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HYBRID EXAMINATIONS
The following combinations are the only hybrid examinations accepted by the Maryland Board.

Fzasing scores on all peris of hybrid examinations must have been completed within a 10-ysar period, beginning with the menth and
your ihe axamines first passes a part or component or step of the combined examination. ALL HYBRID EXAMINATIONS MUST HAVE
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or call 215-500-9562 for instructions and request that your Endorsement of Certification and your Record of Scores be sent directly 10
the Boerd of Physician Quality Assurance.
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Nme: _CHANG DAVID AUBUSTO
Print lset name and generational indicator (Jr., Sr., K, Hi, etc) First name: Middie name

Yoar
et Do D

NEwToN Cousee  (hidy sc\mOL\
WWMMWUMW

N/p
Nerme of inslilution thet conferred your degree, if different from medical college.atiended

> 982 ©_12 /1992 Dateof Graduation: l?./l‘FB/

-ﬁm . mznﬁ- e

w)d ENGL‘SH
anguageisiol N | A : and that hefshe was confered the

O e l'_'lfv [Juese  [Jusse [X ome

Ky, 511 YFGogto 514340430
Fax Number

SR
& O i o - L et A8 Gl e at -
3 n




Maryland Board of Physicians License Renewal C,a Y, 9&!&2 Page 1 of 8

GENERAL APPLICATION
INFORMATION
ONLINE LICENSE RENEWAL

DO NOT MAIL THIS COPY TO THE BOARD. IF YOU WOULD LIKE TO SUBMIT A PAPER APPLICATION AND NOT
COMPLETE YOUR RENEWAL ONLINE, PLEASE LOG QUT, RETURN TO WWW.MBP .STATE.MD.US, AND CLICK ON
"DOWNLOAD FORMS" TO DOWNLOAD THE PAPER APPLICATION.

- Application for renewal of: Physicians

Renewal Fee: $618.00

License No. D0067401

Dr. David Augusto Chang

EMAIL ADDRESS: This is your email address on file. If it has changed, please edit below. If you have no email address
please indicate by checking the checkbox below.
gl L1CCKS W

Email Address

| do not have an email address

Address Changes (Non-Public and Public):

You must submit a Public and Non-Public address. If either address has changed, please correct here.

Your address(es) on the oniine renewal application is current as of July 1, 2008. If you requested any changes to your address(es) that are not
reflected on this application, please make the change at this time. These changes will be updated in the main database.

3a. Non-Public Address: This address is for Board use only and is where your license will be mailed. However, if no
public address is listed, this address will also be made availabie to the public.

Street 'R

Street (2) L ]

Street (3)

City T |

State | ____ Vv fselecting a country other than USA or Canada, please

choose "Forelgit s your Siate
ZipCode -

Country United States v

3b. Public Address: This address, usually your office, is available to the public and will be posted on the Internet. If you do
not designate a public address, your non-public address will be posted on the Internet.

Check if Public Address is the same as your Non Public address (the address above will be automatically entered below.)

Street Suite 201

Street (2) 17 Fontana Lane

Street (3)

City Baltimore

State Maryland v oIf selecting a country other than USA or Canada, please
choose “Foreign" as your state

Country United States v

PERSONAL AND PROFESSIONAL - PART 1

httos://www.mbnp.state. md.us/mbn al 2008/annlication asnx?admin=1&1icna=NNNATAN1 UM A



Maryland Board of Physicians License Renewal Page 2 of 8

4. Do you give the Maryland Board of Physicians permission to report your date of birth to
the Federation of State Medical Boards' Physician Data Center? See instruction

5a. Are you engaged in the direct care of patients in the State of Maryland? Answer yes if ‘e -
you saw one or more patients within the period since July 1, 2006 or initial licensure or @ Yes  No
reinstatement in Maryland whichever is more recent.

® ves T"No

Sb. If you answered NO to the previous question, did your practice include making decisions - -

that had direct impact on patient care in Maryland (such as radiology, pathology, or medical Yes - No

director)?
CHARACTER AND FITNESS
6. The following questions pertain to the period since July 1, 2006. If this is your first renewal, these questions
apply to the period commencing with the date of your initial licensure or reinstatement. Check the box YES or NO
next to each question. If you answer Yes, provide an explanation at the prompt.
* All questions must be answered Yes or No.

a. Has any licensing or disciplinary board of any jurisdiction (except this licensing board), or any entity
of the armed service denied your application for licensure, reinstatement or renewal, or taken any
action against your license, including but not limited to reprimand, suspension, revocation, a fine, or
nonjudicial punishment, for an act that would be grounds for disciplinary action under Md. Code
Ann. Health Occ. §14-4047.

b. Have any complaints, investigations or charges been brought against you or are any currently
pending in any jurisdiction by any licensing or disciplinary board (except this licensing board) or an
entity of the armed services?

¢. Has your application for a medical or health professional license been withdrawn for reasons that
would be grounds for disciplinary action under Md. Code Ann. Health Occ. §14-4047

d. Has an investigation or charge been brought against you by a hospital, related institution, or
alternative health care system that would be grounds for action under Md. Code Ann. Health Occ.
§14-4047

e. Have you had any denial of application for privileges, failure to renew your privileges, or limitation,
restriction, suspension, revocation or loss in privileges in a hospital, related health care facility, or
alternative health care system that would be grounds for disciplinary action under Md. Code Ann.
Health Occ. §14-4047?

f. Have you had a plea of guilty, nolo contendere, conviction, or receipt of probation before judgment
or other diversionary disposition of any criminal act, excluding traffic violations?

g. Have you had a plea of guilty, nolo contendere, conviction, or receipt of probation before judgment
or other diversionary disposition for an alcohol or controlled dangerous substance offense,
including but not limited to driving while under the influence of alcohol or controlled dangerous
substances?

h. Are there any pending criminal charges against you in any court of law, excluding minor traffic
violations?

i. Doyouhave a physical or mental condition that currently impairs your ability to practice medicine?

httos://www.mbn _state. md ns/mbn al 200R/annlicatinn acny?admin=1&1i~rnA=NNNLTAN1 NN L



Maryland Board of Physicians License Renewal Page 3 of 8

Has the use of drugs and/or alcohol resulted in an impairment of your ability to practice your
profession?

k. Do you illegally use drugs?

[. Have you surrendered or allowed your license to lapse while under investigation by any licensing or
disciplinary board of any jurisdiction or an entity of the armed services?

m. Have you been named as a defendant in a filing or settiement of a medical malpractice action?

n. Has your employment by any hospital, HMO, related health care or other institution, or military
entity been terminated for any diciplinary reasons?

0. Have you voluntarily resigned from any hospital, HMO, or other health care facility or institution, or
military entity while under investigation by that institution for disciplinary reasons?

p. Are you in default of a service obligation resulting from your receipt of state or federal funding for
your medical education?

q. Have you failed to make arrangements to satisfy any state or federal loans that financed your
medical education?

CONTINUING MEDICAL EDUCATION

a. CME met. | have earned 50 credit hours of Category 1 continuing medical education during the two
years prior to this renewal.

e b.First Renewal & NPO. | am exempt from CME during the renewal period because this is my first

" renewal after initial medical licensure in Maryland and | have completed the Board's New Physician
Orientation Program. The New Physician Orientation is for NEWLY licensed physicians only. If you were
licensed prior to September 30, 2006 cr reinstated, this does not apply to you. See New Physician
Orientation Program web site. Your license will not be renewed unless you have completed the
orientation.

c. First Renewal after reinstatement. | am exempt from CME during the renewal period because this is
my first renewal after reinstatement of my medical licensure in Maryland.

PERSONAL AND PROFESSIONAL - PART 2
8. Ethnicity and Race: (Select all that apply)

v Hispanic or Latino
American indian or Alaska native

v Asian
Black or African American )
Native Hawaiian or other Pacific Islander

v White
Other

9. Are you employed by the Federal Government?

. "Yes ® No

https://www.mbn_state. md is/mhn al 2008/annlication acnvPadmin=1&lirnA=TWNETAN1 Yo P Nala sl



Maryland Board of Physicians License Renewal ' Page 4 of 8

10. Do you plan on ending your medical practice in the next 2 years?

Yes ® No  NotApplicable

11. Which best describes your current area(s) of concentration:

Primary Concentration "Gynecology
Secondary Concentration None Vv

<

12. SPECIALTY BOARD CERTIFICATION: List up to two (2) specialty areas only if
certified by a recognized board of the American Board of Medical Specialties (ABMS) or
the American Osteopathic Association (AOA).

Primary Certification None v
Secondary Certification None v

HEALTH CARE ALTERNATIVE DISPUTE RESOLUTION QUESTIONS

13. The following questions pertain to the period since July 1, 2008. If this is your first renewal, these questions
apply to the period commencing with the date of your initial licensure or reinstatement. Check the box YES or NO
next to each question. If you answer Yes, provide an explanation at the prompt.

* All guestions must be answered Yes or No.

a. Have you been the subject of professional discipline?

Yes ® No
Ty ® b. Have you, your partners or associates or anyone in your immediate family or household, been sued
- YES No or had a claim filed against you or any of them for medical maipractice?
Yes @ No c. Have you testified as a medical witness in a judicial or administrative proceeding?
- , i ?
Yes ® No d. Have you been an arbitrator
Cves © No e. Are you currently an arbitrator?
o ‘@ f. Are you, or any member of your immediate family or household, currently a party in a medical
+- Yes *% No malpractice case?
- g. Is there any reason why you could not hear and decide impartially a health care malpractice claim
Yes '® No solely on the basis of the law and the evidence presented?
PRACTICE

14. Do you currently practice medicine?

v If you answer YES to Question 14, you will be required to answer Questions 16-31. If you
answer NO you will be required to answer Question 15.

16. What percent of your average work day is spent in personally providing D %
PRIMARY/PREVENTIVE CARE SERVICES in Maryland?

2 Use whole numbers

i H ” . - .
17.1f ALL OFFICES are located outside Maryland, do you treat Maryland residents " Yes 'No ® Not Applicable

18. What is the total number of practice/office locations at which you personally work
within Maryland? « If none, enter 0.

httnae//xamarar mhn ctate mA nic/mhn al 2NNQR/annlinatinn acnvPadmin=1 2 1irm~—T\NNLTANT a¥alNialaR W4



Maryland Board of Physicians License Renewal Page 5 of 8

19. Primary Practice / Office Location ‘s Please answer all Primary Practice questions

Organization Name

Street Address

Street2
City
State
Zip Code

Jurisdiction

Employer Tax ID

LGynemed 1

L17 Fontana Lane ]
Suite 201 |
Ealtimore -]

'M‘é‘rg’léha” T

21202

BALTIMORE CITY v

At this site, what is the average number of hours per week you are
available for ALL PATIENT CARE? <& If none, enter 0. Hours

Setting

Practice

Primary Role

Secondary Role
Private/Public

Freestanding Ambulatory Surg Ctr v

Other Contractual -Associate Staff (Individual only) Vv

Clinical/Direct Patient Care v
fione N
Private-For profit v

20. This question is about the use of computers and other forms of information technology, such as hand-held computers, in

diagnosing or treating your patients. In your practice, are computers or other forms of information technology used: »xPlease answer
all information technology questions

Yes

. Yes

Yes

Av Yes &

® yes

~

® vYes

® Yes

LI
Yes No

7

% Yes

No

'® No

% No

No

" No

P

No

“_ Not

A. To obtain information about treatment alternatives or recommended guidelines?

B. To send prescriptions electronically to a pharmacy?

If you answered yes to 20B, what percentage of prescriptions are %
submitted electronically? is Use whole numbers.

C. To generate reminders for you about preventive services needed for your patients?
D. To access patient notes, medication lists, or problem lists?

E. For clinical data and image exchanges WITH OTHER PHYSICIANS?

F. For clinical data and image exchanges WITH HOSPITALS AND LABORATORIES?

G. To communicate about clinical issues with patients by email?

H. To obtain information on potential patient drug interactions with other drugs, allergies, and/or patient
conditions?

. If you admit patients to the hospital, does the hospital where most of your patients are treated have

Applicable COmMputerized systems to order tests and medications?

21. Check if you have a Secondary Practice / Office Location
w If you have a secondary practice / office location, after checking the box above, you will see a series of questions that must be completed.
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22. Do you participate in the Maryland Medical Assistance Program (Medicaid)? ©ves No \  Not Applicable

23. If YES, are you accepti Maryland Medical Assist ients?
re yo epting new Maryland Medical Assistance patients ® ves Ono
24. Do you participate in Medicare? o ‘e .
“.-Yes *¥ No Not Applicable

25 If YES, are you accepting new Medicare patients?
Yes .. No

26. National Provider Identifier (NPI): If you have your NPl number, please enter. _
Otherwise, enter the word "None".

27. Do you offer a sliding fee scale based on ability to pay? (Utilize a standardized fee

. . T ves ®no -
reduction schedule for low-income) - Yes "% No  Not Applicable

28. Do you offer uncompensated (charity) care?
y P (charity) ~Yes ® No  NotAppiicable

29. If YES, report the number of hours you personally provide in uncompensated care in I Hours
a month. «w» Use whole numbers.

30. Is a Physician Assistant, Nurse Practitioner, or Nurse Midwife included as part of your %
practice (employee or on staff)? ~ Yes No

31. Workers Compensation

Workers Compensation coverage: If you employ one or more persons, the Md. Code Ann. Health Occ. §1-202 requires that you
verify that you are complying with the Workers' Compensation Law for your renewal to be issued.

| hereby certify:

s Not Applicable (Do not complete below)
"t do not practice in Maryland.
: | do not employ anyone in my practice in Maryland.

B | employ one or more persons in my Maryland practice and have the following Workers Compensation coverage.
“# If you are a Maryland employer you must provide the information requested below.

Insurance Company ’

Policy Number ]

Expiration Date s Enter as MM/DD/YYYY

PHYSICIANS EMERGENCY CONTACT INFORMATION

32. As part of Maryland's emergency preparedness efforts, the Department of Health and Mental Hygiene has
identified the need for certain contact information for licensed physicians in Maryland who may be needed to
respond to a catastrophic health emergency. (Public Safety Article, Sec. 14-3A-01 et seq. and Health General Article
Section 18-901 et seq. sets forth the powers of the Governor and Secretary of the Department of Health and Mental
Hygiene.

* Reguired Field

Please provide the phone
Daytime *
Nighttime*

uld be used in the event of an actual emergency.

Indicate by checking any box that applies whether you have any particular training and experience regarding the
foliowing specific agents:

" Chemical Biological Radiological

If you are interested in being contacted about training opportunities provided by the Board of Physicians, please visit
the Maryland Professional Volunteer Corps website at http.//bioterrorism dhmh state.md.us/volunteer. htm.

Thank you for your assistance!
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AFFIRM AND SELECT PAYMENT

Affirmation and Authorization
(Please check each box to affirm the following questions)

« | certify that | have personally reviewed ali responses to the items in this application and that the
information | have given is true and correct to the best of my knowledge and that any false information
provided as part of my application may be cause for the denial of my application.

v lagree that the Maryland Board of Physicians (the Board) may request any information necessary to
process my application for renewa! from any person or agency, including but not limited to former and
current employers, government agencies, the National Practitioners Data Bank, the Healthcare
Integrity and Protection Data Bank, hospitals and other licensing bodies, and | agree that any person
or agency may release to the Board the information requested. | also agree to sign any subsequent
releases for information that may be requested by the Board.

| shallinform the Board, by certified mail, return receipt requested, within 30 days of:

{a) action that would be grounds for disciplinary action under Md. Code Ann. Health Oce. §14-404, that
occurred at any time during the application period,

(b) change in any answer that was originally given in this application.

v Check Here if you wish to have the option of viewing your completed application online after you
renew your license. Otherwise, your application will not be available online for later viewing. If
selected, viewing is available until 12/1/08.

Select a Payment Option: License Fee $

+ If you select the credit card option, you will be taken to a secure Bank of America credit card processing site to pay your
application fee. You will then return to the license site to receive your receipt.

* If you select the Send Check option, you will receive an invoice. However, your application will not be complete until the
payment is received by the Board.

Send your
., check and
’@invoice
- {which you
will receive
next) to:
MBP
Renewal
Unit
P.O. Box
17314
Baltimore,
MD
21297-
0475
“+ Your license will not be renewed untit payment is received. Please allow up to 7 business days for receipt of your payment.

O Third Party Payer[ ) 1 s Enter Payer's name

Please note: This is NOT for credit cards. This is only to generate an invoice to give to another organization that is paying
your renewal fee, called the Third Party Payer. Example: Your employer or hospital you work for is paying your renewal fee
for you.

Remember to notify your payer that you have completed the application. Give a copy of your electronic invoice (which you will
receive next) to your third party payer. Your license will not be renewed until payment is received. Please allow up to 7
business days for receipt of your payment.

Please provide your electronic signature below:
Name lDavid Augusto Chang s Enter your name

NN INANT -
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Today's Date
Date of Birth

T Enter as mm/dd/yyyy
“i Enter as mm/dd/yyyy

8/6/2008

PAYMENT RECEIPT
Date Application was Submitted
License Renewal Confirmation No.
ﬁ Payment Method
Amount Due
ﬁ‘Third Party Payer
Receipt Sent to Email;

httns://www mhn state md ns/mbn al 2008/annlication asnx2admin=1&Tlicno=DONAT7401 2M0301A
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DO NOT MAIL THIS TO THE BOARD. RETAIN THIS APPLICATION FOR YOUR RECORDS.
Application for renewal of: Physicians

1. License Number D0067401 Dr. David Augusto Chang

Individual National Provider Identifier NPI: U] 1 do not have an NPI
2. | This is the NPI entered in the field for Rendering NP1 on a claim (10 digit number)

4 NPI Information

3. EMAIL ADDRESS: This is your email address on file. If it has changed, please edit below. If you do not have an email

address please indicate bi checkini the checkbox below.

D { do not have an email address

Address Changes (Non-Public and Public):

You must submit a Public and Non-Public address. If either address has changed, please correct here.

Your address(es) on the online renewal application is current as of July 1, 2010 . If you requested any changes to your address(es) that are not reflected
on this application, please make the change at this time. These changes will be updated in the main database.

4a. Non-Public Address: This address is for Board use only and is where your license will be mailed. However, if no

public address is listed, this address will also be made available to the public.
Street ﬁ
Steet 2 .
Street (3)
City W— |
State “ v] )
If selecting a country other than USA or Canada, please choose "Foreign" as your state
ZipCode ]
Country [ United States \ﬂ

4b. Public Address: This address, usually your office, is available to the public and will be posted on the Internet. If you do
not designate a public address, your non-public address will be posted on the Internet.

D Check if Public Address is the same as your Non-Public address (the address above will be automatically entered below.)

Street Suite 201
Street (2) 17 Fontana Lane
Street (3)
City Baltimore ]
State Maryland v]
If selecting a country other than USA or Canada. please choose "Foreign” as your state
ZipCode 21237
Country United States v ]

5. Do you give the Maryland Board of Physicians permission to report your date of birth to ® 0
the Federation of State Medical Boards' Physician Data Center? See instruction Yes \JNo

CHARACTER AND FITNESS (Question 6)

6. The following questions pertain to the period since July 1, 2008. If this is your first renewal, these questions
apply to the period commencing with the date of your initial licensure or reinstatement. Check the box YES or NO
next to each question. If you answer Yes, provide an explanation at the prompt.

* All questions must be answered Yes or No.

a. Has any licensing or disciplinary board of any jurisdiction (except this licensing board), or any
entity of the armed services denied your application for licensure, reinstatement or renewal, or
taken any action against your license, including but not limited to reprimand, suspension,
revocation, a fine, or nonjudicial punishment, for an act that would be grounds for disciplinary
action under Md. Code Ann. Health Occ. §14-404?

b. Have any complaints, investigations or charges been brought against you or are any currently
pending in any jurisdiction by any licensing or disciplinary board (except this licensing board)
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Maryland Board of Physicians License Renewal Page 2 of 8
or an entity of the armed services?

c. Has your application for a medical or health professional license been withdrawn for reasons
that would be grounds for disciplinary action under Md. Code Ann. Health Occ. §14-4047

d. Has an investigation or charge been brought against you by a hospital, related institution, or
alternative health care system that would be grounds for action under Md. Code Ann. Health
Occ. §14-404?

e. Have you had any denial of application for privileges, failure to renew your privileges, or
limitation, restriction, suspension, revocation or loss in privileges in a hospital, related health
care facility, 'or alternative health care system that would be grounds for disciplinary action
under Md. Code Ann. Health Occ. §14-4047?

f.  Have you had a plea of guilty, nolo contendere, conviction, or receipt of probation before
judgment or other diversionary disposition of any criminal act, excluding traffic violations?

g. Have you had a plea of guilty, nolo contendere, conviction, or receipt of probation before
judgment or other diversicnary disposition for an alcohol or controlled dangerous substance
offense, including but not limited to driving while under the influence of alcohol or controlled
dangerous substances?

h. Are there any pending criminal charges against you in any court of law, excluding minor traffic
violations?

i. Do you have a physical or mental condition that currently impairs your ability to practice
medicine?

j. Has the use of drugs and/or alcohol resulted in an impairment of your ability to practice your
profession?

k. Doyouiliegally use drugs?

I Have you surrendered or allowed your license to lapse while under investigation by any
licensing or disciplinary board of any jurisdiction or an entity of the armed services?

m. Have you been named as a defendant in a filing or settiement of a medical malpractice action?

n. Has your employment by any hospital, HMO, related health care or other institution, or mifitary
entity been terminated for any diciplinary reasons?

0. Have you voluntarily resigned from any hospital, HMO, or other health care facility or
institution, or military entity while under investigation by that institution for disciplinary reasons?
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p. Are you in default of a service obligation resulting from your receipt of state or federal funding
for your medical education?

g. Have you failed to make arrangements to satisfy any state or federal loans that financed your
medical education?

CONTINUING MEDICAL EDUCATION (Question 7)

(O a.CME met. | have earned 50 credit hours of Category 1 continuing medical education during the two (2)
years prior to this renewal.

(O b. First Renewat & NPO. | am exempt from CME during the renewal period because this is my first
renewal after initial medical licensure in Maryland and | have completed the Board's New Physician
Orientation Program. The New Physician Orientation is for NEWLY licensed physicians only. If you were
licensed prior to September 30, 2008 or reinstated, this does not apply to you. See New Physician
Crientation Program web site. Your license will not be renewed unless you have completed the
orientation.

® c. First Renewal after reinstatement. | am exempt from CME during the renewal period because this is
my first renewal after reinstatement of my medical licensure in Maryland.

PERSONAL AND PROFESSIONAL INFORMATION (Questions 8-17)
8. Ethnicity and Race: (Select all that apply)

panic or Latino

erican Indian or Alaska native

ian

ck or African American

tive Hawaiian or other Pacific Islander
ite
her

9. Are you employed by the Federal Government?

OYes @ No

10. Please indicate if you are currently in: a) a residency program accredited by the Accreditation Council for Graduate Medical
Education or an internship or residency program approved by the American Osteopathic Association: or b) a fellowship
(subspecialty) training program accredited by the ACGME.

© If you answer Yes to either a. or b. you will not be required to complete the Practice Information section (Questions 15-26) of
this application.

a. In an accredited/approved internship or residency program?

O Yes @ No
b. In an accredited feliowship (subspecialty) training program?
O Yes @ No
11. Which best describes your current area(s) of concentration:
Primary Concentration leneCOlogy hd ‘
[Obstetrics & Gynecology, Reproductive v [

Secondary Concentration
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12. SPECIALTY BOARD CERTIFICATION: List up to two (2) specialty areas only if certified by a recognized board of the
American Board of Medical Specialties (ABMS) or the American Osteopathic Association (AQA).

Primary Certification [None 7]

[None v]

Secondary Certification

13. Please indicate below how the hours in your typical work week are allocated. The sum of these hours should reflect the
number of hours in your typical work week. Definitions of these categories are listed below.

@ If you allocate 0 hours per week to a. Patient Care Related Activities you will not be required to complete the Practice
Information section (Questions 15-26) of this application.

Patient Care Related Activities include seeing patients, writing prescriptions, patient-related clinical activities (such as pathologic
and radiologic assessments), maintaining patient records, obtaining and reviewing test results, arranging referrals, consulting with
other providers about patients, talking with a patient's family members.

Research includes clinical, laboratory, and analytical research

Teaching includes teaching of medical undergraduate & graduate students and other graduate students.

Administration & Other: Administration includes practice management (billing, contract negotiations, personnel, regulatory
activities) & management of institutions or programs (health departments, health insurance, hospitals, other health-related
institutions or programs); Other

«s Use whole numbers. No fractional hours. If none enter 0.

a. Patient Care Related Activities |45 hours per week
b. Research 1 hours per week
c. Teaching 0 hours per week
d. Administration & Other 8 hours per week
Total Hours 54 hours per week

14. If you indicated in Question 13 that you are not engaged in patient care related activities, do you intend to resume patient care
related activities in the next 2 years?

L Yes .-No

PRACTICE INFORMATION (Questions 15-26)

15. Do you plan to discontinue patient care related activities in the next two years?

O Yes ®No

18. Please indicate below the number of practice/office locations at which you routinely deliver patient care for reimbursement,
a. Number of locations in Maryland (if none, enter 0)

b. Number of locations outside of Maryland (if none, enter 0)

*# If you have locations outside Maryland, please answer (c) below after you D
answer (b).

c. Do you routinely treat Maryland patients at your practice/office location(s) outside of Maryland?
Oyes OnNo O Don't know

17. Please indicate below the number of hospitals at which you currently have admitting privileges.

a. Number of hospitals in Maryland (if none, enter 0)

b. Number of hospitals outside of Maryland (if none, enter 0) E:]
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18. Primary Practice / Office Location Primary Practice / Office Location

4 Please answer all Primary Practice questions

a. Organization Name [Gynemed ]
b. Street Address L17 Fontana Lane ) ]
c. Street2 LSulte 201 1
W Enter suite or room number here. (Ex. Suite 101 or Room 101)
d. City {Baltimore )
e. State [Maryland v]
f. Zip Code 21237
g. Jurisdiction |BALTIMORE CITY V|
h. Employer Tax D [none ] ¥ whatis Employer tax 1D?

Enter "None" if you do not have an Employer tax ID

i.  Please select one of the following related to the NPI used for billing insurers:

Olusean Organizational NP1 for billing. Please Enter >
®use my Individual NP for billing. Organizational NPI

O do not bill public or private insurers,

j- Youindicated in Question 13a, 45 hours of Patient Care Related Activities during a typical work
week.
How many of those Patient Care Related Activity hours in your typical work week are delivered at

this practice/office location?

s# If none, enter 0. Hours
k. Setting | Freestanding Physician Office V]
l.  Private/Public [Private-For profit v[
m. Practice | Other Contractual-Associate Staff (Individual only) v

19. Secondary Practice / Office Location
No Secondary Location indicated from your response in Question 16.
+ if you have a secondary practice/office location and you've checked the box above, you will see a series of questions that must be completed.

20. Information Technology (Primary Practice / Office Location)

4 Please answer all Primary Practice Information Technology questions

This question is about the use of computers and other forms of information technology, such as hand-held computers, in
diagnosing or treating your patients at your primary office/practice location, which you listed in question 18.

® O

v N A. To obtain information about treatment alternatives or recommended guidelines?
es No

o ®

B. To send prescriptions electronically to a pharmacy?
Yes No

If you answered Yes to 208, what percentage of prescriptions are %
submitted electronically?  Use whole numbers.

C. To generate reminders for you about preventive services needed for your patients?
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0O ®
Yes No

Y?s N@ D. To access patient notes, medication lists, or problem lists?
o

Y(?a)s r\% E. For clinical data and image exchanges WITH OTHER PHYSICIANS?

Y@ No F. For clinical data and image exchanges WITH HOSPITALS AND LABORATORIES?
es No

YCe>s '\% G. To communicate about clinical issues with patients by email?

Y@e>s Ncc? H. To obtain information on potential patient drug interactions with other drugs, allergies, and/or patient conditions?

21. Does your primary office/practice location use electronic MEDICAL RECORDS (not including billing records)?

O Yes, all electronic OYes, part paper and part electronic ®No O Don'tknow
21a. If No, please indicate your most significant reason for not using electronic medical records.

O Capital cost outlays O Risk of privacy breaches O Retiring soon
QO Overburdened staff O Lack of technology standards ® Not my decision

O Physician resistance to adoption @) Intangible benefits

22. Please indicate if you participate in the following private and public insurance programs, and whether you are currently accepting new public
insurance program patients.

@ O

a. Participate in any PRIVATE insurance plan networks, including PPO, EPO, HMO, etc. Y N
es o]

b Participate in the MARYLAND MEDICAL ASSISTANCE PROGRAM (in either the traditional program or a Managed @ O
Care Organization) Yes No
b1. If Yes, are you accepting new Maryland Medica! Assistance patients? ® &

Yes No

c.  Participate in the MEDICARE (in either the traditiona! program or a Medicare Advantage Plan)? YO N@)

es o]

Y .
c1. If Yes, are you accepting new Medicare patients? -
Yes No

23. Do you offer a sliding fee scale based on ability to pay? (Utilize a standardized fee reduction schedule for low-income)

OvYes ONo ®NaA

24, Please report the typical number of hours per week you personally provide care to patients on a charity basis (do not include bad debt).

hours per week. % if none, enter 0

If you are practicing as an adult primary care specialist (internal medicine, family practice, general medicine), answer Q.25. Otherwise skip to Q.26.

25, Do you charge patients an annual fee for participating on your patient panel (sometime calied direct, concierge, or retainer-based practice)?

OYes O No
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26. Workers Compensation

qukers Compensation coverage: If you employ one or more persons, the Md. Code Ann. Health Occ. §1-202 requires that you
verify that you are complying with the Workers' Compensation Law for your renewal to be issued.

I hereby certify:

® Not Applicable (Do not complete below)
Ol do not practice in Maryland.
Q1 do not employ anyone in my practice in Maryland.

O employ one or more persons in my Maryland practice and have the following Workers Compensation coverage.
'+ If you are a Maryland employer you must provide the information requested below.
Insurance Company [

Policy Number '
Expiration Date »  Enter as MM/DD/YYYY Enter as MM/DD/YYYY

PHYSICIANS EMERGENCY CONTACT INFORMATION

27. As part of Maryland's emergency preparedness efforts, the Department of Health and Mental Hygiene has
identified the need for certain contact information for licensed physicians in Maryland who may be needed to
respond to a catastrophic health emergency. (Public Safety Article, Sec. 14-3A-01 et seq. and Health General Article
Section 18-801 et seq. sets forth the powers of the Governor and Secretary of the Department of Health and Mental
Hygiene.

* Required Field

Please provide the phone number that should be used in the event of an actual emergency.
Daytime *

Nighttime* |

indicate by checking any box that applies whether you have any particular training and experience regarding the
following specific agents:

" Chemical Biological Radiological

If you are interested in being contacted about training opportunities provided by the Board of Physicians, please visit
the Maryland Professional Volunteer Corps website at http://bioterrorism.dhmh state.md. us/volunteer. htm.

Thank you for your assistance!

APPLICATION PACKET FOR EXEMPTION FROM LICENSE FEE

28. CERTIFICATION AND AUTHORIZATION OF LICENSE APPLICATION

Please check the first 3 boxes to certify and affirm your renewal application.

~ a. | certify that | have personally reviewed all responses to the items in this application and that the information | havd
given is true and correct to the best of my knowledge and that any false information provided as part of my applicatio
may be cause for the denial of my application.

¥ b. | agree that the Maryland Board of Physicians (the Board) may request any information necessary to process my
application for renewal from any person or agency, including but not limited to former and current employers, govern
agencies, the National Practitioners Data Bank, the Healthcare Integrity and Protection Data Bank, hospitals and oth
licensing bodies, and | agree that any person or agency may release to the Board the information requested. | also a
to sign any subsequent releases for information that may be requested by the Board.

p )

en

-

ree
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c. I shall inform the Board, by certified mail, return receipt requested, within 30 days of: (a) action that would be groupds
for disciplinary action under Md. Code Ann. Health Occ. §14-404, that occurred at any time during the application pefiod:
(b) change in any answer that was originally given in this application.

d. Check Here if you wish to have the option of viewing your completed application oniine after you renew your licende.
Otherwise, your application will not be available online for your later viewing. !f selected, viewing is available until
12/1/2010.

29. Please provide your electronic signature (type your name) below:
Name David Augusto Chang ]

Today's Date 7120/2010 B
Last four digits of Social
Security Number: i

30. Select a Payment Option here to complete your application.
“# Please note: Credit cards may be used for online payment only. If you or a 3rd party is sending in payment, it must be by check.

Your renewal fee is:

@ credit Card O send check O 3rd Party Check 3rd Party Payer:

PAYMENT
APPLICATION COMPLETION INFORMATION:
Date Application Started 7/20/2010
Date Application Submitted 7/20/2010
Confirmation Number
Payment Method
Amount Paid ;
Credit Card Approval No.
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DO NOT MAIL THIS TO THE BOARD. RETAIN THIS APPLICATION FOR YOUR RECORDS.
Application for renewal of: Physicians

1. License Number D0067401 Dr. David Augusto Chang

Individual National Provider Identifier NPI: 0 1 do not have an NP/
2. | This is the NPI entered in the field for Rendering NP! on a claim (10 digit number)

32 NP Information

3. EMAIL ADDRESS: This is your email address on file. If it has changed, please edit below. If you do not have an email
address please indicate by checking the checkbox below.

D | do not have an email address

Address Changes (Non-Public and Public).

You must submit a Public and Non-Public address. If either address has changed, please correct here.

Your address(es) on the online renewal application is current as of July 1, 2012 . If you requested any changes to your address(es) that are not reflected on this application,
please make the change at this time. These changes will be updated in the main database.

4a. Non-Public Address: This address is for Board use only and is where your license will be mailed. However, if no
public address is listed, this address will also be made available to the public.

Street

Street (2)
Street (3)
City 1

State V]

If selecting a country other than USA or Canada, please choose "Foreign” as your state
ZipCode
Country United States v

4b. Public Address: This address, usually your office, is available to the public and will be posted on the Interet. If you do
not designate a public address, your non-public address will be posted on the Intemnet.

D Check if Public Address is the same as your Non-Public address (the address above will be automatically entered below.)

Street Suite 201
Street (2) 17 Fontana Lane
Street (3)
City Baltimore ]
State Maryland M
If selecting a country other than USA or Canada, please choose "Foreign” as your state
ZipCode 21237
Country United States v

5. Do you give the Maryland Board of Physicians permission to report your date of birth to ®ves ON
the Federation of State Medical Boards' Physician Data Center? See instruction es °

CHARACTER AND FITNESS (Question 6)
6. The following questions pertain to the period since July 1, 2010. If this is your first renewal, these questions
apply to the period commencing with the date of your initial licensure or reinstatement. Check the box YES or NO
next to each question. If you answer Yes, provide an explanation at the prompt.
* All questions must be answered Yes or No.

a. Has any licensing or disciplinary board of any jurisdiction (except this licensing board), or any
entity of the armed services denied your application for licensure, reinstatement or renewal, or
taken any action against your license, including but not limited to reprimand, suspension,
revocation, a fine, or nonjudicial punishment, for an act that would be grounds for disciplinary
action under Md. Code Ann. Health Occ. §14-4047

b. Have any complaints, investigations or charges been brought against you or are any currently
pending in any jurisdiction by any licensing or disciplinary board (except this licensing board)
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or an entity of the armed services?

c. Has your application for a medical or health professional license been withdrawn for reasons
that would be grounds for disciplinary action under Md. Code Ann. Health Occ. §14-4047

d. Has aninvestigation or charge been brought against you by a hospital, related institution, or
alternative health care system that would be grounds for action under Md. Code Ann. Health
Occ. §14-4047

e. Have you had any denial of application for privileges, failure to renew your privileges, or
limitation, restriction, suspension, revocation or loss in privileges in a hospital, related heaith
care facility, or alternative health care system that would be grounds for disciplinary action
under Md. Code Ann. Health Occ. §14-404?

f. Have you had a plea of guilty, nolo contendere, conviction, or receipt of probation before
judgment or other diversionary disposition of any criminal act, excluding traffic violations?

. g ~ Have you had a plea of guilty, nolo contendere, conviction, or receipt of probation before
' judgment or other diversionary disposition for an alcohol or controlied dangerous substance
offense, including but not limited to driving while under the influence of aicohol or controlied
dangerous substances?

h. Are there any pending criminal charges against you in any court of law, excluding minor traffic
violations?

i. Do you have a physical or mental condition that currently impairs your ability to practice
medicine?

j. Has the use of drugs and/or alcohol resuited in an impairment of your ability to practice your
profession?

k. Do youillegally use drugs?

|.  Have you surrendered or allowed your license to lapse while under investigation by any
licensing or disciplinary board of any jurisdiction or an entity of the armed services?

m. Have you been named as a defendant in a filing or settlement of a medical malpractice action?

Patient claims that she was injected wiht an "undated" medication and therefore this resulted
in blood clots to her arm that required surgery to remove the clots/vein. Case is pending.

n. Has your employment by any hospital, HMO, related health care or other institution, or military
entity been terminated for any diciplinary reasons?

0. Have you voluntarily resigned from any hospital, HMO, or other health care facility or
institution, or military entity while under investigation by that institution for disciplinary reasons?

httne-//rarar mhn ctate md nead/MRP AT 2012 /annlicatinn acny?2admin=1&21iena=NNNAT4N1 2INTA
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Are you in default of a service obligation resulting from your receipt of state or federal funding
for your medical education?

g. Have you failed to make arrangements to satisfy any state or federal loans that financed your
medical education?

CONTINUING MEDICAL EDUCATION (Question 7)
® a CME met. | have completed and have been granted credit for at least 50 credit hours of Category 1
continuing medical education activities within the two year period immediately preceding submission of
this application for license renewal. Physician is obliged to obtain requisite documentation of CME activity
and maintain documentation for a period of six years for possible inspection by the Board. For additional
information on CME, see Maryland Regulations, 10.32.01.09.

(O b. FirstRenewal & NPO. | am exempt from CME during the renewal period because this is my first
renewal after initial medical licensure in Maryland and | have completed the Board's New Physician
Orientation Program. The New Physician Orientation is for NEWLY licensed physicians only. If you were
licensed prior to September 30, 2010 or reinstated, this does not apply to you. See New Physician
Orientation Program web site. Your license will not be renewed unless you have completed the

orientation.

(O c. First Renewal after reinstatement. | am exempt from CME during the renewal period because this is
my first renewal after reinstatement of my medical licensure in Maryland.

PERSONAL AND PROFESSIONAL INFORMATION (Questions 8-17)

8a. Gender ® Male O Female

8b. RACE/ETHNIC IDENTIFICATION - PLEASE CHECK ALL THAT APPLY

Are you of Hispanic or Latino origin? (A person of Cuban, Mexican, Puerto Rican, South or Central ® ®)
American, or other Spanish culture or origin, regardless of race.) Yes No

t one or more of the following racial categories:
rican Indian or Alaska Native (A person having origins in any of the original peoples of North or South America, including Central America,

ho maintains tribal affiliations or community attachment.)

n (A person having origin in any of the original peoples of the Far East, Southeast Asia, or the Indian subcontinent including, for example,
bodia, China, India, Japan, Korea, Malaysia, Pakistan, the Philippine islands, Thailand, and Vietnam.})

k or African American (A person having origins in any of the black racial groups of Africa.)
e Hawaiian or other Pacific Islander (A person having origins In the original peoples of Hawaii, Guam, Samoa, or other Pacific Islands.)

(A person having origins in any of the origina! peoples of Europe, the Middle East, or North Africa.)

9. Are you employed by the Federal Government?

OYes @No

10. Please indicate if you are currently in: a) a residency program accredited by the Accreditation Council for Graduate Medical
Education or an internship or residency program approved by the American Osteopathic Association; or b) a fellowship
(subspecialty) training program accredited by the ACGME.

) I1f you answer Yes to either a. or b. you will not be required to complete the Practice information section (Questions 15-26) of
this application.

a. In an accredited/approved internship or residency program?

O Ye.s @ No

httne/ximarag mhn ctate md 1e/AMMRP AT 2012 /annlicatinn acnvyZadmin=1Llrna=NNNAT74AN1 IMIIMNNOTA
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b. Inan accredited fellowship (subspecialty) training program?

Page 4 of 9

11a. Which best describes your current area(s) of concentration:

Primary Concentration
Secondary Concentration

Gynecology v

None v

11b. SPECIALTY BOARD CERTIFICATION: List up to two (

2) specialty areas only if certified by a recognized board of the

httos://www.mbn state md us/MRP AT 7017 /annlicatinn acnePademinet 01 nmneTNANLTANT

American Board of Medical Specialties (ABMS) or the American Osteopathic Association (AOCA).

Primary Certification
Secondary Certification

None v
None v

12. Please select all states (excluding Maryland) where you hold a medical license.

U] Alabama Ul Florida [ Kentucky [ Nebraska U oklahoma [J utan

[ Alaska O Georgia U Louisiana [ Nevada O Oregon (] Vermont

(] Arizona Ucuam [ Maine U New Hampshire ] Pennsylvania N Virginia

(] Arkansas U Hawaii (1 Massachusetts [ New Jersey [ Puerto Rico U Virgin Islands
U california Uidahe [ Michigan (I New Mexico LIRhode Island [ Washington
[ colorado U iinois [IMinnesota [INew York [ south Carolina [ west Virginia
O Connecticut [Jindiana U Mississippi LINorth Carolina [ South Dakota []Wisconsin

U Delaware Clhowa CIMissouri CINorth Dakota [ Tennessee U Wyoming

O District of Columbia [Kansas [ Montana O ohio [ Texas

<]

13b. Please indicate below how the hours in your typical work week are allocated. The sum of these hours should reflect the
number of hours in your typical work week. Definitions of these categories are listed below.

13a. How many weeks per year do you work? [48

© If you allocate 0 hours per week to a. Patient Care Related Activities you will not be required to complete the Practice
Information section (Questions 15-26) of this application.

Patient Care Related Activities include seeing patients, writing prescriptions, patient-related clinical activities (such as pathologic
and radiologic assessments), maintaining patient records, obtaining and reviewing test results, arranging referrals, consulting with
other providers about patients, talking with a patient's family members.

Research includes clinical, laboratory, and analytical research

Teaching includes teaching of medical undergraduate & graduate students and other graduate students.

Administration & Other: Administration includes practice management (billing, contract negotiations, personnel, regulatory
activities) & management of institutions or programs (health departments, health insurance, hospitals, other health-related

institutions or programs): Other

1 Use whole numbers. No fractional hours. If none enter 0.

a. Patient Care Related Activities 35 hours per week
b. Research 0 hours per week
¢. Teaching 2 hours per week
d. Administration & Other 4 hours per week
Total Hours 4 " hours per week

14. If you indicated in Question 13 that you are not engaged in patient care related activities, do you intend to resume patient care
related activities in the next 2 years?

‘Yes ‘' No

PRACTICE INFORMATION (Questions 15-26)

NN INN
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15. Do you plan to discontinue patient care related activities in the next two years?

OYes ® No

Page 5 of 9

16. Please indicate below the number of practice/office locations at which you routinely deliver patient care for reimbursement.

a. Number of locations in Maryland (if none, enter 0) 2

b. Number of locations outside of Maryland (if none, enter 0)

‘s If you have locations outside Maryland, please answer (c) beftow after you D
answer (b).

¢. Do you routinely treat Maryland patients at your practice/office location(s) outside of Maryland?
Oves OnNo O Don't know

17. Please indicate below the number of hospitals at which you currently have admitting privileges.

a. Number of hospitals in Maryland (if none, enter 0)
b. Number of hospitals outside of Maryland (if none, enter 0) D

18. Primary Practice / Office Location Primary Practice / Office Location

s+ Please answer all Primary Practice questions

a.

b.

Organization Name Eynemed ]

Street Address [17 Fontana Lane ‘l

Street? Suite 201 ]

++ Enter suite or room number here. (Ex. Suite 101 or Room 101)

. City !Baltimore }

State [Maryland M

Zip Code

Jurisdiction | BALTIMORE COUNTY V|

Employer Tax I1D - - «# If you do not have an EIN enter 00-0000000

“/ What is Employer tax |D?

Please select one of the following related to the NPI used for billing insurers:

Olusean Organizational NP! for billing. Please Enter >
Organizational NP|

®)use my Individual NP! for billing.

O do not bill public or private insurers.

You indicated in Question 13a, 35 hours of Patient Care Related Activities during a typical work
week.
How many of those Patient Care Related Activity hours in your typical work week are delivered at

this practice/office location?
<7 If none, enter 0. Hours
Setting | Freestanding Ambulatory Surg Ctr v]
Private/Public | Private-For profit V]

. Practice LSingIe-Specia]ty Group v]

Please answer the foliowing regarding staffing at this practice/office location on a typical day. Definition of mid-
level medical providers is listed below.

" If none, enter 0; if you don't know the number, enter 999

Number of physicians (MDs, DOs, residents, fellows) including yourself at this location.

httos://www.mbn_state md 1s/MRBP AT, 2012 /annlicatian acmvPadmmine1 2.1 amaeTNANLT AN

laNialeliia Vot IVg



Maryland Board of Physicians License Renewal Page 6 of 9

Number of mid-level medical providers at this location. '

s+ Mid-level medical providers: nurse practitioners, nurse midwives, nurse anesthetists and physician
assistants.

18.

i.:
a.
b.

m.

Secondary Practice / Office Location

if you have a secondary practice/office location and you've checked the box above, you will see a series of questions that must be completed.

Organization Name vbNhole Womans Health ]

Street Address L7648 Belair Rs l

Street2 L —I

» Enter suite or room number (Ex. Suite 101 or Room 101)

City LBaItimore ]

State [Maryland V]
Zip Code

Jurisdiction |BALTIMORE COUNTY V/|

Employer Tax ID -] - « Ifyou do not have an EIN enter 00-0000000

:'?Wha! is Employer tax [D?

Please select one of the following related to the NP used for billing insurers:

Oluse an Organizational NPI for biling. Please Enter >
@ use my Individual NPI for billing. Organizational NP

O do not bill public or private insurers.

You indicated in Question 13a, 35 hours of Patient Care Related Activities during a typical work

week.

How many of those Patient Care Related Activity hours in your typical work week are delivered at

this practice/office location?

s If none, enter 0. Hours
Setting [Freestanding Physician Office v

Private/Public | Private-For profit v]

Practice [Other Contractual -Associate Staff (Individual only) v]

20-21 Health Information Technology questions has been moved to a seperate section. You are required to complete the Health Information
Technology section ONLY if you have a Primary Practice Location.

22. Please indicate if you participate in the following private and public insurance programs, and whether you are currently accepting new public
insurance program patients.

a.  Participate in any PRIVATE insurance plan networks, including PPO, EPO, HMO, etc. @ O
Yes No

b. Participate in the MARYLAND MEDICAL ASSISTANCE PROGRAM (in either the traditional program or a Managed @ O
Care Organization) Yes . No

b1. If Yes, are you accepting new Maryland Medical Assistance patients? @ O
Yes No

¢.  Parlicipate in the MEDICARE (in either the traditional program or a Medicare Advantage Plan)? YO l\?
es o]

D ]

c1. If Yes, are you accepting new Medicare patients? - ~
Yes No

https://www.mbnp.state. md.us/MBP AT. 2012/annlication aeny?adminz1 £ 1irna=NNNETAN A /A2 M0 C
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23. Do you offer a sliding fee scale based on ability to pay? (Utilize a standardized fee reduction schedule for low-income)

OvYes ONo ®NA

24. Please report the typical number of hours per week you personally provide care to patients on a charity basis (do not include bad debt).
@ hours per week. -+ {f none, enter 0

If you are practicing as an adult primary care specialist (internal medicine, family practice, general medicine), answer Q.25. Otherwise skip to Q.26.

25. Do you charge patients an annual fee for participating on your patient pane! (sometime called direct, concierge, or retainer-based practice)?
QOves ONo

26. Workers Compensation

Workers Compensation coverage: If you employ one or more persons, the Md. Code Ann. Health Occ. §1-202 requires that you
verify that you are complying with the Workers' Compensation Law for your renewal to be issued.

I hereby certify: )
® Not Applicable (Do not complete below)
C1 do not practice in Maryland.
Ol do not employ anyone in my practice in Maryland.

Ol employ one or more persons in my Maryland practice and have the following Workers Compensation coverage.
= If you are a Maryland empioyer you must provide the information requested below.
Insurance Company {

Policy Number ;

Expiration Date v Enter as MM/DD/YYYY Enter as MM/DD/YYYY

HEALTH INFORMATION TECHNOLOGY

Please contact the Maryland Health Care Commission at 410-764-3330 for questions relating to this section.

Electronic Health Record Incentive

Beginning in 2011, physicians that adopt an electronic health record are eligible to receive an incentive either under
Medicare or Medicaid. To receive this incentive, a physician must meet certain criteria, which varies depending on
which program you choose. The Medicare incentive is up to $44,000 over five years and the Medicaid incentive is up to
$63,750 over six years. Physicians are encouraged to learn more about these incentive opportunities by visiting the
Centers for Medicare and Medicaid Services website hitp /Awww.cms.gov/EHRIncentivePrograms/

This question is about the use of computers and other forms of information technology, such as hand-held computers, in diagnosing or treating your
patients at your primary office/practice location, which you listed in
Question 18 - Primary Practice / Office Location Primary Practice / Office Location

1. This question is about the use of computers and other forms of information technology, such as hand-held computers, in diagnosing
or treating your patients in your office.

Are you computerized in your office:
a. To obtain information about treatment alternatives or recommended guidelines?

@Yes O No

b. To send prescriptions electronically to a pharmacy?
OvYes ®no

If you answered Yes to 208, what percentage of prescriptions are submitted electronically? %
(Enter Whole number)

c. To generate reminders for you about preventive services needed for your patients?

httos://www.mbp.state. md us/MBP AT 7012 /annlicatinn acnvPadminel £ 1inma—TNANLTANT AR AN~
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®ves ONo

d. To access patient notes, medication lists, or problem lists?

OvYes ®No

e. For clinical data and image exchanges with other physicians?

OYes @No

f. For clinical data and image exchanges with hospitals and Laboratories?

OYes ® No

g. To communicate about clinical issues with patients by email?

®ves O No

h. To obtain information on potential patient drug interactions with other drugs, allergies, and/or patient conditions?

®ves ONo

2. Does your primary office/practice location use electronic MEDICAL RECORDS (not including billing records)?
O Yes, all electronic O Yes, part paper and part electronic ®No O Don't know

2a_ If Yes, what is the name and version of the EHR system?
|Select EHR System V]

Other l

2b. If No, please indicate your most significant reason for not using electronic medical records.

O Capital cost outlays QO Lack of technology standards O Retiring soon
O Overburdened staff Q Intangible benefits ® Not my decision
ORisk of privacy breaches

3. Please answer the following Telemedicine question(s)

«» Telemedicine means, as it relates to the delivery of health care services, the use of interactive audio, video, or other

telecommunications of electronic technology by a licensed health care provider to deliver health care service(s) within the scope
of practice of the health care provider at a site other than the site at which the patient is located.

3a. Approximately how many times in the last 12 months have you used telemedicine for any purpose?
(Enter 0 if you did not use telemedicine)

3b. If you used telemedicine, what are your common uses of telemedicine technology (mark all that apply)?
7 Second opinion

v Diagnosis

01 Foliow-up

O Emergency

U] chronic disease management

¥ Other (specify) |Ultrasound review

PHYSICIANS EMERGENCY CONTACT INFORMATION

27. As part of Maryland's emergency preparedness efforts, the Department of Health and Mental Hygiene has
identified the need for certain contact information for licensed physicians in Maryland who may be needed to
respond to a catastrophic health emergency. (Public Safety Article, Sec. 14-3A-01 et seq. and Health General Article

Section 18-901 et seq. sets forth the powers of the Governor and Secretary of the Depantment of Health and Mental
Hygiene.

* Required Field

Please provide the phone number ed in the event of an actual emergency.
Daytime * ]

https://www.mbp.state.md.us/MBP AL 2012/avplication.asnx?admin=1&licna=DONATANT 2N A
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Niritime* — ]

Indicate by checking any box that applies whether you have any particular training and experience regarding the
following specific agents:

Chemical Biological Radiological

if you are interested in being contacted about training opportunities provided by the Board of Physicians, please visit
the Maryland Professional Volunteer Corps website at https://mdresponds.dhmh.maryland.gov/.

Thank you for your assistance!

28. CERTIFICATION AND AUTHORIZATION OF LICENSE APPLICATION

Page 9 of 9

v a. | certify that | have personally reviewed all responses to the items in this application and that the information |
have given is true and correct to the best of my knowledge and that any false information provided as part of my

application may be cause for the denial of my application.

v b. | agree that the Maryland Board of Physicians (the Board) may request any information necessary to process my
application for renewal from any person or agency, including but not limited to former and current employers,
government agencies, the National Practitioners Data Bank, the Healthcare integrity and Protection Data Bank,
hospitals and other licensing bodies, and | agree that any person or agency may release to the Board the
information requested. | also agree to sign any subsequent releases for information that may be requested by the

Board.

v c. I shall inform the Board, by certified mail, return receipt requested, within 30 days of: (a) action that would be
grounds for disciplinary action under Md. Code Ann. Health Oce. §14-404, that occurred at any time during the

application period; (b) change in any answer that was originally given in this application.

“ d. Check Here if you wish to have the option of viewing your completed application online after you renew your
license. Otherwise, your application will not be available online for your later viewing. If selected, viewing is

available until 12/1/2012.

29. Please provide your electronic signature (type your name) below:
Name David Augusto Chang —I

Today's Date 9/5/2012 B

Last four digits of Social

Security Number:

30. Select a Payment Option here to complete your application.

*# Please note: Credit cards may be used for online payment only. if you or a 3rd party is sending in payment, it must be by check.

Your renewal fee is:

PAYMENT
APPLICATION COMPLETION INFORMATION:
Date Application Started 8/3/2012

Date Application Submitted 9/
Confirmation Number
Payment Method
Amount Paid

Credit Card Approval No.

https://www.mbp.state. md.us/MBP AL 2012/annlication asnx?admin=1&licna=NNNATAN1
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.

DO NOT MAIL THIS TO THE BOARD. RETAIN THIS APPLICATION FOR YOUR RECORDS.
Application for renewal of: Physicians

1. License Number D0067401 Dr. David Augusto Chang

Page 1 of 10

EPrint

Individual National Provider Identifier NPI: —{l [ 1 do not have an NP
2. | This is the NPI entered in the field for Rendering NP! on a claim (10 digit number)

= NPI Information

3. EMAIL ADDRESS: Please enter your most current email address where we may contact you regarding your license.

Address Changes (Non-Public and Public):

You must submit a Pubiic and Non-Public address. If either address has changed, please correct here.

Your address(es) on the online renewal application is current as of July 1, 2014 . If you requested any changes to your address(es) that are not reflected on this application,

please make the change at this time. These changes will be updated in the main database.

4a. Non-Public Address: This address is for Board use only and is where your license will be mailed. However, if no
public address is listed, this address will also be made available to the public.

Street
Street (2)
Street (3)
City

e,
——

v
If selecting a country other than USA or Canada, please choose "Foreign” as your state

State

ZipCode
Country United States v]

4b. Public Address: This address, usually your office, is available to the public and will be posted on the Internet. If you do
not designate a public address, your non-public address will be posted on the Internet.

d Check if Public Address is the same as your Non-Public address (the address above will be automatically entered below.)

Street Suite 201
Street (2) 17 Fontana Lane
Street (3)
City Baltimore
State - Maryland v
If selecting a country other than USA or Canada, please choose "Foreign” as your state
ZipCode 21237
Country United States v

5. Do you give the Maryland Board of Physicians permission to report your date of birth to ® ves ON
the Federation of State Medica! Boards' Physician Data Center? See instruction s 0

CHARACTER AND FITNESS (Question 6)

8. The following questions pertain to the period since July 1, 2012. If this is your first renewal, these questions
apply to the period commencing with the date of your initial licensure or reinstatement. Check the box YES or NO

next to each questicn. If you answer Yes, provide an explanation at the prompt.
* All questions must be answered Yes or No.

acﬁon under Md. Code Ann. Health Occ. §14-4047

or an entity of the armed services?

httos://www.mbn state. md us/MRBP AT, 2014/annlication acnvPadmin=1 £1irna=TNLTANT

a. Has any licensing or disciplinary board of any jurisdiction (except this licensing board), or any
entity of the armed services denied your application for licensure, reinstatement or renewal, or
taken any action against your license, including but not limited to reprimand, suspension,
revocation, a fine, or nonjudicial punishment, for an act that would be grounds for disciplinary

b. Have any complaints, investigations or charges been brought against you or are any currently
pending in any jurisdiction by any licensing or disciplinary board (except this licensing board)
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€. Has your application for a medical or health professional license been withdrawn for reasons
that would be grounds for disciplinary action under Md. Code Ann. Health Occ. §14-4047?

d. Has an investigation or charge been brought against you by a hospital, related institution, or
alternative health care system that would be grounds for action under Md. Code Ann. Health
Occ. §14-404?

e. Have you had any denial of application for privileges, failure to renew your privileges, or
limitation, restriction, suspension, revocation or loss in privileges in a hospital, related health
care facility, or alternative health care system that would be grounds for disciplinary action
under Md. Code Ann. Health Occ. §14-4047

f.  Have you had a plea of guilty, nolo contendere, conviction, or receipt of probation before
judgment or other diversionary disposition of any criminal act, excluding traffic violations?

g. Have you had a plea of guilty, nolo contendere, conviction, or receipt of probation before
judgment or other diversionary disposition for an alcohol or controlled dangerous substance
offense, including but not limited to driving while under the influence of alcohol or controiled
dangerous substances?

h. Are there any pending criminal charges against you in any court of law, excluding minor traffic
violations?

i.  Doyou have a physical or mental condition that currently impairs your ability to practice
medicine?

j. Has the use of drugs and/or alcohol resulted in an impairment of your ability to practice your
profession?

k. Do you illegally use drugs?

I Have you surrendered or allowed your license to lapse while under investigation by any
licensing or disciplinary board of any jurisdiction or an entity of the armed services?

m. Have you been named as a defendant in a filing or settlement of a medical malpractice action?

n. Has your employment by any hospital, HMO, related health care or other institution, or military
entity been terminated for any diciplinary reasons?

0. Have you voluntarily resigned from any hospital, HMO, or other health care facility or
institution, or military entity while under investigation by that institution for disciplinary reasons?

p. Areyou in default of a service obligation resulting from your receipt of state or federal funding
for your medical education? :

https://www.mbp.state.md.us/MBP AL 2014/application.aspx?admin=1&licno=D0067401  2/93/7016
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g. Have you failed to make arrangements to satisfy any state or federal loans that financed your
medical education?

CONTINUING MEDICAL EDUCATION (Question 7)

(® a. CME met. | have completed and have been granted credit for at least 50 credit hours of Category 1
continuing medical education activities within the two-year period immediately preceding submission of
this application for license renewal. Physician is obliged to obtain requisite documentation of CME activity
and maintain documentation for a period of six years for possible inspection by the Board. For additional
information on CME, see Maryland Regulations, 10.32.01.09.

(O b.First Renewal & NPO. | am exempt from CME during the renewal period because this is my first
renewal after initial medical licensure in Maryland and | have completed the Board's New Physician
Orientation Program. The New Physician Orientation is for NEWLY licensed physicians only. If you were
licensed prior to September 30, 2012 or reinstated, this does not apply to you. See New Physician
Orientation Program web site. Your license will not be renewed unless you have completed the
orientation.

(O c.First Renewal after reinstatement. | am exempt from CME during the renewal period because this is
my first renewal after reinstatement of my medical licensure in Maryland.

PERSONAL AND PROFESSIONAL INFORMATION (Questions 8-17)

8a. Gender ® Matle O Female

8b. RACE/ETHNIC IDENTIFICATION - PLEASE CHECK ALL THAT APPLY

Are you of Hispanic or Latino origin? (A person of Cuban, Mexican, Puerto Rican, South or Central @ O
American, or other Spanish culture or origin, regardiess of race.) Yes No

elect one or more of the following racial categories:
merican Indian or Alaska Native (A person having origins in any of the original peoples of North or South America, including Central America,

nd who maintains tribal affiliations or community attachment.)

sian (A person having origin in any of the original peoples of the Far East, Southeast Asia, or the Indian subcontinent including, for example,
ambodia, China, India, Japan, Korea, Malaysia, Pakistan, the Philippine Islands, Thailand, and Vietnam.)

lack or African American (A person having origins in any of the black racial groups of Africa.)
ative Hawaiian or other Pacific Islander (A person having crigins In the original peoples of Hawaii, Guam, Samoa, or other Pacific Islands.)

ite (A person having origins in any of the original peoples of Europe, the Middie East, or North Africa.)

ther

9. Are you employed by the Federal Government?

OYes @No

10. Please indicate if you are currently in: a) a residency program accredited by the Accreditation Council for Graduate Medical
Education or an internship or residency program approved by the American Osteopathic Association; or b) a fellowship
(subspecialty) training program accredited by the ACGME.

Oif you answer Yes to either a. or b. you will not be required to complete the Practice Information section (Questions 15-26) of
this application.

a. In an accredited/approved internship or residency program?

OYes @No

b. Inan accredited fellowship (subspecialty) training program?

O Yes @ No

11a. Which best describes your current area(s) of concentration:

https://www.mbp.state. md.us/MBP AL 2014/apnlication.asnx?admin=1&1icna=DO0G7401  2/23/2014
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Primary Concentration Gynecology e
Secondary Concentration None v

11b. SPECIALTY BOARD CERTIFICATION: List up to two {2) specialty areas only if certified by a recognized board of the
American Board of Medical Specialties (ABMS) or the American Ostecpathic Association (AOA).

Primary Certification None v
Secondary Certification None v

12. Please select all states (excluding Maryland) where you hold a medical license.

[J Alabama OFlorida [ Kentucky (I Nebraska [ Oklahoma (Jutah
[J Alaska ] Georgia [JLouisiana [ Nevada O Oregon (1 vermont
[ Arizona Ocuam [ Maine - [ New Hampshire ] Pennsylvania O] Virginia
[ Arkansas U Hawaii [IMassachusetts [ New Jersey [l Puerto Rico O Virgin Islands
[ california Uidaho [ Michigan [ New Mexico [JRhode Island  [J Washington
U cotorado Ollinois [ Minnesota LI New York U] south Carolina [J West Virginia
[ connecticut Ulindiana (] Mississippi - I North Carolina  [J South Dakota ] Wisconsin
[ Delaware U lowa U Missouri (I North Dakota [J Tennessee W Wyoming
(] District of Columbia [JKansas [ Montana (1 ohio [ Texas

13a. How many weeks per year do you work? [47 M

13b. Please indicate below how the hours are allocated in your typical work week . The sum of these hours should reflect the
number of hours in your typical work week. Definitions of these categories are listed below.

s you allocate 0 hours per week to a. Patient Care Related Activities you will not be required to complete the Practice
Information section (Questions 15-26) of this application.

Patient Care Related Activities include seeing patients, writing prescriptions, patient-related clinical activities (such as pathologic
and radiologic assessments), maintaining patient records, obtaining and reviewing test resuits, arranging referrals, consulting with
other providers about patients, talking with a patient's family members.

Research includes clinical, laboratory, and analytical research

Teaching includes the teaching of medical undergraduate & graduate students and other graduate students.

Administration & Other: Administration includes practice management (billing, contract negotiations, personnel, regulatory
activities) & management of institutions or programs (health departments, health insurance, hospitals, other health-related
institutions or programs); Other

s Use whole numbers. No fractional hours. If none enter 0.

a. Patient Care Related Activities|30 hours per week
b. Research 0 hours per week
c. Teaching 3 hours per week
d. Administration & Other 2 hours per week
Total Hours [35° hours per week

14.1f you indicated in Question 13 that you are not engaged in patient care related activities, do you intend to resume patient care
related activities in the next two years?

Yes .. No

PRACTICE INFORMATION (Questions 15-26)

15. Do you plan to discontinue patient care related activities in the next two years?

Oves ® No

16. Please indicate below the number of practice/office locations at which you routinely deliver patient care for reimbursement.

https://www.mbn.state. md.us/MBP AT. 2014/annlication aeny?admin=1£TlirnamNANETANT AN A1 E
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a. Number of locations in Maryland (if none, enter 0)

b. Number of locations outside of Maryland (if none, enter 0)

s If you have locations outside Maryland, please answer (c) below after you D
answer (b).

¢. Do you routinely treat Maryland patients at your practice/office location(s) outside of Maryland?
Oves ONo O Don't know

17. Please indicate below the number of hospitals at which you currently have admitting privileges.

a. Number of hospitals in Maryland (if none, enter 0)

b. Number of hospitals outside of Maryland (if none, enter 0) D

18. Primary Practice / Office Location Primary Practice / Office Location

w4 Please answer all Primary Practice questions

a.

Organization Name |GYNEMED ]
Organization Name2 L k j
Street Address [17 FONTANA LN ]
|SUITE 201 |
Street2
w Enter suite or room number here. (Ex. Suite 101 or Room 101)
City |BALTIMORE ]
State [ Maryland v
Zip Code
Jurisdiction |BALTIMORE COUNTY V|

Employer Tax ID ' - *s If you do not have an EIN enter 00-0000000

':{)What is Employer tax 1D?

Please select one of the following related to the NP used for billing insurers:

Ol use an Organizational NPI for billing. Please Enter >

® 1 use my Individual NP! for billing.

Organizational NPI

Ol do not bill public or private insurers.

You indicated in Question 13a, 30 hours of Patient Care Related Activities during a typical work
week.
How many of those Patient Care Related Activity hours in your typical work week are delivered at

this practice/office location?

% If none, enter 0. Hours
Setting lﬂeestanding Ambulatory Surg Ctr V}
Private/Public Brivate-For profit v}

. Practice @er Contractual-Associate Staff (Individual only) W

. Secondary Practice / Office Location

f you have a secondary practice/office location and you've checked the box above, you will see a series of questions that must be completed.

Organization Name Whole Womens Heaith W

Organization Name2
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L ]

b. Street Address @48 Belair Rd ]
c. Street2 L ]

w Enter suite or room number (Ex. Suite 101 or Room 101)

d. City |Baltimore ]

e. State [Maryland V]
g. Jurisdiction [BALTIMORE CITY V]

h. Employer Tax ID - -- «  If you do not have an EIN enter 00-0000000

:"/What is Employer tax ID?

i.  Please select one of the following related to the NP| used for billing insurers:

O use an Organizational NPI for billing. Please Enter >
® ) use my Individual NPI for billing. Organizational NP

O do not bill public or private insurers.

j- Youindicated in Question 13a, 30 hours of Patient Care Related Activities during a typical work
week.
How many of those Patient Care Related Activity hours in your typical work week are delivered at
this practice/office location?

w If none, enter 0. Hours
k. Setting [Freestanding Physician Office q
I, Private/Public @vate-For profit v]
m. Practice [gher Contractual-Associate Staff (Individual only) q

20-21 The Health Information Technology questions have been moved 1o a seperate section. You are required to complete the Health Information
Technology section ONLY if you have a Primary Practice Location. :

22. Please indicate if you participate in the following private and public insurance programs, and whether you are currently accepting new public
insurance program patients.

® O

a. Participate in any PRIVATE insurance plan networks, including PPO, EPO, HMO, etc.

Yes No

b Participate in the MARYLLAND MEDICAL ASSISTANCE PROGRAM (in either the traditional program or a Managed @ O
Care Organization) Yes No

® O

b1. If Yes, are you accepting new Maryland Medical Assistance patients?
Yes No

o ®

c. Participate in the MEDICARE (in either the traditional program or a Medicare Advantage Plan)?

Yes No
c1. If Yes, are you accepting new Medicare patients? ~'
Yes No

23. Do you offer a sliding fee scale based on ability to pay? (Utilize a standardized fee reduction schedule for fow-income)

Oves ®No ONA
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24. Please report the typical number of hours per week you personally provide care to patients on a charity basis (do not include bad debt).
0 hours per week. 2 If none, enter 0

If you are practicing as an adutt primary care specialist (internal medicine, family practice, general medicine), please answer Q.25, otherwise:
check this box and skip to Q.26.

25. Do you charge patients an annual fee for participating on your patient pane!, sometimes called direct, concierge, or retainer-based practice?
) "’No

i

Yes °

26. Workers Compensation

Workers Compensation coverage: If you employ one or more persons, the Md. Code Ann. Health Occ. §1-202 requires that you
verify that you are complying with the Workers' Compensation Law for your renewal to be issued.

I hereby certify:

O Not Applicable (Do not complete below)
Ol do not practice in Maryland.
® 1 do not employ anyone in my practice in Maryland.

O employ one or more persons in my Maryland practice and have the following Workers Compensation coverage.
~# If you are a Maryland employer you must provide the information requested below.

Insurance Company [

Policy Number l
Expiration Date s Enter as MM/DD/YYYY Enter as MM/DD/YYYY

HEALTH INFORMATION TECHNOLOGY

Please contact the Maryland Health Care Commission at 410-764-3330 for questions relating to this section.

Electronic Health Record Incentive

Beginning in 2011, physicians that adopt an electronic health record are eligible to receive an incentive either under
Medicare or Medicaid. To receive this incentive, a physician must meet certain criteria, which varies depending on
which program you choose. The Medicare incentive is up to $44,000 over five years and the Medicaid incentive is up to
$63,750 over six years. Physicians are encouraged to learn more about these incentive opportunities by visiting the
Centers for Medicare and Medicaid Services website http://www.cms.gov/EHRIncentivePrograms/

This question is about the use of computers and other forms of information technology, such as hand-held computers, in diagnosing or treating your
patients at your primary office/practice location, which you listed in
Question 18 - Primary Practice / Office Location Primary Practice / Office Location

Please complete the following HIT questions for: GYNEMED

1. This question is about the use of computers and other forms of information technology, such as hand-held computers, in diagnosing
or treating your patients in your office.

Are you computerized in your office:
a. To obtain information about treatment alternatives or recommended guidelines?

®ves O No

b. To send prescriptions electronically to a pharmacy?
OYes ®no

If ybu answered Yes to 1b, what percentage of prescriptions are submitted electronically? %
(Enter Whole number)

c. To generate reminders for you about preventive services needed for your patients?

@Yes ONo

d. To access patient notes, medication lists, or problem lists?

@Yes CNo
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e. For clinical data and image exchanges with other physicians?

OYes ®No

f. For clinical data and image exchanges with hospitals and laboratories?

OvYes ®No

g. To communicate about clinical issues with patients by email?

® vYes ONo

h. To obtain information on potential patient drug interactions with other drugs, allergies, and/or patient conditions?

@Yes O Nq

2. Does your primary office/practice location use electronic MEDICAL RECORDS (not including billing records)?
® Yes, all electronic O Yes, part paper and part electronic O No O Don't know

2a. If Yes, what is the name and version of the EHR system?
| Other v]

Other |Prognosis W

2b. If No, please indicate your most significant reason for not using electronic medical records.
o Capital cost outlays ' Lack of technology standards * * Retiring soon
_. Overburdened staff L Intangible benefits "~ Not my decision

i > Risk of privacy breaches

3. Have you used telemedicine for any purpose in the last 12 months?

®ves ONo

w Telemedicine means, as it relates to the detivery of health care services, the use of interactive audio, video, or other

telecommunications of electronic technology by a licensed health care provider to deliver health care service(s) within the scope
of practice of the health care provider at a site other than the site at which the patient is located.

3a. Approximately how many times in the last 12 months have you used telemedicine for any purpose?
(Enter 0 if you did not use telemedicine)

3b. If you used telemedicine, what are your common uses of telemedicine technology (mark all that apply)?
[] second opinion

Diagnosis

L1 Foliow up

0J Emergency

[ Chronic disease management

Other (specify) [UItrasound review

The following questions are to be answered ONLY if your Practice Setting is one of the following:
(1) Solo; (2) Single-Specialty Group; (3) Multi-Specialty Group; or (4) HMO Group/Staff

4. Does your practice use high speed Internet?

Oves ONe

4a. IIers, select your internet provider from the list below,»_v_j Please Specify : [

5. How do you access the Internet?
Obpst O cable Modem O Fiber to the office O wireless O Other O Unknown

6. Do you provide Wi-Fi access to your patients in your waiting area?
Cyes ONo O Unknown
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PHYSICIANS EMERGENCY CONTACT INFORMATION

27. As part of Maryland's emergency preparedness efforts, the Department of Health and Mental Hygiene has
identified the need for certain contact information for licensed physicians in Maryland who may be needed to
respond to a catastrophic health emergency. (Public Safety Article, Sec. 14-3A-01 et seq. and Health General Article
Section 18-901 et seq. sets forth the powers of the Governor and Secretary of the Department of Health and Mental
Hygiene.

* Required Field

Please provide the phone number that should be used in the event of an actual emergency.
Daytime *
Nighttime*

Indicate by checking any box that applies whether you have any particular training and experience regarding the
following specific agents:

Chemical Biological Radiological

If you are interested in being contacted about training opportunities provided by the Board of Physicians, please visit
the Maryland Professional Volunteer Corps website at https://mdresponds.dhmh.maryland.gov/.

Thank you for your assistance!

28. CERTIFICATION AND AUTHORIZATION OF LICENSE APPLICATION

v a. | certify that | have personally reviewed all responses to the items in this application and that the information |
have given is true and correct to the best of my knowledge and that any false information provided as part of my
application may be cause for the denial of my application.

@ b. | agree that the Maryland Board of Physicians (the Board) may request any information necessary to process my
application for renewal from any person or agency, including but not limited to former and current employers,
government agencies, the National Practitioners Data Bank, the Healthcare Integrity and Protection Data Bank,
hospitals and other licensing bodies, and ! agree that any person or agency may release to the Board the
information requested. | also agree to sign any subsequent releases for information that may be requested by the
Board.

v ¢. | shall inform the Board, by certified mail, return receipt requested, within 30 days of: (a) action that would be
grounds for disciplinary action under Md. Code Ann. Health Occ. §14-404, that occurred at any time during the
application period; (o) change in any answer that was originally given in this application.

v d. Check Here if you wish to have the option of viewing your completed application online after you renew your
license. Otherwise, your application will not be available online for your later viewing. If selected, viewing is
available until 12/1/2014.

29. Please provide your electronic signature (type your name) below:
Name David Chang T
Today's Date 9/3/2014 s

Last four digits of Social

Security Number:

30. Select a Payment Option here to complete your application.

%4 Please note: Credit cards may be used for online payment only. If you or a 3rd party is sending in payrnent, it must be by check.

Your renewal fee is:

PAYMENT
APPLICATION COMPLETION INFORMATION:
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Date Application Started 7/15/2014
Date Application Submitted 9/3/2014
Confirmation Number
Payment Method
Amount Paid

Credit Card Approval No.
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