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Q> \%C/\mo@F Loreon Douc/\ -
1. Mame: Lasf First : Middle 0 0 \? 6 3 i

Bysc ol Lovens  Doud

2. Other names you have vsed {include maiden nome): | 3. Social Security Number
See disclosure statement on L1C
< |

4. Address:  Mumber ond Street /Rural Route {include opariment aumber, if any)

VA DLk e, Ave

City Steite ZIF Code Country
g ; - -
VeV CA qz003 SA
5. Telephone Number:  Home Work &. Date of Birth:  Mo/Doy/¥r | Place of Birth:
‘r b Bt - ) :
~ o P . o .
7. Sex: g‘ Female 8. Are you a U8, ditizen? g Yes [l Ne
i you are o Foreign Medicat Groduate, you must provide an original Certificate of Moturalization, Declaration of
O matke fntent fo bacome a U.S. citizen, or ¢ Full uvarestricted ficense fo proctice medicioe in o stoie.or coundry.

9. Hove you ever filed an application for examination or licensure in California? IO Yes w Mo

1 YES, give date previous application was sbmitted:

10. List name and address of all colleges or universities attended where pre-professional, postsecondory instruction was recsived.
Please submit on official sealed transcript for each schéol attended.

. Name | Add Period of Attendance

T R L Mol S . B L, . P ,

Mo/ Califonn Sordaeckee | UeSe | SE. A rﬂ?gl o - From (Mo/Ye} . To Mo/¥r)
9185 Ligg

- w

10.a Check whether the following premedical courses were successfully completed and show where completeci-

Course Yes Mo Naome of College or University |
Chomistry I VA J.C . _Somis SRR
Physics Vf 3 Y
Biology or Zoolegy \/ =4

1. List name and address of off schools where professionat medical instruction was received. Submit an originat Certificate of
#edical Education {Form L2) and official sealed transeripts from each school attended.

- Pleice Where I T pariod of Attendance
' Mame . | Address . Insfruction Received From{Ma/Yr) To (#a/Ye)
U2 e S Unluisig (520 B. Gonfle WS Soholofped . (8189 | blaz

Sl of astitie| DeArort; il

12. Dodor of Medicine Degree granted by: (Sﬁbmit originat medical dipfoma and o photocopy; Note, a U5, graduufé may, in leu of the
original, submit an officicl certified photocopy that has the school seal affixed on the signature of the regisirar certifying outhenticity.}

Mame of Medical School Address of Medicat School Exact Date of ksughce ' SChOOl Code

wbaj;\g/%{@\»g/ Ummw 500 & Canbredd bllo] 93
m\ Glf»r(m Posol , ML G801
MNOTE: APPLICA M ROV[DE NAME ADDRESS AMD DATE OF ISSUANCE OF DEGREE.

WA (REV.7/91)




13. Have you taken any pi the following written examinations: Notional Boards, other Staie Boards, FLEX, ECFMG Certification?

H YES, list nome, location, date and result of examinafion. Submit certitication of scores from eoch exsmination
agency, Applicants who hold ECFMG ¢entification will need 1o submit an original volid ECFMG certiticate for exomination

ond licensure.

MBC LSE OMLY
WRITFEN'
E%AMNAWON

w Yes

O ~e

Nome

loccmon

Date

Result

w@m@ > 4

wS‘\J chrol u? t»ui

’b)mon

USILE Step R

SO A UrdV

7oz

uSMLE 42D 3

= (as

{Mote:

H# YES, list nome ood address of alt fuciliies, Submi aa originol Certificate of Complation of ACGME Postgraducte Yraining (Form 13) from eqch facility.

14. Have you satisfactorily completed ot least one'yeor of quolifying postgmduar,e training in U. 5 or Canadian facilities?
Do not complete Form L3 (s} 1o decument iraining received in research or clinigal fellowship progrums) o

Tes B Mo

N Add T FServi Period of Attendance
ome ress YPe of Sefvice . From (Mao/Yr) To (Mo /Yr)
. ‘ . - = [ 0
\ m@mm@mw B2 LoveVists  |Trvecoshgg /93 correnyy

Verigs  caq3on3

QUESTIONS [44-23 For any pesitive response fo these guestions,

any decumentation regarding the matier.

applicant should provide, in addition to written explonations,

14A. Hoow you ever withdrown from, or been suspended, dismissed or expelied from, a medical school or postgradusrte

fraipurg progrom?

Yes , No
15. Have yoo been licensed to pracﬁce medicine in any siate or country? Yes Mo
H YE" T3t L ¢ e or country, license number, date issued and datas of prociice in issving agency's jurisdiction for each. Submit a Letter oi Good Stcndmg from

eoch stz o whch you are licensed or have been ficensed, Please include i‘empemry, ilmﬂed or prowsacmal fizenses.

Stetgor Country

License Number

Date of Issuance

Dot of Practice in bssuing Agency's Jurisdicion

From (Mo /Y5 To {Mo/Yr)

P

16. . Has any disciplinary action ever beeniled or token regarding oy healing aris license which you now hold or have ever held?
Include eny disciplinary actions by the U.5. Military, U.S. Public Health Service or other U.S5. federol governmental entity.

If yes, give detoils below,

Yes No

State

Drnia

Charge

Disposition

-

FAI0D  (REV. 779D
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rmission o practice medicine de any other healing orts, or permission_to fake on

examinanion in any stote, country, or U3, federal jurisdiction? : . es' No

¥ yes, give details below.

State or Country Date of Derdal Reason for Benial

18. Have you been charged with unprofassional conduet or any other unlawlul activity by ony healing arts ficensing authority or
by the U.S. military and ore aweifing final disposition by that body? You must also list any pending actions or accusations.

Yes Mo

19. Have you ever voluntarily surrendered a license to practice in the healing arls in ancther state? . Yes Ho

20. Have you ever had statf privileges in a hospital denied, suspended or revoked, or resigned from o medical siaff in Fieu of
disciplinary action? v Mo
<5

21. Are you now, or were you in the past, addicted to or treated for addiction fo controlied substances <uch o= narrotics. or
atechot? ¥ Mo

r

27. Have you ever been convicted of, or pled nolo contendere fo a violation of any federal, state or local law relating fo the

manufecture, distribution or dispensing of controled substances? Yes N
1 yes, give details bebovs. )
Violation and Location Date ) Penuliy or Disposition

or or felony of any skate, the United’

23, Have you ever been convicted of, or pled nolo contendere to any offsiise, misds :
S

States, of o fqreign; country? (Sxtept vielations of iraffic laws resuliifig in fines of:
YOU ARE REQUIRED.TC LIST ANY COHV

1203.4 OF THE PENAL CODE OR U
THE DETAILS OF THE ‘DFRENSESS ALSO,
i yes, give details betow.

ANY OTHER PROVISION OF LAW.IA SEPARATE LETTER EXPLAINING
UIRED, N, ADDITION TQ CERTIFIED, COURT DOCUMENTS.

by

Viclation and i.ooﬁ‘lmn Pemw or Dispesition

VICTION THAT HAS BEEN SET ASIDE AND DISMISSED UNDER SECTION ~

“Disclosure of your sodial securtty number ¥ mandatory. Section 30 of the Business and Professions Code and Pub. L 94-455
(42 U.S.C.A. 405 (<) (2) (C)) authorizes collection of your soclal security number. Your. sodal security number will be used
exclusively for tax enforcement purposes, If you fail to disclose your sociat security numbeér, you will be reported fo the Franchise
Tax Boord, which may assess a $100 penalty ayainst you.” : :

G7A- 100G (REV. 7/91)




! hereby declare under penalty of perjury under
the laws of the State of Cadlifornia, thot the phato
of myself attached hereto, was ioken

~-on-orabout e —— 19¢
my age then being.: . yBars;
color of hair  _ SN
.
,Q color of eye [
height.  _f. - Jin.;
B vegight  _ _lbsg o
identilying marks . o —_—

3%7 x 57 Black ond White
NOTE: AH #ems in this application are mcnd&?ory, none are voluntary. Failure to provide any of the requested information will resah‘m ﬂla_appircm:on
being rejected as incomplete, The information provided will be used to determine qualification for licensure, per Section 2{}80 of the Business

end Professions Code which authorizes the collection of this information. Information regarding the issuance or denial of a ligense by the Board

may be transmisted to ony other medical licensing autherity or the Federation of State Medical Boards. Applicants have the nghﬂo review thelr

B gpplication subject 1o the prov.smns of the Information Practices Ach. The Program Menager of Hhe lesaon of Licensing is fhe cus%odncm of

T - records.

NOTARIZATION PORTION

STATE OF C:a’}\(\ 'qu“;a
county or _MeAOYU 2

N Mgt e

L—O%@‘ DOUGR. a(]?u‘ S rgﬁi O KPPUICART being duly sworn, says S he is the person referred fo in

the foregoing upplication for a physicion and surgson’s cerfificate in Califomia and that 2 he has carefully read and thoroughly undersiands alf the
requirements therein and that the siatements made herein and ofl atiachments are true and correct under penaliy of perjury under the kaws of the Siate

of California.

S He requests that the Division of Licensing, Medical Board of Califernia, initicte o review of the records fo de'termme their eligibility for examinaiion,
postgraduate training or licensure in ‘California. In making this request, S he authorizes the release of any information or records held by ony individuel
or agency, relative fo their troining and quaiifications os @ physician and surgeon, upon request by the Board for use in evalvating their file.

Mkﬁﬁ{ (Write JULL name, not inﬁin&s)r

Signed and sworn 1o before e this ‘3' day of S&QA&W\OW " ﬂ fal ﬂ . //7 ., 199.{"_

@WM&%

O7A-IR0 ARV 7o i !
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STATE OF CALIFORNIA—STATE AND CONSUMER SERVICES AGENCY : __PETE WALSON, Govemor

MEDICAL BOARD OF CALIFORNIA

Stobe of

 Cailicamin "
%wd 1426 HOWE AVENUE, SUITE 54, SACRAMENTO, CAUFORMIA, 95825-3236
. Conisutiner (916} 9206411

CERTIFICATE OF MEDICAL EDUCATION |

MEDICAL SCHOOL, DO NOT COMPLETE IF PHOTOGRAPH OF APPLICANT/STUDENT 1S NOT ATTACHED BELOW.

s corisahar L0 Ceon DOV G {sohnoftE

of 7 _ o eqroliedin ngtﬁ&“ A M

ADDRESS WHEN ENROILED ’ v NAME OF MEDICAL SCHOCL

—E@w}b\ l’Y\I’- — onthe 22 day of O‘N#%‘ 19%—\/

' LOCATION

and was granted the following credits on enrollment:

Prgmgdicul Education. ~Two years of preprofessional postsecondary education, including the subiécts of
physics, chemistry, and biclogy (Business and Professions Code Section 2088).

QORI Calr e Sk Corhia L s =I5

Advonced Credits,  Credits pww obtgined at an approved me’{licul school.*

o~ mf o
' Py Feeanr? Ta)
MEDICAL SCHOOL - © TOTAL R ) DATES !

The undersigned further certifies that the records of this institution show that S he attended in thi l'nr.-:ﬁﬂ.iﬁon _‘—;al_l:—f’gz ye'f} of
i ; . Eanr : - b 7 b
resident instruction of ____h_fourof_ 22LS JEEER each, completing at least 4,000 hours, of which ot least 80 perce&ﬁt?’ ol attendance ® re-

q‘ﬁ%df in,‘h? SUbleds set forth hereunder (Business and Professions Code Section 2089), and that  fite. L0 e ;J“FRSE
o T b vk o o oo Bl St o HeBG o vl O HE
7 —he withdrew from ﬁ : 1 ﬂ
~ the above-mentioned medical school on the == day of Wh@z : 19 2
. W/ MONTH
Anatomy '
Ol 1 Dermatology Preventive medicine, including Nutrifion
Obstetrics and Gyneco Embryology Physical Medicine
Radiclogy, includi Iggy - Histalogy . ) Therapevtics
Tropical Mods ding Radiation Safety Human Sexuality as defined in Section 2090 Neuroonatomy
'ogr ine Medicine ChildAhuseDefedionondTreahﬂenf
Physiology Surgery, including Orthopedic Surgery Geriatric Medicine
Urology : _Pedioteics
Psychiatry .7 Phamacology
Meurolegy - - T e o o Anecheda

4

Signed and fhe college seal affixed ﬁisH day of OCTOBER __ 19 94

Medical School Seal MUST Be Imprinted Portiﬁlly on the Photograph.

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

"Endudvodﬁwmpwhﬂad@dhﬂrﬁﬂbﬁ%m&wdﬁ\lﬁT:mhbmoﬁﬁw‘m.Il
mere Mmmﬂmmﬂ,m@nfﬁ%hmqqhmﬂmd.mm
ﬂmuﬂdnﬂﬂeﬁhﬂnmmhm. .



STATE OF CALIFORNIA—~STATE AND CONSUMER Sw.,vICza AGENCY T PETE WILSON, Governor

< : stoot MEDICAL BOARD OF CALIFORNIA

‘\"W‘mw 1426 HOWE AVENUE

Consumer SACRAMENTO, CALIFORNIA 95826-3236
Aflairs :

CERTIFICATE OF COMPLETION OF
ACGME/CCME POSTGRADUATE TRAINING

To be completed by the facility for every medical schoo! graduate completing postgraduate training 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 completed by applicant/trainae,

Last Name N i Middi

Of Trainee: B \%CN\O‘@F :I;s:,e; Lolres~a Inirtial:e !D
Currant , ) Ph e - A

Address: \ & \ Duke Aae. ' Numbor: -
city: \ 2O State: O/ Zip Code: G 20073

PART 2: To be completed by facility.

Completiqn of this form will certify that the individual named in Part T above and whose photograph is attached to this form, formally completed
an accredited postgraduate training program at this facility. The foliowing information is provided to certify “satisfactory” complstion, See reverse

side of Forn for definition of “satisf .
VENTIUIRA COUNTY MEDTCAT. CENTER ﬂ{[/

A4

Name of Facility:

Addvess of Facility: 3291 LCOMA VISTA ROAD VENTURA CA 93003

Name of ) Phone
Program Director; LANVAED K. DTAT, Number: { gnsl  g52-g228°

M .
pAOCH -
. Signed: g /23/94

A f Training é CONTINU RESIDENCY THRQI,J(;;Hr 6/ 30/9¢6
oo oy Maineg; ..., FRMTI PRACTICE B S Doy

Signature of
Program Director:

List Categorical SpecMy

If the training was rotating or transitional, list in the space provided below, the specific rotations and the number of weeks spent in sach:

13 ROTATIONS 4 WEEKS/ROTZLTION '
*; ORTHOPEDICS; PEDIATRICS; SURGERY; COMMUNITY MEDICINE; MEDICINE; OB/GYN;

DAY EMERGENCY ROOM; OB/GYN; SURGERY; MEDICINE; SPECIAL ELECTIVE; PEDIATRICS/ICN
MEDICINE . ‘

, lify-for licensure’in California, applicants who are graduates of a foraign medical sehool must complete at least four months of
postgraduate trdining in general medicine as part of the one-year requirement. Applicants who are graduates of a U.S. or Canadian medical school,
whg have not cemplsted the one-year of postgraduate training vequired for licensure by July 1, 1990, must also complete four-months of training
in ‘generdl medicine ‘as partof the one year required for licensure. The general medicine requirement may be satisfied by actual clinical practice
where the applicant has direct patient care responsibilities in any particular specialty or sub-speciaity area for at least four months, If the general
medicine requirement is satisfied by training in a specialty area other than family practice, internal medicine, surgery, pediatrics or obstetrics 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}

07A-100-L3 {Rev. 2/92)



PART 3: To be completed by the Director of Medical Education and affixed with the official facility seal.

B e Bt o LANYARD K. DIAL, M.D. rore . (805, 652-6228
Facility Name: VENTURA COUNTY MEDICAL CENTER oo, 9/23/94
Facility Address: 3291 1OMA VISTR RCAD

City: VENIURA State: fary ' Zip Code; é%nm

The individual signing this form is formally certifying and documenting,"under penalty of perjury, that the physician received instruction appropriate
for the particular postgraduate level and that they satisfactorily completed the training program in accordance with the accepted standards and _
the criteria defined as equating to “‘satisfactory” performance as described below. In eases where the Director of Medical Education is certifying
the completion of the minimum one-year of training required for licensure, he or she will personally be attesting te the fact that the physictan/
trainee has acquired the skili and qualifications necessary to safely assurme the unrestricted practice of medicine in this state.

Definition” of “Satisfactory™: The physician performed at &n adeguate level based on evidence of satisfactory progressive scholarship and
professional growth including demonstrated ability to assume graded and increasing responsibility for patient care.

| hereby declare under penalty of perjury under the laws of the State of

California that the above statements are trus 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.

/ A
S;'gnature of i}iréctor mﬁ’\/ @_(LO m Z .
of Medical Education: .
77 ! '
Date Signed: SEPTEMBER 23, 1994

PI.EE%SESEEA‘I’]?ACEEDLEH’ERS/BV

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

07A-100-L3 {Rov. 2/92)
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L . (I,' . -
STATE OF CALIFORNIA—STATE AND CONSUMER SERv..c8 AGENCY ‘ PETE WILSON, Governor

- MEDICAL BOARD OF CALIFORNIA
e 1426 HOWE AVENUE, STE. 54
Con:-.mner SACRAMENTO, CA 95825-3236

(916) 263-2499

CERTIFICATION STATEMENT

This is to certify that OV &N \fﬁ;sfohvﬁr ___isinan approved ACGME/CCME postgraduate
{Name of Physician}
training position that commenced on Edll . 19 93 andis expected to be completed -
| on (o Caeni i hw_gﬁofhu
' o {Type of Training)
at \Jerrhnusay Coor\W Nedicd)  Center | 9"(/
{Name and Address of Facility)
LA Loma yEeta JOONTWD  CA 3003
{AFFIX OFFICIAL HOSPI

SEAL OR NOTARY PUBLIC-SEAL)

PIEE?%SESEEATPACZI-]EDI.ETI‘E!RS/

1 hereby declare under penalty of perjury 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
trained in an approved ACGME or CCME program position.

LANYARD K. DIAL, M.D,

Type or print name of Directar of Medical Education

Vel @i

SIgnatM Dlrﬁctor of M?ncal Education

SEPTEMBER 23,1994 (80R) 6526228 . .

Date Phone Number

NOTE: Do not use this form in lieu of Form L3 “"Certificate
of Completion of ACGME Postgraduate Training”’

07A-100-L9 (Rev. 12/92)



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

From Date: 06/14/2012 To Date: 06/14/2012
ATRISUPPINF
24-MAR-16 11:42:00
Person Id : 619013 Name: Russo,Lorena
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 | Meet The Conditions
Which Would Exempt M_evFr‘cg% All Or Part Of The Requirements

I Am Exempt From The Completion Of 12 Hours Of Pain Management And End-Of-Life Care
Contmumg Education Reqwrement Because I Am A Radmlogmt Or Pathologist

Applie
Enter Name/Address Of Facnllty Where You Or Your Immediate Famlly Hold Financial Interest. Type NONE

"None", If None Held.

Total Questions Asked For Person : 619013 8

Page 50 of 100
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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 SEPTEMBER 30, 2014
RUSSC, LORENA B G81050 08/31/14 $820.00  $898.00
ij,ICENSEE MUST CHECK CORRECT BOXES Y SIGNATURE REQUIRED
H Completed Continuing Education © I declare under penalty of perjury under the laws of the State of California that all

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

"B Ci f Address (fill i s sid :
[ Crange of Address (fll in reverse side) i attached hereto, are frue, complete and accurale.
i

D Conviction Disclosure — Yes

" IE/ Conviction Disclesure -- No

<

1

' |:I Family Physician Training Program ($25) it TR o R -
ENTER YOUR PHONE NUMBER FOR REFERENCE;
d |:| Finaneial Interest Statement- : )

Q

L N A —

!:.E{EI].EI?DDEIEIEI?EIDEIEIEDDDEJL‘DEU?DLDBBLLHDDE]E:EDDDDDEIE:“IBDEI

CHANGE OF MAILING ADDRESS RUSSO, LORENA B 81050

S5 LEEPLY ZOeRLIER ASGIBElA

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

L L L LV T T T T T T T T I T T I T T LTI T[]
L TP PP T T T T T T T T T T T T T I T LTI T T]

City State Zip

T PR I T T T 0 LI T -C T

PO Box (if used, must provide a confidential physical sireet address, above)

HENENEEREREEEEEEEN e

City State Zip

ill_lll.IIIIIHIIIII'IIITlllllllll—lli.lll




