49-101 (REV. 02-09)

Regular Mailing Address Courier Delivery Address
STATE BOARD OF MEDICINE STATE Bo?.ln_lr:HOFDMsgrl:gggE
P.0. BOX 2649 2601 NORTH THIR
HARRISBURG, PA 17105-2649 J HARRISBURG, PA 17110
747-783-1400/717-787-2381

Emall: st-medicine@state.pa.us MD LfUOl (<

APPLICATION FOR A LICENSE TO PRACTICE MEDICINE WITHOUT RESTRICTION
For Graduates of ACCREDWI@I Schools (SCHOOLS IN THE U.?m
Application Fee: $35.00 not refundable. Make check payable to the “Commonwealth of Pennsylvania.”

Note: - A processing fes of $20.00 will be charged for any check or money order returned unpaid by your
bank, regardless of the reason for non-payment.

Please Print or Type

NAME: ?gdn:h/f d(/t/} QMA B(/‘H’\

Middle
Permanent Address: *

Street
e |
%" ﬁ‘o;;d“‘*”“m | _Lesanadon Ly Yos02.
Dddrens. Uniese the j City J . Statel Zip Code
Board Is notified of a |
 Chance. |

Email address___|

Date of Birth: Soclal Security Number:

MM DD YYYY

-\
>
If your medical/licensure records are listed under another nama or names list below: -
v
2
©

Are you applying using credentials verification from FCVS? ¥ YES NO
Have you previously held a Pennsylvania graduate training license?

YES; My license number is X NO

LIST MEDI ED: DATES OF NDANCE:
v 36V ' . Fram: 08;2002 to 05/200(! .
MMAYYYY MMFYYY

From: to
MM/YYYY MM/YYYY

Date of Graduatlon:
MM/OD/YYYY
C in inati
) FLEX - indicate state where taken: Date taken: Component 1 Component 2

e

) NATIONAL BOARD -PART | PART (I Vi PART Il
USMLE - STEP 1 / STEP 2 STEP3__ /
) LMCC - Canadian
) STATE BOARD - indicate state where taken:

L ¥ ¥




Y ing



49-101 (REV. 02-08) '
ACGME Post Graduate Training:

PGY{  Hospltal: _MJ_{ALI“_'D’)_P\M Umivers l:h/] 0{: kmi“ %I:‘o’,m: 711 7ttt b 1301201
PGY2 Hospital: o From: __ / /1 to:_ [ |

Answer the following questions. If "YES" is answered to #2 through #9, provide complete details on a separate sheet as well as

certified copies of relavant documents. Sign and date below.
T T ,;,.‘# A ,r 3 '-'-"smi = e, 4..@_.;““;" i 2 'f_‘“:"’“-'“"v“_é.;,:,l‘f""?-" e !j-u'» Yes
1) Do you hold or have you ever held an unrestricted license, certification, or registration (active or inactive,
current lcarte:;‘pired to practice medicine and/or surgery in ancther jurisdiction? ‘
st the o :

2) Have you withdrawn an application for a ficense, certificate or rg?istratlon. had an aprlication for a license
denied or refused, or for any discsiglnary_ reason agreed not to reapply for a license, certificate or
registration in any profession in any state or jurisdiction

NENEN:

3) Have you had disciplinary action taken against your license, cerlificate or registration issued to you in any
profession in any other state or jurisdiction?

4) Havgurou been convicted, pleaded guilty or entered a Blea of nolo contendere, or received probation
without verdict, accelerated rehabllitative” disposition (AR ? or received any other disBosum (excluding
acquittal or dismissal) of any criminal charges, felony or misdemeancr, including any DUIOWI, drug law
violations, or are there any criminai charges pending and unresolved in any state or jurisdiction?

5) Since May 19, é002. have You been armrested for criminal homicide, aggravated assault, sexual offenses or

drug offenses in any state, temitory or country?

6) Have you had practice privileges denied, revoked or restricted in a hospital or other health care facility, or
have iyou been charged by a ho I, university, or research facility with viclating research protocols,
falsifying research, or engaging in other research misconduct?

SAESUESTE S

7) Have you had your DEA registration denied, revoked or restricted or have you had your provider privileges
terminated by any medical assistance agency for cause?

8) Are you, or have you ever been, addicted to the intemperate use of alcoho! or to the habifual use of
narcotics or other habit-forming drugs? Note: You may answer "NO" If you are currently a
hartlcipant In or have successiully completed the requirements of the Board's Professional Health

onitoring Program.)

9) Since May 19, 2002, have any malpractice complaints been filed against Y‘gu? If yes, the Board requires
tha(} ou submit a copy of the iﬂﬂ!’.ﬂ_ Clvil Complaint which must include the docket number, filing date,
and the date you wers served.

SIGNED STATEMENT
Note that disclosing your soclal security number on this application is fiandatory i ordler for the State Board of Medicine to comply with the requirements
of the federal Soclal Security Act pertaining to child support enforcement, as implemented in the Commonwealth of Pennsylvania at 23 Pa. C.S.
4304.1(a). In order to enforce domestic child support orders, tha Commonwealth's licensing boards must provide to the Department of Public Welfare
information prescribed by DPW about the licensee, including the social security number, Additionally, disclosing the number is mandatory in order for
this board to comply with the reparting requirements of the federal Natlonz! Praclitioner Data Bank and the Healthcare Integrity and Protection Data
Bark. Raporis to the NPDB/HIPDB must include the licensee’s social security number.

| verify that the statements in this appllcation are frue and correct to the best of my knowledge, information and belief. | understand that false statements
are made subject fo the penalties of 18 Pa. C.S. Section 4904 relating 1o unswom falsification o authorities and may result in the suspension or
revocation of my license. | hereby authorize all hospitals, instituions or organizations, my references, personal physicians, employers (past and
present), and all govemmental agencies and insbhumentalities (focal, state, federal or foreign) to release o the Pennsylvania State Board of Medicine
Pl ICLN LIS JEHULICSTENS L m Boal'd.

o
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48-101 (REV, 02-09)
State Board of Medicine
P. 0. BOX 2649
HARRISBURG, PA 17105-2649

Certification of Moral Character

To be completed by two physicians who hold an unrestricted license in good standing in the United States or
Canada and have known you for at least six months. ORIGINAL SIGNATURES ARE REQUIRED.

Name of Applicant SO Team + lic!’—\/

| hereby certify that | know the applicant to be of good moral character and to the best of my
knowledge, he/she is not addicted to the intemperate use of alcohol or to the habitual use of

a narcotic or other habit forming drug. | recommend the applicant for a license to practice
rmedicine in the Commonwealth of Pennsylvania.

i have been j i year(s) J month{s).

SIGNATURE; pate;_I | 17 {2005
o) M 1 1

Print or type name acs'l?sgned above; ﬂ “’3& ( v lt-_.f Qaw.\afc |

State in which licensed: KQ/V\\'\JL.LL«-\ License Number; =1 | JHE

Name of Applicant: SOL {7 CA

I hereby certify that | know the applicant to be of good moral character and to the best of my
knowladge, he/she is not addicted to the intemperate use of alcohol or to the habitual use of
a narcotic or other habit forming drug. 1 recommend the applicant for a license to practice
medicine in the Commonwealth of Pennsylvania,

by S
SIGNATURE: | ) Date:_11 /34 / 2007

e e v

Print or type name as signed above: M l viam SV'OW n M avrc 4 o
'd Y1183
State in which licensed: J License Number:

Return Completed Form to Applicant
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The Federation of State Medical Boards of the United States, Inc.
Federation Credentials Verification Service
P.0. Box 619850

Deallas, Texas 75261-9850 %
Telephore: (817) 868-4000 %

Fax: (817) 868-4099

Physician Information Profile

This report is compiled exclusively for;

Name: Sara Beth Pentlicky

SSN:
DOB:

Packet ID: 69379
Recipient: Pennsylvania State Board of Medicine
NOTICE:

The Federation Credentials Verification Service (FCVS) was retained by the above referenced physician to verify his/her medical
credentials for submission to your agency/organization. Unless noted otherwise, all documents contained in this report were
received directly from the issuing institution per written request made by FCVS. All documents bearing the official FCVS seal are
ceritified to be an exact reproduction of the original, Where required, original documents arc provided according to the agreements
with the institution issuing such document. FCVS maintains all original documents (excluding third-party examination transcripts) in
the physician's source file.

Physician Information Profile is compiled and published by the Federation of State Medical Boards of the United Stetes, Ing, a5 a
reference source for ity member boards and other authorized entities. Physician Information Profile may not be republished, sold,
resold or duplicated, in whols or in part, for commercial or any other purposes, or for purposes of compiling lists or files withont the
express written consent of the Federation's Executive Vice President as authorized by its Board Of Directors. The use of this
Physician Information Profile to cstablish independent data files or compendiums or information is strictly prohibited,

Capyright €2010 by the Federation of State Medical Boards of the Unitsd States, Inc., PO Box 619850, Dallas, Texas 75261-2850.

Rev. 47704 Request [D: 21876071
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FEDERATION CREDENTIALS VERIFICATION SERVICE

Physician Information Report

Identity:

Name: Sara Beth Pentlicky

Other Name Used: N/A

Gender: Female

Date of Birth:

Place of Birth: NJ USA

SSN:

Current Address:
Lexington, KY 40502

Permnanent Address: Same

Telephone Numbers: Bus: 859-323-5000
Fax: iii
Home:
Other: N/A

Physical Description: Height: 5' 06"
Weight: 140 Ibs
Eye Color: Green
Hair Color: Brown

Physical Marks: Description: N/A
Location: N/A

Premedical Education (Reported by physician. Not verified by FCVS):

Institution; The State University of New Jersey Rutgers, New Brunswick, NJ 08903
Dates of Attendance: 08/1996 - 05/2000
Degree Conferred/Issued: Bachelor of Arts
Medical Education:
Medical School: Jefferson Medical College of Thomas Jefferson University
1015 Walnut Street Room G22
Philadelphia, PA 19107
Dates of Attendance: 08/26/2002 - 06/02/2006
Date Degree Conferred/Issued:  06/02/2006
Degree Conferred/Issued: Doctor of Medicine

Unusual Circumstance: None



Graduate Medical Education:

Institution:

Training Level:

University of Kentucky Medical Center
Department of Obstetrics and Gynecology
800 Rose Street Room C375

Lexington, KY 40536-0084

1

Program Type: Internship
Specialty/Subspecialty: Obstetrics and Gynecology
Dates of Attendance: 07/01/2006 - 06/30/2007
Completion: Yes
Accreditation: ACGME
Training Level: 2.3
Program Type: Residency
Specialty/Subspecialty: Obstetrics and Gynecology
Dates of Attendance: 07/01/2007 - 06/30/2009
Completion: Yes
Accreditation: ACGME
Training Level: 4
Program Type: Chief Resident
Specialty/Subspecialty: Obstetrics and Gynecology
Daies of Attendance: 07/01/2009 - 06/30/2010
Completion: To Be Completed On 06/30/2010
Accreditation: ACGME
Unusual Circumstance: None
Fifth Pathway:
N/A
Examination History:
Licensure Examinations: USMLE Step 1
USMLE Step 2
USMLE Step 3
Board Action:

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



Credentials Analysis Report

The Credentials Analysis Report is a comparative report of a physician’s credentials as reported to FCVS by the
physician applicant and the primary source (Medical School, PGT program, ete.). It will also list particular missing
documentation, if any, as outlined in the FCVS Policies and Procedures.

Physician Identification:

Name:
DOB:
S8N:
Packet ID: 69379
Request ID: 21876071
OMISSIONS
There are none identified.
DISCREPANCIES
There are none identified.
MISCELLANEQUS INFORMATION

Miscellaneous 1:

Section of Profile: Post-Graduate Education

Issue: The applicant and University of Kentucky Medical Center do not report the same program
type for PGY 1.

Follow-Up: FCVS does not follow up on program type based on the definition of a resident per
ACGME (A physician at any level of GME in a program accredited by the ACGME is
considered a resident.).

Miscellaneons 2:

Section of Profiie: Continuity of Education

Issue: There is an interruption of education between completion of premedical education at The
State Univ of New Jersey Rutgers (ends 05/2000) and entrance into medical school at
Jefferson Med Col (begins 08/26/2002).

Follow-Up: Provided as information only. No follow up performed.

End of report for Sara Beth Pentlicky

Packet Id: 69379 Request Id: 21876071 Report Created By: JDR



Board Action Databank Search

State Queried For: Pennsylvania State Board of Medicine
Physician's Name Pentlicky, Sara Beth
Medical School: 039020 - Jefferson Medical College of Thomas Jefferson
University
Year of Graduation: 2006
T
ECFMG Number: N/A
Results:
WWE HAVE MO UNRRVORABLE INFORMATION
REGARDING THE ABOVE NAMED PHYSICUN
FEB 23 2010
REV 07/13/06 Request ID: 21876071 Packet ID: 69379



AMERICAN BOARD OF MEDICAL SPECIALTIES
VERIFICATION OF CERTIFICATION

As of: 2/23/2010
State Queried For: Pennsylvania State Board of Medicine
Physician Name: Sara Beth Pentlicky
Date of Birth:
Year of Graduation:
Social Security Number:
ABMSU ID:

The data provided to FCVS by the ABMS does not include Specizity Certification information om file for this physician, This
does not mesn that the physician is not certified by one or more of the Member Boards of the American Board of Medical
Specialties, as the data provided by ABMS does not include some physicians for which they have incomplete data.

REV 1211412006 Request ID: 21876071 Packet ID: 69379



Section 11

Identity



Affidavit and Rolease
and
Authorization for Release of Information, Docusnents and Records

1. the undersigned, being duly sworn, hereby cernfy under vath that  am the person named in this application, that all statements [ have
or shall make with respect thereto ace true, that [ am the onginal and kwful possessor and person named in the vasious forms and cre-
dentials farnished or 1o be fumished with cespect to my application and thar all documents, forms or copies thereof furnithed or to be
furnished with zespect to my spplication are sticdy true in every aspect

I acknowledge that | have read and understand dhe “Instructions for Complebng the FCVS Application™ and have answered alf questions
cantained in the application truthfully and camplecely. 1 furher acknowledge dhat failure on my part to answer questions truthfully and
completely may lead 1o my being prosecuted undet approprate federal and state lrws.

I suthorize and request every person, hospial, clinic, government agency (focal, state, federal or foreign), coust, sssociation, institution
or law enforcernent agency having custody oc contral of any documents, records and other inforsaton pestaimng to me to fumish to the
Federation Credentials Verification Service (FCVS) any surh information, mcluding decurnents, records regarding charges or complaints
filed against me, formal or informul, pending or closed, or any other pertinent data and to permit FCVS or any of its agents or representa-
tives 1o inspect and puke fopies of such documents, records, and other information in connection with this spplicaton that can subse.
quently be provided 1o professinal icensing boards, huspitals and other entities when [ apply for licensure, staff membership, employment
ot other privileges.

T herchy release, discharge and exonecate FCVS, its agents or representatives and any person, hospial, clinic, government agency (local,
state, federal or Foreign), court, dssucistion, institution or law enforcement agency having custody or contzal of any documents, records
and other information pertaining ro me of any and all liability of every nature and kind arising out of investigation made by FCVS

1 will immediarely notify FCVS in writing of any changes to the asswess to 2ay questions contined i this applicadion if such 3 change
occss at any fme prior w my FOVS Phvsioen Information Profile being maded

pplicant\ignature (et be signed irt the presence oF 2 Aoars)

PENTL kN

Applicant’s Prnted Last Narhe
NOTARY

SA A B.
Applicant’s Prnted Fuse Name, Middle Trutial

The Physician has been instructed o sign the front of the phorograph. Your seal tor stamp) must be pattly upon the photogeaph and
partly upons the signature of the applicant

Daeed___{{ ! a4) / 06
Sateof__Kentucky  Cowwyof __FPayetie _
SUBSCRIBED AND SWORN TO before me this 08 day of __AZD_/_L__._. w0l

My comnussion expizes: 01-15-08

(NOTARY PUBLIC SIGNATURE & SEAL) A M&M Yy U ﬂ&

Notary Public sigaamuce:_ NOT@OE T, Ward,
lc!mfylhalnnlbedamsﬂfoﬂhahmlhcudmduﬂmedahmeddwumuaﬂybe{mmcundlhatlﬂdldenﬁydmappbumbr
{a) comparing his/ber physical appearance with the photograph ou the identifyiag document prescated by the applicant and with the photo-
guphMhunmﬂ@)mmgﬁ:mlmﬁqummﬁmmywmmM&mmﬁﬁcmm:nhlherﬂ:nﬂ&m‘
docoment.

a%14
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Section 111

Medical Education



F  RATION CREDENTIALS VERIFICATION SERVI  *CVS})

VERIFICATION OF MEDICAL EDUCATION
(This form must be completed by the medical school)

INSTRUCTIONS TQ THE DEAN

The individuat Identified on the atlached Authorization For Release of information, Documents and Records
form has suthorized your medical school (o provide to the Federation Credentials Visrification Service (FCVS)
any and all information pertalning to their education at your institution. Pleasa complste this form and
forward It to FCVS in the enclosed postage-pald, self-addressed envelope,

Please note: If your ingtitution processaa transcript requests through another office, FCVS has
iikely made such a request under separate cover. i your office also
transcript requests, please attach the Indlvidual's official transcript {which
indicates courses taken, dates and hours of attendance, and scoms,
gradas, or evaluation).

VERIFICATION OF MEDICAL EDUC N
Name of Institution: Jefferson Medical Colleae of Thomas Jefferson University

Complete Address: {015 (Jalnick :EES‘_%E% . G- 93 T lgmwa A 0]
Streot Address: ol anct T G- ‘51
City: Prilodd ‘Nﬁx State: '? ﬁ ZIP Gode (Postal Code): L F07]

If name of institution was different when this individual attended, please note.this name below:

Premedical Education:
Years of aducstion required for admission to your medical school: { Q
Credentialidegree presented by the applicent for admission to your medical school: _ DA

P
Enroliment and Participation: Ourrecords indicate that U’A \'\C-Lt OJ 2 M h
{typafprint name; LBSC. Ficst, Middle, Suffix)
attended our medical school for total of YL _ weeks of medical education on the following dates (mmddiyy):
From o% Ay 1 o Jo 0 (n D ; 02 ; oW
Month Date Yeaar Cale Year

This Individual {check one):

Was awarded the dsgree of Dockor oL {Yiedicirton_glo/ oﬂs; ole
lhnlh Do Yoar

Was NOT awarded a degree because:
{please expiain - attach additional pages if necessary)

Certification: By my signature, I, ___ ¢, anl ah certify that the above
information is an accurate account of the above nMM@I | records mqlntaimd in this and Is true
and correct 1o my kriowledge. W

Signature: Mﬂ* She el Hich
- Title: Assoc,aa)aL'Zw“s,\-,mf J )

AL  pawot signiture: 2/ 567
A !‘EIED Ph0ne-_ Faxs ( Al.f. P

The Fedetation Credentisls Verification Service i a division of The Federaion of Stats Medical Boards of the Uinksd States, Inc.
Rev. 12105  PackellD: 63379 Request ID: 17337125 soP [039020] Pagelof2



l\- b
FEDE” TION CREDENTIALS VERIFICATION SERVIC™  =CVS)
{continued)
Rl N [ :
‘Unusual Clrcumstances: The following questions apply o unususl circumstances that occurred during any part of the
individual's medical education. Please check the appropriate response and provide dates and.requested information, *Yes”
responaes {0 any of these questions require a copy of explanatory racords or 2 written explagaﬁun (altach additioral pages as
necessary}, B
1. Do ihis individual's official records reflect (an) interruption{s) or axtension(s) in hisMer médical education?
Responge ves [ - No [
W YES, please select the reasan(s) fr, indicate the dates of the interruption(s} or extension{s) and check whather the
interrupiion/extension was approved or unapproved,

(|

Academic remadiation

o|o|o

Health

Finandial
Participation in joint degrea
Program (e.g.. MD/PhD)
Participation it non-research
special study (e.g., fellowship,
intemnational experisnce)
Participation in non-degree regearch
Other

Please Specify:

Sola -

A
.

o
b

n|o| ofgjo
olo| of o|o|ao

2. Do this mdividual'a official records reflect that he/she was ever placed on acaderic or disciplinary probation
during his/her medical education? Response YEs [] NOQ
4 YES, plaase select the reason(s) for the probation, indicate the dale(s) of placement ¢n and removal from probation
and attach additional documentation to this repart. .

Erom Moyt To Mo/Yr
Academic Probation o
Probation for unprofessional conduct/bahavioral
Probation for other reason
Please specify reason:
3 DombiMWuaﬁmm«dsmhlmmmmdeM‘m ns by
the medical school or parent university? Resoonse Yyes [ - NO

if YES, please provide detailed documentation/information about the circumstancas and outcomeds):

4. Do this individuaPs official records reflect that he/she was ever the subject of negative reports or an igat the
madical school or parent university? Responss YES ] NO
If YES, please provide detalled documentation/information about the dircumstances and outcome(s):

Ju

5. Co this individual's official records reflact that there wera any limitafions or special requirements Imposed on the jridividusl
becausa of questions of academic incompetence, disciplinary problems, or any other reason?”
- Respoiwse Yes [1 NO

If YES, please provide detalled documentationinformation about the hature of thé Simitatione o spacial fequirements.

A

o b

n-amevmnsmmmummusmmmmuwmm
Rev. 12/05 PackellD: 9379 Request IO: 17337125 SOP [039020] Page 2 of 2



Pﬂom bethOrderIL‘O?OOPacketﬂ):Notyetusigned . Page 4 of 6
APPL!GM Education

School 033920 - Jefferson Medical College of Thomas Jefferson University
Dates 08/2002 to 06/2006

Grad Dats 06/02/2006

Degrae MD

Unusual Clrcumstances:
Interruptions: N

Probation: N
Disciplined: N
Negative Reports: N
Limitations: N

file://C:\fsmb32\Reports\SummaryView.hitml 12/1/2006



2 Thomas
Jefferson
Unfversity

Founded 1324
Jeflerson Modical
Jaflerson College of
Graduate Studies

Jalferson Cologe of
Health Professions

Jeffarson University

datorsen Charies A. Podl, WD
ol . S
IS
November 1, 2005
Dear Colleague:
RE: Sara Beth Pentlicky

The Postgraduate Recommendation Committee of Jeffersor Medicil College of Thomas Jeffarson
University is pleased to submit the following evaluation of Sara Beth Pentlicky who is applying to
your training program.

Sara attended Rutgers University-The State University of New Jersey and received a Bachelor of
Arts degree in Molecular Biology and Biochemistry in 2000, Following graduation from Rutgers,
Sara spent two years as a research assistant and lab manager at Saint Michael’s Medical Center in
Newark, NJ. In this capacity, she was part of a team investigating immmnodeficiency viruses with
the goal of a possible vaccine model. Numerous publications resulted from this work. Sara
matriculated at Jefferson Medical College in August of 2002 and performed satisfactorily during
her first two years in the basic science courses. At the completion of her second year, she scored
218 in the United States Medical Licensing Step 1 Examination,

The following are excerpts in chronological order from the clinicai rotations that we have received
for her thus far:

Psvchiatry Clerkship - six weels:

- “Very helpful to her patients and the unit. Very personable; enjoyed working with her;
very good team member. Highly motivated. Very responsible. Very bright student.
Sara asked excellent questions. Excellent notes and communication skills. Her resident
reported her on-call assignment as ‘excellent.” She interacted well with patients, takes
initiative and is very pleasant while effective. She was able to interview patients and
write-up reports with minimal supervision. Information obtained was very helpful.
Excellent case write-up, detailed and well-researched discussion.”

Housestaff potential — “Excellent.”
She received a grade of Excellent.

1020 Locust Streat, Suits 157 Jetierson Alumni Hall, Phitadeiphia, PA 19107 » 213-803-8988 « Fax: 215-508-7510 » ¢hareg.pohl@jefierson.edu



RE: Sara Beth Penfl’ - 2

Pediatri hip - six weeles:

“Sara asked for work to belp residents and was self-directed. She was a pleasure to work
with. She has compassion and sensitivity for the families and babies, Focused. Works
well with colleagnes; interacts well with patients. Hardworking, reliable medical student.
Well-liked by the team members, the nursing staff and her patients. Sara handled herself
well with the tcam and the attending and provided thought-out answers appropriate for
her level of training. Very solid fund of knowledge.”

“She dispiayed good clinical skills, was well-informed with regards to her patieuts, and
presented in an organized and concise manner. She has good basic knowledge and works
well with parents and pediatric patients. She was able to give a good history, Saradida
very nice job and was a pleasure to work with. She will make a good physician.”

She received a grade of Good.

“Very motivated. Extremely professional and compassionate. Knowledge base far
exceeds that expected of a third year student. Very advanced clinical skills for a 3rd year
student. A tremendous asset to the residency program she chooses.”

She was awarded a grade of High Honors.

Su Clerkship - :

“Sara was an integral member of the surgical team, Fager, dependable, and motivated. She
was indispensable on rounds. She welcomed the opportunity to shoulder a great deal of
responsibility on team rounds. We relied on her a great deal. Clearly, she is very intelligent
and well-read. Best score on the oral exam so far! Fast leamer in the OR. Highly skilled for
a student. Excellent clinical instincts. We thoroughly enjoyed having Sara on our team. As
a junior stodent, she exceeded expectations and performed at the level of a Sub-1. She has a
bright future and will excel in whatever career path she chooses.”

She was awarded a grade of High Honors.

1 Medicin - twelve weeks:

“Sara is very sympathetic towards her patients. She is an exceptionally poised young
woman who presents herself, not as a third-year student, but as a true member of a medical
team. She has excellent professional skills and a strong interest in medicine. She was great
to work with. She showed amazing initiative and drive to learn about her patients; works
well with other students, residents, and staff. Sara was able to easily and independently
follow-up on her patient cases.”

“Sara always has a good differential diagnosis and & comprehensive care plan. Her fund
of knowledge is more than adequate, She actually participates in all discussions. She
applies her knowledge clinically. She is very bright. She has an unusual ability to see
the ‘big picture’ as a third-year student. Sara almost always had insight into the medical
issues that arose,”



ra Beth Pentl’ 3

id i ued):

“Her data gathering, case histories, and presentations are methodicat and thorough. She is
abave-average in her clinical skills. Smg:maxoellmtstudentpmmtamns She s very
proactive in participating in procedures. She writes excellent notes and is always thorough with
clear documentation of pertinent information. She has been excellent in her performance on
this rotation, above and beyond the expected level. Sara is very enthusiastic, responsible,
dedicated and hardworking. I enjoyed her active participation in rounding and her intellectual
curiosity. She will be a great asset to any residency program. She displayed an excellent
demonstration of her potential.”

She received a grade of Excellent.
Family Medicine Clerlship - six weeks:

“Displays exceptional initiative. Extremely helpful and confident. Patients trast her and
would communicate with her as though she were the doctor, ‘Take charge’ kind of
student who helped the day move along efficiently. She functioned extremely efficiently
in the outpatient setting; always looking up lab data, writing prescriptions, and filling out
lab nudx-rayslipsevenbeforebeing asked. Worked at a 4th year level. She takes the
lead when it comes to medical decision-making. History, physicals, and assessment/plan
skills are all excellent. Outstanding fund of knowledge. Develops a comprehensive
differential diagnosis and plan of care,”

“Clear and succinct oral presentations and well-organized documentation. Utilized time
well to complete thorough yet focused H&Ps. Overall, Sara functioned at a 4th year
level, working in a thorough yet efficient manner. She displayed exceptional initiative,
outstanding fund of knowledge, excellent interview skills, and tied herexceptlonal
abilities together by providing thorough differentials and offering her opmlon on further
labs/imaging studies, and treatment options.

Housestaff potential - Qutstanding.”
She was awarded a grade of High Honors.

She received a grade of Pass without further comment.

Advanced - four H

“Sara was an excellent student and a pleasure to work with, She was actively interested
and worked hard to find new learning opportunities. She will make an excellent resident

in her chosen specialty.
She was awarded a grade of High Honors,



RE: Sara Beth Pentli

This sident has parformed well st Jefferson Medical College. At the completion of the third year
of medical school, she ranked in the middle third of ber class of 226 students.

In summary, Sara has been a good medical student who has excelled during her ¢linical rotations. An
overview of her clerkship evaluations reveals a hardworking student with an above-average knowledge
base and the ability to function very well in the clinical arena. She is also described as a great team
player who provides compassionate care at the bedside. Sara has the ability to be an excellent physician

and we therefore highly recommend her to you.
For the Postgraduate Recommendation Committee

Clhader 4. RHL

Charles A. Pohl, M.D.
Associate Dean for Student Affairs and Career Counseling

CAP:jan

Enclosures: Transcript
Histogram
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EESOM MED(TAL COLLEGE
af
R4S JEFFERSOMN UMIVERSITY

AT O THE SDUCATION PRCRAM

ACCREDITATION - 2iftison Madical Callezs is acoretitad by e Liz.son Commicees oa Medicat Sdueaion,

TALCALENOAR - The caleadar fur the Jiest iwo years of stucy consist: of vanable leagen biccks toaling 331033
wasks each yead The chmcal curriculum for the flaal tws years consisns of LG wasics, af whien 84 weeks 2w raquired,
and 16 weeks are vacaucn. Faase [ chioical curiculum is §0 wesks. Phasa [7 chinica! cummiculuat is 40 weake,

COURSE DESIGMATION « all courses affeesd for cradit by the depariments of Jefzmon Madica! Callega, whethar
raquicad or elective, lagomtory saidnns, [estuees, or cleckships, acz desigased 57 Course aumier and ade

COURSE NUMBIRING

140 - 80 First Cear Courses {Tore Curncuium) 300 - 3989 Clinical Cursicelum (Phase D)
200 - 258 Sezand ¥ aw Couces [Care Cumiculurt) 0 - 499 Clinical Cucriculum (Fhuse i

CORE CHAGRICULUM CEADING SYSTEM - Baginaag wich the 260305 acadamic vear, an Haners (5], Fagg
{P&.3), Fall (F) zraduig sysiem was ghasad iate e Come Curriculum. Eoor g this, soursas in e Basic Madica!
Smences Had a aumencal grade in the rangz §-100, with the qumgial passing goade sxritisied ac 70, Certaan courzas
wers isgued grades of Sugenor (315}, Pasz (B, ar Fai (7).

CLINICAL CLERKSHIP GRACHNTG SYSTIM - Phase [ clinwc2! caueiss have two grades recocded oo the studears
acadeimie record. Oce geade 12 qualitative and reflacts the studencs gverall chimcal pacformaace, skills, and aminude
duriag g cleckship These grades ars desiyrated ag follows. The sezond gra.d.e reflecss the kagwledus component of
chat course as geaeraily determncd by ohjecdve sxaminatipn. This grade o 0a 1 aumerical scale of (-100, wich the
mitirun-pass.ag geacs 2o@biiched at 70,

Fripe tn 1007.28 1967.98 Farwaed
HOM (2} = High Henom HOM = Hizn Huners
AEC(3) = Above Expeciad Tamastencs EXCEL = Exceilent
EXP (2} = Expecred Jompetence GooQD = Good
MAP ()= Marginal Comgrtancs MaR = Margioal Comgeence
MO (T = Incomplete NC - [ncomgie
F - Failurs F = Failuce

Phase L cliucai grades are recceded with the fallowing grades. Mo objective sxagunanen is given,

HOM (4) = High Haaers HOM = High Honors
AEC{3) = Above Exgected Competeacs ESCCEL = Excellent
EXP(2) = Expected Cqmperance GOGD = Gaod
Eily= Marginal Compezace MaR = Marginal Compemace
INC() = {ncomplsts MC = lncomplec
F = Fulure ' F = Ziilure

NE NOTSTIONM - "NR” indicaces 3 courze for which 2 studsat has besn cegistered, but for shich oo geade inad heen
received at dw ot the tanscngt was praduced,

SEM COLUMY - The “SEM” columa sontaing 1 aaa-digie scanaded sror of measuezmene fgurs wingh wis used with
ail zamputer aualyzed objective examinanons dunng the academuc years of 1972-73 o 1985-47 The SEM was S
muu:ntmu of te grababis mngs within witich the studenrs wue grade existed. For sxammele, 3 grade of 3¢ widh an 3
score af 2 would indicate a ue Zeade in the mnge 32-3 {84 =2 coints).

UNITED STATES MEDICAL LICTMSING XS MINMATIONS - & paszing scact on the USMLE Step |
Examination 15 ceguund for promoc * inco the Tawrd Yage Puizane of the USMLE S~ Sxzeunsuod is requirsd
graduate,
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This is a true copy of the diploma issued to Sara Beth Pentlfcky, who graduated from
Jefferson Medical College with a Doctor of Medicine degree on June 2, 2006.

Sheryl High
Associate University Registrar

u@@Enﬁmu

FEB 1 5 2007

By

. - i ¢ R P 1



a Jefiorson TRANSLATION Univerafty Office of the Regletrar
University

DIPLOMA OF THE JEFFERSON MEDICAL COLLEGE OF PRILADELPHIA
of

THOMAS JEFFERSON UNIVERSITY

Founded 1824
College TO ALL WHO SHALL SEE THESE WRITINGS, GREETING:
daffsryn Cologe of Forasmuch as academic degrees were instituted to the intent that persons endowed with

Sraduato 80 1 carming and wisdom should be distinguished from others by bonors, to the end that this might be

m Wﬁ o profitable to them, and also that the industry of others might be stimulated and the exercise of
virte and the liberal arts be increased among mankind:-

Jafferaon University

Prysicians And as the fullest rights conferred publicly by diploma in our College have this end in

VIEW =

Therefore, be it known, that we, the President and Professors of Jefferson Medical
College of Philadelphia of Thomas Jefferson University, in the Commonwealth of Pennsylvania,

have created and constituted & Doctor in the At of Healing, SARA BETH PENTLICKY, an
hornorable person endeared to us by cotrect morals and all those virtues which adorn every good
person; who also, by his/her excellent knowledge of medical as well as of surgical art, acquired
by himvher in our College, and manifested more fully in an examination publicly held by us, has
shown himselfherself worthy of the fullest academic honors.

To the one thus referred to, SARA BETH PENTLICKY. have, by virtue of this
diploma, most freely and fully granted and confirmed all the rights, honors and privileges

belonging to the degree of DOCTOR IN THE ART OF MEDICINE, among ourselves, and all

nations.

In evidence of which let this diploma, signed in our handwriting, and having appended
the seal of the University, be a testimonial,

Given in the City of Philzdelphia, on the 2™ day of Jupe in the year of human salvation
2006 and in the 230™ year of the soversign power of the United States of America.

TS

Sheryl High
Associate University Registrar oF —
SEAL
VERIFIED

werw.Jefferson.edu 1015 Walnut Streol, Room G-22, Philadelphia, PA 19107-5060 + 215-503-8734 + Fax: 2158236974
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STATEml
MEDICAL

Federation Credentials Verification Service (FCVS)
Federation Place, P.0. Box 819850, Dallas, TX 75261-0850

A EME Ol

BOARDS Tal, (817) 868-5000 Fax: (817) 868-5099
. Verification of Graduate Medical Education
pestiation: Uni cky Medical C Atention: Program Director
Address: ETRIC LOGY Universty: ___
Lexington, KY 40536
Verification For: | Neme: Pontlicky, SaraBoth
oos: NG
Individual's Name on Record {If cifferent from above):
:"':7"‘ ] by £yt 1 SpecialtySubspeciatty: Obstetrics and Gynecology
e g'“"""""’ From: 7/1/2006 To: 6/30/2007
Report m) CIChief Re?idency Succsssfully Completed?: (XYes DN Cin Progress
separsie from thote that LIFeliowship Accredited by: BIACGME  [JAOA Owoeve [ORsc LCICFFC
::v::lohd. ’ CIResearch OrCPSC  [JAPPAP  [INone of these
Training Level: ‘
I he training level (yoar}is (°0. 1.2 3 vie) = SpecialtySubspeciaity: Qbstetrics and
:.."':_"'h‘”: W ‘"'mhiv vom: 7112007 To: 6/30/2009
Clchet Reskl! ancy Successiully Complated?: [JYes ONe Din Progress
CIF ellowship Accreditsd by: BIACGME [JacA  [wcemE [DRsc  [OcFec
Rackdencien s [ElRasensch DORCPSC  [APPAP  [INcne of theee
Training Level: 4
N Vel .
Uso.one seckion per fe.0.. 1.";'.3.;1@; B Speclaity’Subspeciaity: Qbstetrics and Gvnecology
Specialty, Internshi
%mmg e gam; From: 7/1/2009 To: §/30/2010
mm.l :r schadule of BiChief Realdency Successhully Completed?: [IYes ONe [Xin Progress
' ng"'"';’ Aceredited by: BOACGME [JA0A  [JLCGME [JRSC  CJCFPC
[OJrRcPsC  [JAPPAP  [[INone of these
g:'"'"" . 1. Did this individual ever take a [eave of absance or break from hismer IAINNG? ............orewerwveeece CJves [ENo
FOUTEStanone: 2. Was this individuet ever placed on probation? ... e ereneneneen vere (Yes N0
Check the oorract responee.
3. Was this individual ever disciplined or placed under imsﬁgullon? v LJY68  [JNO
4.Wamanynegaﬂvemnorbiorbehavbfﬂmsmswﬂadbymwm? ................................ [Oyes [ENo
8. Were any limitations or special requirements placed upon this individual because
of questions of academic incompetance, discipinary problems or any other resson? ..........cccouenue OYes Mo
Pisase sxplain any “Ye4" response from above:

Complation of the following I8 cevification that the Information above iy an accurate sccount of this individual's records snd js true
and corfect. The signature line must contain the original signature, or the elecironic typed signature, of the program ditector
i| | MDID.0. only).
il Naene: Wandy Hansen sigratwe: Wendy F Hansen KD
Institutional Yitle of Signatory Dste of Signature: Q271112010
i| (0-9.. Program Directer): Program Director
Tek Fax: E-Mail: whans2Qlemail.uky.edy

Rev. 090705

Raquest ID: 21876071 MOP

M cODE[11015]




Page Jof4

Postgraduate Medical Education

Haspital University of Kentucky
Alfiliated School
800 Rose St.

Lexington, KY 40536

Yeor(s) 14 Prograin Type . Residency
Complete? In prograss Speciaity/Subspecialty  Obstetrics and Gynacology
Dates 07/2006 - 06/2010

Unusual Circumstances
Leaves/Extensions
Probation
Disciplined
Negative Reports
Limits

PROVIDED B
APPLICAM

zZ 2z 2 Z




Section V

Examination History/Score Transcripts



score (“MP") on each scale is shown in parentheses.

Three-Digit Score
Pass/Fall  Total MP
Pass 218 182

Two-Digit Score
Total MP
75




207957

’ %

49-101 {(REV. 02-09) IVED DIR _
State Board of Madicine (3 Cy
717-783-1400
717-787-2381

VERIFICATION OF MEDICAL EDUCATION
For Graduates of Accredited Medical Schools

SECTION 1: To be completed by applicant:

Name: MM Sav ’BMciérall/‘e .

\Cast First

Name of medical school: __ H &Q{Som M(QL{ cal Co I/Lﬁ(-
Location: Efﬂd‘ o e J‘DVL\ AW ?A -

SUBMIT THE VERIFICATION OF MEDICAL EDUCATION FORM TO YOUR MEDICAL SCHOOL AND REQUEST
‘E(g‘l.’lR SO%IEOOL TO RETURN THE COMPLETED FORM DIRECTLY TO THE BOARD IN AN OFFICIAL SCHOOL
ELOPE.

SECTION 2: To be completed by Dean or Registrar of medical school:
Name of medical student: 8 AN A ?W ‘\’L‘I

\JJ_I

B

0 DE
Date student began to attend this medical school: 0y / Ré / 200 23 C21 2009
0(,:, MM/DD/YYYY
Date of graduation: Lg‘ 2000 T——=
" MM/DD/YYYY

1 certify that all of the above information is correct.

[Seal of School] Signature of Dean or Reg;;s‘tgtr' Y HIGH
M_ﬂggﬁ — ASSCTATE RECISTRAL
Date: /17

Upon completion, school must return this completed form directly to the Pennsylvania State
Board of Medicine in an official school envelope.

DO NOT RETURN TO APPLICANT

o S AD E E ER SR LS MDD WS e e e e e e T R R M L A N S M S T e e B B SR AN A e AN S U AD e b b b Bk P ) o = = o e T W A TR S MR M W W W M ee T T m o

Reguilar Mailing Address rier Deli ress
State Board of Medicine State Board of Medicine
P.O. Box 2649 801 North Third Street

arrisburg, PA 17110

Harrisburg, PA 17105-2649 EGEENME
DEC 21 2009

By




Sara B. Pentlick

ington, KY 40502
email. uky.edu

EDUCATION:.
University of Kentucky, Department of Obstetrics and Gynecology, Lexington, KY
Started 6/2006-Current
Currently PGY-3 (as of July 1, 2008)

Jefferson Medical College, Thomas Jefferson University, Philadelphia, PA (2002-2006)
Graduated June 2006

Rutgers College, Rutgers University, New Brunswick, NJ (1996-2000)
Graduated May 2000 cum taude
Bachelor of Arts in Molecular Biology and Biochemistry, Minor in Philosophy
Henry Rutgers Scholar, Rutgers College Honors Program
Studied abroad in Costa Rica

Mount Saint Mary Academy, Watchung, NJ
Graduated May 1996, magna cum laude

HONORS AND AWARDS
University of Kentucky
Berlex Resident Teaching Award 6/2008
Clinical Housestaff Teaching Award 6/2007

Jefferson Medical College
Honors in Pathology and Pharmacology (Fafl 2003)
High Honors in Obstetrics and Gynecology (Fall 2004)
High Honors in Surgery (Fall 2004) '
High Honors in Family Medicine (Spring 2005}
High Honors in Pathology- Advanced Basic Science (Summer 2005)
Honors Maternal Fetal Medicine at Brown University Women and Infants’ Hospital (Summer 2005)

Rutgers University
Henry Rutgers Scholar <
Thesis entitled “Targeting the U1 snRNP for Inhibition of a Single Gene Product’ Ca
Golden Key National Honor Society «

WORK EXPERIENCE 7,
Rutgers Preparatory School, Somerset, NJ 2
Advanced High School Biology Instructor
Summer 2003

Developed lesson plans and labs for high school students wishing to finish biology in the summer and
move ahead to Advanced Placement courses.

Laboratory of Stephen M. Smith, M.D., St. Michael's Medical Center, Newark, NJ

Research Assistant and Lab Manager in Infectious Diseases

June 2000-August 2002
Designed and performed research projects on Human and Simian Immunodeficiency Viruses
pertaining to virus stability, tenacity and specific protein functions. Participated on a team that was
working to design a vaccine model.

Laboratory of Samuel Gunderson, PhD, Rufgers University, Piscataway, NJ

Research Assistant

October 1997-May 2000
Conducted research in autoimmune disease processes while perfecting molecular biclogy
techniques. Completed a Henry Rutgers Senior Honors Thesis (2).



National Practitioner Data Bank

Healthcare Integrity and Protaction ;5 00090 DDO sto:194 SR

Data Bank rocass Date: 03/01/2010
P.Q. Box 10832 Page: 1 of 1
Chantilly, VA 20153-0832

http:/iwww.npdb-hipdb.hrsa.gov

To: PENTLICKY, SARA

STATE BOARD OF MEDICINE
P.O. BOX 2649
HARRISBURG, PA 17105-2649

From: National Practitioner Data Bank / Healthcars Integrity and Protection Data Bank
Re: Response to Your Self-Query

The enclosed information is released by the National Practitioner Data Bank (N PDB) for restricted use under the provisions of Title IV of Public
Law 99-860, the Health Care Quality improvement Act of 1986, as amended, and Section 1921 of the Social Security Act as weil as the
Healthcare Integrity and Protection Data Bank (HIPDB) for restricted use under the provisions of Section 1128E of the Social Sacurity Act.

Title IV established the NPDB as an information clearinghouse to callect and release certain information related to malpractice payment history
and professional competence or conduct of physicians, dentists, and other licensed health care practitionsrs. Regulations governing the NPDB
are codified at 45 CFR part 60. Responsibility for operating the NPDB resides with the Secretary of the U.S. Department of Heaith and Human
Servicas (HHS), HRSA, Division of Practitioner Data Banks.

Saction 1921 of the Social Security Act, as amended by Section 5(b) of the Medicare and Medicaid Patlent and Program Protection Act of
1987, and as amended by the Omnibus Budget Reconciliation Act of 1990, expanded the scope of the NPDB. Section 1921 was enacted to
protect program beneficiaries from unfit heaith care practitioners and health care entities, and to improve the anti-fraud provisions of Federal
and State health care programs. This legislation authorizes the NPDB to collect certain adverse State licensure actions, as well as any negative
action or finding that a State licensing authority, peer review organization, or private accreditation organization has concluded against a health
care practitioner or health care entity. Regulations governing the NPDB are codified at 45 CFR Part 60.

Section 1128E was established by Section 221(a) of Public Law 104-191, the Health Insurance Portability and Accountability Act of 1996, as
amended. The statute established the HIPDB to combat fraud and abuse in health insurance and health care delivery and to improve the
quality of patient care. The HIPDB serves as a source of final adverse action information on health care practitioners, providers, and suppliers.
The HIPDB collscts and releases information ralated to adverse licensure actions; health care-related convictions and judgments; exclusions
from Federal and State health care programs; and other adjudicated actions or decisions. Regulations governing the HIPDB are codified at 45
CFR Part 61. Responsibility for operating the HIPDB resides with the Sacretary of the U.S. Department of Health and Human Services (HHS),
Office of inspector General, and HRSA, Division of Practitionar Data Banks.

Reports from the NPDB and HIPDB contain limited summary information and should be used in conjunction with information from other sources
In granting clinical privileges or making employment affiliation, contracting, or licensure decisions. The NPDB and HiPDB response may contain
more than one report on a parficular incident, if two or more actions were taken as a result of a single incident (e.g., an adverse licensure action
and an exclusion from the Medicare and Medicald programs). The NPDB and HIPDB is a flagging system and a report may be included for a

variety of reasons that do not necessarlly reflect adversely on the professional competence or conduct of the subject named in the report.

Al information received from tha NPDB and HIPDB is considered confidentlal and must be used solaly for the purpose for which it was
disclosed. ANY PERSON WHO VIOLATES THE CONFIDENTIALITY PROVISIONS AS SPECIFIED IN TITLE IV OF PUBLIC LAW 99-660, AS
AMENDED, IS SUBJECT TO A CIVIL MONEY PENALTY OF UP TO §11,000 FOR EACH VIOLATION, Subjects of reporis who obtain
information about themselves from the NPDB and/or HIPDB are permitted to share that information with anyone they choose.

1f you require additional assistance, visit the NPDB-HIPDB web site (http://www.npdb-hipdb.hrsa.gov) or contact the NPDB-HIPD8 Customer

Service Center at 1-800-767-6732 (TDD: 1-703-802-9395). Information Spacialists are available to speak with you weskdays from 8:30 a.m. to
B6:00 p.m. (5:30 p.m. on Fridays) Eastem Time. The NPDB-HIPDB Customer Sarvice Center is closed on all Federal holidays.

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY



National Practitioner Data Bank

5500000060494532
Healthcare Integrity and Protection ,
Data Bank Proca.ss Date: 03/01/2010
P.O. Box 10832 Page:1 of 1

Chantilly, VA 20153-0832

hittp://www.npdb-hlpdb.hrsa.gov

SELF-QUERY RESPONSE

This self-query was processed under the provisions of:

E Title IV (NPDB) [ x_] section 1921 (NPDB) [ x ] section 1128 (HIPDB)
A. SEARCH RESULT (Basad on the subject identification infarmation provided, the reports found are listed below.)
Medical Malpractice Payment Report(s): No Reports Health Plan Action(s): No Reports
State Licensure Action(s): No Reports Professional Society Action(s): No Reports
Exclusion or Debarment Action{s): No Reporis DEA/Federal Licensura Action(s): No Reports
Government Administrative Action(s}: No Reports Judgment or Conviction Repori(s): No Reports
Clinical Privileges Action(s): No Reports Peer Review Organization Action(s): No Reports
B, SUBJECT IDENTIFICATION INFORMATION '
Subject Name: PENTLICKY, SARA
Gender: FEMALE
Date of Birth:
Other Name(s) Used:
Organization Name: UNIVERSITY OF PENNSYLVANIA
Qrganization Type: GENERAL/ACUTE CARE HOSPITAL {201)
Home or Work Address: STATE BOARD OF MEDICINE

P.0. BOX 2649

City, State, ZIP; HARRISBURG, PA 17105-2649
Telephone:

Social Sscurity Numbers (SSN):

Individual Taxpayer Identification Numbers (ITIN).

Profassional Schaoi(s) & Year of Graduation: RUTGERS UNIVERSITY (2000) \
THOMAS JEFFERSON UNIVERSITY- JEFFERSON MEDICAL COLY.EGE

UNIVERSITY OF KENTUCKY- RESIDENCY OBGYN (2010)

Occupatlon/Field of Licensure (Code): PHYSICIAN INTERN/RESIDENT {MD) (015)
State License Number, State of Licensure: R1330, KY

Specialty: OBSTETRICS & GYNECOLOGY (50}

Drug Enforcement Administration (DEA} Numbers: FPO5151390

National Provider Identifiers (NP1): 1740456649

Federal Employer Identification Numbers (FEIN):
Unique Physician Identification Numbers (UPIN):

C. PAYMENT INFORMATION

Cradit Card Number: Expiration Date: 08/2010
Additional Paper Coples Requested: 0

NPDB Charge: $B.00* NPDB Bill Reference Number: Nz2281181
HIPDB Charge: $8.00% HIPDB Bl Reference Number: H22281181
* Each charge will appear separately on your credit card statement. Transaction Date: 03/01/2010

Copies of these reports are enclosed for restricted/limited use as prescribed by Tiile IV of Public Law 99-660, as amended, and Section 1921
of the Social Security Act, as amended by Section 5(b) of the Medicare and Medicaid Patient and Program Protection Act of 1987, and as
amended by the Omnibus Budget Reconciliation Act of 1990 and by Section 1128E of the Social Security Act. Information from the NPDB and
HIPDR Is confidential and must be used solely for the purpose for which it was disclosed. ANY PERSON WHO VIOLATES THE
CONFIDENTIALITY PROVISIONS AS SPECIFIED IN TITLE IV IS SUBJECT TO A CIVIL MONEY PENALTY OF UP TO $11,000 FOR EACH
VIOLATION. Subjects of reports who obtain information about themselves from the NPDB and/or HIPDB are permitted to share that
information with anyone they choose.

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY
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Kentucky Board of Medical Licensure

310 Whittington Parkway, Suite 1B
Louisville, Kentucky 40222
Phone (502)429-7150 Fax {502) 429-7158

Name: Sara Beth Pentlicky
Address: UKMC HQ101, 800 Rose St.
City, State, Zip Lexington KY 40536

RECEIVED DIRECT License:
Status:

Expiration:

Practice County:

*Area of Practice:

Type of Practice:

Year Licensed in KY:

Medical School:

Year Graduated:
Board Action:

R1330

Residency

6/30/2010 0:00:00

Fayette
Obstetrics/Gynecology
Resident/Fellow

7/1/2007 0:00:00

Jefferson Medical College of Thomas
Jefferson Univ., Philadelphia
2006

None

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




-
&

[ Simpson, Stephanie (KBML)

From: sara pentlicky @ gmait.com]
Sent: Tuesday, February 02, 2010 2:04 PM
To: Simpson, Stephanie (KBML)
Subject: request letters of good standing

Dear Ms. Simpson,

We spoke today regarding my request for letters of good standing. I currently hold a
training license in the state of KY- license # R1330.

I am applying for an unrestricted license in the commonwealth of Pennsylvania. If you need
any more information please let me know.

Thank you.
Sara

Sara Pentlicky, M.D.

Dept. Obstetrics and Gynecology
University of Kentucky

800 Rose Street

Lexington, KY 40536

B cnail . uky . edu
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Regular Malling Address 3 v Courier Delivery Address
STATE BOARD OF MEDICINE } /“j }’ STATE BOARD OF MEDICINE
P.0. BOX 2649 IR DJ{J\ 2601 NORTH THIRD STREET
HARRISBURG, PA 17105-2649 HARRISBURG, PA 17110
747-783-1400/717-787-2381 \ﬂdh

Emall: st-medicine@state.pa.us

VERIFICATION OF ACGME APPROVED GRADUATE MEDICAL TRAINING
.,  Accredited Medical School Graduates

NAME: ’i\)mﬂ/\rf iy Sava Betly.

Last | First Middle

1. If training began before July 1, 1987, one year of approved training at a first (PGY 1) or second (PGY 2) year level must be
verified. If the training began on or after July 1, 1987, two (2) years of approved training are required, one at first (PGY 1)
year level and one at second (PGY 2) year level.

2. Training at a first (PGY 1) year must be ACGME approved entry level (training which requires no previous training). Training
at a second (PGY 2) year must be ACGME approved and can be any specialty.

3. K training was completed at more than one hospital, duplicate this form and submit to each hospital.

This Section to be completed by the program diractor at the hospital where the graduate training occ d.

If tralning was in Pennsylvania, information must coincide with data on graduate license. For applicants still in
the second year of tralning, this form may be compieted and signed by the program director fifteen (15) days prior
to the completion of the approved training. Forms postmarked or signed prior to the fifteen days will not be

accepted.
NAME OF HOSPITAL WHERE TRAINING WAS compLETED:_( Yham d e M(au cal Couice
NAME OF SPONSORING INSTITUTION:___| A_IA 1V /S {-\44‘ of Yerntun C/[u_}

tocateniv: _Lexing ton 2V
City !

State
1st Year from 0 1/ 0 { /200470 O/ 30/ 2ot Specalty O a %I\l Level (PGY) I
2nd Year from O3 /& { / 2003-To Qla /2.0 /100 Specialty OB \)3 U{ N . Level (PGY)__ 2

"l certify that the above named applicant successfully completed/will successfully complete this graduate medical
training and that there was/is no disciplinary action outstanding against this applicant. If this applicant does not
complete this training, the Board will be notified.”

The hospital has no seal or stamp to affix to this document. Therefore, | will have this form notarized to verify that
this form was completed by this hospital.

A Wudy Fffrrens

Program Director’s Signature:
12{9/09 Ao [ notary sea!

Date: o4 2
eﬁ'cﬁary’s Signature: &Lﬁ. A
al : ) )
] Notary's Commission expires on: mm 3/ 4 9-0/:

beal of Hosp

RETURN COMPLETED FORM DIRECTLY TO THE BOARD IN OFFICIAL HOSPITAL ENVELOPE.
L2,



February 16, 2010

Attn: Tammy Radel, Administrator

Pennsylvania State Board of Medicine

PO Box 2649
Harrisburg, PA 17105

The Federation of State Medical Boards

BOARD ACTION CLEARANCE REPORT

Re: Board Action Query Dated: February 16, 2010
Your Reference Number: 8B

FSMB Batch Number:

BQ1722582

of the United States, Inc

PO Box 619850

Dallas, Texas 75261-9850
Telephone: (817)868-4000

FAX (817)868-4099

Page 1 of 1

The following is a report of the search results from the Board Action Data Bank as of February 16, 2010 for practitioners submitted as part of the
above-referenced batch for which NO board actions were identified.

Practitioners Cleared with No Actions as of February 16, 2010

Item Name
1 FRITZ, JASON
2 GUZON, OSLER

IANNETTI, MICHAEL

PENTLICKY, SARA

RODRIGUEZ, ROBERTO

DOB School

LICENSE HISTORY
State Board
OHIO

LICENSE HISTORY

State Board
MISSOURI

NEW JERSEY
NEW YORK

LICENSE HISTORY
B
WEST VIRGINIA

LICENSE HISTORY

State Board
Ne License Information Available

LICENSE HISTORY
State Board
MASSACHUSETTS
NEW JERSEY

Yr/Grad

2003

2001

2007

2006

1999

Request ID

21920277

21920281

21920293

21920286

21920301

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.

LRER O Vel I



COMMONWEALTH OF PENNSYLVANIA
STATE BOARD OF MEDICINE
P.C.BOX 2649
HARRISBURG, PENNSYLVANIA 17105

st-medicinef@state.pa.ug
www.dos, state.pa.us/med

Fabruary 25, 2010
Telophone: 717-783-1400/787-2381
CKY 9849 Fax: 717-787-7769

LEXINGTON KY 40502
EVALUATOR: SANDY B

RE: DISCREPANCY NOTICE - Unrestricted (American)

Dear Doctor:

The Board has received your application for an unrestricted medical license. The items listed below are needed to
complete your application. A license cannot be issued until all items are received, approved and the application is
complete. You may not practice in the Commonwealth of Pennsyivania as a Physiclan and Surgeon until a license
has been Issued by the Board.

» BOTH the National Practitioner Data Bank AND the Healthcare Integrity and Protection Data Bank self query
disclosure information (www.npdb-hipdb.com) — NPDB & HIPDB reports are required. Must provide original
documents of both reports.

o YOUR SELF QUERY WAS RETURNED TC YOU ON 2/16 WITH INSTRUCTIONS. WE NEED THE
COMPLETED REPORT.

APPLICATIONS NOT COMPLETED WITHIN SIX MONTHS
WILL REQUIRE UPDATES OF CERTAIN DOCUMENTS.

You may check the status of your application online at www.mylicense.state.pa.us. Click on the link

duplicate licenses/address changes/application status. First time users will be required to register and
create a user ID and password. Your registration code to register is: QzDXRvmw '

Sincerely,

Pennsylvania State Board of Medicine




COMMONWEALTH OF PENNSYLVANIA
STATE BOARD OF MEDICINE
~ P.O. BOX 2843
HARRISBURG, PENNSYLVANIA 17105
st-medicine®state.pa.us
www.dos.state.pa.us/med

February 16, 2010
Telephone: 717-783-1400/787-2381
SARA BETH PENTLICKY 9849 Fax: 717-787-7760
I

LEXINGTON KY 40502
EVALUATOR: SANDY B

RE: DISCREPANCY NOTICE ~ Unrestricted (American)

Dear Doctor:

The Board has received your application for an unrestricted medical license. The items listed below are needed to
complete your application. A license cannot be issued until all items are received, approved and the application is
complete. You may not practice In the Commonwealth of Pennsylvanla as a Physiclan and Surgeon untll a license
has been issued by the Board.

>

Verification of ACGME Approved Graduate Medical Training must be recelved DIRECTLY from the Hospital(s)

in official, sealed hospital envelope. _
o APPLICATION INDICATES YOU'RE USING FCVS. WE RECEIVED YOUR MEDICAL TRAINING FORM

WITH YOUR APPLICATION MAILED BY YOU AND WE CANNOT ACCEPT IT SINCE IT WAS NOT
SENT DIRECTLY FROM CHANDLER MEDICAL CENTER. IF YOU DO NOT WANT TO WAIT FOR
FCVS, YOU CAN HAVE CHANDLER MAIL THE FORM DIRECTLY TO US.

USMLE scores must be recelved DIRECTLY from the Federatlon of State Medical Boards, Inc. in an
agency envelope. (817-868-4000)

BOTH the National Practitioner Data Bank AND the Healthcare Integrity and Protection Data Bank self query
disclosure information (www.npdb-hipdb.com) — NPDB & HIPDB reports are required. Must provide originai
documents of both reports.

o WE ARE RETURNING YOUR SELF-QUERY WHICH SHOULD BE MAILED DIRECTLY TO CHANTILY
VA. THEY WILL EMAIL/MAIL YOU 2 COMPLETED REPORTS. THIS IS WHAT YOU SEND TO US.

APPLICATIONS NOT COMPLETED WITHIN SIX MONTHS
WILL REQUIRE UPDATES OF CERTAIN DOCUMENTS.

You may check the status of your application online at www.mylicense.state.pa.us. Click on the ink

duplicate licenses/address changes/application status. First time users will be required to register and
create a user |D and password. Your registration code to register is: QzDXRvmw

Sincerely,

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

BOARD ACTION CLEARANCE REPORT
May 24, 2010

Attn; Tammy Radel, Administrator
Pennsylvania State Board of Medicine

PO Box 2649
Hartisburg, PA 17105

Re: Board Action Query Dated: May 24, 2010
Your Reference Number:  SB
FSMB Batch Number: BQ1764756

The following is a report of the search results from the Board Action Data Bank as of May 24, 2010 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 24, 2010

Item Name DOB School Yr/Grad Request ID
| PENTLICKY,SARA _ 2006 22289816
LICENSE HISTORY
State Board

No License Information Available

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.

gdnntr
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Licensee Full Name:
SARA BETH PENTLICKY

License No:
MD440124

TARGET SHEET

Board: Medicine

2766378 _LIC 2 12/19/2014




Read, Nancz

From: Sara Pentlicky qgmai!.mm]

Sent: Thursday, December 18, 2014 4:06 PM

To: ST, MEDICINE

Subject: Re: NAME CHANGE ***IMPORTANT**** LICENSE RENEWAL DISCREPANCY NOTICE

To whom it may concern,
I answered this question in error.

Pentlicky, Sara
Sk,

License # MD440124

Sincerely,
Sara Pentlicky

On Thu, Dec 18, 2014 at 5:58 AM, ST, MEDICINE <ra-medicine@pa.gov> wrote:

Dear Licensee:
Thank you for processing your license renewal via our online renewal system.

Based on the answer(s) you provided to one or more of the questions on the renewal application, you are required to
submit documentation before the license record can be renewed. You are required to send the Board the appropriate

documentation regarding that answer as indicated below.

If you have more than ane discrepancy, you will receive more than one automated email message.

Each discrepancy wiil be addressed in a separate emall message.

Please be advised that your license WILL NOT be renewed until such .
o RNon von afe rectiirend 1o

time as the information and/or documents outlined below are received.

Question - "Are you submitting a name change with this renewal?"

1 VTR wind e racage o



Al

A COPY OF THE LEGAL DOCUMENT RELATING TO YOUR NAME CHANGE MUST BE SUBMITTED
(MARRIAGE CERTIFICATE, DIVORCE DECREE OR LEGAL COURT DOCUMENT).

IF YOU ANSWERED THIS QUESTION IN ERROR, PLEASE PROVIDE A WRITTEN STATEMENT TO THE BOARD
INDICATING THAT THIS QUESTION WAS ANSWERED IN ERROR. oo T S

s by TONTLLA

To assist with expediting the processing your renewal, please include a copy of this email with all documents
that vou return to the Board. Be sure to PRINT your name and license number below:

-.!gl'\x_l::?'_lgg.mﬁal P4D Ehban et wt
2 VL i or el

Last, First

License No.

State Board of Medicine
PO Box 2649

Harrisburg, PA 17105
Telephone: 717-783-1400

Email: st-medicine@pa.gov

Web Site:  www.dos.state.pa.us/med

This email contains confidential, privileged, nonpublic information intended to be conveyed only to the
designated recipient(s). Any unauthorized use, dissemination, distribution or reproduction of this information,
including attachments, Is prohibited. If you are not an intended recipient, please destroy the attachments, and

reply to sender.



Licensee Full Name:
SARA BETH PENTLICKY

License No:
MD440124

TARGET SHEET

Board: Maedicine

2766378_LIC 5 03/23/2012




COMMONWEALTH OF PENNSYLVANIA
STATE BOARD OF MEDICINE
P. 0. BOX 27348
HARRISBURG, PENNSYLVANIA 17105

st-medicinefiipa.fov
www.dos.state.pa.us/med
March 23, 2012

Telephone: 717-783-1400/787-2381
Fax: 717-787-7769

FAILALDELFHIA PA 19730

RE: MD440124

RE: Continuing Education Audit

Dear Licensee:

The State Board of Medicine received your response to the continuing medical education audit being conducted.
The information provided has been reviewed and this hereby certifies your compliance with the continuing medical
education requirement for the January 1, 2009 — December 31, 2010 biennial renewal period.

Should you have any questions, please contact the Board.

Sincerely,

State Board of Medicine



Feb, 16. 2012 11:47A No. 5978 P. 2

COMMONWEALTH OF PENNSYLVANIA
STATE BOARD OF MEDICINE
P. 0. BOX 2649
HARRISBURG, PENNSYLVANIA 17108
{
.d0%.8

January 30, 2012 _
Tokephona: 717-783-1400/787-2361
Fax: 717-787.7769-

SARA BETH PENTLICKY 9849

RE: MD440124
PHILADELPHIA PA 19130

Dear Doctor;

You have been rarndomly selected for audit of the continuing education hours claimed for the renewal of your
physician and surgeon license through December 31, 2010. The State Board of Medicine requires completion of
100 hours of AMA PRA Category 1 or 2 hours of continuing education as cutline below:

» Twenty (20) credit hours must be completed in AMA PRA Catagory 1 activities.

« The remaining eighty (80) credit hours may be completed in either Category 1 or Category 2 approved
aclivities.

s A minimum of 12 hours of the 100 must be completed in activiies relaled to patient safety or risk
management and may be completed in sither Category 1 or 2.

« Details regarding continuing education accepted as Category 1 and 2 can be found on the Board's web

site al www.dos. stale.pa.us/imed.

You must now submit ¢opiss of your continuing education documentation totaling a minimum of 100 hours
for the renewal period 1/1/09 through 12/31/10. When submitting Category 1 hours, copies should bs 8 %” x 11" and
must include your name, name of sponsor, course title, date of completion and number and category of CME credits
awarded. Do not submit registration receipts, course agendas, or aclivity sheets. These do not provide all the
information necessary to determine eligibility as outlined above. If you no longer have your certificates, you must
conlact the course provider far duplicates. THE DOCUMENTATION SUBMITTED WILL NOT BE RETURNED.

Please complete the verification statement below and return this entire page with copies of your continuing
education documentation po later than 30 days from the d. audit notice, if you were exempt from the
CME requiremant during the required time period, please complate and return this audit notice with documentation
of your exemption.

Failure to satisfactorily comply with this audit request will result in a refarral to the Professional Compliance

Office, which maey reault in disciplinary proceedings under Se he. Medical Practice Ac
P.S. 422.41 (6). Thank you for your cooperation.

Sincerely,
State Board of Medicine

VERIFICATION STATEMENT

| have attached capies of approved continuing education for programs | completed during the licensure
period 1/1/ ugh 12/31/10.

‘2_/!&:/20!2.

ignature (Required) Date’

KN/A Pleast so avtached  (Wzs .

%,
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@ Penn MediCine Department of Obstetrics and Gynecology

Penn Family Planning & Pregnancy Loss Center

February 16, 2012

Commonwealth of Pennsylvania
State Board of Medicine

PO Box 2643

Harrishurg, Pennsylvania 17105

Dear Ma’am or Sir;

Please note that | am currently participating in a Fellowship Program with the University of Pennsylvania
Health System’s Department of Obstetrics & Gynecology. | did not move to, or practice in, the state of
Pennsylvania until July of 2010. | have called the State Board of Medicine to determine if i am eligible
for an audit of continuing education hours and was advised to draft and fax this letter to your

attention, as i should not have been selected for an audit at this time.
Thank you for your attention to this.

Please feel free to contact me with any further questions.

Sincer

Sara Beth Pentlicky, MD

1000 Courtyard | 3400 Spruce Street | Philadelphia, PA 191044283 | Tel: 215.615.5234 | Fax: 215,615.5319



Mar.19. 2012 2:29PM No. 6225 P. 2/%

® P enn MediCine . Department of Qbstetrics and Gynecology

Penin Family Planning & Pregnancy Loss Center

March 19, 2012

Commonwealth of Pennsylvania
State Baard of Medicine
PO Box 2649

Harrisburg, Pennsylvania 17105

Dear Ma'am or Sir;

I am writing this letter in reference to Sara Beth Pentlicky, MD. Recently, she recelved notice that she
was selected for a random audit of continuing education hours for the time period of 1/1/09 through
12/31/10. Dr Pentlicky is currently participating in a Fellowship program with our health system.,
Additionally, her residency program occurred In Kentucky and ended June 30, 2010 (she was still in
residency during the time period to be audited). Dr Pentlicky started her program at the University or
Pennsylvania in July of 2010. She did not have a Pennsylvania Medical License prior to this.

We have called the state and were told to submit a letter detailing why she is ineligible for this audit at
this time. | am Including a copy of Dr Pentlicky’s original correspondence, a copy confirming her
completion of residency, and the original notification from the state informing her of the audit.

If ans;thing else is needed, please do not hesitate to contact me.

Thank you in advance for your assistance with this matter.

Jenifer Groves, MEd, MBA

Program Manager

1000 Courtyard | 3400 Spruce Street | Philadelphia, PA 19104-4283 | Tel: 215.615.5234 | Fax: 2158155319
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. No. 6225

Mar. 19. 2012 2:29PM

Aniversity of Kentucky
Albert B. Chandler Medical Center
AUniversity Hospital and Affiliated Hospitals

UK

Tlns Certificate is Awarded to

Sara Beth Pentlicky, M.D.

who served as
Resident in Obstetrics & Gynecology
Jrom July 1, 2006 to June 30, 2010

Chief Resident from July 1, 2009 to June 30, 2010

In witness whereof the undersigned bave caused this Certificate
t0 be signed by their Duly Authorized Offficers.




COMMONWEALTH OF PENNSYLVANIA
STATE BOARD OF MEDICINE
P. 0. BOX 2649
HARRISBURG, PENNSYLVANIA 17105
st-medicine@pa.gov
www.dos. state.pa.usimed
February 24, 2012

SARA BETH P
Telephone: 717-783-1400/787-2381
PHILADELPHIA PA 19130 Fax: 717-787-7769
RE: MD440124
AUDITOR: _ TERRY
RE: CME DISCREPANCY NOTICE -~ Medical Doctor
Dear Doctor:

As a result of our request to audit your continuing medical education, you provided the Board with copies of your
CME certificates. After a review of the documents provided, the following dis_crepancies have been found:

> Verification is needed of your fellowship enroliment between 1/1/09 and 12/31/10.

Please have the University of Pennsylvania Health System's Department of Obstetrics and Gynecology send a
letter on their official letterhead indicating the dates of enroliment in their program. Since this fellowship was
under an unrestricted license and not a Graduate Medical Training license, we must have verification from the
fellowship program of your participation or a copy of you graduation certificate.

PLEASE SUBMIT THE NECESSARY INFORMATION TO RESOLVE THIS DISCREPANCY.
THE REQUESTED INFORMATION MUST BE RECEIVED IN THE BOARD OFFICE
WITHIN 30-DAYS FROM THE DATE OF THIS LETTER,




[Persan Tnfio =
INamo: SARA BETH FENTLICKY
Address Info

Street Addres Emall g_rnal]_com
Phon

Fax
CltySeattie
StateWA
Zipcode98102
Country82

CountyKing

T ——e

Are you submitting a name change with this renewal? N
Have you completed your current CE requirements? Y
Do you hold, or have you ever held, a license, certificate, permit, registration or other v
authorization to practice any health-related profession in any state or jurisdiction?
I.fyou answered yes to the above question, please provide the profession and state or MD in WA, ID and KY
ljunsdiction.

Since your initial application or last renewal, whichever is later, have you had disciplinary actio
taken against a professional or occupational license, certificate, permit, registration or other
authorization to practice a profession or occupation issued to you in any state or jurisdiction or
have you agreed to voluntary surrender in lieu of discipline?

Do you currently have any disciplinary charges pending against your professional or N
occupational license, certificate, pernit or registration in any state or jurisdiction?

Since your initial application or last renewal, whichever is later, have you withdrawn an
application for a professional or occupational license, certificate, permit or registration, had an
application denied or refused, or for disciplinary reasons agreed not to apply or reapply fora |N
professional or occupational license, certificate, permit or registration in any state or
ljurisdiction?

Since your initial application or last renewal, whichever is later, have you been convicted
(found guilty, pled guilty or pled nolo contendere), received probation without verdict or
accelerated rehabilitative dispositton (ARD), as to amy criminal charges, felony or N
misdemeanor, including any drag law violations? Note: You are not required to disclose any
ARD or other criminal matter that has been expunged by order of a court.

Do you currently have any criminal charges pending and unresolved in any state or jurisdiction? [N
Since your initial appheation or last renewal, whichever is later, have you had your DEA N
registration denied, revoked or restricted?

Since your initial application or your last renewal, whichever is later, have you had provider
privileges denied, revoked, suspended or restricted by a Medical Assistance agency, N
Medicare, third party payor or another authority?

Since your imitial application or your last renewal, whichever is later, have you ever had
practice privileges denied, revoked, suspended, or restricted by a hospital or any health care (N
Since your initial application or your last renewal, whichever is later, have you been charged by
a hospital, university, or research facility with violating research protocols, falsifying research, (N
or engaging in other research misconduct?

Since yeur imitial application or last renewal, whichever is later, have you engaged in the
intemperate or habitual use or abuse of alcohol or narcotics, hallucinogemcs or other drugs or
substances that may mpanr judgment or coordination?

Since your initial application or your last renewal, whichever is later, have you been the subject N
of a civil malpractice lawsuit?

If yes, please submit a copy of the entire Civil Complaint, which must include the filing date and|
the date you were served. PLEASE NOTE: I you previously repotted the complaint to the
Board you will only need to provide the docket number here:

Have you completed 2 hours of Board-approved continuing education in child abuse N
recognition and reporting? o o i
Do you maintam current medical professional liability msurance in the Commonwealth of N
Pennsylvamia?
If you answer "No", please provide an explanation or reason for an exemphionrequest. |1 practice outside of PA
Please provide the zip code of your primary employerfactice location. This data is being
collected for the purpose of identifying healthcare professionals during state emergencies and (98122
may be provided to the Pennsylvania Emergency Management Agency for official use only.

Tuesday, December 06,

Datz Submiited: 2016

Education Info
I No education records

Employment Information
| No employment records







erson Info
Name:SARA BETH PENTLICKY

\Address Info

Fax
CityPhiladelphia
StatePA
Zipcode]9123
Country82
CountyPhiladelphia

Survey Response Summary
Question Response Summary

street Address | Em> @gmail.com
Phoneapt N

Are you submitting a name change with this renewal?

Do you hold a license/certificate (active, inactive or
.Lexpired) to practice in any other state or jurisdiction?

Since your initial application or last renewal, whichever is
later, have you had disciplinary action taken against your
license, certificate or registration issued to you in any
profession in any other state or jurisdiction?

Since your initial application or last renewal, whichever is
later, have you been convicted, found guilty or pleaded
nolo contendere, or received probation without verdict, or
accelerated rehabilitative disposition(ARD) as to any
felony or misdemeanor, including any drug law
violations, or do you have any criminal charges pending
and unresolved in any state or jurisdiction? You are not
required to disclose any ARD or other criminal matter
that has been expunged by order of a court.

Since your initial application or last renewal, whichever is
later, have you withdrawn an application for a license,
certificate or registration, had an application denied or
refused, or for disciplinary reasons agreed not to reapply
for a license, certificate or registration in any profession
in any other state or jurisdiction?

Since your initial application or last renewal, whichever is
later, have you been arrested for criminal homicide,
aggravated assault, sexual offenses or drug offenses in
any state, territory or country?

Since your last renewal, have you been the subject of a
civil malpractice law suit? If yes, please submit a copy of
the entire Civil Complaint which must inciude the filing
date and the date you were served. If you previously
reported the complaint, email or fax the docket number to
the Board. (email at st-medicine@state.pa.us or fax at
717-787-7769)

N

Page 1 of 2
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Since your initial application or last renewal, whichever is
later, have you had your DEA registration denied,
revoked or restricted?

Since your initial application or last renewal, whichever is
later, have you had practice privileges denied, revoked or [N
restricted in a hospital or health care facility?

Since your initial application or last renewal, whichever is
later, have your provider privileges been denied, revoked [N
or restricted by any medical assistance agency for cause?
Do you maintain current medical professional liability v
insurance in the Commonwealth of Pennsylvania?

Have you met your current CE requirements? Y
Education Information
r No education records |

Employment Information
] No employment records ,

remarks

Remarks:

Continuing Education Information

r No CE Course records

file:///C:/Program%20Files/System%20Automation/Viewer/Temn/2766378 11C 2 12082 §/107017



'Person Info
Name:SARA BETH PENTLICKY
A ddress Info
mail:
Street Address I ) GMAIL.COM

Phonesecond floor
Fax
CityPhiladelphia
StatePA
Zipcode19130
Country82
CountyPhiladelphia

Survey Response Summary
Question Response Summary

Are you submitting a name change with this renewal?

prd

expired) to practice in any other state or jurisdiction?

Do you hold a license/certificate (active, inactive or N

Since your initial application or last renewal, whichever is

license, certificate or registration issued to you in any
profession in any other state or jurisdiction?

later, have you had disciplinary action taken against your N

Since your initial application or last renewal, whichever is
later, have you been convicted, found guilty or pleaded
nolo contendere, or received probation without verdict, or
accelerated rehabilitative disposition(ARD) as to any

violations, or do you have any criminal charges pending
and unresolved in any state or jurisdiction? You are not
required to disclose any ARD or other criminal matter
that has been expunged by order of a court.

felony or misdemeanor, including any drug law N

Since your initial application or last renewal, whichever is
later, have you withdrawn an application for a license,
certificate or registration, had an application denied or
refused, or for disciplinary reasons agreed not to reapply
for a license, certificate or registration in any profession
in any other state or jurisdiction?

Since your initial application or last renewal, whichever is

aggravated assault, sexual offenses or drug offenses in
any state, territory or country?

later, have you been arrested for criminal homicide, N

civil malpractice law suit? If yes, please submit a copy of
the entire Civil Complaint which must include the filing
date and the date you were served. If you previously
reported the complaint, email or fax the docket number to

Since your last renewal, have you been the subject ofa [N
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the Board. (email at st-medicine@state.pa.us or fax at
717-787-7769)

Since your initial application or last renewal, whichever is
later, have you had your DEA registration denied, N
revoked or restricted?

Since your initial application or last renewal, whichever is
later, have you had practice privileges denied, revoked or [N
restricted in a hospital or health care facility?

Since your initial application or last renewal, whichever is
later, have your provider privileges been denied, revoked [N
or restricted by any medical assistance agency for cause?

Do you maintain current medical professional liability
insurance in the Commonwealth of Pennsylvania?

Have you met your current CE requirements? Y

[Education Information

| No education records

[Employment Information

f No employment records

remarks
Remarks:
Continuing Education Information

| No CE Course records

|
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erson Info
Name:SARA BETH PENTLICKY
IAddress Info

Email:

Street Addres GMAIL.COM
Phonesecond floor -
Fax
CityPhiladelphia
StatePA
Zipcode19130
Country82
CountyPhiladelphia
Survey Response Summary
Question Response Summary
Are you submitting a name change with this renewal? N
Do you hold a license/certificate (active, inactive or N

expired) to practice in any other state or jurisdiction?

Since your initial application or last renewal, whichever is
later, have you had disciplinary action taken against your N
license, certificate or registration issued to you in any
profession in any other state or jurisdiction?

Since your initial application or last renewal, whichever is
later, have you been convicted, found guilty or pleaded
nolo contendere, or received probation without verdict, or
accelerated rehabilitative disposition(ARD) as to any
felony or misdemeanor, including any drug law N
violations, or do you have any criminal charges pending
Jand unresolved in any state or jurisdiction? You are not
required to disclose any ARD or other criminal matter
that has been expunged by order of a court.

Since your initial application or last renewal, whichever is
later, have you withdrawn an application for a license,
certificate or registration, had an application denied or
refused, or for disciplinary reasons agreed not to reapply
for a license, certificate or registration in any profession
in any other state or jurisdiction?

Since your initial application or last renewal, whichever is
later, have you been arrested for criminal homicide, N
aggravated assault, sexual offenses or drug offenses in
any state, territory or country?

Since your last renewal, have you been the subject ofa N
Lcivil malpractice law suit? If yes, please submit a copy of
the entire Civil Complaint which must include the filing
date and the date you were served. If you previously
reported the complaint, email or fax the docket number to
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the Board. (email at st-medicine@state.pa.us or fax at
717-787-7769)

Since your initial application or last renewal, whichever is

revoked or restricted?

later, have you had your DEA registration denied, N

Since your initial application or last renewal, whichever is

restricted in a hospital or health care facility?

later, have you had practice privileges denied, revoked or N

Since your initial application or last renewal, whichever is

or restricted by any medical assistance agency for cause?

later, have your provider privileges been denied, revoked [N

Do you maintain current medical professional lability
insurance in the Commonwealth of Pennsylvania?

Have you met your current CE requirements? Y

Education Information

No education records

Employment Information

No employment records

remarks
Remarks:
|Continuing Education Information

| No CE Course records
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Person Info
Name:SARA BETH PENTLICKY

\Address Info

Street Add Email] gmail.com
Phon

Fax
CitySeattle
StateWA
Zipcode98102
CountryR2
CountyKing

Are you submitting a name change with this renewal? Y
Have you met your current CE requirements? Y
Have you completed 2 hours of Board-approved continuing education in child abuse N
recognition and reporting?
Do you hold, or have you ever held, a license, certificate, permit, registration or other Y
authorization to practice a profession or occupation in any state or jurisdiction?
.If you a'nswered yes to the above questions, please provide the profession and state or MD- WA, KY, ID
ljurisdiction.
Since your inittal application or last renewal, whichever s later, have you had disciplinary action)
taken against a professional or occupational license, certificate, permit, registration or other
authorization to practice a profession or occupation issued to you in any state or junisdiction or
have you agreed to voluntary sumrender in lieu of discipline?

Do you currently have any disciplinary charges pending against your professional or N
occupational license, certificate, permit or registration in any state or jurisdiction?

Since your mitsal application or last renewal, whichever is later, have you withdrawn an
application for a professional or occupational license, certificate, permit or registration, had an
applicatton denied or refused, or for disciplinary reasons agread not to apply or reapply fora [N
professtonal or occupational license, certificate, permit or registration in any state or
ljurisdiction?

Since your initial application or last renewal, whichever is later, have you been convicted
(found guilty, pled guilty or pled nolo contendere), received probation without verdict or
accelerated rehabilitative disposition (ARD), as to any criminal charges, felony or N
misdemeancr, including any drug law violations? Note: You are not required to disclose any
ARD or other criminal matter that has been expunged by order of a court.

Do you currentty have any criminal charges pending and unresolved in any state or jurisdiction? [N
Since your initial application or last renewal, whichever is later, have you had your DEA
registration denied, revoked or restricted?

Since your initial application or your last renewal, whichever is later, have you had provider
privileges denied, revoked, suspended or restricted by a Medical Assistance agency, N
Medicare, third party payor or another authority?

Since your initial application or your last renewal, whichever is later, have you ever had
practice privileges denied, revoked, suspended, or restricted by a hospital or any health care [N
facility?

Since your initial application or your last renewal, whichever is later, have you been charged by
a hospital, university, or research facility with violating research protocols, falsifying research, |N
or engaging in other research misconduct?

Since your initial application or last renewal, whichever is later, have you engaged in the
intemnperate or habitual use or abuse of aleohol or narcotics, hallucinogenics or other drugs or
substances that may impair judgment or coordination?

If'yes, are you currently participating in the Pennsylvania Professional Health Monitoring
Program?

Since your initial application or your last renewal, whichever is later, have you been the subject
of a civil malpractice lawsuit? §

If'yes, please submit a copy of the entire Civil Complaint, which must include the filing date and
the date you were served. Submit a siatement which includes complete details of the
complaints that have been filed against you. PLEASE NOTE: If you previcusly reported the
comnplaint to the Board you will only need to provide the docket number here:

Do you maintain current medical professional liability insurance in the Commonwealth of N
Pennsylvania?

Z

> = Sk B e I am currently notpractlc;ng m
v " A 5 . PA. 1 return to PA fo
If you answer "No", please provide an explanation or reason for an exemption request. e

professional lighility coverage.

Wednesday, December

Date Submitted: 17,2014

Education Info




No education records

Employment Information

No employment records




COMMONWEALTH OF PENNSYLVANIA
DEPARTMENT OF STATE

BUREAU OF PROFESSIONAL AND OCCUPATIONAL AFFAIRS
POST OFFICE BOX 2649

HARRISBURG, PA 17105-2649
www.dos.pa.gov

0110/2017

VERIFICATION/CERTIFICATION OF LICENSE

This is to certify that the individual or business named below is licensed by the Department of State,
Bureau of Professional and Qccupational Affairs:

NAME: PENTLICKY, SARA

LICENSE TYPE: Medical Physician and Surgeon
LICENSE #: MD440124

LICENSE STATUS: Active

LICENSE ISSUE DATE: 05/24/2010

LICENSE EXPIRATION DATE: 12/31/2018
DISCIPLINARY HISTORY: No Disciplinary Action Exists

LA~

lan J. Harlow, Commissioner
Bureau of Professional and Occupational Affairs



myLlicense Renewal Question Responses
License Number: MD440124

Name: SARA BETH PENTLICKY

Online Submission Date :

Renewal Question Response
Are you submitting a name change with this renewal? N
Are you licensed in another licensing jurisdiction in this profession (any status)? N
Since your last renewal, has a licensing jurisdiction taken any disciplinary action against you? N
Since your last renewal, have you been convicted of a crime? N
Since your last renewal, have you withdrawn an application for licensure in another licensing N
juristiction?
Have you met your current CE requirements? Y
Since your last renewal, have your provider privileges been terminated by any medical assistance N
agency for cause? .
Since your last renewal, have you had practice privileges denied, revoked or restricted in a hospital or N
health care facility?
Since your last renewal, have you had your DEA registration denied, revoked or restricted? N
Since your last renewal, have you been arrested for criminal homicide, aggravated assault, sexual N
offenses or drug offenses in any state, territory or country?
Do you maintain current medical professional liability insurance in the Commonwealth? Y
Medical Renewal - Since your last renewal, have you been the subject of a civil malpractice law suit? N

Online Submission Date : 12/24/2010 12:15:10AM

Renewal Question Response
Are you submitting a name change with this renewal? N
Are you licensed in another licensing jurisdiction in this profession (any status)? N
Since your last renewal, has a licensing jurisdiction taken any disciplinary action against you? N
Since your last renewal, have you been convicted of a crime? N
Since your last renewal, have you withdrawn an application for licensure in another licensing N
juristiction?
Have you met your current CE requirements? Y
Since your last renewal, have your provider privileges been terminated by any medical assistance N
agency for cause?
Since your last renewal, have you had practice privileges denied, revoked or restricted in a hospital or N
health care facility?
Since your last renewal, have you had your DEA registration denied, revoked or restricted? N
Since your last renewal, have you been arrested for criminal homicide, aggravated assault, sexual N
offenses or drug offenses in any state, territory or country?
Do you maintain current medical professional liability insurance in the Commonwealth? N
Medical Renewal - Since your last renewal, have you been the subject of a civil malpractice law suit? N

Online Submission Date : 12/17/2014 7:15:52PM

Renewal Question Response
Are you submitting a name change with this renewal? Y
Are you licensed in another licensing jurisdiction in this profession (any status)? Y
Since your [ast renewal, has a licensing jurisdiction taken any disciplinary action against you? N
Since your last renewal, have you been convicted of a crime? N
Since your last renewal, have you withdrawn an application for licensure in another licensing N
juristiction?
Have you met your current CE requirements? Y
Since your last renewal, have your provider privileges been terminated by any medical assistance N
agency for cause?
Since your last renewal, have you had practice privileges denied, revoked or restricted in a hospital or N
health care facility?
Since your last renewal, have you had your DEA registration denied, revoked or restricted? N



mylicense Renewal Question Responses

License Number: MD440124
Name : SARA BETH PENTLICKY

Do you maintain current medical professional liability insurance in the Commonwealth? N
Medical Renewal - Since your last renewal, have you been the subject of a civil malpractice law suit? N

Please provide the profession and state or jurisdiction.

Are you, or have you ever been addicted to the intemperate use of alcohol or to the habitual use of
harcotics or other habit-forming drugs? (NOTE: You may answer “NO” if you are currently a
participant in or have successfully completed the requireme

Do you currently have any disciplinary charges pending against your professional or occupation N
license, certificate, permit or registration in any state or jurisdiction?

Do you currently have any criminal charges pending and unresclved in any state or jurisdiction? N
Since your initial application or your last renewal, whichever is later, have you been charged by a N
hospital, university, or research facility with violating research protocols, falsifying research, or

engaging in other research misconduct?

If you answered "Yes", are you currently participating in the Pennsylvania Professional Health -
Monitoring Program?

if yes, please submit a copy of the entire Civil Complaint, which must include the filing date and the 0

date you were served. PLEASE NOTE: If you previously reported the complaint to the Board you will
only need to provide the docket number here:

If you answer “No”, please provide an explanation or reason for an exemption request. | AM
Have you completed 2 hours of Board-approved continuing education in child abuse recognition and N
reporting?
Online Submission Date : 12/6/2016 7:21:12PM
Renewal Question Response

Are you submitting a name change with this renewal?

Since your last renewal, has a licensing jurisdiction taken any disciplinary action against you?

Since your last renewal, have you been convicted of a crime?

Since your last renewal, have you withdrawn an application for licensure in another licensing
juristiction?

Since your last renewal, have your provider privileges been terminated by any medical assistance
agency for cause?

Since your last renewal, have you had practice privileges denied, revoked or restricted in a hospital or
health care facility?

Since your last renewal, have you had your DEA registration denied, revoked or restricted? N
Do you maintain current medical professional liability insurance in the Commonwealth? N
Medical Renewal - Since your last renewal, have you been the subject of a civil malpractice law suit? N

Z2 Z2 ZZZZ2

Please provide the profession and state or jurisdiction. MD | ID
Are you, or have you ever been addicted to the intemperate use of alcohol or to the habitual use of ﬁ
narcotics or other habit-forming drugs? (NOTE: You may answer "NQ" if you are currently a

participant in or have successfully completed the requireme

Do you currently have any disciplinary charges pending against your professional or occupation N
license, certificate, permit or registration in any state or jurisdiction?

Do you currently have any criminal charges pending and unresolved in any state or jurisdiction? N
Since your initial application or your last renewal, whichever is later, have you been charged by a N

hospital, university, or research facility with violating research protocols, falsifying research, or

engaging in other research misconduct?

If yes, piease submit a copy of the entire Civil Complaint, which must include the filing date and the 0
date you were served. PLEASE NOTE: If you previously reported the complaint to the Board you will

only need to provide the docket number here:

If you answer “No”, please provide an explanation or reason for an exemption request. | PRACTICE
Have you completed 2 hours of Board-approved continuing education in child abuse recognition and N
reporiing?

Do you hold, or have you ever held, a license, certificate, permit, registration or other authorization to Y

practice any health-related profession in any state or jurisdiction?
Have you completed your cumrent CE requirements? Y



mylicense Renewal Question Responses
License Number: MD440124

Name : SARA BETH PENTLICKY

Please provide the zip code of your primary employer/practice location. This data is being collected for 98122
the purpose of identifying healthcare professionals during state emergencies and may be provided to
the Pennsylvania Emergency Management Agency for officiai use oniy.





