STATE OF CALIFORNIA — STATE AND CONSUMER SERVICES AQENGY PETE WILSON, Govemor

~ MEDICAL BOARD OF CALIFORNIA _
Qs LICENSING PROGRAM 002770

[ I

D M Ky~
Consumer \:_.,*1 o i f‘.:Hr;-_fy; i 1426 Howe Avaﬁm. B&cramento, CA 95825-3236 go f . VJ
e MEDICAL BOARD 7 rl§16) 2682499

UF CALFCRIMPLICATION FOR PHYSICIAN. AND §uBGE0N%/9/ 77
' 99SEP-2 PN 1:33 EXAMINATION OR LICENSURE

Please READ all instructions prior to -cdm_pleiing this application. ALL questions on this application must be answered, and al|
supporting documents'must bs submitted with thiz application as per instructions,

1

Please type or print neatly. When space provided is Insufficient, attach additional sheets of paper. MEC USE
e . ‘ ONLY

1. Name; : Last - Flrst Middie nw
NUCATOLA | PEBORA H LYNN v et

| 2. Other names you have used (include maiden name): 3. Soclal Securlty Numberdr

e

4. Address: Nurmber and Street/Rural Route {inchude-apartment numper, If any) 15. sex: H:m. I-‘aﬁ'iralé = M.al-e

36 ' a ARGYLE AVENVE

y City State Zip Code Country

. Los ANGELEX e A Ao LS US A

" 6. Telephena Number: !7. Date of Birth: Mo/Dayfyr 8. california Driver's License Mumber, § applicable:

. Home: + T - NUMBER EXPIRATION
Wode — Placoof Birh: , ' ~ _ .

. 8, Are you a U.S. citizen? BX Yes [J No

JIf you are an internaticnal medical school graduata, you must previde an original full and unrestricted licanse to practice medicine in ansther state or
_cauntry, OR official documantation.of U.S. ciizenship, OR an official Declaralion of Infent 1o become a 1.8, citizen.

10. Have you ever fited an application for physician and surgeon examination or licensure in California? O Yes ﬁ No
I YES. PLEASE GIVE DATE PREVIOUS APPLICATION WAS SUBMITTED AND ATTACH ANY APPLIGATION MATERIALS YOU MAY HAVE RETAINED..

11A. List the names and addresses of all colleges or universities atterided where pre-professional, postsecondary 4 PLEASE m
instruction was regaived. Please submit official transcripts with the school seul affixed for each school attended.  “EE MIBCHEP  |opnpy,

Nafta [ Address Dates of Attendarice "
laNIVERSITY OF wisCoNSi THC VNI ERSITY AVENVE : £190 - |94
~.MapLSon ‘MAPISON, Wi 5 3304
N AU -COHMUNITY G -{ 1 EPUCATION DRIVE . SUMK 391
il‘suess.qu COHHMYNITY GLLESEY & FoneN e 7Y, NY- (1530 UMMER 199

11B. Chack whether the followlng premedical courses were successfully o;ompletadl and show where completed:

Course Yag _Ng__ _ Narme ot Collage: or University
Chemistry » CNIVERS ITY 0F WiScoyeiN
Physics X UMIVERS ITY bE WISCONS I N
| BidlegyorZoeclegy |- A PP H*I*U*N’\’\f&rz:s‘fry

12. Listthe namss and addresses of all schools where professional medical instruction was recelved, and, whera applicable, the . |

degres awarded. PLEASE SUBMIT: 1) an eriginal Certificate of Medical Education (Form L2) and official transeripts with the signature of the
dean or registrar and the school seal affived from each school attended; and 2) an original medical diploma and a photocopy.

School Name Address Place of Instructlon Dailes of Atendance Degrae Awarded - Fi
STATEUNIVERSITY GF 450 cLAPESON AVE .o ' i
NEW VoRi ~ B ECORLYN BRODKLYN, NY 11303 BROOFLY Y, mv Fladt - 6198 4.D.

DOCTOR OF MEDICINE DEGREE. as rofsrenced above. {Note: A U.5. graduats may, In lieu of the original, submit anoffizial certified phetocapy that nas the
schoal sealaffixed ind the signature of the registror certityiing authenticity.) '

Name of Madical School Address of Medical Sehaol : " ExactDale of Issuarice
L ETATE UNIVERS |1y OF MY L0 CLHARESON AVENVE 5131195
HEALTH SCUIENE CENTER AT Brivk iy n BRZOELYN, NY 132p3 — 8
# MANDATORY DISCLOSURE OF SOCIAL SEGURITY NUMBERS - "

Disclasura af ypur soctal sactity mumber (or federal smployer identification number [FEIN], IF you are a partnarship) is. mandatory, Sectlon 30 of the Business and
Professions Goda and Public Law 94-455 (42 USCA 405(c)(2H0)) evihorlze callaction of yaiir socie! secyrily nuimiber, Your scoial security number or FEIN will be used
exclugively for fax enforcement purpeses, lof purposes af ecmplianca with arniy Judgment or order for farnily support in acoordance with Seclion 11350.6 of e Weltare
and Instindions Code. or for ventication of llcansure tr axamination status by n lleansing or examination enfily which utilzes 2 naflonal examination and whire Bcensure
is reciprocal with the requesting state, If you fall 1o diseloss your secial securlly numker of yotw FEIN, your appkcation for inlbial licensure wilt not be processed AND you
will be teparted {a the Franchise Tax Board, which may assass a $100 penalty against yoi I

O7A 100 [Rev-. 9/9T)
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13. Have you taken any of the following written examinations: NationalﬂBoFrds. other state boards, USMLE, SPEX, FLEX, or gﬂ I
n 1s A '" . e A
LMCC? grp -8 R TS B Yes 0 No 0

i

EXAMINATION AGENGY. ARPLICANTS WHO HOLD GERTIFIGATION THRDH THECESUGATIONAL Bommssion For FoReIGN MEmicAL Graouates (ECFMG)
WILL NEED TO BUBMIT AN ORIGINAL VALID ECFMG CERTIFICATE PAIOR TO WRITTEN EXAMINATION AN LIGENSURE.

«
IF YES, LIST NAME, LOGATION, DATE AND RESULT OF EXAMINATION. SUBMIT AN QHIGINAL OFFIGIAL EXaMINATION HiSTORY REPORT FROM EACH

-

IF YES, LIST STATE OR COUNTRY, LICENSE NUMBER, DATE ISSUED AND DATES OF PRACTIGE IN EACH ISSUING AGENGY'S JURISDICTION. SUBMIT A LeTveR

Examinalion Location Date Resllt i '
USMLE sTEP 1 BROOKLYN, NEW Yo K 6l At g
VSHLE STEP 2 BROOKELYN, NEw YoRK 32199
VSMLE STEP 2 POMONA ,CALIFORNIA 1214 %

14. Have you ever been licensed to practice medicine in any state or country? 0 Yes @ No

OF GocD STANDING FROM EAGH STATE IN WHICH YOU ARE OF HAVE BEEN LICENSED. PLEASE INGLUDE TEMPORARY, TRAINING, OR PROVISIONAL LIGENSES, - |

State or Country License Number Date of issuance Nates of Practice in thal Jurisdiction

i =

15A. Are you curmently, o have you ever been, & participant in a postgraduate tralning program in a facillty in the U.S,

or Caneda? M Yes O No
{F YES, LIST NAMES AND ADDRESSES OF ALL FAGILITIES. SUBMIT AK OAIGINAL CERTIFICATE OF COMPLETION oF ACGMEJCCME PoSTaRARUATE
Training (Form L3A) From EACH FACILITY. (Do NOT coMPLETE FoRM L3A/Bs TO DOCUMENT TRANING REGEIVED IN RESEARGH FELLOWSHIP

FHUGHAMS.) ALL TRAINNG MUST BE LISTED, REGARDLESS OF WHETHEH IT WAS SATISFACTORILY COMPLETED OR WiLL BE USED TO MEET LICENSING
REQUIREMENTS. .

Facility Name Address Typeof Service . Dates of Attandance
A T : GRADUATE MEDICAL ERUCAT - .
CEAC Y US O ae [Box odl Carre HEDICAY OCB/&Gyn IAYI AR > prezge .
e LU - e S0 M. B3ATE S;_MME_';E: r

Gl exp 0 % 0ol o Q) am airecior othe opriate 0 AFFLICA RE ALSO RECGHIRED
REPG i f =, i P » QR AR A B DROPPED OR P D

156B. Have you ever withdrawn fram, or been suspanded, dismissed of expelled from & medical school or postgraduate fraining

_program? Yes No

16. Have you ever been charged with, or been found to have committed, unprofessional conduct, professional incompetence,
gross negligence or repeated nagligent acts or malpractice by any medical licensing board, other agengcy, or hospital or has any
disciplinaty actlon ever been fited or taken regarding any healing arts ficense which you now hold or have ever held, or is any such
actlon pending? Include any disciplinary actions by the U.S. Military, U.S. Public Health Servics or other _ -

11.5. federal governmental entity,  Ir YES, GIVE DETAILS BELOW. Yes No

State Data Charge o Disposition

Q7A-100 Rev. 9707}
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17. Has a claim or action for damages ever boan filed against you in the oouree of the practlce of medicine or any cther healing art :’-é;i;;téq
I which resulted in a malpractice settloment, judgement or arbitration award of Gver $80 {00, 00? ‘ Yes Nalr  |+3r
| YES, GivE DETAILS BELOW. ' -
! Name of Cisimant [ " Location of Count “Briet Description of the Facls

18. Have you ever been danied a license, pennisslon to practice medicine or any other healing art, or denied permission to take

Ie YES, GIVE DETAILS BELOW.

an examination in any state, country, or U.5. federal jurisdiction, or ls any such action pending? Yes No |

TR Y =
g

[ —

State or Country Ctate of Danial | Reason for Denial
!

R Ao e

e g o
imraE e

A
£ e 3
ek

19, Have you ever voluntarily surendered a license to practice in the healing arts in this or any other state, or voluntarily -
surrenderad your narcotic {controflled substance) permit (state or federal) to any llcensmg board or any other _
agency, or is any such action pending? Yes  No

20. Have you ever had staff privileges In a hospltal denied, suspended, limited, revokad or riot renawed for medical
discipfinary cause, or resigned from a medical staff in liew of disciplinary or administrative action, or is any such action

_ pending? : , Yes ' No

*’\\

21 Do you have any condition which in any way impairs or limits your ability to practice medicine with reasonable kit and safety

i IF Yes, PLEASE CHECK THE APPROPHIATE BOX{ES) BELOW;

i O A condition which required admission to an inpatient psychiatric treatment facility,
i O Aleohol or chemical substance dependsricy or addictlon

O Emational, mental or behavigral disorder,

0  Other (explain):

1
i
i! .
i For Any DF THE BOXES GHEGKED ABOVE, PLEASE SUBMIT BOMFLETE OEFICIAL INPATIENT AND OUTPATIENT TREATMENT RECORDS, EVIDENCE OF ONGOING.
i HEHABILETATION TREATMENT; AND A F‘ERSONAL WHI'ITEN E)CPLANA'HON

including but not limited to, any of the following? Yes No |

QUESTION 22; For any positive respanse to the fallowing guestion, please provide AL.L . official documentatton regarding the
matter in addition to written explaiiations. If applicakle, an applicant should also provide official fiearingjcour documents and

orlgmaf letters of explanauon from approptiate authorities.

22, Have YOu evey heen oonvloted uf or pled nolo contandere to any vrolatmn (lncludlng misdemeanors and felumas) cf any

| ~federal, state or local law of any state, the United States, or a foreign country or any viclation relating to the possession, uss, illegal
sale, transportation, manufacture, distribution or dispensing of controlled substances, of Is any such action pending?

{Exchude violations of traffic laws, including speeding, which resulted in fines of $300.00 or less) If YES, give details below.
‘ o ' Yes  No

YO ARE REQUIRED TO LIST ANY COMVICTION THAT HAS BEEN SET ASIDE AND DISMISSED OR EXPUNGED, OR WHERE A STAY OF EXEGUTION HAS BEEN

ISSUED, ’ '

Violation and Logalion Date Fenakty gr Disposition

OTA- 100 {Rev. 5/97)




PHOTO DECLARATION

I hereby daclara under penalty of perjury
under the laws of the State of California,
that the phato of myss!f atached herslg,

was taken 011'"-’—-9—""”‘1 .
g My ags then baing  —Yoars;
o g my ¢olor of hair__ _—'_ o _____,
16 : my cofor bfeyes_ en
E' g rﬁyheight_‘_ I ing
ol - my weight Y
§ &l Idanlifyil;lglmarks ara

Notice: All items in this application are mandatory; fione are voluntary. Feilure lo provide any of the requesied Information will delay the processing o your application.

The informaticn provided will be used to determine your qualifications for licensure per Section 2080 of the California Business and Professions CGode, which authorizes

the collectlon of this information. The information on your application may be transferred 1o other medical licensing authorities, the Federation of State Modical Boaids,
or other governmerilal or law enforcement agéncies. You have the right 1o review your application subjsct 10 the provisions of the Information Practices Act, The -

|-agendies (local, state; federal-or forelgn) to release to the Medical Board of Califernia or its SUCCEss0rs any information, files or recerds,

! N Program Manager of the Licensing Progran Is the custodlan of records.
A‘ +
STATEOF / WM—K b apnlicant
‘ _ ﬂ 32/ . . Declaration/Signature
COUNTY OF . l > /‘t/ & . ) and NOTARY
The applicant, PERParRA Y NVUCATOLA , being first duly sworn upor hisfher .

_ PRINT FULL NAME OF ARPLICANT

path deposes and says: that he/she is the persen herein named subseribing o this application; that he/she has read the complets
application, knows the full content therecf, and daclares that all of the Information contained hereln and evidence or other credsntials
submitted herewith are true and correct; that hefshe Is the lawful holder of the degree of Doctar of Medicing as prescribed by this
application, that the same was procured in the regular course of instruction and exarmination, and that it, together with ali the
credentiats submitted, were procured without fraud or misreprasentation or any mistake of which the applicant is aware and that the
applicant is the lawful holder thereof. Further, | hereby authorize all hospitals, institulions or organizations, my referenses, personal
physicians, employers (past, present and future), business and professional associates (past, present and future), and all government

including metical records, educaticnal Tecords, and records of psychiatric treatment and treatment for drug andjor alcohol abuse or depen-
dency, requested by that Board in connection with this application; or any further of future invastigation by that Board necessary to
' determine my medical competence, professional conduct or physical or mental ability to safely engage in the practice of medicine.
I'further authotize tha Medical Board of Califarnia or its successors to release to the crganizations, individuals or groups listed above any
information which is malerial to this application or any subsequent licensure. | further acknowledge that falsification or misrepresentation of

any fiem or response on this application is adequate to deny the same pr to b hearing to revoke the same, if issued,
SIGNATURE OF APPLICANT: MM > ,

“~—{PLEASE WRITE F KL NA ME, NOT INITIALS) _
. ) 7 P ‘ ) y . Bt
Signed and sworn to before me this day Sty LZ ALY L2 S [ L7 Z

L

N -

LuPE Aaumngm'g*"—_—I SN G N
Comm, 41189200 }
I

HYLON

3 NOTARY puBLIC-CuFgmu U ALl . " % #Wﬂj

Lo Angatas County - "OPRESS /

vIs

& s
—— D TTTTrrYTY—

074100 (Rev, B/07
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STATE OF CALIFGANIA — STATE AND CONSUMER SERVICES AGENCY . PETE WILSON, Govermor

iy i SO ::,"
s RECEINLL MEDICAL BOARD OF CALIFORNJA = ™7 '
NTY LICENSING PROGRAM 0* B
F oS ACRAMEN L0 - i
Consumer MEDIC T!-F% ANLA | 1426 nge Avenpe .
Affairs of CA Sacramento, CA 85825-3236
(916) 263-2499

g9 JUL 30 PH 254
CERTIFICATE OF MEDICAL EDUC,

MEDICAL SCHOOL: DO NOT COMPLETE IF PHOTQOGRAPH OF APPLICANT/STUDENT IS NOT ATTACHED BELOW.

of ' : enrolled in
ADDRESS WHEN ENROLLED

Brocklyn NY

' LUNY US
NAME oF ICAL scao 7(, ; LOGATION
on the _a_g,_ day of ud TQ%and was grantad the following credits on enrollment:

MONTH

years of preprofessional postsecondary educstion, fncluding the subjects of physics, chemlsby,
and bilogy (Business and Professions Code Section 2088).

This certifies that _

FULL NAME OF APPLIGANT

EDUCATICNAL INSTITUTION DATES
Advanced Credits:  Crediits previously obtained at an approved medical, dental, or osteopathic school.+

MEDIGAL SCHOOL TOTAL GREDITS ES
The undersigned further certifies thay eqords of this institution show that&he attended in this institution

. SPeEgfrvRUMBER
weeks each, compisting at least 4,000 hours, of which at least 80 percent actual

attendance is raquired, in the subjects set forth hergunder (Business and Professions Code Section 2089), and that:

DShe was granted the degree BachelorFoclor.of Medicin% by OR [:l_,he withidrew from- V

the abova menticned medical school on the ,Qﬁ l day of Ma l4 ' 19 ?g/
T MO .

Anatormy ' . Dermatology Prevhv!z madicine, inclucing Nulrﬂion
Dtelaryngalogy Ernbryology . Physical Medicine
Obstetrics and Gynecology Histology Therapaullics
Radiology, induding Radiation Safety . Human Sexuglity as deﬁned in Gection 2090 Neuroanatomy
Tropiéal Medicine Medicine Child Abuse Detactlon and Treatmem
Physlology | Surgery, inciuding Orthopadic Surgery ‘ Geriatric Medicing
Biochetmistry Urctogy Pedlairics
Patticlogy, Bminlnw and hwnumlogy Paychiatry Pharmacology
Ophthalmology _ Neurology . Anesthesia
.AJcohollsm and Chemical Dependency Family Medicinge» .

* Each school where professional medicel instruction was received MUST complete one of
these forms. If more than ene school was attended, photocopies of this blenk form may
be made and used. Note that photograph and all entries to the form must be original.

++ ONLY applicable to medical students whe gréduate from medical school on oF
after May 1, 1998

++4 ONLY: applicable to medical studénts whe enrolled in medical school on or after
- September 1, 1994,

THANSCHIPTS FOR ALL ADVANCED CREDITS AND MEDICAL SCHOOL CREDITS
MUST BE SUPPLIED WITH THIS CERTIFICATE

Medioal Schidl Séat MUIST e lidgeintha Patiany ant
Signe seal affyed jhisg C
| Bi ,d%cw n’)%iwm

i
¥

Spousal or Partnet Abusgbeteczlon & Treatmentess |
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STATE OF CALIFCRNIA — STATE ARD CONSUMER SERVICES AGENCY ' FETE WLSON, Goverpor

MEDICAL BOARD OF CALIFORNIA

o LICENSING PROGRAM
Cansumer 1426 Howe Avenue
Mlairs Sacramento, CA 55825-3236
(916) 263-2499
CERTIFICATION STATEMENT
This is to certify that Deborah Lynn Nucatola, M.C.

{Name of Physician)

is in an approved ACGME/CCME postgraduate training position that commenced on

June 24 , 1998 and is expected to be completed
on June 30 2002 iNn Obstetrics/Gynecology
Month Day Year iType of Training!

at Los Angeles County+Univergity of Southern California Medical Centex
(Name and Address of Facility)

1200 North State Street, Loa Angeles, CA 90033

e e A ]

| ] | :
| P | AFFIX OFFICIAL HOSPITAL SEAL

| ) R | OR NOTARY SEAL IN THE BOX

: i I AT THE LEFT.

I ) I

b e o e e — e e e - J

W hereby declare under penalty of perury Under thé laivs of thie State of Califainiathat the™ -
above statements are true and correct anc} the facility is approved by the ACGME or ths
CCME to offer the type and level of training completed by the applicant and that the

A=~ applicantis bsing trained in-an-approved ACGME-cr CCME program position.” -

Edward T. Wong,M.D. !
{Type or print nama of Director of Medical Education) ;
|

{Signature of Difectar of Medical Education)o

August 30, 1999 (323) 226-6931 !
{Date) . {Teleghorz Number] ;

—— —— —

NOTE: Do not use this form in lieu of Form L3A, "Certificate of Completion
of ACGME/CCME Postgraduate Training."

- (farmerdy
07A-107-14 (397 Forim 1.9)




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

From Date: 04/20/2007 Te Date:  04/20/2007
ATRISUPPINF N
17-JUL-15 15:00:29
Person id : 552283 Name :  Nucatola,Deborah
Question Answer
| Have Completed Crne And Can Document An Average Of 25 Hours Cf Approved Cme Each Calendar YES

Year Resulting In A Minimum Of 100 Hours Over The Last 4 Years.

| Have Completad 12 Hours:0f Pain Managemsht And End—OfﬁLife Gare (Must Be Completed By
Diecember 31, 2008). _
| Am Exempt From The Completion Of 12 Hours Of Pain Management And End Of Llfe Care
Continuing Education Requirement Because | Am A Radiologist Or Pathologist.
‘Ofily For General Tntefis d. Family. Physlcians Who Have 25% Of Their Patient PupUlation Aged 65
Years Or Dider.| M Lagst 20% Of The Reqwred Cme In Gistlatrls Mediging Or The
Gare OF Older Paflents. Gl Applivable. R AR TR
Enter Name/Address Of Facwhty Where You OF Your Immediate Family Hold Financlal Interest Type NONE
"None", If None Held.
| Cerfify Urider Penalty Of Perjury Undet The Laws Of The 8t
Contalnad In This Application |s True And Correct, . : S
| Have Read My Profile On The Medical Board Web Sita Al Www Medbd Ca.Gov And Acknowledge YES
The Information Contained Thersin As Current And Accurate.

salifomia That The Infortiiation -~ YES

Total Questions Asked For Person : H52283 7

Page 17 of 74



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

From Date: 04/03/2009 To Date: 04/03/2009
ATRISUPPINF
17-JUL-15 15:05:17
Person id ; 552283 Name :  Nucatela,Deborah
CQuestion Answer

| Have Completed Cme And Can Document Not Less Than 50 Hours Of Approved Cme For The Two-
Year Perlod Immediately Preceding The Expiration Date Of My License. Or | Meet The Conditions
Which Would Exampt Me From All Cr Part Of The Requirements.

| Have Completed 12 Holirs Of PRl Matiagémont And End-Of-Life Care.

| Am Exempt From The Completlon Of 12 Hours Of Pain Management And End-Of-Life Care
Continuing Education Requirement Because | Am A Radiologist Or Pathologist.

Only For. Ganeral Internists And Family Physicians Who Have 25% Of Thelr Patient Population Aged 65
Years Or Older: [ Have Completed At Least 20% Of The Requh‘éd Cme.In Gariatrio Medlcme Dr The
Care.Of Older Patienits. Click No If Not Applicable.

Enter Name/Address Of Facllity Where You Or Your Immediate Famlly Hold Financial Interest. Type
"None", If None Held.

I Cel‘tlfy Under Penalty Of Perjury Under The Laws Of The State lf Callﬁarma That The Information
Gotitained In This Applicatiori |s- True And Comrast. .

| Have Read My Profile On The Medical Board Web Site At Www Mbc Ca Gov And Acknowledge The
Infarmation Contained Thersin As Current And Accurate.

Since You List Renswed Your Lisense, Have You Had Any License Disclplined By & Goverrnimgnt

Agency Or Gther Bigeiplinary Body; Or, Have You Been Convicted Of Any Crinie In Any State. The U _S v

A And Ite Teritorles, Military Court OF A Foreign Cauntry?
Total Questions Asked For Person : 552283 8

Page 26 of 121



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

From Date: 03/29/2011 To Date: 03/29/2011
ATRISUPPINF
17-JUL-15 15:06:17
Person Id ; 552283 Name :  Nucatola,Deborah
Question Answer
| Have Completed Cme And Can Decument Not Less Than 80 Hours Of Approved Cme For The Two- YES

Year Period Immediately Preceding The Expiration Date Of My License. Or | Meet The Conditions
Which Would Exempt Me From All Or Part Of The Requirements.
| Have Completed 12 Hotrs Of Pain Tanagement And. End-0f-Life Care, -

| Am Exempt From The Completion Of 12 Hours Of Pain Management And End-Of-Life Care

Continuing Education Requirement Because | Am A Radiolegist Or Paihologist.

@nly Fear General Intérnists And Fami[y Physicians Who Have 25%.
e | Have Completed A% Least 20% Of The Requirsd ¢

Care Of-GidérPatients. Click No If Not Applicable, '

tient Population Aged 65
G i‘fairio Medicine Or The

Enter Name/Address Of Facility Where You Or Your Immediate Famlly Hold FlnanC|aI mterest Type NONE

"None", If None Held.
1 Gertify Under Perialty OF
Catitained In This Application |8 Trog And Correct

Théi&t B @f‘ Caill forma That The Informatmn RREI

©VES

| Have Read My Profile On The Medical Board Web Site AL W Mbo.Ca.Gov And Acknowledge The ves

Information Contained Therein As Current And Accurate.
Blnge Yail Last Renewed Your Licsrise, Have You Had Any License Disciplingd By
Ageney Or Gtfigr Disciplinary Body; Of, Have You Beer Convicled Of Any Grlma 121
A And Its Tertorizs, Milltary Court Or & Forelgn Gountry? e

Total Questions Asked For Person : 552283 8

NO

Page 24 of 125



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

From Date: 04/02/2013 To Date: 04/02/2013
ATRISUPPINF
17-JUL~15 15:07:15
Person Id : 562283 Name : Nucatola,Deborah
Question Answer

| Have Completed Cme And Can Document Not Less Than 50 Hours Of Approved Cme For The Two-
Year Perlod Immediately Preceding The Expiration Date Of My License. Or | Meet The Conditions
Which Would Exempt Me Frem All Or Part Of The Requirements.

I'Have Completed 12 Hours Of Pain Management And End-Of-Life Care. -

| Am Exempt From The Completron Of 12 Hours Of Pain Management And End Of- L:fe Care -
Continuing Education Requirement Because | Am A Radiologist Or Pathologist,

Only For General Intefnists &nd-Famlly Physieians Who Have 25% Of Their Patient Papultatioh Ageﬁi 85

Years Or Older: | Have Coffpleted At Leasi
Care Of Older Patierits. Click Applicable; : E
Enter Name/Address Of Facility Where You Or Your lmmedrate Famrly Hold Financial Interest Type
"None", If None Held.

5 ﬁ’f_fy Wrider Penalty OF Perjury Unider The Laws: OF
Cofitaited 1 This Application |s Trug And Corract.

20% Of‘The quulrscj Cme In Geriatric’ Medl

ié State: QF Callf@rma That The nformation .

| Have Read My Profite On The Medical Board Web Slte At Www Mbc Ca Gov And Acknowledge The

Information Contained Therein As Current And Accurate.

Since You Last Renewsd.Your License, Have You Had Any Licenss Disciplingd By A Government
Agarcy Or Other )
A And lis Territories; Militaty Court Or A Foreign Country?

Total Questions Asked For Person ; 552283 8

y.Body: Or, Have You Boen ConV|Gted of Any Ciifn _5Ir1 Any S‘tate TheUS |

YES

Page 38 of 199



414115 5:44 AM Page 10of 3

License Type: Physician and Surgeon A

License Number: 70101

File Number:

Application: : : Physician's and Surgeon's Renewal

Application Number:

Application Date:

First Name: " ' " DEBORAH
Middle Name: LYNN

Last Name: NUCATOLA
Birthdate: _ Sk ik ok sk

Gender: Female

-Address
License Related Addresses
Address of Record (Required)
Warning: In order to protect your privacy and identity,
address will not be displayed.

Confidential Address
Warning: In order to protect your privacy and identity,
address will not he displayed.

Questions . ' -
Since you last renewed your license, have No
you had any license disciplined by a

government agency or other disciplinary

body, or, have you been convicted of any

crime in any state, the U.S.A. and its

territories, military court or a foreign country?

Have you successfully completed, and can Yes
document, the mandatory courses and hours

of CME within the last two years, or you

meet the conditions which would exempt you

from all or patt of the CME requiremernts, or

you hold a permanent CME waiver?
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| certify under penalty of perjury, under the
laws of California, that | have disclosed the
names of those health-related facilities in
which | or my family have a financial interest
OR | declare under penalty of perjury | have
no financial interests to disclose.

Page 2 ¢l 3

Yes

Physician
Are you retired?

Activities in Medicine

Patient Care Practice Location
Telemedicine Practice Location
Patient Care Secondary Practice Location
Telemedicine Secondary Practice Location
Current Training Status
Areas of Practice
Board Certifications
Postgraduate Training Years
Cultural Background
| Foreign Language Proficiency

Web Site Profile

E-mail:

annial Renewa e

DUE TO CURES FUND

No

Administration - 40+ Hours

Other - None

Patient Care - 10-19 Hours
Research - 1-9 Hours

Teaching - 1-9 Hours

Telemedicine - None

Zip: 90033 County: LOS ANGELES
Zip: County:

Zlp: 91302 County: LOS ANGELES
Zip: County:

Not in Training

Obstetrics and Gynecology - Primary
None

6 Years

White

Spanish

Cultural Background - No

Foreign Language Proficiency - Yes

Gender - Yes

$12.00
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Steven M. Thompson Physician Corps Loan. $25.00
Repayment Program

Total Amount Due: $820.00

Applications are not considered submitted for processing until payment is received.

| declare under penalty of perjury under the iaws of the State of California that all statements,

answers, and representations prowded including supplementary attached hersto, are true,
complete and accurate.

Signature: Date:



