/>

THE NEW MEXICO

MEDICAL SOCIETY 3 NMI‘ﬁ‘ISA 7}(/#\
__ :;%LL;,&! K New Mexico Hospitals &
& T Health Systems Association _@l (
I -

ECEIVER

The New Mexico Statewide Application 6 D
for Physician/Practitioner Appointment®© MAY 16 2012
NM MEDICAL BOARD
(USING FCVS)
Date of Application: _S [ 4[(Z. Application Fee: 400.00
i Background Check Fee:___ 36.00
TOTAL COST: $ 436.00
Demographics
[ Name] LANDAY CARAIEn/ | Sw/s/77Z&E2 ]
Last First Middle
| Other Names Used | |
Will you be applying by endorsement  Yes No _/ MHN\’\
(See page 2 of the application instructions for requirements)
Gender (M ('F )| Place of Birth [W4st, yepas 2. | Citizenship Us
Immigration Status INS
US &7/ Z&nJ Certification #
*Social Security Number Date of Birth ~FF
*NM Tax ID# (if applicable) ending [
*Fed. Tax ID# (if applicable) Pending [

Current Practice Name

UMM Eamily

Practice Limited to: (Clinical Specialty)

{

med.ciyvie Zes; MC(\:}:

Street

City | State | { Zip Code |
Telephone Number | | Facsimile |

*Office Manager or Contact Person:

Foreign Languages (spoken fluently by pragiitioner) S PAN S

Foreign Languages (spoken fluently at Practice)
* E-Mail Address (confidential)

E Ay Nail, cary

*Current Mailing Address (if different from above -con
-| *Street
*City

Telephon

Wess indicated

What are your immediate or

LOOC HAEEHCr N (AN TVIE S Dpﬁzws

future Practice Plans in New

Mexico?

Home Address (Required
Street 3|
*City

*Information Confidential

Page 1

*Telephone Number




Practice Associates in NM (If Applicable)

Call Coverage in NM (If Applicable)

~ /A

Other Practice Locations (If Applicable)

Practice Name |

Street |
City | | State | | Zip Code |
Telephone Number | Facsimile ™= =T ™
Answering Service | Effective Date u 1= W (S ] W E
Education (Please attach a separate sheet, if necessary.) n MAY 16 2012
Undergraduate Education A// A4 NM MEDICAI] BOARD
College or University | ’ .
City | | State/Country | | Zip Code:
Dates Attended | From: To: | Degree | | Graduation Date |
College or University |
City | | State/Country | | Zip Code:
Dates Attended | From: To: | Degree | | Graduation Date |
Professional / Medical Education
College or University |
City | | State/Country | | Zip Code:
Dates Attended | From: To: | Degree | | Graduation Date |
College or University |
City | | State/Country | | Zip Code:
Dates Attended | From: To: | Degree | | Graduation Date ]
Graduate Education
Coliege or University |
City | | State/Country ] | Zip Code:
Dates Attended | From: To: | Degree | | Graduation Date |
College or University |
City | | State/Country | Zip Code:
Dates Atiended | From: To: | Degree | Graduation Date |
Internship/ Residency/ Fellowship
Institution Name | gyt H Family ¢ Commmornity Medicive 2¢sid erce
City | A7bugvers e | State/Country | A-str  [Zip Code: 71040
Dates Attended | From: 0 %[ 64 To: pesewt | Field | Fovwila  Med  cino
Institution Name | ‘ J
City | | State/County ] | Zip Code
Dates Attended | From: To: | Field |
Institution Name |
City | | State/Country | | Zip Code:
Dates Attended | From: To: | Field |
Institution Name |
City | | State/Country | | Zip Code:
Dates Attended | From: To: | Field |
Applicant Name Lovnen Switzer Landao Date 5/ 4/ 12-

Page 2



Work History ricase list all previous pracfice experience for the last 15 years, including military or government service,
listing the most recent first. If military service, state type of discharge and rank achieved and attach copy of discharge or separation

documents. Aftach separate page, if necessary. Please provide written explanation for any ga

ps in work history of 6 months or more.

Location | 2/ g From To

Street | / Phone Number

City | State | Zip Code |

Type of Pracfice | Contact Person

Type of Discharge | Rank Achieved

Location | From | To |

Street | Phone Number

City | State | Zip Code |

Type of Practice | Contact Person R = @J]'LE‘ i W E
Type of Discharge | - Rank Achieved | = =
Location | From | To | N L.
Street | Phone Number MAY 104017
City | State | Zip Code |

Type of Practice | Contact Person NM MEDICAL [BOARD
Type of Discharge | Rank Achieved

Location | From | To |

Street | Phone Number

City | State | Zip Code |

Type of Practice | Contact Person

Type of Discharge | Rank Achieved |
Hospital and Health Facility Affiliation History (other than postgraduate training) [« N/A

Please list hospital staff membership and/or healthcare organization affiliations in the past fifieen (15) years. If an
institution is no longer in existence, please provide an alternative source of verification. Use separate page, if necessary.
Providers who do NOT have admitting privileges, please explain your procedures or the arrangements you make in

instances when patients require admission to a hospital.

If you are applying with a health plan, should

arrangements include admitting coverage by another provider, a signed letter from the covering provider,
inctuding their primary admitting facility, is fo be included with this application.

(1) Current Primary Admitting Facility (Hospital Name) |

Street |

City |

| State

Zip Code |

Telephone Number

Facsimile

Appointment Dates

From:

To:

- Type of Appointment

Privileges Assigned

(2) Facility Name

Street |

City |

| State

Zip Code |

Telephone Number

Facsimile

Appointment Dates

From:

To:

Type of Appointment

Privileges Assigned

(3) Facility Name

Street

City

| State

Zip Code |

Telephone Number

Appointment Dates

From:

Facsimile
To: '

Type of Appointment

Privileges Assigned

Applicant Name [)&7//" TN E41 (5}71///7}/ 2ty Landau Date

7 /12

Page 3




(4) Facility Name |

Street |

| State Zip Code |

City |

Facsimile

Telephone Number

Appointment Dates To:

From:
Type of Appointment :

Privileges Assigned

(5) Facility Name |

Street |

City | | State Zip Code |

Telephone Number Facsimile

Appointment Dates | From: To:

Type of Appointment

TEN

- Privileges Assigned

=7

(6) Facility Name |

MAY 16 2§12

Street |

| State Zip Code |

City |

NM MFﬁthL B0ARD

Telephone Number Facsimile

Appointment Dates | From: To:

Type of Appointment

Privileges Assigned

(7) Facility Name |

Street |

| State ZIP Code |

City |

Telephone Number Facsimile

Appointment Dates | From: To:

Type of Appointment |

Privileges Assigned

(8) Facility Name

Street

City | | State | Zip Code |

Telephone Number | Facsimile |

Appointment Dates - | From: To:

Type of Appointment

Privileges Assigned

T

Professional Referencesr
ast 5 years, (not including current or il

professional performance in the

+ | (1) Name and Title |

- PY"D'Féé‘F Dol

Address

Clt'y 2 |

Telephone Number | M. Ovia sl a TS

2) Name and Title |

Address

City

Telephone Number |

(3) Name

and Title

~ordvtd  oed

Address | ‘ glho uld fe o - ZL .

City | 3

Telephone Number |

Applicant Name &M@?Am

Switzer Zrﬁmﬁ/d,u Date \7/"///@

Page 4 )



Licensure-Registration-Certification Information

ECFMG Number (if applicable) | C~p8kb—-1%-4
State Professional License/Certification Number
State | | Issue Date | | Expiration Date | | Pending []

All Other State License Numbers (regardless of status - attach separate list if necessary.)

State Number Issue Year

Expiration Date

Specialty Board Certifications IZIﬂIA

*Federal Drug Enforcement Admin. (DEA) Registration NA [ ] |
Naber | IS <o Do | (7] Feraing ]
*State Controlled Substance Registration (CSR) ' NA [ ] |
Number | | State | | Exp. Date | Pending [ |
*Medicare Unique Physician Identification Number (UPIN)
Pending [ | W=l N =R/ EA—'
*State Medicaid Provider Number = =0
Pending D Lpaty 4 2
*National Provider Identification Number Wil & H&!
Pendin =
4 04003797 NWM MEDTCAL BOARD

Are you Board Certified? [ [Yes [ J[No Note: If you are not Board certified by a Board recognized by the
American Board of Medical Specialties, the American Osteopathic Association, the National Commission on Certification of
Physician Assistants, the American Nurses’ Credentialing Center, or the National Certification Commission, or accepted for

examination in your specialty, please give a brief explanation on an attached shest.

Certified/Recertified by the:

1.
Date Certified | | Date Last Recertified | | Expiration Date |
2.
Date Certified | | Date Last Recertified | | Expiration Date |
3.
Date Certified | | Date Last Recertified | | Expiration Date |
Accepted for Examination by the:
Until (expiration If not accepted, have you made application? Yes No
date)

Certified/Recertified by the Subspecialty Board of

1

Date Certified | | Date Last Recertified | | Expiration Date |
2.
Date Certified | | Date Last Recertified | | Expiration Date |

Accepted for Examination by the Subspecialty Board of |

Professional Liability Insurance (confidential information)
Do you have current liability insurance? Yes @\Io

Address |

Current Carrier | //4/A1  [¢5,/ofpay cy | Current [4] Pending [ |
o u T d

Dates Insured Policy #

From To
o+ / 3004 |euyr LY Coverage Limits

Applicant Name ﬁ AL [§TW/;Z Ixzd ZM&%’U Date “7,/ %[/ /2

Page 5



NEGEIVE]

. . MAY 16 2012
Llcensmg Exam: pilease check all that apply:
O State Board Exam (Prior to 1973) Which state? Date(s) passed? | NM MEDICAL BOARE
O FLEX 00 LMCC 'O National Board (NBME) o USMLE
Part/Step 1 Date Passed_©% [ O Part/Step 2 Date Passed__0b Z O PartiStep 3 Date Passed_ Do/ 11
Month/Year . Month/Year Month/Year
m

Professional Practice Questions Flease answer all of the following Yes or No questions. If you answer
YES to any question, please give details including name, address, and telephone number of significant parties on a
separate sheet of paper.

=
1. Has your professional liability coverage ever been terminated by action of the insurance | Yes [] | No €]
company except as a result of the company ceasing to cffer insurance to physicians?

2. Have you ever been denied professional liability insurance coverage? Yes [] | No

3. Has your professional liability carrier ever excluded any specific procedures from your{ Yes [] | No Ef
coverage?

4. Have you ever been denied membership or renewal thereof, or been subject to disciplinary | Yes ] | No kT
action in any professional organization?

5. Have you ever been excluded from or sanctioned by Medicare and/or Medicaid? Yes [ ] | No

6. Have you ever been arrested? If so explain the circumstance, regardless of the outcome | Yes L] | No [+
(i.e. expunged, dismissed, sealed, vacated).

7. Have you ever been named as a defendant in any criminal proceedings? Yes [ ] | No

8. Have you ever been subject to investigation by a governmental entity or Board that either
could have resulted or did result in licensure sanction or other adverse actions, irrespective of | Yes [J | No B/
the outcome?

9. Have you ever been named in any formal requests for comective actions filed by any [ Yes [ ] | No [
healthcare entity where you have had an appointment (a request which could result in either :
formal or informal proceedings).

10. a. Have your privileges at any healthcare entity ever been voluntarily or involuntarily |
suspended, resfricted, diminished, revoked, surrendered, or not renewed, except for medical | Yes [] | No [}
records delinquency?

b. Have you ever agreed not to exercise your clinical privileges while under investigation? Yes [1 | No B

11. Have you ever resigned from a healthcare entity to avoid modification, suspension, or
termination of privileges, or while under investigation? Yes [] | No &4

12. a. Has your application for licensure or license to practice in any jurisdiction ever been
investigated, voluntarily or involuntarily limited, suspended, revoked, surrendered or denied? Yes [] No E]'/

. . — . 2
b. Are any currently held licenses pending investigation or being challenged? Yes [1 | No ]

13. Have you ever been notified to appear before any licensing agency for a hearing or | Yes ﬁ_ No [
complaint of any nature?

14. Has your federal or state narcofics registration certificate in any jurisdiction ever been | Yes L] | No [o
voluntarily or involuntarily limited (stipulations), suspended, revoked, restricted, or are there
currently challenges to any of these items?

Applicant Name _/? v i1 £.7 St zen Landav Date__ 5 / L’j/ /1
Page 6 7



15. Have you ever been involved in a settlement, medical malpractice claim or suit, or have
you ever received written notice of intent to file such a suit? If yes, please provide the
following information on the attached Malpractice History form for each case:

« Name, age, sex of patient/claimant.

» Date(s) and type of treatment and/or surgery, which led to the allegations against you.,
« Nature of allegations in claims/suits. Specify whether a suit was ever filed.

+ Names of other practitioners and hospital, if any, involved in claims or suit.

« Disposition or current status of claim or suit (be specific).

» Name of insurance carrier defending you.

= Name of defense attomey.

No [

ETVER

MAY

16 20)2.

NM MEDICAL BPARD

16. Have you ever been reported to the National Practitioner Data Bank?

No [«f

17. Are you now, or were you in the past, addicted to, abusive of, or in treatment for abuse of
any controlled substances, habit-forming drugs, illegal drugs, prescription medication or
alcohol?

No [u}]

18. In the five (5) years prior to this application, have you had any physical injury or disease,
or mental illness or impairment, which you are currently under treatment for or could
reasonably be expected to affect your on-going ability to practice medicine safely and
competently? If yes, please have your treating physician send the NM Medical Board a
tetter regarding your diagnosis and treatment.

No

19. Have you ever, for any reason:

a) Resigned from a medical school or postgraduate training (FGT) program?

b) Withdrawn from a medical school or postgraduate training program?

¢} Been suspended, dismissed, or expelled from a medical school or PGT program?

d) Been placed on probation or remediation, including academic probation or remediation,
by a medical school or PGT program?

e) Taken a leave of absence or break from, or had any interruptions or extensions in, a
medical school or PGT program for any personal or professional reason {including illness or
disability, pregnancy or matemity, any academic issue, etc)?

Yes []

Yes []
Yes [
Yes []

Yes []

No E
NOIZ/
NOIE/
NOIE/

No I

|~

If you answer YES to any question, please give details including name, address, and
telephone number of significant parties on a separate sheet of paper.

Applicant Name Carmen Switrec Landav Date ‘6,/#/1 2-

Page 7



New Mexico Medical Board F‘E @ E ” \W E_—

2055 S. Pacheco St. Bldg. 400
Santa Fe, NM 87505 (505) 476-7220 MAY 16 2012

NM MEDICAL BOARD

APPLICANT’S OATH

I, , hereby certify that | am the person

pictured below and named in this application for a Ilcense to practice as a Physician in the
State of New Mexico; that all statements | have made herein are true; that | am the original
and lawful possessor and person named in the various forms and credentials furnished to

the New Mexico Medical Board (Board) with my application.

I acknowiedge and state that | have read the Information and Instructions that accompanied this
application and | have answered all questions truthfully. [ understand that the fee | submitted is not

refundable.

I authorize and request every person, hospital, clinic, community, governmental agency, court,
association, institution or other organization having control of any documents, records, and other
information pertaining to me, to furnish to the Board any such information, inciuding documents,

records regarding chargesorcc | rTe * ma farmal or informal, pending or closed, or
any other pertinent data and to. /‘477/7 L’ tliwrt 95{,#% tatives to inspect and
make copies of such document .on with this application.

| hereby release, discharge, an //2(4 5 wase alpcas epresentatives, and any
person furnishing information,? kind arising out of the
furnishing or inspection of suc’ %T,L /2 7 d lhe investigation made by
the Board. | authorize the Boz: nts, orders, or the like

v Mexico or the

relating to me or fo this applic/ L o
appropriate licensing agency Fhovt o he gy states or any agency of the

United States government. | 7@ / J e

ATTACH ¥
RECENT A Date
PASSPORT- |
QUALITY* |
PHOTOGRAPH
THAT WILL FIT IN

THIS SPACE

*Passport-quality color photograph taken within six months prior to filing the application, approximate size 2 x 2 inches,
head and shoulders only, full face, front view, plain white or off-white background, standard photo stock paper, scanned

or computer-generated photographs should have no visible pixels or dots.

Date

Applicant Name
Page 8




NECEIVE

NIF MAY 16 2012

Malpractice History

NM MEDICAL BOAF

Provider Name:

Please DUPLICATE this form and complete for EACH case.

1. Patient Name:
2. Diagnosis:

3. Your involvement in the case, i.e... Attending, Consulting, Etc.:

4. Allegation(s):

5. Clinical Case Summary:

6. Patient Qutcome:
7. Other pertinent details:

8. Date of incident: Date filed:
Date closed;

9. Resolution of case, i.e. Dismissed, Settled Out of Court, Litigated, Pending,
Other:

10. Settlement amount paid on your behalf (if any):

11. Professional lability insurer involved:
a. Name of Insurer:
b. Address of Insurer:

12. Defense attorney:

Signature Date



N =
New Mexico Medical Board D ]E @ E [] M E
2055 8. Pacheco St.
Building 400 MAY 16 2012
Santa Fe, NM 87505
(505) 476-7220 NM MEDICAL BOARD

PROFESSIONAL RECOMMENDATION

The New Mexico Medical Board requires ihe completion of this Professional Recommendation by a physician or a Chief of Staff or a
Department Chief with whom | have worked and who has personal knowledge of my character and competence to practice medicine.
This form is required as part of my application for licensure. Al elements in the section below must be completed. The lower half of
the form may be used for narrative comment. This is my authorization to release all information in your files, favorable or otherwise,

DIRECTLY to the NMMB, 2055 S. Pacheco St., Bidg. 400, Santa Fe, NM 87505,

Applicant’s Name: Date of Birth _ 1 !
Applicant’ Signature: Date:
Address: City State

ALL ELEMENTS IN THIS SECTION MUST BE COMPLETED BY THE RECOMMENDING PHYSICIAN
T ~*~=~nthis form is NOT a pubiic document.

1. Date and type of service: Tt

from '
Month/Year ; W inEela
2. Please evaluate: : 2 indicate with check mark)
! £r.e J
' éw w C( r_{ Fair Good | Superior

Professional knowle

Clinical judgment ,‘{ Gt i <r§\ [2—
Relationship with p"

Ethical/professions

Ability to communi

Clinica! skills

3. Recommendation: (pleas

Z. ReVunaoe.._ .
3. Recommend with some reservation (explain)
4. Concerns (explain)

4. Of particular value in evaluating the candidate is information regarding any notable strengths and weaknesses (including personal
demeanor). We would appreciate your comments.

5. The above report is based on: (please indicate with check mark)
1. Close personal observation 3. A composite of evaluations
2. General impression 4, Other

Name (Piease Print); Title: Phone;

Signature: Date:

Revised 8/08 New Mexico Medical Board



New Mexico Medical Board E @
2055 S. Pacheco St. MAY 16 2012
Building 400 N / A
Santa Fe, NM 87505 -
an(saosf 476-7220 NM MEDICAL BOARD

WORK EXPERIENCE VERIFICATION

I am applying for a medical license in the State of New Mexico. The New Mexico Medical Board requires this form to be
completed by the Chief of Staff or facility’s administrative staff. | hereby authorize release of all information in your files,
favorable or otherwise, DIRECTLY to the NMMB, 2055 S. Pacheco St., Bidg. 400, Santa Fe, NM 87505.

Larmen 8w itper Landao

Annlirant Nam

ignature

Rl — tarrent

*Dates of Privilege/Employment mmlyy to mm!i Imust be provided)

The section below should be completed by the chief of staff or facility’s administrative staff.
Letters of Recommendation are NOT accepted in lieu of this form.

Type or Print Name of person completing this form

Title

Nams of Instituticn

Address

City / Stata / Zip
1. This evaluation is based on: __ Observation of applicant  ___ Review of personnel file
2. In your estimation, is there any reason why this applicant should not be licensed to practice? __Yes__ No
3. To your knowledge, is there any mental or physical reason why this applicant should not be licensed? __ Yes __No
4. To your knowledge, is there any derogatory/disciplinary information regarding this applicant? __Yes_ No
5. Are the dates of privilege/femployment provided by the applicant on this form accurate?* __Yes__No
*Iif not, please provide correct dates: Beginning Ending

Montiv/Year Month/Year

If you answered “YES” to questions 2, 3, and/or 4, please provide a written explanation and/or any
supporting documentation that may be relevant.

Printed name of person completing this form Signature Date

Please affix hospital or Signature of Notary (if applicable) Date
notary seal here

My commission expires:

Please note on this form if there is no hospital or notary seal available.
Please return this form directly fo the address above
Thank you for your cooperation.
Revised 8/08




ECEIVE

New Mexico Medical Board
2055 S. Pacheco St. AY 16 2012
Building 400 MA 202

Santa Fe, NM 87505

(505) 476-7220 NM MEDICAL BOARD

VERIFICATION OF LICENSURE

| am applying for medical licensure in the State of New Mexico. The New Mexico Medical Board requires that your Board

complete this form or its equivalent so that | may be considered for licensure. This is my authorization to release all
information in your files, favorable or otherwise, to the NMMB, 2055 S$. Pacheco St., Bldg. 400, Santa Fe, NM 87505

PrintType Full Name ‘ Signature Date
License Number Date lssued -
Sate Zip Codo
NES
THE SECTIC 1L A THE MEDICAL BOARD
w
Name of Licensing Authority j// W V e
£
Name of Licensee: ‘ ,Pu’\/ T Vs
License Number: : W L niration Date:
O
1. Is ficonse cument? __ Yes p s ol e &
2. Did you receive source docy Y M (7 \‘fﬂ-sﬁ No
i Ve 4 (B _No
SR | e
3. Has licensee ever been discip, [ Ln )
If “Yes™ Revoked _a suspended ___Yes __ No
Stipulated __\ . ___No On Probation __ Yes __ No
Dates:
4. Has his licensee’s license ever been: Allowed to lapse for non-payment of fees? __Yes __ No
Placed on Retired or Inactive status? __Yes _ No
Surrendered Voluntarily ? _ _Yes __ No
5. Are there any formal charges pending against this license? __ Yes _ No

6. Has Iicensee_ ever been investigated or requested to appear before your Board for any serious matter? __ Yes |

No

If you answered “YES” to questions 3-6 please provide a written explanation below, and attach a copy

of all supporting documentation (e.g., Board order, complaint, etc.).

Signature of Board Official ' Date
Please Affix
Board Seal Here

Title Phone Number

Revised 8/08



AMERICAN "’:_\";
MEDICAL A\
ASSOCIATION

AMA Physician Profile

Name and Mailing Address: Primary Office Address:

CARMEN SWITZER LANDAU MD
812 GEORGIA ST SE 915 CAMINO DE SALUD
ALBUQUERQUE NM 87108-4946 ALBUQUERQUE NM 87131-0001

Birthdate: .1 977

Physician's Major Professional Activity; HOSPITAL BASED RESIDENTS - ALL YEARS

Phone: UNKNOWN

Practice Specialties Self Designated by the Physician*:

Primary Specialty: FAMILY MEDICINE

Secondary Specialty: UNSPECIFIED

*Seff-Designated Practice Speciallies/Areas of Practice (SDPS) listed on the AMA Physician Profile do not imply "recognition” or
“endorsement” of any field of medical practice by the Association, nor does it imply, certification by a Member Medical Specially Board of
the American Board of Medical Speciaities, or that the physician has been trained or has special competence to practice the SDPS.

AMA membership: NON MEMBER

All Information from this Point Forward is Provided by the Primary Source

Current and/or Historical Medical School:
ESCUELA LATINOAMERICANA DE MED, INST SUP DE CIENCIAS MED DE LA HABANA, CUBA

Degree Awarded: Yes
Degree Year: 2007
AMA Files Checked 5/17/2012 11:00:34  Profile for: Carmen Switzer Landau MD Page 1 of 4

©2012 by the American Medical Association



AMAXS

AMERICAN "’ft_\z
MEDICAL A
ASSOCIATION

AMA Physician Profile

Current and/or Historical Post Graduate Medical Training Programs Accredited bv the Accreditation Council for
Graduate Medical Education (ACGME):
Beginning with the 2010 cycle of the National GME Census, post-graduate iraining segments will include the name of the program

attended in addition to the sponsoring institution. Program-level information prior to 2010 will not be available for reporting. Future
training dates, as reported by the program, should be interpreted as "in progress" or "current” with the projected date of completion.

Post-graduate training performed at accredited osteopathic institutions or in Canada are updated on the AMA Physician Masterfile only
upon verification by the program. US licensing authorities accept graduate medical education from both entities as equivalent to training
performed in a US program accredited by ACGME.

Sponsoring Institution: UNIV OF NM SCH OF MED

Sponsoring State: NEW MEXICO

Program Name: UNIVERSITY OF NEW MEXICO PROGRAM
Specialty: FAMILY MEDICINE

Dates: 06/2009 - 06/2012 (VERIFIED)

Note:  If you have discrepant information, please submit a Request for Investigation to the AMA so that we may verify the information with the
primary source(s). Sce the last page of this Profile for Instructions on how to report a data discrepancy.

Current and/or Historical Medical Licensure:

MDy/ Date Expiration License Last
Jurisdietion DO Granted Date Status Type Reported
NEW MEXICO MD 06/25/2009  06/30/2012 ACTIVE RESIDENT 05/03/2012

Current and/or Historical NPI Information:

NPI Enumeration Deactivation Reactivation Replacement Last Reported
Number Date Date Date Number Date

1063655595 04/14/2009 NOT RPTD NOT RPTD NOT RPTD 05/04/2012

ECFMG Certfication:
Applicant Number: 06561864

Note: The Educational Commission for Foreign Medical Graduates (ECFMG) applicant identification number does not imply
current ECFMG certification status. To verify ECFMG status, contact the ECFMG Certification Verification Service in

writing at P.O. Box 13679, Philadelphia, PA 19101.

AMA Files Checked 5/17/2012 11:00:34 Profile for: Carmen Switzer Landau MD Page2of 4
©2012 by the American Medical Association



AMA:

AMERICAN

MEDICAL
ASSOCIATION

|

AMA Physician Profile

Federal Drug Enforcement Administration:

* Only the last three characters of active DEA number(s) are displaved.

DEA Number * Schedule Expiration Date Last Reported
None Reported
Address:

Note:  Many states require their own controlled substances registration/license. Please check with your state
licensing autherity for requirement information as the AMA does not maintain this information.

Specialty Board Certification(s)*:
Specialty Board Certification(s) by one or more of the 24 boards recognized by the American Board of Medical Specialties
{ABMS) and the American Medical Association (AMAY) through the Liaison Committee on Specialty Boards, as reported
by the ABMS:

The AMA Physician Profile has been designated by the ABMS as an Official ABMS Display Agent of Member Board
Certification data, Therefore, the ABMS Board certification information on the AMA Physician Profile is considered a
designated equivalent source in regard to credentialing standards set forth by Joint Commission. The AMA is also an
NCQA-approved source for verification of medical school, postgraduate medical training, ABMS Board certification, and
Federal DEA registration.

Certifying Board: TO DATE, THERE HAVE BEEN NO BOARD CERTIFICATIONS REPORTED.

Certificate:
Certificate Type:
Duration Effective Expiration Reverification Occurrence  Last Reported

Note: For certification dates, a default value of "01" appears in the day or month field if data were not provided to AMA., Please contact the
appropriate specialty board dircctly for this infermation, (**) Indicates an expired certificate,

*This information is proprietary data maintained in a copyrighted database compilation owned by the American Board of Medical Specialties.
Copyright 2012 American Board of Medical Specialties. All right reserved.

Medicare/Medicaid Sanction(s):

TO DATE, THERE HAVE BEEN NO SUCH SANCTIONS REPORTED TO THE AMA BY THE DEPARTMENT
OF HEALTH AND HUMAN SERVICES.

AMA Files Checked 5/17/2012 11:00:34 Profile for: Carmen Switzer Landau MD Page 3 of 4
©2012 by the American Medical Association



AMA%

3
AMERICAN ﬁ
MEDICAL \
ASSOCIATION

AMA Physician Profile

Other Federal Sanction(s):
TO DATE, THERE HAVE BEEN NO FEDERAL SANCTIONS REPORTED TO THE AMA BY ANY BRANCH
OF THE US MILITARY, THE VETERAN'S ADMINSTRATION OR THE US PUBLIC HEALTH SERVICE.

Additional Information:
TO DATE, THERE IS NO ADDITIONAL INFORMATION FOR THIS PHYSICIAN ON FILE.

The content of the Physician Profile is intended fo assist with credentialing. Appropriate use of the data contained in the AMA Physician
Masterfile by an organization meets selected primary source verification requirements of the Joint Commission, the Accreditation Association
for Ambulatory Health Care (AAAHC), and the American Accreditation Health Care Commission (AAHCC)/Utilization Review Accreditation
Commission (URAC). The AMA is also an NCQA-approved source for verification of medical school, postgraduate medical training, ABMS
Board certification and Federal DEA registration.

If you note any discrepancies, please log onto our web site (htep://wwiv.ama-assn,org/go/amaprofiles) and go to the order detail page, select the D
following the physician's name and enter the data in question. Or you can mark the issues on a copy of the profile and mail or fax to:

Division of Database Products and Licensing
Attn: Credentialing Products

515 N. State Street

Chicago, IL 60654

800- 665-2882

312 464-5900 {fax)

If you have questions or need additional information, please call the AMA Profile Service customer support line
at 800-665-2882.

AMA Files Checked 5/17/2012 11:00:34 Profile for: Carmen Switzer Landau MD Page 4 of 4
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The Federation of State Medical Boards
of the United States, Inc
PO Box 619850
Dalias, Texas 75261-9850
Telephone: (817)868-4000
FAX (817)868-4099

BOARD ACTION CLEARANCE REPORT
May 17, 2012

Attn: Lynn S. Hart

New Mexico Medical Board
Lynn S. Hart

2055 S. Pacheco St, Ste 400

Santa Fe, NM 87505-0503
Re: Board Action Query Dated: May 17, 2012

Your Reference Number:
FSMB Batch Number: BQ2078623

The following is a report of the search results from the Board Action Data Bank as of May 17, 2012 for
practitioners submitted as part of the above-referenced batch for which NO board actions were identified.

Practitioners Cleared with No Actions as of May 17, 2012

Item Name DOB School Yr/Grad Request ID
1 Landau, Carmen .1977 032010 2005 25265523
LICENSE HISTORY
State Board
NEW MEXICO
TEXAS

PLEASE NOTE: The licensure history information contained in these reports is not considered
licensure verification but rather an indicator of known states of historical licensure for these
individuals. Use of this information should be limited to cross-reference purposes.

https://s1.fsmb.org/baweb/reports/hcrCB4E . htm 5/17/2012
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The New Mexico Statewide Application

E@EHMEH

for Physician/Practitioner Appointment®© MAY 16 2012
NM MEDICAL BOARD
(USING FCVS)
Date of Application: 5/ 412 Application Fee: 400.00
t Background Check Fee:____36.00
TOTAL COST: $ 436.00
Demographics
|  Name| LANDAL CArRAIEN | Sw/7Z&E |
Last First Middle
| Other Names Used | |
Will you be applying by endorsement  Yes No M\QN\I\
(See page 2 of the application instructions for reqmrements)
Gender |M (F )| Place of Birth [Wast, uerpns 2. | Citizenship Vs
Immigration Status | INS
U5 e/7 v zerd Certification #
*Social Security Number _ Date of Birth —F
Pending [+

*NM Tax ID# (if applicable)
*Fed. Tax ID# (if applicable)

Pending [

Current Practice Name UMM Eoamily Medicine Res; de e
Practice Limited to: (Clinical Specialty) f Y
Street

City | state | | Zip Code |
Telephone Number | | Facsimile |

*Office Manager or Contact Person: _

Foreign Languages (spoken fluently by practitioner) SPANSH

Foreign Languages (spoken fluently at Practice)

* E-Mail Address (confidential)

B

*Current Mailing Address (if different from above -confidential unless no practice address indicated)

4 *Street
*City
Telepho

What ar W

1 e PVIEl] S S

future Practice Plans in New

Mexico?

Home A
Street 3l

*City

*Informati ;

Page 1




Practice Associates in NM (If Applicable) Call Coverage in NM (If Applicable)
~/ %

Other Practice Locations (If Applicable)
Practice Name | :

Street |

City | | State | { Zip Code |

Telephone Number | Facsimile =TS e = =l

Answering Service | Effective Date NE S [] M E D
Education (Please attach a separate sheet, if necessary.) .m MAY 16 2012

Undergraduate Education «// A4 NM MEDICAT]} BOARD

College or University | ' il

City | | State/Country | | Zip Code:

Dates Attended | From: To: | Degree | | Graduation Date |

College or University |

City | | State/Country | | Zip Code:

Dates Attended | From: To: | Degree | | Graduation Date |

Professional / Medical Education
College or University |

City | | State/Country | | Zip Code:

Dates Attended | From: To: | Degree | | Graduation Date ]
College or University |

City | | State/Country | | Zip Code:

Dates Attended | From: To: | Degree | | Graduation Date |

Graduate Education
College or University |

City | | State/Country | | Zip Code:

Dates Attended | From: To: | Degree | | Graduation Date |
College or University |

City | | State/Country | Zip Code:

Dates Attended | From: To: | Degree | Graduation Date |

Internship/ Residency/ Fellowship

Institution Name | ¢t # Family ¢ Comemendty Medicine Pésid erice
. City | A buguery L | State/Country [ /i sy | Zip Code: 871003
Dates Attended | From: 07/ 54 To: gresent | Field | 1=even J/v. ved > oo

Institution Name ‘

City | | state/County | | Zip Code
Dates Attended | From: To: | Field |

Institution Name |
City | | State/Country | | Zip Code:
Dates Attended | From: To: [ Field |

Institution Name |
City | | State/Country | | Zip Code:
Dates Attended | From: To: | Field !

Applicant Name Lovwen Switzer Landao Date 5/ 9frz

Page 2



To be continued 1. 1

To whom it may concern:

Per request ] am submitting this information which was evidently missing from my ui‘iginal

paper application for an initial physician’s license.

Medical School: Latin American Medica) School {ELAM for its Spanish acronym,
Latinoamericana de Medicina) from August 2001 until graduation in July 2007.

Professional Referances:
1- Jennifer K, Phillips, MD
Medical Director
UNM Southeast Heights Clinic
505-272-5885
8200 Central SE
Albuquerque, NM 87108

2- Felisha Rohan-Minjares, MD
UNM Southeast Heights Clinic
505-272-5885
8200 Centrat SE
Albuguerque, NM 87108

2- Arthur Kaufman, MD
UNM Family Medicine Clinic
2400 Tucker 5t. NE
Albuquerque, NM 87106
505-272-1734

Thank you and please do let me know of anly further clarification needed.

Sincerely,
Carmen Landau, MD

1

Escue'la




Work HiStO[! Please list all previous practice experience for the last 15 years, including military or government service,
listing the most recent first, If military service, state type of discharge and rank achieved and attach copy of discharge or separation

documents. Attach separate page, if necessary. Please provide written explanation for any gaps in work history of 6 months or more.

VERN

Location | s From | To |

Street | / Phone Number

City | State | Zip Code |

Type of Practice | Contact Person

Type of Discharge | Rank Achieved

Location | From | To |

Street | Phone Number

City | State | Zip Code |

Type of Practice | Contact Person Im E =
Type of Discharge | - Rank Achieved H ] D s 1
Location | From | To | N

Street | Phone Number MAT 164012
City | State | Zip Code |

Type of Practice | Contact Person NM MEDICAL |ROARD
Type of Discharge | Rank Achieved

Location | From | To |

Street | Phone Number

City | State | Zip Code |

Type of Practice | Contact Person

Type of Discharge | Rank Achieved |

Hospital and Health Facility Affiliation History (other than postgraduate training) [&N/A

Please list hospital staff membership andfor healthcare organization affiliations in the past fifteen (15) years.

If an

institution is no longer in existence, please provide an alternative source of verification. Use separate page, if necessary.
Providers who do NOT have admitting privileges, please explain your procedures or the arrangements you make in

instances when patients require admission to a hospital.

If you are applying with a health plan, should

arrangements include admitting coverage by another provider, a signed letter from the covering provider,
including their primary admitting facility, is to be included with this application.

(1) Current Primary Admitting Facility (Hospital Name) |

Street |

City |

| State

Zip Code |

Telephone Number

Facsimile

Appointment Dates | From:

To:

- Type of Appointment

Privileges Assigned

(2) Facility Name

Street |

City |

| State

Zip Code |

Telephone Number

Facsimile

Appointment Dates From:

To:

Type of Appointment

Privileges Assigned

(3) Facility Name

Street

City

| State

Zip Code |

Telephone Number

Appointment Dates From:

Facsimile
To: '

Type of Appointment

Privileges Assigned

Applicant Name [)ﬂ/F N E4D

Wi Tty Land s v pate 7/ ‘// /&

Page 3




(4) Facility Name |
Street |

City | | State Zip Code |
Telephone Number Facsimile
Appointment Dates | From: To:

Type of Appointment :

Privileges Assigned
(5) Facility Name |
Street |

City | | State Zip Code |
Telephone Number Facsimile
Appaintment Dates | From: To: el NG =y
Type of Appointment =R ﬂ E

* Privileges Assigned

(6) Facility Name | MAY 16 2012
Street |

City | [ State ZipCode | | NM MEDICA] 40ARD

Telephone Number Facsimile
Appointment Dates | From: To:

Type of Appointment

Privileges Assigned
(7) Facility Name |

Street |

City | , | state ZIP Code |
Telephone Number Facsimile
Appointment Dates | From: To:

Type of Appointment |

Privileges Assigned
(8) Facility Name
Street
City | [State [ Zip Code | )
Telephone Number | Facsimile | "
Appointment Dates - | Frone To:

Type of Appointment
Privileges Assigned

[

|
Professional Referencesr professional performance in the
ast 5 years, (not including current or ii

(1) Name and Title | 01 P@«F{,;ﬁ Doy el

P

Address
City g
Telephane Number | FEL.OVIA woﬁ-ﬂ%m > X .
,1(2) Name and Title | | -
Address YA e o e ‘i?
City e | -t
Telephone Number | ! ~ oo dts  od -
(3) Name and Title | ‘
Address ! glie vid ke omn + Z,L ;
City 3 I
Telephone Number |

Page 4 )

Applicant Name &M/}?/P/&M (%4//2?&/ Lﬁ Mﬂ/ﬂ,u Date /Y // iz



Licensure-Registration-Certification Information

ECFMG Number (if applicable) | O-p5-1%-4
State Professional License/Certification Number
State | | Issue Date | | Expiration Date | | Pending []
All Other State License Numbers (regardless of status - attach separate list if necessary.)
State Number Issue Year Expiration Date
*Feder F A) Registration NA [ ]
@MJ— Exp.Date | 03,7 Pending [ |
*State Controlled Substance Registration (CSR) ' N/A []
Number | | State | | Exp. Date | Pending | |
*Medicare Unique Physician Identification Number (UPIN)
Pending { | I E Y
*State Medicaid Provider Number | { Lo & E
Pending [ | ' N WKW WTY
*National Provider Identification Number | I * .
Pending [ | (L0400 3F97 [ P——
NM MELTCAL BOARD

Specialty Board Certifications [IN/A

Are you Board Certified? [ |Yes [ [No Note: Ifyou are not Board certified by a Board recognized by the
American Board of Medical Specialties, the American Osteopathic Association, the National Commission on Certification of
Physician Assistants, the American Nurses’ Credentialing Center, or the National Certification Commission, or accepted for

examination in your specialty, please give a brief explanation on an attached sheet.

Certified/Recertified by the:
1.
Date Certified | | Date Last Recertified | | Expiration Date |
2.
Date Certified | | Date Last Recertified | | Expiration Date |
3.
Date Certified | | Date Last Recertified | | Expiration Date |
Accepted for Examination by the: |
Unttil (expiration if not accepted, have you made application? Yes No
date)

Certified/Recertified by the Subspecialty Board of

1

Date Certified | | Date Last Recertified | | Expiration Date |
2.
Date Certified | | Date Last Recertified ! | Expiration Date |

Accepted for Examination by the Subspecialty Board of |

Professional Liability Insurance (confidential information)
Do you have current liability insurance? Yes E@TNO

z
Current Carrier | /r(//\y s/ o0y g | Current [ A{ Pending [ ]
Address | i T d

Dates Insured | From Policy #

To
ot / 3004 |euvreny Coverage Limits

Applicant Name / AL 1 (9%/?2’% Z&Mf@d Date \7/ 9’// /2

Page 5




NECEIVE]

MAY 16 2012

Licensing Exam: Please check all that apply:
O State Board Exam (Prior to 1973) Which state? Date(s) passed? __{ NM MEDICAL ROARI

O FLEX O LMCC O National Board (NBME) [E’{.rSMLE
Part/Step 1 Date Passed 0%[ OY _Part/Step 2 Date Passed_ 00 l 0%  Part/Step 3 Date Passed__ Ol / {1
Month/Year . Month/Year Month/Year

Professional Practice Questions Please answer all of the following Yes or No questions. If you answer
YES to any question, please give details including name, address, and telephone number of significant parties on a
separate sheet of paper.

1. Has your professional liability coverage ever been terminated by action of the insurance [ Yes [ 1 | No
company except as a result of the company ceasing to offer insurance to physicians?

2. Have you ever been denied professional liability insurance coverage? Yes [ ] | No

3. Has your professional liability carrier ever excluded any specific procedures from your | Yes [ 1 | No BT
coverage?

4. Have you ever been denied membership or renewal thereof, or been subject to disciplinary | Yes [ 1 | No 47
action in any professional organization?

5. Have you ever been excluded from or sanctioned by Medicare and/or Medicaid? Yes [] | No

6. Have you ever been arrested? If so explain the circumstance, regardless of the outcome | Yes [] [ No ¥
{i.e. expunged, dismissed, sealed, vacated).

7. Have you ever been named as a defendant in any criminal proceedings? Yes [ | | No

8. Have you ever been subject to investigation by a governmental entity or Board that either
could have resuilted or did result in licensure sanction or other adverse actions, irrespective of | Yes [] | No [
the outcome?

9. Have you ever been named in any formal requests for corrective actions filed by any | Yes L1 | No ]
healthcare entity where you have had an appointment (a request which could result in either :
formal or informal proceedings).

10. a. Have your privileges at any healthcare entity ever been voluntarily or involuntarily |
suspended, restricted, diminished, revoked, surrendered, or not renewed, except for medical | Yes {1 | No O]
records delinquency?

b. Have you ever agreed not to exercise your clinical privileges while under investigation? Yes [ | No BV

11. Have you ever resigned from a healthcare entity to avoid modification, suspension, or
termination of privileges, or while under investigation? Yes [] [ No [}

12. a. Has your application for licensure or license to practice in any jurisdiction ever been
investigated, voluntarily or involuntarily limited, suspended, revoked, surrendered or denied? Yes ] | No IZ/

. N _— . o
b. Are any currently held licenses pending investigation or being challenged? ves [] | No [

13. Have you ever been notified to appear before any licensing agency for a hearing or | Yes E No [
complaint of any nature?

14. Has your federal or state narcotics registration certificate in any jurisdiction ever been | Yes L] | No =d
voluntarily or involuntarily limited (stipulations), suspended, revoked, restricted, or are there
currently challenges to any of these items?

Applicant Name _/? 21 6.1 Sy b zenr Landav Date__ 5. / L/,/ /12
Page 6 7



15. Have you ever been involved in a settlement, medical malpractice claim or suit, or have
you ever received written notice of intent to file such a suit? If yes, please provide the
following information on the attached Malpractice History form for each case:

» Name, age, sex of patient/claimant.

Yes []

No [\

fEC

ETVER

» Date(s) and type of treatment andfor surgery, which led to the allegations against you.

s Nature of allegations in claims/suits. Specify whether a suit was ever filed. MAY 1 6

« Names of other practitioners and hospital, if any, involved in claims or suit. A 20§12
« Disposition or current status of claim or suit (be specific).

» Name of insurance carrier defending you. )

« Name of defense attomey. NM MEDICAL B :)ARD
16. Have you ever been reported to the National Practitioner Data Bank? Yes [ | | No [«
17. Are you now, or were you in the past, addicted to, abusive of, or in treatment for abuse of | Yes [] | No [}
any controlled substances, habit-forming drugs, illegal drugs, prescription medication or

aleohol?

18. In the five (5) years prior to this application, have you had any physical injury or disease, [ Yes [ ] | No &~

or mental illness or impairment, which you are cumently under treatment for or coukl
reasonably be expected to affect your on-going ability to practice medicine safely and
competently? If yes, please have your treating physician send the NM Medical Board a
letter regarding your diagnosis and treatment.

19. Have you ever, for any reason:

a) Resigned from a medical school or postgraduate training (PGT) program?

b) Withdrawn from a medical school or postgraduate training program?

¢} Been suspended, dismissed, or expelled from a medical school or PGT program?

d) Been placed on probation or remediation, including academic probation or remediation,
by a medical school or PGT program?

e} Taken a leave of absence or break from, or had any interruptions or extensions in, a
medical school or PGT program for any personal or professional reason (including illness or
disability, pregnancy or maternity, any academic issue, etc)?

Yes []
Yes []
Yes []
Yes []

Yes ]

No E1
NoIZ/
NOIZ/
NOIE/

No [t

If you answer YES to any question, please give details including name, address, and
telephone number of significant parties on a separate sheet of paper.

Applicant Name @QW,@-W Switze Landay Date ‘:5,/4// 2
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ASSOCIATION
AMA Physician Profile
Name and Mailing Address: Primary Office Address:
CARMEN SWITZER LANDAU MD
812 GEORGIA ST SE 915 CAMINO DE SALUD
ALBUQUERQUE NM 87108-4946 ALBUQUERQUE NM 87131-0001

Phone: UNKNOWN

Birthdate: -1977

Physician's Major Professfonal Activity: HOSPITAL BASED RESIDENTS - ALL YEARS

Practice Specialties Self Designated by the Physician*;

Primary Specialty: FAMILY MEDICINE

Secondary Specialty: UNSPECIFIED

*Self-Designated Practice Specialties/Areas of Practice {SDPS) listed on the AMA Physician Profile do not imply "recognition” or
“endorsement” of any field of medical practice by the Assoclation, nor does it imply, cerfification by a Member Medical Specialty Board of
the American Board of Medical Specialties, or that the physician has been trained or has special competence to practice the SDPS.

AMA membership: NON MEMBER

All Information from this Point Forward is Provided by the Primary Source

Current and/or Historical Medical School:
ESCUELA LATINOAMERICANA DE MED, INST SUP DE CIENCIAS MED DE LA HARANA, CUBA

Degree Awarded: Yes
Degree Year: 2007
AMA Files Checked 5/17/2012 11:00:34 Profile for: Carmen Switzer Landau MD Page 1 of 4

©3012 by the American Medical Association



AMAX,
AMERICAN "__K-;.'
MEDICAL \

ASSOCIATION

\

AMA Physician Profile

Current and/or Historical Post Graduate Medical Training Programs Accredited by the Accreditation Council for
Graduate Medical Education (ACGME):
Beginning with the 2010 cycle of the National GME Census, post-graduate training segments will include the name of the program

attended in addition to the sponsoring institution. Program-level information prior to 2010 will not be available for reporting, Fulure
training dates, as reported by the program, should be interpreted as "in progress” or "current” with the projected date of completion.

Post-graduale training performed at accredited osteopathic institutions or in Canada are updated on the AMA Physician Masterfile only
upon verification by the program. US licensing authovities accept graduate medical education from both entities as equivalent to training
performed in a US program accredited by ACGME.,

Sponsoring Instifution: UNIV OF NM SCH OF MED

Sponsoring State: NEW MEXICO

Program Name: UNIVERSITY OF NEW MEXICO PROGRAM
Specialty: FAMILY MEDICINE

Dates: 06/2009 - 06/2012 (VERIFIED)

Note:  If you have diserepant informatien, please submit a Request for Investigation to the AMA so that we may verify the information with the
primary source(s). See the last page of this Profile for instructions on how to report a data discrepancy.

Current and/or Historical Medical Licensure:

MD/ Date Expiration License Last
Jurisdiction Do Granted Date Status Type Reported
NEW MEXICO MD 06/25/2009  06/30/2012 ACTIVE RESIDENT 05/03/2012

Current and/or Historical NPI Information:

NPI Enumeration Deactivation Reactivation Replacement Last Reported
Number Date Date Date Number Date

1063655595 04/14/2009 NOT RPTD NOT RPTD NOT RPTD 05/04/2012

ECFMG Certfication:
Applicant Number: 06561864

Note: The Educational Commission for Foreign Medical Graduates (ECFMG) applicant identification number dees not imply
curreat ECFMG certification status, To verify ECFMG status, contact the ECFMG Certification Verification Service in
writing at P.O. Box 13679, Philadelphia, PA 19101,

AMA Files Checked 5/17/2012 11:00:34  Profile for: Carmen Switzer Landau MD Page2 of 4
©2012 by the American Medical Association
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AMA Physician Profile

Federal Drug Enforcement Administration;
* Only the last three characters of active DEA number(s) are displayed.

DEA Number * Schedule Expiration Date Last Reported
None Reported
Address:

Note:  Many states require their own contrelled substances registration/license. Please check with your state
licensing authority for requirement information as the AMA does not maintain this information,

Specialty Board Certification(s)*:
Specialty Board Certification(s) by one or more of the 24 boards recognized by the American Board of Medical Specialties
(ABMS) and the American Medical Association (AMA) through the Liaison Committee on Specialty Boards, as reported
by the ABMS:

The AMA Physician Profile has been designated by the ABMS as an Official ABMS Display Agent of Member Board
Certification data. Therefore, the ABMS Board certification information on the AMA Physician Profile is considered a
designated equivalent source in regard to credentialing standards set forth by Joint Commission. The AMA is also an
NCQA-approved source for verification of medical school, postgraduate medical training, ABMS Board certification, and
Federal DEA registration.

Certifying Board: TO DATE, THERE HAVE BEEN NO BOARD CERTIFICATIONS REPORTED.

Certificate:
Certificate Type:
Duration Effective Expiration Reverification Occurrence  Last Reported

Note:  For certification dates, a default value of 01" appears in the day or month field if data were not provided to AMA. Please contact the
appropriate specialty board directly for this information. (**) Indicates an expired certificate,

*This information is proprietary data matntained in a copyrighted database compilation owned by the American Board of Medical Specialties.
Copyright 2012 American Board of Medical Specialties, All right reserved.

Medicare/Medicaid Sanction(s):

TO DATE, THERE HAVE BEEN NO SUCH SANCTIONS REPORTED TO THE AMA BY THE DEPARTMENT
OF HEALTH AND HUMAN SERVICES.

AMA Files Checked 5/17/2012 11:00:34  Profile for; Carmen Switzer Landau MD Page 3 of 4
©2012 by the American Medical Association
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AMA Physician Profile

Other Federal Sanction(s):

TO DATE, THERE HAVE BEEN NO FEDERAL SANCTIONS REPORTED TO THE AMA BY ANY BRANCH
OF THE US MILITARY, THE VETERAN'S ADMINSTRATION OR THE US PUBLIC HEALTH SERVICE.,

Additional Information:
TO DATE, THERE IS NO ADDITIONAL INFORMATION FOR THIS PHYSICIAN ON FILE.

The content of the Physician Profile is intended te assist with credentialing. Appropriate use of the data contained in the AMA Physician
Masterfile by an organization meets selected primary source verification requirements of the Joint Commission, the Accreditation Association
for Ambulatory Health Care (AAAHC), and the American Accreditation Health Care Commission (AAHCC)/Utilization Review Accreditation
Commission (URAC), The AMA is also an NCQA-approved source for verification of medical school, postgraduate medieal training, ABMS
Board certification and Federal DEA registration.

If you note any discrepancies, please log onto our web site (http:/Awww.ama-assn.org/go/amaprofiles) and go to the order detail page, select the I
following the physician's name and enter the data in question. Or you can mark the issues on a copy of the profile and mail or fax to:

Division of Database Products and Licensing
Attn: Credentialing Products

515 N. State Street

Chicago, IL 60654

800- 665-2882

312 464-5900 (fax)

If you have questions or need additional information, please call the AMA Profile Service customer support line
at 800-665-2882.

AMA Files Checked 5/17/2012 11:00:34 Profile for: Carmen Swiizer Landau MD Page 4 of 4
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Page 1 of 1

The Federation of State Medical Boards
of the United States, Inc
PO Box 619850
Dalias, Texas 75261-9850
Telephone: (817)868-4000
FAX (817)868-4099

BOARD ACTION CLEARANCE REPORT
May 17,2012

Attn: Lynn S. Hart

New Mexico Medical Board
Lynn S. Hart

2055 S. Pacheco St, Ste 400

Santa Fe, NM 87505-0503

Re: Board Action Query Dated: May 17, 2012
Your Reference Number:
FSMB Batch Number: BQ2078623

The following is a report of the search results from the Board Action Data Bank as of May 17, 2012 for
practitioners submitted as part of the above-referenced batch for which NO board actions were identified.

Practitioners Cleared with No Actions as of May 17, 2012

Item Name DOB Schooi Yr/Grad Request ID
1 Landau, Carmen 077 032010 2005 25265523
LICENSE HISTORY
State Board
NEW MEXICO
TEXAS

PLEASE NOTE: The licensure history information contained in these reports is not considered
licensure verification but rather an indicator of known states of historical licensure for these
individuals. Use of this information should be limited to cross-reference purposes.

https://s1.fsmb.org/baweb/reports/hcrCB4E htm 5/17/2012



e h ' New Mexico Medical Board
2055 S. Pacheco St. Bldg. 400
Santa Fe, NM 87505 (505) 476-7220

, O-ﬂlfm.{’ N Swﬂr%&(" Landav , hereby certify that | am the person
pictured below and named in this application for a license to practice as a Physician in the
State of New Mexico; that all statements | have made herein are true; that | am the original
and lawful possessor and person named in the various forms and credentials furnished to
the New Mexico Medical Board (Board) with my application.

| acknowledge and state that | have read the Information and Instructions that accompanied this
application and | have answered all questions truthfully. | understand that the fee | submitted is not
refundable.

| authorize and request every person, hospital, clinic, community, governmental agency, court,
association, institution or other organization having control of any documentis, records, and other
information pertaining to me, to furnish to the Board any such information, inciuding documents,
records regarding charges or complaints filed against me, formal or informal, pending or closed, or
any other pertinent data and to permit the Board or their agents or representatives to inspect and
make copies of such documents, records and other information, in connection with this application.

I hereby release, discharge, and exonerate the Board, and their agents or representatives, and any
person furnishing information, from any and all liability of every nature and kind arising out of the
furnishing or inspection of such documents, records, other information, or the investigation made by
the Board. | authorize the Board to release information, material, documents, orders, or the like
refating to me or to this application to any other agency of the State of New Mexico or the
appropriate licensing agency of any other state or Territory of the United States or any agency of the
United States government.

N O 4f2)i2

Applicant Signature ! Date

*Passport-quality color photograph taken within six months prior to filing the application, approximate size 2 x 2 inches,
head and shoulders only, full face, front view, plain white or off-white background, standard photo stock paper, scanned
or computer-generated photographs should have no visible pixels or dots.

Applicant Name Oﬁl!’ﬂ/l{m Switzer tLawdavu Date "”2/17—*
Page 8
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Breen, Samantha, BME

From: carmen landau_@gmail.com]

Sent:  Wednesday, August 15, 2012 9:10 AM
To: Breen, Samantha, BME

. Subject: Bonita House job description

Hi Samantha,

As promised, my job description at Bonita House from June 2008 through April 2009.

Medical Project Assistant

Approximately 20 hours/week.

Provided coordination and organizational assistance to a non-profit agency which provided
housing, psychiatric and medical care, job training, legal aide and case management for homeless
individuals with mental illness. Obtained, consolidated and reviewed medical and psychiatric
records in order to allow for improved care. Interviewed patients regarding health history and
medications lists.

Supervisor: Brifta Nelson, PA
6333 Telegraph Ave # 102 Oakland, CA 94609

(510) 923-1099

Thank you so much for your time,
Carmen

8/15/2012
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- ! New Mexico Medical Board MAY 21 éUlZ
2055 8. Pacheco St
Building 400 NM MEDICAL BOARD

Santa Fe, NM 87505
(505) 476-7220

POSTGRADUATE TRAINING VERIFICATION

I am applying for a ficense to practice medicine in New Mexico and the Medical Board requires this form to be completed by each
hospital where | participated in an approved postgraduate training program in the United States or Canada. This is your authorization
to release any information in your files of record, favorable or otherwise, DIRECTLY to the NMMB, 2055 S. Pacheco St., Bldg. 400,
Santa Fe, NM 87505. Your prompt response will be appreciated.

Name: c A 41 \S_)W!}Z Zer [—ﬂ /4.6(62 = , M.D.
(2o TSy 5/ 2
Signature Da{e (Montt{lDayIYear)
(DO NOT DETACH)

This section fo be completed by the office of the Administrator of the institution or program wherein the applicant satisfactorily
completed (or will complete) an approved posigraduate training program in the United States or Canada,

This is to certify that Carmen Switzer Landau , M.D. undertook and satisfactorily completed

a full term approved program of __367 monthsinthe UNM Family Medicine Residen cy Program, MSCA9 5040
(number) . (Full name and complete address of facility)
in the field of Family Medicine from __"6/25/2009 to_06/30/2012
= Date: Mo/Day/r Date/Anticipated Date

© 1. Was this program approved for postgraduate training during that period by the Accreditation Council for Graduate Medical
Education, or the Royal College of Physicians and Surgeons of Canada? _X_ Yes No

2. Was applicant ever placed on probation, restricted, or limited? Yes ¥ No If Yes, please attach written explanation.

3. Was there any reason not to continue applicant in the training program? __~ Yes X Nolf yes, please attach written
explanation.

4. Did the applicant have any medical condition, which in any way impaired or limited his/her ability to safely practice any field of
medicine? ____Yes __ X No If yes, please attach written explanation.

Ability to practice medicine is to be construed to include all of the following:

The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned medical judgments
and to learn and keep abreast of medical developmenis; and

The ability o communicate those judgments and medical information to patients and health care providers,
with or without the use of aids or devices, such as voice amplifiers; and

The physical capability to perform medical tasks such as physical examination and surgical procedures,
with or without the use of aids or devices, such as corrective lenses or hearing aids

“"Medical condition" includes physiological, mental or psychological conditions or disorders, such as, but
not limited to orthopedic, visual speech, and hearing impairments, cerebral palsy, epilepsy, muscular
dystrophy, multiple sclerosis, cancer, heart disease, diabetes, mental retardation, emotional or mental
iliness, specific learning disabilities, HIV disease, tuberculosis, drug addition and alcoholism.

5. Was the applicant ever diagnosed with or treated for bipolar disorder, schizophrenia, paranoia, or any psychotic

disorder? __ Yes _ X No Ifyes, please attach written explanation.
8. Were applicant's final evaluations in every category rated satisfactory? _X Yes __ No If no, please attach written
explanation.

%&Z@@-’ Sy

A WacSime f person co Signature Date
v OFFICIAL SEAL Qm ‘ \
DOLORES L. GARC Sl
; fiix hqsmtai\mnnar‘ Siknature of Notary (ifapplicable) =~ —— Date
My Conmznn Exgis & commission expires: Le \ 33 l \=

If there is no hospital or notary seal, this form is unacceptable.
Please return this form directly to the address above
Thank vou for vour cooperation.
Revised 8/2008 . New Mexico Medical Board




New Mexico Medical Board Page 1 of 1

New Mexico Medical Board
2055 S. Pacheco, Building 400
Santa Fe, NM 87505
505-476-7220 fax 505-476-7237
(toll free within New Mexico 800-945-5845)

General Information

Licensee Carmen Landau License Type Resident
Business address MSC11-6093 License Number RS2009-0278
Business address 1 University of New Mexico  License Status Active
Business city state zip Albuquerque NM 871310001  License Date 06/25/2009
Business phone 505-272-6225 **] jcense Expires 06/30/2012
Medical School Escuela Colombrana de Medica

Graduation Date 07/17/2007

* The Board does not verify current specialties. For more information please see the
American Board of Medical Specialties website at: www.abms.org to determine if the
physician has earned a specialty certification from this private agency.

** A New Mexico medical license that has not been renewed by July 1 of the renewal year
will remain temporarily active with respect to medical practice until September 30 of the
renewal year at which time, the status will be changed to lapsed.A lapsed license is not valid
for practice in New Mexico.

PUBLIC ACTIONS:None
(while licensed in New Mexico)
New Search

This Board's data has been searched 7566065 times since 05/08/2001
Date information last updated: 05/18/12

Please read the AIM Disclaimer

®Copyright 1997 2011 Nicholas Havyer

http://cgi.docboard.org/cgi-shl/nhayer.exe 6/5/2012
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TEXAS
MEDICAL

BoARD

PUBLIC VERIFICATION / PHYSICIAN PROFILE
PHYSICIAN IN TRAINING PERMIT

NAME: CARMEN LANDAU MD DATE: 08/30/2012

THE INFORMATION IN THIS BOX HAS BEEN VERIFIED
BY THE TEXAS MEDICAL BOARD

Date of Birth: 1977

Permit Number: BP10038788

Permit Type: PHYSICIAN IN TRAINING PERMIT
Permit Status: PERMIT TERMINATED

Permit Status Date: 8/30/2010

Begin Date: 08/03/2010

Expiration Date: 08/30/2010

End Date: 08/30/2010

Terminated Date: 08/30/2010

Mailing Address
4456 AVENIDA DEL SOL NE

ALBUQUERQUE , NM 87110

Board Action (includes all actions regardiess of license/permit type)
NONE

THE INFORMATION IN THIS BOX WAS REPORTED BY THE LICENSEE AND
HAS NOT BEEN VERIFIED BY THE TEXAS MEDICAL BOARD

Gender: FEMALE

Current Primary Practice Address:
NOT GIVEN

Education

http://reg.tmb.state.tx.us/OnLineVerif/Phys_ReportVerif.asp?ID_NUM=552294& Type=B... 8/30/2012



VY CIVULLIC W LLIG LIVILD YWY CUSILC rage 2 or 2

Graduation Year: 2007

Medical School: UNASSIGNED

Program Type: RESIDENT

Training Institution: UNIV OF NEW MEXICO
Program Specialty: FAMILY MEDICINE

Summary of all License/Permit Types

Issue Date: Type:
08/03/2010 PHYSICIAN IN TRAINING PERMIT

Agency | Contact Us | Employment | Compact w/ Texans | Open Records | Privacy Policy | Site Map |
Search TX State Sites | TX Homeland Security | TX Occupations Code |
|Texas.gov | Poison Contrel Center Services | Accessibility Policy

http://reg.tmb.state.tx.us/OnLineVerif/Phys_ReportVerif.asp?ID_NUM=552294& Type=B... 8/30/2012



New Mexico Medical Board
2055 S. Pacheco SL
Building 400
Santa Fe, NM 87505
(505) 476-7220

WORK EXPERIENCE VERIFICATION

| am applying for a medical license in the State of New Mexico. The New Mexico Medical Board _requires_ thi§ form to be
completed by the Chief of Staff or facility's administrative staff. 1 hereby authorize release of all information in your files,
favarable or otherwise, DIRECTLY (o the NMMB, 2055 5. Pacheco St., Bidg. 400, Santa Fe, NM 87505.

Cmrmem Landavy (} /Q/L:}L_‘—-—’/

Applicant Signature
ObfoB - 04109
.lllll Il IIII"IIIiIIl'IIIIl Iii Ii iﬁ {must be provided)

The section below should be completed by the chief of staff of facility’s administrative staff.
Letters of Recommendation are NOT accepted in lieu of this form.

Biritta. Nelion

Typa Of Print Nam of parson complating ths form

Phasiutan  fOSIIEn{—

g ¥

Boniir Hevse, [Ine.

Nama of Insthuion

b33% 'Teieadwa!,;‘ Aot B1DL

Addrasa
Oakland [ CA [ 9Hb0Y

Cay { Stala / Zip
1. This evaluation is based on: X _Observation of applicant ~ X_Review of personnel file
2. In your esiimation, is there any reason why this applicant should not be licensed to practice? __Yes XA No
3. To your knowledge, is there any mental or physical reason why this applicant should not be licensed? __ _Yes_X No
4. To your knowledgs, is there any derogatory/disciplinary information regarding this applicant? __Yes_X No
5. Are the dates of privilegefemployment provided by the applicant on this form accurate?™ X ves___No
f nof, please provide correct dates: Beginning Ending

Monlh/Year MonhfVear

If you answered “YES” to questions 2, 3, and/or 4, please provide a written expfanation and/or any
supporting documentation that may be relevant.

Britta Nelson, PA . /y Q
PA# 18211 i Melson, Pae 75 A A~ slaef 1L
AT NN LS ¥ Pranted name of person completing this form e Sigrature Bate
353894
? ¢ hetpihl ov potaey vl Avdanle . g
Pleass uftix hospital o i Signature of Notary (if apphicable} Nale

notary seat here

My commissian expires.

i
i
i

Please note on this form if there is no hospital or notary seal available.
Ploase refurn this form directly to the address above

. Thank you for your ceoperation.

Reviscd 10/04
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Medical Professional
Information Profile

This report provides credentialing information for
Name: Carmen Switzer Landau

Social Security: Number: XXX-XX-1571
Date of Birth: May 14, 1977
FID#: 202954061

Recipient: NM - New Mexico Medical Board

ABOUT THIS PROFH.E

The Federation Cradeniials Verification Service (FCVS) was retained by the above raferenced medica!
professional lo verify hisfher medical credentials for submission lo your agencyferganizalion, Unless
noted otherwisz, all dacuments contained in this repart were received directly from Lha issuing
instilution per writlen request made by FCVS,

NOTIGE: All documents bearing an original Official FCVS seal are certified to be an exact reproduction
et et of the original. Where required, original documents are provided according to the agreemenis with the

f'»cdg‘ rat g an o i . £ Inslilution issuing such document. FCVS maintains alt original decumants (excluding third-pariy

S T ! T E examinalion transcripts) in the physician's source file.
I .- This #CVS madical professional Information Profile (“Profile”) is compifed and provided by the
D L CL Federalion of State Medical Boards of the United States, (nc. (Federalicn) as a reference source for,
and only for, its member boards and other entities aulhorized by lhe Federation. The Profife ambadies
B OA RD S . and centains confidential business infarmalion becausa the information, and the format and
- g e I presentalicn of that information, comprise trade secrats of the Federaticn and because the Profile's
disclosure would harm the Federalion by providing athers with an unfair business advantage in
campeting with tha Federation’s FCVS servicas. Further, the farm of the Profile and lhe cenlents of this
Prafile, including the compilation of information in this Profile, are the Federation's copyrighted works
and proprietary, confidentialinformation and are subject to the protections of Uniled Slates laws
governing cepyright, rademark and rade secrels, as well as various state laws protecting Lhe
Faderation’s rade secrels and other intellectual property rights. This Profile and Its contenls may not
be (1) copied, reformatted, modified, published or displayed publicly or (2) used, disclesed, distributed,
shared or so'd, in whols ar part, for any purpese. including use to establish any dalabase or files as a
compendium or otharwise, all of which is strictly prohibited without the express written cansent of the
Federation's CEQ.

“ 400 FULLER WISER ROAD | SUITE 300 |
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R .
N P 'y

Credentials Analysis T
F CVS FEDERATION CREDENTIALS y MEDICAL -
i_.__,. = VERIFICATION SERVICE E Summary REPDIEF o ‘:; BOARD}S:Y
VYA
Note: Your board may wish to review the unresolved items below marked by an "X"
Please review the Credentials Analysis report for further details on the unresolved items
Medical Professional Name: Carmen Switzer Landau
Date of Birth: M1977
Social Security Number: -XX-1571
FID: 202954061
I. FCVS Reports
Il. FSMB and Other Reports
Ili. ldentity
A. Certifted Birth Certificate
IV. Medical Education
A. Pre-medical Schools
B. Medical Schools
Escuela LatinoAmericana De Medicina
X 1. Medical Education Form
2. Medical Education Transcript
X 3. Medical Education Diploma
C. Fifth Pathway Program
D. ECFMG Certification
1. ECFMG Status Report
V. Graduate Medical Education
University of New Mexico
1. GME Form
V1. Licensure Examination History
A. FSMB Exams
End of report for: Carmen Switzer Landau
;l_n-__ 400 ;‘JLLER WIV‘ST‘E;;“ROAD | SWITE 300 ﬂ.i-“'EU LESS, TX 76039 T:::;T?)BGS-SOOD ;Ax (8 ;-7)568-5099 -«-—'-"‘l]

i

© 1996 Federation of State Medical Boards Page 1 of 1
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Table of Contents

. FCVS Reports

A, Physician Information Report
B. Credentials Analysis Report
C. Chronology of Activities

Il. FSMB and Other Reports

A. Board Action Data Bank Report
B. American Board of Medical Specialty Verification

lll. Identity

A. Affidavit
B. Certified Birth Certificate or Original Passport
C. Documentation to Support Name Variation

IV. Medical Education

A. Verification of Medical Education

B. Clinical Clerkships (if applicable)

C. Verification of Fifth Pathway (if applicable
D. ECFMG Certification (if applicable)

V. Graduate Medical Education

A. Verification of Graduate Medical Education

VI. Licensure Examination History (State Licensing Authorities Only)

A. LMCC Transcript

B. State Medical Board Transcript
C. NCCPA Transcript

D, NBME Transcript

E. NBOME Transcript

F. LMCGC Transcript

G. FSMB Transcript

BT TS TR T S T L R R TR D P L S § AL s TRk S R e S TR 4

| 400 FULLER WISER ROAD | SGITE 300 1 EULESS, TX 74019 1. TEL(S17)388.5006 1 FAX(317)868-5055 1
@ 1996 Federation of Slate Medical Boards
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Identity

Medical Professional Name: Carmen Switzer Landau

Documentation: Certified Birth Certificate

Gender: Female
Date of Birth: [ 1977
Place of Birth: Washington, DG, UNITED STATES
Social Security Number: XXX~-XX-1571
FID: 202954061
Physical Description: Height: 5ft. 5in.
Weight: 130 lbs.
Eye Color: Brown

Hair Color: Brown

Contact Information

Mailing Address:

Permanent Address:

Telephone Numbers: Primary:
Secondary:  N/A

Fax: N/A
Other: N/A
ii 400 FULLER WISER RQAD l SUITE 300 | EULESS, TX 74039 TEL{(BIZ7)B68-5000 FAX(BI7)B68-509%9 ““‘EE

e sz —

© 1996 Federation of State Madical Boards Page 1of 4
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Information Report

*
£

. MEDICAL &

. - BOARDS ¢
"‘A&N‘;

Premedical Education

There are none identified or not applicable.

ECFMG

ECFMG Number:
Issue Date;

06561864
08/13/2008

Medical Education

Medical School:

Address:

Dates of Attendance:
Date Cettificate Issued:
Degree Conferred/lssued:

Unusual Circumstances

Escuela LatinoAmericana De Medicina
Carretera Panamericana

Km 3 1/2 Santa Fe, Playa

Havana,

CUBA

02/19/2001 to 07/12/2007
07/24/2007
Doctor en Medicina

Leave of Absence/Extension; No
Probation: No
Disciplined: No
Negative Reports: Mo
Limitations: No
Fifth Pathway
There are none identified or not applicable.
5{ 400 FULLER WISER ROAD I SUITE 300 | EULESS,. TX 76039 ‘I-‘EI-._(;I-?)-BSB-SOUO Féi;x(rslv;n;‘;% {;;‘;miﬂﬂj

© 1996 Federation of Slate Medica! Beards

Page 2 of 4
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FERERATION CREDENTIALS

Medical Professional
Information Report
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Graduate Medical Education

Institution:
Address:

Training Level:

Program Type:
Specialty:

Dates of Attendance:
Completed Successiully:
Accreditation:

Training Level:

Program Type:
Specialty:

Dates of Attendance:
Completed Successfully:
Accreditation:

Training Level:

Program Type:
Specialty:

Dates of Attendance:
Completed Successfully;
Accreditation:

Unusual Circumstances
Leave of Absence/Extension:
Probation:

Disciplined:

Negative Reports;
Limitations:

Universify of New Mexico
Geriatric Division MSC10 5550
1 University of New Mexico
Albuquerque, NM 87131
UNITED STATES

1
Internship

Family Medicine
06/30/2009 To 06/30/2010
Yes

ACGME

2

Residency

Family Medicine
07/01/2010 To 06/30/2011
Yes

ACGME

3

Residency

Family Medicine
07/01/2011 To 06/30/2012
Yes

ACGME

No
No
No
No
No

1
I 400 FULLER WISER ROAD |
L e

SUITE 300

I EULESS, TX 76039

TEL(817)868-5000

FAX(B817)868-50%99

ii
!

© 1996 Federaticn of State Madical Beards
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Licensure Examinations

FSMB Transcript USMLE Step 1
FSMB Transcript USMLE Step 2 CK
FSMB Transcript USMLE Step 2 CS
FSMB Transcript USMLE Step 3

Date
Date
Date
Date

. 8/2004 Passed the Exam
: 09/2006 Fassed the Exam
. 6/2008 Passed the Exam
: 6/2011 Passed the Exam

ABMS Verification

A report of the result from a search of the data provided by the American Board of Medical Specialties is enclosed.

Board Action

A report of the results from a search of the Board Action Data Bank is enclosed.

End of report for Carmen Switzer Landau FID: 202954061

1
1
R

: 400 FULLER WISER ROAD | SUITE 300 | EULESS, TX 76039 TEL(BI17)868-5000 FAX(B8I7)B6B-5099

;
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FEDERATION CREDENTIALS
YERIFICATION SERVICE

FCVS

Credentials Analysis Report

v Federation.o

e

e T T

T

The Credentials Analysis Report is a comparative report of a medical professional's credentials as reported to FCVS by the
applicant and the primary source (Medical School, PGT program, etc.). It will also list particutar missing documentation, if any,

as outlined in the FCVS Policies and Procedures.

. MEDICAL

. BOARDS ¢
s H{

£

*

Medical Professional identification

Medical Professional Name:

Switzer Landau

Date of Birth: 1977
Social Security Number:  XXX-XX-1571
FID: 202954061

Omissions

There are no omissions identified.

Discrepancies

Discrepancy 1:

Section of Profile:  Medical Education

Discrepancy:

date for Escuela LatinoAmericana De Medicina

Verification of Medical Education Form -

Medical School Diploma - 07/24/2007
Applicant - 07/24/2007

Action Taken:
by the medical school.

Discrepancy 2:

Section of Profile:  Medical Education

Discrepancy:
Escuela LatinoAmericana De Madicina.

Verification of Medical Education Form - Doctor en Medicina

07M12/2007

Medical School Diploma - Doctor en Medicina

Applicant - Bachelor of Medicine

Action Taken:

Discrepancy 3:

Section of Profile: Medical Education

Discrepancy:

FCVS has identified discrepant information relating to the medical education graduation

FCVS has defined "graduation date” as the date the diploma was issued to the applicant

FCVS has identified discrepant information relating to the medical degree type for the

FCVS reports the degree type listed on the medical school diploma. This information is
reported on the Medical Professional Information Report.

The applicant reports attendance at Escuela LatinoAmericana De Medicina from 08/--/2001

to 07/--/2007. The institution reports attendance from 02/19/2001 to 07/12/2007

Action Taken:
attendance dates less than one year.

FCVS does not follow up with the applicant or the institution for resolution of discrepant

!
!

{

400 FULLER WISER RQAD | SUITE 300 | EULESS, TX 75039 TEL(817)8B68-5000

FAX(BI7)B568-50%
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Miscellaneous Information

There is no miscellaneous information identified.

End of report for; Carmen Switzer Landau

ﬁ 400 FULLER WISER ROAD [ SUITE 300 | EWULESS, TX 76039

van o L, e

TEL(817)B68-5000

FAX{817)868-5099

1
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The Chronology of Activities is a comprehensive report of a medical professional’s activities as reported to FCVS by the medical-
professional applicant.

Medical Professional Name: Carmen Switzer Landau
Date of Birth: -1977
Social Security Number: XXX-XX-1571
FID#; 202954061

Start End Activity Location Overlap Explanation Program Length Explanation
Date Date

8/2001 |07/2007 |Medical Education |Escuela LatinoAmericana

Record De Medicina,Carretera
Panamericana Havana,
CUBA
102007 [02/2008 |Empioyment Needle Exchange
Emergency

Distribution,2339 Durant
St. Berkeley, CA 94704
UNITED STATES

3/2008 |05/2008 |Medical Leave maternity leave, ,

6/2008 |04/2009 |Employment Bonita House, 6333
Telegraph Ave. Cakland,
CA 94609 UNITED
STATES

6/2009 |06/2012 }|GME Record University of New
Mexico,Geriatric Division
MSC10 5550 Albuquergue,
NM 87131 UNITED
STATES

End of report for Carmen Switzer Landau

400 FULLER WISER ROAD ] SVITE 300 | EWULESS, TX 76039 TEL(BI7)86B 5000 FAX(B8I17)868-50%9%9
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Section Il

FSMB and Other Reports
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Board Action
FEDERATION PHYSICIAN
DATA CENTER Clearance Report

FPDC

July 30, 2012

Attn:  Tracy Bevers
FCVS

400 Fuller Wiser Rd., #209
Euless, TX 76039

Re: Board Action Query Dated: July 30, 2012
FSMB Batch Number: BQ2116663

The following is a report of the search results from the Board Action Data Bank as of July 30, 2012
for practitioners submitied as part of the above-referenced batch for which NO board actions were identified.

Provider cleared with No Actions as of July 30, 2012
Name pDoB School YriGrad ProvideriD
Camen Switzer Landau -1977 275095 2007 229360

License History

Licensing Entity

NEW MEXICO
TEXAS

PLEASE NOTE: The licensure history information contained in these reports is not considered licensure verification but rather an

indicator of known states of historical licensure for these individuals. Use of this information should be limited to cross-reference
nhirnnasg

[] 400 FULLER WiSER ROAD | SUITE 300 | EULESS, TX 76039 TEL(817)B68-5000 FAMN(B17)848-50079 !

;
© 2010 FEDERATION OF STATE MEDICAL BOARDS
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STATEEM

MEDICAL Affidavit and Release
BOARDS Ao sd itrmen,

1, the undersigned, being duly sworn, hereby certify under oath that I am the person named in this application, that all statements I have
or shall make with respect thereto are true, that I am the original and lawful possessor and person named in the vatious forms and cre-
dentials furnished or to be furnished with respect to my application and that all docaments, forms or copies thercof furnished or to be
furnished with respect to my application are strictly true in evety aspect.

1 acknowledge that I have read and understand the “Instructions for Completing the FCVS Application™ and have answered all questions
contined in the application truthfully and completely. I further acknowledge that fallure on my part to answer questions truthfully and
completely may lead to my being prosecuted under appiroptiate federal and state laws.

1 waive confidensality, authorize and request every person, hospital, clinic, government agency (local, state, federal or foreign), court,
association, institution or law enforcement agency having custody or control of any documents, records and other information pertaining
to me to furnish to the Federation Credentials Verdfication Service (FCVS) any such information, inclnding documents, records regarding
charges or complaints filed against me, formal or informal, pending or dlosed, my examination grades, or any other pertinent data and to
permit FCVS or any of its agents or representatives to inspect and make capies of such documents, records, and other information in con-
nection with this application that can subsequently be provided to professional licensing boards, hospitals and other entities when I apply
for licensure, staff membership, employment or other privileges.

I hereby release, discharge and exonerate FCVS, its agents or represeatatives and any person, hospital, clinic, government ageney (local,
state, federal or foreign), court, association, institution or law enforcement agency having custody or conteol of any documents, records
and other information pertaining to me of any and all liability of cvery pature and kind adsing out of investigation made by FCVS,

T'will immediately notify FCVS in writing of any changes to the answers to any questions contuined in this application if such 2 change
occurs at any time pricr to my FCVS Physician Information Profile being mailed.

(P ot

Applicant’s Signature {must be signed in the presence of a notary)

Landacv
e ., Jr)
m?-?

Applicant’s Printed Last Name
NOTARY -

LCoarmen, S
t's Pdgted First Name, Middle

Appli
57);5 / A

Your seal or stamp must be partdy wpon the photograph.

Stare of MQ;Q!!!EK A County of %Q V‘M\"\\b

SUBSCRIBED AND SWORN TO before me this _ Y dayof _ VYN ,20_1 A,
My commission expires: L.Q\_D:b\\ =

(NOTARY PUBLIC SIG i A] mﬂ
Notary Pubkic signammm 3 ﬁ

I certify that on the date set forth above the individual named above did appear personally befoee me and that I did identify this spplicant by:
(s) comparing his/her physical appearance with the photogtaph on the identifying document presented by the applicant and with the photo-
graph affixed hereto, and (b) comparing the applicant’s signature made in my Ppresence on this form with the signature on his/her identifying

document.

Federation Credentials Verification Service

29360
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Educational Commission for Foreign Medical Graduates (ECFMGE)

Ec FM Gm | VERIFICACION DE EDUCACION MEDICA

{Este formulario tiene que ser completado por la escuela de medicina)

INSTRUCCIONES PARA EL DECANO

El individuo identificado en la Soficitud de Divulgacion de la Escuala de Medicina adjunta o en la Declaracion da Certificacion en la solicitud al
ECFMG ha autorizado que 5u escuela de medicina provea al Comilé Educativo para Graduados Medicos Extranjeros (ECFMG) cualquiera y
toda la informacién que pertenezca a su educacion en su institucidn. Por favor complete ests formulario de VERIFICACION DE
EDUCACION MEDICA y devugivalo al EGFMG con e diploma en medicina adjunto y el expediente académico final de la escuela de
medicina en el sobre que se pravee con diraccion ya escrita,

VERIFICACION DE EDUGACION MEDICA
RE:

Carmen Switzer Landau mﬁﬁﬂf ¥ ﬁ "L“"- J VED

0-656-186-4 o
ESCUELA LATINOAMERICANA DE MEDICINA gaN * . Tan B g
CARRETERA PANAMERICANA I - 2l Fisey
KM. 3 1/2 SANTA FE, PLAYA - _ ECFUG
HABANA . MALG. 4 W MAILROGM myy
HABANA, CUBA

Si el nombre de ta ingfitucién era diferents cuando este individuo asisti 3 ella, por favor escriba dicho nompre debajo:

éﬁfad/%' LT H 12 Deprs D Ly AL vt

Educacion Pre-meédica:
Afios de educacién exigidos para admision a su escuela de medicina: /2 afos

Credendiales/titulo presentado por el solicitante para admisidn en su escuela de medicina: 26?96’4/4‘ g

Matriculacion y Participacion: Nuestro registro indica que Carmen Switzer Landau asistio a nuestra escuela de medicina por un total

de 302 semanas de educacion médica en las fechas siguientes:
Del /.f ;2 { Ze¥ diaimesladio) Al e ﬁ?lzyﬁﬁdialmesfaﬁo)

Este individuo {(por favor marque uno): "
(A Sele confridirecibit I tiulacion deﬁ(ér ez /7504««-9 el /2 (&7 1260 giaimestano)
{) No recibio titulacion {por favor adjunte una explicacion)

Por favor marque uno:

()Q' Por fa presente ceriifico que Ja litulacion medica adjunta del individuo nombrado anteriormente es auténtica y correcta y que asloy
autorizado para certificar eslo en nombre de esta institucion.
o]
{1} No puedo certificar que la titulacion médica del individuo nombrado anteriormente sea auténtica y cofrecta porgue:

{adjunte folios adicionales si es necesario)

) . . — 4
Certificacion: Con mi firma, Yo, Il;an %Mi nepo QQ Fr1 28 5574’ &2 certifico qua la informacién anterior es
{escriba el nombre 2 nﬁaquina o con lefra de imprenta)
un informe preciso de! expediente del individuo nombrade antericrmente mantenido en esta escuela de medicina y es verdadera y correcla
segln mi conocimiento.

Firma:

Titulo: (/?éz-?é‘/" -

Fecha de Firma: "'//? (t{" é;cf/'a? 2oOF

oripdAdluc:

a institucior .,
agui . N3

$i no hay sdlio’
- Disporitble; thte

Teléfono: | ) 2E50-42 -2 7 Fax:{__)

... formulario debe
-, BET
~5er nol ) - . .
éﬁmﬂ@} Direccitn de correo elacirdnico: M’f:}kﬂ £ e’/éicm . -S/G/- S

Form 327-A SANISH USMLE ID: ©-655-186-4 Medscheol Coder 275005 Print Date: 122772007

SEAL VERIFIED




*

Educational Commission for Foreign Medical Graduates {ECFMG$)

EC F M Gw | VERIFICACION DE EDUCACION MEDICA

(continuacion)

VERIFICACION DE EDUCACION MEDICA

Circunstancias Extraordinarias: Las preguntas siguientes se aplican a gircunstancias extraordinarias que ccurrieran duranle cualquier parte
de la educacidn médica del individua. Por favor marque las respuestas apropiadas y provea las fechas e informacion requeridas. La
respuesta afirmativa {"Si")a cualquiera de estas preguntas exige una copia del expediente explicativo o una explicacitn escrila {adjunte
paginas adicionales si es necesario).

1. ¢El expediente oficial de este individuo refleja una(s) inlerrupcidn{es) o exlensidn{es) en su educacidn médica? si () NO K)

Si responde Si, por favor seleccione la{s) razén{es), indigue las fechas de la{s) interrupcién(es) o extensitn{es) y marque sila
interrupcion/extension fue aprobada o no aprobada.

De Mes/Afio A MesfAno Aprobada No Aprobada
Personal/Famiiiar {) ()
Remedio Académico () ()
Salud (] ()
Financiera ) ()

Parlicipacion en doble tifutacion
{e.q., MD/PhD) ] {)

Participacion en estudio

especial que no sea de
investigacion {e.g., asociacion,

experiencia internacional) )] )

Participacién en investigacion

gque no resulta en titlulacitn () {1}
Otro [ ]

Por favor, especifique:

2. El expedizsnte de este individuo refleja que alguna vez haya sido puesto a prueba académica o disciplinaria durante su educacién meédica?
si{) NO§

Si responde S, por favor seleccione la{s) razdn(es) para la prueba, indique 1a(s) fecha{s} de inicio y conclusién del periodo de prueba
y adjunte documentacidon adicional para este informe.

DeMesiAio A Mes/Afp

Periodo de prueba académica

Periodo de prueba por conducta/comportamiento na profesional

Periodo de prueba por otra razdn

Por favor especifique la razén:

3. ;El expediente de este individuo reflefa que ha sido disciplinado/a por razones de conducta/comportamiento por ia escuela de medicina o
Universidad emoparentada conella? 81 { ) NO {j

Si responde Si, por favor pravea documentacionfinformacién con detalles de tas circunstancias y los resullados:

Form 327-A SPANISH USMLE 1D:  0-656-186-4 Medschogl Code: 275095 Print Date: 12/27/206G7 Page 2 of 3




I3

Educational Commission for Foreign Medical Graduates (ECFMG®)

Ec FM Gm VERIFICACION DE EDUCACION MEDICA

(continuacidn)

4, jElexpediente de este individuo refleja que ha sido en algun momento el sujelo de reportes negativos o de una investigacion por la escuela
de medicina o por la Universidad emparentada conella? Si () NO

Si responde S, por favor provea documentacianfinformacién con detalies de las circunstancias y los resultados:

S. ¢Elexpediente de este individuo refleja que habia algtin tipo de limilaciones o requisilos especiales impuestos en el individuo por
cuestiones de incempetencia académica, problemas disciplinarios, o cualquier otra razén? Si {) NO M

Si responde Si, por favor provea documentacidn/informadion con detalles de las circunstancias y los resultado.

Fasm 327-A SPANISH USMLE ID:  0-656-1B6-4 Medschool Code: 275095 Print Date: 12/27/2007 Page 3 of 3




Educational commission for Foreign Medical Graduates (ECFMG®)

ECFMG VERIFICATION OF MEDICAL EDUCATION

(This form must be completed by the medical school)

INSTRUGTIONS TO THE DEAN

The individual identified on the attached Medical Schoal Release Request Form has autharized your medical school to provide to
the Educational Commission for Forelgn Medical Graduates (ECFMG) on behalf of the Federal Credentials Verification Service
(FCVS), a division of the Federation of State Medical Boards of the united Stetes, Inc. (FSMB) any and all information pertaining to
hisfher education at your institution. Please complete this Verification of Medical Education form and return it to ECFMG with
the accompanying medica! diploma endorsed with your medical institution’s seal. If your institution alse processes final
medical school transcript requests, please attach the individual’s final medical school transcript. If the transcript is not in
English, please include an English translation, if possible. Enclosed is a self-addressed prepaid envelope.

VERIFICATION OF MEDICAL EDUCATION
REF: Carmen Switzer Landau
0-656-186-4

Latin American School of Medicine
Carretera Panamericana

KM. 3 ¥ Santa Fe, Playa

Havana

Havana, Cuba

If the name of institution was different when this individual attended, please note this name below:
Latin American School of Medicine

Premedical Education:
Years of education required for admission to your medical school: 12 years.

Credential/degree presented by the applicant for admission to your medical school: High School diploma

Enroliment and Participation: Our records indicate that  attended cur medical school for a total of 302 weeks of medical
education on the following dates:

From 19/2/ 2001 (ddfmmiyy) Teo 12 /07 f 2007 (dd/mmiyy)
This individual:
Was awarded the degree of Doctor in Medicine on 12/07 /2007 (dd/mmfyy)
OR

Was NOT awarded a degree because
(Please explain — attach additional pages if necessary)}

Certification: By my signature, 1, Juan Domingo Carrizo Esiévez , cerlify that the above information is an accurate

{Please print name)
account of the above mentioned individual's official records maintained in this medical school and is true and correct to my
knowledge.

Signature:[illegible signature]

Title: Reclor

{Seal:Latin
American
School of
Medicine}

Date of Signature: 09/01 / 2008 (dd/mm/yy)

Phone: { 1209-82-29 Fax: ( )

Email: carrizo@elacm.sid.cu

Form 327-A SPANISH USMLE 1D; 0-656-186-4 Medschool Code: 275095  Print Date: 12/27/2007 Page 10of 3

Certifiad Translation by Teneo Lingulstics Company, LLC



Educational commission for Foreign Medical Graduates (ECFMG®)
(continued)

VER[FICATION OF MEDICAL EDUCATION

Unusual Circumstances: The following questions apply to unusual circumstances that oecurred during any part of the individual's
medical education. Please check the appropriate response and provide dales and requested information. “Yes” respanses to any of
lhese questions require a copy of explanatory records or a written explanation (attach additional pages as necessary).

1. Daes this individual's official record reflect (an) interruption{s) or extenston(s) in histher medical education?
Response YES [] NO

If YES, please select the reason(s) for, indicate the dates of the interruption(s) or extension(s) and check whether the
interruption/extension was approved or unapproved.

Erom MofYr, To Mo/Yr Approved Unapproved
Personal/Family O O
Academic remediation 1l O
Health [ O
Financial ] 0l
Parlicipation in joint degree
Program (e.g., MD/PhD) O 0
Participation in non-research
special study (e.g., fellowship,
international experience) O [l
Parlicipation in non-degree
research O O
Other 0l 4

Please Specify:

2. Does this individual’s official record reflect that hefshe was ever placed on academic or disciptinary probation during hisfher
medical education? Response YES [1 NO

If YES, please select the reason(s) for the probation, indicate the date(s) of placement on and removal from grobaltion and
attach additional documentation to this report.
From MofYr To MolYr

Academic Probation

Prabation for unprofessional conduct/behavioral

Probation for other reason

Please specify the reason:

3. Does this individual's official record reflect that hefshe was ever disciplined for unprofessional conduct/behavioral reasons by
the medical school or parent university? Response YES (] NO

I YES, please provide detailed documenltationfinformation about the circumstances and outcoma(s):

Form 327-A SPANISH USMLE ID: 0-655-186-4 Medschool Code: 275095 Print Date: $2/27/2007 Page2c¢f3

Ceriified Translation by Teneo Linguistics Company, LLC



Educational commission for Foreign Medical Graduates (ECFMG®)
(continued)

4. Does this individual's official record reflect that he/she was ever the subject of negative reparts or an investigation by the
medical school or parent university? YES[] NO

If YES, please provide detailed documentationfinformalien about the circumstances and outcome(s):

5. Does this individual's official record reflect that there were any limitations or special requirements imposed on the individual
because of questions of academic incompetence, disciplinary problems, or any other reason?
Response YES [ No K]

If YES, please provide detailed documentation/information about the circumstances and outcome(s):

Form 327-A SPANISH USMLE ID: 0-656-186-4 Medschool Code; 275095 Print Date: 12/27/2007 Page 3of 3

Certified Translation by Teneo Linguistics Company, LLC
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ingu.istics
(., empany

CERTIFICATE OF ACCURATE TRANSLATION
No. 07122012-308

Teneo Linguistics Company, LLC, a translation company based in Tarrant County, state
of Texas (TX state vendor ID: 120511285800), hereby certifies that the attached is a true
and accurate translation of the original submitted, completed to the best of our
knowledge, ability and belief by a qualified and certified translator of the Spanish and
English languages.”

Original language:  Spanish

Target language: English

No. of pages: 3

Type of document: ECFMG Form (Landau)
Date of translation:  July 12, 2012

Digitally signed by Kimbarly

- | Halpenny
I l I l er y DN: cn=Kimberly Halpenny,
. o=Teneo Linguistics Company,
ou=Teneo Linguistics Campany,

Halpenny g

Date; 2012.07.12 15:40:29 -06'00"

Kimberly Halpenny
Project Coordinator

* Teneo Linguistics Co. does not warrant the authenticity of the original document.

6000 Western Place Tel. (817) 441 9974
Ste 403 Fax.(817) 231 0052
Fort Worth, TX 76107

www.tlctranslation.com
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Applicant Reported

- STATEME *
FEDERATION CREDENTIALS R s % &
FCV S [nicinon senvice Unusual Circumstances 1 MEDICAL ¢
-'u,_,_rr;
Page 1 of 1

Medical School

Medical Professional Name: Carmen Switzer Landau
Escuela LatinoAmericana De Medicina

Unusual Circumstances

Did you have any interruption(s) or extension(s) in your medical education? Yes No
Woere you ever placed on probation? Yes No
Were you ever disciplined or placed under investigation? Yes No
Were any negative reports for behavioral reasons ever filed by instructors? Yes No

Were any limitations or special requirements imposed on you because of
academic performance, incompetence, disciplinary problems or for

any other reason? Yes No

=nd of report for Carmen Switzer Landau

PROVIDED BY
APPLICANT

JER L A s g g T T D TR R ORI e L £ et = oz sy e s

i 400 FULLER WISER ROAD | SUITE 300 | EWULESS, TX 76039 TEL{(817)868-5000 FAX(B817)B68-5099 ﬂ

e B Lt L PR SO
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ESCUELA LATINOAMERICANA DE MEDICINA

sare v T LT T

rretera Panamencana
1 3 72, Sania Fe,
izya Cudad Habana.

‘ln}

o
-

~

e

c
o
{

. INGENIERQ INOCENTE ALEJANDRO RUIZ MARTINEZ, SECRETARIO GENERAL DE LA

ESCUELA LATINOAMERICANA DE MEDICINA, DE LA CIUDAD DE LA HABANA,
REPUBLICA DE CUBA

CERTIFICO: Que CARMEN SWITZER LANDAUY
! Procedente de ESTADOS UNIDOS

curs6 y aprobé 1as asignaluras corespondientas al Plan da Estudio de 1a especialidad
da MEDICINA, gradudndose de Doctor{a) en Madicina en este centro de educacion
Médica Superior en 8l curso académico 2006 - 2007 ¢on of aprovachamiento docente
SHIUBNLET. ... .ot e ir e v

CURSO 2001- 2002 Prirner Afia
Introduccion a la Medicing General Inlegral
Anatomia 1
Histologia |
Embriologia 1
Biplogia Celuiar y Malecular
Historia y Medicina |
Preparacion Fisica y Depores |
Anatomia 1l
Histclogia fl
Fisiologia |
Metabolismo inlermediario y su Regulacion
Historia y medicina il
Informatica Médica |
FPreparacion Flisica y Deportes ()

& thoun

ok O o

th v h W &K

. ' CURSO 2002- 2003 Segundo Aflo

. PR Anatemia M
: L Histatogia Wit
[ TE | Embriologia b

; « = Fisiologia It
i C?'b ! Preparacién Fisica y Deportes 11
o Anatomia Patolégica

Agentes Biologicos
Psicologia Meédical
informatica Médics ||
Intreduccion a la Cliniea

Preparaciin Fisica y Deportes IV
Tiempa Electivo

Fammacolegia | .
Farmacologia Nl

th A th hin b hntn & b b b

[ xtreskado or,
nnotadn o el turmn

CURSO 2003 - 2004 Tarcer Afto

Propedéutica Clinica y Semiologla Médica
Psicclogia Wedica ¢

. Medicina tntemna

Tiempo Electivo

(> B T T




CARMEN SWITZER LANDAU
Cuarto Ado

Medicina General integrai |
Cinrgia General .
Qbstetricia y Glnecologia

Inglés Vi) L . - . rEximido

Medicina da Desastres |
Pediatria

Inglés Vil

Tiempo Electivo

Quinto Afic
Salud Publica
Medicina General Integral 1l
Psiquiairia
Medicina de Desastres Il
Inglés EX
Ontopedia y Traumatologia
Uralogia
Otosminolaringologia
Oftalmotogia
Dermatologia
Medicina Legal y Etlca Madica
inglés X
Tempo Elactivo .
Sexto Afio, Internado Rotatorio
Medicina Intamna
Pedialria . e
Obstelricia y Ginecologia
Cirugla ... | .
Medicina General integral . T
EXAMEN ESTATAL . : . Aprobado

indice académico o . 4,63

Mmoo L th b Lh oy

Moo e

AS] MISMO CERTIFICO QUE: las rasultadas de las evaluaciones se ajustan a las equivalentias que se expresan

en [as siguientes categorlas y simbolos, excepluando el Examen Estatal

La catificacidn de 2 en tiempo elective no invalida para praover de ano
Escalade 0a 100

EQUIVALENCIA DE NOTAS Apicbadio 60 Aprobado 70
Excaienta -1 A Sobresalionto 80 - 100 B0 - 100
Bien 4 B8 Aprovechade 80 -89 B80-89
Regular 3 C Aprobado 60-79 70-79

Mal F B Suspenso 0- 59 0-69

Y para surirefecto fuera del temitorio nacional, se expide fa presenls en la Ciudsd de fa
Habana. Republica de Guba, 4 los veinlicualro dias del mes de jufio da dos mil siete.

"Afic 49 de la Revolucion™,

Vs

Ingerieio Inocante Alsjandro Rolz Maritnez

Secrelario General da'ld ELAM Secrelara
Goneral




ir. Nicelds Fernandez Montota, Lda. Mari
< _ z. , . Maria de los
ﬁ:geles Mgm;.é-.-c Carrig, Lda, Tania M. Garcia Cabello
esores Juridicos del Ministeric de Saludg Pu .
por la presente: 9 Pablica,
CERTIFICO: Que la firma del funcionario que antecede

es auténlica por 1a semejanza que guarda con la que
acostumbra a usar en sus actos oficlales

Dacio en la Cindad de La Habanz a los 725

dias el mes de ’); Rty ianll del 200 B '

- REPI}BLICA .
NISTERIO bE RELACIONEQ EXTERH)FI.-__, o

I -
DIRECCION-DE ASUNTOS CONsuunEs ¥ oE;
': cuhAnos hssmzm’es EN El.'si’rtmdh -

A CURTIZICAR, Qufl. .1
ﬁnbunn nuu'r arecty gh e

.' ‘ruu:wmm AUTORIZADS, “ran
B Frinwa TN bocumn-ro' nnc

!I’IRAHJI»IIO-’
N muurmnmm
¥ ummmmswmmummumm

) [ L WSO ACOTTVUBRA A 3% BX U8 m&'- :
“ o muu PRESENTE CON LA ARUAT EL CEESTE MRRITRD, , /




ATIN AMERICAN SCHOOL OF MEDICINE

INGCENTE  ALEJANDRG RUIZ [vaRRTli'\ID_ ReGIZTRAR OF THE LATIN
AMERICAN SCHOCOL OF METICAL SCIENCES. CIJDAD DE (A HABANA,
REPUBLIC OF CUBA.

J CERTIFY: that CARMEN SWITZER LANDAU

From UMITED STATES

has taken and passed the suhjects relevant to the Curiculum of the specialty of
MEDICIME and graduated as MEDICAL DOCTOR in this Higher Mecical
Education Center guring the 2006-2007 academic yesr with ihe foilowing
academic performance— -- e

ACADENIC VEAR: 2001- 2002, First Year

iy ]

Introduction te Genaral Comprehensive Medicine
Anatomy |

Histology ! 4
Embryology | 4
Ceil and Nolecular Biology 4

History and Bledicine 3

RPaysical BEducation | £
Anatomy I 4
Histology 1 A
Physiology | 4
Inteymediate Metebolism 2nd s Regiation K
Histary and Medicine i 5
Computer Scienca in Mediche ! 5
Physical Education Hf 5

ACEBCEMIC YEAR: 2002- 2002, Sacond Year

Anstomy i

Histology i1

Embnvoiogy Y

Faysiclogy il

Physical Education it

Fathoiogical Anatomy

Bicicdical Ageils

fdedical Psychology |

Cormapuler Science in Medicihe 1l
troductinn 1o the Clinical Madjcins




Prysical Education iv 5
Elective Time 5
rharmacology | 4
Fharmacology i1 al
ACADEMRC YEAR: 2003- 2004, Third Year

Clinic Propedeutics and Medical Semiology ]
Medicat Psychology ff ul
Internal Medicihe 4
Elective Time 5
Fourth Year

General Comprehansive Medicine | 5
General Surge &
Giynecoiogy and Obstalrics 4
English Wi Exempt
hedicine of Uisasters | 4
Padiatrics 5
English viti &

Hlective Tune 5

Fifth Year

Hubiic Health

Gienerat Comprehensive Medicine (1
Psychialry

Medicine of Disasters 1)

English 1X

Crthopedics and Traumatology
Urelogy

Crolaryngoicgy

Ophtheimology

Dermatology

Forensic Medicing ang Madica! Sthics
English X

Elective Time

FARCa I A O O I 0 6 0 O T s IR I o B O

Sith Yaar, Retation Intemship

temal Medicine g
Padialrics 4
Gynecoloay and Obstelics 5
Surgery g

zeneral Comprehensive Meadicine




STATE EAAN. . ... .. Fass
Grade Point Average .. ........483

I LIKEWISE CERTIFY THAT: Ihe above grades malch with the aguivalences
sxpregssed in the follovang categorias and symbals, except foi the Slate Eam.
The grade of 2 points obtzined in Elective Time subject doss not count to

promote the vaar

AEY TO GRADE 0-108C Poini Seals

Pass £{] Dasgs 70
Excalient 5 A Criistanding a0-100 9G-100
oot 4 B Setisfaciory an-ay 50-259
Faiy 2 o et 8(:79 70-74
Had 2 D “ai d-u3 58

Andf 5o may beo offically recorded aorgad, this document s issued in Cludad de
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thousand and seven, “YEAR 45 OF THE REVOLUTION *
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REPUBLIC OF CUBA
MINISTRY OF HIGHER EDUCATION

THE RECTOR OF THE LATIN AMERICAN SCHOOL OF
MEDICAL SCIENCES

by the authorily vested in him, and at the instance of the Dean of the School, awards
this Degree in

Doctor in Medicine

{o

Carmen Switzer Landau

In consideration of the fact that hefshe has met the established requirements and
has fulfilled the relevant exercises for the compietion of the same, on the twelfth day
of July, two thousand and seven.

In witness whereof, we sign this document in the Ciudad de |.a Habana, this twenty-
fourth day of July, two thousand and seven.

(Signed) {Signed)
Dean Rector

Countersigned;

(Signed)
Registrar
-&M’K—a.
Recorded in volume 3 folio 53, number 1290 in the relevant register #f the Registry of this Higher
Education Center. ey ;‘

Recorded in volume 1 folio 198, number 4834 in the relevant register gf Dr. .". wallis
Medical Sciences. T .




I, NICOLAS E. FERNANDEZ MONTOTQ, MARIA DE LOS ANGELES MONTALVO CARRIQ AND TANIA M
GARCIA CABELLO, LEGAL ADVISORS OF MINISTRY OF PUBLIC HEALTH i

HEREBY CERTIFY: THAT THE SIGNATURE OF THE OFFICIAL AUTHORIZING THIS DOCUMENT SEEMS i N &
TO BE AUTHENTIC AND MATCHES THE ONE HE/SHE HAS REGISTERED IN THIS CENTER FOR USE IN:
HISIHER OFFICIAL CAPACITY.

GIVEN IN CIUDAD DE LA HABANA, THIS 30™ DAY OF AUGUST. 2007

{SIGNED)
(STAMP: LEGAL ADVISORY, SALUS POPULIS, SUPREMA LEX, MINISTRY OF PUBLIC HEALTH)

REPUBLIC OF CUBA
MINISTRY OF FOREIGN AFFAIRS
DIVISION OF CONSULAR AFFAIRS AND CUBAN RESIDENTS ABROAD

Jesus Fernandez,

official authorized to certify signature authentication on documents issued for use abroad,
CERTIFIES: THAT THE ABOVE SIGNATURE OF THE OFFICIAL AUTHORIZING THIS
DOCUMENT APPEARS TO BE AUTHENTIC AND MATCHES THE SIGNATURE HE/SHE HAS
REGISTERED WITH THIS MINISTRY FOR USE IN HIS/HER OFFICIAL CAPACITY.

IN WITNESS WHEREOF, | AUTHORIZE THIS DOCUMENT WITH MY SIGNATURE AND THE
SEAL OF THIS MINISTRY.

HAVANA, AUGUST 30, 2007

(Signed) . L REPUBLICA TR CUL A, e ]
(Seal: Ministry of Foreign Affairs, Republic of Cuba) &~ SSTERI B RECAGIGRES ek i, g
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® EDUCATIONAL COMMISSION FOR 3624 Market St
@ E c F M G FOREIGN MEDICAL GRADUATES _ Philadelphia, PA 19104-2685 USA
215.386-5000 | 215-386-3185 FAX

www.ecimg.org

State Board Code:

NEW MEXICO MEDICAL BOARD 032
LICENSING MANAGER Please include this
c/o Federation Credentials Verification Service number on all requests

2055 S. PACHECO ST., BLDG 400
SANTA FE, NM, 87505

ECFMG® CERTIFICATION STATUS REPORT

USMLE™/ECFMG Identification Number: 0-5656-186-4
Applicant's Name: Carmen Switzer Landau
Applicant's Date of Birth: 05/14/1977
ECFMG Certified:Yes

Cerlificate Issue Date: 08/13/2008

English Test Valid Through: Valid Indefinitely

Clinical Skills Assessment Valid Through: Valid Indefinitely

Passing Performance on Medical Science Examinations: Two Digit Three Digit
Examination Date Score Score
USMLE Step 1 26 Aug 2004 * *
USMLE Step 2 CK 06 Sep 2006 * *
Most Recent Passing Performance on Clinical Skills Examination:

Examination Date

USMLE Step 2 CS 04 Jun 2008

Name of Medical School and Country:Escuela Latinoamericana de Medicina, FHabana, CUBA

Degree Year: 2007
T Medical Education Credentials Status: Gomplete
This information is reported directly from ECFMG computer records and is current as of 07/23/12.

How to Verify the Authenticity of this Report:

This report was issued to the named recipient on the date shown below. To verily the authenticity of this report, visit
htips:f/evsanline2.ecimg.orgfverify/verify.aspx and enter the unique verification code at the bottom of the report. The information contained in this report is
current as of the issue date. Any changes 1o the physician's status after the issue date will not be reflected, and you are encouraged fo request an
updated report.

The purpose of this Status Report is to indicate whether this individual is certified by ECFMG. | reflects only examinations that were used to fulfil
requirements for ECFMG Cerlification. The most recent passing performance on the clinical skills examination is reftected, regardless of whether this
individural was required to take a clinical skills examination for ECFMG Certification. This Status Report is not a complete score history of all examinations
for this individual. This Status Report does not include examinations that were taken but not passed. Furthermore, if this individual passed examinations
ihat were not used to fulfill the requirements for ECFMG Certification, these examinations are nat included,

* To obtain a complete history of and scores for USMLE Step examination{s) that may have been taken by this individual, contact the appropriate
registration entity to request a USMLE transcripl.

T Since July 1986, ECFMG has verified medical school credentials directly with the medical schools, or through a reasonable alternative that has been
approved by the ECFMG Medical Education Credentials Committee.
Important Note:

Requesting organizations must normally secure and retain the physician's signed authorization to obtain cerlification information.
Organizations may not resell the information or make it available to any party beyond the initial request as authotized by the physician.
The information may only be used to confirm ECFMG ceriificaiion for the purpose far which the physician provided autherization.

Report Verification Code: OSSNAUPUMY 032

ECFMG® is an organization committed to promating excellence in international medical education  Form 282 B - 6/04
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Graduate Medical Education
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STATE &
MEDICAL
BOARDS

Federation Credentials Verification Service (FCVS)

400 Tuller Wiser Read, Suite 300, Fuless, TX 76039
Tek (817) 868-5000 Fayx: (817) 3685099

Verification of Graduate Medical Education

Institution: University of New Mexico

Adtention: FAMILY PRACTICE

Spechly: Family Practice

Addrezs: Albuguergue, NM

Aifilialed
University:

Verification For:

Name: Landau, Carmen Switzer

Individual's Name on Record (If different from above);

Program

Participation:
Importamnt:

Reparl Incomplete
Training Levels (years)
separate frorn those that
were succossfully
complated.

Training Level: 1| . .
g = SpecialtySubspeciaity: Family Medicine

fe.q. 1,2, 3 ele)
Bdinternship From: 6/30/2009 To: 6/30/2010
[OResidency - —_——
C]Chierl Residency Successfully Completed?; [{]Yes OONo [in Progress
[Fellowship Accradited by [JACGME  [JAOA [OLceME  [ORSC  [JCFPC
CResearch ORcPSC  [APPAP  [JNone of these

If the training level frear) is
currently in prograss repari
the expected completion
date in the "Ta" fizld,

Repad Internships,
Residencies and

Tralning Level: 2
(e.g.. 1,2, 3, elc)

SpecialtySubspecialty: Family Medicine

Llintemsip From: §7/01/2010 To: 06/30/2011

X Residency )

ClCHief Residency Suecessfully Completed?: XYes CNo Oin Progress
[CIFellowship Aceredited by: FJACGME 3ACA [JLCGME CRsC
[JResearch

OrRCPSC  OAPPAP  [INone of these

CIcFPC

Fellowshtps separately.

Use one section par

Training Level: 3

(e, 1,2,3, elc) SpecialtylSubspecialty: Family Medicine

Depariment/Specialty. If the Ointernship
Deparlmeni/Specially is EResidency From: 07/01/2011 To: 06/30/201 2
ratating or transitional, please] . i
pravids a schedule of O Chief Residency Suecessfully Completed?: [XYes CNo {}in Progress
ratatians. E]Feilowship ) .
OR N Accreditad by: KJACGME  [JARA CJLCGME ORsc OcFPC
asearc
[IRCPSC  [JAPPAP  [ONone of these
Unusual o ) L
i 1. Did this individual ever take a leave of absence or break from hisfher Eraining? ....oouvveceeeeee e [Oves Bdio

Circumstances: e .

2. Was this individual ever placed on probalion? ..............ecceeevivieieeceie e e eeee e eeees e Oyes HNo
Check the correct response, o Lo
Omilted responses require | 3. Was this individual ever disciplined or placed under investigation? ...............ccocoiiimriiereie e, [Clves ENo
wrilten explanation.

4. Were any negative reporis for behavioral reasons ever filed by STUGIOIS? covvvvemvice e Clres KMo
If necessary, you may 3. Were any limitaticns ar special requirerments placad upon this individual because
continue your explanation of questions of academic incompetence, disciplinary problems or any other reason? [JYes <INo

on & saparate sheet of
paper.

Please explain any "Yos™ response from above:

Certification:

{M.0./D.0. only),

Completion of the following is cartification that the information abave is an acsurata account of this individual's records and s trua
and correcl. The signature ine must contair the original signature, or the electronic typed signature, of the program director

Name:_ Jemes Wilterding, MD

Slgnature: Jamas Wilterding, MD

Title of Sighatery : Program Birector

Tel: 505-272-6607 Fax: (800)272-1348

Date of Signature: _712/12

E-Mail: jwilterding@salud.upm.edu

Rev. 07/03/2012

FCVS ID: 229360

FID: 202854061

FFF CODE: 114617
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FEDERATION CREDENTIALS ; Appllcant _Reported
F CVS VERIFICATION SERVICE ¢ Unusual Circumstances
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Page 1 of 1
Graduate Medical Education
Medical Professional Name: Carmen Switzer Landau
University of New Mexico
Family Practice
Unusual Circumstances
Did you have any interruption(s) or extension(s) in your medical education? Yes No
Were you ever placed on probation? Yes No
Were you ever disciplined or placed under investigation? Yes No
Were any negative reports for behavioral reasons ever filed by instructors? Yes No
Were any limitations or special requirements imposed on you because of
academic performance, incompetence, disciplinary problems or for
any other reason? Yes No
End of report for Carmen Switzer Landau
PROVIDED BY
APPLICANT
[l 400 FULLER V\:I-;;E_I: ROAD | SUITE 300 '7[ ) .EULES_S.. TX_?GO?‘? TEL{EJ I_7-)_868-5099 FAX(BI7)868-5099 ii

© 1996 Federalion of State Medical Boards
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Medical Professional
Information Profile
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Section VI

[ 400 FULLER WISER ROAD [

Licensure Examination History

(State Licensing Authorities Only)

SUITE 300 1.

EULESS, TX 76039

I TEL(817)868-5000

FAX(B17)B68-5099%
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US'MLE

Unired States
Medical
Licensing
Exumination

i

Recipient:

United States Medical Licensing Examination® (USMLE®)
Certified Transcript of Scores

This document was prepared by the
Federation of State Medical Boards of the United States, Inc.
Federation Place, 400 Fuller Wiser Road, Suite 300, Euless, TX 76039-3856 -- Telephone (817) 868-4041

Date: 07/02/2012

Federation Credentials Verification Service

ATTN: FCVS

Packet 1D: 229360

Examinee ID#:  (-656-186-4

Examinee: Landau, Carmen Switzer Date of Birth: 977

Alt Name(s):

Results for Steps taken by this examinee (and for which results have been reported to date) are shown below. For Steps that span more
than one day, the test date reflects the day on which the examination began. Where numeric scores are reported, there are two scales used
and the recommended minimum passing score (“MP”) on each scale is shown in parentheses.

USMLE STEP 1

Three-Digit Score Two-Digit Score
Test Date Pass/Fail Total MP Total MP Comments
08/26/2004 Pass 197 182 80 75
09/02/2003 Fail [81 182 74 73
USMLE STEP 2
Clinical Knowledge (CK)
Three-Digit Score Two-Digit Score
Test Date Pass/Fail  Total MP Total MP Comments
09/06/2006 Pass 237 182 00 75
Clinieal Skills (CS)*
Three-Digit Score Two-Digit Score
Test Date Pass/Fail  Total MY Total MP Comments
06/04/2008 Pass
USMLE STEP 3
Three-Digit Seore Two-Digit Seore
Test Date Pass/Ifail  ‘Total MP Total MP Comuients
NEW MEXICO 06/27/2011 Pass 222 187 94 75

NOTE: A search of the Board Action Data Bank of the Federation of State Medical Boards (FSMB) reveals no reported informaticn on this examinee,

This document was printed from a secure website and accurately reflects score information maintained by the FSMB.

cDs

vo51221 25448189 Page 1 aof 2



Interpretation of results

USMLE transcripts include a complete results history and notations of any examinations for which the examinee sat and no resulls were reported, e.g.,
“Incomplete.” On those Step examinattons for which numeric scores are reported, two different scales are used, The first is a three-digit score scale
on which most scores fall between 140 and 280. The recommended minimum passing score is shown on the front of the transcript next to the
examince’s score for each administration. The second is a two-digit scale on which a score of 75 is the recommended minimum passing score. The
level of proficiency required to meet the recommended minimum passing level for each USMLE Step is reviewed periodically and is subject to change.

For examinations with reported scores, the Standard Error of Measurement (SEM) provides an index of the variation that would be expected to oceur
if' an examinee wers tested repeatedly using different sets of items covering similar content. The SEM is usually in the range of 4 to 8 points on the
three-digit scale and 1 to 2 points on the two-digit scale.

STEFP 2 CLINICAL SKILLS (CS)

The Clinical Skills (CS) component of Step 2 was introduced in 2004 and the USMLE transcript has been modified to reflect this change. The Step 2
examination that existed prior to the intreduction of Step 2 CS continues to be administered as the Clinical Knowledge (CK) component of Step 2.
The: label “Step 2 CK” is used for this examination whether taken before or after the introduction of the Step 2 CS component,

Step 2 CS results are reported as pass or fail. Had the two-digit reporiing scale been used, examinees would have had to achieve a score of 75 or
higher in order to pass.

Some individuals may be required to take and pass Step 2 CS prior to registering for Step 3. Transcript users can find information on eligibility
requirements for all USMLE examinations in the USMLE Builetin of Informarion and from periodic Step 2 CS updates, available at the USMLE
website (www.usmle.org ).

ANNOTATIONS APPEARING UNDER “COMMENTS”

Circumstances in eonnection with an administration shown on this transcript may result in one or more annotations listed next to the score. A
description of each “Comment” is provided below:

Indeterminate - Results that cannot be certified as representing a valid measure of the examinee’s knowledge or competence as sampled by the
examination. Decisions to classify results as indeterminate may be made on the basis of factors that include, but are not limited to, unexplained
inconsistency of performance within the examination or between administrations of the same Step. No score is reported. Information regarding the
nature of the indeterminate score and the detenmination of the Committee on Score Validity is available. 1f such information is not enclosed within
this transcript, it may be obtained by contacting the organization from which you received the transcript or the USMLE Secretariat, 3750 Market
Street, Philadelphia, PA 19104, telephone (215) 560-9700.

Incomplete - The examinee sat for some, but notall, of the scheduled examination. No score is reported.

Trregular Behavior - The Committee on Imegular Behavior determined that the examinee engaged in irregular behavior, Examples of irregular
behavior are described in the current edition of the USMLE Bulfletin of Information. Information regarding the nature of the irregular behavior and the
determination of the Comumiltee is available. If such information is not enclosed with this feanscript, it may be obtained by contacting the organization
{rom which you received the transeript or the USMLE Secretariat, 3750 Market Street, Philadelphia, PA 19104, telephone (215) 590-9700.

Score Not Available - The score is not available. Further review and/or analysis may be pending, or it may have been determined that the score
cannot be reported.

Test Accommodations - Foltowing review and approval of a request from the examinee, test accommodations were provided in the administration of
the examination,

ANNOTATIONS APPEARING AS “NOTE”
Circuinstances not in connection with 2n administration shown on this transcript may result in one or more annotations and an explanation or
instructions to contact the appropriate individual or organization. The “Notc® will appear at the end of the document,

BOARD ACTION DATA BANK INFORMATION APPEARING AS “NOTE”

The Board Action Data Bank of the Federation of State Medical Boards (FSMB) contains actions reported to the FSMRB by U.S. licensing and
disciplinary boards, Canadian licensing authorities, the U.S. Armed Forces, the U.S. Department of Healtl and [Tuman Services, and other
credentialing entities. To be included in the Data Bank, an action must be a matter of public record or be legally releasable to state medical boards or
other catities with recognized authorily (o review physician credentials. Certain actions reported ta and released by the Board Action Data Bank are
Lol disciplinary or othenwise prejudicial in natare, Such actions are reported 1o ensure that records are complete and to assist in preventing
mistepresentation or the use of lost or stolen credentials by unauthorized persons. Onee reported to the FSMB, an action becomes part of the
permanent record to the individual physician, and (he existence of such an action may be indicated on the USMLE iranscript by a “Note”.

This decument was prinfed from a secure website and accurately reflects score information maintained b y the FSMB,

cbs v051221 25448189 Page 2 of 2



9/15/2015

Landau, Carmen Medical Doctor MD2012-0687

1. Since your last renewal has your professional liability coverage been terminated by action of the insurance company except as a result
of the company ceasing to offer insurance to physicians ?

2. Since your last renewal have you been denied professional liability insurance coverage?

3. Since your last renewal has your professional liability carrier excluded any specific procedures from your coverage?

4. Since your last renewal have you been denied membership or renewal thereof, or been subject to disciplinary action in any
professional organization?

5. Since your last renewal have you been excluded from or sanctioned by Medicare and/or Medicaid?

6. Since your last renewal, have you been arrested? If so explain the circumstance, regardless of the outcome (i.e. expunged, dismissed,
sealed, vacated).

7. Since your last renewal, have you been named as a defendant in any criminal proceedings?

8. Since your last renewal, have you been subject to investigation by a governmental entity or Board that either could have resulted or did
result in licensure sanction or other adverse actions, irrespective of the outcome?

9. Since your last renewal have you been named in any formal requests for corrective actions filed by any healthcare entity where you
have had an appointment (a request which could result in either formal or informal proceedings).

10. a. Since your last renewal have your privileges at any healthcare entity been voluntarily or involuntarily suspended, restricted,
diminished, revoked, surrendered, or not renewed, except for medical records delinquency?

10. b. Since your last renewal have you agreed not to exercise your clinical privileges while under investigation?

11. Since your last renewal have you resigned from a healthcare entity to avoid modification, suspension, or termination of privileges, or
while under investigation?

12. a. Since your last renewal has your application for licensure or license to practice in any jurisdiction been investigated, voluntarily or
involuntarily limited, suspended, revoked, surrendered or denied?

12. b. Are any currently held licenses pending investigation or being challenged?

13. Since your last renewal have you been notified to appear before any licensing agency for a hearing or complaint of any nature?

14. Since your last renewal has your federal or state narcotics registration certificate in any jurisdiction been voluntarily or involuntarily
limited (stipulations), suspended, revoked, restricted, or are there currently challenges to any of these items?

15. Since your last renewal have you been involved in a settlement, medical malpractice claim or suit, or have you ever received written
notice of intent to file such a suit? If yes, please provide the following information for each claim or suit. Please type on a separate sheet

16. Since your last renewal have you been reported to the National Practitioner Data Bank?

17. Are you now, or were you in the past, addicted to, abusive of, or in treatment for abuse of any controlled substances, habit-forming
drugs, illegal drugs, prescription medication or alcohol?

18. In the five (5) years prior to this application, have you had any physical injury or disease, or mental illness or impairment, which you
are currently under treatment for or could reasonably be expected to affect your on -going ability to practice medicine safely and

19. | certify that | have completed a minimum of 75 AMA Category | hours of Continuing Medical Education as required by 16.10.4
NMAC?

19a. | certify that 5 hours of the required 75 hours of CME are in Pain Management, as required by 16.10.14. 11 NMAC OR | certify that |
do NOT hold a NM Controlled Substance Registration.

20. | attest that | will limit my practice to areas in which | am competent to practice.
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