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DEPARTMENT OF COMSUMER AFFAIRS

BIENNIAL LICENSE RENEWAL FORM. .y 17 P 4 b3

DOUBLE-SIDED FORM - COMPLETE BOTH SIDES .. . urpical BUARY
PLEASE READ THE ENCLOSED INFORMATION FOR:LICENSE }é’}fuwarm‘
RENEWAL PRIOR TO COMPLETING THE FOLLOWING QUESTIONS AND RETURBN THE ENTIRE SIGNED FORM

WITH THE RENEWAL FEE TO THE ADDRESS SHOWN BELOW,

PRINT NAME C.'.‘?—H\Q AnTvop \'\NLTMRQJ DO
DAYTIME PHONE

ROBZ0A
06/01/10

TYPE

LICENSE NO LICENSE EXPIRES

1. 30 $425 Active, (Retired, Residency/Fellowship) License
{Includes $25 fee pursuant to B&P Code Section 2436.5)
{Delinguaney fee $100)

$325 Inactive License
. {lncludes $25 fee pursuant to B&P Code Section 2436.5)
(Delinquency Fee $75)

Active — CME Required {attach documentation)
Active Retired — CME: Required (attach documentation)
Residency/Fellowship (attach verification from program)

No practice privileges in California—No CME required.
Available to In—State or Ouf—of—State Practitiohers

2. Public Access Address: _ I 330 5. Ramdeow RLyd. Sovi 108 phone: . [702) 2202223
{raguirad) {apticnal)
City: Las Neeps State: NV zip: _SGNE8
E—Mail Address :
Mailing Address: Phone: -_
City: State: - Zip: 1
3. SINCE YOUR LAST BRENEWAL: YES NC
3 Have you been convicted or pled guilty to any crime? "Conviction” includes a plea of no | D]
contest and any conviction that has been set aside or deferred. pursuant to Sections 1000 or
1203.4. of the Penal Code ( or set aside pursuant to similar statute in another State), including
infractions, misdemeanor and felonies. Traffic infractions do not need to be disclosed unless
the infractions involved alcohol or controlled substances. ’
b.  Has any governmental entity taken any disciplinary action against any of your health 3
care related Jicenses? (Discipline includes, but is not limited to suspension, revocation,
voluntary surrender, probation, public reprimand or any other rc.astrictions.]
¢ Do you have any physical, mental, emotional or behavioral disorder that would impair your ]

ability to practice medicine safely?

‘AFTER COMPLETING BOTH SIDES, RETURN ENTIRE FORM AND MAKE CHECK PAYABLE TQ OSTEOPATHIC MEDICAL BOARD.)

OSTEOPATHIC MEDICAL BOARD
17300 NATIONAL DRIVE, SUITE 150
SACRAMENTO, CA 95834-1991

| certify under penailty of perjury that all statements,
including those attached hereto are true and correct. |
further acknowledge | have read and understand the rules
pertaining to CME and | am aware my license will not be

renewed if th?equ M met.
Signature __T.j . Date
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DELINQUENT FEE IF
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07/31/13
LICENSE NOC LICENSE EXPIRES AMOUNT DUE
20A 12007 07/31/13 $425.00 $525.00
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IF YOU ARE IN CALIFORNIA & RENEV. swvw’ ACTIVE, YOU MUST COMPLETE THE FINANCIAL INTEREST STATEMENT

DISCLOSIIBE OF FINANCIAL INTERESTS

Business and Professions Code Section 2426 [(formerly 2097), requires all physicians fo report to OMBC any financial
interests they or their immediate family may have in health—related facilities located in Califormia.

This information will be available to other government agencies, public and private third party payers.

In order to comply with this mandate, please complete the financial interest statement below.

HEALTH-RELATED FACILITIES NAMES(S) S ADDRESS
a.
b.
c.
The Osteopathic Medical Board requires completion of Sections I, I, Iil, IV and V pursuant to B&P Code Sections 2425.1 and 2425

I Postgraduate Training

Indicate the total number of years of postgraduate training lapproved by the Accreditation Council for Graduate Medical Education,
the American Board of Medical Specialties, or the American Osteopathic Assaociation}, you have compieted:

il Current Trairiing Status
O  Resident 0O Fellow W Not in Training

: lll Practice Activities ‘ '
Please indicate hours per week for each of the following activities:

None i—9 10—19 | 20—-29 | 30—-39 40+
Patient Care ).
Research X :
Teaching X
Administration p o
Other x
O  Retired
IV Practice Location )
If you provide patient care please write in the zip code of your primary practice location: Zip Code: %c‘\\g

V Medical Practice
DO NOT ABBREVIATE. PLEASE WRITE FULL NAME OF CERTIFYING BOARD

A) Please indicate your primary Board certification QE)ESQ(AQ ki&bmil\_\f_ &aﬂlljz of OEIE‘E\[LS Ard 6¥QELDLO(J‘I

B! Please indicate your secondary Board certification

C) Pfease indicate any other Board certification you have

Completion of Sections VI, VI, and VIl is optional
VI Cultural/Ethnic Background {QPTIONAL)

Please indicate your culturail/ethnic background
(You may select more than one:)

, Native Hawaitan/Pacific Islander (Please specify below):
African—American/Black/African

(o] QO  Fijian 0O  Hawaiian
¥  Caucasian/White/European/Middle Eastern . 0 . Filipino - Q  Samopan
O American Indian/Native American/Alaskan Native . O  Guamanian O Tongan
O  Other O  Other Pacific Islander
O Decline to State . o

Asian (Please specify belowk Latino/Hispanic (Please specify below):
O Cambodian O  Laotian/Hmong O  Central American O  Puerto Rican
¢  Chinese . G Pakisfani O Cuban O  South American
O  Indian Q Thai 0 Mexican O ~ Other Hispanic
0O Indonesian O  Viethamese ‘
0  Japanese G Other Asian .
O  Korean C i

VIl Foreign Language Fluency {OPTIONAL)
Indicate all that apply:

O  American Sign Language ©  French O Japanese O  Other Chinese 8 ?Eg:;g:

O  Arabic ¢ German O Korean O Other Sign Language O Thai

0 Armenian QO  Hebrew 0O Lao O  Polish O  Turkish

0 Cambodiam 0 Hmong O  Other (hon—English) O Portuguese O Vietnamese

(8] Cantonese - 0 llagcano O  Mandarin QO  Russian O Decline to state
o} Farsi [0} ltalian C Mien 0 Samoan

VIII Website Profile (OPTIONAL)

Do you want the following information included in your personal profile on the Board's Website?

Cultural/Ethnic Background O  Yes No
Foreign Language Fluenecy Q  Yes No

SOB20A
08/01/10




Department of Consumer Affairs

Osteopathic Medical Board of California T i
1300 National Drive, Suite 150 ALCE | lj m D
Sacramento, CA 95834
(916) 928-8390 Fax (916) 928832 <011 AUG |5 m HlhLs

www.dca.ca.gov/osteopathic
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Please read all instructions prior to completing this application. All questions on this application must be answered.
In addition to this form, other essential application requirements must be completed.

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.

Please typa or print legibly. if space provided is insufficient, aftach additional sheets.

1. NAME: Last: First:
HaeTraN Cemg ARTHORY

3. DATE QF BIRTH: 4. PLACE O . 5, SEX:
6. ADDRESS: ) j

MAILING ADDRESS if different:
7. CONTACT INFORMATION FOR APPLICATION PROCESS:

Daylime Phone Number; E-Mail address;
9. PRE-OSTEOPATHIC COLLEGE(!

Peeveading  Oawersity PS5O PR Mavige, CA FoIL3 | Asest 1988 - May 39

Middle:

8. Are you a US citizen?

Yes E No D

DATES OF ATTENDANCE

DATES OF ATTENDANCE:

10, OSTEOPATHIC COLLEGE(S) - ADDRESS
Novh  SoornehereEns CowEhé 3301 Cousee Rz, b LaovedomE  |Resest \494%- MY 1947

DATE OF DEGREE!

ot OSTEoPRTIL Memang FL 222\4-T7% MAY AT, 197
11. __H_Z%m%mwn_mwucpl—.ombw_.j)_z_zm Hospital Name Adihass Type of Savice Dates of Allendanca
Puarswt- Resoy ooy Beron. (euosed) — OBJLp TOAK 1WE08IMP o gl
RESIDENCY/FELLOWSHIP: ! Dates of Sanice "
wensioe- Wemoy Foeo Wospirar. (crssen) Yoy V4% - JosE 200]
12, BOARD CERTIFIED: ! DATE CERTIFIED: NAME OF CERTIFYING BOARD:
ve i e O Amernean Ostectanvl Boned of OB * AR
13. LIST ALL WRITTEN EXAMINATIONS TAKEN e.g. NBOME, State Written Boards, USMLE, FLEX etc.
STATE WHICH EXAMINATIONS AND WHERE TAKEN DATE COMPLETED
NBOME ) blk]as
pNROME D = # n\qy
NMALOME 3 d._ ,IL =8

14, LIST ALL STATES IN WHICH YOU ARE NOW LICENSED OR HAVE EVER BEEN LICENSED TO PAACTICE CSTEOPATHIC MEDICINE

*Wrilton axamination, reciprocity, Nalional Boards, elc.

STATE DATE LICENSED * HOW LICENSED LICENSE NUMBER
Mica GAad 119 19% PATIOAAL BodR< SI0101329 %,
Nevani 1 {2003 sLETON AL TROASHS LT
15. Have you ever applied for but did not take tha California Osteopathic Medicat Board Examination? [f Yes, when? Yes [] No _,N_
16. Have you ever taken the California Osteopathic Medical Board Examination? [f Yes, when? Yes [ No %

OMBA




17. Have you ever withdrawn from, or bean suspended, dismissed or expelled from a medical school or posigraduate

training? 1f Yes, attach explanatlon. ves [] No E
18. Has a claim or action for damages ever been filed against you in the course of the practice of medicine or any other
healing art which resulted in a malpractice seftlement, judgment or arbitration award of over $30,000.007 Yes D ) No _M
19. Has there sver been any peer group or professional association inquiry or action involving your praciice
or relationship with patients alleging unprofessional conduct, wrongdoing or negligence? Yes [ No E
. |
20. Have you ever withdrawn an application from any hospital, public entity or licensing agency? ves [J No E .
If Yes, When?
21. Have you ever had staff _ua<=m es in a hospital denied, suspended, limited, revoked or not renewed for medical
disciplinary causs, or resigned from a medical staff in lieu of disciplinary or administrative action, or Is any such
action pending? ves [ No X

22. Have you ever had a medical or any healing art license restricled, suspended, revoked, disciplined or denied in
any state? Yes

|

zog

23. Have you ever besan denied permission to practice medicine or any healing art in any state? ves [ No E

24, Do you have any condition which in any way impairs or limits your ability 1o practice medicine with reasonable skill and
safety, including but not limited to, any of the following? Yes [] No X

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

(] A condition which required admission to an inpatient psychiatric treatment facility
[] Alcoha! or chemical substance dependency or addiction

[0 Emoctional, mental or behavioral disorder

(] oOther (explain)

FOR ANY OF THE BOXES CHECKED ABOVE, PLEASE SUBMIT COMPLETE QFFICIAL INPATIENT %m_w»._._c__mz._.
RECORDS, EVIDENCE OF ONGOING REHABILITATION TREATMENT, AND A PERSONAL WRITTEN EXPLANATION,

25. Have you ever been charged, convicted of, pled guilty or nclo contendere to a misdemeanor or felony in any state?
(Do net include traffic violations or citations resulting in fines of $250 or less.} You must include all convictions,

including those that have been set aside, and dismissed or expunged, or where a stay of execution has been issued. Yes [ No E
26. 1s any criminal action related to the above now pending? Yes L1 No _W_
27. Do you have a Drug Enforcement Administration (DEA) number? .. Yes E No [
28, If yes, whal is tha DEA number and in what state was it issued? ZHs4 ELDQ'U Zmzav}
29. Has any DEA ::@Umﬂ ever been Bmin,ma%m:wungma or revoked? Yes [ No [¥] ;

IF YOU HAVE ANSWERED “YES” TO ANY OF THE ABOVE QUESTIONS, ATTACH DETAILED EXPLANATION AND SUPPORTING
DOCUMENTS. T T |

u

'

CERTIFICATION

| CERTIFY UNDER PENALTY OF PERJURY UNDER THE LAWS OF THE STATE OF CALIFORNIA THAT THE
INFOBMATION PROVIDED IN THIS APPLICATION IS TRUE AND CORRECT.

' ﬁ@iu..,hr,.do m_;? 7
Signature of Rﬁ_mom:ﬂ Date P

OMB.1




“Disclosure of your social security number isman. . Section 30 of the Business and Professions Code an. - L. 94-455 (42 U.B.C.A. 405 () (2) (C)
authorizes collection of your social security number. Your social securlty number will be used exclusively for tax enforcement purposes,
with any judgment or ordar for family supporin accordance with Section 11350.6 of the Wellare and Instilutions Code, or for verificatio
status by a licensing or examinatfon entity which utilized a national examination and where licensuse Is reciprocai with the requesting s
your social sacurity number, you will be reputed to the Franchise Tax Board, which may assess a $100 penalty agalnst you.”

for purposes of compliance
n of licensure or examination
fate, If you fail to disclose

INFORMATION COLLECTION AND ACCESS

Agency reqjuesting information: Osteopathic Medical Board of
Califoinia, 1300 National Drive, Suita 150,
Gacramento, CA 95834, {916) 928-8390,

All ltems in this application are mandatory; none are voluntary,
[ailure to provide any of the requested information will delay
the processing of your application. The information provided
will be used to detarmine your quatifications for licensure per
Sactlon 2080 of the California Business and Professions
Code, which authorizes the collection of this information. The
information on your application may be transferred to othar
medical licensing authorities, the Federation of State Medical
Boards, or other governmenial or law enforcement agencies,
You have the right to review your application subject to the
provisions of the Information Practices Act. The Executive
Director is the custadlan of records.

APPLICANT DECLARATION/SIGNATURE and NOTARY

STATE OF Noveda
COUNTY OF Clar &

The applicant, D ZALL E?ﬁﬂ?#p L DD o1 -2~ ﬂoﬂﬂwo , baing first duly

{PLEASE PRINT FULL. NAME) {DATE OF BIRTH}

sworn upon his/her oath deposes and says: that he/she is the person herein named subscribing to this application;
that he/she has read the complete application, knows the full content thereof, and declares that all of the information
contained herein and evidence or other credentials submitted herewith are true and correct; that he/she is the lawful
holder of the degree of Doctor of Osteopathic 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
produced without fraud or misrepresentation or any mistake of which the applicant is aware and that the applicant is
the lawful holder thereof. Applicant further states that he/she authorizes all hospitals, institutions, or organizations,
his/her references, agencies (local, state, federal or foreign), to release to the Osteopathic Medical Board of California
or its successors, any information, files or records, including medical records, educational records, and records of
psychiatric treaiment and treatment for drug and/or alcohol abuse or dependency, requested by the Board in
connection with this application; or any further or future investigation by the Board necessary to determine my medical
competence, professional cenduct or physical or mental ability to safely engage in the practice of osteopathic
medicine. He/she further authorizes the Osteopathic 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. He/she further acknowledges that falsification or misrepresentation of any item or response on
this application is adequate to deny the same or to hold a hearing to revoke the same, if issued.

T,
SIGNATURE OF APPLICANT: ! K\Il@@

A R
Signed and sworn to before me this : | Z day of L. vi ST  Rell
Pl ——pa
Notary Seal 14 \\\m_@:mES of Notary Public
_ F(AM LAHENEY 5130 fork fyache B 2105
Sy HOTARY PUBLIG ‘Address”
99 My Conmisiog Brore: 5845 /.
5 lon Buplres: . . ¥
S Ewomm_xﬁw ﬂ,__aa" ﬂﬂ_mm.ﬂ ay e 9 % ¥, ALY % 9! :a

m.
My Commission expires &5 06~ 2ol>

_ |
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