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License Details

Press "New Search” to start a new search,

Press "Next Record" {o display the next license.

Press "Previous Record” to display the previcus llicense.

Press "Search Resulis” to return 1o the Search Results list.
Prass "New Search Criteria to do another search of this type.

Bpraienant of Consumer Aflais

EAQs  Help Tutorials

Logon § Contact Us

The Department of Gonsumer Affalrs encourages you to verify the license statuses of any licensees thal may appear in a 'Related License' section below, You can
varify these licenseas by sslecting "New Search' and conducling & new search using (he 'Search by Personal or Business Nams' optlon. Please note that the 'Relaled
License' saction will only appesar below if this license is related to ancther license: Met all licensees have a related llcense.

If the License Detalls below include 'Date of Graduation', the morith and date of gradustion may not be available, In this instance it will be displayed as 0101/ YYY
where YYYY represents the year of gratuation, Pleasa note that not all license types disclose 'Date of Graduation' on the License Details screen.

Skin navigation

License Number: 236897
Name;

Licenso Type:

License Status:
Expiration Date:

BERMAN, RONALD
Physiclan and Surgaon A

License Renewed & Current

08/31/12017

Current Date: 0B/28/2015 03,28 PM

School Name: CA014 - UNIVERSITY OF CALIFORNIA, LOS ANGELES 3C

Date of Graduation: 013111969

Original Issuance Date: 0272212002

Addresses

Addrass of Record {Required) Address 101 W MOKNIGHT WAY # 5433

GRASS VALLEY . CA

NEVADA
26949
Unlted States

Viow on g map,

Survey Information

Are you refired?

Activities in Madicine

Patient Care Practice Location

Patient Care Secondary Practice Location
Telemedicine Practice [ocation
Telemedicing Secondary Practics Location
Current Training Status

Areas of Praciice

Board Certifications

Postgraduate Training Years

Cultural Background

Foreign Language Proficiency

Gender

The following information Is self-reportad by the licensee and has not been verified by the Board,

No

Administration - 1.9 Hours

Patient Care - 20-29 Hours

Zip: 96949 County: NEVADA

Zlp: 96816 County: SACRAMENTO
Not identifled

Net identified

Not In Trating

QObstetrlcg and Gynecclogy - Primaty

American Board of Obkstetrics and Gynecology - Ohstetrics and Gynecclogy

4 Years
Declined to Disclose
Declinsd to Disclose

Male

PFublic Record Actlons

Administrative Disciplinary Actions
Court Order

None found
Nene found

https://www.breeze.ca.gov/datamart/detailsCADCA.do?selector=false & selectorType=é&esel...




BreEZe - State of California

Misdemeancr Conviction

Probationary License

Felony Convictlon

Malpractice Judgmeant

Hospltal Disciplinary Action

License Issued with Public Letter of Reprimand {Non-Disciplinary)
Administrative Cltatlon Issued

Administrative Action Taken by Other State or Federal Government
Arbitration Award

Previotts Record  Nexi Record

Copyright © 2013 State of California

None found
None fourd
Nenhe found
Nene found
None found
None found
Mone found
Nane found
None found

Search Rasulty

Page 2 of 2

New Search Critervia  Print

https://www.bteeze.ca.gov/datamart/detailsCADCA.do7selector=false&selector Type=&sel...



STATE OF CALIFORNIA — STATE AND CONSUMER servicril Gy :

S " -
: LR MEDICGAL BOARD OF CALIFORNIA T
_ %Md *Jp :;‘El} AL 1426 Hows Avenue, Suite 54, Sacramento, CAQ?I}?E-BZS&E; "n. R
‘ Consumer v L VTRL (o @,ﬁzgﬂ,ms:mx: (916) 263-2487  Interndt’ by
Affairs - T A T c R
CATIONFOR PHYSICIAN'S AND SUBGRON S bIGE WoE 70
oW Wt X ¥ J i1 )
Please READ all instructions p %kbhpletingthisapplicatlon. ALL questions on this application mustbe answerad, and alis pp'é hg documengs mustba

submitted as per instructions-.t Pizase type or print neatly. When Space provided is insufficient, attach aclditional sheets of paper. All attachmegts arg
considered part of the application. .

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, ”gﬁ,{{f’f
1. NAME: Last First Middile Persongl

-E&"";’-\“ a 2 Ranald ____(none)

2. Other names you have used (include maiden name): 3. U.S. Social Sacurite Mumhart

[
‘e

e ey e,

T ) ] e e * =
4A. (PUBLIC ADDRESS; will be released by the Board to the public). Number and Street/P.0_ Bax/Rural Route/Apartment Number, if any.

181324 Gambi  Coort
State ZipCode Country
Grass Valles | CalForn o 3504 G st

4B.(CONFIDENTIAL ADDRESS): Numberand Street/Rural Route/Apartment Nutnber, if any. [Applicants must provide a confidential street
address if a P. O. Box is used as the Public Address in #4A above] .

19734 Dowmbi_ Cepet

L NNy

ENTEN

City

City Sigte ZlpCodg ' Counﬁy i
Gross  \al le.nﬁ Cali fomion asav 9 Us i :
§. Telephone Number: 6. California Driver's License Number {optional):
Home: ( NUMBER EXPIRATION
Work: { ) - oL

-

7. Date of Birth (Month/Day/Year) and Place of Birth:
1

Y |

8. Sex: 9 Male m J R 9. Areyou a U.S. citizen? Ve O N v
10. Have you ever flled an application.for Physician's and Surgeon’s examination or licensure in California?
IFYES, PLEASE GIVE DATE PREVIOUS APPLICATION WAS SUBMITTED. B\ wie) 1 L q"?) & Yo O no }
11. Listthe names and locationg of all colleges or universities attendefwhere pre-professional, postsecondary instruction was received. | ¢
Please submit official transcripts with the schao! seal affixed for ench school atiended, Transcripts will nat be refutmod. . E‘;’j:'a:‘:'” y
Name Clty, State, Country Dates of Attendance
Un, of i E@Ferteley Berkelew Ca.  C(ugn) 1960 ~ 1964 5
. . J D
12. Listthe names and locations of all schools whers professional medical instruction was received, and, where appiicable, the degree awarded. i medicar
PLEASE SUBMIT: 1) an original Cerlificate of Madical Etueation (Form L2) und offictal transcripls with the signature of the dean or registrar Education
and the school seal affixed from eaph schoor attended; and, 1.
2) an ofiginal medical diploma and a B 142" x 14" photogapy {original diploma will ba returned). "1 L2 Trane
»

Schpol _Na e Clty, State, Country Dates of Attendance Degree ngrde? .
m Los Penoples | Ca, (@AS ) B C AT T M., | A A
- | 1003

LOCTOR OF MEDICINE DEGREE, as referenced shove.

T~

Name of Medical Scheol Address of Medlcal School Exact Date of Issuance
UW.C.L.A. Lo Anaeles . Gliformia _Juve 4, 1969
" MANDATORY DISCLOSURE OF U8, SOCIAL SECURITY NUMBERS ' . ?,ﬁ,f'f &
Disclosur: of your U5, social securlty numbar (s mandatory. Beclion 30 of the Business and Professione Gods and Public Law 84-455 2] USGA405'(c)(2)(G)) Buthonize
colleetion of your sosial security number. Your social sacurity numbierwill be used exciuzivaly for tax ensormmampwpoaaa,furmosa‘sofmﬂamwiﬂaanymgmﬂ i
or efder for family support In accordarice with se:‘ction 17520 of the Family Gode, o for verification & licensure or examination status by & llcansing or examination entity ¥ "
which utilizes & national examination snd where lisersure Is reciprocal with the requasting state, Kyoufallto disclosa yoursociat sacurity number your applicalion for inftial
licansure will ot be processed AND you will be reportad to the Franchise Tax Board, which may assens 2 $100 penalty against you, chool Code
-

07480 Rev. 301) .



MBC USE
ONLY
13. Have you taken any of the following written examinations: National Boards, other state boards, USMLE, BPEX, FLEX, ECFMG or LMGG? B w'i"’m ;‘,m

& Yes O N

IF YES, LIST NAME, LOCATION, DATE AND RESULT OF EACH EXAMINATION; FAILURES MUST ALSO BE DISCLOSED.  EACH EXAMINATION AGENCY MUST SUBMIT AN CRIGINAL OFFICIAL
EXAMINATION HISTORY REPORT DIRECTLY TO THE MEDICAL BOARD OF CALIFORNIA, THESE REPORTS WILL NOY BE RETURNED.

Examination

Date Result (Passirail
Flos | _ mea-70 | - o

14. Have you ever been licensed to practice medicing in any state, territory, province, country, or U.8. federal jurisdiction? Lioenso

B Yes O Ne-
IF YES, LIST THE JURISDIG'HON, LICENSE NUIMBER, DATE ISSUED AND DATES OF PRACTICE IN THAT JURISDICTION. PLEASE INCLUDE PERMANENT, TEMPORARY, TRAINING, PROVISIONAL,
LIMITED UCEN‘!sE. OR PERMIT. AN ORIGINAL GFFICIAL LETTER OF QOO0 STANDIE (LG&}, CR COMPARABLE LICENSE HISTORY CERTIFICATION, 1

A S REQUIRED FOR EAGH PERMANENT,
TEMPQRARY, TRAINING, PROVIRIONAL, LIMTED LICENSE, OR FERWVIT QBTAINED IN ANY U.8. STATE, U.B. OR CANADIAN TERRITORY, CANAIMAN PROVINGE, OR U.S. FEDERAL JURISGIG- LGS
TION. BACH LGS, OR COMPARABLE CERTIMCATION, SHOULD EE MAILED BY THE ISSUING AUTHORITY DIRECTLY TO THE MEDICAL BOARD OF CALIFORNIA,

Jdurisdiction Licanse Number Date of lssuance Dates of Practice in that Jurisdiction
Co\formee | N-23897 Aoy, 19,1470 1464 70 N
Ha.udaii 2285 [ Fowe 22,1473 | 1470 ~\448%

15. Do you hold any other professional license in any state, territory, province, country, or U.8. federal jurisdiction?

O Yo @ o

IFYES. PROFESSION: » HCENSEND, )

+ JURIBDICTION,

. ‘ Licenses
HAS THIS LICENSE EVER BEEN REVOKED, OR SUBJEGT TO DISCIPUNET IF YES, PLEASE PROVIDE ALL OFFICIAL DOCUMENTATION REGARDING THE MATTER IN ADDITION TO A WRITTEN

e
EXPLANATION. YOU ARE ALSO REQUIRED TO REFCRT ANY MATTER THAT 19 PENDING OR IN WHICH CHARGES MAVE BEEN BROPFEN OR EXPUNGED, ’ ,
T veg No
16A. Are you currently, or have you éver been, 4 participant in a postgraduate training program in a facility inthe U.S. or Canada? Fogtgraduate

{You must include every residency, internship, and feilowship, whether or nat completed.) TrRining

@/Yes O Mo

IF YES, LIST NAMES AND AQDRESSES OF ALL FACILITIES, SURBMIT Ak ORIGINAL SERTIFICATE OF COMPLETION OF ACGMEIRCRSC POSTERADUATE TRAINING (Form L3A) FroM EACH
FACILITY, (DO NOT COMPLETE FORM L3AS TO DOGUMENT TRAINING RECEVED IN RESEARGH FELLOWSHIP PROGRAMS.) ALL TRAINING MUST BE LISTED, REGARDLESS OF WHETHER I

WAS SATISFACTORILY COMPLETED OR WILL BE WSED TO MEET LICENSING REQUIREMENTS.
Facility Name Address Categorial Specially Area Dates of Attendance

ML N Veeh) | Tomamce Cadbormren | Relwhwy Tdewshyl  ¢/21 o8- Shzfio
¥ °g?;qg“°‘94,‘-‘”:v~‘édsu&c§a\er- | Polube, Wawaiy - [ 08/6xN v/zo - %73
G eens Wil thL Gend |

GUESTIONS 168 through 23

if you answer YES to any of the following questions, please provide ALL official documentation regarding the matter in addition to your written personal
-explanations. Anapplicant must provide official hearing/court dacunients and original letters of explanation from medical schogls artraining program
directors. Ifthese documents arg not provided with the application, they will be requested befor

; eregview oftheapplicationcan pracsed). APPLICANTS ARE
REQUIRED TG REFORT ANY MATTER THAT IS PENDING OR iN WHICH CHARGES HAVE BEEN DROPPED OR EXPUNGED. ’

168. Have you ever withdrawn from, or been suspended, dismissed orex

pelied from a medical school or postgraduate training program OR
have you ever taken a leave of absence from such a school or program? R
¢

' /7
IF YOU ANSWERED VES, BOTH APPLICANT AND SCHOOL/PROGRAM MUST PROVIDE DETAILS ON A SEPARATE ATTACHMENT. | Yes No 4

HAME OF APPLICANT:

i YOV VYR i A | 13




MBC USE
ONLY

Tr'Forall of the below, also include any disciplinary actions by the U.S. Military, U.8, Public Health Service, or other U.S. federal governmental!
entity.

17A. Have you ever been charged with, or been found to have committed, unprofessional conduct, profeseional incompetence, gross
negligence, or repeated negligent acts or malpractice by any medical licensing board, other agency, or hospital?

letters of warning, regarding any healing arts license which you now hold or have ever held? |

17C. la any such action aé described above pending? 17(A) Yes Mo |
: |

. 17(B)  Yes No :

IF YOU ANSWERED YES T0 17A, 17B or 17C, PROVIDE DETALS ON - |

A BEPARATE ATTACHMENT. ) 17(C) Yes No !

{

17B. Has any disciplinary action ever been filed ortaken, including but not limited to, informal or confidentiat discipline, consent orders, or |

License
Data

18. Has a claim or actlon for damages ever been filed against you in the course of the practice of medicine or any other healing art which
resulied ina malpractice settlement, judgement, orarbitration award of over $30,000.007

Yes No _
IF YOU ANSWERED YES, PROVIDE DETAILS ON A SEPARATE ATTACHMENT. ‘

B RAR

1. Have you ever been denied a license, permission to practice medicine or any other healing art, or denied permission ‘ |
to take an examination in any state, territory, country, or U.S. federal jurisdiction, or i any such action pending? :

. Yas
¥ YOU ANSWERED YES, PROVIDE DETAILS ON A SEPARATE ATTACHMENT. No

20. Have you ever voluntarily surrendered a license to practice medicine or any other healing arts in this or any other state, or voluntarily :

surrendered your narcofic (Gontrolled substance) permit (state or federal) to any licensing board orany other agency, or is any such action’
pending? !

IF YOU ANSWERED YES, PROVIDE DETAILS ON A SEPARATE ATTACHMENT. Yes No

21. Have you ever had staff privileges in a hospital detied, suspenided, limited, revoked, or not renewed for medical disciplinary cause, or
resigned from a medical staffin liew of disciplinary or administrative action, or Is any such action pending?

You MuST DISCLOSE ANY INFORMAL OR CONFIDENTIAL DISGIPLINARY ACTION. Yes No

22. Do you have any condition which in any way impairs or limits your ability to practice medicine with reasonable ' '
kil and safety, Including but hot limited to, any of the following? i

. . Yes No
IF YES, PLEASE CHECK THE APPROPRIATE BOX(ES) BELOW: ’

3 A condltion which required admission to an inpatient psychiatric treatment facility. i
0O Aleohol or chemical substance dependency or addiction. ) ;
0O Emotional, mental or hehavioral disorder.

1 Other {explain):

FOR ANY OF THE: BOXES CHECKED ABOVE, FLEASE BUBMIT COMPLETE OFFICIAL INPATIENT AND QUTPATIENT TREATMENT RECORDE, EVIDENCE OF ONGOING

REHARILITATION TREATMENT, AND A PERSONAL WRITTEN EXPLANATION.

AR

FOR ALL QF THE BELOW, YOU ARE REQUIRED TO LIST ANY CONVICTION THAT MAS BEEN SET ASIDE AND DISMIBSED OR EXPUNGED, OR WHERE A 5TAY OF
EXECUTION HAS BEEN ISSUED.

23A. Have you ever been convicied of, or pled nolo contendere to, ANY violation (include every misdemeanor or felony) of any local, state, I
or federal law of any state, territory, country, or U.S. federal Jurisdiction? . H

"23B, Is any eriminal action related to the above pending? 23 (A) Yes No

IF YOU ANSWERED YES T0 23A on 238, PROVIDE DETALS ON A ) 23 (B) Yes No
SEPARATE ATTACHMENT.

NAME OF APPLICANT: DATE OF BIRTH:
Bermon, Rona) 4




Top of Photo (Head)

Bottom of Photo {Shoulders)

|

Notice: All items in this application are mandatory;
none are voluntary. Failure to provide any of the
requested information will delay the processing of your
application. The Information provided will be used to
determine your qualifications for licensure per Section
2080 of the California Business and Professions Code,
which authorizes the collection of this infermation, The
information on your application may be transferred to
other medical licensing authorities, the Federation of
State Medical Boards, or other governmental or law
enforcement agencies. You have the right to review
your application subject to the provisions of the Infor-
mation Practices Act. The Chief of the Licensing Pro-
gram is the custodian of records,

STATE OF Ca.l N Egmrt&

COUNTY OF v, &dL’

The applicant, BQ [AY" ) \ & [3_@;\%&»«
(PLEASE PRINT FULL NAME)

, —being first duly sworn
{DATE OF BIRTH)

upon his/her oath deposes and says: that | am the
the complete application, know the full content ther
contained herein and evidence or other credentials

person herein named subscribing to this application; that | have read
eof, and declare under penalty of perjury, that all of the information
submitted herewith are true and corract: that | am the fawful holder of

the degree of Doctor of Medicine as prescribed by
instruction and examination, and that it, tagether w
resentation or any mistake of which | am aware an
hogpitals, institutions or organizations, my references,
and professional associates (past, present, and future
release to the Medical Board of California or its succe
educational records, and records of psychiatric treatm
requested by that Board in connection with this appli

ith

medicing. | further authorize the Medical Board of Ca

THAT FALSIFICATION OR MISREPRESENTATION
ATTACHMENT HERETO IS A SUFFICIENT BASIS

SIGNATURE OF APPLICANT: -

this application, that the same was procured in the regular course of

d that | am

cation; or any further or future invest
determine my medical competence, professional cond

or groups listed above any information which is mater!

FOR DENYING OR REVOKING A LICENSE.

all the credentials submitted, were procured without frand or misrep-
the lawful holder thereof. Further, | hereby authorize all
personal physicians, employers (past, present, and future), business
), and all government agencies (local, state, federal, or foreign) fo
ssors any information, files or records, including medical records,

ent and treatment for drug andfor alcohol abuse or dependency,

7 gation by that Board necessary to
uct, or physical or mental ability to safely engage in the practice of
lifornia or its successors to release 1o the organizations, individuals,
al to this application or any subsequent licensure. | UNDERSTAND
OF ANY ITEM OR RESPONSE ON THIS APPLICATION OR ANY

-

o

i

{PL

Signed and swom to before ma this

.y Th .
/ é day of _/2CT .

EASE SIGN FULL NAME, NOT INITIALBT

/ | .

_.._._;_,_

OTA‘!QD‘R% 3/01)

. , L /
MONTH YEAR
r y T e e e - —— . —_— - i ?
B, DAVID W, BROWN - M@Ww\ 257449
It GG CToonm # 1248188 S L2~ Sienature OF NOTARY FYBLIC . _
i REL vaon om0 |5 /81 & Mebonnb] AN Gasss valey ol
'. S50/ COMM.EXP.FEB. 4,2004 = ' | § ADDRESS i o
I
e e P J

My commission expfres‘f%?b?) val




e ' . ) . A

. . [CERTIFIGATES'OF MORAL CHARACTER

Pusrnaney Raatranzo Puyncuns ane Sumckomy Licaxyes 3y v
1 10 Cartioamia Basgn
Wiia Have Kmows APPICANY FOB 4T Enawy One Yesa o Ml Reannenss

Ties Conviren shax 1 have besn personily acquulored with . B Rﬂﬂﬂld. Berman . e LMD,
fnr_,.S..Z.l e Tiare 40d than T haow BT 4o by of goad marel oh P ep— im_ sl
Sture of Callfitnls m mtove werthy mw & Wi d"."'ﬁp'u'.'."'.;'a :::nn- b e Staty of ;;E;;a:;.ﬁ osed o Mot & foe of o
/ I . . / \\ ) l .
M e ‘mﬁﬁ'ﬁ":‘w’%ﬂﬂdﬂm UCLA Schuol of Medicing, Los Angetes, Calif, 90024
Groduread from . Us QLMICRIGER .. 4 Seplember 845 ., n...‘.?.'!“ﬁ:m“ e ALOT12
rw

Trug Caavavins vhan T have bacs pecscasdl v e, Bonald Berman U 1T 3

fur- yl[;.:l bt 1 m; o pﬂ?lguw L‘l“.... v ke Bomed of Modicd Basminers of ot
Se3 califgsnis 4o Mot yarth ! m ad » Hata of Califurnts,
X - \'“'{'k: s /

‘ YCLA School of Medicine, Los Angeles, Calif, 90024
. Js.wga. & T - addrow., UCLA School o Ang
ated from .. L .SQD_._@_Q.

omrerdottias BB oo BBS L Californda xa, 16872

PR T oo

CERTIFICATE OF MEDICAL EDUCATION

The fatbawi iRt by Gild out, vipeed snd valed by 54 Prindesy, Dy b ok madical schesl whivds the spplicar !lﬁnlﬂlm
tourg snd ::ln.:l“lh :u:k':lmltlpl-nn o mlill:lu ul. lml“'ll"u 11N l"].l.l.l'li. C‘:u"-’:::::z :- sl lcal schoale svher ihsn .‘. - ilkh.pl-llt e ml:

sl diploma Mut be nubmitind sich we s ropplomanta ol thls foom (duly wartiked) by b viicery af wid scheal o schonls; Oua carificyss of medival
:‘l‘:w:plnzl b; I:CII modicol ool whasein she appllacas ?llzlﬂ.

Th Cewrras Thar_..._ _, _RONAlA Berman of 4674 Walikl Place, Honolulu Hawali
) Noms ]

Adgrym whan mattgnipied
maieutared in MUV QERILY .Of Callfornia School of Medieine, Los Angeles, California 90024

Namct wf meidiesl school o rellage Lutatlon

on. . ddth. . . dyef .. _ dupe. . .. .....!!ﬁﬂ;, 104 way gramved the following credits oo murricalation:

wor . Freshman
) Spueify whother vonred Praskman or wish afsanesd crxdid)
based upon tho following eredeatiaes .. .05 7 6/04 = UCBerkeley
Give 3 tremrceipt of pramedicsd slecaticn xad adrinad crdin il gy

The underdgned furcher certifir shae the reconds of this titution shew thae PLIOR TG COMUENCING ThE Fromy op urpitreey tha applicam herdia
refrered o hay compleead . ... L. coune of College geads including the subjeces of PHYSICS, CHEMISTRY and BIOLOGY, and thar B

ded i iy tmstivwtion,... 37 COMLERY. urs of couna® of lsur ,@lsﬁﬁh%m- each, complerin the falleging pofilele
wotaling sr Jesst 4000 houre in the swhjecn Iﬂ'qilll!l.l by the Busineu tad Profumions Cade of c&'infn;nh oWt fand;‘ ; - ol thar 7%. $rnted
the degree of Baciowsou or Docros of Mediciae $ on (h-..m;‘i_‘__._..._dny o . JUNE k) - W9

Spacily which dugrer M———iﬂl..___H_““—

e e el L 1T 1Y S

hax

ARATOMY , » oghmurmay
Esnbrygl
Him:l,:;:n ‘ PatiaLogy, mt:urmo:\r ANe lMMUNOLOGY
Neueo-snatomy
; . Praastacorogy
Privst
nslorosy Fagvzrmive Myotcine
Prveng-nongy My giene and Sanitstian
Mroiciux : Suageny, including
Pediateicy ' Orthopedic Sucgery
Prychisery Urolugy
Neurslogy Ophthalmelogy
Dermaology Radiolagy
Phyaical Medicire Agentherin
Therapemles Oioiaryngolagy

Trupicel Medicing Obuterries and Gynacalogy

g ad aad tle eiloge wal pZincd i L. z,ﬁﬂl L) T S _,fldﬁi:/L .____,"_\whl\ﬁgz r

]
, ! il
(AL Breflied L, -Jn A -
' v,.(” Janice L. Haralson

" The U uluima Liw gy a0y Lrmpfen o Wb B Yae Wi B dhodasy vewdbrd #F pafie g, inadedi s, 1l o not W vhar tl weks [Metaw 2291}
B s fekink wat praatad, pizge gi 5 dubiine safurmating, || ne degrid as ofsglams way Griatid Wk w2 rRpt St




STATE OF CALIFORNIA ~ STATE AND CONSUMER, SERVICES‘CY .
Q= ' o W MEDICAL BOARD OF CALIFORNIA ¥

Dujaaliriwsy o

Congomer ¢ - 1426 Howe Avenus, Suite 54, Sacramento, CA 95825-3236 e,
Aftiars (916} 263-2498/FAX (916) 263-2487  Intemet; www.medbil.ca.gov

CERTIFICATE OF COMPLETION OF ACGME/RCPSC POSTGRADUATE &%
To be complated by the facility for every medical school graduate completing postgraduate training in thgni_t wiss or O

AITENTION PROGRAM DIRECTORS AND DIRECTORS OF MEDICAL FDUCATION: THE PERSON WHO SIGNS THIS FORM MAY NIOT Bt RELAYED 10 THE APPLICANT BY Bi ), MARR
Only the Frogrom Dirscior and the Dirseior of Madikcal Education may sign iNs fam. ¥ ol signatuce ceihordly s baing delegoled lo analher perscn, avidencs 4 ok choiag
attciohed 1o this form tmay be a pholocupy). Such dolegeion tmust be on oficial Jtfomecd ond mus! be doted within 1 ae? 12 monthe, Pr

PART 1@ To be compieted by the APPLICANT,
LAST NAME of Applicant

First Nama

e oA Koval cp
U.5. Social Security Number: Date of Birth; MWODAYYYY Tehzphone Number;
| " T k() Same
Bvrent AddresE: ' — ' ]
18234 RBambi  Coort _—
- P - T s o LpCote
G-rogs” Vatlex Co. Vo et -

N P ) RI be > Jas v of 2 ng year which will be used by tha
applicant to qualify for licensura. Completian of this form will cer ify that the individual named in PART 1 above completed a period of zceradited
pastaraduate training at this facility. If a petiod of training WAS NOT completed in a satisfactory manner, please provide a separate dels iled
narrative explanation. -The following information is provided to certify "satisfactory” compieticn. PLEASE SEE THE REVERSE FOR A D =FINITION
OF "SATISFACTORY."

Name of Faciiity:

_ Address of Facility: )
Harbor-UCLA Medical Center 1000 W. Carson St.. Torrance CA 9D509
Name of Program Director. = Telephene Number: A
er ;ﬂmjrner,} M.D. ' (310) 222-2903

[ Signature o% W Data Signed: r
TN | 12/10/01 "

List Categorigal ialty Area of Training Gompleied byTraines Date Training Commenced. : Date Tralning Compiated: R

mg Internship 7 / 6/24/68 ,/ 6/23/10 1

If the training was rotafing or fransitional, iist the specific rolations and the number of weeks spent in each (SEE THE REVERSE FOR INFORMATION ON BATISFYING THE
GENERAL MEDICINE TRAINING REQUIREMENTY: (bstetrics 16 weeks, Gynecol ogy 8 weeks, Surgery 4 weeks, i

Anesthesiology 4 weeks, Psychiatry 4 weeks, Emergency Médicine 4 weeks, General Mediciné
Wards 8 weeks .

PART 2: To be completed by the DIRECTOR OF MEDICAL EDUCATION and affixed with the official facility seat.
Name of the Dinactor of Medical Education:

Name of Facility:

Jerrold A. Turner, M.D, Harbor-UGLA Medical Center ]

"} Address of Faciity: —— . K
1000 W. Carson St., Torrance CA 90509 : ' - ’

Gity . . . State ) ] - Zip Code | Telephoowe Number; - ¢

(310) 222-2903 |

Attentinn: bi r of Medical Education! Do not $ign ang dale this form before the last day of any posigraduate training year which wit be wsed by the applicant & l for

licensure. This form may be signed by the current Dinector of Medical Education; # does not need o be signed by the person who was the Direclor of Medlical Eduestion §
ihe training listed abave. -

Notica to Applicant: it this form is used to verify postgradiate teainirg beyonit that which is reqﬁlred for Ficensure, this form ¢an be signed by the Direcior of Medical Edueation and

the Program Director befare the final day of trining. However, if you are licensed after the date upon which training was compleled AND if the farm wes signed befare 4
the: tmlr_r!ng yesd, 8 new form must be complated and submittad to the Medical Bodrd of California, '

3 .~ QFFICIAL HOSPITAL SEAL OR NOTARY SEAL, DATE ANC SIGNATURE
a2 / MUST BE AFFIXED IN THE BOX TO THE LEFT TO CERTIFY TRAINING. '
» H
B v C I hereby deglare nder the laws of the State of California that the above stataments are
. true and dorred} and m is approved by the ACGME or the RCPSC to offer thejtype and
2 level of trainin & appligant and that the applicant was trained in an approved AGGME or
= - ram position.
; . , _ Qgra ;
g Signature Wﬂr of Medical Education: Date Signed:
a
z 12/10/01
07A-100-L3 {Rev. 301)
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STATE DEPARTMENT OF CONSUMER AFFAIRS
INTERNET CASHIERING SYSTEM
MEDICAL BOARD OF CALIFORNIA
SUPPLEMENTAL INFORMATION REPORT

From Date: 04/30/2009 To Date: 04/30/2009
ATRISUPPINF
20-AUG-15 15:33:19
Person Id : 521867 Name : Berman,Ronald
Question Answer

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

| Have Cﬁmbletéﬁ 12 Hours. Of Pain Managemehmnd End-Of-Life Garg:.

| Am Exempt From The Complet\on Of 12 Hours Of Pain Management And End Of- Llfe Care
Continuing Education Requirernent Because | Am A Readiolegist Or Pathelogist.

Only For Géneral, lhfe”rm*sfs And Family Physiolanis Who Have 26% OF Thir
Years Or Older: | Ma .
Cars Of Older Patienits: Click Mo If: Not Applisable. -

Enter Name/Address Of Fac:luty Where You Or Your Immed\ate Family Hold Financlal Interest. Type
"None", If None Held.

[ Eartify Urder Penalty Of Perjury Under The Laws &f Ths State Of Cahfo’rhla That The Informgtian
Coritalivad In This Application Is True And Correct.

| Have Read My Profile On The Medical Board Web Site At Www Mbe.Ca.Gov And Acknowledge The
Information Contained Therein As Current And Accurate.

Since You Last Renewed Your License, Have You Had Any Livgnse Dissiplined By A Governitiient
Agency Or Other Disciplinary Body: Cr, Have You Been Convicted Grime It Any State, The Y-8
A And [ta Terrltorigs, Militafy Gourt Or A Foreign Country? ' P

Total Questions Asked For Person : 521867 8

r Batient Population Aged 85:. =
A% Least 20% Qf The Reqmred Crig ln @eriatric Medgite Or The -,

YES

VES

NO

- NO

YES
YES

NO




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

From Date: 05/04/2011 To Date: 05/04/2011
ATRISUPPINF
20-AUG-15 15;25:03
Personid : 521867 Name: Berman,Ronald
Question Answer

| Have Completed Cme And Can Document Not L.ess Than 50 Hours Of Approved Cme For The Two-
Year Period Immediately Preceding The Expiration Date Of My License. Or | Meet The Conditiohs
Which Would Exempt Me From All Or Part Of The Requirements.

I'Hava Completed 12 Hours Of Pain Management And End-Of-Life Cara,

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

Only Pet.Gengral Interists And Family Physiciahs Who Have 25% Of Their Patierit Pepuiation Agad 65
Yeurs Or Older: | Have Completed At Léast 20% Of The Required Cme In Genatne Medlcme o]y The
Care OF Qlasr Patisiits: Clisk N f Not Apslicatle,

Enter Name/Address Of Facility Where You Or Your Immediate Family Hold Financlal Interest Type
"Nene", i None Held.

| Certify Unider Perially Of Perjiry Uridet Thi Lawd-OF The Qtat
Contafned In This Application Is Trus And Correcf. ' :

I Have Read My Profile On The Medical Board Web Site At WWW Mbc Ca Gov And Acknowladge The
Information Centained Tharein As Current And Accurate.

Since You Last Renewed Your License, Have You Had Any License Disciplined By A Gaverinant
Agency Or Other Diselplinary Body; O, Have You Been Convicted Cf Any Crime Ini Any Stats
A And lis Terrltories, Milltary Court OF A Forelgn Country?

Total Questions Asked For Person : 521867 8

YES
YES
NO

NO

NONE

YES

N




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

From Date: 04/26/2013 To Date:  04/26/2013
ATRISUPPINF
20-AUG-15 15:28:35
Person Id : 521867 Name : Berman,Ronald
Question Answer

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

| Have Completed 12 Hours Of Pairi ManageméntAnd End-Of-Life Care.

| Am Exempt From The Completion Of 12 Hours Of Pain Management Ang End-Of-Life Care
Continuing Education Reqmrement Because | Am A Radiologist Or Pathologist.

Only For Gerig i 26% OF Thelr Patient Popuilation Aged 86
Years Or Older: | Hava Completad At Least 20% Of The Refuired Gine I Ger tatric Medmme Or The
Gare OF Older Patients Bllok-Ne 1f Nt Aoplizable.

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

[ Certify Urider Penalty Of Perjury Under. The Laws Gf The: %tate Of California That The Infmrmatlon
Contalned |n This Application Is True And Correct, -

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

Since You Last Renewed Your License, Have You Had Any Licéhs
Agency Cr Other Biisciplinary Body: Or, Have You Beert Gonv cted
A And Its Territor(ds, Military Gourt Or A Farsign Countiy?. . -

stiplined By A Governitnient

Total Questions Asked For Person : 521867 8

i y Cr“me In Any Stafe; "i'he u S "

YES

YES oo

NO

~ NO

“'NO'N-E

YES
YES
NO



- Application Summa

330715 10:43 AM Page10f2

License Type: Physician and Surgeon A

License Number: 23897

File Number:

Application: Physician's and Surgeon's Renewal

Application Number:
Applicétion Date:

First Name: RONALD
lLast Name: BERMAN
Birthdate: R
Gender: Male
Addresses

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 be displayed.

Questions S e
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 part of the CME requirements, or

you hold a permanent CME waiver?

| certify under penalty of perjury, under the Yes
laws of California, that | have disclosed the

names of those health-related facilities in

which I or my family have a financial interest

OR 1 declare under penalty of perjury | have

no financial interests to disclose.

I TSR THRIIRR TR AR
1427737368095




3/30/15 10:43 AM

ily-Bhysician 1
Voluntary Fee:

Attachiments =

Physician Suivey
Are you retired?

Activities in Medicine

Patient Carre 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

Biennial Renewal Fee

DUE TO CURES FUND

Steven M. Thompson Physician Corps Loan

Repayment Program

Total Amount Due;

Page 2 of 2

Administration - 1-9 Hours

Patient Care - 20-29 Hours

Zip: 95949 County: NEVADA

Zip: County:

Zip: 96816 County: SACRAMENTO
Zip: County:

Not in Training

Obstetrics and Gynecology - Primary

American Board of Obstetrics and
Gynecology - Obstetrics and Gynecology

4 Years

Eurdpean

None

Cultural Background - No

Foreign Language Proficiency - No

Gender - Yes

$783.00
$12.00
$25.00

$820.00

ntil payment is

answers, and representations provided, including supplementary attached hereto, are true,

complete and accurate.

Signature:

Date:

(NI L gL ALKOI N
1427737380895




