gy DEPARTMENT OF ' :
@aﬁg}% ' ' STATE' OF CALIFORNIA

O71-196

Permit Number FN P 1 8 @‘ 4 8

MEDICAL BOARD OF CALIFORNIA

Hictitions Name Permit

PRWQTEETQEAE%ICAL CERIER
M

!
!
8631 WESY SRD STREET, SUITE 295, LOS ANGELES, CA 90048
_ ADDRESS
having shown to the satisfaction of the Division of Licensing of the Medical Board of California that it complies

with the provisions of Section 2415 of the Business and Professions Code is hereby issued this permit
authorizing the use of the above designated name in connection with its practice. '

Signed and sealed at Sacramenio, California

this __%__ dayof . AUGUST 1991

EXPIRES ON Avensr 315 1ho3 Secretary-Treasurer

Division of Licensing

“AUG 14 1991

OFFICE GOPY — NOT A VALID PERMIT
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GEORGE DEUKMEMNAN, Governor

STATE OF CALIFORNIA—STATE AND CONSUMER SERVICES AGENCY
DEPARTMENT OF MEDICAL BOARD OF CALIFORNIA
1426 HOWE AVENUE, SUITE 54

ﬁsumg ' SACRAMENTO, CALIFORNIA 95825:3236

{916} 920-6074
; -*%5 i§ 133
© . FEE: $50.00

* APPLICATION FOR A FICTITIOUS NAME PERM!T

(SECT!ON 2415 OF THE BUSINESS AND PROFESSIONS CODE)
PLEASE READ THE BACK OF THIS APPLICATION BEFORE S!GNING
PHONENUMBER

NAME WHICH THE APPLICANT(S) WILL USE IN THIS PRACTICE {See Sec. 2415(hj (3) revarsa sme]
i Co : "1 (313) 8556963

50

T.
Pro Cholce Medical Geuter

2. THEAPPLICANT(S) WILL BE: (Checkapprapnare bux} ] ] .
AN INDIVIDUAL [] erous oF nbivipuALs [] parTNERSHIP

IF A CORPQRATION, STATE CORPORATE NAME:

[} corporation

3. NAME[S)AND LICENSE NUMBER(S) OF APPLICANT(S) AND SHAREHOLDERS. LIST PROFESS‘IDNAL EMPLOYEES OM SEPARATE SHEET,
PRINT NAMES MEDICAL LIEENSE MUMBER
- ' = G 35414

Josepha- Seletz, M.D.

%5

=

¥

AL PERMIT TO; (F DIFFERENT ADDRESS THAN PRACTICE AD%SS} !

4, ADDRESS(ES) OF PLACE(S) OR ESTABUSHMENT(S] WHERE APPLICANT(S) WILL PRACTICE:

8631 W. 3rd Street, Suite 225E
Los Angeles, CA . 90048

z
%
§4

5. THE MEDICAL PRACTICE AT THE ABOVE LOCATION I8 WHOLLY OWNED AND ENTIRELY CONTROLLED BY THE APPLICANT(S)
' =T e e e :

IS NG, BXPAIN WY

| have read the foregoing application and all attachments thereto and i dec!are under penalty of perjury, under the laws of the

State of California, that the foregomg is true and correét.

e . ) Apphcaﬂon must be signed bya hcensed phys:clan or podiatrist who ig the owner of
Ly . o an individual ownership, or a parther if a partnérship, or corporate offtcer if a
ENTER YOUR BUSINESS PHONE NUMBER AND NAME corporation. | certify, under- penalty of perjury under the Jaws of the State of
OF PERSON TG CONTACT FOR INFORMATION. California that all statements, answars and representatizs in this application
: . : |ncludmg supplementary statémets atfached hergte 7% yus and accurate,

(213) 855-6963 . o ’ S - /
PHONE NUMBER { ISIGNATURE OF APPL!CANT(i_ﬂ)’ULLI
Heather Fisher s ‘G 35414 S =
NAME , (MEDICAL LICENSE NUMBER)
U'\gQ\ 8631 W. 3rd Street, Suite 225F
@ . {ADDRESS]
PLEASE SUBMIT ONE DATA GARD i )
PER APPLICATION : Los Angeles, California 90048
' (CITY, STATE AND ZIF GODE)

07A-214 (5/90]
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STATE AND CONSUMER SERVICES AGENCY- Department of Conswmer Affairs EDMUND G. BROWN JR., Governor
e T e T e e A ey

FICTITIOUS NAME PERMIT #:

MEDICAL BOARD OF CALIFORNIA

Licensing Program

FICTITIOUS NAME PERMIT
CHANGE OF ADDRESS FORM /

PLEASE PRINT ALL INFORMATION CLEARLY.

FICTITIOUS NAME: | P Co- Onovce. medical Certty

PREYIOUS ADDRESS OF RECORD:

10160 Nechovwal Mdl

r
i

i

LA oA TG003d T [USH (/(é,

cIry STATE AN COUNTRY

PLEASE CHANGE MY ADDRESS OF RECORD TO:

(Please allow only 30 characters per line for your address of record,) ’

Note: Pursuant to Business and Professions Code Section 2021(a)(b), your address of record ;§ pnblic informatwn and will be
posted on the Medical Board’s Web site, e

Josepha. Selelz mD /

A No  la Clenequr Plud #303 /

14

%W{Mb NC SRETEAY Tus A

STATE COUNTRY

YOUR ADDRESS OF RECORD CANNOT BE A POST OFFICE BOX, A STREET ADDRESS MUST
BE REPORTED,

PRACTICE TELEPHONE NUMBER: (1ease Ncuups assaconsy | (310) 2477—055 3

IDECLARE UNDER PENALTY OF PERJURY UNDER THE LAWS OF THE STATE OF CALIFORNIA THAT I AM A
LICENSED PHYSICIAN OR PODIATRIST AND HAVE THE LEGAL AUTHORITY TO ACT ON BEHALF OF SAID
FICTITIOUS NAME PERMIT HOLDER AND THAT THE INFORMATION CONTAINED ON THIS FORM IS TRUE
AND CORRECT.

et Selelz Q&W% e )il G354IH

PRINT OR TYPE NAME (@A’I‘URE DATE ' LICENSE #

FNP-005 (05/11)

3005 Evergroen Street; Suitc 1200, Sacramento, CA 95815-3831 (516) 263-2382 (300) 633-2322 FAX: (916) 274-6181 www.mbc.ca.gov
t<rr re (9



