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' STATE OF CALIFORNIA ~ ~ STATE AND OONSUMER BERV!CES  AGENCY

MEDICAL BOARD OF CALIFORN!A
LICENSING PROGRAM
Congumer _ 1426 Howe Avenue, Suite 54
Afiirs S Sacramento, CA 95825-3235
(916) 263-2382  FAX (916) 263-2487
www. caldacl nfo.ca.gov Chat

INITIAL AND UPDATE APPLICATION FOR PHYSICIAN’S AND SURGEONgs LICENSE
OR POSTGRADUATE TRAINING AUTHORIZATION LETTER

ARNOLD BCHWARZE) GGERGwsmor

_ Application for (please check one): & License 1 PTAL -or - 0 Update
1. NAME : Last. Flrst : Middl MBC
| as Sﬂgéb = EUSHRQ ° {sa Only
Other names you have used (include maiden name): 2. U,S. Social Security Number

3. Place of Birth 4. Date of Birth
5. Gender: L mate A remale
6. Public/Malllng Address: __ __ _:7_(_) 9__1'_'_“ __\S__ H j_@_ Q_*'AZ_ _ﬁ@g?}; __________
{Floase note: this Information-is publc) - [ -
{30 characters maximum
per iine, !n;udlns-smcw) _‘_’.—_C_)_( ﬂ&’iﬂi\’ ﬁ L i 3.(. ——— _155.9 é S (_J _S_}.:.,_ —_———
City State!Province " “Zip/Postal Code  Country
7. Telephone Numbers: Home Work ‘ fan
{include area code) Pel:l;z?nal
. - ~ e
8. California Driver's License Number {optional}: 10. Have you ever filed an Application for Physiclan’s
and Surgeon’s License, or PTAL, In California?
9. E-mall Addrace frmsi-m - ' ves U Mo =
.. Previous license number, if any:
MEDICAL EDUCATION
11. LIST EACH MEDICAL SCHOOL THAT YOU HAVE ATTENDED. .
School Name - Clty, State/Province, Country Dates of Altendance L2 Trapscrt
Dow Mepict Cotess | Kaeac, Parisran 05 flase — 03 /199y, )a/
' o o
Q Q
12, _ School of Graduation Degree Awarded Date of Graduation Dito
Dow MebicAL Colliz6e M.63S. =

| | EXAMINATIONS 319
13, LIST ALL OF THE FOLLOWING EXAMINATIONS YOU HAVE TAKEN:  USMLE, FLEX, NBME, ECFMG, SPEX, |
' STATE BOARDS and/or QME in Canada /
Exarnination Diate Result (PassiFail) Exams

vsmie STEP io /199

USHLE STEP 2 0g [ 1qaas

Usmie 3TEP 3 06 [/ 2008

<V ALY PR 09
Cashlering Usa Only ) School Code

07A-100 (Rav. 12108

A Vind . N odZ 1o ,")-H’() f“-f//ﬂ(



A “yes” response to Questions 14 through 38 requires a written explanation on a separate sheetof
paper along with any supporting materials.

MBC
ACGME/RCPSC ACCREDITED POSTGRADUATE TRAINING Use Only
14. Please list each ACGME/RCPSC accredited postgraduate tralning program in which you
have participated. You must Include each internship, residency and fellowship, whether or
not the program was completed or credit granted. po:::mm
Facility Name Address Specialty Area Dates of Aftendance
- SOUTHWEST OKLAHOMA |4k QT WesT Sore Buwp | FAMiLy PRAcTIce [07 0103 — 02-26-04

FAMILY Fractics Resingmy

LAWTON , DK 7350¢

- Ruee Sourmwesr (ams)

300 €AST, $iXTH &7

FAMILY PRACTICE

07-0t- 0% — FRESENT

FAMILY PRACT ICE Resingag

TEXARRKANA AR T185Y)

Have you ever resigned from a training program?

Were you ever placed on probation?

Were any Incident reports ever filed by instructors?

POSTGRADUATE TRAINING: (thesa questions wate be meweradby ALL applicants)
Did you ever take a leave of absence or break from your training?

Have you ever been terminated, dismissed or expelied from a program?

Were you ever disciplined or placed under investigation?

Were any limitations or special requirements placed upon you for clinical
performance, discipline, or for any other reason?

Have you ever had a postgraduate training program contract not be
renewed or offered for a following year?

MEDICAL LICENSURE

vEs | NO
YES NO
YES NG
YES NG
YES NG
YES ND
YES ~ NO
YES NO

15. Please ilst all medical licenses (other than training licenses) that have ever been issued by
any state or territory in the United States or Canadian province.

Jurisdiction

" Llcense Number

Data of Issuance

Dates of Practlce In that Jurisdiction

APPLICANT:

RBusHra Snced

DATE OF BIRTH:

O7A-100 (Rav. 7 2005)
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ABMS CERTIFICATIONS

16. Are you currently certified by a Member Board of the American Board of MedicaI'Specialtieg?
yEsl o

Member Board Expiration Date Certificate Number

Al PRA OR

MBC
Use Only

ABMS

z

Malpraciice
S — -17.-Has a claim or-an-action-ever been filed-against you-for the practice-of medicine-which-resulted
in & malpractice settlement, judgment, or arbitration award of $30,000 or more?
, : YES | NO z
PRACTICE IMPAIRMENT OR LIMITATIONS
) ] ) Llnﬂ_atluns
18. Have you been enrolled in, required to enter into, or participated in any YES | NO
drug or alcchol recovery program or impaired practitioner program? -t
18. Have you been treated for or had a recurrence of a diagnosed YES NO
addictive disorder?
20. Have you been diagnosed with an emotional, 8 mental, or behavioral YES NO )
disorder which impairs your ability to practice medicine safely?
21. Have you ever been diagnosed with a neurological or other physical VES NO 19|
condition that would impair your ability to practice medicine safely? .
22. Do you have any other condition which in any way impairs orlimits YES NO E&l

your ability to practice medicine safely?

If you do receive ongoing treatment or participate in a monitoring program, the Board will make an
individualized assessment of the nature, the severity and the duration of the risks associated with an
ongoing medical condition to determine whether an unrestricted license should be issued, whether
conditions should be imposed, or whether you are not eligible for licensure.

CRIMINAL RECORD HISTORY

23. Have you ever been convicted of, or pled guilty or nolo contendere to ANY offense in any state in
the United States or foreign country? ‘ ‘

This includes a citation, Infraction, misdemeanor andlor felony, ete, If"YES" attach a list of each offense by arrest end conviction

dates, viclation, and court of lurisdicion {name and address). Maiters in which you ware diverted, deferred, pardoned, pled nolo contenders,

or if the conviction was later expunged from the record of the court or set aside under Penal Code Saction 1203.4 MUST be disclosed. If you

are awaiting judgment and sentencing following entry of a plea or jury verdict, you MUST discloss the conviction; you ars entitied 1o submit

°| evidencs that you have been rehabilitated. Serious traffic convictions such as reckess driving, driving under the influsnce of alcohol andfor
drugs, hitand run, evading a peaca officer, failure to appear. driving while the license & suspended or revoked MUST be reported. This list

fanot all-inclusive. if in doubt as to whether & cenviction should be disciosad, it is better to disclose the conviction on the application.

For each conviction disclosed, you must submit with the epplication ceriifiec copies of the arresting agency report, certified copies of the
court documents, and a descriptive explanation of the circumstances surrounding the conviction of disciplinary action (i.., dates and location
of incldent and all clrcumstances surrounding the incident). This ietter must accompany the epplication. If documeants wers purged by
arresting agency andfor court, a letter of explanation from these agendes is required,

Applicants who answer “NO” to the question but have a previous conviction or plea, may have thelr application denled or license
reveked for knowlingly falsifying the appiication. YES MNO

APPLICANT: DATE OF BIRTH:
' JBusHsrA  Sacen |

Q7A-00 (Rev. 1208)

Criminal
Ragord




- CRIMINAL RECORD HISTORY (cont'd)

’ : Ret
24. s any criminal action pending against you? YES NO ﬁ
25, Are you required to register as a Sex Offender? I YES NO ,zr
| DISCIPLINARY HISTORY
. Disclpling
These questions refer to discipline by any U.S. milltary or public health service, state board
or other governmental agency of any U.S. state, territory, Canadian province, or country.
26. Have you ever been denied a license to practice medicine? YES NO FP
27. s any denial pending against you? o YES NO HD

28. Have you ever been charged with, or been found to have committed,
unprofessional conduct, professional incompetence, gross negligence, YES NO i
or repeated negligent acts or malpractice by any medical licensing
board, other agency, orhospital?

29. Have you ever had any license to practice medicine revoked, YES NO l';\;l
suspended, or placed on probation?

30, Have you ever had any license to practice medicine subjected to
any action including but not limited to informal or confidential discipline, YES NO [
consent orders, letters of warning, letters of reprimand, or citation?

g =

f
31. Have you ever had any license to practice medicine subjected to any yES ND e
other disciplinary action? ,
32. Is any disciplinary action pending against any of your licenses to YES NO
practice medicine? .
33. Have you ever had staff privileges in a hospital terminated, denied, YES NG
suspended, limited, revoked, o not renewed? .
34. Have you ever resigned from a medical staff in lieu of disciplinary or YES NO
administrative action?
35. Is any disciplinary action pending against your hospital staff privileges? YES NO
36. Have you ever surrendered a license to préctice medicine? YES NO | )
37. Have your DEA privileges ever been denied, suspended, restricted, or YES NO i
termmated'?
38. Have you ever entered into any arrangement or plea or agreement in YES | NO EL
lieu of a federal prosecution for & drug violation regulated by the DEA? 5
APPLICANT: , ' DATE OF BIRTH:

BusHen Qe

"07A-100 (Rey. 12/05)



: All items in this application. except #8 and
BMMARTHA BAKBRare mandatory. Fallure to provide any of the
B PUBLIC- STATE OF iStad |

"ol

.omggonogxf}n lication. The Information provided will be

ommission # 123483%ad to determine your quallfications for licensure
per Section 2080 of the Callfornla Businass and
Professions Code, which authorizes the collection
of this information, The information on your
application may be transferred to other medical
licensing authorities, the Federation of State Medical

Boards, or other governmental law gnforcement

o

agencles. You have theright toreviewyour —
application subject to the provisions of the
Information Practices Act. The Chief of the

Licensing Program s the custodian of records.

=

The appiicant, @US HrA Saced , _ being first duly sworn upan histher

~— " {PLEASE PRINT FULL NAME) - — - —-(DATE OF BIRTH)
cath deposes and says: that | am the person herein named subscnbmg to this application; that | have read the complete
application, know the full content thereof, and declare under penaity of perjury, that all of the information contained herein
and evidence or other ¢redentials su bmltted harewith are true and correct; that | am the lawfu! holder of the degree of Doctor
of Medicine as prescribed by this application, that the same was procured in the regular course of instruction and
examination, and that it, together with all the credentials submitted, were procured without fraud or misrepresentation or any
mistake of which [ am aware and that { am the lawful holder thereof. Further, | hereby authorize all hospitals, institutions or
organizations, my references, personal physicians, employers (past, present and future), business and professional
associates (past, present, and future), and all government agencies (local, state, federal, or foreign) to release to the Medical
Board of California or its successors any information, files er records, including medical records, educational records, and
records of psychiatric treatment and treatment for drug and/or alcohol abuse or dependency, requested by that Board in
connection with this application; or any further or future investigation by that Board necessary to determine any medical
competence, professional conduct, or physical or mental ability to safely engage in the practice of medicine. | further
authorize the Medical Board of California or its sucoessors to release to the organizations, individuals or groups listed above
any information which is materiat to this application or any subsequent licensure,

| UNDERSTAND THAT FALSIFICATION OR MISREPRESENTATION OF ANY ITEM OR RESPONSE ON THIS

APPLICATION OR ANY ATTACHMENT HERETO IS A SUFFICIENT BASIS FOR DENYING OR REVOKING A
LICENSE.

W’/ (PLEASE INITIAL BOX) .

SIGNATURE QF APPLICANT: Busbsie. Luecd .
&Lﬁb{ {Please sign full name)
State of A G—p A

County of W
=

Subscribed and sworn to (or afﬁrmed) before me on

this /9% day of _ )LMW _ 2008
by M&J )Qa;c._z_.:LJ |

personafly known to me or proved to me on the basis of satisfactory evidence to be the person(s) who appeared before me.

MARTHABAKER
NOTARY PUBLIC- STATE OF ARKANSAS
COUNTY OF MILLER
My Commission Exp 02-24-201%
Comimission # 12346156 /) i
- L
SIGNATURE CF NOTARY PLIBLIC ‘

07A-100 (Rev. 12/08)




STATE OF CALIFORNIA — STATE AND CONSUMER SERVICES AGENGY ' GRAY LAVIS, Govemor

qm,,, . . EDICAL BOARD OF CALIFORNIA , _
Consumer : aa . 1440 Howe Avenue, Suite 54, Sacramento, CA 95825-32:50 ' (_/r lf/" )
Affars N TEL: (916) 263-2499/FAX: {916) 263-2487 Internet: www.medbd.ca.gov

APPLICATION UPDATE FOR PHYSICIAN'S AND SURGEON'S LICENSE

Flease READ all instructions prior to completing this application. ALY questions on this application must be answered, and all supporting documents mus!
be submitted-as per instructions. Please.type or print neatly. When space provided is insufficient, attach additional shaets of paper. All attachments
ara considered part of the application. FELSIFIdATION OR MISREPRESENTATION OF ANY ITEM OR RESPONSE ON TH!S APPLICATION OR ANY
ATTACHMENT HERETO IS A SUFFICIENT BASIS FOR DENYING OR REVOKING A LICENSE.

1. NAME: Last - First Middle oy
SacE) BUsHR A Personal
D
2. Other names you have used {include maiden name): 3. U.S. Social Security Number”  _ ot

BusHra FATIMA Sipp 16y .

4A. (PUBLIC ADDRESS; wilt be released by the Board to the public): Number and Street/P.0. Box/Rural Route/Apartment Number, if any. %

150 _PALM VAweY Bevs # 1090

City State CA Zip Code

Sans JosE 9512y ™ vsA

48, (CONFIDENT%I_. ‘ADDRESS): Number and Streot/Rural Route/Apartment Number, if any. [Applicants must provide a confidentiai

LLE]

AL~
9. Have you ever been licensed to practice medicine In any state, territory, province, country, or U.5. federal jurisdiction?->

-

B v £ No
4 T

IF YES, LIST THE JURISDICTION, LICENSE NUMBER, DATE ISSUED AND DATES OF PRACTICE IN THAT JURISDICTION. PLEASE INCLUDE PERMANENT, TEMPQ , TRAINING, B
PROVISIONAL, LIMTTED LICENSE, OR PERMIT. AN ORIGINAL OFFICIAL LETTER OF GOGD STANDING (LGS), OR COMPARABLE LICENSE HISTORY CERTIFICATION;S REGEIRED EoR' |
EACH PERMANENT, TEMPORARY, TRAINING, PROVISICNAL, LIMITED LICENSE, OR PERMIT OBTAINED IN ANY U.S. STATE, U.S. OR GAMADIAN TERRITORY, CANADIAN BROVINCE; * [

OR .8, FEDERAL JURISDICTICN. EACH LGS, OR COMPARABLE CERTIFICATION, SHOULD BE MAILED BY THE ISSUING AUTHORITY DIRECTLY TO THE MEDICAL gARD‘]}F Teo
CALIFORNIA, :

street address if a*%P. O, Box is used as the'Public Address in #4A above.] ,5
SAME  A¢ Agove in 4A
City : State _ Zip Code Country )2(
5. Telsphone Number: 8. Californla Driver's License Number (optional):
Home: ( NUMBER EXPIRATION
Work:  { )
7. Date of Birth (Month/Dav/Yaar) and Place of Birth:
; 8. Sex: O Male B remale o
[ _ f - oh ..
: Licanss
| Data

w €1
Jurlsdiction License Number Date of Issuance Dates of Praciice in thﬁtﬁuris&ﬁion LGS
STATE OF OKLAKomA 23390 (Training T-1-2003 7-1-2007 #fo -26-2004

l i(_ense!) )

10. Do you hold any other professional license in any state, territory, province, country, or U.S. federal Jurisdicton? A Yes O No

= et mms ALY m FA icl NE HIFENRE M ° a L{ 9-7 '7 - S JIRISHINTION® DA K I tﬁ T A N :

| Njiaaax

For all of the below, also Include any disciplinary actions by the U.S. Military, U.5. Public Health Service, or other U.S. federal

govemnmental entity. ONLY

L
13A. Have you ever been charged with, or been found to have committed, unprofessional conduct, professional incompetence, gross ;::”
negligence, or repeated negligent acts or malpractice by any medical licensing board, other agency, or hospital?

13B. Has any disciplinary action ever been filed or taken, incluging but not limited to, informal or confidential discipline, consent orders,
or lefters of warning, regarding any healing arts license which you now hold or have ever held?

13 (A) Yes + No
13C. Is any such action as described above pending?
' 13 (B) . Yes No
IF YOU ANSWERED YES TO 13A, 13B or 13C, PROVIDE DETAILS ON A SEPARATE ATTAGHMENT. . )
13 (C) — Yes No

14. Have you ever been denied a license, permissibn to practice medicine or any other healing art, or denied permission
to take an examination in any state, territory, country, or U.S. federal jurlsdiction, oris any such action pending?

SN



SUTTEIIURITU FOUI Tl Wl (WD WS SULD LRG| 000 Wi dsawivng we WAy Uawn iR ey Y e VLR WOMT U GaMlennweFy WE BT SAREY WPmensny

action pendin?

IF YOU ANSWERED YES, PROVIDE DETAILS ON A SEPARATE ATTACHMENT. Yes No

16. Have you ever had staff privileges in a hospital denied, suspended, limited, revoked, or not renewed for medical diéciplinary cause, or
resigned from a medical staff in lieu of disciplinary or administrative action, or is any such action pending?

You MUST DISCLOSE ANY INFORMAL OR CONFIDENTIAL DISCIPLINARY ACTION.

Yas No

17. Do you have any condition which in any way impairs or limits your ability to practice medicine with reasonable

skill and safety, including but not limited to, any of the following? Ye ‘ N
3 o

.

IF YES, PLEASE CHECK THE APPROPRIATE BOX(ES) BELOW:

{J A condition which required admission to an inpatient psychiatric treatment facility.
3 Alcohol or chemical substance dapendency or addiction.
i1 Emotional, mental or behavioral disorder.

— O Other (explain):

FOR ANY OF THE BOXES CHECKED ABOVE, PLEASE SUBMIT COMPLETE QFFICIAL INPATIENT AND OUTPATIENT TREATMENT RECORDS, EVIDENCE OF ONGOING 7
REHABILITATION TREATMENT, AND A PERSONAL WRITTEN EXPLANATIOM.

FOR ALL OF THE BELOW, YOU ARE REQUIRED TO LIST ANY CONVICTION THAT HAS BFEN SET ASIDE AND DISMISSED OR EXPUNGED, OR WHERE A STAY OF

EXECUTION HAS BEEN ISSUED, .
| 18A. Have you ever been convicted of, or pled noio contendere to, ANY violation (inciude every misdemeanor or felony) of any local, |
state, or federal [aw of any state, territory, country, or U.S. federal jurisdiction?
’ 18 (A) Yes  No

48B. Is any criminal action related to the above pending?

IF vou ANSWERED YES 70 18A or 18B, PROVIDE DETAILS ON A SEPARATE ATI'ACI-IMENT.J 18 (B) Yes No

Applicant
Declaration/Signature
and NOTARY

statEOF__CALIFORNIA -

countyor  SANTA  CLara

The applicant, (B Vs H ‘Q—H gﬂg?ﬁ .

. : (PLEASE PRINT FULL NAME) {DATE OF BIRTH) .
says: that | am the person herein named subscribing to this application; that | have read the complete application, know the full content thereof, and declare
under penalty of perjury, that all of the information contained herein and evidence or other credentfals submitted herewith are true and correct; that | am the
lawful holder of the degree of Doctor of Medicine as prescribed by this application, that the same was procured in the reqular course of instruction and
examination, and that it, together with all the credentials submitted, were procured without fraud or misrepresentation or any mistake of which | am aware and
that | am the lawful holder thereof, Furiher, i hereby authorize ali hospitals, institutions or organizations, my references, personal physicians, employers (past,
present, and future}, business and prefessional aseociates (past, present, and future), and all government agencies (local, state, faderal, or foreign) to release
to the Medical Board of California or its successors any information, files or records, including medical records, educational records, and recards of psychiatric
treatment and treatment for drug and/or aicohol abuse or dependency, requested by that Board in connection with this application; or any further or fisture
investigation by that Board necessary to determine my medical compelence, professional conduct, or physical or mental ability to safely engage in the practice
of medicine. | further authorize the Medical Board of Caiifomia or its successors to release to the organizations, individuals, or groups listed above any
information which is material to this application or any subsequent licensure. | UNDERSTAND THAT FALSIFICATION OR MISREPRESENTATION OF ANY
ITEM OR RESPONSE ON THIS APPLICATION OR ANY ATTACHMENT HERETO IS A SUFFICIENT BASIS FOR DENYING OR REVOKING A LICENSE.

SIGNATURE OF APPLICANT: __ BUM aeea( .

(FLEASE SIGN FULL NAME, NOT INITIALS)

«being first duly sworn upon histher oath deposes and

—

W | ;
\’E-\dayof AUNQ ’lbn‘:: %Y gUSHQG) éf’) LN

- MONT

YEAR
e PRATNCHANDRA U AT} — L AN < HAdA LA U g[mi”s

s Commission # 1444504
&

[G  SIGNATURE OF NOTARY PUBLIC . 4 F
jary Pubiic - Califomnic a ) ‘ /
NOSG:MClomCounly g (% l ZLI Lioddnm !'!‘LL Z"s, 5@:\3 NEITSS
I tﬁ ADDRESS LA Cfs" ,LB\

o o ot ot e e i s e ] My commission expires ___' ' 4 ¢ ﬂ?
3 R

Signed and sworn to before me this

.

07A-43 (Rev. 03701)




STATE OF GALIFORNIA - STATE AND CONSUMER '

CES AGENCY
. =S = L=
- \’\ ! L TR -
SR MEDICAL BOARD OF CALIFORNI
- o LICENSING PROGRAM ,
\ \': 5\ 1426 Howe Avenue, Suite 54
YL . Sacramento, CA 95825.323
\:i‘% GR ns (916) 263-2382  FAX (916) 263-2487
- ooV www.meghd.ca, qov

Q\.\;
M \ﬁb‘ .
"-‘u"":'"AE\PPLICATiON FOR PHYSICIAN'S AND SURGEON'S LICENSE

im

Please READ all instructions prior ta completing this application,

considered part of the application,

. ARNOLD SCHWARZENEGGER, Governor
e e

ALL questions on this application must ba anawered, and ajl supporiing documents musl be

submitted as per instructions. Please type or print neatly. When space provided is insufficient, attach additional sheets of ;EBar. Al attachments are

UU3178 505,

FALSIFICATION OR MISREPRESENTATION OF ANY ITEM OR RESPONSE ON THIS APPLICATION OR AN

A0Joy

ATTACHMENT HERETO IS A SUFFICIENT BASIS FOR DENYING OR REVOKING A LICENSE. Wae use
1. NAME: Last . First O e rs Micllie Personal,7/77®
SREED OUSHRA

2. Other names you have used (include maiden name):

3. U.S. Social Sarcuritv Mumbar®

| BUSHRA _FATimA SiddIA

é:i!y- = - e
| Son Jose . D T-Y) 1
‘14B(CONI?|EJENT1£LI‘\IEDRES_S) ) ﬁaﬁfz;;;nd Street/Rural Route}Apam;\ent Number, if any. -[Eﬁﬁiicar;t'; mus
address if a P. O, Boxis used as the Public Address in 24A above.]

State Zip Cade

de a confidential street

- ...Qs above in 44 e
¢ Chy Slate ZipCode Country
5. Telephone Numbar: | 6. california Driver's Liconse Number foptional):
Home: { NUMBER EXPIRATION
Work: ¢ o -
7. Date of Birth (Month/Day/Year) and Place of Birtin T ST e
: - Rl VL A O A e e e e e e
1 .
| 8. Sex: O Mae E/Female 9. Areyou a8, citizen? O ves B8 o
P e | Permanet Residowk o Jhis Yeav Qpplging for. 14g
i 140. Have you ever filed an application for Physician's and Surgeon's examination or ficensure in California? Cidr aens
03 Yes M No

IF YEQ, PLEASE GIVE DATE PREVIOUS APPLICATIONWAS SUBMITTED.

“11. Listthe names and locations of all colleges or universities attended where pre-professional, postsecondary instruction was received,
Please submit officiat franscripts with the schoc seal affwed for each schonl attended, Transcripts will not be returned,

e Mame L iy S cowy
KHATOON-¢- Takssray  KRRACH), PakisTAN

‘ 41980 ~ 3/1a33
ST-JOSEPHS Coucst  _KARACHI , PAKIsTAN . | ®f 1943 @[148s

. 12. Listthe names and locations of gl) schools where professional medical instruction was received. and, where applicable. tha degree awardec,
PLEASESUBMIT: 1) an original Certificale of Medial Education {Form £.2) anc offiulal transcripts with the signature of the dean or registrar
and the school seal affixed from pagh schoo! attended: and,
2} an original madical giploma snd a 6 1/2° x 117 photocopy {originat diplom:

e o Name e _. Datesof Altendance .

A will pa retumed).

4 4

Sigte, Courtry

2

Dogron Avardo

Dow Medreae | KArRACH!
CoLLEes

DOCTOR OF MEDICINE DEGREE, as referenced above.

, PAKISTAN. .| E[1986 ~3 (1942

Address of Medical Schaol

Medical

Education

L2 Trans

g0

Name of Medical School Exact Date of lssuance
Daw MenrcAL ' -
il Hospl il K avecdy . B ! 7-15-32
CoLLESEs CAvtl | sP? ay«. - ﬁbae Uvelu . q
A Y T R S e SN  SU A B A4 H N meCUsE
* WMANDATORY BISCLOSURE OF 15.5, SOCIAL SECURITY NUMBERS E ONLY
Jisclosuee of your US socisl security number is mandatory. Sectior 30 of tae Businass and Prefessions Cotie and Public Law 94-455 (42 UGCA a05(cHZUL)) muthonze |
wllaclivn of yout sogial security number, Your socsl secuily numier wilt ba ussd exclusively for tax enforcoment purptaes, Tor purpases of somplience with any judgment ;
¥ order for family suppon In accordance wath Ssction 17630 of the Fanmly Cede, or for verficatian of licensure of examination status by & dcansing or examinalon enlity |
shich ulilzes a natlonal examnalon arid whare Reeneura 1z recigrocal witn he requesting state. Wyou fail lo disclose your socwl secunty numbar your appilcalion for inftlal i
sansure will not be prosessed AND you wilk be reporied to the Franchiss Tax Board, which may assess a $100 penally agams| yoi. [ School Goda

100 Weh fRovised Ay n

-




MBC USE

oeeme o e 4 st e o U o - - - - . onwy
E
Writt,
. 13.Have you takan any of the following written examinatlons. Nationat Boards, other state boards, USMLE. SPEX, FLEX, ECFMG or LMCC? fE,,,min:;}w,
N E
‘ B Yes I Mo |
L
ot IE TES, IST NAKE, LOCATION, DATE AND RESULT OF EACH EXAMINATION, FATLURES MUST ALSO BE DISCLOSED. EACH EXAMINATION AGENCY MUST SUBRT AN ORIGINAL OFFICIAL
| EXAMINATION HISTORY REFORT DIRECTLY TO THE MEDICAL BOARD OF CALIFORNIA, THESE REPORTS WILL NOT BE RETURNED.
R, Examinaton B O - SR .. Rosull (Passifaly
. v !
L USmLe S‘te,o R S 10 [Aa1. !
i
1
| H
i 1
USMLE St | /a5 a |
AT MLE S 3./ 3001 Ucenso
i 14. Have you ever been li ensed to practice medicine in any state, territory, province,Country, or U.3. federal jusisdiction? Data
; _ Yes O N0 |
] i
| IF YES, LIST THE JURISDICTION, LIGENSE NUMEER, DATE ISSUED AND DATES OF PRACTICE IN THAT JURISDIGTION, PLEASE INCLUIDE PERMARENT, TEMPORARY, TRAINING, PROVIS IONAL,;
| LINITED LICENSE, OR PEAMIT. AN ORIGINAL OFFICIAL LETTER OF GOOD STANGING (LG8}, OR GOMPARABLE LICENSE HISTORY GERTIFICATION, 1§ REQUIRED FOR BAGH PERMANENT, | LGS
| TEMPORARY, TRAINING, PROVISIINAL, LIMITED LICENSE, OR PERMIY OSTAINED IN ANY LS. STATE, U,5, OR GANADIAN TERRITORY , CANADIAN PROVINGE, O 1).5. FEDERA diRisDis- |

TION, EACH LGS OR f"l}MPAF!hBLE CERTIFICATION, SHOULD BE MAILED BY THE 1ISSUING ALTHORITY DIREGTLY TO THE MEDICAL BQARD QF CALIFORN!A

Lloense Number

ShilE o Oklahguin _, 23390
R 4Tfmm3 Licens
R Alvendy vequed f
o Awoged- |

P

15, Do you hold any other professional license in any state, tarritory, province, country, or U.S. federai jurisdiction? B/‘:’ o8

R %W. resrowt R

O o
» 4 . " .

I YES: PROFESS!UN:M,_,.meCL‘ e . s LICENSE Nu.:__a4 211-~5  FIRISTIGTION] __ PG[ k' $ I ﬁlh e
i c i ther
! - Frofossional
s Licenses
{ HAS THIS LICENSE EVER BEEN REVOKED, OR SUBJECT TO DISCIPLINE? i YES, PLEASE PROVIDE ALL OFFICIAL DOC;UMENTATI?ZW REGARDING THE MATTER IN ADDITION TO A WEITTEM
E EXPLANATION. v0U ARE ALBD REQUIRED TO REPORT ANY MATTER THAT IS PENRING OR IN WHICH CHARGES HAVE BEEN DROPPED OR EXPUNGED. '
i Yes No 3
i
?‘._ bk bt R 8 S £ el I e i - J— e m— 1 4 ke A p S B Rt g hm 4 41 e esmis s Same b s e s s L
! 164, Are you currently, o have you ever been, a participant in a postgraduate training program in a facility in the U.5. or Canada? ‘°°;;g§g;,f"-"
!1 {You must include every residency, internship, and fellowship, whether or not completed.)

E ) . B/Yes 0 ne

bt YES, LIST HAMES AND ADDRESSES OF ALL FACLITIES, SUBMIT AN ORIGINAL GERTFICATE OF COMBLETION 0f AGGME/RCPSC POSTORADUATE TRatene [Form L3A) rrom gack i
]

tFACILITY. (DO HOT comMPLETE FORM L3AS 10 DOCUMENT TRANING RECEIVED 1H RESEARCH FELLOWSHIP FRUGRAS.) ALL TRAINING MUST BE LISTED, REGARDLESS DF WHETHER n'
j WAS 84 TORILY COMPLETED OR !

Faclity Name e et e ' Tl calty A
S+ Oilnkome F’mlu . 4497 w.Gore .. Fawsly P
Padie T Blude, Lowlon 0K | .

Dates of A!lenc!dnr:a -

1 03 # Pfcg,ewg

S

ouaa

Ifycu answel YES ta amy ofthe foliuwmg questians, pléase provide ALL piicial docimentation regarding the matter in addmonto your written personal

explanations. Ad applicant must provide officiat hearing/eourt documents and original letters ofexp anation from medical schools or training prograin

divectors. Ifthesé documents are not provided withthe application, they will be requestad befora e oftheapplicationcan proceed APPLICANTS ARE
REQUIRED TO REFPORT ANY MATTER THATIS PE G ORIN WHICH CHARGES HAVE BEEN DROPPED OR

18B. Have you ever withdrawn from, or been suspended, dismissed or expelied from a medical schaod or postgraduate training program DR j
have you ever taken a lsave of absence from such a school or pragram? ;
IF YDU ANSWER'ED YES, aomra ﬁ:;Pl]éINT AND SCHOOUPROGRAM MUS‘F PRUWDE-DETMLS ON A SEPARA'I‘E ATTA(:HHENT; ; Yes Ho | I
NAME OF APPLICANT: DATE OF BIRTH;
Buskra gﬂGL: D .




i

| For all of the below, also inciude any disciplinary actions by the U.S. Military, U.S. Public Health Service, or other U.S. federal governmental
i entity.

i 17TA. Have you aver baen charged with, or bean found to have cotnmitied, unprofessional conduct, profassional incompetence, grass
! negligence, or repeated negligent acts or maipractice by any medlcal licensing board, other agency, or hospital?

17B. Has any disciplinary action ever been flled or taken, including but not limjted to, Informal or confidential discipline, consent orders, or
| letters of warning, regarding any healing arts license which you now hold or have ever held?

17G. Is any such action as described above pending? 17(A) Yes

b N 17(B} Yes

MBC USE
ONEY

Litense
Data

}JfIFA’.DUWANSWEREDJESJOJI TA,A7B-orA7C,-PROVIDE-DETAILS-OK—
i

: A SEPARATE ATTACHMENT.

A7) Yes Mo

e P . T T T P [

18. Has a clairn or action for Hamages ever been filed against you in the course of the practice of medioine or any other healing art which
resuited in a malpractice settlemont, judgement, or arbitration award of over $30,000,007

-

19. Have you aver been denled a license, permission to practice medicine or any other healing art, or denied permission
to take an examination in any state, territory, country, or U.S. federal jurisdiction, oris any such action pending?

T . , Vs
‘ I YOU ANSWERED YES, PROVIDE DETAILS ON A SEPARATE ATTACHMENT.J ‘ No /

' 20. Have you ever voluntarily surrendered a license to practice medlcine or any other healing arts In this or any other state, ar voluntarily

. surrendered your narcotic {controlled substance) permit {state or federal} to any licensing board or any other agency, or is any such action
pending?

’ IF YOU AMSWERED YES, PROVIOE DETAILS ON A SEPARATE ATTACHMENT. Yos N

22. Do you have any condition which in any way Impairs or limits your abllity to practice medicine with reasonable
: skilland safety, including but not limited to, any of the following?

Yes N

IF YES, PLEASE GHEGK THE APFROPRIATE BOX(ES) BELOW: /
1 A condition which reguired admission to an inpatlent psychiatric treatment facility,

! 03 Alcohol or chemical substance dependency or addiction.

0  Emotional, mental or behavioral disorder,

3 Other (explain):

| FOR ANY OF THE BOXES CHECKED ABOVE, PLEASE SUBMIT COMPLETE QFEICIAL INPATIENT AND QUTPATIENT TREATMENT RECORDS, EVIDENCE OF ONGOING

REHABILITATION TREATMENT, ANI A PERSONAL WRITTEN EXPLANATION.

| FOR ALL OF THE BELOW, YOU ARE REQUIRED TO LIST ANMY CONVICTION THAT HAS BEEN BET ASIDE AND DISMISSED OR EXPUNGED, OR WHERE A STAY OF
EXECUTION HAS BEEN IS5UED, - -

23A. Have you ever been convicted of, or pled nolo contendere to, ANY violation (include every misdemeanor or felony) of any local, state,
! orfederal law of any state, territory, country, or U.S, federal jurlsdiction? ' .

22B. s any criminal action related to the abova pending? 23(A) Yos No

e . S Yes No /

- 21, Have you ever had staff privileges in a hospital denied, suspended, iimited, revoked, or not renewed for medical disciplinary cause, or
resigned from 2 medical staff in lieu of disciplinary or administrative action, or is any such action pending? ;
i { Yol uUST DISCLOSE ANY iNFORMAL OR CONFIDENTIAL DISCIPLINARY ACTION, 1 Yos No

! |1 You ANSWERED YES TO 23A oR 238, PROVIDE DETAILS ON A | 23(B) Yes No
SEPARATE ATTACHMENT. [ /]
NAME OF APPLICANT: ) DATE OF BIRTH:
BusHrA SAEEN

NN




Notice: All items in this application are mandatory;
none are voluntary. Failure to provide any of the
requested information will delay the processing of your
application. The information provided will be used to
determine your qualifications for licensure per Section
2080 of the California Business and Professions GCode,
which authorizes the collection of this information. The
information on your application may be transferred to
other medical licensing authorities, the Federation of
State Medical Boards, or other governmental or law

Top of Photo (Head)

enforcement agencies. You have the right fo review
your application subject to the provisions of the Infor-
mation Practices Act. The Chief of the Licensing Pro-
gram is the custodian of records.

Applicant
Deelaration/Signature

arnd NOTARY

) _ _
stareor. CALIFORNIA
COUNTY OF _ SF) ~NTA Cipra |
The applicant, 8USH RA &?Eg Y . .being first duly sworn .

(PLEASE PRINT FULL NAME) ' {DATE OF BIRTH)
upon hisfher oath deposes and says: that | am the person herain named subscribing to this application; that | have read
the complete application, know the full content thereof, and declare under penalty of perjury, that ali of the information
contained herein and evidence or other credentials submitted herewith are true and corract; that | anm the lawful holder of
the degree of Doctor of Medicine as prescribed by this application, that the same was procured in the regular course of
instruction and examination, and that it, together with all the credentials submitted, were procured without fraud or misrep-
resentation or any mistake of which | am aware and that | am the lawful holder thereof, Further, | hereby authorize afl
hospitals, institutions or organizations, my references, personal physicians, employers {past, present, and future}, business
and professional associates (past, present, and future), and all government agencies (local, state, federa, or foreign) to
release to the Medical Board of California or its successors any information, files or records, including medical tecords,
educational records, and records of psychiatric freatment and treatment for drug and/or alcohol abuse or dependency,
requested by that Board in connection with this application; or any further or future investigation by that Board necessary to
determine my medical competence, professional conduct, or physical or mental ability to safely engage in the practice of
medicine. | further authorize the Medical Board of California or its successors o release 1o the organizations, individuals,
or groups listed above any information which is material lo this application or any subsequent licensure. 1 UNDERSTAND
THAT FALSIFICATION OR MISREPRESENTATION OF ANY ITEM OR RESPONSE ON THIS APPLICATION OR ANY
ATTACHMENT HERETOQ IS A SUFFICIENT BASIS FOR DENYING OR REVOKING A LICENSE.

SIGNATURE OF APPLICANT:. &?Ma , fae ecﬂ :
. (PLEASE SIGN FULL NAME. NOT INITIALS)

Sighed and swormn to before me this (L th day of %WW 00 ¢

M@H YEAR

N O ki, Ao
R A HEER /1 ‘
1 cOmm. # 14555” —é SIGNATURE OF NOTARY PUBLIC

T8 E80onivy FUi - Cumonall Sbleq Yt Fre Sem Q"%{l e 825

3 ot Clara Count - ADDRESS
xe~" My Comm. Expiras Dag, g, 2007 3

b o e e s e i e T My commission expires R L anbar A (30'0:1?

07A-100 Weh (Bevised [1:03)
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STATE OF CALIFORNIA +; STA

NSUMER SERVICES AGENCY » . . ARNOLD SCHWARZENEGGER, Govarnor

me. | UAFORNA  MEDICAL BOARD OF CALIFORNIA SR AR i e
. 1426 Howe Avanue, Suite 54 . MEE T
Conumer ' 121 Sa to, CA 95825-3236 Db £
~ 77818 Ul (916} 2632382 FA:{916}263-2487 Fes | 8 py 21
- : v medbd.ca.qov : it J0

MEDICAL SCHQOL:

PLEASE COMPLETE THIS FORM !N THE ENGLISH LANGUAGE.

This certifies that 5USH RA_ SpE )

3, Caid o

FULL NANIE OF APPLICANT U.S. SOGIAL SECURITY RO, " ““DATE OF BIRTHMWDDYYY
B 4. T P N P S L T N ly 2 NP : - ,,,ﬁﬁg o ppnm, )
enaleain D0 MeDrcar COLLEGE KORPCHT, PARKISTAN
NAME OF MEDIGAL SCHOOL. LOCATION
on the __| SH\ day of MAY , ! C’ 36 and was granted the following credits on enrollment:
MONTH YEAR

Advanced Credits: Credits previously obtained at an approved medical, dental, or osteopathic school.*

Low MEDICHL CoLLFar, IARAeH;
MEDICAL SCHOOL TOTAL CREDITS

The undersigned further certifies that the records of this institution show that the applicant attended in this Institution
NUMBER QOF YEARS

years of resident instruction of /26 ,S" weeks each, completing at [east 4,000 hours, of which at least 80 percent actual
NUMBER OF WEEKS

attendance is required, in the subjects set forth hereunder (Business and Professions Code Section 2089), and that the applicant:

@ was granted the degree Bachelor/Doctor of Medicine by OR D withdrew from

the above mentioned medical school on the [ 5 th day of m ARCH , / 9 qol
: MONTH YEAR

Anatomy Embryology Physicat Medicine .
Ctolaryngology Histology Therapeutics
Cbstetrics and Gynecology . Human Sexuality as defined in Section 2090 Neuroanatomy
Radiology, including Radiation Safety Medicine Child Abuse Detection and Treatmant
Tropical Medicine # Surgery, including Crthopedic Surgery Geriatric Medicine
Physiology Urology Pediatrics.
Biochemistry Psychiatry - Pharmacology
Pathology, Bactericlegy and immunology Neurclogy Anesthesia
Ophthalmology ) Alcoholism and Chemical Dependency Spousal or Partner Abuse Detection &
Demmatology L Praventive medicine, including Nutrition Treatment**

Family Medicine***

Pain Managemeni and End-of-Life Care**+
Each school where professional medical instruction was received MUST complete one of these forms. If more than one school
was attended, photocoples of this blank farm may be made and used.

ONLY applicable to medical students who snroiled in medical schaol on or after September 1, 1994.
*** ONLY applicable to medical st dents who graduate from medical school on or after May 1, 1998
**** Only applicable to medical stfdents who enrolied in medical school an or after June 1, 2000.
MEDICAL SCHOOL SEAL MUST BE ) / . - N j )

" IMPRINTED BELOW, t/ ATIENTION MEDICAL SCHOOL: The person who signs this form MAY NOY be refated fo the applican? by

*

*k

blood, marmriage or adopfion,

Cnly the President, Dean, or Reglstrar mdy sigh this form. ¥ that signoture outhordly Is belng delegated
fo anolfier person, evidence of that delegation must be aloched fo this form (may be o pholocopy).
Such delegation must be on officlal leterhead and must be dofed within f?e last 12 months.

Signed and the school seal affixed this /.21 day of RF'—"‘“‘”"‘W"\‘ , devd
ON YEAR

=

PRESIDENT, DEAN, ORFENETRAR " & R
44, omdh, Gool {ohs Gon
KamacHl

G7A-100-L2 {Rov. ll-726-03) )\V\‘g)\'&‘/\w ‘ | {3\
¥

W: Peec. Maseop Momeed KioN  BEj
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STATE OF CALIFORNIA - ETATE AND BDNSUMER SERVIGES ﬁGENcY . ARNOLD sthnzt NEGBER, Govomor .

- MEDICAL BOARD OF CALIFORNIA

e LICENSING PROGRAM bg u’rf,*g
Consurnes 1426 Howe Avenue, Sulte 54 L/
Aftairs Sacramento, CA 958253236 LT
(916) 263.2382  FAX (916) 2632487 viive o
www.caldocinfo.ca.cov A

CERTIFICATE OF COMPLETION OF ACGME/RCPSC POSTGRADUATE TﬁAINING

To be completed by the facility for every medical school graduate completing postgraduate training in the United States or Canada.

PART 1: TO BE COMPLETED BY THE APPLICANT

NAME: Last First ' Middle
SREECD , BUSHRA
U.S. Social Sequrity Number Date of Birth Telephone Number
| ..__ ________ ) e e Home [ Work {
PublicMailing Address . '
7004  SHRDow RRook.
Zip/Postal Cod
City TCKHRKHN ﬁ - StatalProthcé ,,,Tx, - p/Postal Coae 550 3
Medical School of Graduation:
o Dowd WlCD\c.ﬂL CollEsE

PART 2. TO BE COMPLETED BY THE PROGRAM DIRECTOR
ATTENTION PROGRAM DIRECTOR: Do not sign and date this form before the last day of any postgraduate
training year which wilt be used by the applicant to qualify for licensure. Completion of this form will cerify that

the individual named in PART 1 above satisfactorily completed a period of accredited postgraduate training at
this facility and that the trainee has acquired the skill and qualifications necessary to safety assume the
unrestricted practice of medicine in thlS state _

Narne of Faclity: ' o

" ACGME 10 diglt Program number: (mww.acgme.org)

Sautihues O\L\ahc:rnu Famm\,u Mediuine _L_%-_.Q_é_ﬁ_.l__\__‘a.'é_ﬂ_
Address of Facillty: Rh\&ehbu\ Telephona #

Categorical Speclaﬂy Area of Training Start Date of Training
= IPANT 0 3/0)\ 120072

| End Date (or antlcipated completion date) of Tralning
L2122 %2004

1 £ AL W14 4
UNUSUAL CIRCUMSTANCES:

Did the trainee ever take a leave of absence or break from their training? YES NG
Was the trainee ever terminated, dismissed or expelled? YES NO
Did the trainee ever resign? | YES NO
Was the frainee ever placed on probation? deedemic. 4~ Fasked /'6’/“/79’1 YES NO
Was the trainee ever disciplined or placed under investigation? YES - NO
Were any incident reports regarding this trainee ever filed by instructors? YES NO
Were any limitations or special requirements placed upon the trainee for 5
clinical incompetence, disciplinary problems or for any other reason? YES N
Did the program decline to renew or offer the trainee a postgraduate training  ves CNO-
program contract for a following year?

A “Yes” response to ANY of the above questions requires the program dlrector to provide L 3 A
awritten explanation on a separate attachment, .

GTA-100-L3 (Rav. 12/05)



DEFINITION OF “SATISFACTORY” COMPLETION OF TRAINING

The program direclor signing this form Is formally certifying and documenling under penalty of petjury that the tralnee recelved
instruction appropriate for the particular posigraduate level and that he/she sallsfactorlly completed perlods of tralning In
accordance with the accepted standards and the criteria defined as equating to "satisfaciory” performance as described below. The

program director will personally be attesting to lhe fact that the trainee has acquired the skill and qualifications necessary fo safely
assums the unrestricled practice of medicine In this state. '

"SATISFACTORY" IS DEFINED AS; THE TRAINEE PERFORMED AT AN ADEQUATE LEVEL BASED ON EVIDENCE OF

SATISFACTORY PROGRESSIVE GROWTH INCLUDING DEMONSTRATED ABILITY TO ASSUME GRADED AND INCREASING
RESPONSIBILTY FOR PATIENT CARE,

GENERAL MEDICINE TRAINING REQUIREMENT

To qualify for licensure in California, applicants who are graduates of an international madicat school must complete at least four months of
postgraduate training in GENERAL MEDICINE as part of the requirement, Applicants who are graduates of a U.S. or Canadian medical school,
who have nat completed postgraduate tralning reguired for ficensure by July 1, 1990, must atso complete four months of training in GENERAL

MEDICINE prior_tolicensure._The GENERAL MEDICINE requizement may_be satisfied.by_actual clinical_practice_where the.applicant has_dirsct
patient care responsibilities in any particular spacialty or sub-spacialty area for at least four menths.

| hereby certify as the program director, that the individual named in Part 1
O has completed X has not completed

a minimum of four months of general medicine as part o ate training program
accredited by the ACGME or the RCPSC, -]

SIGNATURE OF PROGRAM DIRECTOR

e

ATTENTION PROGRAM DIRECTOR: THE PERSON WHO SIGNS THIS FORM MAY NOT BE RELATEDTOTHE |
APPLICANT BY BLOOD, MARRIAGE, OR ADOPTION. Ifthat signature authority is being delegated to another person,

evidence of that delegation must be attached to this form (may be a photocopy). Each delegation must be on official
letterhead and must be dated within the fast 12 months.

HOSPITAL SEAL

OFFICIAL HOSPITAL SEAL MUST BE AFFIXEDIN
THE BOX TO THE LEFT TO CERTIFY TRAINING

The training program is accredited by the ACGME or the RCPSC to offer the type and level of
training completed by the applicant, and the applicant was trained In an accredited ACGME or
RCPSC program position. | hersby declare under penatty of perjury under the laws of the State of
Cdlifornia thet the stetements are trus and correct.

DAN K RS Ede O

PRINT NAME OF PROGRAM DIRECTOR

o

P s —— Vo Jok
 SIGNATURE-OF PROGRAM DIRECTOR DATE SIGNED
Signature Stamp is Mot Acceptable

If 2 hospitat seal is not availabie, the program diréctor shall sign-this form.in the presenice of a notary public.

by

State of __OKdahorm 4
County of __Cornvinitne,

Subscribed and swom to (or affirmed) before me on

this 22nd day of Jaiﬂuam ' ,20_0%

Dawy  Cinanedd (\’\b

personally knowr to me or proved to me on the basis of satisfactory evidence to be the person(s) who appeared before me.

NoTAGNESL

# 07000970 g

)

‘\“ntmm

‘lm' DI ¢ )
s Yoo Jefnn
e oF mt» SIGNATURE OF NOTARY PUBLIC

P

i
‘,;
5
%

07A-100-L3 (Rav. 1205)



| D% AW

{ 4

STATEOF CALIFORNiA STATE AND CONSUMER SERVIGES AGENCY i — ARNOLD GOHWRZENBGER, Gmmor L

_ MEDICAL BOARD OF CALIFORNIA
P LICENSING PROGRAM

“\ r,
Consumes 1426 Howe Avenue, Sulte 54 el yan
Aftirs Sacramento, CA 95625-3236 ?,?
(916) 2632382 FAX (976) 2632487 S, s
www.caldocinfo.ca oy ST e <

it
St
'"\Ji .

CERTIFICATE OF COMPLETION OF ACGME/RCPSC POSTGRADUAT& TRAINING

To be completed by tha facility for every medical school graduate completing postgraduate training in the United Sta_tes or Canada,

PART 1: TO BE COMPLETED BY THE APPLICANT

NAME: Last . - Middle
Saced ,,,AB USHRA
U.S. Social Security Number Date of Birth Telephone Number
T o o Home Work {

Public/Viaiing Address
7004 SHADOW BRook.

Cit State/Province Zip/Postal Code
Y TexmrkAanA ey TR

15503

Medicat School of Graduation:

Dowo !Y\ED!CAL CollEsE

PART 2: TO BE COMPLETED BY THE PROGRAM DIRECTOR
ATTENTION PROGRAM DIRECTOR: Do not sign and date this form before the last day of any postgraduate
training year which will be used by the applicant to qualify for licensure. Completion of this form will certify that

the individual named in PART 1 above satisfactorily completed @ period of accredited postgraduate training at
this facility and that the trainee has acquired the skill and qualificaticns necessary to safely assume the
unrestricted practice of medicine i in this state.

Name of Facility: i

ACGME 10 digit Program riumber: (www.acgme.org)

AHEC SW FAMILY MEDICINE RESIDENCY lzoodzi1s527
Address of Facllity: : Telephone #:
Z00 E TH TELARKANA A2 T1354 B870- 779 - bOB0O
Categorical Specially Area of Tralning Slart Date of Tralning End Date (or anticipated completion date) of Tralning
IAMILY MEDICINE L7 oll 2eo0S

UNUSUAL CIRCUMSTANCES:

Did the trainee ever take & leave of absence or break from their training? YES NO
Was the trainee ever termihated, dismissed or expelled? YES _ NO

Did the trainee ever resign? YES ' NO
Was the trainee ever placed on probation? — YES No T
Was the trainee ever disciplined or placed under investigation? YES NO
Were any in cident reports regarding this trainee ever filed by instructors? YES NO
Were any limitations or special requirements placed upon the trainee for

clinical incompetence, disciplinary problems or for any other reason? YES NO

Did the program decline to renew or offer the trainee a postgraduate tralnlng YES NO

program contract for a following year?

A “Yes” response to ANY of the above questions requires the program director to provide
a written explanation on a separate attachment,

07A-100-1.3 (Rey. 12/05)



--[—f—patisnt-care-responsibilities-in-any-particular speciaity-orsub=specialty area for at least four months:

- ATTENTION PROGRAM DIRECTOR: THE-PERSON WHO SIGNS THIS FORM-MAY-NOT BE-RELATED-TO THE———-

DEFINITION OF “SATISFACTORY” COMPLETION OF TRAINING

The program director signing this form Is formally certifying and documenting under penalty of perjury that the trainee received
Instruction appropriale for the particular postgraduate |eve! and that he/she satisfactorily completed periods of treining in
accordance with the accepted standards and the criterla defined as squating to “satisfactory” performance as described below. The

program director wili personaily be atiasting to the facl that the trainee has acquired the skill and qualifications necessary to safaly
assume the unrestricted praclice of medicine in this state,

"BATISFACTORY" |S DEFINED AS: THE TRAINEE PERFORMED AT AN ADEQUATE LEVEL BASED ON EVIDENCE OF

SATISFACTORY PROGRESSIVE GROWTH INCLUDING DEMONSTRATED ABILITY TO ASSUME GRADED AND INCREASING
RESPONSIBILTY FOR PATIENT CARE.

GENERAL MEDICINE TRAINING REQUIREMENT

To qualify for ticensure i California, applicants who are graduates of an international medical schoal must complets at least four months of
postgraduate tralning in GENERAL MED& CINE as part of the requirement. Applicants who are graduates of a .S, or Canadian medical school,
who ngve not completed postgraduate training raquired for licensure by July 1, 1990, must also complete four months of training in GENERAL
MEDICINE prior fo licensure. The GENERAL MEDICINE reguirsment may be satisfied by actual clinical practice where the applicant has direct

I hereby certify as the program director, that the individual named in Part 1

has completed Q has not completed '
a minimum of four months of general medicine as part t tejraining program
accredited by the ACGME or the RCPSC.

I SIGNATURE qm’ Pyioanm DIRECTOR

APPLICANT BY BLOOD, MARRIAGE, OR ADOPTION. Ifthat signature autherity is being delegated to another person,

evidence of that delegatlon must be attached to this form (may be a photocopy) Each delegation must be on official
letterhead and must be dated within the last 12 monfhs.

HOSPITAL SEAL

OFFICIAL HOSPITAL SEAL MUST BE AFFIXED IN
THE BOX TO THE LEFT TO CERTIFY TRAINING

The training program is accredited by the ACGME or the RCPSC to offer the type and level of
Taining completed by the spplicant, and the applicant was trained in an accredited ACGME or

RCPSC program position, | hereby declare under penalty of perjury under the laws of the Stats of
Cadifornia that the statements are true and correct,

RUSSELL MAYSD mD
AME OF PHOGRAM DIRECTOR

/‘/\O | oifisfo&

SIGNATURE OF Pnoenfy DIRECTOR DATE SIGNED

Slgnature Stamp Is Not A able

State of

County of

Subscribed and swom to (or affirmed) before me on

this day of , 20
by

persenally known to me or proved to me on the basis of satisfactory evidence to be the person(s) who appeared before me,
NOTARY SEAL

SIGNATURE OF NOTARY PUBLIC

G7A-100:L3 (Rev. 1208)



STATE OF CALIFORNIA - STATE AND CONSUNER SERVICES AGENCY ARNOLD SCHWARZENEGGER, Governor
—_— e e e e e

- MEDICAL BOARD OF CALIFORNIA - =iz ¢El,
e : LICENSING PROGRAM L. Dk m it
Urmrsurm:rE ‘ 1426 Howe Avenue, Suite 64 - VSR EALS L

Sacramento, CA 95825-3236 {}0
{916) 2632382  FAX (918) 263-2487
www catdocinfo.ca. gov UB J{ d 22 r"’ i ”

CERTIFICATE OF CURRENT POSTGRADUATE TRAINING ENROLLMENT

At the time of licensure, you may be entitled to a reduced initial license fee :}f you are actively
participating in a slotted position in an ACGME/RCPSC accredited postgraduate training program.

NOTE: This form may not be used in lieu of the Form L3A- , “Certificate of Completlon of ACGME/RCPSC
Postgraduate Training.”

NAME: - Last First Middie
Sheed . B YsSHRA
U.8. Soclal Securlty Number - . { Date of Birth - _ Medical School of Graduation: o
Ty , ' Dow MEDICAL COLLESE
This is to certify that the above applicant is actively participating in an ACGME or RCPSC accredited postgraduate
training position that started on JuLy ol 2005 and is expected to be
TUNE g%““ z.%a\ég i YearF'AMlLV MED| CINE
rcompleted on B ] —— Yea n ~Categoncal Spocidly Area or jrammg —
at _AHEC SW FAM Ly ME‘DIC!NE FZE«SI.DENC.‘/Y PROGRAM
locatedat __ 300 E [TH TEXARI-LQN-A AR 71854
7 Address B Fadl |ty -
The 10 digit ACGME Program#: | 2. © © 4 2 | & 2 T (Refertohtipiivww.scame.oryadspublic)

1 hergby declare ynder penally of perjury under the laws of the State of California thai the above stalements are true and correct and the
above program [s accredifed by the ACGME or the RCPSC to offer the type and lavel of tralning completed by the applicanl and that the
applicant is belng tralved in an accredifed ACGME or RCPSC posigraduate fralning position.

RUSSELL MAYD mMD

NAME OF DIRECTOR
SIGNATURE OF PROGRAM DiREC'@R Signature Stamp s Not Acceptable
ou/:qu,oo‘z 870~ 779~ o0 830
DATE TELEPHONE NUMBER

ATTENTION PROGRAM DIRECTOR: THE PERSON WHO BIGNS THIS FORM MAY NOT BE RELATED TO THE APFLICANT BY BLOOD, MARRIAGE, OR ADGPTION.

Only the Program Director may sign this form. If that signature authority is being delegated to ancther person, evidence of thet dslegation must be attached to
this form {may be & photocopy). Such delegation must be on official letterhead and must be dated within the last 12 months.

If a hospital sgal is not available, thlggp:_'ggram director s;hatl;.sigr’i'fhl'ér_ farm in the presel{l_c-i; ofa notary public.
State of

County of

Subscribed and swom to (or affirmed) before me on

this day of : , 20
by

personally known to me or proved to me on the basis of satisfactory evidence to be the person(s) who appeared before mé.

Hospital or Nolary Seal

SIGNATURE OF NOTARY PUBLIC

OFFICIAL HOSPITAL SEAL OR NOTARY
SEAL (WITH JURAT COMPLETED ABOVE)
MUST BE AFFIXED IN THE BOX AT THE LEFT

O7A-100-L4 (Rev. 13108}
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STATE OF CALIFORNIA -- STATE AND GONSUMER SERVICES AGENGY ARNOLD SCHWARZENEGGER, quomur

- MEDICAL BOARD OF CALIFORNIA O ey “Tuigden
o=t LICENSING PROGRAM
Consurmer ‘ 1426 Howe Avenue, Suite 54

Sacramento, CA 95025-3236
{916) 263-2382 FAX {916) 263-2487
www. medbd.ca.gov

OFFICIAL BREAKDOWN OF UNDERGRADUATE CLINICAL CLERKSHIPS

(The completion of this form is required only of international medical school graduates.

Please comBIete this form in the English Ianﬂuage.) - —
Name of Applicant (type or print FULL name): U.S Social Security Number:

%O 1 laN I = — — = o
Date of Birth-MM/DD/YYYY:
e e e e ——

Only undergraduate clerkships in which the applicant participated in DIRECT, HANDS-ON DIAGNOSIS OR TREATMENT OF PATIENTS IN A
CLINICAL SETTING should be reported on this form. Any clinlcal clarkships completed that do not meet the above criteria should NOT
be reported on this form as they will NOT satisfy California’s clinical training requirements.

" UNDERGRADUATE CLINICAL CLERKSHIPS
(Please list ALL chmcal training completed prior to issuance of your medical degree in the area below and on the
reverse of this form List training in date/chrenclogical order, commencing with the first clinical year of training.)

NN S KX

CLINICAL SUBJECT AREA FAGILITY NAME AND ADDRESS |  PATES il
(Month/DaylYear) -
: . 10722088 2T | o
SuRacAL Unit 1L |RkorKisHweR Nazn (CHK) |77 5 g 3 wass
- T Sy -R% - T
Menieat Unt v for Suaki Quraighy (CHK) -~~;~-‘9-.._.'.‘Jg-_.~8%i€.g_ __________ 3 L
13- -8
SURGIcAL UnyT PRoF M- garwAR. (LGH) 0%’3_%30,""“ 4 S
-14-89 TO
SUREHCAL- UniT ) PROF KARIM SinbiQy) @H K) };5*4‘;% 2 v
: ~15-%4_710
MEDICAL Unir v Pear K- Memong CCHK) ‘%‘;"é“;“%q‘ --------- EIY
- - 2-%-8
MedicAL Uni FRor Astam Pra i (LGH) %mgqm ------ 2

ATTENTION DEANS OR REGISTRARS; THE PERSON WHO SIGNS THIS FORM MAY NOT BE RELATED TO THE APPLICANT B8Y BLOOD, MARRIAGE, OR ADGPTION.

Only 1he Dean or Regislrar may sign this form. 1f that signature stithority is being delegated lo another person, evidence of thal delegation must be.attached to this form {maybe n
phctocopy] Such dalegation must be on official letterhead and must be dated within the last 12 months,

MEDICAL SCHOOL SEAL

I, &or. Masood HAmEED Kinw

FULL NAME of Dean or Registrar (Piease TYPE OR PRINT)

declare under penalty of perjury, that { am/was jhe Dean or Registrar for the student named above and that | have
carefully read this form and that tR stalementd maqe herein are strictly true in evary respect,
] .

Dats

2% L LA
Spndbdlon Vi S
ﬁlqnnmmufﬂuﬁnw
‘ -

07A-100-L5B (Revised 11-26-03) \ »\N""u \?) ) \



OFFICIAL BREAKDOWN OF UNDERGRADUATE CLINICAL CLERKSHIPS

(Continued from the front of this form. If additional space is needed, you may photocopy this side of the form;
however, original signatures and seals (below) will be required on all photocopies submitted.)

Name of Applicant (type-;r print FULL name): U.S. Social Securltmlmber:
~ BUSHR EEI — —]
B A g A b Date of Birth-MM/DD/YYYY:

7777777777777777777777 . : UNDERGRADUATE CLINICAL CLERKSHIPS

CLINIGAL SUBJECT AREA FAGILITY NAME AND ADDRESS "‘“:E:;:T':g‘:ggiga‘:"“ WEEKLY Hours
Cure| AL UNIN V o M-A Nooran) (CHK) %%g,gg%ro 3 wEer\s‘/
Phempraics Unim | |PRor SnarrarBiuco (99 | €6 %0 T 3 ./? |
QryHO PREDICS ProF Manvzoek Meron (LGH) |12 é:gzzm 3 Vv
Gynrecoroty Ao K Noorant (LGH) |15 50T g J

Chsupury Proc TaeaL doed (CHK) '}'5;%‘-,5;%;%“‘@ ''''' 2
RAdIoLoey Pk Mereew (coxy A6 & |/
C.N-T : Proe M-JaLig) (CHE) :g i)lo ?q e L//
CMNVAECOLOSY UnNIT | |Proe Nagis Scomro (CBK) 8;_%.;?0"3 OIO 6"IQ"" 3 \//

OPTraLmowty  |Pror SeriruLliasn(Chol oo e s | J
NEUROLOSY PRoF Armrer Asmen (O 2?;” Sj 96;%"‘19" 2 /

ATTENTION DEANS OR REGISTRARS: THE PERSON WHO SIGNS THIS FORM MAY NOT BE RELATED TO THE APFLICANT BY BLOOD, MARRIAGE, DR ADOPTJCW

R

Only the Déan or Registrar may sign this form. If that signature authority is belng delegated to another persan, evidence of that delegation must be attached o th1.=ﬂ6m1 {maybe a

photocopy). Such delegation must be on official letfernead and must be dated within the last 12 months, Ina d
P oL,
| _ _ = i
MEDICAL BCHOOL SEAL e
S fﬂaF. Mpseed Hﬁn'n ED_ VAN L
e FULL NAME of Dean or Bpgistrar (Please TYPE OR PRINT) i :f: o
E ST :}, i declare under penalty of perjury, that | mlw&f. e Deah or Registrar for the student named above an@that Paeve - o
! oo ~ ! carefulty read this form and that the stag de herein are strictly true in every respect. R e
P P Sa O ‘_'*"
R ! . §
[T P
H 1\ .";:;i_' i I‘&-—-{?JVD‘IMLI
G —
TSI L5B
—————————————————— 1




OFFICIAL BREAKDOWN OF UNDERGRADUATE CLINICAL CLERKSHIPS

(Continued from the front of this form. If additional space is needed, you may photocopy this side of the form;
however, original signatures and seals {below) wiil be required on all photacopies submitted.)

Name of Applicant (type or print FULL name);

U.S. Social Security Number:

Date of Birth-MM/DD/YYYY:

UNDERGRADUATE CLINICAL CLERKSHIPS

PUSHRA  SAEED .

CLINICAL SUBJECT AREA FACILITY NAME AND ADDRESS DATRS OF ATTENDANGE | e ot
(Monﬂgunaymar) OF CREDIT
— _ 05-35-90 T <
Community MepiCiNg| PrRor Zoepir (eney 6755740 3 weeky”
1 YEDipTRICS UNTT | [ Pore b e s o fene\ 1 12-01-90 79 /
PenpipTrics Unzr | PRor -G Bitoo (CHK) | oogevg 4 v
. o Mo OV-08 -9 TO
MeEMCAL UnNT M FRor A"N'(HOUDHKV ((HK) GI6L7E) Zy ’//
—~ - : -19 - 9) v
SEAR _|PRoF KKrany (LGH) %‘E":}ﬁgi:q‘; """ Bly oy y
> . ~20-9 0
QYNHECULow UnIT 1} | Pror NS Samad ((he) é”é“;‘g’q:'r ''''' 4V
‘ OS’ 'C” ___________ /
OPHTRALMOLOSY . |Pror - M), Awmen (LGH) G E A T
- D one \ 106 18-9) 7O
MEDICAL UNITV  |PRor C-QURAKHY (CHE) |67 i) 4
' 7.5 0
ORTHoPAGDIC UNTT | Pegr. U- SO0mMRp [LHK) gglz_ﬂ,’,T “““ 4
| . 0% -18-9) vo
SURENCAL UnIT | PROE R-&. RsHAR (LHK) 09 g, K (//
] [ - .l-’ -—
SURGICAL Dnr V. [FRoP m,q.r\!oomm.cmk)_-?g-:f@-;%'ﬂ-~-T-~O-~-_ 4 (/
ATTENTION DEANS OR REGISTRARS: THE FERSON WHO SIGNS THIS FORM MAY NOT BE RELATED TO THE APPLICANT BY BLOOD, MARRIAGE, OR Af_)pPTIOI\L
;‘#3%”?“23&“5‘353&?%&?"&:f?.%“aw"ié"é‘rﬂia”??n’ﬁ?&‘2?3&"&:@"3’"&5;2“&&‘?3%“35&5?‘“""‘ Flencaciinat delegaton '“”“”’“"”"‘“‘“”ﬁ‘_i""‘"f’{?"“
P e ey | feee. wasess  Hameep Keipar S &
t ,«:Z“:;S";EE‘:‘M"M"*, 3 ' FULL NAME of Ogom.gf Regisirar (Pleasa TYPE OR PRINT) %’ 5 5_
E'f “i’"— = "f& i declare under penalty of perjury, i ND&M or Reglstrar for the student named abovaq?dthﬁ{ﬂfhavef:”f.;:;:
f - ;f , o *! |: carelully read this form and that the\ele hentmade herein are stricly true in every respect. E:.' - :.'.';ﬁ: )
hed o i e t -
Niniel: /| Geta-gery E

07A-100-L5B (Ravised 11-26-03)



HE UMM VHE ENIHRE RURM (U THE KD IUMN ADURESS UM ITHE BALK, MAKE & PHOILCDRY FUH YOUH SELORDY,

Sinca you last ranswed your licanse, have .you had any licsnsa disciplinad by 2z govarnmanl agency or other disciplinary Licen.s.e Renewal Application
Lody; or, hava you baan senvicted al any crime tn any state, tha U § A and its tarrmprias, military court ot a loreign Physnc:an and SUl’gEOl’I
country? PLEASE READ INSTRUCTIONS BEFORE ANSWERING |.LJ YES A NO
DContinuing Medical Education (CME) Certification Statement  LEERTIFY UNDER PENALTY OF
FIl YES. | WISH. TO. CONTRISUTE PERJURY UNDER THE LAWS OF CALIFORMIA TO THE_FOLLOWING STATEMENT: | CERTIFY THAT | DO MEET EACH OF THE
am g o FoR THE FAMILY PHYSICAN -~ — | -CONTINUING MEDICAL EDUCATION REQUIREMENTS LISTED ON THE BAGK OF THIS FORM-OR THATI-MEET THE CONDITIONS - -
iéA\NING PROGRAN WHICH WOULD EXEMPT ME FROM ALL OR PART OF THE REQUIREMENTS OR | HOLD A PERMANENT CME WAIVER,
$IGNATURE REQUIRED HERE ,,L pare: 08 <14 ~ 12
AMOUNT DUE] DELINO FEE IF E. FOR ADDRESS CHANGE ONLY
NOW POSTMARKED AFTER IF YOUR ADDRESS SHOWN IS INCORRECT, CORRECT IT BELOW,
. 07/30/13
LICENSE NO. EXPIRES STREET
A 103396 06/30/7/153 $886.00
' ey STATE 2P
VOLUNTARY FEE 3 $
ToTAL ENclosen <[s Q200  PHONE NUMBER | !
ACTIVE BUSHRA SAEED G. FINANCIAL |NTEREST STATEMENT
. | CERTIFY UNDER PENALTY OF PERJURY THAT | HAVE DISCLOSED ON
- 4088 AUTINORI COURT THIS RENEWAL APPLICATION FORM (SEE REVERSE FOR SPACE) THE
NAMES OF THOSE HEALTH-RELATED FACILITIES IN WHICH | OR MY
SAN JOSE CA 95148 ) FAMILY HAVE A FINANCIAL INTEREST OR | CERTIFY UNDER PENALTY
‘ OF PERIURY | HAVE NO FINANCIAL INTEREST TO DISCLOSE.
: <

TV Y T
—

OVER
63010100000100002001033968010630130008080000088600

G. Finangial Interast Statement

Please print or type the namels) and addressles) of each
health—related facility in which you or your immediate family
have a financial interest. If more space is needed, please
attach additional listings. If you have no interests to declare,
please write “none” in the area below and sign your name on

S5RITBIZ 18BDTTHT 1HBINGE the front of this document at
: Health—Related Facility Address
Name
W n
none

STATE .OF CALIFORNIA

DEPARTMENT OF CONSUMER AFFAIRS
PO BOX 942520

SACRAMENTO CA 94258-0520

SMBCLS 02/28/05



I A R ]

Vedical Board of California — Physician's and Surgeon's Initial Renewal AMOUNT DUE IF

EXPIRATION AMOUNT  POSTMARKED AFTER
LICENSEE NAME LICENSE NO. DATE DUE NOW JULY 30,2015
SAEED, BUSHEA A103396 06/30/15 $820.00 $898.00

LICENSEE MUST CHECK CORRELCT BOXES “D" SIGNATURE REQUIRED
" Completed Continuing Education I declare under penalty of petjury under the laws of the State of California that all
statements, answers, and representations on this form, including supplementary
= D Change of Address (fill in reverse side)

attached hereto, are true, complete and accurate,

==

D Conviction Disclosure — Yes

i
3
i
i
i
H
i
H
l
i
i
i
H
i
£
i
i
H
3
N

g iction Disclosure ~ N B ' - - !
IE, Cenviction Disclosure No Signature UJ.,EN/O\__/ Date 05 = (o} \g §
" D Fan‘lily Physic,ian Trﬂining Program {$25) e e b e A et L S S T Wk N e e % s s e e L Tt Sl A R e ek N T A S e e e e e e sar o At e e
ENTER YOUR PHONE NUMBER FOR REFERENCE:
‘G M Financial Interest Statement-Read instructions above — : S

[t I I I i I |

£30101000001000020010339648010630%50004200000089800

CHANGL OF MAILING ADDRESS SAEED, BUSHRA A103396

BHEFLERGLE BOellang BEReLHeid

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

HNEEEEEEEEEEEEEEEEEEEEEENEEEEEEEEEEN
L PP I PP PP I T T T I IT]

City State Zip

LT LTI T T PTTTTTrr oy ) LT -C T

>
PO Box (if used, must provide & confidential physical street address, above)

IEEEEEENENEEEEEEEEEEEN




