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GRAY DAVIS, Goveraor

STAYE GF SALIFORNIA - STATE AND CONBWER'EERVIGE&GG\‘ ‘ w

ke of MEDICAL BOARD OF CALIFORNIA
Desaiment of - LICENSING PROGRAM
1426 Howe Avenue
c°ﬁ'}.§f mer Sacramente, CA 95825-3236
{918) 263-2400

L SCHOOL: DO

This certifiss that___ LASHA KIM PIERCE of _¥ajrfield, California snralled in
. FULL NAME OF APPLIGANY ADDRESS WHEN ENROLLED
Vniversity of Califernia, Irvine Colluge of Medicine Lrvine, Califorria
NAME OF MEDICAL SCHOOL LOCATION
onthe _Bth _ dayof ~_ September 10 24 and was pranted the following ¢redits on anroliment:
. MONTH

| fon; Twa years of preprofessional puslsscondary education, gluding the subjecls of physies, chemisiry,
end bioiogy {Busingss and Professions Cotls Saciion 2068).

Sarn TFrancisco State’ Univeraity, San Franecisco s CA 8/89 - 9/93
EDHEBATIONAL NSTITUTION DATES

Advanced CredRts:  Credits praviously obleined at en approved medical, dental, or oglpopailic sohool, +

WEDICAT SEHGOL TOTAL CREINTE DATER
The undersigned further certifies that the records of this instituilon show that 8 ha attended in this Institution 2 %rnw
: , ECIFY NUMBER
years of resident Instuction of ___ 32 ~ 46 — Wisels each, complating at least 4,000 hours, of which at lesst 80 percent actual
. NUMBER OF WEERS

atlendance is raquired, in the subfects set forth hereunder (Business and Profassions Gode Section 20889), and that: e

—Ehe was granted the degree-BaselanDootor of Madicine by OR [Tl_he withdrew from

the above mentioned medicat sehool on the 19th day of June . 19_99
' MONTH
Anatomy ’ Darmatology Pravantive madicine, including Nutrition
Otolaryngology Ertbryoiogy Physical Medicihe
Obstetrles and Gynecology Histalogy . Therapeutics
" | Radiglogy, including Radiation Safaly : Human Sexuslity as defingd in Gectian 2090 Nauroanalomy
Trapical Mediclhe Medising Child Abuse Detection and Trestment
Physiclogy Surgary, including Orthopedic Surgery Gorlstcic Medlcine -
Blochemistry Urology Padintrcs
Patholagy, Bastariclogy srd tramunology Payahiatey Phamadology
R N Nourology ‘ Anesthesla
i p Aleohallam and Chenvicat Papandancy Family Medicings « '

Spovsnl br Partner Abose Dateston & Traatmentees

* Each school whyre profossional medical instiustion was received MUST complete one of
il these forms. 1§ more thar one school was attended, photocopies-of this Btk foitn may
. bemade and used, Note that photograph and all entdes to the form must be original,

o+ ONLY applicable to medicat studenis who graduete frorm madical sehoal on or
| afler May 1, 1008 .

e ONLY appliéabta to medical students who enrolfed in medical school on or.éﬂer
§§a_ptéﬁ%§r;!¢,‘ 864, '

’ 11riKN§f;i_urrrs_sqn ALL ADVANGED CREDITS AND MEDICAL SCHOOL CREDITS
Lo o= MUST BE SUPPLIED WITH THIS CERTIFICATE ‘

el GAUHIUBT be tmprintid Partially on the Photograph.
" apol _Pebruary 2001
i

" _..PRESIDENT, SECRETARY, DEAN




BRAY DAVIS, Bovernor

STATE CF GALIFORNIA — STATE ANC CONBUMER aemvnﬁﬁm{ !@

" 1 o
Riaky of

R CASHIERS 1.

RN I

..., MEDICAL BOARD OF GALIFORNI A A{)

L LICENSING PROGRAM SRSt ST

SR e Howe Avenus, Sacramento, CA 95829-3234 %6 Ny '%? R
i (915) 263-2499 SRR

LIS .

: O
Plaase READ all instructions prior to completing this application. ALL questions on this application must be answeted, and gl
‘ supporting documents must ba submitied with this spplication as per instructions, :

Please type or print neatly. When space provided is ineufficient, attach addiiional sheets of paper.

MEG USE

1. Nane: Last ., Fmt . . .. ‘ Middle

n PlECCE - LAcia £

2. OthR'{ W you have usad {include malden hama): 3. Bovial Sqcurily Numbaré$

4. Address: Nurnber and Streat/Rural Route (inchude apariment number, i any) E. Sex ' N '

- ' » 8o A Female O Male

AL SCRINAERLD _[DR.. -

City Slote Zip Guds - Country |

FAIRE(ELD CA 4535 USA

8. Telophons Number: | 7. Date of Birth; Mopayryr 8. colfomis Drivers Lioanse Number, i apploaki:
Home: T T 7 - NUMBER EXPIRATION
| Wark:

T e —

8. Areyou a U.S. clitizen?

i

l If you are an fnlarnationaf medical schoal graduate, yoi must provide an otiginal full and unrestricted fioanse to practice medicine in anuther state or a6 :

courry, OR officia) decurentation of 1)

- Plcs of Bithy ~~ o

S Yes T No

8. citizenship, OR on offlclal Declration of Intent io benome a W8, ditizan,

10. tave you ever filed an apphication for physlclan ard surgeon examination or licensure In Califarnia’? O Yes B No . [
I YES, PLEASE GIVE DATE PREVIOUS APPLICATION WAS BUBITYED AND ATTACH ANY APPLIGATION MATERIALS YOL MAY HAVE RETAINED.

1A, List the names and address

&s of all colloges or universitios attended whera preeprofessional, postseco ndar}

instruction was received. Flease submit official transcipte wiii the echool seal affived for sach school attended.

Narhe

Dates of Attendance

~HAN FEANCAGCO &

HOWKED wivepeny Wheiinerpii b zice] 8lem - (e

A 1)
goeslls

ARl B aaize /e —C[q3

11B. Check whether the followlng edical courses wera successfully compleded and show where completed:

1) an orlginel Certiiazto ot Medial Edudalion {Form 12) and officlal transcripts with the signature of the

‘ dean or registrar and the schog! seaj affleed from sagh schog! attended; mid 2} un rlglnal medical diplems and-a photocopy.

Sehoe! Name

Course Yas | No - MName of College or Univessity
ey IR [ 2AN ERANCIECH STAS & LPMUBEATY i
Physios X LANEY Cotisng - At
4 T
Blokogy or Zoology | * SN EEAMNUGE D STATE ANIVERSITY |
12. List the names and addresses of all achoola where professtonal medical nstruction was regsived, and, whq_re’_ applicabls, the
degree awarded. PLEASE SUBMIT:

Address B Place of tnatiucilon Dafas of Alendance Oegree Awarded

DOCTER OF MELICIKE DR
sehical g | Aflixed and the s

Name of Medlca Schodl

U levise PGERERA T powe elay - &fqa | mp

|EVIME, CALIFORNIA

Professions Code and Public Low 94.455 {42 UBGA 405(0)12)(C)) atthorlze eallection of your soclal sacurdy namber, Your secial soodty rumber of FEIN will be
Used exclusivaly lor vax anforcemant purposy, for Bureoses of complianes wih any judgmand o oeder for demily suppont in secorfios uith Sentuas 113608 of ihe
Welfare i inulttions Cde, ar fist verifiestion of kdnsure i examitation tatue by @ livenising or exaelnation entiy whicir ulixes a rallonal axamindian st whsre @

HANWEREITY OF C AL EQPY) A -
i & MANDATORY DISCLOSURE DIF social, BEEL

RITY NUMBERS
Disclorur of your vocal sacuity numbar {or federal ampiayer idanlificallon, number [FEIN, ¥ yorare 2 paitiorship) 5. mandatiy. Sasilon 30 of thy Bustiesa ane w

Tax Board, which may aasods 4 $100 panally against por, . Bthoal Gode

i

ko
L R, 1
i

it

1




“13. Have you taken any of the following writken examinations: Netlonal Boards, other state bosrds, USMLE, SPEX, FLEX, or

LMGE? . W Yes O No
IF YES, LisT NaME, LOCATION, DATE AND RESULT OF EXAMINATION, SUBMIT AN ORIGINAL OFFICIAL Exammanon History REPORT FROM BACH

ERAMINATION AGENCY, ABPLICANTS WHO HoLD GERTIFIGATION THROUGH The Bbucanomal Commasion roR Fonmen Metioar, Grapuatss (ECFMG) i
“WILL NEED T SUBMIT AN GRIGINAL vaLn ECFMG cernFcATE FRioR To LCENSURE, * T

. Examinetion Lovalion o Date

USMIE STEP T-| | vz ch &l 199%
VellLle STeP 1| |EVINE CA | __®f1998  - -
MeMUE STeEP T QARLAND o4 2fzfor~ 2{nfol

14. Have you ever been licensed to practice medicins in any state or country’? S O Yes | No

IF YES, ust sTaTE OR COUNTRY, LIGENSE NUMBER, DATE ISSUED AND DATES OF PRACTIGE IN EACH iSBUING AGENCY'S JURISDICTION. SUBMIT A Levrer w
OF 'GOOI:I STANDING FRO!JI EAGH STATE IN WHICH YoU ARE OR HAVE BEEM LICENSEL, pLEASE INCLUDE TEMPORARY, TRAINING, UR PROVISIONAL LICENSES,

State or Country Licanss Nuttiser Date of Issuance | Datee of Practics in that Juriadiction

T

15A. Are you currantly, or havs you ever beeﬁ, a participant In a postgraduate trativing program ¥ a facility In the U.8;
ur Canada? ‘

Trawme (Form L3A) FROM EACH Fackiy, (Do ot compLeTe Forw L3A/BS 1o DOCUMENT THAINING REGEVED IV RESEAHG

PRGGRAMB.} ALL TRRINNG MUsT BE LISTED, REGARDLESE OF WHIZTHER IT WAS BATISFACTORILY COMPLETED QR Will. BB DSED
RECUIREMENTS.

Fagillly Narme ) Addeass Type of Service

EAiser vospiraL. gl ?ﬂ@jﬁ&g& RNy

i B tigns,
- of explanation fioin medi ol ortrainiriy
REPORT ANY MATTER THAT IS PENDING OR I

i _feifa b L4 ]

15B. Have you ever withdrawn fitsen,
program?

school or postgraduats training
Yes No

16. Hava you ever been charged with, or been found to have committed, unprofessionsl condug, professional Incompetencs,

grass negligence or repeated hegligent-acls or malpractice by any medical licensing board, other agency, or hospital or has any -4
disciplinary action ever been flled r taken regarding any healing aris foense which you now hold or have sver held, oris any such (i
action pending? Include any disciplinary sctions by the U.S. Military, 1.8, Public Healih Service or othar

U.8, federal governmental entity. I¥ YES, ev neTars seLow. Yes No

Dlsposiion

Siata Date Cherge

LA 100 {Rev, 509) I . i




WKLY

I : —i

18. Have you ever baen denied a license, parmission to practice medicine or any ofher healing art, or denied permizslon to take
an examination In any stale, country, or U.S, federal jurlsdiction, or is any such action pending? Yes No
If YEB, GIVE DETAILS BELOW. )

State or Courtry ' Daie of Danlal : . Reauon for Denial

19, Havs you ever voluntarily surrenderad a license to practice in the healing arts in this or any other state, or voluntarlly
surrerideret your narcotic (cuntrolled substanwsa) permit {state or federal) to any licensing board or any other
agency, or s any such sction pending? Yes No

20. Have you ever had staff privileges in a Hospital deniad, suspended, limiled, revoked of not renewed for medical
disciplinary tause, or resigned from a medical staff in llgu of diacipinary or adminlstratim gictian, or s any such action'
periding? Yes No

21, Do you have any conditlon which in any way iimpairs or limits your ability to praciics mediclne with reasonable skill and safety,

Including but not limited to, ary of the following? ' : Yes  No

I# Yis, PLEASE CMEOK THE APPROFALATE voules) seLow:

3 A condition which required admission to an inpatient psychiatric treatmant facility.
0 Aleohal or chemlcs! substance dependency or addiction.

(3 Emotional, mental or behavieral dissrder.

T Other (explain):

FoRr ANY OF THE BOXES CHEGKED ABOVE, PLEASE SUBMIT COMPLETE QFICIAL INFATIENT AMD OUTPATIENT THEATMENT RECORDS, ENRENCE OF ONBOING
REHABILITATION TREATMENT, AND A PERBONAL WRITTEN SXFLANATION.

22.: Have yolr sver been convicted of or pled nolo contenders te any violation (nehuding misdemeanars and fslonles) of any
Tederal, stats or local law of any state, the United States, or & foreign country. o any violallon relating to the possession, use,
llegal sale; transportation, manufasiure, dgistributlon or dispensing of contralled substances, or is any such action pending?

{Exciude violations of trafiic laws, rnclddlng spesding, which rastlted in fines of $300.00 oy loga.) If YES, give detslls below.

Yos _ 'No

K

- YOU ARE REQUIRED 10 LIST ANY CONVIGTION THAT His BEEN SET AiDE ¢
I8sUEQ,

. Vialatlon and Location Dale . Fanaily o Dispoaition

1 0744100 [Rev. 3099)

e r— 1]
17. Hae a claim or action for damages evaliécan Tlsa against you in the course of the pracign of medicine or anv other heallng Brt-w”‘"'""'
~which resulted In & mafpraclice setiement, armant or arbitration sward of over $30,000. Yes Np ;l]':;srf
Ir YES, aive DETALS BELOW, . sia:?:v.l.;zhﬁ'l,--:,

W uj
Name of Claimant + Loealionof Gourd Brief Neacription of the Facty _ N

() ‘l




PHOTO DECLARATION

¥ hetraby declare under pensly of peqjury
undar the faws of the Slale of Califomia,
that the phato of myself attached heralo,

was teken tin or about

] ‘ ¥,

g my age hen baing :2“" yeurs:
l_(,?_ j . E my color of hair__ :
OF w Y color of gyer -
& g my height____n.
] | Q myweight s
% E}: and identifying rasrks are
- b —

Naotice: Al ltows in this application are mantatory; none are voluntsey, Fallure te nrovide any of the roquustad iaformation will detay the procedsing of your application,
Tha laformation provided will be used b determine your qualifications for Hewnstsy par Section 2020 of the California Businass ahd Professions Gode, which authorizes
the collaction of this information, The information on Your applleation may be fransfirred to other medical itconsing awthorities, the Federation of State Medigal Boards,
or other govarnmental or law enforcermant agencles, Yo have the right to ravioy your application sulject to the provisions of the Information Fractices Act, The
Rrogratm Manager of the Liva itz Peogran Is i custodian of resords,

STATE OF Cad f@wm e _ )

Appiicadt

. _ X ‘ !J::nc'laratiQr}\‘Si[j“llEllElrE-
COUNTY OF . Fyvin, 156 ) b, FAONOTARY,
The applicant, L 5 hé\., f‘ﬂm *P! Lirre, , being first duly sworm upen jiéter

PRINT FULL NANE OF APPLICANT
oath deposes and says: that thélsha is the person harein named subscribing to thls applcation: that hé/she has read the complete
application, knows the full coftent thereof, and dectares thal all of the information contained harein and pvidence or other credentlals
submitted herewith are true and correct; that pélshe- Is the fawful holder of the degres of Dactor of Medicine as prescribad by thiw
application, that the same was pracured In the Teguiar course of Instruclion and examination, and that it, together with all the
credentials submitted, were procured without fraud or misrepresentation or any mistake of which the applicant is aware and that the
applicant is the lawful holder thereof. Further, | neraby authoriza all hospitals, Instiutions or organizaflons, my references, personal
physicians, employers (past, present and futura), business and prafessional agsociates {past, present and future), and all government
agencles {local, state, fadera! o forelgn) 1o release to the Medical Board of Callformia or its successors any information, filss of records,
including medice! records, edurational recards, and records of psychiatric treatment and traetment for drug and/or alcohol abuse or depen-
dency, requested by thal Board in nonnection with #is = ppllcation; or any further or future fnvestigation by that Board nacessary to
determing my medical competence, professional conduct or physical of mentsl ability to safely engage In the practice of medicine.
I further authorize the Medical Board of Gaiifarnj ar lis suceessors io relesse to the organizations, Individuals or groups listed above any
Information which is materiaf fo this appllcation oegdny grdlicensure. | furiber acknowledye that falsiflcation or misrepresentation of
any item of response on this application Is adhs 119 sigve orto hold a hearing to revoke the same, if issued.

b 77

T FUL). HABRE, NOT INITIALS)
Slgned and sworn to before me this o2 zgﬁ‘ﬁ day of _ /"’: Lhvig i D _AbG]

SRV | W |
,fmhmwmw "] C;sr NATURE QF NOTARY PUBLIC B
f‘ b SWEL AL M lr" e N ] . ,
B APER Commiston & 1164799 O HYRE St i ~ ﬁﬁ/d J}zz /'fmé:'ﬁg 4
LA o NNy Punlic - Californla ‘ ADDRESS ;
o i i

sar Feansizeo Coun
My camrigsion &xpiresim/ A=DF ~0 )

Y
P 7o, Svnings e
S i'—r.'—v'ﬁ-qm ? [P |

SIGNATURE OF APFLICANT:

LW

TIY3S5 AMYLION

L 07A 100 My o0y




STATE OF CALIFGREIA — STATE ANC CONSUMER SEHVIGEE&Y . : BRAY DAIS, Governor

MEDICAL BOARD OF CALIFORNIA

Tt o

D LICENSING PROGRAM
Consurmer 14268 Howe Avenus
Atfalrs Sacramento, CA 95825-3238
{918) 283-2489
CERTIFICATION STATEMENT
Thisisto certfythat ___ LASHA k. Pleges

_ {Name of Physiclan)
is in an approved ACGME/CCME postyraduate training position that commenced on

0é/27 L1999 andis exﬁec’&ed to be completed
on T 2003 in _Obstetries and Gynecology
Munth Day Yaar {Twp2 of Trairdng)
at Kalser Foundation Hospltal

Neame.and Address of Facitliy

2425 Geary Blvd., San Francisco, CA s

JF A, W Dz SO

9 1T 64TPY AFFIX QFFICIAL HOSPHTAL SEAL

!
|
e ol H ! OR NOTARY SEAL IN THE BOX
W EImnina s Coun iE E :
e e I,'«'-w‘;"fg..-_)@cgrgm"l ig Aj'- THE LEFT:.
- |

-—-_._-—-.-..._—_—_——.n-n.--—-.m-n—-—-g_.,--nm-n

T e e e
e,

“I herebyy declare under penalty of perjury under the laws of the State of California that the
.above staterments are true and corract and the facility is approved by the ACGME or the
COME to offer the type and leval of traihing sompleted by the applicant and that the

applicant is being trained in an approved ACGME or GCME program position."
. SORIREY AN SHVOR T REROEE ME
Allepn M, D111on, M.D. SUEBERIEED A0 54 - ) ,
{Type or print name of Direcior of Medioal Edugation) ' THIBM LAy ﬂFfééZi&f' ¥ L7
2 : : oY, Algir B AL,
(Signature of Director of Medical Education) ' ;’%’9{ NOTARY PYsLG
LT WA - ‘
T . ‘&\M} wel (415) 202-3034
(Date) . T

(Telephone Nurmher)

- NOTE: Do not use this form in fiey of Form L3A, "Certificate of Completion
- of ACGME/CCME Postgraduate Training." '

AT LS (3T

i#
i




I ’:l-tiﬁ' Coor L

mm'éommronﬁm—WW . - ] ﬁb—— GRAY DAVIB, Govaraor
: n _ MEDICAL, BOARD OF CALIFQRBIA -
T

b,

- - e eI PROGRAM
Afiairs [ 15) 263«2499 =

CERTIFICATE OF COMPLETION @WM\@GMEI‘C@M& POSTGRADUATE TRAINING
To he completed by the fad!lly for every medioal sclmﬂ graduaﬂammgﬁetmg pOBfﬁﬁﬁUﬁl}@ ﬁrﬂlntng 161 the Unlled States or Canada. '

Midché Inhisi

-

Gumant Address; Sooiw Gecurity Number _

%4%3 SPEINGEIGLD m
FM&»PIBL»D

7 Cote Talnnhons Number,

ﬂamafFadlllv

Kaiser Foundatian Haspited Eranr:iscu £ 115
Nams of Prozam Dﬁm Tsiephon Nlm%b;?g
Rabif) Field, MD. m n?-stm
Sigratu Divackor
| N e ded;
List Specialy Arva # Tigining Cormpleted by Train:o: _ : Dty Trining Comatgnesd: Dato Trxining Dompleted:
{__Obstetrics and Gy 06719 6/0
I the Training was iotating nﬂtanawnnat llst the apetitie tobatiors ensd the numbee & waets apant in dach (SEE THE NWEMBE FOR THFORMATION ON SATISFYING THE GENERAL
MEDIGINE TRAIING REQUIREMENT):

Mleen M. DlllDI"l WD, | Kaiser Foundation Hospital

2!;25 Geary Blvd, m ,
San Frﬂmlsm,, o &m ) ?Jf Tafephone Numbet:

(415 202-3034

ATTERTION PROGRAR DIRECTOR] '
TRAINER I8 I HISHER FIRKT YEAR OF POSTORARUATE TRAINNG,
oD NOT BIGN OF DATE THIE STATEMENT BELOW UNTIL .
E COMPLETION OF THE YRAINEE'S LAST DAY OF TRAINING.
e e R e S A IR I il H
} harmby :iex:lam énﬂer paﬂalty of perjury under the laws of the State of Californla that the above
slitermdnie are true snd porrect and et the tralning program ¥ approvad by the

AGGME or the COME to offer tha typa dnd favel of tralning completed by the applican]
and {lat i wppliosnt wes ralgd it v E:pmvaﬂ AQGNME or GCME program position.

.smnaturs of Diroctor of iadined Eduostion: Date Signea:

u Dot Whes -3 ' alau sl

oﬂ-':cm HOBRITAL SEAL OF NDTARY SEAL, DATE AND SIGNATURE MUBT BE AFFIXED T0 CERTIFY TRANING,
BCPIBED AR smmﬁm O BEFORE ME -

< bay o Mng_wggg& :

mé’!’f QM!

*rms-?

[ . i .

JEWEL &, MICHELEON

Wy Commision ¥ 1144799 L
Natary Puolie - Collirma ,
} 8o Fronchco Gounty :
- pay Cornen, -ﬂifes Dec ¥, 301 L

g ‘




RETURN THE ENTIRE FORM FO THE RETURN ADDRESS ON THE BACK. MAXE A PHOTOCOPY FOR YOUR RECORbS,

Since you last renewad your ficanss, have you had any licensa disgiplined by a govarnmaat agency of othsrs disciplinary
body: or, hava you been canvicted of any ¢rima ia any state, the U § A and its torrigorigs, military coun or a foreiga
country? PLEASE READ INSTRUCTIONS BEFORE ANSWERING |D YES Jd MNO

License Renewal Application
Physician and Surgeon

F. [ v&s, 1 wisH To CONTRIBUTE
$25 FOR THE FAMILY PHYSICIAN
TRAINING PROGRAM

LICENSE NO.
A 75116

ACTIVE

.|D- Continuing Medical Education (CME} Certification Statement: LCERTIFY UNDER PENALTY OF
PERJURY UNDER THE LAWS OF CALIFORNIA TO THE FOLLOWING STATEMENT:

| CERTIFY THAT | OO MEET EACH OF THE

CONTINUING MEDICAL EDUCATION REQUIREMENTS LISTED ON THE BACK OF THIS FORM OR THAT | ME?’ THE 'CONDITIONS

412

WHICH WOULD EXEMPT ME FROM ALE OR PAR E RECUIREMENTS OR | HOLD A PERMANENL, CM
UGNATURE REQUIRED HERE: DATE:
3

AMOUNT DUE DELINQ FEE IF E. FOR ADDRESS CHANGE OMLY
NOW POSTMARKED AFTER IF YOUR ADDRESS SHOWN IS INCORRECT, CORRECT IT BELOW.
. ) 10/30/12
. EXPIRES STREET
09/30/12 $886.00
: Iy STATE 2r
. VOLUNTARY FEE $ $ ’
_ TOTAL ENCLOSED =|§ s PHONE NUMBER { ) ‘
LASHA KIM PIERCE G. FINANCIAL INTEREST STATEMENT

2615 KINGSLAND AVENUE

OAKLAND CA 94619

| CERTIFY UNDER PENALTY OF PERIURY THAT | HAVE DISCLOSED ON
THIE RENEWAL APPLICATION FORM {SEE REVERZE FOR SPACE) THE
NAMES ©F THOSE HEALTH-RELATED FACRITIES IN WHICH | OR MY

FAMAY HAVE A FINANCIAL INJEGEST, | CERTIFY UNDER PENALTY
OF PERIURY | HAVE( N%IN IALS INTEREST TO DiSCLGSE,

P -/
Signature raquited hara

63010100000100002000751164010930120008080000088600

3

OVER

1207912 1RBITES 10930018

STATEY OF GALLFORNIA .. ... . .. |
DEPARTMENT OF CONSUMER AFFAIRS

PO BOX 942520

SACRAMENTO CA 94258-0520

G. Financial Interest 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,
piease write "none” in the area below and sign yout name on
the front of this document at G

Health—Related Facility  Address

Name

SMBCLS ©2/28/05



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

‘ EXPIRATION AMOUNT POSTMARKED AFTER
LICENSEE NAME . LICENSE NO. DATE DUE NOW OCTOBER 30, 2014
PIERCE, LASHA K A75116 09/30/14 $820.00 $898.00
LICENSLE MUST CHECK CORRECT BOXES s SIGNATURE REQUIRED
! . .
H Completed Continuing Education ' [ declare under penalty of petjury under the laws of the State of California that all

;  siatements, answers, and representations on this form, including supplemeniary

‘€[] Change of Address (fill in reverse sids) | attachsd heveto, are true, complete and sccurate,
i

P |:| Conviction Disclosure — Yes

" E Conviction Disclosure - No W '5‘}//25-/
; Signature Date | i ‘i‘

' D Family Physician Training Program ($23) £ s o o 0 S S 0 2 S e
ENTER YOUR FPHONE NUMBER FOR REFERENCE:

G\El Financial [nterest Statement - I_ =1 Z‘—

£30101000003000020007511L40%0930140004200000089400

CHANGE OF MAILING ADDRESS PIERCE, LASHA K A75116

BYLBEGIY 2BV GLYET RAGLEGIE

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

L L L L L I T T T T T T I T T T T T TITT1]
LI PP PP PP T LT T T P T T I T T T[T [T T1]

City State Zip ‘

LI PP P TT T TIT T O] LT -CIT T

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

L T TP T T T T T T T T

City State Zip

(T T T T T T I LTI O] OO T




