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Please print or type the namets) and addressles) of each
health—related facility in which you or your immediate family
have a financial interest. 1f more space is needed, please
attach additional fistings. If you have no interests to declare,
please write “none” in the area below and sign your names on

o A P . ) I f this document at G.
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STATE OF CALIFORNIA i
DEPARTMENT OF CONSUMER AFFAIRS
PO BOX 942520
SACRAMENTO, CA 94258-0520
SMBCLS 02728708
: Csc,m;m MEDICAL BUARD OUF CALIFD H 1A LICENDE HRENEVWAL AFFLILAILIRJIY
A PHYSICIAN AND "SURGEON
Congumer
- D.Continuing Medical Education (CME) Certification Statement 1 CERIIY UNDER PENALTY OF
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F. [ ¥ES | WiSH TO CONTRBUTE
525 FOR THE FAMILY PHYSICIAN
TRAINING PROGRAM

PERAURY UNTen Ink LAV U8 G A e e S = iy
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LICENSE NO. EXPIRES ) STREET
FE 65657 05/31/08 - it -
YOLUNTARY FEE = $ I ) !
TOTAL ENCIOSED -|§ s PHONE NUMBER ! } i
: G. FINANCIAL INTEREST STATEMENT |
RETIRED ALISA BETH GOLDBERG | CERTIFY UNDER -PENALTY GF PERJURY THAT ( HAVE DISCLOSED O
1055 COMMONWEALTH AVE THIS RENEWAL APPLICATION FORM [SEE. REVERSE FOR SPACE] THE !
NAMES OF THOSE HEALTHARELATED FACILITIES IN WHICH ! OR MY :
305TON MA 02215 ] FAMILY HAVE A FiAN TEREST OR | CERTIFY UNDER PENALTY i
OF PERIRY 1 HRVE Np JAANCIAL INTEREST TO DISCLOSE, :
Algnature reqiirad hace _‘
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Please print or type the namels) and addressles) of each
health—-related facility in which you or your immediate family
have a financial interest. If more space is needed, please
attach additional listings. If you have no interests to declare,
please write “none” in the area below and sign your name on
the front of this document at G-
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STATE OF CALIFORNIA
DEPARTMENT OF CONSUMER AFFAIRS

PO BOX 942520

SACRAMENTO CA 94258-0520
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Please print or type the namels) and addressies) of each
health—related facility in which you or your immediate family
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attach additional listings. If you have na interests to declare,
please write “none” in the area below and sign your name on
the front of this document at
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DContinuing Medical Education (CME) Certification Statement: LCERTIFY_UNDER PENALTY OF
PERIURY UNDER THE LAWS OF CALIFORNIA TO THE FOLLOWING STATEMENT: | CERTIFY THAT { DO MEET EACH OF THE
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lLicense Type: Physician and Surgeon A

License Number: 65657

File Number: ' )

Application: Physician's and Surgeon's Renewal

- Application Number: - S -
Application Date:

First Name: | ALISA
Middle Name: BETH

Last Name: GOLDBERG
Birthdate:

Gender: Female

License Related Addresses
Confidential Address (Optional)
Name:

Address:

License Specific Public/Mailing Address {Required)

‘Name: GOLDBERG, ALISA BETH
Address: 1055 COMMONWEALTH AVE
BOSTON, MA
02215

Phone Number:

Questichs
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 ifs

territories, military court or a foreign country?
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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
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 =~~~

ho. financial interests to disclose.

Are you retired?

Activities in Medicine

Patient Care Practice Location
Telemedicine Practice Location

Patient Care Seccndary Practice Location
Telemedicine Secondary Practice Location
Current Training Status

Areas of Practice

Board Certifications

FPostgraduate Training Years
Cultural Background
Foreign Language Proficiency

Web Site Profile

Yes e

: No

Administration - 10-18 Hours
Patient Care -10-19 Hours
Research - 10-19 Hours

Teaching - 10-19 Hours
Telemedicine - None

Zip: 02215 County: OUT OF STATE
Zip: County:

Zip: County:

Zip: County:

Not in Training

Obstetrics and Gynecology - Primary

American Board of Obstetrics and
Gynecology - Obstetrics and Gynecology

6 Years

White

Spanish

Cultural Background - No

Foreign Language Proficiency - No

Gender - Yes
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DUE TO CURES FUND $12.00

Steven M. Thompson Physician Corps Loan $25.00
Repayment Program

Total Amount Due: $37.00

yment is received.

| declare under penalty of perjury_under_the laws of the State of California that alf statements,

answers, and representations provided, inciuding supplementary attached hereto, are frue,
complete and accurate.

Sighature: Date:



