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APPLICATION FOR " LICENSE TO PRAGYICE
2 : | MONEY CTL. (6, 7, 8)
DDM)\ ‘bé) MEDICINE
,?")/ FOR VALIDATION ONLY
2

FEES
Medicinew!lh Exam. .......... $125.00 DEPAHTMENT OF LICENSlNG
e e veantmsatio 2 | DIVISION OF PROFESSIONAL LICENSING

WithExam .............. $100.00 P.O. BOX 9649

Without Exam . . .. ....... @‘ OLYMPIA, WA 98504 Make remittance payable to:
026-D70-252-0009 STATE TREASURER

Note: If you have a Limited License to Practice then the fee with exam is $100.00 and without exam is $75.00
Application for licensure is made by: {Check one)
El National Board waiver,

O Reciprocity from {state)
[J washington Examination. (FLEX)

Ouwmcc.
Flex waiver.
: GA-RC-TJ-Mu453NL 3 00-00-00 '
PROG (1) | TRANS {31} PROF COD GA RC I A . JORG E . M F - e EXPIRATION DATE {9) EXPT STAT{11) | TYPE (12)

LA 252- , h

KEY DATE {13} CLASS (14) ASSN{I5) BILLED AMOUNT (16) SIGN SPLIT QTRD

PLEASE TYPE OR PRINT CLEARLY
APPLICANT'S NAME co) GAR YA NORGE M. €,
Last First Middle

ADDRESS @y 2.3 5 X AavE L - AT I01
CITY co_SEATLE STATE oy W A ZIP e T8t 2 COUNTY en
TELEPHONE NO. o) (lok) 323 587 SOCIAL SECURITY NUMBER (0 I

Enter the number at which you can be Requested for identification purposes only. Entering SSN is

reached during normal business hours. voluntary and is not required for licensing approval.
SEX(ForM) Y\ DATE OFBIRTH 213 1955

. Cow me. Jay yr.
0 QANETRD AS L EXAM DATE o 1 | T 1 ) (42)

BIRTHPLACE ’Q - gt:y N State . ! B(:(O%'Ity VOTER DIST. L. & (46)
MEDICAL SPECIALTY qu A L_\_:r g A C—‘T e GRAD YR/SCH : Lo | 48y
Medical School _uUnl _oF CALATOR th A Sand TR ANUSEe Year Graduated 198
INSTRUCTIONS
ALL APPLICANTS

(a) This application and supporting documents, should be filed with the Division of Professional Licensing at least
thirty (30) days prior to the board meeting at which it is to be reviewed. (Or for Flex exam by April 1 for the June
examination and October 1 for the December examination.) ’

(b) If additional space is required, attach separate (8% x 11 inch) sheets indicating the section to which they refer.

(c) ALL APPLICATIONS MUST BE ACCOMPANIED BY APPLICABLE FEE. FEES ARE NON-REFUNDABLE.

MED-657-020 Med, App.
(R/3/84) Pg. 1 of 4 -a7s-
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IDENTIFICATION PO

HEIGHT - , WEIGHT
s 0" 1Yo #
COLOR OF EYES COLOR OF HAIR
ERIWNN BRO N

; Jorge Garcia

PERSONAL DATA

1. Have you ever been called before any state or provincial licensing board for interrogation concerning any
viclation of the iaws or regulations pertaining to the profession for which you are applying, or for unethical
conduct?

2. Have you ever had a license to practice revoked, suspended, or restricted?

3. Have you ever been denied a license -or-the right to take an examination for.licensing in any state,
province, or country? - C .. . '

4. Have you ever had hospital privileges or medical society membership revoked, suspended, or restricted
on grounds of unprofessional conduct, incompetence, negligence, unsafe practices, or mental or physical
impairment?

If the answer to any of the above questions is YES, enclose a letter naming the state, hospital or society, the
date of the action, the cause, and the nature of the decision.

5. Have you ever been convicted of or plead guilty to a felony or misdemeanor?

6. Have you ever been convicted of a violation of any state or federal controlled substance act, or any drug
or narcotic law?

If the answer to questions 5 or 6 is YES, please enclose a letter giving the date, jurisdiction, and nature of the
conviction, as well as the sentence imposed. If still on parole or probation, provide the name and address of
the supervising officer.

7. Have you ever used any legend drug, or controlled substance (including Schedule 1) for other than
therapeutic purposes?

8. Have you ever been addicted to or treated for addiction to or abuse of any controlied substance, drug or
chemical?

9. Have you ever engaged in the excessive use of alcohol or received treatment for alcoholism?
10, Have you ever received psychiatric therapy or treatment or received treatment for a mental illness?

11. Are you presently suffering from any disability or illness (menta! or physical) which could affect your abili-
ty to safely practice medicine?

If the answer to any of questions 7 through 11 is YES, please enclose a letter giving details of your use, con-
dition or addiction. Include the name and address of the treating professional and/ or institution.

12. List any malpractice settlement, award or payment as the result of a claim or action for damages alleged
to have been caused by your incompetence or negligence in the practice of medicine. Include the nature
of the case, date, and summarize care given. Enclose a copy of the original complaint and of the settle-
ment or award.
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FAILURE TO GIVE COMPLETE AND TRUE INFORMATION CONSTITUTES CAUSE FOR DENIAL OF YOUR

APPLICATION FOR LICENSURE.

MED-657-020 Med. App.
(R/3/84)Pg. 2 of 4 -375-
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PREVIOUS REGISTRATION

Specifically list licenses granted as temporary, reciprocity, exemption or similar with type, date, grantor, and if license is

current:
Certificate Permanent License Received B
State or Other Profession or - L Currently
Year No. Temporary Examination Other inForce
WAL A ¢ 7o ad MO 8358y Te v Ve s

[ A . -

PROFESSIONAL TRAINING AND EXPERIENCE

List in ¢chronological order all professional education and experience. Include college, university, medical or osteopathic
school, and ALL periods of time from the date of graduation from medical or osteopathic school to the present, whether or
not engaged in activities related to medicine.

List hospitals and local medical societies, including mailing addresses, in which you have had membership and/or
privileges within the past five years. List internships and residency programs, including the city and state and any hospitals
utilized in the training.

Degree or Certificate and Date

i

Fronlcdén-"-‘: [-)ég;,-\‘;e.a-r--ro Name and Location of Institution, Place of Practice or Other Received, ?Dfrféi‘:g?aﬁ;E*Pefie"‘:e
/3 2/76 | UNY 6F Ll e DR A NA %y o, Biococy
‘l(/?ca 6}8} UN' oF (AL. SpoDL OfF meoiaing MO

G/éS ?'/8\{ GRe FERC T RCE T P

MED-667-020 Med. App.

{R/3/84) Pg.30l4

-376-
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Applicants for licensure by STATE RECIPROCITY must provide the following certification.

To be executed by the Secretary of the Board or Department of the State upon whose license .the'applicant relies for
reciprocal registration in Washington. (To be completed only if license was obtained by written examination).

| certify that the aforesaid in h examination before the
of this state attained a general averageof ___ percent (or FLEX WEIGHTED AVERAGE OF percent)
and the following marks in the subjects named:
Subject Percent Subject : Percent
N

If FLEX examination please provide the following averages for each day.

DAY | DAY i DAY Il

BASIC SCIENCES CLINICAL SCIENCES CLINICAL COMPETENCE

| do further certify that certificate number to practice

was issued to said applicant on the day of , 19 , upon the following qualifications:

and said certificate has not been revoked or suspended and that, from the records now on file in this office, | believe h
to be of good moral character and worthy of professional recognition, and recommended h____ to the Division of Profes-
sional Licensing of the State of Washington as a fit and proper person to receive recognition as an applicant for a reciprocity

certificate permitting h_ to practice
In testimony thereof, witness my handand sealthis ___ day of , 19
SECRETARY OF THE
AFFIDAVIT [SEAL] POST OFFICE ADDRESS
L, AoRGE MADBEA DE TR AENTAY (AR o , being first duly sworn, depose and say that | am the

print or type full name of applicant
person described and identified; that | am of good moral character; that | have not engaged in any of the acts prohibited by
the statutes of the State of Washington; that i am the person named in the diplema which accompanies this applciation; that
| am the lawful holder of said diploma; that said diploma was procured in the regular course of instruction and examination
without fraud or misrepresentations.

| hereby authorize all hospitals, medical institutions or organizations, my references, personal physicians, employers
(past and present), business and professional asscciates (past and present) and all governmental agencies and
instrumentalities (local, state, federal or foreign)} to release to this licensing Board any information, files or records required
by the Board for its evaluation of my professional, ethical and physical qualifications for licensure in the State of
Washington. | understand the Board may request a physical or mental evaluation to determine my fitness for practice.

| have carefully read the questions in the foregoing application and have answered them completely, without
reservations of any kind, and | declare under penalty of perjury that my answers and ali statements made by me herein are
true and correct. Should | furnish any false information in this application, | hereby agree that such act shall constitute cause
for the denial, suspension or revocation of my license to practice in the State of Washington.

- /( - ' - . - _
m N A
‘K k 7 (::;Iicant’s signature Subscribed and sworn to before me this ‘-DM

. day of Pfi(a/f./_’//é/ _ L 196"7}/
S (SEAL e Bt L g B
Z —
Notary Public for the s/.t‘a/t; of 7’4’,’6’%&%’ ,

- o F / B
MED-6567-020 Med. App. Residing at A{ZMW . &
(R/3/84) Pg. 4 of 4  -375- =
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WORKSHILTY FOR MEDICAL &

APPLICANT NAMK

AUENSURE APPLICATIONS

DATE OF APPL. RECEIPTY

1. METI0D OF LICENSURE

_\i‘:ﬂatioacl Bosrd Waiver
____Flex Maiver
__Reciprocity-
e
___Exumlnation (WA, FLEX)

11. FEE RECEIVED

PH_OTO(:R \PH(S)
(1 for waiver/2 for enarm)

IV, APPLICATION FORM

SCORES REC'D

4.7

N,
Affidavix (/\ cz ) |/ 1
- i N
Chronology _ Va ,’;1" ‘l (// |
Personal Data /i{/?»’ \Z
N | - - B )
V. SUPPORTING DOCUMENTS ﬁ /
Transcripts or MED-S Z’} M&?
(must show subjects,degree,date) )7 ;-
' |
|
Post Graduate Training @ 46' / |
V1. FORFICN GRADUATES
ECFMC Standard Certificate _ 2
OR
Fifth Pathway ' OR -
Vil. BACKGROUND 7
States of Prior Licensure:
()__ ()Y _Cy__t)__(1 | e 24 i
Hospital Priviledges:
() {) WA GAs. B
() ()

Reéidcncy Frograms:
¢ YL5vmen B )

]
AMA Clearance MLD

ADMINISTRATION RECOMMENDATION: Q-L/“?{ Ui

Llsed AMA

AL

FINAL ACTION:
Dtnltd for Exan

Approved For Exsm B)

Date
Date

BOARD REVIEW:

~ZApp pproved £op Lifog E'(?MA&E%‘ 2 22K5




As PHYSICDAM PROFEILE -

AMERTCAN HEDICAL ASFOCTATION
535 MUORTH DEARBORN ITREET
CHICALGG, TLLINGLY  &0&619

- B ——

DIVMIETON OF SURYVEY amd DaTe RESOURCEY
DEFaRTHENT OF DATA RELEASE SERVICES
DBaATE: 042903
S/ TimME s 329 PM

NarMk - LARCLA, JORGE MF, M.D. ’
Ah DI i 9 1ETH avE & SEATTLE WA V/// PEI

BIRTHFLACE : BRAZILS BIRTHDATE : 98/913/5% ~ '
MEDTICAL EDUCATION (ICHOOL YEAR) : - -
UNTY OF CALIFORNITA FOH MED, AN FRANDISOO O 74143 _ 1983
NATIONAL RBOARD CERTIFICATION: 1984 .
LICENEES:
NOME. REFORTED TO DATE
FHYSTCIAN'Y PROFESSIOMAL ADTIVITIES:
RESTDENMT
FRIMARY SFECTALTY: F&MILY FRACTICE
SECOMNDARY SPECIALTY: UNSPFECIFIED '
TERTIARY FPECTALTY . UNSFECTFIED
SPECTALTY RBOARD CERTIFICATION: NOMNE REFORTED TO DaTE
MEMBER OF AMa: NOT HEMBER
MATEONAL SCTENTIFIC MEDICAL SOCTETIES . MONE REPORTED TO DATE
FROFESSORIAL APPOTNTMENT . NORE REPORTED TDO DATE

CURRENT MEDICAL TRATNIMNG: RESIDENT
MOTFITaL : GROUF HLTH COOFERATIVE SEATTLE Wa P

DaTESY OF TRAINING: 87/834-04784
SFECTALTY : FadIly PRACTICE
SPECTALTY : UNSPECIFIED

IMTERNSHIF: .
HOSFITal s GROUF HLTH COOFERATIVE SEATTLE WA Gaiid
DATES OF TRAINING: @7/33-04/04
SFECTALTY - FaMILY PRACTICE
SCIALTY o UNIPECIFIED

RESTDENCY !

MONE REFDORTED TO DATE
FELLOWSHIF:

MOME REFORTED T0O DaTE

COPYRIGHT 1285 AMERICAN MEDICAL ASS0CIATION  ssaMa FILES OHECKED#®=  SEE REVERSE

\ . GARCIA, JORGE 00022613MD PAGE 6



o e e e o e e o e e T T

AMA PHYSICEAN PROFILE (CONTINUED)

1T 1S MUTJALLY AGREED BETWEEN THE AMERLICAN MEDICAL ASSOCIATION
‘(AMRI AND THE ReEQUESTING ORGANIZATION THAT THLIS PHYSICIAN

‘PKDFILE {5tk REVERSE)} IS PROVIDED TU THE REQUESTING ORGANI ZAT1ON
WiTH THE UNDERSTANDING THAT (1) FHE INFORMATIUN ON_ THE PROFILE witi
‘BE TREATED WITH TuTaL CONFIDENTIALITY; (2) THAT SJuCH INFORMATION 1S
‘GRANTEU SOLELY TO THE REQUESTING GRGANLZATION AND IS GRANTED AS A
‘NUN—EKCLUSIVE LIMITED LICENSE, CONSLISTENT WITH AND LIMITED TU THE
SPECIFLC PURPOSES SET FORTH ON THE PHYSICIAN PROFILE REGEST FORM;
‘(3! THAT NU PRURMILE INFORMATION Wil BE RELEASEDy COPIEDy EXTRACTED
‘UR UTHERWISE USURPED FOR THE USE BY ANY UTHER PARTY. ENTITY,
ORGANTZATiON OR GOVERNMENT AGENCY; AND {(4) THAT UPON A BREACH OF
‘ANY OF THE FOREGUING COVENANTS OK UPON THE EFFECTIVE DATE OGF ANY

‘STATUTE, REGULATION OR COURT DECLISiON MANDATING ANY DESCLOSURE

WHATSUEVER OF SUCH PRUFILE INFORMATLION BY THE REQUESTING ORGANIZA-
TiUNy; SUCH LECENSE TO USc AND POSSESS THE PROFILE SHALL BE AUTOMATIC—
ALLY AND IMMEDIATELY TERMINATED AND THE PROFILE AND ANY INFORMATION
OR UATA COUNTALINED THCREON OR, IN ANY WAY, DERAVED THEREFROM SHALL

BE RETURNEU TO THE AMA IMMECGIATELY, BUT, IN NO EVENT, LATER THAN

48 HOURS AFTER SUCH AUTUMATIC TERMINATIUN. '

GARCIA, JORGE 00022613MD PAGE 7



e o e = s V- B L A A A ! oo T
'-:"..1"'.'.. B T Ty B - ;. :
_‘ll "|,~Ll,'.."-_:."|-)";'l— 'll|l i1 ) -" . T “I"" b ' l o ‘I. . T, -
NATlONAL BOAHD OF NIEDICAL EXAMINERS@' 3930 CHESTNUT STREET PHILADELPHIA PENNA 19104
R S o ENDORSEIVIENTOF CERTIFICATION B SR
i i oo A : Ty T . I - L -
o T . = E — - : - ) -
. s T L T NATIONALBOAHDOF MEDiCALEXAMINERS " R L S
L (T N OF THE =7 I- - S ERETEN P
B B T e UNITEDSTATESOFAMEHICA’S’ ' L A ; .
T S ; . D N
B R L -._Jorge Madelra De Freltas Garcnay MeDs: 1|
b - havmg satisfrad aII the reqwrements and havmg succ955fullv pa?sied the examinations is hereby .;“: - f.';
: 8 , declaredra Dlplomate of the Natlonal Board of Medrcal Exammers e : R R < ;.l
' [ . [ _—‘ Ir-— "}‘ ST ’--".r; '
TR [ '::Iw-l.'u:-r e TR R IS T N S (AT
= | L ARt E T CETAM DAESCHNERp.—JR.' M.D. IR SO S
! R A S - ChalrmanoftheBoard | ) LT i —h\‘"r S C "
I U - —__-m»_ . oL
S = ST ., SEAL ED{THE Jo LEVITy MeDs"
IR TR iy Phl|ad8|phta ‘Pa.. . ) oo ‘ [ ,w, . PreSIdant of the Board ! )
o 7_:. 07/02/34“ —' ) Certuf:cate#ﬂzslb30 ‘ CLon e R
|—, N '..—'!i{ ;; - ! I-i - ‘ | a - - ';‘ ’I :" -l-( ' 1 . I h "':
: - - I - LT R S

“it s certtfled that the above is a facsrmile of the Dlplomate Certlflcate WhiCh has- been or wrlr be awarded to the

physmlan named above who graduated from e A . 5 AN. FRANC 1sCO. - ERIERE

|_n JUNE 1983 t and whose birth date is . 08/13/1955 hIS phvsrman has successfully completed
- all examrnatlons requrred for- certlflcatlon by=-the~ National Board of'MedlcaI Examlners The scores obtalned by -

th's phy5|0|an UDOH Wthh'hlS/her certlflcatlon is based are as foIIows T . R T ; P
, e aEee ,.f oL T TR Standard" . Scale [ -':",:l_'r"
) “I.-] A‘il' v ‘ ":: . P _: ‘ - --‘ ] “-‘V_. . . . L"E-';l_' - '_’ o f' - Score ‘l'l_ uScore'_' 'I':"
’ PAHTlipassed‘ S GBIBI-' ot } 1-_4 ‘H ‘!(-.TI-’_H_';‘ S " 1-I 'ﬁ S :I-"-..'"‘ ‘

- Andtomy, incl. hlstology and emi:)ryologyl i - , S .'4?5' L 7Y 0o
thsrologv L el T T T e05. . e 8

' Blochem|strv Lo PR ' ST 605, R & PR
Pathology -~ _ . . = 7T L. 0 - 0 ey 1y
Mrcrobuology, inch mmuno!ogy S - R 485 @ - .80

N [ - Z
_Pharmacology and- Mater? Medlca K > | " e 520 - B2 S o
Behavuoral Smences-; T - _-.:—_,T"',_ 615 " 88 . .
TOTAL TEST (Mlmmum Passrng Score 380/75] T ,'f.\ . 530 . W g2 y T
- Z' "H.’- .— . Z N ST ° - . . . | : 1
_‘_f;'_ T__ . Partllpassed . 09../‘82 - s o '”._"_f_ S "‘-l"?' S 7' . o
e _...- R Internal medlcme and the medical speualtles - o 7 v : t"'F o .5.[1_0. . i' AR 1A I
T R ,.Surgery and the surgmal spemaltles - e ’ ’-i'”."ll. _‘_".;";‘. 7;‘,7_'! . . ;"95 ‘.',. ! 8_2_ ’r'; R ‘
‘ ‘.__i Obstetncs and Gynecology_ T ','.‘_‘:‘-,E'f l e ST ,;.“|-", S 440 . Y I ' RE
. f_' Publuc I-!ealth and Preventrve Medlcme ! = I LS LT 1 1 T - & S ST
.—-.‘; PedlatrICS" I T ;.‘ co " o R o T 450 S BOL T

Poychiatry 1 = oz ok e R Y- 13- AR & B U S

:_ = TOTAL TEST' (Mlmmum PassmgScore 290/75) R U - - S A : V-

-‘\'!:-_ i "o s ;:_-J t,“_ . L . " o o -
(7T RARTAN passed “03/84 . 0 . o _ . )
Ti0ET T TAGenerat Testof Chinical Competence o ' R T B S T
Rt % TOTAL TEST (Mrmmum Passmg Score 290/75] I Lo S 475 ‘ gla2. "
AT - . GENERAL AVERAGE (Parts,l, n, and 11 Scale Score) ',_'I-: . S R
T - ' R . B - . I-"' AREEE
e For those |nd|v1dualsrwho. have not.yet satrsfactorllry completed ‘one’ fuII year of post-M.D. tra|n|ng the date 5
- - L_—_— shown on the fac5|m||e rs the date Wthh has been certified: by the phy5|0|an s remdencv program dlrector as the

1’ !
date on Whrch th:s requrrement for cert:flcatnon by the Natronal Board W|ll be. fulfllled and such cert|f|cat|0n w1l|
1

"::-4 'be awarded " TJ !"'.‘:Ef z S T L L (T AT BT o ”l“" Rt
ST e e L B S TR T R T
. o ! o { o= ! ‘ . t= . . -
- ’_-I"I [N :"-‘. I k“ 7 ‘ \ - A . 2
AT h . BN _fh‘ STl T . o '-Secrétarv'forCertificatlionf o
- ' - T . - i S ) - - -~ o _ .
- . OSEAL G - . 1 p 05/09/‘84 o |
-f-"-:_" - . P |_‘_"".” s ’.T_"_" R ,,& Tin o iy mie, - N I - Date o 1‘. B N ,*:“‘T'f'_'_ﬂ___
b : o T i GARQI-A JORGE 00022613MD'PAGE g el T
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NAME GARCIA, JORGE M F CATE ACMITTED ¥ ASCF  17-14-84 e
. EIRTHDATE 02-13-55 MEDICINE

‘g\“"“a NAME BIATHPLAGE ERAZIL At

Ao S5ION CEE - ENTIALS _ SUECT A CRAuITEn
u%gr IVLINGES CHICAGD CIRCLE  BS 1979 A RICAN HIST

. ¥D 06-12-33
AMERICAN INGT .
DEPARTMENT Cr~ JRSE UNITS | GRD [ COCES DEPAATMENT COURSE UNTS [ GRD | CODES osuM Lapoa=eUTES
EP INTL HL 100 2.00 P ' :
FALL 1979 . MEDICINE  132¢ 3.00 P UNITS COMPLETED  15.00
AM3 CH MED 18D <200 P PATHOLOGY 103 3.00 p " _
ANATOMY - 1004 5.00 P PHARMACOL 1008 $.00 P - MINTER 1983
ANATOMY 18? ,g_gg g PSYCHIATRY 1318 ¢.G) P . -g;@zg:gbr }28.25 %.88 ‘E
BIOCHEM - V0DA . - : N e .
‘MEDICINE 1314 1.09 P UNITS COMPLETED  15.00 #|.PEDIATRICS 140.018 3.00 P _ ;cyﬁiﬁa
- PSYCHIATRY 100A 2.0 P 3 1981 ' [SURGERY 111 6.00 P REVS
] . R E . - . - 'O"*,,‘
- UNITS COMPLETED  20.00 €z GYN R § 110 9.00 P [ UNITS COMPLETED -12.00 0o D\
: N PEDIATKICS 110 9.00 p : DAL
WINTEFR 1920 PSYCHIATRY 135 . .00 P SFRING 1983 - : , (o Qv
AMS CK MED 140.01 2.80 P PSYCHIATRY 135 .00 p HMEDICINE  140.02 6.00 P ORI
ANATGHY 1003 4£.00 P ‘ ‘ . : peett
EIGCHEM - 1008 C5.00 P "UNITS COMPLETED  18.00 UNITS COMPLETED 6.00 I
MEDICINE 1318 .00 9 | .
PHYSIGLOGY 100 600§ CFALL 1981 FEESUNNARS TO DATE=ss
FSTCHIATRY 1003 1.60 F PSYCKIATRY 133 00 p UNITS CGHPLETED- 242.00
- ADIOLEGY 170,10 1.00 P . :
UNITS COMPLETED  21.00 SURCGERY 113 - -12.00 P . :i;?‘ -
-t b . :
' SPRING 1950 - UNITS COMPLETEO  13.00 gﬁiJaévuu/LJ::§;;-°“*’*'”*”"”"

C ANATOMY 103 6.00 P . . :
£P INTL HL 101 3.00 P WINTER 1952 ' REGlSTRé%i)

_ MEDICINE  131¢ 2.0 P MEBICINE 110 6.00 P
MICROEIOL 1004 C1.50 F NEURDLOGY 110 6.0 p
PHYSIOLOGY 104 400 P PSYCHIATRY 110 6.00 P

PSYCHIATRY 135 .00 P .
UNITS COMPLETED  16.50 PSYCHIATRY 135 P JAx 22 1983
FALL 1930 . UNITS COMPLETED  1&.00
INTERGEPT 435 3.60 P !
MEDICINE  132A £.00 P SFRING 1682 : Tt
MICROZIOL 1003 6.50 P FaY O KD 110 .00 P
PATHOLGGY 161 L0 P MERICINE 110 &.G0 P 41 .
PEDIATRICS 100 £.Go F MEDICINE 140,28 &.cnop - .
A . PSYCHIATRY 135 .00 P - ' '
LNITS COMPLETED 23.50 :
f‘ITS l" h . " bt
VINTER 1051 . UKITS COMPLETED  18.00D , ,
FAM €M meED 170002 z.00 P SUKKHER 1982 : '

CHEDICINE  3¢8 7 A.GH p FAM C} MED 110 6.0 P UNIVERSITY OF CALIFD [NiA
PATHOLOGY 102 3.0 P KEDICINE  140.35 6.0 P SAN FAANCISCO
','{Mm:ic'.-l__ 100A 3.0 p RACIOLOGY  140.07 6.60 p
_-ggicniﬂr:v 1%;:1 z.00 ] KOT GFFINIAL WITHOUT
SP3Yl rRY 155 L0 p T o % O 4 TURE SE/ -
RABICLOGY 160 S.QB p UNITS COWPLETER  12.00 SiaraTE
- . . FaLy 1552

-:& UNITS COMPLETED  27.00 iNESTHESIA 110 .00 P

- A M FED LD 4D LoJ P
~ SPRING 1689 SUREGERT 143, GARCIA, WORGE 00022613MD PAGE 9 U remosnanns - ’
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UNIVERSITY OF CALIFORNIA
REGISTRAR AND ADMISSIONS OFFICE
520 PARNASSUS AVENUE

SAN FRANCISCO, CALIFORNIA 94143

TNV R e yyyy

Division of Professional Licensing
Licensing - Medical Section

Donna Hull

P.0O. Box 9649

Olympia, WA 98504

Transcript

GARCIA, JORGE 00022613MD PAGE 10




oaith
0] eaitn
o9’ Cooperative

of Puget Sound

200 - 15th Avenue East Seattle, WA 98112 (208) 326-6736 Family Practice Residency

July 17, 1984

Department of Licensing

Division of Professional Licensing
P.0. Box 9649

Olympia, WA 98504

RE: Jorge Garcia, M.D.

Greetings;

This letter certifies that on June 30, 1984, Jorge Garcia, M.D.
Successfully completed an internship year in Family Practice at Group
Health Cooperative of Puget Sound Family Practice Residency.

He is continuing in the second year of our three year program until
June 30, 1986. Please issue Dr. Garcia a permanent license to practice
medicine for the State of Washington.

Sincerely,

%M’ﬂumw

Robert B, Monrce, M.D.
Program Director

e

Puget Sound: Bothell, Burien, Everett, Federal Way, Lynnwood, Olympia, Port Orchard, Redmond, Renton, Seattle (Capitol Hill, Madrona,
Northgate, Olive Way, and Rainier), Tacoma, Vashon. Spokane; Maple Street, South Hill, and Valley.

GARCIA, JORGE 00022613MD PAGE 11



§352 d-1d-§3 40.00
LIMITED LICENSE P

APPLICATION FOR A
TO PRACTICE MEDICINE s en o)

DEPARTMENT OF LICENSING No.

Make remittance DIVISION OF PROFESSIONAL LICENSING D t 2'
payable to P.0. BOX 9649 Exp._ 72~ -&F

OLYMPIA, WA - ,
STATE TREASURER 98504 MLD. 3

Limited license application is made in conjunction with employment ip: (Check one} 22 - 2/
O institutions O County-City Health Dept. Residency or Internship
FOR OFFICE USE ONLY

GA-RC-IJ-MU453NL 0 00-00-00
LA 25214 G ARCIA,JORGE MADIERA
KEY DATE (13) CLASS (14) |

1 !

PLEASE TYPE OR PRINT CLEARLY

PROG (1)| TRANS (3) PROF CODE (4) ‘PIRATION DATE (9) | EXPT(10) | STAT (11} | TYPE(12)

APPLICANT’S NAME (20) CARCHA JORGE MADEIRA DE FRENTAS
wo r-o-? ”e&lm &Wd;% First Middle
ADDRESS (21) h ‘! ! o Aove

CITY (24) _SEATTLE STATE (28 WA___ zip (260 XL/ 2 county 27 ,/\_/z'z?_

NAME OF RESIDENCY PROGRAM/INSTITUTION OR CITY/COUNTY HEALTH DEPARTMENT . (DBA) (38)

GROUP HEALTH  (OCPERATMVE  of PUGET SOyND

4‘5@_%% . Mﬁ%@-_

APPLICANT'S TELEPHONE NO. (39) APPLICANT'S SOCIAL SECURITY NO. (40)

ob) 320-(73C

{Enter the number at which you can be {(Requested for identification purposes only.
reached during normal business hours) Entering SSN is voluntary and is not re-
quired for licensing approval.)

OFFICE USE ONLY

APPLICANT'S SEX(ForM}_A\__ DATE OF BIRTH 2

Mo,

GRADYR/SCH(48) L I | 1 1

PL.ACE OF BIRTH Rio  nfE Nan iR g

MEDICAL SPECIALTY FAMILY PRA CTICE

INSTRUCTIONS
ALL APPLICANTS

1. This application and supporting documents should be filed with the Division of Professicnal Licensing at ieast 60 days
prior to the date of employment.

2. If additional space is required, attach separate (8% x 11 inch sheets indicating the section to which they refer.
3. COPIES OF ALL DOCUMENTS MUST BE CERTIFIED AS TRUE AND NOTARIZED.

4. FEES MUST ACCOMPANY ALL APPLICATIONS. FEES ARE NON-REFUNDABLE.

B )Y =53

MED 657-066 Ltd. Lic. App. (Rev. 2/82) -305-
Specific Instructions are listed on Page 4




IDENTIFICATION

| HEIGHT WEIGHT

S 1on v o

[ COLOROF EYES COLOR OF HAIR
BR.O LS ™ BROLIN

PERSONAL DATA

If any of the following questions are answered ""Yes”, full details must be furnished on a separate (8% x 11 inch) sheet and
attached to this application. N

-]

1. Have ycu ever been called before any state board for interrogation concerning any violation of the laws or rules

pertaining to the profession for which you are applying or unethical conduct? D

. Have you ever been convicted of a felony or misdemeanor other than traffic violations?

. Have you ever been convicted of a violation of any state or tederal Controlled Substances Act, or any drug or
narcotic law? :

. Have you ever had a license to practice revoked or suspended?

. Have you ever been addicted to or treated for addiction to any controlled substance?

. Have you ever received psychiatric treatment or received treatment for a mental illness?

. Have you ever engaged in the excessive use of alcohol or received treatment for alcoholism?

. Have you ever been denied the right to take an examination for licensing in any state?

. Are you presently suffering from any disability or illness which could affect your ability to safely practice medicine?.. .. D

. List any malpractice actions that have been filed against you, including the nature of the case, date and address of
court where it is filed, and case status. .................... e e D

S X i Y A

PROFESSIONAL TRAINING AND EXPERIENCE

List in chronological order all professional education and experience. Include college, university, medical or osteopathic
school, and ALL periods of time from the date of graduation from medical school to the present whether or not engaged in
activities related to medicine.

Degree or Certificate and Date

Name and Location of Institution, Place of Practice or Other Received, or Nature of Experience
Month, Day, Year or Specialty

273 1¢ 79 (OFNTRRF-Y T | S CHAmyAILA -UR RANA B.A. N Bre—ody

679 | 683 | UM CAL. SaR. FraM - SCH L OF MEDIGINE MDD . AEDIE NE

MED-857-066 (R/2/82) -305-




PREVIOUS LICENSURE

Specifically list licenses granted as temporary, reciprocity, exemption or similar with type, date, grantor, and if license is
current;

Rt i |

Ik

CERTIFICATE PERMANENT LICENSE RECEIVED BY CURRENTLY

STATE OR OTHER PROFESSION
YEAR NO. TEMPORARY EXAMINATION OTHER IN FORCE

i AFFIDAVIT

I [, O0RLE rmapBY A OEEREITAY Ca @ Cil being first duly sworn, depose and say that | am the person
print or typa full nama of applicant

described and identitied; that | am of good moral character; that | have not engaged in any of the acts prohibited by the

statutes of the State of Washington, that | am the person named in the diploma which accomnpanies this application; that |

am the lawful holder of said dipfoma; that said diploma was procured in the regular course of instruction and examination

without fraud or misrepresentation.

| hereby authorize all hospitals, medical institutions or organizations, my references, personal physicians, employers
{past and present), business and professional associates (past and present) and all governmental agencies and instrumen-
talities ({local, state, federal or foreign) to release to this licensing Board any information, files or records required by the
Board for its evaluation of my professional, ethical and physical qualifications for licensure in the State of Washington.

l | have carefully read the questions in the foregoing application and have answered them completely, without reserva-
tions of any kind, and | declare under penalty of perjury that my answers and all statements made by me herein are true and
correct. Should | furnish any false information in this application, | hereby agree that such act shall constitute cause for the
denial, suspension or revocation of my license to practice in the State of Washington. Subscribed and sworn to betfore me

Signature of applicant \?WA PA /C QMM\

Q

this___2- day of %\M 19.8 3

Norary Public for_,%zﬁ/ [Seal]

My commission expires: T - 3 'fé_

Page 3
GARCIA, JORGE 00022613MD PAGE 14
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INSTRUCTIONS FOR SUBMITTING DOCUMENTS

APPLICANTS IN A RESIDENCY PROGRAM MUST PROVIDE THE FOLLOWING DOCUMENTATION.

1.

Certified copy of a diploma issued by a medical school approved by the Board of Medical Examiners. The ap-
plicant is responsible for obtaining and submitting a certified, notarized copy of the medical scheol dilploma.
The medical school does not automatically send a copy of the diploma to this department. If the diploma is
unavailable, a letter from the medical school—with the school seal—indicating the date the applicant
graduated, will be accepted.

Verification of residency form MED 657-57. The form is to be completed by the hospital where the applicant is
serving postgraduate clinical medical training. The hospital seal must be on the form.

Personal data, previous licensure and professional training and experience sections on the application must be
complete.

Affidavit must be signed and notarized.

NOTE: A LIMITED LICENSE SHALL PERMIT THE RESIDENT PHYSICIAN TO PRACTICE MEDICINE ONLY IN CON-
NECTICN WITH HIS DUTIES AS A RESIDENT PHYSICIAN AND SHALL NOT AUTHORIZE HIM TQ ENGAGE IN ANY
OTHER FORM OF PRACTICE.

APPLICANTS TO BE EMPLOYED BY A STATE INSTITUTION OR CITY/COUNTY HEALTH DEPARTMENT MUST
PROVIDE THE FOLLOWING DOCUMENTATION.

1.
2.

Copy of diploma issued by a medical school approved by the Board of Medical Examiners.
Verification of employment form, completed by the Department of Social and Health Semces or by the health
department where the applicant is to be employéd.

Proof of completion of one year of postgraduate clinical medical training. Acceptable proof is a certified copy
of a certificate showing one year of training, or an official letter from the hospital at which applicant did his
training, giving the dates of the training. The hospital seal MUST be on this letter.

Certified copy of a current and valid license in another state or a Canadian province.

Personal data, previous licensure and professional training and experience sections on the appiication must be
complete.

Two letters of recommendation from colleagues.

Affidavit must be signed and notarized.

FOREIGN MEDICAL SCHOOL GRADUATES

1.: In addition to the above documentation, a certified copy of the applicant’s ECFMG certificate must be submitted.

2.

An original translation in English by a professional translating agency
must be provided of all documents not written in English or Latin.

Page 4

MED-857-068 (R/2/82) -305-
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MEDICAL BOARD WORKSHEET

"LIMJTED LICENSE"
NMiEM‘M ,&AM pate of recerer M-I ?’3

1. APPLICATION IN CONJUNCTION WITH:

" a) Institutions: ]

Name -

State license

- B) County-City Health D‘ept:: }

Name

State license

c) Residency: ﬂLtlf'\ R
Hospital Qam_@ac&'__
2. Fee: 5=

3. PROOF OF EDUCATIONAL EXPERIENCE:

a) Medical School Diploma IXIM&

b} Verification of employmenf

¢} Certification of postgraduate

training [ ]

d)  ECFMG ]
¢) Chronology P |

4. PEﬁSONAL DATA : >
5.  LETTERS OF RECOMMENDATION: [
7.  STATE CLEARANCE: Mld. ]
8.  AMA CLEARANCE: Mld. 1

ADMINISTRATIVE RECOMMENDATION:

BOARD ACTION

LICENSE EXAM

APPROVED ﬁ - // 033

DISAPPROVED DATE

d
PENDING REVIEWED BY % %/

MED-657-38 (R/3/77) GARCIA, JORGE 00022613MD PAGE 16




UNIVERSITY OF CALIFORNIA, SAN FRANCISCO

BERKELEY * DAVIS * IRVINE * LOS ANGELES * RIVERSIDE * SAN DIEGO * SAN FRANCISCO SANTA BARBARA * SANTA CRUZ

OFFICE OF THE DEAN ' ’ . 513 PARNASSUS - §5-224
SCHOOL OF ME]?ICINE ' . SAN FRANCISCO, CALIFORNIA 94143

May 31, 1983

Group Health Cooperative of Puget Sound
100-15th Avenue, East
Seattle, Washington 98112

Dear Sir/Madam:
This is to verify that Jorge Garcia has completed all requirements
" of the School of Medicine and will receive the degree of Doctor

of Medicine on June 12, 1983.

Diplomas are not available to graduates for several months after
graduation. This letter is sent as substitute verification.

Sincerely,

VA S e

H. Harrison Sadler, M.D.
Associate Dean

HHS /akb

GARCIA, JORGE 00022613MD PAGE 17



JOHN SPELLMAN
Covernor

JOHN GONSALEZ
Lirectot

STATE OF WASHINGTON

DEPARTMENT OF LICENSING
P.0O. Box 9649, Olympia, Washington 98504

June 14, 1983

Jorge M. Garcila

c/o Group Health Cooperative
Family Practice Residency
200 15th Ave E

Seattle, Wa 98112

This is to advise that your application for limited medical license is
complete for review by the Board of Medical Examiners.

However, before we can issue the license we must receive a notarized copy
of your medical school diploma. Please send that document as soon as
possible after your graduation. VYour Jlicense will be processed and
forwarded to the hospital where you will be serving your dinternship/
residency within a few days after we have received that document.

If we can be of further assistance, you may contact this office.
Sincerely,

Chris Robert Rose
Administrative Assistant
Medical Licensing

Niane L. Wilde

Limited License Section
Professional Licensing Division
(206) 753-2205

MED-657-62 L.L. Ack. Ltr.-TII
(R/2/82) wpc
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JOHN SPELLMAN

JOHN GONSALEZ
Governor Director
STATE OF WASHINGTON
DEPARTMENT OF LICENSING
P.0. Box 9649, Olympia, Washington 98504
This is to certify that Jorge Madeira de Freitas Garcia has been
appointed as a resident* in Family Practice at
Service
Cooperative
the Family Practice Residency at Group Health Kogpk¥kak for the period
beginning 6 22 1983 . The individual
Mo Day Year

responsible for this resident's patient care activities will be

po

Director of Program
(Signature)
Robert B. Monvoe, M.D,

[4

*Resident physician means an individual who has graduated from a school of
medicine which meets the requirements set forth in RCW 18.71.055 and is
serving a period of postgraduate clinical medical training sponsored by a
college or university in this state or by a hospital accredited by this -
state, The term shall include individuals designated as intern or medical
fellow. :

HOSPITAL SEAL

GARCIA, JORGE 00022613MD PAGE 19
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Y

DHN SPELLMAN JOHN CONSALLZ
Governot Ow ecicx
STATE OF WASHNCTON
DEPARTMENT OF LICENSING
Hghways-ikenses Buldng e Olympia, Washingion 98504 o {206) 7536918
9-11-84

Dr. Garcia,

We ere in receipt of your epplicstion for medicsl licensure in
the State of Washington. As of this date, the following docu-
ments/items are necessary to complete your applicetion.

() Ffee $ in check or money order made payable to
ashington State TYreasurer.

Transcripts showing coursework and degree awarded sent
directly from school or MID-5 form directly from school.

( ) Verification of Stsndard ECFMC certificate directly from
issuing egency.

( ) Certification from all post graduate training programs
: directly to this offjice.

( ) Hospitel letter from all hospitals where you have had
privileges within the past five years.

=

( ) Verificestion of state licensure whether active or inactive.
from

{ ) Application form incomplete

( ) Other:

Upon receipt of the above, your applicstion will be submitted
for sdministrative review., C(Completed applications requiring

special consideration will be presented to the Board of Medical
Examiners at its next scheduled meeting.

Division of Professional Licensing
Licensing-Medicel Section

Donna Hull

P.0. Box 9649

Olympie, WA 98504

(206) 753-299%
. GARCIA, JORGE 00022613MD PAGE 21



JOHN SPELLMAN
Governor

JOHN GONSALEZ
Dwector

STATE OF WASHINCTON

DEPARTMENT OF LICENSING
Hghways-Licenses Buiding o  Ofympia, Washington 98504 » (206} 7536918

L3N Y

8-30-84

Dr. Garcia,

We are in receipt of your sepplication for medicsl] licensure in
the State of Washington. As of this date, the following docu-
ments/items are necessary to complete your application.

() Ffee $ in check or money order made payable to
Washington State Treasurer.

-

(Vfr Transcripts showing coursework and degree awarded sent
directly from school or MED-5 form directly from school.

( ) Verification of Standard ECFMG certificate directly from
issuing agency.

( ) Certification from all post graduate training programs
directly to this office.

{ )} Hospital letter from all hospitals where you have had
privileges within the past five years.

{ ) Verification of state licensure whether active or inactive.
from

( ) Application form incomplete

{ } Other:

Upon receipt of the above, your application will be submitted
for administrative review. Completed applications requiring

special consideration will be presented to the Board of Medical
Examiners at its next scheduled meeting.

Division of Professional Licensing
Licensing-Medical Section

Donna Hull

P.0. Box 9649

Clympie, WA 98504

(206) 753-2999
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Application File_445892_pdf-r.pdf redacted on: 5/20/2015 16:22

Redaction Summary ( 3 redactions )

1 Privilege / Exemption reason used:

1 -- "DOH Licensee Social Security Number - RCW 42.56.350(1)" ( 3 instances )

Redacted pages:
Page 1, DOH Licensee Social Security Number - RCW 42.56.350(1), 1 instance

Page 9, DOH Licensee Social Security Number - RCW 42.56.350(1), 1 instance
Page 12, DOH Licensee Social Security Number - RCW 42.56.350(1), 1 instance
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