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"2 M HPPLUCATION FOR PHYSIGAN AND SURGEON
EXAMINATION OR LICENSURE

Read olf instroctions prior to com

subsmitted with this application per lnstructions, Please type or print neatly. When space provided is insufficient, attach additiefe

1. Neome: {ast ‘ First Middle
%uswfmdek_ faymon
2. Other names you have used {include maiden acmej: 3. Sociol Security Number
. St llinrbits e, ehodemmans A, 1 L1
4. Addresss  Numberond Stroet/Rurcl Rovte (includa apanment unber, [f g} 7
214-03 Waters Edge  Dr
City ‘ Sinte " 2P Code - Couaty
Buyside Ny 1360
5. Telsphone Mumber:  Home ~Wask ‘ 0. Date of Birth: ~ Mo/Oay/Yr | Pigco of Birthy
7. Sexs (1 Femade " |8, Areyou o UfS. cifizent K ves [0 Ne
‘ It Forsle Medicol . ide ! Certificote of Moturalizofion, Declaretinn of
Mata lnm::m b;maumsﬁm m:ﬁm%ﬁm it i:u o or country,
9. Hove you ever filed an applicotion for examingfion or licensure in California? O Yes K Mo
H YES, give dirte previous tiprplicition wist svbmbtad, - .

19. List nome ond addrass of off colleges or universities attended where pre-professiond), postsecondary instruction was received. |
Placse subimit on afficiol seglod franseript for each school attended. '

- ) Period of Attendones
Nome ' Address -

' Frem {fo/Ye) To (Mo /)
Qﬂ.lg;gsik;{_ of Sadfﬁgm CA Loae &ngcles y ) : L/8< 5,,3‘1?0

10.0_Check whefher the follawing pre

01246080007,

pleting this application. Al questions on this application must be answered, ad gl supporling dummelﬁj e

medical courses ware successhutly comploted and show where completac:
Coursk Yas " Mo Nams of College or University
Chemistyy X Uﬂ; vevy :‘1("‘7‘ & ﬁ‘ Aoutl, 20A Lh
Phytics . X i - i
Blalogy or Zovlsgy | X o .
V1. Listname and address of o schools where professional medicg] instruction wos recefved, Sybmit an origingl Certificate of
Mediced Education (Form L2} and official sealad transeripts from each school attanded.
: Plage Where Parioa] of Attenddance
 Name Address Instruction Received From (Mo//Ve) To (Wa/Vi)
bhyng _State Untwersify| Debroit | px. Dotmlt . ML €/36 1 ¢/94

e ——

LF2 Dﬂéhr of Medicine Dagree granted by: (submit origing] medical diploma and o photecopy; Hme, o U5, graduate may, in liew of the
_orlginal, subanid an official certified phetocopy that hos e schao) seal affied e the sig

netture of the ragishar corifying outhenticity.)
Nams of Mudical Schon|

Addrzs 8f Modical Sehpal Fesct Date of lsyance
Woym State UMU‘e:rs'l'bf PDetraity M Jime 12, 394V

NOTE: APPLICANT MUST PROVIDE NAME, ADDHESS AND @
VA0 (REV. 7/91)

ATE OF ISSUAMCE OF DEGREE,

Caimiia amm sl A i m hE et e o o



13. Have you taken ony of the following wrltter exominctione: Notional Boards, other Stale Boards, FLEX, ECFMG Certification?

" YES, g™ name, locotion, dote and result of exominetion. Submit cerfificetion of scores Frem euth wxamination L—_]
agency. Appliconts who hold ECFAC certifieation wil nead 1o submit e origios] valld ECFMG certiliouit for examination

ond licensure,

Yo P e

Name

Lacation

Date

Result

14. Have you safisfactorily completed ot least one yeor of qualifying postgraduote training in U.5. or Canadian fucilities?

{Nate: Do ot complate Farm L3 {s) ko ducument trainkrg rezeivend in research or cliniol fellowship programs) Yes D [T
H YES, liat nesme and addrexs of o faclinies, Sybmit an original Cerfificate of Complation of ACGME Posigradunde Sraeing (Form L) fram eoch fncllity,
' . Pariad ol ARendonce
Name Address Type of §emce From Pof ¥ To o/ ¥9
it S i F/wfu'nj c MY o8 - GYM Present

.?-/‘I"-f

QUESTIONS 14A-23 For cny positive respo
any documentation regording the matter.

ns# 1o thess questions, applicant should provide, in addition fo writien explanations,

14A. Have you ever withdrawn from, or been suspanded, dismissed or expellad from, o madicol school or postyraduate

training program?

Yes, : Mo

15. Have you heen licansed $o praciice madicine in any state or country?

1 YES, kst stote or country, license mumber,
wach stote in which you ore licensed or h

O

dote ixzived and dafes of proctics i lssing agency’s jurlsdiclion kor sadh. Sebmit o Letier of Gaod Standisg from |

Yoy m No

State or Country

* Licanse Mumber

ave bean liconsed, Menss include temposary, fimited, wr provistsnal lcenses.
) Dates of Prackion by bywing Agency’s Jurisdicticn

Date of lsuonce

To (i ¥r)

From (Mo/Yr}

16. Has any disciplinary action ever been fifed or token regording any healing arts license which you now hold of have ever held? B
Inchude any disciplinary actions by the \1.5. Milltary, U.5. Public Health Service or other U.S, federal governmental entity,

¥ yes, give detuils below.

Yeu Mo

Stato

Chorge

lkgrosition

:n-m (REV.7/91)




o TR T e
mﬂq YU EFre, & Do .

ol

— _ Mmemqwmm MIC USE oMY
17. Have you ever bean denfed a license, permission 1o practice medicine or any other healing orls, of parmision to take on
sxaminciion in any stede, esuntry, or U5, federal jurisdiction? Yoy No
Wy, give detolfs belaw.
State or Country Diite of Denio} Routon o Deafs]

18. Have you been tharged with vaprofesdonal conduet or un

y other unloerdful activity by any healing arts licensing avthority or
by the 11.5. military and are awiiting final disposion by

that body? You must also fist ony pending actions or accusoticns.

Yes Mo

19, Hove you aver vdbntp,rlly surrendered o feanss fo practice in the healing arfs in.onother shate? Yes No

20. Hove you ever had stoff privilages in & hospifal daniad, suspended or revokad, or resigned from u medical steff in llew of §
disciplinary action? '

. Yez . Ne
21. Are you now, or ware you In tha Ppast, addicted 1o or treated for addiction to sontrolled substances, such as norcotics or
alcoial? S | -
off Ve Mo
22. Have you gvar been convicod of, or

Pled nolo coniendore o o violation of vny foderci, state or locat law rolating to the
mamfacture, distribution ar dispensing of controlled substances? '

Yox Na
H yes, giver dotoils betow, ’

Vinlation aad Lucofion “Buite Penalip or Dispesitian

23, Have you ever been convicted of, or pled nalo contendere fo any offense, misdemeancr or felony of any siate, the United
States, or o forelgn “evemdry? (sncept viclations of traftic laws cosulting in finss of $75.00 or lesy)
YOU ARE REQUIRED TO HSY ANY CONVI §

|
CTION THAT HAS BEEN SET ASIDE AND DISMISSED UNDER SECTION
1203.4 OF THE PENAL CODE OR UNDER ANY OTHER PROVISION OF LAW, A SEPARATE LEYTER EXPLAINING
THE DETAILS OF THE OFFENSE 1S ALSO REQUIRED, IN ADDITION TO CERVIFIED COURY DOCUMENTS.
1 yeu, give datoils below, ' _

Visksion ond Locution © Dote

~Disclosure of your sociul security number ks mandutory. Section 30 of the Business and Professions Code and Pub. L. 94-455
(42 US.CA. 405 (5) (2) {C}) authorizes collection of

ur soclal security number. Your social sacutity number will be wed
exclusively for tax snforcement purposes. IF you fuil 1o g:;lo

s¢ your sociol security mumbar, you will be reparied b the Fronchise
Yenx Board, which may assess o $100 penalty ageinst yo. rliy .

D7A100 (REV, 7/9%




- lhmibydeclnrenndurqu‘pﬁvinaryundw
the lows of tha State of Califomio, that the photo
of mysell attached hanmto, was Saken

om or about 19

| my age then being._. yeurs;

f_colorofhaic .
' E color of eyes .. —_
geerotom—
©ohelghv_— . _ing
weight_—__ tbs.;

identilying marks

W x 5" Black anvd White

.

NQTE: Allitems in this applicatien are mondofory; nons are voluntary, Failure to provide ony of the requested informuation will result in the application
beiny rejecied os incomplete, The Information provided will be used to determine quolificotion for licensure, per Saction 2080 of the Business
and Professions Code which authorizes the collection of this information. Information regarding the issvance or denia! of a license by the Board
mary be transmitted to any other medical licensing cutherily or the Fadsration of Stabe Medical Beards, Applicants huve the right to reviaw their
application subjact to the provisions of the Inforimation Proctices Act. The Program Mannger of the Divisicn of Licensing is the custedion of
records, ’

STATE OF. NE’&) }/C’Rf/f
COUNTY OF @U@'US

Y .

P"?‘?‘_/”ﬂ"{ yﬁgﬁs‘%ﬂ[@;ﬂ%@%ﬁ being duly swvom, says e & the person referred to
the foregoing applicotian for o physicion and surgaon’s certtficale in Collformia ond that __he has carefully read and thovoughly understands ol e
roquirements therein and that the stotements made herein and ol alachments are true: ond correct under panalty of perjury undar the laws of fhe State

of Colifomia, .

—_He raguasts that the Division of Licensing, Madical Bourd of Califormia, intiate a review of the records to determine their eligibility for axwnination,

postgraduate tralnkng or ficensure in Califorria. in making this request, __he autharizes the release of any information or records held by any individuet

or agery, relative 1o iy fraining and qualifieations oy o physicion and surgeon, wpon request by the Board for use in evaluating theit file.

NOTARZATION PORTION

™ S St

ol

ﬁwmdmdmmhhthmmﬁk_azgiydayof }V?MW _ , ' ,w?_él_

Signatere of Notary Public .

NOTARYSEAl] - Address %% 9729 a , .

My Gommission expivei]sld ; _

‘
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STATE OF CALIFORMIA--STATE AND QONSUMER SERVICES AGENCY

% MEDICAL BOARD OF CALFORNIA

“ Y .+ 4426 HOWE AVENUE, SUIYE 34 SACRAMENTO, CAUFORNM, 958259

0

of
- Ry {716) 9208411
T R

Q.
e

MEDICAL SCHOOL: DO NOT COMPLETE IF PHOTOGRAFH OF APPLICANT/STUDENT IS NOT ATTACHED BELOW.,

This cestifios that

PAYMAN YOUSEF7ADEH, M.D, ‘
B VR G AP _
] . : - ATE UNIV. SCHOOL OF MEDICINE
of _13.01 Orleans wlgetroit. MI onwolled in __ WAYNE STAT UNIV. SC]
: : it, 20th AUGUST 90
540 Bagt Ganfieig “}uk“venue ‘Detmt ML the 0t day of v V

and was gronted the following credits on etiroliment: ‘
' Premedical Education. . Two years of proprofessional postsecondary education,

inchrding the whiects of
Physics, chemistry, and biology {Business and Professions Code Section 2088).

University of Southern CAlifornis B.8. DEGREE 06/90 1686 -~ 1990
SANTA MONICA COLLEGE ®ckion vewion

"1984™™ 1980
A

vausnd Cregits. ~ Credits previously obtained ot on opproved medical school,*

MEUEAL SCHOGL TEiTAL CREmTS T
The uadersigned further cartifies tht the tecords of shis instfiution show that Xhe attendsd in this inslituiion —ﬁ%"_ years of

residentinstrction of mefOUP yoars cach, complafng of east 4
quired, in fhe subjecks set forth horeunder (Business

o HJQWMMW@W#M&M&MM
DO e withdeow from

mdﬁofuﬁmaﬁode&ecﬁmzosﬂ,mdihm

the obove-mentioned medical school on the____ 20d doy of. JUMN:;E“ 19 94-'/
Analorny Born Preventiva maz:s.;;.'m Muntrifion

oS f‘?mhw Physicol Madicine N
w.%mmm Sulety Humein Sexvality os defined (i Section 2000 anmw nd T .
Phyticlogy mbdmw Octhapedic Surgary Gorlavic Modichw
mﬁ! Nuumw Aresthngic

TRANSCRIPTS OF PREMEDICAL EDUCATI Cy
SCHOOL CREDITS MUST Be SUf ‘

ByADVANCED CREDITS, AND MEDICAL |
MEO/VIEH THIS CERTIFICATE

'b I 4 -I.-:""7 IE"" L
* Boch school whada protasiioncl kit e vt secrived MUST oo '., " ;"j“ﬁ

mmemeMofﬁsMmeh ¥ o used, Mo ’ I,
i o ol e 12 e s s by, $ Mmﬁ! ¥ o B
Fa 7 e 5

7
B RN B ¥
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e .. . %.:MEDICAL BOARD OF CALIFORNIA
et S 1426 HOWE AVENUE -
(m?: '.. T e Q_saanMENm. CALIFORNIA 85826-3236

STATE OF CALIFDRNIA—STATE AND SERVICES AGENCY

) EANR S A
"‘l"“rm? E;l..l o !
ot ;’,:-;\,
O RAN

i

- -~ CERTIFICATE OF COMPLETION OF

ACGME/CCME POSTGRADUATE TRAINING

To be complated by the facility for avery medica

States or

al schoo! graduate completing postgraduate training in the United
Canada. Do not complate If photograph

of applicant is not attached on the revarse side. Also, please print

or type information on tha form. : '

ml : To be completed by spplicarit/iralna, 5 Miite '

L]

Dfelt'ral'r::«: Y cuse € 2, cl,e,\m N;::a: pc&u, Wi &1 initlaf:

mi'::: HH4-03  Wakers Edoe e ;'J?n":?m i
City: E’“bﬁ“iﬁ- State: NY —__Zip Cada: L1360

PART 2: To be compleied by favility, .

Eomplation of thig Torer will ittty that the indivi

vt 1 above and whose photograph ls attached 1o this form, formally complated
an svoredited postyraduale tralning program at this facitity. The fo
side of Form for definition of “satlstactory”

Nama of Faollity:

.

dual named in Pg

Flushing Eespital Medicsl Centar

owing information it provided to certify “satisfactory™ completion, Ses toverse

Addrase of Fachlity: 45th Ave,

‘Name of

at Paraoag Blvd.-..‘ Flushing, N.¥. 11355 W

Program Diraotor: Joseph Pennisi, .

Numer; (718 y 670-5440

Signature of

o %’7 LS ol

Nota: To qual

whe hava not

appllcany wh
bostgraduste ralning In general mediclna as part of the

in yeneral medicing s
where the applicant has direct patiam
mediging requirement ig satisfed by ¢
gynscolagy, the Program Rirestor must sub
8 dalnrmination rogarding its pozeptah!lity.

Liat Categaricar Spacialty’
Aren of Tralning X

Well Dete Trainin . | Deta Training 1s gxpected o he
Complsted by Trainsa: OD8Letrics/Gynecology Commenzgs, 7/1/94 Compiptod 6 30768 .
I the training wead rotating or transitionat, list in the apace provided bal _

ify for licensurs iy Calitowria,

ong
camplated the bna-yeur of postgraduata tra)

wilt & deseription of the

o are graduates of a forsign medisal sehool must complete at lesst four months of
year requirament. Appeants who ace greduates of & 0.5, or Carnadian medical sthoo!,
ning requirad for licensure by July 1, 1930,
rare of the one year requirad for licensure, Thy

genaral meadicine requirement may be satisfled by aatual clinizal practice
care responsibilition in any partisujay Bpa
ralning in a spselalty ares other than fam|

Bigned:

oW, the specific ratations and the number of wacks spent In sach:

-

must algo comiplate four-months.of trainlng

cialty or sub-spacialty area for at least four mionths. if the general
fy practive, intermal medicing, surgery, poadintrles or obntotrigs and .
type of tenining in sufficient detall to aliow the Division of Ligansing ta muke

Tt

B7A-100-03 [Rev, 292

i e i i il e e < w7
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PART 3! To be compietad by the Director of Medipal Education and alflxed with the official taciity soal, v

Name of Director . Bhone ' _
nm::d?oat E?uention: Louis J. Delli-Pimzi, M.D. Nursbar: { 718) 670-5520

‘ : biatg Form
Facllity Name: Flushing Hospital Medical Center Completed; March 25, 1996

Facility Address:  45th Avenue at Parsons Boulevard

City: Flushing State: N.7. ZipCode: 113535

The individual signinip thisform is formally cartifying and documenting, under penalty of pevjury, thet the phys cian received instruction appropriste
for the partioular postpradusts level and that thuy satisfactorilfy completed the training program in accordance with the accepted tandardy and
tha criteris definad as equating o “suxisfactory” performance as desaribad below, In casas whers the Director of Medical Educstion 15 certifying
the completion af the minimum one-year of training vequired for Jicansure, he or she will personally be atiesting to the fact that the physivian/
trainee hag acquirad the skill and qualifications nacecsary 1o gafely sasuma tha unrastrictad prectice of madicihe ko this atate,

Dafinition of “Satisfaviory’: The physiclan parformed at an adagunte Jevel based on evidence of satisfactory pragrmivé schofarship and
profassionel grawth including demonstrated abilily to assurne graded and increasing responaibllity for patient oana.

I hereby declarn under penalty of parjury under the laws of the State of
Californip that the above stataments ara true and correct and that the
training program is approved by the ACGME or the CCME to pffer the typs
and Javal of training complatad by the applicant and 1hat the applicant was
trained in an agproved ACGME or CCME program position,

A

sgungpeee | [ 1 VY
j J }1

Date Signed: March 23, -1995

OFFICIAL HOSPITAL SEAL OR NOTARY
SEAL, DATE AND SIGNATURE MUST DE
:  AFFIXED TO CERTIEY TRAINING.

.

~

[

©ATA DDA IRy 209 ' % 148




SYATE 0F caLIFOR NIA—BTATE AND CONSUMER SERVICES AGENCY
e e e o - NS UMER SERVICES AGENGY

_ - : e IR TESVILION, Bovarnor
LA MEDICAL BOARD OF CALIFORN 1A e
emsmanta 1426 HOWE AVENUE; STE. B4
: - SACRAMENTO, CA D5825-3236
Cﬁﬂﬁnl‘l:t'sm | (616} 263-2499

CERTIFICATION STATEMENT

This is to certify that _EATMAN YOUSEFZADER

isin an approved ACGME/CCME postgraduats
{Nume of Physician) .

training position that commencedon _July 1 . 1924 __ andisaxpected to be completed

v of Traiining) W

an June 30 -l 98 In Obstetricsl{}yneéolo#v % l

at Flushing Hospital Medical Gentgf_ .
(Haraw and Address of Facitiy}

.45&1 Avenue at; Parsons Blvd., Flushing, N.Y, 11355

(AFFIX OFFICIAL HOSPITAL ~
. BEAL OR-NOTARY PUBLIC SEAL)

- I fioreby declare urdler penaity of perjury under the laws of the State of

. California that the above statements are trus and correct a N the facility

' - Is approved by the ACGME or the CCME to offer the ryp%nd level of

training oompleted by the spplicant and that the appli Mm is being
trained in an spproved ACGME or CCME program position;;

e

Louis oJ. Dalli-Plzzi, M.D,’
Tyt or Briot harwe Ibnqﬁmt ieat Eduvatinn

i

/ A ,ﬂtn,,-! !’\ ,

Bsgnature of ﬁlféﬂﬂw Medical Ecudgyon |’ d

!
‘March 25, 1996

Dare -

(718) 670-5520

Plone Namber

NOTE: Do not use this form In lieu of Form L3 “Certiticate
of Completion of ACGME Pastgraduste Training”’

‘I

OTA V0O-LO (Rov 1278




STATE DEFARTMENT OF CONSUMER AFFAIRS
INTERNET CASHIERING SYSTEM
MEDICAL EOARD OF CALIFORNIA
SUPPLEMENTAL INFORMATION REPORT

From Date: 08/08/2013 To Date: 08/08/2013
ATRISUPPINF
09-AUG-16 16:48:07
Person Id : Name: Joseph,Payman
Question Answer
! Have Completed Cme And Can Document Not Less Than 50 Hours Of Approved Cme For The Two- - YES.

Year Pertod Immediately Preceding The Expiration Date Of My License. Or | Meet The Conditlons
Which Would Exem%t Me Fram All Or Part Of The Requiremeants

| Am Exempt From The Gompletion Of 12 Hours Of Pain Management And End-Of-Life Care NO
Continuing Education Reguirement Because | Am A Radiologist Or Pathaloglst

. U 1G] ] i5[3 =
Enter NamelAddress of Facnlty Where You Or Your Immediate Family Hold Financial Interest. Type NONE
"None”, llfj!\!one Held.

Blola)iclf Applic
{ Have Read My Proflle On The Med:cal Board Web Site At Www.Mbc.Ca.Gov And Acknowledge The YES
Information Contalned Therein As Current And Accurate.

Total Questions Asked For Person : ' 8



BELTE @ F SHLIPOTRMER

Department of Consumer Affairs

RECEIPT

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

Name: JOSEPH, PAYMAN PAUL
Transaction Date: 07/11/2015 10:29

Application Number:

Complaint Number:

License Type: ' 8002

License Number: 60633

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 named licensee/applicant.

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




711115 10:28 AM o ' Page 1 0of 3

License Type: Physician and Surgeon A

l.icense Number: 60633
‘File Number:
Application: Physician's and Surgeon's Renewal

Application Number:
Application Date: 07/11/2015 (mm!ddlyyyy)

PAYMANW

First Name

Middle Name: PAUL
Last Name: : JOSEPH
Birthdate: : sk Pk sk
Gender: Male

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

Confidential Address
Warning: _ In order to protect your privacy and identity,
address will not be displayed.

Slnce you last 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, or you

meet the conditions which would exempt you

from all or part of the CME requirements, or

you hold a permanent CME waiver?

S A KGRI O IECH RGN EFY Y NAARIIT O
1436635734807




7/11/15 10:28 AM Page 2 of 3
| certify under penaity 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.

Are you retlred’?

Activities in Medicine

Patient Care Practice Location’
Telemedicine Practice Location

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

Waeb Site Profile

Administration - 30-39 Hours

Other - None

Patient Care - 40+ Hours

Research - None

Teaching - None

Telemedicine - None

Zip: 91405 County: LOS ANGELES
Zip: County:

Zip: 90019 County: LOS ANGELES
Zip: County:

Not in Training

Obstetrics and Gynecology - Primary
None

4 Years

Middle Eastern

Persian (Farsi)

Cultural Background - No

Foreign Language Proficiency - No

Gender - No

Blennlal Renewa] Fee

DUE TO CURES FUND

LT RN
1436835734B07




7/M11/15 10:28 AM Page 3 of 3

Steven M. Thompson Physician Corps Loan $25.00
Repayment Program

Total Amount Due: $820.00

Appllcatlons are not con8|dered submlt’{ed for processmg untll payment is received.

e s e

| 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 irue,
complete and accurate.

Signature: A Date:

(O AR
1436636734907




