"ETATE OF CALIFORNIA—STATE AND CONSUMER SERVICES AGENCY / a?g g PETE WILSON, Govemor

- MEDICAL BOARD OF CALIFORNIA e
Deparrmentol " 1426 HOWE AVENUE, SUITE 54, SACRAMENTO, CA 85025-286
o : ‘ (618) 263-2400 ;‘p" it
o+ e i liii UFea
it APPLIGATION FOR PHYSICIAN AND SURGEON'S g7 FEp
¢1FrR 26 M T €2 EXAMINATION OR LICENSURE 25 p

Read all Mucﬂonspﬁorﬁcumphﬂngﬂnlsnppﬁcaﬂon.aﬂmesﬁonsmmiaappﬁcaﬁm must be answered, and all supperting documents must be
subwnitted with this application per instructions. Please type or print neatly. When space provided is i ufficient, attatch adkditional sheets of paper.

MBC USE DHLY

Middle

Me #UG/-J Gfm\j 011097 Foue

- 2. Other names you have used (include malden name): 3. Scclal Security Number
- Son disclosur ;talenm onliC

1. Name:

4. Address:  Number and SteebFural Fouts {inciude apanment number, 1l any)

?LS AshBury

Chty ZIP Cods Couniry =

' ( :-{'..;.

Saw Feaversca  Ca 94113+ -~ usA =

5. Telephone Number:  Home Wark 6. Date of Birth: MoDayr | Place of Birth: 5

. . . —

) S
7. 88 ] Fomde 8. Are youa U.S, citizen? bvee [(IN& B

] walo H you are & Forelgn Medical Graduats, you musl provide an original Certificate of Naturalizalion, Daclaratiog:

£ of Intent to become a U.S, citfzen, or a full unrestsicled licensa to praclice meoking in a state or country. i

9. Have you ever filed an application for examinatlon or licensure in Galifornia? [:I Yes No

H YES, give dals previous applicalion was submitted;

10. List name and address of all colleges or universitios attended where pre-protessional, postsecondary instruction was
received. Please submit an official sealed transcript for each school attended.

Period of Atizndance
Name . Address From (Mo/¥r) To (Mo/¥s)
Cotvmamm Corrsae G + Brsabway wve MY /%3 /9%
Ce7y Coeiénk oF RIC [ )28 & Hamigow mwve M7 1/3¥ 1e2/59
10.a Check whether the following pramedical courses were succassiully completed and show where completed:
Course Yas Mo Name of College or Universily
Chemistry . pad CoevmB a C&/(l/&""—s-‘ﬁ
Fhysics e y e ’
Binlogy or Znology ¢ (1t Cov e £068 Rl
1. List name and addrass of all schools where professional medical Instruction was recoivad, Submit an original Certificate |5+
of Medical Education {Form L2} and official sealad transcripts from each echool attended.
Place Where Pericd of Atlendance
Name . Address Instrugtion Recelved From (Mo/Yr) To-{MorYr)

L%@’M-D /-n I bebe A Bstons PP ‘Z/?o G/?S

12. Doctor of Medicine Degres granted by: (sLbmit original medlical diploma and a photocopy; Note, aU.S. grackate may, in liew of the F

original, abmitanoiﬁclaloeriiﬁedghgto_co_gzmathasmesdmsealafﬁxedonmesignameofmeregishwcemm authe:
Name of Medical School

Addrass of Medical School

Harvarcd Bede A
Baston MA O S
NOTE: APPLICANT | A 3
O7A-100 {REVY. 4/66)



13. Have you taken any of the following writien examinations: National Boards, other State Boards, FLEX, ECFMG Certification?

If YES, ilst name, tocalion, date and result of examinallon, Submit centiicalion of scores from each examinalion IZ' Yes D No
agency. Agplicants wha hold ECFMS centification will naed o submil an crigingl valid EGFMG corificate for sxamination

and licensure.
Name Location Data Result
USME T | R M ¢/13
/4 T Bu7o s MA 2/ 45 .

B Sy, San 4TE Cx | 12 /9

14. Have you salistactorily completed at least one year of quaifying postgraduate tralning in U.S. or Canadian facilies?
. {Note: Do not complets Forn L3} to document training received in research or cfical felowship programe) Yes DNo

" WYES, list name and addrogs of all facilties. Submit an original Certificate of Completicn of ACEME Posigraduale Tralning (Form LA} from each facility.

' . Pariod of Atlendance
Name Address Type of Service From oY) To MalVe)
UeSF 350 Prarases S| 08/gyn /1L 17/4¢

QUESTIONS 14A-23 Far any pbsiﬁva responge.fo these questions, applicant should provide, in addition to written
expianations, any documeniation regarding the matter, '

14A. Have you ever withdrawn from, or been suspanded, dismissed or
program? '

expelled from, a medical school or postoraduae iraining
Yes No
Yos No

15. Have you been licansed to practice medicine in any stals or courtry?

IF YES, list state,or country, licensa number, date issued and dates of

practice in issulng agency's jurisdiction lor each. Submi a LaRer of Good Standing
trom each state in which yeu are ficensed or have been licensed. P :

ease Inchude tamporary, lknited, or provisional licensses.

‘ Daimanmdiceinhsuthumy’sMhdﬁ:ﬂm
t ;
State or Country _ License Number Date of Issuance From (Mo¥Y) To (Mor¥) :

16, Hasanydisc{pltnaryadﬁoneverbeenﬁiedormkan regarding amy healing arts license which you: now hold or have ever held?
inciude any disciplinary actions by the U.S. Military, U.S. Publk: Health Setvice or other U.S. federal govemmental enfity?

if YES, give detalls below. . Yes No

Charge = ° [+ Disposition

State Date

" 07A-100 (REV. 4/98)

[ -



17.

Have you ever bean denied a license, permission o practice medicine or any olher healing ans, or permission to take an
examination in sy stats, country, o US. federal jurisdiction? : Yes No

#f YES, give detalis below.

State or Country - Date of Denial Reason for Denial

18.

Have you been charged with unprofessional conduct or any other unlawdul activity by ery healing arts lloensing authority of by
the U.S. miltery and are awaiting final disposition byhat body? You must also list any pending actions or accusations.

Yes No

——

19.

Have you ever voluntarily sumendered a license to practice in the healing arts in another state? Yes No

20.

Have you ever had staff privileges in a hospital denied, suspended or revoked, or resigried from a medical staff in lieu of disciplinary
action?
Yes No

21.

Are you new, or wer youin the past, addicted to or treated for addiction to controlled substances, such as narcotics or alcohol?
' " Yes. No

. Have youever been convicled of, or pled nolo contendare o a violation of any federal, state or local law relating to the marudacture, |35

distribution or dispensing of confrolled substances?
I YES, give detalla baiow.

Yos No

Violation and | osation Date | Penally o Disposition

23,

Have you evar been convicted of, ar pled nelo contendsre to any offense, misdemeanar or felony of any stale, the United States, [.2737

or a foreign country? (except violations of traffi laws resulting in fines of $76.00 or less.) " Yes No

YOU ARE REQUIRED TO LIST ANY CONVICTION THAT HAS BEEN SETASIDE AND DISMISSED UNDER SECTION 1203.4 |11

OF THE PENAL CODE OR UNDER ANY OTHER PROVISION OF LAW. A SEPARATE LETTER EXPLAINING THE DETAILS 3
OF THE OFFENSE IS ALSO REQUIRED, IN ADDITION TO CERTIFIED COURT DOCUMENTS. B
if YES, give datails below, } )

Violatior: and Location Date Penalty or Digposition

"Disclosure of your soclal security number is maratory. Section 30 of the Business and Professions Code and Pub. L 04-455
42 U.S.C.A. 405 (c} (2) (C)) authorizes collection of your social securlty number. Your social security number will be used
exciusively for tax enforeement purposes. If you fail to distlose your social security number, you wilibe reported to the Franchise
Tax Board, which may assess a $100 penatty against you.”

07A-100 (REV. 4/98)

MBG USE ONLY




| hereby dectare unner nalty of perju
umiergye laws of the Stalpeof cglfom;': Illh:t!{

the photo of myself attached hereto, was

Oi'lornbout_ / v—-—l19—.—-

. myagethenbeing -  years;

color of hair

NOTE:  Allitems in this application are mandatory; none are voluntary. Failure to provide any of the requested information will result In the
application being rejected as incomplete. The information provided will be used to determine qualification for licensurs, per Section
2080 of the Business and Professions Code which authorizes the collection of this information, Information regarding the issuance or
denial of a license by the Board may be transmilted to any other medical licensing authority or the Faderation of State Madical Boards.

Applicants have the right to review their application subject 1o the provisions of the Information Practices Act, The Program Manager
of the Division of Licensing is the custodian of records.

NOTAHIZMION PORTION

wwreor L IFOR W 18
COUNTY OF 57’4/0 ﬁ?ﬁﬂ/&/.ﬁ‘dﬁ

Farinw  Paor Metoe B _

FRINT FULL NAME OF APPLIGANT being duly swom, says . hels the person refened

I in the foregoing application for a physician and surgeon's cerificate In Cal:fomuaaﬁlhat ——he hag carefully read and thoroughly understands all the

requirements therein and that the statements made herein and all attachments are true and comect under penalty ofpe;iuuyunderﬂ‘relawsofmesmd
Caiifomia.

———He requests that the Division of Licensing, Medical Board of Caiifornia, inftiate a review of the records to detesming thair lngiaﬂny for examination,

postgraduate training or licensure in Califomia. In making this request, he authorizes the release of any Infonmiation or records held by anyindividualor

agervy, relative fo thelr training and qualiications as a physician and su ?ﬂ, upon request by the Board for use in evaluating thefr file.

Signature l:d‘ %te FUUJnama nof Inifials)l

Signed and swom to before me this jgmﬂ\dayof FE BRoAARY // %{7_‘2—2_

, Signature of Nofary Public j i pn iz
'"‘mmsgﬁ@l : . Address /L3R L & vowve S7 SFG %,y; 2

g N e : My commission axpires 7 /4 Xo . /Q ? ‘;y
JVL;-&MW‘
07A-100 (REV, 4/96) A : ’
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‘ ~n7u'u' Oy
STATE OF CALIFORMIA--STATE AND CONSUMER SERVICES AGENCY e

I rr""';“l-’r: a1 ‘js..ln. PEVE WILSON, Govemor
AL U\JHH
q_u MEDICAL BOARD OF CALIFORNIA UF CALIFCTMIA
it of 1426 HOWE AVENUE, SUITE 54, SACRAMENTO, CALIFORNIA 95825-3236
{916 V206411 STHAR )0 AM 8:48

CERTIFICATE OF MEDICAL EDUCATION

MEDICAL SCHQOOL: DO NOT COMPLETE IF PHOTOGRAPH OF APPLICANT/STUDENT IS NOT ATTACHED BELOW.

This certifies that \fff»/ Fove PeHus
‘ . e LA-JJ.S-DDWNE- FULL NAKE OF APPUCANT _

of 59 ¢ Sﬁnﬂw m..ng £A_ enrolled in Fir m/m;i - mf;;'f Hsr |
of BesTon - nl::m onthe 4 doy of Septem];i:m ‘9?.3, /

and was granted the following credifs onenroliments ~ ” o

Premedicol Education.  Two years of preprofessional pestsecondary education, including the subjects of
physics, chemictry, and biology (Business and Professions Code Saction 2088).

EDUCATIONAL INSTITUTION

Advonced Credits.  Credits previously obiained at an approved medical school.*

MEDICAL SCHOOL TOTAL CREDITS DATES

The undersigned fusther certfios thet the records of this insifution show that __he attended in this insitution _E0UT

yearsof
resident instruction of %ﬁ?ﬁ"_ weeks each, completing at least 4,000 hours, of which at least BC percent uduul attendance isre-

quired, in the subjects set forth hereunder {Business and Professions Code Section 2089), and that

- [ TN = o
S ewd  EEIL
(@ _he wos granted the degree Badmlor/l)odorof Medicine by Harvard University - = o
OR =3 x s Imir I
== O _he withdrew from & 5 =7y L0
the above-mentioned medical school on the 8 day of June 12 95 = I N9a ‘¢
TR ooy SR oft ;‘ : r ,;
=i fﬂ. i:_
Anclemy ml;;y vaent:w medk!ne, including NurrnlEE § ‘i-’; ‘Ekg!!}‘ﬁ |
Obstetrics and Gymecoko b n il gl
Rmfmlogy includmg Iladlumﬂ Safety Human Sexuclity as dofined in Sedm 2090 M:rummd:my 2 @ .'Légf,“_ﬂ -
Tropicel Madi Medicine Chikd Abwse Detection and Tmmmmn_g Ln A
Becheray ooy im0 Orthopedic urgocy Puckotrtn & @ 7
v rology .
Fotkology, % cme Irsmnl jictry .
ittt o oo™
Signed and the college sedl affixed this_3.__ dayof _ March _ q9 97
BY
Carol- A.%Duffey, Re ar MEGIBENT, SECTETARY, DEAN

Medical School Seal MUST Be Imprintad Parfially on the Photograph.

TRANSCRIPTS OF PREMEDICAL EDUCATION, ADVANCED CREDITS, AND MEDICAL
SCHOOL CREDITS MUST BE SUPPLIED WITH THIS CERTIFICATE

b TR, 7,

win d MUST complatr ann of thoie Terms, If
mhﬂwmmmwdmhmhmmhmmum Nt lat
phatagroph ond oll entries 1 the fomm mud ba orghal.

* Eacly schoal whare prof




MER SERVICES AGENCY

- Sac N MEDICAL ﬁﬁ&% CALIFORNIA
Baparisrmnt o ‘ :
Conmer a%i:&%[{g“{'ﬁhégg‘.&hlf‘i SACRAMENTO, CALIFORNIA 95825-3236 MEDICAL RO

shisioN OF LICEGBRTIFICATE {OF COMPLETION OF
ACGME/CCME PﬁS-TGRADUATE TRAINING

To be completed by the faciiity for every medical sehool ‘graduata' completing postgraduate training in the United
Statas or Canada. Do not.complete if photograph of applicent Is not attached on the reverse side. Also, pleass print
or type information-on the form. - - v : )

PARY 1: To be completed by applicant/traines,

oo M ¢ flug i ‘ m"‘ Jons/ . =~
Cumont. ?A/S Asﬂsqﬁ,g—'_' Nembir: € )

PART 2: Tobe comple:d by taciiity.

26 at -?5://:'7

T S'Wte: CA

Comiplation of this form will cartify that jhe individual named in Part 1 abova and whose phetdgraph is attashed to this form, formally completed
an accredited postgraduale training progfarm a1 this facility. The following information is provided to certify “satiglaciory” completion. Sen reverse

side of Form for definition of “satisfactory”.

Nome of Facility, = -Hpiversity of California s San Franciszco
. <

Addrass of Faé!lnyz 305 Parnassus Ave., Box 0132, San Francisco, CA 94143

Name of . . ' Phons. -~ . .
Progsam Diractor: _ tcfc:f A. Flanagan, M.DL Numbior: (4 5y 476-5192
Signature of . - . Date
| Program Director;. . ) ")\\ yd ks Signed: 7’" ol {9;

List Categoric&H-8picialty _ e ! - , o ‘
Area of Trining’ Date Trai . . — DateTraining

Completed by Trainge: 0B/GYN , Commenced: 6/21/9°  -Completed, _ 6/20/96

If the training wak rotating or transitiona, st in the space provided below, the specific rotations and The numbat of weeks spent in each:

Straight training in OB/GYN . s i

- ¥ e - ot ¥ i
Neta:. Té. quatify. for llcmzfté: in California, applicants who are graduates of a foreign medical school must completa at lsast four months of
frag atgfmﬁﬁung ingenitalmedicine as part of the one-year requirement, Applicants_mio are graduates of a U.S. or Canadian medical school,
vho haytl natdempipted the.dno-yesr of postgeaduate training raquired for licensure by JEiff 1, 1990, must alse complete four-manths of training
Iﬁupgml mvdicing as partof.the one year required for Ncensure. The general medicine iequiremant may be satisfied by actual ctinical practice
eiertlid applinint has dirsct patiant care responsibilities in any particutat epacialty or sub-specialty area for at least four months, If the genaral
medicine requirement is satisfied by training in a specialty area other then famlly practice, internat medicine, surgery, pediatrios or obstetrics and
gynacology, the Program Director must submit a daseription of the type of training in sufficient detaii to allow the Division of Licensing to make

3 determination rogarding is noceptability.

—— - : L3 L



PART 3: To be completed by the Director of Madical Education and affined with the officiai faciity sesl.

Name of Director Phone

of Medical Education; James J. 0'Domnell, M.D. . Number: { 415) 476-4561
Oste Form '

Fecility Name: Univergity of Californbh, San Francisco Completed:  1/27/97

Facility Addrass: 500 Parnagsus Ave., Box 0410

City: Szn Franelsco Simte:  CA - Zip Cods: 94143

The individual aigning this form is formally certifying and documenting, under penalty of perjury, that the physiclan receivad instrustion appropyriste
for the particular postgraduate lavel and that they satisfactorily compieted the training program in aecordance with the dccapted standards and
the criterla defined as equating to “satisfactory” perfermance as described below. in cases whare the Director of Madical Education is certifying

trainea has scquired the skill and qualifications nacessary 1o salaly assume the unrestricted practice of medicing in thie state,

Dedinition of “Satisfactary™: The physician performed at an adequate level based on evidence of satistactory progressive scholership and
professional growth including demonstrated ability to assume graded and incroasing responsibility for patient cars.

e A
| hershy declare under panaity of perjury under the Igws of the State of

California that the above statements are trus and correct and that the

training peagram is approved by the ACGME or the CCME 1o offer the typo

and level of training complated by the appicant and that the spplicant was

trained in an approved ACGME or COME program pesition,

—— b s e e e

nature of Director . ‘1 .
El‘uwmﬁuumlm: AV NS @ rl ", // -
 Bate Signec: - Z-24-P

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

07A-100-L3 {Aev. 2/02) 4 210

the completion of the minimum one-year of traini ng required for licensure, he or she will personally be attesting to the fact that the physician/




STATE OF CALFDRNIA—STATE AND COMSUMER SERVICES AGENCY . T
it inigulunl, bt b oot Bl koo

e CAL BOARD OF CALIFORNIA B{Ary A EATO
%ﬁ?ﬁuu MEDICAL 1426 Hoe\rs AVENUE i)l!ﬂf?}’i?_a Q’;‘:’f”@lcm
C SACRAMENTO, CA PSE25.3236 A URNANCE
T Affairs 1916} 263-2499 97 HAR -5 M gy
CERTIFICATION STATEMENYS0h 0r 1 ey
This is to certify that - ﬂ;}fﬁ/ Pave M c/‘/dG /‘)
{Name of Physician]

is in an approved ACGME-ICCME postgraduate training position that commenced on .

e June 21 ., 19 (Ka and is expected to be completed
on June 20 , 19 99 " in Obstetrics and Gynecology ”
. {Type of Training) .
at University of California, San Frencisco -

{Name and Address of Facility]

503 Parnasgus Aye.., Box 0132, San Francigco, CA 94143

AFFIX OFFICIAL HOSPITAL SEAL
OR NOTARY SEAL IN THE BOX *
' AT THE LEFT,

"1 hereby declare under penalty of parjury under the laws of the State of California that the
above statements are true and correct and the facility is approved by the ACGME or the
CCME to offer the type and level of training completed by the applicant and that the
applicant is being trainad in an approved ACGME or CCME program position.”

Jameg J. 0'Donnell, M.D. - Y
TTvpe o print name of Director of Medical Education]

] R ) - . .
| (Signature of Director gf Medical Education) o

2-2%-97 __(415) 476-0561

{Telephone. Number)

NOTE: Do not use this form in lleu of Form L3, "Certificate of Completion of -
ACGME/CCME Postgraduate Training,”

078 10N-TH fRev 12797y ‘




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

From Date: 05/18/2012 To Date: 05/18/2012
ATRISUPPINF
23-MAR-16 15:20:15
Person Id : 545827 Name:  Mchugh,John
Question Answer
| Have Gompleted Cme And Can Documant Not Less Than 50 Hours Of Approved Cme For The Two- YES

Year Period Immediately Preceding The Expiration Date Of My License. Or | Meet The Conditions
Whlch Would Exempt Me From Al Or Part Of The Reqwrements
: pl

IAm Exempt From The Completion Of 12 Hours Of Pain Management And End-Of-Life Care NO
Continuing Education Reguirement Because | Am A Radlolog:st Or Patholog|st

lite CApPIT
Enter Name/AcIdress Of Faclllty Where You Or Your Immediate Family Hold Financial Interest. Type NONE
"None", If None Hald,
| Cartify U

plicatior
| Have Read My F‘roflle On The Medlcal Board Web Site At Www.Mbc.Ca.Gov And Acknowledge The YES
[[@forma on ed Therein As Current And Accurate

Total Questions Asked For Person : 545827 8

Page 9 of 117



5/14/14 4:15 PM Page 10of 3

License Type: Physician and Surgeon A

License Number: 62804

File Number:

Application: Physician's and Surgeon's Renewal

Application Number:
Application Date: 05M14/2014 (mm/dd/yyyy)

First Name: JOHN

Middle Name: PAUL

Last Name: MC HUGH

Birthdate: (mm/dd/yyyy)
Gender: Male

B
License Related Addresses
Confidential Address {(Optional)
Name: MC HUGH, JOHN PAUL

Address:

License Specific Public/Mailing Address {(Required)
Name: MC HUGH, JOHN PAUL

Address: PO BOX 157
CORONA DEL MAR, CA
926250157

E-mail Address:

d your license, ha
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?

(NE AT T TR T
1400109312720




5/14/14 4:15 PM Page 2 of 3
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 finarcial interests to disclose.

Are you retired?

Activities in Medicine

Patient Care Practice Location
Telemedicine Practice Location

Patient Care Secondary Practice Location
Telemedicine Secondary Practice Location
Current Training Status

Areas of Practice

Board Certifications

Postgraduate Training Years
Cultural Background
Foreign Language Proficiency

Web Site Profile

Biennial Renewal Fee

No

Administration - 20-29 Hours

Patient Care - 20-29 Hours

Teaching - 1-9 Hours

Zip: 92701 County: ORANGE

Zip; County:

Zip: 92404 County: SAN BERNARDINO
Zip: County:

Not in Training

Obstetrics and Gynecology - Secondary

American Board of Obstetrics and
Gynecology - Obstetrics and Gynecology

4 Years

White

Spanish

Cultural Background - No

Foreign Language Proficiency - Yes

Gender - Yes

$783.00

0 ORISR TMONL IR R
1400709312720




5/M14/14 415 PM Page 30t 3

DUE TO CURES FUND ' $12.00

Steven M. Thompson Physician Corps Loan $25.00
Repayment Program '

Total Amount Due: $820.00

Applications are not considered submitted for processing until payment is received

| declare under penalty 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:

(AR T
1400109312720




WY RTH @ SRLIFISR ML

LA TRARNT UF RENALIANN ARPaINE

Department of Consumer Affairs

RECEIPT
445159

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

Name: MC HUGH, JOHN PAUL
Transaction Date: 05/14/2014 16:16

Application Number:

Complaint Number;

License Type: 8002

License Number: 62804

Payment Description; Physiclan'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 licensee/applicant.

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




