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'MUMEDICAL BOARD OF CALIFORNIA

T435 HOWE AVENUE, SUITE 54, SACRAMENTO, CA 95825-3236

STATE OF CALIFORNIA—STATE

214% 3
DEPARTMENT OF ks

: ﬁ% i%ﬁ %5 {916} 920-6411
e (APPUGATION FOR PHYSICIAN AND SURGEON'S
VR G‘é‘?“”“%% "EIEXAM:NAHON .OR. LICENSURE iz W

Read “all instructions prior to completing this application.” All questions on this application must bé answered, and all supporting*d
submitted with this application per instructions. Please type or print neatly, When space provided is insufficient, attach additional shee

1. Name: Last First ‘ Middle
CABERE ABRAVAM cABICO™
2. Other names you have used (include maiden name): . 3..50cial Security Number ... -
’ o ., Bee disclosure stafement on L1C
Nme

4. Address:. ~ Number and Street/Rural Route (include apartment number, if any)

aps JUNESONG  WAY

. Cily . State ZIP Code : " Country
I O I ‘ . J . . _:‘ Eatilin g E -,4:.' ' R
CorEA JoSER T eA L g o HSh -
- 5. Telephone Mumber:  Home T Work 6. Date of Birth: = Mo/Day/Yr
7. Sex: [] Female 8. Areyou aU.S. citizen? ' : M Yes 1 !‘;Io
B -+ .Hyou are a Foreign Medical Graduate you must pravide an original Certificate of Naturalization, Declaration of
r_‘?r Male Irifent to become a U.S. citizer or @ full unrestricted license to practice medicine fn o state or Tountry. ‘

9, Have you ever filed an application for Skamindation or ficénsufe in Califernia? & Yes [1 Mo
I YES, give date of previous applicafion, oo v o ’ ' ’ B
APRIL 14T g8y
10. List name and address of all colleges or universities attended other than schools where professional medical instruction was
received. Submit an officiul transciipt from each school attended.

Peried of Attendahce
Newme Address T From(MofYd | To(MosYq
AEHEC OB DANAC SLLEGR | DAAC cuv, GBS | JonE, dT | AR Ty
UsIERSITY _gF TUE EAST MANILA - PRIV VPIRES Juwe; a3 ARG, 16

10.a Chsck whether thefollowing premedical courses were successfully completed and show. where completed: '

Course ) . Yes Ma . Naome of College or University . .
Chemisiry . v ATE}\EO DE UAYAD COLEGE. A uN\VEfl&Lﬁ oF THE BAST
Physics, . . N ATENEO QE DAVAC cflLEGE - (AVA0 O pHUTPINE
Biotogy or Zeology v UHWERSTTY  oF THEBAST — MANMILA | PH”“-WP”[ES

11. List namé and addrass'of all schools where professional madieal instruction was received: Submit an original Cerfificate of
Medical Education {Form L2) and official transcripts from each school attended.

E‘:giﬂ_ﬂdme' ) . Address .

v Ay

Plack Wherg .. Pericd of Aﬂenciaa;:‘-e -

o ) InstructionReceived * | From(Mo/Yrdy To (Mo/¥r)
2E — S — :

GANBRSIEY 0P Ty £ |- QuetoN o, PG Que on), pres [ JKE KT, | e ago
e Wi cBATER , T

Tuwe g B . Lo Lo S e s

12. Doctor of Medicine Degree granted by: (submit osiginal medical diplomq and a photocapy; Note, a U.S. graduate may, in lieu of the
original, submit an;official cerfified phatocopy that has the-school seal affixed on the signature of the registrar certifying authenficity)

Mame 5 Madical Schoal ~ " Address of Medical Sdhool B Exact Date of Issuance
UNWERSTS OF THE. EAGT RAsion Quetos oxv!, DHILPPINES  APRIL 1, 1980

MAGAAYSE MAEMORIAL  saelio

gl w




13. Have you taken-any of the fo!lowmg written exammcrhons Ncmonal Boards, o’rher Sfote Boarcls, FLEX, ECFMG Certification?
s W TR SRR e # e )
) - . L . lﬂ/ Yas l:l No
If YES, list name, location, date and result of examination. Submit certification of scores from each examination agency
e Ndfe 7 - Location ‘ Date Resuli
T ud. . - [ . L. . P A e abprd el - _ r. -
| 7 CALFIEMLA o PES 983
| Sl EMmCSto | cAMPORIMG UL (20 1982 -
I . L A, s BT I SR,
sad 5 ‘ J,'," : - " o e L dFE L B
b . R vy o .- . .
14..Have you satisfactorily completed Cll' least one year of‘ tu::n 1fyng postgre or Cunadlcn fctcnlmes‘? h:
: L ERRETE LR i R I VR
1f YES, list name end address: of all facitities. Submit an original Certificate of Cor_gpleﬁ'j n of ACGME Posffgrgddufe Training (Form. L3} from each facility.
‘Nai A d . B Period of Aﬂendctnce
”li';:’fl”;"'l:lms- e ﬁ“‘;"‘fv drgsi B e aiY! peof Service | sEedmimo s T ST (Matr
._.‘ T ﬁig\ {’_‘1—,;;”. - EYEE BT IEd M : LS e ] ‘.-‘.':“-,‘ W f o
e LT 1 R . P - .- B ) e d :
; L T g s
14A Have you aver wn‘hdruwn from or baen suspendecl dismissed or expelled from a medical school or postgraduate
training’ program? If yes, please explain on' & separats ‘theet of papger. Yes No
15. Have you been licensed to practice rheéi:csne in any. state or c-bunfry‘-':? S E Yes L N
It YES Tist sfcﬁe or counfry, license number, date |ssued and dates of practice in issuing agency’s jurisdiction for each, Submita leﬂ'er of Good Sfcndlng from
sach state ji in whu;h you are ||cen§ed of have bieen licensed. L e et -
o 1T ~ . e N LT . .
L . . ) . Dates of Practice in ssuing Agency’s Jurisdiction
_Sj'f:lg or..Céqulr){_ . License Number 1 Date of Issuance From (Mo 1) To (Mof¥r)
L g - : R -
pacippes - (1l 52608 FeopdAws B owap | Wk
| S R T B _
. . ' . Coee Ty U gm0
16. Has any dlsc:pllnqry action ever been filed or taken regarding any hedling arfs lacense wiuch you,nowy, hold or have ever held?
Inzlude any dlsczplmury actions by fhe U.S Mllltury, u.s. Publu: Health Service or olher LS. federal govemmentdl enﬂfy
Ifyes glve datalle below: .. PR ’ Yes B No )
Stote Charge Disposition

AL AAA



examinafion in any state, country, or U.S. federal ]unsd|daon.a

If yes, give details belaw:
Es PRIy O

P e s S mEe s

State ar Couniry 1. Dqte of Denial

S

18.. Have yoy| been chqrged with unprqfessmncl conduct or any other unla

TR

by the Us.m _ltury und clre oyaiting {'mul chsposahon by 1hcai body

P i ya, platse explain 61t separate sheet of"PaPer. S el

[

19. Have you ever voluntar:ly surrendered a lic

L yes pfecse exph:un & o sepdrdfe shaet of paper S VR

20. Have you ever had staff pri\rlleges ina hosprtql depled ‘suspended-or revoked Of reSlgﬂed from @ medicel Sfaff in fiew of

dzsc:plmcry ciction?

Yes Ne
¢ yes, pleuse explqln ona separate sheat of pqper

ﬁ.re YOU now “or were you in the pasf odd:ci’ed fo or frecﬂed for addidtion to conirolled substdnces such as pargotics o
alcohol? : AR L e Yes No

If yef p]ease explqm on a sepurufe

22. Have you ever been Conv‘lc{’ed o{ of pfed nolo contendere to o violation of any federal, state or local law relating to the
monufadure d:sfnbut;on or d;spenslng of controlled sbstances? L s Yes ... .M.,

k3

I T NI < PRt b oA PR LISt 3 LEo BT Wi

foet e

T
= : i“ TELATY
“Disc : 4 : tions ‘Codé dnd Bybzak. 94435
(42 US.C.A. 4057050 ‘quihctizestcallection of your social securif security number Wil Fbe uged
exclusively for tax enforcement purposes. If you fail to dtsclose your social sﬁ%}\' iﬂi“ be reported 1o the Eranchise: .-
Tak Boqrd which rnc:y assess o $100 penalty against you.” b o AU s

e




I hereby declare under penclty of pé%ury?l
@ laws of the Stéte of Califdmia, that the photo
of myself attached herglo;was taken

NOTE All l?ems in fhxs appllca’rmn are mundufory, none are voluniary I'culure to prowde cxny of the requesied information will resuli'l
; 'égi d as incomplefe: The mformuf:on provided will be used to deferm e gualification for licensure, per Section 208
an rofessio Code which authorizes fhe collection of this information. Info_ mafion regarding the issuance or denial of a

‘ may Be Transmlﬂed fo any nfher med:ccl licensing au‘thcnty or fhe Federation of State Medical Boards. Appllcam‘s have ﬂ'le

ofCahfcmiah.‘_, I . S , B
__He’ requesfs fhcn‘ fhe Dmslon of !.rcensmb Medlca! Board of Calnforma mrhcﬂe a review of ﬂua records fo deiermma Then' ehglbsh

or ugency rela Vi of

OFFICIAL SEAL

RUBY 815
NOTARY PUBL( c CAL] FORNIA

ALAMEDA foupTy
Y50 EAPIFES




19. Have you ever been convicted of, or pled no.  Jntendere to any violation of any law of any
state, the United States, or a foreign country?
If YES, explain below.

Yes No

You are required to list any conviction that has been set aside and dismissed under Section 1203.45 Penal Code or under any other provision of law.

I hereby declare under penalty of perjury
under the laws of the State of California, that
the photo of myself attached hereto, was taken

on or about - —_1
- my age then being____ years; color of
hair ___________: colorof eyes .

height __; weight = lbs,

marks ___
SratE OF CALLFORNTA
3 p- T : S8,
CouNTy OF _- SENTL CLARA }
ABRAHAM -C, CABRBE . being duly sxi;rorn__z_ says _he is the person referred to

in the foregoing application for adniission to examination for a physician’siind surgeon’s certificate in Califor-
nia and that __he has carefully read and thoroughly understands all the requirements therein and that the
statements made herein are true and correct under penalty of perjur{ under the laws of the State of California.

Signature of applicant IN FULL (Do not use INITIALS ONLY)

Signe& and. sworn to before me this / ’f)“ﬁ;\ day of | 6@;? e ;‘ .19 %5
| Vs ' @ffﬁvu Pabl
P 5«?@7%5@%‘@75 Sabes A 7z

Address ——— .
- - 1=, r ] ; £l &_.u.-_.: e w ,
[SEAL] z DINO OLIVEROS ALKAZAN 3
My commission expires ] NOTARY PUBLIC RN

E PRINCIPAL OFFICE |y
g A SANTYA CLARA GOUNTY §
My Commianinm Boms . ~a . =



«;PETE WILSON, Goverm
= g .

T T ———
ER T ME AL BOARD OF CALIFORNIA. .. i
cggf;;:‘g':,.nio, ‘- . 1435 HOWE AVENUE, SACRAMENTO, CA‘HWE@ 95325.3235
Conaiuner o , (916} 920-64‘{ 2 r
Aﬁﬂ.ll'b ' e "JH

| _;APPLICATION UPDATEEOR' ExAMINE‘ri‘o GHILICENSURE

Read sl instructions prior to completing this appl:eatnq‘lﬁ%ll“ esﬁdhs n %s application snust be . % gg-'
answered, and all supporting documents must be submittéd wath s’ apphcatmn§ including b { l
photographs (See Form L7}, Please type or pr[nt neat!y ﬂmﬁs&?ca prov;lderdql.slnsufﬂclent attached

additional sheets of paper. (R R i

IREINN

MBC USE ONLY

1. Name Last First+ sen T T Middls T

CABEBE | ABRAHAM | CABICS

.2. Other namas you have used:

3. Addi B S - !
~ SERBE N
N +
S H~ ol (—;
4. Telepnone Numner ©Urome - ok ‘ Y vut‘:lal Secarity Numner“’(seemsclosure SIATEMENT ON rBverse)

6. Have you recewed qualifying pastgraduate training in U.S, or Canadlan fac:lltles? E Yes EI No

If yes, list name and address of allf facillties. Sabmit an original Csmfncate of Campletlon of ACG : ostgraduate Training (Form L3} from each
fagility if this has not been pravided previousfy. R

L Period of Attendance - -
Name Address ‘ T_VD‘? of Service From {Mo/Yr) To (Mo/Yr)
Kme[ DREW MEPICAL | 12021 G- WILMNGY | Bl Gomon mERGUE] AuGuar, 1991 NoV- 1392
cenreR Los AnGewes, CA 9004 B e

7. Have you been licensad to practice medicing in am? stal or country? E Yes D No :
If yes, list state or country,license nu mber, data ;ssued and S of practlc:e in issumg agency's jurisdiction for each. Submlt a tetter of Good ., .

Standing ‘from sach state in whlchyou are licensad or havebeen ficénsad if requested or if this has not been provided previously.

: L T Dates of Practice in [ssuing Agandy'sJurisdiction
State or Coun;ry ‘ L;ﬁen%}\lumber Date of Issuance From (Mo /le Ta (Mo/¥1

Piivi PPNES 52608 Featunty B, 1982 (1024~ |10-24-94

B

QUESTIGNS 8- 15 ~ Forany positive response to these guestions, appl:cantshould provide, in addition to written explanations
any documentation regarding the matter.

8. Has any disciplinary actiorievér besn taken regarding any healing arts license which you now hold or have ever held?
Inciude any disciplinary actions by the U.S, Military, LS. Public Health Service or other U.S. federal governmental entity.
) 1

Yes ' No

9. Have you ever been denled a license, permission to practice medicine or any other healing arts, or permission to take an
examination in any state, country, or U.5. federal jursidiction? Yes ~ No

10, Have you been charged with uﬁprofessinnal conduct or any other unlawfu activity by any healing arts licensing autherity or
by the LS. military and are awaiting final disposition by that body? fas No

11. Have you ever voluntarily surrendered a license to praétice in the healing arts in another state? Yes No

12. Have you ever had staff privileges in a hospital denied, suspended or revoked, or resigned from a medical staff in lieu of
disciplinary actien?  Yes Ne

yw



i

STATE OF CALIFORNIA—STATE AND CONSUMER SERVICES AGENCY ~ = . =7 ° = [1 - . PEJEWILSON, Govarnor
- O EE DT o = T rf:':f"ﬁr. e -
— MEDICAL BOARD OF CALIFORNIA o A
A | R g RN
Congumer SACRAMENTO, CALIFORNIA 65825-3236
Alfairs

SZNOY 20 PH 2: 28

CERTIFICATE'OF ' GORIPLETION OF
ACGME/CCME POSTGRADUATE TRAINING

To be completed by the facility for every medical school graduate compléting posfgraduate ti'aining in the United
States or Canada. Do not complete if photograph of applicant is not attached on the reverse side. Also, please print
or type information on the form, '

PART 1: To be complated by applicant/trainee.

Last Name First Middle

Of Trainee: CABEBE Name: ABRAHAM fniial: C.
Current Phone

Address: 20501 ANZA AVENUE ] APT .#31 ‘ Number: (

City: TORRANCE State: CA Zip Code: 90503

PART 2: To be completed by facility.

Completion of this form will certify that the individual named in Parg 1 above and whose photograph is attached to this form, formally completed

an accradited postgraduate training program at this facility, The folto\ving information is pravided to certify “'satisfactory” completion. See reverse
side of Form for definition of “satistactory™.

Mame of Facility: King/Drew Medical Center

Address of Facility: 12021 S. Wilmington Avenue Los Angeles- CA- 90059

Name of . . Phone : )
Program Director:  Bugene Hardin, M.D. , ’ . Number: {213 } 603-3466

Signature of L ' ate / / 3 /
Pragram Director; d\_,k_/ o f//k{/ungw‘ed: l W
i f

List Categorical Specfalty 7’ b [ , 7 ,
Area of Training Date Trai/éing Date Training

Completed by Trainee:  Emergénce Medicd Commenced: S/26/91: . Completed -~ .11/25/92
If the training was rotating or transitional, fist in th?ace provided below, the specific rotations and the number of wieaks spent in each:

Pediatrics 1 mo
- Internal Medicine 3 mos
Emergency Medicine 2 mos
Neurology 1 mo
Neurosurgery ICU 1 mo
Neurosurgery 7 mos

Note: To quatify for licensurs in California, applicants who ars graduates of a foreign medical school must complete at least four manths of
postgraduate training in general medicine as part of the one-year requirement. Applicants wha are graduates of a U.8. or Canadian medical school,
who have ot completed the one-year of pestgraduate training raquired for licensure by July 1, 1990, must alsc complete four-months of training
in general medicine as part of the one year requirad for licensure. The general medicine requirement may be satisfied by actual clinical practice
whare the applicant has direct patient care responsibilities in any particular specialty or sub-specialty area for at Jeast foun: mqnths. If the g_eneral
medicine requirermnent is satisfied by training in a specialty area other than family practice, internal medicine, surgery, pediatrics or abstetrics and
} gynecology, the Program Director must submit a description of the type of training in sufficient detail to allow the Division of Licensing to make
a determination regarding its acceptability,

{OVER})




STATE OF CALIFORNIA—-STATE AND CONSUMER SERVICES AGENCY EDMUND G. BROVN JR., Governor

DEPARTMENT OF BOARD OF MEDICAL QUALITY ASSURANCE
@ s 1430 HOWE AVENUE, SACRAMENTO, CALIFORNIA 95825
Rz Apgiications and Examinations (916) 920-6411

]

FPLEASE FORWARD TO YOUR MEDICAL SCHOOL

CERTIFICATE OF MEDICAL EDUCATION

Tuis CEZRTIFIES THAT %BEM': ﬂ&BEBE

FULL NAME OF APPLICANT

of 463 Plasa Isabele delos Reyes, Samp, Siﬁgﬁed in UE RM Memordal Medical Center

ACERESS WHEH ENRALLED HAME OF MEDICAL wCHosh (cotisax) —

Aurors Blvd,, Quezen €ity, DiLiEBEBOS .. .. o June 19 76

LOSATION ManNTH

and was granted the following credits on enrollment? .

....2ntered as freshman . - e

SPECIFY WHETHER ENTERZTD FRESHMAN OR WITH AQVANCED CREDITS

based upon the following credentials: granscript of recerds from U iversity of the Easzt, Mla

BIVE A TﬁAHSCRIPT oF FREMED, EOUCATION OR ‘BIANGED CREOIT ABOVE OF DN AN ATTACHED PAFRER

The undersigned further certifies* that the records of this institution show that _he attended in this institution’

4 yaars courses of lectures of _ 10/12% Wﬁqh, completing the following schedule totaling at least

SPECIFY MUMBER EPECIFY MUMBER OF WHEEKS

4,000 hours in the subjects required by Article 4, Section 2089 of the California Business and Professions Code, relating to

the practice of medicine, as set forth hereunder, and that __he.was granted the degree 1’?;’: ron of Medici_ne% by the
above-mentioned Medical (College) on the __16Bh gay of April 1980 .
¥4iR year is _ ‘ : » ; 1 ip o
N ansory o " Vhole yeyr of full time totaping clinical clerkghip in the £7.depis:
’fed“zf yology Physical medicine® including nuotritiomr Obstetrics and
3‘*""2 .i"listoiogy Therapeutics * ‘ . Radiology, including gynecology =
Ped-2 meumanatomy Tropical medicine® radiation 'safety¥#* Human sexuality as
ObsGy~2 'i’hysiologx‘ Surgery, including .. Medicine= defined in Section
- EENT-1mpiochemistry - orthopedic surgery- Pediatrics = 2090 others-
Neuro-1 'Pa,thology, bactenofogy Urology * - ot 1P' VA '-atq— . Child abuse detection
Comm, and immunology _ Ophthalmology iy < ()‘)gyf ‘ and treatment
Med-2imes, Pharmacology ~ Anesthesig®* Geriatrie medicine
i2mes, ‘ : :
* Intdided in Medicine . ‘
%% Included in Surgéry f
©  Signéd and the Coliege seal affixed this _____; 2nd day o Farch }HL{ JD 19 23
AFFIX . F B
[ SEAL : ‘ By _ARIOH.GERQ%;%&““T“ v, SHRX
HERE ’ -

* If premedical work has been completed state the time devoted thereto and institution where completed.
t Each medical school attended must complete one of these forms covering period of attendance.
§ strike out the degree NOT CONFERRED.

07A-33 {Rev.2/81)



.STATE 0# CALIFORNIA—STATE AND CONSUMER SERVICE:. AGENCY 02304

e H-{/“ff-.ff G‘ﬁ?fl

DEPARTMENT OF

Qﬁhsu uner

BOARD OF MEDICAL QUALITY ASSURANCE

1430 HOWE AVEMUE, SACRAMENTO, CALIFORNIA 95825
APPLICATIONS AND EXAMINATIONS (%18) 9206411

s§€am
gARy OF !
QUALITY ASS

APPLICATION FOR A WRITTEN EXAMINATION

OR

FOR AN ORAL AND CLINICAL EXAMINATION
For Graduates of Foreign Medical Schools Applying Under Sections 2101 and 2102

of the California Business and Professions Code

ANSWER ALL. QUESTIONS

EDMUND G, BROWN JR., Governor
hm

%URM@ d

150405
306>

1. Name: {Please print) First Middle Last
_ ABRAILAM CABICO CAREDZE
2. Other Names you have used: .. e :
vl i i
3. Address: No. and Street . City State Zip Code
3¢4 SUNESCHG WAY CSAN JOSE CALIFORNTIA 351%3
4. Date of Birth:  Mo./Dav/Vr Citizen of: Telephone No.
_ _ (Country)
5. Send California certificate, if issued, to: No. and Strest City State . Zip Comde
98 Junesong way San Jose California 95133
6. Have you ever taken the Federal Licensing Where? When?
Examination (Flex)? :
J."IO
7. Premedical Education—College/University Period of Attendance
~ Name of College Location From {(mo./yr.) Te (mo. /yr.)
UNIVERSITY OF THE EA3T MANTLA, PHILIPPINES JURE, 1973 [MARCH, 1976
8 Premed Courses (Required)
Yes No College Location From (mo.fyr.) | To(mo./yr.)
Chemistry 7 :
X Unfiversity of the Fasy Philippines June, 1975 [March, '75
Physics ] :
d Ateneo de Davao College FPhilippines [une, 1971 March, '73
Biology . . i )
4 Unliversity of the Fast . Philippines |[une, 1973 March, ' 176
9. Medical Education
Course Medical College Location From (mo./yr.} | To(mo.fyr.)
Ist ’ ' ; .
Medicine * UERMMMC - PHILIPPINES June, , 1976 March, V77
and . ' . :
Medicine UERMMMC PHILIPPINES Mune, 1977 March, '78
3rd ‘ g . :
Medicins UERMMMC PHILIPPINES June, 1976 March, f79
4th } '
Medicine UERMMMC PHILIPPINES April, 1979 March, '80
5th
6th - .
@'HI Ly} 'q*, UNIVERSITY DF THE EAST RAMON MAGSAYSAY MEMORI AL MEDICAL (ENTER

10. Doctor of Medicine Degree Granted by: ATTACH ORIGINAL MEDICAL DEGREE
Name of Institution Location

* pEEnmup QUEZON CITY, PHILIPPINES
\.L.ﬁ% \{c/\/_}\.‘kj(« -

Exact Date of Issnance

APRTL,16,

1980



11. Internship in United States Hosp.

Name of Hospital Location From {mo. /yr.} ' To (mo. /yr.)
aqgy Wl ' o
s w@}‘ NONE
. Ty
412, Postgraduate Instruction: : ‘ L ] . .
Name of Institution o Location From {mo./yr.) To (mo./yr.)
T T Yoo g . . . ,- . o .
Brokenshire Memorial iDavao City, PhilippinesiMay, 1980 April, 16831
Hospital -
4'18. Have you been licensed to practice medicine in any state or codntry? - 2 Yes No
- If YES, where? ) : .
PHILIPPINES '
* "IE “Have you ever had a medieal license suspended-a revoked'? : — - Yes “No
-*ﬁ:@ If YEQ nge detaﬂs ,@ﬁ
o
15. Have you been denied a license to practice medicine by any state or country? Yes - _No
If YES, give details
16. Are you now, or have you ever been, addicted t6 narcotic drags? ‘ . . Yes _ _No
17. Have you ever been convicted of, or pled no contest to drug addiction? - — Yes _ _No
If YES, explain below. ) )
Charge - Date _ Disposition
. 18. Have you ever been convictad of, or pled no contest to a violation of a federal, state or local law relating to the
- {es No

manufacture, distribution, or dispensing of controlled substances (narcoties)?
If YES, explain.- ‘ .




PART 3: To be completed by the ©

r of Medical Education and affixed with the officta, acility seal, ,
Name of Director - ' Phona
of Medical Education; Wilbert C. Jordan; M.D. Number: { 310 ) 603-8166
I . - . Date Form
Facifity Name: King/Drew Medical Center Completed:  Nov. 5, 1992
Facility Address: 12021 8. Wilmingteon Avenue
City: Los Angeles Stats: CA Zip Code: 90039

The individual signing this form is formaily certifying and documenting, under penalty of perjury, that the physician received instruction apprapriate
for the particular postgraduate level and that they satisfactorily completed the training program in accordance with the aceepted standards and
the criteria defined as equating to “satisfactory” performance as described below. in cases whers the Director of Medical Education is certifying
the complstion of the minimum one-year of training required for iicensure, he or she will personaliy be attesting to the fact that the physician/
trainee has acquired the skill and qualifications necessary to safaly assume the unrestricted practice of medicine in this state.

Definition of “Satisfactory”™: The physician performed at an adequate level based on evidence of. satisfactory progressive scholarship and
professional growth including demenstrated abifity to assume graded and increasing responsibility for patient care.

I heraby declars under penalty of perjury under the laws of the State of
California that the above statements are true and correct and that the
training program Is approved by the ACGME or the CCME to offer the type
and level of training completed by the applicant and that the applicant was
trained in an approved ACGME or CCME program position.,

Signature of Director
of Medical Education;

Ci'L \\U » .

Date Signad:

N

J

OFFICIAL HOSPITAL SEAL OR NOTARY
SEAL, DATE AND SIGNATURE MUST BE
TO CERTIFY TRAINING,

OFFICIAL B8R
LAYNETTADJESTINE ¢
ﬁﬁt&"j &%@Gﬁﬁﬁﬁa
LOS ANGELES COUNTY §




13. Are you now, of were you in the past, ad-:llcted to or treated for addiction to controfled substances, such as narcotics or alcohoi?
D Yes El No

14. Have you aver been convicted of, or pled nolo contendsre to'a violation of any federal, state or local law relating to the
manufacture, distribution or dispenging of controlled substances, or to drug addiction? -

I:lYes NU‘

15. Have you ever been convicted of, or pled nolo contendere to any offense, rmsdeameanor or felony of any state, the United States,
or a foreign country? (Except violations of traffic laws resuiting in fines of $75 00 or Iess )

D Yes . No . =

You are requlred to list any convuctlon that has been set aside and dismissed under Section 1203.4 Penal Code or under any other
provision of law. : M

“?w
PRy

D:sclosure of your social security number is mandatory. Section 30 of the Business and Professions Code and Pub. L. 94-455
(42 U.5.CA. A05(c)(2)(C) authorizes collection of your social security number. Your social security number will be used exclusively for

tax enforcement purposes. If you fail to drsclose your social security number you will be reported to the Franchise Tax Boatd, which
may @ssess a $100 penalty against you.™ -~ - )

t hereby declare under penalty of perjury under
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D.Continuing Medical Education ICME) Certification Statement:
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health—related facility in which you or your immediate famity
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