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MEDICAL SCHOO) « 00 NOT GONPLETE IF PHOTOGRARH DF APPLICANT/STUBENT 13 NOT ATTACHED RELOW,

Abolghassen Masud Gahari

This cedtifles that . of e, S0 iR
FULL MAME QF APR!IGANT AGDRESH WHEN ENRCILET
Tehr iversity of Modical Sciences Tehran, Tran
'_ HAME DF MEQICAL SGHOOL L LOGATIDN
on the tay of 10 _@% and was granted the following credits on envoliment:
MOhTH

‘ &
Twq years of preprofassional postsncondary educalion, inaluding the subjecls of physies, chomigiry,
and biology (Ausiness and Professions Cods Raction 2088).

Pramead|cal Edueation:

ELLGATIONAL NSTITUTION DATER
Advanced Credits:  Gracly praviously abtained at an approved medical, dental, or pstecpathlc sohoot, +

TAEDIGAL BGRODI TGTAL CREDIS . DATES
The undersignad further cortifies that the ratiords of this institution show that __he attended In this Institution

SPECIFY NUMBER

yaars of resident Instruetion of wenks aach, complating at least 4,000 howrs, of which at least 80 pergent astust

_ NUMACR OF WEE K%
attendance is raquired, in the eubjects set forth hereundar (Busingss and Professions Code Section 2088), and that:

m__he was granted the degres Bachelor/Dactor of Mediclne by  OR D_ha withdrew from’ M

day of __ 19 ed f«%{,

the above mentioned medical school on the
. MONTI

Anstomy Demataloyy Freventive rmedleine, halwding Nuirtion
Otelaryngokigy Evabryology Phyzical Medicire '
Chbsstetrics and Gynatalogy Histalagy Therapautics

Radialogy, intluding Radiation Safety Human Sexuallty as gafined In Secton 2060 Nebroanatomy

Tropical Medicine * Madicine Child Abuse Disteetion and Treatment
Fhysiolagy . Burgety, incluging Orthopedis Surgary Gerlatria Medicing

Biochernlstry - Urology Padiatrics

*thalogy, Bactariolagy and Immunalogy Psychiatry Pharmesalngy

+  alvolg . _ Neuralogy Anesthasia

Family Medivings+
Spousal or Partnar Abuse Datection & Traatmonts»+

+ Each school whete profisssional medical instrugtion was recelved MUST eomplete one of
these forms, If mare than e school was attended, photocopies of this blank forh may
P ppads and used, Note thal photograph ant all entries to the form must be wriginal.

" I‘.#“' - i ™
@‘W * FWONEX applicable ta medical studants who graduate from medieal achool an or
= atgrMay 1, 1998 :

l Aleabalism and Chamical Dapsndency

+++ ONLY g plicable to medical students who entelled In medical sehool on or after
Septernfer 1, 1094,

RECRIPTS FOR ALL ADVANCEﬁ CREDITS AND MEDICAL SCHOOL CREDITS

MUST BE SUPPLIED WITH THIG CERTIFICATE

Fidicr SeoefSoal WUST Bl Reprod FARIAITION U

Signed and the school seat affixmd this 2nd  day of _Jan

¢l Tor f% .%E‘ﬁl"ﬂh Paag oty

A PRESIDCNT, SEGAETARY, (IEAN
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CERTIFIGHNE o BORIPLETION OF ACGME/CCMEBASTGRAPLATE TRAINING

To be completed by the facility for every medical school graduate completing p°5tg'3d“a‘zei.§f?é%fﬁ gep%ng%d States or Canada.
— . N i . e ) ] ;

il

Last Name of Tzih:ee Elrst Nama Middle inftial
. Sools) Securlty Number
Qi L CeRrAL  AVE
Cliy State Zip Code Teloptore Number. |
GOLDS TON NE 21855 |

Name of Faollity Address ef Faoliity

Jobns HOpkins Medical Institutioh 600 N, Wolfe St., Raltimore, MD_ 21287
Name of Prog'rﬁm by Telophona Number:

7 koy)
; / oW : et .
@ £ %‘? s Poo e o F5 / 7 ,
Slgnatura of ijy %7 - WV Date Signad: /
List Categofical 8 L W /j‘;‘ﬁ ﬁf’
g Decleir ?qf “lnlnnginea: Date Training Gommencad: Dafe Tralning Completed:
7

If the:fralhing Was rotating b fransitional, list the spécific Tatations and the number of weeks spent In eactr (SEE THE REVERSE FOR INFORMATION. ON SATISFYING THE GENERAL
MEDICINE TRAINING REQUIREMENT): o '

N/A

the Director of Medlcal Education: _ Facility Name: :
Facm!%;‘{%ﬂld Fox, MD, Professor & Director JHU. Department of Gynecology/Obstetrics
10N, Wolfe Stieet, Phipps Bldg, Room 264
City Ste Zip Code Yolepnone Numbet:
(41n A14-1780

Balt imore MD 217287

ATTENTION PROG DIRECTORI]

IF TRAINEE IS IN HISAHER OF POSTGRADUATE TRAINING,
IGN O TE THE STATEMENT BELOW UNTIL

ETION OF THE TRAINEE'S LAST DAY, OF TRAINING.

| hareby declare undér penalty of perjury under the laws of the State of Callfornia ihat the above
stalemants ars true and corract and fhat the tralning program is approved by tha

AGGME or the CCME to offer the type and [evel of tralning completad by the appiicant
and that the applicant was trainad In an approved ACGME or GCME program position.

AFTER THE COMPL
AR

: @au of Dirag Date Signatl:

- ctla Edyication:
: W\'O l\at\ww

O’F"Fld’lAL HOSPITAL $EAL Or-JOTARY SEAL, DATE AND SIGNATURE MUST BE AFFIXED 70 CERTIFY TRAINING.
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CERTIFICAWE%F%S&IPLETION OF ACGME/CCME POSTGRADU “IZE f’QAINING

To be completed by ths facilily for every medical school graduate:completing postgraduate tr

aining in the Unltsd States {) ftiiﬁansau:lé5

Name ol

DRovidence, Yol

Name of Trainee . g First Nams Midale [nillel
é‘m—\f\ﬁ\' A oL GHASSEM W\n
Current Addrees; Social Security Number
QN EAST Spu..\ﬁ nory ST.
City ode slophons NAMoer: —
PATTSmeRs N 5745 reshane fm?

0 Wanum S pE vmnmm@e

107

Name%l’rggram Dtrgcm,g‘ mong m

WZMM’J . }Q/LED

'(t‘elephoneﬁn({;ﬁ 7 dol

Date Signed;

(ol ieY") f 2.000

List ategorical Spaclalty Area of Tralping Completed byTraines:

Colo

oy

lf the tralnlng wag rotating or trﬁmltlonal.l st lhe apemﬂ ¥0
MEDICINE TRAINING REQUIREMENT):

: and the number ofweeks

Name of the'

Factity Addr KL?E 'Z@n_'_m s L)
‘?50 \/Oﬂnum S%..\Nt

Date Tralnlng Cowa?’rmﬁ Date Training Comple(ﬁ y—-{ (D
spent in Each tEE THE REVERSE FOR INFORMATION 0% SATISFYING THE GENERAL

G!ty g

ATTENTION PR

IF TRAINEE IS IN HIS/HER FIRST YEAR OF POSTGRADUATE TRAINING,
DO NOT SIGH OR DATE THE STATEMENT BELOW UNTIL
AFTER THE COMPLETION OF THE TRAINEE'S LAST DAY OF TRAINING,

OGRAM DIRECTOR!

ACGME or the CCME to offer the type a

| hereby declare under penalty of per]ury undar the Yaws of the State of Callfornia that the above
statements are true and corract and that the training program s approved by the

nd laval of tralining completed by the appiicant

and that the applicant was trained in an approved ACGME or CCME program position.
i)

Sigﬁt_?/zi ofM dlc /

OFEICIAL HOSPITAL SEAL oR NOTARY SEAL DATE

Date Signed:

6/ /200D

a4

AND SIGNATURE MUST BE AFFIXED TO CERTIFY TRAINING.
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 Sacramenio, CA 95626.9206 ..

(91 6}\ 265&499 Doitepnd AR

; CDL...,.. Gried *I\ﬁsg'ﬁI W AEWEY vy e R AR\ P Pk T L
' IYPE OR PRINT FULL NAME OF APPLICANT

IN DIRECT HANDS ON DIAGNOSIS OR TREATMENT OF-PATIENTS IN A CLINICAL SETTING
.. SHOULD BE REPORTED ON THIS.FORM.: ANY.CLINICAL CLERKSHIPS COMPLETED THAT .
. DO NOT MEET THE ABOVE CRITERIA SHOULD NOT BE REPORTED-ON THISFORM" .~
" AS THEY WILL NQI SATISFY CALIFORNIA‘S CLIN]GAL TRAINING REQUIREMEI\ITS -t

¢ L . : e e ot et ot e | DRTES OF&TTENDANCE". | e
CLINICAL SUBJECT AREA . FACILITY NAME AND ADDRESS " FROM:-TOQ . . | WEEKLYHOURS
- ' - L {Month/DayiYear) - | - OF GREDIT

__;._____.._._......._......_

Internal Med. Externship Imam Khomeini Hospital . ., To 1 /20/66 o I5:W¢elts

Surgery Fxternship =~ " Sina Hogp., =~ 7 ST T UFrom 1721766 T

To 3/20/66 . . ... 5 Weeks

"@fI:Ilopedicé Ext, © Imam K.l‘IoIneini Hosp .. - ” .. ﬁ?ﬁ ._lf_ﬁi{fié_ - .ﬁ L

-Ijrology Bxt,. - o . Tmamn Khomeini ~ S . Hrom 575766 4.

Lo Pediatrics Ext. ~Pediatric Cénter e _F_'{‘QE 2/2_3&@_“@_ SR
) To 12/21/66
- Dermatology Ext, Razi Hoswp. . _ -5~ E}:gg LZZQZ_[_(I@___. 4

To 1/20/67 : -
~ 4 "Ff‘am"(_j/z‘g'/ﬁ? b e L

Gynecology Bxt, Mirza Koochak Khan Hoap.

Neurology fst. . . . % .:| Tmam Khomibind Hosp. ' ,
’ T T & el et R o L e .

Psychia try’ Ext

ek e L ‘

Rapebeh Hgg:p

)
tie M e

Ophrhalmology Ext T " Farabi Hosp

{““From 1/21f58 N
To 2/19/68 R

HE GDMPLETION OF THIS FORM, S. RE“ 'U"IRED ONLY OF
INTERNATIONAL MEDICAL SCHOOL GRADUATES




SRR

P‘;fbm__ (3: L&.A.stéf Y

DFFICIAL BREP "OWN OF UNDERGRADUATE CLIN

N L CLERKSH[F;S

", D

A ST () A A &\,
HEE_QB_EEINI‘FULL NAME' @F APPLICANT

WEEKS OR
4 SWkrLY Holrs
OF GREDIT

‘ DATES,QFATTENDANCE ‘
o FROM - TO o
“{HonthiDayiYear)

]

u QEmm 1/ 21/!17_. —

f?ﬁukéefj‘lntergéhip,%;L

Suna Hosﬁ.

TEL, e LA R,

N Ing, b

" Farabi Hosp.

Paychiatry Tpty

P

mAmirmAlaﬁmHQSpmm oy

" Ophithalmology Tnt,. -

| 1Farabi Hoap.

Gynecology Int, - . -

| Mirza Koochak Khan Hosp.

Dermatology Int,

. Razi Hoép.

Inf Med Int.,

© - Imam Khomeini . .

Pedlatrlcs Inth
- MEDIGAL. 3cHo®LaE

,.,:

for 12

weeksﬂxﬂealth Int forhé week .ilJ;imm”

5. M, Ghodsi M.D.

Viee: Ghasieell n.'rf Bedsd¥ch

FULL NAME Qf Deah or Reglstrar (Please

TYPE @R PRINT)
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Please READ all Instructions prior to completing this application, ALL questions on this application must be answered, and al
' supporting documents must be submittad with this application as per instructions.
e or print neatly. When space provided is insufficlent, attach additional sheats of paper.

MBEC USE
ONLY

Please typ

av |3, social Security Number

2, Other names you have used (include malden name):

' 5Sex o Fsma?é B Male -

4. Addrass: Nurmbet and Street/Rural Route (insfude apartment number, If any)

29% E-P«s‘r;"ﬁpxu's moRy ST

_City Vol State - 'pr_ Code - - Country
- Piirrsneres NC, 27314 LSA
6. Telaphonse Number: ! 7. Date of Birth: Mo/Day/¥r 8. caltfornia Driver's Licensa Number, It applicakle:
. Home: NUMBER EXPIRATION
Work: Place of Blrth; I}@%,ﬁ Gz \raw ..
S W W Yes 00 No

9. Areyoua .8, citizen? ;
If you are an International medical school graduate, you must provide an original full and unrestricted ficense to practice me
country, OR officlal documentation of U.S. cltlzenship, OR an officlal Declaration of [ntent to basome a U.S. cltizen.

10. Have you ever filed an application for physician and surgeon examinatlon or licensure in California? O Yes W No
IFYES, PLEASE GIVE DATE PREVIOUS APPLICATION WAS SUBMITTED AND ATTAGH ANY APPLICATION MATERIALS YOU MAY HAVE RETAINED.

dicine In anotier state or |

11A. Listthe names and addresses of all colleges or universities attended where pre-professional, postsecondary
instruction wag fécelved. Please submit official transcripts with the school seal affixed for each school atterded.

12. List the names and addresses of all schools where professional medical instruction was received, and, whiers applicable, the
degree awarded. PLEASE SUBMIT: 1) an original Certificate of Medical Education (Form L2) and official transcripts with tha slgnature of the
dean or registrar and the sehool seal affixed from eogly schoo! attended; and 2) an orlginal medical diploma and a photocopy.
| Address Dales of Attandance

\V\ﬁ\n-{\;&.b [

ﬂ'hmw‘ \iraan

School Namea Placa of Instruction

Té oraa Detares l"'\,:

Degree Awarded

Y90, o8 Gle Y -39

Tew ' PN

-Exact Date of lsstance

MName of Medical School Addraag\gf Medligl 8choo!
VivgWeia ﬁ\ ue
v b-2e-9

TeWrun Ualores +y Tenran , Lram

| 4 MANDATORY DISCLOSURE OF SOCIAL SECURITY NUfgIBER{i‘ L ) )

[ Discloaure of your social security number {or faderal omployer kiontifleation nuritber [FEIN, i you ars & paetniorship) s mandatory, Section 39 of the Busingss and
Frofesgions Code end Publle Law 84-485 (42 USCA 405(c)(2)(C)} authorlze colluction of yeur socls| security numbar, Your soofal segurity number or FEIN will be
ugad brchuslivoly for tax enforoemerl purmnoses, for purposes of corpliance with &ny Judgment or ordar for famlly suppart In accordanee wilh Saction 1135006 of the
Welara and Institullons Code, orfor varification of Hosnsure or examination status by a licensing or examinations anlity which ullizes a naticnal sxaminalion and where
llcandure la reciprosal with te raquesting stele. If you fall to disslose your social ssouriy number or yeur FEIN, your application for inttial liconsure will not be
processad AND you will ba réported to the Franchise Tax Board, which may apsess a $100 panally against you.

07A-100 (Rev, 3/99)

(KA

"School Code

Nane Addrass Dales of Attendancs
Ve lran re- pacrhidel dind yaedicel  ghedt elocatiom  wege wa?_,‘a,h@cj

we Oy

- . - . [ (s ]
“.w’\-‘l‘i‘ﬂ (n_g‘(' 1 [ ¥4 '&&l_ bﬂlj;\” v WA Seﬁh@i’\ i gk, Al | [;: ey .
11B. Check whether the following premadical courses were successfully completed and show where completedis & 1
_ Course Yas | No ] Name of College or University E,‘E ,\i,, :
" — L a =~
Ghaemistry M Vebrran. Vataprerty  Telaram  \vas -t | .
A . \ - ’ o = B
Physlcs T vmn Universihy , | e, , Vreon 5o -
: , — g w5 i
Biology or Zoology v \ehean Mnlversih,  1ehran lran b Lo o} i



MEBC USE
QNLY

s

13. Have you taken any. of the foliowing written examinations: National Boards, other state boards, USMLE, SPEX, FLEX, or ) "
LMCC? : A Yes O No

IF YES, L7 NAME, LOCATION, DATE AND RESULT OF EXAMINATION, SUBMT AN ORIGINAL OFFICIAL ExamiNATION HISTORY REPORT FROM EACH

EXAMINATION AGENGY.. APPLIGANTS WHO HOLD CERTIFICATION THROUGH THE EDUCATIDNAL CDMMISSION FOR Fonemn MEDICAL Gmnumes (ECFMG)

VILL KHEED TO SUBMIT AN, OR]GINAL VALID ECFMG C’ERT]F GATE PRICR 10 LIGE%NSURE, IRRATIE BoE T
Examinallon S Thoeater . - [ ,i;.'.lala. S o R'esiult_,.

FLE X wc_ﬁ\mﬁu.,\ g \ A~

14. Have you ever been licensed to praciice medicine In any stale or country? > ﬁ Yes [J No
Ir YES, UST STATE. OR GOUNTRY, LICENSE NUMBER, CATE ISSUED AND DATES OF PRACTICE IN EACH 1SSUING AGENCY'S JURISDICTION. Suswir A LETTER.
oF ‘Goon STANDING FROM EACH STATE IN WHICH YOU ARE OR HAVE BEEN LICENSED, PLEASE INGLUDE TEMPORARY, TRAINING, OR PROVISIONAL LIGENSES,
Slate or Country ' Llcense Number ata of I3suance Dates of Peactice In that Jurlediction .
Tes: a!(cn--t.y’ 'Tv'athmf
D T34 1419 veaipo (976

D ) TS 1815 475 _ g~ Presped
T lave el Youiachx-eqf

VA . oicloage s e A AT S Viggiad

(s ' )
£ P . . L el -4 LA

15A. Are you currently, or have you ever been a par’clclpant ina postgraduate tramlng program in.a faclilty inthe U, S

or Canada? X ves {1 No

Ir YES, LIST NAMES AND ADDRESSES OF ALL FACILITIES. SUBMIT AN ORIGINAL CERT!FICATE oF CoMpLeTION OF ACGME/CCME PoSTGRADUATE
TramiNe (Form L3A) srom EAcH FACITY. (Do NoT compLETE Form L3A/BS TO BOCUMENT TRAINING RECEIVED IN RESEARGH FELLOWSHIP ]
PROGRAMS,) ALL TRAINING MUST BE LISTED, REGARDLESS OF WHETRER IT WAS SATISFAGTORILY GOMPLETED OR WILL BE USED TO MEET. LICENSING 3
REQUIREMENTS, t ' '

Faclity Name Address ¢A Type of Service”™ Dates of Allendanice
) Pirrshormh , P . TR Azt
St Josepns Hﬁ""f“"%\ Cmmmﬁpc&.‘:ﬁb) 'va‘rtmsh.m Ve - jaf7a 3
o e I35 b, LadsLfe ODarY M ;
‘-IQM \"@[}gm HUSM H‘a‘«‘ oo dblore WD 2iBOS T=Residency W2 bfya =

! LY B Varnwe. S 53 BREIA !

Trovidesce L%s;affh (ashosiun D& Seol] Resyleney Sl b 5 TR Vi 17

158, Have you sver withdrawn from, or been suspended, dismissed or expelled from & medical school or postgraduate training

program? Yes No Ef=
. TR e e

16. Have you ever been charged with, or been found to have committed, unprofessional conduct, professional incompatence,

gross negligence or repeated negligentacts or malpractics by any medical licensing board, other agency, or hospital or has any :
disciplinary action ever been filed or taken ragarding ary healing atts license which you now hold or have ever held or is any such '
action pending? Include any disciplinary actlons by the U.S. Military, U.S, Public Health Service or other

U.8. federal governmental enflty, ¢ YES, aive cerais BELOW. . Yes No 2
Stale Date | Charge : Disposltion

"Q7A-100 (Rev. 399)



5
17 Has a clalm or Bcllon for damages eu‘ “een fled agalnst you in the course of the prar‘ \of medicine or any othar heal!ng ﬁrl :

which resutted in a malpractice settlement. yeJement or arbltration award of over $30,000. b ¢ Yes
I€ YES, GIVE DETAILS BELOW. .
Name of Clalmant i Locallon of Court " Brief Degcrlption of the Facts
1 ' y ' 9&{:{&% o A 2
1Bdelia eanatt Teine Gﬁwﬁg 5 _ﬁgpm.aﬁ: @ !&7(,6!’ ffﬂtcﬂ ,/
) (‘; awhy T
Mt gemersy, Ny oé&»?{m,@ Wﬂjﬂfﬂ’?“’m Cvﬁfmc,&a/

[Coveia b Combs g D h&iﬁﬂ_f

18. Have you ever been denied a license, permlsslon to pracﬂce medfcme ar any other healing art, ot denled permission to take

' _an éxamination in any state, country, or u.s. faderal jurisdiction, or is any such action pendmg? » Yes No
I¥ YES, GIVE DETALS BELOW. _

Stata or Counlry. | Date of Denlal : .-+ Reasonjor Denlal

‘19 HaVe you ever voluntan!y surrendered a license fo practlce in the heallng aris in this or. any other state, or voluntarily
surrendered  your narcotic. (cantrolled substance) permit (state or federal) to.any. hcenslng board or any other . - ...
agancy; ol isany such action pendmg? Ve e Co e S © Yes No

¥

20 Have you ever fhiad s’carf privﬂeges [n a hosp;tai deniad suspended Ilmlted revoked or not renewad for medical )
cllsmplinary cause, or resigned from a ‘medical staff in lisu of discupllnaw or admmlstralwe action, or Is any such action

pending? .. . o . . s T . Yes '. No &

21 Do you have any condition which. Int: any way Empairs of imits your-abillty to practice medicine with reasonable skill and safety, :
including but not Ilmned to, any of the followmg'? Yes No

IF YES, PLEASE GHECK THE APPROPRIATE ROX(ES) BELOW!

O A condltlon which required admission to an inpatient psychiatnc treatrnent facillty
{1 Aleohol or chemical substance dependencyor addiction. :

0 Emotional, mental or behavioral dlsorder ‘ .

i Olher (explaln) . s L e _ _ .

For - ANY QF THE BOKI:S GHECKED ABOVE. PLEASE suBMIT COMF‘LETE _ELIA_ INPATIENT AND OUTPATIENT TREATME.NT REGORDS. EVIDENCE OF, ONGOING
REHABILITATION TREATMENT, AND-A PERSONAL WRITTEN EXPLANATION, ’

Y_es_ - No

A STAY OF EX_EGUTIQE HAS BEEN

Ponally r Disposttion

O7A-100 (Rev. 199)
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BRI R Y I ‘
AL BOARD OF  Trr

T rm———
: o - PHOTO DEGLARATION
300 nEy dinde, peaI o i
i under the laws or’thes_tateofcau{omi'a,,

NG ERUER TS oo b

f— 19

' , ) \ T
my age Hien being yaars; -

my color of hair__

———

my color of eyes:

myhelght-__ T
—— T

my welght,

and Identiying marks are

TOP OF PHOTO _

‘Notice: All items In this application are mandatory; none ara vol untary,. Failure o provide any of the requested information will delay the processing of your apglication,
The {trformation provided will ba used to dotarming your quullflcations for licenstre per Section 2080 of the California Business and Profossions Gode, which auihorfzes
the collection of this information, Tha Information on your application tnay betransferred to other medica) lieensing authorities, the Federation of State Medfcal Boards,

or other governimentsl or law enforcement agencles. You have the right to raview your appllcation subject o the provislons of the Information Fracticas Act, The
. . Progrum Manager of the Licensing Program is the custodian of records,

stare or _Ma ?’lf’ / an Jf - ) ) | ~ Roscmt <
g . - Leela
COUNTY OF 111%] 3’1.‘4“ ?ﬂ WW;/ )

ratllm‘us:igniat'u_‘ré' )
.. RIEIRN S o el . : s Y -““; i
The applicant, _ AGOLEHUASEErm  wmiAgu] ot AR\ ~PAD . being first duly swon upon his/nar

i NOTARY '
PRINT FULL NAME OF APPLICANT

oath deposes and says; that helshe Is the person herein named subscribing to this application; that he/she has road the-complete
application, knows the full content thereof, and declares that all ef the information coptained herein.and avidence o other credentialg
submitted herewith are true and torrect; that he/she is the lawful. holder of the degree of Doctor of Medicine as prescribed by this
application, that the same was procured in the regular course of instruction and examination, and that it, fogether with alt the
credentials submitied, were procured without fraud or misrepresentation or any mistake of which the applicant is aware ard that the
applicant is the tawful halder-thereof. Further, | hereby authorize sl hospitals, institutions: or organizations, my references, personal
physicians, employers (past, present and future), business and professional associates (past, present and future), and all government -
agéncles (local, state, federal or foreign) to release to the Medical Board of California or its successors any information, files or records, .
including medical records, educational records, and records of psychlatric treatment and treatment for drug and/or alcohol abyse or depen.
dency, requested by that Board in connection with thls application; or any further or future investigation by that Board necessary 1o
determine my medical competence, profgssional conduct or physical or mental ability to safely engage in the practice of medigine, _
| further authorize the Medical Board of California of its successors fo release to the organizations, individuals or groups listed above any
Information which is material to this 2pplication or any subsequent licensure, | further acknowledge that falsification or misrepresentation of

| any item or resporise on this appﬁ%equatg to deny the same or to hold a earin evoke the same, i issued,
SIGNATURE OF APPLICANT:

(PLEASE WRITE FULL NAME, NOT INIT|

ALB)
Signed and sworn to hefore me this __&H day of Q R ,

@

)RE OFJNOTARY FUBLIC ()

'ADDRESS 7 OET

My commissioh expire{ :__f?/ t/ >00f "
R -

2

,I__ﬁ_____'_____,__'ﬂ_.._..........,_...._._._._._..__._..‘

|
[ -
| : A

L e i s s e it i e L)

07100 (Rev. 3/99) -

T3S AHVION

o




b o G PHYSICIAN AND SURGEON

Consumer
Affairs

D.Continuing Medical Edusation (CME) Certification Statement:  LCERTEY UNDER FENALTY OF
F. [ ve$, ¢ WISH TG CONTRIBUTE PERJURY UNDER THE |AWS OF CALIFORNIS TO THE FOLLOWING STATEMENT. | CEREIFY THAT | DO MEET EAGH OF TH(

$2h FOR THE FAMILY PHYSICIANM CONTINUING MEDICAL EDUCATION REQIIREMENTS LISFED ON JHKE BACK OF THIS FORW OR THAT | MEET THE CONCATIONS
AINING PROGRAM WHICH WOULD EXEMPT ME FROM ALL

T L W $IGNATURE REQUIRED HERE: 2 DATE:
H.[T] vEs, 3 WISH Yo CONTRIBUTE

$50 FOR THE 5. THOMPSON 10AN BELIN® EEE IE ] ) : CHAN N
REPAYMENT PROGRAM - NOW | Fﬁoﬁ%ﬁf&? Sic-I:OWAN i? ﬁdCOORRELC‘YJ_ CORRECT 1 BELOW
LICENSE NO. EXPIRES
50604 TU/31/06
VOLUNTARY FEE » ;
TOTAL ENCLOSED o § ; . ' i !__E.rig;ﬁ_g,h;__igm_dj_.____;_._umw_______
G, FINANCIAL INTEREST STATEMENT
ACTIVE ABOL G HASSEN MASUD GOHARI |! CERTIFY UNDER PENALTY OF PERIURY THAT | HAVE D§L.08
5915 GREENBELT RD 3 i, APPLICATION FORM ISEE REVERSE FOR SPA
COLLEGE PARK MD 20740 : Leamiy mave OR ! CERTIFY UNDER

LITIES I WHICH

6301033000030000400050604881103106000790C000086900




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

From Date; 07/25/2008 To Date: 07/25/2008
ATRISUPPINF
09-MAR-16 09:20:09
Personld: 572737 Name :  Gohari Abclghassen
Question Answer
I Am Exempt From The Completion Of 12 Hours Of Pain Management And End-Of-Life Care NO
Continuing Educati ireme Radiologi i
Decernb 0

I"Havé:CompIeted:Cme And Can Document An Average Of 25 Hours Of Approved Cme Each Galendar
Year Resulting In A Minimum Of 100 Hours Over The Last 4 Years
| iy Phys

Care O

Enter Name/Address O
"None", If None Held.
1Get alb
Cohtainad s Application: - True And Corre
I Have Read My Profile On The Medical Board Web Site At Www.Medbd.Ca.Gov And Acknowledge
The Information Contained Therein As Current And Accurate.

Total Questions Asked For Person : 572737 ' 7
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About BreEZe  FAQ's  Heip Tutorials

Bepentoent of Consuear Aflalrs

g

Skip navigation
Logon | Contact U

License Details

The Department of Consumer Affairs encourages you to verify the license statuses of any licansees that may appear in a "Related Licensg' section below. You can
verify these licensees by selecting 'New Search' and conducting 4 new search using the 'Search by Persenal or Businesz Name' option. Please note that the 'Related
License’ section will only appear below if this license is refated o anolher license, Mot all llcensess have a related license,

If the License Detalls below Include 'Dale of Graduation', the month and date of graduation may not be avaitable. In this instance ! will be displayed as ‘Q1/01/YYYY'
where YYYY represents the year of graduation. Please note thal not all license types disclose 'Date of Graduation' on the License Details screen.

Press “Previous Record” to display the previous license.
Prass "Next Record” to disptay the nexl license,

Press "Search Results” to return to the Search Resulis list,
Press "New Search Criteria” to do another search of this type.
Press "New Search” o start a new search.

License Number: 50604
Name;

Current Date: 03/07/2016 11:37 AM
GOMARI, ABOILGHASSEM MASUD
Physiclan and Surgeon G
License Surrendered

License Type;
License Status:
BSecondary Status: Administratlve Action Taken by Other State or Federal Govt

School Name: IRAO1 « TEMRAN UNIVERSITY OF MEDICAL SCIENCES AN

Date of Graduatton: 06/19/1969

Qriginal [ssuance Date! 06/20/2001

Addresses

Address of Record (Required} Address 5915 GREENBELT RD

GCOLLEGE PARK , MD
PRINCE GEORGES
740

Unlted States

View on a map.

- Survey Infermation
The following information Is self-reportad by the licensee and has not been varlfied by the Board,

Are you retired? Not Identified

Activities in Mediclne? No activities Identified
Patient Care Praclice Location Not identified
Patient Care Secondary Practice Location Not identified
Telemedicine Practice Location Not [dentified
Telemedicine Secondary Practice Location Not identifled
Current Training Status ‘ Not in Training
Areas of Praclice No areas ot praétice idantifled
Board Certifications American Board of Obstetrics and Gynecology - Obstetrics and Gynecolagy
" Postgraduate Training Years 4 Years
Cultural Background Daclined to Disclose
Foreign Language Proficiency Porslan (Farsl)

Gender Male

Publle Record Actlons

Admlnistrative Disciplinary Actlons Found (1}

Court Order None found
Misdemeanor Conviction None found
Probatlonary Llcense None found

https://www.breeze.ca.gov/datamart/detailsCADCA .do?selector=false& selector Type=&sele...



BreEZe - State of California Page 2 of 2

Felony Conviction Nong found
Malprastice Judgment None found
Hospital Disciplinary Action Hone found
License Issusd with Public Letter of Reprimand [Nen-Disciplinary) None found
Administrative Citation [ssued None found
Administrative Action Taken by Other State or Federal Government Found (1

Arbitration Award None found
Malpractice Setflements None found

Previous ecord  Next Record  Search Results  New Soarch Criteria  Print

Back lo Top | Conditions of Use | Privacy Policy | Accessibility
Copytight © 2013 State of California

https://www.breeze ca.gov/datamart/detailsCADCA.do?selector=false&selector Ty pe=&sele...
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Aboul BreEZe  FAQ's

Bapurtmant of Canearus ARl

Press "Back” to refurn to the previeus screen.

License Details - Public Record Actions - Administrative Action Taken by Other State or Federal Government

Help Tuterials

Sklp navigalion
Logen | Sontyct U

Name: GOHARI, ABOLGHASSEM MASUD

License: C 50604

Jurisdiction: MARYLAND BOARD OF PHYSICIANS
Description of Action: MARYLAND MEDICAL LICENSE REPRIMANDED,

PLACED ON A MINIMUM OF ONE YEAR
PROBATION AND ASSESSED A FINE.
EFFECTIVE 01/07/14 PROBATION TERMINATED.

S

)

Date of Action: 12M%12012

Backlo Top | Gonglitions of Use | Privacy Policy | Accessihility
Copyright © 2013 State of California

Document URL: hitp:fwww2. mbe.ca.gov/BreszePDLidefauit aspx?
' licenseType=CRlicenseNumher=506048name=GOHARI, ABOLGHASSEM MASUD

Back

https://www.breeze.ca.gov/datamart/publicRecordDetailsCADCA.do?tableid=1 51 1&lictyp=...



