Licensing Program

APPLICATION

{Pleass Chack Alf That Apply) -
[7] Physician's and Surgeon’s License
[) Postgraduate Training Authorization Letter (PTAL)
[T Update Application: ATS #
[ Limited Practice License

1yps o it Loginly PERSONAL INFORMATION

MEDICAL BOARD OF CALIFORNIA

VARG DR e ‘
HYERHUPE fl Bl

LAUE P i

(F"Iﬁ}ﬁqgﬁm
U.8. o Canadian Medical School Graduate
L] international Medical School Graduate

Last First . Midelle
1. Legal Name Ireland Lun Doan
2. Other Names/Alias Doan, Luu Cortes
3. United States Social Security Number 4. Gender

Mlsicrn) i UbpALGE M Bkl e Svem WY iy

‘Male ‘v Female

6, Place of Birth (City, State/Country)

8. Date of Birth fmmiddiyyyy)

B e e e b

7. PubliciMailing
Address

Malling Address 190 charscters masinum per ihe. Iatacing spacas)
3131 Flanagan Drive

If youi are aglng a P.O. Box
pleans nclude o confldentinl

Maillng Address continued 120 wemseers maomm pariing, Inchuctng spaces)
- stroot address on § suparate '

f;‘,!.’;’:r‘d"ld",?,':ﬁ”i;al’zgd“ﬂffi‘f;“.? ot City StatefProvince Zip/Fostal Code Country
ot i e |Simi Valley, CA 93063 USA -

8. Telephone Home # . Work # Call #
Numbers (.. () ]

8. E-mail Addross J .

10, Have you aver filed an application for a Physician's and Surgaon’s License [ Yes [71 No
or a PTAL In California that has been withdrawn, abandoned. or denied?

11. Have you previously held & Physicien's and Surgeon's License in California?

yes, Iaae provide IJcene number: . Expired: .

_ EXAMINATIONS

12. Have you eve been fon 16 have rrgaged ity iregular behavior dur]g ar exai‘nat!on?

{7 ves [FINo

Ye . No |
13, Have you ever been subject 10 an investigation by an examination entity? Yes  No
14. Are you certifted by the Educational Commission tor Forefgn Medical Graduates? ¥ N
If yes, please provida the Certificate |ssue Date: ' o8 ©

(Use the Addendum to Question #15 Form If additional apace Is nepdacd)

15, List all of the following examinations you have taken; USMLE, FLEX, NBME, LMCC andior STATE BOARDS

Examination Date (mmiyyyy) Result (Fass/Fall)
USMLE Step 1 Q6/2007
USMLE Step 2 CS 12/2008 ]
USMLE Step 2 CK 12/2008 ]
USMLE Step 8 1272010
. ; Bl ST W gl
KoTzo  cpozeiz £ inreme| AL

. DRAI0 IRev, 107612

Mee
Uso Onty

Parsanal
Inforniaion
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frov Wieense

=i on = mu
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cCooDoD

2005 Bvergreen Street, Sulte 1200, Sacramento, CA 948152383 | (9163 2632382 (800} 633-2522 FAX: (916) 203-2487 v nh

MU AR



tmnfekityyyy)

- ._ __ WEDICAL EDUGATION | o
NOTE: To bs eligible for a PTAL or License, all schools attondad must be on the Board's list of recognized
or approved madical schools, If you did not attend or graduate from a recognized or approved
medical school you may be sligible for licensure pursuant to Section 21367 of the Business and
Professions Code (effective 112013).  To view the Board’s list, please refor to our Web site at:
By mbe.ca.goviabolicantischogls_reconnized.iiiml,
16. List each medical schoot that you have attanded.
Lg Jrans
Medlcal School Name Mailing Address Mfe:m%ﬁygat% ; Wg
nilg!
David Geffen School of 10833 LeConte Ave start | 08/01/2005
Medicine at the University of , : : A 44
California, Los Angeles (UCLA) Los Angeles, CA 90095 End  |06/05/2009
Start aa
End
Start a a
End
17.  School of Graduation Titla of Degres Awarded lssue Date of Degree "1 oy,

David Geffen School of Medicine at UCLA MD 06/05/ 2000

UNUSUAL CIRCUMSTANCES DURING MEDICAL SCHOOL

%

Limx!.wl

L

18. Did you ever take a leave of absence during medical school? Yes ' |No
19, Were you ever placad on pr_mbation? Yos  No
20. Were you ever disciplined or placed under investigation? Yos  No
21. Ware any nogative reports ever filed by your instructors’? Yas  No
| 22. Were any limitations or spaclal requirements imposed on you because of Yes. No
guestions of academic or disciplinary problems, or for any other reason?

errn \CGME/RCPSC ACCREDITED POSTGRADLUATE TRAINING
23. Have you participated in any ACGME-accredited postgraduate training in the

United States or RCPSC-acereditad postgraduete training in Canada? List every UENO ploasa skib to |
program In which you have participated or are currently participating, regardless question #33)
of whather the program was completed or any credit was granted, Yas [ No
{Use the Addendum to Question #22 Ferm il addltional space ls neaded) .
Facllity Nama Clty, StatefProvince | Specialty Tr ﬁ‘;‘;‘ggﬂgﬁﬁeg
Brown UniversityWomen | Providence. Rl Start  1068/20/2009
and Infants Hospital ) ' B YN :
O /G . Bnd 106/14/2013
Btart
End
Htart
End
Btarl
End

aepucant:] iy Doan Ireland DATE OF BIRTH:

{Primt Hame) ftnmfddiyyyy)

Penlgrdduate
Tradnirg

\

L1B

A “yes” response to questions 18-22 requires a signed and dafed written axplanation.

G7A-100 (Rey 10/5012)



UNUSUAL CIRCUMSTANCES DURING POSTGRADUATE TRAINING : u;fi?,,,

24. Mave you ever recelved partial or no cradit for & postgraduate training program? T Yes  No

| 25. Havs you ever taken a leava of absence or break from your training? Yes No

28, Have you ever heen lerminated, dismissed or axpalied _from a program? Yos  No

27. Have you ever rasigned from a program? . Yes  No
28. Were you &ver placed on probation for any reason? Yes  No I

28, Were you ever discipiined or placed under Investigation? ?es No @ _
30. Were any incident reports ever filad by instiuctors? | Yos  No dF
31. Were any limitations or special requirements placed upen you for clinical

E:ar;%rr?;ance, profassionalism, medical knowledge, discipline, or for any other Yes ~ No X

32. Have you ever had @ postgraduate training program cortract not be renewed or

i]
offefed for a following year? Yes  No q

_ MEDICAL LICENSE | s
33. Have you ever held, or do you currently hold a medical license in any U8, state, .
U.S, territory or Canadian province? ~ List medical license information below, ® ves [INo u
Itis not necessary to list temporary, fraining, or provistonal licenses.
{Ure the Addendum to Question #33 For It additlons 8pnce Is neadad) \(ab
- Issue Dato Expiration Date | Dates of Practice
State/Province | License Number P bl ) impry e W
_ 10 W]
Rhode Island | LP 01661 [06/01/2009| 06/30/2013 | 06/2000-6/2013
Q
(M
W
' a

ABMS CERTIFIGATION B
ber Board of the American Board of

4. Are you clirrantly certle by a Mem [ Yes ' No

Medical Specialtias?
_ Expiration Date
Member Board Certificate Numbfxl‘ p(mmfwyir)
| €l

35. Has your certification ever been suspanded of revoked? | ClYes o
36. Is there any action surrently pending against you? [T Yes [INo
APPLICANT: DATE OF BIRTH: |
(Frint Home) Lu u Doan Ire'and {nmidalyyyy)

A “yes” response to questions 24-32 and 35-36 requlres a signed and dated written explanation,
BIA-160 (Rov, 1052012} .



. Have you ever racelvad partla[ or no credit for a postgraduate trainlng program?

25, Have you ever taken a leave of absence o break from your training?

26. Have you ever been terminated, dismissed or expelled from a program? ' :

27. Have you ever resigned from & program?

1 28, Were you ever placed on probation for any reason?

28, Woere you ever disclplined or placed under Irivestlga{lqn? : }

30. Were any incident reports ever flled by lnstruotors?

31, Wara any mitaions or special requirements placed upor you for olinical
performanos, professionalism, medloal knowledge, disclpllne, or for any other -
reaaon? -

[ 33. Have you evar held, or do you ourrﬂy hotd a medical license in any U,8, state.

a2, Have you ever had a pasigraduate tralnling program contraot riot be renewed or :
offeroad for a fallowing yeat? '

MEDRICAL LICENSE

U.S. territory ar Canadlan province?  Llst medical license Information below, Ll Y‘es.){(No
Mis not necessary to list temporary, training, or provislonal licenses.
« {UJsa lhu Addandum { Quéaﬂan #33 Fonn if addillnna! pace la naadad)

wolc;c,,l

i
N ﬁwmlﬁmmma).

ABMo CERTIFICAI ION

34. Are yuu currently cettified by a Mamber Board of the Ametlcan Board of
Medioal Sp@cia)tie:?

36, Has your certification ever been suspended or revaked?

38, is there any action ourrently pending against yau?

A “yes" rasponse to questions 24-32 and 35-36 raqulres a signad and dated written explanat[nn
U7A-100 (Rav. 10/2012)



The epplicant, - Liang D?&f i I!"ﬁfmf“r'c{a
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' MEDICAL BOARD OF CALIFORNIA - ..

Licensing Program N
APPLICATION ADDENDUM S
FOR FORM L1C PROGK A M

DECLARATION

Finasd BrInk full name (Firat, Middle, Lash " ~Bato of Birth (mniadiyyyy)

being first duiy sworh upon his/her oath deposes and says: that | am the person hereln named subsoribing to
this application; that | have read the complste application, know the full content thereof, and declare unde
penalty of peifury, that all of the Information contalned herein and evidenca or other credentlals submitted
herewith are true and correct; that ] am the lawfu! holder of the degree of Doctor of Medicine as prescribed by
this application, that the same was proeured in the regular course of Instruction and exarnination, and that I, |
together with all the credentials subrmitted, were procured without fraud or misrepresentation or any mistaie of |
which | am aware and that | am the lawfil holder thereof. Further, | hereby authorlze all hospltals, Institutions or |
organizations, ‘'my references, personal physiclans, employars (past, present and future), or business and |
professional assoclates (past, present, and fufurs), and all government agencies (local, state, faderal, or foreign) |
to release to the Medical Board of California or its successors any Information, flles or records, Including medical f
records, educational records, and records of psychlatric treatment and treatment for drug, alohol andior |
substance abuse or dependency, requested by that Board I conhection with this application; or any further or
future investigation by that Board necessary to determine any medical competence, professional conduct, or fi
physical or mental ability to sefely engage In the practice of medicine. | further authorlze the Medicat Board of [
California or its successors to releass, In any investigation or proceading, to the organizations, individusls or
groups listed above any Information which is material to this application or any subsequeant licensure.

| UNDERSTAND THAT ANY OMISSION, FALSIFICATION OR MISREPRESENTATION OF ANY ITEW OR
RESPONSE ON THIS APPLICATION §R ANY ATTACHMENT HERETO IS A SUFFICIENT BASIS FOR
v

DENYING OR REVOKING A LICE 0 O |
A[\ A,tp L. “oate; 17]2% , L7
v v V}J bl "l = ¥

NOTARY SECTION

1me

= PRESENGE OF NOTARY - Flawos sian Tull T

J

SIGNATURE:___-

SIGNATURE OF APPLICANT:

State of

County of

Lo A, Lo .
Subscribed and sworm to (or affirmed) befcreg'\q on this & 8 ¢ day of Dt’Cﬁ'm/j‘bﬁ.@ L2044

SIS 7 7 7 N -
by, J\U / Al ' proved to me on the basis of satisfactory evidence
(Print apﬂlcnnf'g_naqﬁn}' A " .

to be the person who apﬁg#ed befora me.
~ . o

b

NOTAKY SEAL

2005 Bvetgreen Strost, Sulte 1200, Secramiento, CA 958153831 (916) 263-2362 (800) 633-2322 FAX (916 IG5 5487 W B, 0 R



| 37, Are you currently registered with the Drug Enforcement Agency (DEA)?

DEA CERTIFICATION |

[] ves LINo

DEA Number State of lssue

Expiration Date

{mmiyyyy)

AP 3275080-23D

Rhodg Island 06/201 3

No

statute or regulation?

38. Have your DEA privilsges ever been denied, suspended, restricted, or terminated? Yes
38. Have you ever entered into any arrangement, agreement or plea in lisu of faderal
prosecution with the DEA to resolve an alleged violation of a federal or stale drug Yes + No

MBC
Use Only

8

E

| arpueant: | iy Doan Ireland

BATE OF BIRTH:
frmfddhryyy)

e N MALPRACTIGE HISTORY My
40. Has a claim or an action ever been filed agalnst you for the practice of medicine - . Yes| No /0
that resulted in & malpractice seftlement?
41. Has a Judgment or arbitration ever been awarded in the amount of $30,000 or Yes No -
more? ‘
N ______ DISCIPLINARVHISTORY ke
These questions refer to discipline by any hospital, Military or Public Health Service, State Board,
or other Governmental Agency of any U.5, state or territory, Canadian province, ot foreign country,
42. Have you ever withdrawn an application for medical licensura in lieu of denjal, | Yes No
disciplinary action, or for any other similar reason? ' I
43, Have you ever been denied a ficense to practice medicine? Yes  No L
44, s any danial pending against you? Yes No )
45, Have you ever had any license to practice medicine subjected to any Yas No I
digciplinary actfon? ‘
48. Is any disclplinary action pending against any of yaur ficenises to practice medicine? Yoy  No tﬂ
47. Have you ever surrendered a license to practice medicine? Yas  No q
48. Mave you ever had any license to practice medicine revoked, suspended, or placed Yes  No th
on probation?
49. Have you aver had any license to practice medicine subjected to any action
including, Hut not iimited fo, Informal or confidantial distipline, congent prders, Yos  No N
letters of warning, letters of reprimand, or citation? '
50, Mave you ever been charged with, or been found to have committed unprofessions
eonduct, professional Incompetence, gross negligence, of repeatsd nagligent acts Yas  No i
by any medical ficensing board or hospital?
81. Have you ever resigned from a medical staff in liou of digciplinary or administrative
i Yag  No H]
action?
52, Is any disciplinary action pending against your hospital or staff priviieges? Yes  No |8
53, Have ydu aver had staff privileges in a hospital terminated, denied, suspendead, Yes No N
limited, revoked, or nat renawead? P
$4. MHave you ever had any healing ars license o certificats disciplined by anothar state Yes  No
or federal territory? @

A “yeg” response to questions 38-54 requires a sighed and dated written gxplanation.
O7A100 (Ray, S052013)




|

| | | CRIMINAL RECORD HISTORY } -
Applicants who answer “NO” to the questions. betow, but have a previous conviction of plea, may have

their application denied for knowingly falsifying the application. If in doubt as to whether a conviction
should be disclosed, It i8 best to disclose the conviction on the application.

For each conviction disclosed, you must submit certified copies of the arresting agency report,

' cortified coples of the court documents, including a plea form and court docket, and a signed and |

dated descriptive explanation of the circumstances surreunding the conviction of disciplinary action
(l.e,, dates and location of the Incident and all circumstances surrounding the Incldent). {f the
documents were purged by the arresting agency andfor court, & laetter of explmation from these
agancies 1s required. Ih addition, you may submit evidence of rehabilitation, e

55. Have you aver been convicted of, or pled guilty or nolo contendere to ANY offense in
the United Slates, its territorles, or a foreign country?

This Includes every citation, infraction, misdemeanor and/or felon v, inciuding
traffic viotations. Convictions that were adfudicated In the juvenile court or
convictions under Galifornia Health and Safety Code sections 1 1357(b), (c}, (d),
{e), or section 11360(b) which are two years or ofter should NOT be reported.
Convictions that were later expunged from the record of the court or set aside.
pursuant to section 1203.4 of the Calffornia Penaf Code or equivalent non-
California law MUST be disclosed,

56, Exclusive of jJuvenile court adjudications and chiminal charges dismissed under
section 1000.3 of the California Penal Cods or aguivalent non-California laws, or
convictions under California Health and Safety Code section 11387¢h), (), {d), {e), or
section 11360(b) which are two years ot older, have you had a charge or conviction
that was set aside or later expunged from the record of the court?

57. s any criminal action pending agalnst you, or are you cursantly awaiting judgmer{t
and sentencing following entry of a plea or |ury verdiet?

88. Are you a registered sex offendar?
e BRACTICE IMPAIRVMENT OR LIMITATIONS

i you give an affirmative answer to any of the guestions below, the Board will make an individualized
assossment of the nature, the severity and the duration of the risks associated with an ongolng
medical condition to determine whether an unrestricted ticense should be lssued, whether conditions
should be Imposed, or whather you are eligible for licensure. Please note that a Limited Practice

Licenge may be avallable. Plesse rafer fo the Application information for a Limlted Practice License
for further information, ,

59. Have you ever been enralled in, required to enter into, or participated in any drug,
alcohol, or substence abuse recovery program or Impaired practitioner program?

60. Have you evar been treated for or had a recurrence of a diagnosed addictive
disorder? '

61. Have you ever been diagnosed with an emotional, mental, or behavioral disordar
that may impair your ability to practice medicine. salely?

62. Mave you ever been diagnosed with a nsurgiogicel or other physical condition
that may Impalt your abliity to practice medicine aafely?

83, Do you have any other condition that may in any way impalr or limit your ability to

practice medicine safely?

84. Do you suffer from & progressive disorder or a health condition that will likely result

in & ganeral decling in health or function that may Impair or fimit your ability to practice
tiedicine safaly?

appucant: | iy Doan Ireland DATE OF BIRTH:
Print Nasma) {mnvddivyyy} -

Criimina]
Hatory

z v

Limitations

|

A "yes” response to questions 55-64 requires a signed and dated written explanation.

QFA00 (Rov, 102012)




" PHOTOGRAPH:.

Notice: Al itams in this application are mandatory. Failure to

piovide any of the requested information will delay the
Ing of ication. The Information provided will be

used to determine your qualifications for licensing per Section
2080 of the Calfornia Business and Professions Code, which
authorizes the collection of this information. The information on
your application may be transferred to other medical licensing
authorlties, the Faderation of Stateé Medical Boards, or other
governmental law enforcement agencies, You have the right to
review your application subject ‘o the provisions of the
Information Practices Act. The Chief of the Licensing Program
i& the custodian of recorcds,

T | ____ DECLARATION
The applicant, Luu  Doan \relana |

, Flzane print full narme First, MIGATG, Last) : “Daty of Birth {iideiyyyy)
being first duly swom upon his/her oath deposes and says: that | am the parson hergin named subseriping 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 submiitied
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 credentlals submitted, wera procured without fraud or misrepresantation of any mistake of
which | am aware aid that | am the lawful holder thereof. Further,.| hereby authorize all hospitals, institutions
or organizations, my references, personal physicians, employers {past, present and future), or business and
professional assoclates (past, present, and future), and all government agencies (local, state, federal, or
foreign) to release to the Medical Board of California or its successors any information, files or records,
Including medical records, educational records, and records of peychlatric treatment and treatment for drug,
alcohot and/or substance abuse or dependency, requested by that Board in connection with this application; or
any further or future investigation by that Board recassary to determine any medical competence, professional
condluct, or physical or merttal ability to safely engage In the practice of medicing. | further authorize the
Medical Board of California or its successors to release, in any Investigstion or proceeding, to the
organizations, Individuals or groups listed above any information which is material to this application or any

| subgaquent licensurs,
} | UNDERSTAND THAT ANY QOMISSION, FALSIFICATION OF MISREPRESENTATION DF ANY ITEM OR

RESPONSE ON THIS APPLIGCATION OF AN YATTACHMENT HERETO IS A SUFFICIENT BASIS FOR
DENYING Ol REVORING A LICENS '
RIS,

AP At~ oy

SIGNATURE;
' ) NOTARY SEGTION . |
SIGNATURE OF APPLICANT: _QQ%AA&) Aag )
NOT MER EXCRIEIR THE PRESENGE OF NOTARY - Floass sigh fall name)
State of Kﬁn‘m ‘ Tetppd
County 0I('P,r? oliheLc e

Subscribed and sworh to (or affirmed) before me on this / 2 tﬁ: day of AJOUIHEER . 2072,
by, [ pu Déay) Toestuh

(Peint applicant’s name)

DATE: “J 19! [

proved to me o the basiy of satisfactory evidence

to be the person who ayfpe red before me, o FIOTARY SEAL

\

O7AaT00) (Hew 100020129

MBC
Use Omiy

Photagraph

Applicant

&

Apphoant
Sigrmture

Applisart
Namg &

N?{Dala

INokary
Signalare
& Soal




. | | Lk
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BROWN Fm'ké _,jtwerm»'
' A,
i

. :
B % it i

STATE AND CONSUMER SERVICES AGENCY- I)«grrrmmrt‘aj'C’#rfsuuwr .'lg'ul‘m

o

 EDMUND 6,

MEDICAL BOARD OF CALIFORNIA

Licensing Program

CERTIFICATE OF MEDICAL EDUCATION & "
Chack one: <] U.S, or Canadian Medical Sthool Graduate [ International Medical Sehoo! Graduste
APPLICANT INFORMATION

First LU U
0.8, Socltal Seourity Number

‘fﬁy‘pe or Print Leglbly
NAME: Lat

Micdle wT&.’:‘; '
Meadieal Sehool of Graduation
e ~ UCLA
___MEDICAL SCHOOL: PLEASE COMPLETE THIS FORM IN THE ENGLISH LANGUAGE
Narnie of Medical 8chool |DAVH) GEFFEN SCHOOL OF MEDICINE, UNIV OF CALIFORNIA LOS ANGELES
State/Province/Country  [LOS ANGELES, CA ‘
Did the-applicant complete an English Language program? C'Yes ' No
The ungeraignad further cartifios that.the records of this Institition show that the applicant attended in this institution

| Date of Birth (mm/dayyyy |

Menienl
Seneal
{aformuinmn

....... ‘ . years of resident Insirugtion, com

pleting at least 4,000 hours, of which at least 80 percent actual attendance

is required In the subjects set forth herevndar (

Business and Profassions Cods Sections 2089, 2089.5, 2089.7, 2000,

20911, 2081.2). The standard duration of the currlcuium at this {ngtitution s —

PR SRE———

Anatonly
Malaryngoiogy -

Ophthalmalogy
Barmatoie gy

Netrral

: . i
Alachollem and Ghaming Depentsney Podiatrica

Qhatatries ihd Symoealngy
Radialogy, Inoluking Rodiation Safoty
Troplea! Madicine

Phyelology

Bloshernlstry

Patholiagy, Bactarlolpy, aitel

Embryology
Histolugy
Humah Sexuallty
Medipine

Surgary, insluding drthopedic Surgery

rlogy

Pharmagology

Anastlogin

Spauna! Partngr Abusa Doediion &
Traatntynt*

Famlky Madieinet

ain Managomen) sid Brduof.L e
G

Prozontative Madleina. Inatuding Hutrition
Phayglamal Modialia

Therapoutlcn

Natroaratuimy

Child Abuke Dotsetlon anrd Treatment
Greriatrie Mowleh: ¢

Iamunptagly Paychiatry

Y ONLY applionide to matiient studonts whio anrotiad in mediesl sshoal on or ntar Boptomhor 1, 1884
s ONLY applizalyla 1o meslicol stuclonts wio graduateq from medlas! sghoo! ob or uFler Jupe 30, 1996
e ONLY applicable to medlonl studenta who airotted h metienl sehiosl on or affer duns 1, 200

Date the applicant enralled in medical sghool:
Date the applicant was issued the diploma of Bachelor/Oocter of Meadicine:

| Pate the spplisant withdrew from medical schood (if applicable);
e _UNUSUAL CIRCUMSTANCES DURING MEDICAL SCHOOL.
Any "Yes" response below reguires a slgned and dated Ietter of explanation by school sfficlat,
Did thie applicant aver take a leave of absence from histher medical education? '

Wap this applicant sver placed on probation?
Was Wis applicant ever dissipined or placed under investigation? |

Wera any negative reports regarding this applicant ever filad by instructars? i

Ware any limitatlons or spacial requirements imposed o this applicent because of -
questions of academic or disciplinary prolems, of for any other reason? -

MEDICAL SCHOOL OFFICIAL CERTIFICATION

leartity that { am the President, Dean, or Registrar and harsby declare uncler penally of pa}jury
inider.the laws of the State of Califomia thal the above siatements f’? true and correct,
i é‘?‘\ " '.)'Jn\f"

[ Jande, - |
EQF SCHoOL, oFpicIg TITLE /or’s&c:nooL OFFICIAL
&‘Mﬁ@ /

‘ witelir
ATUIRE OF SCHOOL GFFIGIAL DATE
Attention Medioat Soliol, THE PERSON WHE SIGNS THIS ﬁ"(}RM’MﬁLNOT BE RELATED TO THE ARPPLICANT BY
BLOOD, MARRIAGE OR ADCUPTION. Only the President, Dean, -or Reglstray may sign this form, If the signature is baing
delagatad to anciher person, evidenas of that delogation must e aiached lo 1hls form {iay ke a photocopy). Buch delegation
mut bo on offlelel fetterhead and musl b dalod within the I9et 42 monihs

Ltk of
Alqrsance

8120 o5

Y LW o AR W
frd

o

Unyug!
Cuanieansus

spalwipl~

AFFIX MEDICAL
SCHOOL. SEAL

Slgnadua &
ut

NOTE: The completed form must be mailadi directly from the medical seheol 1o e Board 1o be acceptable.

0/AA00 (Rev 008012) .
2005 Fvorgreen Street, Suive 1200. Sncramento. CA 95815-3831 (916 263387 (800 6332321 FAX: (916) 2632457 WARNGERA0)




Check one: U.S. or Canadian Medical S8chool Graduate

MEDICAL BOARD OF CALIFORNIA

Licensing Program

-

,v s

boT

CURRENT POSTGRADUATE TRAINING ENROLLMENT

Cinternatiihal Medleal School Graduate

Type or Print Legibly . APPLICANT INFORMATION Us':%%l
NAME:  Last : Firet Middle , y
\reland Ly Doan Sorsona
‘Date of Birth (mnddiyyyy) | _U.S, Soclal Security Number Medical School of Graduation Dets
XXX~ XX~ Paid el hod ok medizing et Unierat §

ROGARN DIRECTOR TO COMPLETE ACGNIE OR RCPSC TRAINING INFORMATION
Faclitty Neme | [Dnigrs o Tudbats Hoepi AL,

Facllity Address | /) DUNEY b, Providedes., BT 03205 puopam
ity s | OFfley | oo S| [0 0452, 249 |

Dates of Tralning | Start Dater _ | ated Completion Date: _
(rrmidliyyyy) | D1 242009 QLet 23120135

PROGRAM DIRECTOR OFFICIAL CERTIFICATION | ,
The completed Form L4 must be malied directly from the program to the Board o be acceptable,

NOTE:

{ hereby declare under penally of perjury under the laws of the State of California that the information contained
on this form is rue and correct. | further certify that the training program s accredited by the ACGME or the | pryqrn
RCPSC 1o offer the type and level of training fo the above named applicant and that the applicant is actively | Director's

participating in & slotted position in an acoredited ACGME or RUPSC postgraduate training program. Sgnolure &
_enty Elichnan MD GErshpaD @uwidpl.ots, |
PRINT NAME OF PROGRAM DIRECTOR Email Address
| @a.m\ /- N,/ ) / 2010, 2344122 %1848
SIGNATURE-GF PROGRAM DIRECTOR DATE Phone Number
(Slgnature Stamp 1 Not Acceptable} .
ION PROGRAM DIBECTRR: THE PERSON WHO SIGNS THIS FORM MAY NQT BE RELATED TO THE APPLICANT BY
BLOOD, MARRIAGE, OR ADOPTION, Only the Pragram Director may sign tila form. If that slgnature authorlty 1s being delegated to S,LZ%@L
another patnon, evidenceof that delegation must be altachad to this form (may ba a photacopy), Such delegation must be on officlat Sgnoture
umttarhead and must be dated within the last 12 months, _ : y
NOTE: It & hospital saal is not availablv, the program director shall also slgn In the section below In tha presence (W]
' of a notary publie, _ i A :
" Yy e .
SIGNATURE OF PROGRAM DIRECTOR: Qe

(Imasa sign fulk name I presence of notary)
State of ghﬂl}ﬁ Zg-ém(gb _ Noary
County of E f/gmg (NE L | d\ . smna;::e &_
Subscribed and swot r affirmed) bef is ] | NS 200 P ,E/
sbs ¢ ‘ 5 onto( affirmed) before me on this day rJfMM 220

by, _6],& proved to me on the basis of satisfactory evidence Ht;‘;s;g:}al
HOSPITAL cr NOTARY SEAL a

NOTE: The completed fortmn must be malled direct! y from the program to the Board to be acceptable.

QTA-100 (Rov. 10/2012)
ARRE Pesnrman Gt Snbio T30 Casvamenin (A GERESARST 1914 263-2382 (800) 633-2322 FAX: (916Y263-2487 vy, ube.ol. oy
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License Type: Physician and Surgeon A

License Number: 125002

File Number:

Application: Physician's and Surgeon's Renewal

Application Number:
Application Date:

LUV
Middle Name: DOAN
Last Name: IRELAND
Birthdate:
Gender: Female

License Related Addresses
Confidential Address (Optional)
Name: IRELAND, LUU DOAN
Address: UCLA DEPARTMENT OF OB/GYN

10833 LE CONTE AVE. ROOM 27-139 CHS
LOS ANGELES, CA

900951740
License Specific Public/Mailing Address {(Required)
Name: IRELAND, LUU DOAN
Address: | UCLA DEPT OF OB-GYN

10833 LE CONTE AVE RM 27-13% CHS
LOS ANGELES, CA
900951740

Phone Number:

E-mail Address:

LR AT AnAmm |
1401924970758
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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.

i

o]untary Fee:

Are you retired?

Activities in Medicine

Patient Care Practice Location
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

Page 20t 3

No

Yes

Yes

No

Administration - 1-9 Hours
Other - None |
Patient Care - 20-29 Hours
Research - 20-29 Hours
Teaching - 20-29 Hours
Telemedicine - None

Zip: 90095 County: LOS ANGELES

Zip: County:

Zip: 92506 County: RIVERSIDE

Zip: County: -

Fellow

Obstetrics and Gynecology - Primary
None

5 Years

Other {not listed)

B FAEHIROTBARA A DGTLBIETED IR AL D
1401924970758
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Foreign Language Proficiency Spanish
Web Site Profile’ Foreign Language Proficiency - Yes

Gender - Yes

|

Btnlal Renewal Fee $783.00
DUE TO CURES FUND $12.00
Steven M. Thompson Physician Corps Loan $25.00

Repayment Program

Total Amount Due: $820.00

ed 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:

DU e
1401524070758




