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023 MARB{ICATION FOR PHYSICIAN'S AND SURGEON'S LIcNSE' 01150

Pleass REAR all Instructions priorfo earnpleting this application. ALL qusstions onihis spplication must ba answeted, and all supporting documents must be

" subrnitted as per instructions, Please type or print neatly. When spase previded is insuFfigient, attach additional shipets of paper. All atlzchments are
Gonsldered part of the application.

FALSIFICATION QR MISREPRESENTATION OF ANY ITEM OR RESPONSE ON THIS APPLICATION OR ANY

b MBC LSE
ATTACHMENTHERETD % A SUFFICIENT BASIS FOR DENYING OR REVOKING A LICENSE. ONLY
1. NAME: Last First . Middle Parspnm
W on Do n : Huei ~ Chidug- bt
2. Otlter names you have uliad (include maiden name):

R —

3, V.8, Socia) Security Number®

0

. : v
4A. (PUBLIC ADDRESE; will ha roleased by the Board to the public): Number and Street’P.0. Box/Rural Rowe/Apartment Numbaer, it any.
1515w gt o w2z

Cly _ : State ZipCode Colntry A
Jearile LA G810 7 s A
4B. (CONFIDENTIAL ADDRESS): Number and Strest/Rural RoutelApartmant Number, if any, {Applicants must provide a confidentlal straet
address ifa P, 0. Box is used as the Public Address Tn 844 abiove.] !:]
City State ZipCode Country 0
&, Telephone Number: f. Callfortla Diriver's Lioenga Numbar (optional); )
Home: NUMBER EXPIRATION r1
Wark: | H
7. Pate of Birth (Month/Day/y sar)and Place of Birth: |:|
8. Bex: PR Mae 1 Femai 8. Arz you a .8, eitizen? B oves I Mo )
1. Have you ever fiied an appllcation for Physician's and Surgaun's axamination or Feensure in California? " _
01 ves ~ TR & 0
IFYES, PLEASE VEDATE PREVIOUE APFLICATION WA SUBMITTED, o con SN .
11. Listthe namos and laoa{inns of all sulleges or universitiss attanded wheire pra-professlonal, postsscondary instruction waafecalyéd, .- M{:fd‘?;’a .
Ploase submit ofiicial transcripts with the sshool seyl affixed foreagh sohoo! atisnded. Tra nseripts will not be returned. nt v \E ducation
. Name R Oily, State, Country Datez otAttendance’, 000 7.0 [§)
Ul San Digge b Tolla, ¢a JIA afar - ¢lae W
I o Ta .
' TR |
12. Ligtthe namos ant locatlons ef al| schools whers prefessienal medioal Instruction was recelved, any, where applicable, the deyrue awarden, Mordfeal
PLEASESUBMIT: 1)an ariginal Cartificate of Medical Edueabion (Form L2) and oificlal transcripts with the slgnature of the dean or regigtear Ethcation
and the schaol seal alflxed from gach sohenl aianded: snd,
2] an erighsal medioal dlploma and a & 1/2° ¥ 11" photogopy (originsl diploma wilt be returied). L2 Trana
Gohogl Narve Clty, Sitote, Counley Diatan of Attendance Degrag Awdrded o
Abeed Zinsdein GO ﬂ:r*w«'x{, Y Vi A 8{9¢_ - ¢/ov M.o. (BT .
II:CICTlUR OF MEDICINE DEGREE, ui refergnced nhoye,

Nanre of Madlcal Schogl Addrens of Madical Sghval Exact Data of lzguance

. - " N ] - .
Abery Gt low L8 ediyiie Voo 11 ov i '?M\A. M. Brarw A3 JBHb
¥ MANDATORY PIBGLOBURE QP WL §. H0OQIAL SECURITY NUMBERS
Diezdogura uf your U3, soolsl suscurly rumbar s ruandatory, Senflon 36.of s Business and Profasslors Codorand Publis Law 84-485 142 |I8CA Aos{c) (2103} muthoriza
oellsction of your sooldl saeurily membyr, Youir aceli) eocurity nombgiwill be usad @yelusivaly for tax enforeament purposes, for Purpones of compllance with iy judgmeit
ar prder for Tamily sugport i sesordence wilh Beetion 17126 of tha Famijly Code, of fof verifieation o fisansurg o exadilniafion status by & licanging or axaminalion ity
‘nich ulllizee 8 national sxsminelon wid where llsaraure 13 racipracalwilh the ragquasting statn, Iryoutall lc disckias your socisl securlly number yaur spplicaiion for lrillz)
lizanurs will nol ba processsd AND you Wil ke reporied & lhe Franchiss Tax Board, which may gaseas » 5100 panally againot yoy.

DTA-100 (Hev. 3/01) v

o1 Sotle

TN e e

VN

PRSP




MBGUSE
DhLY

. Written
.13, Have you taken eny of the followlng written.sxaminations: Nationzl Boarda, other state boards, USMLE, SPEX, FLEX, ECFMG or LMCG?

Examination
iﬁ; Yes [} No

¥ YE&; LIET HAME, LOCATION, DATE AN RESULT OF EAGH EXAM INATION; FAILURES MUST.ALSG BE OISCLOSED, EAGH EXAMNATION ABENCY MUST SUEIIT AN ORKEINAL CFFICIAL
EXANINATION HISTORY REPORT DIRECTLY TO THE MEDICAL EQARD OF CALIFORNIA. THESE REPOR'TE WILL NOT BE RETURNED.

- Exmination _ Dse Feagult (FagefFal)
WIMLE Shep I, roy, Y 6 /43
WHee sky I LN yulee )
WriLe i, 1L bofamussed v glglor . :
14. Have you ever bawn llaensed to prastice medicing in any state, territory, provinge, country, or U.5. federal jurisdiction? Mewten

ﬂ. Yes O No

IF Y&, LIST THE JURIBDICTION, LICENSE NUMEER, DATE ISSUED AND DATES &F PRACTICGE IN THAT JURISGICTION, FLEASE INCLUDE PEHMANE!I*&T, TEMPORARY, TRANING, PRUMEIONAL,
LIMITED LICENSE, OR PERMIT. AN ORIGINAL OFFIGIAL LETYER OF BOOD STANDING (LGB)‘ OR COMPARABLE LIGENSE HISTORY CERTIFICATION, |8 REQUIRED FOR BAGH PERMANENT, LGS
TEMPORARY, TRAINING, PROVISIONAL, LIMITED LICENSE, (R PERMIT DBTANED IN ANY L8, STATE, 1.8, QR CANADIAN TERRITORY, CANADIAN FROVINGE, OR U8, FEDARAL JURISDIG-

TION, EAGH L8, OR DOMPARABLE CERTIFIGATION, SHOULD BE MAILED BY THE IS81ING AUTHQRITY BIRECTLY TO 'THE MEDICAL BOARD OF CALIFORNIA,

Jutlsdigtion License Number Date of lsyance Datas of Prattice In that Jursdistion

Wk nedee OLT LA M08 00H LbsS bleglos Clatlor ~ presen’
¥

4. Do you hold any other professlonal lloense In.any slaty, tarritory, provines, country, or U.S. federal Jurisdiction? ™ ves M Np

IF YEE! PROFEBSION: LICENSENG. .

» JURISDICTIOM: O
Protessionul
Litaneew
HAS THIS LIGENSE EVER HUEEN REVOKED, DR SUBJECT TO DIBCILINEY [0 YES, PLEABH PROVIDE ALL UFFIGIAL DOCUMENTATION REGARDING THEE MATTER IN AGDITIGN TO A WITTEN )
EMPLANATION, YOU ARE ALSO REQUIRED TO REROAT ANY MATTER THAT [5 ERNGING O IN WHICH CHARGES HAVE BEEN DROPFED OR BXPUNGELD. E
O ves ﬁ No D"
2
164, Are you currently, or have you evar bean, a participant in ¥ postgraduate iraining program in a facility [n the U9, or Ganada? ”“;gj;;f;;"‘“
{Youmust Include avery res Idency, internship, and fellowshig, whether or ot complotad.) ?

™ oves O Mo

IFYES, LIET MAMEE AND ADDRESBES OF ALL FACKITIS. SUBMIT AN ORIGINAL VERTIFIGATE UF COMPLETION OF ACGMERGPAC POSTORADUATE TRAINING (Form L3A) FROM BAGH

FAGRITY. (DO N someers Foam LIAE 1o DECUMENT TRAINING RECEIVED IN RESBAROH FELLOWSHIP PROGRAMS.) ALL TRAINING WILST BE LISTED, REGARDLESS OF WHETHER 1
WAS SATIBFAGTURILY CHMPLETED CR WILL BE USER Y0 MEET LICEREING REQIBREMENTS,

Faclity Name ) Addregs

- Gategurial Speckalty Araa Dates of Altendahce
pﬂ?ﬂ&?ﬂ'-! o} wm\.’iah.\ HIHS A Lsoserell Wy T‘&m‘.\-{r Orodiu | Glos = o,

- 5«;% b ey

QUESTICNS 168 throiygh 2%;

I y6u answer YES to sny ofkhe follawing
sdplanations. Anupplicant must provide offisial hearinglcort dosuments and origital 1#ite planatlon from medical schr

dirzciors, fthese documents arcnot provider wilh the ag plication, they will be requested befor: v ofthe application san procesd. APPLICANTS ARE )
REQUIRED TO REFORT ANY MATTER THAT (S PENDING OR 1N WHICH CHARGES HAVE BXEN DROPRED OR EXPUNGER,

questions, please provitde ALL offigial dogymentati gardling the matter in addition to your writlen pirsonal

168, Have yau ever withdrawn from, of boen sus pended, dismissed or ex

pelled from a medleal ashool or postgraduate tralning program QR
have you ever taken a leave of absene from sich g achaool or program?

'

[j Yol SNSWIRED YEE, B0IH ARBLIGART AND SEHOOLIPROGRAN MUST PROVIOE CETAILS ON A SEPARATE ATTAGHMENT. Yes » Ny

NAME OF APPLICANT:

jﬂgur\ H NDA? | -§ DATEQYF BIRTH: ' | L1 B

eE o we e

[P



HAC USE

QNLY

For all of the below, alse Includs ny disciplinary actlons by the 1.5, Military, U.8. Public Health Service, or other U.S. fedmral guvernmantal
antity. .

T7A, Hava you ever bean chargasd with, or baen found to have committed, unprofessional conduct, professional Incampetance, grosg
negligente, or ropeateq hagllgent acts or malpractice by any madical Heansing board, other agene , OF hospital?

17H. Has any disciplinaty activn ever beon filed trtaken, including but nat limited to, Informal or confidential digclpline, consent orders, or
letters of warning, regarding any healing arts llcengs whith you naw hold or have sver held?

17C. Isany such action as describad shove panding? 17{4) Yes No

178) Y = No

IF YOU ANSWERED YES TO 1TA, 178 o8 17C, Provioz pryans ON
4 BEPARATE ATTAGHMENT,

7€) Yes No -

10. Hab 4 tlalm oraction for damagies ever heen filed agalist youin the course of the practice of medicine orany other heafing ari which
resultad in a malpractice wettiement, Judyement, or urbitration award of aver §30,000D. 507

. Yes No

IF YOU ANSWERED YEG, FROVIDE DETAILS ON 4 SEPARATE ATTAGHMENT. ’

Livanze
Daly

18, Have you ever been denlad g licangs, permission to practice medicing orany ather healing art, or denled permigsion
to take an examnation In any state, territory, country, or 1.5, fedpral jurladiction, or I5 any suchaction pending?

Yoy Ne.
L IF YOU ANSWERED YES8, PROVIDE DETALS ON A BEFARATE ATTACHMENT,

20, Have you evar voluntarily surrendered a lloense to practice medicing arany other healing arls inthis or any other state, or voluntarily

surmenderad your narcotic {controlled substance) permit (state or faderal) o any licensing board crahy other agency, or Is any such action
pending? ‘

A ( Np
L IF YOU ANSWERED YES, PRUVIDE DETAILS ON A SEPARATE ATTAGHMENT. o

1 FOR ANY OF THE BUOXEY CHECKER AHOVE, 5IEASE BUBMIT GOMPLETE

RN

Y

21. Have you ever had siuff privileges in a hospital denfad, suspended, Mmitsd, reviked, or rot renewed formadisal digg) plinary caugs, or
raslgned from & medical staff in lieu of disciplibary or administrative action, or is any auch action panding?

You Must oisaLose anv ivFormar YR CONRIBENTIAL DISCIFLINARY ACTIOHN. ' Yos No

22. Do you have any condition which In any way impalrs ar Rrits your ability to practine medicing with roasonable
sklll and safety, including hut nat limitad to, any ofthe following?

Yes No
IF YES, PLEASE CHECK THE APFROFRIATE BOX({ES} BELOW:

[T A condition which required admission to an thpatient peychiatric Treatmant facillly.
£ Aleohol or gharmical substance depandancy ar addletion,

0 Emotlonal, mental o hahavioral digorder.

3 Qther {(explain); -

DEFIGIAL INPATIENT AND OUTRATIENT TREATMENT RECORDS, EVIDENGE OF ONGOING
REHARILITATION TREATMENT, AND A PERAONAL WRITTEN EXPLAMATION.

————— .

A Y

FOR ALL OF THE BELOW, YOU ARG REQUIRED

TQ LIST AMY GONVICTION THAT HAS BEEN SET ASIDE AND DISMISSED OR EXPUNGED, OR WHERE A 8TAY OF
EXECUTION HAS BEEN 139D,

234, Hava you ever bean convicte o, or pled niolo Gontandare to, ANY vielatlen (Inglude svery misdemeanor orfelony) of any local, state,
or faderal law of any atate, territary, chuntry, or L., federal jurlsdiction?

23B. la any crimingl agtion related to tha ahove pending? 23{A) Yes No

IF YOU ANSWIRED YES 70 23A OR 238, PROVIE DETALY ON A 23(8) Yes Mo
SRFARATE ATTACHMENT,

NAME OF APPLICANT: DATE OF BIRTH;

ﬁ—,}t}v«. H- w“-’\‘&x
i |74
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Notlce: All ltems In this spplication are mandatory;
none are voluntary. Fallure te provide any of the
requeated information will delay the processing of your
applleation. The information pravided will be used to
determine your qualifications for llcensure per Section
2080 of the California Business and Professlons Coda,
which authorizes the colloction of this information. The
information on your application may be transferred to
other medical Nizensing authorities, the Federation of
State Madical Boards, or other governmental or Jaw
enforcement agaencies. You have the right to review
| your application subject to the provigions of the Infor-
mation Practices Act. The Chief of the Licensirg Pro-

s F— = 5

gram is the custodian of records.
Applicant
Declaration!Signature
amdNOTARY

STATEOF L S
o

COUNTY OF Wine,
U

The applicant, D osve,  Huel ~ Chig \ am, , _being first duly sworn
(FLEASE PAINT WNAVEF T (DATE OF BIRTH]

Upen histher oath daposes and says: thatiam the person harein named subscribing to this application; that | have read
the cqmplete appileation; know the full content thereof, and dectare under penalty of perjury, that all of the informatien
contained herein and evidence or other credentlals submitted herewith are true and cotrect; that ! am the tawfu! holder of
the degras of Doctor af Medicing as prasoribed by this application, that the same was procured in the regular course of
Instruction and examination, ard that it, together with all the credentinls submittad, were procured without fraud or misrep-
reseqtatlotl ar any mistake of whizh | am aware and that | am the lawful holder thereof, Furiher, I hereby auiharize ai
hospitals, institutions or organizatons, my referencee, personal physicians, employers (past, present, and future), business
and professiunal associstes (past, present, and future), and all government agencies (local, state, federal, or foreign) to
release_ ta the Medical Boari of Calitornia or its successory any information, files or records, including medical records,
educational records, and records of psyohiatric treatmant and treatment for drug and/or alaohel abuse or dependenay,
Tequested by that Board in connection with this application; or any further or futura investigation by that Board necessary to
detegrpine my medical competence, professional canduct, ar physleal or mental abllity to safely engage in the praclice of
medicing, ‘! further authorize the Medical Board of Callfornia or its successors to release to the vrganizations, individuals,

ATTAGHMENT HERETO IS A 5U
BIGNATURE GF APPLICANT:
W gy, ' -~
S'Q"ﬁ&ﬁ?a'ﬁ"{?{{"ﬂ 12 geyer JUNE 2003
S0 e S MONTH YEAR
+ ‘“i-""""""‘::*:'."knr — 2 il M ]
O - | SIGNATURE OF NOTARY FORLIS )
':‘:w“ ".1. v f’unl’\% (r | % q 2§ .
‘% q‘:"y"f . _ ’ § AUDRESS
L7 é‘ .""lﬁn'l-l"" '
_;-—‘—f’?—ahﬂ e ~1‘ My commission axpires Cn!l!.?.nmﬁp




-

STATE OF CALIFEFINIA - BTATE AND GONBUMER SERVIGES ABENGY GRAY CAVIB, Govemar

Nz, . aeni b9 MEDICAL BOARD OF CALIFORNIA .. .
eprmant o by m&. A {':‘\%'-%ig\ we Avenue, Suite 54, Sacramento, GA 9562&-3?;_23_6,: S
Congumer - ,& TEAL &muh (916) 283-2400/FAX (916) 2632487 ... 7] PR

Internet: www.medbd.ca.gov!,-‘.,_w,

-3 ‘,ﬂ \3 R I.A'.‘ =3 fi:‘ s
03 04 -5 M eerimears OF MEDICAL EDUGATION " "3

=ty

T

-
L

MEDIGAL SCHOOL:  PLEASE COMPLETE THIS FORM IN THE ENGLISH LANGUAGE.

e e i T MU

This certilies that 9 & Bom, Huel ~Chipomn. 1) B,
FULL NAME OF APPLICART ' o

;
DATE OF BIRTR-MWGRYYY

LL8, BOCIAL SECURMTY NO.
enrolied i _ Ao X £4 n¥ e, C'ﬁﬂg%ﬁ of Mediing Yreas, AY
- NAME OF MEDIGAL SCHE0L, Locanion
onthe _ 26th gay of e gyt _\ae and was granted the following credits on enroilment:
o MONTH YEAR
- - dvanced Credits; . Crodits praviousyy obtgined at & approvad medionl, denta), or osteopathic school.*
IMEBIGAL BGHOGL } TCTAL CREDITS DATER
The undersigned further certifias that the records of this institution show that the applicant attended in this institution 4 -

NONBER GF YEARS

yoars of resident instriction of weeks each, completing at least 4,000 houtrs, of which at least 80 percent aciual

NUMBER DF WEEKS
attendance is required, in the subjects set forth hersunder (Business and Professions Code Saction 2088), and that the applicant:

ﬁ was granted the degrae PwgtwderDoctor of Madicine by OR O withdraw from /

the above mentionad medical sehool on the — Lo " ) dayof “‘1"%"%“ — quE%R_.
N
Anatomy co Embryvlogy Physical Medicina
Otolaryngology . Hislology Therapputics
Cbstatrics and Gynecology Human Saxuallty as defined In Section 2080 Neuroanatomy
Rudiglogy, including Radiution Safety Medicing Child Abuaa Datection shd Treatment
Tropleat Madlcine Surgery, Including Qrthopedic Burgery Geriatric: Maditine
Phyalology Urglogy Padistdes
Bachemystry Peyehistry Pharmacology
Pathology, Bacterialogy and Immunology Neurslogy Anesthasia
Ophthalniology Rleohallsm and Chamisal Dependency Spousal or Partnar Abuse Datection & Treatmant
Denvatology Preventive madicine, including Nutrition Family Medigine**

Faln Managemant and End-of-Lik Gare*
¥ Ench school whers professionsl medical instruction was received MUST complets ahe of these forms. If mora than one school was
altended, photocopies of this blank form may be mada and used.
ONLY applicable to medisal students who enrolled In medical school on or afier Seplembaer 1, 1084,
¥ ONLY applicable 1o madies students who graduate from medical school on or after May 1, 1988
" Only applicable to medical students who enrallad in medical school an or after June 1, 2000.

e

[ . i i Jmarry,
INPAINTED BELD! Praon why diges thile foom BAY NOP Lo xolabed o Gl appld cant by hiowd, agA

hlaeld ] Gwadogetion.

'
s faov

MEDIGAL BEHYL FISAL JusT Rg // AUTENTION MENTOAY, S5 Tha

B D2y ehe Rradd&snt:, Doan, ar Rogd sty agm thls fann, 1€ 8kae alpnatize authorlty is batng datemiad o amotbarparacn,
erdenaa O thy delegatiion st ba abbachad to thip FOrm sy be s photocopy) . Auth dedssion mut B oo of2eial
Zattachmnd andmss: ba datpdwishin $he gt 13 zemiha .

Bigred and the school seal affixed thias May —> 2003

BY

PREBIDENT, DEAN, OR REGHBTRAR

07A-100-L2 (Repv. 3/01)

et




BTATE OF GALIFURNIA — BTATE AND GONSUMER SERVICES AGENGY ) GRAY DAVIS, Govarnar

Qe MEDICAL BOARD OF CALIFORNIA B
Comhmar 1426 Hows Avenue, Suits 54, Sacramento, CA 93825-3238
Adtalea (916) 263-2499/FAX (616} 263-2487  Internet: wiww.medbd. ca.gov

CERTIFICATE OF GOMPLETION OF ACGME/RCPSC POSTGRADUATE TRAINING
To be completed by the facility for every medical school graduate completing postyradusts training in the United Statss or Carada.

ATTENTTON FROORAN DIAKCTORS AND BIRBCYORS OF MEDTOAL EDPCATIONE THE PERAIN Wi STos THTH FORM MAK NDT R RELATED TO THE AFFIICANT BY BROGD, MARRIAGE, GR ADOSTIDN,
Onlytha 7 ot ansd hn Divstior of Ma ot Fcksirhiiicos may o lgn thiw Soam, TF Ehan gd ttdis baing dh o Ehat dedegationmust
abdinilund o Ehde £ (ray be a Yhctoaony) . Sugh Vsl egmtclom ot ha nn B E ot Inkhorbon) anduokl be doted within the Jast 12 ptha.
PART 1¢ To be ceinploted by the APPLICANT.
LAST NAME of Apglicant " First Name Migdla nljz)
W OaG Dlns oo H
U.8, Bocial Sesurity Number: Dite of Birth: MMIDDIYYY I Telephone Nymbar:
' ’ Horaa: Work;
[Gurrem Adaraes;
Wiy A §F sl Bz
Clty Btota . - Zip Gode
S eodrie LA 43107

PART 2: To lie completad by the PROGRAM RIRECTQR. )
ATTENTION PROGRAN, ECTOR!. D6 ot sigh and date s torm before the tast ifay of miy gostgraduate trainfng vear which will be wae }
O cpuality for fice Caornplotion of this form will cextify that the individual named in PART 1 above cempleted a paried of accredited
racduate tratning at this facility. if a periad of rainkigg WAS NOT complet 1 3 satisfactary manner, ploase te detailed

narrakiv adation, The follawing infarmation is provided to cortify "satisfactory” completion. PLEASE SFF THE HEVERSE FOR A DEFINITION
» TISFACTORY "

acitty; _ _ ' ‘ Addtess of Fagilly:
UNIV. OF WASHINGTINY LY, MEDILING REIERKS Y245 Risaterviy NE SEINE. A 103
Nama of Program Oiregior: b/ Telgphone Numbes,
JUDITH PRuwELs M.D. (2%) A8 . 288 2
Bignatiire of Program Rirector, o Date Gignead: —
' Ce Ak 0ft2lo3 )
List Coreqorio Spdbaily ArdiabTralring Conpletad by Trainee: o Toate Tralning Commenead; Data Training Completed: V/
FAMAL MEOIANE- 0g [roes v b6 100y
I tha training waa rotating or traswsilonal, listihe specific retations and the

aumber of waaks spent In sach (SEE THE REVERSE FOR INFORMATION ON SATISEYING THE
GENERAL MEDICINE TRAINING REQ UIREMENT):

PART 3: To bo completed by the DIRECTOR OF MEDIGAL EDLCATION and affixcd with the ofticial facility seal.
Name of the Dirdctor of Madical Edyeation: )

1 Name of Faclity: :

| IVO It dRunitd s, pLD, | VW FRAMILY  pmetieniE RESIDENCH

AtiITeRE of Facilly;

mw'ma- RIDSEVELT wAY NE  BoX 354335
- Slak Zipc Telephone Numbar;
SEATILE " S |(1) SAt-zew2

PART 4; Bign

Do tict sigh and date ihfs form pejore m'e tast day of any postgraiuata Lainiigy year which Wit be. used by the zopicent to tpialify for

fiverteare. This forr may be signad hy the eurrant Diractor of Maglical Education: it do

ez 1ol naed to be signed hy the person who wag tha Ciraciir of Madieal Sduealion at the Iime of
tha balnfng iisted abave, slgned by the pe .

Notice to Applleapt: Irthie torm s wsed iy varlly postyreduale fraining beyand that wiileh s requirad for licensure, this torm an ba slgned hy the Cirsator of Medigal Education ang
the Pragram Diector befors the firal day of iraining. Hawever, it you are floenaed afier the dote upon which training whs complated AND 1 the form was slgned hetore fha Snal day of
the tralning yar, & new form mustbe complelad and submitted to the Matkss! Bosrd of Callfornia,

2111 g

LM LY — _ﬁ'—_————_—u
. SN LR OFFICIAL HDSPITAL SEAL OR NOTARY SEAL, DATE AND SIGNATURE
) SE@ 2 s ..%4.;;;‘-, Tg/ ‘ MUBT BE AFFIXED IN THE BOX T0 THE LEFT T0 CERTIFY TRAINING,
S W 8

g a‘? OTAN _ % | hereby deciare undar penalty of parjury under the laws of the State of Californla that the abova statements arm
."g.‘ = W ¥ e frues and sorrect and that the tralning program is approved by the AGGME or the REPEC to offer the typs and

= —— = ‘eval of training complsted by the applicant and that the applicant-was trainad it an aApproved ACGME or
LI ~ - E RCISC program position.

-
E %_m‘u.' u",* 1»5— gg Hignaturs of Director of Madical Educatian; Date Signad;
i 08 g o S : TL I L11L)ez

ZARTRNS ’y’w_ /Yot AM

0'{1&- 00-L3 (Rev, 3/01)




BTATE OF GALIFORNIA — STATE AND GONBUMER BERVICES AGENGY GRAY DAVES, Govemor

. MEDICAL EOARD OF CALIFORNIA
oy et 1426 Howa Avenue, Sulte fid, Sacramento, CA 05825-3238
Cﬁ?ﬁxls#mer (916) 263-2495/FAX, (916} 263-2487
it

Intarnet: www.medbd.ca.gov

ELIGIBILITY FOR REDUCED INITIAL LICENSE FEE

(M you are enrolled In.an ACGME/RCPSC postyraduats tralning program at the time of licensure, you are entitied
to a reduced initlal license few, This form ls used to certify curvent participation in a trainlng prograim.}

This Is to certify that Dogen  Boe miliane Weng ;.
(Name of Applicanh) 7 {LLE. Social BRIy munm,

ig Ih an approved ACGME/RCPSC postgraduate training position that

{Dats of Birth -MM/DO/YYYYY

commanced on June e 2.£°%  andis expected to be completed on
Month Day Yeur

Fone L0 Loo% iy Yool [Hedivine
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