S:TATE OF GALIFORNIA -- STATE AND CONSUMER SL).vICES AGENCY ARNOLD SCHWARZENEGGER, Governor

e MEDICAL BOARD OF CALIFORNIA Sl g
DRta LICENSING PROGRAM MEQIL ¢z, v 5200
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Bacramento, CA 98816 .
(B00) 6332322 (916)253&33: foww) 2632487 2010 NOY -9 PH 13 L6

INITIAL AND UPDATE APPLICATION FOR PHYSICIAN’S AND SURGE@NS LICENSE
OR POSTGRADUATE TRAINING AUTHORIZATION LERBRM

Application for (please check one): | License [1 PTAL -~ Or - I Update
1. NAME : Last Flrat Middle MBC
LAVINGSTON KRASTAN) SEANUE useony
Other names you have used (include malden name): 2. U.8, Social Security Number
2. Place of Birth 7. Date of Birth
Redding ) & Unied stodes
5, Gender: O wmake ,m/ Female
6. Public/Maiing Address: (4900 SUNSCE BIvd. . ST Floac
(Plsage nate: this information |s public)
(30 characters maximurm :
perling, f:_!cludir'!g_syaces)_ — 2l ' ‘&.g_._, —0-.—- 9.—( e molrni o ol
City o e StatelProvince : “Zip/Pastal Code - Country
i . .
7. Telephone Numbers; Home Wark Celt
(include area code) : . Porori
L ) ata
8. California Driver's License Number (optlonal); 10, Have you ever filed an Appligation for Physician's
, and Surgeon’s License, or PTAL, In Callfornia?
9. E-mall Address {optional): I L Yes M No
Lo e Previous license number, if any:
- e MEDICAL EDUCATION
. LIST EACH MEDICAL, SCHOOL THAT YOU HAVE ATTENDED.
School Name _ City, State/Province, Country Patas of Attendance |, 1.
Drexel (N NECS Ry, fnlltmﬂrgl;ma §h‘,g'gdg!ghggi9& 1129 _ogj_Q(g - 05)i ,ﬁi’;(
. i a o
. 4 ‘ 0 0
2. Behool of Graduation Degroe Awarded Date of Graduation Olploma
" ' Zin g D Moy 1,301 D
| EXAMINATIONS '
13. LIST ALL OF THE FOLLOWING EXAMINATIONS YOU HAVE TAKEN:  USMLE, FLEX, NEME, ECEMG, SPEX,
STATE BOARDS andlpr QME in Carada
Examination . . Date Result (Pass/Fall) |  pvems
USWLE Shepd. bo/0%
- 1
DomLE e Cy o769
PSMLE SHep ICS 05/09
3 ) Fd
 \Wpp 103010 G950 fh 023
v Cashierlng Use Only _ Suhool Code




A “yes” fesponse to Questions 14 through 38 requires a written explanation on a separate sheet of

paper along with any supporting materials,

i i D ' '
' "ACGME/RCPSC ACCREDITED POSTGRADUATE TRAINING

14. Please list each ACGME/RCPSC accredited postgraduate training program in which you
have participated. You must include each internship, residency and fellowship, whether or
not the program was completed or credif granted,

Facility Name Address Speclatty Area Dates of Attendance

) ot (RN tRleyny | 1filio- tlsallu

P 0 STG RA DUATE TRA | N IN G: [These fquestions ura fo Do answered by ALL appliantz)

Did you ever take a leave of absence or break from your training? YES NO
Have you ever been terminated, digmissed or expelled from a program? YES NO
Have you ever resigned from a training program? YES NO
Were you ever placed on probation? | YES NO
Were you ever disciplined or placed under investigatioﬁ? | - YES NO
Were any incident reports ever filed by instructors? ' YES NO

| Were any limitations or special requirements placed upon you for clinical -
performance, discipline, or for any other reason? Yes NO

Have you ever had a postgraduate training program contract not be VES NO
renewad or offered for a following year? :

il MEDICAL LICENSURE

15. Please list all medical ficenses (other than training licenses} that have ever heen issued by
any state or territory in the United States or Canadian province.

R R e, 56 0

Jurisdiction Licenﬁe\Number Date of lssuance Dates of Practice In that Jurisdiction

AN

¥ewshin Lvingston

APPLICANT; l DATE OF BIRTH:

E RN

Use Only

Postyraduate
Tralnlng

e

Licensy
Data

a2




ik | ABNS GERTIFICATIONS

16, Are you currently certified by a Member Board of the AmericanBoard of Medica! Speclaltiés?
. | ves D no XD
Membor Board Expiration Date N/ Certificate Number
. ‘ ‘ L) O

MALPRACTICE HISTORY

17. Has a claim or an action ever been filed against you for the practice of medicine which resulted
in & malpractice settlement, jJudgment, or arbitration award of $30,000 or more?

YES NG

PRACTICE IMPAIRMENT OR LIMITATIONS
: 1

18, Have you been enrollad in, required to enter into, o participated in any

YES NO

drug or alcohol recovery program or impalred practitioner program?

19, Have you been treated for or had a recurrence of a diagnased YES NG
addictive disorder? '

20. Have you been diagnosed with an emotional, & mental, or behavioral YES RO
disorder which impairs your ability to practice medicine safely?

21, Hava you aver been dlagnosed with a neurclogical or other physical VES NO
condition that would impair your ability to practice medicine safely?

22, Do you have any other condition which In any way impairs or limits VES NO

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 detsrmine whether an unrestricted license should be issued, whether
conditions should be Imposed, of whether you are not eligible for licensure,

CRIMINAL RECCRD HISTORY

23, Have you ever been convioted of, or pled gullty or nolo contenders to ANY offense in any state in
the United States or foreign country?

This includes a citation, infraction, misdemearrot andlot felony, ate, IF*YES” attach a st of sach offense by atrest and conviclion
dates, vialation, and court of jurlsdictlon {names end address), Matiers in which you wera diveried, deferred, pardonad, pled nolo contenders,
ar If the conviction was laler expunged from the record of the court or set aslde under Penal Code Section 1203.4 MUST be disclosed. If your
are awalting Judgment and sentencing follswing sntry of a plea or jury verdict, you MUST disclose the conviction; you are entltled io submit
wvidence that you have been rehabllitated. Berlous traffic convictions such as reckless driving, driving undar tha influence of alcohal andior
digs, hit and run, evading a pesce officer, fallure 1o appear, driving whila tha license Is suspended or revoked MUST be reported, This lisl
s not alHnelusive, If In doubt as to whather a conviction should ba disciosed, It is hatler to discloas the conviction on the application.

For each conviction disslosed, you must submit with the applicaticn certified copies of the arresting aganay repor, certifiad coples of the
court documents, and a descriptive explanation of the clrcUmstances surrounding tha conviction of disciplinaty action {l.&., dates and location
of incident and all clteumstances surrounding the Insident). This letler must accompany the application. If doguments were purged by
armesting agency andfor court, a letler of axplanation from these agencles s raqulred, .

Applicants who answer “NO™ to the question but have i previous conviction or plea, may have thelr app[icatlnﬂnw dented or Hiense,
revoked for knowingly Falsifying the application. _ YES NG

APPLICANT: | DATE OF BIRTH:
Vst bvingston |

O7TAA LD {fRev, 12006)

Use Only
ABMS

Malpractice

A

Limiatitre

P
A
.
&

Crioinal
Recond




'CRIMINAL RECORD HISTORY (cont'd)

' R Criminal
24. |s any criminal action pending against you? YES NO
25, Are you required to register as a Sex Offender? YES NO .. ' /El/
DISCIPLINARY HISTORY
i . Diaciplng

These questions refer to discipline by any U.S, military 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 medicina? YES NO
27. Is any denial pending againgt you? ‘ YES NO |

28. Have you aver been charged with, or been found to have committed,
unprofessicnal conduct, professional incompetence, gross negligence, YES NO
or repeated negligent acts or malpractice by any medical licansing
board, other agency, or hospital? :

29. Have you ever had any license to practice mediclne 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 discipline, YES NG
consent orders, letters of warning, letters of reprimand, or citation?

NENEET

31. Have you ever had any license o practice medicine subjected to any

h S

other disciplinary action? _ YES . Mo ’ -4
32. Is any disoiplinary action pending against any of your licenses to VES NO '
practice medicine? ' /"_‘(
33. Have you ever had staff privileges in a hospital terminated, denied, - YES NO )2(
- suspended, limited, revoked, or not renewed? - :
34, Mave you ever rasigned from a medical staff In lieu of disciplinary or YES | NO /Z(
administrative action?
35. Is any disciplinary action pending against your hospital staff privileges? . vESs NO /\3/ ’
38. Have you ever surrendered a license to practice medicine? YES NO /a/
37. Have your DEA privileges ever been denled, suspended, restricted, or vEg ! NO )a/
terminated?
38. Have you ever entered into any arrangement or plea or agreement in YES NG ﬂ )

lieu of a federal prosecution for a drug inclation regulated by the DEA?

APPLICANT: _

Vashn Uit

DATE OF BIRTH:

L1D

O7A-100 (Rev. 12/08)




Notice: All items In this application, except #8 and

#9, are mandatory. Fallure 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 Code, which authorizes the collaction
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 enforcement
agencies. You have the right to review your
application subject to the provisions of the
Information Practices Act. The Chief of the
Licensing Program is the custodian of records,

Lol "

The applicant, b __ being first duly sworn upon his/her
{PLEASE PRINT FULL NAME) (DATE OF BIR 1)
| oath deposes and says: that | am the person herein named subseribing to this application; that | have read the complete
application, know the full content thergof, and declare under penalty of perjury, that all of the information contained hereln |
and evidence or other credentia’s submitted herewith are true and comect; that | am 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, tagether with all the credentials submitted, were procured without fraud or misrepresentation orany
mistake of which | am aware and that | am the lawful holder thereof. Further, | hereby authorize all hospitals, institutions or
organlzations, my references, personal physiclans, employers (past, present and future), business and professional
assoclates (past, present, and future), and all government agencles (local, state, federal, or forelgn) to release to the Medical
Board of California or its successors any information, files or records, Including medical records, educational records, and
records of psychiatric treatment and treatment for drug and/or alcoho! abuse or dependency, requested by that Board in
cennection with this application; or any further or future investigation by that Board necessary to determine any medical
competence, professional canduct, or physical or mental ability to safely engage in the practice of medicine. | further
authorize the Medical Board of California or its successors to release to the organizations, individuals or groups listed above
any information which is materlal to this application or any subsequent licensure.

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

LICENSE. :! ;Qz
(PLEASE INITIAL BOX)

SIGNATURE OF APPLICANT; - l%m) / / Ay
' Rase sign full name — in pfesence of nolary)

N .
State of C&\\an\to\_ . .
County of LD'.S % i &m/L) . @K

Subscribed and svlrom to (\orbafﬂrmed] befora nqa on this & Etj\__ day of@ é’(‘u\{)\.,—( 20\D by
\ ' v ' '
\?‘{‘f"\-fns(\\m Kmm \ WAL DG E}WY\

{Notary 1o prin name of applicant.) 5
-

i VIRGINIA L. LAWSON
T commi;uo'rln ’ ;u’sm i:«!
G Akial]  Notary Publls - California
oF

roved to me on the basls 6f satisfactory evidence to be the person who appearsd befor T
P . i ' P PP ¥/ Los Angeies County
IR g Gomm, Explres May 7, 20
! PV (seal)
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MEDICAL BOARD OF CALIFORNIA

Licensing Program bibirily,, L\

___ CERTIFICATE OF MEDICAL EDUCATION
i SCHOOL: PLEASE COMPLETE THIS FORM IN THE ENGLISH LANGUAGE

This certifles that  Kristin Jeanne Livingston :
FullNamo o Apgiicant 1.8, Social Securty Number
.- enrolied in ; 1 by (Colloge o Ml e
Due of Biris : - Nam of Madior| Schoof

located ,@w!;w}m-f an __Q'ﬁf_ﬂ@.f.&._"it;_é-.

Ylate/Prokinas Country ) Eatgllmant Datg

The undersigned further cartifies thek the fecords of thia nstitution show that the applicantatiended in this
institution ___«/ years of resldeF Instruction, campleting at least 4,000 hours, of which at laast 80

percant actual attendance is requiredl In the subjects set forth hereunder (Business and Professions Code Seotions
2089,2089.5, 2089.7,5000, 2081 1 2081.2) fand that the applicant

Anatomy ! Embryniopy Phyatanl Madicing

Ololaryngelogy Histology Therapautics

Olstatrien and Byrceatogy Human Sexpality Neursanatamy

Radiciony, Incioding Radistion Safety Medi¢ine GHild Akuga Deteotlon and Tro slment

Tiogical fanising Surgery, Insluding Qrihopadio Burgary Garlalria Madising

Pliyulolagy Urnlogy Padiakrley

Blasthnmisiry Poychiatry Pharmagotagy

Pathology, Haclstiolegy, and lmmuheiagy Hutrology Ahadthagly

Opfithaimglogy : Algeholism and Gheica) Depsndanay Spousal Partnar Abuse Dateclion & Traatiwnt*
Cunmeialogy Praventative Mydivine, Including Nylrkion Fanilly Meliging*

Pyin Manapement and End-otLiied:a o™

* o OMLY aplicatio to medigal vtudenss wika antallod i madlanl aehact on or after Saptombar1, 1904,
™ DHLY applioabte Lo madica) studnnts wh e graduara from madigal sehool on or after May 1, 1898, oo
™ GNLY applicsiblu to medionl.students wifo envollad i muadleal echool ot of after Junia 1, 2060, S

Y
@ wae granted the degree of Bacholor/Doctor of Modicine onthe _J> dayof M, | oo |
Q  withdrew from medicat schadl on day of LT A

. .
Unusual Cimumstances Responses

| Pid this individual ever take a leave 4 absence from theirmedical education? Yes No
Was lhis individual ever placed an piobation? Yas Ne
Wals this indivikiual sver discipliined of under investigation? Yas No
Were any incldent reports ragarding this Individual ever fllad by instructors? Yoz No.
Wera any fimitations or specie) requitements imposed on this individual bacause of -
questions of acadeiriic or distiplinary problems, ur for any other reason? Yes. No

A "Y' resgonse to ANY of the above quest

Ny requiras the medical gchool 10-provide @ written explanation si b saparate alashmaent,
=

“ htiention Morfical Soljook Qnly the Provldant, Dear, or Reglutrar may sign this faein. If e Sigaarere 1o

Madleat Sohool faal Al beig dalagated b nrsfver pocich, avtdeacs of (at Uaingation must he aftaated Lo this form (may ba
Must Ba inrprintad Below' # photecwpy). Suak de ourttlat sl oe on offali ltterhend and myst o iafod within the Liat 12 montha.

ool senl affixed this __‘Q‘?_‘ dayc;;f A0 ) A
el :
g w o { Dewael

dscr Copetrg

Signature: Fﬁ;‘.-“f::::’_&mpa }D %w@éﬁ"“‘“
B EE > P iﬁu—(— 4

e,

Signet and the s

Prinked Nawiy apd Tl
of Sohow! G

—

ATAG0-12 (Hov. DA 1}
2008 Evergreon Straei, Suite 1200, Sacrameto, CA 95815-341T (D16 2632362 (800) 6332322 FAX: (D16) 26377944 wwiy.mbe ca.pov
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STATE OF CALIFORNIA -- STATE ARD GONSUMER SERVICES AGENCY ARNOLD SCHWARZENEOGER, Govarnar
ﬁ’r i 'w- N
- MEDICAL BOARD OF CALIFORNIA e o
el LICENSING PROGRAM i AR ‘f.’..,
Co/inﬁgghn;w : 2006 Evergreen Street, Sults 1200 U r\l FORNIA B
Sacramento, CA 95816 i
(BO0} 633-2322  (916) 2632382  Fax (916) 263.2487 N
WwWwW.mhe, G oy ,SH ?I PHIZ ft&

CERTIFICATE OF COMPLETION OF ACGME/RCPSC POSTGRAQIM._’R%}]BAINING
tﬁes or Canada,

To be conmplatad by tha facility for every medical school graduate complating poslgraduate training in H}‘ﬁﬂ@tﬂq

PART 1: TO BE COMPLETED BY THE APPLICANT

NAME: * Last , . ., First, | T Middie
 Livingsteo Aristin Jednne,
11,8, Benial Sacurity. Number Date of erth _ Talepgnne Numbar
. ) ) Hom - Work

Pubilic/Malling Address beviiy
Clty ‘

Medical School of Graduation

B por

PART 2: TO BE CDMPLETED BY THE PROGRAM DIREC.TOR

ATTENTION PRO M DIRECTOR: Do not sign and date this form before the last day of any postgraduate
training year which Will be used l?y the applicant to qualify for licensure. Completion of this form will certify that
the individual nam PART 1 above satisfactorily completed a period of aceredited postgraduate training at
this facillty and tha trainee th acquired the skill and quahfsmtlons necessary o safely assume the

unrastricted practi medicinglin this state.
Narms of Faclilty

AGGME 10- -digit Program number (wwr.acgme.ar) ‘

mweexmmm Soumm ﬁqh&cmfm 2200512035

Address of Facliity [ Telephone i

o, 10%%03" (2R 18- U0k

Start Date of Training End Date (or anticipated completion date) of Training

|0 ,Q__J.B_QJ_O Ol o2 t Y

Calegarlcal Specialty Area of Training i

D‘Dﬁ*&‘l‘\c& Qe(’mmwio *

Did the trainee ever‘take a |leave of absence or break from his/her training? YES NO

Was the trainee ever terminated, dismissed or expelled? YES o)
Did the trainee ever resign? vES NO-
Was the trainee ever placed on probation? YES NO
Was the trainee ever disciplined or placed under investigation? YES NO
Waere any incident reports regarding this trainee ever filed by instructors? YES | NO
Wera any limitattons or special requirements placed upon the trainee for ‘
clinical incompetence, disciplinary problems or for any cther reason? YES No
Did the program decline to renew or offer the trainee a postgraduste training  ves ND

program contract for a following year?

A "Yes” response to ANY of the above questions requires the program director to provide L3 A
a written explanation on a separate attanhment. ;

D7A-100-.3 (Rev. $2/08)




STATE OF CARIFORNIA « 8TATE AND CONSUNMER SER SAGENCY ARNOLD SCHWARZENEGOER, Goveror i
]

N | MEDICAL BOARD OF CALIFORNIA |
. Ppeebrashet LICENSING PROGRAM
Congumer 2008 Evergreon Strest, Sulte 1200
Affairs Sacramento, CA 95815

(600) 633-2322  (06) 263-2382 ' FAX [916) 2B3-2487
wWew.mbe.ga.noy

CERTIFICATE OF CURRENT POSTGRADUATE TRAINING ENROLLMENT

At the time of licensure, you may be entitled to a reduced initiat license fee if you are actively
participating in a slotted pasition in an ACGME/RCPSC aceredited postgraduate training program.

NOTE:. This form may not be used in leu of the Form L3A-B, "Certificate of Completion of ACGME/RCPSC
Postgraduate Training.”
Middle

NAME:  Last . : First N ]
Winasisay Wrishin Teanne,

Medical School of Graduation:

U.8. Social Security Nismber ' | pate of Birth
| oL s Coll Yin
This is to certify that the above applicant is actively participating In an AGGME or RCPSC accredited postpraduate
training position that started on o1 Ol @ DO and is expected fo be
Month ay ar 7 o

com?[eted on . D!ﬂs% 20 20 U, in () ._;m
' 05 BnaeleS pned b )

i,

I hereby deolare under penally of perjury under the laws of the State of California that the above statements are true and correct and the
above program ls acoredited by the ACGME or the RCPSC 1o offer the type and level of training completed by the apglicant and that the
applicant is being trained In an accredited ACGME or RCPSC postgraduate training position.

Wiclagel (Dinbemec mD |
PRINT NAMWCTW oy KJ/L
SIGNATURE OF PROGRAM @R - Signature Stamp Iy hjot Acteptable ‘ , ot |

Slisfy 203 e 1G4

DATE TELEPHONE NUMBER

ATTENTION PROBRAM DIREGTOR: THE PERSON WHO SIGNS THI5 FORM JAY NOT BE RELATED TO THE APPLICANT BY BLOOD, MARRIAGE, OR ADOPTION,

Onily the Program Diveclor may slgn this form. If that signature authority is belng delsgated to another person, evidence of that delegation must be attached 1o
this form (may be a photoeopy). Such delegation must be on official letlerhead and must be dated within the last 12 monihs.

i ; AR R faz

State of

Cm;nty of .

Subseribed and sworn to {or affirmed) before me on

this day of , 20
by

o tisfactory evidence to be the person(s) who appeared before me.

SIGNATURE OF NOTARY PUBLIG

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

O7A-1004.4 (Rev. 12/05)




DEFINITION OF “SATISFAGTORY” COMPLETION OF TRAINING

The program director signing this form Is formally certifying and documenting under penalty of parjur‘y that ihe traines received
Instrueticn appropriate for the particular postgraduata level and that he/she satisfaciorlly completed periods of tralning in .
accordance with the accepled standards and the criteria deflned es eguating to "satisfactory” performance as described below, The

program direclor wiif personally be sitesling to the fact that the trainee has acquired ths skill and qualifications necessary 1o safely
assume the unrestricted practice of medicine In this state. .

"BATISFACTORY" IS DEFINED AG: THE TRAINEE PERFORMED AT AN ADEQUATE LEVEL BASED ON EVIDENCE OF
SATISFACTORY PROGRESSIVE GROWTH INGLUDING DEMONSTRATED ABILITY TO ASSUME GRADED AND INCREASING
RESPONSIBILTY FCR PATIENT CARE,

GENERAL MEDICINE TRAINING REQUIREMENT

Ta qualfy for Heensure In Callfornla, appllcants who are graduates of an intsmalional medical school must complate at least four months of
postgradusie training In GENERAL MEDICINE as part of the requlremant, Appllganis who are greduales of a 1.5, or Cahadlan medical schood,
who have naf completed postgraduals Lraining reguired for llcensure by July 1, 1980, musl also complele four months of lraining in GENERAL
MEDICINE prior I ficensure. The GENERAL MEDICINE requirement may be salisfled by actual dlinical pracliee whare the applicant has direct
patient cere responsibillies in any particular apeclalty or sub-spaclally area for al [gast four monihs.

ﬁeraby gertify as the program director, that the Individual named in Part 1

has completed Ll has not completed .
minimum of four monihs of general medicine as part of this postyraduate training program

aceredlted by the ACGME or the RCPSC. {‘

SIGNATURE OF PROG@ DIRECTOR

ATTENTION PROGRAM DIRECTOR: THE PERSON WHO SIGNS THIS FORM MAY NOT BE RELATED TO THE
APPLICANT BY BLOCD, MARRIAGE, OR ADOPTION. If that signature authority is being delegated io ancther person,

evidance of that delagation. must be attached to this form (mey be a photocopy). Each delagation must be on afficial
letterhead and must be deted within the (ast 12 months,

HOSBPITAL SEAL
, OFFICIAL HOSPITAL SEAL MUST BE AFFIXED 1N
THE BOX TO THE LEFT TO CERTIFY TRAINING

The trafning program Is accrediled by the ACGME or the RCPSC (o affer the type and level of {..
trainlng completed by the applicant, and the applicant wae trained I an acoredied AGGME or
RCPSC program pesition, | hereby declare under panalty of pazjury undar the laws of tha Stote of
Callfornia that the stalements are rue and correct, .

P’Rﬁ‘% NAME OF PROGRAM DIRECTOR & ' E i

- 9 [ fi
SIGNATURE QF P AM DIRECTOR DATE SIGNFD
Signatura Stamp is Not Avceptable

SIGNATURE OF PROGRAM DIRECTOR:

_ (Please slgn full nams - n presence of nolery}.
State of

County of

Subscribed and sworn to (or affirmed) before me on 1his day of , 20 , by

{Notaty to print divectar's name.)

proved 1o me on the basis of satisfactory evidence 1o ve the person(s) who appeared before me.

Signature - {seal)

07A-100-1.3 (Rav, 09/2010)




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

From Date: 07/30/2013 To Date: 07/30/2013
ATRISUPPINF
16-OCT-15 11:19:20
Personlid: 1851820 Name: Livingston,Kristin
Question Answer
{ Have Completed Cme And Can Document Not Less Than 50 Hours Of Approved Cme For The Two- YES

Year Period Immediately Preceding The Expiration Date Of My License. Or | Meet The Conditions
Which Would Exempt Me From All Or Part Of The Recuir

Enter Nams/Address OFf Facility Where You Or Your Immediate Fa
"None", if None Held

¢] (5]
| Have Read My Profile On The Medical Board Web Site At Www.Mbc.Ca.Gov And Acknowledge The YES
Infermation Contained Therein As Current And Accurate

Total Questions Asked For Person : 1851820 8



8/5/15 8:44 PM . Page1of3

License Type: Physician and Surgeon A

License Number: 119369

File Number:

Application: Physician’s and Surgeon's Renewal

Application Number:

Application Date:

Bersonai Det

First Name: KRISTIN
Middle Name: JEANNE
Last Name: LIVINGSTON
Birthdate: Sk e e
Gender: Female

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

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

Quest

Since you last renewed your license, have No
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?

AR
s A3GPI2GAIGDE



8/5/15 8:44 PM Page 2 0t 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.

Patient Care Practice Location
Telemedicine Practice Location

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

Areas of Practice

Board Certifications

Postgraduate Training Years

Cultural Background

Foreign Language Proficiency

Web Site Profile

DUE TO CURES FUND

Steven M. Thompson Physician Corps Loan

Repayment Program

Yes

Administration - 1-9 Hours
Other - None

Patient Care - 40+ Hours
Research - None
Teaching - 20-29 Hours
Telemedicine - None

Zip: 85021 County: OUT OF STATE
Zip: County:

Zip: 85306 County: QUT OF STATE
Zip: County:

Not in Training

Obstetrics and Gynecology - Primary
None

5 Years

White

None

Cultural Background - Yes

Foreign Language Proficiency - Yes

Gender - Yes

$783.00
$12.00
$25.00
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Total Amount Due: $820.00

Applications are not considered submitted for processing until payrent is received.

i

| declare under penailty of perjury under the laws of the State of California that all statements,

answers, and representations provided, including supplementary attached hereto, are frue,
complete and accurate.

Signature: Date:
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