r _:i‘)é:TE OF CALIFORNIA—STATE AND CONSUMER SE%AGENCY GEORGE DEUKMEJIAN, Governor

DEPARTMENT OF B D OF MEDICAL QUALITY ASSURA
: 1430 HOWE AVENUE, SACRAMENTO, CALIFORNIA 95825
(916} 920-6411 f

ol
APPLICATION UPDATE FOR EXAMINATION OR LICENSURE [ D\

. Read all instructions prior to completing this application. All questions on this application must be
T * answered, end all supporting documents must be submitted with this application including Form L7.

Please type or print eatly. When space provided is insufficient, attach additional sheets of paper. BMQA USE OMLY

1. Nan“%e' _ , Last ‘ F'irsf Middle
C_TORBATI | KAMRAN  —

2. Other hames you have used:

3. Address: Name and $treet/Rural Rovts (inchude apartment number, if any)

Broksaly  13HA0HATTERRS 5 4 904

City State ZIP Code Country
TARZANA ___CA 41364 U4
4. Telephone Number:  Home Work | 5. Social Security Number (See disclosure statement on reverse)
. L - e =
6. Have you recsived qualifying postgraduate training in U.5. or Canadian facilities? @ Yes O e

if yes, list name and address of all facilities, Submit an original Certificate of Complation of ACGME Postgraduate Training (Form L3} from each
facility if this has not been provided praviously, .

Peried of Attendance
From {Mo/Yr) To (Mo/Yr)

ASfUSE Metieal Cenieyl Los Anpeles. ¢ b Zﬁ?@%,}»ﬂ{ w Mtk T-95 ¢ .39
/47’?42/ Hﬁf}ﬂa'?}/ DETRD 1T Mﬂ'é{{;{;’fﬁw igeﬁ’ah";”?, o, ﬁﬁf}'g}fﬂ 7. 89 ‘}7,@}{&4/7”

MNome Address Type of Service

7. Have you been licensed to practice medicine in any state or country? X ves O ne

If yes, list stote or country, license number, date issued ond dates of practice in issuing agency’s jurisdiciion for each. Subinit a Letter of Good
Standing from each siate in which you are licensed or have been licensed if requested or if this has not bean pravided previously.

Dates of Practice in lssuing Agency's lurisdiction
From (Mo /Yr) To {Mo/Yr)

MicHr AN 4301055016 7. 95 7. 90 Presen? |
as 06’(3;{;0 LesifenT |

State or Country license Number Date of lssuance

8. Has any disciplinary action ever been taken regarding any healing arts license which you now hold or have ever held?
Include any disciplinary actions by the U.S. Military, U.S. Public Health Service or other U.3. federal governmental entity.

Yes " Neo If yes, please explain on a separate sheet of paper. Includs the date, charge and disposition.

9. Have you ever been denied a license, permission to practice medicine or any other hedling arts, or permission to take n
examination in any state, country, or U.S. federal jurisdiction? Yes Ne

If yes, please explain on o separate sheet of paper, Include state or country, dafe of denicl and reason for denial.

10. Have you been charged with unprofessional conduct or any other unlawful activity by any healing aris licensing authority
or by the U.S. military and are awaiting final disposition by that body?
!

Yes No If yes, please explain on a separcte sheet of paper.

11. Have you ever voluntarily surrendered a license to practice in the healing arts in another state?

Yes No If yas, plaase expldin on o separate sheet of paper.

12. Have you ever had staff privileges in a hospital denled, suspended or revoked, or resigned from a medical staff in liev of

disciplinary action? Yes No If yes, please explain on a separate sheet of paper.




[ BMQA USE ONLY

13. Are you now, or were you in the past, addicted fo or treated for addiction to controlled substances, such as narcotics or
alcohol? Yes No If yes, please explain on o separate sheet of paper.

14. Have you ever been convicted of, or pled nolo contendere to a violation of any federal, state or local law relating to the
manufacture, distribution or dispensing of controlled substances, or to drug addiction? Yes No
i yes, please explain on o separate sheat of paper. Include the viokation, locetion, date, and penalty or disposition,

15. Have you ever been convicted of, or pled nolo contendere to any offense, misdemeanor or felony of any state, the United
States, or a foreign country? (except violations of traffic laws resulting in fines of $75.00 or less. )
Yes . Ne If yes, please explain on a separate sheet of paper. Include the violation, location, date, and penalty or disposition,

You are required to list any conviction that has been set aside and dismissed under Section 1203.4 Penal Code or under any other
provision of law.,

“Disclosure of your sacial security number is mandatory. Section 30 of the Business and Professions Code and Pub. L. 94-455 (42
U.5.C.A. 405(c) (2) (C)) autherizes collection of your social security number. Your sodial security number will be used exclusively
for tax enforcement purposes, If you fail to chsclose your social security number, you will be reported to the Franchise Tax Board,
which mety assess $100 penalty against you.”

| hereby declare under penalty of perjury under
the laws of the State of California, that the photo
of myself attached herefo,,wc:s taken

o.n orabout - 19- ,
my age then being__ e YEQIS;
color of hair i

color of eyes__ - —
height...._.. _ f_— __in;
weight___ T Ibs.;

identifying marks .

STATE OF 4 /zg‘rz.& ' )
}
county o __ WAy \

/< A M /2 /3 N f /?F A/ ‘-Z being duly sworn, says X.he is the person referred to in

the foregoing application for « physnc;c:n and surgeon’s certificate in California and that 4 he has carefully read and thoroughly understands afl the
requiréments therein and that the statements made herein and all attachments

e-freg-apd correct under penalty of perjury under the laws of the State
of California. M-:’

& .»{

Slgncﬂure of applidan¥in FULL (Do not US@LS(ONL‘YT(

Signed und sworn to before me this o day of —A‘Q@@..

[SEAL

?%[dbilﬂi; 7 W

Signature of Notary Public

: : . My commission expires mw /'¢ / 494&‘

NOTAF&F&J“RQ!?‘«[’ M, WALTZER
BLG - MACCHE COUNTY, MIGH,
MY COMMISSION EXPIRES 05 14 aq 1

B8 47759 .
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|
STATE OF CALIFORNIA-—STATE AND CONSUMER SERVICES AGENCY GECRGE DEUXMENAN Goverror

BO‘ OF MEDICAL QUALITY ASSURAN
1430 HOWE AVENUE, SACRAMENTO, CALIFORMIA 95825
(916) 920-6411

APPLICATION FOR EXAMINATION AND UPDATE

Read all instructions prior to completing this application. All questions on this: application must be
answered, and all supporting documents must be submitted with this application including | Form 17.

Please type or prmf neatly. When space provided is insufficient, attach additianal sheets of paper,,
R

DEPARTMENT OF

. This request is made in connection with an application now on file with this Board for:
(4. A. Permission to take the following examination: Egvd'wfﬁ gxaml o?soz(
h reciprocity written l‘{-mncmon

P2 orat and clinicat examination
A B. Update of my application ‘

2. Name Last First Middle

JORBATE KAME AN -

3. Other names you have used:

" 4, Address:  Name and Street/Rural Route (include apariment number, if any) ]
4% New I’)?aflﬁj adidiss r | Shhe HAT7ERAS 57 H dok ,_<;4(/
) — City State ZIF Code

Country
—7 , .
TARLANA A 1135 4 .5 A
5. Telephone Number: Home Work ' 4. Date of Birth:  Mo/Day/Yr
7. Haove you been licensed to praciice medicine in any state or country? B4 Yes  Ne

If YES, list state or country, license number, dete issued and dates of practice in issuing agency’s jurisdiction for each. Submit a Letter of Good Standing fro
ecch state in which you ore licensed or have been licensed.

Detes of Practice in lssuing Agency's Jurisdiction
From (Mo/Yr) To (Mo /Y1)

. Israe/ R/ org Lt d90.95 - Mo

State or Country License Number Date of Issuance

8. Has any disciplinary action ever been 1qken regarding any healing arts license which you now hold or have ever held?
include any disciplinary actions by the U.5. Military, U.S. Public Hedlth Service or other U.S. federal governmental enhiy

L ves E No I yes, give details below:

State Pate Charge Disposition

9. Have you ever been denied a license, permission fo practice medicine or any other healing arts, or permission to take an
examinction in any state, country, or U.S, federal jurisdiction? Yes No
If yes, give details below:

State or Country Date of Denial Reason for Denial

10. Have you ever voluntarily surrendered a license to practice in the healing arts in another state?

Yes No if yes, please explain on & separate sheet of paper.

11, Have you ever had stuff privileges in o hospital denied, suspended or revoked, or resigried from a medical staff in fieu of
disciplinary action? -~ Yes . Mo If yes, please explain on a separate sheet of paper.

07 A-43 (Rev. 1/88)




12. Are you now, or were you in the past, addicled o controlled substances, such as narcotics or alechol?

Al

Yas No

13. Have you ever been convicted of, or pled nolo contendere to a violation of any federal, state or local law relating to the
_manufaciyre, distribution or dispensing of controlled substances, or to drug addiction? Yes Ne

s If yes, give details below:

Violation ond Location Date Penalty or Disposition

T4. Have you ever been convicted of, or pled nolo contendere to any offense, misdemeancr or felony of any state, the Unlied
Sfoies, or a foreign country? (except violations of traffic laws resu Ihng in fines of $75.00 or less.}

Yes No §f yes, give detuails below:

Viclation and Lotation Date Penalty or Disposition

You ara reauited ta list anv conviction that has been set aside and dismissed under Section.1203.4 Penal Code or under any other provision of law.

| hearby declare under penalty of perjury under
the laws of the State of Colifornia, that the photo
of myself attached hereto, was token

onorobout____ 7 , 19,

myagethenbeing...  years;

color of hair

color of eyes__.

eight . o Ibs.;

STATE OF _____ e liforuie ' Ty

AT T FLe )
county oF ___ L0S ﬁﬂffif’/f-f )

'fj(f? M % ﬁ e 72‘? /Eg g ﬂ 7:2‘ being duly sworn, says __he is the person referred to in

the foregoing application for a physician and surgeon's certificate in California and that __he hos carefully reod and thoroughly understands afl the

requirements therein and that the statements made herein and all attachments are true orrect under penalty of perjury under the laws of the State
of California. _ _é:d/t/t _

Signature of qu ONLY)
Signed and sworn to before me this _ 20 day of ST S5 .

Signature of Notory Public dm’“” £ &( g
Address /DZDC’ fo‘ J‘M }@( ‘éyﬁ d"‘ 4 ?0@5.3
Ho 24,893 ..

My commission expires

R S U S N )

ISE4 OFFICIAL SEAL

CATHERINE E BERGREN
MOTARY PUBLIC ~ CALIFORNIA

LOS ANGELES COUN

F VTP D nn TARN

B&
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STATE OF CALIFORMIA—STATE AND CONSUMER SERVICESTAGENCY . ! GEORGE DEU@R&@G@@{qb
[

DEPARTMENT OF BOARD OF MEDICAL QUALITY ASSURANCE . .. .

1430 HOWE AVENUE Mm:s\ﬁ%ﬂ N7
SACRAMENTO, CA 95825 gﬁ&ﬁé F WESICAL
(916) 920-6411 QUALITY A3 HRARCE

APPLICATION FOR PHYSICIAN AND SUggebnIs 03 i 't
EXAMINATION OR LICENSURE

Read ail instructions prior to completing this opplication. All questions on this application must
be answersd, and all supperting documents must be submitted with this application per insfructions. @Q@i&&
Pleise type or print neatly. When space provided is insuffisient, attach additional sheats of % ‘;50 3}3‘3

paper. .
BMOA USE ONLY
1. Name: Lost First Middle
- 7 —_
FORB A KAMR AL PERSONAL
2. Other names you have used: 3. Social Security Number
’ See disclosure siatementon 11C
— Aere
4. Address: MNumber and Strest/Rural Raute (include apartment number, if any)
424 FounTain Pl 4 H, Ao 453, 2p,  Qoose
City Sterte TP Code Country
L Aypdls e 2004 ¢ V.5 A.
5. Telephone Number:  Home Work 6. Date of Birth:  Mo/Day/¥r
- % : - .
¥4
7.38%: ] female 8. Areyoua .S, citizen? [7] vygq No /
Submit a certified copy of birth cerfificate, Certificate of Naturalization, Declaration of Intention to become U.S. citizen
] Iﬁ Male (INS Form N300), VISA documents, or licanse to practice medicine.
9. Have you ever filed an application for examination or licensure in California? [ vyes K No
If YES, give date of previous application:
10. List name and address of all collages or universities attended other than schools where professional medical instruction was
received. Submit on official transeript from each school aftended. ) :
Period of Attendance )
NON-MEDICAL
Name ' Address From (Mo /Y1) To (Mo/ Y EDUCATION

fMene _ ]
-
« 0

11. List name and address of all schools where professional medicat instruction was received. Submit an originai Cerfificate of MEDICAL

Medical Education and official transcripts from each school attended. EDUCATION
Place Where Period of Attendance :
Name Address ' instruction Received From(Mo/Ys) | Te(Me/Yr) CME /TRANS
Baekiar seh- il . el fov . Tatell  Ta-AnY Civersly !Wﬂ??{ 6 / 984

Fehiir (/pv. %&-c%f”faa'/ ‘#hvae « Toga | Fehvaw Surly - f‘,_g?//q 7% é/ /?’3"0@ Q/
4 @/ 0

12. Doctor of Medicine Degree granted by: {submit original medical diploma and a photocopy)
Name of Medical School Address of Medical School Exact Date of Issuance

3&@{_{(,69’ Schost. o Hed. 7;4,/}_[{,1% e 7./ ) 8¢
%‘V ﬁZ ‘D/€~ /qry‘;'\/ -

07A-100 L




BMQA USE OMLY

13. Have you taken any of the following written examinations: National Boards, ECFMG FMGEMS FLEX MSKP, MCAT, other
related medical competency exaniinations? B ves J Mo

i YES, list name, location, date and result of examination. Submit cerfification of scores from edch examingtion agency.

WRITTEN
" EXAMINATION

Neme Location Date Result
FMGens T | L-A-, eAa | Jeiy 178 vd
FHbGEMS T | Hosstule, Howdi | Jily 487 %/
SlEX TAT | Pltiladeiolin o] _Tlne 177 ‘
| _ []
14. Have you received qualifying postgraduate training in US. or Canadian facilifies? [ Yes X No POSTGRADUATE
TRAINING

If YES, {ist neime el address of all facilities. Submit an original Certificate of Completion of ACGME Postgraduate Training (Form 1.3) from each facility.

N Period of Attendeamce
ame

Address Type of Service

From (Mo/Yr} To (Mo/Yr)

15, Have you been licensed to practice medicine in any state or country?

B vee [ o /

it YES, list stute or country, icense number, date issued and dates of practice in issuing ogency’s jurisdiction for each. Submit a Letter of Good Standing from
each stte in which you are licensed or have beon ficensed,

LICENSE
DATA

Dates of Practice in lssuing Agency's Jurisdicion

State or Country License Number

Date of Issvance From (Mo/ Y1) To (ho/Yn)

Tsteel /1) ug /// /0. 2. 85 Ledl Zsrael o fow ol

be. i’mf@

'ﬁ) e [53vancs

-

16. Has any disciplinary action éver been taken regarding any healing arts ficense which you now hold or have ever held?
Include any disciplinary actions by the U.S. Military, U.S. Public Health Service or other U.S. federal governmental entity,

Yes Mo’ If yes, give details below:

State Date Charge Dispasition

2 eh &

s g

07A-100

-




o TS R i . . . »
g iR, T Ladoy hgi\!

Yes - No

L b ‘S“
Dal’e of Deniul Reason for Denial A

s ] CEREEER , " T AT I ST = , 3 -

18. Have you been charged with unprofessional conduct or any other unlawful uchvﬁy by any heahng aits !lcensmg aufhorﬂy
“or by the U.S. m:ln‘qry and are awditing final disposition by that body‘?

EAT .?5%5 S #f yes, -please-explain on o separate sheet of paper. o

_|1y surrendered a hcense fo pruchce in fhe hec;!‘ng art

S

Yes Ne I yes, pleuse explu:n ona sepurcﬂe sheet of paper.

20 che you ever had s'aff orivileges i in @ hospﬂar demed suspencfed or revoked oF remgned from a medtcai stcrff in [sev Gf

x it ?

T dlsc1plmary ucilon"’ o ___fl_'es No " I yes, pleuse expldm ona sepqruie sbee_!__qf_ papeér. ] , . o E

. Are you now. or were you in the pasi uddicfed 1o or treated for addiction to controlled subsmnces such @is narcotics or.

uicoho!"’ R N " H yes, please expfum on o separate sheet of paper. .

22. Have you ever been convicted of, or pie.d nolo coniendere to a violation of any federal, staie or locat law relafmg to ihe

manufaciire, distribution or dispensing of controlled substunces, ot to drug addiction? 7 Yes No .
If yes, give details below:
‘\fiéld‘tid.rl‘énd_La;afion " Date ‘ ' P N o o Penuliy ar D|;;o;|tton - ‘ S

{42 US.C. e ) harize: 6. Aof""‘.your social secy

excluswe[y‘??rﬁ . ¥ pir] '_ : ‘fczll to dxsclose your soci

07A-100



I:heréfaryﬁﬁeclqre under periolty of perjury Under
the laws of the State of California, that the photo
of myself attached hereto, was taken

.- ‘ E T S
i onorabout.. . 19

" myagetheribeing__. _.years; -

.. .color of hair

TOP

weight. s .

iﬁg_nﬁfying marks _

.

R —— - - e T R,

NOTE All items in this nppllcutlon are mandatory; none are voluntary. Failure to prowde any of the requested information will resu!? in The uppllcuhon
being rejected as incomplete. The informgtion provided will be .used to determine qualification for hcensure, _per Section 2080 of the Businass
and Professions Code which authorizes the collection of this information. Information regurdmg the issuancé or denial of o license by the Boerd
may be transriitted to any other medical licensing authority or the Federation of State Medical Boards. Appllcunts have the right fo r’é\gew

i qpplicohon sublecf to the piovisions of the Information Practices Act. The Program Manuger of the Division of Llcensmg is ihe cusfodlan of

records..
( ST ATEBF é&é/ jfffr’ﬂ/c?f Rl ; *"’
COUNTY OF 94 /%Lf &Cf é’/s' )
A : o /{*fq /"’?f? ‘4 f\/ /0/3’ Ve ﬁ? / / being duly sworn, says —he is the pérson referred fo in

the foregomg application for & physlclnn and surgeon'’s r.erhflcqfe in thforma und thct ..,.he has carefully read and thoroughly unde“ pds a!l‘ihe
requirements therein and that tﬁe sfutemenfs made herein und all aﬂachments dre true cmd correct under pendlfy of pequryunder ﬂp faws of the Stqfe

of California. . R S R b
- —He requesfs that the lesmn of Llcensmg, Board of Medrca! Quoltfy Assurance, initiate o review of the records to determine their elug;bmfy for
examination, postgradua!e framlng or licensure in California. In making this request, __he authorlzes the release of any information or records held by

any mclmduc:l or.agency, relative to their training and qualifications as a  physician and surgeon, upon request by the Boc:rd for use in. evc:fua’nng their
file. . . . ) ) -

SlgnWWFUW&]N!TlALS ONLY) ] ‘ R - D ':"
Sngned and sworn to before me this _ZL duy of _ ‘é Lzé,éLJ/i 4 \/

OFFICIAL SEAL

RENE J. BUCHANAN -

nafure of Nofc:ry Public
HOTARY PUBLIC - CALIFORMIA "

dd_ress‘ D;?OO é Fﬂ//&‘éﬂ- X/
. PRINCIPAL OFFICE IN . ’

"LOS ANGELES.CODNTY ~ * §

"My Commission £xp. Jume 17, jo33 a é, / ? (V
RoTs, Ay commission explres
07A-100 ’

[SEAL § il




STATE OF CALIFORMIA-~STATE AND CONSUMER SE. AGENCY - ’ Q GEORGE DEUKMEIJIAN, Governor

DEPARTMENT OF BOARD OF MEDICAL QUALITY ASSURANGCEZVED
onsu ’ . : 1430 HOWE AVENUE, SACRAMENTO, CALIFORNIA 95825 . ]
AHAR ST

£3dmts | 5y
'CERTIFICATE OF COMPLETION OF ACGME POSTGRADUATE TRAINING

To be completed by the fuacility for every medical school graduate completing postgraduate training in the United States or
Canada. Do not complete if photograph of applicant is not attached below. Please type or print.

Kamz Ans TORBAT L

NAME OF APPUCANT

. This is to certify that_

& graduate of__ §ac/</ew Schoo/ of Mm’u: Y om el A 78 Va/,c,///y

NAME OF MEDICAL SCHOGL K
| , commenced posfgruduate training in o LAC/USC_MEDI CEN'I‘ER

MAME AND ADDRESS QF FACILITY

1200 North State Streetf Los Angeles, CA

on . June 24 .19.88 , and completed such training
on June 28 ..19 89 4 rraining consisted of 11 months of actual

clinical msfruchon and is approved by the Accreditafion Coundil for Graduate Medical Education (ACGME) or the Coordmahng Council of
Medical Education of the Canadican Medical Assaciation (CCME) and consisfed of the following rotations:

{List rotations completed, I service was not rotating, indicate type of straight training performed. NOTE-—To qualify for licensure in California, graduetes of foreign medical ..
- schools must have completed af least four months of pestgraduate training in general medicine. ACGME or CCME residencies in family practice, intemal medicing, surgery,
pediatrics, and ob/gyn would normally satisfy this requirement.)

ROTATION . . ' LENGTH OF ROTATION .
_Internal Medicine there are 13 four-week rotations

4 weeks Pulmonary, 4 weeks Cbstetrics Clinics, 4 weeks Cardiology, 4 weeks
Gastroenterology, 4 weeks Nephrology, 4 weeks Hematology, 4 weeks vacation,
4 wecka Diabetes, 8 weéks Internal Medicine, 4 weeks Intensive Care Unit,
4 weeks Dermatology, 4 weeks Oncology.

| 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 appli-
cant was trained in an approved ACGME or CCME program position.

Ralph C. Jung, M.D.

NAME
. DIRECTCR OF MEDICAL EDUCATION
AFFIX SEAL OF
HOSPITAL OR
MOTARY FUBLIC f .- LAC/USC M d . 1 C t
oy . edlica encer
ADDRESS - -

T200 NOLth State stieet; Box 54U
Los Angeles, CA 90033

PHONE NUmBER (213) 226-6931

DATE June 23, 1989 P

SIGNATURE W[/\é




“ ®
STATE OF CALIFORNIA--STATE AND €ONSUMER SEQS AGENCY : ! RGE. DEUKMEJIAN, Governor

DEPAKIMENT OF BOARD OF MEDICAL QUALITY-ABSIRANCE M‘%%Fcﬁu"%m
1430 HOWE AVENUE, SACRAMENT IEORYIA 15t OF CALIFD ;
O ﬂd B{ﬁig‘ A RMA
(916) 920-647HT Waﬁf Ser 71 11 oo g 9D
CERTIFICATION ,si;;.‘,g E
1K 0 L}E%S%%%ﬁ
This is to certify that Kamran Torbati, M.D. is in an

(Name of Physician)

ACGME/CCME postgraduate training position that commenced on

July 1, ,19 89  and is expected to be completed on
June 30, ,19 93 //211 Obstetrics & Gynecology

{Type of Training)

at . Sinal Hospital
{(Name and Address of Fa0111ty)

6767 West Outer Drive, Detroit, ML 48235

(AFFIX SEAL OF)
(HOSPITAL OR )
(NOTARY PUBLIC)

I 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 Iis
being trained in an approved ACGME or CCME
program position.

Marcia N, a@&tSlu, Associate Admlnistrator, Gllnical/Support Services

TYPE Qf\PRINT NAME OF DIREGCTOR OF MEDICAL EDUCATION
()

SIGNAT@RE OF DIRECTOR OF MEDICAL EDUCATION

11/28/89 (313) 493-5075
DATE ~ PHONE NUMBER.

T
%

oM (3-87)



License Renewal Application

Singa you last ranewsd your licansa, have you had any licanss disciplinad by a guvarnmanl agency o¢ othes disciplinary
body; of, hava you been convictad of any erime in any state, tha U 5 A and its territories, miltary couct or a foraign
country? PLEASE READ INSTRUCTIONS BEFORE answeriwg |1 YES JEr

Physician and Surgeon

NO

©Oontinuing Medical Education (CME) Certification Statement:
PERJURY UNDER THE LAWS OF CALIFORNIA TO THE FOLLOWING STATEMENT;

| CERTIFY UNDER PENALTY OF
| CERTIFY THAT | DO MEET EACH OF THE

YES, | WISH TO CONTRIBUTE
$25 FOR THE FAMILY PHYSICIAN
TRAINING PROGRAM

CONTINUING MEDICAL EDUCATION REQUIREMENTS LISTED

THE BACK~OF THIS FORM OR THAT | MEET THE CONDITIONS

ENTS OR P HOLD A PERMANENT ;PAE \31\2?5&
L7 DATE; / - . / /
Z

7

WHICH WOULD EXEMPT ME FROM ALL OR PART, DF JFHE REQU]
SIGNATURE REQUIRED MERE: WSS el

AMOUNT DU _ DELINO_ FEE IF E. FOR ADDRESS CHANGE ONLY
NOW POSTMARKED AFTER IF YOUR ADDRESS SHOWN 15 MNCORRECT, CORRECT IT BELOW.
04/30/12
LICENSE NO. EXPIRES STREET
A 48821 03/31/12 $886.00
crry STATE zp
VOLUNTARY FEE 5
TotaL shcLosed s TG g [ PHONE_NUMBER { y
G. FINANCIAL INTEREST STATEMENT

ACTIVE KAMRAN TORBATI | CERTIFY UNDER PENALTY OF PERJURY THAT | HAVE DISCLOSED ON

5525 ETIWANDA AVE STE 216
TARZANA CA 91356

THIS RENEWAL APPLICATION FORM ISEE REVERSE FOR SPACE} THE
NAMES OF THOSE HEALTH-RELATED FACILITIES IN WHICH | OR MY
FAMILY HAVE A FINANCIAL INTER Rl CERLIEN. UNDER PENALTY
OF PERJURY | HAVE NO FIN AL INTER TO DISCLOSE.

A T A A D

OVER

63010100000100002000488213010331120008080000088600

SLLO2RIE JRBQRINE 70810933

STATE OF CALIFORNIA

DEPARTMENT OF CONSUMER AFFAIRS

PO BOX 942520
SACRAMENTO CA 94258-0520

G.  Financial Intere¥t Statament

Please print or type the namels) and addressies) of each
health—related facility in which you or your immediate family
have a financial interest. If more space is needed, plsase
attach additional listings. if you have no interesis to declare,
please write "none” in the area below and sign your name on
the front of this document at G :

Health—Related Facility Address
- Name

Ap@ﬁ%&i

SMBCLS 02/28/05



8ince you last renewed your license, nave you nag any license aisciplined by a government agency or other disciplinary body;
or, have you been convicted of any crime in any state, the U 8 A and its territories, military court or a foreign country?

__YES  OR 3/ NO
- 7

FINANCIAL INTEREST STATEMENT

SUMMARY OF RENEWAL FEES OWED

Health Facility Name Address

Juoal-
/

prd
2014 Renewal Fee 808.00
Delinquent Fee
Penalty Fee
TOTAL FEES: $808.00
MEDICAL BOARD OF CALIFORNIA LICENSE RENEWAL PHYSICIAN AND SURGEON APPLICATION
D. CONTINUING MEDIGAL EDUGATION (GME) CERTIFICATION STATEMENT
BT A DA TRIBUTE 325 FOR THE FAMILY L GERTIFY UNDER PENALTY OF PERJUEW__Q_I\I_ DER THE LLAWS OF CALIFORNIA TO THE FOLLOWING STATEMENT;

H. YES | WISH TO CONTRIBUTE $50 FOR THE S.M,
THOMPSON LOAM REPAYMENT PROGRAM,

EXPIRES

33114

LICENSE NO.

A 48821

TOTAL ENCLOSED

Dr. KAMRAN TORBATI
5525 ETIWANDA AVE STE 216

TARZANA, CA 91356

/33204

| CERTIFY THAT | DO MEET EAGH OF THE CONTINUING MEDICA) 6UCATIONJ!EQUIREMENTS LISTED ON THE SECOND PAGE

OF THIS FORM OR THAT | MEET THE CONDITIONS WHICH WQWLD EXEMPTME FROM ALL OR PART OF THE REQUIREMENTS
CR | HOLD A PERMANENT CME WAIVER! k
Signature rgqu‘u'g%? A !ﬂ‘ // a M/\
; LV il Wi, 024 Z A A ] lf\/}
?ﬂNQ FEEIF E, FOR ADDRESS CHANGE ONLY $/ N+
AOSTMARKED IF ¥YQUR ADDRESS SHOWN [S INCORRECT, CORRECT IT
AFTER BELOW. .
3 STREET
$o._
H cITy STATE
Zlp

PHONE NUMBER { b

G.  FINANCIAL INTEREST STATEMENT

JCERTIFY UNDER PENALTY OF PERJURY THAT | HAVE DISCLOSED ON THIS

RENEWAL APPLICATION FORM THE NAMES OF THOSE HEALTH-RELATED

FACILITIES IN WHICH | OR MY FAMILY HAVE A EINANCIAL INTEREST OR |
[AVE @;FINANCIAL INTEREST TO

CERTIFY LUNDER PENALTY OF PERJU
- DISCLOSE, (w e %
Signaturs required K s /’bﬂ/lﬂ/w//{: //

|
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License Type: Physician and Surgeon A

Lfcense Number: 48821

File Number:

Application: Physician's and Surgeon's Renewal

Application Number:

Application Date: _ 03/16/2016 (mm/dd/yyyy)

wliGaaT Csaone

ﬁ‘a\kemyéﬂwéﬂervd or are ngcurrently sg”rvmg N
in the military?

First Name:

KAMRAN
Last Name: TORBATI
Birthdate: ol ek Pl
Gender: Male

A

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

Confidential Address
Warning: In order to protect your privacy and identity,
address will not be displayed.

E

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?

B CH LD DTRYT AT
—d 400160001502
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| 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.

Afé you. ret|red'?

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

Cultural Background

Foreign Language Proficiency

Web Site Profile

No

Administration - 1-9 Hours

Other - None

Patient Care - 40+ Hours

Research - None

Teaching - None

Telemedicine - None

Zip: 91356 County: LOS ANGELES
Zip: 91356 County: LOS ANGELES
Zip: County:

Zip: County:

Not in Training

Obstetrics and Gynecology - Primary

American Board of Obstetrics and
Gynecology - Obstetrics and Gynecology

Middle Eastern

Hebrew

Persian (Farsi)

Cultural Background - No

Foreign Language Proficiency - Yes

Gender - Yes

Biennial Renewal Fee

DUE TO CURES FUND

$783.00
$12.00

HHIenH RN
1456168851502
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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

Altest

| 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:

(D OULE LT
1458168851502




BFavTE B P CALRIT OO MEA

SRR T OF DiESENEN ARRSINY

Department of Consumer Affairs

RECEIPT
18540394

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

Name: TORBATI, KAMRAN
Transaction Date: 03/16/2016 15:54

Application Number:

Complaint Number:

License Type: 8002
License Number: 48821
Payment Description: Physician's and Surgeon's Renewal
Fee Paid: (US $) ‘ 820.00
Remaining Balance: (US $) 0.00 -

Pl-ease print and save this receipt for your records.

This receipt is provided as a record for the above named licensee/applicant.

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




