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W
NSE APPLICATION FOR MEDICINE AND OSTEOPATHY n% ﬁiﬁoi 3
JoAA

L
Aion of this application and submit the original application and all required supporting documents, IT more sjréz
lach additional sheets with typed responses. False or misleading statements will be cause for disciplinary
prosecution pursuant to B¢C Code 22-2574. If you have any questions, call HPLA Customer Service at
iay, 8:15AM to 4:40PM EST.

YPE & FEES SECTION 1B. BASIS OF APPLICATION
Select the basis by which you are applying:

SELECT LICENSUKE 1 1rc. SELECT GRADUATE TYPE:
EXAM COMPLETED: $805.00

| “tMedicine & Surgery (MD) ,E'U.’SJ Canadian Graduate | USMLE [JNBME []JNBOME []LMCC
1 ] FLEX [ COMLEX [JCOMVEX [] State Exam
(] Osteopathy & Surgery (DO) [ international Graduate | sy E STEP 3: [ Exam $288.00 [ ] Re-Exam $85.00

EMINENCE:
[] Eminence 1: $805.00 [] Eminence 2: $2000.00

SECTION 2A. APPLICANT INFORMATION

Note: LEGAL NAME: (Do not use any initials unless they are a part of your name)
OLUWAFUNM | LOLA T BaoAa
FIRST NAME Mi LAST NAME (SUFFIX: Jr., Sr. etc.)

DEGREE(S)_ETM.D., [1D.0, (IPH.D., [] OTHER DEGREE

-

E'\f‘ —

Date of Birth Social Security Number GENDER: [] MALE JZ{ FEMALE
SECTION 2B. OTHER NAMES USED: (Please print clearly) i

If your name has changed at any point since you firsi registered with the American Medical Association, taken any exams or attendad college or
university, you must provide a copy of a legal name change documents for EACH time that it has changed. Acceptable docurnents for individuals are

marriage certificates, divorce decrees, or court orders.

TEM (i TOoRE BA DA
FIRST NAME Mi LAST NAME (SUFFIX: Jr., Sr. etc.)
FIRST NAME Mi LAST NAME (SUFFIX: Jr., Sr. efc.)
FIRST NAME Mi LAST NAME (SUFFIX: Jr., Sr. etc.)

if not USA
LANGUAGE(S) SPOKEN:

Place of Birth : State/Providence/Territo
SECTION 2C: RACE & ETHNICITY DESIGNATION: (Optional)

[J] American Indian/Alaskan Native [] Asian/South Asian Language(s) spoken other than English:

/Zﬁck or African American [J caucasian/White

[ Hispanic or Latino [] other

[C] Native Hawaiian or other Pacific Islander

L
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NEW LICENSE APPLICATION FOR MEDICINE AND OSTEOPATHY (MD & DO)

SECTION 3A. PREFERRED MAILING ADDRESS

Note: AP.0. BOX MAY NOT BE USED FOR AN ADDRESS. PLEASE PROVIDE A STREET ADDRESS.

indicate your preferred mailing address by placing an X in the appropriate box. This will be the address to which ail future licensing documents will be
mailed.

i< HOME ADDRESS [ BUSINESS ADDRESS
SECTION 3B. HOME ADDRESS

THIS INFORMATION WILL NOT BE MADE AVAILABLE TO THE PUBLIC.

—~—

e N —

HOME ADDRESS: — T :
(Street Number and Street Name) (City) (State/Province/Termritory) {(Zip Code)

APARTMENT # HOME PHONE NUMBER: e +  HOME FAX: ( ) -

EMAIL ADDRESS:

SECTION 3C. BUSINESS ADDRESS:

THIS INFORMATION WILL BE MADE AVAILABLE TO THE PUBLIC.

BUSINESS NAME:

BUSINESS ADDRESS:

(Street Number and Street Name) (City) (State/Province/Territory) (Zip Code)
] SUITE # {J FLOOR#
BUSINESS PHONE NUMBER: ( ) - BUSINESS FAX: ( ) ”
EMAIL ADDRESS:

IMPORTANT MESSAGE TO ALL PHYSICIANS

Physicians are required to update name or address changes within 30 days of the change. It is imperative that you update your
information in writing, by email hpla.doh.de.gov or fax (202} 724-5145 to the District of Columbia Health Professional Licensing

Administration Processing Department. Submit your request to the Attention of the “Processing Center”. Include your name, phone
number and any other pertinent information that will assist us in ensuring that the information is updated to the appropriate recordffile.

District of Columbia Health Professional Licensing Administration
Attention: Processing Departiment — Board of Medicine
899 North Capitol Street, N.E., 1st Floor
Washington, D.C. 20042

/

i

/
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NEW LICENSE APPLICATION FOR MEDICINE AND OSTEOPATHY (MD & DO)

SECTION 4A. POST SECONDARY SCHOOLS ATTENDED

Lisl post secondary schools allended, in reverse chronolodical order. beginning with the most recent at the lop.
School Name, City, State, Country Date of Graduation Degree/Certificate
mmlyyyy
HOWAR O UNINER STy COLLEgE OF menitung| LG [200S ™MD / 55

SECTION 4B. MEDICAL TRAINING AND MEDICAL PRACTICE - POSTGRADUATE EXPERIENCE

training. Include letters from employing facilities, organizations, and training (internships, residencies, and fellowships). For “TRAINING AND PRACTICE

DESCRIPTIONS", use the leiter key code below. List experience in reverse chronelogical ocder, beginning with the most recent
Organization/Institution Start Date End Date Type of Position
mmlyyyy mm/yyyy (Use Key Code Below)
meTeorecLl TaN wemeNg glowe Qg/zwq E‘

NEW N OR K mMETHODIST HOSPITAL (07 [2008 [Oe/2008, €7 B
NEW YoR W METHODIST HOSPITAL [07/2006 | C/200A C

No NS

TRAINING AND PRACTICE DESCRIPTIONS/TYPE OF POSITION KEY CODE

A.Fellowship B.Internship C.Residency [.Employment E. Private Practice
F. Other ... (Attach a typed explanation on a separate sheet of paper to this form.)

SECTION 4C. MEDICAL LICENSES IN OTHER STATES/JURISDICTIONS
List all states and jurisdictions in which you have ever held a license (excluding training licenses) and provide letters of verification. Use
additional sheet if necessary.

Are you currently applying for licensure in any other jurisdiction? NO i yes pleaselist.

Jurisdiction Issue Date Expiration Date License Number
/ mmlyyyy mm/lyyyy
N naeyLa~D O/200< |©9/)z20)12- DEa3l13

Board of Medicine —

rnnfidoantial Paga Lindatad 10/2/11
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NEW LICENSE APPLICATION FOR MEDICINE AND OSTEOPATHY (MD & DO)

SECTION 5A. PRACTICE TIME IN THE DISTRICT

Please provide practice information

(1.A) Do you plan to practice in the District of Columbia? ms [__l No
(1.B) What type of medical practice? Academic ]_] Adminisirative i_J Clinical L_ﬁl Research

(1.C.) How many hours will you practice in the District of Columbia? <jess than 20 hoursiweek »more than 20 hours/week
ACADEMIC MEDICINE
ADMINISTRATIVE MEDICINE
CLINICAL MEDICINE
RESEARCH MEDICINE

(2) Please indicate if you do or will practice in: ',E]/Maryland |:| Virginia

SECTION 5B. SPECIALTIES

Piease select the appropriate specialties

If your practice is limited to a specialty, please indicate the code from the specialty code listed below.  Primary o3
Secondary o
SPECIALTY CODE

AC  Academic Medicine NU Nuclear Medicine PMR Physical Medicine &

ADM Administrative Medicine OB Obstetrics & Gynecology Rehabilitation

Al Aliergy & immunology QOC Occupaticnal Health PR Preventive Medicine/Public Health

AN  Anesthesiology OP Ophthalmology PSY Psychiatry

DE Dermatology OMT Osteopathic Manipulative RA Radiclogy

EM Emergency Medicine Treatment REM Research Medicine

FM  Family Medicine ENT Otolaryngology SU Surgery (General)

GE Geriatrics PA  Pathology 84U Surgery

HOS Hospitalist PED Pediatrics (General) SU/BT Burn/Trauma

IN Internal Medicine {General) PED Pediatrics SU/CS Cardiac Surgery

N Internal Medicine PED/IAD  Adolescent Medicine SU/CO Celon & Rectal
IN/CA  Cardiology PED/ICA  Cardiclogy Surgery
IM/EN  Endocrinology PED/EN  Endocrinology SU/GE General Surgery
IN/GY Gastroenterology PED/GI Gastroenterology SUINE Neurclogical Surgery
IN/HEM Hemaiology PED/HEM Hematology SU/OR Qrthopedic Surgery
INAD infectious Disease PED/NEQG Neonatology SU/PFL Plastic Surgery
IN/NEP Nephrology PED/NEP Nephrology SU/TH Thoracic Surgery
IN/NEU  Neurology PED/NEU Neurology SU/TP Transplant
IN/JONC Oncology PED/ONC Oncology SU/UR Urology
IN/PCC  Pulmonary Critical Care PED/PCC Puimonary Critical Care SUNVA Vascular
IN/PUD  Puimenary Dissase PED/PUD Pulmonary Disease
INNRH Rheumatology PED/RH Rheumatology Other: o

MG Medicine Genetics

BOARD CERTIFICATION(S)

Are you board certified in any specialty? D Yes D No (If yes please list in the provided space below)
Please list certifying organization(s)

899 North Capitol Street, NE, st Floor Washington, D€ 20002 — Main Number: (202) 724-4900 Fax Number: (202) 724-5145

Board of Medicine — vvv.y Bola dob do sov bomed
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Government of the District of Columbia

* K W Department of Health
RS Health Regulation and Licensing Administration

DEPARTMENT OF
m BOARD OF MEDICINE Promate. |"'!-.'.'-_-..‘|;I.

NEW LICENSE APPLICATION FOR MEDICINE AND OSTEOPATHY (MD & DO)

HEALT
Protec

SECTION 5C. REQUIRED SCREENING QUESTIONS

Please answer questions A through O by placing an X in the appropriate boxes. If you answer “YES” to any question, you must provide
full information and complete details on a separate sheet of paper attaching copies of all relevant documents such as final court

orders or panel review decisions.

Yes No

A Have you ever been arrested, convicted, pied guilty to, or pled no contest to the violation of any federal, state or other
statute or ordinance constituting a felony or misdemeanor (including driving under the influence or while impaired, but | [] /Z/
excluding minor traffic violations)?
Have you ever been licensed in any healthcare field in any state or jurisdiction? If yes, please list profession(s) & Yes No
jurisdiction(s). |
HEALTH PROFESSION(S) JURISDICTION(S) '
/"'\
C. Have you been a defendant or respondent to a claim for damages or a malpractice action? ( Yes _No
i
D. | Have you ever voluntarily surrendered a license or registration certificate (or allowed it to lapse) after formal charges \_ Yes No-
had been brought against you or while you were under investigation? 0 Z/
E. Have you ever surrendered your clinical privileges (voluntary or involuntary) or had your clinical privileges denied, Yes No
revoked, or suspended at any hospital or health care facility? J /Z/
F. Have you ever been terminated or resigned (voluntary or involuntary) from a clinical or professional training program Yes No
for any reason? ]
G. | Has any licensing authority taken adverse action against your medical/asteopathy license or privileges or informed Yes No
you of any pending charges? 0 /IZ/
H. Has any licensing authority, health facility, or peer review board informed you of any pending charge(s) or Yes No
investigation(s) against you? O /Z/
L. Are you presently or have you ever been under a corrective action plan imposed by an employer, medical facility or Yes No
educational program? | /2’
J. Do you have a medical condition or have you become aware of any medical condition that currently impairs or limits Yes No
your ability to practice medicine safely or that could affect your performance or impact your ability to practice your ] /Z/
profession?
K. Are you currently being treated, or within the past five (5) years have you been treated, for a physical or mental Yes No
condition that, but for the treatment, could impair your ability to practice your profession? [
L. Have you ever engaged in the excessive use of alcohol, controlled substances or prescription drugs or have you Yes No
received treatment or therapy for abuse of alcohol or drugs? O /Z]/
M. | Within the last ten (10) years, have you voluntarily resigned, asked to resign, been terminated, or disciplined by any Yes No
employer due to practice or moral turpitude issues? [
N. Have you ever withdrawn a license application or have you been denied a license or denied the privilege of taking a Yes No
license examination by any professional licensing board or agency? il
O. | Have you ever had a professional liability policy cancelled or not renewed? Yes N
1

899 North Capitol Street, NE, 1st Floor Washington, DC 20002 — Main Number: (202) 724-4900 Fax Number: (202) 724-5145
Board of Medicine —
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NEW LICENSE APPLICATION FOR MEDICINE AND OSTEOPATHY (MD & DO)

SECTION 6A. SUPPORTING DOCUMENTS

AN

1

Please indicate the supporting documents you have included with this package or requested to he sent to the bc
Board of Medicine. Keep a photocopy.

,a/Two recent and identical passport-type photos of the applicant’s face (approx. 27X2”) with

applicant's name printed on the back.
The photos must be original photos and cannot be computer-generated copies or paper copies.

,IZI/Character reference form

Please have form completed by each employer/training program within the past five years (No more than 3
required. Must be completed by an MD or DO).

,EI/AMA/AOA Profile The profile should be submitted from the issuing institution.

,EI/ FCVS (If applicable)

Verification(s) of licensure — These should be provided in a sealed envelope from the issuing
jurisdiction(s) for each license identified in Section 4C.

,z/AH undergraduate, graduate, medical, and professional school transcripts.
Transcripts should be provided in a sealed envelope from the issuing institution for each school that you

attended and listed in Section 4A.

,z/Documentation of all experience covering the five (5) year period prior to the submission of
the application and all internships, residencies, and fellowship training.

Proof of experience should be submitted as a letter on official letterhead from the overseeing
institution/organization.

Examination scores —in a sealed envelope from the examination contractor or administrator.

O ECFMG Certificate (if Foreign applicant)
O FMGEMS Certificate (if Fifth Pathway applicant)

O Eminence application package (if Eminence 1 or 2 applicant)

,E/Crlmmal Fiaf‘quound Chpck (CBC) -To access form and instructions go to
I or contact the CBC unit at 202.727.9855.

SECTION 6B. CONTROLLED SUBSTANCE REGISTRATION SECTION 6C. PAYMENT/MAILING INFORMATION

Will you be applying for a DC controlled substance license? | Make CHECK or MONEY ORDER payable to DC Treasurer:
A charge of $55.00 will be imposed for dishonored checks

,E’( ES (Public Law 89-208)
MAIL YOUR APPLICATION PACKAGE AND CHECK TO:
O NO Health Professional Licensing Administration

Board of Medicine - Processing Center —
898 North Capitol Street, NE (First Floor)

If yes, please visit the Pharmaceutical Control Division at
Washington, DC 20002

www.hpla.doh.dc.gov/pcd or contact Karin Barron at 202.724.8938/Yvonne
Briscoe-Hall at 202.442-5877

899 North Capitol Street, NE, 1st Floor Washington, DC 20002 — Main Number: (202) 724-4900 Fax Number: (202) 724-5145
Board of Medicine —
/' Hladatad 1n/2/111
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NEW LICENSE APPLICATION FOR MEDICINE AND OSTEOPATHY (MD & DO)

SECTION 7A.

Clean Hands Before Receiving a License or Permit Act of 1996 Certification Form Requirement

Please read the information below carefully before responding to this yes or no question, as any false information provided requires
that the Department of Health proceed immediately to revoke your License or Permit for which you are now applying, and fine you
one thousand dollars ($1,000.00), pursuant to D.C. Official Code § 47-2864 (2001).

IF YOU ANSWER “YES” TO THIS QUESTION, PLEASE SUBMIT PROOF OF THE ARRANGEMENTS YOU HAVE MADE TO PAY

THE QUTSTANDING DEBT. IF YOU DO NOT HAVE AN APPROVED PAYMENT SCHEDULE TO PAY THE AMOUNT YOU OWE
OR IF NO APPEAL IS PENDING, THE LAW REQUIRES THAT YOUR NEW LICENSE APPLICATION BE DENIED.

As of this date, do you owe more than one hundred dollars ($100.00) to the District of Columbia Government as a
result of any of the following:

Fines, penalties, or interest assessed pursuant to 0.C. Official Code Title 8, Chapler 8 (Litter Control
Administrative Act of 1985);

Fines or interest assessed pursuant to 0.C. Official Code Title 8, Chapter 9 (llilegal
Dumping Enforcement Act of 1994);

Fines, penalties, or interest assessed pursuant to 2.2, Official Code Title 2, Chapter 18
(Civil Infractions Act of 1985);

Past due taxes;
Past due District of Columbia Water and Sewer Authority service fees; or

Fines or penalties assessed pursuant to 0.C. Official Code Title 50, Chapier 23 (Traffic

Adjudication)?
Yes No

[]

The information presented above is in compliance with the requirement to submit with your application for licensure or permit under the
Clean Hands Before Receijving a License or Permit Act of 1996, effective May 11, 1996 (D.C. Law 11-118, D.C. Code §47-2861 et seq.).

SECTION 7B. LICENSEE AFFIDAVIT

I hereby attest that the information given in this application, including all writings and exhibits attached hereto, is true and complete to
the best of my knowledge. | understand that the making of a false statement on this application, including all writings and exhibjts
attached hereto, is punishable by criminal penalties.

-~
o bat a OLUWaFunmicsla T Bata  08//ra—

7

LICENSEE SIGNATURE PRINT NAME DATE

899 North Capitol Street, NE, 1st Floor Washington, DC 20002 — Main Number: (202) 724-4900 Fax Number: (202) 724-5145
Board of Medicine —
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I, Dr Oluwafunmilola T. Bada have been named as a co-defendant in a malpractice claim,
which took place during my time as a resident at New York Methodist Hospital. The
malpractice claim, Fall/Lugg v. New York Methodist Hospital et al, was filed through the
Kings County Courts in Brooklyn, New York, as court case# 22083-9. The malpractice
claim is against the hospital and all personnel involved in the care that allegedly resulted
in an Erb’s palsy on 11/23/2008. The insurance company CCC. Insurance Group has
retained the law firm Furey, Kerley, Walsh, Matera & Cinquemani, P.C. to represent the
legal interest of the hospital and all personnel involved. As of April 2012 legal papers
have been served to the plaintiff’s counsel to initiate a Preliminary Conference at which
time matters of pretrial discovery will be addressed.



Rev. 10/11 MEDICINE & OSTEOPATHY
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e DC Department of Health

Board of Medicine Character Reference Form
Board of Medicine
899 North Capitol St., NE 15t Fr.

Washington, DC 20002 (202)-724 4900
Please print/type name and location of setting completing this form (Should match setting listed on chronological page
of application) .
ebecca Q\k]ﬂ m“ M. D - ?)ﬁ@ /
Md}‘m:\rl ity Womas's GC-JQ [ 1] S‘P”‘D Stk Svde2zo ) U Ay
8 e Qv-% D 2040 Please clearly print/ type name of Applicant

The District of Columbia Bdard of Medicine, in its consideration of a candidate for licensure, depends on information from
persons and institutions regarding the candidate’s employment, training, affiliations, and staff privileges. Please complete
this form to the best of your ability and return it to the board so the information you provide can be given consideration in
the processing of this candidate’s application in a timely manner. | hereby authorize all hospitals, institutions or
organizations, my references, personal physicians, employers (past and present), business and professional associates
(past and present) and governmental agencies and instrumentalities (local, state, federal or foreign) to release to the D.C.
Board of Medicine any information, files or records requested by the board in connection with the processing of my
application.

Signature of Applicant

Item #1 must be completed, or form may be invalid

1. Date and type of service: This individual served with usas __ & La’)ll?.dm ‘W A Siuale SEPU-‘-G-LI Mu&

from _ % {2004 to Dﬂg._w_M" . If you are responﬂmg for a training progran’r' please prowde tfie number of months of
(Month/Year) " (Month/Year) postgraduate training awarded
2. Please evaluate: (Indicate with check mark)
Poor Fair Good Superior
Professional knowledge X
Clinical judgment X
Relationship with patients X
Ethical/professional conduct X
Interest in work ¥
Ability to communicate X

3. To your knowledge, has the applicant been the subject of any disciplinary or legal proceeding convened by a state regulatory agency or board, employer
hospital or health care facility? ~ Yes[_J; (ifyes, please explain on a separate sheet) NofX]

4. Recommendation; (please indicate with check mark)
Recommend highly and without reservation [ﬂ, Recommend as qualified and competent [ ]
Recommend with some reservation (explain)
Do not recommend (explain)

5. Of particular value to us in evaluating any candidate regarding any notable strengths and weaknesses (including personal demeanor). We would appreciate
such comments from you. , . . :
De. Bada 18 higady commles fo Gualily pakiend cone. S iy Celidu,
CaAra_ vl @& %&&i ) llmaﬂ T

6. The above report is based on: (please indicate with check mark)
Close personal observation [2]; General impression [_]; A composite of evaluations 1
Other: P

Date (Required): ) l% IiZ Signed by: WJ

Print or type name: __ \abaecres ¥ 0desd!

/' Title: MO\
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AMERICAN "/__3—,;'
MEDICAL A

ASSOCIATION
AMA Physician Profile
Name and Mailing Address: Primary Office Address:
TEMITOPE BADA MD
STE 220 SAME AS MAILING ADDRESS

1111 SPRING ST
SILVER SPRING MD 20910-4003

Phone: 1-301-585-0040

Birthdate: ~

Physician's Major Professional Activity: OFFICE BASED PRACTICE

Practice Specialties Self Designated by the Physician*: \

Primary Specialty:  OBSTETRICS & GYNECOLOGY

Secondary Specialty: UNSPECIFIED
*Self-Designated Practice Specialties/Areas of Practice (SDPS) listed on the AMA Physician Profile do not imply "recognition” or

"endorsement” of any field of medical practice by the Association, nor does it imply, certification by a Member Medical Specialty Board of
the American Board of Medical Specialties, or that the physician has been trained or has special competence to practice the SDPS.

AMA membership: NON MEMBER

All Information from this Point Forward is Provided by the Primary Source

Current and/or Historical Medical School:
HOWARD UNIV COLL OF MED, WASHINGTON DC 20059

Degree Awarded: Yes
Degree Year: 2005
AMA Files Checked 8/7/2012 08:34:42 Profile for: Temitope Bada MD Page 1 of 4

©2012 by the American Medical Association
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AMA Physician Profile

Current and/or Historical Post Graduate Medical Training Programs Accredited by the Accreditation Council for

Graduate Medical Education (ACGME):

Beginning with the 2010 cycle of the National GME Census, post-graduate training segments will include the name of the program
attended in addition to the sponsoring institution. Program-level information prior to 2010 will not be available for reporting. Future
training dates, as reported by the program, should be interpreted as "in progress" or "current"” with the projected date of completion.

Post-graduate training performed at accredited osteopathic institutions or in Canada are updated on the AMA Physician Masterfile only
upon verification by the program. US licensing authorities accept graduate medical education from both entities as equivalent to training
performed in a US program accredited by ACGME.

Sponsoring Institution: NEW YORK METHODIST HOSP

Sponsoring State: NEW YORK
Specialty: OBSTETRICS & GYNECOLOGY
Dates: 07/2005 - 06/2009  (VERIFIED)

Note:  If you have discrepant information, please submit a Request for Investigation to the AMA so that we may verify the information with the
primary source(s). See the last page of this Profile for instructions on how to report a data discrepancy.

Current and/or Historical Medical Licensure:

MD/ Date Expiration License Last
Jurisdiction DO Granted Date Status Type Reported
MARYLAND MD 06/09/2009  09/30/2012 ACTIVE UNLIMITED 07/17/2012

Current and/or Historical NPI Information:

NPI Enumeration Deactivation Reactivation Replacement Last Reported
Number Date Date Date Number Date

1336376623 06/15/2009 NOT RPTD NOT RPTD NOT RPTD 07/25/2012

ECFMG Certfication:
Applicant Number:

Note: The Educational Commission for Foreign Medical Graduates (ECFMG) applicant identification number does not imply
current ECFMG certification status. To verify ECFMG status, contact the ECFMG Certification Verification Service in
writing at P.O. Box 13679, Philadelphia, PA 19101.

AMA Files Checked 8/7/2012 08:34:42 Profile for: Temitope Bada MD Page 2 of 4
©2012 by the American Medical Association
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AMA Physician Profile

Federal Drug Enforcement Administration:
* Only the last three characters of active DEA number(s) are displayed.

DEA Number * Schedule Expiration Date Last Reported
XXXHXXX984 22N 33N45 07/31/2012 07/12/2012

Address: Metropolitan Women's Group, Ste 220, 1111 Spring St, Silver Spring, MD 20910-4003

Note:  Many states require their own controlled substances registration/license. Please check with your state
licensing authority for requirement information as the AMA does not maintain this information.

Specialty Board Certification(s)*:

Specialty Board Certification(s) by one or more of the 24 boards recognized by the American Board of Medical Specialties
(ABMS) and the American Medical Association (AMA) through the Liaison Committee on Specialty Boards, as reported
by the ABMS:

The AMA Physician Profile has been designated by the ABMS as an Official ABMS Display Agent of Member Board
Certification data. Therefore, the ABMS Board Certification information on the AMA Physician Profile is considered a
designated equivalent source in regard to credentialing standards set forth by accrediting bodies such as the Joint Commission
and National Committee for Quality Assurance (NCQA).

Certifying Board: AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY

Certificate: OBSTETRICS & GYNECOLOGY

Certificate Type: GENERAL

Duration Effective Expiration Reverification Occurrence Last Reported
TIME LIMITED 01/13/2012  12/31/2012 INITIAL 07/09/2012

Note: For certification dates, a default value of "01" appears in the day or month field if data were not provided to AMA. Please contact the
appropriate specialty board directly for this information. (**) Indicates an expired certificate.

*This information is proprietary data maintained in a copyrighted database compilation owned by the American Board of Medical Specialties.
Copyright 2012 American Board of Medical Specialties. All right reserved.

Medicare/Medicaid Sanction(s):

TO DATE, THERE HAVE BEEN NO SUCH SANCTIONS REPORTED TO THE AMA BY THE DEPARTMENT
OF HEALTH AND HUMAN SERVICES.

AMA Files Checked 8/7/2012 08:34:42 Profile for: Temitope Bada MD Page 3 of 4
©2012 by the American Medical Association
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Other Federal Sanction(s):
TO DATE, THERE HAVE BEEN NO FEDERAL SANCTIONS REPORTED TO THE AMA BY ANY BRANCH
OF THE US MILITARY, THE VETERAN'S ADMINSTRATION OR THE US PUBLIC HEALTH SERVICE.

Additional Information:
TO DATE, THERE IS NO ADDITIONAL INFORMATION FOR THIS PHYSICIAN ON FILE.

The content of the AMA Physician Profile is intended to assist with credentialing. Appropriate use of the AMA Physician Masterfile data
contained on this Profile by an organization would meet the primary source verification requirements of the Joint Commission and the American
Accreditation HealthCare Commission/URAC. The Physician Masterfile meets the National Committee for Quality Assurance (NCQA)
standards for verification of medical education, post graduate medical training, board certification, DEA status, and Medicare/Medicaid

sanctions.

If you note any discrepancies, please log onto our web site (http://www.ama-assn.org/go/amaprofiles) and go to the order detail page, select the D
following the physician's name and enter the data in question. Or you can mark the issues on a copy of the profile and mail or fax to:

Division of Database Products and Licensing
Attn: Credentialing Products

515 N. State Street

Chicago, IL 60654

800- 665-2882

312 464-5900 (fax)

If you have questions or need additional information, please call the AMA Profile Service customer support line
at 800-665-2882.

AMA Files Checked 8/7/2012 08:34:42 Profile for: Temitope Bada MD Page 4 of 4
©2012 by the American Medical Association
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Q‘V \\\f ‘Metropolitan
2N Women's Group, LLC

Obstetrics and Gynecology

* Kimberly Campbell-Arrendell, MD * Yolande Hackney, MD * Leslie Simmons, MD * 0. Temitope Bada, MD *

August 6, 2012
Health Professionals Licensing Administration

Re: Oluwafunmilola T. Bada, MD

To Whom It May Concern,

Dr. Bada is currently employed with Metropolitan Women'’s Group, LLC, as a full time, OB/GYN
physician with an effective hire date of August 3, 2009.

. ——

Sincerely,

Practice Administrator
Metropolitan Women’s Group, LLC
Direct: 301-585-8796

1111 Spring Street * Suite 220 * Silver Spring MD 20910 * 301-585-0040 * Fax 301-565-8079
7701 Greenbelt Road * Suite 503 * Greenbelt MD 20770 * 301-513-0200 * Fax 301-513-0555
www.metropolitanwomensgroup.com



MARYLAND BOARD OF PHYSICIANS
P.O. Box 2571
4201 Patterson Avenue
Baltimore, MD 21215-0095
(410) 764-4777
Fax (410) 358-2252

August 21, 2012

To: Medical Board of Washington DC

The following is available under the Maryland Public Information Act, State Government Article,
Section 10-617(h), regarding the following practitioner:

BADA, OLUWAFUNMILOLAT.

For the Practice of: Physician

License Number: D0069373

Date Issued: June 09, 2009 7
Current Status: Active \ /
_1

Expiration Date: September 30, 2012

Medical School: \ HOWARD UNIV COLL OF MED
Licensed By: USMLE Steps 1, 2, and 3
Specialty:

Charges: e

L~

Disciplinary Actions: E(ONE P
No Maryland Health Claims Arbitration Office malpractice claims filed since July 1, 1986

Verification Clerk

08/21/2012
Date

This is a computer generated form which is acceptable by other states.
Licensing examination scores should be requested directly from the examining authority.
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MARYLAND BOARD OF PHYSICIANS (;/’
" P.O. Box 37217**
Baltimore, MD 21297
410-764-4705 or 1-800-492-6836, ext 4705

REQUEST FOR VERIFICATION OF LICENSURE/JURISDICTION CLEARANCE

To request a written verification (Letter of Good Standing) of your Maryland license,
complete this form and return it to the mailing address above with your fee (check or
money order) payable to “Maryland Board of Physicians.” The verification fee for
physicians (MD/DO) is $50; Allied Health is $25 (CNMT, PA-C, RPSGT, RT(T), RT(R),
RCP(CRT/RRT)). No fee required for Unlicensed Medical Practitioner (UMP) verification
request.

Licensee Information:

Name: EADA OLOWAFOL I MiILOLA Tem I Top S
Last Name First Name Middle Name
License #: D9 371L Social Sec#. | | Telephone # ﬁ_’

Licensee’s Address:. '

City: State: g Zip Code:

| hereby authorize the Maryland Board of Physicians to release any information, favorable or otherwise

against my Wlicensing board/entity or person listed below.
Signature: Lo ¢ L o Date: QUG L 2012

I

fkdokdekkkkkikikkkdkdkkiikkkidhkdkkkikikikikikikkkilkikkhikkikdkkikikiiokikkkkiohiorkiiikiikiokkkkikiokrikk

Mailing Information:

Please provide the name and full address where the completed verification will be
mailed. Verification letters are sent directly to another licensing board from our office
unless vou specify otherwise.

Name/State Board Name: HEAL T H PROFESSIONAL LI C(—:NSiMq AADm AU STRAT 1 ony
» DEPT GF PEALT _
Street/Mailing Address: £ 99 NOETH CapPITOL ST, NE, 28T FLOooR

City: MAS I I g To State: P& Zip Code: 20062

Verifications are sent by first-class mail. If you want the verification delivered by courier, please
attach a self-addressed/prepaid mailing envelope or packing slip for Fedex/UPS.

** This address is our bank processing center. Your verification request will be processed after
the check/money order has been deposited by the bank. Sending this request to a different
board address will delay processing of your verification.



I'he Federanon ot State Medical Boards ol the United States. Tnc

Federation Credentials Verification Service

400 Fuller Wiser Road, Suite 300 Pr Dna,
Euless, Texas 76039 2 A i f ',fl-'l.f'!,
Telephone: (817) 868-5000 ” . Vo n <A

Fax: (817) 868-5099 upp U':’/Z S
5 ‘

Physician Information Profile

This report is compiled exclusively for:

Name:  Qluwafunmilola Temitope Bada
SSN:
DOB:
Packet ID: 102928
Recipient:  Dijstrict of Columbia Board of Medicine

NOTICE:

The Federation Credentials Verification Service (FCVS) was retained by the above referenced physician to verify his/her medical credentials for submission to your
agency/organization. Unless noted otherwise, all documents contained in this report were received directly from the issuing institution per written request made by
FCVS.

NOTICE: All documents bearing an original Official FCVS seal are certified to be an exact reproduction of the original. Where required, original documents are
provided according to the agreements with the Institution issuing such document. FCVS maintains all original documents (excluding third-party examination
transcripts) in the physician’s source file.

This FCVS Physician Information Profile (“Profile™) is compiled and provided by the Federation of State Medical Boards of the United States, Inc. (Federation) as a
reference source for, and only for, its member boards and other entities authorized by the Federation. The Profile embodies and contains confidential business
information because the information, and the format and presentation of that information, comprise trade secrets of the Federation and because the Profile’s disclosure
would harm the Federation by providing others with an unfair business advantage in competing with the Federation’s FCVS services. Further, the form of the Profile
and the contents of this Profile, including the compilation of information in this Profile, are the Federation’s copyrighted works and proprietary, confidential
information and are subject to the protections of United States laws govemning copyright, trademark and trade secrets, as well as various state laws protecting the
Federation’s trade secrets and other intellectual property rights. This Profile and its contents may not be (1) copied, reformatted, modified, published or displayed
publicly or (2) used, disclosed, distributed, shared or sold, in whole or part, for any purpose. including use to establish any database or files as a compendium or
otherwise, all of which is strictly prohibited without the express written consent of the Federation’s CEO.

409 FULLER WISER ROAD | SUIYE 300 | EULESS, TX 7403% TEL(AI71968-5000 FAX(D17)8468.5099

© 1996 Federation of State Medical Boards
Rev. 4/26/2011 Request ID; 25307836



FEDERATION CREDENTIALS VERIFICATION SERVICE
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FEDERATION CREDENTIALS VERIFICATION SERVICE

Physician Information Report

Identity:

Name:
Other Name Used:

Gender:

Date of Birth:
Place of Birth:
SSN:

Current Address:

Permanent Address:

Telephone Numbers:

Physical Description:

Physical Marks:

Oluwafunmilola Temitope Bada

Temitope Bada

Female

Same

Bus: 202-277-2631
Fax: N/A
Home: )
Other: N/A
Height: 5
Weight: :
Eye Color: Brown
Hair Color: Black

Description: N/A
Location: N/A

Premedical Education (Reported by physician. Not verified by FCVS):

Institution:

Dates of Attendance:
Degree Conferred/Issued:

Howard University, Washington, DC 20059

08/1996 - 05/2000
Bachelor of Science

Medical Education:

Medical School:

Dates of Attendance:

Date Degree Conferred/Issued:

Degree Conferred/Issued:

Howard University College of Medicine
Transcript Division

2400 6th Street NW Room 105
Washington, DC 20059

08/27/2001 - 05/14/2005
05/14/2005
Doctor of Medicine



Unusual Circumstance:

None

Graduate Medical Education:

Institution:

New York Methodist Hospital
Department of Obstetrics/Gynecology
506 Sixth Street

Brooklyn, NY 112159008

Training Level: 1-3
Program Type: Residency
Specialty/Subspecialty: Obstetrics and Gynecology
Dates of Attendance: 07/01/2005 - 06/30/2008
Completion: Yes
Accreditation: ACGME
Training Level: 4
Program Type: Chief Resident
Specialty/Subspecialty: Obstetrics and Gynecology
Dates of Attendance: 07/01/2008 - 06/30/2009
Completion: Yes
Accreditation: ACGME
Unusual Circumstance: None
Fifth Pathway:
N/A

Examination History:

Licensure Examinations:

USMLE Step 1
USMLE Step 2
USMLE Step 3

Board Action:

A Report of the results from a search of the Board Action Data Bank is enclosed.



Credentials Analysis Report

The Credentials Analysis Report is a comparative report of a physician’s credentials as reported to FCVS by the
physician applicant and the primary source (Medical School, PGT program, etc.). It will also list particular missing
documentation, if any, as outlined in the FCVS Policies and Procedures.

Physician Identification:

Name: Oluwafunmilola Temitope Bada

DOB:

SSN:

Packet ID: 102928

Request ID: 25307836

OMISSIONS
Omission 1:
Section of Profile: Medical Education
Omission: Howard Univ Col Med did not certify the original language medical school diploma;
however, did provide a certified English diploma translation. =,

Follow-Up: FCVS has contacted the institution and requested a seal or notarization be affixed to the

diploma. Once received, FCVS will forward the certified diploma to you upon request.

DISCREPANCIES
Discrepancy 1:
Section of Profile: Medical Education
Discrepancy: The applicant reports the degree/diploma was issued/conferred/awarded by Howard Univ

Col Med on 05/13/2005. The institution reports 05/14/2005.
, T pe—

Follow-Up: Due to the multiple definitions of "graduation date” by various international medical
schools, FCVS has defined "graduation date" to be the date the diploma was issued to the
applicant by the medical school.

MISCELLANEOUS INFORMATION

There are none identified.

End of report for Oluwafunmilola Temitope Bada

Packet Id: 102928 Request Id: 25307836 Report Created By: DSAWAF



I'he Federation of State Medical Boards
of the United States, Inc
PO Box 619850
Dallas, Texas 75261-9850
Telephone: (817)868-4000
FAX (817)368-4099

BOARD ACTION CLEARANCE REPORT
July 02, 2012

Atmn: Tracy Bevers

FCVS

Tracy Bevers

400 Fuller Wiser Rd., #209

Euless, TX 76039

Re: Board Action Query Dated: July 02, 2012
Your Reference Number:
FSMB Batch Number: BQ2102982

The following is a final report of the search results from the Board Action Data Bank as of July 02, 2012 for practitioners submitted as part of the
above-referenced batch for which NO board actions were identified.

Practitioners Cleared with No Actions as of July 02, 2012

Item Name DOB School Yr/Grad Request ID
009030 25447783

10 Bada, Oluwafumilola Temitope
LICENSE HISTORY
State Board /
No License Information Available

PLEASE NOTE: The licensure history information contained in these reports is not considered licensure verification but rather
an indicator of known states of historical licensure for these individuals. Use of this information should be limited to cross-

reference purposes.



AMERICAN BOARD OF MEDICAL SPECIALTIES
VERIFICATION OF CERTIFICATION

As of: 7/2/2012

State Queried For: District of Columbia Board of Medicine
Physician Name: Oluwafunmilola Temitope Bada

Date of Birth:

Year of Graduation: (Doctor of Medicine)

Social Security Number:

ABMSU ID: 984503

Certification:
Board: Obstetrics and Gynecology
Specialty: Obstetrics and Gynecology
Status: ACTIVE
Initial Certification: 01/13/2012

All information on the ABMS report is based on a search of data shared with the FSMB by the
American Board of Medical Specialties. For some physicians the biographic data in the ABMS
database is incomplete and is not included in the shared data. FCVS is unable to verify specialty
certification on these physicians. FCVS does not follow up with the applicant or ABMS on any missing

or discrepant information.

REV 02/25/2010 Request ID: 25307836 Packet ID: 102928



Section 11
Identity



" Federation o
STAT Eiil —— s

MEDICAL
BOARDS mmmmm::-uam.

1, the undersigned, being duly swom, hereby certify wnder osth that [ am the person named i this spplication, that all statements 1 have
ot shall make with respect thereto are true, that I am the originsl snd lewful possessor and person named in the various forms and cre-
deatials fuenished ot to be fornished with respect to my application end that all documents, forms or copies thereof fumished or to be
fornished with respect to my application are strictly true in every aspect.

I acknowledge that T have read snd understand the “Instructions for Completing the FCVS Applicetion” and have answered all questions
contsined in the spplication truthfully snd completely. I further acknowledge that failure on my part to snswer questions truthfully and
completely muy lead to my being prosecuted under uppropdate federal and state bawrs.

I waive confidentislity, authorize and request every person, hospital, clinic, government sgency (local, state, federal or foreign), court,
association, institution or lsw enforcement ageacy having custody or control of any documents, records and other information pertaining
to me to furnish to the Federation Credentials Verification Service (FCVS) any such mformation, including documents, records reganding
chasges or complaints filed against me, formal or informal, pending or closed, my examination grades, or any other pertinent dsta and to
permit FCVS or any of its agents or representatives to inspect and make copies of such documents, reconds, snd other information in con-
nection with this spplication that can subsequently be provided to professional licensing boards, hospitals and other entities when I xpply
for licensure, steff membership, employment or other privileges.

T hereby release, discharge and exonerate FCVS, its agents or representatives and any person, hospital, clinic, govemment agency (local,
state, federnl or foreign), court, association, institution or law enforcement agency having custody or control of any documents, records
and other information pertuining to me of any and all lishility of every neture and kind arising out of mvestigation made by FCVS,

I will immediately notify FCVS in writing of any changes to the answers to any questions contuined in this epplication if such a change
occun gt any time prior to my FCVS Physician Informetion Profile being mailed.

L GG
Applicant’s Signature {odust be signed in the presence of a notary)
BADA
Applicant's Prmted Last Name
OLUOWAFUN M LoLa T
Apphbcant’s Printed First Name, Middle Inital, nml Suthx (e.g, Jo)

3123/ 0
réfgs/tm 1 Date of Birth

Applicant SSN
AL FAy
GAIL H
Your seal or stamp must be partly upon the photograph. Notery Pu’ulcc, Stateuff New York
No. 01FA5028551

Cualilied in Kings County

State of /WW‘_& £ K,/M—S Lommigsion Expires April. 18, 20
d unty o

SUBSCRIB ANJ ‘ORN TO before me cQE 2 o/ﬂ . {QQ
Mywmmsjlo)ncxpmw Méﬂf/&fj\ Z f/ %

(NOTARY PUBLIC SIGNATU 7 ; ; / M
Notary Public signature:

lmrnfydaﬂonthcdmutfordl tbonthamdmdualm abmdidappmp&oomﬂybefommmd that 1 did identify this applicant by
{a) comparing hie/her physical sppeacance with the photograph on the identifying document presented by the applicant and with the photo-
greph affixed hiereto, and (b) comparing the spplicant’s signature made in my pressnce on this form widaﬁuenimnonhh/im'idmﬁfying
document.

Federation Credentials Verification Service




Section 111

Medical Education



TION CREDENTIALS VERIFICATION SERV! CVS)

VERIFICATION OF MEDICAL EDUCATION
(This form must be compieted by the medical school)

INSTRUCTIONS TO THE DEAN

The individual identified on the attached Authorization For Release of Information, Documents and Records
form has authorized your medical school to provide to the Federation Credentials Verification Service (FCVS)
any and all information pertaining to their education at your institution. Ptease complete this form and
forward it to FCVS in the enclosed postage-paid, self-addressed anvelope.

Please note: If your institution processes transcript requests through another office, FCVS has
likely made such a request under separate cover. If your office also processes
transcript requests, ploase attach the individual's officlal transcript (which
indicates courses taken, dates and hours of attendance, and scores,
grades, or evaluation).

VERIFICATION OF MEDICAL EDUCATION
Name of Institution: Howard University College of Medicine

Complete Address:

Street Address: 520 W Street, NW, Rm. 527

City: _Washington State: DC ZIP Code (Postal Code): 20059

If name of institution was different when this individual attended, please note this name below:

Premedical Education:

Years of education required for admission to your medical school: 3 - 4 years
Credential/degree presented by the applicant for admission to your medical school: Bachelor of Science
e -

Enroliment and Participation: Qur records indicate that Bada, Temitope /

{typed irdividual's name: Last, First, Middle, Suffix)

attended our medical school for total of _ 144 weeks of m onon the following dates (mm/dd/yy):

8 ;4 27 ; 2001 To 5 ; 1l& , 2005
Month Date Year Month Date Year

From

This individual (check one):

S , 14 ; 2005

Was awarded the degree of _Doctor of Medicime on
Month Date Year

Was NOT awarded a degree because:

{please expiain - attach additionat pages if necessary)

Certification: By mvsianature.). Sheik N. Hassan, MaDsa EGSE . certify that the above
information is an accurate account of the above named individual's official records mainltained in this and is true

and correct to my knowledge.
Signature: __~ _Z ¥ EE ! ‘.

Title: Associate Dean for Academic Affairs

Affix Institutional

Seal Hore.
M?{E?GTEF;M Date of Signature: _April 15, 2009
ilable, this
jjst be notarized. Phone: {202 ) 806-9494 Fax: (202 ) 806-7934
\’ER‘ AL Email: __shassag@howard.edu

The Federation Credentiaie Verification Service is a division of The Federation of State Medical Boards of the United Stales, Inc.
Rev. 0507 PacketiD: 483125~ Request ID: 20663257 o )’J FCVS [008030] Pagelof2
XT

Jon pis




< FED ION CREDENTIALS VERIFICATION SERVI CVS)

) (continued) ‘:
Vv AT E
Unusuel Ciroumsianess: The foliowing questions apply to unusual circumstances that occurved during any past of the
individual's medical education. Please check the appropriate response and provide dates and requested information. "Yes”
responses to any of these questions require a copy of explanatory records or a written explanation (attach additional pages as

necessary). Y

+

1. Do this individual's official records reflect {an) interruption(s) or extension(s) in his/her medical education?
Response ves o &

If YES, please select the reason(s) for, indicate the dates of the interruption(s) or extension(s) and check whether the
interruption/extension was approved or unapproved.

Erom Mo/Ye To Mo/Yr Approved Unapproved

Personal/Family O (]
Academic remediation a a
Health O O
Financial (] O
Participation in joint degree 0 a
Program (e.g., MD/PhD)

Participation in non-research

special study (e.g., fetiowship, (| a
international experience)

Participation in non-degree research O O
Other O a

Please Specify:

2. Do this individual's official records reflect that he/she was ever placed on academic or disciplinary probation
during his/her medical education? Response YES [ No [l

If YES, please select the reason(s) for the probation, indicate the date(s) of placement on and removal from probation
and atlach additional documentation to this report.
From Mo/Yr To MaiYr

Academic Probation

Probation for unprofessional conduct/behavioral

Probation for other reason

Please specify reason:

3. Do this individual's official records refiect that he/she was ever disciplined for unprofessional conducl/hehavioral reasons by

the medical school or parent university? Response ves [O NOo K]
if YES, please provide detailed documentationfinformation about the circumstances and outcome(s):

4. Do this individuai's official records reflect that he/she was ever the subject of hegative reports for behavioral reasons or an investigation by

the medical school or parent university? Response YES [J No E]
if YES, please provide detailed documentation/information about the circumstances and outcome(s):

5. Do this individual's official records reflect that there were any limitations or special requirements imposed on the individual
because of questions of academic incompetence, disciplinary problems, or any other reason?
Response ves [ NO E]

If YES, please provide detailed documentationfinformation about the nature of the limitations or special requirements.

The Federation Credentials Verification Servics is a division of The Federation of State Medical Boards of the United States, Inc.
Rev. 05/07 PacketID: 103125 Request ID: 20663257 FCVS [009030] Page 2 of 2




‘ ' Page 4 of 8
- Medical Education

School 009030 - Howard University College of MeanclnePROViDED IBY
Dates 08/2001 to 65/2005 APPUC ANT

Clinical Training No Information reported,
Grad Date 05/13/2005
Degtee MD

Completed clinical clerkship In a country other than where my meadical school was
located: N
Unusual Circumstances:

Interruptions: N

Probation: N

Disciplined: N

Negative Reports: N

Limitatlons: N

Attended a Fifth Pathway Program: N

file://C:\fsmb32\reports\Summary View.htm] 3/17/2009
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UNIVERSITY

Colege uf Medicing
(OMfice of the Dean

TRANSLA TTON

HOWARD UNIVERSITY DIPLOMA

Fo all to whont these letters come. grectings:

Ihe President and Trustees of Howard University upon the recommendation of the
laculties have conferred upon Temitope Bada the degree Doctor of Medicine and have
granted her the rights and privileges pertaining thereto.  In testimony thercot the
President. the Secretary of the Board of Trustees, and the Dean by virtue of the authority
invested in them have affixed their signatures bereto. together with the seal of the
University on the fourleenth day of May in the year two thousand and five and in the one

hundred and thirty-seventh year of the University.

Secretary Seal
President Dean

This is a true and correct translation ot the original diploma issued 10

Dr. Temitope Bada.

Official Name: §}|cik N. Hassan, M.D., FCCP S ED
VERIF

Title: Associate Dean tor Academic Affairs

SNH:dmw

S200 W Streel, NW
Washington, DC 20059

Telephone 202 806 6270
Fucstmile 202 806 7934
www haward edu
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Graduate Medical Education Training



Federatinn E24

STATEE
MEDICAL
BOARDS

ation Credentials Verification Service (F(’
400 Fuller Wiser Road, Suite 300, Euless. TX 76039

Tol o AFREOOL Faw 807 WABECH

Verification of Graduate Medica! Education

mstiunen: New York Methodist Hospital |

i »
atenvon Program Director

Specialty Obstetrics/Gynecology

Affihated
Universiy; __

Brooklyn, NY

Address:

11215-9008

Verification For:

Name: Bada, Oluwfunmilola Temitope

DOB:
Individual's Name an Record {If diffarent from above):

Program

Participation:
Important:

Repoart incomplate
Training Levels (years)
seperate from those thai
ware successiully
completed.

Training Level: 1-3

(©.g. 1,23 eic) Spacialty/Subspeciaity: OB/GYN

Ointernship From: 07/01/2005 To: 6/30/2008
EResidency

CIChief Residency Successfully Completed?: BJves One Oin Progress
CIFellowship Accredited by: (RACGME  [Jaoa  [JLeomE  [JRsC  [ICFPC
[CIResearch JRCPSC  [JappAaP [INone of these

T Level: PGY4
raining Lavel: oY% Specialty/Subspecialty: OB/GYN

on a separate shest of

If the training leve! (veartis | {e.g. 1.2, 3. elc.)
cutrently in progress raport N
ihe axpecied completion Dintemship From: 7/1/2008 To: 6/30/2009
date in the "To" fieid. [Residency ,
S ssfully Completed?: [XlYes No In Progress
BIChief Residency uccassfully Completed O = 9
CIFellowship Accredited by: BJACGME  [TJADA [GLcGME ORrsc [OJcFPC
it el ClResearch [IRCPSC  [JAPPAP  [INone of these
Fellowships separateiy.
Training Lavel:
Use one section per (84.1.23, °‘f’ Specialty/Subspeciaity:
DepartmentSpacialty. i the Clinternship
Department/Specialty is sel OJResidency From: [/ [/ Jo: /]
rotating or transitional, plea ) j
provida a schedule of ClChief Residency Successfully Completed?: [IYes [INo [Jin Progress
EiRIigne [IFeliowship
OR N Accredited by: [JACGME ~ [JAOA [JLCGME  [JRSC CIcFRG
as0ar
[ORCPSC  [JAPPAP  [[INone of these
Unusual
1. Did this individual ever take a leave of absence or break from hisher tFINING? .-....ocvevvevrerrseeerne. YOS BNo
Circumstances: L
2. Was this indlvidual ever placet on probalion? ......... ..o i e LJYOS N6
Chegk the correct responae.
Omitled responses requite | 3. Was this individual ever disciplined or placed under Investigntion? ............ocoocciieeeviinieeen,. L]Y€8 Kino
writiers explanation.
4. Were any nagative reports for behavioral reasons ever filed by instructors? ..o vevvveiniieeieienen, Oyes BINo
i necessary, you may 5. Were any limitations or special requirements placed upen this individual because
cuntirue your axplanstion of quastions of academic incompetence, disciplinary problems or any other reason? Ovyes XNo

Plsase explaln any “Yes” response from above:

paper.
Certification: Completion of he foltowing 15 cartification that the infarmation above is an accurale account of this Individual's records and is true
aad correct, The signature ling must contain tha original signalure, or the electranic typed signsture, of the program diseclor
ELECTRONIC [ [[ M20-onn:
SEAL Name: Sanford Lederman, MO Signature: Sanford Lederman, MD
Title of Signatory : _Chairmanrogram Dimetor Date of Signature: 6/22/201
VERIFIED {0.g.. Program Director) 9 ’ -
Tol: 718-780-3272 Fax: 718-780-3079 E-Mail: 3alSQ4 7 nyp.org
Rev. 09107106 FCVS 1D:102928

Fioe 25307838

IFM CODE [13768]




6/25/2012 MON 12:54 FAX ‘ . @002/002

AT
MEDICAL
BOARDS

20. Graduate
Medical
Education

List all of the
gradnaiz medical
exducation programa

you atlended in
chresological order,
Usa one page per
fnetitation.

IMIPORTANT:

Repart insomplets
wuining levoln (yemr)
sepacts fren those
thet were sucocssflly
oompleted.

Il your traming Jevel

(year) is curesity in
progress, indicate the
FXPECTED
wmpletivn date in the
“Ta" fleld

Ropact internabipe,
residancise, '
followahips emd
fesserch programa
separately.

Uns ane section per

If 1 break of dx (6)
mowths or mere
occurred betwesn
any of your
gradomte medieal
cducation
activities, plense

Packet TD: 102928

New York Mcihodist Hospital

Complete name of hospital whene training was condacicd (Do not abbreviate)
Complete name of affiliated universily or college (Do not abbreviate).
506 6™ St.

Address tine |

Address linc 2

Brooklyn NY
City ' . Sma/Province

UsA , -
Country ' ZIP/Postal Code

Training Level (ag.: 1. 2,3, se); 1=3
(] Internship QB-LYN '
Specisity/Subspecialty

B Cor et

DFeI!owahrp From: 07 /2008 To: 06 2009 g‘fes E iNo l ilansn:n

Training Level (ag; 1.2 3,0e);
[C] interaship —
[:]Rasidnncy Specialty/Subspecialty . .
Fellowship From: /[ = Te [ [ Yes EmiNo i ;inmm

Training Level (eg; 1, 2.3, az).
[[J Intemship - i
Chief Residency Smg
E Fellowship From: { To: i {1Yes [INo

Research

'I‘rminglmrnl(u 1.2 3 wa),

] Internship
Rasidmcy Spedaltylsubspucinhy
ChiefRexidcncy S Comﬁed?
DFdlowship From: ___ / To. 1 [J¥Yes [INo In Progress
Dmmwmmaqus)ofabmmbmk(s)ﬁmywmuﬂd education? Yes XI No
Were you ever placed on probation? Yes [ No
Were you ever disciplined or placed vader invegtigation? ] Yes J No
Wore any negative reports {or behavioral reasons ever filed against yon? [] Yes [XINo
Were any limitations or special reqmirements imposed o6 you because of
academic, inconapetence, disciplinary problems of for any other reason? [JYs HNo .

Please explain any “YES™ responsge from abovs:

Signagure: Ofyrwafunmilola T Bada Date: 06/25/2012
By typing my nare abovs, I vertify that 1 am the individual refarcased i the FCVS appliastion and thai 1 agre o the s znd conditions k2
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Examination History/Score Transcripts



USMLE &

Umtﬂl States

T Medical
. Lice mlm_ 3
Examination e . This doeument was prepared by the,
Federation of State Medical Boards of the United States, Ine.. :
Federition Place, 400 Fullér Wiser Road, Suite 300, Fuless, TX 76039-3856 — Telephasie (817) RG6B-4041
Date: - 06/08/2012
Recipient:

Federation Credentials Verification Service -
ATTN: FCVS

Euless; TX 76039

Packet ID: 102928

: 3 Examinee [D#:
Bada, Oluwafunmilola Temitope Date oF Birth:

Bada, Temitope

Examiﬁm:
AlL Name(s):

Results for Steps taken by this examinee (and for which results have been reported to date) are shown below. For Steps that span more
than one day, the test.date reflects the day on which the examination began. Where numeric scores are reported, there gre two scales used -

and the recammended minimum passing score (“MP™) on each scale is shown in parentheses.

-4 States Medlcal Llcensmg F mmatlon”" (USMLE“‘) .

: £ :
USMLE STEP 1 7 |
/ 4 Three-Digit Score Two-Digit Score .
T'es'; _Dnte; ?';Jss/Full Total MP Tatal MP Comments
06/16/2003 ,
/
USMLE STEP 2 E
Clinical Knowledgé (CK) /
27 | Three-Digit Score Two-Digit Score :
Test Da!éj Pass/Fail | Total MP Total MP Cominents
i ! (Q9/24/200 4
Clinical Skills (CS)* |
' Three-Digit Score Two-Digit Score

Test Date! Pass/Fail Total MP Total MP Comments:
05/23/200
04/1 6}12(}0?

[UsMLE STEP 3 A

: -+ I - Three-Digit Seore Twao-Digit Score

“Test Date. | Pass/Fail = Total® = MP Total MP Comments
121042007 \ ' "
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NOTE: A sedrch:ofithe Board Action Data Bank of th(. F edemtmn o( &tate Mullul Boards (l bMH} n.-w.tl\e no n:pcmc{l mlmmuuml on this examinee.
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