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STATE OF CALIFORMIA — STATE AND CONSIMER SERVICES ABENCY PETE WILSON, Gavamey
o~  2inENED MEDICAL BOARD OF CALIFORNIA
e SATEAMENGG LICENSING PROGRAM L

1426 Howe Avenus, Sacramento, CA 95825.-3238 .
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Please REAlilélnnstructions prior to completing this application. ALL guestions on this application must be answered, and gl
_supporting documents must. be submitted with this application as per instructions,
Pleasa typs or print neatly. When space provided Is insufficient, attach additional sheets of paper. MBC USE

: : i ih AR S
2. Other names you have used (include meidan namel):

(h“ﬂ&‘ : '@Q
A. Address: Number and Strast/Rural Houto (include apartment nurmiber, if any)
) Baadsevrg  base
)

State . Zip Code Count

B. Sex: ' @ Female [ Mal

Ci .

v Weoe 2B 4e e Ooy Ly RN
B. Telaphona Number: 7. Date of Birth: Mao/Day/Yr B. caomia Devar's License Numbsr, it appiicabla:
Home: B ) NUMBER (3.5 EXPIRATION
Work: ] . Place of Bith: © o
9. Areyou a U.S. citizen? ' @ Yes O No

If you are aninternational medical schoo! graduate, you must provide an orlginal full and unrestricted license to practice medicing in anothar
state or country, OR official documentatien of U.5. citzenshi, OR ah official [peclaration of Intent to become a U.S. citizen.

10. Have you ever fited an application for physician and surgean exémination or licensure in Californiaz [ Yes 8 No
I YES, PLEASE GIVE DATE PREVIOUS APPLICATION WAS SUBMITTED AND ATTACH ANY APPLICATION MATERIALS YOU MAY HAVE RETAINED.

T1A. List the names and addresses of all colleges or universities attended where pre-professicnal, postsecondary
Instruction was recelved, Please submit official transcripts with the school seal affixed for each schoo! attended.

Natne Address Dates of Attendance
ATy Wa g (el tae VOO WA M Whoy A ANE, TRLBY ToWE AL Y 84 Tk - 5 BT
ety Gollesy f Mauvpakl VNS ted  (omverTRUe . M York The- s
) ) i T ey
NOLYAEO UL OT, MEE | 2T ShaTucd SRed, BosTom, maag vty W= 716

1B, Check whether the following premedical courses were suscessfully completed and show where completed:

l Course Yes | No Name of Collage or University
| Chemistry L G Gobeyg o Mies Qo MaaAgonde, a .
| Physics “ rrapmmounnt Cotlcege. TTarrnTows, sty
Biology or Zoology - P Cabesg B Mia Merndl) ek fuade, o |
12. List the names and addresses of all schools whera professional medical instruction was received, and, where applicable,

the degree awarded. PLEASE SUBMIT: 1) an ariginal Certificate of Madical Education {Form L2) and official transeripts with ths signature
of tha dean or registrar and the school saal affixed from sach school attended; and 2) an orlginat medical diplotna and a photocopy.

School Name Addrass Place of Instruction Dates of Altendance Dagrue Awarded
Ao NEowt (25 Taadivek gy MALL Geatast  Hongmat e ¢ wA O
4 meh bl Bus e, mats Oue] PeT0n g T vesptal * h )

B ndwn g i s rd [lpfipt
Lt Faveas b gL -

Name of Madical School Address of Medical Schonl Exact Date of lssuance

Waqesnd meswse 25 §hatiuce © ARk
] B a¥m, 3L DLy

# MANDATORY DISCLOSURE OF SOCIAL SECURITY NUMBERS ’
Diacissure of your rocial eacurity number lor tederal employar dantifieation ruraber [FEIN], if you afe a parmership) [@ mandatory, Section 30 of the Business and
Profassions Codo and Public Law 84-455 (42 USCA 2051cH2)(C)) authorles esliection of your social macurity numibsr, Yol soclal sacurlty Wumber or FEIN will be s B A
usad exchusivaly for tax onforeement purposen; for purposes of compllunes with any judgment oy arder for family suppert in Rccurdance with Section 11356,8 of M ﬂ o
the Weitere and iretivutiona Cada, or far verification of licersure of sxsmination atatig by & hieerising or oxamination entity which utilizes a natlonal axamination :
and whevs Bobheure Ja reciprocal with the fequesting atate. |f yau fall ts discloge your sacial segurity rmbser or your FEIN, your application For Initlal licenaure wilt
net ba processad ANB you will ba reported to the Franchisa Tax Beard, which may angeng & 3100 panalty againet vou. Schionl Code

UTA-100 (Rev. 297)




13. Have you taken any of the following written examingtioris:. National Boards, nther state boards, USMLE, SPEX, .~ [i
FLEX, or LMCC? ~ . B Yes O Noft ,f
IF YES, LIST MAME, LOCATION, DATE AND RESULT OF EXAMINATION, SUBMIT AN ORIGINAL OFFICIAL ExaMINATION HisToRY REFORT FRoM EACH '

EXAMINATION AGENTY. APPLICANTS WHO HOLD CERTIFICATION THROUGH THE Ebucanona. Commission Fon Foreen Meicat BraouaTes (ECFMIG).
WILL NEED TG SUBMIT AN QRIGINAL VALID ECFMG CERTIFICATE FRION TO WRITTEN EXAMINATION AND LICENSURE,

Examination Losation , ., Date
(e We &ty
VAT enal Boacos | Doyl mem ‘ eanT2 G J
e Y Tl
14. Have you ever been licensed tn practice medicine in any state or country? @ Yes O No

IFYES, ST STATE OR COUNTRY, LICENSE NUMEER, DATE ISSUED AND DATES OF PRACTICE IN EACH [SSUING AGENCY'S JURISDICTION, SuemiT A LETTER oF Ei};%“’
GaoD STANGING FROM EACH STATE IN WHICH YOU ARE OR HAVE BEEN LICENSED. PLEASE NCLUDE TEMPORARY, TRAINING, OR PROVISIONAL LICENGES.

b et

State or Countiy licenee Number - Date of lszuance | Duates of Practice in that Jurisdictian ‘ SE
oA SSadnrse q4$2183 ' N7 M L8 i
T——r—— T T |

Comae Tt o3 M bo wle Tt 1189 > cov rawTChivie) -;
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15A. Are you currently, or have you ever been, a participant in a postgraduate training program in a facility in the U.S. :

or Canada? : MW Yes O No i‘gi

Ir YES, UST NAMES AND ADDRESSES OF ALL FACILITIES. SUBMIT AN ORIGINAL CERTIFICATE oF COMPLETION oF ACGME/CCME PosTeRADUATE
Taammna {Form LIA/B) FRoM EacH FaciLiry. [Do nwov compiete Form L3A/BSs To DOCUMENT TRAINING RECEIED IN RESEARCH FELLOWSHIP
PROGRAME.} ALL TRAINING MUST BE 1ISTED, REGARDLESS DF WHETHER R NOT IT WS SUCCESSFULLY COMFLETED OR WILL BE USED TO MEET LICENSING
HEQUIREMENTS.

Facllity Nams Address Type of Setvice Datea of Attendanca
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15B. Have you ever withdrawn from, or been suspended, dismissed or expelled from a medical school or postgradyate Eﬁﬁlj fs; j
training program? . Yes: ‘No [la 1

| ever held, or is any such action pending? Include any disciplinary actions by the U.S, Military, U.S. Public Health Serviceor

16. Have you evet been charged with, or been found to have committed, unprofessianal conduct, professional s
incompetence, gross negligence or repeated negligent acts or malpractice by any medical licensing koard, other agency, or i

i $ I
i i

hospital or has any disciplinary action ever been filed or taken regarding any healing ans license which you now hold or have %:

other U.S. federal governmental entity.  IF YES, aive peTans seLow, Yes Na

State Date . Chirge Disposition

YTA-100 (Rov, Z/9T)
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17. Hasa clalm or action famiamages ev.er been filed against you in the course of the practlce of medicine or any other
healing art which resulted ina malpracma%ettlement, judgernent or arbitration award of over $30,000.007 Yes No
IF YES, civE pETALS BELOW - T
Mame of Claimant - |+ Lacmcm-nf Courf Briof Dosotlption ¢f the Facts
Eorca  Qeaphes T
Lagopage Smith rak Aﬂ"’*"‘""‘J\
BBy WM.SKy SheeT

18. 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, country, or L.S. federal jurisdiction, or is any such action pending? " Yes No
IF YES, GIVE DETAILS BELOW.

State or Country Date of Denlal Reason for Denial

19. Have you ever voluntarily surrenderad a license to practice in the healing arts in this or any other state, or voluntarily
surrendered your narcotic {controlled substance) permit (state or federal) to any licensing board or any other agency, or is any
such action pending? , Yas No

20. Have you ever had staff privileges in a hospital denied, suspended, limited, revoked or not renewed for madical -
disciplinary cause, or resigned from a medical staff in lieu of disciplinary or administrative action, or is any such action i
pending? . Yes No f;

21, Do you have any condition which In any way impairs or limits your ability to practice mediging with reasonable skill and
safety, including but not limited to, any of the fallowing? : Yes No |

IF YEes, PLEASE CHECK THE APPROPRIATE BOX{ES) BELOW:

8 A condition which required admission.to an inpatient psychiatric treatment fagility..- !
O Alcohol or chemical substance dependancy or addmtmn.

9 Emgtional, mental or behavioral disorder.

B . Other (explain): -

‘FOR ANY OF THE BOXES CHECKED ABOVE, PLEASE BUBMIT COMPLETE OFFICIAL MPATIENT AMD OUTRATIENT TREATMENT RECORDS, EVIDENCE OF ONGOING
REHABILITATION TREA‘I'MEMT, AND A PERBON.KL WRITTEN EXPLANATION '

QUE (ON.22: Far any pnsili\u, rasponse ta the following tluestion, I rovivle ALL afficial decumeition regarding the matter in

i written explans If app 2, a6 applicant should also provide oflicial hearing/¢ourt daout and ariginal fetters of
Pwl;ldndhon fromy appropriate ntmln al s L,hunl or tmmmq pruqrnm directors.

22. Have you ever been conwctad of or pled noia uontendere to any violation trnclucllng misdemeanors and felonlesi of any
- federal, state or local law of any state, the United States, or a foreign country or any. violation relating to the possassion, use,
.ilegal sale, transportation, manufacture, distribution or dispensing of controlled substances, or is any such action pending?

(Exclute violstions of trafﬂr: laws, including speeding, which resu!zed in fines of $300.00 or fess.} If YES, give details below.
Yes No'

You aRE REQURED TO LIST ANY CONVICTION THAT HAs BEEN SET ASIDE AMD DISM(SSED QR EXPUNGED. N ADDITIDN TO CERWED COURT DOC-UMENTS,
BEPARATE LETTER EXPLAINING THE DETAILS OF THE OFFENSE IS REGUIRED. . )

Violaticn and Loeation Data Penalty or Disposition

074100 (Rev. 2497)




PHOTO DECLARATION

i hersby declara under penalty of pasury

under the laws of the Stata of Califomia,

that the photo of mysalf attached hareto,
' : taken on or about

— e
.my age then being __ ___ yaarg;
iy color'of italr_
my color of ava;_ . —
oy height _ . fe__in.

my waight lhe.;-

and Identifyino marks ara

BOTTOM OF PHOTO

Namice: ALL ITEMS IN THIS APPLICATION ARE MANDATORY; NONE ARE YOLUNTARY, FAILURE TC PROVIDE ANY UF THE REQUESTED MNFCRWATION WILL DELAY THE
PROCESSING OF YOUR AFPLICATION. THE MNFORMAYION PROVIDED WILL BE USED YO DETERMINE YOUR QVALIFICATIONS FOR LIREMSURE FER SECTIOI\i 2080 DP THE
Cavurornia Business anp Proressions Cobe, WhHICH AUTHORIZES THE COLLECTION OF THIS INFORMASION. THE INFORMATION ON YOUR AFPLICATION MAY BE
TRANSFERRED TO OTHER MEDICAL LICENSING AUTHORITIES, THE FEDERATION oF STaTe Mebical, BoARDS, OR OTHER GOVERNMENTAL OR LAW ENEORCEMENT
AGENCIES. YOU HAVE THE RIGHT TO REVIEW YOUR APPLICATION SUBJECT TO THE PROVISIONS OF THE INFORMATION PRACTICES AcT.

Tue Procram Manager oF THE Licensine Proakam IS THE CUSTODIAN OF RECORDS.

NOTARY:
STATE OF (“,Imfmac A op b )
COUNTY OF _N¢w Hruwen )

™ ARY | GatTTel _being duly sworn, says : She is the person referred to in the foregoing

FRINT FULL NAME OF APPLICANT )
application for a physician and surgeon’s certificate in the state of California and that S he has carefully read and theroughly
understands all the requirements therein, and that the statements made hersin and all artachments are true and correct under penalty
of perjury under the laws of the State of California. S He requests that the Licensing Program of the Madical Board of California
initlate a review of the records to dstermine his/her eligibility for examination, pastgraduate training or licensure in California, In
making this request, 5 he authorizes the release of any information or records held by any individual or agency, relative to his/her
training and qualifications as a physician and surgeon, upon request by the Medical Board for use in evaluating hisfher application.

\MM-\,\ )—’\mg\

SIGNATURR\OF APPLICANT (WRITE FULL NAME NOT INITIALS)

Signed and sworn to be{gra«ﬁre“this__ &) day of _ @b 1947 .
i S dﬁﬁg%-;#éﬁéﬁgmm_
r T 1 SIGNATURE OF NOTARY PUBLIC _
| R e F |§ ADDRESS
| R [g My commission expires 2. '-;DI'”ﬁ'D

- W e - T -
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STATE OF CALIFORNIA == STATE ANDODNSUME:R SERVICES AGERGY ' . ) PETE WILSON, Govarnor
Stoeival -

r MEDICAL BOARD OF CALIFORNIA iV
m‘:ﬁ,&c ;;8’5*‘" Ng{% LICENSING PROGRAM wr{*n{u.%m *f-.;
ConsumeitIALITY ASSU"&‘ANCE ' 1426 Howe Avenue “»;f:\f' fﬂ” :} ¥
Aftairs Sacramento, CA 95825-3238 CALFC 14

97 M’R |8 ﬂH g, 35 (918) 263-2499 U p, R | 7 Pff 12 n
DIVISION GF LICENSING CERTIFICATE OF MEDICAL EDUCATION

MEDICAL SCHOGL. DO NOT CQNPLETE IF PHOTOGRAPH OF APPLICANT/STUDENT 18 NOT ATTACHED BELOW,

) e o
This certifies that WA~ & aT e of B2\ thwwidg Srrwdd T auawn | pnrolled in
FULL NAME OF ARBLICANT ' ADDRESS WHEN ENRou.sD [ T T P
WRAVALD WiBescat 5 cliond BoeDy., oSS
NARAE OF MEDICAL SCHQOL N LOCATICN
onthe 7 day of __September 19 72" and was granted the following credits on enroliment:
. MONTH

Premedical Education:  Two years of preprofessional postsecondary aduaation, including the subjects of physics, chemistry,
and biology (Business and Frofessions Codes Section 2088.

Marvmount College ‘ 19638
EDUCATIONAL INSTITUTION DATES

Advanced Cred'r;s: Cradits previously ohtained at an approved medieal, dental, or osteopathie schoof.*

MEDICAL SCHOOL TOTAL CREDIT2 DATES

The undersigned further certifies that the records of this institution.show that § he attended in this institution
_ SFECIFY NOMEER
| yéars of resident instruction of 36 weeks sach, completing at least 4,000 hours, of which at least 80 percant actua!

NL!MBER OF WEEKS
attandance is required, in the subjects set farth hereunder (Business and Professions Code Section 2089), and that;

gfﬁhe was granted the degree Bachelor/Doctar of Medicine by " OR D___he withdrew from

the above mentioned medical school on the 7 day of T RE R w

MONTH

Anatormy Dermatology ' Praventive medicine, including Nutrition

Otalaryngology Embryology Physical Madicine

Ohstetrics and Gynacology Histology Therapautics

Radiclogy, including Radiation Safaty Human Sexuality as defmed in Section 2080 Neuroanatemy

Tropical Medicine Medicina Child Abuse Detection and Treatmsnt

Physiclogy Surgery, including Orthopadic Surgery Guriatric Medicing

Blochemistry Urology Padiatres

Pathology, Bactarioiogv and Immunoiogy Psychiatry Pharmacalogy

Ophthalmoldg . Neurology Anesthesia

Aleoholism and Chemical Dependancy Family Meadicina®*
Spousal or Partner Abuse Detection & Treatmente+ ¢

" ¢ Each school where professional medical instruction was received MUST complete ong of -
thesg forms. If mere than ane school was attanded, photecopies of this blank form may
be made and used. Note that photograph and all entries to the form must be original.

¢ ONLY applicable to medical students who graduate from medical school on or
© after May 1, 1098

*++ ONLY applicable to medical students who enrolled in medical scheol on or after
September 1, 1994,

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

G FEEE ra;-z-‘:-ah. 25
Madica t b
P E e A LN L <3~Jt€ .-

Signed and the school zﬁpaffr ?:%fy of April

—Carol A, DUffey, Registtar

BY

PRESIDENT, SECRETARY, DEAN
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STATE OF CALIFORNIA —~ STRTE ARD SONGUNER BERVICES AGENCY

S MED MEDICAL BOARD OF CALIFORNIA G Ey

= BQ&R_II‘UE'JE?,:"._‘,?E LICENSING PROGRAM ;iﬁ;c;{* 5&‘,%.

Consumer e 1426 Howe Avenua, Sacramento, CA 95825-3236 UEC ALY P'ﬂ;{‘
Wiors gAY -6 AM B: B2 (916) 263-2409

CERTIEICATE OERAMPLETION OF ACGME/CCME PoSTURABUNTE HRAINING

To be completed by the facility for every medicat school graduate completing postgraduate training In the Unitsd States or Canada,

Lagt Name of Traines : - Middta kiitia)
G‘k‘r‘ﬂﬂ—' PAAR A ’ A‘ '
Curront Addreas: ) Socls! Sacurity Numher

39 a aaberry  Lawe

City
U—00D Go DEe

Nam § Faoity
| E"z@&m £ Wfa Absp. WA 02775~
: ¥ hone Nomber:
/? 732~ %’7 3
Date Glgnad:
Yt b
List Catogorical éeddty Aron o\‘ Twlnlng Complstad byTralnee: ’ Date Tralning Commenced; Datg Tralning Comnplotod:
20e/76 EN T
If the training was mtating or trancitionnl, list the speciile mtaﬂun; and lh;/nmnhar of wasks spent I each tSf}E THE REVERS/E?FDR INFORMATION ON ;hTBFY?INC; THE
GENERAL MEDIGINE TRAIWING REQUIREMENT): Hif2s« Y3492~ Tan Pl 1 F - S o 08 Pl 11275 - F
T/ Fv— t2{¥olTe — &wza G, 72 POy 71 = DV Sl iefa 1~ Oy 9173 ke
tirlq1-3 /ao/n - a-é./ trtrs FT-v3A 30 )2 TNy [ B m 1243013 -G;',’ Al -‘//Mw o

el T8 6 3475 08 : ;__n/ﬂ»—-sr/ﬁfn -

T L Baly

Faollity.blamne:

21 Gopfrnn v Wrynen, .‘: /%5%447%_ |

Fm:lllt'..v Mlltau E s 37__

Telaphone Humber;

| (5/7} 734 ’

4043

ATTENTION PROGRAM D[BEGTQRI
IF TRAINEE 18 IN HIS/MER FIRST YEAR OF POSTGRADUATE THAINING,

- DO NOT SIGN OR DATE THE STATEMENT BELOW UNTIL
Aﬂgﬂ THE COMPLETION OF THE TRAMEE'S LAEJ'_AY. OF 'rnAwmn

| hareby declare under penalty of par]ury under the laws of the State of California that the above
statemearits are true and ootrect and that the training program iz approved by tha
ACGEME or the CCME to offer the typs and level of training compiated by the applicant
and that the applisant was trained in an approved ACGME or COCME pregram position.

Bigﬁra of Direator of Medival Education: - Date Slﬁl'lﬂd
P , K + . ; ) ; %/?7
OFFICIAL HOSPITAL SEAL OR NOTARY SEAI., DATE AND BIEN'KY UﬁEMUST éE AFFIKED TO CERTIFY TRAINING,

\"‘-J “u




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

From Date: 08/16/2009 To Date: CB/1€/2009
ATRISUPPINF
22-JUL-15 09:30:00
Personlid : 621033 Name :  Gatter,Mary
Question Answer :
| Have Completed Cme And Can Document Not Less Than 50 Hours Of Approved Cme For The Two- YES

Year Period Immediately Preceding The Expiration Dats Of My License. Or [ Meet The Conditions
Which WouIdExempt Me From‘AH Cr Eart Of The Requtrements

| 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,
ia"You Last: Renew : U Lloanse Hay i

Enter NamefAddress of Facmty Where You Or Your Immediate Family Hold Financial Interest, Type
"None" If None Held. o _ e _ !

. Al =
f Have Read My Profile On The Medlcal Board Web Slte At Www.Mbe.Ca, Gov And Acknowledge The YES
\nformatlon Contalned Therein As Cutfrem And Accurats, .

Total Questions Asked For Person ; 8



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

From Date: 08/15/2011 To Date: 09/15/2011
ATRISUPPINF
22.JUL-15 09:34:27
Person Id : 621033 Name : Gatter,Méry
Question Answer
| Have Completed Cme And Can Decument Not Less Than 50 Hours Of Approved Cme For The Two- YES

Year Period Immediately Preceding The Expiration Dats Of My License. Or | Meet The Conditicns
Whlch Would Exempt Me From All Or Part Of The Requlrements
i Brteh g e 0

| Am Exempt From The Compﬁetlon Of 12 Hours'Of Pain Management And End Of-Life Ca
Continuing Education Requirement Because I Am A Rad\ofoglst Cr Pathologist.
'éra] Infernisty And Famil i

Enter NdmeIAddress Of Facﬂlty Where You Or Your Immedlate Famlly Hold Fmanc:al Interest. Type NONE
"Nong", if None Held.

|.Cartify Under Pefialiy OF Perjury Under The Laws OfThe Sta
Contained In This Application ¢ Tie And Colregk, -

| Have Read My Profile On The Medical Board Web Site At Www.Mbc.Ca. Gov And Acknowledge The YES .
Informatlon Contalned There In As Current And Accurate
joE y \ i 1

Total Questions Asked For Person : 3



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

From Date: 08/02/2013 To Date:  09/02/2013
ATRISUPPINF
22-JU1.-15 09:35:14
Person Id : 621033 Name: Gatfer,Mary
Question Answer
[ Have Completed Cme And Can Document Not Less Than 50 Hours Of Approved Cme For The Two- YES

Year Period Immediately Preceding The Expiration Date Of My License. Or | Mest The Conditions
Which Would Exempt Me From All Or Part Of The Requiremenits.

{ Am Exempt From The Completon Of 12 Hours Of Pain Management And End-Of-Life Care No
Continuing Education Reqmrement Because I Am A Ra.clilologist O_r Pathologlst

onl Y. For Genera! lntermsts 3
Ol

Enter Name/Address of Facmty Where You Or Your Immed:ate Family Hold Flnanmal lnterest Type NONE
“None", If None He]d
-'C Aty nde

sl Sppi
| Have Read My Proflle On The Medical Board Web Site At Www Mbe.Ca. Gov And Acknowledge The YES
Informatlon Contalned Tharein As Current And Accurate o

Total Questions Asked For Person: 8



7/18/15 710 PM Page 1 of 3

License Type: Physician and Surgeon G

License Number: 84331

File Numbet:

Application: Physician's and Surgeon’s Renewal

Application Number:

Application Date: 07/18/2015 (mm/ddiyyyy)

First Name: MARY
Middle Name: A

l.ast Name: GATTER
Birthdate: sk ook ik
Gender: Female

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.

Since you last renewed your license, have No
you had any license disciplined by a

government agency or other disciplinary

bedy, 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 successiully completed, and can Yes
document, the mandatery courses and hours

of CME within the last twe 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?



7/18/15 7:10 PM

[ 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.

ily

\/oluntary Fee:

Amount - %$25.00 Minimum:

P

h Survey
re 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:

Fees
Biennial Renewal Fee

DUE TO CURES FUND

Page 2ol 3

Yes

Yeé

25

No

Administration - 10-19 Hours

Patient Care - None

‘Research - 1-9 Hours

Telemedicine - None

Zip: County:

Zip: County:

Zip: County:

Zip: County:

Not in Training

Obstetrics and Gynecology - Primary

American Board of Obstetrics and
Gynecology - Obstetrics and Gynecology

4 Years

White

None

Cultural Background - No

Foreign Language Proficiency ~ No

Gender -Yes

$783.00

$12.00



711815710 PM Page 3of 3

Steven M. Thompson Physician Corps Loan $25.00

Repayment Program

Family Physician Training Fee $25.00

Total Amount Due: $845.00

Appli are t considered submitted for processing untif payment is received,

| declare under penalty of perjury under the laws of the State of California that all statements,
answers, and representations provided, including supplementary attached hereto, are trus,
complete and accurate.

Signature: Date:



