STATE AND CONSUMER SERYICES AGENC Yepartment of Conswmer Affairs EDMUND G. BROWN JR,, Gavemor

. -',f . .
MEDICAL BOARD OF CALIFORNIA %

Licensing Program  &f; 2

o
4y g
APPLICATION (e, =~ &
{Please Check All That Appty) f:7 3 -umease Chack One)
Physician’s and Surgeon’s License ZJus.or C“anad'lan Medical School Graduate
[] Postgraduate Training Authorization Letter (PTAL) 1 International Medical School Graduate

[] update Application: ATS #
D Limited Practice Llcense

MEC

f— TYpeorPrmt Legibly”._, J.RSONA -‘:__;NFORMATION i T T T T Uso Only
1. Legal Name . Last . First , Mid::!le
; Long Stephanie Blair
2. Other Names/Alias
3. United States Social Security Number 4. Gender
[Mate [Z]Female
5. Date of Birth (mm/ddfyyyy) 6. Place of Birth (City, State/Country)
7. Public/Mailing Mailing Address (36 characters maximum per fine, inchuding spaces)
e om. 100 GOM AvenueSIW
please include a confidential ailing Address continued (e chamcters maximum per five. incluging spaces)

strest address on a separate o 3 1,
sheet of paper. The address of Uﬁ it Qﬂﬁ

record will be posted on the City State/Province Zip/Postal Code Country In';::;z'ﬂn
Medical Board's Web site once
you have obtained a license. A fb{f{? Ligf oy Ligh MM 87102 USA
8. Telephone Home # Work # i Cell # |
Numbers | )

9. E-mail Address

10. Have you ever filed an application for a Physician's and Surgeon's License

or a PTAL in California that has besn withdrawn, abandoned, or denied? Yes No .EJ_
11. Have you previously held a Physician's and Surgeon’s License in California? - Prev fleense
If yes, please provide license number: Expired: LiYes [Z1No FJ
5 ; Exams
12. Have you ever been found to have engaged in irregular behavior during an examination? ' Yes « No
13. Have you ever been subject o an investigation by an examination entity? " Yes No
14, Are you certified by the Educationai Cormmission for Foreign Medical Graduates? ] !
If yes, please provide the Certificate Issue Date: Yes No

15. List all of the following examinations you have taken: USMLE, FLEX, NBME, LMCC and/or STATE BOARDS
{Use the Addendum to Question #15 Form if additional space is needed)

Examination Date (mmiyyyy) Result (Pass/Fait)
USMLE Step { 06/2007
USMLE Step 2 C3 09/2008 ]
USMLE Step 2 CK 10/2008
USMLE Step 3 09/2010 T " I
ABFil MC-FP 04/2012
; Pl el P
wﬁlﬁ erre13 CaEE;SJU'se only - N YSchool c[, :

A7A-100 (Rev. 10/2012}

2005 Evergreen Strect, Suite 1200, Sacramento, CA 95813-3831 (9163 263-2382 (800) 633-2372 FAX: (D16) 263-2437 Woaw o mhe.on soy




or approved medical schools,

Professions Code {effective 1/2013).
b} hedrs mbe.ca,govias

MEDICAL EDUCATION

!icartﬁsz;hools recognizead, htmf

NOTE Tobe eltg!ble for a PTAL or Llcense all schools attended must be on the Board s list of recogmzed

If you did not attend or graduate from a recognized or approved
medical school you may be eligible for licensure ‘pursuant to Section 2135.7 of the Business and :

To view the Board’s list, piease refer to our Web site at: -

16. List each medical school that you have attended.

Medical School Name Mailing Address

Attendance Dates

Use Only

_ C_GME!RGPSC '?'CREDPI_"EB POSTGRADUATE TRAINING -
23, Have you participated in any ACGME-accredited postgraduate training in the
United States or RCPSC-accredited postgraduats training in Canada? List every
program in which you have participated or are currently participating, regardless

of whether the program was completed or any credit was granted.
{Use the Addendunt to Question #23 Form if additional space is needed)

{If NO pléase skip to
question #33)

[ ¥es (No

Facility Name City, State/Province Specialty Tr?;'ﬂﬂgyﬁ?}es

Family Medicine Boise, idaho Family Medicine Start 07/01/2009
Residency of ldaho End 07/01/2012

Start

End

Start

End

Start

End

APPLICANT: Siephanie Blair Long DATE OF BIRTH:
(Print Name) {mrm/ddiyyyy)

Jrans
{mm/ddfyyyy) \
Schdgl Code
Columbia University College of 830 West 158th Street Start 08/01/2004
Physicians & Surgecns :
New York, NY 10032 End 05/20/2009
Start Qo
End
Start o o
End
17. School of Graduation Title of Degree Awarded Issue Date of Degree Diploma
{mmiddiyyyy)
Columbia University Collegs of Physicians and Surgeons fedlical ﬁegree 05/ 2072000
UNUSUAL CIRCUMSTANCES DURING MEDICAL SCHOOL Srcmetagoes
18. Did you ever take a leave of absence during medical school? Yes No (9%
19. Were you ever placed on probation? Yes No 'f
20. Were you ever disciplined or placed under investigation? Yes INo
21. Were any negative reports ever filed by your instructors? Yes  No
22. Were any limitations or special requirements imposed on you because of
. ) . A Yes No
questions of academic or disciplinary problems, or for any other reason?

Pastgraduate

TFraining

N

4

A “yes” response to questions 18-22 requires a signed and dated written explanation.

QZA-100 (Rev. 10/2012)




UNUSUAL CIRCUMSTANCES DURING POSTGRADUATE TRAINING

24. Have you ever received partial or no credit for a postgraduate training program?

offered for a following year?

I -MEDICAL LICENSE o
. Have you ever held or do you currently hold a medical license in any U 5. state
U.S. territory or Canadian province?  List medical license information below.

Yes 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
28. Were you ever placed on probation for any reason? Yes No
29. Were you ever disciplined or placed under investigation? - Yes _No
30. Were any incident reports ever filed by instructors? Yes No
31. Were any limitations or special requirements placed upon you for clinicat
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

7
It is not necessary to list temporary, training, or provisional licenses. Yes [INo
{Use the Addondum fo Question #33 Form if additional space is needed) .
State/Province License Number issue Date Expiration Date Dates of Practice
(mm/dd!yyyy) {mraddivyyy) (mmiyyyy to mmiyyyy)
Idaho M 171169 12/08/2010 06/30/2014 | 12/8/2070 to 7/1/2012

Mew Mexico MD 2012 0224 | 04/20/2012 Q7/01/2015 | 08/12/2012 to current

34.

ABMS CERTIFICAT!ON

Are you currently cettified by & Member Board of the Amencan Board of
Medical Specialties?

[1Yes CINo

Member Board ' Certificate Number Expiration Date
{mmiyyyy)
American Board of Family Medicine 1015591161 122015

35,

Has your certification ever been suspended or revoked?

Yes No

36.

s there any action currently pending against yeu?

Yes  No

APPLICANT: Stephanie Blair Long DATE OF BIRTH:
{Print Name)

(mmiddiyyyy

07 A-

MBC
Use Oniy

Licensa

A “yes"” response to questions 24-32 and 35-36 requires a signed and dated written explanation.

100 (Rev. 10/2012)




R . DEACERTIFICATION =
37. Are you currently registered with the Drug Enforcement Agency (DEA)?

Yes []No
ik ' : Expiration Date
DEA Number State of Isrsue (minryyy) ,
FL2426434 New Mexico 3/31/2014 Q
|
38. Have your DEA privileges ever been denied, suspended, restricted, or terminated? Yas N'o
39. Have you ever entered into any arrangement, agreement or plea in lieu of federal
prosecution with the DEA tc resolve an allsged violation of a federal or state drug . Yes  No
statute or regulation?
Ly 52 MALPRACTICE HISTORY . - . Malpracice
40. Has a claim or an action ever been filed against you for the practice of medicine Yes  No
that resulted in a malpractice settlement?
41, Has a judgment or arbitration ever been awarded in the amount of $30,000 or Y N
more? es 0
S SCIPLINARY HISTORY . il

These questions refer to diécib‘liné by any hospital, M'ilitary or Public Health Service, State 'Board,
or other Governmental Agency of any U.8. state or territory, Canadian province, or foreign country.

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

disciplinary actian, or for any other similar reason? Yes  No
43. Have you ever been denied a license to practice medicine? ‘Yes No
44, |s any denial pending against you? Yes  No W
45. Have you ever had any license to practice medicine subjected to any

A . . Yes  No a

disciplinary acftlon?
46. Is any disciplinary action pending against any of your licenses to practice medicine? Yes  No a
47. Have you ever surrendered a license to préctice medicina? Yes No

48. Have you ever had any license to practice medicine revoked, suspended, or placed
: Yes  No
on probation?

49. Have you ever had any license to practice medicine subjected to any action
including, but not limited to, informal or confidential discipline, consent orders, Yes No
letters of waming, letters of reprimand, or citation?

50. Have you ever been charged with, or been found to have committed unprofessionat

conduct, professional incompetence, gross negligence, or repeated negligent acts Yes No
by any medical licensing board or hospital?

51. Have you ever resigned from a medical staff in lieu of disciplinary or administrative ~ ves  No
action?

52. Is any discipiinary action pending against your hospitai or staff privileges? .Yes  No

53. Have you ever had staff privileges in a hospital terminated, denied, suspended,
.y Yes  No
limited, revoked, or not renewed?

54. Have you ever had any healing arts license or certificate disciplined by another state

or federal territory? Yes . No
APPLICANT: Staphanie Blair Long DATE OF BIRTH: EL1D
(Frint Name) : (mmiddlyyyy) : 3

A “yes” response to questions 38-54 requires a signed and dated written explanation.

O74-10G iRev. 120121



RIMINAL RECORD HISTORY =

their application denied for knowingly falsifying the application. If in doubt as to whether a conviction
should be disclosed, it is best to disclose the conviction on the application.

For each conviction disclosed, you must submit certified copies of the arresting agency report,
certified copies of the court documents, including a plea form and court docket, and a signed and
dated descriptive explanation of the circumstances surrounding the conviction of disciplinary action
{i.e., dates and location of the incident and all circumstances surrounding the incident). If the
documents were purged by the arresting agency and/or court, a letter of explanation from these
agencies is required. In addition, you may submit evidence of rehabilitation.

Applicants who answer “NO” to the questions below, but have a previous conviction or plea, may have

Criminal
History

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

This includes every citation, infraction, misdemeanor and/or felony, including
traffic violations. Convictions that were adjudicated in the juvenile court or
convictions under California Health and Safety Code sections 11357(b), fc), {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 recard 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 criminat charges dismissed under
section 1000.3 of the California Penat Code cr equivalent non-California laws, or
convictions under California Health and Safety Code saction 11357(b), (), (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. Is any criminal action pending against you, or are you currently awaiting judgment
) ! . . Yes  No
and sentencing following entry of a plea or jury verdict?

28. Are you a registered sex offender? Yes  No

If you give an affirmative answer to any of the questions below, the Board will make an individualized
assessment of the nature, the severity and the duration of the risks associated with an ongoing
maedical condition to determine whether an unrestricted license should be issued, whether conditions
should be impesed, or whether you are eligible for licensure. Please note that a Limited Practice

License may be available. Please refer to the Application Information for a Limited Practice License
for further information.

59. Have you ever been enrolied in, required to enter into, or participated in any drug, Yes' No
alcohol, or substance abuse recovery program or impaired practitioner program?

B0. Have you ever been treated for or had a recurrence of a diagncsed addictive Yes N
disorder? ©

—

N
\
X

Limitations

61. Have you ever been diagnosed with an emoational, mental, or behavioral disorder

that may impair your ability tc practice medicine safely? ‘ Yes  No
62. Have you ever been diagnosed with a neurological or other physical condition | Yes  Ne
that may impair your ability to practice medicine safely? '
63. Do you have any other condition that may in any way impair or imit your ability to -
. o Yes No
practice medicine safely?

64. Do you suffer from a progressive disorder or a heaith coridition that will likely result

in & general decline in health or function that may impair or limit your ability to practice Yes  No
medicine safaly?

APPLICANT: Sfephanie Blair Long DATE OF BIRTH:
(Print Name) (mmvddiyyyy)

A “yes” response to questions 55-64 requires a signed and dated written explanation.

07A-100 (Rav. 10/2612)



__PHOTOGRAPH

Notice: All items in this application are mandatory. Failure to
provide any of the requested information will delay the
processing of your application, The information provided will be
used to determine your qualifications for licensing per Section
2080 of the California Business and Professions Code, which
autharizes the collection of this information. The information on
your application 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 custcdian of records.

The applicant, _Stephanie Blair Long o N
Flease print full name (First, Middle, Last} Date of Birth (mmi/ddlyyyy)
being first duly sworn upon his/her vath 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
penalty of perjury, that all of the information containad herein and evidence or other credentials submitied
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,
together with all the credentials submitted, were procured without fraud or misrepresentation or any mistake of
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
professional associates (past, present, and future), and ali government agencies (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 psychiatric treatment and treatment for drug,
alcohol andfor substance abuse or dependency, requested by that Board in connection with this appiication; or
any further or future investigation by that Board necessary to determine any medical competence, professional
conduct, or physical or mental abiiity to safely engage in the practice of medicine. 1 further authorize the
Medical Board of Califomia or its successors to release, in any investigation or proceeding, to ths

organizations, individuals or groups listed above any information which is material to. this application or any
subsequent licensure.

! 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 LICENSE. P

SIGNATURE: T \/ : DATE: 5//7//3,

SIGNATURE OF APPLICANT: — o

(BO NOT SIGN EXCEPT IN THE PRESENCE OF NOTARY — Please sign full name)

State of M'“’ (g /)/}/‘lrx L (___//

County of _ v ool e

Subscribed and swom to {or affirmed) before me on this ! 5 day of A-Qt:)u“ﬁ L2008
by, 21 olrcun e Q)\aa < Lo At : proved to me on the basis of satisfactory evidence
A [Print applicant’s name) N,
to be the person who appeared before me. NOTARY SEAL
1 P Offlclal Seal
i o i [ ' JEMNIFER ARCHIBEQUE
e 7o B o Notary Public
e State of New Mexico

e
by

i

SI(?I}!ATURE OF NOTARY PUBLIC

My Commission Exptres 1 4Py /1 7

o o

072100 {Rav. 10{2012}

MBC
Use Only

Phatograph

\

Applicant
Name & DOB

Applicant
Signaturs

¥

Applicant
SEM

Applicant
Name &

Nﬂt&[}a:e

Nofary

Signature
)gée;l




BUSINESS, CONSUMER SERVICES, AND HOUSING AGENCY - Department of Consumer Affairs
g e o v it ﬁﬂg“:!

ol T MEDICAL BOARD OF CALIFORNIA

H

Licensing Program

CERTIFICATE OF MEDICAL EDUCATION
Check one: U S or Canadlan Med;cal School Graduate O International Medical Schoo! Graduata

MBC Usz
by

Last Long ‘ FLrStStephanle MiddleB[air
Date of Bjrth (mevddiyyyy) U.S. Social Security Number

Medical School of Graduation
Columbia University

\ ; : : w: B
Name of N]Flcflcal SChOOl ! L{Wmf UA)LT ;,!,\.:5" ¢;L’(" fr LT £ i..)(".-) 'J'\ {J), ;ll.‘_,;ﬁ—e/ LL/') b
. < i n
State/Province/Country ‘ N s ML Ao M ~] L ]
Did the applicant complete an English Language program? Pl Yes 314@ r:]\.
Tha undzrsignad further certifies thal the records of this institution show that the applicant altended in this institulion '}
- years of resident instruction, completing at least 4,000 hours, of which al least 80 percant aciual attendanzs :];
is requised in the subjects sel forlh hersundsr (Business and Professiens Code Secliens 2089, 2089.5, 2089.7. 2090, /
2091 1 20912} The standard duration of the curricutum at this institution is years. 3/
Anaivmy Opnihalmology Naurolagy R " padintics ~
Olnlaryngalagy Dermalolagy Alcohobsim and ‘..hemlcal Dap_ercicncyl Pyarmacology
Obstelrics and Gynecnlogy Embryology Pravenlative !’:Jlgmc:ne wchuding Mutrition G cia
Radisiegy includiag Radiation Safaty  Hislology Physical dledicine Sapusal Pariner Abuse Deleciion &
Tropza: Medicine Human Sexuality IE“EWP‘?U“CS Trzatmanl
Physialegy Medicire wadraanalamy . Family Medicine™
ginchamisiry Surgery, includirg Ortncpedic Surgery  Child Abuse Deiection and Traatmer:t ;;m ?fla;igu;ri:enl ynd End-ai-Life.
Patholisgy. Bacterielogy and Urology Gonalne Medicine Sare't
tmmunology Psyeniatry

GHL { appicabie 1o medicai students aho eniolled in swedical school on or after Seplemier 1. 1994
ONLY applicable o medical siudenis yho graduared fram medical schoot or or afler Jure 30. 1999
ONLY applicaie to medical siudanis who eprofled i meadical school on or ailer June 1. 2060

Date the applicant enrolled in medical schoot:

Date the applicant was issuad the diploma of Bachelor/Doctor of Medicing: BN G 2 D0 Y

Date the appficant wit hdre\v from medlca[ school (|f applicable): { ’ f

Any ”Yes" response below requwes a mgned and datedletter of explanatton by school 0fflC|at

1. Did this applicant ever {ake a leave of absence from his/her medical education?

[

Vi as this applicant ever placad on probation?

Was this applicant ever disciplined or placed under invesligation?

Were any negative reports regarding Lhis applicant ever filed by instructors? L

Were any limitations or spacial requirements imposed on this applicant because of
questlens of academic or ClleIp]IﬂaU problems or for any other feason? '

| |

AEFIX MEDICAL | certify that [ am the President, Dean, or Registrar ard rbrﬂby decldi»- unclur penal!y :)f perLiry
SCHOOL SEAL uwdu the EaNs of the State of California that the above stajements are i,ru<, and cofracy
Meil W S Ag o0 Dromg et 1Y S
\:m U G, A ST A% o ko it AEY N
PRINTEDNAME I' SCf oL OFFtCIAL TITEE OF SCHOOL OFFICIAL
W o
{[er D A LI i)
SIGNATURE OoF SCHOOL OFFICIAL DATE
Attention Medical School THE PERSON WHG SiG°1S THIS FORM MAY 07 BE RELATED 70 THE APPLTAIT 37
BLOCD MARRIAGE OR ADOBTION Or:ly',‘r.e Praswar! Dean of Regisir ir May 540 "Hs 3 1)
defegaies 10 apdthar parson auid Rl detegalion must e alfacres o s
musi b on olffical leternead and must be Jalwu achin iz last 2 menlng

NOTE: The completed form must be mailed directly from the medical schoal to the Board to be acceptable.

TFAGT Revsed 22M3

2005 Evergreen Streel. Suite 1200, Sacrainento. CA 038133831 (D10) 253-2352 1800) 633-2322 [AX: 191 263




7/8/15 8:38 AM Page 1 of 2

License Type: Physician and Surgeon A

License Number: 128190

File Number:

Application: Physician's and Surgeon's Renewal

Application Number:

Application Date: 07/08/2015 (mm/ddlyyyy)

Pers

First Name: STEPHANIE
Middle Name: BLAIR

Last Name: LONG
Birthdate: i e
Gender: Female

License Related Addresses
Address of Record (Required)
Warning: In order to protect your privacy and identity,
address will not be displayed.

tions. =

Since you last renewed your license, have
you had any license disciplined by a
government agency or other disciplinary
body, or, have you been convicted of any
crime in any state, the U.S.A. and its
territories, military court or a foreign country?

Have you successfully completed, and can Yes
document, the mandatory courses and hours

of CME within the last two years, or you

meet the conditions which would exempt you

from all or part of the CME requirements, or

you hold a permanent CME waiver?

| certify under penalty of perjury, under the Yes
laws of California, that | have disclosed the

names of those health-related facilities in

which | or my family have a financial interest

OR | declare under penalty of perjury | have

no financial interests to disclose.

Voluntary Fé

UG RN T
—43G06Do10Re



7/8115 8:38 AM Page 2 of 2

Patient Care Practice L

Telemedicine Practice Location
Patient Care Secondary Practice Location Zip:

Telemedicine Secondary Practice Location Zip:

$783.00
DUE TO CURES FUND $12.00
Steven M. Thompson Physician Corps Loan $25.00
Repayment Program
Total Amount Due: $820.00

ayment is received

Applications are not considered submitted for processing until

b

| declare under penaity of perjury under the laws of the State of California that all statements,
answers, and representations provided, including supplementary attached hereto, are true,
complete and accurate.

Signature: Date:

NSRRI
—l14303000108



BEATE O BEALIPSHEMIA

BIEERRTREERT GF GlRaubER Atng

Department of Consumer Affairs

RECEIPT
1360347

Thank you for using the BreEZe System to submit your application.

Néme: : ' LONG, STEPHANIE BLAIR
Transaction Date; 07/08/2015 08:39

Application Number:

Complaint Number:;

License Type: 8002

License Number: 128190

Payment Description: ' Physician's and Surgeon's Renewall
Fee Paid: (US $) 820.00

Remaining Balance: (US $) 0.00

Please print and save this receipt for your records.

This receipt is provided as a record for the above named licenseefapplicant.

llegal use or alteration of this receipt may result in criminal prosecution.




