submitted to FCVS for Dr. Sfakianaki was either incomplete or requires further clarification.
Please address these items listed below and refum by fax to the above number.

1. The premedical education attendance dates that Dr. Spakianaki reported were from 08/1993 to 05/1996.
The attendance dates that your institution reported for Dr. Spakianaki’s medical education were from OB/T8/1995 o
05/09/1999. Thete is a one-year overlap between the dates reporied for premedical education and for medical
education. Please specify if this was an accelerated program. Please clarify the attendance dates and offer an
explanation below. o

Dates reported correctly _\[ Explanation: _

DR cpicipn g UWas, trvollad 1in the MHoroes
%Mclmem L Wedicre L//"g;,w}/m ﬂm;@m) che  _evteraf
“)%ﬂ wedicol sc)ooa/ Q\Q}vz«r +wn SRS L w\cla;—?ma/

ard  was _awnaded the- WJ Sugiee. [ 45 aldas WJQL‘@,

. | i Y
& 455 @A

Dates reported m@rrecg Lf OF mredical slc’[ﬂ ap/

Correct attendance dates for the University of Miami:

Premedical Education: from to

Correct attendance dates for the University of Miami:
Medical-fducation: from to

ﬁ?“i;'{ f 3



" May 14 03 02:34p

Compietion of the following is certification that the information above is an accurate account of the individual’s
recosds and s is section MUST be signed by the Program Director (MD/DO oniy) or an

a ife representative, . - .
| b £ Crowder, BD. MAY {62003
, KW At Adminisiration
Z /ML/%C/ T 1\5‘/ /. ' %g\fﬁli Y el dm]m‘&’{ra o e
Sfézam’rc / L3 Date
~
Mumber of Pages Sent: 2 ‘\
[019020] ‘

The information contained in this document may be CONFIDENTIAL and may also be LEGALLY PRIVILEGED,
intended only for the addressee. If you are not the addressee, you are hereby notified that any use or dissemination
is strictly prohibited. Please notify FSMB by ielephone as soon as possible if you received this dogument izj_}\fg}:r_or.'



Postgraduate Training



(1 .

mmﬁm Credentlals Verification Sawicei.;f\’;vm B E @ E “ W [E ,

Fedqraﬂon Place, 400 Fuller Wiser Road, Suite 300, Fuless, TX 76032
Tel: (817) 868-5000 Fax: (317) 868-5009 “ SEP 13 2000
hurh Ll
Verification of Postgraduate Madical Education
Instistion: Mew York University Medical Center Attentiom:  Department of Obstetrics/ 3‘%@6‘6}6@‘,’
Address: 550 First Avenue ey
New York, NY 10016
Verification Name: Sfakianakis, Anna Katerina
For 88N:
DOB: 1
Physician's Name on Record (If different from above):
Program i’:-%%.__. Department: o5 (b4~
Participation: Internship From: A7\ Q= To: G’ ; Bo; w@
important: Rasidency e
Report incomplete . Successfully Completed?: =~ Yes No _In Progress
postgradusto years . Fellowship /
(PGY) separate fram Research | Accredited by: »ACGME __AOA  __ NotAccredited Other.
thoso that were ——
successilly
compieted. PGY: - Department: 0 %/ ¢
'{f the posigraduste ... Intemnship From: :}"‘/ Vo, W To: 6 7o ; £ 2
year is curently in . .
progress, report the _—Residency . (./
axpeciad complation . Successfully Completed?: Yas Mo 1 Progress
dte in tha *To" field. | . Fellowship 1/
 Report Internships, Research Accredited by: LKCGME __AOA  __ NotAccredited Other:
Residencies and
Feliowships
saparataly. pPaY: Depariment:
Us®o one saction par | w——w internship Erom: / / . To: / /
departmant. if the Resid
depatmontis roteing | ——="COO | L Gompleted?: Y N In P
or transitionsl, pleasa ucces:! mpie: . as ls] n Progress
provides & schedula . Fellowiship Y 9
of rotafions. Research Accredited by: __ ACGME __AOA  __ NotAccredited  Other:
e - o {
tnusual Did this individual ever take a leave of absence of break from their training? Yes o
Cirpumstances: | was this individual ever placed on probation? Yes
Clrede the comect Was this individual ever disciplined or placed under investigation? Yes
rasponss. Omitded .
responses requlre Were any negative reports ever filed by instructors? . Yes
written explanation. Were any limitations or spacial requirements placed upon this individual because
1 sary, you may of questions of academic incompetence, disciplinary problems or any other Ves
continue your reason?
explznation on &
;::z?‘“ sheet of Pleass explain any "Yes" response from above:
Certification: Completion of the following is certification that the information above is an accurate acosuwt of His individual's recordst
Is true and comect. This section MUST be signed by the Program Director {M.DJD.OCopl ).
Name: Ji R Y Signature: didr 2y
¥ =,
itle: ATE Aﬂ PR A Prapawe  Date of Signature: 7 los
Tal: - H;’«}’Wé Fax: Zf(r?-‘)'"i{;f Eﬁ/\ } oL !/M
: <% ‘
?/{;M g/ °’

Rev. 8/10/00 Packet|D: 15818 Request!D: 5219105 S\ ) 1162731




