BUSINESS, CONSUMER SERVICES, AND HOUSING AGENCY - Depariment of Consumer Affairs EDMUND G. BROWN IR., Governor

MEDICAL BOARD OF CALIFORNIA

Licensing Program
APPLICATION
[Pleasa Chack All That Apply) {Please Check One}
[/] Physician’s and Surgeon’s License U.S. or Canadian Medical School Graduate
[] Postgraduate Training Authotization Letter (PTAL) L International Medical School Graduate

O Update Application: ATS #
[ Limited Practice License

Type or Print Legibly. ‘ PERSGNAL INFORMATION
Last
Goldthwaite

" Middle
Margaret

Mai!ing Addrass {30 characters meximum perine, including spaces;

1032 Clarkson Street

Malling Address continued (o charasters maximum per fine, nolucing spaces)

Apt 305

Gity State/Province Zip/Postal Code Country
Denver ___Co 80218 _USA
Home # Work # . Cell #

. Have you ever flled an application for a Physician’s and Surgeon s License [ Yes © No

or a PTAL in California that has been withdrawn, abandoned, or daniad?
11. Have you previously held a Physician's and Surgeon's License in California? [Ty N

If yes, please prowde ficense number Expired: es LilNo
N e e Bia ‘ - EXAMINATIONS Case e L
12. Have yau ever been found to have engaged in irregular beha\nor during an examination? Yes No
13. Have you ever been subject to an investigation by an examination entity? Yes No
14. Are you certified by the Educational Commission for Foreign Medical Graduates? D Yes N

if yes, please provide the Certificate Issue Date: 88 °

15. List all of the following examinations you have taken: USMLE, FLEX, NBME, LMCC and/or STATE BOARDS
(Use the Addendum to Questfon #15 Form if add|t|onal space !s needed)

USMLE Step 1 0672007
USMLE Step 2 CS I 12/2008
USMLE Step 2 CK 08/2008
USMLE Step 3 0612010

07A-100 {Revised 8/2013)

2005 Evergreen Street, Suite 1200, Sacramento, CA 93815-3831 (916) 263-2382 (800) 633-2322 FAX: (916) 263-2487 www.mhc.ca,gov



' Oregon Health & Science University

3181 SW Sam Jackson Park Road 08/01/2005

Portland, OR 97239 06/04/2009

XCUMSTANCESIDURING HS
18. Did you ever take a sence during medical school? Yes  No
19. Were you ever placed on probation? ' Yes No
20. Were you ever disciplined or placed under investigation? Yes _No
21. Were any negative reports ever filed by your instructors? Yes . No
22, Were'any fimitations or spe‘cia_l requirements imposed on you because of Yes | o
questions of academic or disciplinary problems, or for any other reason? : :

- . ACGME/RCPSC ACCRED!_TED'_POSTGRADUATE.TRAINING, e

23. Have you participated in any ACGME-accredited postgraduate training in the '

~ United States or RCPSC-accredited postgraduate training in Canada? List every
program in which you have participated or are currently participating, regardiess

of whether the program was completed or any credit was granted.
Use the Addendum to Question #23 Form if addilional space Is needed

{if NO please skip to
question # 33)

Yes []No

Ve
Portland, OR Obstetrics & 07/01/2009
University Gynecology 06/30/2013
APPLICANT: Lisa Margaret Goldthwaite DATE OF BIRTH: | L1B:
{Print Name) ' (mmldd/yyyy) IR

A ??” response to questions 18-22 requires a signed and dated written explanation.
07A-400 {Rev, 8/2013) i



S AR e TANGES P DRING PO CRADUATER
24. Have you ever received partial or no credit for a posigraduate training program? No |
25. Have you ever taken a leave of absence or break from your training? Yes No
26. Have you ever been terminated, dismissed or expelled from a program? Yes . No
27. Have you ever resigned from a program? Yes No | 3l
28. Were you ever placed on probation for any reason? : ' Yes No
28. Were you ever disciplined or placed under investigation? Yes No |2 A
30. Were any incident reports ever filed by instructors? Yes No
31, Were any limitations or special requirements placed upon you for clinical
performance, professionalism, medical knowledge, discipline, or for any other Yes No
reason?
32. Have you ever had a postgraduate training program contract not be renewed or Yes  No Eo
offered for a following year? ‘ B
DICAI
1 33. Have you ever held, or do you currently hold a medical license in any U.S. state, ' i
U.S. territory or Canadian province?  List medical license information below. - vYes LTNo =
It is not necessary fo list temporary, training, or provisional licenses. pex
{Use the Addendum to Question #33 Form if additional space is nesded) :
j 513] 2 YR %7 _% % . 1 af‘ .,gfe : 7 ; "! e W:P’Twé‘iwm ; - .. i
Colorado DR.0052313 04/05/2013 04/30/2015 07/2013 to current
Oregon MD 154369 04/25/2011  12/31/2013 07/2011 to 06/2013
0
AR = ATIO i :
34, Are you currently certified by a Member Board of the American Board of ‘
Mediical Specialies? C'Yes f1No
e e S e e s T e e ERpirationDate
I e e s G::ﬂ e 0 ol f*ﬁ‘ L
35. Has your certification ever been suspendex or revoked? Yes No [0 B
36. Is there any action currently pending—-against you? . ' Yes No
APPLICANT: Lisa Margaret Goldthwaite DATE OF BIRTH:
{Print Nare) {mm/iddiyyyy}

A “yes” response to questions 24-32 and 35-36 requires a signed and dated written explan-atidn.
07A«100 (Rev. 82013)



Lo

7. Are you currently reglstered with the Drug Enforcement Agency (DEA)?

 DEA CERTIFICAT!ON

Yes [1No

statute or regulatlon?

40.

prosecution with the DEA to resolve an alleged violation of a federal or state drug -

'MALPRACTICE HISTORY

Has a c!alm or an action ever been filed against you for the pract:ce of medlcme
that resulted in & malpractice settlement?

FG3727914 Oregon 09/2015
38. Have your DEA privileges ever been denied, suspended, restricted, or terminated? Yes No
39. Have you ever entered into any arrangement, agreement or plea in lieu of federal ‘
Yes No

Yes No

41,

. Have you ever withdrawn an application for medical licensure in lieu of denial,

Has a judgment or arbitration ever been awarded in the amount of $30,000 or
mora?

. DISCIPLINARY HISTORY -

disciplinary action, or for any other similar reason?

Yes No

43.

Have you ever been denfed a license to practice medicine?

44,

Is any denial pending against you?

|45,

Have you ever had any license to practice medicine subjected to any
disciplinary action?

48.

Is any disciplinary action pending against any of your licenses to practice medicing?

47.

Have you ever surrendered a license to prastice medicine?

48.

Have you ever had any license to practice medicine revoked, suspended, or placed
on probation?

49,

Have you ever had any license to practice medicine subjected to any action
including, but not limited to, informal or confidential discipling, consent orders,
letters of warning, letters of reprimand, or citation?

50.

Hava you ever been charged with, or been found to have committed unprofessional
conduct, professional incompetence, gross negligence, or repeated negligent acts
by any medical licensing board or hospital?

51.

Have you ever resigned from a medical staff in lieu of disciplinary or admlmstratlve
action?

52,

Is any disciplinary action pending against your hospital or staff privileges?

53.

Have you ever had staff privileges in a hospital terminated, denied, suspendead,
limited, revoked, or not renewed?

54,

Have you ever had any healing arts license or certificate disciplined by another state
or federal territory?

DATE OF BIRTH:

APPLICANT: [jsa Margaret Goldthwaite

(Print Name)

{mmiddiyyyy)

L1D

A "yes” response to questions 38-54 requires a signed and dated written explanation.
07A-100 (Rev. /2013



~ CRIMINAL RECORD HISTORY

L (s R U

55. Have you ever been convicted of, or pled guilty or nolo contendere to ANY offense in
the United States, its territories, or a foreign country?

This includes every citation, infraction, misdemeanor and/or fefony, including
traffic violations. Convictions that were adjudicated in the juvenile court or .
convictions under California Health and Safety Code sections 11357(b), (c), (d), Yes No
{e), or section 11360(b) which are two years or older should NOT be reported.
Convictions that were later expunged from the record of the court or set aside
pursuant to section 1203.4 of the California Penal Code or equivalent non-
California law MUST be disclosed,

56. Exclusive of juvenile court adjudications and criminal charges dismissed under
section 1000.3 of the California Penal Code or equivalent non-California laws, or
convictions under California Health and Safety Code section 11357(h), (¢}, (d), (&), or Yes No
section 11360(b) which are two years or older, have you had a charge or conviction
that was set aside or later expunged from the record of the court?

57. ls any criminal action'pending against you, or are you currently awaiting judgment -

and sentencing following entry of a plea or jury verdict? Yes  No

58. Are you a registered sex offender?

59. Have you ever been enrolled in, required to enter into, or participated in any drug,
alcohol,-or substance abuse recovery program or impaired practitioner program?

80. Have you ever been treated for or had a recurrence of a diagnosed addictive

disorder? Yes  No

61. Have you ever been diagnosed with an emotional, mental, or behavioral disorder Yes  No
that may impair your ability to practice medicine safely? . -

62. Have you ever been diagnosed with a neurological or other physical condition Yes No
that may impair your ability to practice medicine safely?

63. Do you have any other condition that may in any way impair or limit your ability to ~Yes  No

practice medicine safely?

64. Do you suffer from a progressive disorder or a health condition that will Iikely result
in a general decline in health or function that may impair or limit your ability to practice Yes No
medicine safely?

APPLICANT: Lisa Margaret Goldthwaite DATE OF BIRTH:"
{PrInt Name) (mm/ddlyyyy)

A “yes” response to questions 55-64 requires a signed and dated written explanation.
07A-100 {Rev. 8/2013)



fo be the person who appeared before me. _ JANOTARNISEAYN

Notice: All items in this application are mandatory. Failure to
provide any of the requested information will dslay the
processing of your application. The information provided wili be
used to determine your qualifications for licensing per Section
2080 of the California Business and Professions Code, which
authorizes the collection of this infarmation. The information on
your appiication may be transferred to other medical licensing
authorities, the Federation of State Medical Boards, or other-
governmental law enforcement agencies. You have the right to
review your application subject to the provisions of the
Information Practices Act. The Chief of the Licensing Program
Is the custodian of records.

» A R0 ()

The applicant, Lisa Margaref Goldthwaijte

Please print full name (First, Middle, Last) Date of Birth (mm/ddiyyyy) "B

being first duly sworn upon his/her oath deposes and says: that | am the person herein named subscribing to |

this application; that | have read the complete application, know the full content thereof, and declare under |2
penalty of perjury, that all of the information contained herein and evidence or other credentials submitted [(%
herewith are true and correct; that | am 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,

tegether with all the credentials submitted, were procured without fraud or misrepresentation or any misiake of | = 20

professional associates (past, present, and future), and all government agencies (local, state, federal, or |2t
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 psychiatric treatment and treatment for drug, |

which | am aware and that | am the lawful holder thereof. Further, | hereby authorize all hospitals, institutions
or organizations, my references, personal physicians, employers (past, present and future), or business and

glcohol and/or substance abuse or dependency, requested by that Board in connection with this application; or |

any further or future investigation by that Board necessary to determine any medical competence, professional
conduct, or physical or mental abllity to safely engage in the practice of medicine. | further authorizs the

Medical Board of California or its successors to release, in any investigation or proceeding, to the e
organizations, individuals or groups listed above any information which is material to this application or any §aie .

subsequent licensure. :

T UNDERSTAND THAT ANY OMISSION, FALSIFICATION OR MISREPRESENTATION OF ANY ITEM OR
RESPONSE ON THIS APPLICATION OR ANY ATTACHMENT HERETO IS A SUFFICIENT BASIS FOR

DENYING OR REVOKING A LICEW
SIGNATURE:____ DATE:__ 2 [1+{20(S

NO AR U

SIGNATURE OF APPLICANT: L\X'&”V M. O\DtouM}’L—/ //k/ \/,,a.—-———.._
) (DO NOT SIGN EXCEPT IN THE PRESENCE OF NOTARY ~ Please.£1gY full name)

stateof Colorade @

County of AM‘;

Subscribed and swom to (or affired) before me onthis £ & dayof [FehRAL gAY 20/5,

by, HE0M Gold#wnle

(Print applicant’s name)

proved to me on the basis of satisfactory evidence

NOTARY PUBLIC
STATE OF COLORADD + |
NOTARY 11 20054030047

(__JSIGNATURE OF NOTARY PUBLIC

07A-100 Revised 52013

o

(o i L3



BUSINE%S, COMNSUMER SERVICES, AND HOUSING AGENCY - Department of Consumer Affalrs e EDMUND G, BROWN JR., Governor

- et ‘

MEDICAL BOARD OF CALIFORNIA

Licensing Program
. . - CERTIFICATE OF MEDICAL EDUCATION
Check one: [Y]U.S. or Canadian Medical School Graduate |:I lnternational Medlcal School Graduate

Type or PrintLegibly 0 . APPLICANT INFORMATION

NAMEj; Last oo oo Middlo Margaret

SCHOOL: PLEASE COMPLETE THIS FORM IN THE ENGLISH LANGUAGE
Oregon Healtn < Science Um\fare,\w
Ore o

0 Yes ANo

The un ersgned further certlf ies that the records of this mstltutton show that the applicant attended in this institufion

% years of resident instruction, completing at least 4,000 hours, of which aj least 80 percent zctuat atiendance
is required in the subjects set forth hereunder (Business and Professions Code Sections 2089, 2089.5, 2089.7, 2060,
2091.1,2091.2). The standard duration of the curriculum at this institution is __*} years.

Anato Ophthaimology . MNaurology
Otolarl;‘r?goloy Depnnatalogy Alcohelism and Chemical Dependency g::ﬁ';:zz] ooy
Obstetrics and Gynecology Embryology Preventative Medicine, Including Nutition Anesthesla
Radiology, Including Radlation Safaty  Histology Physlcal Medicine 8pousal Partner Abuse Detectton &
Tropical Medlcine Human Sexuailty Therapeutics Treatmeni*
Physlalogy Medlcine Neuroanatomy Family Medicing*
Blochemistry Surgery, Including Orthopedic Surgery  ChiBd Abuse Detaction and Treatient Paln Managament and End-of-Lice-
Pathelogy, Bactarfology, and Urology Gerlatic Medicine Capg***
fminunology Psychlatry

*  OMNLY applicable to medica! students who énvolled In medical schoo! on or after September 1, 1954
#x  OMLY appicable to medical studeiits Who draduated from medical schaol on or after June 30, 959
aw ONLY appltcable to medical students who enroiled in medlcal schoo! an or after June 1, 2000

Did thls appllcant ever take a leave of absence from histher medxcal educatlon’?

VWas this applicant ever placed on probation?

Was this applicant ever disciplined or placed under investigation?

Were any negative reports regarding this applicant ever filed by instructors?

Woere any limitations or spaclal requirements imposed on this applicant because of
questlons of academm or disciplinary problems, or for any other reason?

. MEDICAL SCHOOL OFFICIAL CERTIFICATION

AFFIX MEDIC AL i certny that | am the President, Dean, or Regisirar and hereby declare under penally of peijury
SCHOOL SEAL under the laws of the Stato of California that the above statements are true and correct,

Rethany Kovloa Adimin Coovdingor)

SRR B

PRINTED NAME OF SCHOOL OFFICIAL TITLE OF SCHOOL OFFICIAL
N2 2[uyje
SIGNATURE OF SCHOOL OFFICIAL DATE

Attentlon Medical School: THE PERSON WHO SIGNS THIS FORM MAY NOT BE RELATED TO THE APPLICANT BY
BLCOD, MARRIAGE OR ADOPTION. Only the President, Dean, or Registrar may sign this form, [f the slgnature [s balng
delegated fo ancther person, evidence of that delegation must be aitached fo'this form {may be a photocepy). Such delegation |§
must be on official letterhead and must be dated within the last 12 menths.

L

NOTE: The completed form must be mailed directly from the medical school to the Board o be accepta!e.
07A-100 Revised 872013 .
2005 Evergreen Street, Suite 1200, Sacramento, CA 95815-3831 (916) 263-2382 (800) 633-2322 FAX: (916) 263-2487 www,mbe.ca,goy




[P
BUSINESS, CONSUMER SERV[CES, AND HOUSING AGENCY - Deparmmit of Cansumer Aﬂ'alrs EDMUND G. BROWN JR., Governor

]y'\e -

MEDICAL BOARD OF CALIFORNIA

Licensing Program

CERTIFICATE OF COMPLETION OF AGGME/RCPSC POSTGRADUATE TRAINING

To be completed by the facility for gvery medical school graduate completing postgraduats training in the Untted States or Canada.

check one: [/]U.S. or Canadian MéBical Sélicol Graduate [ ] International Medical School Graduate

Widdle Margaret

[ tlon Hing amun hlu
‘Bigf SO mn?acm ik

{ Start Date: ' ) l‘ End Daté {or anu;;a?e_d ccm_;ﬂ.etion date):
D’f';O!z?-éoa_ ObL 32013

1. Did the applicant receive partial "9:' no credit for any postgraduate training year?
-2, Did the applicant everiaka a leave of absence or break from his/her training? Yes ' No
3. Was the appiicant ever terminated, dismissed or expelled? Yes  ho
4. Did the applicant ever resign? . Yes “No
5. Was the applicant ever pleced on probation? Yes No
8. Was the applicant ever disciplined or placed under investigation? Yes No
7. Were any incident reports regarding this applicant ever filed by instructors? fes No
8. Were any limitations or special requirements placed upon the applicant for clinical _
performancs, professionalism, medical knowledge, discipling, or for any other ~Yes No
reason? L

9. Did the program decline to renew or offer the applicant postgraduate training Yes No
program contract for & foilcwmg year?

07A-100 Reviged BE013

20035 Bvergreen Street, Suite 1200, Sacramento, CA 93815-3831 (916) 263-2382 (B00) 633-2322 FAX: (916) 263-2487 www.mbe.ca.gay



10. Did the applicant named on the L3A form complete a minimum of four months of
general medicine as part of this postgraduate training program accredited by
the ACGME or the RCPSC?

The program director signing this form is formally certifying and docurnenting under penalty of perjury that the |
applicant recelved instruction appropriate for the particular postgraduate level and that he/she satisfactorily
completed perlods of training in accordance with the accepted standards and the criteria defined as equating to
satisfactory performance. The program director is attesting to the fact that the applicant has acquired the skill
and qualifications necessary to safely assume the unrestricted practice of medicine in this stats.

I hereby deciare under penalty of perjury under the laws of the Stete of California that all of the information
contained on these forms is true and correct. | further cerlify that the fraining program is accredited by the
ACGME or the RCPSC to offer the type and leve! of training complsted by the applicant named on the Form
L3A, and the applicant was frained ip an ACGME or RCPSC slotted program position.

WS @ Yhsu e dod

F PROGRAWM DIRECTOR Emall Address

2l )3 yak. Bl

e A :
SIGNATURE GF PROGRAM DIRECTOR DATE \ Phone Number
(Signature Stamp Is Not Acceptable)

PRINTED NA

ATTENTION PROGRAH DIRECTOR: THE PERSON WHO SIGNS THIS FORM MAY NOT BE RELATED TO THE AFPLICANT BY
BLOOD, MARRIAGE, OR ADOPTION. Only the Program Director may sign his form, 1f that signature authority Is being delegated to

ancther person, evidence of that delegation must be attached 1o this form {may be a photocopy). Such delegation must be on official
tetterhead and must be dated within the last 12 months.

J-‘saaa- -‘:gwgagég’ A‘agg ol -73% m;‘ £ 3 5
SIGNATURE OF PROGRAM DIRECTOR: 4 VL L2 i
: {Please’sign Tl name in presence of pelaryy”

State of

County of

Subscribed and sworn to (or affirned) before me on this day of , 20 .
by, proved to me on the basis of satisfactory evidence

(Print program director's name)

ta be the person who appeared before me.

SIGNATURE OF NOTARY PUBLIC




