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THE STATE EDUCATION DERARTMENT
MEDICINE NPT . Office of the Professions

APPLICATION FOR LICENSE AND FIRST REGISTRATION

eI - —
FORM 1. .. ] DEenri e The Unlvershy of the State of Naw York 1)1 DERARTMENTWSE ONGF )

e

Oivision of Professional Licensing Services < L
Y. PRSI Cultural Education Canter R
* R - NH# *

o= 1]

camet [Elafm[ [\ [4] Ile[diETibrfel | | § T [ 1]
SImelI(Jlblsl ISIOIUH‘I?\I IAIUlz'lnIUIGI I l ] I ]
v [Rlofelhlelstrlelr] | [ [ § [ 1 HEE

LI SOCIAL SECURITY  garaecomtin 2

NUMBER: ’ o | I |

(Loavonis blonk if you have no U.S. SoduSewmyNumbor)

E‘ PRINT FULL NAME AS YOU WISH IT TO APPEAR ON YOUR LICENSE:

Last Ic—lhlﬂ-“l{'nl‘?-'[(\lﬁl l [ | I I I l I | l , I I ] NYSLiclnsaNumbar(

A afreltinlol T T T LTI T I215Un

won RIElalnl T T T T T T TTT T T T T L) 52 Wj*""
z_‘ MAILING ADDRESS ~ CHECKONE: (0] HOME ADDRESS [KWQRKADDRESS IE] TELSERRAL,

provocossy (T T T T T T T T T T T 1]

The above addressIs:  [_] permanent address of record m temporary makiing address
IMPORTANT: The applicant is responsihla for notifying the Depariment of any name or addresa chandes.

Name as it appears on diploma or other credentials (if different from abgwe): M. .)9,--(\ Uv{“l" S

Cltizanship. ' Unitad Statax Aflen fawtully admitted for permanent residence In the United States.

|l '
swm mcode || |4f0]z|o] [ | | { | I”‘llll’Hﬂﬂ"-H?!‘ﬂ?b]
L1

I l l I I Area Code  Number
s rta_chelmars Dovme,
~14 Xl o]

{Attach a copy of the front and back of the ellen registration card)

Molher's Maiden Namé (famlly name beéfore her mamiage):

Leljl=l] [~|L=]

| am using FCVS to collect my Monualzﬁygs ja' NO

| wish to become licensed on the basis of: m acceptable examination scores (see page 3 of this form) {3 endorsement of another license

{SeaPg. 11}

Have you proviously appfied for a New York State license or a limied permit to practice medicine?

Hava you ever been convicted of a crime (lefony or misdemeanor) In any state or country?

Have you ever been charged with a crime (felony or misdemeanor) In any state or cotmtry, the disposition
of which was other than by acquittal or dismissai?

Have you ever surrendered your license or been found guilty of professional misconduct, unprofasslonal
conduct, iIncompetence or negligence in any state or country?

Ara charges pending against you for professional misconduct, unpm‘f'asslona! conduct, incompetence or
negligence in any state or country?

Has any hospital or licensed facility resiricted or terminated your professional training, emptoyment, or privileges or
have you aver voluntarily or Involuntarity resigned or withdrawn (rom such assoclation to avold Imposition
of such measures 7

GITEEREEE

NOTE: if any answer to any question 11-15 Is “Yes,” submit a letter giving compiete explanation. Include coples of any count
records, and if vou possess one, a copy of the “Certificate of Rellef from Disabilities” or your *Certificate of Good Conduct.”
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R . | Mertha . Chal'ners.
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o, . .
-In the space below, give a complats record of your aducation preparation.  Attach qqqlpgpgi sheets if necessary.

Diplorna or. Degrea Obialnad

‘SCHOOLS ATTENDED AND LOCATION (inchiding country) | - Number of . List dpoma or degree tes H nio-dipioma or degree,
List schiools in original language and transiate. Attended ngf';ndm;.:u;mi y d" ete. number of eredits eamed
|
- edical Edueation (Prafessiondl) o o 5
“{Listall modl:al sehools attendsd) . 1
The &aasz_ wa.s'r\mﬁfm On w-sﬁ'\ 4 wp. o — I

S ok o Medicire_ ‘ R

if you completed clinical clerkshipsin a country other than where your medical schocl is located, give the dal.cs and location of

|

mese derksmpa, Altach ‘additions! shoets if necessary.

Clinical Area

Name of Heaith Care Facllity
And Address

Medical School with which
Clarkship Affillatad and Address

inclustve Clerkship Dptes

T
[CEENR SR . T

Prwlde a chronologleel jist of all activities since graduation from professional school to the prasent. Include vacation péﬂods and periods of

umpioyment Anm:h addlllonai shoeots If necessary.

DATE (mm/ddiyy) Typs of Activity, Baginning with Dete of Greduation from Profsssional School.
From T Include Name and Address of Employers,
Ffl'f-lﬂfb Llzalqg | wwdu G bords [bding boards | VacRon

b

Prcceat

Emsg_ne&g_u&é;.éanm Vot R fme G
o

B85 Sodn brenoe’ Mas‘cﬁw \4 (220

FORM 1, PAGE 2
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Martha,),
<O 30

Chamers, MD
“22o-B542

" Complets item 19 Gnly If you are & graduate of & program not registered by Néw York State or LCME or AQA scoredited.

. Have you completsd sl portions of the examination requirements for ECFMG centification? O ves
‘ Do you currently hoid a valld ECFMG certificate? 0 ves
Pfease compiéte and forward the ECFMQ form enclosed with this epplication packet,
m 7 Are you applying for ficensure on the basis of 8 Fifth Pathway program? ‘ O ves
"1I'Yes, list name andlocation of medical school or hospital and the inclusive dates of sttendance.
' ‘ : “  Inclusive Datas of Attandance

“Name and Location of Madical Schoot or Hospltal

@ List In English, all specialty qualifications you have samed. {i.e., Board Spédalty Certification or Diplomate Certificate)

* Nama of Quafifications

Name and location of crganization issuing credential

ex’

@ &  will be applying for USMLE Step 3

ﬁ | have successfully compisted the examination combination Indicated batow:

OR

e AT M, Y

o

o s T R

o0oco0ooag

AT

EXAMINATION COMBINATIONS

T, uSMLE steps 1, 2,8nd 3

FLEX Parts |, I, and I}

FLEX Componants | and Il

NBME Parts |, I, and Il

NBME Parts | and }l and USMLE Step 3

NBME Pert1, USMLE Step 2 and NBME Part (1]
NBME Part |, and USMLE Steps 2 and 3
USMLE Step 1, and NBME Parts tl and 11l

Date examination sequence was completed

000000000

Other;

32yl

USMLE Step 1, NBME Part Il, snd USMLE Step 3
USMLE Steps 1 and 2 and NBME Part Il

USMLE Step 1, NBME Part I{, and FLEX Component II
NBME Part |, USMLE Step 2, and FLEX Component |j
USMLE Steps 1 and 2 and FLEX Component §l

NBME Paris | and Il ang FLE)_( Component 1§

FLEX Component | and USMLE Step 3
NBOME Parts |, II, and (1l

LT

S I

November 89

FORM 1, PAGE 3




l" : o : Martha J. Chamers, MD
E B B ' y) Fre- 22 Bz

[?E] Are you licensed or have you ever been licensed as a physician in any other state or country? D Yes m No -
If yes, list each Jursdiction: In addition, you must have a Form 3A or 3B, ss appropriate, submittad. See pages 14 - 15,

Basis of Licensure

Stateor. ° |  Datelicense “Number ' :
Country y Jssund ) S Fm:mmﬂ Endorsement

- Any Limitations
Other - on License

@ If you hold a New York State icenss in another profession, indicate the profession, your ficense number and date of Kcensure below.

. -
' Profession - License Number Date of initial Licensure (mm/da/yy}
! i
! i
! i
! i

@ CHILD SUPPORT OBUGATION.

New York Stah Genernl Obﬂgetlom Law, saction 3-503. requires every applicent for a prolesdmal Ecenses, penmilt, or registretion, or any renewal
there of, to file a wiitten staternont that, aa-of the-dats of tha flilng, ha or she Is, or Is not, under an-obligation to pay child support. individuals who
are-four months of -more in arrears in child support may be subject to suspension of thelr business, professional and/or drivers licenses.
The Intentional submission of faitse ‘wirkten staterments for. the purpose of frustrating or defeating the lawful enforcement of support obligations s
' punishible pursuant to section 175.35 of the Perial Law.

YwmuummmmmunmmmMMywhuwW Individuals who are under an obligation to pay shild ";i’
-auppmbulmnotlnmnummcmowmLawunbeIssuedaerodmﬂalformmorethansbzmnmatodlmswdmdwppm S
"nbﬂgaﬂom consistent with that iaw. A

Check only A or B below. If you check B, you must check one of the five statements lsted belaw it. "‘3:

| am not under an obligation to pay child support:
OR
* | sm under an obligation to pay child support and (plsase check only ons of the following)

| am wmnndam'mwnbnw or more in amesrs In the payment of child support: or,

l'am making payments by Income execution or by court agreed payment pian or by & plan agreed to by the parties; or,
| The child support obiipation Is the subject of a pending court proceeding; or, '

| sm reoeiving public assistance or supplemental security Income; or,

None of the above four stetements apply.

FORM 1, PAGE 4 November 89




- ' Martha J. Chamers, MD
) : P FHlu- tio-ghge

STUDENT LOAN DISCLOSURE:
: - (8} Do you have eny outstanding loans made or gusranteed by the New York Yes No
’ Siate Higher Education Services Corpotation?
{b} Wyou have such & foan(s), is any part in defauit? Yes No ‘

. NOTE: Education Law (Section 6501-a} requires the State Education Department to ask the gusstions above and forwarg " responses lo
question (b} to tha'New York State Higher Education Services Carporation.  Your licenss application is not complats with:utny m"mn»muon.

{27] cenoerann ETHNIGITY: (This Ham is optional. Ses note below.} .
. NOTE: informafion on gender and etfiniaty Is sought solely %o atiow the Education Department (o collect and analyze deta concarning representation

In the Iicensed professions. The sthik and ponder dats you provide will be used only for ststistical, ressarch, end progrem evaiustion purposas. 1t
“will ot be released to the public. This Information has sbeclutely no bearing on your quaification for kosnsure.

" ETHNICITY: White {not Hispanlc Black (not Hispenic) ‘ Asian ‘ﬁspanic .mm American -
GENDER: Male Female

, CHILD ABUSE IDENTIFICATION AND REPORTING: {check only one of the following.}

"[3 1 graduated from a New York State medicine program after September 1, 1850,
M Ieunplebd the child-abuse coursewoik and have snclosed a certificate of completion from an approved provider.
D 1 am filing for an axemption o tha requiremnent and have snciosed the exsmption form.

PHOTOGRAPH REQUIREMENT: . -

§
_IqlnpomﬂubnwmonY«tSﬁm&ﬁuﬂbﬂmmmwmmmﬁwf
professional school for the confidentiel pirposes of program revisw and insttution ressarch and planning. |-
mmm-wuwmwm.mm.mm«mmmmsm. ;

Bhvee T No  Piease itiet: Py

| i
umrpenamofpodury,lwm-m.mmmmMmmmmmm,M’
{

.

atcompanying documents, are us, complets and corect. | understand thet any falss or misieading
information in, or in with, mynppﬂuﬂon may be ceuse for denlal or loss of icensure.

ngna:mdappt&nt Date; 2 [} ’O\ o f

N '?

L

Mali this form arid appropriste fee ti; New Yait State Education Department, Office of the Professions, Fee sictlon, Qivision of Professional
Licensing Services, Cultursl Education Genter, Albany, NY 12230. DO NOT SEND CASH, Make check or money order payable to the New
York State Education Department.

November 99 ‘ . " FORM 1, END

Ak




A" Ak W ¥ ™

et -

| BT (B e 0857959
CERTIFICATION OF COMPLETION
. {Coursework/Training in Identification and Reporiing of Child Abuse and Maltreatment)
P PART A | TRAINEE INFORMATION ., - RS

1. 'lhuwemustcompletealhtcmsianA Remmto ider for completion of Part B, "Cm:ﬁuﬂonbyAppcovedPrcvidcr‘

2. The provider will return the Certification form, with B completed, (0 the traince. Tt is the trainec’s responsibifity to submit the
otiginal copy of this Certification form 10 the New York State Education Department #t the appropriate time., It should be
submitted plong with other relevent forms when the trainee applies initially for, or renews, a license, registration ccrt.i.ﬁuw. or

. permit, -
3. Address for submitting form is as foliows: -

» Professional License or Permit: New York Siste Education t, Division of Professionat Lleemlng Services, {give
name of profession], Culmyral Education Center, Albany, New Yor. 0.

= Reregistering Licensees: Your cenificate shoutd be included with your reregistration application in the envelope provided with, |’
those mazerials.

-——— -

. cacher Ce : New York Siaie Education Department, Office of Teaching, Cultura! Educetion Center, Albany. New |

-

Kl

Primt name exactly as

as It currently appears on  New York State

bold.ti'

Ls]

Complete information ‘below If you

Edycation Department records: are apelymg for, professional ll@ense(l) or p
s [OHAVASBITTIITLITIIT] | Nemorrotesiotiprisngs ko)
Pirs Malvdtivhd TP [T T 1T ET] NS Diosnoe Nooer [ LT T LT |
T st UI#IAIHIHIIIIHILIHHI T Y
TR P your st NV Do Narer, 5l
i T e le Al dfife " .
1« Mee@as T T TTCITITIT] Permit i)
L0 '_sz Iziﬂ |s|o|u|ﬁh! | Mq HEEEEN _l gem%elt;m:l}‘g:uﬂm be.low\yul:"ywhold.or
Cty Pl Blad TT T4 T LT T TT] |  comfomemueny = . ° <+ |-
e MO &MEEERFITT ' e
“¢ |73 Dete of Binh: | " L N.YS, Cmiflf:ateﬂNnm)ber (other’lhanSoclal

{5%] Social Security mumber;

Securit

Y s 0 . 3 « . -

~|~Trainee's Signature: ‘ <

™ .Date: - -.;r';’;/*c::-/d!', |

e \ o

. - - L LI 3

PART B )

J csnnmcxrlou BY" APPROVED. PROVIDERF s ar o

3

b

valdcr must conl':rlete Part B.

2. ‘The EDUCATIO
calendar days of the completion of the coursework or train
-rornotlenthanﬁveyemﬁ'omuwdue he course. wascompleted

"Purauant to Chnpter 544 of the Laws or 1988, lcertlry lhnt the

X
P&tricia A. xHun‘Ein ton‘

Name of Authorlud Cenifytnx Officer (Primor Typc)
~

DEPARTMENT-ORIGINAL COPY and TRAINEE COPY thould be rcmmed 10 the Lrainee whhin ten
3., The provider of the coursework or training must retain the PROVIDER COPY. This copy must be retained in the provida‘s files

"-ooursework or tralnlng ugardlnz ﬂle identlﬂcnﬁon and reporting of child lbuse and meltreatment.

reon indicated-in Part A has completed the nqulred )

-Nazareth Colleg
Apprwegi Provider Name

E Y

~Identification Number

-. mmewwk .or 'T‘rainlng

[

STATE EDUCATION DEPARTMENT COPY




"
-
" FORM 2 TheUnivorﬂiyofheStataofNowx?t £251 'JiinL.‘ fai-his
- THE STATE EDUCATION DEPARTME urlT i
MEDICINE Offics of the Profossions

Division of Professionat Li
 Cuhural Edveation Gotar ST {N 1413 P.i ik
Albany, NY 12230

CERTIFICATION OF PROFESSIONAL AND PREPROFESSIONAL EDUCATION

APPLIGANT INSTRUGTIONS
1. Comphte Section 1. Enter your name as It sppears on your New York Stata Licsnsure Application (Form 1).

" 2. Send this form to the professional school you attended to complete Section Ii. Be sure to Include any fee required. If you gradualed froma -
medics achooi that was not registered by New York State or accredited by LCME/AOA, notify the tchool that & transcript must accompany this
. form.

3. - Iyow attended a medical school thvat has besn closed, sand this form to the official repository of the records for that school (e.p., CONES).

4. This form must be signed by he Reglstrar, Dean, Risctor, or Principa! of the medical schoof arxi sent back directly to the Office of the Professions
" by thatschool official in an official school envelops,  Forms sent back by the sppiicant or other pasties will not be acoepted.

_SECTION I: APPLICANT INFORMATION

j SOGIAL SECURITY NUMBER “ [2] BIRTH DATE m
i ' lonth ay )

{Lvve this Dlonk If you have o U.S. Soolsl Security Number} . -
E’ PRINT FULL NAME EXACTLY AS IT APPEARS' ON YOUR LICENSURE APPLICATION (FORM 1)

Lest (€. Nla|( inle T |
Fist 1 o | ]y 1] J]==='
M“"’*’dlela-lnlllll||l||[|||||]||
W“"""“‘W'"m[wl MMlthilelwms] [ TP LT T LT E 11T ‘
7] MAIL‘!ING ADDRESS: gy, [£ [/ o | TE]oclend: Mleldileiinle] T 1]
o st [B12]F] [sle]olclnl [Avehhlvlel T 11 1 1]
owv(plofehlelsiiel] 1§ [ 1 [ 11 11T [ 1]
sute [N ]y Zocode [ [4fC]2J0} [ | | ] | '
o L T T T T T TT T T T T TTITITITIII]
(checkonlyone) [ permanent addresa of record E\ temporary making address untll: %_ l%_ ! ZC‘DZ-

:] TELEPHONE work [H 1 JeMH4]42 M4 RIo HomsW
Area Code Number Number

EI Print name under which your dagree or diplom was awarded (i dferent from sbove)

7] Preprofossional School mmmw

8 ProfasslonalSchooiAnendedIb_(ﬁg}g_M‘nam ML“ Sl oF mg,cbc.lr\.e
Acoress: 202} Tupe " Thvacd jwnstaten BC T2

9 | Name of Degree/Diploma: ﬂD : Date awsrded: .9} |"?'I ‘1 6

November #9 CERTIFICATION BY PROFESSIONAL SCHOOL OFFICIAL IS TO BE MADE ON NEXT PAGE FORM 2, PAGE 1

“
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. SECTION K : CERTIFICATION OF PROFESSIONAL

INSTRUCTION TO SCROOL: Pleasa complete this section, sign certifying statement, attach the information in Item 5 and send directly to the Office
of the Professions at the address shown below. This form will not ba accepted If returned by the appticant or any other party.

E] Applicant's Entrance date: _Z_ I‘JA ! _Z‘/_ Completion/\Gtrdrevws Date: 5- f ? i %
—_— ' o
E} Degres/diptorma conferred: > ‘ - al . Date of conferral: _._(_'_-I L7 I_gf
El Did the applicant recelve advanced standing based on prior academicwork? - O ves /E’ NO
If Yes, indicate when the prior work was completed below,
Name of Institution: : Dates of attendance: to

Submit with this form: (1) An official transcript of studies at your Institution, and
. (2} Coples of documentation in'your file to suppert the granting of transfer credit.

I_T_' For Applicants from N.Y.S, Ragistered or LCMEIAOA Accredited Medica! Schools: ]
Applicant met LCME/ADA requirements for admission to medicalostecoathicsetiosir (] YES 1 mo

{f No, number of preprofessional postsecondary credit hours.completed by applicant prier to admission to
medicalschool __________ semester hours or .. Quernter hours.

5| For All Other Applicants: . ’

Years of education required for setmpission into your medical school:

Preprofessional credential/degres submitted by applicant for admission Ihto your medical school: /g ’4 ——
& Was Social Service raqui_wil « [ ves w NO If Yes, give inclusive dates and name of institution in which requirars#nt was met.
Institution: - Dates: to

was met,

Was a pra-graduation internshlp required C ves /EB'NO If Yes, give inclusive dates and name of institution in which requirement

Institution: Dates: i to

. Bubmit with fhis form:

A \n official transcript (courge'rééord. Index, or mé X courses taken at your Institution :
ahd accepted from other institutions for transfer of credit of convalidation. .
Thea transcript :gusﬁ:ur the original signature of the dean, principsl, rector, or registrar and original seal of the school.

B. A copy of documantation from your files to support the granting of transfer credit or convalldated course and clerkships.

cC. List of clinical cterkship completed outside Jurisdiction where medical school Is located, including {for each); area or specialty,
starting and ending dates of clerkship, end name and address of hospital where clerkship was performed.

FOR ATTENDEES OF CIFAS, CETEC, AND UTESA, this list must Include all clerkships completed, both inside and outside the jurisdiction where the
medical school isiwas locatad.

1 cortify that to tho s

sl

Signature =y - L - .
r Print Namae: ; ENT 0 ) ) ’ -
R — 10
Maoiical School: VICES £ Tz ) - '}!FEAP -
Address: XSO0 L N 1AL ol TR ! : .
g 1//1)(?1%.«( STt O aen3 7 .
rewphonai, > P76/ - 350 E-mai eddmss:uﬂ&wmﬁ_@%u@a; L

Date: { 2 i '
¢ 'Q_ 'é'./_" CERTIFICATION IS NOT ACCEPTABLE UNLESS DATED AFTER GRADUATION.

New York State Education Department, Office of the Professions, Divislon of Professional

Return this Form and material requested sbove o; Licansing Services, Medicine Licensing Uni, Cuttural Education Center, Albany, NY 12230.

FORM 2, PAGE 2




FORM 2PGT _ Cerification of complation of
DL ~The University of the State of New York ’ approved  postgraduste  training
‘MEDICINE copm s gy . L LiTHE STATE EDUCATION DEPARTMENT will be sccepted only if It is igned
3 AREL I Office of the Professions no more than one month prior to
AR Division of Professicnat Licensing Services the completion date.of the training
P i Cuttural Education Center pariod in which credit Is sought.
el FER YT L e Albany, NY 12230

CERTIFICATION OF APPROVED POSTGRADUATE TRAINING .
(To be used only for U.S. and Canadian approved postgraduate training programs)

APPLICANT INSTRUCTIONS

1. Compiete Section 1. Enter your name as-il appears on your Licensure Application (Form 1),

2. . Please send this form to the director of medical education of the hoapltal(s) in which you completed postgraduate training. One form must be
submitted to verffy sach residency. i you have completed more than one residency, you may photocopy this form.

3. Thbbnnmuﬂbountdmwmmmmmwm hospital In which you did your residency. - If the hosplial In which you did your residency
" does not have a director of medical education, the forms iy be'completsd by the depertment chalr. 1f the Oeplmnent cannct determine that
this varification came directly from the hospital, ths postgradusts hospital uinlng whl not be credited.

| SECTION I: APPLICANT INFORMATION

I] SOCIAL SECURITY NUMBER:
(Loave ths tiank I you heve no LS. Social Securty Mumow)

[2] e oATE:

_—_I 'PRINT FULL NAME EXACTLY AS IT APPEARS ON YOUR APPLICATION (FORM 1):

v R e sl T T T 1]
et LNl T T T T[]
ol CCCEEEEENREE

[ ] ]
NN
L] |

f—f e }—y
TS | W —

maeu..-|9 4@[ = Im!LIlIul Inleidi | Inle! |

svout [BIB[S] ISlo Wt [N [Nulelnte] 1 [ 1 [ ]
o (B elsi-le _.l_l_L_L_I_L_I_.L_'
State F\-m " ZioCode || biZ{o | | | | |

oL L [ T T T T TITTITTTTITTITTITIT]

E' Print name under which postgraduate training was complsted: \AY artow, . C}'\a—lm

E Hosphal in which postgraduate tralning was compieled: f]_eh#-
Address: M&ﬁ, 2:2:29 “

Y l‘\béo

FORM 2PGT, PAGE 1




8éCﬁDN H: CERTIFICATION OF POSTGRADUATE TRAINING

INSTRUCTION TO HOSPITAL: Please complste this section, sign certifying statement, and return the form directfy 1o the Division of Professionat
* lLicensing Services at the address shown below. This form will not be accepted if returned by the applicant.

This s to certify that _. \'AP(\CU\_UL o - C__ e AT ca YN

Physician's Nama}

& graduate of AR ING S e Wane \\CW\._ Uf\’\)«\; -
"[Medical school) \ 0

American Osteopathic Assoclauon. or Royal College of Physicians and Surgeons of Canada ai

‘ f*-_}'ﬂgbégmﬁwu
"jatb_x:)dw/ f\\ﬁ Do

Level of Training (example PGY-1) Clinical Area 1 Inc!uslve daies ) Sum‘:assfuIIL completed
{mmiddlyy) 3

A0AD 1 SR Im/‘fES B no
P L e | w2099 | O e
o g, | O 0w
Petas | A, | GAEsS| o

Ao, Q9 _;PET) Oves Owo
oy > oA nge | eenDo | i

was enrolled in a postgraduate training program(s) approved by the Accreditstion Council on Gradua Medical Edus on.
cudiondty | /

{Nanty, and location of Hospitear)

/ / 0 Oves Ono

f ! In progress; satis-
factorv to date
fod 10 QOvyes Onwo

— T In progress; satis-

factory to date

If this physiclan did not suceessfully complete the postgraduate training program, please attach a letter of explanation with this form.
f_j Explanation is attached
1 am the dir¢ :tor of medicat education or department chair of the clinical area. | was the pregram director for the physiclan named above during the

postgraduste tralning indicated and have carefully read and completed this form and hereby attest that the statements made herein are strictly trug in
every respect and are supported by hospital records.

Signature of Director/Chalf, 7& &b, a q% N
_ Type or Print Name of Director/Chalr: :; E Q(

. .—a-n-\ *
Tithe or Official posiﬂon‘

institution: _&_)
Address; _____2853_._%@“‘1\&-/%——

¥ \'h\ Lo Sdor” .I\\_}—?' MleDo
Telephaons: ﬂlf\.ﬂ -L—lb\fh—"\\-l"\n Date: Z I'L 1 ©A

. E-mail Address:

e (SEAL)

Return this Form to;  New York State Education Departmen't. Office of the Professions, Divislon of Professional
‘ Licensing Services, Medicine Licensing Unit, Cultural Education Center, Albany, NY 12230..

FORM 2PGT, PAGE 2




