IATE OF GALIFORNIA S‘TATE ANﬁ GONBUME’R SL ‘flCEB AGENGY . ARNOLD SCHWARZENEGGER, Governor

%'fﬁ:'ﬁ. MEDICAL, BQARD @!" GALIF@RNIA
e LIGENSING PROGRAM i
Congunner 2005 Evergres: Strast, Suite 1200 O 'y
Affidrs : Bacramemto, CA 85815 Lo y
(B00) 633-2322  (916) 263.-2362  FAX (916) 263-2487 e '

' Wb .00y
INITIAL AND UPDATE APPLICATION FOR PHYSICIAN'S AND $URGEON’S LIC‘ENSE
OR POSTGRADUATE TRAINING AUTHORIZATION LETTER

Application for (please check one): 4 License (1 PTAL = O = E ik

1, NAME : Last First ' Widdle
Creinin . Mitehedl _ David

2. 1.8, Boclal Soecurity Number

Gther namess you have used (include malden name):

3. Place of Birth . £, Date of Birth

5, Gender: B3 mae X Fomate

6. Public/vafling Address: — =
(Pleaso note: this 1nﬁurmation Is public)

{30 characters maxinum
per ling, Including spaces) e T g s M P AP RIS LA

City $tataiProvinee Zin/Postal God& Country

7. Telaphons Numbers: Home Wark GCell
{include araa code)
8. Cailfornia Dhiver’s License Number {optional): 10, Have you ever filed an Application for Physician’s
ang Sui Qﬂt‘m’ﬁ Licensa, or PTAL, In Californla?

Yes 1 Ne
Provious Ncense numbar, it any:

9. E-mall Addrass {6ptional):

1. LiST EAGH MEDICAL SCHOOLTHATYOUHA\IE: ATTENDED,

... SclioolNaine, "o s ", Gity, StatelProvince, Country ;- Dinted of Attendarité < o
Northwestern University Chicago, IL, USA B/1984-6/1988 ’
12. SGhoal of Graduation Degres Awarded . Date of Grasduatlon
Northwestern Unlversiy (8-03-1988

OF THF FOLLOWING EXAMINA NS YQU HAVE TAKFN: EMLE, FI..F)(, NE!ME, IZCFMG, SPEX ‘
STATE E@ARD&; andlor QME in Ganada

Ej(ami"ﬂtl()h W ' —: ‘ - , P " _  E)atw«. .' 'ﬁ._ - -"",\"'"’-": ,::..‘ . RusU“MFﬂ“}" Exmn’ }

13, LIST ALL

NBME 07-01-1989 ' s

/’30/09/ : 4?3 _?j{@\#’ m i[.,.,OO(O

(g @ié‘lng_“se Erily Sehool Code - ©

07A-100 (Rav, 04/2008)




A “yes” response to Questions 14 through 38 requlres a written explanation on a separate sheet of
paper ateng with any supporting materials,

14. Please list sach ACGME/RCPSG accredited postgraduate training prograimn in which y
have participated. You must include each internship, residency and fellowship, whether or
not the program was completed or credit granted.

ou

~. 7 wFacllity Name:

S Aaﬂdresfs;f 5

';"?Sﬁaélal‘tﬁhraéa o

“'% Dulo of Attendance. |

T University of Callfornia, San Fran

500 Parnassus Ave, SE, GA

Obstetrics and Gynecology

8/1088-6/1989

University of Galifarnia, San Fran

500 Parnassus Ave, 5F, CA

Chbstetrica and Gynecology

7/1980-6/1992

POSTERADLATETRAININGE. rtwss cumtqunes o s o ALl
Did you sver iake a leave of absence or break fram your fraining?

Have you ever resigned from a training program?

Wers you gver placed on probation?

Woere any incident réports aver fitad by instructors?

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

Have you ever been terminated, dismissad 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’?

YES NO
YES NO
YES MOV
YES NG
YES NO
YES NO

15. Pleasge list all medlcal licenses (ofher than training licenses) that have ever baen issued by
any state or territory In the United States or Canadian province.

. Hicense
- Data

Jurisdiction - | Licenge Numbor . | - Date of tssusice - | -Dates of Practice In that Juriadiction |
1 California GB7491 11-13-1989 198941994
Hawall MD-7257 09-04-1980 1990
Pennsylvania MDOB27171. 06-29-1084 1994-present
APPLICANT: LATE OF BIRTH:
Mitchelt David Crainin

GT AT R 1405
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H

|

18. Are you currently cerfified by a Member Board of the American Board of Medical Speciaities? | .
: ves ¥l No O E9e=

. Elrstion Dt~ | .7 Géttingale Nuimbbr: -

e

. Méinber Board

American Board of Obstetrlos and Gynscology | 12/31/2010 028552

Mas a ctaim or an action ever baen filed ageinst you for the practice of medicine whi
in a malpractice settlement, judgment, or arbitration award of $30,000 or more?

XL

. ih( VRT L
18. Have you been enrolled in, required to enter into, or parficipated in any

YES - NO
drug or alcohol racoveary program o impaired practiioner program?

19, Have you been freated for or had a recurrence of a diagnosed YES ' NO
addictive disordet?

20. Have you been diagnosed with an emotional, a mental, or behavioral YES NO
disorder which Impairs your ability to practice medicine safely?

21. Have you ever been diagnosed with a neurological of other physicat VvES NO
condition that would impalr your ability to practice rredicine safely? '

22. Do you have any othier condition which in any way imipairs or fimits YES NO

your ability to practice medicine safely?

[f you do receive ongoing treatment or patticipate in a monitoring program, the Board will make an

Individualized assessment of the neture, the severity and the duration of the risks assoclated withan | ** "

ongoing medical condition to determine whether an unrestricied license should be issued, whether R

conditions should be Imposed, or whether you are not eligible for flcensure.

S~ L b 3 RN 11§ i ‘ i
TR - o

R .

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

e L
This ncludes a citatlon, Infraction, wisdanteanor angior folony, ete. 1 'YES” atach a st of each offense by arrast and eonviotion -
datos, vickation, and court of jurisdiction (name and address). WMattars In which vou were diverted, dofarred, pardened, pled nolo cortenders, | - o
or If the copviction was later expunged from the record of the court or set aside under Penal Code Section 1203.4 MUST be disclosed. [fyou }
16 awalting udgment and sentencing following entry of a plea or Jury verdict, you MUST disclase the conviction; you are enfitled to subit
ovidence fhat you have been rehabilitated. Berious trafc convictions such as reciklass driving, driving under the influetica of alcohod andfor
drugs, hit and run, evading a peace officer, failure to appaar, driving while the license is suepended or revoked MUST be reported. This list
is rof all-nclusive, 1f In doubt as to whether o conviction should be distlosed, it is beller to dlaslose the conviction on the application,

For sach sonviction dlsclosed, you must submit with the application certified coples of the arresting aganoy report, cerlified coples of the .
gaurt documents, and a descriptve explanation of the circumstancds surrounding the conviction of disciplinary action (i.e., dates and location |
of incidant and alf circumatances surreunding the incldeng). This letier must accorpany the application. If documnents were purged by
arresting agency andior colrt, a latter of explanation from these agercles is required

Applisaits who answer “NG” to the question but have a provious sonviction or plea, may have thelr application denled or license

vevoked for knowingly falsifying the applization, YES NO a -
APPLIGANT: DATE OF BIRTH:
Mitchell David Crainin

DAL v, T578)



24, |s any criminal action pending against you? YES NO
25, Are you required to register as a Sex Offender? YES NO
R ey b i Cadnie Hd di i
These questions refer to discipline by any U.S. military or public health service, state board
or other governmaental agency of any U.S. state, terriory, Canadian province, or country.
26. Have you ever bgen denied a license to practice medicine? YES NO
27. Is any denial pending against you? YES NO
28. Have you ever been charged with, or been found to have committed,
unprofessional conduct, professional incompetancs, gross negligence, YES NO
of repeatad negligent acts or malpractice by any miedical licensing
board, other agenacy, or hospital?
| 29. Have you ever had any licanse to practice medicine revoked, YES NO
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 disclpline, YES NO
conseni orders, lettars of warning, letiers of reprimand, or citation?
31. Have you ever had any license o practice medicing subjected to any VES No
other disciplinary action? ’ :
32. Is any discipfinary action pending against any of your licenses to YES NO
- practice medicine?
33. Have you ever had staff privileges in & hospital terminated, denied, vES NO
suspendad, limited, revoked, or not renewed?
34. Have you ever resigned from a medical staff in lieu of disciplinary or YES NO
administrative action?
35. is any disclplinary action pending agalnst your hospital staff privileges? VES NO
1 36. Have you ever surrendered a license 1o practice medicine? YES NO
37. Have your DEA privileges ever boen denied, suspencled, restricted, o YES NO
tarminated? '
23. Have you ever entered info any arrangement of plea or agresment in - NO
liau of a federal progecution for a drug violation regulated by the DEA?
APPLICANT: ‘ DATE OF BIRTH:
Mitcheli David Crelnin

075100 [Raw, 1208)




Notice: All items in this appllcation, except #8 and
#9, are mandatory. Failure to provide any of the

revuested information will delay the processing of
be

your application. The information provided will
used to determine your quallfications for licensure
per Section 2080 of the California Business and
Professions Cods, which authorizes the collection
of this Information. The information on your
application may be transferred to other medical
licensing authorities, the Federation of $tate Medical
Boards, or other governmental law enforcement
agencies. You have the right to review your
application subject to the provisions of the
Information Practices Ast. The Chief of the
Licensing Program is the custodian of records.

The applicant, Mitchell _David  Creinin , being first duly sworn upon hisiher

_ {PLEASE PRINY FULL NANE) (DATE OF BIRTH)
oath deposes and says: that | an the person herein named subscribing to this appiication; that | have read the complete
application, know the full centent thereof, and declars under penally of porjury, that all of the information contained herain
and gvidence or other credentlals submitted herewith are true and corrsct; that [ am the lawiul holder of the degree of Doctor
of Madicine as prascribad by this spplication, that the same was procured in the regular course of Instruction and
exarmination, and that it, together with all the credentlals aubmitied, 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
organlzations, my refarences, personal physicians, emplovers (past, present and fufure), buslness and professional
agsaciates (past, present, and future), and all government agencles (local, state, faderal, or foreign) to release to the Medical
Board of Californla or its successors any Information, files or records, including medical records, educational records, and
records of psychiatric treatment and treatrment for drug and/or alcoho! abuse or dependency, requested by that Board in
connsction with this application; ar any further ar future Investigation by that Board necessary to deteimine any medical
competence, professtonal conduct, or physical or mental abitity to safely engage In ihe practice of medicine. | further
autharize the Medical Board of Gallfornia or its successors fo relegse to the organtzations, individuals or groups listed above
any information which Is materlal to this applicstion or any subsequent licehsire.

| UNDERSTAND THAT FALSIFICATION OR MISREPRESENTATION OF ANY ITEM OR RESPONSE ON THIS
APPLICATION OR ANY ATTACHMENT HERETO 1S A SUFFICIENT BASIS FOR DENYING OR REVOKING A

LICENSE. &L&( &

(PLEASE INITIAL BOX)

=yl Y 7
SISNATURE OF APPLICANT: ____ 64/@?%@(’ (é('” ,@M,{C Lt eme

T {Mlease slyn full name - In presence of notary}
State of Z%,Ma fé‘j .

Cauniy of __ /74 /’l/ Ee .
Subscribed and sworn fo (Of" afﬂrrn) befora me on this ﬁﬁm day of mﬁﬁ , 20 /0 » by
Mo ll DAY @ 2o in

(Notary 1o print name of applisent.)

proved {0 me gh tha basis o atigfdciory evidence to be thgpermserreraprestadbeionnspem,
‘ , DALE A DALEY
Si‘gnaturey . / =4 j a gy Public

oo ’f e
(’ﬁ’, PITTSBUREH GITY, ALLEGHENY COURNTY
My Gomunlgsion Expires Mar 21, 2013

07A-100 (Rev, 0812010}

-



. 3 b
STATE g!‘ QAUEORN!&' um g'lté |§ AND co_u;gu!gﬁg QE!QVEGES Aggyc! N—

wat A MED@@AL BOARD OF CALIFORNIA
Stsaml LIGENSING PROGRAM RN
Conguxner 2004 Evergreen Street, Suito 1200 .
Affirs Sacramanto, CA 95815 '
{800) 633-2322  {916)263-23082  Fax (916) 263-2487

if' pi!l’b

This certifies that Mitchell Davld Crolnin s
Pull Name of Applicant U.8. Soulal Security Number
—_— e e e b BNOONR M Norrbwestern University Feinberg School of Medicine
Date of Blrth Hame of Metﬂcal Eehool
located in Chicago, I1:Cook on 0 9724 19 8B4
: Btate/Brovince Gougitry Enwllment Date

The un-de.r%gned firther caﬁiﬁes that thed fecords of this institution show that the applicant attended in this
ingtitution™ 4 years of residert ins@uction, completing at least 4,000 hours, of which at least 80 percent
actual attendance Is required in the subjects set forth hereunder (Business and Professions Code Sections 2089,2080.5,

2089.7, 2000, 2091.1,2091,2) and that the applicant

Anatomy Embryslogy Physinal Medicine

Otolargngology Histotogy Therageuties

DOhstetrlos and Gynecology Huiman Sexuality Neuroanatomy

Radiology, Instuding Radiation Safety sdlging . Child Abuse Detaction and Trgatment

Tropical Madi¢ine Burgety, Including Orikiepedic Surgery ' Gertatrle Medizine

Phyalology Urology Padisivics

Biochemistry Paychiafry Pharmavology

Pathology, Baciariology, and imwunology  Neurolagy Aunpsthesls

Ophthaimolegy Algohetlam and Chemical Dopendency Spousal Parkner Ahuao Defoctlon & Treatment!
Dermatology Proventative Medicine, intluding Nutrition Famlly Medleino™

Paln Management and End-oF-Lifo-Gare™®

*  OMLY appticable to medica) students who enretied in medivel sehoo! on or after Septambar 1, 1924,
*_-ONLY appticabls to mudical students who graduats fram madical sohool on orafter May 4; 1808,
* ONLY applivable o medical stutietits who enrolled i medisal schiogl on or altes Juna 1, 2009.

] was granted the degree of BachelowDoctor of Medicine on the 03 day of JUNE , 1988
withdrew from medical schoofon _ day of ;

Unusual Circurnstances ' Responses
Did this Individusal ever take a leave of absence from their medical education? Yes Nu, T
Was this individual aver placed on probation? Yes Nor
Was this individual ever disciplined or under investigation? ' Yes No
Were any Incident raports regarding this individual ever filed by instruciors? Yes No-
Were any limitations or special requirements impased on this individual because of
questions of academic o disciptinary problems, or for any other reason? Yes Na

AYos” tesponge ta ANY of the above guestions raquires: the medical schoo? to provide a weittan explanation on a separate sﬂachnfnu.'

ki L ot

fadical School Saal E Attention Medical Behiool: Cnly the Presidont, Daen, or Regiatar may slgn fide form. 1Fthe signature Is
Pivit Bo Imprinted Below § bheing delegatod 40 anather beragn, evidence vfthet delegation must be attachad to this form (may be a
nhatosapyl Such delagation must ba on officlal letterhead and must.be duted within the lapt 12 months.

Signed and the school seal affixed this 22 day of Qctober 2010

1

Printed Name and Titi Barbara M. Reiffman, MBA, Medical School Regiderar

‘ of School Giftcial: ” [ ?
Signature:; / ) R (oA )év/ﬂl/nL__,.» s

B B ——

'!F-‘F-‘ﬁlﬂ‘—-mw‘"
07A-100.1.2 {Rev. DRIA01E)




Looad 7 70 MvJ

(R
‘ . '.:.’-,J.;’ . . -' .. '..:",:f.
STATE OF CALIFQRMIA ~ STATE AND SOWSUMER BERVICES AGENGY ) ARNOLD scnwmmsélﬁe.ﬁliﬂ. Govornat .. -
mF f N
1, ",
- MEDICAL BOARD OF CALIFORNIA P
et LICENSING PROGRAM Lip .
Conguwr 2085 Evergreen Sireet, Suite 1200 AT RN o
Al Sacromenio, A 56815 ﬁ O pe i
(800) 632-2322  (916) 263.2282  Fax {H16) 2632487 /i:‘(;f m
RO ARG AR Y

CERTIFICATE OF COMPLETION OF ACGME/RCPSC POSTGRADUATE TRAINING

To be compteted by the taclity for every medical school graduate completing postgraduate raining in the Unlted Stales or Canada.

Last
Grednin Mitchetl Davit o

(35 St Sacurity Nurabar T Date of Bith T Fetephone Number

! |
;

NAME!

, Home ¢ Wark

............

PublliciMatiing Address

“Cily : State/Province ZipfPosial Code -

M'aedicai Schaool of Graduation
Northwastermn Univarsity

R E ‘
f any posigraduat

ama o T e T ACGME 10-dight Drogram NUIMDE! (www.acame.cr)

N .
Mml@fﬁL%ﬁMbimmtmo LS00 é Z, a? hﬁ ,f,g: Aol _;b_ Y -:]

Acldrass of Fac Tolephone #

el s nabisng Mo, ST CA Gt s | e $76-5/92

Categuorical Spectally Area of Tralning 1 &lan Date of Training Ed Date (or anilcipated complafion daleY of Training
5 Y A B b 2, D 30, 1992

£ il

JlheED di Ty S i ik g L o 5 1N

Oid the trainee ever take a leave of absence or break from hig/her training? YES NO

! Wasz the trainee ever terminated, dismissed or expelled? YES he,
'i Did the trainee aver resign? YES (o]
Was the trainee ever placed on probatlon? . YES NG

‘ Was the trafnee ever dissiplined or placed under investigation? YES NG,

‘E Were any incident reports regarding this trainse ever flled by lnstructors? YES HE

l Wers any imitations or special requirements placed upon the trainee for X

[ alinical incompetance, dis ciplinary problems or for any other reason? YES ! NG,

| Did the program decline 1o renew or offer the traines a postgraduate trafning  vgs NEY

| program contract for a followlng year? o

I
I‘ A “Yes® respohse to ANY of the above quostions requires the program director to provide
{ a written explanation o a separate attachroent,

b e et £ AP PR R At AR " AR s 3 et ke WAL L R g ——siene bR 3E

aTE T s HRee 1200,



DEFINITION OF "SATISFACTORY" COMPLETION OF TRAINING

Thu progracm directar signing this form is formally cerifylng and documenting under penalty of parjury that the traines rescehvad
instrugtion appropriale for the particuisr postgraduate tevel and hat he/she satisfectoriy completad periods of tratning In
arcordance with the accepted standarda and the criteria defined as squating to "satisfactory” parformance s described beiow. The
progiram olrector wil personally b atiesting o the fact that the trainee hae acauired tha skiil and qualifications pecessary to safely
assume e unrasticted praciice of medicing In this stale,

SATISFAGTORY 1S DEFINED A8, THE TRAINEE PERFORMED AT AN ADEQUATE LEVEL BASED ON EVIDENCE OF
SATISFACTORY PROGRESSIVE GROWTH INCLUDING DEMONSTRAYED ABILITY TO ASSUME GRADED AND INCREASING
RESPONSIBILTY FOR PATIENT CARE,

GENERAL MEDICINE TRAINING REQUIREMENT

T qealify for fiegrsure in California, applleants who are graduates of an Ialernational medical schaol must comyilate at least four monihs of
pasigradiala roinlag in GENERAL MEDICINE as part of I requirsment. Applicants who are graduates of a U.S. or Canadian medicnl sthool,
who hava 1ot completed posigrasuate tralning required for licebsure by Juy 1, 1990, must plao comilete Toler nsonths of raifing in GENERAL
MEDICINE prior fo licenaare. The GENERAL MEDICINE raguirament may e salisted by actual clinical practics where the applivant bas direct
patient cova respansisliities in any paticular speoialty or sub-speclally areg for al least four months.

heyeby cartify as the program director, that the Individual named in Part 1
% hag nompleted Ll has not completed \
minimum of four moanths of general medicine as part of this postgradyate training program
actredited by the ACGME or the RCPSC. _ Z S
VAL LA

s;GmthRE OF wzosmwfmﬂscmk

ATTENTION PROGRAM DIRECTOR: THE PERSON WHO SIGNS THIS FORM MAY NOT BE i;:ELATED TO THE
APPLICANT BY BLOOD, MARRIAGE. OR ADOPTION. IF that signature authority is being delagated to ancther parson,

evidence of that delegation must be attached to this form {may be a photosopy). Each delegation must be on officlal
laiferhead and must be dated}vj,thin the lagt 12 months,

HIOSPETAL SEAL /jW ’
¢ OFFICIAL HOSPITAL BEAL MUST BE AFFIXED IN
THE BOX TO THE LEFT TO CERTIFY TRAINING

The training program Is atcradiod by the ACGME or the RCPSEC 1o olfer the type and leval of
bembning compieted by the applicant, and the spplicant was trainad in an aceratitad ACGME or
RCPSC prograsn position. | heroby declare utidar penadty of patjury under e liws of the Slats of
California that the statemenis are frue and correct.

A %CM%«AL&'H’#J Mo
2 NT AME ROB{AM DIRECTOR

/oy !/flgug Ha!

WA ETURE OF PROGRAM st«?cma DATE SIGNED
(} N

Signature SEamp Iz Not Acteplahl

SIGNATURE QF PROGRAM DIREGTOR:

(Measa sign full mame — in presence of notary)
Stale of

e SR e e e b 1 e e ek mmn PR P At 1 it

County of

Subscribed and eworn lo {or affinmed) before me on this .20 o by

[ S

(Motary fo priﬁl diic*,c:!arrﬁﬁﬁa,?m“‘
proved (o me on the bagis of salisfactory evidence to be the person(s} who appearnd before me.

CSignatuse L I - )




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

From Date: 08/29/2012 To Date: 08/29/2012
ATRISUPPINF
16-MAY-16 09:43:25
Person Id : Name:  Creinin,Mitchell

Questlon Answer

he

] gk allelie]e]
Only For General Intermsts And Family Physuzians % Of Their Patien p g
Years Or Qlder: | Have Completed At Least 20% Of The Required Cme In Geriatric Medicine Or The
No If Not Applicable.

ury
fon I True And

Since You Last Renewed Your License, Have You Had Any License Disciplined By A Government NO
Agency Or Other Disciplinary Body; Or, Have You Been Convicted Of Any Crime In Any State, The U S
A And lts Territories, Military Court Cr A Foreign Country?

Total Questions Asked For Person : 8



WTATE D F CALIPDENIA

FEPRRTHENT OF SINSUMER AFFRINE

Department of Consumer Affairs

RECEIPT

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

Name: CREININ, MITCHELL DAVID
Transaction Date: 08/23/2014 09:13

Application Number:

Complaint Number:

License Type: 8002

License Number: 67491

Payment Description: Physician's and Surgeon’'s Renewal
Fee Paid: (US §) 820.00

Remaining Balance: (US §) 0.00

Please print and save this receipt for your records.

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

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




8/23/14 9:12 AM Page 1 0f 3

License Type: Physician and Surgeon G

License Number: 67491

File Number:

Application: Physician's and Surgeon’s Renewal

Application Number:

Application Date: 08/23/2014 (mm/dd/yyyy)

Middle Name:

Last Name: CREININ
Birthdate: Sk ik ik
Gender: _Male

License Related Addresses
Confidential Address (Optional)
Warning: In order to protect your privacy and identity,
address will not be displayed.

License Specific Public/Mailing Address (Required)
Warning: In order to protect your privacy and identity,
address will not be displayed.

Since you last renewed 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?

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?

LATNmn A mm
1408810362027




8/23/14 9:12 AM Page 2 of 3

| 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.

Are you retired?- No
Activities in Medicine Administration - 10-19 Hours

Patient Care - 10-19 Hours
Research - 20-29 Hours
Teaching - 1-9 Hours
Telemedicine - None
Patient Care Practice Location Zip: 95817 County: SACRAMENTO
Telemedicine Practice Location Zip: ' County:

Patient Care Secondary Practice LLocation Zip: 95817 County: SACRAMENTO

Telemedicine Secondary Practice Location Zip: County:

Current Training Status Not in Training

Areas of Practice Obstetrics and Gynecology - Primary
Board Certifications American Board of Obstetrics and

Gynecology - Obstetrics and Gynecology

Postgraduate Training Years 4 Years

Cuitural Background White

Foreign Language Proficiency None

Web Site Profile Cultural Background - Yes

Foreign Language Proficiency - Yes

Gender - Yes

Fee
Biennial Renewal Fee $783.00

DUE TO CURES FUND $12.00

IS L R
1408810362927




8/23M14. 9:12 AM Page 3 of 3

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.

i)

| 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:

UL I e R
— 140081 0302087



