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SPOA 1415 (1410) HOSPITAL USE ONLY
Reqular Mailing Addresg Courler Dellvery Address TO BE COMPLETED FOR BULK CHECK
State Board of Medicine State Board of Madicine USAGE
P.0. Box 2849 2601 North Third Street . 5
Hanrisburg, PA 17105-2649 Harrisburg, PA 17110 Hospital Neme: ".’é : 74
Phone: 717-783.1400 or 717-787-2381 HS # CoC HSE =

. - H >~ -
Emall: st-medicine@state pa.us Receipt # SE/Y7 jé

APPLICATION FOR A GRADUATE LICENSE FOR GRADUATES OF 13'-3'51 #]
ACCREDITED MEDICAL SCHOOLS (SCHOOLS IN THE L.S. AND CANADA)

Application Fee: $30.00 not refundable. Make check payable to the “Commonwealih of Pennsylvania.” Naote: A processing fee
of $20.00 will be charged for any chack or maney order returned unpaid by your bank, regardiess of the reason for non-payment.

TO BE COMPLETED BY APPLICANT: {Please Print or Type}
NAME: ! Nicete.
Middle
ADDRESS:
Dorchester MA 23S
Chy Zip Code

State
MM/DDAYYYY

If your medicallicensure records are listed under another Nama or names, please list below:

Are you applying using credentlals varification from FCVS7 O YES R NO

NAME & ADDRESS QF MEDICAL SCHOOL DATES OF ATTENDANCE DATE OF GRADUATION
Bron Dnvendey 8/R067 - 8/a0n S/R1/ 300
A MA
OANTF
NAME & ADDRESS OF HOSPITAL(S) DATES OF PREVIOUS TRAINING SPECIALTY

TO BE COMPLETED BY HOSPITAL LOCATED IN PENNSYLVANIA:
MEDICAL EDUCATION

NAME OF HOSPITAL: HS—_OCOIES™ |
PITAL

ADDRESS OF HOSPITAL: £

YEAR IN came’ YORK, PA 17, LEVEL IN

TRAINING: [ SPECIALTY: obléyn TRAINING (PGY)__ /[

rd
DATES OF TRAINING REQUESTED: __ Jude 2Y. Joi TO Tupe 523; ;Y,g /sl
BEGINNING DATE-(ﬁMIDD!YYYY) ENDING DATE-{MM/DI ]

I VERIFY THAT 1 AM THE PROGRAM DIRECTGR FOR THE HOSPITAL PROGRAM LISTED ABOVE
AND THAT THIS IS AN ACGME ACCREDITED PROGRAM AT THIS HOSPITAL.

NAME OF PROGRAM DIRECTOR:

0 H) ¥ %
SIGNATURE OF PROGRAM DIRECTOR: ﬁdmﬂ’ ﬂ’, &%;@

1




SPOA 1415 [110)

Answer the following questions. If "YES" Is answered to Questions #2 through #9, provide complete detalls
on a separate sheet as well as cartified copies of relevant documents. Sign and date below.

Yes No

1) Do you hold or have you ever held an unrestricted license, certification, or regisiration (active or
inactive, currant or expired) to %raoﬁce medicine andjor surgery in another jurisdletion?
ist the jurisdiction({s) here:

3

2) Have you withdrawn an application for a ficense, cerfificate or ragistration, had an application for a
licensé denied or refused, or for an disclplmas;ty reason %’graed not to reapply for a license,
certificate or reglstration In any profession in any state or jurisdiction?

3) Have you had disciplinary aclion taken against your licenss, certificate or registration issued to you
in any profession in any other stats or jurisdiction?

4) Have you been convicled, found guilty or pleaded nolo contendere, or received probalion without
verdict or accelerated rehabilitative disposition (ARD) as to any felany 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.

5) Since May 19, 2002, have you been arrested for criminal homicide, aggravated assault, sexual
offenses or drug offenses in‘any state, ferritary or country?

8) Have you had practice privileges denied, revoked or restricted in a hospltal or other health care
facllity, or have you beenh charged by a hospitai, university, or research facillty with violating
research pratocols, falsifying research, or engaging in other research misconduct?

NEAIANIEESEEANANAN

7) Have you had your DEA registration denisd, 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 alcohol or to the habitual use
of narcotics or other habit-forming drugs? Note: You may answer "NO" If you are currently 3|
articipant in or have successfully completed the requirements of the Board's Professional
ealth Monltoring Program.)

9) Since May 19, 2002, have any malpractice complaints been filed against you? If yes, the Board
raquires that you submit a copy of the entire Iv‘] Complaint which must includa the docket /

number, filing date, and the date you were served.

SIGNED STATEMENT

Note that disclosing your social security number on this application is mandatory In order for the State Board of Medicine to comply with the
requirements of the Fedaral Soclal Security Act pertaining fo child support enforcement, as implemented in the Commonwealth of Pennsylvania
at 23 Pa. C.5. 4304.1(a). In order to enforce domestic child support arders, the Commonwesalth's licansing boards must provide to the
Department of Public Welfare information prescribed by DFW about the licenses, ingluding the social security number, Additionally, disclosing
the number is mandatory in order for this board to comply with the reporting requiraments of the Federal Natlonal Pracitioner Data Bank and the
Heaslthcare Intsgrity and Protection Data Bank. Reports to the NPDBMIPDB must Include tha licensea's social security number,

I verify that the statements in this applleation are frue and correct to the best of my knowledge, information and belief. | undarstand that false
staternents are made subject to the penalties of 18 Pa. C.5. Section 4904 relating to unswem falsification to authorities and may result in the
suspension or revocation of my license. | hareby autharize all hospitats, Institutiens or organtzations, my references, personal physicians,
ernployers (past and present), and all govemmental agencies and instrumentalities (local, state, federal or foreign) to release to the Pennsylvania

Stale B of Madicine j s requested by the Board,
3/21/2041

DATE
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717-783-1400 QL
717-787-2381

VERIFICATION OF MEDICAL EDUCATION
For Graduates of Accredited Medical Schools

SECTION 1: To be completed by applicant:
Name: __A10q Brand Nicole,
Last d First iddle

Name of medical school: Bmflen Uﬂ 1€ f’bi"h I

 Locstion: 85 E. Conemed St Bdbdon  MA__0all8

SUBMIT THE VERIFICATION OF MEDICAL EDUGATION FORM TO YOUR MEDICAL SCHOOL AND REQUEST YOUR
SCHOOL TO RETURN THE COMFLETED FORM DIRECTLY TO THE BOARD IN AN OFFICIAL SCHOOL ENVELOPE.

SECTION 2: To be completed by Dean or Registrar of medical school:
Name of medical student: Brandl N Ring

Date student began fo attend this medical school: 08/13/2007
MM/DDIYYYY
Date of graduation: 05/22/2011
MM/DDIYYYY APR 91 200

| certify that all of the above information Is correct.

[Seal of School) Signature of Dean or Registrar:
W'M -

Date: __1/490/11

This form may be completed ONLY three months prior to graduation. Upon completion, schoo! must
return this completed form directly to the Pennsylvania State Board of Medicine in an official school

envelope. **If graduation DOES NOT take piace, notify the Board immediately*™*

DO NOT RETURN TO APPLICANT

Regutar Mailing Address Courler Delivery Address
State Board of Medicine State Board of Medicine
P.C. Box 2649 2601 North Third Street
Harrisburg, PA 17105-264% Harrisburg, PA 17110



Page 1 of 1

‘The Fedtratlon of State Medical Boards
of tite United States, knc
PO Box 619850
Dallas, Texas 75261-9350
Telephone: (817)868-4000
FAX (8171868-4099

BOARD ACTION CLEARANCE REPORT
April 22, 2011 '

Attn: Tammy Doungherty
Pennsylvania State Board of Medicine
Tammy Dougherty

PO Box 2649

Herrisburg, PA 17105

Re: Board Action Query Dated: April 22, 2011
Your Reference Number:  BLONG
FSMB Batch Number: BQ1899007

The following is B report of the ssarch results from the Board Action Data Bank as of April 22, 2011 for practitioners submiited as part of the sbove-
seferenced bateh for which NO board actions were identified.

Practitioners Cleared with No Actions as of April 22, 2011

Item Name DOB School YriGrad Request ID
4 OWINGS, VALERIE _ 2011 23675670
LICENSE HISTORY
ard

‘No License Information Available

3 PACKER, NICHOLAS _ 2011 23675669

LICENSE HISTORY
No License Informalion Available

2 PHILLIPS, SHAWN _ 2011 23675660

LICENSE HISTORY
State Bosrd
No License Information Available

1 RING, BRANDI 2011 23675548
LICENSE HISTORY

Stale 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.

hitps://s1.fsmb,org/baweb/reports/hcr7BFB . htm 4/22/2011



- COMMONWEALTH OF PENNSYLVANIA

-t DEPARTMENT OF STATE MT198973
BUREAU OF PROFESSIONAL AND OCCUPATIONAL AFFAIRS RING
STATE BOARD OF MEDICINE

RENEWAL APPLICATON (), Y FLOTTHE

BRANDINICOLE RING 9848

YORK HOSPITAL State Board of Medicine
JULIE UNGER OB o

MEDICAL EDUCATION . -

1001 SOUTH GEORGE STREET Harrisburg, PA 17105-2649
YORK PA 17405

[:I I will not be participating in graduste training in Pennsylvania afler the expiration date indicated batow and request inactive
status. No fee Is required. YOU MUST SIGN, DATE AND RETURN THIS FORM.

THE FOLLOWING QUESTIONS MUST BE ANSWERED

YES | NO | HYES to 2-8 - provids detalls AND aftach certified coples of legal document(s).

1. Do you hold or have you sver held a license, mﬂm.ormglakutim(aﬁvaorimcﬁve,mntorexplmd)tnpmﬂieaﬂﬂs
profession in any other state or jurisdiction? List:

2. Sinca your Inttial application or your last renewal, whichevar is Iater, have you ever had discipiinary action taken against
yawr license, certification, or reglstration issued to you in any profession in any other state or jurisdiction?

3. Since your Inltial application or your last renswal, whichever is later, have you withdrawn an application for a licanse,

. certification, or registration, had an application denied or refused, or for disciplinary reasans agreed not fo reapply for g license,
certificats or rogistration in any profession in any state or jurisdiction?

4. Since your inftial application or your lnst renawal, whichaver is later, have you been convicled, found guilty or pieaded
nolo contendere, or recelived probation without verdict or accsierated rehabilitative disposifion (ARD) as to any falony or
misdemeanor, including any drug law vicletions, or do you have any criminal charges pending and unresolved in any state or
jurisdiction? You are nat required to disclose any ARD or other criminal matter that has been expunged by order of a court,

5. Since May 19, 2002, have you beon arrested for criminal hemicide, aggravated assault, sexual offenses, or drug
offenses in any state, temitory, or country? .

§.  Since your Initisl application or your iast renewal, whichever s later, have you had practice privilages denlad, revoked or
restricted in a hospital or cther health cara facility?

7. Since your initial spplication or your last renawal, whichever is iater, have you had your DEA registration deniad, ravoked
or resiricied or have you had your provider privilegea terminated by any madical assistance agency for cause?

8. Since May 19, 2002, have any malpractice complaints besn filed against you? I yes, the Board requires that you

\/ submit a copy of the snti 1 which must Include the amd . Fthe

Civil Complaint was previously submitted, provide a statement, which lists the dockst nunber.

NNENNNR

Plsase reviow and update, as necessary, the following Informatlon regarding your licanse:

Beginning Date | Ending Date | Lavel Speclalty Hospital # Hospital Name
Current 6/24/2011 6/23/2012 Leval 1 | Obstetrics and Gynecology | HS000265L YORK HOSPITAL

Renewal| ¢/2y/2062 | 4/23/2003 | 2 ob /€ya Wocogst. | fork A@p/)&/

Date: fi i/}' iaaia
SSN:

Signature of Licensee {(Mandatory|
Medical School Graduation Date:

ATTACHMENTS FOR RENEWING:

* FEE - $15.00 chack payable to “COMMONWEALTH OF PENNSYLVANIA®. Write your liconsa number on your payment. A $20,00 fee will be
assessed for a returned payment.

* LATE FEE - $5.00 per month, or part of a month. Late renewal fee will be asssssed if pastmarked after the explration dats.

*'NAME CHANGE DOCUMENT — Submit a photocopy of a Iegal document verifying name change (La., marriage certificate, divorce decree,
atc.

-I'G\')z LEVEL - Copy of your USMLE Step 1 and 2 scores OR FLEX | scores OR National Board Part 1 and 2 gcores OR an acceptable
combination as indicated In the regulations. i

* PGY 3 LEVEL or above - Copy of your USMLE Step 3 ecores OR FLEX | and Nl scores OR National
combination &5 Indicatad in the regulations OR a copy of your unrestricted Hcanse WHICH SHOWS THE

;_le ARIBIR

By




Yorkpaob/OBGYN

Ring, Bre ™ Nicole {12127876); USMLE Transcript - {Page 1)

’__"\

USMLE

United Stares

Medical

Licenging
Examinazion

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

This decument was prepared by
National Board of Medical Examiners® (NBME®)

Examinee: Ring, Brandi Nicole

Results for all Steps taken by this examinee (and for which resulis have been teported to date) are shown below. For

Date:

3750 Market Street Philadelphia, PA 19104-3190 - Telephone (215) 590-9700

10/04/2010

Examinee ID: 5-232-195-

Date of Birth:

Steps that span more than one day, the test date reflects the day on which the examination began. Where nurneric scores
are reported, there are two scales used and the recommended minimum passing score (“MP™) on each scale is shown in

parentheses.
USMLE Step 1 o |
Three-Digit Score Two-Digit Score
Test Date Pass/Fail Total MP Total MP Comments
05/21/2009 Fail 182 (185) 74 (75)
09/05/2009 Pass 199 (185) 81 75)
| USMLE Step 2
Clinical Knowledge (CK)
Three-Digit Score Two-Digit Score
Test Date Pass/Fail Total MP Tatal MP Comments
07/01/2010 Pass 194 (189) 78 (75)
Clinical Skills (CS)*
Test Date Pass/Fail Comments

06/10/2010 Pass

*Performance on the CS component of Step 2 is reported as pass or fail.

NOTE: A search of the Board Action Data Bank of the Federation of State
information on this examinee,

By ___.
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Medical Boards (FSMB) reveals no reported



COMMONWEALTH OF PENNSYLVANIA

7 DEPARTMENT OF STATE MT198973
BUREAU OF PROFESSIONAL AND OCCUPATIONAL AFFAIRS RING
STATE BOARD OF MEDIGINE
RENEWAL APPLICATION

Reswipt # f42 Y370

BRANDINICOLE RING 9849

YORK HOSPITAL State Board of Medicine
JULIE UNGER PO Box 2648
MEDICAL EDUCATION -

1001 SOUTH GEORGE STREET Harrisburg, PA 17105-2649

YORK PA 17405

D | will not be participating in graduate training in Pennsylvania after the expiration date indicated balow and request inactive
status. No fee Is required.  YOU MUST SIGN, DATE AND RETURN THIS FORM.,

THE FOLLOWING QUESTIONS MUST BE ANSWERED

[YES | NO [ 1 YES t0 28 - provide detalls AND attach corified coples of legal document](s).
.~ | 1. Da you hold or hava you ever held a license, certification, or registration (active or inactive, current or expired) to practice this
- profession in any other state or jurisdicion?  List:
l/ 2. Bince your Inltial application or your last renewal, whichever Is fater, have you ever had disciplinary action taken against
your license, certification, or registraticn issued to yau in ary profession in any other state or jurisdiction?
3. Since your initial application or your last renewal, whichever Is later, have you withdrawn an application for a cense,
;/ certification, or reglstration, had an application denied or refused, or for disciplinary reasons agread not to reapply for a license,
cartificate or registration in any profession in any state or jurisdiction?
4.  Since your Initial application or your last renewal, whichever is later, have you been eofvicted, found guilly or pleaded
nolo contenders, or recaived probation withoul verdict or accalerated rehabllitative disposition (ARD) as to any felony or
/ misdemeanor, including any drug law viclations, or do you have any criminal charges pending and unresolved in any state or
lurisdiclion? You are not required to disclosa any ARD or other ariminal matter that has been expunged by onder of a court.
| 5 Since May 19, 2002, have you heen arrested for eriminal homicide, aggravated assault, sexual offenses, or drug
offenses in any state, ferritory, or country?
.| 6. Since your initlal application or your last renewal, whichaver Is Inter, have you had practice privileges denled, revoked or
ol restrictad in a hospltal of other heelth care facility?
i . |7 Since your Initial application or your last renewal, whichever is later, have you had your DEA regisiration denled, revoked
L or restrictad or have you had your provider privileges tarminated by any medical asslstance agancy for cause?
8.  Since May 18, 2002, have any malpractice compiaints baen filed against you? H yes, the Board requlres that you
/ submit a copy of the sntire Civil Complaint, which must Include the filing date and the date you ware served. If the
Clvil Complaint was previously submitted, provide a statement, which lists the dockel number.
Please review and update, as necessary, the following information regarding your license:
Beginning Date | Ending Date | Level Specialty Hospitel # Hospital Name
Current 8/24/2012 6/23/2013 Level 2 | Obstetrics and Gynecology | HS000265L YORK HOSPITAL
Renewal| (/2v/20r3 | tf3fiory | 3 b lyn #oeatst | ford fbspial

Signature of Licenses (Mandatory): Date: q/&Z&Q(_S_
Medical School Graduation Date: /s, j 24 ( SSN: _

ATTACHMENTS FOR RENEWING:

¢ FEE - $15.00 check payable to “COMMONWEALTH OF PENNSYLVANIA". Wit your iicense number on your payment. A $20.00 fee will ba
assassed for a retumed payment.

= LATE FEE - $5.00 per month, or part of a month, Lale rerewal foe wili ba assessed if postmarked after the expiration date.

* NAME CHANGE DOCUMENT - Submit a phot: Py of a legal & nt verifying name change (i.e., marriage certificats, divorce decres,

eic.)
* PGY 2 LEVEL — Gopy of your USMLE Step 1 and 2 socres OR FLEX 1 scores OR Natjonal Board Part 1 and 2 scares OR an acceptable
combination as Indicsted in the regulations.
* FGY 3 LEVEL or above - Copy of your USMLE Step 3 scores OR FLEX | and ll scores OR National Board Paris 1-3 scoras OR an acceptabie
combination es Indicated in the regulations OR a copy of your unrestricted license WHICH SHOWS THE CURRENT EfE!E;ATFON.DA 3
LT,

TR LW s e



USMLE UNITED STATES MEDICAL LICENSING EXAMINATION ®
United States STEP 3 SCORE REPORT
— R . This score report is provided for the use of the examinee,
Baamination |, Third:party users of USMLE information are advised to rely solely on official USMLE transcripts.

Ring, Brandi Nicole
USMLE ID: 5-232-398-1 Test Date: June 12, 2012

The USMLE is a single examination program for all applicants for medical licensure in the United Statas; it replaced
the Federation Licensing Fxamination (FLEX) and the certifying cxaminations of the National Board of Medical
Examinm('N'BMEPartsI,IIandI[I).Thepmgram consists of three Steps designed to assess an examinee's
understanding of and ability to apply concepts and principles that are important in health and disease and that
constitute the basis of safe and effective patient care. Step 3 is designed to assess whether an examinee possesses the
medical knowicdge and understanding of clinical science considered essential for the unsupervised practice of
medicine, with an emphasis on patient management in ambulatory-care settings. Results of the exemination are
reported to medical licensing authorities in the United States and its territories for use in granting an initial license to
practice medicine. These scores represent your results for the administeation of Step 3 on the test date shown above.

IhismultisbascdmtheminimumpnsixggmmommmdedbyUSMLBforStepi
"+ | Individual licensing suthorities may accept the USMLE-recommended pass/fail result or may |
. | establish a different passing score for their own jurisdictions.

‘This score is determined by your overall performance on Step 3. For recent administrations, the
meen and standard deviation for first-time examinees from U.S. and Canadian medical schools
. 208 are approximately 219 and 17, respectively, with most scores falling between 140 and 260. A
) scorc of 190 is recommended by USMLE to pass Step 3. The standard error of measurement
(SEM)} for this scale is approximately seven points.

T T This score is also determined by your overall performance on the examination. A scors of 75
., |on this scale, which iz equivalent to a score of 190 on the scale described above, is
% ~'; '{ recommended by USMLE to pass Step 3. The SEM for this scale is approximately two points.

:’Yuurmmilﬁlﬂmneedboﬁbyyom-sawmlmdmhndingofcﬁnicﬂmadinhemdhyﬁaspeciﬁcsetuﬁumidnmﬁrﬂﬂssups
jon. The Standard Error of Measurement (SEM) provides an index of the variation in scores thet would be sxpected to occur if an
mheewmmdupemedlyningdifﬁzcmsthoﬁmmvaingsinﬁmwm
3 { ~4



COMMONWEALTH OF PENNSYLVANIA

- DEPARTMENT OF STATE MT198973
BUREAU OF PROFESSIONAL AND OCCUPATIONAL AFFAIRS RING
STATE BOARD OF MEDICINE

RENEWAL APPLICATION Ra&fpf # 707753
BRANDINICOLERING b4

P el State Board of Medicine
JULIE UNGER

PO Box 2649
MEDICAL EDUCATION o
1001 SOUTH GEORGE STREET Harrisburg, PA 17105-284

YORK PA 17405

D I will not be participating in graduate training in Pennsylvania after the expiration date indicated below and request nactive
gtatus. No fee is required.  YOU MUST SIGN, DATE AND RETURN THIS FORM,

THE FOLLOWING QUESTIONS MUST BE ANSWERED i i

YES |.NOQ | FYES t0 28 - pmidedshlliANDithchborﬂﬂedcopiesnflegﬂdgcuméﬂﬂS}; i B L PR

1. Do you hold or have you ever held a license, certification, or registration (active or inactive, current or expired) to practica this

profession in any other state or jurisdiction? List:

2. Since your Initial application or your last renewal, whichever Is later, have you ever had diaciplinary action taken agalnst

your fcense, certification, cr registration issued to you in any profession In any other state or jurisdiction?

3. Since your Initial application or your kst renewal, whichever is kter, have You withdrawn an application for a license,

cartification, or registration, had an application denied or refused, or for disciplinary reasons sgreed not ta reapply for a icensa,

certificate or registration in any profession in any state or judsdiction?

4. Since your inltial application or your last renewal, whichever Is later, have you besn convictsd, found guity or pleaded

nolo conlenders, or received probation without verdict or accelerated rehabilitative disposition (ARD) as to any felony or

misdameanor, including any drug law violations, or do you have any criminal charges pending and unresolved In any state or

jurisdiction? You sre not required fo disclose any ARD or cther ¢riminal matter that hes been expunged by order of a court,

Since May 19, 2002, have you been arestad for criminal homicide, aggravated assault, sexus| offenses, or drug

offenses In any state, territory, or country?

8. Since your initial application or your last renewal, whichever [s later, have you had practice privisges denied, revoked or

restricted in a hospital or other heatth care facility?

7. Since your initlal application or your |ast renewal, whichever is Iatsr, have you had your DEA registration denlad, revoked

or rastricted or have you had your provider privileges teminated by any medical assistance agency for cause?

8.  Since May 19, 2002, have sny malpractice complaints been filod againat you? H yes, the Board requires that you
submit a copy of the Givil which must include the flling date and o . If the

Civil Complaint was previously submitted, provids a statement, which lists the docket number.

NSRS

Please review and update; as necessary, the folfowing information regarding your license:

Beginning Dets'| * Ending Date Level |, Specialty - | Mosphaig .| ¢ 'Hqg;filmrn;;@d E
Current| 0612412013 06/23/2014 | Level 3 | Obstelrics and Gynecology | HSO00265L YORK HOSPITAL
Renewal| 4/29/20r¢ | sfazfoors| ¥ /4 0002652 | Work  Aspita/
Signature of Licensee (Mandatory): | Date; 9[ /i

Medical School Graduation Date: S0/ e~ SSh

ATTACHMENTS FOR RENEWING:

® FEE - §15.00 check payable to “COMMONWEALTH OF PENNSYLVANIA®. Write your license number an your payment. A $20.00 fee will be
assessed for & retumed payment.

* LATE FEE - $5.00 per month, or part of & month. Late rerewal fee will be assessed ¥ postrarked after the expiration date.
* NAME CHANGE DOCUMENT - Submit a photocopy of a legal document verifying name change {i.e., marriage certificate, divorce decree,
ete.}
* PGY 2 LEVEL - Copy of your USMLE Step 1 and 2 scores OR FLEX | scores OR National Board
|

combination &% indicated In the regulations.
*PGY 3 LEVELornpaw-Copy ofyou_rUSMLE Step 3 scores OR FLEX | and Il scores OR Nati




yorkpach/OBGYN -

Ring, Bre—"Nicole (121927876); USMLE Transaript- (Pape 1)

National Board of

Examinee; Ring, Brandi Nicole

This docum
3750 Market Street Philadelphi

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

ent was prepared by
Medical Examiners® (NBME®)
2, PA 19104-3190 - Telephone (215) 590-9700

Date: 10/04/2010

| USMLE Step 1 _ ]
Three-Digit Score Two-Digit Score
Test Date  Pass/Fail Total MpP Total MP Conunents
05/21/2009 Fajl 182 (185) (79
09/05/2009 Pass 199 (185) 81 (75)

| USMLE Step 2 ]

Clinical Knowledge {CK)

Three-Digit Score Two-Digit Score
Test Date Pags/Fail Total MpP Total Mp Comments
07/01/2010 Pass 194 (189 78 (75)
Clinical Skills (CS)*
TestDate Pass/Fail Comments

06/10/2010 Pass

*Performance on the CS component of Step 2 is reported as pass or fail.

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

it BED E:
G APR 24 g0y I

[
i :t




. US’WE UNITED STATES MEDICAL LICENSING EXAMINATION ®
United States
g STEP 3 SCORE REPORT
—_Licensing This score report is provided for the use of the examinee.
=== 5 Third-party users of USMLE information are advised to rely sclely on official USMLE transcripts,

Ring, Brandt Nicola
USMLE ID: 5-232-396-1 Test Date: June 12, 2072

The USMLE is 4 single examination program for all applicants for medical licensure in the United States; it replaced
the Federation Licensing Examination (FLEX) and the certifying examinations of the National Board of Medical
Examinas(NBMEPamLHmdm).Thgpmgnmcmistsoﬂthtepsdesismdmassessanexxmime's
understanding of and ability to apply concepts and principles that are important in health and disease and that
constitute the basis of safe and effective patient care. Step 3 is designed to assess whether an examines possesses the
medical knowledge and understanding of clinical science considered essential for the unsupervised practice of
medicine, with an emphasiy on patient management in ambulstory-care settings. Results of the examination are
reponedwmcdica.lﬁcmsingauﬂ:oriﬁesintthnitedsmusmdimtezﬂtuﬂcsﬁormingxmﬁnganinitinl]icmew
mcﬁoemodichnﬂmesmrmentyowmﬂlsfortheadminimaﬁmofSBpS on the test date shown above.

& IhismultisbasedonﬂwminimumpminguomummmdedbyUSMLEfomepl
! Individual licensing autherities may accept the USMLE-recommended pasy/fail result or may
cstablish a different passing score for their own jurisdietions.

-

| This score is determined by your overall performance on Step 3. For recent administrations, the
tean and standard deviation for first-time examinees from U.S. and Canadian medical schools
. | &re approximately 219 and 17, respectively, with most scores falling between 140 and 260. A

| score of 190 is recommended by USMLE to pass Step 3. The standard error of measurement
(SEM)} for this scale is approximately seven points.

» <| This score is also determined by your overall performance on the examination, A score of 75
+7| on this scale, whichiseqnivu]cntmascurcofl900nthuscalsdesc:ibodabove,ia
" reeommcndedbyUSMLEtopassStcpS.TheSEMtforthisscaleisappmximatelytwopoim.

Y our score is inﬂumwdboﬂtbyyourmnlmdmmdingofcﬁnicalmedichemdbyhspwiﬁcsetoﬁwmsslemdhrﬂﬂSnpS
examination. manmemt(mnpmﬁm”Maﬁmmﬁmhmﬁnvum' krneeurifm
exaniinee were tesied repeatedly using different sets of items covering similar conters, E "LE" ','-‘:} i [l ] [ﬁl

B e it 1

| {
Ml apr 24 2014




DEPARTMENT OF STATE

BUREAU OF PROFESSIONAL AND OCCUPATIONAL AFFAIRS
POST OFFICE BOX 2649

HARRISBURG, PA 17105-2649

www.dos.pa.gov
03/01/2015

VERIFICATION/CERTIFICATION OF LICENSE

This is to certify that the individual named below is licensed by the Department of State, Bureau of

Professional and Occupational Affairs;

NAME:

LICENSE TYPE:
LICENSE #:
LICENSE STATUS:

LICENSE ISSUE DATE:
LICENSE EXPIRATION DATE:
DISCIPLINARY HISTORY:

Ring, Brandi
Graduate Medical Trainee
MT198973

Active

04/22/2011

06/23/2015

NO Disciplinary Action Exists

lan J. Harlow, Acting Commissicner
Bureau of Professional and Occupational Affairs



COMMONWEALTH OF PENNSYLVANIA

L. DEPARTMENT OF STATE MT198973
BUREAU OF PROFESSIONAL AND OCCUPATIONAL AFFAIRS RING
STATE BOARD OF MEDICINE
RENEWAL APPLICATION
BRANDINICOLERING &%
YORK HOSPITAL .
JULIE UNGER State Board of Medicine
MEDICAL EDLICATION PO Box 2649
1001 SOUTH GEORGE STREET Harrisburg. PA 17105-2649
YORK PA 17405

v

m I wiil not be participating in graduate training in Pennsylvania after the expiration date indicated below and request inactive
status. No fee Is required. YOU MUST SIGN, DATE AND RETURN THIS FORM.

THE FOLLOWING QUESTIONS MUST BE ANSWERED
NO_| FYES to 213- provide details AND attach certified coples of legal document{s). . R

1. Do you hold or have you ever held a license, certificate, permit, reglstration or other authorization to practice a
profession or aceupation in any state or jurisdiction? if you answered yes, provide the prefession and state
or Jurlsdiction. List:

2. Since your initial application or your last renewal, whichever is later, have you had discipiinary action taken
.against a professional or occupational license, certificate, permit, registration or other authorization 1o practics a
profession or occupation (ssued to you In any state or jurisdiction or have you agreed to voluntary surrender in
lieu of discipline?

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

4. Since your initial application or last renswal, whichever Is later, have you withdrawn an application for

professional or occupational license, certificate, permit or registration, had an application denied or refused, or for

disciplinary reasons agreed not to apply or reapply for a professional or accupational license, certificate, permit

or registration in any state or jurisdiction?

Since your Inltial application or last renewal, whichever Is later, have you been convicted (found guitty, pled

guitty or pled nolo contendere), recalved probation without verdict or accelerated rehabilitative disposition (ARD),

as {o any criminal charges, felony or misdemeancr, including any drup law viclations? 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 Juriediction?

Since your Initial application or Your last renewal, whichever is later, have you had your DEA registration

denied, revoked or resiricted? '

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, Medicare, third party payor or another

aythority? -

9. Since your inltial application or your last renewal, whichever |s fater, have you ever had practice privileges

denled, revoked, suspended, or restricled by a hospital or any health care facility?

-10. Since your Inktial application or your last renewal, whichever Is iater, have you besn charged by a hospital,

university, or research facllity with violating research protocols, falsifying research, or engaging in other research

misconduct? :

Sinca your initlal application or lagt renewal, whichever is Iatsr, have you engaged in the intemperate or

habitual use or abuse of aleoho! or narcoties, hallucinogenics or other drugs or substances that may Impair

judgment or coordination?

d
<[5

NEN

fn

NI

LS
e Alal

\

. Sinca your initfal application or last renewal, whichever is later, have you been the subject of a civil

" malpractice Jawsuit? H yes, ploase submit a copy of the entire Civii Complaint, which must Include the
fillng date and U were . Submit a statement which Includas complete details of tha
complaints that have been filed against you,

*If you previously reported the complaint to the Board, provide the docket number

O
APR 18 2015



. MT198973
Pk RING

Please review ind update, as necessary, the following Information regarding your licensa:

Beginning Date | Ending Date |- Loval Specialty | Hosphat# | - - Hospital Name
Current |  B/24/2014 6/23/2015 | Level 4 | Obstetrics and Gynecology | HS000265L YORK HOSPITAL
Renowal
Signature of Licensee (Mandatory): . ~ — _ Date: 9’/ 'l/ S
Medical School Graduation Date: S/ 2. // = ssN

CONTINUING MEDICAL EDUCATION

SPECIAL NOTICE TO ALL HEALTH-RELATED LICENSEES AND FUNERAL DIRECTORS

ACT 31 OF 2014 ~ INITIAL TRAINING AND CONTINUING EDUCATION IN CHILD ABUSE RECOGNITION AND
REPORTING REQUIREMENTS

The Bureau of Profassional and Occupational Affairs (BPOA), in conjunction with the Department of Human Services, Is
providing advance notice to all health-related licensees and funeral directors that are considered “mandatory reportars*
under section 6311 of the Child Protective Services Law (CPSL) (23 P.S. § 6311), as amended, that EFFECTIVE
JANUARY 1, 2015, afl persons applying for issuance of an initial licenss shall be required to complete 3 hours of DPW-
approved fraining in child abuse recognition and reporting requirements as a condition of licensure.

Additionally, EFFECTIVE WITH THE FIRST LICENSE RENEWAL AFTER JANUARY 1, 2015, all health-related licensees
and funeral directors applying for the renewsl of a license Issuad by the Board shall be required to complete at least 2
hours of Board-approved continuing education in child abuse racognifion and reporting requirements as a condition of
renawal.

Please note that Act 31 applies to all health-related licensees, regardiess of whether they are subject to the continuing
education requirements of the applicable board.

Details can be found at www.dog state.pa.us/med. For a list of Board-approvad providers, click the “Child Abuse
CE Providers” fink. Once you have completed a course, the approved provider will electronically submit your name,
date of attendance, stc., 1o the Board. .

ATTACHMENTS FOR RENEWING:
* FEE — $15.00 check payable to ‘COMMONWEALTH OF PENNSYLVANIA™. Write your license number on your
payment. A $20.00 fee will be

assessed for a returmed payment.
* LATE FEE - $5.00 per month, or part of a month. Late renewal fee will be assessed if postmarked after the expiration
date.
* NAME CHANGE DOCUMENT - Submit a photocopy of a lagal decument verifying name change {l.e., marriage
certificats, divorce decres,

efc.)
* PGY 2 LEVEL - Copy of your LISMLE Step 1 and 2 scores OR FLEX | scores OR National Board Part 1 and 2 scores

OR &n acceptable
combination as indicated in the regulations.
* PGY 3 LEVEL or above — Copy of your USMLE Step 3 scores OR FLEX | and II scores OR Nationel Board Parts 1-3

scores OR an accepiable -
combination as indicated In the regulations OR a copy of your unrestricted license WHICH SHOWS THE dBHREN T

EXPIRATION DATE. .
APR 1 2015



COMMONWEALTH OF PENNSYLVANIA

Pt DEPARTMENT OF STATE MT198973
- BUREAU OF PROFESSIONAL AND OCCUPATIONAL AFFAIRS RING
STATE BOARD OF MEDICINE
RENEWAL APPLICATION
BRANDI NICOLE RING  [#id
YORK HOSPITAL
JULIE UNGER State Board of Medicine
MEDICAL EDUCATION PO Box 2649
1001 SOUTH GECRGE STREET Harrisburg, PA 17105-2649
YORK PA 17405

e

m 1 will not be participating in graduste training in Pennsylvania after the expiration date indicated below and request inactive
status. No fee ls required.  YOU MUST SIGN, DATE AND RETURN THIS FORM.

THE FOLLOWING QUESTIONS MUST BE ANSWERED _
YES | NO | Hf YES to 2:13- provide detalls AND attach certifled copies of legal documentys), | L CE
F 1. Do you hold or have you ever held a license, certificate, permil, registration or other authorization to practice a
\/ prafession or occupation in any state or jurisdiction? If you answered yes, provide the profession and state
or jurisdictlon. List:
2. Since your initlal application or your tast renewal, whichever Is later, have you had disciplinary action taken
/‘ against a profassional 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
liou of discipline?
T3 Do you currently have any discipiinary charges pending against your professional or occupational license,
certificate, permit o reglstration in any state or Jurisdiction’?
4. Since your initial application or last renswal, whichever s later, have you withdrawn an application for a
/ professional or occupational license, cartificate, parmit or registration, had an application denled or refused, or for
]

disciplinary reasons agreed not to apply or reapply for a professional or occupational license, certificate, permit

of registration in any state or jurisdiction? .

-5, Since your initial application or Iast renewal, whichever Is later, have you been convicted (found guilty, pled
gulity or pled nolo contendere), received probation without verdict or accelerated rehabifitative disposition (ARD),
8s to any eriminal charges, felony or misdemeanor, 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 currently have any criminal charges pending and unresolved in any state or Jurigdiction?

l/—‘?. Since your Initial application or your last renewal, whichever is later, have you had your DEA registration
denied, revoked or restrictad? )

8. Since your Initial application or your last renewal, whichever I later, have you had provider privileges
e deniad, revoked, suspended or restricted by a Medical Assistance agency, Medicare, third party payor or another
authority?

‘//1.' Since your initlal application or your last renewal, whichover Is Iater, have you ever had practice privileges
2

denled, revoked, suspended, or restricted by a hospitel or any health care facility?

10, Since your inltial application or your last renawal, whichsver is later, have you been charged by a hospital,

university, or research facility with violating research protocols, falsifying ressarch, or engaging in other research
Isconduct?

Ince your initfal application or fast renewal, whichovar is later, have you engagad In the intemperate or
ual use or abuse of akohol or narcotics, hallusinogenics or other drugs or substances that may impair
udgment or coordination?

f you answered “Yas™ to question 11, are you currently participating in the Ponneylvania Professianal Health
onitoring Program?

. Since your Initial application or last renewal, whichever s later, have you been the subject of a civil
-" malpractice lawsuit? I yes, please submit a copy of the entire Clvil Complaint, which must include the
fillng date and the werp ae . Submit a statement which Includes complete detalls of the
complaints that have baen filed against you.

**If you previously reported the complaint to the Board, provide tha docket number

T
APR 13 2015



. MT108973
P RING

Pleass review and update, as necessary, the following information regarding your licensa;

Beginning Date | Encing Date |- Level | Specialty Hosplal# | Hosphtal Narho
Current 8/24/2014 6/23r2015 Level 4 | Obstetrics and Gynacology |  HS000285L YORK HOSPITAL
Renswal
Signature of Licenses (Mandatory) _ Date: 9// oL A@/ S

Medical School Graduation Date: .S/ 20 // 7 ssn

ONTINUING MEDICAL EDUCATION

SPECIAL NOTICE TO ALL HEALTH-RELATED LICENSEES AND FUNERAL DIRECTORS

ACT 31 OF 2014 - INITIAL TRAINING AND CONTINUING EDUCATION IN CHILD ABUSE RECOGNITION AND
REPORTING REQUIREMENTS

The Bureau of Professional and Occupational Affairs (BPOA), in conjunction with the Depariment of Human Services, is
providing advance notice to all health-ralgted licensees and funeral directors that are considered “mandatory reporiers

Additionally, EFFECTIVE WITH THE FIRST LICENSE RENEWAL AFTER JANUARY 1, 2015, all health-related ficensees
and funerai directors applying for the renewal of a ficense Issusd by the Board shalt ba required to complete at least 2
hours of Board-approved continuing education In child abuse recognition and reporting requirements as a condition of
renawal.

Please note that Act 31 applies to all health-related licensees, regardiess of whether they are subject to the continuing
education requirements of the applicable board.

Details can be found at .dos.state.pa.us/med. For a list of Board-approved providers, click the “Child Abuse
CE Providers” link. Once you have completed a course, the approved provider will elactronically submit your name,
date of attendancs, stc., to the Board. .

ATTACHMENTS FO NEWING:
* FEE - $15.00 check payable to “COMMONWEALTH OF PENNSYLVANIA", Write your license number on your
payment. A $20.00 fee will be

assessed for a retumed payment.
* LATE FEE - $5.00 per month, or part of a month, Lata renewal fee will be assassed if postmarked after the axpiration
date.
* NAME CHANGE DOCUMENT - Submit a photocopy of a legal document verifying name change (i.e., marriage
certificate, divorce decres,

sic.)
* PGY 2 LEVEL — Copy of your USMLE Step 1 and 2 scores OR FLEX | scores OR National Board Part 1 and 2 SCores

OR an acceptable
combination as indicated in the regulations.
* PGY 3 LEVEL or above — Py of your USMLE Step 3 scores OR FLEX | and Il scores OR National Board Parts 1-3
scores OR an acceplable i
combination as indicated in the regulations OR a copy of your unrestricted license WHICH SHOWS THE dﬁF‘hM

EXPIRATION DATE. .
' APR 1 2015
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y PA 17110
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5 mﬁmu FQRA HCENSE
L REBTRICTION FOR A
ms:m;. $GHODLS (3 :
‘,wf"’:wr’iﬁa- o
ollbmi
Submit the $35 fes, check or monsy order, made payable to the "Commonwealth of Pennsylvania." FEES ARE NOT
REFUNDABLE or mon r must be in U.S. funds. Nole: A processing fee of $20 will be charged for any

check or mcnay order returned unpaid by your bank, regardless of the reason for non-payment. Your canceiled check is
your receipt of payment.

mnE coupl.emn «B’{APPLIGM[T
NAME: B mNe F;KAMOI
ADDRESS: St
“ York A 7403
DATE OF BIRTH: = SOCIAL SECURITY NUMBER:
EMAIL ADDRESS: e amail. com
PHONE NUMBER:

If your medical/licensure records are listed under another name or names, please list below:

APPLYING USING FCVS (FEDERATION CREDENTIAL VERIFIGATION SERVICE): O ves g
HAVE YOU PREVIOUSLY HELD A PA
MEDICAL TRAING Lo e K ves - ucenseno._MT /98973 O no

MAR 27 2015
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: | ,' APPIJGATIDN FOR uunssrmcrsaucsﬁss mcm ‘:I;__ —'
APPLICANT: RING { BKRANDI MijICOLE
- ? R meawmzssormmc&sb}ml. et
;| N;\ME OF’lM.EDI(.:A;. SCH;:)OL 609“(‘0 A UN)VERS]'TY S() M

ADDRESS OF SCHOOL: 7 E Lenceid St Bosion MA allg
ey [ e Mo | Day |

L9 Day aar Year
DATE OF gt DATE OF
ATTENDANCE: "’m 09 |01 200710 [ &5 | 15 |aeo) GRADUATION: | 05 | /5 |201

2. NAME OF MEDICAIL. SCHOOL.:

ADDRESS OF SCHOOL:
0 = Morth Dy’ Year - Dey Yeur AT Month | Oay Yaar

DATE OF DATE OF

ATTENDANCE: | FROM T GRADUATION:

CHECK LICENSING STATE WHERE TAKEN DATE TAKEN
EXAMINATION(S) PASSED: | (] FLEX COMPONENT 1:
COMPONENT 2:
s [] NATIONAL PARTI: PART ii: PART IIl;

BOARD

. STEP 1: 552004 250y STEP 2: 7hoiofe oorf STEP 3: o /2012
| X usme Fail /fass | Pass /fass | Pass
[0 wmee - canapian

O STATE 'Bo ARD INDICATE STATE

WHERE TAKEN:

PGY 1 ~
HgSPITAL: )/or I HﬂSFr‘n \ Glasz /2 ol | & / 23 /.20}2

. FROM: pwatonyyy) T, MwDoryrrn
o) Yorlk Nosprtel 6l23/2012 | ¢ fax /2015
Other HOSPITAL: e E

IF YOU NEED TO LIST ADDITIONAL POST GRADUATE TRAINING, PLEASE MAKE COPIES OF THIS FORM.

2 WAR 27 2015



(122014

i‘ LEGAL QUESTIONS ,‘._.?.7-:. N -.-ni,:"t-:f:?*:: -:'l,""' .

[ Ao

You must answer the following questions. If you answer "YES" to #2 through #13, provide complete details on
a separate sheet as wall as certified copies of relevant documents.

S e T ki S I i 1= " Yeg 1 No |

e il R So DAL Ty T i < 2 Rl e
Do you hold or have you ever held a license, cartificats, permit, registration or other authorization o practice a

1 Profession or occupation in any state or Jurisdiction? If you answered yes, provide the profession and X
state or Jurjydiction. .

LIST: 4 l e PA

Have you withdrawn an application for & professional or occupational licanse, covrtificate, permit or registration,
2 | had an applicalion denied or refused, or for digciplinary reasons agreed not to apply or reapply for a
rofessional or cecupational icense, certificate, it or registration In siate or jurisdiction?

Have you had disciplinary action taken against a professional or occupational license, certificate, permit,
3 | registration or other authorzation to practice a profession or occupafion issued to you in any stale or
jurisdiction or have reed fo voluntary surrender in lieu of disclpline?

4 Do you currently have any disciplinary charges pending Bgains! your profassional or occupeticnal iicanse,
certificate, permit or ragistration in any state or jurisdiction?

Have you been convicted (found guilty, pled guitty or pled nolo cantendare), received probation without verdict
5 | Or acceleraled rehabilitative disposition (ARD), as to any criminal charges, felony or misdemeanor, including
any drug law vioiations? 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 crimina! chames ing and unrescived in any state or jurisdiction?

Have you ever had practice privileges denied, revoked, suspended, or resiricied by a hospital or any health
care facility?
Have you had your DEA regisiration denied, revoked or restricted?

0w o ~ |

Have you had provider privileges denied, revoked, suspended or resiricled by a Medical Assistance agency,
Medicare, third yor or another authority?

XIRXE > x| X | %

Have you been charged by a hospial, university, or ressarch facility with violaling research protocols,

L falsifying resaarch, or engaging in other research misconduct?
Have you engaged in, the intemperate or habliual use or abuse of aicohol or narcotics, hallucinogenics or

i othar 3 or substances that may impair judgment or coordination?

12 i you answered “Yes" fo question 11, are you curently participating in the Pennaylvania Professional Heshh
Monitoring Program?

Have you been the subject of a civil malpractice lawsult? o yes, pleass submit a copy of the entire Clvil
Cornplaint, which must inciude the fillng date and '] rved. Subimnit a statement
13 [ which includes complete details of the complaints that have been filed againat you,

_%

“if you pre vigugly ruggmd the cpmglain_t_ to tho Board Pwvido tha docl_wt number : i
o "g ‘E.. .‘ ::" .7‘. - B L O g . .-L): i

v RO e OMEDSTATEMENT

i

NOTICE: Disclosing your Soctal Securlly Number on this application is mandatary In order for the Stale Boards 1o comply with the requirements of the
Federal Social Security Act pertalning to Child Support Enforcement, as implemented in the Commonwealth of Pennaylvania at 23 Pa,C.5. §
4304.%(a). At the request of the Dapartment of Human Services, the licensing boards must provida 1o the Department of Human Services information
prescribed by the Dapartment of Human Services about the licensas, Inchxding the social eacurity ntmnber. In addition, Sacial Security Numbers are
required in order for the Boand tn eomply with the reporting requirements of the U.S, Departmani of Health and Human Services, National Preciitioner
Data Bank.

1 verify that this application is in the originai format as supplied by the Depariment of State and hes not been altered or otherwise modifled in any way,
t'am awara of the criminal penalties for tampering with public records or information under & Pa. C.5. Saction 4¢11. | vertly that the statemarts in this
applicafion are trus and corrsct fo the best of my knowledge, information and bellef. | undarstand that false stalements are mads subject to the
penattios of 18 Pa.C.S. § 4004 {relating to unswom falsification to authorities) and may result in the suspension, revocation or denlal of my license,
certificate, permit or reglstration,

‘ ,2/5.3“8“//5

4 —_—

Brand: R

Printad Name of Applicant * J




Date Time - Checklist Type . Obtasined by

Eniy Date

0472212011 Application  Accredited Schaol Graduate

_ Complele Co
Dale

0411472011

Cemplete
Date

Application Fee: $30.00

04/2172011
04/14/207t
Ddr214201
0d:21/201
04/21/2011
20
D4i21/.20M
04721201




* VERIFICATION OF ACGME APPROVED GRADUATE MEDICAL TRAINING . |

(1272014}

7 -: (Graduates of Amp'r,icameanadiap,n:uqqicgrscn,oc_ug) .

SECTION 1- TO BE COMPLETED BY APPLICANT

NAME:

Lasi . Firet . Widdie
, RIAIr oL i _ ’ Ao s e

¥ training began before July 1, 1987, one year of approved fraining at a first (PGY 1) or second (PGY 2) year level must ba
1
* | verfled. If the trainin ears of approved training are required, one at first (PGY 1)
vear level and one at second (PGY 2} year lavsl,

9 bagan on or after July 1, 1987, two (2} w

2 Tralning at a first (PGY 1) vear must be ACGME approved entry leval (training which requires no pravious tralning). Training
* | atesecond (PGY 2) year must be ACGME approved and can be any spacially.

3.

If training was completed at more than one hospital, duplicata this form and submit to each hosplial,

E COMPLETED BY PROGRAM DIRECTOR WHERE THE GRADUATE TRAINING OCCURRED

If tralning was in P yivania, inf must cofncide with data on grad i For
this form may be completed and #igned by the program dirsetor thirty (30) days prior to the camplstion of the approvad training. Forms
Postmarked or signed prior to the thirty days will not be accepted.

still In the d yoar of tralning,

HOSPITAL WHERE TRAINING WAS COMPLETED: wel 1Sp

M’/\J af‘k_HDS-PH?J

v
NAME OF SPONSORING INSTITUTION; .

WC—“Q an Nerlk ‘y

-] y plete this graduate medical training and that there
washle no disciplinary action outstanding agafnst this appli ¥ this applicant does not complate this tralning, the Board will be
notified.” If thera has bean disciplinary or administrative action re|

the detalls.

STATE
O
AMODH SPECIALTY Tes No
06/23/200L R [Eyw ¥
( SPECIALTY T Yea No
[224/200 0 fazbo /ey %
"1 certify that the ahove namod applicant successfully el Ful)

If the hospital has no seal or stam,

garding this applicant, please provide a separate statement outifning

P to affix to this document, | will have the form notarized to verify that It was completed by this

_al2z{z0€

County
Commission Bxp 2016 :
A R CRoCRa GNTES Notary Commission Expiration Date: /& A? e /Rﬂ /G

T ¢ & P

Notafy Signature

_Regular Mallliig Address

- ! . * Courlsr Delivery Addres
STATE BOARD OF MEDICINE SYATE BOARD OF MEDICINE = _
P-0. BOX 2649 2601 NORTH THIRD STREET - .
HARRISBURG, PA 171052648 HARRISBURG, PA 17110
717-783-1400/717-787.2381 ' PA 17:

RETURN COMPLETED FORM DIRECTLY TO THE BOARD IN OFFICIAL HOSPITAL ENVELOPE

4

MAR D7 261



Li S'MLE United States Medical Licensing Examination® (U! SMLEs)

383055

. United Stares Certified Transcript of Scores
Medicut This document was prepared by the
____Licensing Federation of Stute Medical Boards of the Unifed States, [nc,
o "E'u'“ m—i nm—dim — Federation Place, 400 Filer Wiser Road, Suite 300, Ealess, TX 76039-3856 — Telephone (817) 868-4000
Date:  03/04/2018

Recipient:

Penngylvania State Board of Medicine

ATTN: Michael Coates

2601 N Third Street

Harrisburg, PA 17110

Examioee [D¥: —5-232-396-1

Exsminee: Ring, Brandi Nicole Daie of Birth:
Alt Name(s):

ReaduforSlepshmbythiuexminee(mdforwhidzmsulfshavebemmpumdmdai:)mslmwnbclnw. For Sieps that span more
Ihanomchy,ﬂ;emdm:eﬂemﬂlechyonwhichﬂnmmhmﬁonbegm. Whenunnﬁcmmmmpamd,ﬂwmmnded

mmpomdmammdigﬁmdemly;mdigilsmmmpomdfmwiwmhimaﬁmwﬂlmIongerbe:eporled.'l'enmsults

reported as passing reptewntmexmnmeofﬁmhigbm—onatum—digilmringscale.

USMLE sTEP 1
Test Date Pass/Fai] Total MP Comuients
09/05/2009 Pass 199 (185
05/21/2009 Fail 182 (18%)
[USMLE STEP 2
Clinieal Knowledge (CK)
Test Date Pasy/Fril Total MP Commenis
07/01/2010 Pass 194 {189)
Clinical Skills {CS)*
Test Date Pasw/Fait Total MP Comments
06/10/2010 Pass
[USMLE sTEP 3
Test Date Pass/Fail Total MP Continenis
PENNSYLVANIA 06/12/2012 Pags 208 (190)

NOTE: AMﬁthdAﬂimDumBu&nthednnﬁonofsmmicaiBnn'ds(FSMB)melhmmpwudim‘bmutimmﬂlismnim.

RECEIVED DIRECT

FAR 0 4 2019 MWWMMnmmwmmmMmmmwmsm
cog vo51221 27615118 Page Tof2



) 5500000095330268
the DataBaIlk Process Date: 03/01/2015

Page: 1 of 1

P.O. Box 10832
Chantilly, VA 201530832

http:/fwww.npdb_hrsa.gov
) —— ]
RING, BRAND{ NICOLE - SELF-QUERY RESPONSE

A. SUBJEET IDENTIFICATION INFORMATION (Reciplents should verit that subject Idéntied ;i fack, Hie subject of fterest.)
Practitionar Name: RING, BRANDI NICOLE

Date of Birth: | Gender: FEMALE
Work Address: 1274 HILL ORK, PA 17403-3309
Soclal Security Number; DEA: 25715940060
NP1 1568754752
License: PHYSICIAN RESIDENT (MD), MT198973, PA, OBSTETRICS & GYNECOLOGY
Professional School(s): BOSTON UNIVERSITY SCHOOL OF MEDICINE (2011)
‘B PAYMENTINFORMATION & & pal e L Ry
Cradit Card Information: [05/2016)
NPDB Charge: §10.00% NFDB Bill Reference Number:  N36374932
* Each charge will appear separately on your credit card statement.
Transaction Date; 03/01/2015 Additional Paper Copies Requested: 1

Gl T T R v
(R
o LN

C. SUMMARY OFREPORTSON FILEWITHHEDRTA BAnK AS GEDIH OIS T

The following report types have been aparched:

Medlcal Malpractice Payment Report(s):  No Reports Health Plan Action(s):

State Liconsure Action(s): No Reports Professional Soclety Action(s):
Exclusion or Debarment Action(s): No Reports DEAfFedaral Licansure Action(s);
Government Adminfstrative Action(s); No Reports Judgment or Conviction Report{e):
Clinical Privileges Action(s): No Reporis Paer Review Organization Action(s):

Copies of these reports are enclosed for reetricled/iimited use ae prescribed by statutes listed on the precesding cover page.

No Reports Found

MAR 27 2010

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY




Currienfum Vitae
i ing, M.D.
gmail.com

Professional Experience
Clinica) Research Coordinator May 2007 — Augnst 2007

Boston Medica! Center- Androgen Clinical Research Unit, Boston, MA
Clinical / Regulatory Associate / Clinjcal Trials Auditor June 2004 — July 2005

CBR International Corp. - Biotechnology Consulting Firm, Boulder, CO

Teaching Experience
Graduate Anatomy Teaching Assistant and Prosector October 2010

Medical Anatomy ~ Thorax, Abdomen and Pelvis

Graduate and Medical School Tutor August 2006 — Present
Subjects: Biochemistry, Physiology, Histology, Endocrinology

Graduate Teaching Assistant August 2006-December 2006
Boston University Medical School - Medical Histology

Education

York Hospital Obstetrics and Gynecology Residency June 2011 — Present
Categorical Resident Expected Graduation: June 2015

Boston University School of Medicine M.D
Medical Degres Program Graduation: May 2011

Honors: Obstetrics and Gymecology, Pediatrics, Surgery, Surgical Sub-Specialty, Teaching in Anatomy,
Clinical Interviewing Skills, Surgical Sub-Internship
Awards: Gold Humanism Honor Bociety, BUSM Alumni-association Award
Boston University Schoal of Medicine . M.A
Graduate Medical Sciences Masters Graduation: May 2007
Thesis Title: “Assessment of Physical Examination Skills in First Year Residents; Comparing Clinical
Skills Knowledge and Performance with a Fi aculty Observed OSCE”
Boston University School of Medicine Certificate Program
Clinical Investigation Expected Graduation: Jan 2014
Theosis Title: "dssessment of Physical Exam Skills in First and Third Year Residents: Comparing
Theoretical and Observed Competence During an OSCE Using Real Patients”
University of Colorado at Boulder B.A.
Primm;gMajor: Molecular, Celtular and Developmental Biology
) Honors: Dean's List
Secondary Major: Environmental, Population and Organismic Biclogy
Honors: Dean’s List
Minor: Biochemistry Graduation: May 2004



xiii Certificale

DR b S Nt
PN ()

Certificate of Completion

Recognizing and Reporting Child Abuse:
Mandated and Permissive Reporting in Pennsylvanla

Meets ACT 31 of 2014 training requirements

3 continuing education haurs

Presentor:
University of Pittsburgh School of Social Work, PA Child Welfare Resource Center
403 East Winding Hill Road, Mechanicsburg, PA 17055
Presented to:
Ring, Brandi
on the date:
3/26/2015

Provider Number:  CE Course Number:
CACE0G00004 PCWO000001

Mpserww.repwwmepaplﬂ.mourseshkma-mmjm_ﬁaBLsedm_! 0_wrap_up. xill_certificatehim!
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STATER

1) e MEDICAL
A DATA CENTER Bo ARDS
PRACTITIONER PROFILE
Prepared for: Pennsylvania State Board of Medicine As of Date:3/31/2015
PRACTITIONER INFORMATION
Name: Brandi Nicole Ring
DOB: I
Medical School: Beston University School of Medicine
Boston, Massachusetts, UNITED STATES

Year of Grad: 2011
Degree Type: MD
BOARD ACTIONS

To date, there have besn no actions reported to the FSMB

LICENSE HISTORY
Jurisdiction License Number Issue Date Explration Date  Last Updated
T & FULLER WISER ROAD EULESS, T 76039 I TEL(817)868 4000 | FAX X(817)368. 6089 |

® 2014 FEDERATION OF STATE MEDICAL BOARDS Page 1 of 2



Fedrratien af

— STATEEN
BN DATA CENTER &Q Ams
PRACTITIONER PROFILE
Prepared for: Pennsylvania State Board of Medicine As of Dale:3/31/2015
Practitioner Name: Brandi Nicole Ring
ABMS® CERTIFICATION HISTORY
No ABMS Certifications found.

reeponsiblity for eny ervors or omissions contained therein. Addittonally, the Information provided in this profile may not be distributed,
madified or reproduced in whole or in part without the prior writlen cansent of the Federation of Siate Medical Boards.

(.. A9 FULLER WISER ROAD EULESS, Tx 76009 | TEL(S17)068 4000 | FAX GiTibee 4i66™ ~
® 2014 FEDERATION OF STATE MEDICAL BOARDS Page 2 of 2
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AT S -ézcﬂoni—"roBEcompLETep-iﬁv-Agéugaw;
NamE; | =% R AN G First BRANDI WMNICDLE

If training began before July 1, 1997, one year of approved training & a first (PGY 1) or second (PGY 2) year Javel must be
verified. If the training began on or after July 1, 1987, two (2) years of approved training are regquired, one at first {PGY 1)
year level and one at second (PGY 2} year level.

2 Training et a first (PGY 1) year must be ACGME approved entry laval {training which requires no previous training). Training
" | etasecond (PGY 2) year must he ACGME approved and can be any spacialty.

3. | Kiraining was completsd &t more than one hospital, duplicate this form and submit to each hospital.

SECTION2- 70 e COMPLETED BY PROGRAM DIRECTOR WHERE THE GRADUATE TRAINING QCCURRED

K training was in P Y , infi miist coinclds with data on graduate JF For appli stll in the 1 yoar of training,
this form may be completod and signed by the program divector thirty {30) days prior to the comp of the app d training. Forms
postmarked or signed prior to the thirty days will not be accapted.

HOSPITAL WHERE TRAINING WAS COMPLETED: | \\(¢ ﬁpjn /N avc Pospbal

NAME OF SPONSORING INSTITUTION: Wq(g . \) o1l H;o'
LOCATED IN: o ‘P o

PGY LEVEL SPECIALTY
Fya] ~ ¥

PGY LEVEL
2
¥ ¥
"1 cortify that the above named spplicant successfully completediwilr successfully complote this graduate medical training andl that theve
wasfis no disciplinary action outstanding against this applicant. f this applicant does not complete this training, the Board will be

notified.” i there has been disclplinary or administrative action regarding this applicant, pleasa pravide a separate statement outlining
the detalls.

Hﬁahmpmthunomlnrm;;naﬂhtomladomglmnmmfomnohﬂudhnﬂfymnwumpwwws

h?;&ﬂl..!
. G mﬁi!i%l?o S

a2 E (‘:2 am,;_z
Notaky Signature
Notary Commission Explration Date:  #2 /’? 2 / R0 { G

Signi of Program DI

| CouflbrDellvéry Ad u: , .
- STATE BOARD OF MEDIOWE -~
L 2em NORTH THIRD STREET g My
DR HﬁHRIsBURG,PA 7110 P

.

RETURN COMPLETED FORM DIRECTLY TO THE BOARD IN OFFICIAL HOSPITAL ENVELOPE

L9 )
Jiq OSAEOBH AR 30 2015



Mar, 25, 2015 11:14AK
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No. 5714

QUL
(12/2014) LM)—
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PENNSYLVANIA STATE BOARD OF MEDICINE
T . : T

g
o

NAME OF MEDICAL SCHOOL: | @ ot Unwersiiy &‘L‘@;LMPAMAL
LOCATION: Breten -

NAME OF MEDICAL 8CHOOL:

DATE STUDENT BEGAN TG ATTEND THIS MEDICAL SCHOOL:

Boston University School of Medicine
-] Lost Flrst Middle
NAME OF MEDIGAL STUDENT: RING BRANDI NICOLE
Month Veor

DATE OF GRADUATION:

T

£e8, )

v ,i_-g“.__.,_: - l.:.;,l-i!\::--‘-_

SIGNATURE OF DEAN/REGISTRAR:
Momh Day Year
i 03 | 27 | 2015
Upen completion, school must retyury this completod fonm directly to the
Pennsylvania Stets Board of Medicine In an official school envelope.
{Seal of School) DO NOT RETURN THIS FORM
TO THE APPLICANT

MAR 3 1 15



Boston University School of Medicine Transcript

Boston University School of Medicine
Office of the Registrar
72 East Concord Street
Boston, Massachusetts 02118
FIABT MIDDLE I. D. NUMBER DATE OF BIRTH 8EX
Brandi N «xpns] 580 F
" WATRICULATIONDATE | DATE DEGREE AWARDED HONORS DEGREE. PROGRAM
81372007 5/22/201 | M.D.
J\DHH'I'EDFHOMHIGHMDHOULLEEWWHDEGR
University Of Colorado At Boulder BA 2004
TITLE HRS. GRADE TILE HRS. GHADE
Curricular Year 1 Curricular Year 4
Biochel.nlsuy (0506} 120 AS Geriatrics/Home Medical Care (10-11) 160 Pass
Endocrinology (0306 33 As Neurology (10-11) 16D Pass
Essentials of Public Health I (0708) 60 Pass Radiology Q0-11) 160 High Pass
Genetics 0708 14 Pass Sub I - Genoral Surgery (10-11) 160 Honors
Gross Anatomy (07-08) 170 Pass Subinternship Matermal Fetal Medicine  (10-11) 160 High Pass
Histolopy (03-06) 79 AS i .
Human Behavior in Medicine (07:08) 29  Pass Hlecives  ~
imemelogy 05080 16 s Emergency Modicino o wem 160 Pass
Neurosclences (07-08) 98 Pass Boston Mecfmal Center-Menino Pavilign
Physiology 0506 129 As Fam:lly Planning (10-11) 160 Honors
Integrated Probloms J-4 0705 24 pass University of Colorado SOM
Tetegrotod Probles 1B ©708) 35 Pass Family Planning and Reproductive Health (10-11) 160 High Pass
Intro to Clinical Medicine { (0708) . 84 Pass Boston Medical Center
T {mrepa:ng HF:wm;e PTh;s:;ia;rEduimlcators: (10-11) 80 Honors
[{]
Cinricular Yoar 2 . lntoviewing Sills To First Year Students
Discase and Therapy | 0809) 80  Pess Boston University School of Medicine
Disease and Therapy 2 (0809 80  Pasy Teaching in a1 160 Honors
Discasc and Therapy 3 (0809 80 Pass Boston University School of Medicine
Diseaze and Theragy 4 (08-09) 80 Pass 20
Disease and Therapy § (08-09) 80  Pass .
Disease and Therapy 6 ©803) 80  Pass Transcript Notes
Integrated Problems II-A (0809 17  Pass
Integrated Problems 1-B (08-09) 17 Pass End of Transcript
Intro te Clinical Medicine 11 {08-09) 102 Pess
616
Curricular Year 3
Ambulatory Medicine (05-10) 160  High Pass
Family Medicine (09-10) 240  High Pass
Medicine (09-10) 320  High Pass
Obstetrics and Gynecology (09100 240  Honors
Pediatrics (10-11) 240  Honors
Psychiatry (09-10) 240  High Pass
Surgery (09-10) 320 Honors
Surgery Subspecialty (05-10) _ 160  Honors W T e
1920 - o g
Picm:? Lb/.& & .
MAR 3 1 Iﬂli i/ REGISTRAR

1974 Famlly Educational Rights and Privecy Act Information
mhﬂmmﬂonmnummmlsmwwnmsubjeam Tadis-
mwﬂnmmwwﬂmmm
H 5
information will be used e afficers, smployeas and agenta
your mmmdmelrmﬁus.mn
mmdforﬁisidmwnﬂmiammd.ildmldbedmo)ved.

Not vaiid as a transcript without the authorized signature,

the weal of the Unh y, and tha by

Unileas otherwise eu?qrmq gludent ia In good standing.



BOSTON UNIVERSITY SCHOOL OF MEDICINE

OFFICE OF THE REGISTRAR
GRADING SYSTEM
HONORS
HIGH PASS (available in third and fourth year courses only)
PASS
FAIL
INCOMPLETE
AS / H (ADVANCED STANDING with HONORS)
AS (ADVANCED STANDING)
EXEMPT

Effective January 1, 2008 all second year courses graded as Pass/Fail.
Effective September 8, 2003 all first year courses graded as Pass/Fail.

ADVANCED STANDING is granted to students who have satisfactorily completed the equivalent medical schoo! course(s) at
Boston University prior to matriculation to the School of Medicine,

EXEMPT status is granted to students who have satisfactorily completed the equivalent medical school course(s) ouiside of
Boston University.

TRANSCRIPT NOTES:
ALTERNATIVE CURRICULUM is granted to first and / or second year students to extend their year(s) over a two year period.
DECELERATED CURRICULUM is a program for students who encounter academic difficulty during any of the curricular years.

MODIFIED CURRICULUM is granted to third and / or fourth year students to extend their year(s) over a two year period.

TRANSCRIPT REQUESTS
Official transcripts are issued only to other institutions, agencies, and employers af the written request of the student. They bear
date of issue, signature of a responsible University official, the Boston University academic seal, and the background pattern.
ACCEPT NO OTHER.

ACCREDITATION

Boston University is accredited by pertinent agencies in the educational fields which it serves,

Boston University as a whole is accredited by the New England Association of Schools and Collegcs.

The School of Medicine is accredited by the Liaison Cornmittes on Medical Education of the Association of American Medical
Colleges.



Person Info
Name:BRANDI NICOLE RING

Address Info
sueetacoress [ S on

Phone
Fax 3036680784
ChyDenver
StateC O
Zipcode80207
Country82
CountyDenver

Are you submithing a name change with this renewal? N

authorization to practice any health-related profession in any state or junisdiction?

HaveyoucompletedynurcunexnCEreqLIimePtsl_ i, Ll Y
Do you hold, or have you ever held, a license, certificate, permit, registration or other v

e e o D g _
Since your mitial application or last renewal, whichever 1s later, have you had disciplinary action
taken agamst a professional or occupational license, certificate, permit, registration or other
authotization o practice a profession or occupation issued to you ih any state or jurisdiction or
have you agreed to voluntary smrender in lieu of discipline?

If you answered yes to the above question, piease provide the profession and state or MD - Colorado

Do you currently have any disciplinary charges pending against your professional or
occupational license, certificate, permit 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, permt or registration, had an

professional or occupational license, certificate, permit or registration in any state or
junsdiction?

=

application demied or refused, or for disciplinary reasons agreed not to apply or reapply fora [N

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

misdemeanor, 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.

accelerated rehabilitative disposition (ARD), as to any criminal charges, felony or N

Do you currently have any criminal charges pending and unresolved in any state or jurisdiction?|N

Tegistration denied, revoked or restricted? i - _
Since your initial application or your last renewal, whichever is latet, have you had provider

Medicare, third party payor or another authority?

Since your initial application or last renewal, whichever is later, have you had your DEA N

privileges denied, revoked, suspended or restricted by a Medical Assistance agency, N

Since your initial application or your last renewal, whichever is later, have you ever had

Eacility? £ =

Since your initial application of;rc;ﬁr last rencw;ﬂ, whichever is latex-', have you bee;chargedg

or engaging m other research misconduct?

Since your initial application or last renewal, whichever is later, have you engaged in the
intemperate or habitual use or abuse of aleohol or narcotics, hallucinogenics or other drugs or
substances that may impair judgment or coordination? : el .
Since your initial application or your last renewal, whichever is later, have you been the subject
of a civil malpractice lawsuit?

practice privileges denied, revoked, suspended, or restricted by a hospital or any health care [N

a hospital, university, or research facility with violating research protocols, falsifying research, [N

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: If you previously reported the complaint {o the
Board you will only need to provide the docket number here;

Please provide the zip code of your primary employeripractice location. This data s being

may be provided to the Pennsylvania Emergency Management Agency for official use only.

collected for the purpose of identifying healthcare professionals during state emergenciesand (80246

Have you completed 2 hours of Board-approved continuing education in child abuse 3 Y

recognition and reporting?

Do you maintain current medical professional Hability insurance in the Commonwealth of N

FPennsylvania? [ W 1
NI - ’ No active practice in PA,

I you answer "No", please provide an explanation or rezson for an exemption request. active practice in G olo rado_

Sunday, January 15,

Date Submitted: 2017

Education Info

| . No education records

Employment Information






