) R
STATE OF CALFORNIA—STATE AND CONSUMER § AGENCY ‘-

, DEFARTMENT OF BOARD OF MEDICAL QUALITY ASSURANCET

1430 HOWE AVEMUE, SACRAMENTO, CALIFORMIA 93825 ‘

GEORGE DEUKMEJIAN, Goverer .

{918) 9206411

CERTIFICATE OF ENDORSEMENT BY STATE uc&wsms AGEREY ™

1. N'AMEs_ {lasst (first) wniddlle) i .
Wetoster  WKowen Mic,lm:l a Mﬁ
2. ADDRESS: Mumbsrand street fiural routs (inchuds ph. no., if any) ) .
420 G St N :
i it b ETATE P COUE COUNTRY
Was gt D ) .
3. DATE OF BIRTH: nlo/dey/yr, | 4. SEX: 5. STATE LICENSING AGENCY
7 H’ Female  [] Mole Nw fiv'd k (N

¢ r

1OTE: Applicant will sign this stalemant in presehce of netary public. ") hereby daclare under penlty of perjury under the
laws of the Stota of California thot the aitoched photograph is atrve tikeness of myselt ond that the information con-
tained Inthis document and any atiachments are true and correct”™

kﬁﬂé M:g}g W m‘ﬁﬂw

EIGMATURE OF FAFRLICANT IN PUtl

1 doy of Mau?i 1989

ianed and sworn to befors me this

EAL Signatore of Notary Public 4 AL {4 d ‘
Address EQY e, 11570 lf‘mznm., ?ﬁﬁ . ,d..'#r gi O deoe7

My commission GXpIFes e —

TC: BE COMPLETED BY STATE LICENSING AGENCY:
{Do not complete if photograph of applieant is not attached above. Please type or print:)

who gruduated from

| certify that . o
NAME OF APPLICANT

: icen wb
MAME OF MEDICAL 3CHOQOL on DATE OF GRADUATION was 'grdrﬂec; l snse Y a

on - on the basis of
DATE LICEMSE 1SSUED

MOTE: If the licanse was lssued by wiitten sxcimination, complete the following ceriification,
| further certify thiot this docior passed the REGULAR WRITTEN EXAMINATION given by this Bosard on i p

PLEK, MATIGNAL BOARD EXAM, UCENSIHG ACENCY BXAM
otherwise wiite across the following certiflcation the words: ssuad on Crademiols.

and obtdined a general averags of

e par cent n the following subjecis:

Subledts of Exandnatlon - Pas Cant Subjects of Examintion ] For Cent

; and that recores in this offlee indicate

l certify that this licensa is valid, cusrent, has never bieen suspended or reveked, and will engpire
thot t“here are pot now nor have there ever baen any charges filad ngainst the holder of this license.
opaf the above cerlification {s deleted or modiﬂad, placise attach an explanation.

5 'u"-‘ ’

TAFRIXC NCEMEING -+
AGENCY SEAL)

NAME OF STATE LICEMSING AGENCY

SIGNATURD GF AGENCY OFFICIAL - ADDRESS

DATE

PHONE D{UMBEH.
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STATE OF CALIFORMIA—STATE AND. cowaumm ges somet A ‘ o eonts RN, S
, DEPARTMENT OGF — * . BOARD OF MEDICAL QUAU‘W ASSURANCE - " ' g

1430 HOWE AVENUE, SACRAMENTO, r:Auromm 95823 - -
(qw) 9206411 ¢ S

;“ -

ceaﬁm‘éATE OF COMPLETION OF ACGME POSTGRADUATE f}ﬁA!NiNG

Tobe c¢mp|eiad I:y rhe fucﬂhy for evary medical school gmduui’e completing postgruduute training in the United States of
Cu nuda Do nat comp!me ¥ phomgruph of applicant Is not attached below. Please wpa o pﬂnt.

-

'I."-i-ﬁ;lish certify Ihq}‘ L %&,ﬂf\ M V\Czbﬁ'ﬂ’/

HAME oF ﬁPPIJCMﬂ'

- gl"adue.lt;of \kj'\mb H‘ODKl ﬁﬁ 'SCJf\CD Me-d\ C,W'\L S .
o . S NARE OF MEDICAU!!CHDOL A Ki

formully commenced an uocredwéd pas!gracluale irummg progrum af

3001 *‘rsmdmsmm QAM& v\b_r,,h th‘ﬁ_an I—'&md}; ’i}amm

o - SPEQUWLTY

CJdubg e '19'“ G nde,,m Sline. o 19 G

o : pleied suchgrcﬁmng P e s 19

b ThIS tmmlrfg cohsisied of_ﬁ_(é_m_months of betoal-clinicul insfruction and ls-uppreved' by the Accredii‘c{hen Couneil for G[clduute‘

+7. . Medical Education (ACGME) or fhie Coordmoting Councit of Madical Educuhtm of the anqdinn Madi’i:nl Assoclahﬁn fCCME) ﬂnd
’ consisted of the followmg rototiofis: .

. ",I {List eotntions complm‘ed. If servles wus not rnk!fmg, indicnle fype of stralght iraining performad NOTE—‘TG quullfy ’:’orllcansure in Culrfomlu, graduufas of formgn medlcul
v schools must have' comp'eiad b it Jour atnfhs ot poa‘rgt'cruuu!'e fraiimng v gwwu‘\:lu mbdlmm. hu.a;d-. ot LLMI: l;%smenctes Ir- *urmiv Py, infeent] mdlcfner surgery,
: . pad:nincs, and ob/gynwould ncymu\ly saﬂsfy this requiremenf} . Lo s

ROT,&TaON T S -_LENGTH“‘QE ROTATIONV

| hereby declare under penulhj of psqury uhder the Jaws of the State of California that the
above sfeernients are true and correct and the fucaiﬁy is dppmvad by the ACGME or the
CEME fo bffer the type and level of trqlmng complaﬁed by the clpphcum and ihuf 1he qpp!l-
cat was frumad inan approvad ACGME or CCME pi*ogrc:m po:.n‘lon .

'NAME "’D&x;h & C’ . Law\c:r N e
m'lx sm o mnFcron OF MEDICAL enuc.moN R =
. (Hb&pml Rt )
NOYARY sy

, ADDRESS Ty (:‘s‘-.m',lmg bu RQ Mb

» o u}ashma.m ‘bf»‘- ana_s,
E’Hﬁﬁﬁ“JNUMEER (202 HIA - ‘5‘%@”1 R

"DATE Y J4] €4
_SIGNATURE "BCW.MQ C.. M“M—W M




STATE OF GALIFORNIA—STATE AND CONSUMER MNCY ) . - . . GEORGE DEUKMEJIAN, Govarnor
DEPARTMINT OF BOARD OF MEDICAL QUALITY ASSURANCE “

1430 HOWE AVENUE, SACRAMENTO, CAUFORNIA 95825
016 9206411

CERTIFICATE OF MEDICAL EDUCATION

MEDICAL SCHOOL DO NOT COMPLETE IF PHOTOGRAPH OF AFPLICANT/S‘FUDENT 5 MOT ATTACHED RELOW.

This cerfifies that '!Féf'&ﬁ M iche.le, W@bﬁf

M__._....._.....__
ULL NAME OF APPIICANT

of By A N, Bond _Sb enroiledin

AUDRESS WHEN ENROLLED

E’JﬂH’i I, MGN‘.CLD(“ _onthe __:@_I_O.Ehw of

1 ocwuu ¥

and was gronied the followmg cradlfs on enrollknent:

- = Prefdical Educotion. — Twe yearyof preprofessnom! postsecondary education, including the subjacts of &
physics, chemistry, and bielogy (Business and Professions Code Section 2088). '
___Brondeis  Unersity o - alzd_~ 81
o o : ERUCATIORAL INSTITUTION ' oATES
.Advancefd Credits.  Credits previously obtcined at an approved medical school.* '
MEDICAL BCHOOL TOFAL CREDTS ’ DATES
The undarsigned further c%riﬁiﬁes'ﬂm'r the records of fhis institution show thot _Bhe atfended in Yhis insitution ‘—Wcﬁéﬁm‘— courses of

resident instruction of  waeky each, compléting ot lecst 4,000 hours, of which af least 80 percen% aciual offendance is re-

MNUMBER &F YWEEXS
quired), in the subljects set forth hersynder (Business and Professions Code Section 2039), czncl ihq
B __he was grontad ihe degree Bachelor/Dotlor of Medicine by
O3 _he withdrew from .
he ahove mentioned medical school on the___-318t _day of_ May

.19 85

WEONTH |
Acatomy : Dermatolazy ' Praventive medicine, Including Nuirificn
Otolaryngolagy Emb olagy . - Physical Medicine
Ohbstetrics and Gynacology - T Therapautics }
Radiclagy, including Radintion Suiemr Humcm Sexuuilry s tefined ln Saction 2090 " Nevrochatomy
Tropieal Madiding ~Jedicing . Child Abuse Detection and Treatment”
Physiology o . Surgery, including Orthopedic: Surgery Gerialric Madicine
Biachemistry . Urolagy Padiatrics
Pathology, Bucteriology tnd Immunology  Psychiafry . Pharmecclogy .
Ophthalmelogy MNeurclogy ‘ . Anesthesio '

Signed and the college setil\affixed thisy 17tDday of _May 1989,

BY ' 27\
Yary E. Foy, &qéﬁstangz Dean/Registrar

™ HESIDEN, SELERTARY, AN

Medical Schoot Seal MUST Be Imprinted Partiqlly on the Phntogrclph.

TRANSCRIPTS OF PREMEDICAL EDUCATION, ADVANCED CREDITS, AND MEDICAL
SCHOOL CREDITS MUST BE SUPPI.IED WITH THIS CERTIFICATE

* Bpch schoo! where professlonal medieal | i trad MUST complet ano of thaso-form,
marc them ane school was affendat, photomm of this blank form may be made and sed. Mot that
‘phutograph and ofl entries to the Form must be priginal.




STATE OF CALUFORNIA—STATE AND CONSUMER s.a's AGENCY i GEORGE DEUKMENAMN, Governor .

DEPARIMENT OF BOARD OF MEDICAL QUALITY ASSURANCE 04373302
[ 1430 HOWE -AVENUE (D(p |3
SACRAMENTO, CA 93823 ‘91')6 5 ;‘5_5- Ly
{916} 9204411 ‘ B0 f.’ BARER)
RN !
‘ QUALITY }1'(.;'“{_"-‘ 4
APPLICATION FOR PHYSICIAN AND SURGEON'S

. - Hay N
EXAMINATION OR LICENSURE VIS 1y o
Read all instructions prier to completing this application. All questions on this application must ﬁ)
be answered, and all supporfing dacuments must be submitied with. this application per nstrictions. l%)é ﬂ '
Plewse type or print neatly, When space provided is insufficlent, attach additional sheets q.é . ;p/b 4
poper. ‘ ¢ 11%5@
BMGA USE ONLY
1. Nenes Last ‘ First : Middls
' ' | PERSONAL
‘Welbster Vm’ e tMicheles : DATA
2. Other names you have used: ' 3, Social Security Number
S ¢ Sse dlsclowure statement on L1C
4. Address; Mumber and Strost/Rural Route (inchde apariment rumber, If any) . ¢
M7 G S N&
City ’ State ZIP Coda Country
Washungien DL 20007,
5. Telophons Number: Home Wark 6. Dote of Bivth:  Mo/Day/¥r
7. Sext % Femede . 8. Areyoua U5, cilizon? !ZH ;[es [1 Mo

EI le Submit g ¢esiified copy of birh certificate, Cortificate &f Naturalization, Declaration of Intention to becatme 1.5, cliizen
Ma {IMN5 Form M300), VISA docoments, &¢ license o proctice madicine.

9, Have you ever filed an application for examination or licensurs in Colifonia? [ Yes - 1 Ne ’B’/

1 YES, give dete of prévious application:

10, List name and address of all celleges or universities attendad other than schools where professional medical instruction weis
received, Submit an offical transeript from euch schocl atended.

: . ‘ Periddo.fAhand'unce .
: NON-MEDICAL
Heme Address. From (Mot} To (fofYH) EDUCATION
Bropders University | Wattham Mass  ozzsd | al#? gl - )
Jyns_Hoplans Scrool| Battimoe pd  8L1ZOSY L[85 S P
of  Ruotie Health ' ' Ll
11, List name and address of all sefigols where professional medical instruction was received, Submit cm original Certificate et MEDICAL .
Medicel Education.and official transcripts from each schocl atfended. ' EDUCATION
. - Place Where Period &f Astendance |
 Name Address Instruction Received Fram {Mo/Y¥r} Te{Mo/¥r) CME TRANST
Jorms _Fepkins {320 Ruttard Ave| Galt, MO alyl L s T =i
Seheol ofF Medherre.| falt Md  Z1z205| _ [[% [éll

1

12. Docior of Medicing Dagree granted by: (submit ariginal medical diploma and a photocopy)

MNeme of Medleal School Address of Medleal School Exact Deta of lssuonce - lms T
’ . ) chool Code
Johna HUPk-L'ﬂ-:: 3@’\0&1 F10 Rt ‘Gf‘d Aole.. 531,85 - -

of  Medidine ~Poit, Md 21205

PRINT A 66164




P S

BIGA USE OMLY

Mational Boards,
Mo

13. Have you taken any of the following written examingtions:
related medical competency examinations? Yes
1 YES, list name, location,

ECEMG, FMGEMS, FLEX, MSKP, MCAT, other

doie and rasult of axamination, Submit cortification of scoras trom agieh examination dgency.

WRITTEN
EXAMINATION

Name Location Dute - Result
FLEX e Nork MY dure €8S b - ke
- - ¥ O
0
_ 0
14. Have you recsived qualifying postgraduate training in U.S. or Canadian fucilities? 2 ves e PO?S%&%ATE

1§ YES, liet nomae and addressof all fucilites.

Submit an origing) Cerlificate of Complefion of ACGME Pestgraduate Training (Form L3) From anch facllty.

o . Pariod of Attendance
~ Mame Address Type of Service From (o7 ¥r) T Topaatn | p
: q%m@_c_uﬂm% 20l Bipcknsbug ] Foeol ljr Drchee, fﬁlg b (o ! g9 | e Bﬂ'
Tovorne Fopdal 1R NE Woskh B Redideru) Aiinng O
ouenily Qochees 200 18 U
Rusduney qurm - §u
15. Have you been licensed Yo practice medicine In any state or country? A ves O . L'SE‘;'iE
I YES, st statte ar cauntry, licenss number, date tisved and dates of practice In lsuing agency's jurlsdliction far ecch. Submit @ ketter of Geotl Standing from
saich shate In which you are hesnsed or have bean licensad,
1G5 CE

Dettes of Pructice in lssving Agency's Juiisdiction

A0

PLs

- Stata or Country License Mumber Date of lssuance From (oY) To Mol
e Mok, NY L 1A3bl Aoarnper 154 NA MA
washingron (D6 | 13183 Mo\ o, 198T to[Slo 1189

o d

o O

16, Has any disciplinary action ever been taken ragarding ony healing aHs license which you now hold or have ever held?

Include any disciplinary actiens by the U.S. Milirary,

Yex Mo i yos, giva detoils bekow:

U.5. Pyblic Health Service ar othar U8, federal govg:mmn’mi entity.

Stgta Datte Cherge

Dispesition

coon

‘ sy
1} ‘if. P AN -?
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B4 ounlRERON EW* whiy 50 1083 ' BMGA u £ ONLY

17, Have you ever bédn denled a license, permission fo practice medicine or uny other healing aris, or permission fo take g
’ - ro .

examination In gy 51*635; ebuntry, or U.S, federal jurisdiciion? Yes No . n

If yos, glve dat'ai!s"i;el,,w‘ e L

Sieve or Country I Date of Denial Rouson for Denlal K ' .

18. Have you been charged with unprofessional conduct or on}; other uniawfu

| activity by any healing arts licensing cuthorlty
ot by the U:S. military and are awalting final disposition by that body? ‘ :

Yot Mo if yes, placse explaln on a separate shest of paper,

19, Have you sver voluntarily surrendered a license to proctico in the healing aris n anothet state?

Yes No _ 1f yes, vlaase explain o a separate theet of papar,

20. Have you ever had staff priviieges in a hospial denied, suspended or evokod, or resigned from a medical saff in fiau of

disciplinary qcl‘iﬂrl? : Yes Mo K yes, ploass explaln on o seporate shoot of paper.

21. Aré you now, of were you in the past, addictad jo or tracted for addiction fo contrelled substances, such @ nareptics or

alcohol? Yos Mo [yss, plecse sxplain on a ssparaie shest of paper.

22. Have you ever been convicted of, or pled nole contendére to a viokation of any federal, siate or loex! cww relating fo the

menufacture, distribution or dispensing of controlled subsiances, or o drug addiction? Yes No
If yes, give detells hefow:
Viglation cnd Lp_cullcln Do Penally or Blspesition
i - 1 -
i
s AL RN

23, Have you ever bsen convicted of, or pled noto contendera to any offense, misdemeanor or fulony of any state, the United

 States, or & foraign country? (excapt violations of wratfic baws resulfing in fines of $75,(_]0~§3r foms.)

1 -
Y M

Yos Mo .. . H yes, give detalls below:

Vialoilon end Location . Bate ) : : ‘Per'l'é‘xlty or.Disposition

G . . -
1 : . . . . .
»

s
et
s a

You are requlrediio list any conviction that has been sef.aside and disissed under Section 1203,4 Pendl Code or under any sther
provision of law,  * .. . ' : ‘ -
“Disclostie of your social sacurify number is mandatory. Section 30 of the Business and Professions Cods wnd Fub, L. 24-455
(42 U.S.C:A, 405 {c)(2) (C)) authorizes collecilon of your social security nmber. Your social security number will b used
exclusively for fax enforcsment purposes. f you fail to disclose your social security numbet, you will be raporied fo the Franchise
Tex Board, which may assess ¢ $100 penalty against you.” , T ‘




{ hereby declare under pen;iiiy of perjury t:ihder
| ihe laws of the State of Californic, that the photo
of myself aftached hereto, was folken

"on o chout . A9

my age theti being.- _years;

r.p_lor of hoir —i

D color of eyes . - ‘
height.. — B i )
weight.  —1bss

| idendifying myarks — [ Y

de omy of the requested information will result iftha application
ino qualification for Ficensure, per Section 2080 of the Business
ssuance or denial of a license by the Boaird
ds. Applicants have ths right to review their
of Licensing is the eustodian of

NOTE: All items in this application ars mandatorys none are voluntory. Failore to provi

being rejecied as incomplete. The information. provided will be vsed fo detesmi

and Professions Code which outhorizes the collaction of this information. Information regarding the
may bé transmitted fo any ofher medical licensing authority or the Federation of State Medical Boar
application subject to the provisions of the Information Practices Act. The Program Manager of the Division

racords.

STAYE OF Distyiet e-f 'Coiumt:;ta

e e e

COUNTY OF

- mf“&ﬂ : Ml(‘\’h G‘E'-;_.Mmﬁ——— S heing duly sworn, says 2 he is the person referred to in
the faregoing application for a physicl d that 2 he has carafully read and thoroughly understands alt the
ry under the lows of the Stote

an and surgeon's cerfificate in California an
regiirements therein and that fhe statements made herein and all oftachments are true and correct under penalty of perju
of Cadiformia. - ) ' -

fl!jia reguests that the Division of Licensing, Board of -Med'iédi Guality Assurtinee,
examination, postgraducte fratning ot Jicensure in Califernia, t mgkirig this request, ._he outhorizes the releuse of any information or records held by
any individudt or agency, velative fo their froining ond gualifications as o physicicm and surgeon, Upoen raguest by the Board for use in avcluating thel

e
Signotors of applicant in FULL{Da not use INTTIALS GHILT)

1 doy of - W\f!

nifictie @ veview of the records fo determine their shgibsility for

o P datliare

Signed and sworn to befors me this

Lo Slgnature of Nc;'miry Public ‘
T adress PRobcoltnes. #ﬂ’“fﬁf, [(50 et S50
mcmenm“mm@ g

My commission expires




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

From Date: 01/12/2013 To Date: 01/12/2013
ATRISUPPINF -
17-JUN-16 08:15:27
Personid : Name: Wabster.Karen
Question Answer

| Have Completed Cme And Can Document Not Less Than 50 Hours Of Approved Cme For The Two-
Year Period Immediately Preceding The Expiration Date Of My License. Or | Meet The Cenditions
Which Would Exempt Me From All Or Part Of The Requirements.

[ Mave Completed 12 Hours Of Pair Managemeannd Efic=OfLif

| Am Exempt From The Ccmpletlon Of 12 Hours Of Pain Management And End-Of-Life Care

Continuing Education Requirement Because I Am A Rad|clcg|st Or Pathologist.
Onlly Fer Geiferal Inte' s And Family. Physiclar

Enter Name/Address Of Facility Where Ycu Or Your Immediate Family Hold Finanial Interest. Type
"None", If None Held

: Applic ] :
| Have Read My Profrle On The Medlcal Board ch Slte At Www.Mbc.Ca.Gov And Acknowledge The
Information Contamed Therein As Current And Accurate

YES

e N
NO

Total Questions Asked For Person : 8



HTATE DR CALEPDH KA

ERETANTMEENT (F DIHRIHReN AR aE

Department of Consumer Affairs

RECEIPT

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

Name: WEBSTER, KAREN MICHELE
Transaction Date: 12/16/2014 13:27

Application Number:

Complaint Number:

License Type: 8002

License Number: 46274

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.

lllegal use or alteration of this receipt may result in criminal prosecution.




12/16/14 1:27 PM ' : Page 1 of 3

License Type: Physician and Surgeon A

License Number: . 46274

File Number:

Application: Physician's and Surgeon's Renewal

Application Number:

Application Date: 12/16/2014 (mm/dd/yyyy)

KAREN
Middle Name: MICHELE
Last Name: WEBSTER
Birthdate: ok s Pk
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.

S u last renewed your license, have No
you had any license disciplined by a
government agency or other disciplinary
body, or, have you been convicted of any
crime in any state, the' U.S.A. and its
territories, military court or a foreign country?

Have you successfully completed, and can Yes
document, the mandatory courses and hours

of CME within the last two years, or you

meet the conditions which would exempt you

from all or part of the CME requirements, or

you hold a permanent CME waiver?

N LA
1418766220478




12/16/14 1:27 PM

Page 2 of 3

| certify under penalty of perjury, under the Yes
laws of California, that | have disclosed the

names of those health-related facilities in

which | or my family have a financial interest

OR [ declare under penalty of perjury | have

no financial interests teo disclose.

il

'oluntary Fee:

Activities in Medicine

Patient Care Practice Location
Telemedicine Practice Location

Patient Care Secondary Practice Location
Telemedicine Se-condary Practice Location
Current Training Status

Areas of Practice

Postgraduate Training Years

Cultural Background

Web Site Profile

E-mail:

Biennial Renewal Fee

DUE TO CURES FUND

Steven M. Thompson Physician Corps Loan

Repayment Program

Total Amount Due:

Administration - 1-9 Hours
Other - None

Patient Care - 30-39 Hours
Research - None

Teaching - 1-9 Hours
Telemedicine - None

Zip: County:

Zip: County:

Zip: County:

Zip: County:

Not in Training

Family Medicine - Secondary
6 Years

African American

Cultural Background - Yes

Foreign Language Proficiency - No

Gender - Yes

$783.00
$12.00
$25.00

$820.00

TR WEEERLRER IR N RN O
1418765220476




12/16/14 1:27 PM : Page 3 of 3

;pplications are not considered submitted for processing until payment is received

i

| declare under penalty of perjury under the laws of the State of California that all statements,
answers, and representations provided, including supplementary attached hereto, are true,
complete and accurate. '

Signature: Date:

TN Iy
1416765220473




