Board of Registration in Medicine

Cozdad

200 Harvard Mill Square, Suite 330 - Wakefield, MA 01880
Telephone: (781) 876-8210  Fax: (781) 876-8383 www.mass.gov/medboard

FULL LICENSE APPLICATION

Application Fee:  Please enclose a check or money order in the amount of S600.00 made pavable w the Commaonwealth of

Massachusetts. The application fee is non-refundable,

Type of License [ZT Initial Full License (] Administrative License [ Volumeer License
Check One; _,Zrl}.f%,f(‘nlmdiun Ciraduate (7] tmiernational Graduate

Legal Name (do ot use nicknames or initials, unless they are part of your legal name)
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Last Name (type or print cleariy) First Middle

JA™Mo O o Oreed  [J Otherdegree  Anp”

Suffix (b, ete)

[ Male [ Femake

Other Name(s) Used - List any other name(s) vou have used which may appear on your identifying documents, such as

medical education and examination records. 1 not applicable, check here. [

—- I ~
TGl g Lo e
Entire Last Name (type or print clearly) First Middle Suffix (I, ete.)

Social Security Number:

Date of Birth:

Month Dy Year
. . . S dnply e T
NPI (National Provider Identilier) Number: \‘}’ )j’f‘ ’Q; f 3
Place of Birth: (e '1(_:“_5'.{ 1 A G i o o
City . State/Provinee/ Terrtory Country if not USA

STV Y Ui
*Mailing Address: j]a  Parlmgnt “Jff.'{".’-j'.‘v.i‘!'l'] -
Number and Street '

" (o ey 530
Telephone: |9 5§ bR

AR ALy

\’J Cﬁ/{"!'? L_—_,vlir""/ f\/‘iﬂ [’__:J ’ Ci’ D(;
Cay State/Province/ Territory Zip (or postal} Code
Home Address: Teiephone:

i (n)

) AL
Liadaans

. ; G eruery 2
Business Address: (14 1524 o —} .J’-*ﬂur’ Y1~
Number and Street

Cia{ vy State/Provinee/Territory Zip (or postal) Code

 Telepione: [o% 2 ZaY 854 ¢

. 4 R e
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City StateProvinee Territory Aip (or postaly Code
L-mail Address; R Iax number:

Are you applying {or licensure through FCVS? E Yes [ No

* The Board will use your Mailing Address for all correspondence
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Examination History

Please contact the appropriate examination entity and have the examination scores sent to you in a sealed
envelope. I you are using FCVS, your examination scores will be sent to the Board with your credentials packet,

List each Licensure examination, ULS, or international, you have taken (USMLE. NBME, NBOME, LMCC, FLEX.
COMVEX. COMLEX or a state examination. [f you answer “yes™ to question #3 on the Full Supplement, you

must also complete the required information.

Examination Number of atiempts Passed (17) or Failed (I}

USMLE Step 1 _ ' _ e Or
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P [JF
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P OIF
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Ov
po ¥
poLJF
p OJF
P [JF
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USMLE Step 1t

9

USMLE Step N

NBMLE Part |

NBMIE Part [

NBME Part (1]

FLEX Compunent |

FLEX Component 2

1 T I O 0 O

FLEX Pre-1985

U

NBOME Part |

NBOME Part 11

NBOME Part 1l

COMLEX Level |

COMLEX Level 2

COMLEX evel 3

OO0 ond

COMVEX

LMCC - Single

LMCC - Pan |

L.MCC - Pant 1l

I I

State Board Exam

(State of examination and year)
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DA

FULL LICENSE APPLICATION SUPPLEMENT

IMPORTANT NOTE: H you answer “yes” to any of these questions, you must provide the additionai
information on pages 5-11.

JESTEONS

[N While enrolied i cotlege, medical schoal, graduate school or postgraduate training
were you ever the subject of any disciplinary action? (This ineludes action that was
formai ar inlormal, oral or written, voluntary or invoiuntary, A confidentiality
agrecment does notabsolve you of your requirement to answer this question

2-AL Have you ever been terminated or granted o leave of absence by a medical school or
any postpraduate (raining program or have you ever withdzawn fom a medicas
school ar any postgraduale training program or had L repeat a year of postgraduare
training”?

2-B. Have you ever been placed on probation or remediation by 2 medical school,
praduate school or any postgraduate taining program?

3. I you are a US or Canadian graduale, did vou take more than four (4) years to
complete medical school; or i you are an internationat medical graduate, did you
tiske more than six (6) vears to complete medi

1 seisool?

4. Since vour enrollment in college, have vou been denied the privilege of taking or
finishing an examination ur been accused of or found 1o have cheated or enpaged in
improper conduet during sn examination?

5. Have you ever been denied a medical license, whether 1ull, limited, wInporary. or
have you withdrawn an apptication for medical licensure™

6. ltave you ever surrendered a license to practice medicine or any professional license
or has your ficense or centificate ever been revoked® (You do not need 1o report @
tapsed license.)

7.

Have you been denied American Board of Medical Specialties or American Board o
Osteopathic Medicine eertification or kas your cenification ever been suspended or
revoked?

Are you aware of any pending investigation or inquiry into your professionat
conduct by any entity o are any disciplivary charges pending against vou?

8-1. Since your completion of postgraduate raining, has any d iplinary action ever been
taken against you? {A confidentiality agreement does not absolve you of vour
requirement to answer this question.)

Full Lic App — Form 8 { Application Supplement). Page 1 of 11, Rev. 7/14



PRINT NAME: ~Ut reland DATE: ™

9-A.

9.8,

10.

14-A.

14-B.

Have you ever relingquished any medical staft membership or association with a health
care facitiy”?

Has your medical staff membershin, medical privileges, medical staff status or
associntion with a health care facility ever been limited, suspended, revoked. not
renewed or subject 1o probationary conditions or has processing toward any of those
ends been instituted or recommended by a medical stafU committee, administration or
poverning board?

Have you ever withdrawn an application for hospital privilepes or appointment, or
have you ever been denied medical stalt membership. advancement in medical staff
status ar association with a health care facitity, or has such denial been recommended
by 4 medical staff committee, administration or governing body?

Have vou ever been charged with any criminal offense? (You must report being
arrested, arraigned, indicted or convicted, even if the charges against you were
dropped, filed, dismissed, expunged or otherwise discharged. A charge of operating
under the influence or its equivalent is reportable. A medical malpractice claim is a
civil, not a criminal, matter and need not be reported for purposes of this question.)

Has your privilege to manufacture. distribute, administer, possess, dispense or
prescribe controlled substances ever been suspended. revoked, denied, restricted or
surrendered, or have you ever been catled before or warned by any state or other
jurisdiction including a federal agency regarding such priviteges?

Has any professional lability insurance provider ever restricted. limited, terminated,
imposed a surcharge or co-payment. or placed any condition on your coverage or have
vou ever voluntarily restricted. fimited or terminated vour insurance coverage in
response o any inquiry by a professional liability insurance provider?

Have you ever had an application for membership as a participating provider denied
by any third-party payor, Medicare or Medicaid (any state) or have you ever been the
se:hject of any termination, suspension or probation proceedings instituted by any
third-party payor, Medicare or Medicaid (any state) or have you ever been restricted
from receiving pavinents from any third-party payor, Medicare, Medicaid (any state)?

Has any medical malpractice claim ever been made against you, whether or not &
fawsuit was filed in relation 1o the claim or has such a suit been settled. adjudicated or
otherwise resolved?

Has any tawsuit, other than a medical malpractice suit. ever been filed against you
which is refated to your practice of medicine or has such a suit been settled,
adjudicated or otherwise resoived?

Full Lic App - Form 8 (Application Supplement), Page 2 of 11, Rev. 7714



Board of Registration in Medicine
200 Harvard Mill Square, Suite 330 - Wakeficld, MA 01880
Telephone: (781) 876-8210 Fax: (781) 876-8383

POSTGRADUATE TRAINING VERIFICATION

>vn£obz._..m»c.“.xomﬁ».:oz“cﬁoﬁmsmﬂmﬁmmmo“ m:ﬁondmmos:oazénomG«macmnm:mi:cu&mﬁmammaacm_oé.mm ﬂmncmm»maaf:m
m_ N_yﬂ mmmn:cm:mmomaommmmﬁ:m:oi:Emawo_mm.
Applicant's Signature; __\ Y/ L\ M ) V Date: _Zlic/iS”
Print or Type Name: Vr.cc. K.anu\n.%,v lre lernf \ Jho}jm\\ v by, Cortes Doon )

Name of Institution: _ W2 men Gy N\i\uﬁ ~Te LQ ﬂﬁﬂ.&.ﬂ_& — St Plnge [S{cnd / ia~en et

MOYQQ\ Gwn Aecl, Cirie \nw\.g\\q 33;\&\&\.@

INSTRUCTIONS TO THE FROGRAM DIRECTOR

Please complete this form and forward it to the applicant in a gsealed envelope, signed across the seal. If the department was a ‘rotating” or “transitional”
program, please submit documentation of the ﬁﬂmﬁmﬂ:m_ dates m:H. hours of training,

Name of Institution: 60«@ X\ NS\*W ) P\_.G(D

If name of Institution was different when munmnm:”k:m:ama. please enler name:

Enrollment and Participation: Our records indicate that W Coltes DOoun participated in the following program:
" (Print appiicant's name)

{LiIst sach year separately with from and to dates)

Pragram Type Department or Dates Attended Accredited By
{Internship, residency, xm%m,_\ 4 | typeofspecialty | (MONTHIDAY/YEAR) mmmﬁu% (ACGME, RSC, AOA
fellowship) 23,4 :.m_z_nm FROM TO or not accredited

\NHrnshi P | 08&un 2U[o0A] (fzspoid  es | pepuiE

L 4

Res\dun o 24 | 000N lufpuoiolLbapad  Ues | AcAwie

L

{Continued on page 2)
Full Lic App — Form 10 (Postgraduate Training Verification), Page 1 of 2, Rev. 7/14



APPLICANT'S NaME: Ul Doa— \ relanof POSTGRADUATE VERIFICATION FORM PAGE - 2

Unusual Clrcumstances: The following questions apply to unusual circumstances that occurred during any part of the applicant’s medical education.
Please circle the appropriate response. if ¥ou answer yes to any of thase questlons, please enclose an explanation.

QUESTIONS YES NQ

1. Did the applicant take any leaves of absence or breaks from his/her post-
graduats training?

2. Was the applicant ever placed on probation?

Seal Verifiod w .

3. Was the applicant ever disciplined or under investigation? DATE: s

4. Were any negative reports ever filed by instructors regarding the applicant? “TIALS:

3. Were any limitations or special requirements imposed on the applicant
because of questions of academic incompstence or disciplinary problems?

6. During the applicant's participation, our postgraduate medical training [} was accredited by: E\»Onwz_m [CJother:

COMMENTS:

Certification: | hereby certify that the above information is correct, to the bast of my knowledge,

AFFIX _Zm.._._._..C._._OZ_P_.. SEAL HERE Program Director's Signature: \E

(if the Institution does not have a seal, this form must  Print Name:

be notarized by a notary nubfic), .
d ¥ public) Academic Tille: _Nmﬁf Ny dﬂﬁwgb) UPW WﬁlﬁF

Telephone: { &B Vi E Today's Date: / /

E-mail address: _(AG21 hman @ :M Hie. (o
3 ==

PLEASE RETURN THIS COMPLETED FORM TO THE APPLICANT IN A SEALED ENVELOPED WITH YOUR SIGNATURE
ACROSS THE SEAL OF THE ENVELOPE. _

Fulf Lic App — Form 10 (Postgraduate Training Verification), Page 2 of 2, Rev. 7/14



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application

Physician Name: Luu D Irefand, M.D. License No.: 262434

Current Status: Active License Expiration Date: 8/2/2015

1) Activity Status: Active
2) Address & Contact information

Mailing Address: UMMMC Obstetrics and Gynecology
119 Belmont Street, Jaquith 2
Worcester

Massachusetts - 01605

United States of America

UMMMC Obstetrics and Gynecology
119 Belmont Street, Jaguith 2
Worcester

Massachusetts - C1605

United States of America

(508) 334.5748

Home Address:

UMMMC Chbstetrics and Gynecology
119 Belmont Street, Jaqguith 2
Worcester

Massachusetts - 01805

United States of America

(508) 334-5748

Business Address:

3} Email Address:
4} Fax Number:
5) Specialties
Obstetrics and Gynecology

€) Current American Board of Medical Specialties (ABMS) or American Osteopathic Association (AQA)

Information
ABMS/ACA Board Name Certification Subspecialty
ABMS Obstetrics & Gynecology Obstetrics and Gyrecology

7} Drug License Numbers

Massachusetts Federal (DEA) XS

Federal (DEA)

8) Other states where you are now licensed to practice
California

9) States where you were previously licensed
None Reported

10) Work Sites o ) ] o ) _
List of all work sites in Massachusetts, including health care facilities (where you are credentialed), private

office, clinics, nursing homes, efc

WorkSite Location
Planned Parenthood League of Mass. Worcester
UMass Medical School Worcester
Page 1 of 7 Date: 6/9/2015 Time: 12:03 FM



Board of Registration in Medicine, 200 Harvard Miff Square, Suite 330, Wakefield, MA 01880
Telephone: (781) 876-8210 Fax: (781) 876-8383 www.mass.gov/imassmedboard

MEDICAL EDUCATION VERIFICATION

APPLICANT INSTRUCTIONS: Please compiete the waiver for refease of information and forward this form to your university/medical school(s) or university
of graduation for verification. Please note: Fourth year medical students must include the fetter to the medical school registrar and Form B.

Waiver for Release of Information

I authorize the medical scheool/university _wm\ﬁa below to provide any and all information pertaining to my medicat education at your institution.

Applicant's Signature: \v/ N .\\ Date of Birth- .
llf.l.ll\
: L2 Oy o1 A ™ .

Print or Type Name: BESLERE oL = tU.S. Social Security No:

{Las! Name} (First Name) (Migdle Initial}

. ~ '

; . [N T -
Other Name(s): e R R ATy

(Please type or pnnt ) ;

> ~ . : { A : L 3 - f . s . i
Name of Medicat Schoal: .J% v ‘,.ﬁq,v.i,a.‘\\q L T Ol T Loy ot Dol I Nb S A TR
Pm AR i Au\,; : L : R S [ oow ) P

Address: U 2% LSl orme v City: L2 7 Gl State or Province: ___ .77

INSTRUCTIONS TO THE DEAN OR DESIGNATED OFFICIAL OF MEDICAL SCHOOL

Please complete Form A and complete Form B if the above-named applicant has not been awarded a degree. Please include a copy of the official

transcript (which indicates courses taken, dates and hours of attendance, scores, grades, or evaluations) and return to the applicant in a sealed
envelope. Please sign or stamp across the seal on the envelope.

APPLICANT'S EDUCATIONAL HISTORY

If name of institution was different from the above-named mstitution when applicant attended, please enter name below:

Premedical Education: Does your school have a premedical school education requirement? [ Yes ﬂmgo

If yes, indicate where the applicant completed premedical school,

‘ PR, le%v M\\mes w_/\fw ey ; T A e
Applicant’'s Undergraduate Schoal: IR - i P! A A
PR [P . o J o I - [ D
Undergraduate School Address: TNy ey e e R N L O la8e 225

Full Lic App — Form 9 (Medical Education Verification), Page | of 2. Rev. 7/14




Enrollment and Participation: Our records indicate that UU{ \.lf\rv m;m\. = 3

{pnnt the apphcani's name). (Las? Name) (First Name) {Middle Intial)

attended our medical school an the following dates (indicate the month, day and year separately for each academic year in the section below):

ATTENDANCE DATES: FROM 10 FROM IO
- 4 Y o - -y (3 O 3 -
D s © 1o 1.0 AL (21 S Lot
4.5 b Y 1okt ", I
w1l e7? WS I +108 I I
Graduation Date {month/year): /

The appiicant attended _‘H‘ J___total weeks or total months {must be included) of not less than 32 weeks in each
academic year of continuing on-campus education.

Unusual Circumstances: The following questions apply to unusual circumstances that occurred during any part of the applicant’s medical education. All
guestions must be answered. If you answer "YES" to any of the questions below, please enclose an explanation.

YES NO

s

. Was the medical school training more than four {4) years for U.S. graduates or six (6} years for international medicat graduates?

m.Daazmmnvzom:ﬂ"mxmm:u\_mm,\mmommcmm:nm :‘m_.%o:mmmmqo?vcs“mnmmgnm.vman_umzo:i an M.D./Ph D _pragram, of for any
"personal reasons")? Seal qu_*mmm

3. Was the applicant ever placed on probation? NATE: W %J
4. Was the applicant ever disciplined or under investigation? ’ . :
5. Were any negative reports ever filed by instructors regarding the applicant? AITIALS: Dq

Please provide a detailed explanation if you answered “YES" to any of the above questions.

VA

AFFIX INSTITUTIONAL SEAL HERE
(i the institution does not have a seal, this form must be notarized.)

INTERNATIONAL MEDICAL SCHOOLS MUST ATTACH A COPY OF THE "Mt Name: d\\M,l
MEDICAL SCHOOL DIPLOMA AND A TRANSCRIPT OR PROVIDE AN - p

te: , :
EXPLANATION. Thie { 49 X2/

Date: _ Z2—1 \.@LJ\\ Telephone: ﬁlrw“(, V\M.vm\ C.lﬁ.wf\
- X i .“w
E-mail address: m)m\m,m.#nw\,@\\smb\ﬁm\.* Lm\g. cd’U

Signature:

e,

This form must be stamped with the institutional seal or notarized. Please return to the applicant with the medical school transcripts in a sealed
envelope with the signature of the Dean or the seal of the medical school affixed on the back of the envelope. Thank you.

Full Lic App - Form 9 (Medical Education Verification), Page 2 0f 2. Rev. 7/14



Commonwealth of Massachusetts

Board of Registration in Medicine

Physician Renewal Application
Physician Name: Luu D Ireland, M.D. License No.: 262434

UMass Memorial Medicai Center Worcester

11) Care of patients in Massachusetts
Average weekly hours involved in:  a) inpatient care 18 hrsfwk
b} outpatient care 24 hrsfiwk

12) Medical Liability Insurance Information
I am not required to have malpractice insurance,
Not involved with direct or indirect patient care in Massachusetts.

13} Do you perform any surgery in your Massachusetts office?

14) Claims Made
a) New: Have you received notification of a claim, whether or not a lawsuit was filed on that claim, or has

any medical malpractice claim been made against you during this time period?
b) Perding: Are there any unresolved maipractice claims against you today, i.e., any claims that have not
been resolved, settled or adjudicated during this time pericd?

15) Claims Closed ‘ . _ _ _
Has any medical malpractice clairm against you (whether or not a lawsuit was filed on that claim) been

resolved, settled, or adjudicated during this time period?

16) Other Civil Lawsuits _ _ o
Queestion 16 refers to claims or actiors related to your competency to practice medicine or your

professional conduct in the practice of medicine.

a) New: Have there been any claims, other than medical malpractice ciaims, filed against you during this
time period?

b) Resolved: Have you resoived, settled or adjudicated any lawsuits, other than medical malpractice
claims, during this period?

17) Criminal Charges
a} Have you been charged with any criminal offense during this period?
b) Have any criminal offenses/charges against you been resolved during this time period?
c) Are there any criminal charges pending against you today?
d) Are any Application of Issuance of Process pending against you?

18) Other Issues o _ o _
a) Have you withdrawn an application to any governmental authority, health care facility, group practice

employer or professional association?

b) Have you taken a leave of absence from any health care facility, group practice or employer for
reasons related to your competence to practice medicing?

c) Have you been the subject of an investig{\?tion by any governmental authority, including the
Massachusetts Board of Registration in Medicine or any other state medical board, heaith care facility,
group practice, empioyer or professional association?

d) Have you been the subject of a discipiinary action taken by any governmental authority, heaith care
facility, group practice, employer or professional association?

19) Have your privileges to possess, dispense or prescribe controlied substances been suspended,
revoked, denied, restricted by or surrendered to any state or federal agency?

20) Have you withdrawn an application for a medical license, allowed a license application to
become obsolete or have you been denied a medical license for any reason?

Page 2 of 7 Date: 6/9/2015 Time: 12:03 PM



S— Commonweaith of Massachusetts
Board of Registration in Medicine
) Physician Renewal Application

Physician Name: Luu D Ireland, M.D, License No.: 262434

21) Has any medical liability insurance carrier restricted, limited, terminated, imposed a surcharge
or co-payment, or placed any condition related to professional competency or conduct on your
coverage, or have you voluntarily restricted, limited or terminated your insurance coverage in
response to an inquiry by a medical liability insurance carrier? )

22) Have you completed all of the CPD reqguirements for this renewal cycle? If you are renewing
your license for the first time or participating in postgraduate training, please answer Yes. Yes

Pageldof 7 Date: 6/9/2015 Time: 12:03 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
Physician Renewal Application

Physician Name: Luu D Ireland, M.D. License No.: 262434

23) Do you have a medical condition that interferes in any way or limits your ability to practice
medicine?

24) Have you used an¥ chemical substance(s) which in any way interferes with your ability to
practice medicine?

Page 4 of 7 Date: 6/9/2015 Time: 12:03 PM



Commonwealth of Massachusetts
Board of Registration in Medicine
- Physician Renewal Application
Physician Name: Luu O Ireland, M.D. License No.: 262434

25) Electronic Health Records Proficiency

! have demonstrated proficiency in the use of EHR by employment with, credentialed to provide patient

care at, or in a contractual agreement with an eligible hospital or critical access hospital that has a CMS
Meaningful Use program.

26) Requirement to Complete Training in Recognizing and Reporting Child Abuse
Have you completed training to recognize and report suspected chifd abuse or neglect?
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EDUCATION

Undergraduate University ot CGalifornia, Los Angeles
SSTSNG 672000 Loy Angotos, Ualiornia

BY Physiologiod! Sconee, 20

Graduate School Cotunibia University, Mailman Scheol of Public Hoealth

S RIAUIE S IVl PRI New York Ulty, New York

MPHL Popatation and Fanuly Health, 2005

Modicat School Bavid Geffen Sschool of Moedicine at the University of Catifornia,
BTN -G/ l000 Los Angeles

Los Angeles, Cabiforns
M, 2009

POSTGRADUATE TRAINING
Residency Warren Alpert Medical School of Brown University and Women
ared fnefands Hospital of Rbode Istand

Providence:, Bhode shind

Chstetrioy and Dynecolopy, D00 - 201
Fobiowship Family Planning Fellowship Training

v Golfen Scohog

i Modicine ar the Dnversity of O

v

Hlornis,
!

Los Angeles, 2081 3 1o prosent {anticipated graduation 201!

Certificate Programs
Trataiag Program in Translational Science
Chmical Transiational Science Institule at the University of Californsa,
Log Angetes, ZULE - prosens {anticipated completion 2011)

Physicians for Reproductive Heallh

Leadership Traming Academy, 2005 - 2014

LICENSES

CA Medical Liconse # A1250G2 Exp Dale August 31,2010
American Board of Obstetrios and Gynecolagy Japuary 20100



POSTCRADUATE HONURS AND AWARDS

2003 Recipient Heflbrunn Population and Famaly Health Lating Felicwship
2004 Blected menmiber of A !;mzs Lmega Aipha

I ORI N
R e

Rocimient, Benjamin fosephson Fund

Bxeelfence i Teaching Award, Women and inlints Hospital of Rhode Island,
The Warren Alpert Med:cal School of Brown Unversity

2014 2 Place Oral Presentation Award, Obstetrical and Gynecological Assembly of
southern California

ACADEMICAPPOINTMENTS
BAZ015 - present Assistant Professor, Department of Obstetrics and Gvnecology,
Uriversity of Massachuseils, Waorcestor, Massachuselis

G 20013 Assistant Chineal Instructor, Department of Ohstetnoy and
Gynecalogy, The Warren Alpert Medical School of Brown University,

Providence, l-iimm_- [nland

s

ZUT3 - prosent Cinncal Instractor, Bepartment of Obstetnes and Gynecology, David
Geffen schaot of Medauu':c althe Unwversity of Califernia, Los Angeles,

Los Angeles, Calitarins

PROFESSIONAL APPOINTMENTS
2013 - present Contract Physician, Planned Parenthood of the Pacific Southwest

2914 - present Contract Physician, Manned Parenmthood Los Angeles

’hJ stcrn, Moi University, Moether and Baby Hospital, Uldoret,

r Y

siting

!\\ ia)<

14 Visiting Physician, Kasungu Distret Bospital, Kasappu, Majawi

ADDITIONAL PROFESSIONAL EXPERIENCE
2032012 Perinatal Mortality Conforence Committee, Department of Obstatrics

and Gynecelopy, Women and infants Hospital/ Alpent Medioal Schoo
ol Brown Unversity

J08E - 20102 fnstitutional Review Board Compnttee, Depavtmont of Obstewics and
Gynecoiopgy, Women and Intants Hospital/Alpert Medical School of
Brown Hniversity

2000 - 2914 Coordimator, Global Heatth Book Club, Department of Obstetrics and
Gynecology, Women and lnmms Hospital/Alpert Medical School of
Brown University

SO0 Medwoal rterpreter - Spanish, Women and Infants Haospual fATpert
Modwat Schooh of Brown Universiy

Laty Uheasn dreband, MDD M



SO0 - 240 President Residont Aborton Providers Support Group, Departmoent o
Shstetrics and Gyvnecoiogy, Womoen and fnfanty Haspital /Alpert
Modical schoot of Brown University,

MEMBERSHIP IN SGCIETIES

2009 - present Amernican College of Ghstetricians and Gynecologists
funior Feltow

20084 LARE Policy Feliow

SO0 - onresent Prstrict X Commmities for the Health Care of Hinderserved
Waomen

2011 presemt Association of Reproductive Health Professioaaly

2011 - present Natienal Abortion Federation

2013 - present Soviety of Family Flanning

2013 - prosent i h_\,’.s‘](,].]ns for Reproductive Health

PUBLICATIONS LIST

Peer-reviewed Articles
freland, LD, Goval v, Raker O Murray Ao Allen RUD The Efject of bnmediate Posipariun versus
gestrel Cantraceplive mplanl on Removol Batey jur Bleeding

interval Inserticn of Yhe Htona

Contraception SOPEE 259258

Abstracts

trefand L, Sridhar A, Chen A Primary Care Providers and Contraceptive Counseling Amaong
Diabetic Women of Reproductive Age. American College of Obstetricians and Gynecologists
DistoictIX 2014 Annaal District Meeting, Napa Vailey, CA Sepiember 2084 [POSTER)

froland LD, Gatter M, Chen A First Toimester Medical Versus Surgical Abortion: A
comparison of Bifrcacy and Complications. North Amercan Forun on Family Planning,
Mram:, FL Octobor 2004 (FOSTER

trefand, L Goval V) Raker © Murray A, Allen R The Effect of nmediate Posipariam versis
interval Insertion of the tonegestrel Contraceptive Implant on Removal Kutes for Bleeding.
Uhstetrical and Gynecological Assembly of Southern California, May 2014 {ORAL)

fretand LD svidhar A, Chen A Beyand Glvcemic Control: Contraception Among Diahetic
Waomen of Reproductive Age. Feliowship m Family Plannmg Meeting April 2014 {ORAL}

trefand, LD Goyaf Vo Raker U Muarray A Aea il The Fffeat of immodicie Postpacbon versusy
'

Inferva! Inveriion of the Rlonugestral Contraeeplve Tonplant oo Remaval Bates for Rleeding

Norts Anverican Forwm on Family Planning, seattle WA Octeber 2003 {POSTER)

Poan LC, Wakecel v, Mutheng B Oniniana Al MO Rams B Lau Yy, Higgins O, Donaton: GM,
Dldababy M, Chao SM, Harding ©, Coller K Ramos U ffectoee Controceptive Use and
Hinkntended !’ee gurancy: Fiadings prom the Loy Angeles Mommy and i2aby Survev. The

v ey Drelaned M M



Doan LC, Wakecol F, Muthengi B Oumane AD, Lu MO Rains B Lau VY, Higgios C, Donaton GM,
Eidaiaby M. Chao SM, Harding € Coller K, Ramos D Bociel end Sthnw !,fmpm‘:i,;{f.s i lntimate
Partner Violence During Pregnancy: Findi ‘{/mm the Los Angeles Mommy ond Baby Survey
The Fourieenth Annual Maternat and Child Healih Epidemiology Conference, Atlanta, GAL

December 2008, (ORAL]

Doan LC, Wakeol v Muthenp b Othmano AL L MO Radns BoLau WYY, Hhaging O Donatont O,
Eldadaaby MOChao SN Harding O Cotler K Rams Y Pregnaney tontian wnd Conlracepltive

e Vindgs from the Log eloy Maomamye and Beby Survev, Tho Fourteenth Annual Materngi

and Shid Health Epcdervoingy Contorence, Atania, OA Decerber 2008 [POSTERS
Proan LO L MO, s‘-vhnmsngl Lo Cendano AL Wakeohd 1= Rondoy
ViR o Disparitios in

d Raby Survey Annual

)L Choro sM o Harding AL

Donsdtom O, Lau Y, Higgins U Bldahaby M Ramos

Preconception Care Uitilization: Findings from the

Mogting amd l]\p:m!“:n of the Amencan Pubia ey
\ R

3 .f%f;m,;(,w.:ztium 540 [.m?;;r':, LA Uctober

Galine Pubiicd
frodand, Li3 T
USINS
toher 8, "UH

auerine Device: More Than fusCBrth Contrel Obstetrics and Gynecolog

ir'vi;as‘s(i, LB Busting wi} firsand Calming Fears: A Dactor Answers Questions About the 1D,

Bool Chapiers

Chapter 70 F w;;f, ancy Loss Prior o Viabdoy 7 Obsternc Trags

Fmiersency Care Protorols Now York, Ny Sprinser Pabhishng Co, 2000

Proan LG, Gray-Puteo R

Lay Press
Peld, Fhzalreth {(Mavch 29,2004 Suprosie Court doading: Should bosses pay for

A

confracepiion’ Orange Couniy Register

Flagains, OF Mareh 38, 2004 Couples” charactoristics may prodict condom use, Kegters

RESEARCH EXPERIENCE
SO0 - 2005 Calumbia University, Mathman Schoo! of Public Health
Heilbrunn Centor for Population and Framity Health

Coemmvestigslor Women's Health / Human Rights Advecacy hutative

i Do derbaned M MPH



2007 - 2004

2010 - 2013

2013 - nresent

2015 proseat

VR

* FPolicy analysis and advocacy for low-income and
mmigrant women
= internat funding

David Geffen School of Medicine at the University of California,
Los Angeles
Department of Obstetrics and Gynecology
Co-fnvestigalor: Los Angeles Mommy and Baby Survey
°  Population-based survey of preconception and
orenstal behaviors in recently postpartum women
«  Punding. Los Angeles County Department of Heatth

Women and Infants Hospital Providence, RI
Division of Ambwlatory Care
Principal lnvestigator: The Effect of ITmmediate Postpartum versus
Delayed Postparium and Interval Flonogestrel Contraceptive Tmplant
Isertion on Removal Rates lor Blesding
«  Retrospective chartl review evaluating premature
fmpiant removal based on timing of implant insertion
s Interpal funding
¢ Published manuscript

Planned Parenthood, Los Angeles
Princmpal [nvestigator: First Trimester Medical Versus Surgical
Abortion: A Comparisen of Efficacy and Complications
¢ Istoric cohort study comparing outcomes of medical
vorsus surgical abortion at or less than 63 days
gestation
= internal funding
e Manuseripnt g progress

Bavid Gelfen Schoob of Medicine at the University of California,
Los Apgeies
Diviston of Family Planning
Frincpal investigator: Bevond Glveemic Contral: Contraception
amang DiahetcWomen of Reproduciive Age

= Cross sectonal provides and patient survey on

contracepton knowledge, attitudes, and pracuices
s Funding: Souviety of Family Planning

s gig analysis angoing

D PRESENTATIONS

Lecturer, Labor and Delivery Rotation, Department of Obstetrics and
Gynecology, Women and Infants Hospital /Alpert Medical School of Brown
University, "Postterm Pregnancy”, “Inducton of Labor”™

Leclurer, Gynecology Rotation, Department of Obstetrics and Gynecolopy,
Women and Infants Hospital/ Alpert Medical School of Brown University,




"Management of Perimencpausal Patients”, “Generalist’s Guide to Pessary
Use”, “Fremature Ovarian Failure™

2011 -2012  Grand Rounds, Department of Obstetrics and Gynecology, Women and infants
Hospital/Alpert Medical Schoeol of Brows University, “The Preventahle
Pandemic of Unsate Abortion.”

2013 Lecturer, Bepartment of Medicine/Pediatrics, David Geffen School of Medicine
at the University of California, Los Angeles, “Induced Medical Abortion in the
United States™,

2014 Lecturer, Department of Internal Medicine, David Geffen School of Medicine at
the University of California, Los Angeles, “Contraception and Chronic Disease:
A Guide for the Primary Care Physician”.
Lecturer, Ashe Student Health Services, David Gelffen School of Medicine at the
Hniversity of California, Loy Angeles, “Contraception and Chronic Discase: A
Guide for the Primary Care Physician”

Lug Daan treland, MDMPH



