n . ',

STA‘I‘E OF CALIFORNIA STATE'.' AND GQNSUMER Sr.n\fl CES AGENGY : B ARNOLDBGHWARZENEGGER, Govérnor

Q.. MEDICAL %OARD OF C?NLIFORNINEIJICA ERU ki % f
Conmuzer 2005 Evorgroan Street, Sults 1200 AL fF“ OR A(i“ LT

. Sacramento, CA 85615
(800) 633-2322  [916) 263.239B2  FAX (916} 28%"
WWW.Ibe g8 qoY

B30 pyyg gy b 1153
INTIAL AND UFDATE APPLIGATION FOR PHYSICIAN'S AN BLRGEONS LCENSE

"4 \ I
OR POSTGRADUATE TRAINING AUTHORIZAR A#TTE[I}, QLR A
Application for (please chack one): 0 License [ PTAL - OF = pdate
1. NAME : Last First . Middie
TODD MARISA BLIANNE
Other names you have used {includs malden name); 2. U.8. Social Security Number
- 3. Place of Blrth 4. Date of Birth
Bend, Oreaon o
8, Geonder: a Male .B: Female
6. publiomaiing Adross:_22 5B _Greavy BoneNowd | Koisey Permanente,
{Please note: this Information is publlcj
(30 characters maximum
par lina, Including spaces) __ é&v_‘_ y %ﬁ%ﬁc’_ ﬂ_"iché_‘_c_?‘"_\_ _Lenterr
city . State/Province , Zip/Postal Code | Country
San Fvcmc.x%w AR 44 us “wSA
7. Telephone Numbars: ! Homa Work | Coll
- [inctude area code) o : .
8, Califernia Driver's License Number (optlonal); 10, Have you ever flled an Application for Physiclan's
) o and Surgeon’s License, or PTAL, in Californla?
9. Fuomail Addwans fantinnslls D Yes W No
Previous license number, if any:

MEDICAL EDUCAT!ON
11, LIST EACH MEDICAL SCHOOL THAT YOU HAVE ATTENDED,

_Schisol Nante - | o Gity StatelPiovince, Country: v | - Dates of, Attenqlgncef o

Uredn Qe SAONUS u\rwmm Prtland, o8 us8 | 8fzo0n- o (2007 |

12, Scnool of Graduation Degree Awarded

| Oreaon \-\Mﬂ\r\ *Samc& \M\J Medical D scho

|.§ EXAMINATIONS
FOLLOWING FXAMINATIONS YOou HAVE TAKEN:

Date of Graduation

(s [8.00F-

USMLE, FLEX, NBME, ECFMG, SPEX,

13, LIST ALL OF THEE
‘ STATE BOARDS and/or QWME In Caneda

usma sw\

07A-100 (Rev, 04{2008)




A “yes” response to Questidns 14 thrdugh 38 requires a written explanation on a separate sheet of
paper along with any supporting materials,

1

ACGME[RCPSC ACCREDITED POSTGRADUATE TRAINING

14. Please list each AGGME/RCPSC accredited postgraduate training program in which you
have participated. You must include each internship, residency and fellowship, whether or
not the program was completed or credit granted,

7
Q
Q
H

i

15. Please list all medical licenses {other than training licenses) that have ever been issued by
any state or territory in the Unlted States or Canadian province.

MEMMCAL LICENSURE

2B (rt B\WvA
abier Perposayte, | oo ettt o8 elzosy ~ cuvvent
PQST ;GRADUM E TRA‘N’N@‘: ["I’ ﬁd;& .qu‘em.lnl;;l;ygli_; ﬁ'answorad b:dv:',-;\‘;?'é‘?ﬁ:plIOahts) : ' ; S .
Did you ever take a leave of absence or break from your fraining? YES NC
Have you aver been terminated, dismissed or expelled from a program? YE$ NO
Have you ever resignad from a training program? YES NO
Were you ever placed on probatlon? | YES NO
Woere you ever disciplined or placed under investigation? YES NO
Wers any Incident l'aporfs aver filed by instructors? YES NO
Were any limitations or special requirements placed upon you for ¢linical Ne.
performance, discipling, or for any other reason? | YES ‘
Have you aver had a postgraduate training program contract not be YES NO
renewed or offered for a following year? -

MIRLISE . ToDD .

DATE OF BIRTH:

»h R MR TN o K Y L e N Rk \ ‘W‘ . »’ i B ’
Jurisdiction  ° | “Licenss Number Dais of Issudiiée Datei 51 Praciigh in thatJariddiction [
APPLICANT:

O7A-T00 (REV, 1206)

MBC .

, Use Oply’

Poatgrmduate
. Tralning

Linsney

Dati




P | ABMS CERTIFICATIONS

16. Are you ourrently certifled by a Member Board of the American Board of Medical Specialties?

ARG
. Usa Q.
T A

vesJ nO

e

" ExpiraionDate

oty .‘;‘Mﬁri;!b'e;i:’ﬁ_gﬂ;d i

T T
Bertiflcite Nimber.

& D12 A .-

17. Has a claim or an action ever been filed agalnst you for the practice of medicine which resulted
in a malpractice setflement, jJudgment, or arbitration award of $30,000 or more?
' YES

NQ

'PR%CTICE IMPAIRMENT OR LIMITATIONS

18. Have you been enrolled in, required to enter Into, or Fiarticlpated ih any VES | NG
drug or alcohol tecovery program or impaired practitioner program?

19. Have you been treated for or had a recurrence cf a diagnosed YES NO
addictive disorder?

20. Have you been diagnosed with an emotional, mentai, or behavioral YES NO.
disordet which lmpalrs your ability to practice medicine safely?

21, Have you sver been dlagnosed with a neurclogical or other physical

Al NO
condition that would impair your ability to practica medicine safely? YES

22, Do you have any other condition which in ahy way Impalrs or limits
your abllity to practice medicine safely?

if you do recelve ongoing treatment or participate in a monitoring program, the Board will make an

Individualized assessment of the nature, the severity and the duration of the risks associated with an

ongoing medical condition to datermine whether an unrestricted license should be issued, whether
conditions should be imposed, or whether you are not eligible for licensure,

' CRIMINAL RECORD HISTORY

YES NG

]

23. Have you ever been convicted of, or pled guilty or nolo gontenders to A
the United States or foreign country?

This includes » eltation, Infractlon, misdemeanct andfor felony, ate, If"YES® atlach a list of each offense by arrest and conviotion

NY offerise in any state in

are awalting Judpment and sentencing following entry of a plea or ury verdicl, you MUST disciose the eonviction; you are entitled to submit
evidonce that you have been rehabllitalsd. Setlcus trafflo convictions such as recklass driving, driving under the influsnce of alcohol andfor
drugs, hit and run, evading a peace offiger, failure to appear, driving while the license is suspendsd or ravoked MUST be reported. Thia list
Is not all-inclusive. It I doubl-as to whelher a conviction should be digclosed, It Is better to disclose the conviction on the appiication.

Far each sonviction disclosad, you must submit with the application cerlifled coples of the arresting agency roport, cerllfisd coples of the

of Incldent and 4l circumstances surrounding the kacldent). This lefter must accompany the appllcation, If documents were purged by
arresting agency andior caurt, a letler of explanation from these agenclos is required.

Applicants who answer “NO” to the question but have a pravious convietion er ples, may have thelr application denlod or Yicense
revoked for knowlngly talsifying the appllcation: YES NG,

APPLICANT: : DATE OF BIRTH:

MAKsA  1oop

07A-100 {Hov. 12/06)

daigs, violation, and eolist of Jurlsdiction (name and address). Matters In which you were diveriad, deferred, pardoned, pled nolo contenders, |
“of i the conviotion was later expunged from the racord of the court or set aside under Penal Cade Section 1204.4 MUST be disdlosed. (fyou |

court documents, and a descriptive explanation of the clroumstances surrounding the conviction of diseplinary actfon (1,8., dates and location

- Limitallops

g

I




24.
25,

CRIMINAL RECORD HISTORY (cont'd)

ls any criminal action pending ag.aiﬁst you? ' YES NO

Are you required to reglste'f as a Sex Offender? " YES NO

e Oniy)

These questions refer to di'soipllne by any U.S. military or public health service, state board
or other governmental agency of any U.S. state, territory, Canadian provirice, or country.

286,
217,
28,

29.

Have you ever been denled a license {o practice medicine? YES NO
ls any denial pending agalnst you? YES NO
Have you ever been charged with, or been found to have commitied,

unprofessional conduct, professional iIncompetence, gross negligence, YES NO
or repeated negligent acts or malpractice by any medical licensing
board, other agency, or hospital?

Have you. ever had any license to practice medicine revoked, YES NO
suspended, or placed on probation?

Crimina),
_oRagord

... Distiping

30. Have you ever had any license to practice medicine subjected to
any actlon including but not limited to informal or confidentlal discipline, YES NO
consent orders, letiers of warning, letters of reprimand, or citation?

31. Have you ever had any llcense to practllce medicine subjected to any VES NO
other disciplinary action?

32, Is any disciplinary actlon pending against any of your licenses to vES NG
practice medicine?

33. Have you ever had staff privileges in a hospital terminated, deniad, YES NO
suspended, limited, revoket, or not renewed? ‘ '

34. Have you ever resigned from a medical staff in lieu of disciplinary or YES NG
administrative action?

35. Is any disciplinary action pending against your hospital staff privileges? YES NC

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

37. Have your DEA privileges ever been denled, suspended, restricted, or YES NG
terminated? : -

38, Have you ever entered Into any arrangement or plea or agreement in vES NO
lisu of a federal prosecutlon for a drug violation regulated by the DEA? -

APPLICANT: ' DATE OF BIRTH:

MaLisy  TobDd

GTA-H00 (Rev, 12/05)




Notice: All items in this application, except #8 and

#9, are mandatory. Fallure to provide any of the

requested information will delay the processing of
your application, The information provided will be

used to determine your qualifications for lcensure
per Section 2080 of the California Business and
Professions Code, which authorizes the collaction
of this information. The information on your
application may be transferred to other medical
licensing authorities, the Federatlon of State Medical
Boards, or other governmental law enforcement
agencies. You have the right to review your

g application subject to the provislons of the

M Information Practices Act. The Chief of the
Licensing Program is the custodian of records.

The applicant, __MBQISH BV-\WNN(CJ TuDD __ belng first duly sworn upen his/her
(PLEASE PRINT FULL NAME) {DWTE OF BIRTH)
oath deposes and says; that 1 am tha person herein named subscribing to this application; that | have read the complete
appiication, know the full content thereof, and declare under penalty of perjury, that all of the information contained herein
and evidence or other cradentials submitted herawith are true and correct; that | am the lawful holder of the degree of Doctor
of Medlcine as prascribed by this application, that the same was procured in the regular course of instruction and
examination, and that it, fogether with all the credentlials submitted, were procured without fraud or misrepresentation or any
mistake of which | am aware and that | am the lawful holder thareof Further, | hereby authorize all hospitals, institutions or
organizations, my references, parsonal physiclans, employers {past, present and fulure}, business and professional
agsoclates (past, present, and future), and all governmant agencies {local, state, fedsral, or foreign) to release to the Medical
Board of Californta or lts successors any information, files or records, including medical records, aducational records, and
records of psychlatric reatment and treatment for drug and/or alcohol abuse or dependency, requasted by that Board In
connection with this application; ot any further or future investigation by that Board necessary to determine any medical
competence, professional conduct, or physical or mertal abllity to safely engage in the practice of medicine, | further
authorize the Medical Board of Californta or its successors to ralease to the organizations, individuals or groups listed above
any information which is material to this application or any subsequent llcensure.

| UNDERSTAND THAT FALSIFICATION OR MISREPRESENTATION OF ANY ITEM OR RESPONSE ON THIS
APPLICATION OR ANY ATTACHMENT HERETO IS A SUFFICIENT BASIS FOR DENYING OR REVOKING A

(PLEASE INIT]

LICENSE. W

/i
SIGNATURE OF APPLICANT: [ / : f\/ / .fg&(/
Stato of _ (:M-sz Fﬂ_ LA y - Cu (Pleasa sign Tull nama)
County of SAnJ FrLAnNCl L,

Subseribed and sworn to (or afflrmed) before me on
this ___ A hd day of fude , 2098
by MAtiSA  BRIAVVE Topp |

parscnally known to me or proved to me on the basis of satisfactory evidence to be the personﬁ) who appearsd before me.

LOUELLA Z, NEYMAN _
Cornrmission # 1509293
Nolary Publle - Callfornla
/ Sain Frahclsco County

”'"iﬂ“" Mv Comm, Explres Oct 2, 2009

SIGNATURE OF NOTARY PUBLIC

074400 {itav, 12005)




MEDICAL BOARD OF CALIFORNIA
LICENSING PROGRAM

Consumer 2005 Evergreen Street, Sulte 1200
Affafrs Sacramento, CA 95815
{800) 833-2322 (916) 263-2382 FAX (D16) 263.248T

CERTIFICATE OF MEDICAL EDUCATION

2089.7,2000, 2091.1,2001.2) and that the applicant '

| MED|CAL §CHOOL! PLEASE COMPLETE THIS FORM IN THE ENGLISH L ANGUATE
This certifies that MARSH B TeDD e
Full Namao of Appllaant ) U.8. Social Becurlty Numbsr .
snrolled in Ovegom Heath aind  Seience Ly vers iy v
Data of Birth Name of Madical School .
located in Portiond, Oreson USA on O z. 125120073 |
Stato/Provings Country Enroliment Date .

The undersigned further certifies that the records of this institution show that the applicant attended in this
institution years of resident instruction, completing at least 4,000 hours, of which at least 80 percent

actual attendance is required In the subjects set forth hereunder (Business end Professions Code Sectlons 2089,2089.5,

O withdrew from medIcal school on day of

Anatomy Embryolopgy Physical Madlicine
Otalaryngology Histology Therapeutics
Qhbstetrics and Gynacolopy Human Sexuality Neurpanatomy
Radioiogy, inoluding Radiation Safety " Medicing Child Abuse Dotection and Treatment
Tropleel Medlicine Burgery, ncluding Crihopedic Surgary Garlatric Medicine
Physlology Urelogy Padiatrios
Blochemistry .- Psyehiatry Pharmacalogy
Pathology, Bacterlology, and Immunology  Neurslogy Anasthesla
Ophthaimology Alcohoilam and Chemloal Dependericy Speusal Partner Abuse Detectlon & Treatment*
Dermatology Prevenkutive Medlclne, including Nutrition Family Madigine*
Paln Management and End-of-l.Ife-Care*™ n_‘,g.w
.
|
*  ONLY spplicable to medical students whao enrolled. In medical school oh or after September 1, 1904,
*  ORLY applicahle to madical students wiho graduate from medical schaof on or after May 1, 1998, JU”
4 DNLY appllcable to medicat stucdents whe gnrolied In madical school on of aftar June 1, 2000, »H» 2()0-7 j J 2 0
(ﬁwas granted the degre¢ of Bachelor/Doctor of Medicine on the g day of ’\ru-mc : C‘b?

Unusual Circumsiancaes Responsaes

Did this individual ever take a leave of absence from their medical education? Yes. Ne
Was this Individual ever placed on probation? Yes No
Was this Individual ever disciplined or under investigation? Yes Nec
Were any incldent reports regarding this individual ever flled by instructors? Yes No
Were any limitations or special requirements imposed on this individual because of '
questions of academic or disciplinary problems, or for any other reason? Yes N

A "Yes” response to ANY of the above questions requires the medical schoal to provide a writton explanation on a separate attachment,

Medlaal School Seasl
Must Be Imprintad Below

Altanhtion Medical School! Only the Presldent, Dean, or Registrar may sign this Jorm. I the sighature is
helng delogatad 1o another pecson, ovidence of that delegation must be attached to this form {may be a
phatocopy}, Such delegation must be on officlal lettsthead and must be dated within the last 12 months.

Signed and the school seal affixed this 2 day of 3/(-/[/\{ ) 02008/ .

By: _Q}\é e HOI?/?F // / _/?eqf‘s tles
rinted Name and Titie,of School Gtflglal \//
Signature: %‘0 W //ﬂlé( :

b sl i

| Eev——————

i

O7TAI004.2 {Rav, 12/%)

e

£

<

<



STATE OF CALIFORNIA .- 87 sTMEANn CONSUMER SERVICES AGENGY ARNOLD BCHWA: gvernor "
Q\% ~ MEDICAL BOARD OF CALIFORNIA MEDICAL B04¢ o

LICENEING PROGRAM Chiiepn
2005 Every reantsngxt.gﬁﬁuita 1200 :
Sacramento, B15 o
(800} 6332322 (916) 263-2362  FAX (016) 203.2487 Zﬂﬂﬂ JUL -3 EM 108
Wi, Mbo.0Rgey

CERTIFICATE OF COMPLETION OF ACGME/RCPSC POSTGRAD ?ﬁ NING

To be completed by the facllity for every medica school graduats completing postgraduate traintngin the

r Canada,

'PART 1: TO BE COMPLETED ; THE APPLICANT

NAME: Last First | iddie
ToDOH M ANiSA *
U.S. Social Security Number Date of Birth Telephone Number
B Home' ) Work {

Public/Maling Address ' i

MU deary finy.

Gty » State/Province ZipfPostal Code
"

ch adfl ¢
Medical School of Graduation:

Oreq }LMJJ'& S'aut-u..a wﬂ,ﬁfm:‘!‘/(

; Do not sign and dale (his form befora the last day of any pestgraduate
applicant to qualify for licensufe. Completion of this form will certify Lhat
slactorily completad a period of aceredited postgraduate training at
1 the skill and qualifications necessary to safely assume the

“Name of Facility ' " ACGME 10 diglt Program number: (www.aagme.arg)

LA SETe anuug—mw HeSP 1 1A 220 o5l e qC

P VAP WP P N S S—

Address of Factlity: Telephone #: '
T2 deapy. hUA CP A G Yrd- £33 307¢
Categorical Specially Area of Trainlng T Start Date of Tralning End Date (or anticlpated completion date} of Training
ob | 6yn., L2y 2803 | 013D w0 (]

UNUSUAL CIRUNS

Rid the trainee ever take a IeaVe of absence or break from thelr tralning? YES "NO
Was the trainee ever terminated, dismissed or expelled? YES NO
Did the trainee ever resign?- . YES NO
Was the trainee ever placed on probation? : YES ND.
Was the trainee ever disciplined or placed u‘nde_r investigation? YES NO,
Were any Incident reports fegarding tHis traines ever filed by Instructors? YES NO
Were any limitations or special requirements placed upon the trathee for

clinfcal incompetence, disciplinary problems or for any other reason? YES NG
Did the program decline to renew or offer the trainee a postgraduats training  veg NO

program contract for a following year?

A “Yes" response to ANY of the above questions requlires the program director to provide
a written explanation on a separate attachment,

O7A100-1.8 {Rrav. 12/05]




DEFINITION OF “SATISFACTORY” COMPLETION OF TRAINING

The program director signing this form Is formally cerdifying and documenting under penalty of perjury that the trainee received
inatruction appropriate for the particular postgraduate Jevel and that hefshe satisfactorily completed periods of training in
accordance with the accepted standards and the orileria defined as equating to “satisfactory” performance as described below. The

program director will personally ke attesting to the fag! that the trainee has acquired the sklll and qualifications necessary to safely
assume the unrestrictad practice of madicine In this siate,

"SATISEACTORY" I8 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,

—

—— P e - S——

GENERAL MEDICINE TRAINING REQUIREMENT

Te quallfy for licensure in Cailfornla, applicants who ara graduates of an Inlarmational medical achagl must complete at least four monthe of
posigraduate tralning In GENERAL MEDICINE as part of the requlrement. Applicants who are graduates of a U.S, or Canadian medical school,
‘who havae hot completed posigraduals training reguired for loemsure by July 1, 1990, must also complete four months of training In GENERAL
MEDHCINE prior to lloensure. The GENERAL MEDICINE requirement may be satisflad by actual clinical practice.where tha applicant has direct
patient cars responsibliifles in any partlcular specialty or sub-speclzity area Tor at enst four months, ‘

I hereby certify as the program director, that the Individual named In Part 1
has completad Q has not completed

minimum of four months of general medicine as part of this postgragyate trainfng prégram
accredited by the ACGME or the RCPSC. ,

SIGNATURE OF PROGRAM DIRECTOR
ATTENTION PROGRAM DIRECTOR: THE PERSON WHO SIGNS THIS FORM MAY NOT BE RELATED TO THE
APPLICANT BY BLOOD, MARRIAGE, OR ADOPTION, [f that signature authority s being delegated to another person,
evidence of that delegation must be aftached to this form (may be a photocopy). Each delegation must be on officlal
letterhead and must be dated within the {ast 12 months,

T oot S i

HOSPITAL SEAL.

: OFFICIAL HOBPITAL SEAL MUST BE AFFIXED IN
THE BOX TQ THE LEFT TO CERTIFY TRAINING

The Iraining program is accredited by the ACEGME or the RCPSC to offer the type and level of
training completed by the applloant, and the applicant was lralned In an acoredited AGGME of
RCPSG program positfon. | hereby daclare under penalty of parjury under the laws of ihe State of
California that the stalements are true and correct.

ety f"’“"*\ @L,
PRINT NAME OF PROGRAM DIREZZ(B!\D
(/“1 ~] . 6/27/0%
SIGNATURE OF PROGRAM DIRECTOR DATE SIGNED

Signature Stamp Is Not Acceptabie

State of ChC{FOX AT #

County of § kY MMC (st
Subscribed and swom to {or affirmed) beforé me on
this___ 21HR day of - JuE
by . Palyin Feld
personaily known to me or proved to me on the basis of satisfactory evidence to be the person(;i{ who appeared before me,
NOTARY SEAL E

20 08

£ AR Comimission # 1609293
SR Public « California -
SPREN  Notary Public « Cal {
) "sontroncisco Coury LN 3 U,

M o e O ik SIGNATURE OF NOTARY PUBLS ]

C7A-100-L3 {Rov, 12/04)




. h

STATE OF CALIFQRNIA - 8TATE AND CONSUMER Se..2ICES ABENGY v ' ARNDLD SCHWARZENEGGER, Bovernor
qm,,, MEDICAL BOARD OF CALIFORNIA
Dot LICENSING PROGRAM
2008 Evorgraen Sirect, Sulte 1200
Sucramenta, CA 953816
(800) 633-2322  (D16) 263-2382  FAX (918) 263-2487
- WWW.IRG.CR.a0Y

2008 Ju1. -3 AM 10: 09
CERTIFICATE OF CURRENT POSTGRADUATE TRAINING EI\L NT

Af the time of licensure, you may be entitled to a reduced Initial license fee If yop m
participating in a slotted position In an ACGME/RCPSC accredited pOStgraduate tra am,

NOTE: This form may not be used In lleu of the Form L3A-B, "Certiftcate of Completion of ACGME/RCPSC,
Postgraduate Tralhing."

e, ' Miad
NAME:  Last DD First MARISA _ 1 &

(i & Qnelal Sanurity Number Daté of Birth Medical School of Graduation:
o oregqeny Heatth ! Scenas U,

Thls Is to certify that the above applicant is actively partlclpating in an ACGME or RCPSC accoredited postgraduate

training position that started on be. i 209 F- and Is expacted to be
Monift - Ty \ Year
completed on i %0 ( 2000 " in O fer
TETH Liay ... vear , L.alagorwal peciany Arc:
at Kolsey Permmanente. S =y o, NEASCO
located at ___2.4{ 7, P (2 ’ CH A4S
. ddress of Fagllity
The 10 digit ACGME Program#: 2-% ¢ "6 ¥ | 20 Y X (Referionlipfwwy avms.cigiadspublo

| heraby declare under penalty of perjury under the laws of the State of Callfornia that the above statements are true and correot and the
above program is acoredited by the ACGME or the RCPSC to offer the type and leve! of training completed by the applicant and that the
apglicant Is belng trainad In an accrmdlt@d ACGME or RCfﬁfuatgraduate training ilositicn

" ‘L F‘ A » "1 al
PRINT NAME OF PROGRAM D!RECTOR 25; { W Qw’
_ : Aot
SIGNATURE OF PROGRAM DIRECTOR - Slgnature Stamp Is Not Acéeptable [ )
(/2.7 /0D _ Y ¢3) -3a3f
DATE 4 o TELEPHONE NUMBER

ATTENTION PROGRAM DIRECTON: THE PERSON WHO SI1GNS THIS FORM MAY NOT BE RELATED TO THE APPLICANT BY BLOOD, MARRIAGE, OR ADOPTION,

Only the Program Qirector may slgn this form, 1f that slgruatura authority |s being delagaled to anether person, evidence of that delegation must be altachsd to
1his form {may be a photocopy). Such dalegation must be on offlalal letterhead and must ba dated within the last 12 monlha

tateof _ ﬂ A’

County of St/ FAanlr L

Subscribed and sworn to (or affirmed) before me on \/ '

this__ 24 HA __ dayo | JUNE 2008
by - fbﬁ b i e (Fl”"’q

proved o me on the basis of safisfactory evidence to be the person%) who appeared before me,

Hospital or Notary Seal ‘ M W"’?/ —

LGUELLA 7. NEYMAN SIGNATURE OF NOTARY PUBLIG

Commission # 1409293
Notary Public « Califomia OFFICIAL HOSPITAL SEAL OR NOTARY

My o poeo ggfgw SEAL (WITH JURAT COMPLETED ABOVE)
A MUST BE AFFIXED IN THE BOX AT THE LEFT

07A-100-L4 {Rav. 12/05)




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

From Date: 07/06/2010 To Date: 07/06/2010
ATRISUPPINF '
01-DEC-15 09:37:07
Person Id : 1671544 Name: Todd,Marisa
Quuestion Answer
| Have Completed Cme And Can Document Not Less Than 50 Hours Of Approved Cme For The Two- YES

Year Pariod Immediately Preceding The Expiration Date Of My License. Or | Meet The Conditions
Which Would Exempt Me From All Or Part Of The Requirements.

[ ] apit Avig B

I Am Exempt From The Completion Of 12 Hours Of Pain Management And End-Of-Life Care NO
Continuing Education Requirement Because | Am A Radiologist Or Pathologist. =~

of

| Have Read My Proflle On The Medlcal Board Web Site At Www.Mbc.Ca.Gov And Acknowledge The YES
i As C rrent And Accurate

Total Questions Asked For Person ; 1671544 8

Page 102 of 111



