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INITIAL AND UPDATE APPLICATION FOR PHYSIClAN’S:ANDm%%N_’S LICENSE
OR POSTGRADUATE TRAINING AUTHORIZATION LE R
Application for (please check one): ®'License D PTAL  -or- B Update

1. NAME : Last First Middle MBG
CONOL.D] JENE . oobNAE Use Only

Other names you have used {include maiden name): 2. U.S. Social Security Number

3. Place of Birth 4, Date of Birth

Alvany, New Yo re

5. Gender:

O wmale m Female

6, Public/Malling Address; 'Z—Ut) ;Qe_st ﬂl‘\:c T M R 8 Y 3 '5

(Please note: this nformation Is pubiic)

(3¢ characters maximum
per line, Including spaces)

City State/Province Zip/Postal Code Country

San D\a |\ A QLI O3 usa

7. Telephone Numbers:{ ] Home Work Cell
(include area code) -

Personal
Data

8. Califoria Driver's License Number {optional): 10. Have you ever filed an Application for Physician's

and Surgeon’s License, or PTAL, in California?
O Yes M No E/

9. E-mail Address (optional):

Previous license number, If any:

_ MEDICAL EDUCATION
11. LIST EACH MEDICAL SCHOOL THAT YOU HAVE ATTENDED. .

School Name

Clty, State/Province, Country

Dates of Attendance

LOGY -~ 2 oo g

W

L2 ‘Transcrip /

Gcgqg WG\-S\\'W\@ uh'szgs'\%

_bgas\n'.*n .

o0

I

12. School of Graduation
o« Wasingte Wnigees:

Degree Awarded

Wiedicoh  Docdor
EXAMHNATIONS

13, LIST ALL OF THE FOLLOWING EXAMINATIONS YOU HAVE TAKEN:

Date ?i Tgragisqation
oy o0 B

USMLE, FLEX, NBME, ECFMG, SPEX,
STATE BOARDS and/or QME in Canada

Examination Date Result (Pass/Fail) Exame

USMLE  Step 1

©/23/2000

UWSMLE Stz 2 €K

Qj24) 200

W SMLE‘: 5\‘&(_5

Cashiering Use Only

>T00\

School Code

" "D7A-103 {Rov. 04/2008)

[



Fy

A “yes” response to Questions 14 through 38 requires a written explanation on a separate sheet of
paper along with any supporting materials.

MBC

ACGME/RCPSC ACCREDITED POSTGRADUATE TRAINING Use Only

14. Please list each ACGME/RCPSC accredited postgraduate training program in which you
have participated. You must include each internship, residency and fellowship, whether or
not the program was completed or credit granted. Pastaraduste

) raining
Facility Name Address Specialty Area Dates of Attendance
200 wW. Bybootr Br, c/
Ul San Divao Son Dy eo 06 />y e 2008 ~ Zo 12
v 4 - LDD{
a
g

POSTGRADUATE TRAINING: {These questions are tc be answered by ALL applicants)

Did you ever take a leave of absence or break from your training? YES NO

Have you ever been terminated, dismissed or expelled from a program? YES NO

Have you ever resigned from a training program? YES NO

Were you ever placed on probation? YES NO

Were you ever disciplined or ptaced under investigation? YES NO

Were any incident reports ever filed by instructors? YES NO

Were any limitations or special requirem ents placed upon you for clinical

performance, discipline, or for any other reason? YES NO

Have you ever had a postgraduate fraining program contract not be YES No '

renewed or offered for a following year?

MEDICAL LICENSURE '

15. Please list all medical licenses {other than training licenses) that have ever been issued by License
any state or territory in the United States or Canadian province. pata
Jurisdiction License Number Date of Issuance Dates of Practice In that Jurisdiction

APPLICANT: DATE OF BIRTH:

07A-100 (Rev. 12/06)
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ABMS CERTIFICATIONS

16, Are you currently certified by a Member Board of the American Board of Medical Speciaities?
ves O no b

Member Board Expiration Date Certificate Number

MALPRACTICE HISTORY

. Has a claim or an action ever been filed against you for the practice of medicine which resulted
in a malpractice settlement, judgment, or arbitration aw ard of $30,000 or more?
vEs | NO

PRACTICE IMPAIRMENT OR LIMITATIONS

18. Have you been enrolled }n; required to enter into, or participated in any YES NO
drug or alcohol recovery program or impaired practitioner program?

19. Have you been treated for or had a recuirence of a diagnosed YES NO
addictive disorder?

20. Have you been diagnosed with an emotional, a mental, or behavioral YES NO

disorder which impairs your ability to practice medicine safely?

21. Have you ever been diagnosed with a neurological or other physical

o S o - NO
condition that would impair your ability to practice medicine safely? VES :

22. Do youhave any other condition which in any way impalirs or limits

h h (] NQ
your ability to practice medicine safely? ve

If you do receive ongoing treatm ent or participate in a monitoring program, the Board will make an
individualized assessment of the nature, the severity and the duration of the risks associated with an
ongoing medical condition to determine whether an unrestricted license should be issued, whether
conditions should be imposed, or whether you are not eligible for licensure.

'CRIMINAL RECORD HISTORY

23. Have you ever been convicted of, or pled guilty or nolo contendere to ANY offense in any state in
the United States or foreign country? .

| Thie includes a citation, Infraction, misdemeanor andfor felony, etc. If “YES" atlach a list of each offense by arrast and conviction

dates, violation, and courf of Jurisdiction (name and address). Matters In which you were-diverted, deferred, pardoned, pled nolo coritendera,
or if the conviction was later expunged from the record of the court or set aside under Penal Code Sectlon 1203.4 MUST be disclosed. If you
are awaiting judgment and sentencing following entry of a plea or jury verdict, you MUST disclesa the conviction; you are entitied to submit
evidence that you have been rehabilitated. Serious traffic convictions such as reckless driving, driving under the [nfluence of alcohol andior
drugs, hiit and run, evading a peaca officer, failure to appear, driving while the: license is suspended or revoked MUST be reported. This list
is not alldnclusive. Ifin doubt as to whether a conviction should be disclosed, it is better to disclose the conviction on the application.

For each conviction disclosed, you must submit with the application certified copies of the arresting agency report, cerlified coples of the
court documents, and a descriptive explanation of the circumsiances surrounding the conviction of disciplinary action {.e., dates and location
of incident and all circumstances surrounding the incident). This letter must accompany the application. If decuments were purged by
arresting agency and/er cour, a letfer of axplanatian from thesa agencles is required.

Applicants who answer “NO” to the question but have a previous eonviction or plea, may have their application denied or liconse
revoked for knowingly falsifying the application. YES

APPLICANT: DATE OF BIRTH:

Jﬂ-f\t Gv Cono\\%-
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24,

CRIMINAL RECORD HISTORY (cont’d)

Is any c¢riminal action pending against you? YES

25. Are you required to register as a Sex Offender? YES

DISCIPLINARY HISTORY N ...

NG

NO

MBC
Use Only

Crimina)
Record

These questions refer to discipline by any U.S. military or public health service, state board
or other governmental agency of any U.S. state, territory, Canadian province, or coun try.

26. Have you ever been denied a licens e to practice medicing? YES NO

27. |s any denial pending against you? YES NO

28. Have you ever been charged with, or been found to have committed,
unprofessional conduct, professional incompetence, gross negligence, YES NO
or repeated negligent acts or malpractice by any medical licensing
board, other agsncy, or hospital?

29. Have you ever had any license to practice medicine revoked, YES NO
suspended, or placed on pro bation?

30. Have you ever had any license to practice medicine subjected to
any action including but not limited to informal or confidentia! discipline, YES NO,
consent orders, letters of waming, letters of reprimand, or citation?

31. Have you ever had any license to practice medicine subjected to any vES NO |
other disciplinary action?

32. 1s any disciplinary action pending against any of your licenses to

’ . YES NO

practice medicine? :

33. Have you ever had staff privileges in a hospital terminated, denied, YES NO.
suspended, iimited, revoked, or not renewed?

34. Have you ever resigned from a medical staff in lieu of disciplinary or YES NO
administrative action? ‘

35. Is any disciplinary action pending against y our hosbita[ staff privileges? YES NO

36. Have you ever surrendered a license to pra ctice medicine? YES NO

37. Have your DEA privileges ever been denie d, suspended, restricted, or YES NO
terminated? ' ‘

38. Have you ever entered into any arrangement or plea or agreement in YES NO
lieu of a federal prosecution for a drug violation regulated by the DEA?

APPLICANT: DATE OF BIRTH:

G7A-100 (Rev. 12/05)
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Notice: Allitems in this application, except #8 and

#9, are mandatory. Failure to provide any of the
requested information will detay the processing of
your application. The information provided will be
used to determine your qualifications for licensure
per Secfion 2080 of the California Business and
Professions Code, which authorizes the collection
of this information. The information on your
application may be transferred to other medical
licensing authorities, the Federation of State Medical
Boards, or other governmental law enforcement
agencies. You have the right to review your
application subject to the provisions of the
Information Practices Act. The Chief of the
Licensing Program is the custodian of records.

The applicant, Jane. Crcﬂuw-e C"“"“’"\ N __. being first duly sworn upon his/her
(PLEASE PRINT FULL NAME} < {DATE OF BIRTH)
oath deposes and says: that | am the person herein named subscribing to this application; that | have read the complete
application, know the full content thereof, and declare under penalty of perjury, that all of the information contained herein
and evidence or other credentials submitted herewith are true and correct; that | am the lawful holder of the degree of Doctor
of Medicine as prescribed by this application, that the same was pracured in the regular course of instruction and
examination, and that it, together with all the credentials submitted, were procured without fraud or misrepresentation or any
mistake of which | am aware and that | am the lawful holder thereof. Further, | hereby authorize alf hospitals, institutions or
organizations, my references, personal physicians, empioyers (past, present and future), business and professional
associates {past, present, and future), and all government agencies (local, state, federal, or foreign) to release to the Medical
Board of California or its successors any information, files or records, including medical records, educational records, and
records of psychiatric treatment and treatment for drug and/or alcoho! abuse or dependency, requested by that Board in
connection with this application; or any further or future investigation by that Board necessary to determine any medical
competence, professional conduct, or physical or mental ability to safely engage in the practice of medicine. | further
authorize the Medical Board of California or Its successors to release to the organizations, individuals or groups listed above
any information which Is material to this application or any subsequent licensure.

| UNDERSTAND THAT FALSIFICATION OR MISREPRESENTATION OF ANY ITEM OR RESPONSE ON THIS
APPLICATION OR ANY ATTACHMENT HERETO IS A SUFFICIENT BASIS FOR DENYING OR REVOKING A
LICENSE. A C.

{PLEASE INITIAL BOX)

/|

SIGNATURE OF APPLICANT: /

. {Plecey sign full name)
State of CaliTern, o U
County of San heao :

/Subscribf}d;yi sworn to (or ahgle'med) before me on ‘
this day of %»«»@7 20 & ,7 .

by: (applicant's name to be printed here) Cane d (roudhur  Cowolla
proved to me on the basis of satistactory evidence to be the person(s) who appeared befgre me.

SIGNATURE OF NOTARY PUBLIC

"CION EFBROWN
Commission # 1828158
M-__.——* .

O7A-100 (Rev, 11/04108)
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STATE OF CALIFORNIA -- STATE AND CONSUMER SERVICES AGENCY i LD SCHWARZENEGGER, Governor
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S R L RN

CERTIFICATE OF MEDICAL EDUCATION- ..
MEDICAL SCHQ™ : PLEASE COMPLETE THIS FORM IN THE ENGLISH LANGUAGE

o~

This certifies that on oo £ \

Full Name of Applicant u.s. Soclﬁl Se;:u rty Nu;tbar
—_ ‘ enrolled in Wadnineton Um vers iy SDW\
Data of Birth Namb of Medlcal School A
located in __ (Nashinahn . DC 1150 on 08/z212eoH,
0 State/Prévince Country Enroliment Date

The undersignpd further certifies that the records of this institution show that the applicant attended in this
institution é years of resident instruction, completing at least 4,000 hours, of which at least 80 percent
actual attendance is required in the subjects set forth hereunder ( Business and Professions Code Sections 2089,2089.5,
2089.7,2090, 2091.1,2091.2) and that the applicant

Anatomy Embryology Physical Medicine

Ctolaryngology Histology Therapeutics

Obstetrics and Gynecology Human Saxuallty Neurcanatomy

Radlology, includlng Radlatlon Safety Medicine ‘ Child Abuse Detaection and Treatment
Tropical Medicine Burgery, including Orthopedis Surgery Gerlatric Madicine

Physliology Urplogy Pediatrics

Blochemistry Psychlatry Pharmacelogy

Fathalogy, Bacterislogy, and Immunology  Naurology Anasthesla

Ophthalmalogy Alcohalism and Chemical Dependency Spousal Partner Abuse Detectlon & Treatment®
Dermatology Preventaiive Medlcine, [ncluding Nutrition Family Madiclne**

Pain Managemant and End-of-Llfe-Care**
* ONLY applicable to medical students who enrolled In medical schoo! on or after Saptembar 1, 1994,

*  ONLY applicable to medisal students who graduate from medical school on or after May 1, 1998,
*** ONLY applicable to medleal students who enrolled In mediical school on or after Juna 1, 2000,

;E was granted the degree of Bachelor/Doctor of Medicine on the \ﬁmday of &‘A# . Q008 .

L withdrew from medical school on day of

Unusual Circumstances Responses
Did this individual ever take a leave of absence from their medical education? Yes No
Was this individual ever placed on probation? Yes No
Was this individual ever disciplined or unde r investigation? Yes No
Were any incident reports regarding this individual ever filed by instructors? Yes No
Were any limitations or special requirements imposed on this individual becauss of

questions of academic or disciplinary problems, or for any other reason? Yes No_'

A “Yes” response to ANY of the above questions requires the medical school to provide a written explanation on a separate attachment,

Medlcal School Seal Attention Medical School: Only the President, Dehn, or Registrar may sign this form. i the signature is
Miust Be mprinted Balow § belng delegataed to another person, evidence of that delegation must ba attached to this form (may bea
photecopy). Such delegation must be on officlal letterhead and must be date: In the last 12 months.

tals
Signed and the school sga! affixed this \[2’11: day of m/ . &CLDT
Kyle Dirkss T

Tho G o

Signature: kL LERR

By:

sigar

(7A-100-L2 {Rew. 12/05)
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STATE OF CALIFORNIA - STATE AND CONSUMER SERVICES AGENCY ARNOLD SCM&H%&ER Bovernor

LICENSING PROGRAM
2006 Evergreen Street, Suite 1200

Sacramento, CA 95315 Zaﬁg JUL |L} AM m. §

{B00) 633-2322  (916)263-2382 FAX (916) 263-2487
www.mbg.ca.goy

- - ;be..i.:.;.|1|; )
CERTIFICATE OF COMPLETION OF ACGME/RCPSC POSTGRADMEMRNMNG

To be completed by the facility for every medical school graduate completing postgraduate training in the United States or Canada.

e, MEDICAL BOARD OF CALIFORNIA AL TEORN A
CAges...
Affairs

PART 1: TO BE COMPLETED BY THE APPLICANT

NAME: Last First Middle

Conolly Jw\e_ dhoe,
U.8. Social Securlty Numbard Date of Birth Telephone Number

- Home et

PUbTcHaTig Address 5 o Loead Arnre O A gy,
City _ State/Province Zip/Postal Code

Dies o s 403
Medical School of Grédyation:

Lor quL\‘a natin u\‘\:l vess'

/] .
PART 2: TO BE COMPLETED BY THE PROGRAM DIRECTOR
ATTENTION PROGRAM DIRECTOR: Do aot sign and date this form before the last day of any postgraduate
trainiing year which will be used by the applicant to qualify for ficensure. Completion of this form will certify that
the individual named in PART 1 above satisfactorily completed a period of accredited postgraduate training at
this facility and that the trainee has acquired the skill and guaiifications recessary to safely assume the
unrestricted practice of medicine in this state. '
Name of Facility:
Department of Reproductive Medicine

ACGME 10 digit Program number: (www.acgme.org)

University of California San Diego 2200821044 . _ .
Address of Facllity: Telephone #;
200 West Arbor DR MC 8433, San Diego, CA 92103-8433 619-543-6922

Categorical Specialty Area of Training

Start Date of Training End Date (or anticipated completion date) of Training
Obstetrics/Gynecology

06 ,23 2008 06,30 ,2012

S e e

UNUSUAL CIRCUMSTANCES:

Did the trainee ever tak e a lsave of absence or break from their training? YES NO
Was the trainee ever terminated, dismissed or expelied? , YES NO
Did the trainee ever re sign? YES | NO
Was the trainee ever placed on probation? YES T NO
Was the trainee ever disciplined or placed under investigation? _ YES ~ No
Were any incident reports regarding this trainee ever filed by instructors? YES NO
Were any limitations or special requirem ents placed upon the trainee for

clinical incompetence, discipfinary problems or for any other reason? YES NO
Did the program decline to renew or offer the trainge a postgraduate training - vgg NO

program contract for a following year?

A “Yes” response to ANY of the above Questions requires the program director to provide
a written explanation on a separate attachment.

O7A-100-L3 (Rev 12/05)



DEFINITION OF “SATISFACTORY” COMPLETION OF TRAINING

The program director signing this form is formally certifying and documenting under penalty of perjury that the traines received
instruction appropriate for the particular postgraduate level and that he/she satlsfactorily completed periods of training in
accordance with the accepted standards and the criteria defined as equating to “satisfactary” peformance as described below. The
program director will personally be attesting to the fact that the trainee has acquired the skill and qualifications necessary to safely
assume the unrestricted practice of medicine in this state.

TISFACTORY" IS DEFINED AS: THE TRAINEE PERFORMED AT AN ADEQUATE LEVEL BASED ON EVIDENCE OF
SATISFACTORY PROGRESSIVE GROWTH INCLUDING DEMONSTRATED ABILITY TO ASSUME GRADED AND INCREASING
RESPONSIBILTY FOR PATIENT CARE.

GENERAL MEDICINE TRAINING REQUIREMENT

To qualify for llcensure in Callfornia, applicants who are graduates of an International medical school must complete at least four months of
pestgraduate training in GENERAL MEDICINE as part of the requirement. Applicants who are graduates of a U.S. or Canadian meadical school,
who have not completed postgraduate training required for licensure by July 1, 1980, must also complete four months of training in GENERAL
MEDICINE prior to ficensuse. The GENERAL MEDICINE requirement may be satisfied by actual clinical practice where the applicant has direc
patient care responsibilities in any particular speciafty or sub-speclalty area for at least four months.
I hereby certify as the program director, that the individual named in Part 1

has completed O has not completed
a minimum of four months of general medicine as part of this postgraduate training program
accredited by the ACGME or the RCPSC, (o - AN

SIGNATURE OF PROGRAM DIRECTOR

N

ATTENTION PROGRAM DIRECTOR: THE PERSON WHO SIGNS THIS FORM MAY NOT BE RELATED TO THE
APPLICANT BY BLOOD, MARRIAGE, OR ADOPTION. [f that sighature authority is being delegated to another person,

evidence of that delegation must be attached to this form (may be a photocopy). Each delegation must be on official
letterhead and must be dated within the last 12 months.

E——— I

HOSPITAL SEAL

OFFICIAL HOSPITAL SEAL MUST BE AFFIXED IN
THE BOX TO THE LEFT TO CERTIFY TRAINING

The training program is accredited by the ACGME or the RCPSC to offer the type and level of
training completed by the applicani, and the applicant was trained In an accredited ACGME or
RCPSC program position, | hereby declare under penalty of perjury under the faws of the State of
California that the statements are true and correct. )

Christine B. Miller, MD
PRINT NAME OF PROGRAM DIRECTOR

(o A~ 1119
SIGNATURE OF PROGRAM DIRECTOR DATE SIGNED
Signature Stamp Is Not Acceptahble ’

thie sence in‘;uotary pubiic )
State of
County of
Subscribed and sworn to (or affirmed) before me on
thig day of , 20 .
by w

personally known to me or proved to me on the basis of satisfactory evidence to be the person(s) who appeared before me.

NOTARY SEAL

SIGNATURE OF NOTARY PUBLIC L 3 B

07A-100-L3 (Rev. 12/05)
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STATE OF CALIFORNIA -- STATE AND CONSUMER SERVICES AGENCY ARNOLD SCHWARZENEGGER, Governor

o MEDICAL BOARD OF CALIFORNIA  “%.0ICA[ por!
e LICENSING PROGRAM DAY JEADL §
CQAW 2005 Evergroen Street, Sulte 1200 R

Sacramento, CA 95815 -;ﬂﬂg §
(800) 633-2322  (916) 263-2382 FAX (916) 263-2487 * JU{_ ] [‘ AH m. , 5
www.mbe.canoy b4

CERTIFICATE OF CURRENT POSTGRADUATE TRAINING:ENF OLLMENT

(&l
At the time of licensure, you may be entitled to a reduced initi al license fee if ‘%Fr‘e“‘éﬁtively
participating in a slotted position in an ACGME/RCPSC accredited postgradu ate training program.

NOTE: This form may not be used in lieu of the Form L3A-B, “Certificate of Completion of ACGME/RCPSC
Postgraduate Training.”

NAME:  Last First ' Middle

C o) \ | we (Goodhue,

U.8. Social Security Number ~ 1 Date of Birth o Medical School of Graduation;
) - - 6"9"% bﬁa;k‘m - u"‘-“'t-rﬁ*"/x

- . . . y
This s to certify that the above applicant is actively parficipating in an ACGME or RCPSCMiceredited postgraduse

training position that started on 06 23 2008 and is expected to be
WG Day Yoar
completed on 06 30 2012 in Obstetrics/Gynecology
073 Yoar aiegorical Specrally Atea of 1taming

Ay GE]
at _Department of Reproductive Medicine, University of Californmia San Diego

—Name oTFasy
locatedat 200 West Arbor Dr MC 8433 San Diego, CA 92103-8433
Address of Facilly

The 10 digit ACGME Program #: _ 2200521044 (Refer to hitp:/iwww agms oraladspublic)

A E— Al — Nk YE—— ——ryl mp——r—

I'hereby declare under penalty of perjury under the taws of the State of Califomia that the above statements are true and correct and the
above program is accredited by the ACGME or the RCPSC to offer the type and level of training completed by the applicant and that the
applicant is being trained In an accredited ACGME or RCPSC postgraduate training position.

Christine B. Miiler, MD

PRINT NAME OF PROGRAM DIRECTOR

SIGNATURE OF PROGRAM IRECTOR ~ Signature Stamp Is Not Acceptable -

L/ 4 619-543-6922
DATE TELEPHONE NUMBER

ATTENTION PROGRAM DIRECTOR: THE PERSON WHO SIGNS THIS FORM MAY NOT BE RELATED TO THE ARPLICANT BY BLOOD, MARRIAGE, OR ADOFTION.

Only the Program Director may slgn this form. If that signature authority is being delegated to ancther person, evidence of that delegation must be aftached to
this form (may be a photocopy). Such delegation must be on official latterhead and must be dated within the last 12 months,

"f _If_a hospﬂfal seal i notavallal;le,theﬁng?r“glﬁ?‘di‘r?ctO?shalls[g ‘

State of

County of

Subscribed and swom to (or affirmed) before me on

this day of . 20
by '

proved fo fTihe Dawis,of satisfactory evidence fo be the person(s) who appeared before mae.

SIGNATURE OF NOTARY PUBLIC

OFFICIAL HOSPITAL SEAL OR NOTARY
SEAL (WITH JURAT COMPLETED ABOVE)
MUST BE AFFIXED IN THE BOX AT THE LEFT

07A-100-L4 (Rev, 12/08)




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

Frem Date: 09/02/2011 To Date: 09/02/2011
ATRISUPPINF
19-JUN-15 08:41:16
Personld : 1670901 Name : Conoily,Jane
CQluestion 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 | Meel The Conditions
Which Would Exempt Me From All Or Part Of The Requitements.

| Have Comipleted 12 Hourg OF Psin Management And End-Of.Life Caro.

[ A Exempt From The Completlon Of 12 Hours Of Pain Management And End-Of- Life Care
Continuing Education Requirement Because | Am A Radiol logist Cr Pathologlst,

Only For General nfetnists And Family Physiciaris Whe Have 28% Of Their Paflent Fopulation Aged b5

Years Or Qldet; | Have Corpleted At Ledst 26% OFf The Requwed Cme In Geﬂatr[c Medfslhe OrThe
Care Of Older Patients. Glick No If Not Applicable. :

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

1 Gt ’ Jiider Penalty Of Perjury Under The Laws Of The State OF Galrf@rma That The Infar'matlon
Contalfied In This Application Is True And Correot., ' :
| Have Read My Profile On The Medical Board Web Site At Www. Mbc Ca.Gov And Aoknowledge The
Information Contained Thersin As Current And Accurata.

8lrice You Last Renewad Your Licetigs; Have You Had Any License Disciplined B

Agsney Or Othe plinary Bédy; Or,.Have You, ' Any Crimo |
AAnd fts Terrtories, Miitary Court Or A Foralg

Total Questions Asked For Person : 1670901 8

NG

YES

- YES

NO

NONE

“Ves

Page 160 of 183



