b

Michigan Department of Consumer & industry Services
Board of Nursing i
P.O. Box 30193 S Vs
ueonse numeer - A G ] Lansing. Michigan 48909 -/,/ sl
Dete of Licensure e (017) 335-0913
2 Mool TDD (517) 373-7489

APPLICATION FOR LICENSURE BY ENDORSEMENT

Authonty. Public Act 368 of 1978, as amended
tf this form s not completad. a license will not be issued

| AM APPLYING FOR LICENSURE ON THE FOLLOWING BASIS (Check One):
?R'.Application by Registered Nurse Endorsement Fee: $40.00
{0 Application by Practical Nurse Endorsement Fee: $46.00

Daylime Phone Number (revﬁxucenso Number

(a5 ) vwuy-F92d WAY Y255 I
(Last Name) e IR (First Name) (Middle Name) .
K AN = AR L Ol SE
All Previous Names and/or Birth Name Used (ff applicable) . . ,
/V)/\C‘QV' KoiwT . ((;}1@/‘}/»‘/1/

Street Addrass l Q (y' ,;; I%Q,{: g}-‘ #I/{,'L{/

City < ; s 3 2IPC ~ .
i S A')/) 42/%“ e o tate C' /} ode Cf/c_/// _77‘
City and State

/4 ) Date of Completion
v’ /</le\ f"fi’/}vw'/s e 5/};/\ LypAn 4 sco C.'4 ’ /’ZAGQ?

Checlk the appropriate answer to each of the following questions, Attach a detailed explanation for any Yes answer you check.

Schoot of Nursing ¢ ; /
fvly v 2 Ss 4

1. Have you ever been convicted of a f=lony? 1 YES ?f NC

2. Have you ever been convicted of a misdemeanor punishable by imprisonment for a maximum term 7] YES ﬁ NO
of 2 years?

3. Have you ever been convicted of a misdemeanor involving the illegal delivery, possession, or use (7] YES )gj NO
of alcohol or a controlled substance (inctuding motor vehicle violations)?

4. Have you been treated for substance abuse in the past 2 years? 3} YES /g NO

5. Have you had 3 or more maipractice scttlaments, awards, or judgments in any consecutive 5 year J YE: W NO
period?

6. Have you had une or more settiements, awards, or judgments totaling $200,000 or more in any (3 YES ﬁ NO

consecutive 5 year period?

7. Have you ever had a nursing license cr registration revoked, suspended, or otherwise disciplined; J YES ﬂ NO
been denied s license; or currently have disciplinary action pending against you?
8. Have you previously made application to the Michigan Board? O YES & NO
9. On what examination basis did you ubtain licensure?  SBTPE/NCLEX: g’zgg % N
STATE CONSTRUCTED:
10. Do you hold or have you ever held a nursing license in Michigan or any other state? | yes, list each \@‘YES 0 NO
state, the license number, the date issued, and the basis for licensure. You must have each state
board verify licensure directly to this board office. (Attach additional shects if necessary.)
State License/Registration Number Date of Issue Basis for Licensure/Registration

LAl orr A L5 5 o o T EBYICE T4 NCLEE  Exnna




CERTIFICATION

[ understand that it is the policy of this agency to secure conviction criminal history as part ol their pre-licensure
screening process, and 1 authorize this agency (o use the information provided in this application to obtain a
conviction criminal history file search from the Central Records Division of the Michigan Department of State Police.

I further consent to the release of information to this agency regarding any disciplinary investigations conducted by a
similar liccnsure, registration, or specialty certification board of this or any other state, of the United States military, ol
the federal governmment, or of another country.

The statements in this application are true and correct. [ have not withheld information which might affect the
decision to be made on this application. In signing this application, I am aware that a false statement or dishonest
answer may be grounds for denial of my application or revocation of my license and that such misrepresentation is
punishable by law.

Signature of Applicant 4,74&4’{7/2 (K’J/I,J Date ‘/7/ //0 / OO0




)
OHSf‘JNR-82C“(1/99b§} Michigan Department of Consumer & Industry Services ) 0 8 0 14 2 /'}
‘?\\\ ’ Board of Nursing
25T P.O. Box 30193
® . 1 - Lansing, Michigan 48909
b N (517) 335-n518
W e TDD (517) 373-7489
< OF
Qj?h\‘ REGISTERED NURSE ENDORSEMENT
@ Authonty: Public Act 368 of 1978, as amended

It this form is not completed, a license will not be issued.
PART I: To be completed by applicant and forwarded to state of original licensure for completion of Part il.

Full Name (Last, First, Middle) . ' I
%ﬁ' Ko W\Aey Lourse

Completq Address - - g / -
WS Dse . Yoy St fetesca (A Pl
School of Nursin - N City - State . Completion Date
Un, V'Zg£§//}/ a/ S Ml § o Y ,&/}Mcv Sco, A i 2/ §F
In which states have you written the licensing examination? ! Originsl License Number
tal you written the | g al 7Cﬁ// 4/@/%’/} g 4956’@} ([’A)

Signature%wn/{éla‘/‘(ff Datelf//()/{)()

£ bt S e

PART li: To be completed by state of original licensure in nursing.

)
1. This is to certify that the person identified above was granted a registration/lice: se in the State ofé‘é’é_-/f"ﬁﬂv’\’/ 4—by:

YX{ NCLEX ) SBTPE 3 Waiver 3 Endorsement (3 Other (indicate method) . __
Original License Number &4, &2 S .$& &L ... Date Issued ;z/aé/‘f‘j

)

3. License Status: f&/ Current 3 lLapsed O inactive

4. Has license beer surrendered, suspended, or revoked? If yes, please attach certified copies of O Yes Q No
any action.

5. Is any discipiinary action pending? If yes, please explain on reverse side. 3 Yes g No
6. Has license been reinstated? 07 Yes 2 No
7. SBTPE Information: Score 8. NCLEX Information: Score

Medical Nursin Exam Date

g B’A’—?/ £ &
Psychiatric Nursin Exam Series
y g 3&4
Obstetrical Nursing Exam Score -—__"-

Surgical Nursing

Pediatric Nursing

Series Number

Date of Examination

8. Was the Nursing Program approved by your Boara when licensee completed program? & Yes [ No

10. Program included theory and practice in: \%\Medical Nursing Surgical Nursing @' Obstetrical Nursing
Q“Pediatric Nursing Psychiatric Nursing

Signature | . Title / Date '

|




OHS/LNR-050 (4/98)

Michigan Department of Consumer and Industry Services

Board of MNursing o Vs
P.O. Box 30193 / b
Lansing, Michigan 48909 -

(517) 335-0918
TDD (517) 373-7489

APPLICATION FOR NURSE SPECIALTY CERTIFICATION

Authonty: Public Act 368 of 1978, as amended
If this form is not completed, certification will not be issued.

| AM APPLYING FOR THE FOLLOWING:  Note: A separate application and fee must be filed for each certification
desired.
If your RN License Expires:
(3 Nurse Anesthetist
in 0-4 Months the Fee is $40.00*
(7 Nurse Midwife B in 5-12 Months the Fee is $30.00

. in 13-24 Months the Fee is $40.00
ﬁ(Nurse Practitioner

TR

"If your current RN license expires within 120 days, you must pay the larger fee and your certification will be issued with
your renewed, 2-year license.

Michigan RN License Number Expiration Date Dzytlme Phose Number

PRl fon fordting L5) bl 7534
(Last Name) K/ /V’;sr/ (Fitst Name) nW\/ (Middle Name) LOM‘/SZ:

Ail Provious Names and/or E.ith Name Used (if applicable)

- _ - Secur"y Numbe’i

Street Address ( ﬁ (ﬂ "; /’) Gbé g/ #/U f/

City
| St Hetnis s cos
SPECIALTY EDUCATION INFORMATION

State ZIP Code

2R Tt 1/ 7

Name of Specialty Education Progr,am Atteaded ,
Vornen S [FealHl Nuese //)?—/-,’r—c hdionee [/{m/ w275, [/- 6ﬁ ’Hq - s /\
7 4

Location (City and State)

; S/QV'\ r[/Z/é‘l/'C/S(;v, (’//7;
[ates «.i AHendance 9/‘?;’ . [;,/4(7/

—NURSE PRACTITIONER APPLICANTS ONLY: Name of school granting this degree:
No you hold a Bachelor of Science degree in Nursing? n” 3 .
///m!;/t’fé’S/f(/ (/,7‘] Sty //,247’(5{5'6{)

T4, Yes 7 No If Yes, Ploase List @

CERTIFICATION

I hereby make application for specialty certification in the State of Michigan and submit the statements above
regarding my qualificatioris as true.

Date

- 727521'7/%(’ V‘/u7L~ “ / (O / 0

Signature of Apglicant




OHS/LNR-054 (8/98) Michigan Department of Consumer and Industry Services 5
Board of Nursing / 2
P.0O. Box 30193 <
Lansing, Michigan 48909
(517) 335-0018 core
TDD (517) 373-7489 0 .

NURSE PRACTITIONER SPECIALTY CERTIFICATION /

oo
Authority  Publhic Act 368 cf 1978 as amended i L J
If this form 1s not completeq certification will not be 1ssued

INSTRUCTIONS: Applicant complete Section |. Type or print your name exactly as it appears on your application. Send this form to the appropriate
certifying agency for completion of Section 1l. This certification must be submitted direclly to the Michigan Board of Nursing by the appropriate certifying
agency.

SECTION | - APPLICANT INFORMATION

Applicant's Name (Last, First, Middle) K / /\ \/7—' }/L A A 7?\/ [, 0‘%(‘ Sé—
Street Address ’ q\@"; P/} (7[A S-/‘ . :J//C)(]/ |
" Shy fepnciSe N lz'” Gy 7

Michigan RN Ucen"—= Number S Expiration Date
o -~

rly}l// AT j’. fEv R it

—
Indicate Agency of National Certmcatlon

O AMERICAN NURSES CREDENTIALING CENTER

3 Acute Care Nurse Fractitioner (I Ciinical Specialist in Home Health Nursing

(3 Adult Nurse Practitioner (J Clinical Specialist in Medical/Surgical Nursing

(J Family Nurse Practitioner 3 Ciinical Specialist in Adult Psychiatric & Mental Health Nursing

1 School Nurse Practitioner (J Clinical Specialist in Child & Adolescent Psychiatric & Mental Health Nursing
{7 Gerontological Nurse Practitioner (7 Clinical Specialist in Community Health Nursing

(3 Pediatric Nurse Practitioner (3 Clinical Specialist in Gerontalogical Nursing

7 ONCOLOGY NURSING CERTIFICATION CORPCRATION

\KNATEONAL CERTIFICATION CORP. FOR THE OBSTETRIC, GYNECOLOGIC AND NEONATAL NURSING
SPECIALTIES

(3 N=onatal Nurse Practitioner
“B¥ OB/GYN Nurse Practitioner/Women's Health Care Nurse Practitioner

(7 NATIONAL CERTIFICATION BOARD GF PEDIATRIC NURSE PRACTITIONERS AND NURSES

71 AMERICAN ACADEMY OF NURSE PRACTITIONERS FOR ADULY & FAMILY NURSE PRACTITIONERS

CERTIFYING AGENCY INSTRUCTIONS: Please coinplete the following information. Return this certification directly to
the Michigan Board of Nursing at the above address.

SECTION i1- CERTIFICATION OF LICENSURE

The Nat- —«fcation Corporation
This is to certify that ééé ﬁ@réon ldentiﬁed éﬁ}i@@?\é@%et the requirements for certification by the
eonatat -~ -1 tigs
P.O.Box i lus. - ': Sl L ® £0611-0032

as a JLUOMLALD //@/%/7 Q. e 22 act Gowed
/2/05/99 487408000 [2/3/08
Dateof e}frf cation Certification Number xpiration Date
(Lowil? 2 o can. <//18/ 60

thorized Signature of Certifying Agency Date / /

L4 ARSI LAN SEAL

" Print or Type Name




OHS/LNR-053 (8/98 R Prge
LY i i

Michigan Department of Consumer and Industry Se~
Board of Nursing

P.O. Box 30193 M
Lansing, Migt)iigarl 48909 AY 05 20{]0
(517) 335-0918
TDD (517) 373-7489 " DEPT o o1
CERTIFICATION OF NURSE PRACTITIONER EDUCATION T

Authonty: Public Act 368 of 1978, as amended
If this form 1s not completed. certification will not be issued.

INSTRUCTIONS: Applicant complete Section |. Type or print your name exactly as it appears on your Registered
Nurse license. Send this form to the educational institution at which you obtained your nurse practitioner training for
completion of Section Il. This certification must be submitted directly to the Michigan Board of Nursing by the
educatinonal institution along with official transcripts of your nurse practitioner education.

SECTION | - APPLICANT INFORMATION

Apblicant's Name (Last, First, Middle) K/ /\/7/ //VZA']Q‘/ L()(_,‘{/Sé

Street Address [[](ﬂ 15' /’}'/%&( S‘/ p‘"/&)(/

~ Shn fehmiisio e A e Getry 3

- _ o —— _

Michigan Permanent I.D. Number Exmiration Date

DL hon pesiling

Signature oprpIicam()/'/wAly L/[-,{I/L'\//A

SIS SR A Y G 3

i fro/ o0

EDUCATIONAL INSTITUTION INSTRUCTIONS: Please complete the following information, noting any exceptions to
the information requested. Return this certification, aleng with a copy of the applicant’s transcript or record of
grades, directly to the Michigan Board of Nursing at the address above.

SECTION Il - CERTIFICATION OF NURSE PRACTITIONER PROGRAM

Name of Educational Institution

University of California, San Francisco School of Nursing

| certify that ___A/Gr o1 Apce'sz, KpnT-
4 Hame of Applicant

completed a formal advanced nursing program at the above named educaticnal institution that consisted of a

combination of didactic and clinical training with a minimum of 120 hours or 30% of the program’s hours devoted to

classroom theory and a minimum of 360 or 30% of the program’s hours devoted to supervised clinical practice in the

specialty area and encompassed a minimum of one academic year or nine months.

ézwﬁ Yy N -C FhDy s ;f/ 2 g/ 2090

Signature of Pro#m Administrator 7

YA

Print or Typo nafne (S E A L)




University of California San Francisco
Office of Admission and Registrar
500 Parnassus Ave, MU 200 West
San Francisco, CA 94143 - 0244

Tuesday, April 11, 2000

Page 1 of 3

SIGNATURE SEAL

NAME KINT, MARY LOUISE stupentnuvser [ ~ursing

FORMER NAME GRAD AC
" ADMISSION CREDENTIALS DATE ADMITED 090792 GRADUATION
. LAWRENCE U BA 1962 SUBJECT A
- U OF SAN FRANCISCO BS 1987 AMERICAN HIST 061294 M5

AMERICAN INST

TRANSCRIPT SUMMARY TO DAIE

UNITS COMPLETED

OPT GD COMPLETED

CUMUIATIVE GPA

Fall 92

DEPARTMENT COURSE GRADE CODES

FAM CM MED 170.01A

NURSING 211A

NURSING 258A

NURSING 270

NURSING 292A

NURSING 406

TERM SUMMARY 10 DAIE

UNITS COMPLETED

OPT GD COMPLETED

GPA

Winter 93 ;
DEPARTMENT COURSE GRADE CODES 7 .
LAB MED 160.02 ' Vi &
NURSING 211.298 :
NURSING 241A

NURSING 245

NURSING 2928

NURSING 406 L

TERM SUMMARY TO DAITE

UNITS COMPLETED

OPT GD COMPLETED

GPA

| NOT OFFICIAL WITHOUT




KINT, MARY LOUISE
AR260800

Spring 93
DEPARTMENT COURSE "INITS GRADE CODES
NURSING 232
NURSING 246
NURSING 246.05
NURSING 404
NUTRITION 200
PSYCHIATRY 170.19
TERM SUNMIMARY TO DATE
UNITS COMPLETED
OPT GD COMPLETED
GPA
Fail 93
DEPARTMENT COURSE UNITS GRADE CODES
NURSING 220.02
NURSING 247
NURSING 248
NURSING 248
NURSING 404
NUTRITICN 249
TERM SUMMARY 7O DATE
UNITS COMPLETED
OPYT GD COMPLETED
GPA
Winter 94
DEPARTMENT COURSE UNITS GRADE CODES
NURSING 243
NURSING 404
TERM SUMMARY TO DATE
UNITS COMPLETED
OPT GD COMPLETED
GPA e
n e
;z
Spring 94
DEPARTMENT COURSE UNITS GRADE CODES
FAM CM MED 170.01A ! <
NURSING 259.03
NURSING 404
TERM SUMMARY TO DATE
UNITS COMPLETED
OPT GD COMPLETED
GPA
* NOT OFFICIAL WITHOUT

Page 2 of 3

SIGNATURE SEAL






