State Medical Board of Ohio
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APPLICATION FOR TRAINING CERTIFICATE
PLEASE TYPE OR PRINT CLEARLY
PERSONAL INFORMATION

Your social security number is required to facilitate reporting to the federal Healthcare Integrity & Protection Data Bank (42 U.S.C. §1320a-7e(b), 5 U.S.C.
§552a, and 45 C.F.R. pt. 61) and for accurate identification under the federal and state child support enforcement law (42 U.S.C. §666 and §3123.50.
O.RC.) It may also be used for reporting to the National Practiioner Data Bank (42 U.S.C. §11101 and 45 CFR. pt. 60) and for other
investigative/enforcement purposes in compliance with Chapters 4730., 4731., 4760. or 4762., O.R.C. or as otherwige required by state or federal law.

Security Number:

Full Name Last (Sumame) : First Middle Sutfix (dr., N
(Use no o 3 2

initials): _LSIC\\j Michelle Mane

Maiden Name Last (Sumame) First Middle Suffix (Jr., i)
Or Other Names

Used (if none, Nene

enter “NONE”):

Physicians Number & Street
el (W 1 3 S ool R

noﬁfyt:’\: City State Zip Code Country
Board of any

change In I . 5

ey Wittwagu— N 5030\ Uy

TRAINING PROGRAM INFORMATION

Training Hospital & Department
Program The Ohio State University
e PO i = e Dept. of Ob/Gyn  N-500
ik 1654 Upham Drive, Means Hall
you will be Columbus, OH 43210
starting your | City Zip Code
training):
Mo/Day/ N Mao/Day/Yr
Dates of Beginning Ending
Training: Date: 7/ I ¢ 0 a Date: b /30 /03

J-1 and H-1B VISA

To be completed by International medical school graduates only:

Are you currently applying for a J-1 or an H-1B Visa? Q YES Q NO
OVER =




TRAINING CERTIFICATE APPLICATION - MEDICINE OR OSTEOPATHIC MEDICINE

PAGE 2
MEDICAL OR OSTEQPATHIC EDUCATION
Medical or School Name -
e UV\‘VCV’S\N of Mwnesobie  Medieal Schoo!
Graduation: Street Address
420 Delowpe Sheet S E
W &4 - 3
i Delo — St Comty ™
Muane apolis M usS A
Dates Mo/Yr Mo/Yr
Attended: From: 0%/7494 To: D% [/ 02
Degree : ' . Date Mo//Day/Yr
Regeived: Dotter of Metiane Received: |05/ |1 /04
Other School
Medical or hllame
Osteopathic Noné,
Schools
Attended Street Address
{If none, enter
NONE™): e
Dates MorYr Mo/Yr
Attended: From: / To: /
Reason degree not received at this school:
FIFTH PATHWAY PROGRAM
Fifth Pathway | Hospital or Institution
Program
(Il‘r?lgne, N ong
enter Name of Medical School
“NONE™):
Ciy ~ State Country
Dates Mo/Yr Mo/Yr
Attended: From: / To: /
ECFMG CERTIFICATE /. P(
To be completed by International medical school graduates only:
Do you have a valid ECFMG certificate? O YES 0 NO
Mol/Day/Yr Mo//Day/Yr
Number: Date issued: / f Expires: 4 /

CONTINUED =
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TRAINING CERTIFICATE APPLICATION - MEDICINE OR OSTEOPATHIC MEDICINE

PHYSICAL DESCRIPTION

PAGE 3

. -'-:_. i
Staple a recent (taken within the last six months) passport-type COLOR photograph of appfbant in’ thetepace
provided below. Black and white photographs cannot be accepted.

Birth Mo/Day/Yr
Date:

0A/qF ! H

Birth
Place:

City
allendale

State

ND

Country
USA

Gender: Q

Male

K Female

Date Photo Taken:0 5 lQQ
molyr

LICENSES IN THE UNITED STATES & CANADA

For statistics only (optional)

PHYSICAL DESCRIPTION:

i !
Height 5 ; 4‘ ‘

Woight

50 F

Hair Color

Evoian

Eye Color,

Byswon

Identifying Marks

List ALL states/provinces, whether the license is current or not, in which you are or have been licensed, including
temporary, educational permits, limited ficenses, etc., to practice medicine and surgery or osteopathic medicine and
surgery. Indicate license number, date of issuance and the type of license. If additional space is needed, attach an
extra sheet. (If none, enter “NONE")

STATE/PROVINCE | ISSUE DATE LICENSE # TYPE OF LICENSE LICENSE CURRENT
MO/YR v ONLY ONE v ONLY ONE
O Full, unrestricted
O Temporary OYES O NO
None .0 Educational
O Limited BExpiration Date:
O Other:
(please specify)
O Full, unrestricted
O Temporary 0 YES O NO
0O Educational
0 Limited Expiration Date:
0 Other:
(please specify)
O Full, unrestricted
O Temporary 0O YES 0O NO
O Educational
0 Limited Expiration Date:
O Other:
{please specify)




TRAINING CERTIFICATE - MEDICINE OR OSTEOPATHIC MEDICINE
RESUME OF ACTIVITIES

List ALL activities in chronological order from the date of medical school graduation to the PRESENT time, using MONTH and YEAR.
For any non-working time, you MUST slate on the resume exactly what your activilies were, such as "vacation” or "seeking
employment’, as well as your permanent address. If in private practice, indicate the hospitals where you hold or have held privileges
and include complete dates and addresses. For any time in which you worked for an “emergency medical group” or did “locum
tenens”®, you must list all hospitals where you worked and include complete dates and addresses. DO NOT SUBSTITUTE ANY
OTHER RESUME FOR THIS FORM. Be sure to indicate the percentage of working time spent in clinical and administrative duties. If

you require more space, please attach separate sheets.

/E’ Check here if you are a new graduate (within 3 months). You DO NOT need to complete this form.

FROM Hospital, University or Other: Position & % Clinical
Department
month/year
/
Complete Street Address:
A .
T0 % Admin.
- Number & Street
/
_City State/Coyntry Zip Code
FROM Hospital, University or Other: Position & % Clinical
Department
month/year
/
Complete Street Address:
B
To % Admin.
A Number & Street
/
City State/Country Zip Code
FROM Hospital, University or Other: Position & % Clinical
month/year Department
/
Complete Street Address:
C
TO % Admin.
Number & Street
month/year -
/
City State/Country Zip Code
FROM Hospital, University or Other: Position & % Clinical
Department
month/year
/
Complete Street Address:
D
TO % Admin.
- ) Number & Strest
/
City State/Country Zip Code
OVER =

/),




TRAINING CERTIFICATE = MEDICINE OR OSTEOPATHIC MEDICINE

RESUME OF ACTIVITIES
~ry 0 Y PAGE 2
FROM Hospital, University or Other: Position & % Clinical
Department
month/year
/
Complete Street Address:
TO % Admin.
Number & Street
month/year
/
City State/Country Zip Code
FROM Hospital, University or Other: Position & % Clinical
Department
month/year
)
. Complete Street Address:
TO % Admin.
Number & Street
month/year
/
City State/Country Zip Code
FROM Hospital, University or Other: Position & % Clinical
Department
month/year
/
Complete Street Address:
TO % Admin.
T Nurnber & Street
/
City State/Country Zip Code
FROM Hospital, University or Other: Position & % Clinical
Department
month/year
/
Complete Street Address:
TO % Admin.
o Number & Street
/
City State/Country Lo Code
FROM Hospital, University or Other: Position & % Clinical
month/year Department
/
Complete Street Address:
TO % Admin,
- Number & Street
/
City State/Country Zip Codo




TRAINING CERTIFICATE - MEDICINE OR OSTEOPATHIC MEDICINE
ADDITIONAL INFORMATION

if you answer "YES" to any of the following questions, you are required to furnish complete details,
including date, place, reason and disposition of the matter. All affirmative answers must be thoroughly
explained on a separate sheet of paper. Please note that some questions require very specific and
detailed information. Make sure all responses are complete.

{Please place a M in the yes or no box)

YES NO

1. Have you ever been denied statf membership at any hospital, nursing home, ('} B
clinic, health maintenance organization, or similar institution?

2. Have you ever been wamed, censured, disciplined, had admissions monitored, [ ] ﬂ
had privileges limited, had privileges suspended or terminated, been put on
probation, or been requested to withdraw from or resign privileges at any hospital,
nursing home, clinic, health maintenance organization, or other similar institution
in which you have trained, been a staff member, or held privileges, for reasons
other than failure to maintain records on a timely basis, or failure to attend staff or
section meetings?

3. Have you ever resigned from, withdrawn from, or terminated, or have you ever [} ﬂ
been requested to resign from, withdraw from, or otherwise been terminated from,
a position with a medical partnership, professional association, corporation, heaith
maintenance organization, or other medical practice organization, either private or
public?

4. Have you ever resigned from, withdrawn from, or have you ever been wamed by, [ ﬂ
censured by, disciplined by, been put on probation by, been requested to withdraw
from, dismissed from, been refused renewal of a contract by, or expelled from, a
medical school, clinical clerkship, extemship, preceptorship, residency, or
graduate medical education program?

6. Have you ever fransferred from one graduate medical education program to (] }3\
another?

=4

6. Have you ever, for any reason, lost specialty board certification in the U.S. or a
elsewhere, or been denied such certification, or denied examination for such
certification?

7.  Has any board, bureau, department, agency or other body, including those in (O =
Ohio, in any way limited, restricted, suspended, or revoked any professional
license, certificate or registration granted to you; placed you on probation; or
imposed a fine, censure or reprimand against you?

8. Have you ever voluntarily surrendered, resigned, or otherwise forfeited any [ ,B\
professional license, certificate or registration issued to you by any board, bureau,
department, agency, or other body; or have you ever withdrawn any application for
licensure, relicensure, or examination, in any state (including Ohio), territory,
province, or country?

9. Have you ever, for any reason, been denied licensure or relicensure, application (O ﬂ
for licensure or relicensure, or the privilege of taking an examination, in any state
{including Ohio), territory, province, or country?

OVER =




1,

TRAINING CERTIFICATE - MEDICINE OR OSTEOPATHIC MEDICINE
ADDITIONAL INFORMATION - page 2

10.

11.

12.

13.

14,

15.

16

17.

18.

19.

20.

-~ S
= . o’ \" 7
n 1 o (UL

YES NO

Have you ever been requested to appear before any board, bureau, department, a ﬂ
agency, or other body, including those in Ohio, conceming allegations against

you?

Have you ever entered into an agreement of any kind, whether oral or written, with (O ;&
respect to a professional license, in lisu of or in order to avoid formal disciplinary

action, with any board, bureau, department, agency, or other body, including those

in Ohio?

Have you ever been notified of any investigation conceming you by any board, ([ ﬂ
bureau, department, agency, or other body, including those in Ohio, with respect
to a professional license?

Have you ever been notified of any charges, allegations, or complaints filed (3 .
against you with, any board, bureau, department, agency, or other body, including
those in Ohio, with respect to a professional license?

Have you ever been denied, or have you ever surrendered, a state or federal Q ‘ﬁ
controlled substance or drug registration; had it revoked, terminated, or restricted

in any way; or been warned, reprimanded, or fined by, or been requested to

appear before, the responsible agency?

Have you ever been convicted or found guilty of a violation of any law, regardless [ X
of the legal jurisdiction in which the act was committed, other than a minor traffic

violation?

Have you ever forfeited collateral, bail, or bond for breach or violation of any law, O X
police regulation, or ordinance other than for a minor traffic violation; been

summoned into court as a defendant or had any lawsuit filed against you (other

than a malpractice suit)?

Have you been a defendant in a legal action involving professional liability (O /\Q
(malpractice), or had a professional liability claim paid on your behalf, or paid such

a claim yourselif? If yes, include the case name, case number, court and address,

date filed, and a summary of the underlying events. Indicate current status,

including amount of settlement or judgment, if any. In addition, ask your

malpractice insurance carrier(s) to provide a complete claims history report for the

last 10 years to the State Medical Board of Ohio. If your current carrier has

provided coverage for less than 10 years, ask your previous carrier to submit a

claims history report to the Board.

X

Have you ever been denied professional liability insurance or coverage, or had (O
such insurance or coverage canceled, limited, or restricted in any way?

Have you ever been denied or relinquished participation in any third paty [ ﬂ
reimbursement program, whether governmental or private, including Medicaid and
Medicare; or had such participation limited, restricted, suspended, or revoked; or
been wamed, reprimanded, requested to appear before, or fined by the

responsible body?
Have you ever been denied privileges, or had privileges revoked, suspended, [J /gj

restricted, reduced, or terminated by the Depariment of Defense, the Veteran's
Administration, or any of their respective components?

CONTINUED =
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TRAINING CERTIFICATE - MEDICINE OR OSTEOPATHIC MEDICINE
ADDITIONAL INFORMATION - page 3

2
o

YES
21. Have you ever been diagnosed as having, or have you been treated for, [
pedophilia, exhibitionism, or voyeurism? If yes, please explain.

B

22. a) Within the last ten years, have you been diagnosed with or have you been [ >
treated for, bipolar disorder, schizophrenia, paranoia, or any other psychotic
disorder?

h.

b) Have you, since attaining the age of eighteen or within the last ten years, a
whichever period is shorter, been admitted to a hospital or other facility for
the treatment of bipolar disorder, schizophrenia, paranoia, or any other
psychotic disorder?

If you answered “YES” to any part of this question, please provide details on a separate
sheet, including date(s) of diagnosis or treatment, and a description of your present
condition. Include the name, current mailing address, and telephone number of each
person who treated you, as well as each facility where you received treatment, and the
reason for treatment. Have each treating physician submit a letter detailing the dates of

treatment, diagnosis and prognosis.

For purposes of questions 23 and 24 the following phrases or words have the following meaning:
“Ability to practice medicine”is to be construed to include ail of the following:

1. The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned medical judgments
and to learn and keep abreast of medical developments; and

2. The ability to communicate those judgments and medical information to patients and other health care
providers, with or without the use of aids or devices, such as voice amplifiers; and

3. The physical capability to perform medical tasks such as physical examination and surgical procedures,
with or without the use of aids or devices, such as corrective lenses or hearing aids.

“Medical condition” includes physiological, mental, or psychological conditions or disorders, such as
but not limited to orthopedic, visual, speech, and hearing impairments, cerebral palsy, epilepsy, muscular
dystrophy, multiple sclerosis, cancer, heart disease, diabetes, mental retardation, emotional or mental
iliness, specific learning disabilities, HIV disease, tuberculosis, drug addiction, and alcoholism.

YES NO
23. Do you have, or have you been diagnosed as having, a medical condition whichin [ ﬂ
any way impairs or limits your ability to practice medicine with reasonable skill and
safety? If yes, please explain.

a) Are the limitations or impairment caused by your medical condition reduced [ )ﬁs
or ameliorated because you receive ongoing treatment (with or without
medication) or participate in a monitoring program? [f yes, please expiain.

If you receive such ongoing treatment or participate in such monitoring program the board
will make an individualized assessment of the nature, severity, and duration of the risk
associated with an ongoing medical condition so as to determine whether an unrestricted
license should be issued, whether conditions should be imposed, or whether you are not
eligible for licensure. Have each treating physician submit a letter detailing the dates of
treatment, diagnosis and prognoslis.

b) Are the limitations or impairments caused by your medical condition reduced ,&
or ameliorated because of the field of practice, the setting, or the manner in
which you have chosen to practice? If yes, please explain.

OVER =




State Medical Board of Ohio

77 S. High St.. 17th Floor o Columbus, OIl 43215-6127 o (614) 466-3934 o Website: wwiw.state.oh.us/med/

TRAINING CERTIFICATE - MEDICINE OR OSTEOPATHIC MEDICINE.

CERTIFICATION OF HOSPITAL ut G

| am applying for a training certificate in the State of Ohio. The State Medical Board of Ohio requires that this form
be completed by the Ohio training program in which | will be training. Please complete the form and return it directly
to the State Medical Board of Ohio at the above address.

TO BE COMPLETED BY APPLICANT

Name of Applicant:___1S (€ y Michelle Mowie
last First Middie Suffix (dr., 1)

TO BE COMPLETED BY OHIO TRAINING PROGRAM

Name of Training Program:_  The Ohio State University Hospital
_ Medical Staff - GME Office
Training Program Address:_  Battelle Bldg. #13 - 1375 Perry St.
Columbus, OH 43210

Fer e Zip Code
Type of Program
(check only one): B intem Q Resident Q Clinical Fellow

oo | 0BG

(see reverse side):

CERTIFICATION DATES - Indicate the month, day and year for both the beginning and ending dates in which the
training certificate is to be issued. THE DATES ARE NOT TO EXCEED ONE YEAR. If the application is received
prior to the date of the appointment, the appointment date will be used. If the application is received after the
appointment date, or is not completed until after the appointment date, the completion date will be the date the
cettificate will become effective.

Dates of Training MO/DAY/YR MO/DAY/YR
(not to exceed Beginning Date: - Ending Date: .
one year): OF fol 2 Og O /%0 1 03

| hereby certify that | have checked the credentials of the above applicant, that the statements, as completed, are
true to the best of my knowledge and he/she is of good moral character. 1 further certify that he/she will limit his/her
practice and training within the physical confines of the hospital, or facilities for which the training certificate to
practice is sought and that he/she will practice only under the supervision of the attending medical staff of such
hospital or facility for which the training certificate to practice is g . | hereby recommend that the above
applicant be granted the certificate herein applied for.

HOSPITAL SEAL Signature of Medical Director or Program Director
ANPLEJ THwas
(18 haspital has no seal, Indicate Name (piease print)
and have form notarized) i

Date
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State Medical Board of Ohio

77 S. High St., 17th Floor  Columbus, OH 43215-6127 » (614) 466-3934 « Website: www.state.oh.us/med/

ACKNOWLEDGMENT OF APPLICATION FOR TRAINING CERTIFICATE

May 22, 2002

MICHELLE MARIE ISLEY

C/0 OSU HOSPS-CORP CRED OFC-A.SMITH
1375 PERRY STR 5TH FLR RM 526
COLUMBUS, OHIO 43210-0000

APPLICATION RECEIVED: 4/30/02

HOSPITAL: OHIO STATE UNIVERSITY - COL
Intern
OBSTETRICS & GYNECOLOGY

ACKNOWLEDGMENT LETTER EXPIRES: 10/29/02
Dear Doctor:

This is to notify you that your application for a training certificate was received by the Board on the above date and
for the program indicated above.

Please be advised that you are hereby authorized to begin participation in the training program to which you have
been appointed while your application is being processed. You are entitled to perform such acts as may be
prescribed by or incidental to the internship, residency, or clinical fellowship program, but are not otherwise entitled
to engage in the practice of medicine or surgery or osteopathic medicine and surgery in this state. You must limit
your activities to the programs of the hospitals or facilities for which you have applied. You must train only under
the supervision of the physicians responsible for supervision as part of the internship, residency, or clinical
fellowship program. The authority granted by this letter will expire on the date indicated above.

Applications are processed in the order received. An incomplete application or any unusual circumstances
discovered during processing will result in deviation from this schedule. You will be notified if the application is
incomplete or contains errors; or if there is difficulty in obtaining the independently requested recommendations.

Further, the Ohio Administrative Code provides that the Board may abandon an application if you fail to complete
the application process within six months of initial application filing. Submitted fees will not be refundable or
transferable.

Sincerely,

i + TS

Penny E. Grubb
Chief, Licensure




b,

TRAINING CERTIFICATE - MEDICINE OR OSTEOPATHIC MEDICINE
ADDITIONAL INFORMATION - page 4

“Chemical substances”is to be construed to include alcohol, drugs, or medications including those
taken pursuant to a valid prescription for legitimate medical purposes and in accordance with the
prescribers direction, as well as those used illegally.

YES NO

24, Do you use chemical substance(s) which in any way impair or limit your abilityto O 2[
practice medicine with reasonable skill and safety? If yes, please explain.

a) Are the limitations or impairment caused by your use of chemical substances [ )3\
reduced or ameliorated because you receive ongoing treatment (with or
without medication) or participate in a monitoring program? If yes, please
explain.

If you receive such ongoing treatment or participate in such monitoring program the board 2 L

will make an Individualized assessment of the nature, severity, and duration of the risk
associated with an ongoing medical condition so as to determine whether an unrestricted
license should be issued, whether conditions should be imposed, or whether you are not
eligible for licensure. Have each treating physician submit a letler detailing the dates of
treatment, diagnosis and prognosis.

b) Are the limitations or impairments caused by your use of chemical 3 )8\
substances reduced or ameliorated because of the field of practice, the
setting, or the manner in which you have chosen to practice? if yes, please
explain.

For purposes of question 25 the following phrases or words have the following meaning:

“Currently” does not mean on the day of, or even in the weeks or months preceding the completion
of this application. Rather it means recently enough so that the use of drugs may have an ongoing impact
on one’s functioning as a licensee, or within the past two years.

“llegal use of controlled substances” means the use of controlied substances obtained illegally (e.g.
heroin or cocaine) as well as the use of controlled substances which are not obtained pursuant to a valid
prescription or not taken in accordance with the direction of a licensed healthcare practitioner.

YES NO
25. Are you currently engaged in the illegal use of controlled substances? Q K

a) [ “YES,” are you currently participating in a supervised rehabilitation program O Q
or professional assistance program which monitors you in order to assure
that you are not using illegal controlied substances. If yes, please explain.




TRAINING CERTIFICATE - MEDICINE OR OSTEOPATHIC MEDICINE
AFFIDAVIT AND RELEASE OF APPLICANT

The affidavit and release MUST be completed by ALL applicants. The form must be notarized. Failure of any applicant to
submit the affidavit completed and notarized with the application will result in your application being considered as incomplete.

s  smatEor  _[MA Nesott
COUNTY OF: \ ’

1, N\\ Alle MUJ'\ £ S0 , hereby certify under oath that | am the person named in this application
for a training certificate in the State of Ohio; that all statements | have or shall make with respect thereto are true, that | am the
original and lawful possessor and person named in the various forms and credentials fumished or to be fumished to this Board
with respect to my application; and that all documents, forms, or copies thereof fumished or to be fumished with respect to my
application are strictly true in every respect.

| acknowledge that ) have read the general information and instructions for all applicants and that | have answered all questions
in compliance with these instructions and understand that the fee | submitted is neither refundable nor transferable.

| further state that by filing this application for a training certificate in the State of Ohio, | hereby authorize and consent to have
an investigation made as to my moral character, professional reputation and fitness for the practice of medicine or osteopathic
medicine. 1| agree to give any further information which may be required in reference to my past record. | understand that | will
not receive a copy of any reports or know their contents and ! further understand that the contents of any investigative report

will be privileged.

| further understand that my application for a training cerlificate in the State of Ohio is an ongoing process. | will immediately
notify the State Medical Board of Ohio in writing of any changes to the answers to any of the questions contained in the
ADDITIONAL INFORMATION section of the application if such a change in an answer is warranted at any time prior fo
licensure being granted to me by the State Medical Board of Ohio. | further understand that failure to complete this application
as requested by the Board within six months can be considered abandonment of any request for a training certificate and that
any fee | submitted is neither refundable nor transferable.

I authorize and request every person, hospital, clinic, governmental agency (local, state, federal or foreign), court, association,
institution, or law enforcement agency having control of any documents, records and other information pertaining to me to
fumish to the State Medical Board of Ohio any such information, including documents, records regarding charges or complaints
filed against me, formal or informal, pending or closed, or any other pertinent data and to permit the State Medical Board of
Ohio or any of its agents or representatives to inspect and make copies of such documents, records, and other information in
connection with this application, subsequent licensure or practice thereunder.

I hereby release, discharge, and exonerate the State Medical Board of Ohio, its agents or representatives and any person
fumishing information, of any and all liability of every nature and kind arising out of investigation made by the State Medical
Board of Ohio. | authorize the State Medical Board of Ohio to release information, material, documents, orders or the like
relating to me or to this application to any other governmental agency (local, state, federal or foreign); or to any hospital,
nursing home, clinic, health maintenance organization or similar institution; or to any professional association.

I further understand that | must limit my activities under the certificate to the programs of the hospitals or facilities for which the
tralning certificate Is issued; and that | may train only under the supervision of the physicians responsible for supervision as part
of the intemship, residency, or clinical fellowship program.

1 further understand that issuance of a training certificate in the State of Ohio will be considered on the truth of the statements
and documents contained herein or to be fumished, which if false, can subject me to denial of said cartificate.

\J?)(uu.c’éb W) m v MU W

Vs

Signature of Appiicant
Subscribed and swom to before me this g day of Agf /’7./ 20 200
(NOTARY SEAL) Signature of Notary Public
-8 ]-200 2
€ REX POYAOAN O3
g‘i"ﬁ‘ Notary Public S
R Ry Minniesota

LA
My Commission Expires Jan. 31, 2005




University Hospitals Room 588, Battelle Bldg. 13
Medical Staff Affairs 1375 Perry Street
Columbus, OH 43201

Phone: (614) 293-7444
FAX: (614)293-7443

UNIVERSITY
"GENTER RECEIVED

RECD JUN 1 8 2002

May 20, 2002 IEOCAL THRECTOR
University of Minnesota

420 Delaware St. S.E.

Minneapolis, MN 55455

RE:  Practitioner: Michelle Isley SS:
Degree: M.D. From: 2002

To Whom It May Concern:

The above-named practitioner has applied for membership and/or privileges at The Ohio State University
Medical Center and has indicated on his/her application that he/she is a graduate of your program.

In order to process his/her application, we must verify the applicant's date of graduation and the degree
confirmed. We would appreciate your verifying this information below. An information release form and
self-addressed envelope are enclosed for your convenience in replying.

Sincerely,

Medical Staff Affairs

KEKKKKKX KK KKK A A A KRR KRR KRR A A AR RR A AR R AR IR AR R AR AR KRR A KA A kA ARk kA kX kkk

Is the above information correct? Yes C] No

During the time noted in Section 1, has this practitioner ever been subject to any disciplinary action, such

23 admonition, reprimand, suspension or termination? C] Yes @ No
Note: If the answer is yes, please give details below or on a separate sheet.

Did the practitioner satisfactorily complete the program? (3 ves (CJ ™o

If no, please explain.
COMMENTS:

June 18, 2002 Wtsne L. lbnT

Date Signature -
Helene M. Horwitz, Ph.D.
Print Name ;
Associate Dean Student Affairs
Rev. 8/00 Title

The Ohio State University Hospitals / The Arthur G. James Cancer Hospital and Richard J. Solove Research Institute /
College of Medicine and Public Health / University Hospitals East / OSU & Harding Behavioral Healthcare and Medicine
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State Medical Board of Ohio

77 S. High St., 17th Floor o Columbus, OIT 43215-6127 o (614) 466-3934 o Website: www.state.oh.us/med/

TRAINING CERTIFICATE - MEDICINE OR OSTEOPATHIC MEDICINE

FORM 1B -)JCERTIFICATION OF MEDICAL EDUCATION
GRADUATESOP-S€MOULS LOCATED IN THE UNITED STATES OR CANADA ONLY

Instructions to Hospital Training Program: [f you receive verification of graduation directly from the
applicant’s medical/osteopathic school, please complete the form below and return directly to the State
Medical Board of Ohio at the above address. You must also submit a copy of the document(s) you
obtained to verify the applicant’s graduation from medical/osteopathic school.

TO BE COMPLETED BY APPLICANT

Name:___1 3\tyy Michelle MM & =
Last ) First Middle Suffix (Jr., 1)
Medical/Osteopathic A 3 A . o
hool of Graduation: UV\\\/WSIH) of MwneSobas  fuedicocd  Sciool
Location: Minneppolis MN UEH
City y State Country
TO BE COMPLETED BY OHIO TRAINING PROGRAM
Name of
Training
Program:
THE OHIO STATE UNIVERSITY HOSP
Traini ITALS
ngm",?, MEDICAL STAFF CRDENTIALS OFFICE
Address: Battelle Bldg. #13 - 1375 Perry Street
Street Address Columbus, OH 43210
Department
City State Zip Code

| hereby CERTIFY that | received verification directly from the above-named applicant’s medical/osteopathic school
of graduation. | have attached a copy of the verified document(s).

s e G

HOSPITAL SEAL Signature of Medical Director or Program Director
(if hospital has no seal, indicate )ﬂf}’lné /(/1 5}’)’)/“/@-
and have form notarized) Name (please print)
F-33-0

Date




State Medical Board of Ohio

77 S. High St., 17th Floor » Columbus, Ol 43215-6127 o (614) 466-3934 « Website: www state.oh.us/med/

TRAINING CERTIFICATE - MEDICINE OR OSTEOPATHIC MEDICINE

FORM 1A - VERIFICATION OF MEDICAL EDUCATION
TO BE COMPLETED BY LCME OR AOA ACCREDITED SCHOOLS ONLY

I am applying for a training certificate in the State of Ohio. The State Medical Board of Ohio requires that
this form be completed by any medical or osteopathic schools | have attended. Please complete this form
and retumn it directly to the State Medical Board of Ohio at the above address.

TO BE COMPLETED BY APPLICANT

Name:
Last First Middie Suffix (Jr., Il)
Name of \
Medical/Osteopathic School; y \
Location: “\ \
City T~ ©  State Country
| hereby authorize the above named medical/ thic school to furnish the information below to the

State Medical Board of OChio.

Signature of Applicant Date

L:’:).ol j

TO BE COMPLETED BY MEDICAL OR OSTEOPATHIC SCHOOL

Our records indicate that

Last First Middle Suffix (Jr., i)
attended medical/osteopathic school from to
mao/day/yr mo/day/yr
This individual (check one}:
0O was awarded the degree of on
mo/day/yr

0 was not awarded a degree (please attach an explanation)

1, certify that the above information is an accurate account of the above named individual's official records
maintained and is true and correct to my knowledge.

AFFiIX
INSTITUTIONAL Signature
SEAL
(if your institution s o
does not have an
official seal, please Tite
indicate and have
form notarized) Date




99/13/2002 11:48 614-293-7441 CORPORATE CREDENTIAL PAGE @3

University Hospitals Room 588, Battelle Bldg. 13
Medical Staff Affairs 1375 Perry Street
Columbus, OH 43201

S| /\l ]: Phone: (614) 293-7444

UINIVEKSITY 3 LL % ,/( FAX: (614)293-7443

MEDICAL
CENTER /[ RECEIVED

OHIO

Uk 7 § 2502
JU Frys
RECD JUN 1 8 2002 st ed Bt
May 20, 2002 par o0 AL IREST Oﬁ.
University of Minnesota
420 Delaware St. S.E.
Minneapolis, MN 55455

RE:  Practitioner: Michelle Isley SS:
Degree: M.D. From: 2002

To Whom It May Concem:

The above-named practitioner has applied for membership and/or privileges at The Ohio State University
Medical Center and has indicated on his/her application that he/she is a graduate of your program.

In order to process his/her application, we must verify the applicant’s date of graduation and the degree
confirmed. We would appreciate your verifying this information below. An mformatxon release form a.nd
self-addressed envelope are enc]osed for your convenience in replying.

Sincerely,

Medical Staff Affairs

RAARARRARANRBARNAREEARRRARARRARNAFAAAAARAAAAR R KARAELKAAAARAAARAAASAAANARARANARARSD

Is the above information correct? @ Yes [:] No

During the time noted in Section 1, has this practitioner ever been subject to any disciplinary action, such

2s admonition, reprimand, suspension or termination? o Yes &J No
Note: If the answer is yes, please give details below or on a separate sheet.

Did the practitioner satisfactorily complete the program? 3 Yes k) No

If no, please explain.
COMMENTS:

June 18, 2002 ‘ : tl(.u.u_, L M ,',‘.

Date Signature
' € M. Horwiltz, Ph.D.
Print Name '
Associate Dean Student Affairs
Rev. 8/00 Title

The Ohio State University Hospitals / The Acthur G. James Cancer Hospital and Richard J. Solove Research Inatitute /
College of Medicine and Public Health / University Hospitals East / OSU & Harding Behavioral Healthcare and Medicine




STATE MEDICAL BOARD OF OHIO

77 South High Street, 17th Floor ® Columbus, Ohio 43215-6127 ¢ (614) 466-3934
Website : www.state.oh.us/med/

MICHELLE MARIE ISLEY, 09/27/2002
C/0 OSU HOSPS-CORP CRED OFC-A.SMITH

1375 PERRY STR 5TH FLR RM 526

COLUMBUS OH 43210

NUMBER : 57-00-6487
HOSPITAL : OHIO STATE UNIVERSITY - COL
INTERN OBSTETRICS & GYNECOLOGY

DATES : 07/01/2002 - 06/30/2003
Dear Doctor :

This is to notify you that the above training certificate number has been issued to you in
order for you to participate in the training program during the dates indicated above.

You are entitied to perform such acts as may be prescribed by or incidental to the
internship, residency, or clinical fellowship program, but are not otherwise entitled to
engage in the practice of medicine and surgery or osteopathic medicine and surgery in
this state. You must limit your activities to the programs of the hospitals or facilities for
which the training certificate is issued. You must train only under the supervision of the
physicians responsible for supervision as part of the internship, residency, or clinical
fellowship program. Failure to abide by these limitations could result in the revocation of
this certificate or criminal prosecution.

A training certificate shall be valid for one year, but may at the discretion of the Board be
renewed annually for a maximim of five years. Renewal applications are mailed
approximately April 1st for those who initiated their training on July 1st. Others will receive
their renewal application accordingly.

Be sure to notify the Board, in writing, of any change in address within thirty days of the
change. If you change programs before the end of the training year you must immediately
notify the Board.

Sincerely,

?W—j < =yt

Penny E. Grubb
Chief, Licensure
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State Medical Board of Ohio

e Website: www.slate.oh.us/med/

77 S. High St., 17th Tloor o Columbus, OH 43215-6127 o (614) 466-3934

#335

#H oY V4 FOR BOARD USE ONLY
g/ BK: PG: LN:
7/ / 7 DATE: FEE: $335.00 PMT:

APPLICATION FOR CERTIFICATE - MEDICINE OR OSTEOPATHIC MEDICINE

PLEASE TYPE OR PRINT CLEARLY

O  Check here if you wish to apply for a Telemedicine certificate
IDENTIFICATION
Your social security number is required to facilitate reporting to the federal Healthcare Integrity & Protection Data Bank (42 U.S.C. §1320a-7e{b), 5 U.S.C.
§552a, and 45 C.F.R. pt. 61) and for accurate identification under the federal and state child support enforcement law (42 U.S.C. §666 and §3123.50.
O.R.C) It may aiso be used for reporting to the National Practiioner Data Bank (42 U.S.C. §11101 and 45 CF.R. pt. 60) and for other
investigative/enforcement purposes in compliance with Chapters 4730., 4731., 4760. or 4762, O.R.C. or as otherwise required by state or federal law.
U.S. Social
Number
Full Name Last (Sumame) First Middle Sutfix (Jr., II)
(Use no I .
iniils) sley Wchelle Mavie
Name (As you Last (Sumame) First Middle Suffix (Jr., )
prefer it inscribed
on your Ohio ’
pk Lsley Miche lle M.
Maiden Name Last (Sumame) First Middle Suffix (Jr., II)
or Other Names
Used (If none,
enter “NONE™)
Current Home Number and Street Apt.
Address .
IMPORTANT 2105 Hoxrwiteh Rd.
Notity the Board
office immediately City State Zip Code Country
in writing of any
change in address C,O\\LM\Z)U\S OH L"%le LASA
Telephone Are ode & Number Area Code & Num|
Number Business: Li 5 - 85\2 Home: _(ol4 ) 4 8(9 603‘4
Birth month/day/year Birth City State Country
Date 09/23 /1974 | Place | Ellendale ND USA
Physical Height Waeight Hair Color Eye Color Identitying ma
Description; 1 4! By, NIA "BHIO STATE MELJICAL BOARD
5 |50 ouwn RBrown
Gender Q Male A& Female For statistics only (optional) JUL 0 612004
Are you or will you be in an accredited training program in Ohio?
If yes, please identify name of training program and location: Yes Q No
The OWio State Wniversibhy Mediea! Conber Starting Date: oL[2002.
Name of Hospital/Training Program Location CO\ wnblus OH month/day/year
)

OVER =




State Medical Board of Ohio
Application for Certificate - Medicine or Osteopathic Medicine
Page 2

WRITTEN EXAMINATION

Indicate which licensing examination(s) you have passed:

Q National Boards (MD or DO) 5( USMLE Steps 1, 2, 3
FLEX (Pre-1985) QO LMCcC

FLEX Components 1 & 2 Q Other: explain:
State Board exam:

0D

State & Date Taken (molyr)

LICENSES IN THE UNITED STATES AND CANADA

List ALL states/provinces in which you hold or have held a license to practice medicine and surgery or osteopathic
medicine and surgery, including a temporary license, training certificate, educational permit, or other license or
certificate, whether the license is current or not. If additional space is needed, attach an extra sheet. (If none,
enter “N/A”). A Form 2, Verification of License, must be sent to each state listed.

STATE/PROVINCE ISSUE DATE LICENSE NO. LLICENSE CURRENT EXPIRE(S)
(MO/YR) YES __NO 0L (30| 2004
Dttlo oqlocoa |5t weet ® g Pctire, 151 asancd
Q Q
Q Q
Q Q
a a
(] a
Q Q
Q Q
SPECIALTY BOARDS
NAME OF SPECIALTY BOARD YEAR CERTIFIED COUNTRY
[if none. enter “N/A™)
N (A OHIO STATE MEDICAL BOARD

UL OJ 2004

CONTINUED =



State Medical Board of Ohio
Application for Certificate - Medicine or Osteopathic Medicine
Page 3

FEDERATION CREDENTIALS VERIFICATION SERVICE

Ohio requires verification of your core credentials directly through the Federation Credentials Verificatio!
Service (FCVS).

Completd ,+obe Sorwarckd

Have you completed and forwarded the FEDERATION CREDENTIALS Q YES ‘,@: NO
VERIFICATION SERVICE (FCVS) application packet to FCVS?
If yes, date forwarded: FCVS Packet ID Number (if known): ﬁ \L\—L\L}
ECFMG CERTIFICATE
(International Medical School Graduates only)
ECFMG Date Expiration
Number Issued Date

TEST OF SPOKEN ENGLISH
(International Medical School Graduates only)

THE TOEFL, TWE, ECFMG'S ENGLISH EXAM (PRIOR TO 7/1/98), ETC., ARE NOT EQUIVALENT
AND CANNOT BE SUBSTITUTED FOR THE TEST OF SPOKEN ENGLISH

Graduates of medical schools located outside the United States and Canada must achieve a score of
at least 40 (230 if taken prior to 7/95) on the Educational Testing Services Test of Spoken English
(TSE), regardless of citizenship or country of birth, unless you meet one of the following:

YES NO

Have you completed two years of undergraduate college work in the United States? (W]

Have you held a current medical license in the United States AND have you been a
actively practicing medicine in the United States for the last five years?

Have you been participating in a graduate medical education program and since that Q Q
time held an unrestricted license and actively practiced medicine in the United States

for the last five years?

Have you compieted a Fifth Pathway program? Q a

Have you passed the Clinical Skills Assessment examination given by ECFMG on or Q a
after July 1, 19987

If you answered NQ to all of the above questions you must take the TSE. Refer to the application
instructions for contacting the Educational Testing Service. The Board cannot waive this requirement.

UhlU olAl

Rovlsedm

- MEDICAL BOARD
0 6 2004



RESUME OF ACTIVITIES - MEDICINE OR OSTEOPATHIC MEDICINE

List ALL activities in chronological order beginning with medical schoo! graduation to the PRESENT time, using MONTH
and YEAR. For any non-working time, you MUST state on the resume exactly what your activities were, such as
"vacation” or “seeking employment”, as well as your permanent address. If in private practice, indicate the hospitals where
you hold or have held privileges and include complete dates and addresses. If you worked for a physician staffing group
or did locum tenens, you must list all facilities where you worked and include complete dates and addresses. DO NOT
SUBSTITUTE ANY OTHER RESUME FOR THIS FORM. Be sure to indicate the percentage ot working time spent in
clinical and administrative duties. If you require more space, please attach separate sheets.

From Hospital, University or Other Position & % Clinical
Department
Month/Year . ; .
o oL The Onilo Shade Umnwir $1h Wedicad Ceader Regfaen_\- oo %,
Complete Street Address
To Glo Ww. ot 08 | Q\sy‘ % Admin.
Mom2/Year Columbin s ot | usi Uya2\o
Presént City State/Country Zip Code
From Hospital, University or Other Position & % Clinical
Department
Month/Year
/
Complete Street Address
To % Admin.
Month/Year
! City State/Country Zip Code
From Hospital, University or Other Position & % Clinical
Department
Month/Year
/
Complete Street Address
To % Admin.
Month/Year
/
City State/Country Zip Code
From Hospital, University or Other Position & % Clinical
Department
Month/Year
/
Complete Street Address
To % Admin.
Month/Year
/ City State/Country Zip Code
From Hospital, University or Other Position & % Clinical
Department
Month/Year
/
Complete Street Address
To % Admin,
Month/Year
/ City State/Country Zip Code

OHIO STATE MEDICAL BOARD
OVER =
JUL 0 6 2004



ADDITIONAL INFORMATION
MEDICINE OR OSTEOPATHIC MEDICINE

If you answer "YES" to any of the following questions, you are required to fumish complete details,
including date, place, reason and disposition of the matter. All affirmative answers must be thoroughly
explained on a separate sheet of paper. You must submit copies of all relevant documentation, such as
court pleadings, court or agency orders, and institutional correspondence and orders. Please note that
some questions require very specific and detailed information. Make sure all responses are complete.

(Please place a M in the yes or no box)

YES | NO

1. Have you ever been denied staff membership at any hospital, nursing home, a ﬁ
clinic, heaith maintenance organization, or similar institution?

2. Have you ever been warned, censured, disciplined, had admissions monitored, Q ;K
had privileges limited, had privileges suspended or terminated, been put on
probation, or been requested to withdraw from or resign privileges at any hospital,
nursing home, clinic, health maintenance organization, or other similar institution
in which you have trained, been a staff member, or held privileges, for reasons
other than failure to maintain records on a timely basis, or failure to attend staff or
section meetings? .

3. Have you ever resigned from, withdrawn from, or terminated, or have you ever a =
been requested to resign from, withdraw from, or otherwise been terminated from,
a position with a medical partnership, professional association, corporation, health
maintenance organization, or other medical practice organization, either private or
public?

4, Have you ever resigned from, withdrawn from, or have you ever been warned by, Q 5(
censured by, disciplined by, been put on probation by, been requested to withdraw
from, dismissed from, been refused renewal of a contract by, or expelled from, a
medical school, clinical clerkship, extemship, preceptorship, residency, or
graduate medical education program?

5. Have you ever transferred from one graduate medical education program to a Ff
another?

6. Have you ever, for any reason, lost specialty board certification in the U.S. or a ‘q
elsewhere, or been denied such certification, or denied examination for such
certification?

7. Has any board, bureau, department, agency or other body, including those in ] \é
Ohio, in any way limited, restricted, suspended, or revoked any professional
license, certificate or registration granted to you; placed you on probation; or
imposed a fine, censure or reprimand against you?

8. Have you ever voluntarily surrendered, resigned, or otherwise forfeited any | O X[
professional license, certificate or registration issued to you by any board, bureau,
department, agency, or other body; or have you ever withdrawn any application for
licensure, relicensure, or examination, in any state (including Ohio), territory,
province, or country?

9. Have you ever, for any reason, been denied licensure or relicensure, application Q ,‘ﬂ\
for licensure or relicensure, or the privilege of taking an examination, in any state
(including Ohio), territory, province, or country?

OVER =
QOHIO STATE MEDICAL BOARD

JuL 0 6 2004



MEDICINE OR OSTEOPATAHIC MEDICINE
ADDITIONAL INFORMATION - PAGE 2

10.

Have you ever been requested to appear before any board, bureau, department,
agency, or other body, including those in Ohio, concerning allegations against
you?

YES

NO

11.

Have you ever entered into an agreement of any kind, whether oral or written, with
respect to a professional license, in lieu of or in order to avoid formal disciplinary
action, with any board, bureau, department, agency, or other body, including those
in Ohio?

12

Have you ever been notified of any investigation concerning you by any board,
bureau, department, agency, or other body, including those in Ohio, with respect
to a professional license?

13.

Have you ever been notified of any charges, allegations, or complaints filed
against you with any board, bureau, department, agency, or other body, including
those in Ohio, with respect to a professional license?

14.

Have you ever been denied or have you ever surrendered a state or federal
controlled substance or drug registration; had it revoked, terminated, or restricted
in any way; or been warned, reprimanded, or fined by, or been requested to
appear before, the responsible agency?

15.

Have you ever pled guilty to, been found guilty of a violation of any law, or been
granted intervention or treatment in lieu of conviction regardless of the legal
jurisdiction in which the act was committed, other than a minor traffic violation?

16

Have you ever forfeited collateral, bail, or bond for breach or violation of any law,
police regulation, or ordinance other than for a minor traffic violation; been
summoned into court as a defendant or had any lawsuit filed against you (other
than a malpractice suit)?

17.

Have you been a defendant in a legal action involving professional liability
(malpractice), or had a professional liability claim paid on your behalf, or paid such
a claim yourself? If yes, include the case name, case number, court and address,
date filed, and a summary of the underlying events. Indicate current status,
including amount of settlement or judgment, if any. In addition, ask your
malpractice insurance carrier(s) to provide a complete claims history report for the
last 10 years to the State Medical Board of Ohio. If your current carrier has
provided coverage for less than 10 years, ask your previous carrier to submit a
claims history report to the Board.

18.

Have you ever been denied professional liability insurance or coverage, or had
such insurance or coverage canceled, limited, or restricted in any way?

19.

Have you ever been denied or relinquished participation in any third party
reimbursement program, whether governmental or private, including Medicaid and
Medicare; or had such participation limited, restricted, suspended, or revoked; or
been warned, reprimanded, requested to appear before, or fined by the
responsible body?

20.

Have you ever been denied privileges, or had privileges revoked, suspended,
restricted, reduced, or terminated by the Department of Defense, the Veteran's
Administration, or any of their respective components?

=

CONTINUED =
OHIO STATE MEDIUAL susrL
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MEDICINE OR OSTEOPATAHIC MEDICINE
ADDITIONAL INFORMATION - PAGE 3

YES | NO

21, Have you ever been diagnosed as having, or have you been treated for, ] =
pedophilia, exhibitionism, or voyeurism?

22. | a) Within the last ten years, have you been diagnosed with or have you been | QO «
treated for, bipolar disorder, schizophrenia, paranoia, or any other psychotic
disorder?

b) Have you, since attaining the age of eighteen or within the last ten years, Q a-
whichever period is shorter, been admitted to a hospital or other facility for
the treatment of bipolar disorder, schizophrenia, paranoia, or any other
psychotic disorder?

It you answered “YES” to any part of this question, please provide details on a separate sheet,
including date(s) of diagnosis or treatment, and a description of your present condition. Include the
name, current mailing address, and telephone number of each person who treated you, as well as
each facility where you received treatment, and the reason for treatment. Have each treating
physician submit a letter detailing the dates of treatment, diagnosis and prognosis.

For purposes of questions 23 and 24 the following phrases or words have the following meaning:

“Ability to practice medicine”is 10 be construed to include all of the following:

1. The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned medical judgments and
to learn and keep abreast of medical developments; and

2. The ability to communicate those judgments and medical information to patients and other health care
providers, with or without the use of aids or devices, such as voice amplifiers; and

3. The physical capability to perform medical tasks such as physical examination and surgical procedures, with or
without the use of aids or devices, such as corrective lenses or hearing aids.

“Medical condition”includes physiological, mental, or psychological conditions or disorders, such as but not limited to
orthopedic, visual, speech, and hearing impairments, cerebral palsy, epilepsy, muscular dystrophy, multiple
sclerosis, cancer, heart disease, diabetes, mental retardation, emotional or mental iliness, specific learning
disabilities, HIV disease, tuberculosis, drug addiction, and alcoholism.

YES | NO

23. Do you have, or have you been diagnosed as having, a medical condition which in Q ﬂ
any way impairs or limits your ability to practice medicine with reasonable skill and
safety? You may answer “NO” to this question if you hold a current training
certificate to pursue training in Ohio and the only such medical condition is
chemical dependency or substance abuse, and you have successfully completed
or are currently receiving treatment at a program approved by this board and have
adhered to all statutory requirements as contained in Sections 4731.224 and
4731.25, O.R.C., and related provisions. Any questions concerning approval can
be directed to the board offices.

a) Are the limitations or impairment caused by your medical condition reduced | O x
or ameliorated because you receive ongoing treatment or received treatment
in the past (with or without medication) or participate in a monitoring
program?

If you receive such ongoing treatment or participate in such monitoring program the board will make
an individualized assessment of the nature, severity, and duration of the risk associated with an
ongoing medical condition 80 as to determine whether an unrestricted license should be issued,
whether conditions should be imposed, or whether you are not eligible for licensure. Have each
treating physician submit a letter detailing the dates of treatment, diagnosis and prognosis.

b} Are the limitation or impairments caused by your medical condition reduced | Q ﬁ
or ameliorated because of the field of practice, the setting, or the manner in

which you have chosen to practice?
OlegﬁM@lCAL BOARD
JuL 06 2004



MEDICINE OR OSTEOPATAHIC MEDICINE
ADDITIONAL INFORMATION - PAGE 4

“Chemical substances” is to be construed to include alcohol, drugs, or medications including those taken
pursuant to a valid prescription for legitimate medical purposes and in accordance with the prescribers
direction, as well as those used illegally.

YES | NO

24. Do you use chemical substance(s) which in any way impair or limit your abilityto | Q %
practice medicine with reasonable skill and safety?

a) Are the limitations or impairment caused by your use of chemical substances Q ,Ef
reduced or ameliorated because you receive ongoing treatment (with or
without medication) or participate in a monitoring program?

If you receive such ongoing treatment or participate in such monitoring program the board
will make an individualized assessment of the nature, severity, and duration of the risk
associated with an ongoing medical condition so as to determine whether an unrestricted
license should be issued, whether conditions should be imposed, or whether you are not
eligible for licensure. Have each treating physician submit a letter detailing the dates of
treatment, diagnosis and prognosis.

b) Are the limitation or impairments caused by your use of chemical substances a JZ(
reduced or ameliorated because of the field of practice, the setting, or the

manner in which you have chosen to practice?

For purposes of question 25 the following phrases or words have the following meaning:

“Currently” does not mean on the day of, or even in the weeks or months preceding the completion of this
application. Rather it means recently enough so that the use of drugs may have an ongoing impact on
one’s functioning as a licensee, or within the past two years.

“legal use of controlled substances” means the use of controlled substances obtained illegally (e.g.
heroin or cocaine) as well as the use of controlled substances which are not obtained pursuant to a valid
prescription or not taken in accordance with the direction of a licensed healthcare practitioner.

YES | NO
25. Are you currently engaged in the illegal use of controlled substances? a K
a) If “YES,” are you currently participating in a supervised rehabilitation program a a
or professional assistance program which monitors you in order to assure
that you are not using illegal controlled substances.
OHIO STATE MEDICAL 8UARL

JUL 0 6 2004



State Medical Board of Ohioh

77 S. High St.. 17th Floor » Columbus, Ol 43215-6127 e« (614) 466-3934 o Website: wwiw.state.oh.us/med/

FORM 1 - CERTIFICATE OF RECOMMENDATION
MEDICINE OR OSTEOPATHIC MEDICINE

This form is to be completed by a physician fully licensed in the STATE IN WHICH THE FORM IS NOTARIZED. The
recommending physician must have known the applicant for at least SIX months. Relatives may not serve as recommending
physicians. Recommending physicians are strongly urged to include additional comments. This form must be notarized by
the recommending physician. ALL questions must be answered. This form is not intended to standardize the
recommendation or restrict it in any way. However, its form is designed to ensure that certain information is included. Please
complete the form and retumn directly to the State Medical Board of Ohio at the above address.

DO NOT COMPLETE UNLESS A COLOR PHOTO OF APPLICANT IS ATTACHED TO THE BOTTOM OF THIS FORM
BLACK & WHITE PHOTOS ARE NOT ACCEPTABLE

l, C',//)é/ . Xichti(r ,a licensed and practicing physician in the state of ("‘}“ ) iC
(recommending physician, print namle) (state of residence)
affirmthat_/V i hellv TAlei has been known to me personally for :3 years
(applicant, print name) _J

and that he/she is of good moral character. Further, the photograph affixed hereto is a genuine likeness of the applicant. | offer
the following in support of his/her application for licensure:

+ | rate his/her medical knowledge and technique as:___ Y ( ¢~ [ ey

o His/her relationship with patients is: Cx cr ( (e 4

+ | rate his/her ability to work well with peers and medical staff as: X A W D4

¢ His/her command of the English language is: TN Ccelly +

¢ Additional comments:

| hereby recommend the applicant for a license to practice medicine or osteopathic medicine in the State of Ohio. ( / ¢
o ot

Address of Number & Street Telephone T R A ey
Recommending i [B/ 3 FISCL1INCiCr Byl . Number 253 -CCT 7
Physician City 7 siate Zip Code (include

Col /\OM S 21 | ereacods)
Signature of Recommendmg State of O LD
Physician (name stamps / Licensure & e R Ny iy SO
not acceptable) C VIAA A License Number 35-06-3577-K

/ o

Subscnbed and swom to before me this ‘7? / e/ dayof

\/6&74-@» ,20 015/

Q%/w %},@
Notary Public s|gnan®5<

F2g St | 1 SHARON WAGNER

Qj) L(Aﬁ/' Date Commission Expi . My Commissoon Expires 0 3_2 8.09
Signature of Applicant ) .

Date Photo Taken: 04 / OH NOTARY SEAL

Mo/Yr ‘
ORI0 STATE MEDTCAL BOR
JuL 0 6 2004



State Medical Board of Ohio

77 $. High St.. 17th Floor » Columbus, OH 43215-6127  (614)466-3931  Websitc: www state.oh.us/med/

FORM 1 - CERTIFICATE OF RECOMMENDATION
MEDICINE OR OSTEOPATHIC MEDICINE

This form is to be completed by a physician fully licensed in the STATE IN WHICH THE FORM IS NOTARIZED. The
recommending physician must have known the applicant for at least SIX months. Relatives may not serve as recommending
physicians. Recommending physicians are strongly urged to include additional comments. This form must be notarized by
the recommending physiclan. ALL questions must be answered. This form is not intended to standardize the
recommendation or restrict it in any way. However, its form is designed to ensure that certain information is included. Please
complete the form and retumn directly to the State Medical Board of Ohio at the above address.

DO NOT COMPLETE UNLESS A COLOR PHOTO OF APPLICANT IS ATTACHED TO THE BOTTOM OF THIS FORM
BLACK & WHITE PHOTOS ARE NOT ACCEPTABLE

l, 1/// N }9[26 V 6/‘} y ﬁ r , a licensed and practicing physician in the state of 0 HI 0
(recommending phy_siciar_'n, print namg) / (state of residence)
afirmthat __ 111C Hfb[/g [S5LEY has been known to me personally for & years
(applicant, print name) 7

and that he/she is of good moral character. Further, the photograph affixed hereto is a genuine likeness of the applicant. | offer
the following in support of his/her application for licensure: )

¢ | rate his/her medical knowledge and technique as: Z/([/é/ /&M

¢ His/her relationship with patients is: (/)/X 6@ [ / //M

¢ |rate his/her ability to work well with peers and medical staff as: Mﬁf / / é“/f/

¢ His/her command of the English language is: ‘%( LE / M

¢ Additional comments:

| hereby recommend the applicant for a license to practice medicine or osteopathic medicine in the State of Ohio.

Address of Number & Strest Telephone
Recommending 10 preiesT N Number .
Physician Ci = State Zip Code (include Lp/#)@é7’4502
Tuimons D #5200 | e+
Signature of Recommending ﬁ‘l = State of — )
Physician (name stamps X/ ( / YL Licensure & 6‘9 '0 @' s S
not acceptahial P [,'L/ License Number
i,
Subscribed and swom to before me this day of
T et 20O
!/
L%%ﬂ/(/%ﬁﬁ
s S ¥ A 'n,....
Notary Public Slgneé;gé SARIAL Sg "

Fohy
Date Commission Exp

Signaturd of Appﬁ@ RN

Date Photo Taken: Qﬂ / O",‘
Mo/Yr

§ 7 Notary Public, State of hio
o/ My Commission Expires 03-28-0¢

QHIO STATE MEDICAL BU
JuL 0 6 2004
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o

71 MEDICINE OR OSTEOPATHIC MEDICINE
. PRELIMINARY EDUCATION FORM

TO BE COMPLETED BY ALL APPLICANTS

Full Last (Sumame) First Middle Suffix (Jr., )
Name Is ;/ Michelle Mavrie
7
High School Name .
§:h°°' Willmar Senor (31} 9 W Sehnool
Equivalent | City State Country
W Wnaaar MN | USA Sw2o)
Dates MO/YR MO/YR
Attended From:| 9 /90 To:| L /93
Undergraduad School Name
College .
or Concordia, Celleqe
Equivalent City State Country
Moor head ™MN) SA
Dates MONR MONR Degree BA e>'lo (o)
Attended From: q '93 | 10| 5 9% Received JJ
School Name >
City State Country
Dates MOIIYR MOIIYR Degree
Attended From: To: Received
Medical or School Name
Osteopathic - . :
School Unwersi "‘1 of Minnesota Medical School
of City State Country
Graduation ; ,
Munncapolis N WUSA
Dates MO/YR MO/YR Degree «
Attended  From: | O Q@ | Toi| g /D2 Recelved Y\ry/

[

FOR BOARD USE ONLY

CERTIFICATE OF PRELIMINARY EDUCATI

. N,
N\ O S9 57 pare issuep;_JUL i‘? 200%

This is to certify that this applicant has met the preliminary education requirements for study in conformity with the
Statutes of Ohio and the regulations of the State Medical Board of Ohio

OHIO STATE MeUIlLAL susnL
JUL 06 2004

Entrance Examiner Secretary



AFFIDAVIT AND RELEASE OF APPLICANT
MEDICINE OR OSTEOPATHIC MEDICINE

The affidavit and release below MUST be completed by ALL applicants. The form must be notarized. Failure of any
applicant to submit the affidavit completed and notarized with the application will result in your application being considered
incomplete.

ss  STATE OF: Ohio
COUNTY OF: Fronklin
L __Mienhelle . Tsley , hereby cerify under oath that | am the person named in this

application for a license to practice medicine or osteopathic medicine in the State of Ohio; that all statements | have or shall
make with respect thereto are true; that | am the original and lawful possessor and person named in the various forms and
credentials furmnished or to be fumished to this Board with respect to my application; and that all documents, forms, or
copies thereof furnished or to be fumished with respect to my application are strictly true in every respect.

I acknowledge that | have read the general information and instructions for all applicants and that | have answered all
questions in compliance with these instructions and understand that the fee | submitted is neither refundable nor
transferable.

| further state that by filing this application for a license to practice medicine or osteopathic medicine in the State of Ohio, |
hereby authorize and consent to have an investigation made as to my moral character, professional reputation and fitness
for a license to practice medicine or osteopathic medicine. | agree to give any further information which may be required in
reference to my past record. | understand that | will not receive a copy of any reports or know their contents and | further
understand that the contents of any investigative report will be privileged.

| further understand that my application for a license to practice medicine or osteopathic medicine in the State of Ohio is an
ongoing process. | will immediately notify the State Medical Board of Ohio in writing of any changes to the answers to any
of the questions contained in the ADDITIONAL INFORMATION section of the application if such a change occurs at any
time prior to a license to practice medicine or osteopathic medicine being granted to me by the State Medical Board of Ohio.
| further understand that failure to complete this application as requested by the Board within six months can be considered
abandonment of any request for a license to practice medicine or osteopathic medicine and that any fee | submitted is
neither refundable nor transferable.

| authorize and request every person, hospital, clinic, governmental agency (local, state, federal or foreign), cour,
association, institution, or law enforcement agency having control of any documents, records and other information
pertaining to me to fumish to the State Medical Board of Ohio any such information, including documents, records regarding
charges or complaints filed against me, formal or informal, pending or closed, or any other pertinent data and to permit the
State Medical Board of Ohio or any of its agents or representatives to inspect and make copies of such documents, records,
and other information in connection with this application, subsequent licensure or practice thereunder.

| hereby release, discharge, and exonerate the State Medical Board of Ohio, its agents or representatives and any person
furnishing information of any and all liability of every nature and kind arising out of investigation made by the State Medical
Board of Ohio. | authorize the State Medical Board of Ohio 1o release information, material, documents, orders or the like
relating to me or to this application to any other governmental agency (local, state, federal or foreign); or to any hospital,
nursing home, clinic, health maintenance organization or similar institution; or to any professional association.

| further understand that issuance of a certificate to practice medicine or osteopathic medicine in Ohio will be considered
based on the truth of the statements and documents contained herein or to be furnished, which if false, can subject me to

) chdie. I Loley)

Signatdre of Applicant z

%Jr\\

Subscribed and sworn to before me this day of \>\k\[\ < 20 O

‘\“u\\umnuu,,,’ %c;\j\n)/\ Q\ A@b—\&k/\-\i

& ,éﬂ,y SEAL)Sarah A. Bourne Signature of Notary Public
o) N Notary Public _
£=2 “=\7% In and for the State of Ohio
Epe "J¥%: My Commission Expires _ '
B / $ January 6, 2007 Date Commission Expires
QHIO STATE MEDiy . |

1, 0
nitittos

JuL 0 6 2004
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The Federation of State Medical Boards of the United States, Inc.
Federation Credentials Verification Service = MENICAL BOARD
P.O. Box 619850 OHIO STATE MEDICA
Dallas, Texas 75261-9850 ’
5 > i
Telephone: (817) 868-4000 0CT - 8 2004
Fax: (817) 868-4099

e

Physician Information Profile

This report is compiled exclusively for:

Name: Michelle Marie Isley

DOB: 09/27/1

Packet ID: 41444
Recipient: State Medical Board of Ohio

NOTICE:

The Federation Credentials Verification Service (FCVS) was retained by the above referenced physician to verify his/her medical
credentials for submission to your agency/organization. Unless noted otherwise, all documents contained in this report were received
directly from the issuing institution per written request made by FCVS. All documents bearing the official FCVS seal are ceritified to be an
exact reproduction of the original. Where required, original documents are provided according to the agreements with the institution
issuing such document. FCVS maintains all original documents (excluding third-party examination transcripts) in the physician's source
file.

Physician Information Profile is compiled and published by the Federation of State Medical Boards of the United States, Inc. as a
reference source for its member boards and other authorized entities. Physician Information Profile may not be republished, sold, resold
or duplicated, in whole or in part, for commercial or any other purposes, or for purposes of compiling lists or files without the express
written consent of the Federation's Executive Vice President as authorized by its Board Of Directors. The use of this Physician Information
Profile to establish independent data files or compendiums or information is strictly prohibited.

Copyright ©2004 by the Federation of State Medical Boards of the United States, Inc., PO Box 619850, Dallas, Texas 75261-9850.

Rev. 4/7/04 Request ID: 13364980



FEDERATION CREDENTIALS VERIFICATION SERVICE

Table of Contents

I. FCVS/FSMB Reports

A. Physician Information Report
B. Credentials Analysis Report
C. Board Action Data Bank Search Results

II. Identity
A. Affidavit and Release
B. Certified Birth Certificate or Photocopy of Original Passport

III. Medical Education

Verification of Medical Education Form(s)

Official Medical Education Transcripts(s)

Certified Photocopy of Medical School Diploma
Verification of Fifth Pathway Form(s)

Photocopy of Fifth Pathway Certificate of Completion
Confirmation of ECFMG Certification

Photocopy of ECFMG Certificate

OFMmUOw

IV. Postgraduate Medical Education

A. Verification of Postgraduate Medical Education Form(s)

V. Examination History / Score Transcripts (State Licensing Authorities Only)

USMLE Transcript

FLEX Transcript

NBME Record of Scores

NBME Endorsement of Certification
NBOME Transcript

LMCC Transcript

State Board Exam Transcript

OMEYUOWp




Section I
FCVS Reports




FEDERATION CREDENTIALS VERIFICATION SERVICE

Physician Information Report

Identity:

Name:
Other Name Used:

Gender:

Date of Birth:
Place of Birth:
SSN:

Current Address:

Permanent Address:

Telephone Numbers:

Physical Description:

Physical Marks:

Michelle Marie Isley
N/A

Female
09/27/1974

2105 Harwitch Road
Columbus, OH 43221

Same

Bus: 614-404-8663
Fax: 614-293-5877
Home: 614-486-5034
Other: 614-730-6961
Height: 5' 04"
Weight: 150 1bs

Eye Color: Brown

Hair Color: Brown
Description: N/A
Location: N/A

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

Institution:

Dates of Attendance:
Degree Issued/Conferred:

Concordia College, Moorhead, MN 56562

08/1993 - 05/1997
Bachelor of Arts

Medical Education:

Medical School:

Dates of Attendance:

Date Degree Conferred/Issued:

Degree Conferred/Issued:
Unusual Circumstance:

University of Minnesota - Duluth School Of Medicine
Academic Affairs

236 School of Medicine

10 University Drive

Duluth, MN 55812

09/02/1998 - 05/02/2000
N/A

Did not receive degree
None




Medical School:

Dates of Attendance:

Date Degree Conferred/Issued:

Degree Conferred/Issued:
Unusual Circumstance:

University of Minnesota Medical School - Minneapolis
1420 Eckles Avenue

130 Coffey Hall

St Paul, MN 55108

06/05/2000 - 05/11/2002
05/11/2002

Doctor of Medicine
None

Post Graduate Medical Education:

Institution:

Ohio State University Hospital
Department of Obstetrics and Gynecology
1654 Upham Drive

507 Means Hall Fifth Floor

Columbus, OH 43210-1228

Post Graduate Year: 1
Program Type: Residency
Department: Obstetrics and Gynecology
Dates of Attendance: 07/01/2002 - 06/30/2003
Completion: Yes
Accreditation; ACGME
Post Graduate Year: 2
Program Type: Residency
Department: Obstetrics and Gynecology
Dates of Attendance: 07/01/2003 - 06/30/2004
Completion: Yes
Accreditation: ACGME
Unusua] Circumstance: None
Fifth Pathway:
N/A
Examination History:
Transcripts Enclosed For: USMLE Step 1
USMLE Step 2
USMLE Step 3

Board Action:

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




Credentials Analysis Report

The Credentials Analysis Report is a comparative report of a physician’s credentials as reported to FCVS by the
physician applicant and the primary source (Medical School, PGT program, etc.). It will also list particular
missing documentation, if any, as outlined in the FCVS Policies and Procedures.

Physician Identification:

Name: Michelle Marie Isley

DOB: 09/27/1974

SSN:

Packet ID: 41444

Request ID: 13364980

OMISSIONS

Omission 1:
Section of Profile: Medical Education
Omission: U Minnesota Duluth did not provide an official medical school transcript.
Follow-Up: See Certified Medical School transcript provided by the University of Minnesota

Medical School - Minneapolis.

DISCREPANCIES

There are none identified.

MISCELLANEOUS INFORMATION

Miscellaneous 1:

Section of Profile: Continuity of Education

Issue: There is a gap of approximately 1 1/2 years between completion of premedical
education at Concordia College (ends 05/00/1997) and entrance into medical school at
U Minnesota Duluth (begins 09/02/1998).

Follow-Up: Provided as information only. No follow up performed.

End of report for Michelle Marie Isley

Packet Id: 41444 Request Id: 13364980 Report Created By: JAV




State Queried For:

Board Action Databank Search

State Medical Board of Ohio

Physician's Name: Isley, Michelle Marie
Date of Birth: 09/27/1974
Medical School: 024030 - U Minnesota Minneapolis
Year of Graduation: 2002
Social Security Number: _
ECFMG Number: N/A
Results:
\WE HAVE NO UNFAVORABLE INFORMATION
REGARDING THE ABDVF WU OHYSICAN
QCT 0 & 2004
Dm'g}tl Lﬁfﬂﬂiwlﬂme
OR VIGE PREBIHENT
ANG ENIEF OPERATING OFFiCER
REV 05/06/03

Request ID: 13364980 Packet 1D: 41444




Section 11
Identity




: . .

AFFIDAVIT AND RELEASE

1, the undersigned, hereby certify under oath that | am the person named in this application, that all statements | have or shall make with
respect thereto are true, that | am the original and lawful possessor and person named in the various forms and credentals furnished or to
be furnished with respect to my application and that alt documents, forms or copies thereof furnished or to be furnished with respect to my
apphication are sirictly true in avery aspect

| acknowledge that | have read and understand the “INSTRUCTIONS FOR COMPLETING THE FCVS APPLICATION® and have answered
all questicns contained in the application truthfully and completely. | further acknowledge that failure on my part to answer questions truth-
fully and completely may lead to my being prosecuted under approprate federai and state laws,

I authorize and request every persen. hospital, clinic, government agency (local, state, federal or foreign). court, association, instifution or
law enforcement agency having custody or control of any documentis, records and other information pertaining to me to furnish to the
Federation Credentials Verification Service any such information, including documents, records regarding charges or complaints filed
against me. formal or informal. pending or closed, or any other pertinent data and to permit the Federation Credentials Verification Service
or any of its agents or representatrves to inspect and make copies of such documents, records, and other information in conpection with
this application.

| hereby release, discharge and exonerate the Federation Credentials Venfication Service, its agents or representatives and any person
furmishing information, of any and all liability of every nature and kind arising out of investigation made by the Federation Credsntials

Verification Service. | authonze the Federation Credentials Verification Service to release information, material. documents, orders or the
like relating to me or this application to any entity. at my request.
. pi

( 4V Valy
AT P Uy
Applicant's Signature {must be signed ir{thfe presence of a notary)
Lsley

Applicant's Printed Last Name

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

f " Hl0 - 2O0Y

Date of Signature (must correspond to date of notarization)

%’t%'f 5
ng fgazoof/l'r
09 ¥

20,

fis M@h
State of G*-U. , County of _&( o=

| certify that on the date set forth below the mdmdual named above did appear personally before me and that | did ldentnfy this applicant
by: (a) comparing histher physical appearance with the photograph on the identifying document presented by the applicant and with the
photograph affixed hereto, and (b} comparing the applicant's signature made in my presence on this form with the signaturion higther

> Q ﬁ; day of

|derjufymg gocument The staterpents on thss document are subscribed and sworn to before me by the applicant on this ¢
o198 Qip

Notary Public signature: WMJJ X\
My commission expires: G- C?b e &)

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

Federation Credentials Verification Service




REC™ NCT 81974
Nod

NORTH DAKOTA

Birth Number

'v4-007469

Local 6411 CERTIFICATE OF LIVE BIRfH 1%3
P TR T ‘ STATE DEPARTMENT OF HEALTH DD o
'(s;lEN:‘:;;:;‘Jx :8‘: CHILD.- NAME FIRST MIODLE CAST DATE OF BIRTH {MONTH, DAY, YEAR ) HOUR
INSTRUCRON 1, MICHELLE MARIE  ISLEY »_ September 27. 1974 %8:35 Pm
SEX THIS BIRTH—SINGLE, TwIN, TRIPLET, €1C, IF NOT SINGLE BIRTH—3s0&N FIRST, SECOND, COUNTY OF BIRTH
L SPECIFY) THIRD, ETC. { SPECIFY)
1. female w single Ja e 5. Dickey
CITY OR TOWNSHIP OF BIRTH INSIDE CITY LIMITS| HOSPITAL-—NAME (IF NOT IN HOSPITAL, GIVE STREET AND NUMBEA )
ISPECIFY YES OR NO) - &
ss. Ellendale 5. yes se. Dickey County Memorial Bospital
MOTHER—MAIDEN NAME FIRST MIDOLE LAST AGsE| (:“1 TiME OF |STATE OF BIRTH (IF NOT IN U.5.A., NAME COUNTRY)
THY IR 1]
ba. Donna Marie Johnson : L .31 s«North Dakota
7 » =
ESIDENCE—STATE COUNTY CITY OR LOCATION SO E, G LmITS| STREET AND NUMBER
1. No. Dak. (».LaMoure r._LaMoure 1. _ves I, i
5 FATHER —NAME FIRST MIDDLE (V%3] AGE 1T TMaE OF . |STATE OF BIRTH (If NOT IN U.S.A., NAME COUNTRY !
. THIS BIRTH} -
m so. Jerry Frederick Isley »___ 28 #Hoxrth Dakota
INFORMANT RELATION TO CHILD MOTHER'S MAILING ADDRESS _ (s1aeer Of“R.K.D, NO., CITY, STAIE, TIP)
sb. _mother Box 368, LaMoure, N F8458
| CERTIFY THAT - OATE  |DATE SIGNED (MONTH, DAY, YEAR | ATTENDANT —m.D., D.O., MIDWIFE, OTHER

STATED ABOVE.

100. SIGNATURE

t SPECIFY )
1.

10b. ~R0 -2

M.D

CERTIFIER CERTIFIER — NAME

RECORDED il R. D. Brown, M.D.

LTYPE OR PRINT)

MAILING ADDRESS

108, Ellendale, N. Dak

("I!EI OR R.7.0. NO,, CITY, STATE, 1IP)

3436

WD) 5o P,

DATE RECEIVED BY LOCAL REGISTRAR

m Qctober 3,1974

Deputy

LINDEXED______. GH B TR

SEAL
VERIFIED
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Medical Education




s F TION CREDENTIALS VERIFICATION SERVI VS)
‘ ¥, VERIP®CATION OF MEDICAL EDU ION

(This form must be completed by the medical school)

INSTRUCTIONS TO THE DEAN

The individual identified on the attached Authorization For Release of Information, Documents and Records
form has authorized your medical school to provide to the Federation Credentials Verification Service (FCVS)
any and all information pertaining to their education at your institution. Please complete this form and
forward it to FCVS in the enclosed postage-paid, self-addressed envelope.

Please note: If your institution processes transcript requests through another office, FCVS has
likely made such a request under separate cover. if your office also processes
transcript requests, please attach the individual's official traniscript (which
indicates courses taken, dates and hours of attendance, and scores,
grades, or evaluation).

VERIFICATION OF MEDICAL EDUCATION
Name of Institution: University of Minnesota - Duluth School Of Medicine

Complete Address: :
-Street Address: - © 102§ \) N Nw{,j}w Dm i = .
City: rD ubua StateJ. M ZIP Code (Postal Code): S&&1>

if name of institution was different when this individual attended, please note this name below:

Premedical Education:

Years of education required for admission to your medical school: M %o c,o"ux% -qrod'tu.k&Sw—
Credential/degree presented by the applicant for admission to your medical school: BR { 65 Io_, Gy_m(w,

Enroliment and Participation: Our records indicate that - lseny, Al\uc,wgw M. A
" (type/print individual's name: Last, First, Middle, Suffix)

attended our medical school for total of 72~ weeks of medical education on the following dates (mm/dd/yy):

From B e AR (. _ To S s e w ] hea

Month Date Year ok Month Date Year

This individual (check one):

[ ] was awarded the degree of on / /
Month Date Year

[X was NOT awarded a degree (please attach an explanation) Fm“’ Twe Yeats (0 Dububn. Tranghornad o
’b W\(nneSoLm M\»Mm {')c(‘s IO ﬁ—#‘h&um‘(’ilﬂ

Certification: By my signature, |, jﬁ mes G- r@o olqe v certnfy that the above M 2082 .
(type/ptir}t name) w:j
information is an accurate account of the above named individuat's official records maintained in this and is true

and correct to my knowledge.
, Signature: [&WN\-— # éf“(fi—/’—
Affix Institutional Title: .D\\rw&((-p’ uw..-\u,\_ M@“v’\

Seal Here.

If no seal is Date of Signature: "3"( Z{ o4

available, this form

mus(be notarized. 5 Phone: ( A€ ) 72@-1'4/‘} Fax: ( )

Email: ‘\‘OG\AL\CY @.;Q‘uvvw\.e&u,
J J
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i ~ (continued)

' VERIFICATION OF MEDICAL EDUCATI
Unusual Circumstances: The following questions apply to unusual circumstances that occurred duringany part of the
individual's medical education. Please check the appropriate response and provide dates and requested information. "Yes"
responses to any of these questions require a copy of explanatory records or a written explanation (attach additional pages as
necessary).

o el FEDE?ON CREDENTIALS VERIFICATION SERVIC&CVS)

1. Do this individual's official records reflect (an) interruption(s) or extension(s) in his/her medical education?
Response YES [] NO &

If YES, please select the reason(s) for, indicate the dates of the interruption(s) or extension(s) and check whether the
interruption/extension was approved or unapproved.

From Mo/Yr To Mo/Yr Appr Unapproved

Personal/Family

Academic remediation

Health

Financial

Participation in joint degree

Program (e.g., MD/PhD) . -. . - -
Participation in non-research

special study (e.qg., fellowship,

international experience)

Participation in non-degree research

Other
Please Specify:

L ETL L] DDDDD%
B B ER D R

2. Do this individual's official records reflect that he/she was ever placed on academic or disciplinary probahon
during his/her medical education? - Response - - YES 1 No ERatt =~ "

If YES, please select the reason(s) for the probation, indicate the date(s) of placement on and removal from probation
and attach additional documentation to this report.
From Mo/Yr To Mo/Yr

Academic Probation

Probation for unprofessional conduct/behavioral

"Probation for other reason

Please specify reason:

3. Do this individual's official records reflect that he/she was ever disciplined for unprofessional conduct/behavioral reasons by
the medical school or parent university? Response YES [] NO
If YES, please provide detailed documentation/information about the circurdfstances and outcome(s):

4. Do this individual's official records reflect that he/she was ever the subject of negative reports or an investigation by the

medical school or parent university? Response YES O No mg]
i YES, please provide detailed documentation/information about the circumStances and outcome(s)

5. Do this individual's official records reflect that there were any limitations or special requirements imposed on the individual
because of questions of academic imcompetence, disciplinary problems, or any other reason?

Response YES [ MO I{X
If YES, please provide detailed documentation/information about the naturé of the limitations or special requirements.

The Federation Credentials Verification Service is a division of The Federation of State Medical Boards of the United States, Inc.
Rev. 08/02/02 Packet ID: 41444 Request ID: 13364980 DMA (024020] Page 2 of 2
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Applicant: Print your complete last name: Is / c |
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medical school lacated Complete name of institution #1 (Do not abbreviate)

ol VY B

List alt the medical State

schools you attended in . .
chronological order. T E@ | Iq lq Ig l - lD ) l 2|0]0 Degrea Jone TuD 000

O MDPhO combined

Month  Year Month  Year ;
You may photocopy this 1 Did not graduate
page to report more than | Exact date of graduation: M Dj E[]:[]
two (2) institutions if nec- T
essary. Month  Day ear
P 3 . Unusual Circumstances (circle yas or no):
wy;:re of m‘: United Did you ever lake a leave(s) of absence or break(s) from your medical education? Yes @
Su_-)tes. and/or you par- Were you ever placed on probation? Yes @
:pmew':: ':‘:g’::“h Wero you ever disciplined or placed under invaestigation? Yes (@
proceed to the next Were any negative reports ever filed against you? Yes &
page. Were any limitatons or special requirements imposed on you becausa of

A g by 5

i , you may academic, mcompetence, disciplinary problems or for any other reason? Yes @ !
continue your explana-
tion of Unusual Pleass exptain any “Yes® respanses from above:
Circumslances on a sep- -

arate 8.5° x 11" sheet of
paper. Your response
may not exceed 100
words per question.




’ FARATION CREDENTIALS VERIFICATION SERVIQENECVS)
VEthATION OF MEDICAL EDUWRTION

N (This form must be completed by the medical school)

INSTRUCTIONS TO THE DEAN RECD JUN0 8 2004

The individual identified on the attached Authorization For Release of Information, Documents and Records
form has authorized your medical school to provide to the Federation Credentials Verification Service (FCVS)
any and all information pertaining to their education at your institution. Please complete this form and
forward it to FCVS in the enclosed postage-paid, self-addressed envelope.

-l

Please note: If your institution processes transcript requests through another office, FCVS has

likely made such a request under separate cover. If your office also processes
transcript requests, please attach the individual’s official transcript (which
indicates courses taken, dates and hours of attendance, and scores,
grades, or evaluation).

VERIFICATION OF MEDICAL EDUCATION
Name of Institution: University of Minnesota Medical School - Minneapolis

Complete Address: MMC 293
Street Address:

420 Delaware Street Se

City: Minneapolis State: MN ZIP Code (Postal Code): 55455

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

Premedical Education:

Years of education required for admission to your medical school: 4 year degree

Credential/degree presented by the applicant for admission to your medical school: records do not indicate

Enroliment and Participation: Our records indicate that Isley, Michelle Marie
T (type/print individual's name: Last, First, Middle, Suffix)
attended our medical school for total of _76* weeks of medical education on the following dates (mm/dd/yy):

From 06/ 05 / 2000 To € A 1 / 2002%*

Month Date Year Month Date Year

This individual (check one):

was awarded the degree of _ Doctor of Medicine on__ 05/ 11 / 2002
Month Date Year

|:| was NOT awarded a degree (please attach an explanation)

Certification: By my signature, |, _Helene M. Horwitz, Ph.D. , certify that the above

(type/print name)
information is an accurate account of the above named individual’s official records maintained in this and is true
and correct to my knowledge

T

s
~ .

Signature: ‘J"‘&ﬁ A lM‘

Title: Associate Dean of Student Affairs

L
Affix Institutional ~
_-— = o e R
'_S‘eaﬂlera g e
It nogealis. > ~
7 e e L
availablg this qun )

Date of Signature: June 8, 2004

must be nolarized: Phone: (612 )624-8101 Fax: (_612)_ 626-4200
Email:
*Dr. Isley t¥ansferred from the University of Minnesota Duluth School of
Medicine on May 5, 2000 into the third year class at the University of

Minnesota Minneapolis Medical School.

The Federation Credentials Verification Service is a division of The Federation of State Medical Boards of the United States. Inc.
Rev. 08/02/02 Packet ID: 41444 Request ID: 13364980 DMA (024030} Page1of2
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VEk-lElCATION OF MEDICAL EDUCAT

(continued)

FEDEiiTION CREDENTIALS VERIFICATION SERVlCi (FCVS)

‘Unusual Circumstances: The following questions apply to unusual circumstances that occurred duringany part of the

individual's medical education. Please check the appropriate response and provide dates and requested information. "Yes”
responses to any of these questions require a copy of explanatory records or a written explanation (attach additional pages as

necessary).

1. Do this individual's official records reflect (an) interruption(s) or extension(s) in his/her medical education?

Response YES D NO

If YES, please select the reason(s) for, indicate the dates of the interruption(s) or extension(s) and check whether the
interruption/extension was approved or unapproved.

From Mo/Yr To Mo/Yr Approved Unapproved

Personal/Family O O
Academic remediation O O
Health O O
Financial O O
Participation in joint degree O O
Program (e.g., MD/PhD)

Participation in non-research

special study (e.g., fellowship, O O
international experience)

Participation in non-degree research O O
Other O O

Please Specify:

2. Do this individual's official records reflect that he/she was ever placed on academic or disciplinary probation
during his/her medical education? Response YES [] NO

If YES, please select the reason(s) for the probation, indicate the date(s) of placement on and removal from probation
and attach additional documentation to this report.

From Mo/Yr To MofYr

Academic Probation

Probation for unprofessional conduct/behavioral

Probation for other reason

Please specify reason:

3. Do this individual's official records reflect that he/she was ever disciplined for unprofessional conduct/behavioral reasons by
the medical school or parent university? Response YES [] NO

If YES, please provide detailed documentation/information about the circumstances and outcome(s):

4. Do this individual's official records reflect that he/she was ever the subject of negative reports or an investigation by the
medical school or parent university? Response YES [ No B’

If YES, please provide detailed documentation/information about the circumstances and outcome(s):

5. Do this individual's official records reflect that there were any limitations or special requirements imposed on the individual
because of questions of academic imcompetence, disciplinary problems, or any other reason?

Response YES [] NO [

If YES, please provide detailed documentation/information about the nature of the limitations or special requirements.

Rev. 08/02/02

The Federation Credentials Verification Sesvice is a division of The Federation of State Medical Boards of the United States, Inc.
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Applicant: Print your complete last name:

Al

Medical
Education

Complete this page only
il you have attended a
medical school located
in the U.S. or Canada.

List alt the medical
schools you attended in
chronological order.

You may photocopy this

page to report more than

two (2) institutions if nec-
essary.

If your medicat school is
outside of the United
States, and/or you par-
ticipated in a Fifth
Pathway program,
proceed to the next
page.

If necessary, you may
continue your explana-
tion of Unusual
Circumstances on a sep-
arate 8.5" x 117 sheet of
paper. Your response
may not exceed 100
words per question.

DOCUMENTATION:
You must include a
complete, legible
photocopy of your
medicat school
diploma.

if a break of six (6)
months or more
occurred between
medical schools
attended or between
graduation from med-
ical school and your
first year PGT, please
provide a written
-expianation outlining
your activities during
this “gap” period on
the enclosed Gap
Explanation Form.

ulnli VIeTels [i IT]¥] Tolel M [wivle]elelmlAl [ |
mleb D lclalc] Islchlolele [ TT T T TTTT] kS
BEREEN AN ERANESSERNE

i ]
Complete name of Institution #1 (Do not abbreviate)

MO IvInTelrle o[l IsT TT T TTTT T T TTT 1]

o8

e
Al
[ |

City State
Fom: (012 ] [1]a]a]8] ™ [o]5] []o]o]r] Deree nNone)g:nAg/PhC?chbined
Month  Year Month  Year O Did not graduate
Exact date of graduation: LOIEH\ | ‘—I |2_|OL0—|§|
Month Day Year

Unusual Circumstances (circle yes or no):

Did you ever take a leave(s) of absence or break(s) from your medical education? 'Yes fe)

Were you ever placed on probation? Yes o
Were you ever discipfined or placed under investigation? Yes &

Were any negative reports ever filed against you? Yes KD

Were any limitations or special requirements imposed on you because of

academic, incompetence, discipiinary problems or for any other reason? Yes @

Please explain any “Yes” responses from above:

Complete name of Institution
T A R [ ]
] [l lllggj
g JAG MBS WAy gEE T Chies Thato. Elipy
Month Year Uik ear o M_DIPhD combined
0 Did not graduate
Exact date of graduation: m |—'|_—| m“"l_|
Month

Unusual Clrwmstanws (circle yes or no)

Did you ever take a leave(s) of absence or break(s) from 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 ever filed against you? Yes No

Were any limitations or special requirements imposed on you because of

academic, incompetence, disciplinary problems or for any other reason? Yes No

Please explain any “Yes” responses from above:
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UNIVERSITY OF MINNESOTA

Twin Cities Campus Medical School Education Box 293 Mayo
: 420 Delaware Street S.E.
e iy Minneapolis, MN 55455

612-624-1188
Fax: 612-626-4200

November 1, 2001

Dear Program Director:

This is a letter of evaluation for MICHELLE M. ISLEY, a University-of Minnesota medical student
who is an outstanding candidate for your residency program.

Introduction:

Michelle graduated magna cum laude from Concordia College in Moorhead, Minnesota, with a
Bachelor of Arts degree in Biology in 1997. She matriculated into the University of Minnesota-
Duluth School of Medicine and transferred with her class into the University of Minnesota-
Minneapolis Medical School on June 5, 2000. It is anticipated that Michelle will receive her
M.D. degree in May 2002.

Preclinical Record: '

Michelle has satisfactorily completed her basic science coursework. In her first two years, she
received honor grades in Human Gross Anatomy and Psycho-Social-Spiritual Aspects of Life-
Threatening Illness.

On Step 1 of the United States Medical Licensing Examination (USMLE), Michelle achieved a
total score of 208.

Clinical Clerkship Record:

In the clinical portion of the curriculum she has performed with distinction. She has received an
honors grade in Medicine 1. She also achieved honors grades for the Rural Physician Associate
Program (RPAP) in the Spring and Summer sessions respectively. Michelle was selected to
participate in the University of Minnesota's Rural Physician Associate Program (RPAP) class of
2000-01. Up to 40 students in this program spend nine months of the third year of medical
school under the supervision of a clinical primary care faculty member. Michelle spent RPAP in
Aitkin, Minnesota (Population 1,698) at the Ripple River Medical Center, a family practice
clinic. Her primary preceptor was Dr. Donald Hughes. During this time she received extensive
hands-on clinical experience in a full spectrum of family practice medicine.

The following are representative narrative comments from evaluations:

OBSTETRICS/GYNECOLOGY (Summer 2000) Excellent
Michelle did an excellent on her first clinical rotation. She performed above expectations
regarding the basics of doing a cogent and complete history and physical examination. She
utilized clinical and academic sources very well. She performed in an outstanding manner in




following a patient’s progress through labor, delivery, post-delivery, and post-surgical care. Her
attitude with patients was also outstanding. She was empathetic, reassuring, caring, and
supportive. She developed trust and rapport, and engendered confidence in her patient contacts.
An evaluator said, “Michelle was an excellent student. She was enthusiastic and developed
excellent rapport with patients and staff.”

OTOLARYNGOLOGY (Summer 2000) Pass
Michelle was highly rated as an excellent student on a surgical subspecialty rotation. Not only
were her basic skills excellent, but also her case presentations were complete, organized, and
clear. She carried out assigned tasks in a responsible fashion, and showed initiative on the ward.
Her fund of medical knowledge was excellent for her stage of training, and she approached
problems with “interest and enthusiasm.”

UROLOGY (Summer 2000) Pass
Michelle again performed in an excellent manner on this surgical subspecialty rotation. She
continued to build on her well-established knowledge base and developed skills in synthesizing
information to make comprehensive assessments of patients’ problems. She delivered written
and verbal case presentations, which were complete, organized, and clear. An evaluator said,
“She has a strong desire to learn and finds resources when introduced to topics not yet
encountered.” She demonstrated compassion and caring to all of her patients and worked well
with the entire health care team. She truly was a “pleasure to work with.”

MEDICINE (Fall 2000) Outstanding
Michelle was an outstanding student on her first medicine rotation. Her work continued to be
exceptional and become more refined. Her history and physical examination skills were
outstanding, as was her ability to present the data in a concise and organized manner. Her
problem-solving and reasoning skills were excellent. She demonstrated a real thirst for learning
through daily independent study. She was considered to be “very diligent, thorough, and
empathetic. Her medical knowledge is superb. She is energetic and develops good rapport with
patients.” An evaluator said, “I would enjoy having her as a colleague.”

RURAL PHYSICIAN ASSOCIATE PROGRAM (RPAP) (Fall 2000 — Summer 2001)
Grades: Fall: Excellent (E)  Spring: Outstanding (O) Summer: Honors (H)

Michelle excelled as an RPAP student. Over the period of nine months she had the opportunity
to work with numerous community faculty, and received superlative evaluations from all of
them. Her clinical skills became more refined, as did her diagnostic and therapeutic plans. Her
written, verbal, and dictated reports were exceptional. She was very motivated and enthusiastic.
She was able to see, evaluate, and care for patients from the very first of her rotation in a manner
that was better than previous students at that location were. This is of particular significance,
since Aitkin has hosted twenty-three previous students. She was well liked by patients and staff.
She also enjoyed being involved in difficult and complicated medical problems. In working with
a community surgeon, Michelle was rated as superb. She worked diligently to prepare for all of
her cases, understood basic science principles, and followed the patient through surgery and
post-operative care. She participated in a significant number of cases with a broad general
surgical repertoire, regularly first-assisted, and participated extensively in pre and post-operative
care. She accompanied the surgeon to the island of Hispaniola, where she, as part of a team,
served the indigent population in a remote, mountainous village of Pignon, Haiti. Not only did




she work extremely hard in the medical-surgical capacity, she prepared a set of lectures and
trained many local physicians, nurses, and other health care workers while there. The surgeon
commented, “She did an outstanding job...I am very proud of her accomplishments; not only of
the kind of doctor she is becoming, but the kind of young woman she represents for our medical
school.” Another family practice preceptor commented that she was “an outstanding student.
She was always getting to work early and not afraid to get involved. She does a great job of
gathering information and formulating treatment plans. She is motivated, enthusiastic, and one
of the strongest students we’ve ever hosted.”

NORMAL LABOR AND DELIVERY (Summer 2001) Honors
Michelle did an excellent job on this elective away rotation at the Ohio State University. Her
basic skills and overall abilities and attitudes were very highly rated. One evaluator commented
that Michelle had “an excellent attitude and rapport with patients, families and staff” She was
also “inquisitive” and “very helpful to the team.” Other comments included, “She has both the
energy, interest and commitment to be a wonderful Ob/Gyn resident. She takes responsibility of
following her patients and anticipating management plans. Her skills/procedures improved
during the rotation, particularly vaginal delivery and episiotomy repairs. We would be happy to
see her in our program.”

Special Activities:

During college, Michelle was invited to participate as CREDO Honors Program graduate
throughout her four-year program. She was also a Biology honors graduate, which culminated in
a senior research project. Besides excelling academically, Michelle was also involved in Service
Outreach Group and the CARES committee for chemical awareness. She participated in
intramural volleyball and expressed her musical talent through participating in the band playing
the flute for four years.

Michelle has demonstrated academic excellence by receiving several scholarships as a first and
second year medical student, including: The UMD Scholarship Fund scholarship, the John
George Ross Endowed Scholarship, and the Roger Dell Scholarship. In addition, she received
the Microbiology Departmental Scholarship, which was awarded to the top microbiology student
in the second year class at the University of Minnesota — Duluth School of Medicine. She was
also invited to be a tutor for three class components including: nervous system, cardiovascular
system, and fluid and electrolytes. This involved a commitment of approximately six hours per
week. In addition, she was co-leader of a group, “Growing Healthy,” in which medical students
visited elementary and high schools in the Duluth area to give presentations to the classes about
health-related topics.

Between college and medical school, Michelle spent one year in the Lutheran Volunteer Corps.
During this time she was a residential aide at the Don Miller House, part of the AIDS Interfaith
Residential Services. As part of her work, she assisted low-income residents who were suffering
in the end stages of AIDS. She provided personal care, companionship, worked as a patient
advocate, and performed housekeeping services for five residents. She describes this as “The
most influential experience prior to medical school.” She gained invaluable life experiences that
were used to further develop her intellectual, emotional and physical strength, and her desire to
succeed with her medical profession. This attitude of caring and service for the underserved
populations was again manifested in her volunteer experience during RPAP called “Project
Haiti.” In March of 2001, she volunteered to join a medical-surgical team to travel to Haiti to




volunteer in the hospital, medical and surgical wards. She also provided lectures of health
professional topics to local physicians, residents, nursing and operating room staff and students.
In her rural community, she participated in the community choir, community education classes,
and “Safety Town,” a comprehensive safety awareness program for children. She has extensive
experience as a tutor, counselor, office assistant, and laboratory assistant. She is a member of the
Omicron Delta Kappa National Leadership Honor Society, as well as the American Medical
Association (AMA), the American Medical Student Association, and the Minnesota Medial
Association. Her desire to improve her medical knowledge and skills led her to participate in the
Comprehensive Advanced Life Support (CALS) course offered in April 2001.

Personal Qualities:

Michelle is a hard working and enthusiastic student who goes above and beyond what is
expected of her. She is independent, yet functions well as a member of a team. Her
communication skills are outstanding. She has an empathetic and compassionate attitude, as
well as being an outstanding listener. She is logical, yet sensitive, and pays attention to detail.
Her positive attitude and willingness to give of herself to others is an inspiration. She has
learned to balance the rigors of an academic and professional life with volunteering for those less
fortunate and educationally challenged. Michelle is personable and has an excellent sense of
humor. She pursues excellence in all that she does and is exceedingly determined. She is
unafraid of assuming leadership roles and remains calm in stressful situations.

Summary:

After carefully considering several possible career paths, Michelle has chosen to seek a residency
in obstetrics and gynecology. Not only does she enjoy ail components of women’s health care,
she relates very well to female patients. She is enthusiastic about working with adolescents and
geriatric patients, and providing both components of primary and specialty care for women. Her
knowledge, abilities and procedural skills will allow her to develop into an outstanding
obstetrician/gynecologist. She would eventually like to practice in an underserved area. This
should be no surprise, as this has been part of her life throughout her adult years. Her goal is to
also spend some time practicing international medicine in developing countries. As she gains
experience and confidence, Michelle will emerge as an outstanding physician and teacher. She
will develop into a superb resident and physician who will be an asset to her future training
program.

In summary, Michelle M. Isley is an outstanding candidate for graduate medical education in
your program.

Sincerely,

Walter M. Swentko, M.D., M.S.
Director
Rural Physician Associate Program
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KEY TO TRANSCRIPT

Academic Calendar

The sémester system started Fall 1999 for all University of Minnesota
cam@uscs. Prior to Fall 1999 the University used a quarter system with
these exceptions: Law school started on semesters Fall 1981, and some
College of Continuing Education courses were taught on a semester
calendar but the credits reported as quarter credits.

Accreditation

The University of Minnesola is accredited by the North Central Association
of Colleges and Secondary Schools, by the National Council for the
Accreditation of Teacher Education, and by many other agencies.

Course (Class) Numbering System (from Fall 1999)

0000 to 0999 noncredit courses

1 to 1999 primarily for undergraduates in first year

| 02999 primarily for undergraduates in second year

3000 t0 3999 primarily for undergraduates in third year

4000 t0 4999 primarily for undergraduates in fourth year, may count

for graduate credit if taught by a faculty member authorized to
teach at the graduate level and with approval of student's major
field.

5000 to 5999 primarily for graduate students but third and fourth year
undergraduates may enroll

6000 to 7999 for postbaccalaureate professional degree students

8000 to 9999 for graduate students

Prior Course numbering systems

For Fall 1970 through Summer 1999 (course numbering prior to 1970 is

noted in parenthesis):

0000 to 0999 noncredit courses

1000 to 1999 (01-49) introductory courses primarily for freshmen
and sophomores

3000 to 3999 (50 - 99) intermediate courses primarily for juniors
and scniors
05999 (100 ~ 199) advanced courses for juniors, seniors and
graduate students

$000 to 8999 (200 and higher) for graduaie and protessional school
students

Credit

Starting Fall 1999 — units are semester credit

Prior to Fall 1999 - units generally are quarter credit (se¢ calendar for

exceptions)

Grading Definitions

A _ achievement that is outstanding relative to the level necessary o
meet course requirements

B _ achievement that is significantly above the level necessary to meet
course requirements

¢ - achievement that meets the course requirements in every respect

D - achievement that is worthy of credit even though it fails to meet fully
the course requirements

E _ achjevement that is significantly greater than the level required to
meet the basic course requirements but not judged to be outstanding

£ (or N) - Represents failure (or no credit) and signifies that the
work was cither (1) completed but at a level of achievement that is
not worthy of credit or (2) was not completed and there was no
agreement between the instructor and the student that the student
would be awarded an I (see also 1}

H — (Honors) Used by Law School and Medical School only

1 - (Incomplete) Assigned at the discretion of the instructor when, due
o extraordinary circumstances, e.g., hospitalization, a student is
prevented from completing the work of the course on time. Requires
a written agreement between instructor and student

K - assigned by an instructor to indicate the course is still in progress
and that a grade can not be assigned at the present time

NG -~ no grade required

O - represents outstanding achievement for Doctor of Medicine and
Doctor of Veterinary Medicine programs

p _ achievement designating passing work

Q -~

R - a course related registration symbol

§ o=

achievement designating passing work

achievement that is satisfactory, which is equivalent to a C- or better
(C or better on the Duluth campus)}—achievement required for an S
is at the discretion of the instructor but may be no lower than a C-
(no lower than a C on the Duluth campus)

T - transfer credit or test credit

v _ registration as an auditor or visitor (a non-grade non-credit
registration)

enlered by the registrar’s office when the student officially
withdraws from a course aller the second week

reported by the instructor for  student in a sequence course where
the grade can not be determined until the sequence is complete ~ the
instructor is to submit a grade for cach X when the sequence is
complete

assigned from Fall 1929 to Summer 1959 to indicate the student
canceled while doing passing work

assigned from Fall 1929 1o Summer 1959 to indicate the student
canceled while doing failing work

W

b .

N =

TR

Thesis credit — an asterisk (*) will appear following the course title of On the Twin Cities campus from Fall 1972 through Summer 1977 and

courses numbered 8777, 8888, or 8999 if the degree award is shown

on the Morris campus from Fall 1972 through Summer 1983, the official

An asterisk (*) indicates graduate credit taken though College of University transcript included only positive academic achievements.

Continuing Education (Continuing Education and Extension prior to Fall
1999)

Campus Records office locations:
“Udiversity of Minnesota. Crookiston
170 Owen Hall
Crookstor, MN 56716-5001
(218) 281-8548
-Dept. of Educ. Inst cd: 0NI069

University of Minncsota, Duluth

184 Darland Administration Builling
Duluth. MN 55812-3011

{218) 726-8200

Dept. of Educ. Inst cd: 002388

University of Minnesota, Morris
212 Behunler Hall

Morris, MN 56267-2134

{320) 589-6030

Dept. of Edue. lnst cd: 002389

Courses in which the student received a grade of N or a registration symbol
of I or W did not appear on the transcript.

Dept. of Educ. Inst ed: 003962

Iniversity of Minnesota, Twin Cities
or 130 West Bank Skyway

200 Fraser Hall or 130 Cotley Hall
Minncapolis, MN 55455-0213 St. Paul, MN 55108-1030
612) 6241111 (612) 623-3731

For complete grading pelicy, see

http://www.umn.edu/usen ate/policies/gradingpolicy.htmi
Grade/Numeric Point Average Formula -

Effective Fall 1997: grade point values were standardized for the
University. All units except Law use: A =4.000, A-= 3.667,

B+ = 3.333. B = 3.000, B- = 2.667, C+ = 2.333, C=2.000, C- = 1.667,
D+ = 1.333, D= 1.000, D- = 0.000, F = 0.000, I = 0.000, K = 0.000,

X =0.000

Before 1997, most units did not use +/-. But the Duluth campus and the
School of Management used: A = 4.0, A- = 3.6, B+ =33,
B=30,B-=26,C+=23,0=20,C-=16,D+=13,D=10,

F = 0.0 and the Twin Cities General College used A = 4.0,
A-=3.6,B=32B-=28C+=24,C=20,C-=1.6,D=12,
D-=08,F=00

The Twin Cities campus Law School uscs a numeric rather than a grade
point average for the juris doctor (J.D.) degree program. Grades range from
4-16 points based on the following:

14-16: Excellent/Outstanding; 11-13: Substantially better than average; 8-
10: Minimally acceptable; 5-7: Inadequate (credits count towards degree
completion, and NPA); 4: Failing; 0: Non-performance. Classes for which
a 0 grade is carned are not jncluded in N PA calculation. Grades earned in
the LL.M. (Master of Laws) program are: A=4.00, B=3.00, C=2.00,
D=1.00, F=0.00. No +/- distinctions are given.

Symbols Following Course Numbers

C - certificate credit

on Duluth campus, registration in Continuing Education, or on

Twin Cities campus, an MBA course

— honors course for extra credit

~ honors course

— evening MBA course for extra credit

I

— evening MBA course by independent stu

al
— honors course by independent study L
- extra credit by independent study =)
~ evening MBA extra credit by independent)spudy

honors extra credit by independent study )
— special term course taken for extra credit R

== &

~ semester registration (pre 1999)

JUN 0 § 2004

— semester honors course (pre 1999)

— honors and writing intensive

— wriling imensive

— extra credit

kg eede g @S BEE o
]

- independent study

Z - special term registration
Repeated course and re-enrotlment cligibility vary by academic unit.
Degree with distinction indicates graduation with high GPA; degree with
honors (laude) indicates completion of special honors program.

For more information see:  http://www.umn.edu

The University af Minnesota, Waseca campus
closed in 1992, For information on Waseca
student wansesipts, contact ahe St. Pav) o/Fee.
Mimneapolis, MN 53455-0427 x

(612) 626-0110 027937

115402




@he Regents of the Hniversity of Mimresots, upon recommmendation
of the faculty of the Medical School, confer wpom

Michelle Marie Tsley
& iy o il 9
Buoctor of Medicine
fuith all its privileges and obligations.

In the spirit of Hippocrates, this degree is geanted to 1 person el
gualified tn the shidy, discipline, arf, and seience of medicine.

Given at Mamenpolis, in the State of Mumesatn,
this eleventh duy of May, thoo thousand-tsa.
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Section 1V

Postgraduate Training




oenseavs

ation Credentials Verification Service (FC

Federation Place, P.O. Box 619850, Dailas, TX 75261-9850
Tel: (817) 868-5000 Fax: (817) 868-5099

Verification of Postgraduate Medical Education

Columbus,

Institution: - Ohiio State University Hospital Attention:  Program Director
Address:  Department of Obstetrics and Gynecology G‘nf}'ji‘;ﬁy:

OH 43210-1228

Verification For:

Name: | hg
SSN:

DOB:

Marie

0021 T NAP
1900343

Individual's Name on Record (If different from above}):

paper.

SSRIA ification:

dix Your inslj,lgl’ao&lalL i
z | -k

At
;o\&dh must have this
™" form notarized.

| ——
[4
Program rev: 1 $geDity/subspecialty: __6 B [ L W
e : 1 i
S Internship From: ‘1 proff Y R by To: [" / 3 o / ‘-"_)
Important: "
Report Incomplet s s fully Completed?: s N InP
eport Incomplete : . uccessfully Completed?: S [o} n Progress
postgraduate years (PGY) — Chief Re%ndency ;
separate from - __ Fellowship Accredited by: MCGME __ AOA __LCGME _ RSC _ CFPC
those that were successfully
Ssinigett, ___ Research _RCPSC  __APPAP _ None of these
If the postgraduate year is e oo S@lty/SubspeCIalfy:
currently in progress report Internshi + f o : NnC <
the expected completion '—\4 2 o From: 7 / / 3 To: / / p \\, H
i * fi esidenc
S e TP e ThA y Successfully Completed?: Yes No Vln/lsrogress
Chief Residency e
E Fellowship Accredited by: . ¥ V(CGME- — AOA - - LCGME -_RSE - - CFPC-
Report Internships, - : Research :
Residencies and T __RCPSC __APPAP  __ None of these
Fellowships separately.
PGY: Specialty/Subspecialty:
Use one section per Int hi
Department/Specialty. If the | ____ Internship : -
Department/Specialty is Residency From: / ! To: / !
rotaling or transitional, please| — | -
provide a schedule of Chief Residency Successfully Completed?: Yes No In Progress
rotations. Fellowshi
=l v Accredited by: _ ACGME _ AOA __LCGME _ RSC . CFRC
Research
__RCPSC __APPAP  _ None of these
Unusual e | ! . -
F Did this individual ever take a leave of absence or break from his/her training? Yes @
Circumstances: - ;
Was this individual ever placed on probation? Yes @)
Circle the correct response. .
Omitted Was this individual ever disciplined or placed under investigation? Yes @
responses require written 3
explanation. Were any negative reports ever filed by instructors? Yes @
Were any limitations or special requirements placed upon this individual because
of questions of academic incompetence, disciplinary problems or any other
If necessary, you may
continue your explanation reason? Yes @
on a separate sheet of

Please explain any "Yes" response from above:

ool fn this s FCT
= sém?é‘e’?mdé}fﬁl-

[

i

=’
Completion of the following is certification that the information above is an accurate account of this individual's records
and is true and correct. This section MUST be signed by the Program Director (M.D./D.O. only).

Qlos—

;::zi hi Signature: X
-0 g
|r$'isue: % M qu i 0 \ WDate of Signature: (0 ~q =0 "'{'

A

b\u aﬂa i ‘3'13‘3 Fax:

Tel:

\tbl“ ¥ a§3iqh _E-Mail SOJ'Y\\LQ/\S- B S os\u f_&\b

Rev. 07/02/02

4 144 Y

Packet |

LSM\ of \Mtx') A, oew

megoﬂ
R.
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The Federation of State Medical Boards of the United States, Inc.
Federation Credentials Verification Service
P.O. Box 619850

Dallas, TX 75261-9850
Telephone (817) 868-5000 ! l R G T

FAX: (817) 868-5099

Fax Cover Sheet
TO: 7 | Dr. Philip Samuels, MD | ‘ DOCUMENTS CRIT\CAL
D nt of Obstetri dG 1
g = OR MEDICAL LICENSURE

F - 614-293-5877

PLEASE EXPEDITE

DATE: June 17, 2004

FROM: Danna Alexander Packet ID: 41444
dalexander@fsmb.org Request ID: 13364980
P — 817-868-5085 Micbelle Marie Isley, MD

The form you recently submitted 1o FCVS for Dr. Isley was either incomplete or requires further clarification.

Please address these items listed below and return by fax to 817-868-4213.

Please mail a hard copy of your changes to my attention.

L. Please report the name of the department that oversaw the postgraduate training for the above named
individual during PGY 2 Residency from 07/01/2003 to present.

s BB | Y

2 Please indicate below the expected date of completion for PGY 2 Residency.

Date postgraduate year complete (0/ 5” 9’6.0 L{

Completion of the following is certification that the infonnation above is an accurale account of the individual’s

records and is true and correct. This section MUST be signed by the Program Director (MD/DO only) or an
appropriate representative.

OLgpded + Roaidsney Prg. o-1804
Signature® Title D\M&QL Date

Number of Pages Sent: 1

The information contained in this document may be CONFIDENTIAL and may also be LEGALLY PRIVILEGED,
intended only for the addressee. If you are not the addressee, you are hereby notified that any use or dissemination
is strictly prohibited. Please notify FSMB by telephone as soon as possible if you received this document in error.




. R
PROVIDED
A PP L ,C A N? Y Applicant: Print your complete last name: :B ' 2{

20. Postgraduate Use one () page per institution. This page represents ___| _ of [ institutions).
Medical Ty T =

Education trlwlel Tolulilol Islrlalelel Julnli vlefels]ole¥] | [ [
pogoniedbiel el |10 =4 GRS TP 7 20 ] 0 O o 5 0, 0 0 DR

| |
i}

programs you attended Complete name of hospital where training was conducted (Do not abbreviate)
Uso one page per et | (LR LEL [oTrt[1Tol TstriaTrlel TulwlilvleleIsh TWT T TT 1]
s HRRBENEREFE Y@ T INES SR RFRESEER

You are provided two Complete name of affiliated university or college (Do not abbreviate)

{p. 7 - 8) in thi
anpacasen i A1 1 1 1 1 L4 1 F FUETEE T TR BT
information. You must Address line 1

make a photocopy(ies)

oimopegiorpet K| | | | [ DT LTI PTITTIS I/ P LY [ ]]

more than two (2) Address line 2
.::::Tm [g;ﬁlbluﬂeﬂﬂﬂ EEN AN DEERneAEER -gl_

Report incomplete post-

grsauateyearseoy ([wlSIA] | [ [ [ [ [ [ [ ] CTTTT]-[1]
separate from those that | Country ZIP/Postal Code
were successfully com- :

pleted. PGY |
ryousosmiune | 2 e | [l SITIEFTRIIeIST/Ia[VINELclollolaNT 1 1]
year is cumently in 0O Chief stec'a"WSUbs"ec'any - - LTS
i ; rom: E ?
:;m;ﬁﬁﬁe O FReieT‘oS::le lgh_o_l 8 JC1042 z |Q‘|£, 2D 03 };Yzessﬂlzlo mpﬂ( rogress
n
date in the “To" field. G aing Month  Year Month  Year prog
Report intemships, resi- pgy: 2
dencies, fellowships and . e g
research programs sep. | 3, emse | [p [B[¢ [T [e] Tlelt e [s]/lg]YInIE[clo]L olaly] | [ ]
arately. ? E?I;?ency Specialty/subspecialty _
. From: To: Successfully Completed?
Use one section per Residency Ol |:IO OI.3 Ol alO O|§|
department, O Fellowship Month  Year Month  Year OYes ONo /fln progress
O Research
(PGY) - Postgradusate ]
years is also known as PGY : -
postoraduatetrining | O wemsno || | | | [ J T [ [ [ [ [T TP 1[I I[IT]
level. El) g:_sufiency Specialty/subspecialty
ief g
H From: To: S fully Completed?
If a break of six (6) e S O 50 160 0 A 0 5O 8 u‘;mn'y o
months or more O3 Feliowship Month  Year Month  Year es No DOin progress
occurred betweenany | [0 Research
of your postgraduate
training activities, PG e
i - O Internshi
(o R e weeswnsei o 1 O 5 ) N T P R [ 08 S
ten explanation outiin- [0 Residency altv/subs
ing your activities dur- | (O Chief Susceiy/Mbsrecy
ing this “gap” period Residency { From: | I J r | I J | To: | l | | ’ Successfully Completed?
E:t:'ae xcloied Gap g ;ellowshri‘p kgl v v OYes ONo  Oin progress
planation Form, ‘ Researcl
If necessary, you may Unusual Circumstances (circle yes or no):
continue your explana- Did you ever take a leave(s) of absence or break(s) from your medical education? Yes No
tion of Unusual Were you ever placed on probation? Yes (No)
Cx"g‘%‘?ncﬁ_o?‘ :et Serf* Were you ever disciplined or placed under investigation? Yes Cf:D
a 2 X AT s Y Were any negative reports ever filed against you? Yes
pmaa;;e:‘o\t(t::;s;gra%e Were any limitations o special requirements imposed on you because gf
wirs ey o, academic, incompetence, disciplinary problems or for any other reason? Yes @

Please explain any “Yes" responses from above:

FCVS Application - 8

Version 3.3




Section V

Examination History/Score Transcripts




US MLE /Unlted States Medical Licensing Examination™ (USMLE”)
1, Certxfled?’h'anscrlpt of Scores oy ,
Umted States ¢ A A
“Medical : 7 7 7 / 7 7
. Licensing: -+ [+ o TN Ay D ;
_Fxamination " fL - > - T his Tf;n\Eéript was pré;fafed by the Federatibn (}f Stafé M\édicélk Bbards

Date of Certification: 06/01/2004

_Examinee: :
 USMLEID#:  5-078-504-7

DOB: ~  09/27/1974

AltNameGs):

Packet ID: \4144‘4 : ‘
J inee: Isley, Michelle Marie

‘Results for all Steps taken by this examinee (and for which results have been reported to date) are shown below. For Steps that span more than
one day, the test date reflects the day on which the examination began. Scores are reported on two scales. The recommended minimum passing

score (*'Passing') on each scale is shown in parentheses.

' Test  Pass/ Three-Digit Two-Digit
Date - Fail Score (Passing) _ Score (Passing)
(179) 84 (75)

~ Comments
SN

\ \\6/2/2000 PASS 208

_Test ~ Pass/ Three-Digit Two-Digit 3 = R
(Passing) ~  Comments

Da/te'iy, Fail Score (Passing) Score
k.

12/22/2001 PASS 208 (174) 84 (75)

© . Test  Pass/ Three-Digit Two-Digit SRR R R
Date Fail Score (Passing)  Score (Passing) Comments

(75)

Sfate Board
OHIO 9/26/2003 PASS 189 (182) 77

S

| Patent 5636874

~ :  TouchSafe®

SEE HEVEHSE SIDE FOR EXPLANA‘I‘ION OF INFOHMATIOH REPORTED ABOVE.



Renewal ID 149225 Page 1 of 3
Date Posted: 6/26/2006 8:00:43 AM

Please review all information you have provided. Click on the "Review" button to
change any information given or click on the "I Agree" button to verify that all
information posted below is correct and to proceed to payment options.

Please note that knowingly providing false information may result in denial of
registration.

Address Information

CREDENTIAL MAIL ADDRESS Oregon Health & Sciences University
Attn: Neil Berry

2241 Lloyd Center

Portland, OR 97232

Out of State County
United States of America
503-494-4072

CREDENTIAL MAIL ADDRESS Oregon Health & Sciences University
2241 Lloyd Center, Attn: Neil Berry
Portland, OR 97232

Out of State County
United States of America
503-494-4072

MAIN 1424 SE 24th AVE
' Portland, OR 97214

Out of State County
United States of America
503-494-4473

License Information

License Number 35.085199
License Name Michelle Isley
Email Address

Fees
Relicensure Fee $305.00

Total Fees $305.00

Specialty Codes
1. Please select one specialty from the field below
....... OBSTETRICS & GYNECOLOGY

2. Please select one specialty from the field below, if applicable.
....... {not Answered}

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewalldnt=149225 6/19/2015



Renewal ID 149225

3. Please select one specialty from the field below, if applicable.

CME-Physicians
1. Have you met the above CME requirements for your license?

Discipline
1. Have you been found guilty of, or pled guilty or no contest to, or received
treatment or intervention in lieu of conviction of, a misdemeanor or felony?

2. Have you surrendered, consented to limitation of, or to suspension, reprimand or
probation concerning, a license to practice any healthcare profession or state or
federal privileges to prescribe controlled substances in any jurisdiction other
than Ohio?

3. Have any malpractice awards been paid by you or on your behalf for acts
occurring in any state other than Ohio?

4. Has any board, bureau, department, agency, or any other body, including those
in Ohio other than this board, filed any charges, allegations or complaints
against you?

5. Have you had any clinical privileges or other similar institutional authority
suspended, restricted or revoked for reasons other than failure to maintain
records on a timely basis or to attend staff meetings?

6. Have you been addicted to or dependent upon alcohol or any chemical
substance; or been treated for, or been diagnosed as suffering from, drug or
alcohol dependency or abuse?

Social Security Number
1.

Nurse Collaboration Info

1. Are you currently in a collaboration agreement with any Clinical Nurse
Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners?

2. List the name/names and type of licensure for each nurse with whom you are
collaborating. For example: Jane Doe, CNP; Mary Smith, CNS.

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewalldnt=149225

Page 2 of 3

6/19/2015



Renewal ID 149225 Page 3 of 3

I understand that submitting a false, fraudulent, or forged statement or
document or omitting a material fact in obtaining licensure may be grounds for
disciplinary action against my license.

Under penalty of law, I hereby swear or affirm that the information I have

provided in the application is complete and correct, and that [ have complied
with all criteria for applying on line.

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewalldnt=149225 6/19/2015



Renewal ID 407670
Date Posted: 5/27/2008 12:36:03 PM

Please review all information you have provided. Click on the "Review" button to
change any information given or click on the "I Agree" button to verify that all
information posted below is correct and to proceed to payment options.

Please note that knowingly providing false information may result in denial of
registration. '

License Information

License Number 35.085199
License Name Michelle Isley
Email Address mmisley@hotmail.com
Fees

Relicensure Fee $305.00

Total Fees $305.00

Specialty Codes
1. Please select one specialty from the field below
....... OBSTETRICS & GYNECOLOGY
2. Please select one specialty from the field below, if applicable.
....... {not Answered}
3. Please select one specialty from the field below, if applicable.
....... {not Answered}
CME-Physicians
1. Have you met the above CME requirements for your license?
....... YES

Discipline
1. Have you been found guilty of, or pled guilty or no contest to, or received
treatment or intervention in lieu of conviction of, a misdemeanor or felony?

2. Have you surrendered, consented to limitation of, or to suspension, reprimand or
probation concerning, a license to practice any healthcare profession or state or

federal privileges to prescribe controlled substances in any jurisdiction other
than Ohio?

3. Have any malpractice awards been paid by you or on your behalf for acts
occurring in any state other than Ohio?

4. Has any board, bureau, department, agency, or any other body, including those
in Ohio other than this board, filed any charges, allegations or complaints

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewal Idnt=407670

Page 1 of 2

6/19/2015



Renewal ID 407670 Page 2 of 2

against you?

5. Have you had any clinical privileges or other similar institutional authority
suspended, restricted, revoked or placed on probation for reasons other than
failure to maintain records on a timely basis or to attend staff meetings?

6. Have you been addicted to or dependent upon alcohol or any chemical
substance; or been treated for, or been diagnosed as suffering from, drug or
alcohol dependency or abuse?

Social Security Number
1.

Nurse Collaboration Info

1. Are you currently in a collaboration agreement with any Clinical Nurse
Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners?

2. List the name/names and type of licensure for each nurse with whom you are
collaborating. For example: Jane Doe, CNP; Mary Smith, CNS.

....... {not Answered}

I understand that submitting a false, fraudulent, or forged statement or
document or omitting a material fact in obtaining licensure may be grounds for
disciplinary action against my license.

Under penalty of law, I hereby swear or affirm that the information I have
provided in the application is complete and correct, and that I have complied
with all criteria for applying on line.

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewalldnt=407670 6/19/2015



Renewal ID 1034092 Page 1 of 3
Date Posted: 5/6/2010 10:14:25 PM

Please review all information you have provided. Click on the "Review" button to
change any information given or click on the "I Agree" button to verify that all
information posted below is correct and to proceed to payment options.

Please note that knowingly providing false information may result in denial of

registration.
Address Information
CREDENTIAL MAIL ADDRESS 201 Aldrich Rd
Columbus, OH 43214
Franklin County

United States of America
614-404-8663

mmisley@hotmail.com

CREDENTIAL MAIL ADDRESS 201 Aldrich Rd
Columbus, OH 43214

Franklin County
United States of America
614-404-8663

MAIN 201 Aldrich Rd
Columbus, OH 43214

Franklin County

United States of America
614-404-8663
mmisley@hotmail.com

License Information

License Number 35.085199
License Name Michelle Isley
Fees

Relicensure Fee $305.00

Total Fees $305.00

Specialty Codes
1. Please select one specialty from the field below
....... OBSTETRICS & GYNECOLOGY
2. Please select one specialty from the field below, if applicable.
....... {not Answered}
3. Please select one specialty from the field below, if applicable.
....... {not Answered}

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewalldnt=1034092 6/19/2015



Renewal ID 1034092

CME-Physicians
1. Have you met the above CME requirements for your license?

Discipline
1. Have you been found guilty of, or pled guilty or no contest to, or received
treatment or intervention in lieu of conviction of, a misdemeanor or felony?

2. Have you surrendered, consented to limitation of, or to suspension, reprimand or
probation concerning, a license to practice any healthcare profession or state or
federal privileges to prescribe controlled substances in any jurisdiction other
than Ohio?

3. Have any malpractice awards been paid by you or on your behalf for acts
occurring in any state other than Ohio?

4. Has any board, bureau, department, agency, or any other body, including those
in Ohio other than this board, filed any charges, allegations or complaints
against you?

5. Have you had any clinical privileges or other similar institutional authority
suspended, restricted, revoked or placed on probation for reasons other than
failure to maintain records on a timely basis or to attend staff meetings?

6. Have you been addicted to or dependent upon alcohol or any chemical
substance; or been treated for, or been diagnosed as suffering from, drug or
alcohol dependency or abuse?

Social Security Number
1.

Nurse Collaboration Info

1. Are you currently in a collaboration agreement with any Clinical Nurse
Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners?

2. List the name/names and type of licensure for each nurse with whom you are
collaborating. For example: Jane Doe, CNP; Mary Smith, CNS.

....... {not Answered}
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I understand that submitting a false, fraudulent, or forged statement or

document or omitting a material fact in obtaining licensure may be grounds for
disciplinary action against my license.

Under penalty of law, I hereby swear or affirm that the information I have

provided in the application is complete and correct, and that I have complied
with all criteria for applying on line.
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Date Posted: 9/5/2012 9:56:47 AM

Please review all information you have provided. Click on the "Review" button to
change any information given or click on the "I Agree" button to verify that all
information posted below is correct and to proceed to payment options.

Please note that knowingly providing false information may result in denial of
registration.

Address Information

CREDENTIAL MAIL ADDRESS 201 Aldrich Rd
Columbus, OH 43214

Franklin County

United States of America
614-404-8663
Michelle.Isley@osumc.edu

License Information

License Number 35.085199
License Name Michelle Isley
Fees

Relicensure Fee $305.00

Total Fees $305.00

Medical Board Correspondence Email

1. Did you provide a Credential email address? Please note this information is
a public record.

Specialty Codes
1. Please select one specialty from the field below
....... OBSTETRICS & GYNECOLOGY

2. Please select one specialty from the field below, if applicable.

....... {not Answered}
3. Please select one specialty from the field below, if applicable.
....... {not Answered}
CME-Physicians
1. Have you met the above CME requirements for your license?
....... YES

Discipline
1. Have you been found guilty of, or pled guilty or no contest to, or received
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treatment or intervention in lieu of conviction of, a misdemeanor or felony?
2. Have you surrendered, consented to limitation of, or to suspension, reprimand or

probation concerning, a license to practice any healthcare profession or state or
federal privileges to prescribe controlled substances in any jurisdiction other

than Ohio?
....... NO
3. Have any malpractice awards been paid by you or on your behalf for acts
occurring in any state other than Ohio?
....... NO

4. Has any board, bureau, department, agency, or any other body, including those
in Ohio other than this board, filed any charges, allegations or complaints
against you?

5. Have you had any clinical privileges or other similar institutional authority
suspended, restricted, revoked or placed on probation for reasons other than
failure to maintain records on a timely basis or to attend staff meetings?

6. Have you been addicted to or dependent upon alcohol or any chemical
substance; or been treated for, or been diagnosed as suffering from, drug or
alcohol dependency or abuse?

Social Security Number
1.

Nurse Collaboration Info

1. Are you currently in a collaboration agreement with any Clinical Nurse
Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners?

2. List the name/names and type of licensure for each nurse with whom you are
collaborating. For example: Jane Doe, CNP; Mary Smith, CNS.

....... Baumann, Maryls, CNP; Beier-Phillips, Stephanie, CNP; Buechner,
Dana, CNP; France Kremin, Holly, CNP; Gray, Temeaka, CNP; Holzer, Lesely,
CNP; Quinlan, Colleen, CNP; Shanks, Alicia, CNP; Strzesynki, Caroline, CNP;
Taylor, Joanna, CNP; Wright, Angela, CNP; Kheirkhah, Shonna, CNM; Berg,
Cara, CNP; Brooks, Latina, CNP; Caswell, Annie, CNP; Darnell, Debbie, CNP;
DelCiappo, Linda, CNM; Dudziak, Valerie, CNP; Erinakes-Chauvette, CNM;
Friedman, Jean, CNP; Gallagher, Rachel, CNM; Hallock, Laura, CNP; Halter,
Sarah, CNM; Hetrick, Pam, CNM; Howman, Lauren, CNP; Knudtsen, Jeanne,
CNM; Melver, Ginny, CNP; Meredith, Michelle, CNP; Molnar, Diane, CNP;
Nowicki, Mary, CNM; Palajac, Jill, CNP; Peterson, Jane, CNP; Pustelnik, Iola,

CNM; Rackow, Connie, CNP; Riley, Shannon, CNP; Tabin, Jennifer, CNM;
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Trivisonno, Teri, CNP; Wilforc, Emily, CNP; Yunck, Louise, CNM

Ohio Employment
1. Do you practice in Ohio?
....... YES
Ohio Workforce Questions
1. "Clinical" - direct patient care
....... 25-29

2. "Research" - study of a treatment, procedure or medication done in a medical
setting or for a medical purpose

....... 1-4
3. "Administration” - activities related generally to patient care other than direct
contact with a patient (e.g. recordkeeping, clerical tasks, chart review, prior
authorizations with insurers, claims, billing issues, etc.)
....... 5-9
4. "Education" - preceptor, mentor, etc.
....... 1-4
5. "Volunteering" - providing medical and medical-related services at no cost
....... 0
6. "Other" - medical professional activities not included in above categories
....... 1-4
Clinical - Practice setting
1. Enter the number of hours per week spent in "Office/Clinic/Ambulatory
care" (out-patient care).
....... 20-24
2. Enter the number of hours per week spent in "Hospital (in-patient care)"
....... 5-9
3. Enter the number of hours per week spent in "Emergency Room".
....... 0
4. Enter the number of hours per week spent in "Urgent Care".
....... 0
S. Enter the number of hours per week spent in "Other".
....... 5-9
Workforce Counties
1. Enter the first zip code:
....... 43210
2. Enter the first county:
....... Franklin
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3. Enter the second zip code:

....... 43215
4. Enter the second county:
....... Franklin
5. Enter the third zip code:
L {not Answered}
6. Enter the third county:
....... {not Answered}
7. Do you have more than one practice location?
....... YES

Workforce Practice Address

1. Please list all practice locations. Include street address, city, state and zip.
Example "123 E Main St, Suite 2, Anywhere, OH 55555;" Separate multiply

addresses with a semicolon.
....... 2020 Kenny Rd, Columbus, OH 43210; 206 East State St, Columbus,

OH 43215
Practice Arrangement (size)
1. Solo practitioner
....... NO
2. Single-specialty Group
....... 5-10
3. Multi-specialty Group
....... N/A

4. Employee of a clinical facility or hospital? (Clinical facility is an urgent care,
industrial clinic or similar entity)

Workforce Language Question

1. Do practitioners or staff in your practice communicate in sign language or in a
language other than spoken English?

ABMS Certified
1. Are you certified by an ABMS Board?

I understand that submitting a false, fraudulent, or forged statement or
document or omitting a material fact in obtaining licensure may be grounds for
disciplinary action against my license.
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Under penalty of law, I hereby swear or affirm that the information I have

provided in the application is complete and correct, and that I have complied
with all criteria for applying on line.
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Date Posted: 7/20/2014 4:05:42 PM

Please review all information you have provided. Click on the "Review" button to
change any information given or click on the "I Agree" button to verify that all
information posted below is correct and to proceed to payment options.

Please note that knowingly providing false information may result in denial of
registration.

License Information

License Number 35.085199
License Name Michelle Isley
Fees

Relicensure Fee $305.00

Total Fees $305.00

Medical Board Correspondence Email

1. Did you provide a Credential email address? Please note this information is
a public record.

Specialty Codes
1. Please select one specialty from the field below
....... OBSTETRICS & GYNECOLOGY

2. Please select one specialty from the field below, if applicable.

....... {not Answered}
3. Please select one specialty from the field below, if applicable.
....... {not Answered}
CME-Physicians
1. Have you met the above CME requirements for your license?
....... YES

Discipline

1. At any time since signing your last application for renewal of your
certificate have you been found guilty of, or pled guilty or no contest to, or
received treatment or intervention in lieu of conviction of, a misdemeanor or
felony?

2. At any time since signing your last application for renewal of your
certificate have you surrendered, consented to limitation of, or to suspension,
reprimand or probation concerning, a license to practice any healthcare
profession or state or federal privileges to prescribe controlled substances in any
jurisdiction other than Ohio?
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3. At any time since signing your last application for renewal of your
certificate have any malpractice awards been paid by you or on your behalf for
acts occurring in any state other than Ohio?

4. At any time since signing your last application for renewal of your
certificate has any board, bureau, department, agency, or any other body,
including those in Ohio other than this board, filed any charges, allegations or
complaints against you?

5. At any time since signing your last application for renewal of your
certificate have you had any clinical privileges or other similar institutional
authority suspended, restricted, revoked or placed on probation for reasons other
than failure to maintain records on a timely basis or to attend staff

meetings?

6. At any time since signing your last application for renewal of your
certificatehave you been addicted to or dependent upon alcohol or any chemical
substance; relapsed, been treated for, or been diagnosed as suffering from, drug
or alcohol dependency or abuse?

Social Security Number
1.

Nurse Collaboration Info

1. Are you currently in a collaboration agreement with any Clinical Nurse
Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners?

....... NO
2. List the name/names and type of licensure for each nurse with whom you are
collaborating. For example: Jane Doe, CNP; Mary Smith, CNS.
....... {not Answered)
Ohio Employment
1. Do you practice in Ohio?
....... YES
Ohio Workforce Questions
1. "Clinical" - direct patient care
....... 30-34

2. "Research” - study of a treatment, procedure or medication done in a medical
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setting or for a medical purpose
....... 1-4
3. "Administration" - activities related generally to patient care other than direct
contact with a patient (e.g. recordkeeping, clerical tasks, chart review, prior
authorizations with insurers, claims, billing issues, etc.)
....... 10-14
4. "Education" - preceptor, mentor, etc.
....... 20-24
5. "Volunteering" - providing medical and medical-related services at no cost
....... 0
6. "Other" - medical professional activities not included in above categories |
....... 0
Clinical - Practice setting
1. Enter the number of hours per week spent in "Office/Clinic/Ambulatory
care" (out-patient care).
....... 20-24
2. Enter the number of hours per week spent in "Hospital (in-patient care)".
....... 5-9
3. Enter the number of hours per week spent in "Emergency Room".
....... 0
4. Enter the number of hours per week spent in "Urgent Care".
....... 0
S. Enter the number of hours per week spent in "Other".
....... 0
Workforce Counties
1. Enter the first zip code:
....... 43210
2. Enter the first county:
....... Franklin
3. Enter the second zip code:
....... {not Answered}
4. Enter the second county:
....... {not Answered}
S. Enter the third zip code:
....... {not Answered}
6. Enter the third county:
....... {not Answered}
7. Do you have more than one practice location?
....... NO

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewalldnt=246953 1

Page 3 of 5

6/19/2015



Renewal ID 2469531

Practice Arrangement (size)
1. Solo practitioner

....... NO

2. Single-specialty Group

....... 5-10
3. Multi-specialty Group

....... N/A
4. Employee of a clinical facility or hospital? (Clinical facility is an urgent care,

industrial clinic or similar entity)
....... YES

Workforce Language Question

1. Do practitioners or staff in your practice communicate in sign language or in a
language other than spoken English?

ABMS Certified
1. Are you certified by an ABMS Board?

ABMS Specialty
1. Choose specialty from the dropdown list.
....... Obstetrics and Gynecology

2. Choose specialty from the dropdown list.

....... {not Answered}
3. Choose specialty from the dropdown list.
....... {not Answered}
NPI number
1. Please enter your current NPI number
....... 1437256203
DEA number
1. Please enter your DEA number. Only enter one, or the primary DEA number.
....... BI9613185

I understand that submitting a false, fraudulent, or forged statement or
document or omitting a material fact in obtaining licensure may be grounds for
disciplinary action against my license.

Under penalty of law, I hereby swear or affirm that the information I have
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provided in the application is complete and correct, and that I have complied
with all criteria for applying on line.
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