% MEDICAL BOARD OF CALIFQRNIA
“ . LICENSING PROGRAM ‘ , L
Cmm 1426 Hows Avenue, Sulte 54 R S R N
T8 Sacramanto, CA 98828.3238 PV AR S H

{916) 283-2882  FAX (318) 263 2#37

wiw.caidooinfo cagoy |
INITIAL. AND UPDATE APPLICATION FOR PHYSIGIAN’S ANI!) SUR éE@N’S LICENSE

QR POSTGRADUATE TRAINING AUTHORIZAPIONLETTER
| Application for (please check ane): W Ticonse DI PTAL _ -or- O Update

JGNOLD SCHWARFENEOGER, Sovernor

MEDICAL EDUCATION
11, LIST EACH MEDICAL SCHOOL THAT YOU HAVE ATTENDED.

1. NAME : Last First Middle mac |
Nero Y En T Z(CH Use Cnly
Other names you have used (include maiden name): . I U.S. Social Security Number
3. Place of Birth ) ' . Pate of Birth
B, Gender; t:l Male @/Femalu
6. Public/Mailing Address: 2.4 .S ﬁ AlhA T RALT) 1.0 'LE MP 21201
{Please note; this information |s public)
(30 characters maximum
perilne, Including spaces) A b e S it o e o e e ke . i . e e R 1T B e kg o v
City State/Province Zlp/Postal Coda Country
Lpir) mopes D 22 taJA
7. Telephone Numbers: Home ~ Work ' } Cell
- {include area code) " p’n’?&f‘"
8,  California Driver's License Namber {optional): 10, Have you ever filed an Appllcation Tor Physician's
and Surgeon's License, or @TAL, in California?
B, Evnail Arsangn fombbamaihn QO Yes . MO ) y
e o T Provious license number, if any:

School Name - Gity, Stote/Province, Gountry Dates of Attendance

;S"?‘“ &qud C«{MM(;S['}V] &WMA; eyt Todd &for ~ S/

Stboel ot Medicirne

12, School of Graduation ' Degree Awarded

SH-. Cren(ae’s (A, M.D,
: EXAMINATIONS
13. LIST ALL OF THE FOLLOWING EXAMINATIONS YOU HAVE TAKEN:  USHILE, FLEX, NBME, ECFIG, SPEX,

Date of Graduation

‘ STATE BOARDB and/or QME in Canada
Examination Date Result (Pasalfall) 1 g
USMie - - b/oX /
USMLe oo | glou | . {
WML TIe $/OF - | /
T Cashiering Use Only %@g , M

T e v




A "yes;’ response to Questions 14 through 38 requires a written explanation on a separate shewt of
' paper along with any supporting materials. _

MBG

ACGME/RCPSC ACCREDITED POSTGRANDUATE TRAINING

Use Only
14, Please list sach AGGME/RCPSC acaredited postgraduate training program in which you
have participated. You must include each intarnship, residency and fellowshlp, whether or
not the program was completed or eredit granted. - 7 | orurcume
Facility Name Addregs Speclalty Area Dates of Attenidance
) R -1 B . Mw?- Poce o \ )
Mm\“&:o-{‘- ol \ ,& Fovnily Med| 3og - Preasendt

2420

POSTGRADUATE TRAINING (s gestor st averooy st spptns

PEERE RN 60 0§ N

| Did you ever take a leave of absence or break from your training? V&S NO .
Have you ever been terminated, dismissed or expelled from a program? YES No
Have you ever resigned from a traiﬁlng bmgram? YES . NG
Were you ever placed on probation? YES NO -
Were you ever disciplined or placed under investigation? YES NO
Were any incldent repoﬂs ever filed by fnstructors? - ves _No
Were any limitations or special requirements ptaced upon you for dlinical
perfarmance, discipline, or for any other reason? - YES nNe
Have you ever had a postgraduste training program contract rotbe —~
renawed or offered fo

r & following year? YEs NO

T MEDICAL [ICENSURE

5. Please iist ail medical ilcenses (other than training licenses) that have ever been issusd by

any state or territory in the United States or Ganadian province, _ o
Jurl_sdicllon License Number Date of Issuance Dates of Practice in that Jurladiction
Marylond | Doowbite qlog- 10(2) o - gingt, L
Q
QO
a
[

APPLIGANT: _ | DATE OF BIRTH: ~ I
Nauyen , Thy  Bick — . I
GPRATON 1200 3206 - :

R




y
1
|
]

| conditlons should be imposed, or whether you are not-aligible for licensure.

ABMS CERTIFICATIONS

16. Are yu currently certified by a Member Board of the Ametican Board of Medical Specialties?
' vesd No E”

Member Board ' Explration Date _ certiﬂéate Nurmnber

) [2 4

17. Mas a claim or an action ever been filed against you for the practice of medicine which rasulted
in a malpractice setflement, judgment, or arbitration award of $30,000 or more?

YES NO

CPRACTICE IMPAIRMENT OR LIMITATIONS

18. Have you heen enrolled in, required to enter into, or participated I any

YES O
drug or alcohol recovery program or impaired practitioner program?
19. Have you been treated for or had a recurrencs of 5 diaghosed YES (e}
addictive disorder?
20. Have Smu been diagnosed with an emolional, a mental, or behavioral YES NO
disorder which impairs your ability to prastice medicine safely?
21, Have yau ever been diagnosed with a neurological or other physical YES NO
condition that would impair your ability to practice medicine safely?
| 22. Do you have any other condition which In any way impairs or limits YES NO

your abllity to practice medicine safely?

If you do receive ongoing treatment or pariicipate in a monitering program, the Board will make an
individualized assessment of the nature, the severity and the duratlon of the risks associated with an
ongaing medical condition to determine whether an unrestricted ficense should be issued, whether

CRIMINAL RECORD HISTORY

43. Have you ever heen convicted of, or pled guiity or nelo contendere to ANY offense in any state in
the United States or foreign country? :

This includes a oltation, Infraction, misdemeanor aindior telony, ete. [ “YES" atiach a lst of each offense by arrest and conviction
datas, violation, and court of luriadiction (name ang address), ‘Matters in which yau were diverted, deferrad, pardoned, plad nolo contenders,
or Fthe convicton was later expunged from the record of the tourt or set aslde under Penal Code Bection 1203.4 MUBT be daclosad. If you
are. awnlting Judgmant and sentanaing fllowing Aty of 5 plan or Jury vardiat, you MUST disnlosa the asnviation: you are antittad to submit
ovidenos that you have been rehabllitaled. Serous traffic convictions such ae recldens driving, driving under the influence of atcohel and/or
drugs, hit and run, evading a peace oftlcer, faifure to appear, diiving while the liosnse is suspendad or revaled MUST ba reported. This list
I8 not all-inclusive. 1 In doubt as 1o whether a convietion shouid be digolosad, it Is better to disclose the conviction an the appilcation.

For aach conviction disclosed, you must sybmit with the #pplication certified ooples of the artesting agenay repott, certiflad copies of the
cout doetinants; and a desorigtive axplanation of the clreumstancas surrouriding the convidtion of dissiplinary action {l.e, dates and locatian
of incident and all slroumstances. surrounging the Ingictent), This latter must aecompany the application. I documents were purged by
amresling agehcy andfor coutt, a lefter of explanation from thess agencies I requited.

Applicants who answer “NG” to the question but have a previdus conviotion or plea, may have thelr application donted or license
tavoked for Knowingly falsifying the application. {=] NO

APPLICANT: DATE OF BIRTH:

Nervens | Tiny Ricst

DPN100 TRV, 1 5008)

MBC
Use Only
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24,
25,

WAL RECORD HISTORY (contd

Is any criminal action pending against you?
Are you required to register as a Sex Offender?

=== DISCIPLINARY HISTORY-

)

NO

NG

Tﬁese questions refer to discipline by any U.S. military or public health sefvice, state board
or other governmental agency of any U.8. state, tervitory, Canadian province, or country.

26,

Have you ever baen denied & license to practice medicine?

YES MO
27. 18 any denal pending against you? YES No
28. Have you ever been charged with, or been found to have committed,
unprofassional conduct, professional incompetence, gross negligence, YESQ NO
or repeated negligent acts or malpractice by any medical licensing
board, other agency, or hospital? '
29, Have you ever had any license to practice medicine revoked, YES NO
suspended, or placed on probation?
30. Have you ever had any license to practice medicine subjected {o
any action including but not limited 1o informal or confidential discipline, YES NO
consent orders, letters of warning, letters of reprimand, or citation?
'31. Have you ever had any license to practice medicine subjected to any vES NO-
other disciplinary action?
32. Is any disciplinary action pending against any of your licenses to Vs NO
~ practice medicine? : )
#3. Have you ever had staff privileges in a hospital terminated, denied, YES N
suspended, fimited, revoked, or not renawead?
34. Have you ever resigned from a medical staff in lieu of disciplinary or YES NO
administrative action?
| 35. Is any digciplinary action pending against your hospital staff privileges?  -ves NO
36. Have you ever surrendered a Iibanse to practice medicine? YES NGO
37. Have your DEA privileges ever been denied, suspended, restricted, or YES NO
terminated?
38. Have you ever entered into any amangement or plea or agreameant in YES NO
lieu of & federal prosscution for g drug viotation regulated by the DEA? _
APPLICANT:

NGVUYE‘NJ THy  Rice

DATE OF BIRTH;

07A-TU0 (R, 12/05)
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Notlce: Al items in this application, except #8 and

#9, are mandatory. Failuye to provide any of the

ussted information will delay the sing of
your application. The information provided will be
used to datermine your qualifications for licensure
per Section 2080 of the Callfornia Business and
Professions Code, which authorizes the collection
of this Informatlon. The information on your
application may be transferred to other medical
licensing authorities, the Federation of State Medical
Boards, or ather governmental law enforsement
agencles, You have the right to review your
application subject to the provisions of the
Information Practices Act. The Chief of the
Licensing Program is the custodian of regords.

The applicant, .~ 7 f+-\/ iﬁﬁ 1&-H [!cg_-;u;/ e
(PLEASE PRINT FULL NAME) .

being first duly sworn upon hisiher

application, knew the full content theraof, and declare under p

organizations, my references, personal physivians, employers

records of paychiatric treatment and treatment for trug and/or
cannection with this appiication; or any further or future Invest

any Information which i material to this application or any sub:

APPLICATION OR ANY ATTACHMENT HERETO IS A
LICENSE. TN .
, -] (PLEASE INITIAL BOX)

(DATE OF BIRTH}

oath deposes and says: that | am the person herein named subscribing to this application: that | have read the complete

enalty of perjury, that all of the information contained harein
and cosrect; that | am the lawful holder of the dogree of Doctor

ereof. Further, | hereby authorize all hospitals, institutions or
(past, present and futurs), business and professional

assuclates (past, present, and futura), and all government agancies (jocal, state, federal, or foreign) to release to the Medicsl
Board of California or its successors any infermation, files or records, including medical records, educational records, and

alcohol abuse or dependency, requested by that Board in
gation by that Board necassary to determine any medical

1 tompetence, professional sonduct, or physical ar mental ability to safely angage in the practice of medicine. | further
authorize the Medical Board of Callfornia or [k successors to refease to f

he organizetions, individuals or groups listed above
saquent licensure.

[ UNDERSTAND THAT FALSIFICATION OR MISREPRESENTATION OF ANY ITEM OR RESPONSE ON THIS

SUFFICIENT BASIS FOR DENYING OR REVOKING A

SIGNATURE OF APPLICANT:

County of Mm@w

Subscribed'and swom ta {or affirmed) bafore me on

this __ _dayol___ (Pl

e 7
State of __“Hpres foni> e ~AFlheee sig Ll name)

20 07

by Toun F ke

personally known to me or proved to-me on the basia of satisfactory avidence to be the. person(s) who appeared befora me.

NOTARY SEAL
DAVID F ALLEN
Notary Public P
State of Maryland 7
ety Baltimore County ‘
..... ey TS0, £X. AP 8, 2011 SIGNATURE &F NGTARY PUBLIG

AFAI00 (Rev. 12106)

U




SYATE OF CALIFURNIA — ST.‘QTE AND CONSUMER SERVICES AGENGY - GREY DAVIS Soyerns

e MEDICAL BOARD OF CALIFORNIA :
 bement o 1426 Howe Avenue, Suite 54, Sacramento. CA 96825.3236
consumer (916) 263-2490/FAX (916) 263-2487
Affairs

Interriet: www medbd.ca.gov -

ELIGIBILITY FOR REDUCED INITIAL LICENSE FEE

(M you are enrolled in an ACGME/RCPSC postgraduate training program at the time of Iicansu.re, you are entitied
to a reduced initial license foe. . This form is used to cortify current participation in a training program.)

This is to certify that -.rr-;\f Nevyen

(Name of Apphcanty "™ " WUF Socel Secunty Namberj
i

' is in an approved ACGME/RCPSC postgraduate training position that

commericed on 03 1 ol ! 208 and is expected to be completed on
Month ‘ T Day Yoar :
0% Jo [ 2o0é n__Taualy Medicine Posiotenc. QV
Month Dby Year - {Type of Traming) 4 '

al Mm‘x/egﬂj of  Marglend 29 (. Pace Street

\ ANama ane Address of Faciity]

bovoer Leved Ka/%'mm’ A D.

2 205

ATTENTION DIRECTORE OF MEDICAL EDUCATION: THE PERSON WHO SIGNS THIS FORM MAY NOT BE RELATED 10 THE APPLICANT BY BLODD,
MARRIAGE, OR ADOPTION, ‘ ' -

| Only the Director of Medicao! Educalen may sign this form, It ihot signature aulrority is belng deiggoted to anothor persen, evidence of thot

gml?aﬂan ﬂuﬂbe olfaehed fo tis ko imoy be o photocopy), Such detegeiion must be an ofticial ieheread and mus! be doted within the
#f 12 monihs,

| hereby declare under penaity of periury under the laws of the State of California that the l
I above statements are true and correct and the facility s approved by the ACGME or the
RCPSC to offer the type and leve of training compieted by the applicant and that the
applicant is being trained in an approved ACGME or RCPSC program position,

ﬁ//fﬁ% M ﬂ/’-c{/}cé,

{Type ¢ prinl name of Director of Modical Education)

- v A Bt s

{Signature of Direclgr of Madical Education) | _ :
o5 /E 2, %24, 1157

iDate} _

" (Telephone Number}

I —— ke e ol ) I S by e e S din — Ma b

|

|

l  OFFICIAL HOSPITAL SEAL, OR
, NOTARY SEAL (WITH DATE AND
|

|

I
=4

NOTARY'S SIGNATURE) MUST BE
AFFIXED IN THE BOX AT THE LEFT.

e e e e R J R,

T ——

| NOTE: Do not use this form in lieu of Form L3A, "Cenificéte of Completion
of ACGME/RCPSC Postgraduate Training."




BYATE OF CALIFORNIA — STATE AND CONSUMER SERVIGES

10y GRAY BAVIS, Bovarnar

L
et e B AT
C A
s

%m.. oS BIARD O
‘Consumer
Affalrs

i I
OSJUNTT PH 3 tg

1426 Howe Avanue, Suita 54, Sacramen

LY
MEDRICAL BOARD OF CALIFORNIA
to, CA 08828-3236
(918) 263-2499/FAX (918) 263-2487
Internet; www.medhd.ca.gov

 OFFIGIAL @{IFEAKDOWN OF UNDERGRADUATE CLINICAL CLERKSHIP
" {The completion ‘of this form is requlred pniy of international medical school graduates,
Please complete this form in the English language.) :

Name of Applicantl (type or print FULL name);

'77_;\/ BicH Neavyen

1.8, Soclal Security Number:

Date of Birth MWDDIYYYY;

-

Only Lindergraduate clinical clerkships in which the applicant participated in DIRECT, HANDS-ON DIAGNOSIS OR TREATMENT OF
. PATIENTS IN A CLINICAL SETTING should be reportad on this form. Any dlinical clerkships completed that do not mest the above
. criterfa should NOT be reported on this form as they will NOT satlsty Califarnia's clinicail tralning requirements,

" UNDERGRADUATE CLINIGAL CLERKSHIPS

(Please list ALL clinical training campleted prior to fesy

ance of your medical dedree in the area below and on the
reverse of this form. List training in d

ate/chronological order, commencing with the first clinical year of training.)

CLINICAL éuadecr AREA FACILITY NAME AND ADDRESS DAmngFo:uﬁ"cnﬂ"éE Ry Bous
. : (MonthiDay/Year) - OF CREDIT
Madicina ielard e dR efos- tlaeles | 1o
: CA . Qo '
Trmadoa. Hogoi 1l ‘ i
900 Vin wigeh B 12 o2~ /G oy
Sucger . Tawaica 25y e tljafow — 2/aoky |2
Rdiatrica | Jamaien Has pitat E/EL_‘"—’—“——"‘L"@?EM (o
Ryelindtny 07 fontn B 1T | istedstiated| )
. t{;:i(:‘rm CrifPs Humi(fe BY 13 i %
R Gevernl Fospr
— Grun, s Pltet Rond | $trised~ tf2s]on
Ob ;‘—5 Pk e A R 15 2.7 ' (D
Emettpioy Mecicing. | Tamaion Hospitod Hefadfed = tazjed ) )

viar . e
Dean of Enroliment Planning

Aniversity Registrar
FULL NAME of Dean or Ragistrar (Piease TYPE OR PRINT)

!

" dedla yndear penalty of
that Jihave carefully
rasg .

LA g

¥ wb’{v’lfi’ ¢

Zﬁm that | am/was the Daan or Reglstrar for the student named above and
s.fo/rﬁ and that the statements made hereln gre strictly frue in evary
1 . |

»//;f 12 -
/ Ns70s” e

i

Jii iz




e - o

OFFICIAL BREAKDOWN OF UNDERGRADUATE CLINICAL CLERKSHIPS

-(Continued from the front of this form, If additional space Is nesded, you may photocopy fhis side of the form;
howaver, original signatures and seals (befow) will be requirad on all photocoples submitted.)

- e — N P — —
Name of Appilcant (type or print FULL name): . 1 U.8. Soclal Security Number:

/ﬂ\ Bich N SyUNen m:m

UNDERGRADUATE CLINICAL CLERKSHIPS

CLINICAL SUBJECT AREA FACILITY NAME AND ADDRESS A o e m‘;éf{cv':ﬁ@
{MonthiDayYonr)
Femly Poachice | PBomton oy Sl ¢
Mediciae foe | TOh0 S b [Aadder ot
meri\ ¢ine /(w\ Vologe | Lama 08 obove ' i...e;vi{rtlxi(igé{u .......... 4/

. [ [ ~ - T
vnerebu- 0 Cotborme | palzeioy
W@miew Medieptcenkd o AR -
‘ _ VI Haghland (Znecal Fasgio®

m@,&mm - QW_ veldland v larlﬁs."}w 6/

12{3alay

) b el tesgrred oF Orongd: 3 [3 [ 9y T
Pﬁ-ﬂ\io)t‘(‘\cs - Sy "‘ﬂ% ZS%M » ( f2.8 1o ‘Y
OF  Cont{Worryice )

LON .

o . . .:DT&CM v i‘.‘ 30 : TR Tawnu I&I LQ 5”“ . f
Medcine fodechme] SiGHe QAT |mslitlyin. ] Y
Soichnyy fucolag,| _swe e ore |lialen] Ty

o Childsens Hosprral of Ovorged  y | o o |
P(’ ﬁi 1 'ﬁf\'ﬂ cs ,/D(\C»Olnnbu Cﬂuf\‘ﬁ%‘_ (D(’“cfl\axh C i ‘f_l"&ﬂi fQS’ lf

-------------------------------

ATTENTION DEANS OR REGISTRARS! THE PERSON WHO SIGNS THIS FORM MAY NOT BE RELATED TO THE APRLICANT BY BLUOD, MARRIAGE, GR ADOPTION,

Qaly tha Kaan or Raglstsar may sign this Yorm, ¥ thet sigratue authorly |s beiny daleyutod o ancther parson, evidencs of thet delagation mustbo attactad o i form (may ba 4
photecopy). Buch delagation must be on offical |=uamé'im ohdd must be dated Wit e lmﬁ ﬁ?{; A Lambe;” 't blag Lol s form {may

‘ Dean of nrollment-Plamng
S Unlversity Registrar

LI NAMH of Denn or agleuap{fieass 7VPE OF PRIN)
dedare under penalty of M' that | amfwas thisDban or Replstrar for the student named above and thel | have

carafully road thla form figirly gr?are st @ In every rspeot. :
i b
o
il Y/

at the statemantey

ﬁf}fp/ﬂrﬁ" / '

g
Dute” o

------------------

-------------------

Blgnatire of Baan 7lea&ur (

D7A-100-L5B {Revised 03-01)




STATE OF GALIFORNIA - STATE AND ooﬁsumen BERVICES AGENGCY ARNOLD SCHWARZENEGGER, Govarnor

'q..,u MEDICAL BOARD OF CALIFORNIA
Tt LICEMSING PROGRAM
Conzumer . 1425 Howe Avenna, Sulto 54

Sapramente, GA 95825-32368
{916) 263-2382  FAX (896) 263-2487
‘ wivy.madb Ga.aov

CERTIFICATE OF CLINICAL TRAINING

[The comptétion of thiz fohm le required anly of Indemstionsl med et achoul graduates, SUT may be omitted # all clinival tralning was dobn In the primary teaching hospltal of the
radica; acheol and sueh hovplia i fooated n tha sAme country g the tedioal school AND the madical sohogl nompletes and oeritfics te “Officlal Braakaown of Undatgraduste
. Clinioa} Glerkships form, Furm LEA/R.] Ploase sompleta tide-form In the Engllgh innguags.

Compiate GNE certificate for EACH clerkshlp, sianad by the facifity prograrn director of instrueior,

Only undorgracuate clinical clerksiips In which the applicant parlicipated in DIREGT, HANDS-ON DIAGNDSIS OR TREATMENT OF PATIENTS IN A CLINICAL SETTING shoult
be repetad an this loan, Any slinfoal clerkships sompleted that do not maat the above criietia showld NOT b reported on thie form s they witl NOT sallaty Callfemla’s cinical
irainig padudrements. ’

This s 1o certiy hat ] HY_ A GUYFa

L ——— NI * Mu—. Fdrmrat ' oy iy e e —l
STUBKNT'S NAME 1.5, BOOIAL BEGURITY NO.!
- astdentof St George's University School of Medicine.
WASE OF BIRFHMMIDOR Y WERIAL BEHOOL ’

Completed a clerkship cffered by, Alameda County Medical Center - Highland Campus
1411 East 3let Street, Oakland, CaldlfoldiR FEgy ™

From _ 194 08 DO teough LAY 2O inthe clinlcal area
MONTRL + | » 7 YEAT © MONTH DAY YEAR

A
of v

ERELT

§ This facllity 15 affifated with 8 UG, ar Internations) sckios! This faclity  [Frdoes have an ABGMﬁanmdi!nd residgney program M
[0 is NOT affilatad with & U8, orintsmntionsl achool - Inthe arass of:

(7] does not hava an AGGME-aoarmdied raskioncy progrem,

aril 8 or 18 el ifat ;

UCSF, UC Davis, St. George's University |

-

ATTENTION FACILITY FROGRAM DIREGCTORS OR INSTRUCTORS: THE FURSON WHO SIGNS THIS FORM MAY NOT BE RELATED TO THE APHLIDANT BY BLOOD,
MARRIAGE, OR ADOFTION, .

Qaly tha Faclty Progtam Direclor ar Intiriaclor may styn s form, 1f that aigatire suthorily fs belng talagaied to snolher parson, evidante of ihet selogstion must be alfached o thiy -
forn {may be & pholocopy), Bugh delagation musl ba on siicsl ieteread and ruet bs dated within Ihe st 12 months,

i, Theodore G. Rose, M.D., F.A.C.Puwwsararaffiom that | amias the Individus| faciiity program dirsctor or Instriscior for the

siudent named above during the clarksnip Indiated and that | have carefully read and completed this form and that the statements made hersin
are striclly true In every respact,

Theodore G. Rose, Jr., M.D., F.A.C.P.
TYPE OR PRINT HANIE OF FAGILITY PROGRAM DIRECTOR O INBTRICTOR

1411 East 3Ist Streat

ALDRESS: NUMBER ARD BTRERT

Oakland Cali orniza} =y 94602

- 74268 | J e

e eidsoH [ERBO

TEREPHOMNE NIMAER

AINSTRUCTOR MUST 8!GN THIS FORM

e P o e o e e
NOTE: [N ABSENCE QF AN OFFICIAL HOSPITAL SEAL, THE FACILITY PROGRAM DIRECTO!
IN THE PRESENCE OF A NOTARY PUBLIC WHO AFFIXES HIS/MER OFFICIAL NOTARY SE

Signed and sworn 1o kefore me this o tay of Foriih Yaur
1 = et o ——— .

! '

| {2 TOTAETPUBNG

3 =]

: '8

! A T ~
! VB

i Vo

[} )

My Comrilssions Explres;

07A-100-L8 {Revised 03-01)

AT o ke




ETATE OF CALIFORNIA — STATE AND CONSUMER SERVICES AGENCY ARNOLD SCHWARZENEQGER, Governo:

1A

Wd MEDICAL BOARD OF CALIFORN
e LIGENSING PROGRAM -
c‘mﬂ' . 1426 Howe Avenue, Suite 14
. . Sacramento, CA 95826.3236
(916) 2632382  FAX (9'8) 263.2487
www, medbd.ca.qov

CERTIFICATE OF CLINICAL TRAINING

[Tha completion ot this forn is required anly of internetonal madical schoel graduates, BUT may ke omitted If all clinisal training was dore In the primary teaching hospital of the
inedical sohool and stich hespital Is Jooated In the sata country as the madioa! school AND ibe medlcal gahtoal nompletes and certifies the "Official Broakdown of Undergraduste
. Clinteal Glarkships form, Form LBAMK.] Plaase complote tilk form in the English language.

Compiste ONE ceytifioate for EAcH elerkshin, signed by the fucitity brovram direstor or insirictor,

Cnily undergraduste elinfeal olerkehips In which the applloant pertiolpated In DIRECT, HANDS-ON BIAGNOSIS OR TREATMENT OF PATIENTS IN A GLINICAL SETTING shoulc

he reporied on this fonm, Any oinleal oleitehips completed that do not meat the above erteria should NOT he reparted on this form as they wifl NOT satisfy Califomie’s clinjoal
tralning requirements.

T e -
Thisisto catitythat___JHY  /Newyery . o
' BTUDERT'S NAME . U8, 30CIAL SEQURITY NG,
. 1. N i
- ) astudentor ___ Yt Grecraes mivergide
DATE QF BIRTH-MMMCAYYY W ] MEDIGAL SCHOODL ) J
Compieted a clerkship offered by N AR A HOSQJ +ond gﬁp ]/43 wgd{. Eﬁ’ﬁ “TAMAL ¢ N‘r
WA AN AGERESS OF FAGIITY 1L i)

threugh b, 20 '.3’90‘-’* in tha clinical area
MONT) YEAR -

Ay f

Thie facility toes have an ACGME-secredited resigdhoy srogray
In the areas of: .
{7 dbes not have an ACGME-acar kiatioy programm.

RAM DIRECTORS OR INSTRUCTORS: THE PEREON WHO SIGNS THIS FORM MAY NOTBE RELATED TO THE APPLICANT BY BLOOD,

P —

(Tis affliated with a L8, or Internationa) echool
1 1s NOT affilated with 8 LL§, or Intematicnal sehvol

This facility

ATTENTION FACILITY PROG
MARRIABE, OR ADORTION,

Only the Fachiy Program Dlractor or Instructor map slan this farm, IF that signature autharty I being delegatad to arothor person, evidence of that delagation crust be attached 1o this
l fatn (may be a photocopy), Sush delegation tust be on offidal letierhoad and must be dated wilkin the tast 12 motthe, ?

I MJZ&M&#&L@% swear of affirm that | am/was the Individual facliity program direstor or instructor for the
student'named above during tha derkship indicated and that | have carefully read and completed thie form and that tha statements mada herain

are strictly e in every respect,

ddddd el L T R

oo dflﬂ o e de :(2 & PRty

ADDRE S, NUNBER AND STREET

o OGTY . ;,. STAT - ZIP CODE
e e e T YOl ~fU B L, / W )
TELEFHQNE MUMBER : & E OF FAGILITY FROGRAM DI OR OR {NSTRUCTOR

NOTE: IN ABSENCE OF AN OFFICIAL HOSFITAL SEAL, THE FAGILITY PROGRAM DIREGTOR OR INSTRUGTOR MUST SIGN THIS FORM
IN THE PRESENCE OF A NOTARY PUBLIC WHO AFFIXES HIS/HER OFFIGIAL NOTARY SEAL.

Signed and sworn to betore me this . day of

{825 [epdsoH [elmo

Month- Year

D ——

i P
1
I {Z  NOTARY AODLG :
] [I=]
L i ADDRESS
¥ '8 -
| 0 .
: . E = My Commizslons Expires:
B T— ——— : pe—— .J —

07A-102-L8 (Revised 03-01)
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FORNIA-

STATE OF CALIFORNIA - STATE AND CONSUMER SERVICES AGNC

nowst 7 . MEDICAL BOARD OF CALI

Frpenmats LICENSING PROGRAM -
CW 1426 Howe Avenue, Suite 64

Sactamento, CA 96825-3236
{918) 283-2382  FAX (916) 263.2487
www medbd ca.gov

CERTIFICATE OF CLINICAL TRAINING

ARNOLD § HWARIENEW&MDJ’

[The complation af thls form is required anly.of intarnaticnal medicel echool graduaios, BUT may be omlitted If all elinlasl tralning was done In the primary waching hiospital of the

medioat schoal and such hospltal is kacated In the sama colntry ag tha medical school AND the. medical soh ool sampletos and certifles the *Oiticial Breekdown of Undorgraduate
Chinlwal Clarkahlps form, Form LOAJE.] Pleass cothplete this form In the English languape,

Gomplets ONE certificate for EACH oferkship, sighed by the feclity proyram director or instrugtor,

Only undergraduate olinical clerkships In which the applicant participaleg In DIRECT, HANDE-ON DIAGNOSIS OR TREATMENT OF PATIENTS IN A CUNIGAL SETTING should

ks reported-an this fom, Any dllricat clerkships completed that do nok mast the above eriteia should NOT be reportad on this fomm as they wilt NOT satisfy Californla's diinleal
training requirements, .

This ls ta certity that____.ZAY NﬁUYEN ‘ | :

STUBENTS NAME U SO0 BTG
b 1
ot a student of _ oSt . Gresrnf S ae&f\ff—f&).'}‘-’l
OATE OF Bi ) nawnoronyy . . J MEDIDAL 8CHOOL ™ 7
Completed a clerkship offered by,_J ZAMHA €A H'Dgplw _ §900 \drn Wik G,
:T A u. O oA N\/ 1) ‘)1/ d; NAME AND ADDREBS OF FAGILITY J | f
¥ .
From €Ly gv_ 2oy through Mﬁof- D’% " ?ﬂ?ﬁ‘f‘ In the cilnical area
f ‘! a? Ll E i
? ! d“::'ﬁlcn.«‘g * -

This facliy (L4 ffikated with & U.8, or International sehool This facllity
(3 la NOT affilated with a1 L1, of Intamational acheal

8 have an AG
in the aress of:

(7 doas not have an ACGME-acoredited residendy progra,

ATTENTION FACILITY PROGRAM DIRECTORS OR INSTRUCTORS: THE PERSON WHO BIONS THIS FORM MAY NOT 5 RELATED TD THE APPLICANT BY BLOOD,
MARRIAGE, OR ADOETION,

Only the Faglity Progrem Direstor or Instructor may elgn ths form, If that slghature authorlly ks halng delagated io another parson, svidence af that delegation must be atiathed to ihls
foirn {may e a pholocepy). Such dslegation must he on oifical lettethand and miust bo duted within the last 12 months, :

i . N —
& e A1/ 704 swear of affinm that | amiwas the Individual facillty program director or instrugtor for the

stiident mmed aboVe during the clerkship indieatod and that | have carefully read and completed this form and that the statements made herain
are sitictly true In every respect, :

! Cffety HVar!essrm b g7
TYP FRINT NAME FAGILITY PRI RIRECTOR OR INS QR

Fho0 //L«/ el g&?‘%ﬁffdﬁ -

ADDR MBERAND STREET A/ I

'mr ] Mg . T
fv e =37

TELEFHONE NUMBER

Z e i o
B

ke o i e ey

IS5 [EUdSGH [ERLD

NOTE: IN ABBENCE OF AN OFFICIAL HOSPITAL BAL, THE FAGILITY PROGRAM DIRECTOR OR INSTRUGTOR MUST SIGN THIS FORM
IN THE PRESENCE OF A NOTARY PUBLIC WHO AFFIXES HIS/HER OFFICIAL NOTARY SEAL,

Signed and swom to before me this day of Month Yaar

i

NOTARY PUBLIC

]

¥

iar

= ADDRESE
1y

]

! B

My Commissions Explres,

— e

07A-100-L6 (Revised 03-01)
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$
STATE OF CALIFGRNIA ~ STATE AND CONSUMER YERVICES AGENCY
e e

ARNOLD SCHWARZENEGRER, Governor

o MEDICAL BOARD OF CALIFORNIA
e LICENSING PROGRAM
Conaumer . 1425 Howe Averille, Suile 54
Alfairs Sacramento, CA 95826.3216
. . {916} 263-2382  FAX (916) 263.2487
£ W wiwvw,medhd,ca,tov

s CERTIFICATE OF CLINICAL TRAINING

ﬂ}’ [The esmplation of this form la required ohly of International medloa: sehoo! g raduates, BUT may ke omittad If all clintoal tralnlng wag done In the primary teaching hosplital of the

mnettoal school and such hospltal s tocated in the sama sountry as the medicai schoal AND the medical schisol compdlates and certifles e "Offialal Breakdown of Undergraduate
Clinloal Clerkships farm, Form L5AJB.] Flease complete this form n tho B glish fanguage,

;'

A Nh -
%’ Gomplete ONE cerfificate for EACH oferiship, signad by the facility program diractor or Iinsiructor,

Only undergraduate olinical clerkehips. in which the applicant participated In GIRZCT, HANDS-ON DIAGNOSIS OR TREATMENT OF PATIENTS IN A GLINIJAL SETYING sious
be repertad on this form. Any dinical clerkshipa sompleted thal do not meet the above orlterla shouid NOT be repaded on this form as they will NOT satisty Califamia's efinicel
\aimng recuirements,

This Is to certity that___ "7 ¥ JB.  JVaruy em :

STULENTS NAME 4.8 SOCIAL SECURITY NG.:

. d slutigil of &.S""/“ &'Lafé}éél &(m‘%ﬂgb‘q . C

TE OF MRTH-MWDOVYYY MEGICAL-BCHODL /'

. J ’
Cempleted a clerkship offered by - A‘V(M:S /fQSJUP "}‘zz;.e'm DREQ g cﬁuu GhAf EA . 2 éQ/’(* ; @f é‘ej’,_
A LBH]Z Fix. e

From n&mw\} gé; 4 Qﬂgﬁ’-ﬁ through d;;{rfb{ /B:/’. J?;EE:()'“?L in the cilnlcai ares
of Feueatidatry -

. g GUNICAL i) ] —— i '
This fagility I affilizted wilh a U.S. o lermational schao: Thia facllity .7 does have an AGGME aceredited resdancy progren

T3 is NOT affitated with a U.S. or Infetnations) schoo @;}}9 areas of
; a8 not have an ACOME-accradited reaidenty progean.

ama of 1§ Ellle] leal sahioal il afilaled:

ATTENTION FACILITY PROGRAM DIRECTORS O INSTRUCTORS: THE PERION WHO SIGNS THS FORM MAY NOT B2 RELATED 10 THE APRLIGANT BYBLOOD,

- MARRIAGE, OR ADQPTION,

Only the Faclity Program Uiraclor or Instruetor iy sign this form, I thet signaluze authority is boing delagated to another parson, avidence of that delegalion must be elached to this
form {(mgly be a pholocopy). Sush delogution must be o official latterhead and must be daied within tha last 12 months.

l, rD. 1, CHeub M sweay ur affirm that | amAves the Individual facllity pregram directer or insirvotor for lhe

student named above during the slerkship indicated and that | haye carefully read and completed this form and that the statemants made herein
are ﬁaliy- Irie i every respect.

______________

ST el HostTae . L) ol Cheu D F

TYPE ORPRINT NAWE OF EAGILITY PROGIUT DIRECTEH OF NSTRUGTOR

\Amw t&mh Ao RY () PP . Vm(.f

qiry, ot

L
R RCIESEEER S %l 25 DM 2 925 g
TELEPHONE NUMBER N

,__a_____w__-__-_-
[e2s |aydsoy; (Bono

m{ ”{‘- 1;‘-.--
& e ‘ﬁ ADDERS: NUMBRR ANG STREET
g L p
sy B by =L .

IN THE PRESENGE OF A NOTARY PUBLIC WHO AFFIXES HISMHER OFFICIAL NOTARY SEAL.

Slgnied and sworn to before me this ____ 1% day of MAY wontn A QD4 o

J—") el

]

i 7 ToTARY PG

: & / /
:q ROEREGS /

1

P ommisslons Expires:
| Py ] T

T AW E 00

O74-100-L8 {Revised 11-28-03)

_ NOTE:_\N ABSENCE OF AN GFFICIAL I‘iOSPT’FAL SEAL, THE FACILITY PROGRAM DIRECTCR OI“{-iNSTR UCTOR MUST SIGN THIS FORM

!

1
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STATE OF CALIFORNIA - STATE AND CONSUMER SERVICES AGENGY

ARNOLD SCHWARZENEQGER, Governar

b MEDICAL BOARD OF CALIFORNIA
o Rl LIGENSING PROGRAW
Aﬁm:lil“';ﬂ R 1426 Howo Avenue, Sulte 54

Sagramento, CA 958258-3236
(018) 263-2382  FAX (318) 26325087
wew madbd, ca.qov

CERTIFICATE OF CLINICAL TRAINING

{Tha completion of this torm Is recuired pnly.of Infernatlonal tedical schuol graduates, BUT may bs omitted if all linlal tralnlng was dons In the primnrymnhlnn hospital of the
maﬂlas\l sohool mnd such hospital s located In the sama country a6 the medlcal achoat ANE the modical school qompletes and coMifles Jho “OHlclal Bragkdown of Undergraduata
l:llnlnnl Clorhghips form, Form LEAMN.) Please somploto this Farm in the Bnglish language.

Compiste QNE cortifiate for EAGH clership, signed by the fagilty program drector or inshuctor,

Only undergraduate olinieal darkships In whieh the applicant partigipated in DIRECT, HANDS-ON DIAGNOSIS OR TREATMENT OF PATIENTS IN A CLINIGAL SETTING should
bie reported o this form, Any clinlcal clarkships completed thal de not meet ths above criiera should NOT be reparted on Ihie form sa thay wilt NOT aatisfy Califormia's ofinical
fralning requirements,

This is to cartify that THY RB. NWYC’?V S .

HTUDENTS MAME va. SOGIJ\L SECURITY NO,:

DATE OF BIRT-RADONTY Y

. ,J WEEICAL ScHDO!, )
Completed v olerkship offered by, &2'& E@Pl :sz_,ﬂ Z!M@Em zﬁ@m F!Mm
Lcmqﬁtevl* PoasA PG:»IQ» Deorisesd
eom I?- ﬂm 2hmugh ol [ 25} Mi In the clniced aren
YEAR MONTH DA YEAR

of 0 Y n =
CLINICAL ARE
This facillty i -m‘;l'ﬂllalﬂd with & U.8. o Intemational sghoal - ¥ This faghity [} does have an AGGME-nocredilad resldenay pragram
) t& NOT affilatod with 2 U.S, or itemalional schoat In Ine arepa of.

vas nol hava an AGOME-acoredited resldency program,

AYTRNTION chﬂ--‘TYPROG'RAMDIRE‘DTORS ORINSTRUGTORS; THE PERBON WHO BIONS THIS FORM MAY NOT BE RELATED T THE APFLICANT ¥ BLOOD,
MARRIAGE, OR ADOPTION.

Only the Faciity Program Direetor or Inatrurelos sy slgn this form, |f thal wianalure aLthority |s bolg Gelogalod ts enether peraan, nyldence of thal delagafion must be slfeched to Ikl
form (may b & photocopy), Suoh defegation Hiltsl ba o» offiehl Islioraead and must ba dided whhin the last 12 mbnths,

h R0, R Helf’lf" v] swearor affinn that | anvwas the individual facilily program dirsctor or instructor for the
student namad above during thelbrkship indicatad aind tha! | havs sarefully resd and vompletad this form and that the staternents made hargin
are stricily true In every respoct. ‘

H

TYFE OR PHINT NAKE OF ACILITYP {7 PRECTOROR INSTRUCTOR

ADDRES?%%;EE&QJ .
Do Darced K o GHHS 208

5

M&Q\g__
EPHONE NUMAER !

NOTE: IN ABSENCE OF AN OFFICIAL HOSPITAL SEAL, THE FACILITY PROGRAM DIRECTOR OR INSTRUGTOR MUST SIGN THIS FORM
IN THE PRESENCE OF A NOTARY PUBLIC WHO AFFIXES HIS/HER OFI"lGlAL NOTARY GEAL

Signed and sworn te befare me thls

ZIP GODE
.

o
Fhf A ITRE S ToR G A TRUGTOR

day of : Mumh

Want

ROTARY PUBLIG

i
P APDRESS
B

My Camimissions Expires;

07A-100-L8 (Revised 03-01)

a student of &+ %R"m\i MW YE.(\'UM &Ckro’o' P f'l‘d&!ﬁ,
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STATE OF CALIFORNIA - STATE ANb CONSUMER 1.cRVICES AGENCY ARNOLD SCHWARZENEGGER, Governor

oaya MEDICAL BOARD OF CALIFORNIA
Prpsimanssl LICENSING PRQGRAN
mﬁ‘ _ 1428 Howe Avenue, Suite 54

Bagramento, CA 95025-3236
(916) 263-2482  FAX (916) 263-2487
.Ca, :

CERTIFICATE OF GLINICAL TRAINING

medical schoel and such hoapltal Is {ocatad i the same couniry as the medical school AND the wedleal schao) completos and nertifias the “Ofielal Brasidowh of Undergratuate
Clinloal Ghisrkablps fonm, Form L5A/8,) Please complaete this form in ths English ldnrguage. '

Lompiets oNE cortifieate for EACH clerkship, sianed by the facllity provram tirector or instrutor.

[Fho campletian of (his fore: i= rnauired gy of International medical uahool graduatas, BUT may ba amitted If &l clinlcal training wax done In the primary teaching hospital of the

Only undergraduate &linkcal clerkshlps th which the applicant partivipated In DIREST, HANDS.ON DIAGNOSIS OR TREATMENT OF PATIENTS IN A CLINICAL BETTING should

ke reporiad an fhis fom, Any cihleal clerkshipa complsted that do haot meet tha above critarla sheuld NOT be reported on this form as they will NOT salsfy Calfornin's cinlca)
treining raquiremenis. .

Thabocertiythet__ /7Y K.  /VauyEry e e

STUDENTS NAME U, 5OCIAL BEGURITY Ne.¢

—-»-—;. & studeni of dt?L' &WM C‘ﬂa?/ v"g /"’ﬁ'ﬁf{fbr‘ma_

WATE OF BIRTH-MMOOF Yy MERIGAL SGHOOL

Compisted a clerkship offered by TP, %SFJ'M —
§Uoo_ \rm Wiek, Exptifeea. O Y vy JE

"~ ’ ¥ 7 v’
Frem \jM MTHML —2*8; J ; I ‘7[ tﬁruu'gﬁ/ el 23 ; Ao in the clinical area
0] \/ . YEM TR DAY YEAR

of  TotradBlaign] /ol ety ing v. :

gl k GLINICAL AREA — —
This facllity s atiliaten with & U.8, ar Intemattonst school This faciiity ?fdaaa have an Ac%%ccreuﬂed resldenay program

[ is NOT atfilated with 8 U.S. or Iternatinnal schoal - Inthe arens of:
: 3 does not have an ACGME-accredkod resldency program,
ina of {15 ternaiiona 0y ad! .
1 v " el .

. Wd Auedviedors ty Lo AL R0

ATTENTION FACILITY PROGRAM DIRECTORS OR INSTRUCTORS! THE PERSON WHO SIGNS THIS FORM MAY NOT BE RELATED TO THE APPLICANT &Y BLOON,
MARRIAGE, GR ADOPTION,

Only the Facliity Pragram Dlmslar or Instructar mey sign this form. ¥ that slghature authority e halhg delegatad te anether persan, evidence of that delegation must be altached to this
form (may e & phatodopy), Bueh deingation must be an sfficial latterhead mnd must be dated within the fast 12 munths.

i, é}’/ (2] Wé@ﬂ-ﬁ?%i@ LH2FY_ swiaar or affim that | amwas the ind Ivielual facllity progrars direetar or insfructor for the
studerit named above during the alerks hip indicated and that | have carefully read and completed this form and that the statements mada hereln

Are stiicily true in avery respect,
& //mﬂ e g_{;zggféz Y il

TYPE OR PRINT NAME OF FAGILITY PRCGRAM DIREGTAS OF 5T UCTOR
ﬁd o é&/ dffczé {jq#,z:g:rjdﬁ—}’
ADDRESE: NUMBER AND STREET
. ; G
ary

2 206 -~ F037
TELEPHONE NUMBER 3 ‘
NOTE: IN ABSENCE OF AN OFFICIAL HOSPITAL SEAL THE FACILITY PROGRAM DIREGTOR O

"

IN'THE PRESENCE OF A NOTARY PUBLIC WHO AFFIXES HIS/HER OFFICIAL NOTARY SEAL,
Signed and swom to before me this day of '

[e2g [endscy Eepc

Month Year

NOTARY FUALIC

&
]
n -ADDRESS
g,

My Commilzslona Explras:

07A-100-L8 {Revised 03-01)

R INSTRUCTOR MUST SIGN THIS FORM

T VO S SV

PRPR .




STATE DF GALIFORNIA - STATE AND CONSUL ERVICES AGENSY ARNOLD SCHWARZENEQGER, Bovernor
Eaar=me e e e |

- MEDICAL BOARD OF CALIFORNIA
. Dprirart 4 LIGENSING PROGRAM
Com 1428 Howe Avenue, 8ulte §4

‘Sacramento, CA 96925-3235
{516) 263-2382  FAX (816) 263-2487

11|

CERTIFICATE OF CLINICAL TRAINING

[The complativn of this forn Is required onty of Intarnationa) e dical school areduates, BUT may bs sinsttad I 4} olinlcal talnlng wan done Inthe primary tenching howpital of the
medioat school and such hospltal s logatad In tha same Eirntry as it madionl sehioal AND the medieal sthool rempletes knd vestifas the “Oficlal Braakdown of Undergraduate
Clinfeal Elotkahlps form, Form LEAR.) Maude comiplets Ihls form e tie English Inguags,

Gonmalete ONE gertificple for gac olarkshlp, siqnad by the factity program director or instiystor,

Only undargraduale clinical clerkaltips In which tho epplicant partidpdted in DIRELT, HANDS-ON DIAGNDSIS Ok TREATMENT OF PATIENTS IN A CLINGAL SETTING should
be rapartad on this form, Any clinleat clekehips complated that do not mesl the above criteria should NOT ba reparted on this form as they witl NOT sallsty Califomiz's Winfcal
tralning raquiremants, .

4

This sto certty ot | ¥ I\/_ QUWV\ : ‘ \

7/ T erhpghreang U5, BORIAL BEDURITY NO.:

AT OF BT - WWODM YT a student of 5+ . Cf]f; D f Q f‘jjs -

Complalada%arfshipoﬂe ed by T]rl(i P)VU D K\U\l"\ ' & ”id]m?%urﬂt{
=L DO Thvenue BRRERT Y 1ok

Fram H" - + through ﬁm o u!. 7“‘ m{) q in tie ¢linlcal area

ONTI by G
of BN Pr 3T e .

cgﬂm AREA ~ i
This facllity - d‘iﬁﬂqs affiiated with & U5, or Intemational schel This facillly 2 doas hava sn AGOME-secredited rgsl eng Bger
: (3 is NOT afitaled with a 1.8, or Infemationa schoa! in the arens of YY1 1 iy B (4
, . ) - C) does rothave an ACGME-accredited restdanty program,

. : sl medioal sohonl, f aftilelad:

Colabil_Anivensmy i

T

ATTENTION FAGILITY PROGRAM DIRECTURS OR INSTRUCTORS: THE FERSON WHO SIBNS THIS FORM MAY NGT BE. RELATER 10 THE APPLICANT BY BLOOD,
MARRIAGE, OR ADDPTION. .

Only the Facitity Program Directar or Instructar may sign this farm, If that signature ruthuilly I being daiegated o another person, evdanc of that defegalion musl ba attachad to this
form {may ba & pholocepy), Buch delepaion must ke cn ofilcial lellarh sad and must by dated within ¥is fost 12 montin,

x

W LOCETTA A TERRZANIVA M., swaal of affirm that l-emiwas the Individual facllity program director or Instructor for tha
student named above during the clerkahip indicated and (ot | have carofully read and compleed this form and that the statements made hereln

are strictly true In evary respect,
LeZETIR A TERRANOVA | pw
[T G RARL S (- Xa VAR LA
T B2ov diyp Hol P et
ipd DPErare Ave

ADUREGS: NUMBER AND STREET

‘ CiTy ‘a}‘d STATE ! (2 % 50"‘::5 B
; STA
............. 14 a7V -5 (”“?fmgvﬁ .
ELEFHORE NUMBER i E OF FACILITY PROGRAN DIFEGTOR DR NG R

teag 1epdsoy B

MOTE: IN ABSENCE OF AN OFFICIAL HOSPITAL SEAL, THE FAGILITY PROGRAM DIREGTOR OR INSTRUCTOR MUST SIGN THES FORM

IN THE FRESENCE OF A NOTARY PUBLIC WHO AFEIXES HIS/HER OFFICIAL NOTARY SEAL.

Sighed and sworn to before me this day of Monthy - Year
P e —— e e e e .
i :
) S—
| H &  NCTARYFUBLIG
] V&
3 'Q —
; ! ACDREGE
] : : + é’
L]
i #5 My Commissions Expires:;
Dl e P — . o e, - - H

G7A-100-L6 (Ravised 03-01)




STATE OF CALIFORNSA, -- STATE'AND CONSUMER $ERVICES AGENCY

=
Affabrg

ARNOLD SCHWARZENEGGER, Governor

MEDICAL BOARD OF CALIFORNIA
' LIGENSING PROGRAM )
1426 Hown Avenus, Suite 54
Sacramento, CA 98825-3238
(918} 243-2382 I;AK {916) 283.2487
wvaw medbd ca.goy

.CERTIFICATE OF CLINICAL TRAINING

IToe eomplstion of this form 1s requiree gy of litemational madical sohog| gradiatos, BUT may be oimltted If all slinkosl tratning wae done In the primary tearhing hospitel of the
medieal schoed and such hospital It tooated In the sams GouRkry 38 the madica! school AND the mediaa) school campletes and certities the "Gificlal Breskdown of Underprasiuate

Qlinieal Clerkahips form, Form L.BA/B.] Please complate this form In the Englinh languags,

fralning reculraments,

Gomplete ONE certiicals for EASH ciarks s, signed by the facilty proora, director or instrugtor,

Only undargraduate cllr-luﬂ'l clerkehips n which the applicant partielpaled 4 o) REGT, HANDS.ON DIAGNOBIS BR TREATMENT DF PATIENTE INA CLINICAL BETTING shouly
he reparisd on lhis form, Any clinlenl clefkshlps somplated thal do not meet the above oriteria shotld NOT bs vaperiad on thle form as they will NOT salisiy Galigmila's clinica

Thisis to cetty that_~# 2N NG OYEN ' :

e el L R V. SR .y
GTUDENY'S Nami L., SOTIAL SECURITY ND.}

b =y

S r e
BATE CF T H RO Dy

Gompleted & clorkship offered by, Alameda County Medical Genter - Highland Campus .
1411 East 31st Street, Oakland, CaldifolAEPoogidnymm :

astudentof Et. George's Universit School of Medigine
MEDIOAL SGHGOL

From : 22 @Y mugh_ Dot jg 2004 In the: clinical area
' v . DA e R N T Ay "7 VEAR
of Lt Qi Svnds o5 A e i by .
. CLINICAL AREA - ¥ W
This faciity 13 15 affilotad with o LS, or Inlemational sthool This faclty  (dous have en AGOME-acoreditad rosidancy program M
O 1 NOT efimied with a U,3, or International schoo In the z7oag uf Medj.ging
: ‘ (T dore rot havs an ACGME-acoradiar ragidancy program,
f U8, orin fmadical sefio .
UCSF, UC Davis, St. George's Univeraity—l

MARRIAE, OR ADOFTION,

ATTENTION FAGILITY PROGRAM DIRECTORS OR INSTRUCTORS: THE PERSON WHO SiGig THI3 FORM MAY NOY BE RELATED TO THEAPPLICANT BY BLOCE,

Only the: Factlity Progrem Dimstor or Instiuctor ay alyr 1his foem, 3 that slpnaiure authariy s iaing dalagated to anolher persor, svidones of that drlegalion must be atiachat 1 this
form {may he & phesosopy), Such dalagation must ke on afficlal Iattertiond &t must he dabed within the taet 12 months. ’

I, _Theodore . Rose, M.D., ¥

28 C o Pawenr or affir that | amhwas the indiuidual facility program direttor or Instuetor for the

slucent named above during the clarkship indisated ang thet | have carefully read angd copleted this form and that the slalemenls made herain
are slriclly trus In every raspact.

3
[} }
i i
i : % TVRE R FRINT NAME BF FAGIITY FROBRR G ETOR O NGTAUGTOR
I ¥ -
:' ié'i:;' 1411 East 31st Street ﬂ
1 I ‘ "
! ! .E - ADDREES: NUMBER AND 5TREET
' R Oakland Californfa / 94602
' (T STATE EOORE
S K oo O
TECERFRNE NIA 426 " BIERATURE OF EAGILT TIREGTOR OR INSTFEUSTO T

Theodore 3, Rose, Jr., M.D., F.A.C.P,

B e N——
NOTE: IN ABSENCE OF AN OFFICIAL HOBPITAL SEAL, THE FACILITY PROGRAM PRECTOR CWINSTRUCTOR.MUST SIGN THIS FORM
IN THE PRESENGE OF A NOTARY PUBLIC WHO AFFIXES HIS/HER OFFICIAL NOTARY SEAL, ’

Signad and sworn 1o betore me this day of Month

Your

NOTARY PUBLIC

z

& .
g ADGRESS
o

My Commissions Expires:

07A-100-L6 (Revised 03-01)




STATE OF CALIRORNIA - STATE AND GONSUMER SERVIGES AQENCY

ARNOLD SCHWARZENEGBER, Governor

LICENSING PROGRAM
1428 Howe Avenue, Suits 54
Sacramento, GA B5828-3235
(816) 283-2382  FAX {916} 253.2487
y adi,ca

CERTIFICATE OF CLINICAL TRAI NING

[The semplation of thie form |a Yaquirad guly of Intarmational me dioal schoal graduaies, BUTY may b ortitied [f el ofinival tralning wa disna in the primaryfeaching hospltnd of tha
thedfen| school and suah hespital Ik looatad In the sarme gountry as the madlgal sehool AND the moditat sihoo) eomplates und certiffos to “Offialal Brezkdown of Undiorgradynte
Clindeal Clerkehips Fotr. Form LEAMB.) Planse complete this form n the English language,

Q. ‘ MEDICAL BOARD'OF CALIFORNIA
i~

Complate QNE certificate for BACH glerkshio, slonsd by the faoflity prograrp director or instructor.

Only undevgraduate ofinlen| clerkanips In whict the appitcant particlasiled | DIRECT, HANDS-ON DIAGNOSIS DR THEATMENT OF PATIENTS IN A CLIMICAL SETTING should

* ke reporied an this form, Any ofnlenf dlerkships completed et do not ineat the ghove ariterla should NOT be reported on this fort as they wilf NOT eallsfy Callfomia'e clinical
Trathing requinemsnls, .

Thia |5 1o cerlify that__ "rh\'/ M Q w/ N ) ' . - —

wd ETUGENT'S NaLE i T T ue SonAL SEGURTY N

e astudentof 8t, George's University School of Medicdine
DATE OF BIF?TIMMNJDNY‘H . MERICAL sCHOOL

Complstad a clerkship offsrad by _Alameda County Medical Center - Highland Campusa

1411 Fast 3lst Street, Oakland, CalilfofWESoFgHmIT

From () A ) theough || 7% D004 in the clinical arer
i BAR MONTH DAY Yaar X
of - ' LD -, 4
SLYCA AR
This faeitity 1 Is offiated with a U8, or Inteinatenal schuol This faciity [%doos have an AGOME.teoradited resldency program:
O] 15 NO' afliatest with & LS. or Intemational schogl In the ureas of; -
{0 dons ot have s ACGME-acerodited rasidency pragram,
(i 14 Halals! fiatad:

UCSF, UC Davis, St. George's Uiiversity |

ATTENTION FACILITY PROGRAN MRECTORS OR INSTRUCTORS: THE PERSQN WHO SIONS THIS FORN MAY NOTBE RELATED TO THE APPLICANT BY BLOOD,
MARRIAGE, OF ADOPTION. .

Qrly the Facllity Program Direator or (nBirveter may slgn this form, I¥ that signstire auliwrity 1s.being delegatod to anothar serscn, evidence of that delegation must be attaohed I this
form (mey be a phatosopy), Such deiapalion inust be un offiela) leterhond ared musd e dalad wihin the Jast 12 months,

|, _Theodore G. Rose, M.D., F.A. C.» Pawasr or affiym thet [ amwes the Individual facliity prograr director of Instructor for the

sludent named aboye during the clerkship Indlcated and that | have carafully read and complsted this form and that Ihe statements mads herein
tre strictly frue In avery respect, o ’

Theodore ¢. Rose, Jr., M.D., F.A.C.P.

[}
I I
] 1
' |8 TP GRFRINTNAUE SF EAGTV ARGS R0 TREQTOR 6R S TRUGTOR
1 [+) .
: s 1411 East 31st Street
! 3 £ S
‘ \-&  AOCRESE NIMBER AFD FTRGET ‘ i
E :'.;,E, o Oakland .. . . . C . -Caji‘,«#oyﬁia e 94602
e € Z

V 21 BODE
b QfAdI=0268 —_—
Tel BFHONE NUMBER ) SIMATURE OFF,

LY PROGRAM (INECTOR OR NSTRUSTOR .

NOTE: IN ABSENCE OF AN OFFICIAL HOSPITAL SEAL, THE FACILITY PROGRAM DIREC TR OR INSTRUCTOR MUST $IGN FH/S FORM
IN THE PRESENCE OF A NOTARY PUBLIGC WHO AFFIXES HIS/HER QOFFICIAL NOTARY SEAL,

Slgried and swom to before me thls day of

Morilh Yoar

NOTARY FUHLE

z
& ,
g) "ADDREES "

i My Commilsaions Explres;

07A-100-L8 (Revised 03-01)
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-

12=14-2004 - 10:11am  Frop-UcC| CPHTHY ™ 0BY D49=-324-4015 T-168  P.00Z/002  F-B7H

SALIFORNIA -

STATE AND EONSUNER S

1 WioRs ABENGY : ARHOLD BCHWARIBNEGBER, Govarnor
w,.-,,, MEDICAL BOARD OF CALIFORNIA
Frpeml LIGENSING PROGRAM
Coipuiner 1426 Hawe Avenue, Sl 64

Sauramienio, £A 080255256
(970) 2032382 FAX (018) 262467
WA CBIUCIlD, oaaqy :

CERTIFICATE OF CLINIGAL TRAINING

[The camaluilon o Ihia farm fo rauined gubs oF Intormutinnl males) #onoq! Sradiuben, BUT may b oot |¢ alf siinieal wakalhg win done e PNty teching hewpitsl of e
mnchzal sanaH and shoh hogeies ik ocated n U0 RAME eountry a8 sha mpdloa) schucl ANS the madiesl ashe el somphires and cerifes thi "Clficlnl Erowkduwyrs of Uncliviyfatunty
) linkad Guthaips tarem, Paurh LEA.] Pluuno compluta this b 1 the Bgliah fznguage,

(8 2Nk a8

Clompla ifeate for BACH clathahin, slansd Lprogrém direcior or ingiyefor,

Oy uncloraraciustn sinfoal nluﬁ:shlps 0 whith the sppiiaant panisipatay i BIREET, HANLS-ON DIAGHOSI OR TREATMENT OF PATIENTS 1y A VLINIOAL SETTING
Enewt] bi tapsayted a0 his famm, Any sinkeo olerkihipg complarethat da ol mast @ Abave tritada Bhould NOT be: rapariad o tia farm as thay will NQT vatisly Snifomiaa
ellzal irsing veqiraimonts. _ !

o e

This fa fe cerftythet__Thy B.. Nguven

Tl

t — = —d
ATLOENTB NAMK LH, HOoAL BROURITY NG B

astugentay  Ohr Georga’s iniversity Sehool of Medicine
T ERTR R PR RO T ST At :
cnmp‘g‘edaclalmhlpaﬁ‘amdw Univerﬂity of calif“”nia;“{m?e ﬂullege of Mﬁ!diﬂih&

118 Med Surge 1 Bldg. 810, Trvine, CA 92697-4175
om_ 1171572006 11/26/200
Frum_.,m!_,m m'””gh—'m&'r?{‘—/ ?m[’

- - " inthe clinfeal aray

of_Ophthalmolo

L

Narme af 1.5, or tlsimatiansl metiow sohbot & aftiiaracn |
RIVe¥sity of EaIifomia, Treing ]
- .

e

Thisfaciity [ 1o atfnoted wima s, or imamatinnal nehel Thiataalty £ dosenaw un AGTMEnesroriiad soskianty pagram
O3 1o narT ffiaten witr & L8 or mamatians) kchas) 10 the amta o) :

€30 net have an AGEME-aceraoiad raxdency Freran,

|
|

|
I
I
{
1
|
i
]
1
¥
i
!
1
f
{
1

NOTE: IN AHSENGE OF AR OGRAM DIRRCTOR G RICTOR MUST BIGN THIS PO
IN THE FREMENGE OF A NOTARY FUBLIC WHQ ARFIXES HIS/HER QFFICIAL NOTAR HEAL

Slaned agd svworn to before me Iva

VR R
THE PLRSIN WWHE SITNE THIS FORM A Y NBT BE RELATED Tor THE ABPMLISANT BY BLODS,

ATIENTION FAGILITY PROURAN DIRECTONE R INETRUCTORS:
MARRIMGE, DR ADOPTION,

nly tha Faziily P Direttay or it 111400 fet, 8 et wigmuture mlhorlly vs bing s pkegmtae to acalhar passon, ovidenee af nst duiagation musy ba ke 10 thés
fetns gm.,m.%mﬂﬂm Sush delagaticn Hus b oh i Fetiarsoad sl inuut b o within T 1 18 o e i me

Wi

I Linda 8.M, Lippa ) i swear oy affimm that | amfwas e Incividual fanilly program diveslor & Ingtrubtor for the

shudant named above during the vlerkantp indloated and Mat | hayve carafully wead and asmplatad this fo
t

Itr and that the siataraents mars harin
e sfrintly frue In overy raspapt,

T Linda sum Lippa, MD Wmdfn m@lﬁ)aﬂ
TP CRPRRT RAVE CFFACILITY PROGT7AM IR EC e G TR
L8 Med Suree T, R1gg. g10
- [ DE

[EY="
&l

&b 92697-437
. , |
v eevend &7 (948) 8243004 ST . e

OFFICIAL HOGRITAL SEAL, THE FRGITY PROGITT 8

fday of

--n--u-----uhm----ua--p-wn'-w-uuq

O7A-100.18 fRevised 03-09)




STATE OF CALIFORNIA -- STATE AND GONSUMER SERYICES AGENCY ARNRLD SCHWARZENEGBER, Governor
b e e 1 e

Q?.. MEDICAI. BOARD OF CALIFORNIA
* LIGENSING PROGRAM
Congume 1426 Howe Avenus, Sulte 54

Bacramanto, CA 95526-3236
(916) 263-2382  FAX (316) 2652487

www, madbd.cagoy
CERTIFICATE OF CLINICAL TRAINING

[Tha completion of this form s foqulred gpiy of Intermational medioal sche| yraduatea, BUT roay ho emited # all linlsal iralning was done in fha primary teaching hespltal of the
wudlcal sehont nnd such hospltal is Jacated 1 the aame country 23 the madieal #ahool AND tie medical.school tompleles and cettifios tha "Ofticlal Breskdown of Undsrgratuste
Ghinicat Glerkehips form, Form LEA/B.) Fleane eomplate this form in the English language. .

Complate ONE certifioats for EACH clarkshig, signed By the faciity program director or Inghuetor.

Qnly undergradvate olinical clarkships in which the applicanl par’ticlpaied In DIRECT, HANDS-ON DIAGNOSIS OR TREATMENT OF FATENTS IN A GLINICAL SETTING shoukd

ha reported on this fam, Ay clinlcal elorshilns completed that o not mes! the abova giterla should NOT ke reporled on Ihis form as ey wilt NOT salisfy Gallfomlas elinleat
tralning roculrements,

This is to cerlfy that, "H’N B. ‘\%Mm _ : ' -

—

UDERT'S NAME U4, BOCIAL BEGURITY D!

astudentof §t, George's Univermity School of Medicine

DATE OF BIRYHTAOGA Yy ; MEDIGAL 8CHOGH,
Completed a clerkship offered by_Alameda County Medical Center - Highland Campusg
1411 Eagt 31lst Street, Oakland, CalifoliTy UAgHera

From _J,&____Mﬁ ‘+ through | A 30 2004 in the clinfcal ares
MONTH ¢ ¥ .o, 1 MONTH DAY YEAR

o_édicine. SibintdPh<tig . B

SLNICAL AREA “J

This faclity X 19 ariltaled with a U8, or Itemalional sahoot This fachity {Fcoes have an AC(ME- ceradited resklancy program
[ s NOT effilatod with a LS, o¢ Infernatianal schoal fn the araas of: EM

[ does nof have an ACGME-accraditad rasldency progra,
Mmoo il onal hool, if 8 :
UCSF, UC Davis, St, George's University :

ATTENTION FACILITY PROGRAM DIREGTORS OR INSTRUCYORS: THE PERSON VWHO SIGNS THIS FORM MAY NOTBE RELAYED TO THE APPLICANT BY BLOOD,
BARRIAGE, OR ADOPTION, Co .

[———

Onily ther Facility Progrem Blrecter or Iratyuctor may ign éils tomy, |f thet aignature authorlly s belng delegated L& aither parsan, svidenos of thal delagation must be sttacked 1o this
farm {may b m phatecopy). Such delegation mugt b on ofiictal letterhead and miel b dated within the lsl 12 rohihe,

l, _Theodore G, Roge, M.D., E.A. C. Puwear or affm that | amswas the indivicual fatllity program diractor or Instructor for tha

sludent named above during the olerkshiy indicated and that | have carefully read and complated this form and that the stedements. made ergin
aro sirielly true in every respact, '

B . I TP,

Theodore @. Rose, Jr., M.D., F.A.C.?.

1
] 1
I i
' H g TVPE OR RRINT NAME OF FASILITY PROGRAY DIRECTOR OR NBTRUCTOR
| ]
i Eg 1411 Bast 31st Street
! Fi - : <
H 1 ADDRESE: NUMBER AND STREGT : )
! g Oakland. .. . . . C Californ;[/ 94602
| tg A /¢
[} o

TELGEFHONE Hlﬂmaea = T “BIBNATURE OF TAGILT

-| NOTE: IN ABSENCE OF AN OFFICIAL HOSPITAL SEAL, 'ﬁ-‘l-E FAGILITY PROGRAM DIRECTOR
IN THE PRESENCE OF A NOTARY PUBLIC WHO AFFIXES HISHER OFFIGIAL NOTARY SEAL,

Slgnad and sworn fo bafora me this

INSTRUCTOR MUST SIGN THIS FORM

day of Manth

Yoar

NOTARY FUBLIC

1

i

1§

' &

™ IPDRESS
| {5

i

: [

My Gommissions Expires:

.

07A-100-L6 (Revised 03-01)




STATE OF CALIFORNIA -- STATE AND CONSUMER SERVIGES AGENGY

Q\m . MEDICAL BOARD OF CALIFORNIA
Consumer

ARNOLD SCHWARZENEGOER, Governor

LICENSBING PROGRAM
1426 Howe Avenue, Suits 54
Sacramento, ¢CA 95825-3236
(916) 263-2382  FAX (916} 263.2487
www.rhedbd.ea,goy

CERTIFICATE OF CLINICAL TRAINING

[Tha cumpletion of s forns 1s raqulred snly of internntional medical soheol graduates, BUT iy ba omitted If al elinical trainlng was dona In the pﬂrﬁary teaching hoopital of fhe

Glhinieal Glerkahlps form, Farm LBA/B.] Plense complate this form In the Engllsh fanguags,

Complele ONE cerfificate for EACH clorkabip_signed by, ife facllity program direstor ar instrycior.
rOnIy-tlndargraduale dlinieal cle { ]

S matisal sehool and sugh hospial Is located In the same gouniy as the raedical schoal AND the medleal sshool apmpistes any certifes the “Olicial Breakdown of Undorgraduate

riehips i which the applloant parlicipaled in BIRECT, HANDS-ON BIAGNOSIS OR TREATMENT GF PATIENTS IN 4 CLINICAL BETTING ehoui

This is t certify fhat lh}}l %ﬁﬂ L A R e
IDEHT'S NAKE W%, son, L 1+ 14

a student of S’i" Gt’d)k,.a’_c__ %ﬁ L“Q-;;V*%!"f“b’(
ange. (pinty ~

OMieer BIRTH-MMNDDAY YYY
Complated g clerkship offered by

. \[3]0% | 2% (95
From — through i ‘
of Mo%dfﬂ"' riclmg I - I FEQ% 6' L] O‘ MONTH I DAy YEAR

GLINICAL AREA,

In the clinical area

)

THE PERSON WHO $IGNS THIS FORM MAY NOT BE RELATED YO THE APPHGANT BY 8LOGY, ’

This faolllty 2% afRated wiih & L.8. or international school This facHity @_ a8 have an AQME;accradited raslklency program
L3 18 NOT atfiatey with a U3, o Intermatonal sohoal I e arens o EXLEQJ:LL{_&\_
T does not have ah ACGME-acaradited resldensy pitogram,
f v i el ical o
~ : '] -
St Georgele Unoere Y

| T—

ATTENTION FACILITY PROGRAM DIRECTORS OR NS TRUCTGRS!
YARRIAGE, OK ADOPTION, '

Only Iha Fasility Program: Liirsolor i Inetrisetor mwy slyn tis form, It thel slgnalura authorly i being delsgatad 1o anothgr paracn, avidetwe of hat dalepation must ba altsched to this
fofm {ray be a pholocepy), Sueh delegalion must beron officlal lettarhiead and must be dated within the |sst 12 moniths,

| i Slvermon . Mo X

' ! Woar or affirm that 1 amwas the individual facility program director o Instrustor for the
student ngmdd above durlng the clerkship Indicated and that | have

carsfully read and comgleled this form and that the statements made hergly
are strictiytrde In svery respect, ' )
|‘*‘""""""""‘"""‘"""'"‘ - -
| L _Ben prin Silverman, MD
1 1 . }
! H g TYPE OR PRINT NARE GF FAGILITY PROGRAN DIRECTOR OR INETRUGTOR )
] 18 - .
1 [

& 3 .
; i 455 S Moin Sfreet
! "% -ABURESS: NUMRER AND STRIET _ T T
! B Orter CA D2Les
| | B - jl o ; : I ConE
[ E Ny T ENYES

TELEPTONE NUMBER

__l“— = . —M
NCTE: IN ABSENGE OF AN OFFICIAL HOSFITA, SEAL, THE FACILITY PROGRAM DIRECTOR OR INSTRUGTOR MUST 8IGN THIS
IN THE PRESENGE OF A NOTARY PUBLIC WHO AFFIXES MISIHER OFFICIAL NOTARY SEAL,

' Signed and swarn to before me this

1
1
]
T

JANETTE RODRIGIEZ

Commission # 1396442

Notary Puslic . Caoilformig g
Los Angeles County '

My Comm, Explies Jan 27, 2007

&0

i
PR My Commisslpng Explres:__h/ a—ql 0t

[ —— e,

UTA-100-L6 (Revised 03.01)
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STATHE OF CALIFORNIA -- STATE AND CONSUMER SERVICES AGENCY
A e = =l oA U

ARNOLL SCHWARZENEGGER, Govornor

(“Rgg,. MEDICAL BOARD OF CALIFORNIA
b gp U : LICENSING PROGRAM
&{ﬂ%w 1428 Howa Avenue, Sulte 54
g Bacramento, CA 98825-3256
(916) 263-2352  FAX (9186) 263-2487
www. caudacinfe.ca. oy

\Ghaidacinfo.ca,

CERTIFICATE OF CLINICAL TRAINING

- [Tha complethon of this form 1 vequired phly of intetnational madinal stheot graduatas, BUT may bo omitiec jt all ellnical tralnlng was dona in tha prienary tanching hoapital of tha
v dival sohool and such houpital is lorated In the Saima olintry an the madionl school AND the madieal sthpol aomplates and oomiiies the "DFok Breakdawn of Undergradunty
Glinleai Clerkshipa fony, Form LYAE.] Plaase complete thia fotm In the English languago.

— Completa ONE cerfificate for BACH chorkship, slaned by the faclity program director or instrucior,

Cy undergraduate dinlcat clerkships in which the appiicant parficipated In DIREGT, HANDE.ON DIAGNOSIS OR TREATMENT OF RATIENTS IN A GLINISAL SETTING

Bhoufd be reportad on fis form. Any cinlcal clorkships completed tha? do not meat the above eritalfa should NOT ba raported on this form as they will NOT satisfy Catifornia's
cilmeal ralning revuiraments, . '

Thie is do cortity that__— /HY /N YEN .

— e o
HTLIDENT HAME LL&. SOCIAL BECURITY N0,

a student of \g""}" G‘C&f‘?& MWMSE‘}*J

MeDICAL BGHOOL  .J

Carnpletad & dlerkship offered by LAni Wt{,ﬁ‘f&j of Ehdilornia Y Ca/h’?p_ wl Adecty e

WAVIE AND ADDREBS B FAGTITT
lol 77 &43, Ttk S ﬂmﬁa 52 B 246" Q""“}(; CA__ G205F
From_sJouA . £ - though_Fels 25 A i the cliniog] area

—ud
LIANG Lk 0| ML § oy

DAV YE MGNTH DR TEAR

of ,

ﬂﬁ M%

Thia facility ﬂ ia ufiliated with a U5, or International schog] This facility ,ﬁ dues have an AG!}ME-nocmditg resitoncy qumm .
[ NOT afifated with & US, or International schogl Ifi the areas of — £
: ' D <loes not have fn ACGME-acerdited rasidsncy program,
Neurs of US, or infernaliona/ meiical sehool, If affilagsg: !

Mn:w‘s;%;,w CodiCoticio, o |
; S z N

e A
THE PERSON WHO SIGNS THIS FORM RIAY NOT BE RELATED 1O THE APPLICANT BY BLODD,

ATTENTION EACILITY PROGRAN DIRECTORS DR INSTRUCTORS:
WARRIAGE, OR ADDPTION,

Uty the Facllity Program Directer or Ingiriictor may sign this form. [f thal slgnalure authotHy ia bolng dalagated io stolher person, evidance of that tetagaiion mus! be atisared to i
famn (may he a Phlocopy). Sush delegation must be on afficial tottarhead and mual be daled within the: Jaat 12 montha,

I
b

[ swear or affirm that | amiwas the Indlvidual faciiity program divector or Instructor for the

§t i et named abave doring the clerkship indieated and that { havs carefully fesd and completed this form and fhat ihe statements made herein
a1, strictly trug In every raspect,

| i "“""""""‘“""'"‘"'.
[ i i
1 o ] e
|: E gf WP\H‘EoR PHINT NAME OF FAGILITY PROGTRAT DIRESTOR OR INSTRUGTOR /," 2
' E ol 7m g, *’/
1 (=N
: : O TR Ot Drs LdllNy, 872 /f
! =' :  ADDREES: NUMEER AND 875 e -J? -
: o muke cA = P29, S,
! o [t - 5TATE Pl T 2P COGE
B PV [ {q*‘-{s‘w"“’. 2_ ' !
i - BONATURE GF FA

NOTE: IN ABSENCE OF AN QFFICIAL HOSPIT, L SEAL, THE FACILITY PROGRAM DIRECTOR OR INSTRUCTOR MUST SIGH THIS FORM
N THE PRESENGE OF A NOTARY PUBLIC WHO AFFIXES HISYHER OFFIGIAL NOTARY SEA| -
Shnert and sworn o before me this : day of __ Month Year
e e e e m—— ‘
i 1: § NOTARY PUBLIG ]
: i
i II‘;J ACOREGS
I i
E S 1 My Cammisslon Explres;
'l —————— e —— " r

(YAL0-LB (Revisag 03-61)
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STATE OF CALIFORNIA - BTATE AND CONBUMER $SERVICES AGENCY : ARNOLD SCHWARZENEQGER, Govermor
M rre— -—M
q'm,. MEDICAL BOARD OF CALIFORNIA
Y el ' LIGENSING PROGRAM
Cma 1426 Howe Avenus, Sulte 54

Sacramento, CA 05825.3236
(#16) 263-2382  FAX (916) 263.2487
www saldocinto ca.gov

CERTIFICATE OF CLINICAL TRAINING

[The complation of this form 1s requirsd gily of Intsmational medical gohoal Graduatos, BUT may by omitlad it all ollnios) training wes done in the primary tanching kospital of the
midicnl aohool ant sudh hospitad Is loastad In the vama couniey ks the medival school AND the medica) aehoal cempletan and cortifies Ihe "ORclal Broakdswn of Undargraduate
Cilnival Closkshipy P, Form LEAMR.] Plaane complete this form In the Engllsh language.

Comp, certficate for EACH olaishi ired by the facth m.oll o Ihstructor,

Gily undergradyate clinical alarkshlpa in which the applicant parlicipated In DIRECT, HANDS-ON DIAGNOSIS OR THEATMENT OF PATIENTS IN A CLINICAL BETTING

shauld b reported on this fornt., Any alinleal clorkahips oomplated ikt do not mesd the abava critaria should NGT be roportad on this form as thay will NO'F salisfy Callfornla's
alinical wralning requirements, .

This is fo cortlly that___ 7 Ay JC. PN YEN :

STUDENTS NAVE . T U8, B0CIAL 8EOURITY NG, !
— - - a studen of _&&W% Ueni veypibag Rrbewa] of M"’{‘_ﬁ*"“’-
T A T R 0 [T
Gompleted a clorkship offared by Lty o8 C%%‘ﬂa?\! Torvinke Bl 26 Rente 204
AND ADDRESS OF FAQILITY w

[0l 7R (j,'.:.t.? Lrint _OM%;'(‘A 7288
From_Feds. 2.8 %a';:@r through mf/&é 25T oS in lhe clinical area

MOMTH DAY 7 DAV ’ YEAR

of d('m/@'ﬁ &

s OLTHIGAL ARER, l
- — .
This faciity ED ts affilatad wit a U.S. or atemational school This facllity tlees have an ACGME-gecrad| tad;?sldanuy prograim
) {4 :

8 NOT afflalod with & U8, or Intemstional sshool a In the aroes of: __m +
dogs not have an AGEME-atored/ted asidency proneam.
Nams of U8, or imomationl mediosl sehaol, f aftiiate: o0 e ¥ Prog
[
U ACA, Torvirr Sepoy o Pt ]
R
ATTENTION FAGILIYY PROGRAM

DIREGTORS OR INSTRUGTORS: i
WARRIAGE, AR TRUGYORS: THE PERSON WHO SIGNS THIS FORM MAY NOT BE RELATED TO THE APPLICANT BY BIOOD,

Gnly tha Faclity Progreim Directer o Instrugter My 8l s form. I thet sipnturs suthodly (s balng dalogalsd to anoler parson, avidenca of thet delagation must be attashad to (s
fort {may be a pl:ntnnnp\,_n}. Suah-delegation must be on ufiiclal luttaehmad gnu must ba dy wimﬁ tha Jgs‘t 12 months, - o

L _Reﬁ' Kgh ‘LL’ Yee) MDD, swoar or affirm that | aimiwas the individual facllity program director or Insiructor for the

stucent ndshed above during tha-elerihlp Indicated and that | fitve carefully read and completed this form and that the statements made hotaln
ars strioly true In every respact,

[ e A m
1 L3
: (e v AM.D.
! TYPE GR FRINK JIAHE GF FACILITY FROGRAM BIRECTOR O INSTRUETOR
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NOTE: IN ABSENCE OF AN OFFICIAL HOSPITAL SEAL, THE FAGILITY PR{)GRA DIRECTS - STROCTON MUS BIGN ls F
I THE PRESENGE OF A NOTARY PUBLIC WHE AFFIXES HiS/HER OFFICIAL NOTARY sE L. ORM

Signed and swurﬁ 1o bafora ima this
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BTATE OF CALIFORNIA -- §TATE AND CONSUMER SERVICES AGENCY

ARNOLD SCHWARZENEGGER, Govarnor
— %
waﬁ_ _ MEDICAL BOARD OF CALIFORNIA
g Bt ‘ LICENSING PROGRAM
Conguner 1426 Howe Avenue, Sule 54

Bacramento, CA 95825.3236
(916) 263-2382 FAX (816) 2632487
“www medbd.cg.0v

CERTIFICATE OF CLINICAL TRAINING

[The compiation of this form Iy regulrad only of inlernationat medical aehoal gratuates, BUT may be omitted If gii cilnlesd tralting was dons In the
medizal schoel and such hosplisl Is izcatad I tha Sama couniry as tho moelical sohbol AND the medisal sehool complotes and cortifies the
Ghnical Sleriships form, Fem LEA/EL] Plaana aomplate thla form in the Engiiish language.

Coitiete ONE coriffitate for EAGH vferkghip signad by the lacility program diractor or ingfruotar.
Qnby undergracieata elliical clarkah,

"Qffickl Brazkdewn of Undargraduate

primary tanching hosplis! of the

e in which the applicant participated iy RIRECT, HANDS-ON DIAGNDS|S OR TREATMENT OF PATIENTS IN A CLINICAL SETTING shoyld
be raportge o thia torm. Any olinical clarkshipa complated thal do not

meel the above crterly should NOT be repoited on [his for s they will NOT satlsly Galllomia's clinigal
lralning reauiremeonts, . R
This [5 to.eartify that Iz ] B. Nﬁl A4 €47) : ————
| STUDWME , UL, SOGIAL SECURITY MO, !
a studen! of ‘SI" C?C"OM',]::: (S u_ﬂ | vers A
R T

Completed a clarkship offared by, 0 h/ /d /i ﬁ/?.'S' ' H as f?‘U L) C)f“ arce. (‘ i I{q-{—-! ’
‘4&5“3. Ma{n (S"NFM géga‘n‘zsawrjiuw ‘ - ? -
From 4/04/05-‘7 G;E’

through 4/ 2 /o In the clinlsal area
[T DAY ‘ \‘E?R HGHTH BAY VEaR
o Wediatrid OncToc o , |

IS
Thils faoliity % affllatad with 4 U8, or Infemetiond] schaal This faallity %es hava an AEGME)awredlled resldancy program
s nor affllated with = U8, or intamational suhool in the areas of: a8 L% A
(7 does not hava sh ACGME-acoradited resilency srogram,
bl N .
St Georprle, Unuere b [
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ATTENTION FAGILITY PROQRAM

DIRECTORS OR INSTRUGTORS: THiS FERSON WHO SIGNS THIS FORM MAY NOT BE RELATED TO THE AP,
MARRIAGE, OR-ABOPTION,

Galy the Facllity
form (may be o

ICANT BY BLOOD,

rograrn Diractor or instructor may Slgiv this form, 1F thed signatury aurthorily is baing delegatad lo afcthar persen, evidence of that delegalion kst be allnched 1o tis
holocepy). Buch delagation musl be on afficlal battarhand snd mugt be daled within the last 12 rontha,

b Da (e Wikzzf_nfﬂ)k swear or affirm that | amiyas the Indvidual faoliity program director or Instructor for the
sludertt named abovs dun the clarkship ted and that | have care :
t

iy read and eotmpletod this farm and that the statemeanls made heraln
are striotly true in evary respect,

_Da phne WQ\%-M D
TYPE DHF T NAME OF FAGILITY PRO! DIREU1'(3R CRI @TRUGTOR

455 S Men Shyee

ADGRESS; NUMBER AND 57 REET T
OrYoLinae CA 2L
GITY STATE ZIP CODE
T4 537 ganq b
TELEFHGNE HUMBER SIGNATURE Of FACILITY PROGRAN i} [

NOTE: IN ABSENCE OF AN OFFICIAL HOSPITAL SEAL,

|23 [eadson (=

THE FJ'\CiL!TY PR

AL OGRAM DIRECTOR OR INSTRUC MUST SIGN THIS FORM
IN THE PRl:SEN(;E_ OF A NOTARY PUBLIC WHO AFFIXES HIS/HER DFFICIAL NOTARY SEAL,
Bigned and swom fo balore me this day of Month L2005 “Year'

JANETTE RODRIGUEZ
Commission # 1596452 |
Notary Pubiie - Gallfarnia é
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STATE DEPARTMENT OF CONSUMER AFFAIRS
INTERNET CASHIERING SYSTEM
MEDICAL BOARD OF CALIFORNIA

-SUPPLEMENTAL INFORMATION REPORT

From Date: 07/17/2013 To Date: 07/17/2013
ATRISUPPINF
21-JUN-16 08:18:50
Person Id : Name : Nguyen,Thy
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
WhICh Would Exempt Me From AII Or Part Of The Requwements

I Am Exempt From The Completlon Of 12 Hours Of Pain Management And End- Of-Life Care NO
Continuing Education Requirement Because | Am A Radlologmt Cr Patholog|st

- & ¥ pp - v
Enter Name/Address Of Faclllty Where You Or Your Immediate Family Hold Financlal interest. Type NONE
"None“ If None Held 7

| Have Read My Proflle On The Medlcal Board Web Site At Www. Mbc Ca.Gov And Acknowledge The YES

Total Questions Asked For Person ; 8
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EEACNLLVE B 1A

Medical Board of California — Physician's and Surgeon's Initial Renewal ) AMOUNT DUE IF
EXPIRATION AMOUNT . POSTMARKED AFTER
LICENSEE NAME . LICENSE NO. DATE DUE NOW OCTOBER 38, 2015
NGUYEN, THY B A104638 09/30/15 $820.00 $898.00
LICENSEE MUST CHECK CORRECT BOXES

ap SIGNATURE REQUIRED E
1 declare under penalty of perjury under the laws of the State of California that all
statements, answers, and representations on this form, including supplementary :
attached hereto, are true, complete and accurate,

“H* ;@ Completed Continuing Educatien

on e i oo 0 e g

E I:‘ Change of Address {fill in reverse side)

“r D Conviction Disclosure — Yes

J g Conviction Disclosure — No

e e e e

Slgnatule //D;}‘VU‘?/‘/ Date w‘llpf?;.:sfg’f

[ e e e n e e [N

" ‘:‘ Family Physician Trainitig Program ($25)
) ENTER YOUR PHONE NUMBER FOR REFERENCE:
"G° g Financial Interest Stalement-Read instructions above I J

X N

I:BD]..U]:DDDDDIDDDDEUDlD'-iEB&EDLD‘]EIDlEDDD&éDDDDDD&'ﬂBDD

CHANGE OF MAILING ADDRESS NGUYEN, THY B A164638

BHETREeLE DHORI PRI BEIE0ER

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

LA L TP PP T PP T I PPTITT]
HEENEEEE RN EEEEEEEE

City State Zip

L PP PP LT TPy OO CEE - T

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

Il EEEEEEEn

City State Zip
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