STATE BOARD OF HEALING ARTS 235 S.W. Topeka Bivd.
' Topekz, Kansas 66603-3068
(785) 296-7413
FAX (785) 296-0852

APPLICATION FOR LICENSURE

Medicing & Surgeryi& Osteopathic Medicine & Surgery Chiropractic Podiatry

Read =il instructions prior to completing this application. Al questions on this application must be answered, and all supporting documents
must be submitted with this application per insiructions. Please type or print. When space provided is Insufficient, attach additional sheets
of papar. You may reproduce these biank forms as needed, but each completed form must be submitted in original Ink or type. MAKE
SUFFICIENT COPIES OF ALL FORMS BEFORE YOU BEGIN.
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APPLYING FOR LICENSURE BY: (Chesk appropriate ﬁé
NATIONAL BOARDS (N.B.M.E. or N.B.O.M.E. or N.B.C.E. or PMLexig}

FLEX ENDORSEMENT e STATE EXAM 7,
%
USMLE ENDORSEMENT C A ;o
— COMBINATION OF FLEX, USMLE, NATIONAL BOARDS ng
tf‘
_ LICENTIATE OF THE MEDICAL COUNCIL OF CANADA (L.M.C.C.) &
__i:s_ USMLE STEP 3 EXAMINATION
PMLEXIS EXAMINATION [l December [ June
Please refer to Instrucnon Sheet for required proof of passage of Examinations.
Kk e e de i‘miw'irvdr**ﬁr'tr*#*W#**************»*w***********\Nk****w*************i*****i!w**ﬁi*i***ﬁ*’**‘k******l’**'k’4 Rk K W W
I, GENERAL INFORMATION:
ﬁr . {{1 . ',7 oo
1. NAME__FTANE Mane, b Sing
First Middle Malden Last
Andie. Marie ¥ds
2. Name as you wish it to appear on License: B e, Mex € TUSING,
confidential
3. Address_ . o : Nevice C& Gozgl
Shrest City State Zip
confidential BN 2 5 /
4. Phone (Res) _ (Work) 20~ 824 - GG (FAX)... /A
confidential _, . confidential
5. Date of Birth G e 6. S8 NO:_ .

7. Place of Birth._ a9 A3 Q»\:q LS

8. Give location of intended pragtice in Kansas \»u\ g %?"N “'Q‘ \Aa.mm @/U‘l (’;_:}JLQ,(L élemﬂkr

9, Primary Speciafty Chadedtre  end (\\&!hﬁx‘ﬁ\% 0\'\2 American Board Certified No
! 3 American Board Elfigible Nes

10. A, E.C.F.MG. Number if applicable i\”A' {notarized copy required)
B. Fifth Pathway? N — No  If yes, provide notarized copy of certificate.

11. Have you ever bsen licensed to practice the Healing Arts in Kansas?

e Yes N No




i, PROFESSIONAL ACTIVITIES—List in chronological order ali activities since graduation, including absences from work,
except for incidental sick leave and usual vacation. Also list all periods of nonprofessional activity or employment for more
than three {3} monihs. Please account for alt time and explain all gaps in activity. If engaged in private practice, list hospital
affiliations. Use additional page(s) if necessary.

FROM TO
Month/Year  Month/Year LOCATION ACTIVITY
QLo 0k | MIELG - Tepacivenyt Q{U EY LN O Gy ‘Zeﬁt&n&i

lll. PROFESSIONAL SCHOOL Date Graduated 235 mo._ 2 Zoday 205 year  Degrea_M. 12,

Name of Institution Address Date from Date to
1styr Udieersd of Woosrs M8 Prest Covder _HA0A fernlmy Bivd %C&' kS Lhle o9bo c?if/zz/m%'
2nd yr [ 'savd ’ .
Srd yr i
dnyr ____ uen g
sthyr M1k
ath yr iR

Have verification of Professional Education Form malled direct to this office by medical school.

V. POST-GRADUATE TRAINING  {List chronologically) Send Enclosed Verification Form-—Refer to instruclion Sheet

. Dates Completed
Name of Institution Address Type of Program From/To Yes/No
VLA s n belodk e _0B]Cun @E‘&\A@v\w\ pel0H -~ tlolon _ No
L o ?& ‘ 'i . \'H::\’ M “W«M

0 R e Y |

Lot Beegl 7o (R 90075~

FELLOWSHIPS (List chronologically) Send Enclosed Verification Form-—Refer to Instruction Sheet

Dates Completed
N&ma of Institution Address Type of Program From/To Yes/No
i
V. Have you ever been granted medical licensure by any state or territory?
i\AYES { JNO IF YES, LIST ALL CURRENT AND NON-CURRENT LICENSES BELOW:
Send Enclosed Verification Form—-Refer {o Instruction Sheet.
State or Territory License Number Effective Date Current Status

Medicat. Pouca ot Colligpenio- AG41bo 02 l 1] 200 Ak




AR

DISCIPLINE

WE ROUTINELY RECEIVE INFORMATION FROM VARIOUS STATES, FEDERAL AND PRIVATE AGENCIES AND ASSOCIATIONS ABOUT
ACTIONS TAKEN AGAINST LICENSEES OR PRACTITIONERS, ALL INFORMATION RECEIVED WILL BE CHECKED ACCORDINGLY TO VERIFY
THE TRUTH AND VERACITY OF YOUR ANSWERS. DOCUMENTATION MUST BE PROVIDED FOR ALL YES ANBWERS.

10,

1.

12.

14,

15,

18.

17,

18.

19.

20.

21.

YES \NO) {Circle one)

. Have @ver been rajected for membership or notified by or requested to appsear before any medical, ostaopathic'bog{é‘lmpracﬁc saciety?

«Q’?Q .
Have yau ever been denied the privilege of taking an examination administered by a licensing agency? T *ﬁ:"
YES (Gircle ong) 2 éé ,
Have ypu ever been denled a license to practice the healing arts or cther health care profession? ' ‘%
YES BO) (Circle one) Ee

confidential

. Have you ever besn reguested to resign, withdraw or othenwise terminate your position with a partnership, professional association, corporation, ot

other pragtice organization, either public or private?
YES \ NO) (Circle ong)

Have you gver, for any reason, lost American Board certification?
YES @ {Cirole one) :

. Has any licensing o discipiinary agency limited, restricted, suspended or revoked a license you have held?

YES @(Cimle one)

. Have yoy ever voluntarily sumenderad a license Issued to you by a licensing or disciplinary agency?

YES @_o/‘. [Citcle one)

Have you sver baen notified or requested to appsar before any licensing or discipiinary agency?
YE@(Girme one)

Have you gver been notified of any charges or complaints filed against you by any licensing or disciplinary agency?
YES @Cirei@ one)

confidential

Have you ever been denied a Drug Enforcement Administration (DEA) or slaie bursau of narcotics or gontrofled substances registration certificaie or
been callad befure or wamed by any such agency or other lawful authority concerned with controliad substances?
YES AN®) (Circle ong)

Have you.gvar surrendered your state or federal controlled substances registration or had it restricted in any way?
YES @ (Circle one)

confidential

Have you ever been a defendant in a legal action invoiving professional abiity (Malpractice} or had a professional iability claim paic in your behalf or

paid scgh\% claim yourself?

YES NO) {Circle one)
Have yau ever been denied provider participation in any State Medicaid or Federal Medicare Programs?

YES Q\J_@ (Circle one)

Mave ygu ever terminated, sanctioned, penalized, or had 1o repay money to any Slate Medicaid or Federal Medicare Frogram?
YES @ {Circle one) :




VI STATEMENT OF HEALTH
confidential

VIl ATTACH 3" X 4* PHOTOGRAPH IN BOX BELOW

i
i
f
i
I
i
.

%’divic{ual porirait must be taken within 90 days prior to date of

pplication.

hotograph must be signed on back by applicant. (Head,
jnouiders & upper chest—not full length)

jate photo taken written on back of photograph.

|

itach photo with paper clips—do not paste.

!

X, 4, ;Aa“w{w‘ . ;O\Gw\e.. Kﬁﬁ%ﬁw\& , being first duly swom, depose and say that | am the persoh
referred o in the foregoing application ands«}lpporting docurmnenis,

| have carefully read the questions in the foregoing application and have answered them completely, without reservations
of any kind, and | declare under penalty of perjury that my answers and all statements made by me herein are trup and
correct. Should | furnish any false information in this application, | hereby agree that such act shall constitute cause for
the denial, suspensiop.er fevocatiopel’y license to practice medicine and surgery, osteopathic medicine and surgery,
chiropractic or QOdﬁtlfW‘ the sxzat’é/ma Kansas and may subject me to a fine not exceeding $10,000 and term of
imprisomﬂﬁg’;%{é'eedi g’:sf)je/a/rs for each violation, (K.S.A.) 21-3805) !

N N 9/¢/08

yd
Signature\eﬁagp”ljga_mi) /&m

X. FROFESSIONAL LIABILITY INSURANCE (MALPRACTICE)
If you intend to render professional services in Kansas, you are required by K.S.A. 40-3401-3419 to obtain and maintain
protessional Hlability Insurance of not less than $200,000 per occurrence (per claim) subject to not less than $600,000
annual aggregate for all claims made during the policy period and to participate in the Kansas Health Care Stabilization
Fund. Proof of llakillty insurance must be provided at ime of renewal,

DATE




ik (and for which results have been reported to date) are shows below, For §
fay on which the examination began, Where nuineric scores are reported, thel
§ii score (“MP™) on cach scale is shown in parentheses.

Three-Digh Score Two-Digit Score

Pass/Fail  Total MP Totai MP

Pass

confidential

Three-Digit Score
Total

Pass/Fail
Pass

Two-Digit Score

MP ~ Total MP
confidential

|

' “l"'hree-l)igit Score
Total

, Pass/Fail

Two-Digit Score
Total MP
confidential

vp




KANSAS STATE BOARD OF HEALING ARTS - 2,
235 8. Topeka Bivd., Topeka, Kansas 66603-3068 (785)296-7413 %}%

Yo
% %

db
RECEVED %
Um\re\"%\w o Vonsas Mo diad Lo APR 117008

f Instit, tion
%ec\uDri cnorue Pl

\ ‘ FICE
VacessnCiy VS (olo\ e ‘ REGISTRARS OF

City State Zip

i Jb‘_ A JU\CL(\‘Q., /‘&Qx \\{\fj ! M(.-th ,0./D.C.I0.PM. have applied for a ligense to practice in

(Bt fall name)
the stats of Xansas. As part of the application process, the Kansas State Board of Healing Arts requires a veritication of my Professional College.

} hereby authorize \))\/\,L\aﬂ'% v of ,..\L&‘C\'D(.LJE) M.QAJV-&X kar its staff, or reprasentative to provida the Kansas

(Neme of professlmral collegef
State Board of Heating Arts any and all informatinn Tequested below, whether such information is faverable or unfavorahle, and | herohy release from
any and ail fiability the chove named society andfor person for any and all aets performed in fulfilling this request, provided that such acts are
performed in good faith and wit er, | raguest that this completed form he sent directly to the Xansas-State Board of Healing Arts,
235 S Topeka Bivd, Topg understand that compléted forms returned to me will not be accepted for verification purposes,

i3

VERIFICATION OF PROFESSIONAL COLLEGE

confidential
Sincerely, . Date of Birth ?’51
QM‘WWEMM} e s
confidenti
Social Security Number_ ential Date of Graduation &/~ O{:)l Z‘%I "?—00‘7/
MO DAY
For verification of The fellowing section must be completed by the dean er regisirar of the professional sehoel and returned directly to the
PBOFESSTUNAL COLLEGE ONLY ansas Stats Boargt of Healing Arts. Verifisatfons retarned directly to the applicant will not be accepted. Da not
Please provide exact dates complets if photograph is not attached. Any substitutions must centain all required information or it will not be
ageepied for verification purposes.
This certifies that Annie Marie Reising
. (Full nare of applicant]

Emolled in_the School of Medicine at the University of Kansas
Name of professional solloge]

on_ Q8 1 Q71 Q0  graduated 05 i 23 Oh4 withedepreein _ Poctor of Medicine
o] DAY YR BAY YR

Further, the records of this institution indicate that the attached photograph
{check onel [ Represents 2 true likeness of the above-namad applisant.
[71 Does not represent a true likeness of the above named appheant,

( . w Attach
By QN ' SEAL Passport si

Signature of the dean o fegistrar Dorothy Knoll, Dean of Students Photograph

Signed and the college Seal affixed on 04 ! 16 ] 08
M0 DAY YR

Professional eoilege seal MUST be imprinted partially oo phetegraph.




By the authority mf the Board of Regents of the Fhate of Tarzars xmfr

wpone the cecowanerdvation of the Faenlty of Hye

School of Medivine
rorders wpmm
Annte Marie Reiwing
the inagrp,z of

fith all e rights, }Irl’iltlBgBﬁ andr vesponsibilites.
@iten weder the seal of the Muiversity of Foowsas

thybs thoenty-thied Yay of May, toa t[}nwamth andr four.

“”“ﬁ S Ay

e

Assistant Dean of Students/Registrar

April 11, 2008

[ certify this 1o be a true and accurate copy of the original diploma awarded 1 Annie Matie
Rejsing for the Doctor of Medicine degree by the University of Kansas School of Medicine May

.fm(m__ ol e, i i
b Oavins il bt B oy v

i At vt Shanke Nttt AL, mo, o




KANSAS STATE BOARD OF HEALING ARTS
235 S. Topeka Blvd,, Topeka, Kansas 66603 (785)295-7413

U
ity
-4/29 @?%

VERIFICATION OF POSTGRADUATE TRAINING lﬁ?ﬁ
Gt Goey C/l’\ouuc‘s \ur\ D
Mzme of Pragram Direciol
T 7 T o ria— Lok b )Q—)
#me of lnsusux on
é‘t’\?t\ Lo Corde . SAC\TQ_ 95’(;% th)+ 2339 LS
reed
Losfoneles CAy QBD‘75’
ity {) State Zip
i Jb( ‘r\\r\\€ .1"\}\&!(\.&4 rLQA%\)n& . , kave applied for a license o practice in the state of Kansas.

1Print bt rraemia)
As pan of the application process, the Kansas Stau Board of Healing Arts requires a rafarence frem the program. divector of-each, ACGME aseredited
Postgraduate Traleing program to which | have heon appointed,

E heraby authoriza_3\ \ 5 3 Aa - < 2 =) Hts.staff, or.representative to, provide the Kansas
[ of. fan) -

State Board of Healing Arts any and all Infarmation requested below, whether such infermation is favorable of uslaverable, and ! hereby release from

any and ail liabifity the shove samed society andlur person for any aad alf acts performedé In fulfifiing this request, piovided that swch acts are

performed in gand faith and withauy malfies Furthor, 1 request that this complated farm be sent direefly to the Kanses State Seard of Healing Arts.

235 S Topeke Blvd., Topeid ¥ 3 § enderstand that compieted forms returned to me will not be accepted for verification purpeses.

.

Bincerely,

Date of Birth, Confldentl ?{

! al .
Soc‘;alSBcurinumhat: Confldentlal _

Fot verification of
POSTGRADUATE TRAINING Tha faliowing seetion nust be eompleded by the Program Birector or hisfer representstive and returned

Please provide exact dates dicgetly to the Kanses State Board of Healing Arts. Verifications returned to applicant wilt not be secepted,
This is to certify that A—hﬂlb_/u (me. ?E)\‘:\m _. @ graduate of Or;,\\,{(‘S\"\’l{ (4 Wi
Wame of spplicent) [} e f Sci
t postgradoate traink i hip/resid livical fellowship] in O CLB ~ WD e L Y

Mame wnd Mminﬁwgwm] P

on O(ﬂ ! &L/ i Z@”L pleted {cheek ene) [Z] successiubly [3 unsuccessiufly such trafning ar O(ﬂ |23 J‘Z-'Dgf,
M .- ORY YR

BAT TR
Internship + Name of Dept. Ob‘vﬁﬁ LS = C:lgggz_zkag%
%sidanny - Mame of DepL, e S = (Y
. 1 '
%Ilmship - Name of Dept. Af; fA‘ {3 Clinical [J Research

Date Signéd 4 OH IDI,!"Z_{)D%

Title E—@w Dicectee ™ Claaicimonn

Tel. Mo, 59) H1L5 =494 5

COMMENTS:;

TAtisch edditions] sheet If nasded)

+Circle ona




STATE AND CONSUMER SERVICES AGENCY ARNOLD SCHWARZENEGGER, Governor _

c - MEDICAL BOARD OF CALIFORNIA
Catoris LICENSING PROGRAM
Popstimentot 2005 EVERGREEN ST SUITE 1200
C&l’ﬁsum&r SACRAMENTO Ca 958153631 .
i TELEPHONE; (800} 633~ :
airs FAX: (916) 2632844 {?ECEFE{
www.mbc.02.90v Ty

APy
29
April 21, 2008 “ltg

KANSAS BOARD QF HEALING ARTS
235 SQUTH TOPEKA BLVD
TOPERA K3 66603-3068

To Whom It May Concern:

This is to certify that on the date of this letter the records
of the Medical Beard of Califernia (Board) indicate the following

information:

Physician: ANNIE MARIE REISING
License No.: B 94130

Issueds - February 17, 2006
Exam Type: A written examination
Expiration Date: September 30, 2009
Status: Renewed/current

Board Discipline: NO
Further public records pertaining to the above licensee may be

;,lable/;:/f:; the Beard's Web site at www.mbc.ca.gov.

Kimbaerly Kirchmeyer
Deputy Director

SEAL






