STATE OF CALIFORNIA — STATE AND CdNSUMER StnVICES AGENCY

MEDICAL BOARD OF CALIFORNIA

(800} 632-2322

LICENSING PROGRAM
2005 Evergroen Street, Sulte 1200
Sacramento, CA 95815
(918) 263-2382 FAX (916} 263-2487
www.mbc.ca.goy

INITIAL AND UPDATE APPLICATION FOR PHYSICIAN'S AN

OR POSTGRADUATE TRAINING AUTHORIZA
Application for (please check one): I License 0O PTAL

TIO

ARNOLD SCHWARZENEGGER, Governor
s O VOTROF

WGAPR -5 AH %19
URGEQN'S LICENSE

D

amd Surgeon's License,

9. E-mail Address_(.optio:;ar):

O Yes

10. Have you ever filed an Application for Physiclan’s s
or PTAL, in California?

B N

Previous license number, if any: '

3
| - OF - Update
1. NAME : ~ Last First Middle “MBC
DEANS ELZABETH EWNES Use Only
Other names you have used (inciude maiden name); : 2. U.8. Soclal Security Number
3. Place of Birth 4. Date of Birth
5. Gender: &) Male B Female _ N
5. Publichailing Addmss:_p'ep“’ fwient »f &P" vduchve Medicine
(Pieage note: this Information is public) )
{30 characters maximum - '
per line, including spaces) £ £ r bo, D r. # 4323 -
City Statel_Province Zip/Postal Code Country
SAN bi1cso A usa
7. Telephone Numbers; Home Work Cel _
{include area code) . Porsargl”
. _ - Data~
8. California Driver's License Numbeor {optional): o

13. LIST ALL OF THE FOLLOING‘ EXAMINATIONS YOU HAVE TAKEN:

MEDICAL EDUCATION

1. LIST EACH MEDICAL SGHOOL THAT YOU HAVE ATTENDED,
SchooiName "~ . n.. City, StatelProvince, Country | " Dates.of Attendance |, -
gl
UNC StdopL oF memicing CWAeel tiy) Ne , uga %oy ~ % Joq @@
o Q
. . a.a

112 School of Graduation Degree Awarded Date of Graduation / e
UNC Selioon oF MEDILNE | | Mp 05]//0] 2009 v

EXAMINATIONS

USMLE, FLEX, NBME, ECFMG, SPEX,

QAME in Canada

A

— - : - STATE BOARDS and/or &
Exalnination. ™ "7 e TR R g " Result (Fass(Fall) i
USmee Step | 06/28/0t
—OSMESTep 1 L (S oYfzrioyarizeloq

USMLE  gep 2

o205 {10

(g

O7A-100 (Rev. oélzoua)

" iGaishieting Use Ofiy oy B

‘Lf .
1

s




A “yes” response to Questions 14 through 38 requires a written explanation on a separate sheet of
paper along with any supporting materials.

. MBC
Use Only

ACGME/RCPSC ACCREDITED POSTGRADUATE TRAINING

14. Please Iiét each ACGMEIRCPSC accredited postgraduate training program in which you
have participated. You must include each internship, residency and fellowship, whether or

('

not the program was completed or credit granted. Postgraduaty
. T B N O - - g B ranngl
Facllity Name Aqdress PR N Spei:lalt;yArea .| Dates of Attendance ‘
WEWGE At oy &7~ LhlictAer ¥ B - Sy
ULSD P REPRAULTIVE MO ine Sae Bypea C 93003 ~ Gynicciony June 2009~ Curreat- y-

c':va
1

H

P OSTGRADUATE TRAIN'NG: (These.:ql‘r‘e;l-lo'ns‘ arg I«';.I;a answemd YbyALLapplEcamsl

renewed or offered for

MEDICAL LICENSURE

any state or territory in the United States or Canadian province.

Did you ever take a leave of absence or break from your training? YES No
Have you ever been terminated, dismissed or expelled from a program? YES NO
Have you ever resigned from a training program? YES NO
Were you ever placed on probation? YES NO
Were you ever disciplined or placed under investigation? YES NO
Were any incident reports ever filed by instructors? YES NO
Were apy limitations or special requirements placed upon you for clinical

performance, discipline, ot for any other reason? : YES NO
Have you ever had a postgraduate training program contract not be VES NO

following year?

15. Please list all medical licenses (other than training licenses) that have ever been issued by

Licenag
Data

Jurisdiction Licerise Number * |* " “Date of 1sstiance -+

“Dafés of Practice in that Jurisdiction

N A

APPLICANT:
ELIZABETH INNES DeAnNs

DATE OF BIRTH:

07A-100 {Rav. 12/05)




ABMS CERTIFICATIONS

MBC L

PRACTICE IMPAIRMENT OR LIMITATIONS

18." Have you been enrolled in, required to enter into, of participaied in any

YES NO

drug or alcoho! recovery program or impaired practitioner program?

19. Have you been treated for or had a recurrence of a'diagnosed YES © NO.
addictive disorder? |

20. Have you been diagnased with an emotional; & mental, or behavioral YES NG
disorder which impairs your ability to practice medicine safely? '

21. Have you ever been diagnesed with a neurological or other physical YES NO
-condition that would impair your abiiity to practice medicine safely? :

22. Do you have any other condition which in any way impairs or fimits YES NG

your ability to practice medicine safely?

If you do receive ongoihg treatment or participate in a monitoring program, the Board will make an
individualized assessment of the nature, the severity and the duration of the risks associated with an
ongoing medical condition to determine whether an unrestricted license should be issued, whether

conditions should be imposed, or whether you are not eligible for licensure.

CRIMINAL RECORD HISTORY

23. Have you ever been convicted of, or pled guilty or nolo contendere ta ANY offense in any state in
the United States or foreign country?

This includes a citation, infraction, misdemeanor andfor felony, ete. If “YES™ atlach 3 list of each offense by amrest and conviction
dates, violation, and court of jurtsdiction (name and address). Matters in which you wére diverted, deferred, pardaned, pled nolo contendare,
or If the conviction was later expunged from the record of the court or set aslde under Penal Code Section 1203.4 MUST be disclosad, If you
are awaiting judgment and sentencing following entry of a plea or jury verdict, you MUST disclose the conviclion; you are entitled to submit
evidence {hat you have been rehabllitated. Serious traffic coenvictions such as reckless driving, driving undsr the influence of alcohol and/or
drugs, hit and run, evading a peace officer, fallurs to appear, driving while the license is suspended or revoked MUST be reported. This iist
is nol all-Inclusive. If In doubt as to whether a conviction should be disclosad, it is better to disclose the conviction on the application,

For each conviction disclosed, YOu must submit with the application certified coples of the arresting agency report, certified copies of the
court documents, and a descriptive explanation of the clrcumsiances surraunding the conviction of disciplinary action (i.e., dates and location
of incldent and all cireumstances surrounding the Incldent). Thig letier must accompany the application. If documents were purged hy
arresting agency andfor caurt, a letler of explanaticn fromthese agencies is required.

Applicants who answar “NO” to the question but have a previous conviction or plea, may have their applicatlon denled or licensg
| revoked for knowingly falsifying the application, YES —NO

.‘:bgeﬁpnl_y_’ .
. : Co " ABMS
16. Are you currently certified by a Member Board of the American Board of Medical Specialties?
' vesd no @
Member Bwéard,"‘ W ;E')"kpirairlq,ri"'ba{rt:eff R L Qertiﬂcate Number ?
= or R
17. Hasa claim or an action ever been filted against you for the practice of medicine which resulted
in a malpractice settlement, judgment, or arbitration award of $30,000 or more?
: YES NO

i f:n'mma'l .
" Recerd -

APPLICANT: DATE OF BIRTH:
ELI2ABETY  INNES DEANS !

07A-10C (Rev, 42/05)




24,
25,

Is any criminal action pending against you?

Are you required to register as a Sex Offender?

DISCIPLINARY HISTORY

YES

YES

NC

NO

These questions refer to discipline by any U.S. military or public health service, state board
or other governmental agency of any U.S. state, territory, Canadian province, or country.

26.

Have you ever been denied a license to practice medicine?

ELVZARETH INNES DBEANS

'DATE OF BIRTH:

YES NO - |
27. Is any denial pending against you? YES NO Q
28. Have you ever been charged with, or been found to have committed, -
unprofessional conduct, professional incompetence, gross negligence, YES NO a
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
Suspended, or placed on probation?
30. Have you ever had any license to practice medicine subjected to
any action including but not limited to informal or confidential discipline, YES
consent orders, letters of warning, letters of reprimand, or citation?
31. Have you ever had any license to practice medicine subjected to any VES
other disciplinary action?
32. 1s any disciplinary action pending &gainst any of your licenses to VES
‘practice medicine? :
33. Have you ever had staff privileges in a hospital terminated, denied, YES
suspended, limited, revoked, or not renewed? -
34. Have you ever resigned from a medical staff in liey of disciplinary or YES
administrative action?
35. Is any disciplinary action pending against your hospital staff privileges? YES
36. Have you ever surrendered a license to practice medicine? YES
37. Have your DEA privileges ever been denied, suspended, restricted, or YES
terminated? _ S ‘
38. Have you ever entered into any arrangement or plea or agreement in YES
lieu of a federal prosecution for a drug violation regulated by the DEA?
APPLICANT:

G7A-100 (Rev. 12/06}




Notice: All items in this application, except #8 and
#9, are mandatory. Failure to provide an of the
requested information will delay the processing of
your application. The information provided will be
used to determine your qualifications for licensure
per Section 2080 of the California Business and
Professions Code, which authorizes the collection
of this information. The information on your
application may be transferred to other medical
licensing authorities, the Federation of State Medical
Boards, or other governmental law enforcement
agencies. 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 records,

The applicant, & L2ARETH (NNES nEANS o ___ being first duly sworn upon his/her
(PLEASE PRINT FULL NAME) {DATE OF BIRTH)

oath‘deposes-and says: that | am the person herein named subscribing to this application; that | have read the complete
application, know the full content thereof, and declare under penalty of perjury, that all of the information contained harein
and evidence or other credentials submitted herewith are true and correct; that | ant the lawful holder of the degree of Doctor

of Medlcape as prescribed by this application, that the same was procursd in the regular course of instruction and

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

APPLICATION OR ANY ATTACHMENT HERETO IS A SUFFICIENT BASIS FOR DENYING OR REVOKING A
LICENSE. [~~~ : -

(PLEASE INITIAL BOX)

SIGNATURE OF APPLICANT: W
state of __ (A mif ? ‘
Countyof _ SAN BDrego

Subscribed and sworn to (or affirmed) before me on -
tis____ 2% dayof ___ MArCH ,20_/0

by: (applicant's name to be printed here) £ [2abetlt, Neans
proved to me on the basis of satisfactory evidence to be the person(s} who appeared before me.

(Pledise sign full name)

T IOf - BROWN

Commission # 1826156
Notary Public - California g
$an Diego County

WMy Gomm. Expires Dec 8, 2012

" A
saGNA}mRE OF NOTARY PUBLIC

0VA-100 {Rev. 11/04/08)




-
: | V-
L) - .
STATE OF CALIPORNIA - STATE AND CONSUMER SRVICES AGENGY ARNOLD SGHWARZENEGGER, Goverpar 5{ I’
) Yep oy ' .

Qyz MEDICAL BOARD OF CALIFORNIA MELC - - 20,
.2 St LICENSING PROGRAM AR
Congn 2005 Evergroen Street, Sults 1200 CALIF
Aﬂ'amj _ Sacramento, CA 95815 N
(600) 633-2022 (sms:s-z.?.::  FAX (816) 263- M0 L 20 P s

_CERTIFICATE OF MEDICAL EDUCATION

_MEDICAL SCHOOL: PLEASE COMPLETE TH
This certifies that _ ELVZARery //vNES DERNS

Full Name of Applicant us Social Securlly Numbier
- - enrolled in _yNC Sedool o7 MEDILINE '
T Date of Birth Name of Medical School _
located igs,  NoRTH CaLsLin4 ,USA " 0.8/1 0l2004 .
' State/Province Country . Enrolfment Dats

The undersigned further certifies that the records of this institution show that the applicant attended in this

. { institution _ g years of resident instruction, completing at least 4,000 hours, of which at least 80 percent
V' I actual attendance is required in the subjects set forth hereunder (Business and Professions Code Sections 2089,2089.5,
2089.7,2090, 2091.1,2091.2) and that the applicant

Anatomy - Embryology Physical Medlcine

Dtolaryngology Histology Therapeutics

Obstetrics and Gynacology Human Sexuaiity Neuroanatomy -

Radiology, Including Radiatlon Safety Medicine Child Abugs Detection and Treatment
"Tropical Medlcine . Surgery, Including Orthopedic Surgery . Gerfatric Medicine

Physiology Urclogy Padlatrics

Biochemistry . Psychiatry Pharmacology

Pathology, Racterlology, and Immunotogy Neurglagy Anesthesia

Ophihalmology Algohgliam and Chemical Dependency Spousal Partner Abusa Detoction & Treatment
Dermaiology Praventative Medicine, Including Nutrition Family Medicine**

Paln ¥anagement and End-of-Lifs.Carg**

*  ONLY applicahle to medical students who snrolled In madica actiool an or after Sepfember 1, 1994,
**  ONLY applicable to medicat students who graduate from modigal school on or after May 1, 1993,
™ ONLY applicabie to madical students who anrolled in medical school on or after June 1, 2000,

]
f@ Was granted the degree of Baskste®Doctor of Medicine onthe 10thday of May , 2009
/" U withdrew from medicai school on day of , .
Unusual Circumstances - . ' Responses
“nusual Clrcumstances (Redercl yeer) Besponses .
Did this individual ever take a leave ofabsence from their medical education? Yes No
Was this individual ever placed on probation? - Yes No.
Was this individual ever disciplined or under investigation? Yes No
Were any incident reports regarding this individual ever filed by instructors? Yes No
Were any jimitations or special requiremenis imposed on this individual because of
questions of academic or disciplinary problems, or for any other reason? Yes No

A "Yes” regponse to ANY of the above guestions tequires the medical school to provide a written explanation on a separate attachment,

Madicat $zhool Sual Attention Med lcal School: Only the President, Dean, or Registrar may sign thls form. If the signature Is
Must Seo Imprinted Bewow belng dolegated to another person, evidence of that delegation must be attached to this form {may he a
photocopy). Such delegation must be on official leitorhead and must be dated within tha rast 12 months.

l i Slgned and the school seal affixeqd this 13th day of July 2010 :
19 % -~ o
BY Forrest H. Page, Registrar

Printod Name and Titla of School Offictal *
Signature: # ;C:—-————- .

AWM

O7A 0012 (Fov. 1205

£ ,,«'C%)/l



o o

o RTINS L.
STATE OF CALIFORNIA - STATE AND CONSUMER SERVICES AGENGY ARNOS defdiRzdhiccrr, Govermor

Qe MEDICAL BOARD OF CALIFORNIA '~ C AL [FORRIA
Alfairs . 20055::2;93&0, CA 95315 M JUL 12 PM s LB ;

' - (B00)633-2322  (916)263-2382 Fax (916) 263-2487

WWW-!‘!!QG.QE.QQV | L I CEH ‘S I Hﬁ
_CERTIFICATE OF COMPLETION OF ACGME/RCPSC POSTGRADUME TRAINING

To be completed by the facility for every madical school graduate completing postgraduate training in the United States or Canada.

TO BE COMPLETED BY THE APPLICANT

PART 1:

NAME: Last, First o . Middle
v )EMNS Lz be i /nne
u.S. Social Security Number Date of Birth Telephone Number : .
' Home Work
PubliciMalling Address 200 . A€oz DN K@y 33
City . State/Province Zip/Postal Code
SAN bdicece C A 2103
Medical School of Graduation B ‘
UNC Schpef/ cf Mooty Ltire

PART 2: TO BE COMPLETED BY THE PROGRAM DIRECTOR
ATTENTION PROGRAM DIRECTOR: Do not sign and date this form before the last day of any postgraduate
training year which will be used by the applicant to qualify for licansure, Completion of this form will certify that
' i ¥ completed a period of accradited postgraduate fraining at
has acquired the skill and qualifications necessary to safely assume the
unrestricted practice of medicine in this state.

Name of Facllity -
Department of Reproductive Medicine
University of California San Diego 2200521044 ——

Address of Facility  Telephone #

2103-8433| 619-543-6922 -
o] End Date (or antlclpated completion dafe) of Training

06/ 23 1 2009 _ |06_ ;30 2013

) R Arh ) MC B/
Categorical Specialt Area of Tra ining
Obstetrics/Gynecology
UNUSUAL CIRCUMSTANCES:

RS

Did {he trainee ever take a leave of absence or break from histher training? YES NG

| Was the trainge ever terminated, dismissed or expellad? YES NO
Did the trainee ever resign? YES NO ,
Was the trainee ever placed on probation? YES NO v/
Was the traines ever disciplined or placed under investigation? YES NG
Were any incident reports regakding this trainee ever filed by instructors? YES NO
Were any limitations or special requirements placed upon the trainee for '
clinical incompetence, disciplinary problems or for any other reason? YES No
Did the program dedline tﬂ_re%ﬂrainee.a-postgraduate-trainin'g_ YES NO

—— ———|-program-contract for a following year? :

A “Yes” response to ANY of the above questions requires the program director to provide L 3 A
a written explanation on a separate attachment.

07A-100-L3 (Rev. 12/09)



DEFINITION OF “SATISFACTORY” COMPLETION OF TRAINING

The program director signing this form is formally certifying and documenting under penalty of peijury that the trainee recaived
instruction appropriate for the particular postgraduate level and that he/she satisfaclorily completed periods of tramrpg in
accordance with the accepted standards and the criteria defined as equating to "satisfactory" perfotmancq as described below. The
program director wili personally be attesting to the fact that the trainea hags acquired the skill and qualifications necessary to safely

" "BATISEACTORY" IS DEFINED AS: THE TRAINEE PERFORMED AT AN ADEQUATE LEVEL BASED ON EVIDENCE QF

SATISFACTORY PROGRESSIVE GROWTH INCLUDING DEMONSTRATED ABILITY TO ASSUME GRADED AND INCREASING
RESPONSIBILTY FOR PATIENT CARE, .

I heréby certify as the program director, that the individual named in Part 1
has completed Q has not com pleted

a minimum of four months of general medicine as part of this postgraduate training program '
accredited by the AQGME or the RCPSCG. (A - -

SIGNATURE OF PROGRAN DIRECTOR

ATTENTION PROGRAM DIRECTOR: THE PERSON WHO SIGNS THIS FORM MAY NOT BE RELATED TO THE

‘ . Ifthat signature authority is being delegated to another person
evidence of that delegation must be attached to this form (may be a photocopy). Each delegation must be on official
letterhead and must be dateq withio the last 12 months, . -

OFFICIAL HOSF‘ITAL SEAL MUST BE AFFIXED IN
THE BOX TO THE LEFT TO CERTIFY TRAINING

A The training program is aceredited by the AGGME or the RGPSC to offer the type and level of
Y tralning completed by the applicant, and the applicant was trained In an aceredited ACGME or

CPSC program posttion, | hereby declare under Penalty of perjury under the laws of the State of
Kalifomig that ihe statements are true and correct, ’

f Aristine B, Miller, MD
[ /PRINT NAME OF PROGRAM DIRECTOR

Coitte 117ho

SIGNATURE OF PROGRAM DIRECTOR " DATE SIGNED
Signature Stamp Is Not Acceptable

State of

County of

Subscribed and sworn to {or affirmed) before me on this day of 20

{Notary to print Program Director's name here.)

personaily known fo me or proved to me on the basis of satisfactory evidence to be the
NOTARY S&AL

persan(s) who appeared before me.

by : '

SIGNATURE GF NOTARY PUBLIC
O7A-100-13 (Rev, 12005)

‘%




STATE OF CALIFORNIA ~ STATE AND CONSUMER SERVICES AGENCY

CERTIFICATE OF CURRENT POSTGRADUATE TRA

At the time of licensure, you may be entitled to a reduced initial lic
sition in an ACGME/RCPSC accredited postgraduate training program.

the Form L3A-B, “Certificate of Completion of ACGME/RCPSC

participating in a slotted po
NOTE: This form may not be used in lisu of

Postgraduate Training.”

MEDICAL BOARD OF CALIFORNIA

2008
(800) 633-2322

LICENSING PROGRAM CAL IFOR NiA
Evergreen Stroet, Suite 1200
Sacramento, CA 95815 : ZUMJUL ,2 FH (43 '48

{916) 263-2382  Fax({916) 263-2487
www.mbe.ca.gov '

I HAHWARZENEGGER, Governor
L SUaR OF

|N|N$%MMENT

ense fee if you are actively

NAME: Last
DéEANS

€ U2 4g ey

Middle
INAE S

U.S. Social S_ecuritv Number

Date of Birth

Medical Schaol of Graduation

UNC SChod 7 Ale £ cime

This Is to cartify that the above applicant is actively participating i

n an ACGME or RCPSC accredited postgraduate

2% 280 T~ andis expected to be

at__Department of Reproductive

training position that startsdion  J i1
Monfh Day Year
completed on 06 30
Month” ¥

2013 -~ in _Obstetrics/Gvnecolo :
r aie%orlca pecialty Area of Tralning

ay Yea
Medicine, University of Cali
1

ornia San Diego

locatedat __200 West Arbor Dr MC 8433 San Diego, CA 92103-8433

Address of Facilly
The 10 digit ACGME Program # : 2200521044 ~— ——. —— __ (Refer to hitoswww.acame.org/adspubiic)

" Christine B, Miller, MD
6\(T/PRINT NAME OF PROGRAM DIRECTOR _ W /4/{ Tt

‘SIGNATURE OF PROGRAMDIRECTOR — Signature Stamp Is Not Acceptable

I hereby declare under psnatty of perjury Lnder the taws of the State of California that the above statements are true and correct and the
above program is accredited by the ACGME or the RCPSC to affer the type and leve! of training completed by the applicant and that the
applicant is belng trained in an accredited ACGME or RCPSC postgraduate training position, ‘ .

T lip

DATE

this form (may be a photocopy).

State of

Only the Program Director may sign this form. If that si
Such defegation must

ATTENTION PROGRAM DIRECT QR: THE PERSON WHO SIGNS THIS FORM MAY NOT BE RELATED 7O THE APPLICANT BY HLDO

ignature authorfly is baing delegated to another person, evidence of tha
be on official lelterhead and mus! be dated within the last 12 months.

619-543-6922

TELEPHONE NUMBER

County of

.by

D, MARRIAGE, OR ADOPTION,
t delegation must be altached to

, 20

Subscribed and sworn to (or affirmed) before me on this day of

{Notary te print Program Director’s name here.)

proved to me on the basis of satisfactory evidence to be the persan(s) who appeared before me.

. SIGNATURE OF NOTARY PUBLIC

BOVE) MUST BE

OFFICIAL HOSPITAL SEAL OR NOTARY SEAL
{WITH JURAT COMPLETED A
AFFIXED IN THE BOX AT THE LEFT




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

From Date: 02/15/2013 To Date: 02/15/2013
ATRISUPPINF
20-DEC-16 10:48:19
Personid : Name : Deans,Elizabeth
Question Answer
| Have Completed Cme And Gan Document Not Less Than 50 Hours Of Approved Cme For The Two- YES

Year Pericd Immediately Preceding The Expiration Date Of My License. Or | Meet The Conditions
WhICh Would Exempt Me From All Or Part Of The Requirements
; AN ERA-ORLIS €

1 Am Exempt From The Completlon Of 12 Hours Of Pain Managemént And End-Of-Life Gare NO

Continuing Education Requirement Because | Am A Radiologist Or Pathologist.
Only Greﬁéf’al Interei Physieians W Ch el
) Old ;

Enter NamelAddress Of Faclllty Where You Or Your Immediate Family Hold Financial Interest. Type NONE
"None", If None Held.

I Have Read My Profile On The 'Nledlcal Board Web Site At Www. Mbc Ca Gov And Acknowledge The YES
Informatlon Contained Therein As Current And Accurate.

Total Questions Asked For Person : 8

Page 88 of 103



