STATE OF CALIFORNIA-- STATE AND CONSUMER SERVICES AGENCY - n 10 "ff'\lﬁ EDMUND G. BROWN JR., Governor

, S

DEPARTMENT OF = BOARD OF MEDlCA QUALITY ASSUR/‘\NCE\J
‘ ns r ' S 1430 HOWE AVENUE; SACRAMENTO CA 95825
o “TELEPHONE:

L' . Applications and Ex‘aminayqns {56} 020-6411

APPLICATION”FOR PHYSICIAN'S AND SURGEON'S CERTIFIATE 2 3u Pif ‘67
BASED ON NATIONAL BOARD CREDENTIALS
CLASS G A4 AGE

( Please type or print neatly, When space provided is insufficient, attach addiﬁona] sheets. )

$2g50

1. NAME Last First Mlddle:f - ‘ Maiden 2. Telephene No.
Diruprsond—Hau 5 ""gs[’e- 'Nﬂﬂ"e"““‘”e—‘ S |7 ]
3. List other names, if any, you have ued! ~ -
4, Address: St_reet and No./Rural Route City i State | Zip Code
(837 Santa Fe De) WMdir | Caycd | 9204
7

3. Name you wish on Llcense

] Birthdate: (Menth - Day - Year)
lesiie K. Druwimano— Het ui

6. Premedical Educahon Name of College or Umvers]ty Locahon ]
Unitersite i li%o rmia lgerh‘e_(eu\ = (6’@;»’"{1-616%1, CA ]
Period of attendance;/ . - Ché(.k premed cou ougges suceessfully comp]ete -

From: . q“_ 2. 1o, G /A E"("‘Kemtstry E-Physics Q/Bﬁ]og‘y or Zoology .

7. Medical School: . S B
Year Name of Institution : Location . From To )
st Anivers ot Calit- Spn Franc'sec GunFrpmeisco CA4 | ¥—77 €—-7
ond L [ L{ 1 F—29 1 4L£~-7
3rdl 1 L i 6-79 & ~230
4th K 1 el » LH~BO £~%]|

_ Bth ‘
8. Doctor of Medicine Degree granted by: B : Date For office use o

nl ) .
Ut vers|4y O-Ffa t%)maca ng ﬁ‘ﬂmsca =-39:.,8( Sehool Gode: é'&éa 3‘
78 15t Year Postgraduate Trammg (Intemshxp)

Edmwm.- ~L£«1 lbsmm l .?@S”/Q)‘?:/’n h;‘ﬁ'}-’\ .

Locatifn Typ;a of Service I From To

Un/rers i 1y awﬁ-i‘a}f{ﬁrma Snllieno _oBdetrics ibunecplonn E-2%-3) | (-2D-¥2]
10, List all S.tlates in wbi’ch_yog have been ‘h'censgd to practice fuedicine: o Wi 7 ‘

- - [t

{ 11. Has any discipﬁnary éétjon e_fer _beé;n' ;aken 'regafding any license which you row fiold or ever held? Yes _(Nu
If Yes, indicate below: A
State : Dats - .. - Charge . ~ Disposition
12. Have you ever Been denied a license to practice medicine in any State or Country? Yes ‘No
If Yes, indicate below:
State or Country Date of Denial ‘Reason for Dénial
13. Are you now or have you ever been addicted to narcotic drugs? Yes No

o7a-151 [REV. 6/30]) (Over)



P S ) ' : .

14, Have you ever been convicted of, ‘or pled nole éontenders to a violabion of any Féderal, State or Local law
relating to the manufacture, distribution ox .(__iiggensing of control]eq!substaxy_:esl_na;__:cqticsfq#_ to drugaddiction?

15,’-‘H‘a§e you ever been convicted of, or pled nolo‘ jcoxlitendere to ahy offense, misdemeanor or felony in any
- state? (Except violations of traffic laws resulting in fines of $50.00 or less.) :

16, If you answered “Yes" o either No, 14 or No.-16 abové, please-provide the following information :

Violation and Locatlon . Date : Penalty/Disposition

PG

;5

SF ot

Y Wk oeh o4 .

17 Havk yins ével had staff privileges in a hospital suspended or revoked?
If “Yes™, please explain on another shest of paper, . ... .

18. Have you ever voluntaxily.s_‘m_'rendexjgd_your‘liceuse to practice in another state?

N

el

Applicént: Piease ‘compl’ete the following:

Height:. _Ft.___In. Weight _Lbs.

Hair color:_ _ Eye color:__ _

Identifying marks: _

NOTE: The ifit6Hiation on tms appucanon 1 ey we wewMaintained pursuant to Sectioh 2312 of the Business

“and Professions Code. All itéms in this application are mandatory, none are voluntary. Failure to provide
any of the requested information will result in the application being rejected asincomplete, The informa-
tion provided will be used to determine qualification for licensure. Applicants have the right to review
their applications subject to the provisions of the California Public Records Act.

‘NOTE: APPLICANT WILL SIGN THIS STATEMENT IN PRESENCE OF NOTARY PUBLIC. .. ... . .
“I herehy certify (or declare}, under penalty of pqrj:iry,'iiﬁder the laws of thé"'Stdté of California, that
the foregoing information contained in this ap_pl;’catg'-on'and any .q_ttagftmrents is true gmd cortect; and that
the attached photo end duplicate copy are a true likeness of myself, the applicant identified herein.”

Siénatﬁ_re of App]lcant // >
;o o o Date 7 —23— 5§
Subscribed and sworn to before me this 3_,% day of 5(/{_ i\lf . R z ia .

OFFICIAL SEAL

| ._ Sié‘nature ﬁf_Notary J, I MM &4&?%&—

N MARGARITA ESPARZA §
NOTARY PUBLIC-CALIFORNIA
PRINCIPAL GFFICE Iy

SAN DIEGO COUNTY

i;- ) -

| e O 0S Diek Lo,

My commission expires:




STATE OF CAL!FOHNIA—-STATE AND CONSUMER SERVICES AGENCY EDMUND G. BROWN JR., Governor

DEPARTMENT OF BOARD OF MEDICAL QUALITY ASSURANCE
onsumer 1430 HOWE AVENUE, SACRAMENTO, CA 96825
HFFqlrs APPLICATIONS AND EXAMINATIONS

{9186) 920-6411

PLEASE FORWARD TO YOUR MEDICAL SCHOOL
CERTIFICATE OF EDUCATION

This Certifies That /,65//‘& %ﬁ%/bfl"/rﬁé, /7/"///%%%/4&/ ""/sz A

Full name of applicant
enrolled in_LL (L1 L0V S/ +11 OF (aliprnla  Stn [Fardsc o »fﬁ’m( ‘ c.zt/
J Name of medical schoal Léouegs) 5 L\’a
onthe_ 8 day of ____August 19_77. chool

Month Year

I_EJ as a Freshman.

D with advanced standing based on

Please specify

The undersigned further certifies that official transcripts on file show that prior to completing the study of
medicine the applicant herein referred to completed at least a two-year resident course of college grade
including:

’_El PHYSICS CHEMISTRY ’ @ BIOLOGY (or) ZOOLOGY {Check course(s) completed)
at University : of California at Berkeley , and that he attended while at this
Please Indicate school
medical school (college) 13 courses of lectures of 12 weeks each,
at least Specify number . Specify number of weeks
completing — 4 9} 00___ hours in the subjects below listed, and that he/she:
otal hours

[;| ‘was grante e degree Dootor of Medicine.

I:l left the above-mentioned medical school (coliege) for the following reason(s):

on the ___28day of June 1981

Month Year

Please indicate which of the fellowing courses of study were successfully undertaken by the applicant:

D Anatomy [:I Dermatology D Preventive medicine, 7 [:I Otolaryngology
[ ] Embryology | ] Physical medicine including nutrition [ ] Obstetrics and
EI Histology D Therapeutics - l:l Radiology, including gynecology
[ ] Neuroanatomy [ ] Tropical medicine radiation safety [ ] Human sexuality
D Physiology l:‘ Surgery, iricluding D Medicine as defined in
I:l Biochemistry orthopedic surgery D Pediatrics Section 2192.3
D Pathology, l:l Urology |:] Psychiatry D Child Abuse
!aacteriology and D Ophthalmology |:| Neurology detection and
immunology [ ] Pharmacology [ ] Anesthesia treatment

Signed and the College seal affixed this 23 day

'I:AFFD( Sear ] of July 19 82 32

Hers Month

%/44@__%”@ L0

President, Secrefary, Dean
As sociate Dean

07A-32 (REV. 3/80)



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

From Date: 05/12/2012 To Date: 05/12/2012
ATRISUPPINF
15-APR-16 12:01:56
Person Id ; 596206 Name: Drummond-Hay,Leslie
Question Answer
| Have Completed Cme And Can Document Not Less Than 50 Hours Of Approved Cme For The Two- YES

Year Period Immediately Preceding The Expiration Date Of My License. Or | Mest The Conditions
Whlch Would Exermpt Ma From All Or Part Of The Requér:ments
T

I Am Exempt From The Completion Of 'I2 chrs Cf Pain Management And End-Of-Life Care NG
Continuing Education Requirement Bacause | Am A Radiologist Or Pathologist,
or g ! e .

Sal APl ;
Enter Name/Address Of Facnllty Where You Or Your immediate Family Hold Financial Interest. Type NONE
"None", If None Held.

Boplicatio
| Have Read My Profile On The Med|cal Board Web Site At Www.Mbc.Ca.Gov And Acknowledge The " YES
Informatlon Contained Therein As Current And Accurate

aigh Coth

Total Questions Asked For Person : 586206 8

Page 41 of 91
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Medical Board of California — Physician's and Surgeon's Initial Renewal . AMOUNT DUE IF
EXPIRATION AMOUNT POSTMARKED AFTER
LICENSEE NAME LICENSE NO. DATE DUE NOW JULY 30,2014
DRUMMOND-HAY, LESLIE K G48640 .06/30/14 $820.00 $898.00

R e N

“D” SIGNATURE REQUIRED !

LICENSEE MUST CHECK CORRECT BOXES
H

Completed Continuing Education I declate under penalty of perjury under the Taws of the Staie of California that all

statements, answers, and representations on this form, including supplementary

H
!
k
:
i
‘€ [ ] Change of Address (fill in reverse side) i
: attached hereto, are irue, complete and accurate. :
z
H
:
H
i

. i
H

“I' L__i Conviction Disclosure — Yes
i
i

v [ Conviction Di ’ ;
J Convietion Disclosure — No Signaturez W% Ww Date 3‘7[ 2/! / / L/ :

F D Family Physiciaa Training Program {$23) s

ENTER YOUR PHONE NUMBER FOR REFERENCE:
"G D Finaneial Intersst Statement

L30107000007000060004A4L407010630140008200000089400

@

CHANGE OF MAILING ADDRESS DRUMMOND-HAY, LESLIE K G480640

PEIFPELLY 2ebel bl Fe8l0wLR

Streel Address (this address is public informalion except when a PO Box is used for the public address of record; this address then becomes confidential)

LI PP DT I T T L T T T T T T T T T T T TT]
L PP PP L T T T I T T T T T T T T T I T

City , State Zip

(T I T T ITTTICI T [ CL ] T

PO Box (if used, must provide & confidential physical street address, above)
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