Michigan Departrnent of Consumer & Industry Services
Board of Osteopathic Medicine and Surgery
P.C: Box 30670
Lansing, Michigan 48909
(517) 335-0918
TTY (517) 373-7489

License Humber (}/(I/éf) :,
Date of Licensure /7/ /’;}

APPLICATION FOR EDUCATIONAL LIMITED AND CONTROLLED SUBSTANCE LICENSES

Author'y Publc Ac' 368 of 1978 as armerced
If this form s not completed. a hicense will not be issued

A conlrolled substance license 1s requved for every person who prescribes manufactures. distnibutes. or dispenses any controlied substance in Michigan as
described in Anticle 7 of Public Act 368 of 1976, as amended  information on obtaining a Federal rontrolied substance icense may be obtained by
comacting the Regional Branch. Drug « nforcement Adrinistration a3t Howard Street Detrott, 14 48226 (Talephang (313) 234-4300)

TI‘xM APPLYI.MG FOR THE FOLLOWING:
§ Educational limited and Controlled Substance Fee: $1685 10

S .
{
s Diactinn Phone Number

C{ETT7) 3342195

Previous [icrnse Number

{Last (f\‘hlm,c-) L

(s MNapoes (Madidle Name)
DL U I

Jennif o1 K.,

Al Previous Names and/or Bivth Name Used af apphcable;

. s

Pate of Birth

oty

(8 Sacal \c'u||n\' \'|||||h |

Business Address

401 W.

Greacnlawn Ave.

City

Lansing

State

I Covle

M1 48970

Checit the appropriate answer to each »f the following questions. NOTE: Attach a detailed explanation for any Yes answer you check.

each state. the license number. the date issued. and the basis for licensure. You must have each

1. Have you ever be=n convicter! of a fetony? C1YES ®'NO
2. Have you ever be.i convicted 6! a misdemeannor pumishable by impnsonment for a maximum term 71 YES m/r:lo
of 2 years?
3. Have you ever heen convictad of artmscemeanm involving the ilegal delivery. possession, or use of 1 YES Q’K}O
alcohol or a controlled substance (including motor vehicle violations)?
4. Have you been treated for substance abuse in the past 2 years? OYES &NO
5. Have you aver been censured. of requested to withdraw from a heaith care tacility's staff or had your "1 YES m(]’o
health care facility stafl privileges involuntanly modified?
- B Py ~ 1 - o 5 . ™ P <
6. Haye you had 3 or more malpractce settlements. awards. or judgments in any consecutive 5 year 7 YES mﬁao
period?
¢
7. Have you bad one or more setilernents, awards, o7 judgments totaling $200.000 or more in any M YES B/;\IO
consecutive S yeur peitod? i
8. Have you ever been dented the privilegs of taking an examination by any state medical board? 1 YES E‘I{I:JO
i Lo ¥
9. Have you ever hu a federal of state medical or controited substance licens revokad. suspanded. T YES @O
or otherwise discipined. been denied & license. of currently have disciplinary action pending against T
vou?
36, B0 you H0I8 05 HAVS YOU BUBT NRIB I DILOPIMNE REERL & N MONBAN 3¢ By other Stete? I yes. st AYEs @0
. 1

state board verify licensure directly to this board office. (Attach additional sheets if necessary.}

State

i.icense Numbes

Cate of issug

Bsos for Licensure

g




Provide a

complete chronological record of your educational preparation. Attach additional sheects if hecessa,y.

! Dates of Attendance
Name and address of institution From To Degree
ALBION COCEee 086 | U s Fewriec cp s

CBION M

/V?é(?///c}f?/v’ STHITE LN IvERST o
CLLECE CF CCTCCPRTHIC il CE /¢
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Provide a

description of your intern training exparience. Attach additional sheets if necessary.

Dates of Praztice

Name and address of Hospital From To Duties
wmmIngham Regional TSV T000 N/ renn
Madioal Carbog
AV S P ) (s S 1 i vn s e T
Lan=in_, ! cin

Residency in (Specify)

screening
criminal hi

law.

I understand that :t is the policy of this agency to secure conviction cnminal hisiory as part of their pre-licensure

I further consent to the release of information to s agency regarding any disciplinary investigations conducted by a
sirnilar licensure. registration, ot specialty certification board of this or any other state. of the United States military, o}
the federal government. or of another country

The statements in this application are true and correct | have not withhe!d information which might affect the decision
to be made on this apptication. In signing this apphcation | am aware tha' a false statement or dishonest answer may
be grounds for denial of my application or revocation of my hicense and that such misrepresentation is punishable by

—-—-i?‘i""' AN A -
Nigndte ol Spplicahe L . Pate . . P
{ NIV NG e X A e
L AT -7, J/ Jia /{ Lo /{é’ / 4 (f

CERTIFICATION -

process, and | authotize tius agency to use the information provided in this application to obtain a conviction
story file search from the Central Racords Division of the Michigan Department of State Police.

v

T

i




THIS SIDE TO BE COMPLETED BY THE MEDICAL DIRECTOR OR SUPERINTENDENT

Please complete the following information. Return this completad certification directly to the Michigan Board of
Osteopathic Medicine and Surgery at the address shown on the reverse side of this form.

SECTION I - CERTIFICATION OF TRAINING

Name of Hospital
Ingham Regional Medical center

Gtreel Address of Hospital
401 W. Greenlawn Ave

City, State and ZIP Cods
Lansing, MI 48910

i Jannife . Smit
| certity that nnifer K. Smith

(Applicsal's Hame)

has boen appainted to the position of ___tnternship in_Traditional Track at
(Intern or Rest Jent) (Specially)
the hospital named above from __July 1, N 2000 and ending June 30, 2001 pr:g

Is this training program approved by the AOA? & Yes T No

e 100

Authorzad Slgﬁﬁhue Dzie of Signature

woerdon C. Soink, S.0.

Pont ot Type Name

Director of Medical Education

Tile

If hospital has no seai, please indicate.




OHS/LOS-040 (10/98)

i fiee g -
Miciigan Departm. 2t of Consumer & Industry Services 2‘% "§ Eig“ i,
Board of Ostewpathic Medicine and Surgery .
P.0. Box 30670 AN /()
l.ansing, Michigan 48909

(517) 335.0918 BUBEAD UF AL sRyices:
TOD (517) 373-7489 UCEMSING ™ siqiony

CERTIFICATION OF APPOINTMENT TO TRAINING PROGRAM

Authonty - Public Act 368 of 1978 as amended
if -us form is not completed, a licensy will not be 1ssued

Instructions: Applicant complete Section I. Type or print your narne exactly as it appears on your application. Send this
form to the medical director or superintendent of the Michigan Trair ing Hospital where you expect to commence training.
The forim should be completed and returned directiy to this office by .hat individual.

SECTION | - APPLICANT INFORMATION

Applicant’s Name (Lus!. Fist, Middle)

Smith, Jeanif=r. X.

ot o

Street Addrass

c/o Tnghanm Fegional Medical Center, 101 W. Greenlawn Ave

City
Lansing

Slato 2P Code

Michigan 48910

U.S. Social Security Humber

Program (Internship or Rasidancy)
Internshiy

Name ol Hospital
Ingham Regional Medical Center

Sngnatuu},df‘})‘-pghmm Date

o~

L

Ao %mu{f d ﬁ;//;fﬂ«/ , C2/0¢ /f o

E

A

Applicant: Upon completion of Section i, send this form to the medical dirsctor or
superintendent of the Michigar training hospital where you expect to
commence training for completion of Section |l on the reverse side of this
form.




CULLEGE OF
OSTEQOPATHIC
MEDICINE

Oftice of Student Services
Micmgan Stale Uneversity
C103 Eas! fee Hall

£ast Lansing. M

4882441316

MICHIGAN STATE

u

NITVERSITY

February 15, 2000

TO WHOM IT MAY CONCERN:

This is to venfy that Jennifer K. Smith is a student in the College of
Osteepathic Medicine at Michigan State University and is in good standing.
Pending successful completion of all course requirements, it is anticipated
that whe will graduate with the Doctor of Osteopathic Medicine ([2.).)
degree from this institution in May 5, 2000+~

Very truly yours,

élk.,f /:il \' [67 2 L ) l ‘,‘D (‘Q { Q G

\

William M. Falls, Ph.D.
Associate Dean/Student Services

bjs




- | Date of Licensure;

Michigan Department of Consumer & Industry Services
Board of Osteopathic Medicine and Surgery
P.O. Box 30670

R Lansing, Michigan 48809 &w’,) @m

_OHS/LOS-010 (10/01

BOARD,USE

(617) 335-0918
TTY (517) 373-7489

Tran InfotS100101 91476121 ¢
APPLICATION FOR LICENSE  thkii: 1268 ant: 4150.00

Authority: Public Act 368 of 1978, as amendad D
If this form is not completed, a license will not be issusd.

A controlled substance license is required for every person who prescribes, manufactures, distributes, or dispenses any controlled substance in
Michigan as described in Article 7 of Public Act 368 of 1978, as amended. Information on abtaining a Federal controlled substance license imay he
obtained by contacting the Regional Branch, Drug Enforcement Administration, 431 Howard Street, Detroit, Mi 48226 (Telephone (800) 882-9539).

309704

{ AWM APPLYING OR THE FOLLOWING:
License hy Examination Fee: $150.00
O License by Endorsement (Must Currently be Licensed in Another State) Fee: $150.00

Daytime Phone Number Previous License Number

577 862 Globd

(Last Name) (First Name) (Middie Name)
SMITH JENM NI ARys7A

All Previous Names and/or Bisth Name Used g! applicable)

(fone

: ‘lfih - U.S. Social Sacuriti Number

Street Address é’ 5 /7[ MZMM‘O AQ

City 5/‘%;7_ _ L/’?,A/‘S"/‘A/é}} State m / ZiP Code ‘ﬁ?f Z 5

Check the appropriate answer to each of the following questions. NOTE: Attach a detailed explanation for any Yes answer you check.

1. Have you ever been convicted of a felony? O YES B'{\IO

2. Have you ever been convicted of a misdemeanor punishable by imprisonment for a maximum term aOYES Q’(O
of 2 years?

3. Have you ever been convicted of a misdemeanor involving the illegal delivery, possession, or use of 3 YES g’ﬁ)
alcohot or a controlted substance (‘ncluding motor vehicle violations)?

4, Have you been treated for substance abuse in the past 2 years? I YES [g/NQ

5. Have you ever been censured, or requested to withdraw from a health care facility's staff or had your CJ YES @/NO
health care facility staff privileges involuntarily modified?

6. Have you had 3 or more malpractice settlements, awards, or judgments in any consecutive 5 year CIYES & NO
period?

7. Have you had one or more settlements, awards, or judgments totating $200,000 or more in any ) YES ‘B/@
consecutive 5 year period?

8. Have you ever been denied the privilege of taking an examination by any state medical board? I YES m/ﬁo

9. Have you ever had a federal or state medical or controlled substance license revoked, suspended,
or otherwise disciplined; been denied a license; or currently have disciplinary action pending against (1YES %
you?

10. Do you hold or have you ever held an osteopathic license in Michigan or any other state? If yes, list
each state, the license number, the date issued, and the basis for licensure. You must have each @é S

state board verify licensure directly to this beard office. (Attach additional sheets if necessary.) 0 NO
The Department of Consumer and Industry Services will not discriminate against any individuat or group or race, sex, religion, age, national origin, color,
maritat status, disability or political beliefs. !f you need assistance with reading, writing, hearing, etc.. under the Americans with Disabilities Act, you may
make your needs known to this agency.
State License Number Date of Issue Basis for f_icensure
igaa s ] o
) =3 7 p T :
W EHIGAN S10[0] 4655 T /03 Kbsaetecler ElLia it




Provide a complete chronological record of your educational preparation. Attach additional sheets if necessary.

: Dates of Attendance
“Name and address of Institution From To Degree
, L - Blotctny ahe
- | ABlon CowesE 5."// 9/ / 75 Solivcoey
' blt€ forrer ST
, M"I‘)N M 44224
MUCHG STATE UM IVEESITY g / 5/ Deocrow aw OsTECPATHIC.
COULEGE DF OSTEOPATHIC MEDKIE U 00 SRED)CINE
Cle EAST e Moo
- 54‘57 LANIEIN G, MY -1882_4_, E174
rovide a description of your intern training experience. Attech additional sheets if necessary.
: Dates of Practice
Name and address of Hospital From To Duties
v N 6 Generul mectical o
INGAM HosPrvac. oo ol Cov- 12 menths. Dol
Hol W. éecenims/ rotate. on ﬁvccwth; serviers
LANSING , Ml A¥9lp inclueling Carelio logy,
. Retime né’(gy, OEIleYN, &‘uqcm?_
Care of DAl stS 1 PriiaaLg LAV
Clindes
Residency In (Specify)
. Olpzhotvic ool Gyriceslosic
OBETETRALS and Gy AECow oty of Luvvent Care  fncludug hospited
) Cpol CLtniis i )
SPReLDW) Hosp ITAL
U el E7P/CHTGAT L CERTIFICATION

LA S IAG, 270 AEF L

| understand that it is the policy of this agency to secure conviction criminal history as part of their
pre-licensure screening process, and | authorize this agency to use the information provided in this
application to obtain a conviction criminal history file search from the Central Records Division of the
Michigan Department of State Policeor other law enfrcement or judicial record keeping organization.

I further consent to the release of information to this agency regarding any disciplinary investigations
conducted by a similar licensure, registration, or specialty certification board of this or any other
state, of the United States military, of the federal government, or of another country.

The statements in this application are true and correct. I have not withheld hformation which might affect the decision to be made on
this application. In signing this application, | am aware that a false statement or dishonest answer may be grounds for denial of my
application or revocation of my license and that such misrepresentation is punishable by law.

O\ et 4SO
) v v

Date

34 o
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L0 ovapwt (4. q

OHS/L PH-090 (4/01)

Michigan Department of Consumer & Industry Services ) = (
8 Board of Pharmacy { ) \‘\
Lan P'O'l\ﬁ?ix '326728909 SRTTRST: -r{ntﬂ Y ERV
c ‘ . D ar Slng, ’ ]L n FEEES DI SR AN AR 114 (4] S8
i oo ol s LT
-] Pate of Licensure: ] 5 -
3=l o HAY 10 2
COMTROLLED SUGSTANCE LICENSE APPLICATION . -
Authority: Public Act 368 of 1978, as amended 1[& 5
If this form is not complated, a license will not be issued. U /(9
! C ). ‘.A

-A controlled substance license is required for every person who manufactures, distributes, prescribes, or dispenses any con/t\%ﬂ;%p.)c - l
~ substance in Michigan as described I Article 7 of Public Act 368 of 1978, as amended. ) qu ('/9
o

A separate controlled substance license is required for each business tacation front which you manufacture, distribute, presc}irb}, or fl\ﬁ/\
dispense controlled substances. If you are an M.D,, 0.0., D.P.M., D.D.S., or D.V.M. who prescribes at more than one location; MQ}L
controlled substance license is required for each location. Please submit a seperate application for each location. /QJ/U ﬁ

M

Enforcement Administration, 431 Howard Street, Detroit, Michigan 48226 (telephone: 800-882-9539). The Michigan Board of °

b .

Information on obtaining a Federal controlied substance license may be obtainec by contacting the Regional Brarnch, Drug /\—0/7\ CS ;
, v ) |
Pharmacy is unable to answer questions about the Federal licensing process.

|

INSTRUCTIONS ,

1. CONTROLLED SUBSTANCE FEE: Initial or relicensure -$85.00. If you aiready hold a professional license please see below.

2. M.D./D.O. Applicants: This application may not be used for physician methadone programs. Please request an Application for
Physician Methadone Program. '

3. Type or print your responses. Send the application and a check or money order drawn on 2 ! S. Financial institution w.-.d made
payable to the "State of Michigan" to the address above. To speed up our processing, comy “te the payment slip at the bottorn of
the form. DO NOT DETACH IT.

4. Aillow four to six weeks for your license to arrive.

TYPE OF PROFESSIONAL LICENSE STATUS:
(Piease Check One): 1. Have you ever had any license I'mited, suspended, revoked,
denied, or surrendered?
Educational
Regular Limited O Yes 046
3 43-01 M.D. 0 or 3 If Yes, please explain on a separate sheet.
81-01D.0. Ea/ or O 2. Is your current license limited as a result of board disciplinary
g 25-01 2.D.S. a or 0 action?
3 59-01 D.P.M. 0 or O
0 69-01 D.V.M. ) or 0 O Yes Ao
7 53-01 Pharmacy Store ] Permanent Profession License Number (If Applicable)
0 53-02 R.Ph. 0 HTED syl o | st

{1 53-06 ManuffWholesaler 1

Expiration Date of License Social Security Number
‘fofez |
(Last Name, First Name, Middle Name)

ym’Tﬁ/ \/e?ﬂ’/l///?:lé%’ f(;‘{/,)"?/?

| hereby make application for a controlfed substancg licgnse in Michigan and submit that the statements and information above are true.

/ ’H%% J 7B 722 57?/9/
7

# Signature Date
v THIS LICENSE VALID - ONLY - AT THE FOLLOWING LOCATION
Street Telephone Number
City State ZIP Code

Do Not Detach
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H j50. 00 @<y ol

~+ OHS/LOS-010 (10/01) Micfggang)e?zgtment ofh?or;‘heu&ne{&lndg%ty Services
S BRI ~ Board of Osteopathic Medicine and Surgery V2
| R ’ P.O. Box 30670 F-13-022
& | License NuniberO )& LS Y : LarcS!(r1591,7l\)/|g>géqgg138909 5 m
“v | Dale of Licensure; Y i517) 373‘:_7 489 {) : .

F- ")y

APPLICATION FOR LICENSE

Authority: Public Act 368 of 1978, as amended
If this form is not completed, a license will nof be issued.

““A controlied substance license is required for every person who prescribes, manufactures, distributes, or dispenses any controlled substance in

' Mlphigan as desoribed in Article 7 of Public Act 368 of 1978, as amended. Information on obtaining a Federal controlled substance license may be
obtained by contacting the Regional Branch, Drug Enforcement Administration, 431 Howard Street, Detroit, MI 48226 (Telephone (800) 882-9539).

1AM APPLYING FOR THE FOLLOWINGC:
[ License by Examination Fee: $15C.00
) License hy Endorsement (Must Currently be Licensed in Another State) Fee: $150.00

Daytimg Phorie Numbefé Previgus License Nu

0532 | B BI04 b55

(LéstName) (First Name) (Middle Name)
St EpN IFER FRASTH

All Previcus Narnes and/or Birth Name Used (if applicable)

Pate of Bi'_ Us, smai‘Securii Niibii
Steel Address . ¢ A 7 ————
684 Wookernvo Do
o State ZIP Code )
EAST A/;'/Vj//m M LUSET 3

Check the appropriate answer to each of the following questions. NOTE: Attach a detailed axplanation for any Yes answer you

check. s
1. Have you ever been convicted of a felony? i YES @;ﬂo
2. Have you ever been convicted of a misdemeanor punishable by imprisonment for a maximum term

of 2 years? OYES &M‘Té’
3. Have you ever been convicted of a misdemearior invo’ving the iltegal delivery, possession, or use of E}d(

alcoho! or a controlled substance (including motor vehicle violations)? OYES 0
4. Have you been treated for substance abuse in the past 2 years? O YES wwb’
5. Have you ever been censured, or requested to withdraw frum a health care facility's staff or had your

health care facility staff privileges involuntarily modified? 3 YES m
6. g:r\ilgdx?ou had 2 or more malpraclice settlements, awards, or judgments in any consecutive 5 year 3 YES N0
7. Have you had one or more settlements, awards, or judgments totaling $200,000 or more in any o ,ﬁ‘ 4

consecutive 5 year period? OYES ©

ni . aki N y . 4"

8. Have you ever been denied the privilege of taking an examination by any state medical board? O YES WO
9. Have you ever had a federai or state medical or controiled substance license revoked, suspended, -

or otherwise disciplined; been denied a license; or currently have disciplinary action pending against OYES o

you?

10. Do you hold or have you ever held an osteopathic license in Michigan or any other state? If yes, list @/

each state, the license number, the date issued, and the basis for licensure. You must have each ES 3 NO

state board verify licensure directly to this board office. (Attach additionai sheets if necessary.)

The Departrnent of Consumer & Industry Services will not discriminate agaist any individual or group or race, sex, religion, age,
national origin, color, marital status, disability or political beliefs. If you need assistance with reading, writiing, hearing, etc., under the
American Disabilities Act, you may make your neads known to this agency.

State License Number Date of Issua Basis for Licensure

MICHIG AN S10/0[4eI5 7 /oQ - Cl30/0 R INTERA St &, RES1DEVAY




7 Providé a cdrﬁpleté*chronological record of your educational preparation. Aftach additional sheots if necessary.

SR Dates of Attendance
Name and address of Institution From To Degree

ABICN doLLEGE s
bl & LoreTee ST AtBoN,/m | Bfei / 2 | LA

104 AV € HAERS
%ngg'z:a - 7(?5?;61:”5‘!1 THIE MEHCIARY

3o

I
_EAST PEE , EAIT LANG /g é’/ A / 20 TR 0F 25 TEYF A nIe- Mgy

Pi’eyide a description of your intern tvaining experience. Attach additional sheets if necessary.

Dates of Practice

Name and adadress of Hospital From Duties

To
NG HIA BECIOAITC MED CEATER ) ,
7/0@/4?0 ¢%’0/«/9/ LOTETING JATERA/

Residency In (Specify)

QBSTETR | CS YQGYNECot-dty AT :
SERLRD (0T P0 TATC 4 ) ’7///0/

OEETE TR CSHFCYAE oot }/
Q& N2 ICH Coin KAVl ] i

CuwrpenT

CERTIFICATION

{ understand that it is the policy of this agency to secure conviction criminai nistory as part of their pre-licensure screening
process, and | authorize this agency to use the information provided in this application to obtain a conviction criminal
history file search from the Central Records Ditsion of the Michigan Cepartment of State Police.

| further consent to the release of information to this agency regarcing any disciplinary investigations conducted by a
similar licensure, registration, or specialty sertification board of this or any other state, of the United States military, of the
federal government, or of another country.

The statements in this application are true and correct. | have not withheid information which might affect the decision to
be made on this application. In signing this application, | am aware that a false statement or dishonest answer may be
grounds for denial of my application or revocation of my license and that such misrepresentation is punishable by law.

L

Signatufﬂ?pufanw )%{ﬂi) 72)2/,) Date 57; /0 9.
T 7




[Natlor.al B@ard of Osteopaihac Medical Examiners
: 8765 W quglm Road, Suite 200, Chlcago iL 60631 (773)714-0622 Fax (773)714-0631

L REGEIVED:
, . o | | MAR 1 & 2004
;Mwhu;an Board of Qsteopathuc \ o , HERT OF Cis

P.O. Box 30670
,'611 W. Ottawa -

Lansmg ‘Ml 48909-¢ 8170

NBOME OFFICIAL

,TRANSCNlPT ‘
Completion o " Standard

- Date ~ Score

_COMI EX ‘.eveH Pabsed LT

Total Score - - T JUNE 1098
, Mmlmum Total Passing Standard Score xs-

. yoo
i
i

- _’;COMLEX Level 2 Passed

, Total Score MARCH 2000 [ ]
: '\Ammum Teial Passmg Standard Score is -

COMLEX Level 3 Passed

. Total Score 'FEBRUARY 2001 v I
Minimum Total Passing Standard Score'is -

I, Jaseph F. Smoley, Ph.D., Executive Director of the National Board of Osteopathic Medical Examiners, Inc., do
hereby certify the above to be a true report of the record of

Jenni{er K. Simith, D.O.

awarded Cettificate of Completion No. 37185 on April 3, 2001

March 10, 2004 T

Date Prepared ~ Josepi F. Smoley, PhD.
Exucutive Director



ﬁf& CEIVE

PRINTED 03/02/04
 PAGE: o1 OF o1i

: SUMMER SEMESTER 1997 05/12/97 - 08/14/97

0SS-.512.. RIOSTATISTICS .AND EPIDEMINLOGY
| OST-"511 ~ SYS BIO NEUROMUSCULOSKLTL I
1 I08T 543 INTEGRATIVE CLIN CORREL III
;- PHD--823 - GEMETICS FOR MEDICAL PRACTICE
PHM 563 MEDICAL PHARMACOLOGY
< -CUM CREDITS : CUM GFA
CFALL SEMESTER 1997 08/25/97 - 12/12/97
- FCM - 890  SPEC -PROB IN FAMILY MEDICINE
FCM 640 PRIN OF FAMILY MEDICINE I
CIM 618  CLINICAL TROPICAL MEDICINE
S OST 512 SYS BI0 NEUROMUSCULOSKLTL IT
0ST 516 SYSTEMS BIDLOGY: BEHAVIOR I
0ST 521 SYS BIO HEMATOPOIETIC
0ST 522 SYS BIO GASTROIMTESTINAL
0ST 529 SYS BIO ENDOCRINOLOGY
0ST 544 INTEGRATIVE CLIN CORREL IV

50800

.SPRING SEMESTER 1997 01/08/97 - 05/02/97

UANT 552f MEDICAL NEUROSCIENCE
TANTSB6Z 7 MEDIGAL HIsTOLOGY
A MIC 6220 MEDICAL ;MICROBIO: & IMMUNGLOGY
.. 502 ,FLINICAL SKILLS .11
505 DOCTOR/PATIENT RELATIONSHIP I
1542, INTEGRATIVE CLIN CORREL II
.~ 590 - SPEGIAL . PROBLEMS
. 542 'BASIC PRINCIPLES OF PATHOLOGY
E63 " - INTRODUCTION TO ‘RADIOLOGY

DEPLOFGIB OoMg
STUDENT ID; A24315101 |
CRS " GRADE s H counstz TITLE CRS GRADE- ;-H'
SUMMER SEMESTFR 1998 05/18/98 - 08/19/98
) ] 08T 823"  SYS ‘BIO GENITOURINARY
S - <087 'B26  5YS BIO INTEGUMENTARY :
GRANTED, 5, 1995 08T 527 . SYS BIOLOGY: FEMALE REPRO
R LR 0ST 528 5YS BID: GROWTH & DEV ,
0ST '535 ' PRIN GERONTOLOGY FOR MED PRACT
- QST 846 - INTEGRAYIVE, CLIN CORREL .VI
; CUM CREDITS : CUM GPA
‘colRsE: "INFGRMATION
i-08/26/36 .-119/43/96 U Dot
;,MEDICAL GROS ANATOMY,,_ FALL.SEMESTER 1998  08/31/98 - 12/18/98
‘MEDICAL' BIOCHEMISTRY OST €02  PRIMARY CARE AMBULATORY CLKSHP
EALTH ! CARE ' UNDERSERVED AREAS 0ST 622 ° PRYMARY CARE AMBULATORY CLKSHP
3 " CLINLCAL: SKILLS I .- OST 602  PRIMARY CARE AMBULATORY CLKSHP
- POCTOR/PATIENT _RELATIONSHIP 1 OST. 602  PRIMARY CARE AMBULATORY CLISHP
F0 INTEGRATIVE Ce INCCORRRL: T -+ - OST 602 - PRIMARY CARE'AMBULATORY ' CLKSHP
U INTRDME ' PHYSIOLNGY OST ' 602 . PRIMARY CARE AMBULATORY CLKSHD .
CUM LREDITS, - CUM GPA OST 602 - PRIMARY CARE AMBUI.ATORY CLKSHP
o 0ST 602  PRIMARY CARE AMBULATORY CLKSHP

CUM GPA

a{CUM.CREDITS

CUM CREDITS : CUM GPA :

SPRING SEMESTER 1998 01/14/98 - 05/08/98

FCM - 590 SPEC PROB IN FAMILY MEDICINE
FCM - 650 PRIN OF FAMILY MEDICINE II

0ST 513 SYS BIQ NEUROMUSCULOSKLTL III
0s7T 517 SYSTEMS BIOLOGY: BEHAVIOR II
0ST 519 ETHICS, FOLICY & JURISPRUDENCE
0ST - 524 SYS B10 CARDIOVASCULAR

0ST 525 SYSTEMS BIOLOGY: RESPIRATORY
OST 545 INTEGRATIVE CLIN CORREL V

CUM’ CREDITS CUM‘GPAw:

SPRING SEMESTER 1999 01/11/99 - 05/07/98

IM - 650  MEDICINE CLERKSHIP

0ST 602  PRIMARY CARE AMBULATORY CLKSHP
OST 602 "RIMARY CARE AMBULATORY CLKSHP
OST 602 -~ PRIMARY CARE. AMBULATORY. CLKSHP
OST 602  PRIMARY CARE AMBULATORY. CLKSHP.
PED 600  PLDIATRICS CLERKSHIP

CUM CREDITS CUM GPA - :

SUMMER SEMESTER 1999 05/17/99 - 08/19/99

IM 650 MEDICINE CLERKSHIP

0SS 651 UBSTETRICS & GYNECOLOGY CLKSHP
0SS~ 653  SURGERY CLERKSHIP

PSC 60B  PSYCHIATRY & BEHAV SCIEN CKSHP

CUM CREDITS : CUM GPA

FALL SEMESTER 1999 08/30/99 - 12/17/99
IM 651 CARDIOQLOGY CLERKSHIP

IM 657 EMERGENCY MEDICINE CLERKSHIP
0SS 620 DIRECTED STUDIES

0SS 654 ANESTHESIOLOGY CLERKSHIP

RAD 609  RADIOLCGY CLERKSHIP

CUM CREDITS CuMm GPA

SPRING SEMESTER 2000 01/10/00 - 05/05/00

IM 653 ONCOLOGY & HEMATOLOGY CLKSHP
OMM 801 OSTEO MANIPUL MEDRICINE CLKSHP
GSS 620 DIRECTED STUDIES

0SS 655 ORTHOPEDIC CLERKSHIP

CUM GPA

CUM CREDRITS : _

DOCTOR OF OSTEOPATHIC MEDIGINE
MAJOR OSTEOPATHIC MEDICINE
COL.LEGE: OSTEOPATHIC MEDICINE
----------------- ND ENTRIES BELOW THIS LINE

GRANTED: 05/05/00

CuM CREDITS :

. CUM GPA :

END OF COLUMN---S==== commoe o

PROVIDED SOLELY FOR:
MICHIGAN DEPT OF CONSUMER &
INDUSTRY SERVICES
BOARD OF OSTEOPATHIC MEDICINE &
SURGERY
PO BOX 30670
LANSING MI 48909

(1)

Linda 0. Stanford
University Registrar
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HSALC3-044 (10/01)
i A e Michigan Departrment cf Consumer & Industry Services /
. Board of Osteopathic Medicine and Surgery
P.O. Box 30670

Lansing, Michigan 48909 MECEYEL
(517) 335-0918
TTY (517) 373-7489 MAR 1 1 2004

b1 s Y e Y I
CERTIFICATION OF INTERNSHIP P OF Ol
#uithority: Publle Act 368 of 1978, as amended
If this for* is not completed, a license will not be issued.

Instructions - Applicant compiete Section |. Type or print your name exactly as it appears on your application. Send this

form te be completed and mailed directly to this office by the medical director or superintendent of the Training Hospital

- where you served your internship.

. SECTION | - APPLICANT INFORMATION

' Applicant's Name (Last, First, Middle)

4 J/
SmiTh Jenvirer. KR ISTH

- | Strect Address

.\M% _ Mm/wwz) De.

CET Lansie

State - ZIP Code
' /
M/ 75523
Social Security Number Date of Birth

ey

Nume of Hospital

INGHAT?  eeronie. Ve ese (e 7e¢.

Date

Csupte At o0 sl
VLA -

Applicant: Upon compietion of Section |, send this form to the
medica!l director or superintendent of the training hospital where
you served your internship.




!
i

w

THIS SIDE TO BE COMPLETED BY THE MEDICAL DIRECTOR OR SUPERINTENDENT

VPIOVa’se 66ﬁiplete the'fbilowing information. Return this cornpleted certification directly to the Michigan Board of Qsteopathic Medicine
and Su’rgery at the address shown on the reverse side of this form.

'SECTION Ii - CERTIFICATION OF INTERNSHIP

Name of Hospiral

Lhe han /25;’ el LTbdical G por

Sireol Addrass of Hospital

Yol i u/ﬂl’/’/n Sten 4@/7;/(

Clty, State and ZIP Cods

| é 4248 ns /2T 4490

| certify that Jenniler  Kriske Sp+4, Do
- : ) {Applicant's Name)

—Ef/has completed one year of internship at the above named hospital beginning

M”I‘OD and ending &'/30/0’

Month/Day/Year Month/Day/Year

t certify (hat this internship is one year in duration: of a rotating type, with services in the organized departments of
Medicine, Surgery, Obstetrics or Obstetrics and Gynecology; and that this Hospital is currently approved for the training
of interns by the American Osteopathic Association. | further certify that the above named physician has served an

apportioned time in each of the narned services and has satisfactorily performed his/her duties.

»’%%Lﬁ & /é/m-é Pre 4.9.04

Authorized Signature Date of Signature

Gorden Sgink DY

Pdnt or Type Name

Director, Ly derni f. 0 %0:?/’4/7/
Title

IMPORTANT:  This certification may not be dated and submitted more than fifteen (15) days prior to the
completion of a full year's internship.




Michigan Department of Community Health
Board of Pharmacy
P.C. Box 30670
Lainsing, Mi 48909
(517) 335-0918

www.michigan gov/healthlicense

DCH/ALPH-070 (04/05)

DRUG CONTROL LICENSE APPLICATICN

Authority. Public Act 368 of 1978, as amended
It this form is not compieted, a license will not be issued.

A drug control license must be obtained by all licensed medical doctors, doctors Chkt: 15062 Aks $65.00
of osteopathic mediclne, podiatric medicine and dentists WHO ROUTINELY I 5101014455

DISPENSE DRUGS from thelr principal place of practice. A drug control license
Is not necessary if the dispensing Involves only the issuance of compiimantary
sterter dose drugs. A separats drug control license Is required for each business
location from whick you rsuilnsly dispense drugs. YOWR DRUG CONTROL Dete of Licenstire
LICENSE WILL EXPIRE ON THE SAME DATE AS YOUR PROFESSIONAL

LICENSE. 7-ﬂ R,

. Licenss Number -
Tvpe or Print Only é}"&{ %Q’D U ’/7/(,7
INSTRUCTIONS e

1. ADDRESS CHANGES: If your nams and/or address changes please nolify the Board in writing. To change a name or
address, you can download the Data Change/Dipiicate License Request Form from our website
www.nmichigan.gov/healthlicense and fax it 1o (517) 373-2179 or mall the form to Bureau of Health Professions, PO Box
30670, Lansing, Mi 48908. Talephons calls are NOT accepted for these changes.

2. Your Drug Control license wili explre with your current professional license. If your professional license expires in:
0-12 months the fee is $45.00 13-24 months the fee is $65.00 25-36 mcnths the fee is $85.00
3. Allow up to six weeks for your paper license to arrive.

Your check or money order drawm on a U.S financial institution and mzJe payatia to the STATE OF MICHIGAN must accompany this aj.plication.
DO NOT SEMND CASH. Fees are deposited upon receipt and can only be refunded under refisnd rules promulgated by the Department.

TYPE OF PROFESSIONA!. LICENSE STATUS:
(Please Check Oney: 1. Have you ever had any health professional license
limited, suspended, revoked, denied, or surrendered?
O 43-01MD. 71-4301-38
0 Yes No

}x{ 51-01D.0. 71-5101-38
0 29-01D.D.S. 71-2901-38

If Yes, please expizin on separaie sheet.

7

2. Is your current professional licénse limited as a result
) 59-01D.P.M. 71-5901-38 of Board disciplinary action

O Yes @/No

Michigan Permanent | D Num) Expiration Date of License Social Security Number

Sibidbss 5/
e T Yk T
A A ™ O
T oL

LD DoguWidre Sk 102 070 900
Serl Heichts T Mr IR D

The Deparment o%mmunity Hélth will not discriminate against any individua or group becase of race, sex, religion, age, national origin, color,

marital status, disability or political beliefs. If you need assistance with reading, writing, hearing, etc., under the American's with Disabilities Act, you
may make your needs known to this agency.

St

Tran Info:G10138 11921708~1 Qa/L2/06



Michigan Department of Community Health DCHILPH-070 (04/05)

Board of Pharmacy
P.O. Box 30670
Lansing, Ml 48509
(517) 335-0918

www.michigan .gov/healthlicense

DRUG CONTROL LICENSE APPLICATION

i fom 1 ot completed, a Icense il ot 6 fsoued. Tran Tnfol510138 11962168-1 07/03/06
Chish: 19185 At $63.00
A drug control license must be obtalned by all licensed medical doctors, doctors ¢ 5101014655

of osteopathic madicine, podiatric medicine and dentisis WHO ROUTINELY
DISPENSE DRUGS froia their princlpal place of practice. A drug control license
is not necessary if the dispensing involves only the issuance of complimentary g
starter dose drugs. A separate drug control license is required for each business [
location from which you roulinely dispense drugs. YOUR DRUG CONTROL Date of Licensure
LICENSE WILL EXPIRE ON THE SAME DATE AS YOUR PROFESSIONAL "7/ D*O ‘C)
Type or Print Only

LICENSE.
2)S0A8YY
INSTRUCTIONS
1. ADDRESS CHANGES: If your name and/or address changes please nolify the Board in writing. To change a name or
address, you can download the Data Change/Duplicale License Request Form from our website

wwy.michigan.gov/healthlicense and fax it to (317) 373-2179 or mail the form to Bureau of Health Professions, PO Box
30670, Lansing, Mi 48908. Telephone calls are NOT accepted for these changes.

License Number 5

2. Your Drug Control license will expire with your current professionat license. If your professionai license expires in:
0-12 months the fee Is $45.00 13-24 months the fee is $65.00 25-36 months the fee is $85.00
3. Allow up to six weeks for your paper license to arrive.

Your check or moriey order drawn on a U.S fir incial institution and made payable to the STATE OF MICHIGAN must accompany this application.
DO NQOT SEND CASH. Fees are deposited :>un receipt and can only be refunded under refund rules promuigated by the Department.

TYPE OF PROFESSIONAL LICENSE STATUS:
(Please Check One): 1. Have you ever had any health professional license
limited, suspended, revoked, denied, or surrendered?
O 43-01MD. 71-4301-38
3 Yes No

51-01D.0. 71-5101-38
X If Yes, please explain on separate sheet.

O 29-01D.D.8. 71-2901-38
2. Is your current professional license limited as a result
0 59- 01 D.P.M. 71-5901-38 of Board disciplinary action?

O  Yes E/ No

Social Security Number

Expiredion D7te of Licgnse

:::i?rfi])njﬂzf[;% Middle Name ) 2/1 7)) |/2 7Last Name ;

oo TS it h

| hereby ma 6 1 bmit thgy the statements and information above are tiue.
0 Wy

7 Y
Date

Street

Telephon

K- 5 474l 4 70
WWostHpnd /s Y155~

The Department of Community Health will not discriminate against any individua or group because of race, sex, religion, age, national origin, color,
marital status, disability or political beliefs. If you need assistance with reading, writing, hearing, etc., under the American’s with Disabilities Act, you
may make your needs known to this agency.

26000 Ful BA. b Z




Michigan Department of Community Health DCHILPH-070 (04/05)

Board of Pharmacy
P.C. Box 30670
Lansing, M1 48909
(517) 335-0918

www.michigan.gov/healthlicense

DRUG CONTROL. LICENSE APPLICATION

Authotity: Public Act 368 of 1978, as amended Ty T
It this form (s not completed, a license will not be Issued. tran I”TO"HOHB 1

19AT~-1 0a/
Chiclz 31157 pwts 465,00
A drug control license must be obtained by all ficonsed medical doctors, doctors E 5101014655

of osteopathic medicine, pediatric medicine and dentists WHO ROUTINELY
DISPENSE DRUGS from thelr principal place of practice. A drug control licanse
Is not necessary if the dispensing Involves only the Issuance of complimentary
starter dose drugs. A separate drug control license Is raquired for each business

location from which you routinely dispense drugs. YOUR DF.UG CONTROL

Dete of Licen
LICENSE WILL EXPIRE ON THE SAME DATE AS YOUR PROFESSIONAL | 0 ° -° 5‘“7» A0 -0 \»

LICENSE.

License Number

Tyne or Print Only

o o P E
INSTRUCTIONS D2)503 64792

1. ADDRESS CHANGES: If your name and/or address changes please notify thie Board in writing. To change a name or
address, you can download the Data Change/Duplicate License Request Form from our website
wwav michigan.goviealthlicense and fax it to (517) 373-2179 or mall the form to Bureau of Health Professions, PO Box
30670, Lansing, Mi 48909. Telephone calls are NOT accepted for these changes.

2. Your Drug Cordrol license wiil explre with your current professional license. If your professional license explres in:
0-12 months the fee is $45.00 13-24 months the fee is $65.00 25-36 months the fee is $85.00
3. Allow up to six weeks for your paper license o arrive.

Your check or money order drawn on a U.S financial institution and made payable to the SYATE OF MICHIGAN must accompany this application.
DO NOT SEND CASH. Fees are deposited upon receipt and can only be refunded under refund rules promulgated by the Department.

TYPE OF PROFESSIONAL LICENSE STATUS:
(Please Check One): 1. Have you ever had any health professiona! license
limited, suspended, revoked, ied, or sutrendared?

3 Yes 7 No

If Yes, please explain on separate shest.

43-01MD. 71-4301-38
51-01D.0. 71-5101-38

29-01D.D.S. 71-2901-38
2. Is your current professional licenée limited as a resutt

o o & o

59-01D.PM. 7i-5901-38 of Board discipiinary action?
O Yes No
Michiggn Parmanent 1 . Number Expiration Dape of Licgnse
SN sS X

First Nagj‘_'/ . Middle Nare ,/, Last Na% .
P )
Jowifor LY ISIA Mt h
| hereby make application for a drug controt license in I\Wit that the t% and information above ar7 tbew
il M 0 il
Dath

Sireet

A15S Greentield Sk o BRESH 0500

12/06

“whiid Tl Tgwas

The Department of Community Health will not discriminate against any individua or group because of race, sex, religion, age, natianal origin, color,
marital status, disability or political beliefs. If you need assistance with reading, writing, hearing, etc., under the American's wit": Disabilities Act, you
may make your needs known to this agency.




Michigan Department of Community Health DCHAPH-090 (12/05)

Board of Pharmacy
P.O. Box 30670
Lansing, Ml 48909
(5617) 335-0918

www.michigan.gov/healthlicense Tran Infos510137 11921704-1 06
CONTROLLED SUBSTANCE LICENSE APPLICATION Chik: 31156 Auts $120.00
Authority: Public Act 368 of 1978, as amenced JitH JIOMMé ]

If this form s not completed, 2 Ilcense will not be tssued

o Tran Info:din157 1192170+-2 Oa
A controlied substance license is required for every person who manufacturers, distributes, Chids 31156 fr &40
prescribes, or dispenses any controlied substance in Michigan as described in Article 7 of _’” . e At $40.00
Public Act 368 of 1978, as amended. 1D+ 3101014655

A separate controlled substance license is required for each business focation from which
you manuwacture, distribute, or dispense controlled substances. If you just prescribe
controlled substances 2t more than one location, you only need one controlled substance

license. ate fL ensurei/
Information on obtaining @ Federd controlied substance license may ba obteined by //1 O-’@(P
contacting the Regional Branch, Drug Enforcement Administration 431 Howard Street,

Detroit, Michigan 48226 (telephone: 800-882-9539) The Michigan Board of Pharmacy is  JLicense Number f
unable to answer questions about the federal licensing process.

D3)500542Y

Type or Print Only

INSTRUCTIONS

1. CONTROLLED SUBSTANCE FEE: Initial (first time) professional license or relicensure of your professional licensa - $85.00.
If you already hoid a professional license and your professional license expires in:

0-12 months the fes is $85.00 (13757) 13-24 months the fee Is $160.00 (23757) 25-36 months the fee Is $235.00 (33757)

2. M.D./D.O. Applicanis: This application may not be used for physician methadone programs. Please request an application for
the Physician Methadone Program.

3. Allow up to six waeks for your paper license to arrive.

Your check or money order drawn on a U.S financial institution and made payable to the STATE OF MICHIGAN must accompany this applic ition.
D) NOT SEND CASH. Fees are deposited upon receipt and can only be refunded under refund rules promulgated by the Depertment.

FirstNamj/éﬂW(« 1[{[ Middle Wl. #A_ LastName { / A

StreetAdd‘eXssp—%S_ g//m /4 \4/ %/ #/ /j ;[ Te|e?one%g%berq 0 S\g O

NI /0 T T 2=

549-01 OD. 71-E330

Michigan Permanent | | Number (as shown oh your pocket card)

5/Dlh/ {4 [(5S

0 53 - 01 Pharmacy Store 71-5301
9 53-02 R.Ph. 71-5302

Social Security Number

TYPE OF PROFESSIONAL LICENSE STATUS:
(Please Check One): Regular Educational Limited | 1. Have you ever had any health professional license
7 29-.01D.D.S. 71-5315 A or ) limited, suspended, few;yéi?enied, or surrendered?
(3 59-01DPM. 71-5315 g or &) O Yes No
0 69-01 DV.M. 71-5315 a or 0 If Yes, please explain on separate shest.
3 43-01 M.D. 71-5315 m} or [} 2. Is your current professional ilcegse limited as a resuit
of Board disciplinary action?
3 #1- 51 D.0. 716316 K o O B/
0O Yes No
]
0
0
O

1 53 - 06 Manuf./Wholesaler 71-5306

Exp.ratlonf f lLicon$d

l/)?"

| am applying for a controlied substance license in Michigan and certify that the stalements and information above are true.

==Y U0 [l

The Department of Community Health will 3ot diggriminate dglamst any irdividual or group because of race, sex, religion, age, national origin, color,
marital status, disability or political beliefis. jif yowneed assistance with reading, writing, hearing, etc.. under the American's with Disabilities Act, you
may make your needs known to this agenty

12/06

12706



Michigan Department of Community Health DCHA.PH-090 (12/05)

Board of Pharmacy
P.0. Box 20670
Lansing, MI 48809
(517) 335-0918

www.michigan.gov/healthlicense

' Tran Infor510157 11921700~1 06{12/06
CONTROLLED SUBSTANCE LICENSE APPLICATION Chichy 15061 Aate $40.00
Authority. Puplic Act 368 of 1978, as amended 0: 5101014655
If this forr 1S not completed, a fieense will not be issued 1 S 1030
Acontrbolled sugstancelicense is requiredfgr every person who manu\‘acturers.distributes,f Tran InfosS10137 11921700-2 O6f12/04
prescribes, ispens trolled stance in Michi as d ibed in Article 7 5 . EAL A ® :
pesrbe,r dparec g conclessubonco n ichgan o G 1 Anc T 9 s 15061 ke $120.00
ID: 5101014655

A separate controlled substance license is required for each business location from which
you manufacture, distribute, or dispense controlleu substances. If you just prescribe
controlled substances at more than one location, you only need one controlled subslance
license.

Information on obtaning a Federa controlled substance license may be obtained by
contacting the Regional Branch, Drug Enforcement Administration 431 Howard Street,
Detroit, Michigan 48226 (telephone: 800-882-9538). The Michigan Board of Phammacy 15
unable to answer questions about the federal licer.sing process.

| f Licens 7/{(/{/{)
T 315w Bl

Type or Print Only
INSTRUCTIONS

1. CONTROLLED SUBSTANCE FEE: Initial (firsi time) professional license or relicensure of your professionial license - $85.00.
If you already hisid a professional license and your professionat license expires in:

0-12 months the fes Is $65.00 (13757) 13-24 months the fee is $160.00 (23757) 25-36 months the fee is $235.00 (33757)

2. M.D./D.O. Applicants: This application may not be used for physician methadone programs. Please request an application for
the Physiclan Methadone Program.

3. Allow up to six weeks for your paper license to arrive.

Your check or money order drawn on a U.S financial institution and made payable to the STATE GF MICHIGAN must accompany this application.
DO NOT SEND CASH. Fees are deposited upon receipt and can only be refunded under refund rufes promulgated by the Department.

First Name ﬂﬁy) ! F f’/\ Middle Name

Ly 1.3%

Last Name 6’% ( 7L }\

Street Address

51200

Decyintlre -2

Tei .ohene Number

=Sb 208 100

“Jorl We (A<

=

ZIP Code ([g‘%/a

TYPE OF PROFESSIONALJACENSE STATUS:
{Please Check One): Regular Educational Limited | 1. Have you ever had any health professional license
9 29-01D.D.S. 74-5315 = or o limited, suspended, revoked, denied, or surrendered?
O3 55-01DPM. 71-5315 0 o 0O o Yes No
0 69-01 DV.M. 71-58315 a or ] If Yos, please explain on separate shaet.
1 43-01 M.D. 71-5315 0 or ] 2. is your current professional license limited as a resuit
of Board disciplinary action?
X 51-01D.0. 74-6315 X o o
O Yes No
(149-01 OD. 71-5330 o
(3 53 - 01 Pharmacy Store 71-5301 o] Mi(%;e?ngemanen(t_l/t)_{;\luger(% shown on your pocket card)
1 53-02 RPh. 71-5302 g o ‘D/ -
Expiration Dafe of Ljcense
{3 53 - 06 Manuf AWholesaler 71-5306 O 12/ 31 / D7
{

{ am applying for a controlied substance license in Michigan and certify that the statements and information above are true.

[ Nl o - ]

Signature

1/0%

The Department of Community Health Wi nof dig im%te agé?nstl?n&Ter?Vidual or group because of race, sex /kreil'glgn. age, national origin, color,

marital status, disability or political beliefs. eed dssistance H#ith reading, writing, hearing, etc., under the American’s with Disabiliies Act, you
may make your needs known to this agency.




Michigan Department of Community Heaith DCH/LPH-090 (12/05)

Board of Pharmacy
P.O. Box 30670
Lansing, Ml 48909
(517) 335-0918

www . michigan.gov/eaithlicense Tran InfosS10137 11921695-2 06
CONTROLLED SUBSTANCE LICENSE APPLICATION Chihs 19184 Amts 3120.00
Authorily: Public Act 368 of 1978, as amended I 5101014655
if this form i$ not completed, a license will not be Issued.
A controlled substance license is required for every person who manufacturers, distributes, . - 0L, :
prescribes, cr dispenses any controlled substance in Michigan as described in Article 7 of Tran InfordlQls? 119216951 06
Public Act 368 of 1978, as amended. Chk#: 19184  Awtr $45.00

A separate controlled substance license is required for each business location from which
you fnanufacture, distribute, or dispense controlled substences. If you just prescribe
contrelled substances at more than one location, you oniy need one controlled substance

license. Date of Licensure .
Information on obtaining & Federe! controllad substance liiense may be obtsined by 7”{ ""'O(p
contacting the Regional Branch, Drug Enforcement Administration 431 Howard Street,

unable to answer questions about the federal licensing process.

Detroit, Michigan 48226 (telephone: 800-882-9530). The Michigan Board of Pharmacy is | License Nurnber . . (..~ —
5| SR H%7

Type or Print Only

INSTRUCTIONS

1. CONTROLLED SUBSTANCE FEE: Initial (first time) professioral license or relicensure of your professional license - $85.00.
If you already hold a professional license and your professional license expires in:

0-12 months the fee is $85.00 (13757) 13-24 months the fee is $160.00 (23757) 25-36 months the fee is $235.00 (33757)

2. M.D./D.O. Applicants: This applicalion may not be used for physician methadone programs. Please request an applicaiion for
the Physician Methadone Program.

3. Allow up to six weeks for your paper license to arrive.

Your check or money order drawn on & U.S financial institution and made payable to the STATE OF MICHIGAN must accompany this application.
DO NOT SEND CASH. Fees are deposited upon receipt and can only be refunded under refund rules promulgated by the Department.

First Nameﬂ”ﬁ(‘ ,Zg/" MiddlzNe’rfnt; 5 ét Last Name §M / 71 /\

B, fod 24 W 5T 4700

oSt T T WIgs”

TYPE OF PROFESSIONAL LICENSE STATUS:
(Please Check One): Regular Educational Limited | 1. Have you ever had any health professional ficense
1 26-01D.D.8. 71-5315 3 or 0 limited, suspended, revoked, denied, or surrendered?
O 59- 01 DP.M. 71-5315 B o O o Yes No
1 69-01 DV.M. 716775 (] or ] If Yes, piease explain on separate sheet.
1 43-01 M.D. 71-5315 m} or ™) 2. is your current professional license limited as a result
of Board disciplinary action?
% 51-01D.0. 716315 X o o u:;/
& Yes No
48-01 O.D. 71-5330 a ‘
(1 53 - 01 Pharmacy Store 71-5301 ] Mi%iganlpzr)mlan/ent/l DN Zer%s: shown on your pocket card)
. . u) )
O §3-02R.Ph. 71-8302 . Expiration Datp of Ligense Social Security Number
{1 53 - 06 Manuf./Wholesaler 71-5306 O 76 o
[Z) 2 {7

| am applying for a controlied subﬂanqa license in Michigan and certify that the statements and infermation above are true.

A I SRR

The Department of Community Health will not §iscrimiir|dte against @ individual or group because of race, sex, rqiigidnl age, national origin, color,
marital status, disability or political beliefs. i yos needabsistance yith reading, writing, hearing, etc., under the American's with Disabilities Act, you
may make your needs known to this agency.

12706

13794



