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STATE OF CALIFORNIA-—STATE AND CONSUMER SERVICES AGENCY E o LsPETE W%SONT Governor

MEDICAL BOARD OF EALRDRNIA -

%ﬁ 1426 HOWE AVENUE, SUITE 54, SACRAMENTO, CA 95825-3236
(918) 920-641]

: ~~'Juai 4
APPLICATION FOR PHYSICIAN AND SURGEON'S \HEOP"L gaEﬁS:h’G
EXAMINATION OR LICENSURE

ol

Recd ofl instructions prior to completing this application. All questions on this application must be answered, and all supporting documents must be
submitied with this application per instructions. Please type or print neatly. When space provided is :nsuﬁ‘ cleni u?tnth uddiiiomﬂ sheets of puper.

& ﬁ ..y MBC USE ONLY

1. MNome: Least Fivst Middle

T 4
FranciS  Jerniter  Ann \?’H J 5?;,05

2. Other names you have used (include maiden name): . 3. Social Security Number . 5511” \q
' {

M@ “ n 6 Jéf}ﬂj 7[@{__ | /4//’)/’] See disclosure stofemant on L1C

4. Address:  MNumber and Street/Rural Route (include apartment pumbar, if any)

Y7 L&{Vwé’, Pirgs B

State ZIP Code Country
Lryine CA R720 USH
5. Telephone Number:  Home W | &. Date of Birth:  Mo/Day/Yr | Place of Birth:
o I3 v ' e Lo .
) . N /
—_— =TT —_— il . . v
7. Sexw: ﬁ Female 8. Areyou a U.S. citizen? ‘Ef Yes [ Mo
' If you are a Foreign Medical Graduate, you must provide an original Certificate of Naturafizetion, Declaration of
0 Male Intent to bacome a U.S. citizen, or a full unrestricted license fo practice medicine in o state or country.
9. Have you ever filed an application for examination or licensure in California? [ Yes E’ Mo
If YES, give date previous application was submitted: :

10. List name and oddress of ol colleges or universities attended where pre-professional, postsecondary instruction was received.
Please submit an official sedled transeript for each schoo! attended.

Name Address _ " wtj:;j of éﬂendizcz\ﬁo 9
(N e/éf&lm O LB [ oS Fradles (A ~ G853 | ix)H]
Umwmrﬁ o G criink. TrJine Vo LU Flge K %

10.a Check whethar the following premedical coursas were suceessfully completed and show where complefed: !

Course Yes Mo Name of College or University

Chemistry 2%  [UniV, ot CA, LS ANGees
Physics >{- )ﬂ !f AT_» {f}“ M& MQP/W
Biclogy or Zoology S{ [/ﬂfy {’?1!— (314"" L—QS H’ﬂ(‘j&’ﬁ/ﬂ‘

17, Lisf nametind address of all schoofs where prefessional medical instiuction was rece:ved Submit dsf original Cemflcu’re of
Medicul Educahon (Form L2y and official sealed transcripts from ecch school dtfended.

Place Where Period of Attendance
Instruction Received From (Me/Yr) To {Mo/Yr)

Name . - Address

12. Doctor of Medicine Degree granted by: (sybmit original medical diplomdqnd a photocopy; Note, a U.S, graduate may, in liey of the
original, submit an official certified photocopy that has the schoo! sedf affixed on the signature of the registrar certifying outhenticity,)

Name of Medical School Address of Medical Schoot Exact Date of Issuance School Code

Lnergey O%&@ Ecy  Tvine CA 9201 e 13,1992,

NOTE: APPLICANT MUST PROVIDE NAME, ADDRESS AND DATE OF ISSUANCE OF DEGREE.

07A-100 (REV.7/91)




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

i I YES, list nome, locotion, date ond result of examination. Submit cerfification of scores from each exgmination Ye D N
agency. Applicants who hold ECFMG certification will nesd to submit an original valid ECFMG certificate for examination * °
and licensure.

Name - Lacation Date Resulf

bl Lol - g U CATonae. | @)%
Warmna | Roaiz - ek AW Cor Trine 2/4)
Kbl Roard -k Huchor LS A- 5192

/ - 1

14. Have you satisfactorily completed af least one year of qudlifying postgraduate training in U.5. or Canadian facilities?

{Note: Do not complete Form L3 (s} to decument training received in research or clinical fellowship programs) Yes D Mo

i YES, list name and address of all facilities, Submit an original Cerfificate of Complstion of ACGME Postgraducte Trainfng (Form 13) from each facility.

Period of Aftendance
From (Mo /Yr) To (Me/Yr)

UnverSiy CA- thine| i Ot O Bbsderrics [eurecleatl 92, | @] 93
J O{afﬁa CAH Y )T ’

Namé : Address - Type of Service

QUESTIONS 14423 For any positive response to ihese gquestions, opplicant should provide, in addition to written explanations,
any deevmentation regarding the matier,

14A. Have you ever withdrawn from, or been suspended, dismissed or expelled from, a medical school or postgraduate
training progrom? Yes -No

L3

15. Have you been licensed 1o practice medicine in any state or country? Yes Mo

if YES, list statte or country, license number, date fssued and dates of practice in issuing agency’s jurisdiction for each. Submit & Letier of Good Standing from
each state in which you are licensed or have been licensed. Please inciude temporary, limited, or provisional ficenses.

Dates of Practice in lssuing Agency's Jurisdiction
From (Mo /Yr) To (Mo/fYr)

State or Country License Number Date of issuance

14. Has any disciplinary action ever been filed or taken regarding any hecling aris license which you now hold or have ever held?
include any disciplinary actions by the U.S. Mifitary, U.S. Public Health Service or ofher U.S. federal governmentalkenﬁly.

lf ves, give details below. Yes No

State Date Charge Disposition
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17. Have you ever been denied & license, permission fo practice medicine or any other hedling arts, or permission & terke an
examination in any state, country, or U.S. federel jurisdiction? R Mo

If yes, give details below. _ -

State or Country * Dai¢ of Deniol Lo T Reason for Denial

18. Have you been charged with unprofessional conduct or any other unlawful activity By ony healing arts licensing authority or
by the U.S. military and are awaifing final disposition by that body? You must also list any pending actions or accustions.

Yes Mo
. =
19. Have you ever voluntarily surrendered o license to practice in the healing arts in another state? Yes No

- . A

20. Have vou ever had staff pf'i\i'iieges in a hospital denied, suspended or revoked, or resigned from a medical staff in liev of
disciplinary action?. o )

R Yes e
. =

21. Are you now, or were you in the past, ;Ec:cidicfed to or treated for addiction to controlled substances, such as.narcotics or
Cl|c0ho!? N lT' S .‘g i i [

v

3

\ Yes o

22, Have you ever been convicted of, or pled nolo contendere o a violation of any federdl, state or loce law refating to the
rmanufacture, distribution or dispensing of controlled substances? Yes Mo

If yes, give details below.

Violation and Lecatian . Date ) . " Penalty or Dispnsiﬁdn

23. Have you ever been convicled of, or pled nolo contendere to any offense, misdemeanar or felony of any state, fbgUnifed
States, or a forsign country? (except violations of fraffic laws resulting in fines of $75.00 or less)) Yes Mo
YOU ARE REQUIRED TO LIST ANY COMVICTION THAT HAS BEEN SET ASIDE AND DISMISSED UNDER SECTION
1203.4 OF THE PENAL CODE OR UNDER ANY OTHER PROVISION OF LAW. A SEPARATE LETTER EXPLAINING

THE DETAILS OF THE OFFENSE 1S ALSO REQUIRED, IN ADDITION TO CERTIFIED COURT DOCUMENTS.
If yes, give details below,

Violation and Location - Date Penalty or Disposition

“Disclosure of your social security number is mandatory. Section 30 of the Business and Professions Code and Pub. 1. 94-455
(42 U.5.C.A. 405 (c) (2) (C)} autharizes collection of your social sscurity number. Your social security number will ba us?d : A
exclusively for tax enforcement purposes. if you fall o disclose your social security number, you will be reported to the Franchise | - o
Tax Board, which may assess a $100 penclty aguainst you,” 7 -t

e

P
/

T07A100 (REV. 7/9D)
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| hereby declare under penalty of perjury under

the laws of the State of California, that the, photo

of myself attached hereto, was taken

- : \
i

w19,

‘on or about »
° A
my age then beaing - years;

color of hair

colorofeyes, = . ;

BOTTOM

 height f_ ___in.;

weighi_ _lbs.;

identifying marks

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 licensure, 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 transmitted to any other medical licensing authority or the Federation of State Medical Boards. Applicants have the right to review their

application subject fo the provisions of the Information Practices Act. The Program Manager of the Division of Licensing is the custodion of
records,

STATE OF ()d{\('PD(ﬂ\ld

county of () F&MCL}S@/ u
. ! — "
niter” /nn_ - : e j
< ), CHr) PR PO i e ior s cx\ﬁ /) (’J / S being duly sworn, says Lhe is the person referred fo in

the foregoing application for a physician and surgeon's certificate in California and thet £ he has carefully read and thoroughly understands all the

requirements therein and that the stetements made herein and all atiachments are true and correct under penalty of perjury under the lows of the State
of California.

MNOTARIZATION PORTIOM

N St e

=He requests that the Division of Licensing, Medical Board of California, initiate o review of the records to determine their eligibility for examination,
Pestgraduate training or licensure jn California. In making this request, »J he quthorizes the release of any information or records held by any. individual
Or agency, relative fo their training and qualifications as a physician and surgeon, upon fequest by the Board for use in evaluating their file.

nitl,

Signed and sworn to before me this Mﬂ doy of /M Gfﬂ) r A /:/,. Y
Sig;anure of Notary Public IM'{/M WJQ’/
£

oy

Address )7(6_({5 / Mf)bfrj(;\f ne. (ﬂ/ﬁL k@%gﬂ_

1074

- * e
My commission expires 6/_/ (95




STATE OF CALIFORMIA—STATE AND COMSUMER SERVICES AGENCY ' PETE WILSOM, Goveror
Satnaf MEDICAL BOARD OF CALIFORNIA
et 1426 HOWE AVENUE, SUITE 54, SACRAMENTO, CALIFORNIA 95825-3236

{916).920-6411

CERTIFICATE OF MEDICAL EDUCATION

MEDICAL SCHOOL: DO NOT COMPLETE iF PHOTOGRAPH OF APPLICANT/STUDENT IS NOT ATTACHED BELOW.

This certifies that JMH ‘l%/fg'/?ﬂ Pmﬁa 15

FUEL MAME OF APPLICANT

ADCRESS WHEN ENROLLED enrolled in NAME OF MEDICAL, SCHOOL V12173
{ :Iﬁ“ . - f 5’?—4’9‘ E : 19
ASCATION onthe day of f monH el

and was granted the following credits on enroliment:

Premedical Education. Twe years of preprofessional postseconciary education, including the subjects of

physu:s chenmistry, and blology (Business and Professions Code Section 2088).
sty oF it LosFiralles

EDUCATIONﬁL INSTITUTICN DATES

Advanced Credits.  Cradits prewously obtained at an approved medical school.*

MEDICAL SCHOOL TOTAL CREDITS 7 DATES
The undersigned further certifies that the records of this institution show that S he attended in this institution %W years of

resident instruction of e 4 s WEE%” weeks each, completing af least -4,500 hours, of which at least 80 percent actual attendance is re-

quired, in the subjects set forth hereunder (Business and Professions Code Section 2089), and that
OR S he was granted the degree Bachslor/Doctor of Medicine by
- ] __he withdrew from .
the above-mentioned medical school on the /(3 m day of <-} /A %m 19?2‘

Anatomy Dermatology Preventive medicine, including Mutrition
Cteluryngology Embryology Physical Medicine
Obstetrics and ?necology Histology Therapeutics
-+ Radiotogy, including Radiation Safety Humanr: Sexudlity as defined in Section 2090 Neuroanatomy
Tropical Medicine Medicine Child Abuse Detection and Treatment
Physialogy - Surgery, including Orthopedic Surgery Geriatric Medicine
Biochemistry Urolegy Pediatrics
Pathology, Bacteriology and Immunology Psychiatry Pharmacology

Ophthalmelogy Nevrology Anesthesia

| Signed and the college seal affixed this J du)} of ' 219 @0
‘f ;

PRESIDENT, SECRETARY, DEAM

Medical School Seal MUST Be Imprinted Partially on the Photograph.

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

* Each scheol where professional madical instruction was recaived MUST complete one of Hase forms. If
more than one school was atlendad, photocaples of this blank farm may be made and used. Note thaf
phatograph and all entries tathe form must be original.

07A-100-.2 (REV.7/91)
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STATE OF CALIFQRNIA—STATE AND CONSUMER SERVICES AGENGy PETE WILSON, Governor

é".?f;" . MEDICAL BOARD OF CALIFORNIA
Sepa’ﬂmmof 1426 HOWE AVENUE, STE. 54
Conqmner : SACRAMENTO, CA 95825-3236

(916} 263-2499

CERTIFICATION STATEMENT

This is to certify that _C ,o ﬂ/’} 7[6’/ 7‘%7//) ﬁ\ 4/ 5’6 isin an approved ACGME/CCME postgraduate

[Name of Physician}

wining posiion thatcommarcadon AU | 1992 andis sxpaciodioocorivtod

on '\JUJ"}& 3¢ ,19_%m &5 é:qﬂ

{Type of Training)

DO Triine. Wed(fé&/ Qnter | Dest ot o byl

{Narme ancl Address of Facility)

jo]_The (ity e, Orange , CA_ 72668

{AFFIX OFFICIAL HOSPITAL
SEAL OR NOTARY PUBLIC SEAL)

| 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.

Alberts 2lpnetia

Type or print name of Director of Medical Education

A Woncttc, m2

Signaturs of Director of Medica! Education

{ / Qéf/ 9 () Bsip-5798

Date ) , Phone Number

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

O7A-100-L9 (Rev. 12/92}



STATE OF CALIFORNIA—STATE AND CONSUMER SERVICES AGENCY ' PETE WILSON, Governor

CAzue MEDICAL BOARD OF CALIFORNIA
‘\s,:;,"ma. 1426 HOWE AVENUE
Consumer SACRAMENTO, CALIFORNIA 95825-3236
Alfairs '

CERTIFICATE OF COMPLETION OF
ACGME/CCME POSTGRADUATE TRAINING

To be completed by the facility for every medical school graduate .comp[et'ing posigraduate 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/trainee. :

N " ¥ i - Middi
ﬁl.:}?f%liraianzg: f“’f/‘ /:’{ f/] (3/ S Ilflgsrﬁe: Jvff)/?! lcgf- . lnilﬁalf3 A
S 177 Lake Pines | gy o
City: f}/\ u [ m e— State: CA’ Zip Code: ?;2 70? O

PART 2: To be completed by facility.

Complation of this form will certify that the individual named in Part 1 above and whose photograph is attached to this form, formally completed
an accredited postgraduate training program at this facility. The followmg mformatlon is provided to certify “satisfactory’” completion. See reverse
s;de of Form for definition of *“satisfactory”.

Name of Failizy: {)f/?ﬂ/({”@m 57L@dﬁ7%m/{{ qufm%ﬁ;@/éﬁﬁf
Address of Facility: /0} f/%a : 01@4 r-)f\[ (/7 Wgﬁﬁ(ﬂ (A’ Q}Z(ﬂ@g
ﬁraoggfa?rt Director: H}kp/4 }Q4 Kgﬁ(”\,(a a}/) S ){7 M D ITI:?:t?er { é/} 1715-57 "[070.7

)

B et Wﬁ?«/» b e (st

List, Categorical Specialty O U .
Area of Training e ' Date Training Date Training
Completed by Trainse: 0£ 6[”//-] Commenced: /7 '7/(7/ /?Z Completed O(p /20/??

if the training was rotatmg or tranSItI'm‘{al list in the space provided bzlow, the specific vtatidhs and the number of weeks s;fent inach:

‘Noie: To qualify for lieensure in California, applicants who are graduates of a foreign medical school must complete at least four months of

| postgraduate training in generaf medicine as part of the cne-year requirement, Applicants who are graduates of a U.8. or Canadian medical school,
who have not.completed the one-year of postgraduate training required for licensure by July 1, 1890, must also complete four-months of training
in gensral medicine as part of the one year required for licensure, The general medicine requirement may be satisfied by actual clinical practice
where the applicant has direct patient care responsmltmes in any particular specialty or sub-specialty area for at least four months, i the general
medicine requirement is satisfied by trafning in a specialty area other than family practice, internal medicine, surgery, pediatrics.or obstetrics and
gynecology, the Program Directar 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 tha Director of Medical Fducation and affixed with the official facility seal.

Ei?lﬂ?t?er: {7/ g @S‘ é —1517 ?’d

et D lbertd WINEHE 11D

Facility Name; U/}ﬂ/@/\STffu G)*P @ﬁ/l%rf)/‘d zfri//%

e, f Zél/‘i'f

J ,
Facility Address:; /0/ 7—})6 ﬂ } ZE-/L{ ‘bf\f (/6

CH

Zip Code: %?(g Q 8

City; O(\ 0{ ng(o . Stafe:

| hersby declare under penaliy of perjury under the laws of the State of
California that the above statements are true and correct and that the

- training program is approved by the ACGME or the CCME to offer the type
and level of training cempleted by the applicant and that the applicant was
trained in an approved ACGME or CCME program position.

The individual sfgning this form is formally certifving and documenting, under penalty of perjury, that the physician received instruction appropriate
for the particular postgraduata level and that they satisfastarily completed the traininig program in accordance with the aceepted standards and
the criteria defined as equating to “satisfactory” performance as described below, In cases where the Director of Medicat Education is certifying
the cernpletion of the minimum onse-year of training required for licensure, he or she will personally be attesting to the fact that the physician/
trainee has acquired the skill and qualifications necessary to safely assuma the unrestricted practice of medicine in this state,

Definition of “Satisfactory’: The physician performed at an adequats level basad on evidence of satisfactory progressive schol‘arship and
professional growth including demonstrated ability to assume graded and increasing responsibifity for patient care.

Signature of Director /M
of Madical Education: A [,

Date Signed: _ / C;ﬁa/ ?

7

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

07A-100-L3 (Rav. 2/92)




12/8/13 8:10 PM Page 1 0f 3

License Type: Physician and Surgeon G

License Number: 78782

File Number:

Application: Physician's and Surgeon's Renewal

Application Number:
Application Date: 12/08/2013 (mmlddlyyyy)
B

irst Name: - JENNIFER

ik ] e

F
Middle Name: ANN

Last Name: MCNULTY

Birthdate: {mmi/dd/yyyy)
Gender: Female

License Relatéwolml\&gresses
Confidential Address (Optional)
Name: MCNULTY, JENNIFER ANN

Address:

License Specific Public/Mailing Address {Required)
Name: MCNULTY, JENNIFER ANN

Address: 2888 LONG BEACH BLVD # 400
LONG BEACH, CA
90806

E-mail Address:

enewed 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?

(UL AT
1366562230327




12/8/13 810 PM

Have you successfully completed, and can
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
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 fo disclose.

Page 2 ot 3

Yes

Yes

Activities in Medicine

Patient Care Practice Location
Telemedicine Practice Location

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

Areas of Practice

Board Certifications

Postgraduate Training Years
Cultural Background

Foreign Language Proficiency

Administration - 1-9 Hours
Other - None

Patient Care - 30-39 Hours
Research - 1-9 Hours
Teaching - 1-9 Hours
Telemedicine - None

Zip: 90806 County: LOS ANGELES

Zip: County:
Zip: County:
Zip: County:

Not in Training
Obstetrics and Gynecology - Primary
Other - Not Listed - Secondary

American Board of Obstetrics and
Gynecology - Maternal and Fetal Medicine

American Board of Obstetrics and
Gynecology - Obstetrics and Gynecology

9+ Years
White
Spanish

(N AR
1386562230327




12/8/13 8:10 PM Page 30t 3

Web Site Profile Cultural Background - No

Foreign Language Proficiency - No

Gender - Yes
E-mail:
Biennial Renewal Fee $783.00
Steven M. Thompson Physician Corps Loan $25.00
Repayment Program
Total Amount Due: ' $808.00

| 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:

H AN AL
1386562230327




BYTATE QOF QRLES G S MEA

DERANTMRNT OF BRNALNER AFRNY

Department of Consumer Affairs

RECEIPT
149026

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

Name; MCNULTY, JENNIFER ANN
Transaction Date: 12/08/2013 20:11

Application Number:

Complaint Number:

License Type: 8002

License Number: 78782

Payment Description: Physician's and Surgeon's Renewal
Fee Paid: (US §) 808.00

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.

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




R R ity

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 MARCH 01, 2016
MCNULTY, JENNIFER A G78782 01/31/16 $820.00 $898.00

D" SIGNATURE REQUIRED

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
attached hercto, are true, complete and accurate.

&ggaturg@//fa m;" / O/ 20/ /'S—‘ﬁ

LICENSEE MUST CHECK CORRECT BOXES
=" Completed Continuing Education .

‘2 [] Changs of Address (fill in feverse sids)

R D Conviction Disclosure — Yes

AU P VI

“§ g Cenviction Disclosure — No

0 0 i e O o S 0

F D Family Physician Training Program {$25)

N ENTER YOUR PHONE NUMBER FOR REFERENCE:
GM Financial Interest Statement-Rexd instrections above . . .

\

£301070000070000L0D0D?A876200L023L1E000&42000000869500

ol

CHANGE OF MAILING ADDRESS : 7 MCNULTY, JENNIFER A G78782

R ETHEBEALE SOP0LIHE D¢l aulsa

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

HNEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEERENy
NN EEEEEEEEEEEEE

City ‘ . State Zip

IEEEEEEEEEEEEEEEENEEEE NN EEEE NN

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

City State Zip

NN EEEEE NN




