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INITIAL AND UPDATE APPLICATION FOR PHYSICIAN'S AND SURGEON'S LICENSE

QR POSTGRADUATE TRAINING AUTHORIZATION LETTER

Applicaﬂon for (please t;heck ong): E\License Q PTAL -Or- O Update
1. NAME : Last “"""“ | IQ\-{ First T«C\n Mlddler‘@, I"\"\' MBC

Other names you have used (inciude maiden name): 2. U.S. Social Security Number

et — e —

3. Place of Birth 4. Data of Birth

\..,Q.NJO*H'-Q ‘ M\'L\I\l?)c,r.l ] US'P\

H Male

5. Gender: A Female

T e e et . e s ey T Pt VT Mt F— e e, PR, Sl . i ey ST St e e, IS, WA gy s

{30 characters maximum
) per Ilna. mcludlnl spaces)
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WU Wb b e W (e Taai i e,

"Cit ! State/Province siPostal Gode | Gountry
ccotoy CA §ooao L UCA

7. Telephone Numbers:
{include area code)

- <

- Homa .. . . . S e . tceu

= California Driver's License Number (bptlonal):
T ' DR - and Surgeon’s License, or PTAL, In California? -

J VYes \§( No

Previous license number, if any:

MEDICAL EDUCATION
1. LIST EACH MEDICAL SCHOOL THAT YOU HAVE ATTENDED, ' ' — B |

9. .E-mail Address {opfional):

10, Have you ever filed anfﬁpplic.:atl-bn for Physician's |

ot
'V%I

(%3 =)
* School Name City, State/Province, Country

Dates of AtiShdafige -

Ermovy Univevsity Atlerta GA | USA Fo1 1997 = Pa 2002

”?"‘"/

-
H

P i
ok

1'2_. School of Graduation
Loy Uwiver s

gree Awardecl
l TN i

~ Date of Graduation
|13 Mey 2oz,

Doctor b‘:

EXAMINATIONS
13. LIST ALL OF THE FOLLOWING EXAMINATIONS YOU HAVE TAKEN:

" USMLE, FLEX, NBME, ECFMG, SPEX,
STATE BOARDS and/or QME in Canada

Examination '"':x'f“ "N Date Result (Pass/Fail)

VEMLE  Step | - July 2000 , .

USmut g*‘"e,'P -

ey ary 2002

j_SNl L S‘l"lf? 3 Dekober 2003 B
gos’.os k) /a'S'“ Ou ,am‘c_, A’ Qg ﬁ 5. .
. Gashiering Use Only . School Coda

Use Only

Parsonal
Data
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¥

A “yes” response to Questions 14 through 38 requires a written exgnatinn on a separate sheet of
paper along with any supporting materials. '

ACGME/RCPSC ACCREDITED POSTGRADUATE TRAINING

14. Please list each ACGME/RCPSC accredited postgraduate training program in which you
have participated. You must include each internship, residency and fellowship, whether or

not the program was completed or credit granted. Postaraduste

Facility Name Address Specialty Area . ... Dates of Attendance B
Emony Universidy, |Atomie on Soses | Obs - Gy s \uly 0L - 30June Ole Ei/'f
) ‘ (prese~t) iﬁ
I |
Q
D .
POSTGRADUATE TRAINING: .
Did you ever take a leave of absence or break from your training? YES NO J{
Have you ever been terminated, dismissed or expelled from a program? = YES. ' NO. ﬁ
Have you ever resigned from a training program? YES | NO - ; ﬁ
Were you ever placed o-h présbation? - O ves ) NO . . )Zr |
Were you ever disciplinad or placed under investigation? YES NO
‘Were any incident reports ever filed by instructors? YES NO

Were any limitations or special requirements placed upon you for clinical :
performance, discipline, or for any other reason? YES NG

Have you ever had a postgraduate training program contract not be
renewed or offered for & following year?

YES | NO

SR AR

MEDICAL LICENSURE

15. Please list all medical licenses (other than training licenses) that have ever been issued by

Liconas . *

any state or territory in the United States or Canadian province. Do
= Jurisdiction . ‘ License Number i béte’ of Issuance Dates of Practice In that Jurisdiction
Geo!rqlﬂu MEA | 054520 | A‘)Ti | 2004 ].,)./th, 02 - prasert [
(W
\ 0
-
APPLICANT: — DATE OF BIRTH: P
Vo Brops \ J “E_V ' '
G7A-10G (Rev, O7708)




; MBC
ABMS CERTIFICATIONS Use Only
' _ o ABMS
16. Are you currently certified by @ Member Board of the American Board of Medical Specialties? :
' ves & no W P/
; Member Board ' Expiration Date ' Certificate Number '
Q
Y fa PR A [ (IR Mmpmwm
17. Has a claim or an action ever been filed against you for the practice of medicine which resulted
in a malpractice settiement, judgment, or arbitration award of $30,000 or more? ' o
_ - L _YES ND /EI/
PRACTICE IMPAIRMENT OR LIMITATIONS
Limitetions

18. Ha\}e you been errolled in, required to ehter into, or part‘ibipated in ariy

YES " ND
drug or alcohol recovery program or impaired practitioner program? 7
19. Have you been treated for or had a recurrence of a diagnosed YES | NO
addictive disorder?
20. Have you been diagnosed with an emotional, & mental, or behavioral YES NO
disorder which impairs your ability to practice medicine safely?
21. Have you ever been diagnosed with a neurological or other physical YES NOI--

condition that would impair your ability to practice medicine safely? L

22. Do yo'u have any other condition which in any way impairs or limits YES NO
your ability to practice medicine safaly? -

If you do receive on‘goiﬁg treatment or participate in a 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 license should be Issued, whether
conditions should be imposed, or whether you are not eligible for licensure.

CRIMINAL RECORD HISTORY

23. Have you ever been conVicted of, or pled nolo cdnféndere to ANY offense ih any state in the

United States or foreign country?
This includes a citation, infracfion, misdemeanor andior felony, ete. If*YES” attach a fist of each offense by arrest-and conviction

dates, violation, and court of jurisdiction (name and address). Matters in which you were diverted, deferred , parduned, pled nola confenders, { '
or if the conviction was later expunged from the recor of the court or get aside under Penal Cods Section 1203.4 MUST be disclosed. Ifyou

are awaiting judgment and sentancing following entry of a plea ar jury vardict, you MUST disclose the convietlon; you are enlitled to submit

evidence that you have been rehablltatad, Serious traffic conviclions such ax reckless driving, driving under the Influence of alcohol and/or

drugs, hit and run, evading a peace offlcer, failure to appear, driving while the llcense Is suspendsd ar revoked MUST be reported. Thig list
is not all-inclusive. If in doubt as to whether a conviction should be disclosed, it is botter to disclose the conviction on the application.

For eactll conviction disclosed, you must submit with fhe application cerlified coples of the aresting agenay report, certified coples of the

court documents, and a descriptive explanation of the eircumstances surraunding the conviction of disciplinary actlon (i.e., dates ant location

of incident and all circumstances surrounding the incident). This letler must accompany the application. If documents were purged by
arresiing agency and/or court, a leiter of explanation from these agenties is required. '

Applicants who answer “NO” to the question but have a previous conviction or plea, may have their application denled or licapss
revoked for knowingly falsifying the application. YES : NGO

"\?PLICANT: — " [DATE OF BIRTH:
Top Brent \il\ev o

e ———
OTA-100 (Rev. OTHG)
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CRIMI L RECORD HISTORY (cont'd)

Tarn Brest lilley

DATE OF BIRTH:

OTA-100 {Rev, 07/05)

Discipine

.
!
:

SOARR R R R KA B R OAR

24. Is any criminal action pending against you? YES NO
~ )5, Are you required to register as a Sex Offender? ' , YES N P
DISCIPLINARY HISTORY
These questions refer to discipline by any U.S. military or public health service, state board
or other govemmental agency of any U.S. state, territory, Canadian province, or country.

26. Have you ever been denied a license to practice medicine? YES NO

27. Is any denial pending against you? YES NO.

28. Have you ever been charged with, or been found to have committed,
unprofessional conduct, professional incompetence, gross negligence, YES NO
or repeated negligent acts or malpractice by any medical licensing
board, other agency, or hospital?

29. Have ydu ever had any license to practice medicine revoked, YES NO
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
consent orders, letters of warning, letters of reprimand, or citation? :

, +1. Have you ever had anyTicénse to practice niéhdidiné'é'l]bjeﬁtea foany YES NG |
other disciplinary action?

32. Is any disciplinary action pending against any of your licenses to YES NO
practice medicine? : '

33. Have you ever had staff privileges in a hospital terminated, denied, YES NO
suspended, limited, revoked, or not renewed?

34. Have you ever resigned from a medical staff in liey of disciplinary or YES NO

-administrative action? ’

35. |s any disciplinary action pending against your hospital staff privileges? Yes NO f

36. Have you ever surrendered a license to practice medicine? YES NO

37. Have your DEA privileges ever been denied, suspended, restricted, or YES NO
terminated? A ‘

I

38. Have you ever entered into any arrangement or plea or agreement in YES N

lieu of a federal prosecution for a drug violation regulated by the DEA? '~ -
PPLICANT: '




—@-

Notice: All items in this application, except #8 and
#9, are mandatory. Failure {o 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 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, Law E)(Qf“ﬂ_ : l \ ‘ \Q-\f ) _ _ S
{(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 1 am aware and that | am the lawful holder thereof. Further, | hereby authorize ali hospitals, insfitutions or
organizations, my references, personal physicians, employers (past, present and future), business and professional

ssociates (past, present, and future), and all government agencies (local, state, federal, or foreign) to release to the Medical
Jsoardof California orits successors any informaticn, files or fecords, including medical récords, 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 medicing. | further
authorize the Medical Board of California or its successors to release to the organizations, individuals or groups listed above
any information which is material to this application or any subsequent licensure.

| 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. TaT

being first duly swormn upon his/her

(PLEASE INITIAL BOX)

’*—-—y"—“«\
. K —~ '
SIGNATURE OF APPLICANT: . | )f-h L»W

stateof (na ew% fe \ {Please sign full name)
County of ___ LKAl

Subscribed and sworn to (or affirmed) before me on

this _ O‘ A day of \\lDdebca.f 20 05
by ___ L TAn illeg

T
personally kqgwn‘%ﬁ'me__df p_r_oved te.l me on the basis of satisfactoly evidence to be the person(s) who appeared before me.

ST NOTARY SEAL -

e

. —_—
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-

1
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STATE OF c%!gn? NIA — gTA !E AND CONSU&ER g#é AGENGY . QEQOLD SCHgéRZENEGgER! Governor
s

s ' MEDICAL BOARD OF CALIFORNIA
e LICENSING PROGRAM 1 ‘ f\
mu 1426 Howe Avenue, Suite 54 o
Sacramento, CA 85825-3236 C T
(916) 263-2382  FAX (9169 263-2487 , BRI
T www.cal fo.ca.qov {:5 l:j{; JTJ ,L,j . ;
wiE

[N A

CERTIFICATE OF MEDICAL EDUCATION .;¢.c0.. .
MEDICAL SCHOOL: PLEASE COMPLETE THIS FORM IN THE ENGLISH LANGUAGE

This certifies that LN ren "T_E\\e__ﬁ

| R

) ; Full Name of ApplicAnt . U8, Soclal S-éédrlfty"ﬂiimbér' -
e, emrolledin Etony UniversHy Sctaesl 56 Medicine
Date of Birth Name of Medical School
located in /—\‘(lﬂw‘\ﬁl EA USA on _ﬂ_éif_g_l_f_ff_i&
State/Province Country Enroliment Date

The undersigned further certifies that the records of this institution show that the applicant attended in this
institution 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, 2091.1,2091.2) and that the applicant '

Anatomy Embryology Physical Medicing

1

Otolaryngology Histology Therapeutics

Obstetrics and Gynecology Humart Sexuality Neuorsanatomy

Radiology, Including Radiation Safety Medicine Chiltf Abuse Detection and Troatmant

Tropical Medicine ' Surgary, Including Orthopedie Surgery Geriatric Medlcine i
Physiology Urology - Pediatrics

Biechemistry Paychiatry Pharmacology

Pathology, Bacteriology, and Immunology Neuralogy Angsthesla

Ophthaimology Alcoholism and Chemical Dependency Spousal Pariner Abuge Detection & Treatment*
Dermatology Preventative Modicine, including Nutrition Famliy Medicine™ ’

Pdin Management and End-of-Life-Care™

~ *  ONCY-appitcable to nfadlcal‘studants"who“enrulled In migtlical sehicol diordfter Septémber 1, 1984, 77 Tt T
** ONLY applicable to medlcal students who graduate from medical school on or after May 1, 1948. :
** ONLY upplicable to medical students who enrolled in medical schoel on or after June 1, 2000,

E was granted the degree of Bachelor/Doctor of Medicine on the ! 3 day of v V\QH , 200 2 .
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 Na
Was this individual ever placed on probation? ' Yes No
Was this individual sver disciplined or under investigation? Yes No
Were any incident reports regarding this individual ever filed by instructors? Yes No
Were any limitations or special requirements imposed on this individual because of

questions of academic or disciplinary problems, or for any other reason? Yes | No

A “Yes” response to ANY of the ahove questions requires the medical school to provide a written explanation on a saeparate attachment.

Medical School Seal Attention Medical School: Only the President, Dean, or Registrar may sign this form, 1 the signature Is I

" Must Be Imprintéd-Below J| baing del:g?d to another person, aviderice of that delegation must be atached te this form {may be a

- ‘|.photoceny). Such detegation must be on officlal letterhead and must ba dated within the last 12 wonths.

| P

. é:i:g;ped and the school seal affixed this gﬁfﬁ’éy of Mﬁﬁf, AL
By: Ao, £ Jan o5 Or. Sterefay

3 Printed Name and Title of School Officlal /
Signature: d A & 10 W

T T U —
G7A-100-L2 (Rav. 07/05)
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STATE OF CALIFORNIA ~ STATE AND CONSUMER SER!|IES AGENCY | " ARNOLD SCHWARZENEGGER, Governor
e

s, MEDICAL BOARD OF CALIFORNIA STy
Bt | LICENSING PROGRAM ' sl
: f‘mmﬂl.i!nn.iﬁﬂ' 1426 Howe Avenue, Sulte 54 Pre
i Sacramento, CA 95825-3236 oy s ..
: - (916) 263.2382  FAX (9182632487 LN T fil o [
www.caldocinfo.ca.qoy

CERTIFICATE OF COMPLETION OF ACGME/RCPSC POSTGRADUATE TRAINING

Te be completed by the facllity for every madical school graduate complsting postgraduate training in the United States or Canada.

g PART 1: TO BE COMPLETED BY THE APPLICANT |
NAME:

Last _. First _ ~Middle
\ 1“@1\{ . A opd Byrent
U.S. Sacial Security Number Date of Birth . Telephone Number
L;__....._~ ___;...:.......-_-_---—-— i i e St e Home ‘ . . : Work '

[ Public/Mailing Address |
bl Avary Stveet
City State/Province Zip/Postal Coda
Lecekur ' A _ 20030
Medical School of Graduation:
"6[\#\0(‘\1 U, \JQ{'S&\T Sc_(/\(ao ( 0’( MQA:LKMO—
PART 2: TO BE COMPLETED BY THE PROGRAM DIRECTOR
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 wili certify that
the individual named in PART 1 above satisfactorily completed a period of accredited postgraduste training at
Lhis facility and that the trainee has acquired the skill and qualifications necessary to safely assume the
bnrestricted practice of medicine in this state.
Name of Facility:

. . ACGME 10 digit Prgram number: (www.acgme.org)
gmorY (UIivers, | 220/ 2D/ 0T7L
Add Hity: . - .
d‘;eﬁgf_iazy‘"?- Sesse b, w3 AANE Te'eg;?;;/ o s LTS S
Categorical Speclalty Area of Training Start Date of Training End Date (or anticipated completion date} of Training
G Yo cotyy GlszRes 0712 1 Roe Qe 3o 2ecd,
UNUSUAL CIRCUMSTANCES:

Did thé trainee ever take a leavé of absence or break from their training?' | YES N )
Was the trainee ever terminated, dismissed or expelled? YES : NO

Did the trainee ever resign? YES NO

Was the trainee ever placed on probation? | YES ' NO

Was the trainee ever disciplined or placed under investigation? | YES __ NO

Were any incident reports regarding this trainee ever filed by instructors? YES NO

Were any limitations or special requirements placed upon the trainee for

clinical incompetence, disciplinary problems or for any ather reason? vES NO

Did the program decline to. renew or offer the trainee a posigraduate training  ygg ' ' NO.

~rogram contract for a following year?

A “Yes” response to ANY of the above questions réquires the prograrri director to provide
a written explanation on a separate attachment.

O7A-1TDL3 (Rev. O7/05)



DEFINITION OF’S‘ATISFAC‘I’DR ” COMPLETION gTRAINlNG

TheYprogram director signing this form is formally certifying and documenting under penalty of perjury that the trainee received
- instruction appropriate for the particular postgraduate level and that he/she satisfactorlly 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 unresticted 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,

I GENERAL MEDICINE TRAINING REQUIREMENT

Ta qualify for licensure in Californla, applicants who are graduates of an International medical school must complets at least four months of
postgraduate fraining In GENERAL MEDICINE as part of the requirement. Applicants who are graduaies of a U.8. or Canadian medical school,
who have not completed postgraduate training required for Keensure by July 1, 1980, must also completa four months of training in GENERAL
MEDICINE prior to ficensure. The GENERAL MEDICINE.requirement may be saisfied by actual dlinical practice where the applicant has direct
patient care responsibilities in any particular specialty or sub-specialty area for at least four months.

I hereby certify as the program director, that the individual named in Part 1
Q has completed Q 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.

R

SIGNATURE OF PROGRAM DIRECTOR i
e VO
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 another person,

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

. HOSPITAL SEAL

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

The fralning program Is accredited by the ACGME or the RCPSE to offer the type and level of
training completed by the applicant, and the applicant was trained In an accredited ACGME or
RGPSC program position. | hereby declare under penalty of perjury under the laws of tha State of
California that the statements are true and cormrect.

B. Denise =<a Y NOR, MDD
PRINT NAME OF PROGRAM DIREGCTOR ~

SIGNATURE OF PRO wumecmn . DATEI E%NED

Signature Stamp Iz Nof 2 ble

State of (0¥ dia.

County of 'D(\iﬁﬁlb

Subscribed and sworn to (or affirmed) before me on

this \'OJ‘L‘ day of __ INOVermnioer L 20055
by B eenise KF\HQMMVJ Mn

personallyj}gn.d\'nm o me-'oifhéi'qyed to mgon the basis of satisfactory evidence to be the person(s) who appeared before me.
] ~ :ﬁ"ﬁTAR?s'EA_L w ::_ ' '

SIGNATURE OF NOTARY PUBLIC

. wi
'&'ir}‘;r
!

07A-100-L3 (Rav. D7105)

Notary Public, DeKalb Counly, Georgia




STATE OF CALIFORNIA -- STATE AND CONSUMER SE

AGENCY

MEDICAL BOARD OF.CALIFORNIA
LICENSING PROGRAM

ARNOLD SCHWARZENEGGER, Governor
Teame——

Consumer 1426 Howe Avenue, Suite 54
Affairs Sacramento, CA 96826-3236
. {916) 263-2382  FAX (018) 263-2487
’ www,caldocinfo.ca.qov

CERTIFICATE OF CURRENT POSTGRADUATE TRAINING ENROLLMENT

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

NOTE: This form may not be used in lisu of the Form L3A-B, "Certificate of Completion of ACGME/RCPSC
Postgraduate Training." ‘ :

NAME:; Last Ve UQ\"I

Middl
VL

First .—

Aara

b:rl_gdi'cal School of Graduation: ‘
: L - . . N '(:{"’\bf“&-{ Omiverg H‘L{ Seboo ( 0( M(?.ﬁ".t;’.
This is to certlfy that the above applicant is actively participating in an ACGME or RGCPSC accredited postgraduate

U.8. Boclal Security Number Date of Binth

|3

training position that started on ﬁ 4 e/ G'?YG’C? 2 and is expected to be
—Mon ay Bar , .
completedon = < ) s in & YAETEOL Ok ¥ B e 5
VIoRET Day . “Yaar Categoncal Speciity Area of Tramng
at E o 2R (Ao VRS TTY :

Gy 2 é,/?  Temm s ? e/ ﬁrf’/;ff.f /Wdy_%_?a3

Address of Facility

Dl O 7

{ocated at

The 10 digit ACGME Program # : .:;Z 2 o/

(Refer 10 hitp:/Awww, acgme.ora/adspubli

1 hereby declare under penalty 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 fraining completed by the applicant and that the
iPhlicant is being tralned in an aceredited ACGME or RCPSC postgraduate tralning position. : _

DENISE ANV OR MDD

P%T Nari OF moc-zm% .EIRECTom dﬁ
SIGNATURE OF PROGRAM DI — Signature Stamp Is Not Acceptable . _
l\tfﬂm Lol oty = 3 E LD
DATE ) i TELEPHONE HUMBER
ATTENTION PROGRAM DIRECTOR: THE PERSON WHO SIGNS THIS FORM MAY NOT BE RELATED TO THE APPLICANT BY BLOOD, MARRIAGE, OR ADOPTION.

Only the Program Director may sign this form. If that signature authority is being delegated to another person, evidence of that delegation must be attached to
this form (may be a photocopy). Such delegation musi be on official lelterhead and must be dated within the Jast 12 moriths.

State of G ety
County of T,;:‘@}(('J&Lb
Subscribed and sworr to {or affirmed) before me on
wis___ O% day of_NDUeymOer 2005
by 25 A XM 15e Agansy |, MD

personally known_,to:me' or proved fo me on the basis of satisfactory evidence to be the persdn(s) who appeared befors me.

C‘am le. UUQW

SIGNATURE OF NOTARY FUBLIC i
Public, DeKalb County, Gaorgia

Wy ssion Expires Feb, 8, 2009
R OFFICIAL HOSPITAL SEAI%R NOTARY
e SEAL (WITH JURAT COMPLETED ABOVE)-
- L MUST BE AFFIXED IN THE BOX AT THE LEFT L 4

S

=

Hospital or-Notary Seal .

(I.[In ;Ilg 1

‘-‘ il‘ i |£|

D7A<100-L4 (Rav, D7/05)
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STATE OF CALIFORNIA
DEPARTMENT OF CONSUMER AFFAIRS

PO BOX 942520

SACRAMENTO CA 94258-0520

c“”' s A v - - e
artmen tof

Consumer

Please print or type the namels) and addressles) of each
health—related facility in which you or your immediate family
have a financial intersst If more space is needed, please
attach additional listings. If you have no interests to declars,
pieasa write “none” in the area below and sngn yOUur name on

the front of this document at G

Health—Related Facility
Name

2689500

" PHYSICIAN AND SURGEON

SMBCLS 02 28205

Affairs

F, [[] YES, | WisH TO CONTRIBUTE
$25 FOR THE FAMILY PHYSICIAN
TRAINING PROGRAM

D, Continuing Medical Education {CME) Certification Statement:
PERJURY UNDER THE LAWS OF CALIFORNIA TO THE FOLLOWING STATEMENT:

TONTINUING MEDICAL EGUCATION REQ EM;&H"ET;‘FE T E:
WHICH WOULD EXEMPT ME FROM Au arT od THE REQUIRE
SIGNATURE REQUIRED HERE: (e i

1 CERTIFY THAT | DO MEET EACH Of THE
CK OF THiS FORM OR THAT | MEET THE COMDITIONS
NTS OR { HOLD A PERMANENT CHE WAMVER

P_CERTIFY UNDER PENALTY OF

212108

OATE:

H.[J ves. i wisH 10 CONTRIBUTE
$50 FOR THE SM. THOMPSON LOAN DELING: FEE | E_ FOR ADDRESS.CHANGE ONLY
REPAYHENT PROGRAM AMOI\'JJg\}\'I DUE POST’&{\%’(ERBAFTER i YOUR ABDRESS SEOWN IS INCORRECT, CORRECT /T BELOW,
LICENSE NO. EXPIRES —
94720 03/31/08 $885.50 ey ”
VOLUNTARY FEE - R )
TOTAL ENCLOSED <5 2205 00 ||s PHONE_NUMBER
s G. FINANCIAL INTEREST STATEMENT
ACTIVE IAN BRENT TILLEY | CERTIFY UNDER PENALTY OF PERIURY THAT | HAVE DISCLOSED oA
LAC & USC MEDICAL CENTER THIS RENEWAL APPLICATION FORM ISEE REVERSE FOR SPACE! THE
NAMES OF THOSE.JEALTH-3E KL HICH ' OR MY
1240 N MISSION ROAD ROOM L1009 wmwgff’ e KDER PEnALTs
LOS ANGELES CA 90033 OF PERJURV|H | QADIECLOSE,
Signaturn requirad hnn\

630101DODDD100002000%?200010331030008050000088550

E



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

From Date: 03/01/2010 To Date: 03/01/2010
ATRISUPPINF
22-JUL-15 09:42:54
Person Id : 1355407 Name : Tilley,lan
Question Answer
| Have Completed Cme And Can Document Not Less Than 50 Hours Of Approved Cme For The Two- YES

Year Perlod Immediately Preceding The Expiration Date Of My Licensa. Or | Meet The Conditions
Which Would Exempt Me From All Cr Part Of The Requirements.
L #lave Completed 12 Hours Of Pain Management Arid End-Of-Life Carg,

| Am Exempt From The Completion Of 12 Hours Of Pain Management And End Of Life Care
Continuing Education Reqmrement Because | Am A Radiologist Or Pathologist.
Onily For Gehgral Inte anilly Physislans Who Have 25% Of Thelr Pafieht Pghllation Aged 66

Years Or Older; | Have Complét of The Required Cme n Gerlaftic Me Gr T he_. e
zare OF Older Patients. Clisk No IfNOf Appileable, :
Enter Name/Address Of Facility Where Yeu Or Your Immedlate Famlly Hold Financial Interest Type NONE

"None" If None Held
R YES
Cortaltied In THis Appllcatlon Is True Ard GOrrst : R

| Have Read My Profile Cn The Medical Board Web Site Al Wiww. Mbo Ca.Gov And Acknowledge The YES
Information Contained Therein As Current And Accurate.

$inice You Last Rerewed Your Livense, Have You Had Any Lisense Disciplined By A Government
Agenicy Or Other I saipliviary Body; Or, Have You Been Convicted Of An _‘f

A And lts Tétritorles, Military-Courl Or A Foreign Country? e

Total Questions Asked For Person : 1355407 8



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

From Date: 03/26/2012 To Date: 03/26/2012
ATRISUPPINF
22-JUL-15 09:40:25
Person Id : 1355407 Name : Tilley,lan
Question . Answer

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

[ Have G@mp eted 12 Hours OFf Pair Mamgement Argd BEd-Of-L.ife Care,

| 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.

Only For General Internists And Familly Physicians Wha Have 25% Of Thelr Patient Population Aged 65

Yeats Or Older; | Have Completed At Least 20% Of Tﬁe Requlred Cme In Gerlatric Medicme Or The
Gare OF Older Patlents. Click No If Not Applicable. At _
Enter Name/Address Of Facility Where You OrYour Immedlate Famlly Hold Flnanmal Interest Type
"None" If None Held,

| Cortify Under Penalty OF Perjury Under The Lévs Qf The Stats Of Califernie ‘l‘hat The Infarmtion
Contairied In This Application-Is True And Corrédt.
| Have Read My Profile On The Medical Board Web Slte At Www Mbe.Ca, Gov And Acknowledge The
Information Contained Therein As Current And Accurate.
Sirica You Last Renewed Yout Licer‘ise, Have You Had Any Licehse Disciplined By A Government
Agency Or Other Dlsmpl inary Bo Have You Beer Convicted OFf Any Crin1e T Ang Staf
AAnd [ts Terfotiod; Military Colit-Or A Foreign Country? o

Total Questions Asked For Person : 1355407 8

T’ﬁe_US“_ _

YES

NO

NOT

NONE
YES
YES

NG
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License Type: Physician and Surgeon A

License Number: 94720

File Number:

Application: Physician's and Surgeon's Renewal

Application Number:
Application Date:

Peérso

First Name: : IAN
Middle Name: BRENT
Last Name: TILLEY
Birthdate:

Gender: Male

Llcensé Related A'cjicll.i'esses
Confidential Address {Optional)
Name:

Address:

License Specific Public/Mailing Address (Required)
Name: . TILLEY, IAN BRENT

Address: IRD ROOM 505
1200 N STATE STREET
1.OS ANGELES, CA
90033

Phone Number:

F-mail Address:




3/12/14 5:55 PM

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?

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 | declare under penalty of perjury | have
no financial interests to disclose.

Faniily Physi
Voluntary Fee;

Fage 2 of 3

No

Yes

Yes

Activities in Medicine

Patient Care Practice L.ocation
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

No

Administration - 1-9 Hours

Patient Care - 40+ Hours

Teaching - 1-9 Hours

Zip: 91105 County: LOS ANGELES

Zip: County:
Zip: County:
Zip: Co'unty:

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
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Gender - No

E-mail:

iennial Renewal Fee | 3783':00
Steven M. Thompson.Physician Corps Loan $25.00
Repayment Program
Total Amount Due: $808.00

Applications are not

| 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:



