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A . Medicine Form 1 THE STATE EDUCATION DEPARTMENT
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Application for Licensure

and First Registration

O [s0 |[ sms )| er |

Applicants Must Cemplete All Six Pages Of This Application In Ink NYS Liconse Numb’;} /'_/r,, - (7/
o ead ,'L/:,J /24
_1J Sgclal Security Number ‘ Dats Issued P /
(Leave this blank if you do not have a U 5. Social Secunty Number) (SRS Sy SO P 17\/ p/
-

2 l Birth Date Montn. Day' yea,” Q\)\}Inlha 9,.-\’
j !

3 | Print Name Exactly As You Wish It To Appear On Your License 5 g.ua! -Mati Addfass
oo (I [0To1n La [ 1[al=—Tmlo]s [Telel T T T T T 1] —JM T
et [Rlalelglalal T T T TT T LT ]G] | yACYEREe
BT ) ARkl

3 Mailing Address {You must notify the Depariment promptly of any address or name changes ) E-Mall Address {Please print clearly)
Apt/Bidg. [‘DIC‘FIGIPIH"\E!’J"I'H o[ & | o8] - [e ¥ [ ] mc.c}onr,e%emcd.nad-cd;)
sweet (g5 I0] JFLile [s1 1 IAlylel LT T T I 1111
oy Wlld Plolel R T T TTTIT 111
] |
| ]

| l
State m ZipCode | | | 0] OI { léJ { | I
Prowince/Country [ I l l l [ i I i I | l l [ ] } } ] ] U

HnotUS,

Area Code Prgne Number

T

& Name a:j,"fl appears on degree of otherfredenhals {if different from above) ch'#m M "ponql[)

7 I Ciizénship: “nited States
g Citizen of:

" Attach a pholocopy ol the frant and back of your Ahen ReQistation Ct“é;c!

Alien tawtully admitled for a permanent residence in the United Siates Jther Imangrabion

8 ; | wish to bétome ficensed on the basisof:

75 Acceptable examinstth scores (see page 3 of this form} [} Endorsement of another lcense
(See "Applicants Livensed in Another Stete* section of instructions }

i arm using FOVS ta collect my credentials: () vEs LI no

9 | Have you previously applied for a New York State License of 3 kmitec permit to practice medicing? O yes Bno

101 Have you ever been foung guilty after tral. o pleaded guilty. no contest, or nolo contendere to a crime {felony or '
b— muisdemeanos) 1n any caur? YES ile]

11| Are criminal charges pending againsl you in any court? Y YES NO
- Il

12| Has eny licensing or disciplinary authority refused 1o issue you a hcense or ever revoked, annulled, cancelled, accepted

| surrender of, suspended, placed on probation, refused i¢ renew a professional hcense or certlicate held by you pow of | YES NO
previously, or ever fined, censured, reprimanded or ctherwise disciptined you? !

13| Are charges pending apainst you in any Jurisdiction for any son of professional misconduct? ’ YES 10

14| Has any hospital or licensed facility restricted or terminated your prolessional fraiming, employment, or privileges vES NG

1 or have you ever voluntarily er involuntarily resigned or withdrawn from such assocalion to avoid impasiton
of such measures?

NOTE: H you answer "Yes” to any questions numbered 10-14, submit a (etter giving complete explanation. Include copies of any
cour records, and if you possess one, a copy of the “Cedificate of Relief fram Disabililies™ or your "Certificate of Good Conducl.”

Medicine Form 1, Page 1 ¢f 6, September 2002




]

in Ihe spaces below, give an accurale recoid of your educalional preparapon. Be sure to compiete items A-
translate. ¥ no diploma or degree, ndicate number of credits earmed.  Allach additional sheels if pecessary.

E for each schaol. Piease pnnt. List diploma or degree tities in criginal language and

A.NAME OF SCHOOLS ATTENDED AND LOCATIONS

B. NUMBER OF

YEARS QR DEGREE OBTAINED OR DEGREE. -
: {NDICATE YEAR INDICATE NUMBER
.p._lﬁm?_ﬂ.mn Entrance Date {eaving Cale { OBTAINED) OF CREDITS EARNED

C. ATTENDANCE

D. TITLE GF DIPLOMA

€. IF NO DIFLOMA’

1....@: Schogi or Secondary School

Imﬁ.n__oc:_i

Postsecondary Preprofessional Scha
v e . = b

oifs} (Exclusive of Medical School)

Schooi Narne

City State/Country

me yr ma ¥T

Medicai Education {Professional, list all medical schools aftended)

0.—,‘ Med wrma.bh.tv

Untvecsid lensylvancy _ 5chool
Schoot Name E
\wr_._p? lphia 3»\
City - J ) L Sthte/Country
School Name
) Cuy

State/Couniry

ye

[ i

ma y mn yr

MNL_Z& ML oY

Medical b\s«axh,

ﬁbcﬁ*v.\ O-P
medene

. .\,.

: /7

/

it you compleled clinicat clerkships in a country

o

e

siher than where your medical schoul is localed, give Lhe dales and iocation of these clerkships. Altach additional sheets ::mo..um«pé.

Inclusive Clerkship Dates Clinicat Area

Name of Heaith Care Faciity

And Address

Medical School with which -
Cierkship Affiialed and Address
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18| - "Are youhcensed of have you ever been licensed as a physician in any other stale or country? Yes E] No E:
If yes, list each jurisdicton, If appropriate, you must also submit a Form 3A or 3B, See pages 14 - 15.

. Basis of Licensure
State or Date License Any Limitations

Number o
Country Issued Examination YL
(Date passed) Endorsement Other

EJ Complele this section enly i you are a graduate of a program not reglstercd by New York State or LCME or AGA accredited,
Have you completed all portions of the examination requirsments for ECFMG certification? D Yes D No
Do you currently hold a valid ECFMG certificale”? Tl oves OO e

Please compiete and forward the ECFMG form,

18 | Are you applying for licensure on the basls of a Fifth Pathway program? [:} Yes g Nu
If Yes, list name and focation of medical school or hespitat and the inclusive dates of attendance, )

Name and Location of Medical School or Hospital Inclusive Dates of Allendance

119 I List in English, all specialty qualifications you have earned {i e., Boacd Specialty Centification or Diplomate Certficate)

Name of Qualifications . Name and lpcation of organizalion issuing credential

120
._j D | wili be applying for USMLE Step 3
. OR
# 1 have successfully completed the examination combination indicated below;

TCAMES S EXAMINATION COMBINATIONS
e

\’”J/,’,
e g USMLE Sleps 1, 2, and 3

FLEX Paris i, Il, and I

USMLE Step 1, NBME Part i, and USMLE Slep 3
USMLE Steps 1 and 2 and NBME Par Il

FLEX Components | and |/ USMLE Step 1, NBME Pan Il, an¢ FLEX Component (]

NSME Panst, Il, and i NEME Part 1, USMLE Step 2, and FLEX Compongnt |

NBME Parts | angd !l and USMLE Step 3 USHMLE Steps 1 and 2 and FLEX Component Il

NEME Pad |, USMLE Siep 2 and NBME Par 1! NBME Paris | and Y and FLEX Componert |l

NBME Pad i, and USMLE Steps 2ang 2 FLEX Component | and USMLE Step 3

OooCcCoo0D

NBOME Parts |, If, ang 11t

poocooCco

USMLE Sten 1, and NBME Parts 1 and 31l
Other:

/D
Dale examination sequence was compleled q '7/ 2006

Medltine Form 1, Page 3 of §, September 2002
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21 " Provide a chronolagical fis! of all activities since graduation fram professional school to the present. Include vacation pericds and periods of
employment.  Aftach additional sheets if necessary. '
DATE {mm/ddiyy) " Type of Activity, Beginring with Date of Graduation from Professional School.
From To Include Name and Address of Employers.

72004 Presenr [ New Worlk UN‘UUS;"} Cohool 04— Medr et

Rcs=“denth, 0 0&#@%‘& and  (raneciloge
. /% . 4 72N
55O BF Ave,  New Yorlt, NY ool .

22263 GFY)

22 I
If you hold a New York Stale ficense in another prolésson, indicate the profession, your'license number and dale of licensure below.
Profession - License Number ' Date of Initial Licensure (mm/ddiyy;
I !
li /
! !
! !

23 i
———J CHILD ABUSE IDENTIFICATION AND REPORTING: (check only one of the following.)

D | graduated from a medleal sehool in New York State after September 1. 1990.
\gv | compieted the chitd abuse coursework and have enclosed a centificate of completion from an approved provider,

D | am Hing for an exemption to the requirement and have enclosed the exemption farm.

[:] t am going fo take the Child Abuse identificalion course and submil the required form.

Medicine Form 1, Page 4 of & September 2002




GENDER AND ETHNICITY: (This item Is optional.}

*| - Information on gender and ethnicity Is sought solely 1o aliow the Education Department to tollect and analyze data concerning diversity in
the licensed professions, The ethnic and gender data you provide will be used only for statistical, research, and program evaluation
purposes. Htwiil not be released to the publlc. This Information has absolutely no bearing on your qualification for lcengure,

GENDER: m Male
ETHNICITY: wwnite {not Hispanic)l‘ Black (not Hispanic) msian *Hispanic "Nan‘va Amedcan

™,

AN

N

Female

=]

STUDENT LOAN DISCLOSURE:

The State Education Department is required* io ask these queslions aboul any student joans made or guaranteed by the New Yok Stale Higher
Education Services Corporation, and lo forward any "yes” responses to the New York State Higher Ecucation Services Corparstion. Your license
application Is nol complete without this Information.

{a} Do you have any outstanding loans made or guararieod by the New York Yes ' 3 No
State Higher Educalion Services Corporation? )

(b) if you have such a loan(s), is any part in defayll? " Yes No

"New York State Education Law, section 6501-2

26 -
'——, CHILD SUPPORT OBLIGATION: \\

Everyone applying for or renewing & professional license, permit, or registration must fie a writlen statement that, as of the date of he filing, he or she
is, or is nol, under an gbligation to pay child suppont”, Individuals who are four months or more 1n arvears in child support may be subject to
suspension of thelr business, professional andfor driver's licenses. The intentional submission of false written-stalemends for the purpose of
frustrating or defeating the lawful enforcement of support obligations is punishable under section 175.35 of the Penat Law.

You must complets this section before we can issue the credential for which you have applied. Individuals who are not in compliance with their
obiigation 1o pay child support can be issued a credential for no more than six months in order ta comply with their child suppod obligations.

Check only A or B befow. H you check B, you must check one of the five stalements listed below It.

. { arm not ynder an obligation to pay child support;
- OR

t arm under an obligation to pay child suppor and (please check only one of the following}

fl am curent and am rot four morths or more in anears in the payment of child support; or,
‘| am making payments by Income execution or by cour agreed payment plan or by a plan agrecd Lo by the parties; or,

The child support obligation is the subject of & pending coun proceeding; or,

s | am receiving public assistance or supplemental securily income; o1,

None of the above four statements apply -

“New York Stale General Obligations Law, sechon 3-503

Medicine Form 1, Page 5 of 6, Seplember 2002




27{.1 give permission to the New York State' Education Depariment 1o release my examination results to my professional school
for the confidential purposes of program review and institution research and planning. 1 may rescind this authority at any

time by notifying the Division of Professional Licensing Services in writing.

‘ ?‘3 Yes | 1 No _ Please initial: R‘:M

28 | PHOTOGRAPH REQUIREMENT:

\j

i

;5] AFFIDAVIT WITH ACKNOWLEDGMENT {Notarization required. }

APPLICANT

! declare and affirm that the statements made in this application, including accompanying documents, are lrue, complete
and correcl. | understand that any false or misteading information in, or in connection with, my application may. be cause
for denial or loss of licensure and rmay result in criminal prosecution.

Signature of the appifcant:w 7&'—""‘"‘7‘@“‘% ' T

NOTARY

State of ,A/e (o 7(:: s /< County of '({}V ey A .
Onthe Y% *'7 dayol- Mg = inthe year 2 ce #  belore me, the undersigned, perscnally
appeared ; Aoz 1 , personally known to me or proved to me on the basis of satisfectory evidence

1o be the individual whose name is $UbEcrbEd o this application and acknowledged to me that he/she execuled the
application and swore that the statements made by him/her in the application and all supporting materials are true,
complete, and correct.

L A Vgt NP - dm‘_ i rang e
Notary Public signature ___ /- //’/(mA/ A \.,4:.7.,-’2é el il

' 10-&NN M. CUTRONE
i Notrey Tublic, State of New York

' ? ‘1 {in, 0LCUB041222

irat! 4 O ok : {izd in Queens County
Exp'rahon date I 7) t? ! ,;1 / \ Coliinnawivi EXpires March 27, af?//

Memih Jay Yeat

Notary D number /¢ VS 091 L.Z_ P

Mail this form and appropridte fee 10: New York State Education Depariment, Office of the Professions, Fee Section, Division of
Professional Licensing Services, 69 Washington Avenue, Albany, NY 12234-1000. DO NOT SEND CASH. Make check or money

-{ arder payahle 1o the New York State Education Departiment.

Mediclne Form 1, Page € o1 6, Seplember 2002
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hetps://www.nurseslearning.com/courses/cert-122-CA . cfm?CourseRe...

Certificate of Qompletioﬁ

This certifies that R'aegan McDonald-Mosley, License: NY |, has successfuliy completed an
approved course on April 30, 2007 in Child Abuse and Maltreatment/Neglect:

Identification and Reporting New York State Mandatory Course as mandated by
Chapter 544 of the Laws of 1988. '

This program was presented by the Preventing Child Abuse Network
New York State Provider ldentification: 80669
2766 South Arlington Mill Drive - Suite 215
Arlington, VA 22206

Margaret M. Cotroneo PhD, RN CS
(Signature of certifying officer) .
Approved by the New York State Education Department

Contact Hours: 2.00 Date: 4/30/07

‘Location: Remote

4/30/2007 12:47 AV s
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FORM 2 The University of the State of New York

. THE STATE EDUCATION DEPARTMENT

MEDICINE Dfiice of the Professions

Divislan of Prefessional Licansing Servicea
89 VWashinglon Avenue /)
Alhany, NY 12233-10Q00 A

CERTIFICATION OF PROFESSIONAL AND PREPROFESSIONAL EDUCATI'E!?R
APPLICANT INSTRUCTIONS

4

on (Form

Enter your name 23 it appears on your New York State Licens
5B} Ba sure to sign angd gete item 10,

2. Send this form to the professional school you attended to complele Secticn |l Be sure w Include any fae raguirad Il you gradested fror »
medicat schoot that was nol registersd by New York State or accrediled by LOME/AQA, notify tha senot! thet a franscript must accompany this
form Inlernationa! Medical Graduates may not use this form If Form 1 and fee are submitted afer Novamber 30, 2002,

3. If you atiendsd 8 medical schoo! (hal has been ciosed, sand this form 1o the official repoesitory of the recewos for tha! school (a.g., SEESCYT).

4. Thiz form must be signed by the Registrar, Desn, Reclor, or Principsi of the madical schoe! and sent bagk direclly lo the Office of the Piofessisns
by that schoo! official in an offictal schoo! snvalops to the sddress &l the end of this form. Forms seat back by the spplicent or otner peries vill
not ba accepted,

SECTION I: APPLICANT INFORMATION

vre Application {Form 1) or Limited Permll Appllcath

E] BIRTH DATE

(2%

I} social SecURTY NUMBER RN

{Laave ths blank f you have ha 1.5, Socis! Securiy Number; Month  Dey  Yesr

3 PRINT FULL NAME EXACTLY AS IT APPEARS ON YOUR LICENSURE APPLICATION (FORM 1)
OR LiIMITED PERMIT APPLICATION (FORM 5B)

west (M 0o In [ali {d]-IMels ) [e]| 9! NN (5] vevernoncema,
ro [Rlalelglala] 1 11 L[ 11 1] [ 1] o
wose[ET TiTolel T1 T T (LTI IT T ETTT 1] A

3 MAILING ADDRESS: ‘ :{’;’Rzm umber

A Heo[{Fi 308

Area Cods  Number

E-Mait Address

. BERERRREE)
State @z CzZp C“”H m
prieeaes T T T T T 1T 1 L LTI 1T T 1T TTT]

. i
Print namae undar which your degree or diploma was awsrded (i diferent from sbove) _3%1[\ /M "annn }rj .

Preprofessional School Attenced: i

o]

Profeasional School Attanded:

T

Address:

Neme of Degreelolploma:__:jac"c r 01:" Atdl‘c;‘d & ___Dole awarded: f/Z,OOH

<]

2]

| raquest sng give my permission to the schoot Isted in ltam & above o complets Saclion il of this form and mail it g the New Yoik Stale Education
Degartrrent Bt the sddress at the snd of Ihis form, and ta releass any other intormatlon caguested by the State Education Departient in connettion

- with my application for lige :

) Date 5 & 200
]

Seplembar 2602 CERTIFICATION BY PROFESSIQONAL $CHOOL OFFICIAL IS TO BE MADE ON NEXT PAGE FORM 2 PAGE § OF 2

Applicant's sighatre: =
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06/27/2007 09.34 FAX 2128310230 CANOH . Fi003/002

SECTION li : CERTIFICATION OF PROFESSIO}JAL EDUCATION

INSTRUCTION TO SCHODL: Plesse compiele this sectlon, sian oarlifying statemen, sttach'the information required In ftem § and send directly to
the Ofce of the Professions at the address thovn below. Thia form will not be accepied If rolurnad by the applicant or Bny gther party.

I’ For Applicants from N.Y.5. Registered or LOME/AQA Accredited Medical Schools:
Applicant mat LCME/AOA requirements tor admission to medical/astaepathic school? IB ES a NO

If No, hushar of preprofessionsl postsecondary eredit hours completad by spplican! prier o admission to
madical schoo! semetlar hatrs or quarter hours

Did the applicant recalve advancad standing based on prior academi won? 0O ves [B/o
i Yas, indicate when the prior work was completad below and subrmit an officlal transcript of studles ot yout instilution, and copies of
documentalion In your file 1 support the grenting of transfer cedu.

Name of Instifution: Dates of enendance: K]

l:'J

Applicant's Entrance date: Y t L /999 Compiation Dats; 5‘1 /7 009

a

Degree/dmioma conlamed: 1. bJBucﬁf’ of Med c'rn €  oateotconteral: 5 117 IQOO*/

5 | For Al Other Applicants: !
Years of oducalion raquired for admission into your medical school:

Preprofescional credantinldegree submiiisd by applicant for sdmission info your maglcal school,

Was Soclal Service raguirsd? Oves Clne 1 Yes, give Inclughe cates and name of tnstitubion in which requirement wac meat
Instition: Daws' 1o _
Was a pre-gradusation :ntarnship requirad? Oves Qno I Yes, ghva inchupive ¢dates and name of instizidion in which requiremernt
wWas met.

inslitubon, Dolos: -]

Submit with this form;

A.  Anoficial ransenpt (course record, index, of marksheets) showing courses taken at your instlution
ant accepled from other lnsiitulione for renafer of cradit or convalidation.
The transcript must boar the originat signature cf the regiztrar, deen, principal or rector and originel seal of the school,

B. A copy of documantadon from your files lo support the granting of Vansfer crealt or convalidated course and clerships,

C. 1ot of cbnical clerkship completsd outside juiadicton where medice! school IS localad, Including {for each). area or specialty,
siarting and ending ¢ates of clerkenip, and neme end address of hospltel where clerkship was performed,

FOR ATTENDEES OF CIFAS, CETEC, AND UTESA, this Pst must inckude a1l derkships complated both inside and outsksn the jurisdiction where the
madical schoo] Iswas ocated.

| cartify that ta the bestof m!

wledgn and belle! the fongolng 1% 3 trun statoment of tho record ¢f the Individuat namad on l.hls form.

¥ : Da!e .:r/ (D ojf

Shynaturs: '
Type or print nama: Hf[(td*i b\)f-nlaff'on
Thls" Corstrac

Meodical sehool: i}&[,”:ﬂﬁs;hl«—} o ﬂfnn S}I!UBnrbv . {SEAL)
pagrons e adrer s OFL ce Sude v Stemnmler Hall,

Totephone: D 1 S¥ G § 469 b For QUG EGY 0§33 ' ;
£-mafi adaress: ]’u& e nherd® mail, W\{’ J L m’m\ .t Sy CERTIFICATIONIS NOT ACCEPTABLE UNLESS |
DATED AFTER GRADUATION. |

Return {his form New York State Education Daparimenl, Office of the Profoceions, Division of Professionpl Licensing Services, Medicine

Olrectly to—— Licenaing Unlt, 8% Washington Avanue, Albany, NY 12234.1900,

September 2002 FORM 2, PAGE20F 2




FORM 2PGT “IE Certification  of completion of
e ;»; u'fni s i{,t_*x\m'me University of the State of New York approved postgraduate training
. MEDICINE Lt L3 UMIT h THE STATE EDUCATION DEPARTMENT will be accepted only if it is sipned
Office of the Professions noe more than one month prior to
D.wiston of Professional |icensing Services the completion date of the trainlng

ZGQ'} H&‘{ 2:* F[’g 3 89 Washington Avenue period in which eredit is sought.

Albany, NY 12234-1000

CERTIFICATION OF APPROVED POSTGRADUATE TRAINING |
{To be used only by applicants nof using FCVS who need to verify
approved postgraduate training programs in the US and Canadaj

APPLICANT INSTRUCTIONS
1. Complete Section |. Enter your name as it appears on your Licensure Application (Form 1}. Be sure to sign and date item 7.

2. Please send this form 1o the director of medical education of the hospital(s) in which you completed postgraduate training. One form must be
submittad {o verify each residency. if you have completed more than one residency, you may photocopy this form. -

3. This form must be sent directy to the Depaﬂmen.l by the hospitat in which you did your residency. I the hospital in which you did your residency
does not have a Direciar of Medical Education, the forms may be completed by the Department Chair.  If the Depariment cannot determine that
this venfication came directty from the hospital, the postgraduate haspital training will not be credited.

SECTION I: APPLICANT INFORMATION

DR - ; . Month —

Year
{Leave this blank if you do not have a U 8. Social Sacurity Number) Day e -

j PRINT FULL_NAME EXACTLY AS IT APPEARS ON YOUR APPLICATION {FORM 1)

/’ Nest Do [nlal 13 [-[Mlols TTTely [ T 1T T 1]
it algl T T T 1T TTT I L[]
‘M'ff"elﬁlllils[d HEEENEEEEREREN

gt e /
4 [ MAILING ot./Bldg.
j ADDRESS/A

Street

Nlc—i T 111
State @E . . N : e " . .
S, lLIIIlIHIHIHIIIIIII

City

3 Prinl name under which postgraduate training was completed: ’ngdn Ncponqlé —MQS_/_?

Hospital in which posigraduate training was compieted: Mc., Y, }ﬁr > Med i ______CR!]\)LQCW
Address: 550 ﬁ.f5+ AU e ;,N‘V >{0 (t!; NX IODEL

¢ ]

7 l | request and give my permission 1o the hospital listed in item 6 above to complete Section |l of this form and mail il lo the New York State Education
Department at the address al the end of this form, and to release any other information requested by the State Education Department in connaction

wilh my application for licens S,
Date: ‘g_ / % -'_2007

Seplember 2002 . FORM 2PGT, PAGL 1 OF 2

Applicant's signature




LY
SECTION i : CERTIFICATION OF POSTGRADUATE TRAINING

INSTRUCTION TO HOSPITAL: Please complele this section, sign cerifying statement, and return the form directiy to the Division of Professional
Licensing Services at the address shown below. This form whl not be accepted If returned by the applicant.

This Is to certify that 1Zat sar N DoaadA — A < 5‘“—/

(P%ysvcmns name) -

agraduateof _ () nwversity of i’t/lnf»v \vaAAie
{Medicai schaol)

was enrolled in a posigraduate lraining program(s) approved by the Accreditation Council on Graduate Medical Education, the
American Osteopathic Association, or Royal College of Physicians and Surgeons of Carada at

New Yol Uaniversiey Medioal Ceater ) New Nerfw, NN

{Namae and focation of Hospilal)

Level of Training (example: PGY-1) Clinical Arega incluslve dates Successfully completed
[mnvddsyl N
Pey- | N eF 1 _on 2R \g\'es 0 no
=r- Y { - In progress; satis-
&L /M j 2 factory to date
' ves L wo
O oV ey
PGY -2 C}l?/é\ﬂ\. 2 EOG [ in progress; satis-
‘ o 12V i factory to date
B ves Owo
( Y 1 EDS
TDG‘Y - 3 ’ 09/6\/1\ - In progress; satis-
T X /30 1 B factory to date
Oves Owno
/ ! to
[ !n progress; satls-
—_— factory to date
Uvrves no
Y SR SN -
Om progress; satis-
S U f— factory to date

if this physlclan did not successfuily complath the postgraduate tralning program, please attach a letter of explanation with this form.

[ Explanation is attached . | M

clinical area. | was the r}rogram director for the physician named above during the
postgraduate trining indicaled and have careful pleted this form and hereby attest that the stalements made herein are sbictly true in
every respect and are supported by hospital . : .

Signature of DirectoriChair _ eze 20 =% ________ Dale:m;}:’l 1 _!_ f—?_:}m )
Type or print name ofDlreclorfle/ 'Smcf W- Dw 1eA, ANTD |
Title o official position: J2¢ 5t Ad A o P/;r/aM WV, Ll lns
Institution: M&mYﬂM-mVﬁc..: L‘)/___ddw_f_a_/j&_g_z& (SEAL)
Agdress:_ Q50 o6 Aveaun
New York, N¥y 00

Telephone: 247« 2¢'3~ S Fax, ZV2-263 -9 25|

E-mail Address: SESEE - S AAL LA @ e . oy e
Return this form directly New York State Educalion Department, Office of the Prolessions, Division of Professionul Lisensing
to: Services, Medicine Licensing Unil, B9 Washinglon Avenue, Albany, NY 122341000

Seplember 2002 FORM 2PGT, FAGE 2 OF 2




