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s ARNOLD BGT-IWARZENEBGE R, Govemor

'MEDICAL BOARD oFcAuFeRNl e e
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{018) 2632302  FAX (016) 263-2407
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INITIAL AND UPDATE APPLICATION FOR PHYSICIAN'S AND SURGEON'S LICENSE
OR POSTGRADUATE TRAINING AUTHO!

plogse check one): M License O PTAL  -or- £ Update

. Application for ( -
1.NAME:  Las T First Middle MBC
"TAM PDELS S2E-WING Usia Only
Other riames you have used (include malden name): 2. U.8, Social Security Number .
3, Platce of Birth 4, ‘Date of Birth
5. Gender: L) mate % Femala
6. PublicMaliing Addreos: 406 Po (R R0 KVENUE BLDSG BO-gh
(Pleass note: this Information s puhllc}
(30 oharaciers maximum
PO IING, g B e
Clty SBtate/Province Z2ip/Postixl Code Gountry
SAN FRANCS Lo Ch ___%4ue U A
7. Telephons Numbers: bleume Work Goll
(nclude arex coce) ) oo - Psunmsl
8. California Driver's Livense Nurmbor (opticnal): 10. Have you ever flled an Application for Physlclan’s =

and Surgeon's Licenss, or PTAL, In California?
9. E-mail Address (ontianaly: Q Yes JH o /

Previous llcanse number, II any

] - MEDICAL EDULATION
11. LIST EAGH MEDIQAL SCHGOL THAT ‘!‘GU HAVE ATTENDED.

Hchinol Nams City, State/Province, Country Datos of Mundmge
GEDRGE WhASHINATON WWWVERSITY | WhsHmGToN, Do, wsh & 200 ~ Bloob /{
I |
. aQ
12, Bchonl of Graduation Degres Awarded Date of ﬁradmﬂan
GeoRaE wmmwa“rw mwmw , MD.

' EXAMINATIONS

13. LIST ALL OFTHE FOLLOWING EXANINATIONS YOU HAVE TAKEN: USMLE, FLEX, MEME, ECFMG, SPEX,
STATE BOARDS andior QME in Canada |

_ Extmination ' Data ) Rosult (PagsiFall) | eome
WSMLE Shep 4 |w|oy
WSMLE Skep 2. chfes | Hlitlos & tofwtfos .
WsmLE smrf% ) | hox |
O’ Cashiegn‘ié er %/ﬂ /j/D _Bchaol G& i L1 A

BTRI00 (Rov. 1 2108)

S-Zr 290 L




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

ME!RCPSC ACCREDITED POSTGRADU

not the program was completed or credit granted.

14. Please Ilst aach AGGMEIRCPSC accradltsd postgraduate traming program in which you
have particlpated. You must inciude each internship, residency and fellowship, whether or

renewed or offered for a following year'?
“ R MEDICAL LICENSURE

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

Facility Name Address Speclalty Ares Dafes of Attendance
L » BlAd % “'93
UCer - St Bsmces | A%5 EPAEC"® By mep | Yo~ euveent
POSTGRADUATE TRAINING: {¥hese questians ure to be answared by ALL applicants)
Did you ever take a lsave of absence or break from your training? YES NO.
Have you ever been terminated, dismissed or sxpelied from a program? YES NG
Have you ever resigned from & training program? YES NG
Were you ever placed on prebation? YES NQ
Were you ever disciplined or placed under investigation? YES HO-
Ware any incident reports ever filed by instrugtors? YES NG
Were any limitations or speclal requirements placed upon you for clinical o "
performance, discipling, or for any other reason? YE q
Have you ever had a postgraduate tralning prograr contract not be YES

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

NQ '\_

Jurlzdiztion License Number Date of Issuance Dakos of Practice in that Jurisdiction

Thv , Aoy S2E-WING

b
07A-100 {Rev. 12/018)

APPLICANT: DATE OF BIRTH:
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LY géwis CERTIFICATIONS -

L

16, Are you currently certified by a Member Board of the American Board of Medical Spacialtiaﬁ
YES NO

Member Board Explratlon Data Certificate Mumbey

| MALPRACTICE HISTORY '
o .

i EH i

17. Hag a claim or.an action ever been filed against you for the practice of medicine which resulted
in & malpractics settlement, judgraent, or arbitration award of $30,000 or more? .
YES .

d:
i i

18. Have you been anrolled in, recuired to enter into, or particlpated in any YES NG
drug or alcohol recevery program or impaired practitioner program?

18. Have you been treated for or had é recurrsnce of a diaghossd YES e,
addictive disordear?

20. Have you been diaghosed with an emotional, @ méental, or behavioral YES Nol'
disorder which impairs your ability to practice medicina safely?

21. Have you ever been dlagnosed with a neurological or other physical ves N
condition that would impair your ability to practice medicine safely? ‘

22. Do you have any other condition which in any way Impairs or limits YES Ne
your ability to practice medicine safely? -0

If you do receive ongoing treatment or pariicipate in a monitoring program, the Board will make an
individualized assessment of the nature, the saverity and the duration of the risks associated with an
angeing medical condition to determine whether an unrestricted licenise should ba issuad, whether
conditions should. be imposed, or whether you are not eligible for licensure.

i

14| CRIMINAL RECORD HISTORY

23. Have you ever heen con

the United States or forsign country?
This Inclndes a citation, infractfan, misdemeanor andfor telony, efe. [F°YES" attach a llet of eaoh offense by arrest and eonviction
dates, violation, and court of jurfsdiction (name and addrsss). Matters in-which you wers diverted, deferred, pardoned, pled nolo contendere,
or if the conwiction was iatar expungud from tha record of the aourt or set aside under Panpl Gode Sectioh 12028.4 MUST be diselosad. [f you
are awaiting judgment ard sentencing Tollowing entry of & plaa or jury verdict, you MUST disclose the conviction; you are entitled to submit
evidence that you have bean rehabilitated, Sarious traffic convictians such as reckieas driving, driving under the [nflusnce of aleohol andfor

trugs, hit and run, evading a peace cfiicer, faflure to appear, driving while the license |s sugpandatl or ravoked MUST be raported. Thia list
la not al-inclusive, If in dapbt‘ as to whether & conviction should be displosed, H Is better to disclose the conviction on the applisation,

For gavh cotwiction disolossd, you must submit with.the applicetion certified copler of the atresting agency report, cettified copies of the
cour documents, and a deacriplive explanation of the lraumstancas surraundlng the canviction of disciplinary action (..., ddtes and location
of incident and all circumstances surrounding the incident), This letter must acoompany the applloation, If dosuments ware purged by
#rresting agency andler cour, a letter of explanation frof thege agencies is required.

Applicants who answer “NO” t& tha question but have a previous conviation of plea, may have their appligatinn dinied or license,

victed of, or pled guilty or nolo contendere to ANY offenss in any state in

revirked for knowingly falsifying the application. YES NO
APPLICANT: DATE OF B-IRTH:

“TAM, KDELK SEE-WING

07A-100-(Rav. 12405) e
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24,

25.

IMINAL RECORD HISTORY (con
Is any criminal action pending against you?
Are you required fo register as a Sex Offender?

_*  DISCIPLINARY HISTORY

1%

NO

These questions refer to discipline by-any U.S. military or public health service, state board
or othet governmeantal agency of any U.3. state, terrltory, Canadian province, or country.

26,
27,
28,

29.

30.

31.

32.

33

34,

35,
8.
37.

38,

Have you ever been denied a license to practice medicine?

is any denial pending against you?

Have you ever been charged with, or been found to have commiited,
unprofessionsal conduct, professional incompetence, gross negligence,
or repeatad negligent acts or malpractice by any medical licensing
board, other agency, or hogmtal?

Have you ever had any license & practice medicine revoked,
suspended, or placed on probation’?

Have you sver had any license to practice medicine subjected to
any action including bui not limited to informal or confidential discipline,
consent orders, tetiers of warning, letters of reptimand, or citation?

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

1s any disciplinary action pending against any of your licenses to
practice medicine? -

Have you ever had staff privileges in 2 hospital terminated, denied,
suspended, limited, revoked, or not renewed?

Have you ever resighed from a medical staff in lieu of discipiinary or
administrative action?

Is any disciplinary action pending against your hospital staff privileges?
Have you ever sutrendered a license {o practice medicine?

Have your DEA privileges ever been denied, suspended, restricted, or
terminatad?

Have you evar entered into any arrangement or plea or agreement in
lieu of & federal prosecution for a drug violation regulated by the DEA?

APPLICANT: DATE OF BIRTH:

“Tom ADELN  Ste-wina

D7A-100 (Rav. 12/05)

" MBC

W Use Only

Criminal
Reid

Dacipling




Notice: All items in this application, except #8 and

#9, are mandatory. Fajlure to provide any of fhe
pin will ded i)

requested information will defay the proagssing of
your abplication.  The information provitded will be
used to determine your gqualifications for licensure
per Saction 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 Fedaration of State Medical
Hoards, or other governmantal law enforcement
agencles, 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, __ B S2E-wWING TaM , . belng first duly sworn upon histher
(PLEASH PRINT FULL NAME) {DATE OF BIATH)
oath deposes and says! that 1 am the person hereln named subscribing to this application; that { have read the complets
application, know the full content therecf, and declare undar penalty of perjury, that alf of the Information contalned herein
and evidence or other cradentlals submitted herewith are true and correct; that | am the Jawful holder of the degree of Coctor
of Madicine as prescribed by fhis application, that the same was procured In the regular course of instruetion and
exarmination, and that it, together with aff the credentials submlited, were procured without fraud or misrepresentation or any
mistake of which | am aware and that | am the lawful holder thereof. Further, | hereby authorize all hospitals, institutions or
organizations, my referanices, personal physiclans, employers (past, present and future), business and professional
associates (past, present, and future), and all government agencies (local, state, federal, or foreign) to release to the Medical
Board of California or its successors any informatlon, files or records, including medical records, educational records, and
records of psychlafric treatment and treatment for drug and/or aleohol abuse or dependency, requested by that Board in
connection with this apptication; or any further or future Investigation by that Board necessary to detsriine any medica)
competehce, professional conduct, or physical or mental ability to safely engage in the practice of medidne, | further
authorize the Medical Board of Califoria or its successors to relsase to the organizations, individuals or groups listed abuve
any information which is materiai to this application or any subsequent llcensure.

1 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.
A~ | pLeasE NmAL BOX)

SIGNATURE OF APPLIGANT: 4 defh S:Le,.-wfmp Jai
ﬁ . = {Plaase sign full name)
State of (@ b forpya

Counly of « e, Frip i 500

Subscribed and sworn to ¢or affirmed) before me on
N ris ot day of f‘}’ot_ii wst 2007
by Adleln. Sze - W)nﬁ Tante

personhally kriown o me of proved to me on the basis of satlsfactory evidence to ba the person{s) who appeared before me.

HOTARY SEAL
JILL M. THOMAS g
, COMEA, #1588106 / ‘
NOTARY BUALIC-CALIFORNA U -
¥ sANFRANCISCE cotnry. U 2"‘ p
My Catrom, Explros Ape| 16, 200 it A"_‘ mww
e LHIGNATURE OF NOTARY PUBLIC

O7A-100 (Rev. 120083




11',0‘2'-0?. 12:35em  Fron-UCSF / FCM = SRGH : T-149 P.02/02 F-814 ‘){\.’\

LICENSING PROGRAM
1428 Hawe Avanue, $tite 84

Sacramento, CA 95825-3236
(916) 2832382  FAX (916) 2032487
A LG8

CERTIFICATE OF MEDICAL EDUCATIO

VEDICAL SCHOOL: PLEASE COMPLETE THIS FORM IN THE ENGLISH LANGUAGE

This certifies that POELA  SLE-WING  “ThM e ;
RUT Name of Applicant 1.5, SocTa) Sacwrily Number
e e * et s BIVONS 1N CEDRLE WASKHNGTON IMNERSITY  Scdwi 6F MEDIGNE
Diats of Bietn Hame of Medical Sehool /
located in WAEIINGTIN , e on mgﬁ;ﬂ__ﬁ;j-—_?_g&_
Stato/Pravines Country Erroment Bale

Tha undérsignéd further certifies That the resords of (s Instifition Show that tha applicant aitended in this
institution __ 4+ __ vears of rasident Instruction, completing at least 4,000 hours, of which at Jeast B0 parcent
actual attendance is requirad in the subjects set forth hareunder {Business and Profassions Code Settions 2088,2080.5,
20EL.7,2080, 2091.1,2091.2) and that the applleant ‘

Anatorny Emiuyology Pliywical Madielng

Otelnyngoloyy Histelkogy ‘Therapeutiey

Ghstetrics and Gynecology Huntan Sexvality Nelisupatomy

Radiolagy, Inoluding Rudixtion Sufety Madising Chil# Abise Dateetion and Troatrmont
Tragisal Medloing Surtgary, Ineluding Orihepediy Surgery Leriaen Medlzing

Fhyaslagy Uroingy Pediaerics

Blochemisiry Puyehlatry Fharmuealagy

Pathology, Brgtoriclopy, aad immunningy HNewolagy Anhosthesis

Ophthalmelogy : Alcanplism and Chamical Dependansy Spousal Parner Ahush Detection & Trontment!
DBermatology Preventativa Medicine, Including Nutrition Farmliy Muodlcing

Fain Wanugoment 2nd End-ohLHR.Care
°  GNLY applicable b modical séwderis whe envoltad in medigal school on of whior Seplombser 1, 1994,

™ ONLY appiiabin te medical stidents whe graduate frem medical achoo) on or after Muy 1, 1908,
= ONLY appikble ts medick stirdents who enrolfod In'medical schonl pn oraftes June 1, 2006,

e
% was granted the degree of Bachelor/Doctor of Medicine on the _‘-‘g\faﬁay of &iﬂ‘y . A0p . TV

O withdrew from medical school on day of

Unusual Clrcumstances Responses
Did this Individual ever take & leave of absencs from their medical education? Yes No’
Was this Individual ever placed on probation? Yes No
Was this indvidual ever disciplined or under investigation? - Yes Np’
Were any Incldent reparts regarding thie Individual ever filed by Instructors? Yes No
Were any fimHtations or special requirements Imposed on this individua) because of

questians of academic or disciplinary problems, or for any other reason? Yes N

A “Yed" rospanss fo ANY of the aliova questions requires the madical school fo proviee o writion soslanstion on » separabe afachmant.

TR ———i—

Medical $choo! Seal Attarlon Medlca) Echools 's:ruy the Prasident, Doan, or Ragistrar m,yhslan Ihls form. 8 the signatus is
Must Bo Imprinted Bolow | Being dalegarsa to dnotnoy perzen, oviderice of that delogafion muat be sxasched ta thie fotvs tnay ho o
phatagopy). Snch delngallon must be on official [ebierhead and must o Fated within (o Bk 12 montha,

!

Ji Signod and the school seal affoad this | T dayof N ;Q_QQ?
Kyle Dirkes ‘

BIETINAIAL fot Shdant e

& Han

of 5 5:‘ Osnetal

S o3 " 3 flant Se
The George Wes iffion Uvasy ™ @l
. Sianature; Scho!of Medioing and Health Scanpag ﬁt: :%;._,ﬂ QL‘L
hr T

ORI CULE RGO




BTATE OF CALIFORNIA - STATE AND CONSUMER SERVICES AGENCY ARNOUD SOHW

| | | | MJE"B :J:, "9 /’{P.u j(},"‘ BN

GER, Governny

T NAME; First o
ThM Aveun 82E-WING
U.S. Soctal Security Number Data of Bth (.~ Talephone Number
e . e Home ( Work {

MEDICAL BOARD OF CALIFORNIA 74 faine Of

o
%" LICENSING PROGRAM
ﬁ;irs

1426 Howe Avenus, Suite 34 - o , '
Sacramonto, CA 95625-3238 b7 SEp i, PH 12 Z0
{918) 283-2382 FAX (18} 2632487 .
www.ogidosinfo.ca.q0 CACENSIHG PROGR & b

CERTIFICATE OF COMPLETION OF ACGME/RCPSC POSTGRADUATE TRAINING

To be compieted by the faclity for every medical school graduate completing postgraduate tralning in the United States or Ganada.

FED BY THE APPLICANT

Last T Middle

Public/Malling Address ﬁ ay ?b“fR.E.?sb ANENUE . anh G0 83

City” StatelProvine ZipiPostal Code
GMN TR S Co Ui 441p

Madical Behool of Graduation:

Neme of Facllty: 7/

Fanity! C'd?wmmm’ﬁ; e elite ais esjclen tey LR D05 4 (059

—— s e na W T

Addrass of Facillty; 4 Telephone #: L

1000 treso Nk, PIAlg 5065, 55 OR G410 | 46 [a06 - 561/

Categorival Spaclally Area of Tralnihg Start Date of Training End Date (or anticipated completion date) of Training
/2. (G 157400 7

Dl 17, R0 b

e by
Ly L]

Did the trainee ever take a leave of absence or break from their training? YES : NO |

Was the trainee ever terminated, dismissed or expelled? YES NO

Did the traines ever resign? YES . NG

Was the trainee ever placed on probation? YES NO

‘Was the traines ever disciplinéd or placad under invastigation? YES ND

Were any incident reports fegarding this rainee ever filed by Instructors? Yes NO : \
Were any limitations or special requiremants placed upon the trainee for \,a
clinical incompatence, disciplinary problems or for any other reason? YES NG '
Did the program decling to renew or offer the trainse a postgraduate training  veg N

program contract for a following year?

A "Yes” responss to ANY of the above questions raquires the program director to provide
a writfen explanation on a separate attachment.

OTA-1 00-1.2 [Rev, 12705)




+

DEFINITION OF “SATISFACTORY” COMPLETION OF TRAINING

The program director signing this form is formally certifying and documenting under penally of perjury that the trainee raceivad
instruction appropriate for the particular postgraduate level and that he/she satisfactorily completed periods of training in
accardance with the acceptad standards and the criterla defined as equating to “safisfagtory” performance as described below, The
program direstor will persenaily be atlesting to the fact that the trainee has acqulred the skill and qualifications nacessary fo safely
assume the unrestrictéd practice of medialne in this stale,

"BATISFACTORY” 1S DEFINED AS: THE TRAINEE PERFORMED AT AN ADEQUATE LEVEL BASED ON EVIDENCE OF
SATISFACTORY PROGRESSIVE GROWTH INCLUDING DEMONSTRATED ABILITY TO ASSUME GRADED AND INCREASING
REGPONSIBILTY FOR PATIENT CARE.

GENERAL MEDICINE TRAINING REQUIREMENT

To quallfy for licensure In California, applicants who are graduates of an Internetionsal medical schoa! must complete at least faur months of
posigraduate trainlng in GENERAL MEDIGINE as part of the raquirement. Applicants who are gradusakes of a U.5, or Ganadfan medical sohool,
who hive net completed poatgraduate tralning required for llicansure by July 1, 1990, must also complete four months of training I GENERAL
MEDICINE priet to llcensure. The GENERAL MEDICINE requirement may be satisfled by actual clinieal practice where the applicant hag direct
patfent oars responsibliities in any particular specially or sub-specially aréa for at least four monthe,

%reby'certify'as tha program director, that the Individual named in Part 1

Jas completed @ has net completed
a minimum of four months of general mediclne as part of tgragduage tra%mgmm
SIGNATURE OF PROGRAM DIREGTOR

accredited by the ACGME or the RCPSC,

ATTENTION PROGRAM DIRECTOR: THE PERSON WHO SIGNS THIS FORM MAY NOT BE RELATED TO THE
APPLICANT BY BLOCD, MARRIAGE, OR ADOPTION. If that signature authority Is being delegated to another person,
evidence of that delegation must ba attached to this form (may be a photocopy). Each delegation must be on official
letterhead and must be dated within the last 12 months,

HOSBPITAL SEAL
: OFFI(CIAL HOSPITAL SEAL MUST BE AFFIXED IN
THE BOX TO THE LEFT TO CERTIFY TRAINING

The training program ia.accreditad by the ACGME or the RCPSC to offer the type and level of
training completad by tha applicant, and the applicant was tralned i an accradited AGGME or
RCPSC program peallipn, | hereby dedlare under panalty of perjury under the laws of the State of
Calffornla that the statements are trus and correct,

[ereSea, . VIle (4. yie D> '
PRINT NAME OF PRO&RAM DIRECTOR [

4 Afufor [
| CTOR DATE SIGNED

Sighatura Slamp Is Not Acoeptabile

17 %

e

If a hospital seal is not avallable, the program director shall sign this form in the presence of a notary public.

stote or_(a Le for s o
County of LSGL o~ Fran el ad

Bubsaribad and swarn to {or affimed) befare me on
this "“/ﬂ“’ day of &Sé’m Leppe ey 2097
oy TeresaJ. Vilela pa D

personally known to me or proved to me on the basls of satisfactory evidence to be the parson{s) who appeared before me.
4
NOTARY PUBLIGOALIFORMA U I

§ ) EAN FRANGISOD COUNTY 9

[ st Ty Gornm, Eugrm Apill 14, 2008 ]

Ei
JILL M. THOMAS
GOMM, #1589108

PNiit 4. . s o,

SBIGNATURE OF NOTARY PUBLIC

OFA-100-LS (Rev. 12108)
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BTATE OF CALIFORNIA - BTATE AND GONSUMER-BERWBJE& AGENGY ' ' ARNDLD 8CHWARZENEGGER, Goverror
qm MEDICAL BOARD OF CALIFORNIA
ot - LICENSING PROGRAM
Congumer 1426 Howe Avanus, Sulte 35 D (d
Affairs Sacramento, CA 958253236 oL

(018) 283-2382  FAX (918) 263-2487
www caldosinfo.ca,gov

CERTIFICATE OF CURRENT POSTGRADUATE TRAINING ENROLLMENT

At tha time of llcensure, you may be entitled to a reduced Initial license fee if you: are actively
participating In a slotted position in an ACGME/RCPSC accredited postgraduate training program.

NOTE: This form may not be used in lieu of the Form L3A-B, "Certificate of Completion of ACGME/RCPSC

. Poatgraduate Training.”
v’ NAME:  Last First Middle
“Torm kDeL S2E-WING
U.8. Social Securliv Mimher Date nf Riith Medical School of Graduation;

e | oo |GEDRGE WRGHINATOA UNINEREITY
This is to certify that the above applicant Is actively participating in an ACGME or RGPSC aceredited postgraduate _

training position that started on 0 ks Lodbs and I expected to be
Month Year

— Day ,
completed on 0% D\ 2004 'FE?%RI %L»‘El %%g‘&l NE L
sl i ] gy ; Year . i Calegiicer Spedialty AINg
at s r st .7"‘23/%{[!,{; ! Commu it L f’d,clc;_amx/ pfﬁ#m-ﬂgpﬁi
tocated at 00/ (Biré e Apt, Brtoa -850 5o, SL a0
i aclly "

Adldress of
The 10 digit ACGME Program # : M__{_ﬁ_a‘__ﬁ_O_i_LmA__Qiﬂ_ (Refer to hif:fwww,aegme oryadspublie) B~

£,

I hereby declara under penalty of parjury under the laws of the State of Cafifornia that the above staterents are ue and conect and the
above pragram is acoredited by the ACGME of the RCPSC to offer the fype and leve) of training complsted by the applicant and that the
applicant is being trained in an acoradited ACEME or RGPE( pastgraduate trainlng pusitigm. :

TRvesas [, Virie oo,

/' PRINT NAME‘O@;MWX %V)

sghﬁy?& FF ll’RfiGRAM DIRECTOR ~ Signatlire $t8my is Not Acroptable
AV

s 306 Fip 17

DATE TELEPHONE NUMBER
ATMMM: THE PERION WHE SIGNS THIS FORM MAY NOT BE RELATED TO THE APRLICANT 8Y 8L.O0D, MARRIAGE, OR ADOPTION,

Only the Prograrm Diractor may-slan tis farm. If that signature authérity is being delégated to anothar person, evidence of that delegation must ke attached ta
this farm (may be & photocopy), Sugh delegalion muat ke on officlal letterhead and mus ke dated within the last 12 monihs, .

I a hospital seal Is not avallable, the program director shall sign this form in the presence of a notary public.
State of e _ﬁ*f pd ﬂ«u
Cotinty of _;,i!.‘é te Fypp ¢ o5t O
Subscribed and sworn to {or affirmad) before me on
this _ /Tt~ day of &’p Le b ™ _ 2007
by TEre o J. Ve ln, pindd

persenally known to me or provad to me on the basis of satisfactory evidence to be the person(s} who appeared befora me,

/‘ ‘ Hospitel or Notary Seal L}BM & mjémv!-g

"“d [IE M"‘T;;oﬁhs" Ny SGNATURE OF NOTARY PUBLIC

1

T COMM, #1865105
£, o5 e o GALIFORNA OFFICIAL HOSPITAL SEAL OR NOTARY
r B womepmniar | SEAL (WITH JURAT COMPLETED ABOVE)

MUST BE AFFIXED IN THE BOX AT THE LEFT

[F7A-1D0-.4 {Rev. 12418)




