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lNlTIAL AND UPDATE APPLICATION FOR PHYSICIAN’&KNB%URGE@N”S L!CENSE

‘ OR POSTGRADUATE TRAiNlNG AUTHORIZAT!ON LETTER
Applicatlon for(please check one): E" Ltcense 0 PTAL

~-oF<i O Update
T.NAME: © Last SR T T e
-~ Schutk- Aing T b ke

Other rrames you have used {include malden name): . .1 | % U.S. Social Security Number _ e
8. Place of Birth ~ - - 4. Date of Birth o
' ' ' S
Chever[q Mary fand — ush e e [
5. Gender O - wmate & Femare S L e

8. PuBlIc/Malling Address: 81> Ay j_Jf\_ 4 i“__S_f_ reed

{Please note: this lnformation Is publlc) _

{30 Gharactsts maximum .
per lne, includ!ng spaces]

City - State/Province . ¥ pr!Postal Code { Country
PfH’SbWG}h | 15219 WA
7. Telephone Numbers; Home Work 1 Coli
SN N "~ - . f P . - . LY PR—
{Include area cade) P
8, California Driver's Licensa Number {optional):

10. Have you ever filed an Application for Physlelan’s
and Surgeun s Licenss, or PTAL, in Californta?

9. E-mall Adrress (optiora: 1 - 9 Yes B N
. - Prewous ilcense number, ifany

MEDICAL EDUCATION
11, LIST EACH MEDICAL SCHOOL THAT YoU HAVE ATTENDED

Havmrd Mﬁdcml S:heol

F’J{}%ﬁﬂx WA - USA

12. . School of Graduation

Loiard i Sl

Degree Awarded Pate of Graduation

Dicha of Merlrcine. dtma 200,
EXAMINP:TIQNS

TNa YOU HAVE® = TAKEN:—~USMLE, FLEX, NEME

WM?§F“%x

: - | STATE BOARDS aindior QUIE lnCanada B
s T : ? )

| Juwe 1059
ME e T g

Jniti
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A “yes” response to Questions 14 through 38 requires a written exp-!a'nation onase
paper along with any suppotting materials.

parate shee_t-c

ACGME/RCPSC ACCREDITED POSTGRADUATE TRAINING

14. Please list each-ﬁCGMEfRéPSC accredited postgradizate training program-in which you
have participated. You must includs oach internship, residency and followship, whether or
not the program was completed or credit granted, ' :

5 LN, . 20 ) ‘I‘\"‘%,,-'. ppCy TR £ Jor =

iv L el : 7 s R T s o A T ~5-}:l:;§%:'j¥ﬂ> HEES :

Madee -Womens Wospitx{ of te | 300 Bt Steeet ) :

‘ uﬁvzmw of Pl‘*"ﬁ%bmh Pith bl PH 15219 Ubskhr\'cs/&quwg\! Junte 2000~ Jue 2004

Medd carl (unles

AT i

! i - ."
et I a4 il
Bertpwared by ALER B

PR T, e gk

or break from

your training;? © YES
Have you ever been terminated, dismissed or expelled from a program? ‘YES
Have you ever resigned from a training pragram? YES
Were you ever placed on probation? YRS
Were you ever disciplined or placed under investigation? YES
Were any incident reports ever filed by instructors? | YES

| Were any limitations or spacial requirements placed upon you for clinical
parformances, discipline, or for any other reason? ' YEsl -
Have you ever had a postgra-d;uate'training program contract not be - VES
renewed or.offered for-a following year?
NiCs .

15. Please list ali rﬁedical licenses (other than training liconses) that have ever been issued by
- any state or terrifory in the United States or Canadian province,

B

S

Tensy Tipni_| HOHAT3Y

APPLICANT:

Sohuk- bine /ﬂ’lﬂﬂ “T..




Notice: All items in this application, except #8 and
#9, are mandatory. Failure to provide anv of the
requested informatlon will defav the processing of
your application. The information provided will be
used to determine your qualifications for licensure
Per Section 2080 of the Callfornia Business and
Professtons Code, which authorizes the collection
of thls information. The information on your
application may be transferred to other medical
licensing authorities, the Federation of State Medicz
- Boards, or other governmental law enforcement
agencles, -You have the right fo review your
application subject to the provisions of the
Information Practices Act. The Chief of the
Licensing Program is the custodian of records,

P crwe——

The applicant, fnp T Sk ik Hine L \
. (PLEASE PRINT FULL NAME) CABATEOFBIRTH) C T T T
oath deposes and says: that | am the person hereln named subscribing to this application; thet | Have read the complete
application, know the full content therea?, and declare under penalty of perjury, that all of the Information contained hereln
and evidence or other credentials submittad hsrewith 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 instruetion and
| examination, and that it, together with a!l the credentials submitted, were procured without fraud or misrepresantation or any
mistake of which | am aware and that [ am the lawful holder thereof. Further, | hereby authorizs all hospitals, Institutions or
organizations, my references, personal physicians, employers (past, present and future), business and professional
associates (past, present, and future), and ail government agencies (local, state, federal, or forsign) to release to the Medicel
Board of California or its successors any Information, fllas or records, including medical records, educational records, and
records of psychiatric treatment and treatment for drug and/or alcohol abuse or dependancy, requested by that Board in
connection with this application; or any further or futyre investigation by that Board necessary to determine any medical
{ competetice, professional conduct, or physical or mental ability to safely engage In the practice of medicine, | further
authorize the Medical Board of California or its successors (o release to the organizations, individuals orgroups listed ahove
any information which is material to this application orany subsequent licensure,

| UNDERSTAND THAT ;&;.?FICATION OR MISREPRESENTATION OF ANY [TEM OR RESPONSE ONTHIS

being first duly sworn upon hisfher

APPLICATION OR ANY ACHMENT HERETO IS A SUFFICIENT BASIS FOR DENYING OR REVOKING A

LICENSE. )(H/S /
' : A (PLEASE INITIAL BOX)

= '/-'\
SIGNATURE OF APPLICANT: Jfﬁm SCWN
s =

State of _X ﬁ\r\f\%\k‘\\\u\'\\%
County of ck\\% ST Oy

Subscribed and sworn to (or affirmed) before me on =~ '
\ﬂr—\—wdayon_\/Q—kQ\b?\L_ 0 Q|
: : = 13\\“ e ‘go\\\ }“ﬁﬁ\?{\%w COMMUNWEALTH OF PENNSYLVANIA

khown to me or proved to me on the'basls of safistactory evidence tolbe the persdisTa lappeared hifore me,
P / y .CTEE)I‘B Ec\lﬁmgj S, Nataryplgubno b

City Of Pittsburgh, AlleghenyCounty

My Cornmilssion Expires Apr.8, 2010

/ %\ _ mmmber, Pennsylvanta Agsodiation of Notaries
NSE= . Y
SW{

{Please sign full nama)

NOTARY SEAL ’

‘ OF NOTARY PUBKIG
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17. Has a claim or an action eVer
i a malpractice settlement, judgment, or arbitration award of $30,000 or more?

18. Have you been enrolleq in, required to entar into, or participated in any

-0 e | YES | NO

drug or alcohol recovery program or impaired practitioner program? 7

18. Have you been treated for or had a recifiaizs ofadiagnosed = ves o
addictive disorder?

20. Have you been diagnosed with an emotional, a mental, or behavioral YES NO
disorder which impairs your ability to practice medicins safely?

21. Have you ever been diagnosed with a neurological or other physical VES NO
condition that would impair your ability to practice medicine safely?

22. Do you have any othar condition which in any way impairs or limits vES NO
your abifity to practice medicine safaly? : '

If you do receive ongoing treatment or particlpate in a monitoring program, the Board wil make an

individualized assessmant of the nature, the severity and the duration of the risks associated with an

ongoing medical condition to determine whather an unrestricted license should be issued, whether

23. Have you ever been convi

the Unitod States or foraign country?

- This includes a eltation, Infraction, misdemeanor and/or felony, ete, HvES"
cates, violation, and court of Jur/sdlstion {rame and address). Matiers inwh

or if the conviction was fater expunged from the record of tha cour! or s

afe awaling [udgment and sentancing following entry of 3 plea or jury v

evidence that you have haen rah

abifitated. Sarious frafle convictions such as reckless driving, driving under the Influstice of alcoho! andfor
drugs, hit and run, evadin

g a peace officer, fallars to appear, driving whila the licensa is susperided or revoked MUST be reporlad, This list
Is not allinclusive. I in doubt aa to whethsr a canviction shoul

For each conviction disclosed, you must subm f-with the-applicat]
courl documants,

and a dascriptive explanatian of the clrsumstances sutroundin
of Incldent and all

circumslancas surraunding the Incident), This letter must aceom
arresting agency andfor courl, g letter of explanation from thes

Applicants who answer “NO" to the quastion but h
revoked for knowingly falsifying the appl?catron.

 WALPRAGTIGE HISTORY
bean filed against you for the practice of medicine which resultad

- YES NO
P.RACTICE IMPAIRMENT OR LIMITATIONS

- CRIMINAL RECORD HISTORY R
cted of, or pled guilty or nolo contendere to ANY dffense in any stats in

attach a list of each offanse by amest and eonviction

ich you were diverted, deferred, pardoned, plad nolo contendsra,
t aside under Penal Code Section 1203.4 MUST bo disclosed. If you
erdict, you MUST disclose tha canviction; you are entltied to submit

d be disclosed, it Is better 1o discloss the conviclion on the application,

0n>certlﬂed csoples of the arresting agency raport, cettified coples of the
g the conviction of disciplinary action (Le., dates gnd location

pany the appilcation. iIf documents warp purged by
e agencles s required, -

ave a previous convictlon or ploa, may have their application denied or ilcense
YES NO

'

APPLICANT:

SOW@%““A?‘Y\&‘, IAWY\ L.

DATE OF BIRTH:

C7A~I00 (Rev. 12/05)




CRIMINAL RECORD HISTORY (cont'd)

24. Is any crintinal action pending against you?
25. Are you required to register as-a Sex Offendar?

DISCIPLINARY HISTORY

YES NO-

These questions refer to discipline by any U.S. military or public health service, state board
or cther governmental agency of any U.S, state, territory, Canadian province, or country,

26. Have you ever been dsnied a licanse to practice medicing?

27. Is any denial pending against you?

28, Have you ever been charged' with, or baen found to haye comimitted,
unprofessianal conduet, professional incompetence, gross negligence,
or repeated negligent acts or malpractice by any medical licensing
board, other agency, or hospi’cal?

29, Have you ever'had a'r":y' Ii;:iénse to practice medicins revoked,
suspended, or placed on probation?

30. Have you ever had any license to practice medicine subjscted to
any actiont including but not limited to informal or confidential discipline,
consent orders, letters of warning, letters of reprimand, or citation?

31. Have you ever had any licensa to practice medicine subjected to any
other disciplinary action .

32. Is any disciplinary action pending against any of your licenses to
practice madicine?

33. Have you ever had staff privileges in g hospital terminated, denied,
suspended, limitad, revoked, or not renewed?

34, Have you ever resigned from a medical staff in liew of disciplinary or
administrative action? .

38. Is any disciplinary action pending against your hospltal staff privileges?

36. Have you ever surrendered a license to practice medicine?

1 37. Have your DEA pri\fileges ever baen deniad » Suspended, restricted, or

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

38. Have you ever entered into any arrangement or plea or agresment in
Hieu of a federal prosecution for a drug violation regulated by the DEA?

YES

APPLICANT: DATE OF BIRTH:

Schwt vt fiap T

O7A-100 (Rav, 12/05)




BTATE QF GﬁLl&ORNIA ~8 | ATE _&BD CONSUMER SERVIGES AGENQY éRNﬂLD SgﬁgAgENEGGEﬂ! Gummug
.. Wi .

- MEDICAL BOARD OF CALIFORNIA .~ . '#"NiLBoagpe.
et : * LICENSING PROGRAM : v LIf ‘}Wf Gt
(i | Sacramanio, CA $4528-3238 - 06DEC? 24
| - 016283282 "FAX(S1) 2632487 . e / AHI0NGR
Mﬂ,cafgccim‘ocgg ¥ . ;F!GEHS\”{{G PROGR A

CERTIF[GATE OF N[ED[CAL EDUAION R

“HOOL: FLEASE c:o'

“This certifies that ©  Ann } SthH ﬂfqu_,u o ;ﬂ__ s
Full Nama of Applicant U.8, Social Security Numbar
e . enrolledin Hﬂwara‘ Mea&ca SGL'LD.C?’ _
‘ Dita of Blrth Narne of Medrczl Schop! ] L
lecated I Rugshon , MK on Q_ﬂ.f@mflﬁ_ﬂ_!&/
: | EtataProvince  outitry Etroliment ate
e
The undersigned further cerfifies that the records of this institution show that the applicant attended in this
institution — vears gf resident instruction, complsting at [east 4,000 hours, of which at least 80 percent
ectual attendance is require® in the subjects set forth hereunder (Buslness and Profasslons Cods Sections 2089,2089 5,
2083.7,2090, 2031.1,2081. 2) and that the applicant
Anatoiny - : L [ Bwbrgelegy L .tha!gal_.mmiqme. '
otslaryngolony Histalagy Thatapeufies
Qbatetrles ardd Gynecelogy Human ez uality Meurcatatomy
Radtology, audny Radlation Safaty ‘Madlelha : Child Abuse Detagtion and Treabment
Tropleal Madlclng Bllrgety, Inuludlng Orthopadie surgery Geriatic Medicina
Physglotegy - | Uralogy . Pediatrias -
Blochemistry Psychlaby Pharmacalogy
Pathelogy, Bacterfelogy, and [mmunology  Naurelogy Anesthesia |
Ophthalmalogy Alechollsin and Ghemleal Dependency pousal Paiifier Abuse Detestlon &Trentment
Detm atelogy Praventative Medlclnie, including Nuttition Family Madiclng™ -
' Paln Mahagement and End-of-Life-bam™
* - ONLY appfleable to medical students'who enrolled in medieal sehool oh oF aftar Saptembser 1, 1954,
= ONLY applicable te medleal students who graduate from madical school on or aiter May 1, §588. .
=== ONLY applleabla to madical students who enrellad In medical sshool sn or afber Juna 1, 2000, o~
1 was granted the dagroe of Bachslor/Doctor of Medicine onthe 8  dayaf June , 2000
8 withdrew from medical school on day of . -
Unusual Clreumstances _ ' " Responses
Did this individusl ever take a leave of absence frrom their medical education? Yes No
YWas this individual ever placed en probation? : Yas No
Was this individual ever disciplined or under Investigetion? Yes No
Were any incldent reperts regarding this individual ever filed by instructors? Yes No K
Wers any limitations or speclal requirements imposed on this individual because of _
questions of acaderic or discipiinary problems, of for any other reason? Yes No
A *Yod” rogponse ta ANY of the abave questions reduires the medical schosl to provide a written explanation on & separahs attachmert,
: ani’ i “Qy
Medical School Seal - Attention Madical Bcho ol Only the Prasident, Dean, or Registrar may sign this fom. [f the signature(s ‘ gé
Must Eelmprm:edﬂezow being delégated to anothier person, evidenca of that defegation must be attaghod to this form (may baa i o | .
e - . ..photet;opy}.—Suchdelegeﬂon must-be oir-offielaHetterhaad-and- mustbe datad within-the last 12 menths: : N
20 Decemb 2006 &
Signed ard the schooi seai affixed this day of Decembex s . AN
. " . ’ . RS
. ) By : Terese Galuszka, ﬁﬁ’g‘istrar '
o DR S o Pring & 2nd Titid of fah:moffima - .
I Signature: W ' .
7A-T0002 (Rev. 12105 -
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CERTIFICATE OF COMPLETION OF ACGME/RCPSC POSTGRADUATE TRAINING

- To be completed by the facllity for every medical schoo! graduate completing postgraduate tralning In the United States or Canada.

-

PART 1: TO BE COMPLETED BY THE APPLICANT - .-

NAME:  Last First S

_ Schutt e il . 3
U.5. Soclal Sscurity Number Dats of Blith Telaphone Number
- — Home Work

Public/Malling Address

513 frthw Sheet :
City ' State/Province . Zip/Foatal Code :

— Pribieh - Pt - 5219
| Medical School of Graduat/on: . ] .
PART 2: TQ 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 applicait to qualify for licensure. Completion of this forrm wil certify that
thie Individual named in PART 1 abiove satisfactorily completed a period of accredited posigraduats training at
this fecility and that the trainee has acquired the skill and qualifications necessary to safely assume the
unrestricted practice of medicing in this state. -

N T ASiry 0 R fITTS8LECH MEDIERL & EVTE

~ ACGME 10 digit Program number; (.acgme.b

€

rg)

. . ’ Pl
PEDICAL EDLAPT 04)  PROGRH ' ggﬁﬁlliég 4
Address of Facllity; I Foo MHALiker S Telephone #: . - - :
JMPCEE- 000mENS  Hosprrnl o, ph jsais | 2491167 ( '

Categorica] Spacialty Area of Training
UNUSUAL CIRCUMSTANCES: -

Start Data of Tralning End-Date (or antlcipated completiog Fats) of Training

01112000 | Jlpy 40,2004

Did the frainee ever take.a leave of absence or break from their training? YES 'NO

|| Was the tralnee ever terminated, dismissed or expellad? YES NO -
Did the traines ever resign? : : VES - Ko
Was the trainee ever placed on probation? ‘ ' YES | NO
\f{gs the traifiee ever disciplined or placed under Investigation? vES | NO-!
Were any incident reports regarding this trainee ever filed by insiructors? YES ol

clinical incompetence, disciplinary problems or for any other reason? VES No t-

Did the program decline to renew or offer the trainee a postgraduate fraining  ves '\_ - NO |
program contract for a following year? : .

A "Yes” response to- ANY.of the above questlons roquires the program director to provide-
a written explanation on a separato attachment, ' '

D7A-T00-L3 {Rev. 12/06)

-| Were anyflimitéﬁ0l"lS—Gl’—-SpeG?alvréqufrements'—placed-fupon;thé-trg;ineé-for e e o




-|-by s e

1 [

DEFINITION OF “SATISFACTORY” COMPLETION OF TRAINING

The program director signing this form Is formally certifying and documenting under penalty of perjury that the tranee received
instructlon appropitate for the particular postgraduats leval end that he/she satisfaciorily completed periods of training In
accordance with the accepled standards end the oriteria deflned as equating to "satlsfactory” performance as described below. The
pragram director wiil parsonally be attesting to the fact that the trainee has acqulred the skill and qualifications necessary.to safely

assums the unresfricted practiee of medielna In this state,
"SATISFACTORY" IS DEFINED AS: THE TRAINEE PERFORMED AT AN ADEQUATE LEVEL BASED ON EVIDENCE OF

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

GENERAL MEDICINE TRAINING REQUIREMENT

To qualify for llaensura in Callfornia, applicants who are graduates of an Interational madical schosl must complete at least four months of
postgraduate training In GENERAL MEDICINE as part of the requirement. Applicants who are graduates of a U.S, or Canadian medical school,
wha have notcompleted posigraduate training requited for igensure by July 1, 1990, must also complete four months of tralning In GENERAL
MEDICINE prior ta llesnsure, The GENERAL MEDIGINE requirement may be satlsfiad by actual clinlcal practice where the applicant has direct

pie/n;?m reagonsibilltles In any parffoular speclalty or sub-speclaly ares for at least four months,

I hepgby cortify as the program director, that the Individual named in Part 1
has compietad O has not completad

a minimum of four months of genaral medicine as part postgraduate training program
~accredited by the ACGME or the RCPSC. '

= ERENATURE OF PROGRAM DIRECTOR

: ATTENTION PROGRAM DIRECTOR: THE PERSON WHO SIGNS THIS FORM MAY NOT_BE RELATED TO.THE
- APPLICANT BY BLOOD, MARRIAGE, OR ADOPTION, If that slgnature authority is being delegated to another person, -

avidence of that delegation must be attached to this form {may be a photocopy). Each delegation must be on offlcial
letteriead and must be dated within the last 12 months, :

HOSPITAL SEAL

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

%e‘lfafning program Is accredited by the ACGME or the RCPSC o offer the type and lavel of
ining complated by the applicant, and the applicant was trained i en acoredited ACGME or

RCPSG program positort, 1 hereby daclare undar penalty of perjury urdar the laws of the Siate of
Celifomla that the statements are true and corract,

RRRIELLA. (5. Gosman MDD

FRINT NAME OF PROGRAM DIREGTOR

| (ot

SIGNAFUREOF PROGRAM CIRECTOR DATE SIGNED
Slgnaturs Stamp s Not Acceptable :

State of

County of

Subssribed and swarn to (or affirmed) before me on

this day of ' ' ) 20_

‘personally known to me or proved to me on the basls of satisfactory evidence to be the person(s) who appearsd before me.
NOTARY SEAL

SIGNATURE OF NOTARY PUBLIS

075-180-L3 {Rav, 12/05)



