EDR OFFICE {388 ONLY

Apphoation fee Tiate Too paid (poidaviveg Reccipt number o
1 A50 alasis | 43100
Acanse mmﬁz l..icemﬂ.sismn ’daw(rm"da},;“) | |
pLOeZoh | =63
-1 Permit foc Dhatc Toc pai QK mo-aay vi— Receiph ey
| Pameit nuimber . i Permit isstiance date
i

MEDICAL LICENSING BOARD OF INDIANA
ADDENDUM INSTRUCTIONS

Addendum Instructions; Complete the addendums as instrocted below. Ple@typeorptintyowm

Return the compieted addendums, a printed copy of the UA spplication, payment and ali supperting
doecumentation to the Indisna Board,

Medical Licensing Board of Indiana
402 West Washington Street, Room WO72
_ Indismapoiis, IN 46204 | |
Addendwm 1: The completion of this section of the form is voluntary and will not affect your application in anty
way.
MZ:MM@M&WW%WMWW&&MIJOM
need additional docutnentstion as explained in the form. K

Addendum 3: Thix mast be reguested by all applicants. Follow the instructions to apply for snd schedule your ‘
fingerprinting appointment. Fﬁmmfmwwmmmmmmm&amom
the background check. For mare information: Itp//www.in gov/pin/3240 hum.

ADDPENDUM 1

Gendor: OMale [ Female Race: __(, o, ¥ Ehnicity:

*+ Note: This infonmation is being requested for workforce siatistical puzpascs only; divclosure is volantary.

applcant Nome:_ (dSMan____(04a110vg miller
Last Fost Middle
Social Security #: ___ Email Addross: _ ' . 2
][i]o !1! :_ - - B
City.'Sl 17 - v R . - ~

— 7 5‘
. WNI




ADDENDUM 2
TEMPORARY PERMIT INFORMATION

Do you desire a tesaporery permit? OYes [No  Ifyes, an additional foe of SI0 is required.
SPECIALITIES / BOARD CERTIFICATION
List specialty: Lamih,  Wedicine

Board oertification (tist ABMS certification): __Fowualv_ Mediiing

- ADDITIONAL QUESTIONS

Anwywer the following guestions. If your anewer is “Yer” to any of these guestiont, explain fully in e signed, swors and aotarized affidovit,
inciuding all refaked details. Inchnde the violation, location, dute and disposition. If spplicable, plesse sebunit copies of ali ooart docussents
and/or agrest records. I malpractice, complete the “Malpractice Liability Clabne Tofersuation” section of the Online Uniform
Application for Physician State Licenmire (UA) for each claim. Letiers from stiomeys of infirance compeiics se aof accepted in e of
your statomeat, but may be sabnitted with yor statesecat. Falsification of any of the following is groumds for permencat sevoostion of &
license or permit issued pursuant to this application.

__Yes‘_ﬁNo 1. Has disciplinery action ever beent taken reganding amy health license, certificate,
régistration or pennit yoi hold or bave held?

_Yes 7*No 2. Have you over boen denied a license, certificate, registration o permit 1o practice
tedicine, osteopathic medicnt or any regulated health oscupation in any stute
(inctuding Indizng) or cowtry, or surmendered your hicense?

Yes ¥No 3. Are you now being, ot have you ever been treated for drug or skeobol abuse or addiction?
_Yes “No 4 Bawyoumbemlhea&yemofmmwsﬂgaumbyuegnlﬂmyagmymemg
your hicense?
5. Hawywewbmmﬂhdd,phﬂgﬁhymmﬂoomw,mmwm:
_Yes ¥No A A violation of any Federal, State, or local law relating o the use, magmfacturing,
distribation or dispensing of controlled substances or drug addiotion?
_Yes X No B. Amy offease, m:sdamamrorfebuymmym?(ﬁmepcformmm}mmofmﬁic
laws resulting in fines )

_Yes x No 6 Haveyouever been denied staff membership or privileges im any hospital or health
faaﬂltyortndmnhmembashporpwﬁepsmkedmpm&dmmbjuﬂedto
resirictions, probation or other type of discipline or Emitations?

_Yes ¥No 7. Haveyouever heen admonished, censmed, reprimanded or requested to withdra
rezign or retire from any hospital or health care facility m which you have trag

- staff membership or privileges or acted as a consuliamt?
__Yes X No 8 Haveyon ever had s malpractice judgment against you or seitled any malpractice
_Yes £ No 9, Have you ever serrenddored your DEA registration at any time or had any fimitations placed
on your DEA registration?

_Yes X No 10, }hwyaumbamdmtpbmdwyowmplowwhhwaMasaphymwm
in lieu of discipline?

T undersiaad my hhmmm&emmsmﬂxﬁtﬂymd mpbﬁymyleadmdeanl,mm or other disciplinary sachion
of my licen it 1o practice modicine.

wn.  |redacted
Sigaature C Email Addref : ~ Phoned
" (asindra Moy

Print Nanwe: Last * " First T Middle



dmoran
Text Box
redacted


Affidavit and Authorization for Ralease of Information: You must afiach a recent {less than 6 monihs oid)
passport quality, cotor photograph of yourself to this form. Take the form to a notary public and sign
the presence of the notary public. The notafized form then must be sent directly to this Board,

Affictawvit
And
Authorzation For Release of information 'ver@,,g

!, the undersigned, baing duly swom, hereby certify under oath that | am the person named in this application,
that all statements | have made or shall make with respect Ihereto are true, that | am the original and lawful pos-
sessor of and person named in the various forms and credentials furnished or to be futnished with respect 1o my

" appiication and that all documenls, forms or copies thereof fumished or to be fumished with respect to my appli-
gation are shictly trus in every aspect.

"I acknowledge that | have reed and understand the Application for Physician Licensure and have answared al
questions contained in the appiication truthfully and completely. | further acknowlodge that failure on my part ko
answer questions trutidully and completely may lead to my being prosecuted under-appropriate federal and state
laws.

| authorize and requast avery person, hospital, clinic, government agency (local, state, faderal or foreign}, court,
association, Insiitution or law enforcemant agency having custody or control of any documents, records and
other information pertaining to me 1o fumish to the Boerd any such information, including documents, records
regarding charges or complaints filed against me, farmal or informal, pending or closed, or any othar pertinent
data and io parmit the Board or any of its agents of representatives ko inspect and make copies of such docu-
manis, records, and other information in connaction with this application,

1 hereby release, discharge and excnerate the Board, its agenis or representatives and any person, hospitat,
clinic, government agency (local, state, federal or foreign), court, association, insfitution or law enfarcement
agency having cusindy or control of any documents, records and other information pertaining to ma of any and
all liability of every nature and kind arising oust of investigation made by the Board.

| will immediately notify the boand inmitir’ngofanycharaastoheanswmsmanyofmaqussﬁons_ooniairmd in
this appiication i such a changs occurs at any time prios to a license to practice medicine being granted to me
by the board. ' :

t understand my fai lnanswérquesﬁons contained in this application truthf
denial, revocatiop ksciplinary sanction of my license or permil Lo prac

Applicant’s Signature {must be signed In the presence of a notary)
__Casthnwvan
Applicants Printed Last Name
Ca50n Ay, v
Applicant's Printed First Name, Middie initial, and Suffix (eg., Jr.)
b 17 2012

Date of Signature

Dated_202. Signed
State DL.__.MEQL.L%AA—.CDunty of _In\asadouanl
SUBSCRIBED AND SWORN TO before me this IZJL__ day of,

My commission expires: A 4 I ‘! . 2017

popicant Name: _CasandyznMilloyr Cadavann e e, 2o

Uniform Application for Physician State Licensure C € 08 Facenation of Stabe Mo Boards
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Uniform Appiication for Physician Licensure
UA Usemasne  sydneycasandrs Date Submitied  2/12/2013
FCVS Stwus  Applicant has an FCVS Packet
Printed By Applicant :
1. Name: inticate your full lagak name. if your name has changed at any time during your Efe and you are pot using
FCVS, you must submit a copy of the legal document {mammage ceriificate, divorce decree, etc.) supporiing your name

change.
1. Full Name (use no initials)
Last Name Cashman
First Name Casandra
Middle Name Miker
Suffix
Mo Mamme.
All other names used _
| First Midde Last St
Casandra Lymn Mitler .
Sydney Casandra. Miller
Sydney-Casandra Mitler Cashman

2. Address/Phone: Please complete all secions and indicate wiich address you wish to be used for priblic access
and which is 1o be used for maiinge from the medical board. Each stute's kaw detsemines whether each addrass of
phane number is a public record in the state in which you are apphying. You may wish to contact the licensing authority
for that state for further information, Many boards publish the “Pubic Access” address on their website, therefore you
should consider what your preferred address is for fhese purposes.

2. AddressfPhone
EJ Publc Accats Biveet
K] maiting '
Cit StatedProvince Zip Cotle:
. Country USA
Telephone
Email
i Alsmain Phone
Fleprme
E Public Accoss Streat
[ wming
| - Stwaprros 2 Coce
Country USA
i Telephone
Pax .
Emall p
Atmmate Phone
ApplicaaName:  Casandra Cashman Uniform Apphicstion lor Phrysician State Licensure
Submission Type: © 2008 Faderation of State Madical Boards
. FCVs Printed By Applicant

Pags 1 of 9




a.lmnm-:lfyoua'emtusngFCVS yau must submit either a notarized copy of your birth certificale or a
nmmdmwofymrwnem.vaidpmut

3. Mettcation
Kuisville  Kentucky UsA
Date of Birth Birth City Bl State/Province Birth Courtry
{mrddddyyyy)
F L r——
Gender  Sockl Security Number NPl AreyoualS Citizen? [ X]Yes [ JNo
Ymrﬂo&imm- puired io. faoliliete Fapoiing 10 the fadeo Healthcare intngilly & Profection Dote Bank (£2 4.5 C. Sadiom 1320a-

Totby, 5U.5.0. smssz-.aadﬁkaﬁmwwmmmmmmmmwmmm
ULE.C. Secfion 060 and appiicable siake kew). B vy aleo be ) for veporing 1o i Nalional Praciiioner Dete Bark ($2 U.5.C. Saction 11101 and

4 CFR pt 60) aimd for cdhor Invesiguiivaioniorement pamoses in comphanos wilh Siale s goveniing physkian disciping o as oiierise
rocgred by state or fodoral len:

mwmmm) saummmmwm {HIPAA) Administrative Simpification Standard. For mons
Mwﬂ-m pleaas g0 o BRpHAaww.cme. e goviMalionsiProvidentSzewd

4. Medical School: List ol medical schools you have attended, ever: ihose from which you did not gradusie, in
cmmdaacdwdermimhmadaionaldreetifmy If your are not using FCVS, you must complete the
attached "Medicat Ecucation Verification" form and send ¥ to all medical schools you have attended . You must include
a copy of your diploma to which the medical school must attach their seal prior to forwarding It 1o this Board,
Additionally, the medical schoo! must provide this Board with an official copy of your transtripts. Themeticalsd-noui
mustfmwarﬂ all documentation directly 1o this Boeard.

1 SchoolName University of Louisville Schodl of Medicine
; Address Health Sciences Center

: City Louisville
StamProvince KY
2P Code 40292
: Counky USA
Altendance Datas From {nmanlyyyy) DS52005 Fo (mmivyyy) 0572000
Ginduation Date 5172009
: Begree MD
RECEIVED
FEB 25 2013
Inguana Professional
Licensing Agency
Appumtu-m Casandra Casfinan Uniform Apphcation for Phyeician State Licensute
Submission Typa: FCVS ' © 2008 Fedaration of State Medial Boards

Printed By Applicant Pao’zds




§. Filth Pathway: If you attended a Fifth Pathway program and are not using FOVS, you must complste the aftached
*Fifih Pathway Verification” form and send B 1o yvour medical schoot and to e institulion whese you completed your
rotslions. You must include a capy of your dipiorma. The medical school and institation mest forward ak docurneniation
direcfiy to this Boerd.

I5. Fitm Pathway [if applicable)

Madical School Name
Address

City
StatelProvince
ZP Code
Country
Attendmice Dates From {mmiyyry) To (mmivyry) InProgres
Gradusation Dala . .
Dagres

Addresz

City
State/Province
P code
Country : '
Rotation Dates Erom {(madyyyy) To (mmiyyyy) in Progress
Cartification Date '

RECEIVED |

FEB 25 2013

Indiena Professionat
{ icansing Angnm

Applicant Nwnee  Casandra Cashman
Submission Type: FCVS

Printad By Applicart




€. Postyraduate Training: List aff posigraduate programe you have attended, even tiose you did not complete.

Atach an addiiional sheet if nacessary. ¥ you are not using FCVS, you must compiete the attached "Postyraduate
Training Verification” form and seid it to all postpraduate fraining programs you have attended. You must submit a copy
of your cartificate of program soirpletion to this Board, mmdummmmmadammm
o this Board.

6. Postgracuate Traiming

1 Hospitat Neme  MHalifex Medicat Center
Hospital Address 202 N Clyde Momis Bivd

City Dayiona Beach
Siate/Province Flonida
P Code 32114
Counky USA

\ POY:ep. 1,23, eic) K | wtemehip X | Residecy [ ] Petowship [ ] Reseach [ ] Omer
Department'Specialty Famity Medicine '

Prow: 07 2009 To: 06 2012 Successtully Completed? [ JYas [ Mo InProgwes [ ]
Month Year Month Year

2 Hospital Nane University of Michigan
Howpitai Address 1500 @ medical cemer drive

Cily ann arbor
State/Province  Michigan
2P Code 4B10B
Countiy USA

PaY:fes.1,2,3. e} [~ | intemanip [ ] Resivency [ | Fellowship | | Research ] omer

DeparimentiSpecialty Famity Medicine (Women's Health)

From: 07 2012 T 06 2013 Sucoscsfulty Comploted? [ JYer [ N0 nProgress K]
Month Year Month Year

RECEIVED
FEB 25 2013

fnoiana Projessional
Licansing Agency

. LUnicma Application for Physicien Stale Liconswe
i . : emsmmdmmm
Printed By Applicart Page 4 of©




7. Examination History: RmmnmuﬁgFC%,mmWthhmpﬁﬁeqm
“entity and having & certified trarscript of your scores sent directy w this Board. '

7. Examination History

List each ficensure examingfion, U.S. or intemalional, you have taken (USMLE, NBME, NBOME, LMCC, Ex.).if sdditional
space is necessary, pleass enclose a separate sheet with your apphcation and include ail the information below

Examination State  Most Recent Date taken{MonthYear)  Passed (P) or Failed (F) Number of atismpls
USMLE Stop 1 06/2007 Kle OrF 1
USMLE Step 2 162008 Kle Or 1
USMLE Step2 CS 09/2008 Kir OF 1
USMLE Step 3 o32010 il [OF 1

RECEIVED

FEB 25 2013

i Proresbons

Liverising Agericy
 ApplcantName:  Gasandra Cashmen : Unéfosm Appécation for Physiian State Licaneure
Submiesion Type: FCVS ' © 2006 Federaion of State Modical Boarde

Pricted By Applicant

Pape Sof 9




8. ECFMG: it ECFMG is applicable and you are not using FGVS,M are responsitie for contacting ECFMG and having
a certified “Status Report” forwarded directly o fhis Board. There is 2 separate fee for this report. Reporis cen be
obtained through the ECFMG web eite at www.ecfmg.org.

B ECFMG (if applicable)

Cettificate Numbef Isgue Date Vakd Through Date

9. State or Professional Licensure: List all state and Canadian provinces whera you currently hold or have ever

held any type of medical/osteopathic Reense. You must gbso complets the atiached "Licensure Verification” form (Form
#1) end fonward It to a8 states in which you have held any health cars license or cerfiication. The verifving entily must
forward alf documentation mmmmmmmmamwtﬁmmmmmm
board where you hold or held a Ecerse to determine their requirements.

b.sﬁhlm
' 1  StatePrwoce FL Practiioner Type OTHER  Type of License
(N3, DO, et} (Full, Tomporury, eic.)
License Number TRN13483 Stams  Inactive BsueDale {2000
2  State/Province FL Piaclitioner Type MD Typa of Licanse
NI, X, etr..) [Fuli, Tensporaty, i)
Licensa Nismber  -MRN107804 Stk Inactive lsseDaxte 7M72010
%  SttePuwvince Mi Practitiooer Type  MD Type of Licanss
{0, DO, she) {Full, Tacupocary, atc)
License Number 4301089602 Swatus  Active issue Date 1172012
RECEIVED
FEB 252013 :
ncwna Eroieygong
Agency
ingi of State Medion!
Submission Typec  FCVS ) Printed By Appticant © 2008 Federation Bowrds

Page 8 of 9




10. Clwonology of Activities: List ALL atfivities (medical, non-medical, and postgraduste training) in chronological order
beginning with matkical school graduation to the PRESENT date, using MONTH and YEAR. For any non-working fime, yoir
MUST state on the orm exaclly what your activiies were, such as “vacation” or "sesking employmernd, * as wall as your

_ poermanent address. If you warked for a physician-staffing group or did locum tenens, you must kst ail faciiies whens you
waorked and include complete dates and addresses. DO NOT SUBSTITUTE ANY OTHER RESUME FOR THIS FORM. Be
sure 1o indicats the percentage of working Eme spent in dinical administrative duties.

[10. Chronology of Aclivities

1 Practice/Employmest Name
{or ligt non-working me ag Iedioated abows)
From: Practice/Employment Address
Month: 05
[ Year: 2009
City
Yo: StaleProvince

Month: 06 a0 .

Year: 2009 Position and Departacnt

n | Pascent Cliniesl: 0% Percant Administrative: 0%

2 Practice/Employment Name Halifax Medical Canter
{or b2 non-veoriing fowe os indicated ebove)
From: PracticeEmployment Address 201 N Ciyde Moiris Bivd
Month: 07
Year 2009
' Ciy Daytona Seach
To: StateProvince  Flosida :
Morth: 08 OF Code 32194 Country USA
Year, 2012 Position and Department resident-family medicing
Percont Clinicak:  100% Pesuent Addministrathve: 0%
hProgress [}

Empioyment [ ] SwiPrvieges | ] Amkaton [ | O

RECEWVED

FEB 25 2013

- | F'{llm
Licansmng Agency
ApplicontName:  Casandra Casfiman o Uniform Application for Phiysician State Licensure
Subenission Type: FCV5 . © 2008 Federstion of State Medioa! Boards

Printec By Applicant Page 7 of 8




3 PracliceEmploymeant Name

{or ket Ro#-vxuking tme as inticaled showa)
From: Practicat=mployswnt Address

Month: 07

Year 212
Clty

To: StateProvince

Month: O7 ar iy

Yearr 2012 Pogition and Depastment

In F D Parcant Chnicak 0% Percent Administative: 0%

4 Fractice/Employment Name Universily of Michigan
{or Bt nonamyicing fime as indicated abova)
From: PracticelEmployment Address 1500 E Medical Center Drive
Month: 07
Year: 2012 )
Cily AnnArbor -
Ta: - StalaProvince Michigan
Month: F Code 48109 Countty USA
Year: Position and Departnent Fellow/Clinical Lecturer-OB/GYN and Family medicine
Percent Clinicat.  100% Percent Administrative: 0%
InProgress X}

Empioyment [ ]  SwtPrvmeges [ ] Amiasfon [ ]  Other

Uniform Appiication for Phwsician Stete Livenoire
@ 2006 Federsiion of State Medical Boardes:
Page 8§ of 9




1. Malpractice: List of all ciaims or suits for medical malpractice made against you_ A ciaim is eny formal or informal demand
far payment to any persan of erganization. All fiekds are requined to be enswered. Please have your infarmation avallabia
before reviewing this section, i yeu do not have any such claime or suils, piease indicate so with, 1 do not have any
malpraciice liability claim information.”

[11. Matpraciice Liabiilty Clalms Information

Rarne of patient invoived:

in wiich state did the action tale piace? . Case number (¥ appicable}

Whichk court?
{if prtvain compromize or settied bafors mINNENE of clvl action, state Rere)

i Current status of claiux )
] cven pendng) [ cxoecd taetied or jutgraeaty [] oemissed pomosoypritoay ] Cther
Amount of judgernent of settiement $ Aﬂmrﬂpaidqnyollbalﬁl’s

Month and year of event precipitating claim:
Nonth and yaor of liwsuit
Inzcxrance camiar af time:

What isfor was your status? ] primarydesendant ] co-detandant {1 oter

Please provide specifics in refinence to the adverse event including the aliegations and your role in the event.

Casandra Cashmen Unitoem Application for Pheysician Stale Licensure
¥ © 2008 Federstion of Stabo Medical Boards
Submission Typee FCVS pri Bywm ] . gofg
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STATE OF MICHIGAN

RIGK SNYDER DEPARTMENT OF LICENSING AND REGULATORY AFFAIRS STEVEN H HILFINGER
GOVERNOR LANSING DIRECTOR

VERIFICATION OF LICENSURE
MICHIGAN BOARD OF MEDICINE
VERIFICATION OF LICENSURE AS OF January 17, 2013

MNAME: _ . Casandra Miler Cashman ) BRTHDATE:
ADDRESS: ‘Dept of Family Medicine '
L2003 Women's Mealih

Ann Arbor MI 481095239

TYPE: Medical Doctor ' ' ORIGINAL DATE: 0117/2012
LICENSE NUMBER: 4301085002 STATUS:  Adiive : EXPIRATION DATE: 01/31/2016
OBTAINED BY: Examination
EXAM DATE EXAM TYPE : EXaM SCORE OR RESULT
HSCIPLINARY ACTION NONE

DPEN FORMAL COMPLAINTS NONE

This Boense information was ige! updated on: 1116/2013

. . Bruroau of Heatth Profassions :
£11'W, Ottews St « PO, BOX 30870 « Lanaing, Michigen 4E900 « www.michigengoy « (5171 325-001




January 17, 2013

Indiang, Medical Licensing Board of __
402 W Washingion St, Room WD68
Indianapolis, IN 46204

RE: License Certification for Casandra Mitler Cashman

To Whom If May Concem:

This is to certify the following informtion, mamtamdmlherecordsofthe DepamnentofHeallh for the
above referenced HeaithCarePracttconer

PROFESSION. : Medical Doctor

LICENSE NUMBER: . TRN13483

ORIGINAL CERTIFICATION: 047292000

EXPIRATION DATE: : ' 04/28/2011

CURRENT STATUS OF LICENSE: HOLDS OTHER LICENSE
AGENCY ACTION: . None

This ficense iformation was lasd updated o 01717/2013

To expedite the verification process, the above format is the standard format for all healthcare
practitioners. K you have guestions regarding the status of this license, please cal the Customer
Contact Center at {850) 488-0565.

Division of Medicat Quality Assurance « Licensure Support Services Unit
4052 Bald Cypress Way, Bin C.10 « Tallahassee, Fi. 32399-3260
Visit us onfine at www.fiheatthsource.com




Rick Scot John H. Armesreng, MD, FACS

Surgeon General & Secnetary

January 17, 2013

Indiana, Medica Licensing Board of

402 W Washington St, Robm WO0S6

tndianapitis, IN 46204

RE: License Certification for Casandra Miller Cashman
To Whom K May Concem:

This is to certify the following lnfonnhon méinta'ned in the records of the Department of Heatth, for the
above referenced Health Care Practiioner:

PROFESSION; Medical Doctor

LICENSE NUMBER: ' : ME 107804

ORIGINAL CERTIFICATION: S 07/23/2010

EXPIRATION DATE; L 01/34/2014

CURRENT STATUS OF LICENSE: - - VOLUNTARY RELINQUISHMENT
AGEMNCY ACTION: : None

To expedite the verification process, the above format is the standard format for all healthcare
praciitioners. If you have questions regarding the status of this license, please call the Customer
Contact Center at (850) 488-0595. ’ '

- Division of Medical Quality Assurance + Licensure Support Senvices Unit
4052 Bald Cypress Way, Bin C-10 - Tallahasses, FL 32300-3260
Visit us online at www. fThealthsotits.com




Febfuary 12, 2013

tndiana Professional Licensing Agency
Medical Licensing Board

402 West Washington Streef, Room W072
Indianapolis, IN 46204 .

Re: Casandra Cashman, MD

To Whom It May Concern:

Dr. Cashrnan began her Family Medicine residency here on Juiy 1, 2009, anc successfully

oompleted the program on June 30, 2012,

lf I can be of further assistance, pbease de not hesitate to contact me.

Sincerely,

Edwin Prevaite, M.D.

Program Director

‘Halifax Health Medical Center

. ... Eamily Medicine Residency Program

EPN

FanLy MEDICINE
RESIDENCY PROGRAM

201 N. CLYDE MORRIS BLvD.
Davrona BeacH, FL 32114
SUrTE 200

T: 386.254.4167

F: 586.258.4867

halifaxhealth.org
Affilintad with the Usincrsity of Sowth Florids Callege of Medicing




FEDERATION
CREDERTIALS
YERIFICATION
SERVICE

RECEIVED

APR 1 5 2013

indiana FProlessional
Agency

Medical Professional
information Profile

This report provides credentialing information for
Name: Casandra Miller Cashman

Social Security: Number: '
Date of Birth:

FID# 215425612

Recipient: IN - Medical Licensing Board of Indiana

ABOUT THIS PROFILE

Tiva Fock Cmdentials Verificol smm)mwmwmmmwmw

madicai
not in, ol d iz d in ﬂkmﬂmm&uﬁyﬁmmm
resbuslion por witien requet made by FOVE.

mummmmmmﬁmmmbwmm
of B ofpinal. Wwhars niuirod, ordginal & npwd.d or the B with tha
Immmw" . FCVS A onganel e fachuding thivd-porty

Thin FEVE madieal professional informaticn Profs [Frofle”) s oompiled and provided by the
Fmds&wummumwmmmm}uammu,
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€ )} FEDERATION CREDENTIALS. credenﬁa‘s An a'.‘!'SiS
F C VS VERIFICATION SERVICE Summary Report

Nete:  Your board may wish to review the unresoived items below marked by an “X™
Please review the Credentials Anelysis report for further datails on the unrasolved jtemns

Medical Professional Narme: Casandra Miller Cashman
Date of Birth: e
Social Security Number:
FiD: 215425612

1. FCVS Reports

Il. FSMB and Other Reports

IN. ldentity

A. Certified Birth Certificate
V. Madical Education
A Pre-medical Schools

B, Madical Schools

University of Louisville School of Medicing
1. Medical Education Form
2. Medical Education Transcript
3. Medical Education Dipioma

C. Fifth Pathway Program

- D, ECFMG Certification

V. Graduate Medical Education

Hatifax Health Medical Center
1. GME Form
2. GME Completion Certificate
University of Michigan Health System
1. GME Form

V1. Licensure Examination Hisiory
A. FSMB Exams

End of report for; Casandra Milier Cashman

. l 406G FULLER WISER ROALD | SOITE 300 | EULESS. TX 7602% TEL{8I7)B&8-5000 FAX(EI17I088-50%9 !
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T FEDERATION CREDENTHALS ' £
F CVS VERIPLEATION SERVICE Medical Professional Profile

Table of Contents

|. FCVS Reports

A, Physician Information Report
B. Credentials Analysis Report
C. Chronology of Activities

Il. FSMB and Other Reports

A. Board Action Data Bank Report
B. American Board of Medical Spedialty Verification

I Identity

A. Affidavit
B. Certified Birth Cerfificate or Original Passport
C. Documantation to Support Name Variation

V. Medical Education

A. Verilication of Medical Educafion

B. Clinical Clerkships (if applicable)

C. Verifigation of Fifth Pathway (if applicable
D. ECFMG Ceification (if applicable)

V. Graduate Medical Education

A. Verification of Graduate Medical Education

V1. Licensure Examination History (State Licensing Authorities Only)

A. LMCC Transcript

B. State Medical Board Transcript
C. NCCPA Transcripl

D. NBME Transcript

£. NBOME Transeript

F. LMCC Transoript

G. FSMB Transcript

[ See FULLER WISEA 8OAD | SUITE 300 | EWLESS, TX 7eb3d | TEL{eIT)e63-soes | FAX{$ITISCE:303Y ]
© 1992 Fedorason of Swis Macioal Bords




FCV I FEDPERATION CREDENTIALS Medica‘ PrOfeSSional
S MERIFICATION SEAVICE Information Profile

Section |

FCVS Reports
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F V C | FEDERATION CREDENTIALS MedlcaIPraféssional
C Yy S VERIFICATION SERVICE Information Report

identity

Medical Professional Name:  Casandra Mitier Cashman

Documentation: Photocopy of Name Change Document and Translation if
not in English :

Variation of Name: Sydney Casandra Milier

Documentation: Photocopy of Name Change Document and Transiation if
not in English
Sydney-Casandra Miller Cashman

Documerttation: Photocopy of Marriage Certificate and Translation if not in
English .

CasandraLynn Miller
Documentation: Certified Birth Certificate
Gender. Female
Date of Birth:
Place of Birth; Jefferson County, KY, UNITED STATES
Social Security Number.
FID: 215425812
Physical Description: Height: 51t 4in.
Waight: 135 Ibs.
Eye Color: Gray
Hair Cojor:  Blond

Contact Information

Mailing Address:
UNITED STATES

Permanent Address:

UNITED STATES

Telephone Numbers: Primary: .
Secondary: N/
Fax: N/A
Other: . N/A

; 400 FULLER WiSER ROAD | SUITE 200 | EULESS, TX 76039 TEL{(SIFIAEE-5000 PAX(217;84B8-50%% l

& 1996 Fadurtion cf Sise Masice Bosrds Page 1 of 8




' V PEDERATION. CREDENTIALS Medica! Pl’OfES5IOl'Ia|
F C S YERIFICATION SERVICE information Re_p.‘ort-

Premedical Education
{Provided by Applicant. Not verified with the prirary source.)
Institution: Welis Coliege
Address: Aurora, NY
UNITED STATES
Dates of Altendance: 08/-/2000 To 05/--/2003
Degree Conferradiissued: Bachelor of Arts

ECFMG
There are none identified or not applicable,

Medica! Education

Medical School: University of Louisville School of Medicine
Address: Abell Administration Cermer
373 E Chestnut 8t
Louisville, KY 40292
UNITED STATES

Dates of Attendance:  08/15/2005 to 04/24/2009
Date Cerfificate lssued: 05/08/2009
Degres Conferredflssued: Doctor of Medicine

Unusual Circumstances
Leave of Absence/Extension: No
Probation:. No
Disciplined: No
Negativa Reports: No
Limitations: No

Fifth Pathway
There are none identified or not applicable.

l 400 FULLER WISER ROAD { SUOITE 30D | EULESS, TX 76039 TEL(B17)8468-5000 FAX{BITIEGHE-50%9. _!

© 1836 Feoeraiion of Stare Madkoal Snartia Page 2of 5




FCVS|

VERIFICATION SERYICE

FEDERATION CREDENTIALS

Medical Professional
information Report

Graduate Medical Education

Institution:
Address:

Training Level:

Program Type:
Spacialty:

Dates of Attendance:
Compieted Successfully;
Accreditafion:

Training Lavel:

Program Type:
Spacialty:

Dates of Attendance:
Completed Succesasfully:
Accraditation:

Training level:

Program Type:

Specialty:

Dates of Attendance;
Compleied Successfully:
Accreditation;

Unusual Circumstances
_eave of Absence/Extensicn:
_ Probation;

Disciplined:

Neagative Reports:
Limitations:

Hallfax Health Medical Center
PO Box 2830

303 North Clyde Morris Boulevard
Daytona Beach, FL 32120-2830
UNITED STATES

1
Residency

Famity Medicine
07/01/2009 To 06/30/2010
Yes

ACGME

2

Residency

Family Madicine
07/01/2010 To 06/30/2011
Yes

ACGME

3

Residency

Family Medicine
07/1/2011 To 063012012
Yes

ACGME

No
No
No
No
No

1 400 FULLER WISER ROAD f

SEUITE 300

i EULESS, TX #6039 TEL{BIY)8&8-3000

FAX{(BI7}E4E-5D9F

© 190 Fadermtion of Site Madicel Boarde
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r EEQERATIOGN CREDENTIALS
) ¥ERIFICATION SERVICE

Medica_l_?_rofe’sf_si‘pnal
information Report

Instiktion:
Address:

Training Level:

Program Type:

Specialty:

Dates of Aftendance;
Completed Successiully:
Accreditation:

Unusual Circumstances
Leave of Absence/Extension;
Probation;

Disciplined:

Negative Reports:
Limitations:

University of Michigan Health System
L4510 Womans Hospital

1500 East Medical Center Drive

Ann Arbor, MI 48109-0276

UNITED STATES

4

Faliowship _
Womarns Health Fellowship
07/08/2012 To 06/30/2013
In Progress

None of these

No
No
No
No
No

400 FULLER WISER RCAD | SWUITE 340

| EULESS, TH 7603 TEL(RI7)PEH-5000 FAX(21T78&8-50%9

€ 1390 Federation ol State Medicak Boardy
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F 7 | FEDERATION CREDENTIALS Medicail_P’rofes*’sibml_
CV S YENIFICAYION SERVICE Information Report

Licensure Examinations

FSMB Transcript USMLE Step 1 Date: 6/2007 Passed the Exam

FSMB Transcript USMLE Step 2 CK Date: 10/2008 Passed the Exam

FSMB Transcript LISMLE Step 2 CS - Date: 0/2008 Passed the Exam

FSMB Transcript USMLE Step 3 Date: 3/2010 Passad the Exam
ABMS Verification

A report of the result from a search of the data provided by the American Board of Medical Spetialties is enclosed.

Board Action
A report of the resulis from a search of the Board Action Data Bank is enclosed,

End of report for Casandra Mitler Cashman  FID: 215425612

g 400 FULLER YISER ROMAD | SUITE 280 | EULESS, rX 76039 TEL(B{7)B68-5000 FAM{BI7)B6B-5099 I
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F CVS FEOERATION CEEDENTIALS Credentials Analysns REPOI‘t-

YERFECCATION SERYICE

The Credentials Analysis Report is a comparative report of a medical professional's credantials as reported to FCVS by the
applicant and the primary source (Medical School, PGT program, etc.). 1t wilt also list particutar missing documentation, if any,
as outiined in the FCVS Policies and Procedures. '

Medical Professional Identification

Medical Professionai Mame:  Casandra Miller Cashman
Date of Birth: |
Social Security Number:
FID: 215425612

Omissions

There are no omissions identified.

[_ 400 FULLER WISER ROAD | SUITE 300 | EULESS, TX F4c3% TEL(BI17)6868-5000 FAX(217}040-50%% _]
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h F N FEDERATION CKEDENTIALS
¥ 4 YERIFICATION SERVICE

Credentials-Analysis Report

Discrepancies

There are no discrepancies identified.

Miscellaneous information

There is no miscatianeous information identified.

End of report for: Casandra Miller Cashiman

| 400 ruiLer wiser RoaD | sUITE 300

EULESS, TX 74039 TEVL{(I!7)SE8-5000 FAM(AIT7)8LB-50%9

]

@ 1996 Fedaralion of State Medical Boards
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FCVS |immanonersoerns | Chronology of Activities

The Chronology of Activities Is a comprehensive report of a medical professional's activities as reported 1o FCVS by the medical-
professional applicant.

Meodical Professionst Namsa:  Casandya Bilier Cashman
Date of Birth:
Sockal Security Number,
FiD#: 215428612

Start End Activity Location Overlap Explanation  |Program Length Explanation
Date Date

82005 |05/2009 (Medical Education ;University of Louisville

. Record School of Medicine Abelt
Administration Center
Louisville, KY 40292
UNITED STATES
7/2000 |06/2012 [GME Record Halifax Heaslth Medical
Center, PO Box 2830
Davtona Beach, FL 32120-
2830 UNITED STATES
72012 |06/2013 |GME Record University of Michigan
Health System, L4510
Womens Hospital Ann
Arbor, M1 48108-0276
UNITED STATES

End of report for Casandra Miller Cashman

f 400 FULLER WISER ROAD | SUITE 300 | EULESS, TX 76039 TEL(GIT)BEA.- 5000 FAM{BIF}BELA-509T i

© 1508 Faderalion of Stete Medod] Boatds




F, Y7 £ . FEDERATION CREDENTIALS Medical Professional
CVS VERIFICATION sEmyics Information Profile

Section |l

FSMB and Other Reports

T 403 FULLER WISER ROAD | BULTE 368 | EWLESS TX 7403% | TEL(SITIBSE 5400 1 AAN[#I7)I6N.509% )
© 1994 Foderation of Stak Modicl Bourds




- - ) CEOERATION PHYSICIAN BoardA;:ﬂl::mu |
FPD C ‘ DATA CENTER Ciearance Report

Aprit 05, 2013

Atr.  Tracy Bevers
FOVS

400 Fuler Wiser Rd., #208
Ewess, TX 75039

Re: Board Actiori Query Dafed: Aprlt 05, 20113
FSMB Batch Number BQ223334%

The foliowing is & report of the search resutts from the Board Action Data Bank as of April 05, 2013
for pracitioners submitted as part of the above-referenced batch for which NO board actions were identified.

Provider Gleared with No Actions as of ~ April 05, 2013

Name DOB Schoo) YrGrad  Provider ID
Cesandra Miler Cashman 01/2111984 018020 2009 265248
Licenss History
Licgnsing Enfi
FLORIDA
MICHIGAN

PLEASE NOTE:Theiwnm:eﬂsbwmmﬂmmmadinmm-lskndcmsmmnmﬂﬁmﬂmmmm

indicaior of known slaies of historical Toensure Kor these individuals. Uss of this information should be Bmited 1o cross-reference
L Fo g .

f 408 PULLER WISER XOAD | SKITE 300 | EULESS TX 76002 TEL{BITi868-590% PARLEIFTEAB- 500 |
© 2010 FEDERATION OF STATE MEDICAL BOARDS
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Fi CV S FEDERATION CRE nsﬁrlus -ABMS Verification of Certificatio

¥ERIFICATION SERVICE

Page 1 of 1

Asoft 04052013
Medical Professiona! Name:  Casandra Cashman
Date of Birth: .
Year of Graduation: 2002 (Doctor of Medicine)
ABMSUID#: 994792

Certification

Certification:
Board: Family Practice
Speciaity:  Family Practice
Status: ACT
Initial Cestification:  G7/01/2012

End of report for Casandra Cashman

Al certification information on the ABMS report is based on a search of data shared with the FSMB by the American Board of
Medical Specialtias. For some physicians the biographic data in the ABMS database is incomplete and is not included in the
shared data. FCVS is unable to verify specialty certification on these physicians. FCVS does not follow up with the applicant or
ABMS on any missing or discrepant information,

l 400 FULLER WISER ROAD | SUITE 300 | EULESS, TX 75039 TEL(BIY)B&3-5000 PAX(BIT)868-5097 !

© 20(r Fooerxion of Stais Methaal Boands




F CV ~ | FEDERATION CREDENTIALS Medical Professional
S YERIEICATION SERVICE information Profile

Section Il

identity

[ 480 FULLER WISER ROAD | EWITE 286 1 EULEES, TX 74833 ' TEL(817)263:5000 T FAx{e171063-585% |
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FEOERATION GREDENTILS | Affidavit aid Release
3 VERIFICATION SEAVICE 3 T
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mmmmmmmmaammmmmm mwm&mummﬁa&m
for Heaith and Farmily Servicos, Office of Vital Statintics, 276 Eant Miain Sireat, Frvidort; Kentec) PR H001.

DATE ISSUED: DA232013

. ALONG WITW THIS NOTICE. PLEASE INCUUDE THE TELEPHONE NUMS
.« BETWEENTHE HOURS OF 200 AN AND :30 P.M. YOU MAY ALSO
. %W FRIDAY. COMES OF BIRTH RECORDS OF MORE THAN

ATE HOLDER: CASANDRA LYNN MILLER




ADC:29€ = Duoc Code: OCN
Rev. D4

Page 1 of 1

Commonwesith of Kentiueky
Courlof Justice meom:skygov :

KRS Chapter 401

IN RE- CHANGE OF NAME FOR SYDNEY CASANDRA MILLER CASHMAN

Fatitioner{s), SYDNEY CASANDRA MILLER CASHMAN

| Yiiving parents { ] surviving parent] }guardian of the above-captioned minor of £ 1

a pefition for name change and the Courl having haid & fearing on the matisr, the Court makes kha '

FINDINGS OF FACT: R _ _

1. The original name is _ SYDNEY CASANDRA MTLLER CASHMAN

2. The desired name changs is CASANDRA MILLER CASHMAN

8. The minor, being fess than 18 years old, o tha adul, being ot least 10 years old, is _24  ~ years of age;
date of birth being _ - L ZXX__;and birthplacs being

LOUISYILLE, XY '
The minoradult is currently-a resident of the county in which this petiion is filed, hisher address being
1416 CHRISTY AVEWUE LOUISVILLE, BY 40204

For a minar's petition ondy:
a. The nams of tha minor's father, ¥ khown, is
b. The name of the minor's mothar, if known, is _

‘D':'Ru;!'i'ﬁﬁ{ . ACOPY
: AYTEST: DAV Lnnmm
Atiorney Name and Address {if any): . JEFFERSON CRGAT GOURT :

s
NOTICE TO ADULY PEYITIONER:
Pursuant io KRS 186.540, Hywmﬂmmforumemmmufaxmmwsmmwubsveaen{w)
days after entry of this QOrder 1o apply to dircuit derk in your county of resigence for the iseuancs of a comrectsd license,

NOTICE TO CLERK:
Pursuant to KRE 401.040, if a name change 8 Ordered, sandaue:tﬁedeopyofﬂmomtothewummfm

 recording and instruct the petitioner & pay the county clerks recording fee. .







F CVS FEFERATION CREDENTIALS Medical PrOfeSSional
: Y L | VERIFICATION sExvice Information Profile

Section IV

Medical Education

|_490 PULLER WISER ROAD | ELITE 389 | BULESS, TX 74639 | TEL(SIT}R4s-5808 | FAX(EIT}AS$.5ev ]
© 1930 Fadmation of Slote Medical Boarde
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Y LFEDERATION CREDENTIALS
] WERIFICATION SERWICE

Unusual Gmunstams
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I 3 Dgﬁﬂa_w' oﬁcummmmmmmmumw oo
3 wummwmw :

I?YES mmwmﬂmmmm oircumsiances and outcomelt).

5: ety Individual's official reconds reNect thif thore wers any tinthations or spacill eeiaulrerients knposed or the lodichal
- bucitnia of quesiens o acadensic incompRinncs, mmwm.wmnﬂnrmn? - : i

m" «2{9? ,;L{ ?

: -tno'-vaci:u,tn WESER ACaD
uw-umasmwm___ -

o SUITE 390 i-' I
B oy -




¥ Suk . ) | FEDERAYION CRECENTIALS App"cant REPQnEd
FCV S VERIFICATION SERVICE ‘Unusual Circumstances

Page 10of 1
Madical School
Medical Professional Name: Casandra Miller Cashman
University of Louisville School of Medicing
Unusual Circumstances
Did you have any interruption(s) or extension(s) in your medical education? Yes No
Were you ever placed on probation? Yes No
Were you ever disciplined or placed under investigafion? ' Yes No
Were any nagative reports for behavioral reasons ever filed by instructors? Yes No
Wers any limitations or special requirements imposed on you because of
academic parformance, incompetence, discipknary problems or for
any other reason? " Yes No
End of report for Casandra Miller Cashman
PROVIDED BY
§ 400 FULLER WISER ROAD | SUITE 300 | FULESS. TX 76033 TEL(8(7)868-5000 FAX(617)868-500%  §
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F V 3 FEDERATION ¢BEDENTIALS Medical PrOfeSSional
_ C 4 S YERIFICATION SERVICE Information Profile

SectionV

Graduate Medical Education

[T450 Fuiien WISER ROAD | SUITE 360 1 EULESS TX 7439 1 TEL(317)864-5000 | PAX(SI7)0es 337y |
© 1998 Federadon of Siate Medicnl Boarde




Flederacipa wf

E&Agléﬁ Federation Credentlals Verification Service (FOVS)
BOARDS 4047 Tulber Wiser Roud. Soite 300, Failass, TX. 76039
“Fat (817 BES-5000 Fax: % 7y BB SE0e
Varification of Graduate Medical Education.

Aneoior: FAMILY PRACTICE

speciity. Famiy Practice Afiiated
Lk!ivei!':h}":_
Address Dayiona Beaghy Bl
verfication For: Name: Cashman, Casandra Mitker
DOB: :
widviduals Nafms.on Record {If difereri from above),
; : Training Level: 1 T
Program ot s aee Spatiattysubspectatty: Family Medicirie
(—— IE sl Erame 07_101:’2009 To: _@g.wzg]
port Rcorm Bt e de = . . - . - i Prospia
mgmw Llcrief Residency ~ ‘Successhully Completed?: KYes 1 B Clin Progress
"?;P:m'mm“ DFellowship Aocreciled by: (ACGME [JAOA  [JECGME  ORSC [ICFPC
FIResemch CRcPSC  [IRPPAP  [INone of these
Training Levek: 2 . o -
¥ mm:a evel (o) 5 | (0.4 1. B3 sbe} SpedaltySubspecialty: Family Medicing
it mﬁ"“’"’:d”‘““ g“mﬂp Fram 07/01/2010 To: DB/30/2011
i the VT Regﬁqﬂ:y
Dlcer Reaerey  SVCwstlyCompieted. Bos Do Hnfegme
CFeliowship Accredbed by, [(RAGGNME  [Jhon  Ouweome  [JRsc  [JaFPC
Reeermis o0 EiRassaron ORoPsc  [3APPAP  ONane:oftbesa
Use-onepaction par (eq1.. 1.2, ek SpecialtySubspeciatty: Family Medicing:
Departmant/Specialy. f tha Clintemship _ . . ]
Des:?_rtrferzﬁpedaﬂy P [ Residency From: Q720172011 To: DB/30/2012
baode a schadiie a7 ClchiefResidercy  SuccassmallyCompletes?: Xyes  [Ne Dlin Progress
Patations. {1Falioheabip o A : ' CFPe
- Accrechted by: DOAGGME.  [JADA  [JICGME  [IRsC  LICF™C
[JResssgrch - . , ! )
OrcéeEse  OAPPAP  [Honepf these
:T"’"" _ 1. D this individusal wwir take a leave-of Bbaarice or bregk foin ISR ANNG? e -ElNg:
reumstances: 2 Wae this indiviia) BVEr PIB0SA O PIODBUDNT ..o, oecisnsinseerrsisbsvescssmone B
- IGhei e conect rEponsd.
Orilled fespomes roquie | 3. YWas this indiviéal ever dreciplined o placed uﬁenmmdlgabon" RiNe:
wirilban explansion.
& Weré any negative repoits: kr:sehiviors reesons ever flad by nsucions? ... KXo
i osessary; you e B. Were any limitations or apecial requiremanis. placed upm?imsjmﬂdw’hem . )
me%w;um of questionsof acadomic ircompetenge, dlsciplinary problerisor sy olfier reason? Oyes RNo
Lk
pawm Please sxplainany “Yes” response from above;
‘Centification: —
- Cuorpletion of the Tollovwéng b cantificationthat th kt‘lorrrﬁlm bove of thies i i s e
— andeoms; MW;&M e the < t -;u: | wmmﬁmmm
E [MLDILO. onty),
wﬂm e I} Name: Ecris; .. Prevatte, MD symatwre Edwin E. Prevatte, MD
o ceal lsaveiable, _ _
b gLt this: ! Titké of Signatory ___m Dateof Signatune 02263 i
! .
oo :i] ToE 3082544167 ‘Fooc 386-28-4967

Rey. 022172013

FCVS ID: 269248 FID: 215425612  CODE’ 104321




F . C V : S FRDERATION CREDENTIALS Ap p_ilcant' . R eportsd

VERIEICATIG N ¥Emyice Unusual Clrcumstances

Page 1 of 1

Graduate Medical Education

Medical Professional Name: Casandra Miller Cashman
Halifax Hezlth Medical Center
Family Practice

Unusual Circumstances

Did you have any interruption(s) or exiension(s) in your medical educatibn?

Were you ever placed on probation?

Were you ever disciplined or placed under investigation?

Were any negative reports for behavioral reasons ever filed by instructors?

Werte any limitations or special requirements imposed on you because of
academic performance, incompetence, disciplinary probiems or for -

any other reason?

Erd of report for Casandra Milier Cashman

PROVIDED BY
APPLICANT
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Graduate Medical Education

Medical Professional Name: Casandra Miller Cashman
Unlversity of Michigan Haalth System
Womens Health Fellowship

Unusual Circumst{ances

Did you have any interruption(s} or extension(s) in your medical education? Yes No

Were you ever placed on probation? Yes No

Were you ever disciplined or placed under investigation”? Yes No

Were any negative reports for behavioral reasons ever filed by instructors? Yes No

Woere any limitaticns or spedial requirements imposéd on you because of
acadamic parformance, incompelence, disciplinary problems or for
any other reason? Yes - __N__o_

End of report for Casandra Miller Cashman
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