STATE OF CALIFORNIA ~ STATE AND CONSUMER SERVICES AGENCY ﬁmld'l;ﬁ SCHWBRZENEGGER, Governor

e, MEDICAL BOARD OF CALIFORNIA o ORMIA
G et . LICENSING PROGRAM LU
Affairs ' 2008 g’vergraen Strg:’t. 955‘;]’:: 1200 H 5 2‘ .,
AR v by
(800} 633:2022  (916) 263.2382  FAX (916) 263-2487 7698 NOY 17 P
www.mbc.ca, fov

INITIAL AND UPDATE APPLICATION FOR PHYSICIAN’S AND SU‘ﬁGEON’S LICENSE
OR POSTGRADUATE TRAINING AUTHORIZATION LETTER'

Appllcatlon for (please check one): ¥ License [ PTAL ~ OF - Lt Update
1. NAME : First . Middle
éﬁuﬁ&b Rﬁuigg _LEAH
Other names you have used (include malden name): U.S, Soclal SEGUI‘“Y Number
S PENWARD
| 3. Place of Birth R o T 4.”Da_te ofBith S
5. Gender: _ 2 mae . Female B
6. Public/Mailing Address: 7oo04 Kenn edy Blv d East
{Please note: this information is public) . /
" {30 characters maximum ) p -
per line, including spaces) . - A ‘0 l' a’ ? F : aar
City : . StatelProvlnce Zip/Postal Code Country
' MH—tr\Lt.r‘a ﬂ 1070973 U 5. /\-
7. Telephone Numbe‘r?V : Homé  Work T L Call
{include arsa code S : o ) e 7
8. California Driver's Licénse Number (optional): 10. Have you ever filed an Application for Physician's |
and Surgeon's License, or PTAL, in California?

9. E-mall Address (optional): O Yes F( No
o ) T Prevlous Ilcense number, ifany

NII:‘.DICAL EDUCATION
. LIST EACH MEDICAL SGHOOL THAT YOU HAVE ATTENDED., S
Schoot Name™ - < | - - City, State/Province, Country, . Dates of Attendance

Umvusxfw of Vermoﬂ"‘ Bwfn'n;/f‘on, v U.5A '36.’_/.‘1001- o4/2005| O

12. School of Graduatlon , ' Degree Awardad : Déte of Graduation

Dune 2005

13. LIST ALL OF THE FOLLOWING EXAMINATIONS YOU HAVE TAKEN: USMLE, FLEX, NBME, EGFMG, SPEX,
' STATE BOARDS andior QME In Canada

2003 |
Tanuney A005 | =
Nd V¢ ada & -

Fobrwary

07A-100 (Rev. 04/2008)



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

ACGME/RCPSC ACCRED!TED POSTGRADUATE TRAINING

14, P!ease fist each ACGMEIRCPSC accredlted postgraduate tralmng program in whlch you
have participated. You must include each internship, residency and fellowshlp, whether or
not the program was completed or credit granted. ,

Poutgraduate

MEC
Use Only

Facility Name ‘ _ -Adq_;'ess

Speciaity Area

Dates of Aftendance

M;’SY“S:N” N'y;, N,Y

oB_,U;}/N

06/2005 » 04/ac0t

Were you ever placed on probation?

'Have you ever resigned from a training program?

POSTGRADUATE TRA'N | N G.: {Theu questions ars to be answered by ALL applicanis}
Did you ever take a leave of absence or break from your training?

Have you ever been terminated, dismissed or expelled from a program?

Were you e'ver disciplined or placed under investigation?
Were any incident reports ever filed by instructors?

Were any limitations or special requirements placed upon you for clinical
perfarmance, discipline, or for'"any other reason?

Have you ever had a postgraduate training pro gram contract not be
,renewed or bffered for a followmg year'? PR

MEDICAL LICENSURE

' 15 Ptease hst all medlcal hcenses (other than trammg Ilcenses) that have ever been |ssued by
any state or territory i in the Umted States or Canad jan province

YES NO
vES _ No‘:
YES NO,
vEs NO
YES NO
YES no
YES ;' _ no_

YES: . NO,

RAcHEL 57;;-' wARA

Jurigdiction 3 i License {Number ) Da_te of lssuanc_e 1 Dates of Practice in that Jurisdiction
APPLICANT: DATE OF BIRTH:
I R

07A-100 (Rev, 12.'05)
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ABMS CERTIFICATIONS

16. Are you currently certified by a Member Board of the American Board of Medical Specialties?
vesOd wno

Wember Board . Ekpi‘retion t:tate

Certificate Number

18.
19,
20.
21,

22,

MALPRACTICE HISTORY

PRACTICE IMPAIRMENT OR LIMITATIONS

Have' you been enrolled in requrred to enter rnto or particrpated in any
drug or alcohol recovery program or tmparred practrttoner program?

Have you been treated for or had a recurrence of a dragnosed
addictive disorder?

Have you been dragnosed with an emotronal a mental, or behavioral
disorder which impairs your abtlrty to practice medicine safely?

Have you ever been dragnosed wrth a neurological or other physical
condition that would impair your ability to practice medicine safety?

Do you have any other condition which in any way lmparrs or limits
your abihty to practrce medicine safely?

CR[MINAL RECORD HISTORY

the United States or foreign country?

17, Has a claim or an actron ever been flled agamst you for the practrce of medrcme which resulted
ina malpractlce settlement Judgment or arbltratlon award of $30 000 or more? . .

. YES:

YES
YES

YES o

YES

YES

If you do receive ongoing treatment or participate in @ monitoring program, the Board will make an
individualized assessment of the nature, the severity and the duration of the risks associated with an
ongoing medical condition to determine whether an unrestricted ficense should be issued, whether
conditions should be im posed, or whether you are not eligible for Ir_ce_nsure ' :

This includes a citatlon, Infractton, misdemeanor and/or felony, ate. |f*YES” attach a1 tlst of each offense by arrest and conviction
dates, violation, and court of juriadiction {name and address), Matters in which you were diverted, deferred, pardoned, pled nolo contendere,
or if the conviction was later expunged from the fecard of the tourt or set aslde under Penal Gode Saction 1203.4 MUST be disclosed. :If you
are awailing judgment and sertencing fellowing entry of a plea or Jury verdict, you MUST disclose the conviction; you are entitled lo submit
evidence that you have been rehabllitated, Serious fraffic convictions sugh as reckless driving, driving under the Influence of alcohol and/or
drugs, hit and run, evading a peace.officer, failure o appear, driving while the license is suspended of revoked MUST be reported. This list
is not all-inclustve. If in doubt asto whether a corviction should be disclosed, it is better to disciose the conviction on the applrealton

For each conviclion disclosed, you mtist submit with the application certified copies of the arresting agency report, certified copies of the
court documents, and a descriptive explanation of the circumstances stirreunding the: conviction of disciplinary aclioh (i.e., dates and location

of incident and all circumstances surrounding the incldent). This lefter must accompany the applicahon If decumente were purged by
arrasting agency ‘and/or cowrt, & letter of explanatton from these agenciés Is required.

Applicants who answer *NO” 1o the guestion but have a previous conviction or plea, may have their application denled or Iicensa

revoked for knowingly falsying the application. . YES

NG

NO

NO
NO
NO .

NO .

23 Have you ever ‘been convicte "of' or pled gurtty or note contendere to ANY oﬁ‘ense in any state in H

_ APPLICANT:

RACHE!L 5TEWARJ> !

“D7A100 (Rau 12108)

DATE OF BIRTH:

" ABMS

Limitations




CRIMINAL RECORD HISTORY (cont’d)

Racnel STiwa RN .

07A-100(Rev, 12/05) -

DATE OF ,,BI,RTH:

Use Cnly |
. Criminal
- . : Re
24, s any criminal action pending against you? YES NO E ‘
25. Are you required o register as a Sex Offender? YES _ NO - )a/
DISCIPLINARY HISTORY
. - . Disclpline
These questions refer to discipline by any 'U.S,'military or pubiic health service, state board
or other governmental agency of any U.S. state, territory, Canadian province, or country.
26. Have you ever been denied a license to practice medicine? ves _ NO _‘ N - {
27. s any denial pending against you? YES NO N ;]r
28. Have you ever been charged with, or been found to have committed, .
unprofessional conduct, professional incompetence, gross negligence, YES NO g
or repeated negligent acts or malpractice by any medical licensing
board, other agency, or hospital? .
29. Have you ever had any license to practice medicine revoked, YES NO _ )2'/ _
suspended, or placed on probation? '
30. Have you ever had any license to practice' medicine subjected to . :
any action including but not limited to informal or confidential discipline, YES NO : (u/
consent orders, letters of warning, letters of reprimand, or citation?
31. Have you ever had any'ticense to practice medicine subjected to.any VES NO '
other disciplinary action? _ /B
32. {sany discip!inary action pending against any of your licenses to YES NO ,[2(
practice medicine? ) :
33. Have you ever had staff privileges in a hospital terminated, denied, YES NO | Pz
suspended, limited, revoked, or not renewed?
34. Have you ever resigned from a medical staff in lieu of disciplinary or YES NO' | 1/6
administrative action? -
35. Isany disciplinary action psending against your hospital staff privileges? YES o NO 7 gf -
36. Have you ever surrendered a license to practice medicine? YES NO‘— _ /ﬁ
37. Have your DEA privileges ever been denied, suspended, restricted, or YES NO jﬁ
terminated? '
38. Have you ever entered info any arrangement or plea or agreement in YES NO
lieu of a federal prosecution for a drug violation regulated by the DEA? ‘ 9’
APPLICANT:



Notice: All items in this application, except #8 and

#9, are mandatory. Failure to provide any of the .
reguested 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 information. The information on your
application may be transferred to other medical
licensing authorities, the Federation of State Medical
Boards, or other governmental law enforcement
agencies. You have the right to review your
application subject to the provisions of the
Information Practices Act. The Chief of the
Licensing Program is the custodian of records.

The applicant, ___ RA tHEL L. STE WA RA L/_ being first duly sworn upon hisfher

~_ {PLEASE PRINT FULL NAME) (DATE OF BIRTH) ,
oath deposes and says: that | am the person herein named subscribing to this application; that | have read the complete -
application, know the full content thereof, and declare under penalty of perjury, that all of the information contained herein
and evidence or other credentials submitted herewith are true and correct; that | am the lawful holder of the degree of Doctor
of Medicine as prescribed by this application, that the same was procured in the regular course of instruction and
examination, and that it, together with all the credentials submitted, were procured without fraud or misrepresentation or any
mistake of which | am aware and that | am the fawful holder thereof. Further, | hereby authorize all hospitals, institutions or
organizations, my references, personal physicians, employers (past, present and future), business and professional
assoclates (past, present, and future), and all government agencies {local, state, federal, or foreign) to relaase to the Medical
Board of California or its suocessors any information, files or records, including medical records, educational records, and
records of psychiatric treatment and treatment for drug and/or alcohol abuse or dependency, requested by that Board in
connection with this application; or any further or future investigation by that Board necessary to determine any medical
competence, professional conduct, or physical or mental ability to safely engage in the practice of medicine. | further
authorize the Medical Board of California or its successors to release to the organizations, individuals of groups listed above
any information which is material to this application or any subsequent licensure. . :

I UNDERSTAND THAT FALSIFICATION OR MISREPRESENTATION OF ANY ITEM OR RESPONSE ON THIS
'APPLICATION OR ANY ATTACHMENT HERETO IS A SUFFICIENT BASIS FOR DENYING OR REVOKING A
LICENSE. R <

(PLEASE INITIAL BOX)

SIGNATURE OF APPLICANT: /[: odd / / S /
State of L/)ZM M Sy / < / (Please sign Tull name)

MIERA L. GRANT

County of __ (A4t Notary Public, State of New York
L g ‘ “No. 01GR6074311
Subscribed and sworn fo {(or afﬁrmﬁd) before me on : . Qulified inEKings G:;untyob ,
: . _ oimission Expires 6/13/20)
this_ 3 Vm_/ day of /(fﬁ/je.k“ A= (B ~20/0 2005

by Racnee StrwaR NN

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

NOTARY SEAL _
5

e und. b bpan Z

SIGNATURE OF NOTARY PUBLIZ

O7A100 {Rex. 12/06)
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STATE OF CALIFORNIA -- STATE AND CONSUMER SERVICES AGENCY

%g,_ MEDICAL BOARD OF CALIFORNIA
e 2 ot ‘ " LIGENSING PROGRAM '
: ‘ 2005 Evergreen Stysat, Sulte 1200
Affairs Sacramento, CA 95815
' (800) 633-2322  (916) 2632382  FAX (916} 263-2487

& WWW. Jmbe.ca.gov

‘ _CERTIFICATE OF MEDICAL EDUCATION .. ... . -
MEDICAL SCHOOL: PLEASE COMPLETE THIS FORM IN THE ENGLSH LANGUAGE

e

Thiscertifiesthat - RAcHE) L. STEWARD 3
S . Full Name of Applicant ‘ _ us. Sonllal_ Security Nampbr
o enrolled in UN T verst Ivv 0[ VUM DA?L
T Caw diginh = : _ Namé of Medical School JRE
locatedin -~ ;3 v, linglon, VT A S AL on QQ!.Z.‘E!.&.Q_Q_I
. : ~B‘ntai?rovincsbnuntry ' Enroliment Date

The undersigned further certifies that the records of this institution show that the applicant attende d in this
institution ___ ft years of resident instruction, completing at least 4,000 hours, of which at least 80 percent
actual attendance is required in the subjects set forth hereunder {Business and Professions Code Sections 2089,2089.5,

2089.7,2090, 2081.1,2091.2) and that the applicant

Anatomy Embryology ) Physical Medkcine

Otolaryngology Histology ’ Therapeutics

Obstetrics and Gynacology - Human Sexuality . Neiroanatomy - .

Radiclogy, including Radlatlon Safat Medlcine : Chlld Abuse Detection and Treatment )
Troplcal Medicine Surgery, Including Orthopedic Surgery Gerlatrlc Medicine

Physlology Urology Padlatrics o
Bicchemistry ' Psychlatry Pharmacology )

Pathology, Bactetiology, and Immunclogy  Neurology Anesthasla

Ophthalmology .Afcoholism and Chemical Dependency Spousal Partner Abuse Detectlon & Treatment*
Darmatology Preventative Madleine, Including Nutrition Family Mediclne** ’

Paln Management and End-of-Life-Care**
* - ONLY applicable to medical students who snrolled In medlcal school on or after September 1, 1964,

*  QNLY applicabie to medical students who graduate from medical school on of after May 1, 1898,
*** ONLY applicable to medical students who enrolled in medical school on or after June 1,2000. . -

M was granted the degree of Bachelor/ actor of Medicinelor the 243 dayof MAY ., 3005—'

_ . : _ =T

Q withdrew from medical school on day of : , “—’/"‘/

Unusual Circumstances : ‘ " Responses

Did this individual ever take a leave of absence from their medical education? Yes No,

Was this individual ever placed on probation? o Yes - No

Was this individual ever d isciplined or under investigation? Yes No ;
Were any incident reports regarding this individual ever filed by instructors? . Yes Ne ‘
Were any limitations or special requirements imposed on this individual because of : l
questions of academic or disciplinary problems, or for any other reason? : Yes No|

A "“Yes” response to ANY of the‘a'hove fuestions req uires the medical school to provide a written explanatibn on a separate attachment, '

Medicai School Seal | Attention Medical Schocl: Oply the Presidont, Dean, or Reglstrar may sign this form, If the signaturels
Must Be Imprinted Below teing delegated to2nother person, evidence of that delagation must be atiached te this form {may bs a
phaotacopy). Such delsgation must be on official Ittertiead and must be dated within the last 12 months,

Signed and the school seal affixed this -/a?*f‘,day_-of Q&WM, FegE . W

7

By: B Sl bdobrrrpen 1S, 12 Do e e/

Printed Name and T It 1 Officlal

Signature: !ﬂ,}é ! N

— o
07A-100-1.2 (Rev. 12/05)
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STATE OF CALIFORNIA ~ STATE AND CONSUMER SERVICES AGENCY gg Bovernor -

Q= MEDICAL BOARD OF CALIFORNIA -/ B
o) Bt - ~ LICENSING PROGRAM 4
' 2ﬂ05.Evc;.rgm]ta':pG$':reetSuite 1200 - g0 NOV 18 AM 1z 32 (e
Sacramento, CA 85815
(800) 6332322  (916) 263-2382 _ FAX.(916) 263-2487
wwwmbc ca. gov

CERTIFICATE OF COMPLETION OF ACGME/RCPSC POSTGRK%(M‘I'%‘TRAI NING

To be completed by the facility for every medlcal schoot graduate completing postgraduate training in the United States or Canada,

PART 1: TOBE COMPLETED BY THE APPL[CANT |

NAME: Last : . First o ' Middle
STEWARD Rncm L | L
U.S. Social Sesurity Number . - Date of Birth Telephone Number
S N ' Home <- = = © ' = Work
PublicMailing Address B AR S T LT
2004 Kepnedy Bivd Eask  Apt A1F
City #=StathmvinF ¥ Zip/Postal Code
Medical S hogo?Gﬁﬁ:a;gné cr_q N 3 - ' O ? 9 ? 3
edioa C ;
UN:vfrsr/-, oﬂ VUMON?L

_ PART 2: TO BE COMPLETED BY THE PROGRAW DIRECTOR

I ATTENTION PROGRAM DIRECTOR: Do not sign and date this form before the last day of any postgraduate
training year which will be used by the applicant to qualify for licensure. Completion of this form will certify that
the individual named in PART 1 ahove satisfactorily completed a period of accredited postgraduate training at
this facility and ihat the trainee has acquired the skill and qualifications necessary to safely assume the

~unrestricted practice of mecﬂcme in this shte
Name of Facility:

"ACGME 10 digit Prograim fiuriiber. (www.acgme.org) -~

St Luke’s -Roosevel} fospidal Center- 203511204
Address of Fagillty: OO+ Telephone #:

1000 Terdin AvesSuite IOC)_Nszmfk. N Qi3 5235366

Categorical Specially Area of Training : Btart Date of Training End Date (or aniscmated completlon date} of Tramlng

Oxleyn . |06,13,2008 |06, 12,200 -

UNUSUAL CIRC UMSTANCES

Dig the tramee ever take a leave of absence or break from thelrtraimng'? | YES : o ﬁé'l

Was the tralnee ever terminated, dismissed or expelled? YES NO!

Did the trainee ever resign? : YES | NO _
Was the trainee ever plaéed on probation? . : YES L_ NO

Was the trainee ever disciplined or placed under investigation? YES NO
Were any incident reports :rega'rd'in'g this trainee ever filed by instructors? YES o NO

Were any limitations or special requirements placed upon the trainee for .

clinical incompetence, dlsmplmary problems or for any other reason? YES . NO

Did the program decline to renew or offer the traines a postgraduate training  vgs NO "

program contract for a followmg year?

v

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

Q7A100-L3 (Rov, 12105)




DEFINITION OF “SATISFACTORY” COMPLETION OF TRAINING

The program director signing this form is formally certifying and documenting under penalty of perjury that the traines received
instruction appropriate for the parficular postgraduate level and that he/she satisfactorily completed periods of training In
accordance with the accepted standards and the criteria defined as equating to "satisfactory” performance as described below. The

program director will personally be attesting to the fact that the trainee has acquired the skill and qualifications necessary to safely
assume the unrestricted practice of medicine in this state. .

“SATISFACTORY" IS DEFINED AS: THE TRAINEE PERFORMED AT AN ADEQUATE LEVEL BASED ON EVIDENCE OF

SATISFACTORY PROGRESSIVE GROWTH INCLUDING DEMONSTRATED ABILITY TO ASSUME GRADED AND INCREASING
RESPONSIBILTY FOR PATIENT CARE.

GENERAL MEDICINE TRAINING REQUIREMENT

To qualify for icensurs In Califoria, applicants who are graduates of an Intemational medical schoot must complets at least four months of
postgraduats training in GENERAL MEDICINE as part of the requirement. Applicants who are graduates. of a U.S, or Canadian medical school,
whao have not completed postgraduale trajining required for licansure by July 1, 1990, must also compiefe four months of fraining in GENERAL
MEDICINE prior to licensure, The-GENERAL MEDICINE requirement may be satisfied by actual clinical practice where the applicant has direct
patient care responsibilities In any pariicutar spacialty or sub-specialty area for at least four months.

1 hereby certify as the program dlrector, that the individual named in Part 1
2 has completed 0 has not completed

a minimum of four months of general medicine as part of this postgraduate training program
accredited by the ACGME or the RCPSC,

SIGNATURE OF PROGRAM DIRECTOR

ATTENTION PROGRAM DIRECTOR: THE PERSON WHO SIGNS THIS FORM MAY NOT BE _RELATED_TO THE
APPLICANT BY BLOOD, MARRIAGE, OR ADOPTION. If that signature authority is being delegated to anoiher person,

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

_ HOSPITAL SEAL

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

The fraining program Is accredited by the ACGME or the RCPSG to offer the type and level of

RCPSC program posifion. | hereby declare under penalty of perury under the laws of the State of
California that the staterents are true and corract,

[0S E. Brusfman, MD
PRIN'I". E'OFI??' HRECTOR
P % ‘, - i0]17/p8

) iNAT URE OF PROGRAM DIRECTOR DATE SIGNED
lgnature Stamp is Not Acceptable : '

State of
County of 7
Subscribed and sworn to {or affirmed) before me on
 this day of , 20 ,
by _.

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

SIGNATURE OF NOTARY PUBLIC

07A-100-L% {Rov 12/05)

training completed by the applicant, and the applicant was trained in an accredited ACGME or (E

%
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STATE OF CALIFORNIA - STATE AND CONSUMER SERVICES AGENCY ARNOLD .SGHWARZENEGGER Governor
L e

p LR MEDICAL BOARD OF CALIFORNIA
B LICENSING PROGRAM
Consumer 2006 Evergreen Street, Sulte 1200
Alfairs Sacramento, CA 95815 WL,
(800) 632.2322  (916) 263-2382  FAX (016) 263-2487 s
www.mbe.ga.qov

CERTIFICATE OF CURRENT POSTGRADUATE TRAINING EI*ROLLMENT

At the time of licensure, you may be entitled to a reduced initial license fee if you Hre “actively
participating in a slotted position in an A CGME/RCPSC accredited postgraduate training program.

NOTE: This form may not be used in lieu of the Form L3A-B, “Certificate of Completion of ACGME/RCPSC
Postgraduate Tra’in’i’ng._”’ '

gh'“!.
Py

NAME:  Last . First | | Middle _
STEW ARD RAeHE Lo

us. Social Secuﬁty Number . .l Date of Birth _ Med:cal School of Geaduation:
41 wcrsrfvv o[: VéM«Lth f—

This is to certify that the ; above app[lcant is actively | partlcipatmg in an ACGME opRCPSC accredited postgraduate

training position that started on wing |6+ 005 and is expected to be
: Month Day. Yoar ;

completed on _%%ﬁ('\-&(—_"%‘-‘—%q. in, Ta gog Al Speciglly Area of Iiamng
at Sk L owikes }Z-ﬂgg“ail'ﬂﬁ 24

located at 16apn__ {16 Avee oy F ”y Ny 100 19
. re 0 aci -
The 10 digit ACGME Program # : 2 a 0 5 A _0__ IZ {Refer to hifp:iwww.acame.oro/adspubl

| hereby declare under pén’alty of perjury under the laws of the State of California that the above statements are true and correct and the

above program is accredited by the ACGME or the RCPSC to offer the type and level of training completed by the applicant and that the

applicant is belgg trained in an accredited ACGME or RCPSC postgraduate traming position.
J

r. Lol ALy r’vuL
PRINT NAME OF PROG DIE OR [ ]

SIGNATURE OF PROGRAM DIRECTOR - Slgnature Stamp Is Not Acceptable 2 " 2 €2% ¢ “6“““"--—
DATE ' TELEPHONE NUMBER
ATTENTION PROGRAM DIREGTOR: THE PERSON WHO SIGNS THIS FORM MAY NOT BE RELATED TQ THE APPLIGANT BY BLOOD, MARRIAGE; OR ADCPTION.,

Only the Program Birector may sign this form. 1f that signature authority is being delegated to another person, evidence of that delegation must be attached to
this fo may bea photocopy) Such de!egaﬁon must be on officla! fetterhead and must be dated within the last 12 months.

State of

County of

Subscribed and sworn to (or affimed) before me on

this day of : , 20 Y
by -

proved to me on the basis of satisfactory evidence to be the person(s) who appeared before me,

Hospital or Notary Seal

SIGNATURE OF NOTARY PUBLIC

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

07A-100-L4 (Rav, 12005)




STATE DEPARTMENT OF CONSUMER AFFAIRS
_INTERNET CASHIERING SYSTEM
MEDICAL BOARD OF CALIFORNIA

SUPPLEMENTAL INFORMATION REPORT

From Date: 06/18/2010 To Date:  06/18/2010
ATRISUPPINF
10-AUG-15 15:25:53
Personld: 1685610 Name :  Steward,Rache]
Question i 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 Cf My License. Or | Mest The Conditions
Which Would Exempt Me From All Or Part Of The Requirements.

[ Have Comipleted 12 Hours Of Pain Management And End-Of-Life Cars.

| Am Exempt From The Completicn Of 12 Hours Of Pain Managament And End-Of- Llfe Care
Continuing Education Requirement Because | Am A Radiologist Or Pathologist.

Only Fot Genaral liiternists And Family Physigians Who Have 25% OF Their Patient Population Aged 85 -
Years Or Older; [ Have Complatey Af Least 20% Of The Reguired Cime In Gerlatric Med:cme Or The L

Carg OF Older Patlents, Click No-If Not Applicatiks,
Enter Name/Address Of Facility Where You Qr Your Immediate Family Hold Flnanmal Interest Type
"None", If None Held.
| Cortify Unidier Penalty ©f Perjury Urider The Laws OF The State Of California That The Inforfatiof
Contained In This Application [s Trug And Corrget. :
| Have Read My Profile On The Medical Board Web Site At WWW Mbc Ca.Gov And Acknowledge The
Informahon Contalned Therem As Current And Accurate.
v Yol Hat Any Lisense Disgiplined By A Governmarit
i Of Any Grime In Any State, THe U S

A And lts Territories, Milltary Court OrA Forelgn Gouniry?” -+ -
Total Questions Asked For Person : 1685610 8

YES

Page 134 of 138



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

From Date: 05/22/2012 To Date: 05/22/2012
ATRISUPPINF
10-AUG-15 15:26:50
Person Id : 1685610 Name: Steward,Rachel
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 | Meet The Conditions

Which Would Exempt Me From All Or Part Of The Requirements, . _ )
I"Have Oompleted 12 Hours Of Pain Managerient And End-Of- Life are. _ ST e YRS
| Am Exempt From The Completion Of 12 Hours Of Pain Management And End Of-Life Care NO
Continuing Education Requirement Bocause | Am A Radiclegist Or Pathclogist.

Only For General Interfiists Anct Family Physicians Who Have 25% Of Their Patiert Population Aged 85 CONO

Yéarg Or Older: | Have Completed At Least 20% OFf The Reqwfed Cme m Gerlatric Medlcme O The .
Cate OF Qldat Patients. Click No If Not Applicable. S
Enter Name/Address Of Facility Where You Or Your Immediate Famify Hold Financial Interest Type NONE
"None", If None Held.

| Certity Undar Panalty Of Perjury Under The Laws Of The State i cal if‘uﬁﬁa That The Itformation
Containgd 1 This Apnliaation 1s Trug And Correct. EEE S

| Have Read My Profile On The Medical Board Web Site At Vi, Mbc Ca Gov And Acknowiedge The YES
Information Contained Therein As Current And Accurate,

Sirice You Last Renewet Your License, Have You Had Any License Disciplined By A Government
Agenoy Or Other Dtsmpﬁnaw v O, Have You Baeh GCorvicted OF Any Cﬁrnma h Any Siate, The US
A And Its Territories, Millkary Court Or A Forelgn-Colintiy?

Total Questions Asked For Person : 1685610 8
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‘License Type: Physician and Surgeon A

License Number: 107040

File Numbet:

Application: Physician's and Surgeon's Renewal

~Application Number:

Application Date:

First Name: RACHEL

Middle Name: LEAH
Last Name: STEWARD
Birthdate: S0 i ik
Gender: Female

License Related Addresses
License Specific Public/Mailing Address (Required) :
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

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 mandatoery 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 reguirements, or

you hold a permanent CME waiver? ~

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

nameas of those health-related facilities in

which | or my family have a financial interest

OR | declare under penaity of perjury | have

ho financial interests to disclose.

.VOIthéry Fée. raining-Erogr Hunta No 1
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ar
Are you re

ti féd‘?

Activities in Medicine

Patient Care Practicek Locaticn
“fe]em_edicine 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 Profiie

iennial Renewal

ee
DUE TO CURES FUND

Steven M. Thompscn Physician Corps Loan
Repayment Program

Total Amount Due:

Page 2 of 3

No

Administration - 10-19 Hours
Other - 1-9 Hours

Patient Care - 40+ Hours

Research - 1-9 Hours

Teaching - 1-9 Hours

Telemedicine - None

Zip: 90005 County: LOS ANGELES
Zip: County:

Zip: County:

Zip: County:

Not in Training

Obstetrics and Gynecology - Primary

American Board of Obstetrics and
Gynecology - Obstetrics and Gynecology

6 Years

Other (not listed)
Russian

Spanish

Cultural Background - No

Foreign Language Proficiency - Yes

Gender - Yes

$783.00
$12.00
$25.00

$820.00




8/18/14 12:30 PM Page 3 of 3

| declare under penalty of perjury under the laws of the State of California that all statements,

answers, and reprasentations provided, including supplementary attached hereto, are true,
complete and accurate.

Signature: Date:



