' _{;ppl‘hatid”iiﬁu?ﬁﬁjaﬁ:,",;ffiif

License Type:

Application:

Application Numntber;
Application Date;

Application Questions .
Are you currently enrolled in an

ACGME/RCPSC-accredited postgraduate °

training program in the United States or
Canada?

Perschal Detijl- * - -
Firat Name:

Middle Name:

Last Name:

Birthdate:

Gender;

Sacial Security Number;

Addrésses.
License Related Addresses

Page 10of 8

Physiclan's and Surgeon's

Physlcian’s and Surgeon's - Initial
Application

12/30/2013 (mmiddiyyyy)

N

Lisa
Lollani

Bayer , yd

Female

License Specific Public/Mailing Address (Required)

Address:

. Phone Number:
Extension:
E-mall Addrass:
" Home Number
Ceoll Number
Personalinforiation.: - *
Country of Birth:
U3 State of Birth:

3181 8W Sam Jackson Park Rd
Mail code UNH 50

PORTLAND, OR e
97239-3011

us

United States

I ITECER .S DA ) e
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12/30/13 314 PM

City of Birth:

10. Have you ever filed an application for a
Physiclan's and Surgeon's License or a
PTAL in Caiifornia that has been withdrawn,
abandoned, or denied?

11. Have you previously held a Physician's
and Surgeon's License in California?

If you answerad "Yes" to 11, please prowde
the expiration date:

Exani Questions
12. Have you ever been found to hava
engaged in irregular behavior during an
examfnation?

13. Have you ever been subject to an
investigation by an examination entity?

14. Are you certtified by the Educational
Commission for Forelgn Medicat Graduates?

Cerfificate Issue date
Examitiations 1.
Examination:

Exam Date:

Exam Resu-lt:
Examinations 2-5: 0
Examlnation:

Exarrt Date:

Exam Result;
Examinations 3
Examination:

Exam Date:
Exam Result:

" Examinationsi4 .

Examination:

Exam Date:
Exam Result:

Medi¢al Ediucation - -

‘(mmidd/yyyy)

Page 2 of B

No

(mmiddiyyyy)

United States Medical Licensing Examination

(USMLE) Step 1 ,
0672006 (mmlyyyy) / F

United States Medical Licensing Examination

{USMLE) Step 2CK
12/2007 (mm/yyyy)

-

R '...‘ ;-(.,

Umted States Medical L.Icensing Exammatlon

(USMLE) Step 2CS
1072007 (mmlyyyy)

,/

'Umted States Medlcal Llcensmg ExammatlonA

(USMLE) Stop 3
05/2009 {mm/iyyyy)

T

LT T
POV, ;-7 ;7. T -
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1213013 814 PM

18. Did you ever take a leave of absance
during medical school?

19. Were you ever placed on probatlon?

20, Were you aver discipiined or placed
under investigation?

21. Were any negative reports ever filed by
your instructors?

22, Were any limitations or special
requirements Imposed on you because of
¢uestions of academic or disciplinary
problems, or for any other reason?

Postgraduate Training =~~~
23. Have you participated in any ACGME-
accredited postgraduate training in the

United States or RCPSC-accredited
postgraduate tralning in Canada?

Postgraduate Traifing
State/Provinge:

Program Facility Name
Specialty:

Training Start Date:
Training End Date;

Program Location Address:

P@: Training Uniisual Clrcumsiances. - i3

24. Have you ever received partial or no
credit for a postgraduate training program?

25. Have you ever taken a leave of absence
or break from your fralning?

26. Have you ever been terminated,
dismissed or expelled from a program?

27. Have you ever reslgned from a program?

28, Were you ever placed on probation for
any reason?. T S

29. Were you ever disclplined or placed
under investigation?

30. Were any incident reports ever filed by
Instructors?

Page 30l 8

' Yes

Oregon Health & Science Unliversity
ObiGyn /
07/01/2008 (mmiddiyyyy) -
06/30/2012 (mmidd/yyyy)

3181 SW Sam Jackson Park Road
Portland, OR 97239

LR T LT
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12/30/13 314 PM Page 4 of 8

31. Were any limitations or spacial o
requiraments placed upon you for clinical /
performance professionalism, medical /
knowledge, discipline, or for any other Ve
reason?

32. Have you ever had a postgraduate
training program contract not be renewed or
offerad for a following year?

Medical License e Er
33. Have you ever hekl, or do you currently Yos
hold a medical license in any U.S, state, U.S,
territory or Canadian province?

Medical’License Information 1 - e
State/Province , Oregon

License Number: MD157469

Issue Date: 0311212012 (mm/ddfyyyy)
Expifation Date: 12/31/2015 (mm/dd/yyyy) ’
Medical License Information 2 RSO
State/Province - Washington

License Number: MD 60274374

Issue Date: 03/21/2012 (mmidd/yyyy)
Expiration Date: 01/30/2015 (mmiddlyyyy)
ABMS: Cettification EELE £

34. Are you currently oeftrﬂéd by a Member Now '
Board of the American board of Medical

Specialties?
Expiration Date: {mmiddiyyyy) .
Expiration Date: {mm/ddiyyyy) /

35. Has your certifleation ever been
suspended or ravoked?

36. Is there any action currently pending
against you?

DEAQiiestions. .~ LR
.37, Are you currently reglstered W|th the
Drug Enforcement Agency (DEA)?

38. Have your DEA priviloges ever been
danied, suspended, restricted, or
terminated?

TSN TR R M B L
s J$R0445260008




12/30/13 3:14 PM

39. Have you ever entered ifo any
arrangéement, agreement, or plea in liu of
federal prosecution with the DEA to resolve
an alleged violation of a federal or state drug
statule or ragulation?

DEA Ceitification: .

DEA Number:

State of Issue: Oregon

Expiration Date: 0713112014 (mm/ddlyyyy)
Malpractice History R ' T e dazm LI

40, Has a claim or an actlon ever been ﬂled

- against you for the practice of medicine that

resulted in a malpractice settlement?

41. Has a judgment or arbitration ever been
awarded in the amount of $30,000 or more?

Disgipllpary History = 8
42. Have you ever wlthdrawn an appllcatton
for medical licensure in lieu of denial,
disciplinary action, or for any other similar
reason?

43. Have you ever been denled a license to
practice medicine?

44. Is any denial pending against you?

45. Have you ever had any license to
practice medicine subjected to any
disciplinary action?

46. Is any disciplinary action pending against
any of your l'censes to practice medicine?

47. Have you ever surrendered a license to
practice medicine?

48. Have you ever had any licenss to
practice medicine revoked, suspanded, or
placed on probation?

49. Have you ever had any license to
practice medicine subjected to any action

. Including, but not limited to, informal or

confidertial discipline, consent orders, letters
of warning, letters of reprimand, or citation?

IIHIIIIIII!IIIIfll?lIIHIIVIIII]HIIJBIII]IIIIII

Page 5 of 8




12/30/13 3:14 PM.

50. Have you ever been charged with, or
beean found {o have committed
unprofessional conduct, professional
*incompetences, gross negligence, or
repeated negligent acts by any medical
licensing board or hospital?

51. Have you ever resigned from a medica!
staff in lieu of disciplinary or admlmstratlve
aclion?

82, Is any disciplinary action pending against
your hospital or staff privileges?

53. Have you ever had staff privileges In a
hospital terminated, denied, suspended,
limited, revoked, or not renewed?

54. Have you ever had any healing arts
license or certificate disciplined by another
state or federal tomitory?

Criminal Record History i T
55, Have you ever been ccnvucted of or pled
guilty or nolo contendere to ANY offense in
the United States, its territories, or a fareign
country?

56. Exclusive of juvenile courl adjudications
and criminal charges dismissed under
section 1000.3 of the California Penal Coda
or equivalent non-California laws, or
convictions under California Health and
Safety Code section 11357 (b), (¢), (d), {&},
or section 11360 (b} which are two vears or
older: have you had a conviction thaf was
‘set aside or later expunged from the record
of the couri?

57. 1s any criminal action pending against
you, or are you currently awalting judgment
and sentencing following entry of a plea or
jury verdict?

58. Are you a registered Sex Offender?
Practicé Impairmsht . :

59, Have you aver been enrolled m, reqmred o o

to enter into, or participated in any drug,
alcohol, or substance abuse recovery
program of impaired practitioner program?

80. Have you ever been treated for or hadl a
recurrence of & diagnosed addictive
disorder?

Pega6of 8
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12/30/13 3:14 PM Page 7 ol 8

61. Have you ever been diagnosed with an
emotional, mental, or behavioral disorder
that may impair your ability to practice
medicine safely?

62. Have you aver been diagnosed with a
neurological or other physical condition that
may impair your ability to practice medicine
safely?

63. Do you have any other condition that R
may in any way impair or limit your ability to /
practice medicine safely?

64. Do you suffer from a progressive
disorder or a health condition that will likely
result in a general decline In health or
function that may Impair or limit your ability
to practice medicihe safely?

Fainliy Physiclan: Tralning Program Vstuntary Fee - -
Voluntary Fes; No
Attadhments, ... - o TEL

Lisa_Bayer CV 10.2013.hdf'

Faes .- " 5o im s e U LELLTE
Application Fes $442.00
Department of Justice (DOJ) Fee $32.00
Federal Bureau of investigation {FBI) Fee $17.00
Inftial License Fee $783.00
Steven M. Thompson Physician Corps Loan $25.00
Repayment Program

Total Amount Due: $1299.00

Applications are not considerad submitted for probess_ipg until payment is received,
Aftestaffon |~ 5 G 0 T e s T T

LT T U
e JBR4SHARIAN




12/30/13 3:14 PM _ Page 8ot 8

| attest | am the person herein named subscribing to this application; that | have read the
complete application, know the full conterit thereof, and declare under penalty of perjury, that all
of the information contained herein and evidence or other credentials submitted herewith are
true and corract; that | am the lawful holder of the degree of Dootor of Medlcine as prescribed by
thls application, that the same was procured in the regular course of instruction and exarnination,
and that it, together with all the credentials submitted, were pracured without fraud or
misrepresentation or any mistake of which | am aware and that | am the lawful hoider therecf,
Further, | hereby authorized all hospltals, institutions or organizations, my references, personal
physicians, employers (past, present and future), or business and professional associates (past,
present and future), and all government agencies (local, stated, federal, or foreign} to release to
the Medical Board of Galifornia or Its successors any information, files or records, including
medfical records, educational racords, and records of psychiatric treatment and treatment for
drug and/or alcohol abuse or dependency, requested by that Board in connection with this
application; or any further or future Investigation by that Board necessary to determine any
medical competence, professional conduct, or physical or mentat ability fo safely engage in the
practice of medicine, 1 further authorize the Medical Board of California or its successors to
release to the arganizations, individuals or groups listed above any information which is material
fo this application or any subsequent licensure,

| understand that faisification or misrepresentation of any item or response on this application or
any attachment hereto is a sufflcient basis for denying or revoking a license.

Signature: Date:

TR
e AAE2G00G8




PHOTOGRAPH

Motice: All items In this application are mandatory. Faiture to
proylde any of the requested _information wik _delay the
processing of your application, The information provided will be
used to determine your qualfications for licensing per Sectien
2080 of the Califomia Business and Professions Code, which
authorizes the collection of this Information. The Information on
your application may be transferred to other medical licansing
autharities, the Federation of State Medical Boards, or other
governmsntal law enforcement agencles. You have the right to
teview your application subject to the provisions of ihe
Information Practices Act. Tha Chief of the Licansing Program
is the custodian of records.

DECLARATION
The applicant, . Lﬁ‘ﬂ\ LQ\\C\IH. m\keff

Fleaso print full ngme {Firet, Middlo, Lds) " “Bato of BIrth {mmdddlyyyy}
being first duly swom upon histher cath deposes and says: that | am the person hereln named subgeribing to
this application; that | have read the complete application, know the full content therecf, and daclare under
penalty of pstjury, that all of the Information contained hereln and evidence or ether credentials gubmitted
herewith are true and correct; that | am the lawful holder of the degree of Doctor of Medicine as presaribed by
this application, thal the same was prooured in the regular course of instruction and examination, and that 1t
together with all the credentials submitted, were procured without fraud or misrepresentalion or any mistake of
which 1 am aware and that | am the lawful holder thereaf. Further, | hereby authorize all hospitals, Institutions
or organizations, my references, perscnal physiclans, employers (past, present and future), of business and
professional associatas (past, present, and future), and all government agencies {local, state, federal, or
foreign) to release to the Medival Board of Califomia or its successors any information, files or records,
including medical records, educational records, end records of psychlatric treatmont and Ireatment for drug,
aleohol and/or substance abuse or dependency, requested by that Board in connection with this application; o
any further or future Investigation by that Board necessary to determine any madical competence, professional
conduct, or physical or mental abilty to safely shgage in the practice of medicine. ! further authorlze the
Medical Board of California or Ha successors to relesse, in any investigation or proceeding, to the
organizations, individuais or groups listed above any information which is material to this application of any
subseguent Hoensure,

1 UNDERSTAND THAT ANY OMISSION, FALSIFICATION OR MISREPRESENTATION OF ANY ITEM OR
RESPONSE ON THIS APPLICATION OR ANY ATTACHIMENT HERETO IS A SUFFICIENT BASIS FOR
DENYING OR REVOKING A LICENSE,

SIGNATURE; dﬂ/\ M_ | DATE: 13‘\'50!9&15

) e

NOTARY SEGTION

SIGNATURE OF APPLICANT;

State of Dﬁ? &b
County of M%{’m’bw\bl*\/ \
Subscribed and sworn to (or affirmed) before me on this 9L~ day of DU"Q"M

by, L(‘pﬁh L. %D—{/LDM

{Bvint applcant's namd),

(D0 NOT 3la&N EXCEPT IN THE PRESENCE OF NOTARY — Please glgn full naine)

proved to me on the basis of satisfactory evidence

NOTARE:, orsren

5 NGOOEAWS%%UGOREGON
ION NO. 477283
MY COMMISSION EXPIRES MARGH 28, 2017

io ba the parson whe appsarad befyre me.

¥ 4_/"‘
SIGNATURE O No[TARY PUBLIC

MBC
Use Only

Pholograph

Applicant
Mame & DORB

il

Adplivant
Slgnakut
Uale

N

Applicant
Slanalxre

|

Applicant.
Nama &
-~ Notary Cate

Natary
Slfinpture
& Beal

a
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BUSINESS, CONSUMER SERVICES, AND HOUSING AGENCY - Deparimentof Consigner Affahs EDMUND G, BROWN IR, Governor
~ MEDICAL BOARD OF CALIFORNIA ; '

Licensing Program

CERTIFICATE OF MEDICAL EDUCATION
Check one: [Y] U.$. or Canadian Medical $chool Graduate [] International Medical School Graduate
Typo o Print Logibly  APPLICANT INFORMATION
NAME:  Last g, First { jsq Midee | eifani

Data of Birth {(mmkldlyyyy) 1.8, Soclal Security Number ‘Mexlical School of Graduation

: University of llinois at Chicago
MEDICAL SCHOOL: PLEASE COMPLETE THIS FORM IN THE ENGLISH LANGUAGE hf:,gm
Name of Medical School | {~ e £ 63Ty €7 TALimacaty w CCNCEE oF NEDte sy
State/Province/Country Cledae WL

Did the applicant complete an English Language program? | ~Yes No

The uraferslgned further cattifies that the records of this Institution show that the applicant attended in this institution f :

yeats of resident Instruction, oompleting st least 4,000 hours, of which at least 80 percent actual attendance
ts raquired In the subjests set farth hersunder (Business and Professions Cote Sections 2089, 2089.5, 2089.7, 2090,

2091.1, 2001.2). The standard duration of the currlculuim at this institution is _*L_ years.
Anatomy Ophthaimology avises RN { Dop Podintrios
3%.;'.'::,?,::,‘;"{,‘:.‘:.’6,,.“,,,“ 2;‘;“;2':.’;:},‘}” Frovantative Modlcire, Inoludlng Nutritian m‘;‘;"‘mﬁ:’“
Radislogy, including Rtsfiation Safely  Hiatology Physleal Modieie Spousal Partner Abuse Datesilon &
Traplonl Madioiig Hukar Sexuality ‘ Therapeutios Troptmant*
EPTIG-H Q"d""“. wuding Orthapadic § :aml::!n::;:t::getwﬂan and Treatmend Enlly Medicine®
[
iy R R e st
Immunalagy Paychlatey
*  ONLY.applicible to wedical siudents who enralloit in medical school-on or after Septamber 1, 1634
»  ONLY applicoila to madical sludenis who graduated frem medical nckoo! on or afar Juna 30, 1999 Dates of
wnk ONLY applicabile te modidal studenls who sntofSad In school on or aftar June 1, 2000 Atons
Date the applicant enrolled in medisal school: LG td b1 2o Y ?
Date the applicant was |ssued the dipioma of Bachelor/Doctor of Medicine: O K 1l2¢ v &
Date the applicant withdrew from medical school (If applicable): R U S u
81 GIF ANCES DUR DICAL SCHOO o
Any "Yes” response below requires a signed and dated letter of explanation by school officlal. ’
1. Did this applicant ever fake a leave of absance from hisfher medical education’? i /6
- 7
2. Was this applicant ever placed on probation? A
3. Was this applisant ever disciplined or placed under investigation? : o D'f
4. Were any negative reports regarding this applicant ever filad by instruetors? ,D/// '
8. Wera any limitations or special requirements imposed on this applicant because of : ﬁ]
questions of academic or disciplinary problems, or for any other reason? ' ’

N MEDICAL SGHOOL OFFICIAL CERTIFICTION _
AFFIX MEDICAL
SCHOOL SEAL

i/ ] Bagréalure d
TILE GF SCRODL bE_E 1AY
{ / A SJ
L U DATE
Attartion Medical Schaol: THE PERSON WHO SICNS TH IS FORM LQNOT BE RELATED 'T0 THE APPLICANT BY
BLOCD, MARRIAGE OR ADOPTION, Only the President, Dean, or Reglsirar may sign this lorm, If tha signaiure s balng
delagated lo anothar person, evidenca of that delegation must ba atached to this furm (maybe a phoiouopy) Such dalegallon

must be on offlclal biterhaad and must be duted within the last 12 months.

NOTE: The completed form must be mailed directly from the medical school to the Board to be acceptable.
07A-100 Revised 82019
2005 Evergreon Street, Suite 1200, Sncramento, CA. 95815-3831 (916) 263-2382 (800) 633-2322 FAX: (916) 263-2487 wwwinho.gnpy.
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BUSINESS, CONSUMER SERY ICES, AND HOUBING AGENCY - Depgriment of Consinner Affalvs EDMUND G. BROWN JR., Governor

MEDICAL BOARD OF CALIFORNIA

Licensing Program

CERTIFICATE OF COMPLETION OF ACGME/RCPSC POSTGRADUATE TRAINING

To be completed by the facliity for avery medieal school graduate completing postgraduate training in the Unitad States or Canadz.

Ghack one: [¢] U.8. or Canadian Medical School Graduate [1international Medical School Graduate

Typo or Brint Logibly APPLICANT INFORMATION ‘
NAME: hast gayar First f jeg Middta | ajlan}
Date of Birth {mmiddiyyyy) | U.S. Social Sacurity Number Medical Schoo! of Graduation

University of illinois af Chicago

ATTENTION FROGRAM biREcTOR: Fan_and ¢ nL @ last day of any nos ;
i ) t to gualifv for lleen Completion of thig form will cortify that

not & £,
training year which will be used by the applleant to gualify for llcensure,
the applicant referenced above has satlsfactorlly completed a period of accredited postgraduate training af this
facllity and that the applicant has acquired the skill and gqualifications necessary to safely assume the unresirlcted
practice of medicine in this state. The completad form must be mailed directly from the program v the Board,

Facllity Name DI"Q(?CN lji_@{\“”lfk ‘35 6"(\2}'\{\2«-«/ ' L\W\J&'QH’I{;
Facility Address ?j\‘f{;\ SO {:X\'i"\"\ fm?t}c‘i:j:,t_\l/\. {;{\VKTP\&‘ .f LL[*L‘(/_:

; e f ACGME 10-digit Program .
Spocialty L\j;)[ C‘L L} \/l hwdwesaeomeonladsile |
Datas of Training | Start Date: | End Date (or anticipated complation date):

Dl /DY LR
UNUSUAL CIRCUMSTANGES

1. Did the appilcant recelve partlal or no cradit for any postgraduate training year?

(Prmyeichyyyy)

2. Did the applisant aver take & leave of abserice or break from his/her training? l

3. Was the applicant ever terminated, dism!ssed or expeiled?

4. Did the applicant aver resign?

5. Was the applicant ever placed on probation?

8. Was the applicant aver disclplined or placed under Iinvestigation?

| 7: Were any incident reports regarding this applioant evar filed by Instructors?.

8. Were any limitations or special requirements placed upon the applicant for diinical

perfurn:s?ance. professlonalism, medical knowledge, discipline, or far any other
refason

8. Did the pragram decline to renaw or offer the applicant pestgraduate training
program contract for a following year?

Program Director: Please provide a signed and dated letter of explanation for any “yes” response t; '

questions #-1.8, The explanation must be provided on program lettethead and mailed directly to the
| Board with the Form L3A. 3B,

072100 Rengsed A013

DL &t 26 17| Y

MBC
Use Only

Parsonal
Dede

Traimng
Infarmallon

o

=)

o . 0.0c.B.0 080

O 3

2005 Evgrgraen Street, Suite 1200, Snoramento, CA 95815-3831 {916) 263-2382 (800} 633-2322 FAX: (916) 263-2487 sown mbe.capov
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"l'o quaiify for ficensure In Galifornla, applicants who are graduates of an infernational medical school must complate at

GENERAL MEDICINE TRAINING REQUIREMENT

leaat four months of posigraduate training in GENERAL MEQICINE as part of the reguirement. Applicanis who are
graduates of a U_S, or Canadian medical ashool, who have not completed postgraduale training requirad for licansura by
July 1, 1980, must also complete four months of training In GENERAL MEDICINE prior to licensure, The GENERAL
MEDIGINE. requirement may be satlsfed by aciual clinical practice where the epplicant had direct patlent care
responsibilities for at least four mentha in any particular specialty or sub-speciglty area.

10, Did the applicant named on the L3A form complete a minimum of four months of
general medicine as part of this posigraduate training program accredited by
the ACGME or the RCPSC?

PROGRAM DIRECTOR OFFICIAL CERTIFICATION

NGTE: The complated Form L3A-L3B must be malled directly from the program to the Board to be
" accaptable.

Qyes & No

The program director signing this form Is formally certifying and documenting under penalty of perjury that the
applicant recelvad instruction appropriate for the particular postgraduate level and that he/she satisfactorlly
completed perlods of training in accordance with the accepted standards and the criteria defined as equating to
satisfactory performance. The program directer ig attesting to the fact that the applicant has acquired the akli
and qualifications necessary to safely assume the unrestricled practice of medicine In this state.

I hereby detlare under penafly of pagury under the laws of the Siate of California that alf of the irformation
contafned on these forms is true and correct. | further cerlify that the fraining program is accredited by the
ACGME or the RCPSC to offer the fype and level of trelning completed by the applicant named on the Form
L3A, and the applicant was frained fn an ACGME or RCPSC slotted program position.

PRINTED

%WM 1/5/1# /&%P 23.49%. 3000

Mﬁmﬂg pAaNSKL@otse edy

SIGNATUKE OF PROGRAM DIRECTOR DATE! Phone Num ber
(Signaturg Stamp Is Not Acoaptable)

ATTENTION PROGRAM DIRECTOR, THE PERSCN WHO SIGNS THHS FORM MAY NOT BE RELATED TO THE APPLICANT 8Y

BLOOD, MARRIAGE, OR ADOPTION, Only the Pragram Director may slgn this form, i that signature auihorlty Is being delegated to
anather person, evidance of that delegation must ba attached 1a this form {may be a phetocopy), Such delegation must be on officlal

letterhead and must be dated within the (ast 12 months.

NOTE: K a hospital seal ls not available, the pragram‘dlrécto'r shall algo sign in the section below in the
* presence of a notary public, Y,

| SIGNATURE OF PROGRAM DIREGTOR:

W atrpin T O ONAT thé
by, &R is E 'fs‘[{{\"% ¢ LVU,-) proved to me bh thie basis of aatéfacmry avidence

@

e in presence of

OLATY

state of (i )
County of _{\‘}\Li) “'1’\[:\11}\@ A

- L
Subscribed and swern to (or affirmed) bafore me on this (}“I:% k tlay of { WUJ\M"L] ,ZUV{W

/ (Print program «irector’s name;) -

b be te person who appgared befopg M)
_ . : o VALERIE ANGELA FORSTER
‘ I T iy - ' . f vl i . NOTQ;TSIEEBNM[?{E)O fﬁggaN
o = e —r e i GU . -
SIGNATURE OF ﬁommﬂ PUBLIC COMMISSION EXPIRES MARGH 28, 2017

- - Gealy

MBC
Use Only

Genaral
Madicine

Program
Diractor's
Blghalure &

Date /

A

Program
Diresiors
Signalurg

L

Motary
Signalure &

b

“Seal ¢

=

NOTE: The completed form must be mailed directly from the program to the Board io be acceptable.

e e st
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| WETaEFE OF DALIREANES
\

ERARTRRET OF CHGURRE sFraEs

Department of Consumer Affairs

RECEIPT

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

Name: BAYER, LISA LEILANI
Transaction Date: 01/04/2016 10:02

Application Number:

Complaint Number:

License Type: . 8002

License Number: 130203

Payment Description: ' Physician's and Surgeon's Renewal
Fee Paid: (US §) 820.00

Remaining Balance: (US §) 0.00

Please print and save this receipt for your records.

This receipt is provided as a record for the above hamed licensee/appiicant.

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




1/4/16 10:01 AM _ Page 10of 3

License Type: Physician and Surgeon A

License Number: 130203

File Number:

Application: Physician's and Surgeon's Renewal

Application Number:

Appllcatlon Date: 01/04/2016 (mm/ddlyyyy)

Have you served or are you curren y se
in the military?

First Name: " LISA

Middle Name: LEILANI
Last Name: BAYER
Birthdate: ok ok s
Gender: Female

License Re ated Addresses
Address of Record (Required)
Warning: In order to protect your privacy and identity,
address will not be displayed.

Smce you Iast renewed your license, have No
you had any license disciplined by a

government agency or other disciplinary

body, or, have you been convicted of any

crime in any state, the U.S.A. and its

territories, military court or a foreign country?

Have you successfully completed, and can Yes
document, the mandatory courses and hours
--of CME within the last two years, oryou- -~ —- e e s
meet the conditions which would exempt you
from all or part of the CME requirements, or
" you hold a permanent CME waiver?
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| certify under penalty of perjury, under the Yes
laws of California, that | have disclosed the

names of those health-related facilities in

which | or my family have a financial interest

OR | declare under penalty of perjury | have

no financial interests to disclose.

Kre ybuu retired?“

Activities in Medicine

. Patient Care Practice Location

Telemedicine Practice Locaticn
Patient Care Secondary Practice Location

Telemedicine Secondary Practice Location

~ Current Training Status

Areas of Practice

Board Certifications

Postgraduate Training Years
Cultural Background
Foreign Language Proficiency

Web Site Profile

FeES o =
Biennial Renewal Fee

DUE TO CURES FUND

No
Administration - 1-9 Hours

Other - None

Patient Care - 30-39 Hours

Research - 1-9 Hours

Teaching - 1-9 Hours

Telemedicine - None

Zip: 97239 County: OUT OF STATE
Zip: County:

Zip: County:

Zip: County:

Not in Training

Obstetrics and Gynecology - Primary

American Board of Obstetrics and
Gynecology - Obstetrics and Gynecology

3 Years
White
Decline to state

Cultural Background - No

Foreign Language Proficiency -No

Gender - No

"$783.00
$12.00
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Steven M. Thompson Physician Corps Loan $25.00
Repayment Program

Total Amount Due: '$820.00

| declare under penalty of perjury under the laws of the State of California that all statements,

answers, and representations provided, including supplementary attached hereto, are true,
complete and accurate.

Signature: Date:
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