/?’ /L (f C LMD-040 (290)

Date Approved: (1~ ~ 1%~ " 3 nep —— — ._..l
S - STATE OF MICHIGAN HLG. This form is required by P.A. 368

PP 0o STATE OF MICHIGAN : id
License No 05,2,/’ (‘—’ DEPARTMENT OF LICENSING AND REGULATICN (/7 (“{of 1978 in order for ysu to be |
‘ BOARD OF MEDICINE 7 licensed in Michigan 1
P.O. BOX 30192 z g

Approved by: — — LANSING, MICHIGAN 28909 ./
(517) 373-0680 Jil 1990

APPLICATION FOR MEDICAL AND CONTROLLED SUBSTANCE LICENSES

| am applying for the following:
X License by examination (National Boards or FLEX) $80.00
[ License by endorsement (Must be currently licensed in another state) $50.00
-] Controlled Substance License $60.00

MEDICAL LICENSE APPLICATION

I'am ap; lying on the basis of the foliowing examination
X FLEX [1 NATIONAL BOARDS [] OTHER

NAME OF APPLICANT (last, first, middle) " N [ LIST PREVIOUS NAME(S) USED
|

r Nt a D AN —
/( v ff bl /\ ,’{/l/

-A-&:)RESS (r-nfsuev‘! city, state, 2IP)

e e e— — st =

DATE OF BIRTH | SOCIAL SECURITY NUMBER

CHECK THE APPROPRIATE ANSWER TO EACH OF THE FOLLOWING QUESTIONS. ATTACH DETAILED

EXPLANATION FOR ANY YES ANSWER YOU CHECK

_Have you ever been convicted of a crime? i : 0 YES X NO
Have you ever been under treatment for addiction of insobriety? e [IYES R NO
Have you ever been warned, censured, or requested to withdraw from a health care

facility’s staff or had your health care facility staff privileges modified? i [J YES X NO
Are you now or have you ever been a defendant in a medicat malpractice civil suit?. [J] YES K NO

Have you ever been refused a license to practice professionally for any reason by any
state or federal agency?

1
J

[J YES X NO

Have you ever been denied the privilege of taking an examination by any state medical
board? J YES X NO

Have you ever had your medical or controlled substance license, certificate. registration or
approval revoked or suspended, or have you ever been otherwise disciplined by a medical
board or a board responsible for requlating controlled substances? ] YES 4 NO

Do you currently have any charges or complaints pending against you before a medical
_board or a board responsible for regulating controliled substance? [J YES X NO

Have you ever held a restricted state or federal license, certificate, registration, or

approval? S e = CIYES [ NO

De you hold or have you ever held a medical license in this or any other state? If yes, list
each state below and the date such license was issued and cause certification of license
_1.good stanc'ng to be submitted directly from all other states: [J YES ] NO




Provide a complete chronological record of all your educational preparation and work experience to the present date.
Attach additional sheets if necessary.

NAME AND ADDRESS DATES OF ATTENDANCE DEGREE

T
OF INSTITUTION i To OBTAINEC

X nar [%9/?/ 74/ - e Z ~7 7 ?‘7 6.9 0 LnZen 511/) o4 5/(‘/
LAC - U.5.C Medicel Cenies 7908 b.99 |Znlenshyp Madicine

s fingeles, C A,
Bockler Acteof of Matitine i 91 | 7. 54 |M-D Oploma
Tét-Auw Unv. , Zorge/

TEHLAN Ui Aitwet! cf Midetd 10. 76 | 6.8 | -

, 7EHRAR

. Py /t"-"
ALBoRS  Hogh Seboel, Sooa g T0 6. 76 U sLlend Bptec

Bt/ [ prmary stheel Jomern I8 9. LA | €.70 -

I understand that it is the policy of the Department of Licensing and Regulation to secure conviction criminal
history information as part of their pre-li e ning pr , and | authorize th> department to use the
information provided n this application to obtain a conviction criminal history file search from the Central
Records Divisicn of the Michigan Department of State Police. | hereby certify that the information in this
application is true and correct and | hereby make application for medical licensura in Michigan.

- 3
Signature /(27&44" e oae 22 - 90

Subscribed and sworn to before me this ,5+ day of }* Le, .19 40
w0 g ipan RENE MALESE
Signature of Notary Public M WL } M(L ecearr-Pubiic, oy Countdy, Ma
[y ; Aty Comenission BxpiasSapt. 26, 1992
County of [ U(LV Q«L — My commission expires

CONTROLLED SUBSTANCE LICENSE APPLICATION

A controlled substance license is required for every person who prescribes, manufactures, distributes, or dispenses any
controlled substance in Michigan as described in Article 7 of Public Act 368 of 1378, as amended, A separate controlled
substance license is required for each business location from which you manufacture, distribute, prescribe, or dispense
controlied substances. If you will practice at an additional location or in @ methadone program, please request in writing
an Application for Additional Location from the Michigan Board of Pharmacy, P.O. Box 30018, Lansing, Michigan 48909.

Information on obtaining a Federal controlled substance license may be obtained by contacting the Regional Branch,
Drug Enforcement Administration, 357 Federal Building. 231 Lafayette, Detroii, Michigan 48226 (Telephone
313-226-7290).

| hereby make application for a Michigan controlled substance license.

Signature Dat:
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(Do Not Detach)

Quick Processing Card

APPLICANT
To help us process your application more quickly, pleast complete the foliowing information about the application and your fee payment.

"5%ecaz xawesn | R 2, ]

Check the type of license you are seeking — and be sure to enslose your payment!

[ (43-01-01) License by Examination, Fee: $30.00
[C] (43-01-09) License by Endorsement, Fee: $90.00
[} (43-01-37) Controlled Substance License, Fee: $60.00

Your check or money order must accompany this application. Make it payable, in U.S. currency, to the STATE OF MICHIGAN. DO NOT
SEND CASH. Fees are earned upon receipt and can only be refunded under refund rules promulgated by the department.




LMD-200 (7/83) . IF] ECE State of Michigan
] « IVE Depariment of Licensing and Regulation -
D BOARD OF MEDICINE :;;a'::;: tor m: :»AJ‘-;::'
JUN 2 s 90, P.O. Box 30192 - Mehgan it

Lansing, Michigan 48909

BT nr

 CERTIFICATION OF POSTGRADUATE TRAINING
e —JUN TS

APPLICANT INSTRUCTIONS

Tvpe or print your name in Section | exactly as it appears o/, your application. Send this form to be %@Te@dmﬂe@uﬁg&to the
board by the director of medical education where you completed your postgraduate training. SR

SECTION I: APPLICANT INFORMATION

NAME OF APPLICANT (last, first, maddle)

TORBAT I KAMRAN

e R Y S TR (1
o _

SECTION I: APPLICANT INFORMATION

SOCIAL SECURITY NUMBER

HOSPITAL NAME "
,,«/Jﬁ /f‘/'f’cs C’oml// 5.& . Hettal Cewlc
HOSPITAL S COMPLETE ADDRESS — —

1300 WNoTh Slalz Sh..i . (,é/f Auwgeles |, CA, 90033

| certify that Kamran Torbati, M.D. o ____ agraduate of the
Tel-Aviv University Tel-Aviv Israel medical school, has successfully completed postgraduate
clinical training offered by the hospital named above from ____June 24 19 QB___ through ___June 24
19_89 in the clinical area of __Internal Medicine
June 14, 1990 // ,Zﬂ/‘/&/'
Date . Sugnadore of Dikdetor of Medical 70%
Ralph C. Jung, M.D.

Type or Pnnt Name of Director of Medical Education

Is this training program accredited by ACGME or by the national
joint committee on accreditation of preregristration physican
(SEAL) training programs of the Canadian medical association?

Xl ves [ no

If hospital has no seal, please so indicate.

NOTE: Certification of postgraduate training will not be accepted if certified more than 15 days prior to actual completion.



LMD-200 (7/89) State of Michigan
Department of Licensing and Regulation

: Thes form &8 requied by P.A. 368 of
BOARD OF MEDICINE 1978 i order 1 you 10 be hcensed
P.O Box 30192 n Mchgan

Lansing. Michigan 48309

Ct: ﬁ'iFlCATION OF POSTGRADUATE TRAINING

LH-48588
JUL T U 109U

APPLICANT INSTRUCTIONS
Type ot print yoyr name'in Secﬁc&’t&amly as it appears on your application. Send this form 1o be completed and mailed directly 1o the
board by the diréétor of medical education where you completed your posigraduate training

SECTION I: APPLICANT INFORMATION
NAME OF APPLICANT (las!, fies!, middie) ’«
TORBATI, KAMRAN, M.D. S v O
S 2 &
ADDRESS (no.. sieel . city. siate. 2IP) SOCIAL SECURITY NUMBER o o 7
e
-
4 Kl %&b
DATE OF BIRTH ¢
%
@
SECTION I: APPLICANT INFORMATION
HOSPIT, . NAME e
Sinai Hospital
HOSPITAL'S COMPLETE ADDRESS .
6767 West OQuter Drive, Detroit, MI 48235
| certify that Kamran Torbati, M.D. a graduate of the

Sackler University School of Medicine

medical school, has successfully completed posigraduate

clinical training offered by the hospital named above from July 1, 19_89  through June 30,

19___ 90 inthe clinical area of __Obstetrics & Gynecology

June 30, 1990 Z;\w% ;7 . G;M{»ﬂ)

Date - ¢ Signature of Director of Medica! Education

Marcia N. Persin, Associate Administrator, Clinical/Support Ser:
Type or Print Name of Director of Medical Education

Is this training program accredited by ACGME or by the national
joint committee on accreditation of preregristration physican
(SEAL) training programs of the Canadian medical association?

Elves [Jwno

If hospital has no seal, please so indicate.

NOTE: Certification of postgraduate training will not be accepted if certified more than 15 days prior to actual completion.



The Federation of State Medical Boards

of the Xnited States
INCORPORATED

2830 WEST FREEWAY. SUITE #1348

FORT WORTH. TEXASD 76 1109

81713351140 : {‘)\
To: Michigan Board of Medicine.
Subject: FLEX/SPEX Scores JUN 13 yaun
KAMRAN TORBAT I £ 5 RG

It is certified that the named physician took the Federation Licensing
and/or Special Purpose Examination on the date(s) entered below for the
State Medical Licensing Board(s) listed and obtained the following scores:

FIN: 580326009 Date of Certification: QE/05/90

DATE OF EXAM STATE TAKEN ~0R STATE 1D # COMP L COMP 2

26/67 PENNSYLVANIA Y

COMPONENT 1 of FLEX 1is designed to evaluate measurable aspects of the
knowledge and understanding of basic and clinical sciences, with specific
emphasis cn principles and mechanisms underlying disease and modes of
therapy.

COMPONENT 2 of FLEX i< design=2d to assess the ajdditional ccgnitive
abilities required of physicians who will ultimately asuume independent
reponsibilities for the generat health care of patients.

FOH X KK K KRR KK R KR KKK KKK KR *

Furthermore: A search of the Federation's Board Action Data
Bank reveals rno reported disciplinary information
onn the above named physician.

ddl



CEATIAICATE NUMBER
MEDICAL EXAMINATION
BASIC SCIENCE

CLUINICAL SCEENCE

ENGUSH EXAMINATION

VA ID THROUGH

SUCCESSFULLY PASSED ITS EXAMINATIONS

EDUCATIONAL COMMISSION | |
FOREIGN MEDICAL GRADUATES ;¢
Y Ha
& : § CERTIFIES THAT 'gg j ,9
¢ 3 K.
¥ $ §KAMRAN TORBATI (45 <
. W i
HAS SATISFIED ALL THE REQUIREMENTS OF THE COMMISSION, fg g
3s

AND HAS BEEN AWARDED THIS CERTIFICATE.

403-816-2

JULY 21, 1987
JULY 23, 1986
JULY 23, 1986

JULY, 1988

PRESIDENT, CHIEF OPERATING OFFICER

DATE ISSLED

APRU 4 1988

104Azp

olland AgjoN Bf 5

L —.

ue pequasyng

(36
810Jag UIOMS pue
iy i

%5‘)?_ Siy) 'aw



: R
State of Michigan é‘c

Department of Licensing and Regulation 6/
> BOARD OF MEDICINE ”'f/), v
P.0O. Box 30018 '1‘9 GQ
Lansing, Michigan 48909 Ne /oa
CERTIFICATION OF MEDICAL EDUCATION FOR FOREIGN MEDICAL SCHOOL G TES 2 \9
S - In

=5 -
APPLICANT INSTRUCTIONS

Complete Section I. Type Or Print your name exactly as it arpears om your
application. Send this form to the doan of the medical school you attended
for ccaplesicn of Jection II. This certification must be schaitted directly
to the Michigan Board of Medicine by the medical school.

SECTION I: APPLICANT INFORMATIONM
NAME OF APPLICANT (last, first, middle) _ ey
5 7 ’
{ORBA/T KA MPRAN

! ADDRESS (no., street, cit state, zi

- S 7

DATE OF ADMISSICiv -y DATE OF GRADUATLUN =
10,7/ 10, 20. /192%5
SECTION IX: CERTIFICATION OF MEDICAL EDUCATION
NAME OF MEDICAL SCHOOL A P — ]
Oaelley scl ~§/ Meel. | /- Hviy Uniu
FULL, ADDRESS OF MEDICAL SCHOOL = /
R RO : T, i o = Ry <
chool of Medicine . TeL-Auv yers Ty JCAMAT-AYyw Loteel
~
“TAD, ‘n,_ v
I certify that KA RAN  (OKRBAT wrentes the mdical schoot

named above from L7 v 192/ through 5"&/’ , 19 é/(‘)_ and il

DATE OF BIRTH

granted the degree of M. D, 'L?,rf'/ap_ld on ot Sy E'v TSI
T aleo certify that the medical educational program from which the applicant named En
-

above has graduated was not less than 130 weeks and does not averd credit for any

L
courses taken by correspondence. I further certify that this medical educational MDY - C 13‘3',
progran included basic science courses in anatomy; physiology; blocb-—;..nnwrew
»

pathology; and pharmacology and therapeutics; and clinical clerkships in the M L{c- & m‘

sciences completed at the hospitals or instituticas as listed below: m‘c”"e

CLINICAL SCIENCES NAME AND ADDRESS OF HOSPITAL  TEACHING HOSPITAL
: Internal Medicine Shiba Med pir , Ramai -Guyyes [X] wo [
Jsraer -
General Surgery (5,’-[11;1 Mecl. ¢4 .'pféé_j,'j,‘,}zs =] o[
Iolecl
Pediatrics _ _ Golla Mt ch '/;-/}/»/77‘,‘,,?25 No [1
I5scaeh

Obstetzics and Gyrecology (2cfds Med. o L2c /a4 - /?W:YBS <1 mo (]

sk

Psychiatry o . \iiiit g ‘5/24 lvaln /"/:5'/’. /7o - A ves X wo [
) SHALN

* Teaching hospital means that the hospital or institution offers a

postgraduate clinical training program in the same content area of
the clerkship.



Y

ER LMD-851 (2/80)

ol RLO. 3o SYATE OF MICHIGAN
“anay e DEPARTMENT OF LICENSING AND REGULATION This form is required by P.A
rean © A1/ BOARD OF MEDICINE 388 of 1978 in order for you 1o
LU U 9 e—— £.0. BOX 30018 be hcensed in Michigan
LANSING, MICHIGAN 48909
wAY #691989 (517) 373-0880

APPLICATION FOR LIMITED MEDICAL AND CONTROLLED SUBSTANCE LICENSES

| am applying for the following license(s):

i i "] Limited Clinical Acade
X Limited Educational I Limi in cademic = %ﬁg’vﬁb

Fee: $30.00 Fee: $30.00

APPLICANT INFORMATION WAY ()

This application will not be accepted unless properly signed and sworn to by the apw e 3 notary public.
Your fee should accompany this ¢ plication and should be in the form of a check or mcw,“ OF Qs&n
will be assumed for fees sent in any other manner. MEO-’CIH:_—'

NAME OF APPLICANT (last, first, middie)

,//- » / - / J/ ) l }
/ o > Y /7 L 4 [/ /A \
[{ORBA/ L MEAN

ADDRESS (no., street, city, state, zip)

DATE OF BIRTH

CHECK THE APPROPRIATE ANSWER TO EACH OF THE FOLLOWING QUESTIONS. ATTACH DETAILED
EXPLANATION FOR ANY YES ANSWER YOU CHECK.

Have you ever been convicted of a crime? [ YES X NO
Have you ever been uncar treatment for addiction or inscbriety? O Yes X NO
Are you now or have you ever been a defendant in a medical malpractice civil suit? ] YES ® NO

Have you ever been refused a license to practice professionally for any reason by

any state or federal agency? J YES & NO
Have you ever been denied the privilege of taking an examination by any state
medical board? [T YES & NO
Have you ever had a medical or controlied substance license, certificate, registration
or approval revoked or suspended, or have you ever been otherwise disciplined by a
medical board or a board responsible for regulating controlled substances? [ YES X NO

Do you currently have any charges or complaints pending against you before a
medical board or a board responsible for regulating controlled substance? C YES X NO

Have you ever held a restrictead state or federal lic/epse. certificate. ogisuTjon h
< . ’. 1 el €N --. .‘.' r} S ific my y : '/_’l iy )
or approval? m fo‘/(&wc P30 A% ’ /f 1 Ve gl y ik, qu; XYES 2 NO/

A Lol d Leg & 7T
< < A

Do you hold or have you ever held a medical license in another state? If yes,
list each state and the date such license was issued: [ YES L NO




Provide a complete chronclogical record of all your educational preparation and work expernence !rom secondary or
high school to the present date. Attach additional sheets if necessary.

NAME AND ADDRESS DATES OF ATTENDANCE DEGREE
OF INSTITUTION From To OBTAINED
-/‘)/6&/2_ HiGhsebheel _jebone , Lrezy ocr. 70 Joe 76 S. D huce e
lehvan Yny. Sehool 0 Meck . ng 687 76 Vlen, 80| s7udiet bus
/‘T/./u’.i:u 3 j’/’(;i re) SCilocen
/44&[/(/5&’ /5'5‘/< cof © / Vi &y i oc/ ?< / "(/’, o> /1D '-D.-/)/pnm
‘el - j‘“ 17 //‘.17' v > /’::"— .'Hﬂ/. Aur / .,; ;1"‘?(. /
AL SEAL
LG RF(‘!A LEON
NOTARY PUBL CALIFORMNIA
mzuc.?; OFFICE (N

LOS AMGELES SOUNTY
My Commision Exp. Nov. 11, 1991

]

| hereby certify that the information in this appucauon Is true and correct and | hereby make application for
limited medical licensure in Michigan.

Signature Z/ (m '(4& Ce Date /’ 1. ?/
Subscribed and sworn to before me tms_].Lr.h_cay of APRTI , 1989

A//’\

Signature of Notary Publig,
L.Leoa

County of __LOS ANGELES

My commission expires 1l=11-01

CONTROLLED SUBSTANCE L!CENSE APPLICATION

A controlled substancs license is required for every person who prescribes, manufactures, distributes, or dispenses any
controlled substance in Michigan as described in Article 7 of Public Act 368 of 1978, as amendec Information on
obtaining a Federal controlled substance license may be obtained by contacting the Regional Branch, Drug
Enforcement Administration, 357 Federal Building, 231 Lafayette, Detroit, Michigan 48226 (Telephone 313-226-7290).

| hereby make application for a Michigan controlied substance license.
/"-' M‘HC‘ C?

S -
Signature ~ {u (o Date /t O




LMO-203 (4/88)

State of Mich.gan
Department of Licensing and Regulation
BOARD OF MEDICINE
P.O. Box JJ018
Lansing, Michigan 48909

CERTIFICATION OF AP’OINYMENT TO MICHIGAN TRAINING HOSPITAL

This certifies that Kamran Torbati

(name M applcant)

has been duly appointed to a training program in the clinical area of

Obstetrics & CGynecology

beginning July 1, 1989 and ending June 30, 1990

in the Sinai Hospital of Detroit

6767 W. Outer nr‘;‘;‘ewmm' ECE]VED

Detroit, MI 48235
Mjl"ﬁ

mu:dwu-'rdmuxwluo'moﬂmﬂulg Vo

o

Marcia N. Persin, Assoc. Administrator for Clinical/Support Services

Type o pret name of Director of Medcal Educaton

I/ s -
L‘AML% ; (/2,‘4;&, 4/25/89

Sonature of Dwector of ookcal Education Date
YES NO
Is program accredited by ACGME? X
(SEAL) Is hospital or institution
accredited by JCAH? X

If hospital has no seal, please indicate.

NOTE: This certification must be mailed directly to the Michigan Board of Medicine from the training
hospital or institution.



State of Michigan
Department of Licensing and Regulation
BOARD OF MEDICINE
P.O0. Box 3001¢
Lansing, Michigan 48909

CERTIFICATION OF MECICAL EDUCATION FOR FOREIGN MEDICAL SCHOOL GRADUATES

APPLICANT INSTRUCTIONS

Complete Section I. Type Or print your name exactly as It appears on your
application. Send this form to the dean of the medical school you atterded
for completion of Secticn II, This certification must be submittad ectly
to the Michigan Board of Medicine by the medical school.

SECTION I: APPLICANT INFORMATION
NAME OF APPLICANT, (last, first, middle)

AD—-I(_) cbati' Kammn

DATE OF ADMISSION /31 DATE OF GR)\Z?IATION ‘

SECTION II: CERTIFICATION OF MEDICAL EDUCATION
NAME OF MEDICAL SCHOOL

. Schoo J Mai.‘a‘n&

FULL ADDRESS OF MEDICAL SCHOOL

Tel By mua-s‘-l—\/ I,ln U&SI+J S*}’fc&%
Te| AViV Tzreal

I certify that nwma tbo medical school
named above froa

. 19 through . 19 and van

granted the degree of on .19

I also certify that the medical educational procram from vhich the applicant pamed

above has graduated was not leas thia 1J0 weeks and does mot avard credit for any

courses taken by correspondence. I further certify that this medicsl elucational

program incloded basic science courses in anatomy: physiology: blochemistry: microbioloesy;
pathology: and pharsacolosy and therspeutics; and clinical clerkships in the clinical

sciences completed at the hospitals or institutions as listed below:

CLINICAL SCIENCES NAME AND ADDRFSS OF HOSPITAL TEACHING HOSPITAL
. Interrnial Medicine YES [ 1 wo [
General Surgery yes (] ~o[]

Pediatrics _ YES (] no[]

Obstetrics and Gynecology YES (] no [
Psychiatry YEs [] wo [
(Date)

Signature of Dean or Registrar
(SEAL)

Type or Print Name of Dean or Registrar

* Teaching hospital means that the hospital or institution offers a

postgraduate clinical training program in the same content area of
the clerkship.



Date: April, 12, 1989
Kamran Torbati, M.D.

Department of Licensing and Regulation
Board of Medicine

P.0. Box 30018 QECE'VED

Lansing, Michigan, 48909
May o &

UEP'.OFIJC_&
Dear Madam/Sir; 0 OF MEDiciNg

The purpose of this letter is to clarify my medical
education background. I am a graduate of Sackler School

of medicine in Tel-Aviv University, Israel. At this moment
I am an intern in the preliminary Medicine program in
LAC/USC medical Center in Los Angeles. I am supposed to
start my residency in Ob/Gyn in Sinai Hospital cf Detroit
beginning July 1989.

I have recieved almost all of my medicul school education
in the above mentioned university except a few courses.
Being a fourth grade student (out of 6) in Tehran University
Schocl of Medicine (1976-80), the officials in Sackler

gave me credit for Anatomy, Microbiology, Biochemistry

and Physiology after passing a special written examination
covering those fields. Unfortunately, due to the political
situation in Iran, the officials are not allowed to issue
any kind of certification regarding medical education of
Tehran University students and graduates.

Copy No. 1 has been issued in response to the request by
the board of medical quality assurance in Sacramento,
California and they carry the original.

I have also enclosed Copy No. 2 (I have the original)

that was obtained in 1980 and is an official witness to

my education in Tehran Univ.

I have also enclosed a copy of "Posteoraduate Training
authorization" issued by the state of California after
evaluating my records, which aknowledges my eligibility

to be licensed in that state.

You should soon receive the certification from Sackler.
Please let me know if any further clarification is required.

Sincerely Yours;
3 :%/ /'[,L,(u(gé:- ; {1 ,.\l-_/
s - —

[



THE ISLAMIC REPUBLIC OF IRAN

The Medical Sciences
University of Tehran

Faculty of Medicine
TO WHOM IT MAY CONCERN:
July 25th, 1987

‘;ﬁ Re: the request of Dr. Kamran Torbati
{

"i This is to advise that on instructions received from the authorities
E; concerned, we no loncer issue certificates of medical education to
;! physicians who have graduated from this institution.
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g Uﬁivenity of Tehran

S
SETaroe

e e Gaghnel

" 70 WHCM IT MAY CONGERN:

May 27, 1980

|

This is tb certify that Kamran Torbati is a bonafide student
of gcod standing of the Faculty of ledicine, University of

Tehran attending the fourth year of 6-year medical course
in the academic year 1979-1980.

Sincerely,\vg;
: > an

FOSTSIIRR T AN Ry e T
YA Dl AR SLRERT -

Faculty of Medicine -




: STATE OF CAUFORNIA—STATE AND CONSUMER SERVICES AGENCY

GEORGE DEUEMEJIAN, Governor

DEPARTMENT OF BOARD OF MEDICAL QUALITY ASSURANCE

o 1430 HOWE AVENUE, SACRAMENTO, CAUFORNIA 95825
FraIrS (978} sebcents

DATE: March 30,
XAMRAN TORBATI

POSTGRADUATE TRAINING ;
AUTHORIZATION

Dear Applicant:

Having received and evaluated your application wunder the
provisions of Section 2101, 2102, or 2103 of the Business and
Professions Code, you have been determined eligible to parti-
cipate in pecstgraduate training in California should you be
offered a position.

Acceptance in a postgraduate training program is not ar red by
this authorization. All requirements €or participati apoved
by the program must be met and independently verifieu by the
program director. It is possible that you will not qualify, or
be selected, for a program in this state,.

To obtain licensure in this state, your training must be in an
approved prcgram listed in the American Medical Association's
Directory of Residency Training Programs. Clinical service may
be in a categorical or flexible training program; it must in-
clude a minimum of four (4) months of training in~ general
mecicine. This requirement may be met by participation in ACGME
programs in family practice, internal medicine, surgery, Ob/Gyn,
and pediatrics.

Successful completion of postgraduate training does not guaran-
tee licensure in this state. Once you have been accepted into a
postgraduate program, you must have the enclosed Certificate of
Commencement of ACGME Postgraduate Training form completed and
returned to the Board. If ycu have not notified the Board of
your acceptance into a postgraduate training position within one
y%ar, your file will be closed and returned to your last address
ol record.

Since licensing laws may change over time, it is yocur responsi-
bility to remain aware of any change: and to provide proof of
satisfying all licensing requirements.

Sincerely, QEGE’V
Pacita Kesuello May 1 - LJ
Licensing Technician ;
Division of Licensing Dgz;om e &

OF pre RE@
Enclosure: PG Commencement Form b&DM”N?

07A-36 (Rev. 6/87)

19886





