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Plaase READ all Instructions prior to compisting this application.
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ALL questions on this application must be answered, ad gli supporting docurments must be
-4} | submittad as per Inktructions. Pisase type or prnt heatty. When space provided ks insufficie
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& n, attach additional sheets of paper. All attachments are
§ (g consldered panulfthe application, ' -
. 1\'{' FALSIFICATION OR MISREPRESENTATION OF ANY ITEM OR RESPONSE ON THIS APPLICATION ORANY MEG UsE:
‘g ) ATTACHMENT HERETO I5 A SUFFIGIENT BASIS FOR DENYING OR REVOKING A LICENSE. ONLY
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8. Sex: 1| Male M Fumale 8. Are youa U8, citizen? - X Yes "0 o
10. Have you ever:filad an appllcation for Physisian's and Surgeon's examination or licensure in California? .
i - ' : T v X o
WYES, PLEADE GIVE DATE PREVIOUS APPLIGATION WAS SUBMTTED. _
T1. List the namey and logations of all colloges of universities attended where pre-professional, posteecondary Instructisn was regelved, Pre- .
Pleaee submit officlal tranacripts with the school seal affixed for each sohoa! attended, Transcripts will not be returnad, E':":f;‘:;' .
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PLEASE SUBMIT: 1) an orginal Garlificate of Medical Educelion (Form |.2) and official transtwipts with the signalure of the dean or reglstrar Edugation
: and the school seal affiked from ach schtol attended: and, -
) an erigingl wmedisl diploma and a8 1/2" x 11" phutocopy (original diplama will be relumed). : L2 Trana
Sohol Namécx: Cliy, State, Country Dates of Alsndancy Depran Awarded
UCLB Hehoof | .
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rollction of your spcial saeuriy nuimber. Yiue soinl stourity riamber wilt be usst! exclyehvely fartax enforcement, Rurposes, fof purpages of compliance with any judpomint /
or arde fr farnlly supoort in sccurdence with §actinn 17570 o1 the Family Ciode, of for verification of fsensuro or axsminalion status by a lceneing or xgminalon unlly ,,C’
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I X, ECFMG or LMGG? | /Pt
13. Have you taken any of the following written examinations: National Boarda, other state hoards, USMLE, SPEX, FLEX, [ Examination
' | F e O wm
IFYES, LIST NAME, LOGATION, [IATE AND REBULT OF EACH EXAMINATION; FALURES #41J5T ALS( AE DISCLOSED,  EACH EXAMINATION AGENGY MUST SUBMIT AN GRISINAL BEFICIAL
EXARINATION HISTORY REPORT DIRECTLY T THE MEDIGAL BOARD OF GALIFORKIA.® THESE REFORTH WALL NOT BE RETURNED,
3 f
Examination Date Rasull (Pags/Fain
. ey ) . . ‘ .
USIOLE #3221 (o [R4 002 BNGLILH, LA ]
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14, Huve you aver{hean licensed to practice medicing In any stala, territory, provines, country, or U.8. faderal jurisdiction? Diia
. : ' ﬁ Yes O Mo
IFYES, LIST THE JURIBI;MCTI'CJN. HIGENSE NUMBRER, DATE ISSUED AN DATES OF FRAGTICE IN THAT JURISDIGTION, PLEASE INOLUDE PERMANENT, TEMPORARY, TRANING, PROVISIONAL,
LIMITED LICENSE, OR PERMIT. AN ORIDINAL OFFEIAL LETTER (F GODD STANGING {L&55), UR COMPARABLE LICENSE HISTORY GERTIFICATION, 13 REQUIRED FOR BACH FERMANENT, LGS
TEMPORARY, TRANING! PROVISIONAL, LIMITED LICENSE, OR FERMIT ORTAINED ¥ ANY 1 5. BTATE, L1.S. OR CANADIAN TERRITQRY, CANADIAN PROVINGE, OR U8, FEDERAL JURIBDIC-

TION. EACH LGS, OR COMPARABLE CERTIFICATION, GHOULD BE MALED BY THE ISSUING AUTHORITY DIREGTLY TOHTHE METICAL BOARD OF CALIFORNIA,
Jurisdiction”

Lisense Number Dates of Practica in hat Jutisdiotion
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13. Do you holg anir other professichal licensw in any state, tarritory, province, country, or U.5, foderal jurisdiction? I ves ﬂ No D
IF YER: PROFESSION: i  LIGENSE NO.: , JURISDICTION: Qe
. ]
' Frofessianu!
' . Lannmes
HAR THIS LICENRE EVEI+ BEEN REVOKED, DR SUBJECT TO DIRGIFLINE? 1F YES, PLEARE PROVINE L1 QFFICIAL DOCUMENTATION REGARDING THE MATTER IN ADDITION 0 A WRITTER
EXPLANATION, You AR:E ALEO REQUIRED TS REPORT ANY MATTER THAT 15 FENDING OR IN WHICH CHARGES HAVE BEEN DROPPED CIR EXEURGED.
' Yes I No a
164, Are you currantly, or have you ever buen, a participant ina postgraduate training program In a facility In the U.S. or Ganada? P"“,zm;"’

(You must imﬂuﬁe; every rasidency, intarnshlp, and felitnwship, whether or not completed,)

MYE, [ I

IF YES, LIST NAMES AND AUDREBBEB OF ALL FACILITIES. SLIBHIT AN DRIGINAL GERTIFICATE OF COMPLETION OF ACGMERCPSE FOBTERADIATE TRANIMG (Form L3A) Frowm At

- FAGILITY, (DO NOT coMpLErE Form L3As 1o ROGLMENT TRAINING RECENED I REJEARCH FELLGWSHIP PROGRAMS.) ALL TRAINING MUST BE LISTED, REGARDLESS OF wnamsnrw
WAS BATISFACTORILY GOMPLEYER OF WILL RE USHD ¢t MEEY | IGENSING REQUIREMEHTS: :

Fac_lllwlﬂame

l. _Calegoral Specialty Araa

Addregs Daias of Atlendanne
V&) TR - P -. . B :
TR B e P ™ i g eljaz-aiijol |

QUESTIONS 168 through 23

any ol the following guestiong, pléase provide ALL

Nt must provide official hearing/court dAnsumertis and original le
FthededogLments sre not provided with the apgiication, they will'be requosted b
REGUIRED T4 REPORT ANY MATTER THAT IS PENDING ORINWHICH CHARGES HAVE E

KPUNGED.

18R, Have you everwitherawn from, or heen suspended; dismisred or ex;

! pelled from a medical school or postaradinte train ing program QR
have you sver takeln,n & leave of absence from such » school or program?

IF YOU ANSWERED YEE, ROTH APPLICANT AND SCHODLIPROBHAM MUST FROVIDE DETAILE ON & SEPARATE AUAGHMEN'I?-I Yes

NAME OF APBLICANT:

Terehd Vel iferes

DATE OF BIRTH:
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Forall of the bnlnr, alsa Include any disciplinary actions by the U.s. Military, U.8. Pubflic Haalth Ssrvige, or other U.S. federal govaernmental
antlty.

'

174, Have you ever heen charged wiih, or been faund to have committed, unprofessional conduet, professional incompetancs, gross
" negligence, or repoated negligunt acts or malpractice by uhy mediial licensing hoard, other agancy, or hosplital?

17B. Has any dlwfipllnary action ever baen tiled or taken, including but not limited to, Infarmal or confidential diselpling, consent orders, or
letiors of waml‘ngi. regarding any healing arts licernse which you now hold or have ever held?

17C, Is any such %mt’ion ay described ahove pending? : 17(A) Yer Mo

17(8) Yes . Mo

IF YOU ANSWERED YES 10 17A, 17 on 17G, PROVIDE wEfails OK
A BEPARATE ATTACHMENT, - 1716) Yes No

Lieenag
Cindny

13. Hag a clulm or aetion for damages ever been filad against you In the course of the practice of medicine or any other healing art which
resulted ina malp:ractlue settlement, jJudgement, of arbitration award of over$3n,000.0072

Yen No

]
IF YOU ANSWERHD YES, PROVIDE DETAILE ON A BEPARATE ATTACHMENT.

19, Have you everbeen denlod 2 licanse, permissiaon fo practics medizine or sy other healing art, or denled permission
to taka an examination in any state, torritory, country; or 1.8, federal Jurisdiction, or Is any sugh astion pending?
]

3

, Yes No
IF YOU ANGWERED YES, PROVIDE DETAILE ON A SEBARATE ATTACHMENT.

20. Have you ever voluntarily surrenderad z licanse to practice medicing orany other healing arts in this or any ether stats, or valuntarlly

surrendarad yoﬂrl!nnrcutic: {sontrolled substance) permit (state or faderal) to any licenslng board op any othar agency, or is ahy such action
pending? ! . ) ’

T Yes l No
IF YO ANESWERED ¥YES, PROVIDE DETAILS OGN A SEFPAHRATE ATTACHMENT. '
1

21, Mave you everhad statf privileges in a hospital denled, suspended, limited, revoked, or not rahewed for medisal disciplinary tauss, or
resighed from & medical statt in llay of disciplinary or administrative action, orig any sush action pending? -
i .

b’ou MUST DISOLOSE ANY INFORMAL 0% COMFINENTIAL BISCT-LIvry mau.‘l : Yes No

22, Do you have: any condition which In any way Impalrs or limits your ahility to practice medicine with reaspnable
skill and safoty, in;r:luding but not limited to, any of the fnilowing?

' Yas No
IF YES, PLEASE CHECK THE APPROPRIATS Box(Es) BELOW;

O A dondition which required admission to an inpatient psychiatrits treatient facility.
0 Aleohol or chemital substancs dependency or addiction,

O Emoational, mental or behavioral discrdar.

O Other (axplain):

FOR ANY OF THE BOXES CHECKED ABOVE, PLEAEE SUBMIT COMPLETE QFFIGIAL INPATIENT AND OQUTPATIENT TREATMENT RECORDS, EVIDENGE OF ONGDING
REHABILITATION TREATMENT, AN A PERBONAL WRITTER EXPLANATION,

|
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FOR ALL QF THE BELII‘.JW, YOU ARE REQUIRED TO LIST ANY CONVICTION THAT HAB BEEN BET ABIDE AND DIEMIBREN Ot ExﬁUMGED, OR WHERE A FTAY OF
EXECUTION Hag BEEIN I88UED.

23A, Have you ever been convicted of, or plad nolo cantendane 10, ANY violation {Include every misdsmeanor or felony) of any locat, state,
ot foderal law of alhy State, torritory, country, or U,8, lederal jurisdiction?

23B8. Is any crimi rjal actlon related to the above pending? 23(A) Yes No

IF YOU ANSWERED YES T0 28A ok 23, PROVIDE DETALS ON A \ 23 (8) Yes Mo
BEPARATE. ATTACHMENT, P '

DATE QF BIRTH:

NAME?FFPLICANT:
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Botiom of Photo {Shoulders)

Notice: Al items in this application are mandatory;
nong are voluntary. Failure to provide any of the
requested information will delay the processing of your
application. The information provided will be used to
detarmine your qualifications for licensure per Section
2080 of the Californla Business and Profassiong Code,
which authorizes the collection of this Information. The
information on your application may be transferred to
other madical licensing authorities, the Federation of
State Medical Bodrds, or other governmental or law
onforcement agencies. You have the right to review
your application subject to the provisiong of the Infor-
mation Praciices Act. The Chief of the Licensing Pro-
gram Is the custodian of records.

STATEOF f/%@éf rwé

COUNTYOF? /4_}:.'_%{‘, /4)’66/147/4;/ _

being first duly swomn

The ap‘plican?, Jeresa.. &%ﬁu’? /ey

{PLEASE FRRINT FULL NA

ME)

TOATE F BIRTH)

upon his/her oath deposes and gays: that | am the person hereln named subscribing to this application; that | have Tead
the complste%appﬂc:atinn, know the full content thereof, and declare under pepalty of perjury, that alt of the information
contained herein and evidence or other credentials submitted herewith are true and corract; that 1 am the fawful holder of
the degree of Doctor of Medicing as prescribed by this application, that the same was procured in the regular course of
instruction and examination, and that it, fogettier with all the credentials submitted, were procured without fraud or misrep-

resentation of any mistake of which | am awsare and that | am

hospitals, institutions or organizations, my refarences,

I

and professional associates (past, presert, and future)
release to thg Medical Board of Caiifornia or its succe
educational recards, end records of psychiatric treatm

reguested by that Board it connaction with this applic

the lawful holder thareof, Further, | hereby authorize all

personal physicians, employars (past, present, and future), business

» and all government agencies (local, state, federal, or foreign) to
$30rs any information, files or records, including medical records,

ent-and treatment for drug andfor alcohol abuse or dependency,
v | 3 ation; or any further or future investigation by that Board necessary to
determine my medical competence, professional conduct, or physical or mental ability to safely engage in the practica of

“medicine. | further authorize the Medical Board of California or is successors to relsase to the organizations, individuals,

or groups fisted above any Informafion which is material to this application or any subsaquent licensure. | UNDERSTAND

THAT FALSIFICATION OR MISREPRESENTATION

ATTACHMENT HERETO IS A SUFFIGIENT BASIS
SIGNATURE OF APPLICANT: 7/;;24#

ANY ITEM OR RESPONSE ON THIS APPLICATION OR ANY

OF )?IYINZ?EVDKING A LICENSE, '
T |

A

3 . e

Eﬂéﬁ'a,ﬁn FULL NAME, NOT INITIALS)

A =
Signed and sworn 1o before me this / / day of ‘xjﬁlﬂﬂh

— e r— — s — e e oy —

ilagpnir b

e — e — e — ma s —

MONTH T YEAR

SIGNATILIRE NOTARY F4BL) 3
1, . . E - l L "

()

ADDRESS

My commission expires / ()‘" 0/ -~ C%ﬂ
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STATE OF CALIFORNIA — STATE AND CONSUMER SERWGE.& . GRAY DAVIS, Gaveinar

wa o v MEDICAL BOARD OF CALIFORNIA
ot 1426 Howe Avenue, Suite 54, Sacramento, CA 95825-3236 S
e (916) 263-2409/FAX (916) 263-2487 G

( Internet: www.medbd.ca.gav

MEDICAL SCHOOL:

This certifies that | A . eSe~s TV s o Dt NRAED . : - :
. FULL NAME OF APPLICANT LLE. BOGIAL SECURITY NG, DATE OF BIRTH-MMWDDN YYY

l
' ‘ )
eralled in_ Sk Gader, S b X T o g L= Mm , Kﬂ\
' MNAME (F MEDIGAL SCHOOL R . U LOGATION _
on the U-'-'-i'féay of (}\mwmﬁ‘x‘“ 9N andwas granted the following credits on enroliment:
. ONTH YEAR

i

Advancer Credits;  Credits previously abtained at an anproved medical, dental, or osteapathic school *

MGDICAL SCHOOL TOTAL CREDITS DATEG
. Y
The undersigned further certifies that the records of this institution show that the applicant attended in this institution K
. . , NUMBER OF YEARE
years of resident instruction of / ) weeks ;ﬁ(completihg at laast 4,000 hours, of which at lesst 80 parcent actual
' : NUMBER OF WEEKS : .
attendance is required, in the subjects set forth hereundar {Business and Professions Code Section 2089), and that the applicant:
1
i ' .
mas granted the degree Bachelor/Dootor of Madicine by OF, (3 witharew from
| T .
the above mentioned medical school on the HEAad dayof -~ \Oo sy~ A ‘?‘% .
\ - _ TAGNTH YEAR
Anatomy ‘ ‘ Embryalogy Physical Medigine
Diodaryngology ' ' Histology Therapeutics
Obatetrics and Gynacotogy Human Sexuality as definad In Section 2090 Neuroanatomy
Radiology, including Radiation Safety Medicine Child Abuse Detection and Treatmant
Tropical Medicing Surgery, inciuding Orthopedic Burgery Gerlatrls Madigine
Physinlogy ! Urology . Pediatricy
Bivchemistry : Psychiatry o Phamacology
Pathology, Bactericlogy and Immunoclegy Neurglogy . Anesthesia
Ophthalmology Aloobiolism and Chemical Dspandency Spousal or Partner Abuse Detection & Treatment
Demmatology | ’ Preventive medicing, Trecluding Mutrition Famlly Medicingt+*

Pain Management and Engd-of-Life Care™*

* Each school where professional medical instrustion was received MUST complate one of these forms. If more thai one school was

-attended, photocopies of this blank form may he made ard used,
**  ONLY applicable to medical students who enrolled in medical &chool o or after September 1, 1994.
*** ONLY applicable to medical students who graduste fram medical school on or after May 1, 1998
wkk Only. applicable to madical studants whe enrolled in medical school on or afler June 1, 2000,

“““".‘,:}Qi’.f;‘é}, ﬁi‘:&:ﬁ‘” ?& ’ :Pmn?}ﬁﬂ@om SCHOOL: Th persan wha signs IS form MAYNQJ bo reicied I the appiicant by blood, mardage
. '.\ EEET ) . .
oo . Oitly e Prealdent, Dean, or Resgrisivew indyy sign s form, If Haot signaities ety s beings chitegioled fo anofer pwrson,
Can L : evidonce of thel delegation must be altached fo s form {may be & photocopy). $uch delugrifion mugt be or vificiol
¥ " | leflorhaad ond-must by doted within e kst 12 moniths. .
Ty .
! Bigned and the school seal sffixad this | O day of Qe LSS5
\ . MONTH YEAR
) 3 -
| BY __C %y e ™ Con s 0D Ty,
i PREGIDENT, DEAN, Q@i@

=
O7A-100-L2 {Rev. 3/0()
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|: To be ._ e facility for every medical school gratiuste completing postyraduata treining in the United States o1 € mady.
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PART 10 Ta b comnpdede by the APPLICANT, l .“
LAST NAME, of Aplcat * K T witet Naine D TR M il

TREPI WHE 2. Ew 0 . TELEDA - EERAT L
U.5. Bueial Brdurily Numiber Tiabm o7 Bl MMDDVYYY Telaphania Rumbe;
- . ‘ Homes{ ’ N oWork | ;
d‘-'-uuwntﬁﬂﬂl’éﬂ! ! T E— - J -
|93 || € PRETT STREST | 24590 FLODR. ERONT —
(I Slate Zip Cixle f
BT rysi2

* [ Namg ot Faokty: -

Universthy of

Neitie of Prbgmm Do

e v lfq MD

aimdﬁm;?;s ri feiior: 2 M
L i tead Sm;mrma SFTraining Campietad by Tralnae:

L
 Telephiing Kumber

(Gos) 27297708 |

w | | Dm%qu ZQ %M B
i . Dates Treing : Dete Franing (oip ]
| OBGYN | Gl

Gowm -
20] 9 Gpol@r
o | e alfinY e eolenfing - WransiGiones, st the Specic folatks and e nuinber of weake Epentin each (SEE THE REVERGE FOR INFORMATION ON BATISFYING 18
GENERAL MEDIGINE TRAINING REGUIREMENT); T B
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PART 5 To s complernd L trie DIRECTOR
Name of the Diracder v Meiipal Educaipn:

! o Joe, pariman

J Autdriss of Faciliy,

OF MEDICAL ERIDCATIEM anil affned with e sfficia] Faclligy sedl, I .I
' ' Mailié of Facky; ' ¥ |
Tniv of New Mexico HSC

. 1. Univ érf New Mexioco | ' : . ) L ‘ _nl__,..._
City o . sale T ZpCods Vetapiong Number,
Albuquerque, NM 87131 :

( 508 272 4225

fby of DIRECTOR 0F MEDITAL EDUGATION oertifying vatistactory o

riipletian nf franing.

. z Bucston) do pot i amel daaks Bl foren b it fast day of Bry postyraduate taainfin yomrwhich will b it by the appficant 13 ¢
fionzur. This form may be skined by fin e ninid ki :

Wy o
et [irostor of Medival Gdation; it deves pof need i i signad th potwon WhD wag e Dhechor of Medical Favca &, iFihe il of
Vit b, o et befgnad by . ! '

& Wne Madical Bog of Californla.

i Y r——— S
) OFFIGIAL HOSFITAL SEAL (IR ROTARY BEAL, DATE AN SIGNATURE .
MUST BE APFIXeD N THE BOX TQ THE LEFT TO CERTIFY rRAINING, .

| hereby declape undar panaiy of péijury under ftie lews of the State of Galforin that the above vl mants 7
true tind comect and that the trainiig program.ls spproved by the ACGME or tha RCPG to offer 1 typeard

© level of traming womplsted by the apphcant and thet the epniioant was fraineddn &n approved 4 MR e
RCF‘-‘.’:Qprogram posltlon. .

TR

ol 6903 .,

i s AL 1f s fon is wEnd o varify postgradusde training heyond thatvitich is requirad far lieansEur, i form cap b tihvod by ‘ Birastarof Medica £ cpior al d
e et Eie ot bt i el ey o rsini.. oweves, Y00 s oesed S e s upver s st Lompieticl ARID F the et um signed befo o ) da of
the fraining vic i an oy gt be complefed ano subming { -

an
E?Hdum of F oF Mnedacto® e

# e

M
£ - oo
¥
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STATE DEPARTMENT OF CONSUMER AFFAIRS
INTERNET CASHIERING SYSTEM
MEDICAL BOARD OF CALIFORNIA
SUPPLEMENTAL INFORMATION REPORT

From Date: 06/12/2013 To Date:: 06/12/2013
ATRISUPPINF
08-JUN-16 11:32:28
Person Id : T Name: Depineres, Teresa
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
V\I{?lch Would Exempt Me From AII Or Part Of The Re u1rements

| Am Exempt From The Completlon Of 12 Hours Of Pain Management And End-Of—L|fe Care NO
Contlnulng Educatlon Reqwrement Because 1 Am A Radlologlst Or Pathologlst

Olc At Least 21
3 f Older. F?étiéﬁts Cﬁck No'If Nest Aﬁpﬁéablé S
Entor Name/Address Of Facllity Where You Or Your Immediate Family Hold Financial Interest. Type NONE
']‘None" If None Held

I Have Read My Proflle On The Medical .Board Web Slte‘At Www.Mbc. Ca Gov And Acknowiedge The YES
Informatlon Contamed Therem As Current And Accurate. '
w ‘ 8, Hﬁve Ybu Had Any Ligs

Total Questions Asked For Person : 8



BEW AW O R LEEBN RER

BEBATIABNT GF DONGLRGER Mae

Department of Consumer Affairs

RECEIPT

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

Name: DEPINERES, TERESA

Transaction Date: 05/18/2015 12:37
Application Number:
Complaint Number:

License Type: ' 8002

License Number: 84354

Payment Description; Physician's and Surgeon's Renewal
Fee Paid: (US $) 820.00

Remaining Balance: (US §) 0.00

Please print and save this receipt for your records.

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

llegal use or alteration of this receipt may result in criminal prosecution.
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License Type: | Physician and Surgeon A

License Number: 84354

File Number:

Application: Physician's and Surgeon’s Renewal

Application Number:

Application Date: 05/18/2015 (mm/ddlyyyy)

Flrst Name

Last Name: . DEPINERES
Birthdate: - ok e ok
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.

Since you Iast 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?

| 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.

HT0E T i
1423197774188




5M18M1512:35 PM
Eamily Physician Training Progr:
Voluntary Fee:

Are you retireds

Activities in Medicine

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

Web Site Profile

Biennial Renewal Fee

DUE TO CURES FUND

Steven M. Thompson Physician Corps Loan

Repayment Program

Total Amount Due:

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

Page 2 0f 3

No 7

Administration - 40+ Hours

Other - 40+ Hours

Patient Care - 10-18 Hours

Research - 1-9 Hours

Teaching - 10-19 Hours
Telemedicine - None

Zip: 94110 County: SAN FRANCISCO
Zip: County:

Zip: County:

Zip: County:

Not in Training

Obstetrics and Gynecology - Primary

American Board of Obstetrics and
Gynecology -~ Obstetrics and Gynecology

4 Years

Decline to State
Cultural Background - No
Foreign Language Proficiency - Yes

Gender - Yes

$12.00
$25.00

$820.00

N TRTEOR RN RN O ERSTROMOE N
1431977741828
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| declare under penalty of perjury under the laws of the State of California that all statements,

answers, and representations prowded including supplementary attached hereto, are true,
complete and accurate.

Signature: ' Date:

TR AR R T AN B AT DU
1431977741828




