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STATE (OF GALIFORNIA — STATE AND cONSUMI;R SéR\ﬁCE& -AB'ENGY " GRAY DAVIB, Gavernor
s O " MEDIGAL BOARD OF CALIFORNIA e CAY |
"f.';'."'&..;... o 1426 Howe Avenue, Buite'54,5anramen_to. CA 95825-3236 ",,-’;‘Jg.v' -
Consumer TEL: {916) 263-2498/FAX: (816) 263-2487 Internet: www.medbd.ca.gbv ‘9 (0 di
Affalrs ’ . ;

PPLICATION FOR PHYS!

Please READ all Instructions priorto r:oﬁm'leting this application. ALL questions on this application must be answerad, and ajl suppanting documants must be
submitied as per instruclions. Pleage type or print nedtly, When Space provided is Insuflicient, attach additional sheats of paper. All altachmants are
Gonsidered part of the application, . :

FALSIFIGATION OR MISREPRESENTATION OF ANY ITEM OR RESFONSE ON THIS APPLICATION OR ANY -Mac use
ATTAGHMENT HERETO I§ A SUFFICIENT BASIS FOR DENYING OR REVOKING A LICENSE. oy

1.NAME: Last t Micidle ' Personal

First ) ]
1ZIRL2%) JENVEPEZ - preer) T
2. Other names you have used (include maiden name): ‘ .

3,_U.8. Boclal Securitv Number*

4A. PUBLIC ADDRESS; will be released by the Board to the public): Number and Street/P.0, BoxRural Route/Apariment Number, if any.

_£§00 W.C N STk - -

AB. {CQNFIbEN‘I‘lALADDRESB): Number and Street/Rural Route/Apartment Number, if any. lﬁbplicanfs must providea confidential street
address if a P, 0. Box is used as the Public Address in #4A ahave.] -

%ﬁﬂ@ e SINVBH- HOoE AVENIUE

" , Zip coc}e _ Couniry
LOS ANGELU=S CH- . qGoozq USA-
§. Telephane Number; - - e 6. California Driver's License Number (optioral);
’ Home: - NUMBER EXFIRA'I'I_ON
Woark: .

7. Data of Birth (Month/DayYosr) and Place of Birth;

AR 8N ARNY

8. Sex: O Make A Female 9. Are youa (LS. citizen? _ X Yes [ Mo
- . bl
10, Have you ever filed an application for Physlclan's and 8urga¢n'a‘axamlnaﬂm orllcensure in Californla? ey r‘{,’
) : ' _ , O Yes N0 [
IFYES, PLEABE GIVEDIATE FREVIOUS APPLICATKIN WAS SUBMIFTED. o 4] =y

g3

1. Listthe names and locations of all collsges or upiversitios attended whare pre-professional, Pestzecondary instruction was rgblveg

Pleass submit ufficial franstripts with the school saa) aSixed foreach school attended, Transcripts will not be returned. 3
. o] [y
_ Name Clty, State, Country Dates of Afiendanca E’ e e
ComellUniversity  THaca,NY o1 4SA (8o —efad 5 o It
' Sl ¥ > 5
4 :,, L [t 3
. . _ Trpe L %) "}__ |
12 Listthe names and locations of allschoolswhera prafgssiopal medicalinstruttion was received, and, whete applicable, the degree swarded, - Madigal
PLEASESUBMIT: 1)an original Certificate of Medical Edeation (Fonm L) and official iranscripts with the slgnature of the dean or reglstrar Edueation
’ and thi sehool seal affixed from eaeh schoal attanded; and, .
2) an original medicl diploma and a 5 1/2" x 19" rhotocopy (original dipforma will be retumed), - Trans
. Schoal Name City, State, Courry Dates of Attendance Degres Awarde ol )
o , _. B - .. y - T o iy y _ 9 N . . e N
Ceorgpe Warlington University Madtivgtr, OC USH e/t 7: 50 MBAT
L0 ( 0 - . )
- Name of Medical Schoa! , Address of Medical Schod) ExactDate ofissuance | 3
éea@c Wastinggon bmmrgfy} Wasgureytrn , pe. T 7
* MANDATORY DISCLOSURE OF .8, BOGIAL SEGURITY NUMSERS ' N
‘Digclosure uof your U.8. sotint security numbar 1s Merkladory, Baction 30 of bw Rusiness and Profewsion Coda and Public Law D455 (42 USCA 405{6HZNE)) euthorize | + &4
colloction of your sotial sectytty number, Your sock| beuxilymnbarwlllbawdmﬂvelyfwhxemmememmm Yor puipoge: of cumpliance with any judgment D c @ O 1 | j A

oF erider for family support In acoordanca with Bectian 17520 of the Famity Coda, or for wificalian of llcanaire or exiintion slabu by Hcansing or mxsmiration entily
whichulitizes s natiana) examinetion snd whera licerisure In recipiocal withrthe requading stata. [fyou fall o diseloas ytur social sacurtty number yoir application for indtial
licengure will not bas procensed ANI you wilt bo reporied to the Franchics Tux Board, which fay aszess a $100 pensily against you, Schaol Coda

O7A-100 (Rev, 3/01)
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MBC USE
ONLY

MYBS O e

IF YES, LI5T NAME, LOCATION, DATE AND RESULT OF EACH EXAMINATION; FAILUREE MUST ALSO BE DHECLOBED, EACH EXAMINATION AGENCY MUST SUBMIT AN ORIGINAL OFFICIAL
EXAMINATION HISTORY REPORT DIRECTLY TD THE MEDIGAL BOARD OF CAUFORMA, THESE REPORTS WILL NOT BE RETURNED, N

Exainipation ‘ ' Date Regult (Fass/Fail
UWslle eTep | o
Ue ML STEY ).

13. Have you taken any of the following writtan examinations; National Boards, other state hoards, USMLE, SPEX, FLEX, ECFMG or LMCC? Sxamination

Wiitien

USNLE STEP 3 |

14. Have You ever been llcanged to practios medicine in any state, territory, provinge, country, or .S, federal jurisdiction?
' : 3 ‘Yes No

IF YES, LIST THE JURISDICTION, LICENSE NUMBER, DATE IBSUED AND DATES OF PRACTIOE IN THAT JURISDICYION. PLEASE INCLUBE FERMANENT, TEMPORARY, TRAINING, FROVIZICNAL,
LIMITED LICENSE, OR PERMIT, AN RIGINAL OFFICIAL LETTER OF GDOD STANDING (LBB], OR COMPARABLE {IGENSE HIBTORY CERTIFICATION, | REQUIRED FOR EAQH PERMANENT,
TEMPORARY, TRAINING, PROVIZIONAL, LIMITED LICENSE, OR FERMIT OBTAINED IN ANY WL&. STATE, .8, OR GANADIAN TERRITORY, CANADIAN FROVINCE, OF 1.8, FEDERAL JURISDIC~

TN, EACH LGS, OR COMPARABLE CERTIFIGATION, SHOULD BE MAILED BY THE IS8UING AUTHORITY DIRECTLY TO THE MEDICAL BOARD OF CALIFORNIA,
Deates of Praclice n that Jurisdiction

Juriedictian License Number : Date of Issuance

Liganse
Data

o

e

IF YEB, LIST NAMES ANU ADDREBSES OF ALL FAGILITIES. SUBMIT AN DRIGINAL CERTIFICATE & GOMPLETION OF ACGME/RGPST FOSTGRADUATR TRANING (FairM L3A) FroM EACH

WAS SATISFACTORILY COMPLETED OR WILL BE USED TO MEET LIOENSING REQINREMENTS.

FAGILITY. {00 NOT COMPLETE FORM L3AS TO UOGUMENT TRAIMING RECENVED IN RESEARGH FELLOWSHIP FROGRAMS.) ALL TRAINING MUST BE LISTED, REGARDLESS OF WHETHER I

15. Do you hold any other professiona) license In any state, territory, province, ¢ountry, or .8, federal jurisdiction? 7 Yes No
| a &N
IFYES, FROFESSION; » LIGENSENOD,; + JURISLICTION; m :
: 1 N i B4
_ 2 TN qanaf
HAS THIS LICENBE: EVER BEEN REVOKED, OR SLEJECT TO.DISCIFLINE? IF YEB, PLEASE FROVIOE ALL OFFICIAL DOCUMENTATION REGARDING THE MATTER IN ADDITION 70 @m&zr}‘-_‘ -
EXPLANATIGN, YOU ARE ALSD REQUIRED TO REFORT ANY MATTER THAT IS PENDING OR IN WHIGH CHARGES HAVE BEEN DEQPFED OR EXPUNGED. -C; ) o m
- 3 vesw (B 2P ?
o — b
- i e > T}ﬁ;g;ﬂfuale
164, Are you currently, or have you ever been, a participant In a postgraduate training program Ina facility Iin the U.S, or Cananla? *~ - Yeaining bv:
(Youmustinelude every resldsncy, Intermship, and fellowskip, whether ornot completed.) W T b Nb{F
,El vesr O i

Fagility Name Address GCatagorial Specia!lyAma ' B Dates.of Attendancs

E-UCLA 1000 W.cARSON <T, |CSTETRICS § | 6fo1 — now

DRRANCE., (A ADSDE) BAYNECOLOGY

have you ever taken a leave of absence from such a school or proegram?

IF YOU ANSIVERED VES, BOTH APPLIGANT AND SCHOOUIPROGRAM MUST FROVIDE DETALS UM A SEFARATE ATTAGHMENT,

Yes - No

NAMEOF APPLICANT: DATE QF BIRTH:

NE fret” MM{?’Z FUEED

188, Have you everwithdrawn from, orheen suspénded. disnﬁsg;é& or axpelled from amedical school or pnstgraduate training program OR



r

BEC USE
ONLY

For all of the below, als¢ include any disciplinary actlons by the .S, Military, U.S. Publiz Health Sarvice, or other U.S. federal governmentat um“
entity. ' .

17A. Have youever bean charged with, or bean found to have sommitted, unprofessional conduset, profeasional incompatence, gross
negligencs, or repeated negligent acts or malpracilce by any medital licensing board, other agency, or hospital?

17R. Has any disclplinary action ever been filed ar taken, including but not limited to, informal or confidential discipline, consent orders, or
letters of warning, regarding any healing arts license which you now hold or have ever held? :

17C. Is aniy such action as described above pending? 17(A) Yes - No
. 178) Yes . No

IF YOU ANSWERED YES 10 17A, 178 or 17C, eroviDE DETAILS ON . ’
A SEPARATE ATTACHMENT. 17{C) Yes No

18, Has a claim or actionfor damages ever been filed against you inths ¢csurse of the practice of medicine orany ofhar healing art which

regulted in a malpractice setloment, judgement, or arbitration award of over $10,000,007
: I Yes No

IF YOU ANSWERED YES, PROVIDE DETAILS ON A BEPARATE ATTACHMENT.

19. ‘Have you ever been deniad a license, pennission to practice medicine or any other healing art, or denied pemnission
to take an examination in any stats, terrltory, country, or U8 faderal jurisdiction, orIs any such action pending?

=0, ™

Yes o
IF YOU ANSWERED YES, PROVIDE DETAILS ON A SEPARATE ATTACKHMENT, es 7

20, Have you evar valuntarily survendered a llcense to practice medicine orany other healing arts in this or ary other state, or voluntarily
surrendered your narcofic (¢ontrolled substance) permit (state or federal) to any licensing board or any other agency, or Is any such action

pending?
Yes No ¢
IF YOU ANSWERED YES, PROVIDE DETALS ON A SEPARATE ATTACHMENT.

21. Have you ever had staff privileges In a hospital denled, suspended, limited, revoked, or not renewed for medical disciplinary cause, or

resigned from a medical staff In Newof disciplinary or adyministrative action, oris any such action pending? _
YOU MUST DISELOSE ANY INFORMAL OR GONFIDENTIAL DISCIFLINARY AGTION. Yea Mo JZ{
—
. N
22. Do you have any condition which in ary way impairs or limits your ability to practice medicing with reasonable 'g - |
skill and safety, including but notlimited t, any of the followlng? : no= T
Yes TNe— O ;ﬂ
JF YES, PLEASE GHECK THE APPROPRIATE BOX{ES) BELOW: ! f; © el
' . . ' m B IO
O A condition which required admission to an Inpatient psychiatric treatment Tacility. cy = ::L:,
O  Alcohol or chemical substanes dependency or addiction, 2 e Lo
O Emotional, mental or bshavioral disorder, ' » P
0 Cther {explain: : _’: Lad -

FOR ANY OF THE BOXES CHECKED ABOVE, PLEASE SUBMIT COMPLETE DEFICIAL INPATIENT AND OUTPATIENT TREATMENT RECORDS, E\HE;ENCE OF ONGOING
REHABILITATION TREATMENT, AND A PERSONAL WRITTEN EXFLANATION,

'

FOR ALL OF THE BELOW, YOU ARE REQUIRED TO LIAT ANY CONVIGTION THAT HAS BEEN SET ASIDE AND DISHISSED OR EXPUNGED, OR WHERE & BTAY OF
EXEGUTION HAS BEEN ISSUED, ) .

23A. Have you ever been convicted of, or pled nola contendere to, ANY viclation (include every misdemea'nar orfolorty) of any local, state,
orfederal law of any siate, territory, country, or LS. fadaral Jurisdlctlon? )

"

23B. Is any criminal 2ction related to the above pending? 28(A) " Yes o

IF YOU ANSWERED YeS T0 23A Ok 23B, PROVIDE DETAILS ON A 23(8) © Yes ,

BEPARATE ATTAGHMENT,

NAMEOFAW% FCV M {[’3/)/[ M % g | DATED'FéI-R':'Hi : .

K
Ly




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 licansure per Ssction
2080 of the California Business and Professions Code,
which authorizes the collection of this information. The
_ information on your appllcation may be transferred to
other medical licansing authorities, the Federation of
State Medical Boards, or other govarnmental or Iam
enforcement agencies. You have the right to revie
your application subject to the provisions of the Infor-
mation Practices Act. The Chief of the Licensing Prg-
gram is the custodian of records. '

l J1h-100 (Rey 3/01)

Applicant
Declaration/Signature )
and NOTARY

STATEOF Cg%§5)4;£4m¢:auaf

COUNTY OF /1 {)

. l ; WCF&V- pd hé!l ng’o N ,being first duly sworn
J (PLEASE PRINT FULL NAME) T OATHOF BIRTH)

upon his/her oath deposes and says: that | am the person herein named subscribing o this application; that| havs read
the complete application, know the full content thersof, and daclare under penalty of perjury, that ali of the information
contained herein and evidence or other cradentials submitted herewith are true and correct; that | am the iawful holder of
the degree of Doctor of Medicine as prescribed by this application, that the same was procured in the regular course of
Instruction and examination, and that i, tegether with all the gredentials submitted, were procured without fraud or misrep-
resentation or any mistake of which | am aware and that | am the lawful holder thergof. Further, | hereby authorize all
hospitals, institutiofis or organizations, my refsrences, personal physicians, employers (past, present, and future), business
and professional assoclates (past, present, and future), and all govarnment agencles (local, state, federal, ar forgign) to .
release to the Medical Board of Callfornla of its sucéessors any Information, files or records, Including medf§ai recerds, |3
educational records, and records of paychiatric treatment and treatment for drug and/or alcohol abuse or d@enmcy,,ﬁ )
requested by thal Board in conhection with this application: or any further or future investigation by that Bogsd nesessary kot
determine my medical competence, professional sohduct, or physical or mental abliity to safely engage in Jhe prasticed }
medicine. | further authorize the Medical Board of California or its successors to release to the organizatidns, Iﬁvidgﬁlg, o)
or groups listed above any Information which is materiat to this application or any subsequent licsnsure, | INDERSTAND
THAT FALSIFICATION GR MISREPRESENTATION OF ANY ITEM OR RESPONSE ON THIS APPLIGATION'DR Q\g £
ATTACHMENT HERETO 1S A SUFF!GIWQIS FOR DENYING OR REVOKING A LICENSE., © e e

,, -
The applicant,

) - !

, » - o
A ;o 9

" (PLEASE 81GN FULL NAME, NOT INITIALS) ' '

Signed and sworr to before me this \-ﬁ " daeyof , LD R "f
. MO .

T T e 7 A‘v ‘!!!’5§;2£;4ha;

- 20,537 0 7

_{ feiad Fan : o L | &  SigNprEREOF NOPARY PUBLIE _

L~ o h _,*w_wq(-f 1§ AODRESS —2) L bstws e CFF TP 527
v Cot "

SIGNATURE OF APPLICANT:

————————— —_——— e e e e e e My commission expires %ﬂféf
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STATE OF BALIFORNIA— STATE AND CONSUMER BERVIGES ABENCY

® 290, ®

GRAY DAVIS, Govemor

BLeiw of
Qawrerria

e """"":"‘ 1426 Howe Avenue, Suite 54, Sacramento, CA 95825-3236
i B (916) 2683-2499/FAX (916) 263-2487

MEDICAL BOARD OF CALIFORNIA

: 03
Internet: www . mmedbd.ca.gov

L

CERTIFICATE OF MEDICAL EDUCATION “HSING pRocn

MEDICAL SCHOOL: PLEASE COMPLETE THIS FORM IN THE ENGLISH LANGUAGE

This carifies that

demncFW PuissD L

L
FULL NAME OF APPLIGANT P i sEATY NG | oA orsRT ooy |
-~
enrollad in 6.601' a?(/ WA‘S" 1 ”ﬁfm u/m ]V Wﬂsh/”h’]ﬂ% <DC/
MAYE OF MEQICAL SGHGTL “ LOCATION
cot Mg da
on the day of ¥ b 4 " and was granted the following credits on enrolimant:
bONTH YEAR '
Advanced Credits; ~ Gredlfs provioiisly cbiained af ar 6pgroved Fisdlba) damFal, S GeTEBPINE SEour™ S e
MEDICAL BGHOOL TOVAL GRECITE DATES
The undersugned further cerlifies that the records of this institution show that the applicant attanded in this institution 1
NUNBER OF YEARS

yaars of rasident instruction of / L)L
NUMBER OF WEEKS

attendance is required, In the subjects sat forth hereunder (Business and. Professions Code Section 2088), and that the applicant:

weeks each, completing at least 4,000 hours, of which at feast 80 percent actual

m/was granted the degres Bachelor/Doctor of Medicine by OR C] withdrew from

¥
the above mentioned medical school on the ;OM day of MM ) lD 0 / -
TONT, YEAR

Anatomy Embryology Physiesi Medicine
Otolaryngology Histology Therapautics
Ohbatotrics and Gynecelogy Human Sexuality as defined In Section 2000 Neuroanatomy
Radiaology, including Radiation Safety Medicine Child Abusa Detection and Treatment
Tropical Madicine Surgery, including Orthopedic Surgery Gariatric Medicine
Physinlogy Uralagy Pediatrics
Blochemistry Paychiatry Pharmatslogy
Pathology, Bactericlogy and Immunology Neurplogy Anesthesia
Ophithalmalogy Alcoholism end Chemical Dependancy Spousal or Partner Abuse Detection & Treatment**
Dermatalagy Preventive medicine, including Nutrition Family Medlcing*

Pain Management and End-of-Life Garg**

[ +~"Each school where prafessional redical THstiuction was récaived MUST CompIsts e of thess forms. T nare thar one Schoorwasi ™ T
attencled, phblocoples of this blank form may ba made and used,

**  QNLY applicable to madical students who enrofled in medical school on or after September 1, 1994,

*** ONLY appliceble to medical studants whe graduate from medical schaool on or aiter May 1, 1698
***+ Only applicable to medical students who anrolled in medical school on or after June 1, 2000.

MEDICAL SCHUSE SEALHUST 88
MBI BECOW.

ATTENITON MEDTCAL BCHDOL: Tha porpon who signe this form MAY NOT ke realatad to the applicant by blood, marzings
aox alopedeon,

- Cnly bha Progldent, Dasn, ¢ Reglstearmap sign thiis foom. If that sippature suthicrd by 12 baidng dologatnd ko snokhar paracn,
. evidance off that dnlugatdon mist be attached to thia form (maybe a photocopy) . Such dalagatien ougt be on afficixl
_ ' o lottwehasd and et bo datsdwithin the Inat 12 manthe.

-

5;:/&'%&/!.«; ,‘1@?’ )
YEAR

By ) ZA@M = ﬁJ«/‘/g G

PREs:nErh‘ DEAN, OR REGISTRAR

Signed and the school geal affixed th;s / () day of

D7A-100L2 (Rev. 3401




STATE OF CALFIQORNIA AﬁTATE AND CONSUMER SERVICES AGENCY GRAY DAVIS, Gavemor

N MEDICAL BOARD OF CALIFORNIA R
ciﬁ'""'" 1426 Howe Avenue, Suite 54, Sacramento, CA 95825-3238. - - .. . .
S (916) 263-2490/FAX (916) 263-2487  intemet: www.medbd.cagov, | -7 U

e

“To be completed

Ll T GERTIFICATE OF COMPLETION OF ACGME/RCPSC POST%:%\I TRAINING
nt

A U&i‘téd_%ldgeg or Canada.

by the facility for every medical school graduate completing postgraduate trainin

_ ANI? DIRECTORS OF KEDXCAL ETUCATICN: Taf PRREUN NEQ BXGRAT THES IORM HAT NDT BE AETATEN' w m HARATAGE,. OR ADOYTION.
wesor and the Divectar of Katica) Bcet oy sign this fors. If thak pigeakuse suthori by 1y being daleguied to miothir, yeddd £l gmagat-tcn st b
g foirm fumpBe  photovady) . Such Bedegaticn must be onofficial 1attariued end must be 24ted wishin the Jast 13 mmtba. : , - i
T be completed by the APPLICANT.

ez e erer

.8, Soulal Security Namber, ] Data of Bith: MDD/ YYY Talaphana Number , .

: L | Heme o  Work - !

'Eiu;nn_xddre,:" 5 . - L , E—— o ) l
Sl (71 SIVER. BiDGE AVENVE.

[ City State Zip Codo
O ANGELES | oA - qp039

PART 2; To te compl : :

ATTENTION PROGRA >TORI Do not sign and date this form hefore the last day of any postgraduate training year w 1

applicant to qualify for ficensure. Comipletion of this form will certify that the individusl named in PART 1 above completed a peri 1

postgraduate training at this facility. If a period of training WAS NQOT completed in a sagsfactory manner. please provide a separate datailed

narrative explanation. The following information is provided to certify "satisfactory” completion. PLEASE SEE THE REVERSE FOR A DEFINITIGN

OF "SATISEAGTORY.”

Name of Faciilty: o - Addessof F2gilY. 10000 W. Carsom St, |
Harbor-UCLA Medical Center Tomhge., CA 2'0502
Name of Program Director: e Talephone Number,
| Andre Bigniarz, M.D. ' /{\’ {310)222-3565
Slgnature of Program Dirsct: i , ‘ RV Qater Slgnud: ;
fwé( Juy M | 4o/t
Uist Calegarical Spechlty Area of Training Completed b T/sinee: Diale Training Commenced: - | Date Training Campleted:

Obstetrics and Gynecclogy June 24, 2001 .J“ELZ&-—MZ————
"I the training was rotating b traneitional, list the spegific rolations and the number of weeks spent in each (SEE THE REVERSE FOR INFORMATION ON SATISFYING THE
GENERAL MEDICINE TRAINING REQUIREMENT): B . ) ‘ '

PART 3 To be contpleted by the DIRECTOR OF MEDICAL EDUCAT[DN’ and affixed with the offiGial fagility seal.
Narme of the Directorof Medical Education: ' Name of Fazility: '

tarol D. Berkowitz, M.D. Harbor-UCLA Medical-Center |
A_ddress of Faclity:

1000 W. Carsop St.. Torrance CA 90509 _ _
: B - . State - ] Zip Code Telephone Nurmber:

) 143107 "292-2911"- - -

Ciy

PART 4: Signature of DIRECTOR OF MEDICAL EDUCATION certifying satisfactory campletion of training.

Alteptior: Direetor of Madisal Edueatior, Do nof sign and dats this forn befors the Inst day of iny pastgradunle treining yoarwhich wil be wsetl by the applicant to tualltyfor
l;'ﬁl;;m- This form may be signad by the current Director of Medical Education; it does not nead o ba signes by the person who was Ihe Director of Medical Eduoation at thaEma of
i braiing liated above,

_ 1 If this form 1s used to verlly postgradualé training beyond thait wiich is required for licensure, thia form.can be signed by the Direstor of Medical Educatiof and
the Program Ditettor before tha final day of trining, However, Ifyou ars ficensed after the date upon which training was campleted AND it the fornt was signed tefore the ﬁnqdavﬁf
the traiming yeay, & new form must be compieted and submitted to the Medical Board of Galifomia. .

OFFICIAL HOSPITAL SEAL ‘OR NOTARY SEAL, DATE AND SIGNATURE

§ - - _MUST BE AFFIXED IN THE BOX TO THE LEFT TO CERTIFY TRAINING.

] v ; ) N g -

E I heretty declare under penalty of perjury under the laws of the State of California that the above statermesks are
B true and corect and that the training program is appraved by the ACGME o the RCPSC to offer the type and
z lovel of training completed by the applicant and that the applicant was trained in an approved AGGME or

¥ RCPSC program position.

i it V)

] Signat edicglEduycation: . Dale Signed:

[ o

8 .

* e 2/8/03

OTAI00L3 (Rev, 301) L”
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ET;TE D;CALIFORNIA -~ BTATE AND CONSUMER BERVISES AGENGY GRAY DAVAS, Govemur
r
oot MEDICAL BOARD OF CALIFORNIA
ot ot 1426 Howe Avénue, Suite 64, Sacramento, CA 95825-3236
c&\aﬂgmer (916) 263-2499/FAX (816) 263-2487

Internst: www.medbd.ca.gov

ELIGIBILITY FOR REDUCED INITIAL LICENSE FEE

(If you aro enrolled in an AGGME/RCPSC postgraduate training program at the time of licensure, you are entitled
fo a reduced initial license fee. This form is used to certify current participation in a tralning program.)

This is to cerhfy that \]'@Vll’)tf for- Busso

{Name of Applicant)

o e et ey h—

(US. Sodial Securlly Nurben) |
. . Is in an approved ACGME/RCPSC postgraduate training position that
(Date of Bith"-MMW/DDIYYYY) _ :
commenced oh @ .2 L(’

ol
Manith

and is expected to be conﬁpteted on
Day Year
s B

05 in
Month

| psternics and (’WM@W
« Materr ZUCLA mdirad Conte

Al cenfe..
_ {Name and Address of Facility)
(00D iy CAvfEn B, TW

ATTENTION DXRRCTORS OF MEDICAL EETCATION: THZ PERZON WHO SIGNS THIS FORM MAY NOT BE RELATED TO THE A.P?LICANT BY BLQOD,
MARRIAGE, OR ADOF l‘)-' (5 ‘

Caly bbaniréame a!lhdiualﬁméimmaim this form. I#that eignatiite authoziwinbd.ugddcg:hd o -mthnrm mvidanes of that
i::wacim muat bo atkashad to this for (may be & photpccpy) . Buch dalegation must be an official Jettarhead andmust be dated within the
t 12monthe,

|.hereby declare under penalty of perjury under tha laws of the State of California that the
above statements are true and correct and the facilty is approved by the ACGME orthe CJ
RCPSC to offer the type and level of training completed by the applicant and that thé
applicant is bseing trained in an approved ACGME or RCPSC program position.
L‘aro]/p Bev;kcxm tz M D.

1Y D
A P

ﬂ»—_é,; "_5_;

{Blgnature of mractnrof Méd}él Educaﬂon)

9/26/02

pHO

af [

41

0 q:}{)ﬂd ngSH
o1 B Wy Ol 332

(310) 222-2903

(Telaphona Numban)

OFFICIAL HOSPITAL SEAL, OR

NOTARY SEAL (WITH DATE AND
NOTARY'S SIGNATURE) MUST BE
AFFIXED IN THE BOX AT THE LEFT.

e

NOTE: Do not use this form in lieu of Form L3A, "Certificate of Completion
of ACGME/RCPSG Postgraduate Training."
07A:10744 (30 1)
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STATE OF CALIFORNIA
DEPARTMENT OF CONSUMER AFFAIRS

PO BOX 942520

SACRAMENTO CA 94258-0520

Please print or type the namels) and address{es) 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,
piease wnte "none” in the area below and sigh your name on
is dﬁcument at G.

897 3
DEPT {“{)l%% “}f“ﬁf %Ea Ity Address

SMBCLS 0%/ 2B/0%

F. ] vES, 1 WISH TG CONTRIBUTE
$25 FOR THE FAMILY PHYSICIAN

~" PRYSICTAN AND "SURGEO
D.Continuing Madical Education {CME} Cerfification Statement:  LEERUPY UNDER FENALTY OF

PERJURY UNDER THE iAWS OF CALIFORNIA 7O THE FOLLOWING STATEMENT & CERTIFY THAT | DO MEET EACH QF THE
CONTINUING MEDICAL EDUCATION REQUIREMENTS LISTED ON THE BACK OF THIS FORM OR THAFT 1 MEET THE CONDITIONS

TRAINING PROGRAM WHICH WOULD EXEMPT ME FROM ?u OR PART OF THE REQUIREMENTS OR ! HOLD A PERMAN%]CME WAJVEH
SIGNATURE REQUIRED HERE: ) A  — DATE
H.[ ] ves, | wisH TO CONTRIBUTE
$50 FOR THE S.M., THOMPSON LOAN AMOUNT DUE "DELINQ FEE | E. EOR ADDRESS -CHANGE ONLY
REPAYMENT PROGRAM NOW POST%@/%%EBSAFTER i YOUR ADDRESS SHOWN IS INCORRECT. CORRECT IT BELGW.
LICENSE NO. EXPIRES STREE!
82067 08/34/08 $885.50 _ )
ctry STATE zZip
VOLUNTARY FEE =] § 8
TOTAL ENCLOSED | § f’Ug OG0 s PHONE NUMBER |
G. FINANCIAL INTEREST STATEMENT
A C T I V E J E N N E F E R A L L Y N R U S S 0 B | CERTIFY UNDER PENALTY OF PERIURY THAT t HAVE DISCLOSED OR
LOGAN HEIGHTS FAMILY HEALTH CTR THIS RENEWAL 4PPLICATION FORM [SEE REVERSE FOR SPACE) THE
MAMES OF THOSE HEALTH-RELATED FACIITIES IN WHICH | OR MY
1809 NATIONAL AVENUE FAMILY HAYE & FINANCIAL INTEREST OF | CERTIFY LNDER PENALTY
S AN D l E. GO C A 9 2 1 1 3_2 .1 96 QF F’ERJUR‘I",Z/!'IW %}{INANCIAL INTEREST TO DISCLOSE.
( Signature raquired hora

o

63010100000100002000820670010831080008050000088550



7 <Since you last renewed your license, have 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?>

“\

SUMMARY OF RENEWAL FEES OWED

YES

OR NO

FINANGIAL INTEREST STATEMENT

2006 RENEWAL FEE: 5 T Hesith Facility Name Address
2008 RENEWAL FEE: $ ” o
2010 RENEWAL FEE: 786,00 o e
PENALTY FEE: $391.50
DELQ FEE: $78.00
TOTAL FEES: $1,255.50

MEDICAL EGARD OF CALIFGRNIA LICENSE RENEWAL PYSIGIAN AND SURGEON APPLIGATION

b, CONTINUING MEDISAL BDUDATION (CME) C'-EFI'HFIGAT’O BTATEMENT
;"“Tgfa-insHmccnmmmeszawunm'mﬁ#mw RHEY UNREREEN ALY OF PERJURY UNDFR THE LAV OF, GALIFORNIA T
HYSICIAN TRAINING PROGRAM. I CERTIFY THAT } DO MEEY EAGH OF THE CONTINUING MEDICAL EDUCATION REQUIREMENTS LISTED DN THE SECOND
H, <= YOS | WISH T8 SONTRISUTE 350 FOR THE B.M, THOMPEON LOAN PAGE DF THI$ FORM UR THAT 1 MEET THE CONDITIONS WHIGH WOULD EXEMPT ME FROM ALL GR PART OF THE
RERAYMENT PROGRAM, REQUIREMENTE OR | HOLD & PERMANENT CME WANER, T F
0u83069
Bignatiire ryquined
7
FEE OWED BELING FEE P E FOR ADDRESS GHANGE ONLY  °
zcae;%%"?o' Oggﬁ: 0 $4,288 50 POSTMARKED IF YOUR ANDRESS SHMAMN I8 INCARREEST, OGAREST IT BELOW.
AFTER «DiaDater Ry ) .
. staeer, 722 iz @’/MUQ@ S
- s ciTY fﬁl—f'g,h%;@h mmﬁfq"=
o 26550 | = /2] :
9. FINANGIAL INTEREST STATEMENT
JENNEFER RUSSO ) eawlify uncler panalty of tnat | have diselansd on this renewal
1809 NATIONAL AVE. applleation form ihs samas of thess heakth-ralatad faalliles In whish | or my

3AN DEIGO, CA 92113

family havo e financinl nterasl,

Slgraturs reauimd




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

From Date: 08/29/2012 To Date: 08/29/2012
ATRISUPPINF
10-AUG-15 15:36:21
Personid : 974327 Name: Russo,Jennefer
Question Answer
' Have Completed Cme And Can Document Not Less Than 50 Hours Of Appraved 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 i
| Am Exempt From The Completion Of
Continuing Education Requi

By 5

Total Questions Asked For Person : 974327 a



6/26/14 4:31 PM Page 10of 3

License Type:  Physician and Surgeon A

License Number:; 82067

File Number:

Application: _ Physician's and Surgeon's Renewal

Application Number:
Application Date:

&FlrstmNarﬁe:”

JENNEFER
Middle Name: ALLYN
Last Name: RUSSO
Birthdate:
Gender: Female

Confidential Address (Optional)
Name: RUSSO, JENNEFER ALLYN

Address:

License Specific Public/Mailing Address (Required}

Name: RUSSO, JENNEFER ALLYN
Address: 700 S TUSTIN ST
: . JORANGE,CA . . ;
92866

Phone Number:

F-mail Address:

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?



Current Training Status

6/26/14 431 PM

Have you successfully completed, and can
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 1 declare under penalty of perjury | have
no financial interests to disclose,

y

Fee:

1]
Voluntary

JAre you "‘etir'é-d?

Activities in Medicine

Patient Care Practice Location
Telemedicine Practice Location

Patient Care Secondary Practice Locstion
Telemedicine Secondary Practice Location
Areas of Practice

rBoard Certifications

Postgraduate Training Years
Cultural Background
Foreign Language Proficiency

Fe
Biennial Renewal Fee

DUE TO CURES FUND

Not in Training

Pagé 20f3

Yes

Yes

No

No

Administration - 30-39 Hours
Other - None

Patient Care - 10-19 Hours
Research - 1-9 Hours
Teaching - 1-9 Hours
Telemedicine - None

Zip: 92866 County: ORANGE
Zip: County:

Zip: County:

Zip: County:

Obstetrics and Gynecology - Primary

American Board of Obstetrics and
Gynecology - Obstetrics and Gynecology

6 Years

White

Spanish

$783.00
$12.00



8/26/14 4.31 PM Page 30of 3

Steven M. Thompson Physician Corps Loan $25.00
Repayment Program

Total Amount Due:; $820.00

idered submitted for processing until 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 true,
complete and accurate.

Signature: Date:



