: - 27700

WEGGER, Governor -

STATE OF CALIFORNIA -~ STATE AND CONSUMER SERVICES AGENCY

md MEDICAL BOARD OF CALIFORNIA
Owmrrril LICENSING PROGRAM
Congumer . 2005 Evergraen Street, Sulte 1200,
. acramento, CA 95815

(800) £33-2322 (916) 263-2382  FAX (916} 263-2487
www.mbe.ca.qov

INITIAL AND UPDATE APPLICATION FOR PHYSICIAN’S AND SUR
OR POSTGRADUATE TRAINING AUTHORIZATION LE T

ZON S“LICENSE

\;‘\I

Application for (please check one): B License 0 PTAL - Or- [t Update
1. NAME ; ‘ Last M a HV\ First Middle
K Arer E
Other names you have used (include maiden name): 2. U.S. Social Security Number
3. Piace of Birth 4. Date of Birth
Balhmore, , MD
5. Gender: 0 wmaie B Female

__.-......,..*_v =5

= ,._.....-.—1..-

g

6. Public/Mailing Address:
{Piease note: this informatlon Is publlc)

{30 characters maximum

per line, including spaces} W
City State/Province Zip/Postal Code Country
Los Angelds CA ~Betiemrg | usa
7. Telephone Numbers: Home L ~ Work ' Call ]

(include arsa code)

8. California Driver's License Number {optional): 10. Have you ever filad an Application for Physician’s
and Surgeon’s License, or PTAL, in Californta?

Q Yes B No

. Previous license number, if any:

T MEDICAL EDUCATION
11. LIST EAGH MEDICAL SCHOOL THAT YOU HAVE ATTENDED.

9. Esmail Addrsce {nntinnai):

€ Provmce, Coun :

(-aome washmqu Unty . wa&hm@w DL WIA |8/0% - 5/08

12, Schoot of Graduation ' Degree Awarded Date of Graduation

ﬁorg Wa&hm'}m Univ., M
R R EXAMINATIONS
13, LIST ALL OF THE FOLLOWING EXAMINATIONS YOU HAVE TAKEN:

USMLE FLEX, NBME, ECFMG. SPEX

USMLE STEP |
WSMLE STEP 2
NWIMLE STEP 3

R Rt ey
D7A-100 (Rev. (2008




A “yes” response to Questions 14 through 38 requires a written explanation on a separate sheet of
paper along with any supporting materials.

ACGMEIRCPSC ACCREDITED POSTGRADUATE TRAINING

14. Please list each ACGME/RCPSC accredited postgraduate training program in which you
have participated. You must include each internship, residency and fellowship, whether or
not the program was compieted or credit granted.

—

kaser Permanente ﬁﬂgogﬂ”%oﬂ“d 08 ) ayn T/ — U rrbnt

Did you ever‘t.ake a leave of absence or break from your training? YES
Have you ever been terminated, dismissed or ex.pel!ed- from a program? "YES
Have you ever resigned from a training program? YES
Were you ever placed on probation? YES
Were you ever disciplined or placed under investigation? YES
Were any incident reports ever filed by instructors? | , YES
Were any limitations or speclal requirements placed upon you for ciinical
performance, discipline, or for any other reason? . YES
Have you ever had a postgraduate training program contract not be vES

renewed or offered for a following year?
Ao : - MEDICAL LICENSURE

15. Please list all medical licenses (other than training licenses) that have ever been issued by
any state or territory in the United States or Canadian province.

jurisdiction -

APPLICANT: : DATE OF B‘I_RTH:
kargn Mann

(7A-100 {Rev. 12/05}




ABMS CERTIFICAT[ONS

16. Are you currently certl‘r" ed by a Member Board.of the Amencan Board of Medical Spec|alt|es?

YESL.I No &

MALPRACTICE HISTORY

17 Has a claim or an action ever been flled against you for the practice of medicine which resu!ted

in a malpractice settlement, judgment, or arbitration award of $30,000 or more? _
) YES NO

" PRACTICE IMPAIRMENT OR LIMITATIONS

18. Have you been enrolled in, required to enter into, or participated in any YES
drug or alcohol recovery program or impaired practitioner program?

19. Have you been treated for or had a recurrence of a diagnosed YES
addictive disorder?

20. Have you been diagndsed with an em otional, & mental, or behavioral YES
disorder which impairs your abitity to practice medicine safely? :

21, Have you ever been diagnosed with a neurological or other physical YES
condition that would i mpair your ability to practice medicine safely?

22. Do you have any other conditi on which in any way impairs or limits YES NO
your ability to practice medicine safely? .

If you do receive ongolng treatm ent or participate In a monitoring program, the Board will make an

individualized assessment of the nature, the severity and the duration of the risks associated with an

ongoing medical condition to determine whether an unrestricted license should be issued, whether
condltlons should be |mposed or whether you are not eligible for licensure.

CRIMINAL RECORD HISTORY

23. Have you ever been convicted of, or pled g uilty or nolo contendere to ANY offense in any state in
the United States or foreign country?

This includes a citation, infraction, misdemeanor andfor felony, ete, If “YES” attach a list of each offense by arrest and conviction

dates, violatlon, and caurt of Jurlsdiction (name and address). Matters in which you were diverted, deferred, pardoned, pled nolo contendere,

or If the conviction was later expunged from the record of the court or et aside under Penal Code Section 1203.4 MUST be disclosed. If you

are awalting judgment and sentericing following entry of a plea or |ury verdict, you MUST disclose the conviclion; you are entitled to submit

evidence that you have been rehabliitated. Serlous traffic convictlons such as reckless driving, driving under the influence of alcohol and/or

j_'.mguimmm,mgﬁmamMCen_taWuraio.appeauﬂnv@hnI&themwnsg_muspemmmnnkedmu&mmmﬂad_ TAISTE
is not allinclusive. If in doubt as to whether a conviction should be disdiosed, it Is better to disclose the conviction oh the application,

For each conviction disclosed you must submit with the application certified copies of the arresting agency report, certified copies of the
court documents, and a descriptive explanation of the circumstances surrounding the conviction of disciplinary action {i.e., dates and iocation
of incident and all circumsiances surrounding the incident). This letter-must accompany the applacahon If documents were purged by
arresting agency andfor court; a leiter of explanation from ihese agencies is required. -- -

Applicants who answer “NO” to the question but have a previous conviction or plea, may have thelr application denied or license

revoked for knowingty falslfying the application. YES NO
APPLICANT: DATE OF BIRTH:
karen Mann

7100 {Rev. 12/05)




_ CRIMINAL RECORD HISTORY (contd)

24. |s any criminal action pending against you? _ YES ' NO

25. Are you required to register as a Sex Offender? YES NO

These questions refer to discipline by any U.S. military or public heafth service, state board
or other governmental agency of any U.S. state, territory, Ganadian province, or coun {ry.

26. Have you ever been denied a licens e to practice medicine? YES NO
27. |s any denial pending against you? ‘ YES NO

28. Have you ever been charged with, or been found to have committed,
unprofessional conduct, professional incompetence, gross negligence, YES NO
or repeated negligent acts or malpractice by any medical licensing
board, other agency, or hospital?

29. Have you ever had any license to practice medicine revoked, YES NO
suspended, or placed on pro bation? :

30. Have you ever had any license to practice medicine subjected to
any action including but not limited to informal or confidential discipline, YES NO
consent orders, letters of warning, letters of reprimand, or citation?

31. Have you ever had any license to practice medicine subjected to any vES N
other disciplinary action?
32. Is any disciplinary action pending against any of your licenses to vES NO
practice medicine?
33. Have you ever had staff privileges in a hospital terminated, denied, - YES | NO
suspended, limited, revoked, or not renewed?

34. Have you ever resigned from a m edical staff in lieu of disciplinary or YES . NO
administrative action?

35. |s any disciplinary action pending against your hospital staff privi leges? YES No !
36. Have you ever surrendered a license to pra ctice medicine? YES NO
|37, "F{éﬁlﬁ”ﬁfﬁé_ A privileges ever been denied, suspended, resfricted, or vEs  NO
terminated?

| 38. Have you ever entered into any arrangement or plea or agreement in

, uev RO ally atfarigernelll of pled OF adles v . YES .. NO
lieu of a federal prosecution for a d rug violation regulated by the DEA?

APPLICANT: — | DATE OF BIRTH:
Karen Mann

07A-I00 (Rev. 12/05)




Notice: All items in thié application, except #8 and

requested information will delay the processing_of
your application. The information provided will be

used to determine your qualifications for licensure
per Section 2080 of the California Business and
Professions Code, which authorizes the collection
of this information. The information on your
application may be transferred to other medical
licensing authorities, the Federation of State Medical
Boards, or other governmental law enforcement
agencies. You have the right to review your
application subject to the provisions of the
Information Practices Act. The Chief of the
Licensing Program is the custodian of records.

| and evidence or other credentials submitted herewith are true and correct; that | am the lawful holder of the degree of Doctor

The applicary, kO\ € M ann__ \ e e being first duly sworn upon his/her
{PLEASE PRINT FULL NAME) (DATE OF BIRTH)

oath deposes and says: that | am the person herein named subscribing to this application; that | have read the complete

application, know the full content thereof, and declare under penalty of perjury, that all of the information contained herein

of Medicine as prescribed by this application, that the same was procured in the regular course of instruction and
examination, and that it, together with all the credentials submitted, were procured without fraud or misrepresentation or any
mistake of which | am aware and that | am the lawful holder thersof. Further, | hereby authorize all hospitals, institutions or
organizations, my references, personal physicians, employers (past, present and future), business and professional
associates (past, present, and future), and all government agencles (local, state, federal, or foreign) to refease to the Medical
Board of California or its successors any information, files or records, including medical records, educational records, and
records of psychiatric treatrment and treatment for drug and/or alcohol abuse or dependency, requested by that Board in
gonnection with this application; or any further or future investigation by that Board necessary to determine any medical
competence, professional conduct, or physical or mental ability to safely engage in the practice of medicine. | further
authorize the Medical Beard of California or its successors to release to the organizations, Individuals or groups listed above
any information which Is material to this application or any subsequent licensure.

| UNDERSTAND THAT FALSIFICATION OR MISREPRESENTATION OF ANY ITEM OR RESPONSE ON THIS
APPLICATION OR ANY ATTACHMENT HERETO IS A SUFFICIENT BASIS FOR DENYING OR REVOKING A
LICENSE.

Kan (PLEASE INITIAL BOX)

-County of LOJ‘ A’V\Q&M S

SIGNATURE OF APPLICANT: WW e
' - T {/ (Please sign full name)

Stateof __ C A1 7£Wh!0{

Subscnbed and sworn to for afﬂrmed) before meon e
s 127" dayor O(/}L’Db‘ff” 20 09

by: (applicant's name to be printed here) __}_[S_(\‘Ef_‘%’f\ MQW-X
proved to me on the basis of satisfactory evidence to be the person(s) who appeared before me.

TRACEY R. GORIN
Commission # 1703283

P

%*;‘ ? Notary Public - Callfornia £ i
S4:F/ Los Angeles County Drssor AD Qi
B i b | S RbTaRY PUSLIC

[N WU W W )

0TA-100 (Rev. 1104/G8)
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STATE OF CALIFORNIA - STATE AND CONSUMER SERVICES AGENCY ARNOLD SCHWARZENEGGER, Governor
st MEDICAL BOARD OF CALIFORNIA
Deprrmract LICENSING PROGRAM
Consumer 2005 Evergreen Street, Sulte 1200
Affairs . Sacram

(800} 633-2322 (916) 263-2382  FAX {916) 263-2487
www.mbecadgov

‘CERTIFICATE OF MEDICAL EDUCATION  Bitfiviiu
MEDICAL SCHOOL: PLEASE COMPLETE THIS FORM IN THE ENGLISH LANGUAbE

This certifies that Karer, Mann .
Full Wame of Applicant U.8. Social Security Numbar
ez enrolled in GﬁOrOft’, Wﬁdhlnq%ﬁlﬂ MWVC’FJHLL/
- " Data of Birth Name of Mudical School )
located in Woshingtm DC U SAH on _Q_g;_Q,gz-;_Z_g_g_i_%/
State/Province Country Enrofiment Date

The undersigned further certifies that the records of this institution show that the applicant atiended in this
institution years of resident instruction , completing at least 4,000 hour s, of which at least 80 percent
actual attendance is raquired in the subjects set forth hereunder { Business and Professions Code Sections 2089,2089.5,
2089.7,2090, 2091,1,2081.2) and that the applicant

Anatomy Embryology i Physical Medicine

Otolaryngology Histelogy Therapeutics

Ohbstetrics and Gynecology Human Sexuality Naurcanatomy

Radloiegy, Including Radlation Safety Medlcine Child Abuse Detection and Treatment
Trepical Medicine Surgery, Including Orthopedic Surgery Gerlatric Medicine

Physiology Uratogy Petatrics

Biochemlstry Psychiatry Pharmacology

Pathology, Bacteriology, and immunclogy  Neurology Anesthesta

Ophthalmalogy Alcoholism and Chemical Dependency Spouszl Partner Abuse Detection & Treatmant*
Dermatalogy Preventative Medicine, Including Nutrition Family Medicine™

Pain Management and End-of-Life-Care*™

*  QOMNLY applicable to medicat students whe enrolled In medical school on or after September 1, 1824,
**  ONLY applicable to medical students who graduate from madical school on or after May 1, 1988.

** ONLY applicable to medical stutlents who enrolled in medical school on or after June 4, 2000,
& was granted the degree of Bachelor/Doctor of Medicine on the ! g day of M 4 Y ) '2008. b
O withdrew from medical school on day of . .
Unusual Circumstances o - _ Responses
Did this individual ever take a leave of absence from their medical education? Yes No
Was this individual ever placed on probation? . Yes No
Was this individual ever disciplined or unde r investigation? Yes MNo (
Were any incident reports regarding this individual ever filed by instructors? ' Yes No : é}/
Were any limitations or special requirements imposed on this individual because of
questions of academic or disciplinary problems, or for any other reason? Yes No

A "Yes” response to ANY of the above questions requires the medical school to provide a written explanation on a separate attachment.

Madical School Seal Attention Medical School: Only the President, Dean, or Ragistrar may sign this form. [f the signature |s
Must Be Imprinted Batow @ being delegated to another person, evidence of that delegation must be attached to this form (may be a .
photocopy). Such delegation must be on official letterhead and must be dated within the last 12 months. N
re - " N ¥
e Signed and the school seal affixed this day of ) A 2010,
) ' /
Kyle Dirkes

By:

——pyer-Cromtintory-Sludant Senlc “ﬂagﬁ_lfﬂf

) ' o .rinted Nggao‘gnd Title of School Official

Tl - & @ﬁ
Signature: Sehaokoh Menryne 3l 'ﬂeaﬂﬁ Sclences é{ 2

07A-100-L2 (Rev. 12/08)
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STATE OF CALIFORNIA — STATE AND CONSUMER SERVICES AGENCY ARMLD!SCHthzEﬁgcsﬁ_E Bavernor
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TR N
Q:.:_ MEDICAL BOARD OF CALIFORNIA e
Consumer 2005 Eﬁf&ﬁﬁfsﬁlﬂ?ﬂﬂwﬁﬁ%&m -%i

Sacramento, CA 95815
(800) 633-2322 (916} 263.2382 FAX (916) 263-2487 e
www.mbe.ca.qov Luh i g

CERTIFICATE OF COMPLETION OF ACGME/RCPSC POSTGRABE&%#‘RAINING

To be completed by the facility for every medical school graduate completing postgraduate training in the United States or Canada,

PART 1: TO BE COMPLETED BY THE APPLICANT

NAME:  Last First Middle -
Mann . Karen Elizabeth
0.8 Socia Security Number ' Date of Birth Telephone Number
Home | Work

PubliciMziling Address 4900 Sunset Bivd., 5th Floor .

' City - State/Province Zip/Postal Code
Los Angeles : CA 80027

Medical Schocl of Graduation:

| George Washington University School of Medicine

PA T"2"*"T0-_BE_'COMPLETED BY THE PROGRAM DIRECTOR = - CoL e R
TION PROGRAM DIRECTOR: Da not sign and date this form before the last day of any postgraduate
raining year which will be used by the applicant to gualify for licensure. Completion of this form will certify that -
individual named in PART 1 above satisfactorily completed a period of accredited postgraduate training at
acility and that the trainee has acquired the skill and qualifications necessary to safely assume the -
- icted practice of mediciné in this state, = - - .. - - SRR T
Name of Facility: ' ' ' ACGME 10 digit Program number; (www.acome.ora)

Kaiser Permanente Los Angeles Medical Center 2200512035
Address of Facility: ‘ Telephone #:
4900 Sunset Blvd., 5th Floor {323) 783-1915

Categorical Specialty Area of Training
Obstetrics and Gynecology

Start Date of Training End Date (or anticipated completion date) of Training
_ 07,01, 2008 | 06/ 302012

Did the trainee ever take a leave of absence of break from their training? YES NO

Was the trainee ever terminated, dismissed or expelled? YES NO
Did the trainee ever resign? | YES NO
Was the trainee ever placed on probation? YES NO
Was the trainee ever disciplined or placed under investigation? ' YES NO g /
Were any incident reports regarding this trainee ever filed by instructors? YES NO

Were any limitations or special requirements placed upon the trainee for

clinical incompetence, disciplinary problems or for any other reason? YES NO

Did the program decline to renew or offer the trainee a postgraduate training
program contract for a following year?

NO

A “Yes” response to ANY of the above questions requires the program director to provide
a written explanation on a separate attachment.

07A-100-L3 {Rev. 12/05)
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DEFINITION OF "SATISFACTORY” COMPLETION OF TRAINING

The program director signing this form is formally certifying and documenting under penalty of perjury that the trainee received
instruction appropriate for the particular postgraduate level and that hefshe satisfactorily completed periods of training in

program director will personally be attesting to the fact that the trainee has acquired the skill and qualifications necessary to safely
assume the unrestricted praclice of medicine in this state.

“SATISFACTORY" IS DEFINED AS: THE TRAINEE PERFORMED AT AN ADEQUATE LEVEL BASED ON EVIDENCE OF
SATISFACTORY PROGRESSIVE GRCWTH INCLUDING DEMONSTRATED ABILITY TO ASSUME GRADED AND INCREASING
RESPONSIBILTY FOR PATIENT CARE.,

- - " -
GENERAL MEDICINE TRAINING REQUIREMENT

To qualify for licensure In California, appilcants who are graduates of an international medical school must complete at least four months of

postgraduate training in GENERAL MEDICINE as part of the requirement. Applicants who are graduates of a U.S. or Canadian medical schoai,

who have not completed posigraduate training required for licensure by July 1, 1990, must also complete four months of training in GENERAL
MEDICINE prior to licensure. The GENERAL MEDICINE requirement may be salisfied by actual clinical practice where the applicant has direct

p;?are responsibilities in any particular spesialty or sub-specialty area for at least four months.
hgteh

y certify as the program director, that the individual named in Part 4
has completed O has not completed
a minimum of four months of general medicine as part of this postgraduate training program

accredited by the ACGME or the RCPSC. W b (o
IGNATURE OF PROGRAR DIRECTOR

N——

ATTENTION PROGRAM DIRECTOR: THE PERSON WHO SIGNS THIS FORM MAY NOT BE RELATED TO THE
APPLICANT BY BLOOD, MARRIAGE, OR ADOPTION. If that signature authority is being delegated to another parson,

evidence of that delegation must be attached to this form (may be a photocopy). Each delegation must be on officlal
letterhead and must be dated within the last 12 months.

I HOSPITAL SEAL

OFFICIAL HOSPITAL SEAL MUST BE AFFIXED IN
THE BOX TO THE LEFT TO CERTIFY TRAINING

The training program is accredited by the ACGME or the RCPSC to offer the type and level of
tralning compieted by the applicant, and the applicant was trained In an accredited ACGME ar
RCPSC program positian. | hereby declare under penalty of perjury under the laws of the State of

. Califormamatements are true and correct.
, Wein e ea AD

™ PRINT NAME OF PROGRAM DIRECGTOR/

SIGNATURE OF PROGRAM D TOR DATE SIGNED
Signature Stamp is Not Acceptable >

State of

County of

Subscribed and sworn to {(or affirmed) before me on

this ' day of ' .20

by _

personally known to me or proved to me on the basis of satisfactory evidence to be the person(s) who appeared before me.

NOTARY SEAL i

oo | SIGNATURE OF NOTARY PUBLIC

07A-100-L3 {Rev. 12/05)
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STATE OF CALIFORNIA -~ STATE AND CONSUMER SERVICES AGéNCY ARNOLD SCHWARZENEGGER, Governor
"‘ .;; 1

(;w_ MEDICAL BOARD OF CALIFORNIA " (01 B4

Duaryracsst LICENSING PROGRAM SR ' “F ¥ i
. E Street, Sulte 1200

Aftairs O Gaaramanta, CA 95815

(BU0T633-Z322  (UTB) 2632382 FAX(TT0) 263-248771 1Y
www,mbec.ca.gov

CERTIFICATE OF CURRENT POSTGRADUATE TRAININGIENROLLMENT

. n y
At the'time of licensure, you may be entitled to a reduced initial license feg ﬁ%&%%ctively _
participating in a slotted position in an ACGME/RCPSC accredited postgraduate training program.

NOTE: This form may not be used in lieu of the Form L3A-B, "Certificate of Completion of ACGM E/RCPSC
Postgraduate Training."

NAME: Last First Middle
Mann Karen : Elizabeth
U.S. Social Security Number Date of Birth Medical School of Graduation:

George Washington University Schocl of Medicine
This Is to certify that the above applicant is actively participating in an ACGME or RCPSC accredited postgraduate

training position that started on 07 ! 01 f 2008 and is expected to be
Morih Day - Year :

completed on 06 [ 30 / 2012 in Ohbstetrics and Gynecology
Month Lay Year ategerical opeciaity Area o raining
at Kaiser Permanente Los Angeles Medical Center
Name of Facility

located at. 4900 Sunset Blvd., 5th Floor, Los Anqgeles, CA 90027
ress gf racility
The 10 digit ACGME Program #: ___ . 2_2_0__0_;_’-)_']‘2__0&_____ (Ref-er to http:fiwww.acome.orafadspublic),

| hereby declare under penaity of perjury under the laws of the State of California that the above statements are true and correct and the
above program is accredited by the ACGME or the RCPSC to offer the type and level of training completed by the applicant and that the
appiicant is being trained in an accradited ACGME or RGPSC postgraduate training position.

M i(/{(\-(kij\ \AIQA';AJKCLQ;LU\:\ ; il"'\

PRINY NAME OF PRCGRAM DIRECTOR £
/ W' L/’j -

SIGNATURE OF PROGRAM DIRECTOR @lgnature Stamp Is Not Acceptahle . -
it 10% (323y3822-1915
DATE ] TELEPHONE NUMBER
ATTENTION PROGRAM DIRECTOR: THE PERSON WHO SIGNS THIS FORM MAY NOT BE RELATEDR TO THE ARPLICANT BY BLOCD, MARRIAGE, OR ADOPTION.

Only the Program Director may 'sign this form. 1f that signature authority is being delegated to ancther person, evidence of that delegation must be attached to
this form {may be a photecopy}. Such delegation must be on officlal letterhead and must be dated within the last 12 months.

State of

County of

Subscribed and sworn to {or affirmed} before me on

this day of , 20 ,

proved to - aisfactory evidence to be the person(s) who appeared before me.

SIGNATURE OF NOTARY PUBLIC

OFFICIAL HOSPITAL SEAL OR NOTARY
SEAL (WITH JURAT COMPLTED ABOVE)
MUST BE AFFIXED IN THE BOX AT THE LEFT

WA, Wy i



STATE DEPARTMENT OF CONSUMER AFFAIRS
INTERNET CASHIERING SYSTEM
MEDICAL BOARD OF CALIFORNIA
SUPPLEMENTAL INFORMATION REPORT

From Date: 09/20/2011 To Date: 09/20/2011
ATRISUPPINF
10-APR-15 14:23:19
Person id : 1747156 Name:  Mann,Karen
Question Answer
| Have Complated Cme And Can Document Not Less Than 50 Hours Of Approved Cme For The Two- YES

Year Pericd Immedistely Praceding The Expiration Date Gf My License. Or | Mest The Conditions
Which Would Exempt Me From All Or Part Of The Requirements.
| Have Ceriigleled 12 Houts Of Pain Management And End-Of-Lifs Carre. - S ' ' YES

| Am Exempt From The Completion Of 12 Hours Of Pain Management And End- Of Life Care NO
Contmumg Educatlon Reqmrement Because | Am A Radlolog|st Cr Pathologlst

- Soli N
Enter Name!/—\ddress Of Facmty Where You Or Your Immediate Famlly Hold Finanmal Interest Type
"Neone", If None Held.

| Certlfy Unider P
Contained In ThigApplic 5 Tnie And Cori'ect o
| Hava Read My Profile On The Mecical Board Web Site At Www.Mbc¢.Ca.Gov And Acknowledge The YES

Informatmn Contained Therein As Current And Accurate,
Sifice You Last Reriewed Your License, Have Yol Had Any Licefise Digeiplined By A Government NO

Agarigy Or Cthisr D|scip[mary Bedy; Or, Have You Been Convicted OF Ay Crime Iri Any éiate The U 8.
AAnd Tt Territorias, Miliary Gourt Or A Forelgn Gountry?

Total Questions Asked For Person ; 1747156 8

Page 150 of 168



STATE DEPARTMENT OF CONSUMER AFFAIRS
INTERNET CASHIERING SYSTEM
MEDICAL BOARD OF CALIFORNIA
SUPPLEMENTAL INFORMATION REPORT

From Date: 09/13/2013 . To Date: 09/13/2013
ATRISUPPINF
10-APR-15 14:25:37
Person Id : 1747158 Name: Mann,Karen
GQuestion Answer
| Have Completed Cme And Can Document Not Less Than 50 Hours Of Approved Cme For The Two- YES

Year Period Immediately Preceding The Explraticn Date Cf My License, Or | Meet The Conditions
Which Would Exempt Me From All Cr Part Of The Requirements.

| Have Completed 12:HoursCf Pain Managermierit Arid End-Of-Life Care. . Caocl e YRS
| Am Exernpt From The Completlon Of 12 Hours Of Paln Managsment And End Of Llfe Care NO
Contlnumg Educatlon Requirement Because | Am A Radiologist Or Pathologist.

graisis And Faim ly F’hyslcians Who HaVe 25% @f 'I‘helr F‘atlent Papulatlon Aged 65 NQ .

Care. OF Oider Patlerts. Cliok No If Mot Apolicable. : e
Enter Name/Address Of Facility Where You Or Your Immechate Famlly Hoid Financial interest. Type NONE
"None" If None Held.

med In This Appllo&’dan Is T‘rue And Carr*e ] : :

| Have Read My Profile On The Medical Beard Web S\te At Www.Mbc.Ca.Gov And Acknowledge The YES

Informaticn Contained Therefn As Current And Accurate. : _

Since You: Last Renawed Your License, Had Any License Disciplined By A Goveitiierit L NO
ﬂ‘ier Disciplitiary Body; O, M Baen Convicted Of Any . Cririg In A te, The U~

Tettitoties, Miltary Court Or A Fe Shihitry? B R

g
Total Questions Asked For Person : 1747156 8

Page 86 of 133




