‘ L)NM 1
- | MEDICINE

'ALLCANDIDATESMUST | '+ '
COMPLETE THIS FORM .

.

IREYLE

U=t —ale sl

5. ADDRESS (check only one)

Social Security Number

First 3 letters

of Last Name
4. PRINT FULL NAME EXACTLY AS YOU WISH IT TO APPEAR ON YOUR LICENSE, IF
DETERMINED ELIGIBLE. (IMPORTANT: A request that contains only initials and the
surname cannot be honored.)

Last

ol

First

HAlRIVIElT

middle (12 1AV |G

[ permanent address [J temporary mailing

; L IR
r / / . P _
THE UNIVERSITY OF THE STA £ OF Néw YR .
THE STATE EDUCAT ON DEPARTMENT . | Department Use *>...
DIVISION OF PROFESSIONAL LICENSING sgm«v# ‘,'j"x
APPLICATION FOR LICENSE | _;'_’,;*-‘3 /
o AND FIRST REGISTRATION -
" COMPLETE BOTH SIDES OF R 0]
THIS APPLICATION CF5D 6
BIRTH [- =T o
il T 3 pare (C1H121{T G616 ARy s el
mo day yr '

Ol T T Tolo] [i]x

. G [ER

%D 5 oV S/} }i&

N.Y.S. License Numberm

A0S (oldolas

of record address*
QUALS. ...
Care of APPROVED ..o
Misc. (Bidg. & 6. TELEPHONE
Apt., etc.)
o p ¢ lc atromel 2L EFE ]G] 2 YIE B[O | 94
Street 3 cl w b L Lie - L 4 thome area code number
cy |[Q|RIOC|O|K | LI |V : -
- B ZiP A k?l Y—— )’8“0 ' » OU
State U £ l‘/ < E ‘< Code q ’ (} i ‘ e area code number
7. CITIZENSHIP sz United States (T Alien Lawfully admitted for permanent residence in the United States.

10.
1.

13.

14.

15.

Name as it appears on diploma or other credentials. I‘Lum.«e v (e 72 Tl

Alien Registration Number

Citizenot

the disposition of which was other than by acquittal or dismissal? 0

unprofessional conduct, incompetence or negligence in any state or country?
Are charges pending against you for professional misconduct, unprofessional conduct,”
incompetence or negligence in any state or country?
Has any hospital or licensed facility restricted or terminated your professiéjnhl training,

employment, or privileges or have you ever voluntarily or involuntarily resigned or withdrawn

from such association to avoid imposition of such measures?
¢ Ifthe answer to questions 10-14 is “Yes, submit a letter giving a completexplan

your court records and a copy of the “Certificate of Relief from Disabilit @

I'wish to be licensed in New York tate on the basis of:
Nationa! Board Examination (See Licensure Requirements — Sec. [V

[ National Board Examination/Osteopath (See Licensure Requirements — Sec. V)

[ Admission to the licensing examination in New York State (See Licensure Requirements—Sec. 1V)
Give Date of Flex examiration requested (Month and Yearl
Requested exam center: L] New York City Area,

December 1989

tincs. Long Island)

No

\O

e —
L) Albany Area

. Have you previously applied for a New York medical license o;é limited p('\jmir?
Have you ever been convicted of a crime (felony or misdemeanor) in any state or country?
Have you ever been charged with a crime (felony or misdemeanor) in any state or ceuntry,

. Have you ever surrendered your license or been found guilty of pror’essionr}f misconduct,

L Yis . g%

. = .

T
- -

ation as applicable, also include copies of

or your “Certificate of Good Conduct”

{J Buffalo Area

* COMPLETE OTHER SIDE o



Acceptance of Federation Licensing Examination (FLX) taken outside New York State.

Give dates and locations of all FLEX examinations taken.

My FLEX identification Number (FIN) is:
O Endorsement of license from another State or Country.

Name State or Country

Other

[0 5th Pathway (Section 6528 of the Education Law.)

16. 1am a graduate of the following medical program:

ATTENDANCE Diploma or Degree Obtained
Number of (if school is located
Name of Medical School Attended Years Class Entrance Leaving Outside the United States,
and Location Attended | Completed | Date Date attach a copy)
School
4.
U»"\\)ﬁ,*\s\g GQ V\/I\Lt/\tr . [V\B ‘/\/‘1 D
U\M’LS’\(u\ S"‘\'\c"\ L( 'Cl(‘i l AVB {673? y"(,y 1991 i
An Al M NELOY
17. lam alicensed physician in the following states or countries:
Basis of Licensure ]
State or Date License ~ Examination Any Limitations
Country Issued Number (Date Passed) | Endorsement Other on License
AFFIDAVIT ]

| hereby certify that | have read the statutory provisions, Rules of the
Board of Regents and Regulations of the Commissioner of Education dis-
tributed to me by the State Education Department.

Under penalties of perjury, | declare and affirm that the statements
made in the application, including accompanying statements and tran-
scripts are true, complete and correct. | understand that any false or mis-
leading information in, or in connection with my application may be

cause for denial or loss of licensure.

Signaturg of candigate

a NN ANINTCTADIL a

\ . ‘ Yho-
to) )

Date of Photograph

¢ RETURN TO: Fee Section, Division of Professional Licensing Service
Cultural Education Center, Albany, New York 12230




REGISTRATION APPLICATION  PLROD 01701793 - 12/31/94 s 350 o

PROCESIION MEDICINE | PAY T amouMt
NAME AND ADORESS DATA CHANGE (1At i)
latMame L1 L4 1 L 0 b b b 0 b N B

FrstName L1 14 1 b 11 do b 111 S R VRS S

| ROTH HARVEY CRAIG

T 1 (A)Since you last registersd, has a~y state other than New York instituted charges agaimst you for profesyonal OFFICE

Mddle L1 1 ¢ %% v b bor o414 - S w o e e

Careob 4 1 ¢ Lt p 4ot 4ol 1.1

Sweet L .4 .1 1 L 1 1.1 1 ot 1 ot b ot on Gyt 111t [N T T U S RN S |
YT U WD DU DR N NN U S S SR AN N RS NN S NP RS Zp U ML _L_.JTJ—L__l_J__J__J

39 WILLOW. PLACE™"
BROOKLYN NY

IF YOUR NAME AND OR Aqoﬂfsé HAS CHANGED, PLEASE INDICATE CHANGE ™ SPACES PROVIDED
[ SEE INSTRUCTIONS ON REVERSE SIDE AND IMPORTANT INFORMATION BELOW ]

USE oMLY

rrsconduct, unprofessional conduct, INCompetenpe or negligence or ravoked, suspended. or accepted sumender of a DATE: 03/05/93
protessonal hoense heid by you? [ Yes:”

(B) Since you lant registersd, have you been cdnvicted of any cnme (felory or Misdemeanor) = acy sta'e 07 CoUTT
Have you been charged with any cnme the dispositon of which was other thar by acqumas of mwssa"f:g Yoy Bl N0 !

{CIFOR MEALTH PROFESSIONALS ONLY: Since you fas! e
regstered, has any hospial o hcensed laciity resivicted o
rmmated your prolessional raining. empryment of prvileges of
fiave you ever voluntarly of nvoluntarly resigned o whhadrawn
ton such 835002900 10 avod Impositon of such acton due 1o

Profesyronal msConduct, Unprofes 0l CONCUC! NCOMPYTance o
resigence? [ Yoy wﬂb

2 A W2Iyoudepraczong m HYS durng i;e DO ndnated”

£

es (O MNo SRR '
8) ¥ NO,ARE YOU [J WNACTIVE (O RETIRED DN S S R
3 2 pracooes » NYS _4 3] ¢« Damo'sm {5 Bl 5 Anached s proof of The requIred COUMWONK rEGErGMG UNE 8%
- . n Ty (check one)  [] Carvficate of Completion  (See Nube § Betw

O Cenvtcate of Exempton

°lSoudSoamylha3provndod,roo'amboxbom, 7 Federal Employer loenthicazon # ED"[ JHEBEEN
O s xppied rorpenong O Otver fexplarny {ff you have a Federal € mployer ioenthcaon 8. yOu Mus! provom

87 * PRIVACY NOTIFICATION: The aut™o’"y I requss! Federal Socia Secunty and Federal Employer identfcator Numbers, and the au™o™y 10 ma-ar st
rir=azor 3 tounC = Secoor S o' Se Tar Law These numbers wi be Lsed for tax a0minisTaton purposes

# 3 requrred 1ha! you answe’ the Guestons peraining to Social Secunty Number (6) and F ederal Employer idenaicaon Number {7) on tvs Rep shador Appaator

o DECEASED NOTIFICATION. I the above named parson is decsased, piease check box [[]  and compiete the imformaton on the reverse 308

@PLERSE WOTE: Section 29.2 of the Rules of the Board of Regents describes Health Professionals as those listed below:

ascupucture massage ophthalmic dispensing podiatry

audiology medicine optometry prychology

chiropractic rursing (registered professional nurse  pharmacy social work

dental hygiene ticensed practical nurse) physical therapy specialist’s assistemt
dentistry occupational therapy physician’s assistant speech- Languege pathology

1¢ yur profession is listed above, you must answer question 1(c). If you do not, an application will be returmed to
you and you gill not be registered until a completed application is received.

The following professionals must comply with item (5) if the child abuse requirement code status listed (n the
OFFICE USE box sbove is ‘X' or 'N'

ghysicions dentists optometrists

chiropractors registered nurses  psychologists ‘X' or ')' .z Requirement has not been met

dental hygienists podiatrists 'Y!_g Yes, requirement {s complete
1t your child sbuse requirement code status is ‘Y’ or ‘E’, disregard item (5). ‘E' = Exemption

o Mt o o

¥ Unow perates of perury. | dedare and affrm that the stalements above are an accurate representation and that such statements, INCuGMg By ECCOMPRNYING

GoQumeiation and explanatons. aty true. compleie. a rrect. | understand that any false or misieadmg miormaton or statemen in CONMACTON
10, ,orm
&Q0hONdoN May !ncwa; Ppipary acvonmdudingthe lods ¢! my license k oy

om 3, 10493

\
U

1087 A

-4




{

REGISTRATION APPLICATION OFFICE USE OMLY

PROFESSION: MEDICINE DATE: 8 01,94

LIC NO:
PERIOD . 01/01/95 - 03/31/96 $ 206 “NM:

PAY THIS AMOUNT - DOB:

e STATE EOUCATION DEPARTIE ZT5Ta] FEE: 206

THE STATE EDUCATION DEPARTMENT PR: 60 OFF: 1
e ST e YR: 95 TYPE: RR
Tactmas s e -

PY:
A mme, N 0 CA: Y
LR L READ INSTRUCTIONS ON REVERSE SIDE SBEFORE COMPLETING THIS FORM

ROTH HARVEY CRAIG
39 WILLOW PLACE - 7
BROOKLYN NY dERsmaney*

S5 OE T Ta DMLY e el L he e nm Ancie ~a—e KTONS SO°.6
-~
TP A St v 1ptt re@iS 4t mA Ac o taca Yz
[> L1 LAl AT RS S L 2 3 YRRV T S a2
TR JeNie T e NEed  LUsOerDe Lk -
e’a D, DT
- T
() SINCR you last registered ~a.e
® SIETARNET T - AT, StAate et
h8a T BN ¥olol SRIL BN TENL J L el o -ls ~* ar LY T
12 SN0 you 133t regiIsStered. ~as A~ - <g o ca . CCense3 A T, rescr - ce3 Or
TETT cATe Ly prLtest N Cra ) e LT AR SAEE O b o ACe Ou mm
IS A b N LR LI 1 R R d el LI TR L S P Y B R Rl ML - T
L T LS T oY gL n ALt T Jue [ - cdecct ra wogioy - «C-Cfess A’
ke TR TR e A T e - e -
’i - . w % . - relgcer T N " e Tacg ¢ . ce v c ] Y Caten ( &< .
—me L e . - L .
3 Low L ST DTACY S Ty v e - Cate ( .S N
] 4
e [ TR TECTS AN L eAr TAst s ey /
-
' lace ¢ = .- A et e e -
. AL Ssl e v B S At Bl er twow i Bed chech L Y R Y
|
D’--./‘ Do 20O 62 ‘s v pending D..a«wt.o~ s acreg :
i
. I |
. B - i {
‘ fompra’ Fmp m~ @ Toernt ¢ cpatine N,mtar |:
s -
o R . ——am e .- - .- . C - NV
3 o B e ~ o o -
, Vouw grofseseon mun COrgly with § eona-twng requirement (o tewa Rows ot COw sework oOr tramnog A the recognition snd reporting of chiigd sbuse ang
Rat AUAE Y Lo b o eQ S F.ON Wil MOt DO PrOCesSEd Ut thiy TRQuUirament has Deen “at stied YOour Current status with regard ‘0 the requireament .g
nted ‘o *he - gh- SEE AE LEMSE SiDE
& v N Rog. .coment mas Aot Deen satiif.ed YO Must aubmat ethar 4 Cactiticate of Complet.on o Exearmrption CA: Y
v Ragquiremant fay heen 18t:8f.0d cou Ao NOY Rave 1o Bt A0, st GAAT ntormation
€ Erompt.nn has theen PENted YOU B0 A0t have o sutemt an, AdA . 1 Anal ntarmation
. YOou ™Must o~ pily with the STBTUTOry reguitement tnr L aenpiatiae ot APpraved foutse work 0 .nfectian control and Darriar precautions 1o prtevent the
transmidgsion ol HMiL angd By n hoalthcore sertings TIUeRTONY May he ratmrred to the tnfection Controi Occupational Hes'th Unit af tha NY§
Depertment af westtn 21 M1g) 4738315
Under pensities of perjury | dect

and alfirm that (he <tataments atiovn are an ACCUtAte reptesantation and that such

S CoMpeny ing dor umentat, O guplanetions are true (ompinte And (aerect

O N (ONNRCL ON et

statements including any
| understand that any fatse or misleading nformation or statement

'nctuding he loss of my license
/LY

ALY
o _____DECEASED NOTIFICATION  ~~ ~ = === — 4

{Date}
" vOu Je® anre hat he Iicensee s deceased, please complete and sign the following statement i order to permit us to change our
reTords ana 10 Prevert future correspondence from being marted

o Lo disciplonar, v toon

The Vicensee whncse name appears above s deceased

Approximate cate of death was /

(Signaturel (Refationship 10 deceased) Oater

' 1 ' PLS CAT 7 ®:9a



Y ORFE OYHE STATE 0F MEW YORL L iblg

THE IMIVERET
THE STATE EDUCATIGON DEF/AETMENT : LMLy
DIVISTON OF PROSEESTUNAL LICENSING SERVICES ™Y &7y
CULTURAL EDUCATION CENTER

ALEANY . NEW NORE [0 7c 8L 176 420

BHEM RESFONDIMG, F‘L’*AE»E
CLUDE NAME, ADDREZS, FH

IN-

ROTH HARVEY (R ALG ZIOM, SEN, AND A DAY rHUNE#.

Ty
T

39 WILLOW RLAGE Davk s Qe /o2,

BTy U™ - e

TH484V4TD

Dbk APRTCANT

DUR RECORDS IMDICATS THAT v UUE ARE L[ CA s
WE HAVE NOT RECSIVED v ouf P L E T L
ACTION CAN BE TavEM 3H Y UUR AFS_TCAT oM (7]

THIE FEE.

FLEASE Mavik YW[F CH
TATE EDUCATION DERPARTMY
|ﬁﬁ7¥7¢*7?71ﬁ%*ﬁﬁ7 EEm EY CHECH TR DRAST FAYARLE OM A UNITED
STATES BANE AMD TH UNMITELD S7AaT: Y Dol jkf. Py cirHER FORM CAN RE
ALCRERIEDR, D2 MOT SENE (AR

T OASZURE FRIMFY Crknlo Iy, 0 v ae b Ly PO ASk RETURN OTHIY

FORM ALONG wWITH YOUR “ow T80 THY 40Dhs s Sl Lt uel fu

Fros !
Fl - (E¢
a T A 1.2
TEOVOU O HAVS UL DT b EAR NG LY TR DB v UR AFEL TCATINIM,
PAYCWELTE TDTHE ADUR LD AL 5 0F A o gy IULAND ARy EOR
AFFLICATION FharS9n T Pl oy L ok

'Tl

DINHCERELY VYLUR

|m0 H /\/74/<Vti LA i
| Yes =2 ||

X3}

CHOTR M=y DR Do® Eayalie IO THE MEW YOF
“——L-\-
. ThaTE:: FAYMENT SUEMITIED SROM QULTSIDE

t

THE
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L2

CiCINE

ALL CANDIDATES MUST
COMPLETT THIS FORM.

4. PRINT FU

THE UNIVERSITY OF THE STATE OF NEW YORK
THE STATE EDUCATION DEPARTMENT

DIVISION OF PROFESSIONAL LICENSING SERVICES
First 3 letters

>
of Last Name

LL NAME EXACTLY AS YOU WISH IT TO APPEAR ON YOUR LICENSE, IF

CANDIDATE EDUC..
TRAINING RECOR?

BIRTH
DATE

3

2. {RolT

clrlafrfek

yr.

1y |—tstv I-lsly

Social Security Number

113}

ay

DETERMINED ELIGIBLE. (IMPORTANT: A request that contains only initials and the
surname cannot be honored.)

H

v

T
+ |1

Y
I

Last

0y

First

Middle

5. ADDRESS stcc Bidg &

Apt et

S

-

R
A

)

6. Basis of licensure sought (Form 1, #15) A& National Board. (] N.YS. Exam.; [ FLex Outside NYS; (O Endorsement

7. In the spaces below, give an accurate record of your educational preparation.

SCHOOLS ATTENDED-Location NUMBER ATTENDANCE
OF Entrance Leaving Diploma or degree obtained
Write names of schools in YEARS Class Quote titles in original
original language and translate. ATTENDED | Class Date | Completed | Date language and translate.
Elementary or Primary School - ” ) »
Dot 4 (o §‘7 Se b | 4 pooal E/E\F g B R (Proof ofcompletlpn
7/ S s | %\\ G 1979 need not be submitted
. T
Secondary or High School Sent > ,
N o i « PR (Proof of completion
Dl b CW»L7 \5g7 Sl ( ' eke] 1938 '%1\;" el IRURS need not be submitted
Ry T
o .
Postsecondary PreProfessional Candidates using Form
{(Exclusive of Medical School) 2A need not verify
. N } hy preprofessional training.
> E e tan >0 DU \7 . .
Fo o UWmigine, b { qus ¢ 83 Candidates using Form.2'N
/ must arrange that verifica-
tion of preprofessional
training be submitted
directly from the school.
Medical Education (Professional) {See Form 2A or 2N
(List a/l Medical Schools for verification
Attended) Mo requirements)
L/»‘\U"(AS"Z L& yb\\(\/\DL - L( Yh - "VIE%? e ! l(\Zl l
bl S e bl

December 1989

¢ COMPLETE OTHER SIDE o



8. *Ifclinical -’ -hips were completed in a country other than where your niedical school islocarod,glvetheda:eﬁand location

of there APS.
Iinclusive Name of Health Care “Aedical School In
Clerkship Mates Clinical Area Facility and Address Which Taken/Addre

9. * Provide a chronological list of all activities since graduation from professional school to the present. Include \.:cation periods
and periods of employment.

FROM T0 Type of Professional Activity, Including Name and Address of Emplover,
Month Year Month Year Beginning with Date of Graduation from Professional School

J»\7 194 Pesend | — CR AT 18l P e
Lo, Tl (u(U\SQ : S?‘f\«/
24 e s o, S|
’\\S{bc\(\y\,/\/lf ey

10. Professional Certificates/Other Examinations

MSKP Date: Score: Certificate No.:

Proficiency |Name: Date Medicine Passed Date English Passed Certificate No.
Examination

Specialty Boards (if more space is needed attach on separate sheet).

Fifth Name and Location of Medical School Name and Location of Hospital Inclusive Dates of Attendance
Pathway

* If more space is needed, please attach additional sheets of paper,
* Return this Form Together with Form 1, Form 1D, and fee to-

Fee Section, Division of Professional Licensing Services,
Cultural Education Center, Albany, New York 12230



The University of the State of New York ' Q 1 7
THE STATE EDUCATION DEPARVMENT 2 6 /

CERTIFICATION OF COMPLETION

(Courscwork/Training in Identification and Reporting of Child Abusc and Maltrcatment)

PART A | TRAINEE INFORMATION

1. Trainee must complete all items in Part A. Return 1o provider for completion of Part B, ‘:Ccniﬁc‘?lion‘ by Approved Provider”.

2. The provider will retum the Centification form, with Part B completed, to the trainee. Itis the trainee’s responsibility to submit the
original copy of this Certification form to the New York State Education Department at the appropriate time. It should be
submitied along with other relevant forms when the trainee applies initially for, or renews, a license, registration certificate, or
permit.

3. Address for submitting form is as follows:

« Professional License or Permit: New York State Edncation Department, Division of Professional Licensing Services, [give
name of profession], Cultural Education Center, Albany, New York 12230

« Reregistering Licensees: Your certificate should be included with your reregistration application in the two-way enveiope
provided with thosc matcrials.

« Teacher Certification: New York State Education Department, Office of Teaching, Cultural Education Center Albany, New
York 12230.

1 lPrim name exactly as it currently appcars on New York State 5 !Complclc information below if you hold, or
Education Department records: arc applying for, a professional license or
permit:

Last Rlolclel 111 I

HEEEE
b kel M T LT
vate ol Jel TTTT 1] 1]

brd  p— o

[TTTT) N |
[TTTT] TR e et
[TTLT]

N.Y.S License Number:

5 T e A

S N . - .
2 I Print your address: Permit #:

HEEREEEEEN

ot [ LTI TTT
amee SCLLTTTTTTITTT]
seeer prgatofe o o e fd- TotEARTe |
Co lelelode fele e fa] TTT 1T

are applying for a teaching ceriificate:

Centificate Title(s):

|
] 6 lCompIctc information below if you hold, or
|
]

e ol IR - [ [ [ ]

3 | Date of Birth: — N.Y.S. Certificate Number (other than Social
———] QH Sccurity Number, if any):

Mo. Day Yr

__i]Social Securily number: lshrl."wl” E })1 LTI IT]

; , =
Trainee's Signature: 77‘/“7 ol & S~ Date: b B a0y
‘l ,\-) \) ]

4

PART B CERTIFICATION BY APPROVED PROVIDER

1. Provider must complete Part B.

2. The EDUCATION DEPARTMENT-ORIGINAL COPY and TRAINEE COPY should be returned to the trainee within ten
calendar days of the completion of the coursework or training.

3. The provider of the coursework or training must retain the PROVIDER COPY . This copy must be retained in the provider's files
for not less than five years from the date the course was completed.

Pursuant to Chapter 544 of the Laws of 1988, I certify that the person indicated in Part A has completed the required
coursework or training regarding the identification and reporting of child abuse anrd maltreatment.

LLONG 1SLAND COLLEGE HOSPTIAL

[Signaturé

LG MAL, RN .
BERNICE N. GORDON, M4, R — Approved Provider Name
fficer (Prnintor Typed 40085
’ ” : Identification Number
_ 'l/t//'?\ A T
Authorized Cerfying Officer ‘ e =

Dute(s) of Coursework or Training

FRZ(H)-500 oo




—_ —— ey

t . ,sL The Universty of the State of New York

THE STATE EDUCATION DEPARTMENT
Office of the Professions

STUDENT LOAN DISCLOSURE Division of Professional Licensing Services

Cutural Education Center

Abany, New York 12230

ALL CANDIDATES ARE REQUIRED
IO COMPLETE THIS FORM

Chapter 78 of the laws of 1391 has added a new section 6501-a to the Education Law. That provision requires that the State Education Department ask
the questions below regarding any student loans made or guaranteed by the New York State Higher Education Services Comporation. The sffective date
of this legislation was September 1, 1991. Your licenss application is not complate untll this Information has been recelved.

Pleass complete the information below. It you have already filed your license application, please retum it 1o the above address. If you will be applying
for licensure, enclose & with your application, Form 1.

INSTRUCTIONS FOR COMPLETING AND SUBMITTING THIS FORM

1. Complete ltams 1-5 by printing all information clearly In the boxes provided. For Itam 2 state your profassional titla from tha list on back.
2. Complets ltems 6 & 7 by placing an (X) In the appropriata box.
3. Complete Item 8 by dating and signing.

2] M e aothy BB

CAN ¢

PROFESSION (566 fst on back}

4 | PRINT FULL NAME EXACTLY AS IT APPEARS ON YOUR APPLICATION.

Last 1720 [T [

First

Midge | (1 (5]

-
[
-

_i_] ADDRESS -
G A» Il e

Care of

Misc. (Bidg. &
Apt, etc)

AN

State | 7

i] Do you have any outstanding loans made or guaranteed by the New York State Higher Education Services Corporation? 7 ves & No

_TJ K you have such a loan(s), is any part in defaul? [ Yes ﬂ Neo

_iJ Under penaty of perjury, | declare and alfirm tnat the above information is true, complete, and corredt.

’

21/ N
L ALY
/ ) SIGNATURE DATE

PLS 246 - 3/92



’ THE UN'VERS ' TY OF Tiii STATE OF NEW YORK
“ORM 2A THE STATE EDUCATION DEPARTMENT
'ﬂEDlC|NE NyrSION OF PROFESSIONAL LICENSING SERVICES

Accredited Programs must complete

this Form.

Graduates efN.Y.5. Registered or LCME | - oo/ ATION OF PROFESSIONAL EDUCATION:
REGISTERED OR ACCREDITED PROGRAMS

CANDIDATE INSTRUCTIONS

1. Complete Section 1. Enter your name as it appears on your Application (Form 1).

2. Sendthis form to the professional schoo! you attended. See “Licensure Requirements” for additional instruction. Be sure to

include any fee required.

3.  Certification is not acceptable unless dated after graduation.

SECTION I: CANDIDATE INFORMATION

Soc:al Secunty Number - First 3 letters
of Last Name

, BIRTH
2ol T] 3 pare

mo. day yr.

4. PRINT FULL NAME EXACTLY AS YOU WISHIT TO APPEAR ON YOUR LICENSE, IF
DETERMINED ELIGIBLE. (IMPORTANT: A request that contains only initials and the

surname cannot be honored.)

Last \z @) T H’ Vo'
™~
First ( A' t; T =
wade LR A6 &
5. ADDRESS  sic Bidg & =
Apt el N .
Street SL‘\I o (LS Liojng - ?Lﬂ AN
Cmy % (Z’ (') & K L \T/ "(/
b 2P . ”
State /{/L' (/V v © Q K Code M

6. Basisof licensure sought (Form 1, #15) BiN(m(maI Board ] N.Y.S. Exam.:

L) Limited Permit
7. Printname under which degree or diploma was awarded:

Mcﬂf\ueq (m\& ‘(\L/TL\

] FlLex Outside NYS;

UJ Endorsement

Name]

8. HighSchoolAttencﬁd: D{{\mg CL..{/L \c-\, g LM

\Jamol

9.  Professional school attended: L/ Tin M 0( l/bhdm Ll o

ediec L Seleel

Address A‘V\.A /‘1\4\1“»/” . VAR k(ﬁ/k.r,

\amv!)

s CERTIFICATION BY PROFESSIONAL SCHOOL OFFICIAL ¢
December 1989 IS TO BE MADE ON REVERSE SIDE

Date degree was awarded a/l‘*;: ( ﬁﬁ (



SECTION I1: CERTIFICATION OF EDUCATION

INSTRUCT'™ ..y SCHOOL: Please complete this section, sign the certifying statement, and return the form -... :
Division ¢ 2ssional Licensing Service. This form will not be accepted if returned by the applicant.

CERTIFICATION BY N.Y.S. REGISTERED OR LCME ACCREDITED MEDICAL SCHOOL

Preprofessional Education:
(1) Satisfactorily completed. prior to matriculation in professional school the foliowing preprofessional education:

2
Svwn Underadfs, _._

'\\P‘fmt Name of Institution

A%QMSF T3 - — Mo 1977 .5 -

Dates of Anendencf Degree Granted

Professional Education

(1) Was admitted to UJ\ [WOa N Luﬁ C/’p /L’( % (L /{/L ( ce | S (/\;L
Print Name df\}Aed»caI School

on AL’} p%)k 31 (S 5 ; and satisfactorily completed the program on
Mon@ Day Year
&
/L? C - 24 / C7 " and was awarded the degree of
Month / Day Year

Modio el Wby - MAY 24, 1991
Degree

Date

* If the applicant was credited with advanced standing based on prior academic work, give institution name and dates of
attendence.

Name of Institution:

Dates of Attendence

Attach the following to this form:

(1) Official transcript of studies at your institution.
(2) Copies &f documentation in your [jle, to support the granting of transfer credit.

Name ”M M .

(ongmal sngnarure)

NANCY H, MCGLOTHLIN
(Type or print above name

(COLLEGE SEAL)
Title _ REGISTRAR

Medical Schoo! _ THE UNIVERSITY OF MICHIGAN MEDICAL SCHOOL

Location ANN ARBOR, MICHIGAN 48109

Telephone Number _(313) 764-0219

Date MAY 18, 1992

Certification is not acceptable unless dated after graduation.

* RETURNTO: Division of Professional Licensing Services, Medical Unit,
Cultural Education Center, Albany, New York 12230



S
[_—""‘—'“ THE UNIVERS TY OF TeE STATE 2f NEw vORw e
 F PCT THE STATE EDUCATION DEPARTMENT Any cenfication s,
T eaCINE DIV SION OF FROFESSIONAL LICENS NG SERVICES earlier then one month . .
. —_— - - . completion of the tramning » 5 will
ALL CANDIDATES MUST CERTIFICATION OF APPROVED i;:‘;ﬁ;gg‘j{'g&; ":;;”_"" e e
COMPLETE_THIS FORM, POSTGRADUATE TRAINING

CANDIDATE INSTRUCTION

1. Complete Section I. Enter your name as it appears on your Application. (Form 1)
Please send this form to the director of medical education of the hospital(s) in which you completed postgraduate training.
One form must be submitted to verify each residency.

3. Ifyou have completed more than 3 residencies, you may have the director of medical education complete a photocopy of
the form. '

4. Thisform must be sent directly to this office by the hospitalin which you did your residency. If the hospital in which you did
your residency does not have a director of medical education, the forms may be completed by the department chief. If the

Department cannot determine that this verification came directly from the Hospital, the post graduate hospital training
will not be credited.

SECTION I: CANDIDATE INFORMATION

e , BIRTH
— 2 1 o
1mm m SOl ] 2 pare

Social Security Number First 3 letters

of Last Name
~ -4, PRINT FULL NAME EXACTLY AS YOU WISH IT TO APPEAR ON YOUR LICENSE, IF
& F/ A_/  DETERMINED ELIGIBLE. (IMPORTANT: A request that contains only initials and the

/ \ 7_{/ surname cannot be honored.)
/
‘ Last Z v T H

First H /.% 2 % L; Y -

rJ
s
S

Middle C

SECTION 11: CERTIFICATION OF POSTGRADUATE TRAINING

This is to certify that L\ Ciy€yy ( \ ~tu

.i‘ Physician's ~Name

i J .
8 . { { ! N
a graduate of L DIURAS L, bk Moo A TEREI B e §
) Medical School

was enrolled in a residency training program approved by the Accreditation Council on Graduate Medical Education or the Ameri-

- T . g ) o | { {
can Osteopathic Association at é“" \\f.« S \,‘i_‘f_zk,;__(\_‘;l&;i« S \ tos o !
S . - \ & ' \,a/p‘.u‘( Flospitad )
SR oy SV, AR
/ iLacatan of Hospita!
2 < ;
from 7 [ 19 I thu G B 19_%4 ___intheclinical area of
Date Date
L/L;Je\ nc ¢ b () - 2ol ‘y and that the
Clinical Ar
above named physician successfully completed this training on_ L X 7). /l n“}\{ AT $LHIL)
Date

December 1989
¢ COMPLETE OTHER SIDE «



1 X b e e -

’ S e R et
F s e NG, PO

1f this ph»- nrd not successfully complete the postgraduate training prograns, please attach a letter of expl : i
form.

I am the director of medical education or departmental chief of the clinical area. | was the program director for the physician named
above during the nostgraduate training indicated and have carefully read and completed this form and nereby attest ' the
statements made herein are strictly true in every respect and are supported by hospitat records.

Signature of Director/Chief

"‘:‘ZQ_,- e Date 4///7% 2 _

Mo S sl

Print Name of Director/Chie

(v \ .
Print Title C»\/\caw”wu-w\ "h—(jc - »ua-»* 7;,{&' CA/6 T4 Telephone Number: (218 \ R WYy

(218) Pne - OV
('Cx\,\szl

¢ RETURNTO: Division of Professional Licensing Services, Medical Unit, .
Cultural Education Center, Albany, New York 12230 &)



A0
NAYIONAL BOARD OF MED'CAL EXAMINERS » 7930 CHESTNUT STREET. PHILADELPHIA, "A 19104 /)/l)
’ ENDORSEMENT OF CERTIFICATION

NATIONAL BOARD OF MEDICAL EXAMINERS
QOF THE
UNITED STATES OF A'AERICA
Harvey Traiaqg PRoth, “.D.
having saushed al' the requirements ana hawing successiul'y passed the examina'ions 's hereby

declared a D:plomate ¢f the Natonal Board of Medcal Examirers

Attest "lward J. Stammler, *0
Charrman of the Boa
SEAL L. Thompnson Rowles, %D, PhD

Priadeipha. Pa Pres.cent of the Board

nN7/01/92 Certificate # nnrsun

It is certified that the above 1s a facsimile of the Diplomale Certificate which has been or will be’ awarded to the
physician named above, who graduatec frorm ITniversity of ™Michiqan Medical School

in MAY 17971 and whose birth date 1s W‘Thws physician has successfully completed
all examinations required for certificaton by the Natonal Board of Medical Examiners. The scores obtained by
this physician upon which his/her certt:ication s based are as follows

Standard Scaie
Score Score

PART | passed Ns/839
Anatomy 1 ) 19
Physiology 42s 77
Biochemistry uen 79
Pathology u2s 77
Microbiology 165 73
Pharmacology 535 8l
Behavioral Sciences 580 a7
TOTAL TEST{(*inimum Passing Scora 190/75) 4855 79
PART il passed 07/70 )
Medicine 165 26
Surgery U35 79
Obstetrics and Gynecology [us5 83
Public Health and Preventive Medicine 950 B
Pediatrics uus 79
Psychiatry a0 81
TOTAL TEST(™inimum Passing Scores 291/7%) 160 80
PART Hl passed 13/72
A General Test of Clinical Competence
TOTAL TEST("ininum Passing Scor~ 315/7%) 345 76
GENERAL AVERAGE (Parts. I. Il. and lll Scale S-oro) 78
“Fortiose nowQua's Ao have rol ye! satistasiary W0aT g 8 Srawn oo oe acsenide 15 the date
whith nas beer centfen Dy 1Me phys oAt § res 1enoy (e as ey At tar cert gt on By the Natora,
Boasg wil be futiles ana sucn nerbogion w te e aiien

UFE OTHER SIDE FOR SCORE INFORMATION

7 Secretary for Certification

SEAL NS/1A8/9)2
Date NYOURI



