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ON RECON MENDATION . OF THI FACULTY OF THE

SCHOQOL OF MEDICINE |
NORTHWESTERN LJINIVERSITY HAS CONFERRED THE DEGREE OF

DOCTOR OF MEDICINE

MI'TCHELL DAVID CREININ
WHO HAS HONORAIY FULFILLED ALL THE REQUIREMENTS PRESCRIBED
BY THEE UNIVERSITY FOR THAT DEGREE !
DONE AT EVANSION ILLINOIS THIS THIRD DAY OF JUNE IN THE
YEAR ONE THOWAND WINE HUNDRED AND EIGHTY-EIGHT A.D.
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ﬁm'ligf CCAIFORMA—ITATE AMD S.OPIUMER SERVWES -AGEINCY

- “"}*‘W’“"" - BOARD OF MEDICAL QUALITY A $SURAMNCE
1450 HOWYT AYENHN, SACAAMERNTS, CAFMNIL P89S -
CERTIFXY GATION STATRHIMT

“This.is to certify that [MITolEeL . Creimm) is Ln a
(lamne of Fly=laian)

ACGME/CCME posbtgraduate tralnimg positlon that onmenced op

é,/ﬂ/ 118 88 and ls expectid To be cmpleted o

(a/ao/ ,19 P2 in OezsTeTritt. AND Gyu.;gc,o._oejf
i {Type of waalwming)
at Lnwveesiry o Qacimnmin- S Freantiwe
(Name and Addrese of Fagll.ley)

505 Parnastvs A, S.F G4
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CNOTARY PUBLIC)
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the lawas of the State o Callifornis that the
above statemenls are trw and corrttt and the
Faellity 1a approved by tht AGOME or th e CCOME to
offer the type amd level of trainim oconplebed
by the appliewnt and that Ehe apZicant i
heing trained in  an apr-owed ACOHE «©pr CCHE
progyam nosition, '
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STATE OF CALIFORNIA -- STATE AND CON.SUMER Si...vICES AGENCY ARNOLD SCHWAﬁZENEGGER, Governor

e MEDICAL BOARD OF CALIFORNIA

i LIGENSING PFROGRAM

Consurmer 2005 Evergreen Street, Suite 1200 R
Afiairs Sagramento, CA 95815

(800) 633-2322 (916) 2632382 FAX (916) 263-2487
www.mbe,ci. oy

INITIAL AND.UPDATE APPLICATION FOR PHYSICIAN’S AND SURGEON’S LICENSE
OR POSTGRADUATE TRAINING AUTHORIZATION LETTER
Application for (piease check one): & License Ul PTAL -or - - “[}. Update

1. NAME : Last First Middle L MBG. -
Creinin Mitchel! . David  Use Only

2. 1.8, Soclal Security Number

Other names you have used (include maiden name);

3. Place of Birth 4, Date of Birth

5. Gender: Maie Female

6. PubliciMailing Address: 21 Virginia Manor Dive
{Please nota: this information is publc)

{30 characters maximum
per line, Inciuding SPAGES} s

o R Y IV .,mg

City ‘State/Province ZipiPostal Gode  § e
Pittsburgh PA ﬁ 16215 A
7. Telephone Numbers: ' .

(include area code) - Peés(%nqk-

© . Pata
8. California Driver's License Number {optional): "10. Have you ever filed an Application for Physlcian’s S
and Surgeon's License, or PTAL, In California?
9, E-mail Address (optional): ‘ - Yes No
| Previous license number, if any:
DICA ) ATIO

11. LIST EACH MEDICAL SCHOOL THAT YOU HAVE ATTENDED. ,
L " gchootNaime. -~ . oo City, State/Province, Country . |- Dates of Attendarice | tz__f;n_' i
Northwestern University Chicago, IL, USA 8/1984-6/1988 A

Date of Graduation
06-03-1988

12. School of Graduation Degree Awarded
Northwestern University

EXAMINATIONS
13. LIST ALL OF THE FOLLOWING EXAMINATIONS YOU HAVE TAKEN:  USMLE, FLEX, NBME, ECFMG, SPEX,

STATE BOARDS andfor OME in Canada _{

‘ " Examination. . " |- T patess, . ek Resuit PassiFally. | * ganio.
NBME 07-01-1989 pass A
]

s Wwozam| | o006
/50/‘ / - 'Cgsgi&'iﬁzg-%s% Oﬁly- -' : | \m | School Code

DTA00 (Rev, DAI2008) J




A “yes” response to Questions 14 through 38 requires a written explanation on a separate sheet of

paper along with any supporting materials.

ACGME/RCPSC ACCREDITED POSTGRADUATE TRAINING “lso oy
14. Please list each ACGME/RCPSC accredited postgraduate training program in which you
have participated. You must include each intemnship, residency and fellowship, whether or
not the program was completed or credit granted. - Postgradusts

“Facllity Name:. = :

= ‘_Tralrnlnga '

Address” Specla[tyArea DaieﬁofAttendance

University of California, San Fran | 500 Parnaasus Ave, SF, CA | Obstetrics and Gynecology 6/1988-6/1980

Unlversity of California, San Fran | 500 Pamassus Ave, SF, CA | Obstetrics and Gynecology 7/1989-6/1992

o OTTRADDATE TRAINING, e emipm i g it - 51 2 o
Did you ever take a leave of absence or break from your training?

Have you ever been terminated, dismissed or expelled from a program?
Have you ever resigned from a training program?

Were.you ever placed on probation?

Were you .ever disciplined or placed under investigation?

Were any incident reports ever filed by instructors?

Were any limitations or special requirements placed upon you for clinical
performance, discipline, or for any other reason?

Have you ever had a postgraduate training program contract not be
renewed or offered for a following year?-

15. Please list all medical licenses (other than training licenses) that have ever been Issued by

ke

e

MEDICAL LICENSURE

. Llcense

any state or territory in the United States or Canadian province. Dota
Jurigdiction -~ - |  License Number. Dato of lssuance . | Dates of Practice In.that Jurisdiction- -
California (67491 ' 11-13-1989 19891994 g
Hawall MD-7267 09-04-1990 1990 B
Pennsylvania MDQ52717L (6-29-1894 1994-present D 7
| Q
Q.
APPLICANT: DATE OF BIRTH:
Mitchelt ' David Creinin

07A-100 {Ray. 12/05)



ABMS CERTIFICATIONS

16. Are you currently certified by a Member Board of the American Board of Medical Spegialties?_ |
ﬁ Ng-

o EABMS B

YES _.a
Member Board - - | .. ExpirationDate: " . . Gortificato Number: S
American Board of Obstetrics and Gynecology | 12/31/2010 928552 /D/ 3

MALPRACTICE HISTORY

17. Has a claim or an action ever been filed against you for the practice of medicine which resulted
in a malpractice settlement, judgment, or arbitration award of $30,000 or more?
YES

PRACTICE IMPAIRMENT OR LIMITATIONS

. Have you been enrolled in, required to enter into, or participated in any
drug or alcohol recovery program or impalred practitioner program?

19, Have you been treated for or had a recurrence of a diagnosed
addictive disorder?

20. Have you been diagnosed with an emotional, a mental, or behavioral
disorder which impairs your ability to practice medicine safely?

21. Have you ever been diagnosed with a neurologicai or other physical
~ condition that would impair your ability to practice medicine safely?

22. Do you have ahy other condition which in any way impairs or limits
your ability to practice medicine safely?

If you do receive ongoing treatment or participate in a monitoring program, the Board will make an
individualized assessment of the nature, the severity and the duration of the risks associated with an
ongoing medical condition to determine whether an unrestricted license should be issued, whether
conditions should be imposed, or whather you are not eligivle for licensure.

CRIMINAL RECORD HISTORY

23. Have you ever been convicted cf, or pled guilty or nolo contendere to ANY offense in any state in
the United States or foreign country?

This includes a citation, Infraction, misdemeanor andfor falony, etc. [F"YES" atlach a list of each offonse by arrest and conviction

arg awalling judgment and sentencing following entry of a plea or jJury verdict, you MUST disclose the conviction; you are entltled to submit
avidence that you have been rehabilitated. Serious fraffic convictions such as rackless driving, driving under the influence of alcohol andfor
drugs, hit and run, evading a peace officer, failure to appear, driving while the license is suspended or revoked MUST be reported. This list
I8 not all-inclusive. If in doubt as to whether a corviction shauld be dissiosed, it Is betler to disclose the conviction on the application.

For each conviction disclosed, you musl submit with the application certified caples of the arresting agency report, certified coples of the

of incidant and all circumstances surrounding the incident). This letter must accompany the application. If documents were purged by
arresting agency and/or couri, a letter of explanation from these agencias Is required.

Apjilicants who answer *NO" to the question but have a previous conviction or plea, may have their appllcation denled or license
revoked for knowingly falsifying the application. YES NO

APPLICANT: DATE OF BIRTH:

Mitchell ‘ Pavid ~ Creinin -

07A-100 (Rav, 12108}

dates, violation, and court of jurisdiction (name and address). Matters In which you were diverted, deferrad, pardoned, pied nolo contendare, |-
or if the canviction was later expunged from the record of the vourt or set aside under Penal Code Secilon 1203.4 MUST be disclosed. Ifyou |

court documents, and a descriplive explanation of the circumstances surrounding the conviction of disciplinary action (i.e., dates and locatlon |

T Crional
_ Recgrd .
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CRIMINAL RECORD HISTORY (cont'd) sy ony

) . % Crimina
24. |s any criminal action pending against you? . YES NO ;E%),
25. Are you required to register as a Sex Offender? YES NO D/a/-

DISCIPLINARY HISTORY ;. .
B _ [zalpling

These qu'estions refer to discipline by any U.S. milltary or public health service, state board
or other governmental agency of any U.S. state, territory, Canadian province, or country.

26. Have you ever been denied a license to practice medicine?
27. |s any denial pending against you?

28. Have you ever been charged with, or been found to have commiited,
unprofessional conduct, professional incompetence, gross negligence,
or repeated negligent acts or malpractice by any medicai licensing
board, other agency, or hospital?

29. Have you ever had any license to practice medicine revoked,
suspended, or placed on probation? '

30. Have you ever had any license to practice medicine subjected to
any action including but not limited to Informal or confidential discipline,
consent orders, letters of warning, letters of reprimand, or citation?

31, Have you ever had any license to practice medicine subjected to any
other disciplinary action?

32. Is any disciplinary action pending against any of your licenses to
practice medicine? '

33. Have you ever had staff privileges in a hospital terminated, denied,
suspended, limited, revoked, or not renewed?

34. Have you ever resigned from a medical staff in lieu of disciplinary or
administrative action?

35. Is any disciplinary action pending agalnst your hospital staff privileges?
36. Have you ever surrendered a license to practice medicine?

37. Have your DEA privileges ever been denled, suspended, restricted, or
terminated?

29. i1ave you ever entered into any arrangement or plea or agreement in
i lieu of a federal prosecution for a drug violation regulated by the DEA?

TAPPLICANT: ' DATE OF BIRTH:

Mitchell David Creinin -

07 4-190 {Rav. 12/05)

N :



i ' . .
STATE AND CONSUMER SERVICES AGENCY- Deparient of Censiitner Afjairs ARNOLD SCHWARZENEGGER, Governor

MEDICAL BOARD OF CALIFORNIA

Licensing Program

ADDENDUM TO THE INITIAL AND UPDATE APPLICATION FOR PHYSVICIAN’S AND
SURGEON'S LICENSE OR POSTGRADUATE TRAINING AUTHORIZATION LETTER FOR

FORM L1-D
1,1 ™. T, :
The applicant, Lu[h lﬂf“ D(/W(d Cfé AN , — being first duly swomn
: (PLEASE PRINT FULL NAME) (DATE OF BIRTH) '

upon his/her oath deposes and says: that ] am the person herein named subscribing to this
application; that I have read the complete application, know the full ¢ontent thereof, and declare
under penalty of perjury, that all of the information contained herein and evidence or other.
credentials submitted herewith are true and correct; that I am the lawful holder of the degree of
Doctor of Medicine ag prescribed by this application, that the same was procured in the regular
course of instruction and examination, and that it, together with all the credentials submitted, were
procured without fraud or misrepresentation or any mistake of which I am aware and that I am the
lawful holder thereof.

[ UNDERSTAND THAT FALSIFICATION OR MISREERESENTATION OF ANY ITEM OR

RESPONSE ON THIS APPLICATION OR ANY ATTACHMENT HERETO IS A SUFFICIENT
BASIS FOR DENYING OR REVOKING A LICENSE. /'2/(/ ( C,/ .

SIGNATM/S OF APPLICAN:ZMNKJW@( /g@w‘/\

(PLEASE INITIAL BOX)

(Please sign full name)
State of

. :?
I- el glske [id‘ AR A

County of @Y’Z;}K”u o

Subscribed and sworn to {or affirmed) hefore me on

‘ ; ] -
This__/fe Vi day of M L6 ban b6 , 20/

by: (applicant’s name to be printed here)_ﬁﬂl \c [l T)&’\MJ‘ . \‘\) G 2. DO

proved {o meon the basis of satisfactory evidence to be the person(s) who appeared b fore me,

]
NOTARIALYSEAL : ) / AT
DALE A DALEY K : /] : _
Notary Public . ; //ﬁ%y u/ / oL vﬂ”"
PITTSBURGH CITY, ALLEGHENY GOUNTY AIGNATURE OF NOTARY PUBLIC
Ay Lommission Expires Mar 21, 2013 ’
o e o) {

{Rev. 309) 2003 Bvergreen Slreet, Suile 1200, Sacramenio, €A 05815-3831 (016) 263-2382 (3} 6332322 FAX: (916) 203-2487
www.mbe.ca.gov



24,

25.

DISCIPLINARY HISTORY | .

IMINAL RECORD HISTORY (cont'd)

Is any criminal action pending against you?

Are you required to register as a Sex Offender?

YES

YES

N

N

These questions refer to discipiine by any U.S. military or public health service, state board

or other governmental agency of any U.8. state, tertitory, Canadian province, or country.

26,
27

28.

29.

"30.

31.

32.

33.

34.

35.
36,
37,

38.

Have you ever been denied a licensa to practice medicine?

Is any denial pending against you?

Have you ever been charged with, or been found to have committed,
unprofessional conduct, professional incompétence, gross negligence,
or repeated negligent acts or malpractice by any medical licensing
board, other agency, or hospitai?

Have you ever had any license to practice medicine revoked,
suspended, or placed on probation?

Have you ever had any license to practice medicine subjected to
any action including but not limited to informal or confidential discipline,
consent orders, letters of warning, letters of reprimand, or citation?

Have you ever had any license to practice medicine subj'ected to any
other disciplinary action?

s any disciplinary action pending against any of your licenses to
practice medicine?

Have you ever had staff privileges In a hospital terminated, denied,
suspended, limited, revaked, or not renewed?

Have you ever resigned from a medical staff in lieu of disciplinary or
administrative actlon?

ls any disciplinary action pending against your hospital staff privileges?
Have you ever surrendered a license to practice medicine?

Have your DEA privileges ever been denied, suspanded, restricted, or
terminated?

Have you ever entered into any arrangement or plea or agreement in
lieu of a federal prosecution for a drug violation regulated by the DEA?

YES

YES

NC

NO

APPLICANT:

DATE OF BIRTH:

Mitchell David Grelnin -

07A-100 {Rev, 12/5)

MEC |
R Use Only
Crminal . .
Reeorfl

e

Bisaiping’.




Notice: All items in this application, except #8 and
#9, are mandatory. Fallure to provide any of the
requested information will delay the processing of
your application. The information provided will be
used-to determine your qualifications for licensure
per Section 2080 of the California Business and
Professions Code, which authorizes the collection
of this Information. The information on your
application may be transferred to other medical
licensing authorities, the Federation of State Medical
Boards, or other governmental law enforcement
agencies. You have the right to review your
application subject to the provisions of the
Information Practices Act. The Chief of the
Licensing Program is the custodian of records.

The applicant, Mitchell David Creinin .

{PLEASE PRINT FULL NAME) (DATE OF BIRTH)
nath deposes and says: that | am the person herein named subscribing to this application; that | have read the complete
application, know the full content thereof, and declare under penalty of perjury, that all of the information contained herein
and evidence or other credentials submitted herewith are true and correct; that | am the lawful holder of the degree of Doctor
of Medicine as prescribed by this application, that the same was procured in the regular course of Instruction and
exarination, and that it, together with all the credentials submitted, were procured without fraud or misrepresentation or any
mistake of which | am aware and that | am the lawful holder thersof. Further, | hereby authorize all hospitals, institutions or
arganizations, my references, personal physicians, employers (past, present and future), business and professional
associates (past, present, and future), and ail government agencies (local, state, federal, or foreign} to release to the Medical
Board of California or its successars any informatton, files or records, Including medical records, educational records, and
records of psychiatric treatment and treatment for drug and/or alcohcl abuse or dependency, requested by that Board in
connection with this application; or any further or future Investigation by that Beard necessary to determine any medical
competence, professional conduct, or physical or mental ability to safely engage in the practice of medicine. | further
authorize the Medical Board of California or its successors to release to the organizations, individuals or groups listed above
any information which is material to this application or any subsequent licensure. ’

| UNDERSTAND THAT FALSIFICATION OR MISREPRESENTATION OFIANY ITEM OR RESPONSE ON THIS
APPLICATION OR ANY ATTACHMENT HERETO IS A SUFFICIENT BASIS FOR DENYING OR REVOKING A

LICENSE. |«
Z/L(a (PLEASE INITIAL BOX)

Tl el Ao

{Please sign full name ~ in presence of notary}

being first duly sworn upon his/her

SIGNATURE OF APPLICANT:

State of W&,M/ﬂ

County of éééé%@?a .
‘ Subscribed and sworm fo (o-r affirmed) hefore me on this g‘% day of W&L . 20 /' 0 , by
ﬂ’\ A e | DAUB d L%Z\N‘\M

(Notary to print name of applicant,

.
R

{ Pubite
a/' - FITTSBURGH CITY, ALLEGHENY COUNTY
My Commission Explres Mar 21, 2013

o to me ¢h the basi atisjdcto idence to be th -pmm-uoqgeamd-behmo-ﬂ-
proved to @asuso m Iy ov e thg rppested-be
‘ —

/V DALE A DALEY
Signature
_V A —

07A-100 [Rov. 09/2010}

Fr-
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o ¥ ] 4
STATE OF CALIFORNIA -- STATE AND CONSUMER SERVICES AGENCY ARNOLD SCHWARZENEGGER, Governer " Jr"fwt/
b - A
. - b .
Cm MEDICAL BOARD OF CALIFORNIA : RN
Co Dt LICENSING PROGRAM ool ; dé})}ﬁ-*
nsumer 2005 Evergreen Street, Suite 1200 : Coe R4 s
Affairs " Sacramento, CA 95815 a ] / Z.AD

(800} 633-2322  (916) 263-2382  Fax (916) 263-2487

L e s El T s /]/U*W
CERTIFICATE OF MEDICAL EDUCATION . .
MEDICAL SCHOOL: PLEASE COMPLETE THIS FORM IN THE ENGLISH

This certifies that Mitchell David Creinin ;
Full Namae of Appllgant '

— it e s

U.8. Soclal Security Number

4 enrollecin Northwestern University Feinberg Schcol of Medicine
Date of Birth Name of Medical School

located in Chicago, IL Cook on 0 924 ;19 84,

Stata/Province Gountry Enroliment Date

The undersigned further certifies that the records of this institution show that the applicant attended in this
institution 4 years of resident instruction, completing at least 4,000 hours, of which at [east 80 percent
actual attendance is required in the subjects set forth hereunder (Business and Professions Code Sections 2089,2089.5,
2080.7,2000, 2091.1,2091.2) and that the applicant

Anatomy Embryology Physical Medicing
Qtolaryngology Histology Therapeutics .
' Obstetrics and Gynecology Human Sexuality Weuroanatomy

Radiclogy, including Radiation Safety Medicine Child Abuse Deteciion and Treatment

Tropical Medlcine Surgary, Including Orthopedic Surgery Gerlatrlc Medicing

Physiology Urology Redlatrics

Blochemistry - Paychlatry Pharmacology

Pathology, Bacterlology, and immiunology  Neurology Anesthesia

Ophthaimology : Alcohollsm and Chemical Dependency Spousal Partner Abuse Detection & Treatment®

Dermatalegy Preventative Medicine, including Nutrition Family Medicine*

Pain Management and End-ol-Life-Care*"
*  ONLY applicable to medical students who enrolied in medical aehool on or after September 1, 1994,
# __ONLY appllcable to medical students wha graduate from medical school on or after May 1, 1998, 2
“ ONLY applicable to medical students who earolled in medical school on or after June 1, 2000.
/ was granted the degree of Bachelor/Doctor of Medicine on the (3 dayof JUNE , 1988
withdrew from medical schoolon day of . ' '

Unusual Circumstances _ : Responses
Did this individual ever take a leave of absence from their medical education? Ye N
Was this individual ever placed ¢n probation? Ye N
Was this individual ever disciplined or under investigation? Ye N
Were any incident reports regarding this individual ever filed by instructors? Ye N
Were any limitations or special requirements imposed on this individual because of
questions of academic “disciplinary problems, or for any other reason? Ye N

A “Yes" response to ANY of the above questions requires the medical schoal to provide a written explanation on a separate attachmient.

s -
Medigal School Seal Attention Medical School: Only the Presidont, Dean, or Registrar may sign this form, If the signature (5

Must Se Imprinted Below ] being delegated to another person, evidance of that delegation must ba attached to this form (may be a

photecopy). Such delegation must be on official letterhioad and must be dated within the last 12 months,

Slgned and the school seal affixed this 22 dayof October , 2010

Printed Name and Title/Barbara M. Reiffman, MBA, Medical School Regigerar
of School Gffivial. ii

| / A

L AL
17

i

AN
signature:. /. S
o v

07A-1D0-LZ [Rav, 0/2010)



ON RECOMMENDATION OF THE FACULTY OF THE

SCHOOL OF MEDICINE
NORTHWESTERN UNIVERSITY HAS CONFERRED THE DEGREE OF

DOCTOR OF MEDICINE

UPON

MITCHELL DAVID CREININ

WHO HAS HONORABLY FULFILLED ALL THE REQUIREMENTS PRESCRIBED
BY THE UNIVERSITY FOR THAT DEGREE | |
DONE AT EVANSTON ILLINOIS THIS THIRD DAY OF JUNE IN THE
YEAR ONE THOUSAND NINE HUNDRED AND EIGHTY-EIGHT A.D.

I QEEE\W OF THE BOARD OF TRUSTEES

........... gm%m&wmmm.w&m BAARD OF TRUSTEES




OLD 7 7 1

STATE OF CALIFORNIA - STATE AND CONSUMER SERVICES AGENCY . ARNOLD SCHWARZEREGBER, Bovaror .

Qe MEDICAL BOARD OF GALIFORNIA vk
i P LICENSING PROGRAM . Lo 4 T
Conguner 2005 Evergreen Streat, Suite 1200 ~ e g B v
Afftrs : Sacraments, CA 95815 r»f,},- PRARFEAN Y,

(800) 6332327 {916} 263-2382  Fax ($15) 263-2487 WI’,{E e

S Y

' CERTIFICATE OF COMPLETION OF ACGME/RCPSC POSTGRADUATE TRAINING

Ta be completed by the faclity for every medical school graduate completing poslgraduate fraining in the United States or Canada.

PART 1: TO BE COMPLETED BY T

HE APPLICANT

I NAME: 0 Last First Middle

[ Creinin Mitchel! David !
| US Socil Socurty Number iD—Tt_e of &ith T shene WGt Co ]
i ; i

|, E— = JE— B -
Public:

vating Adcico: T
State/Province ZiiJ‘Posial Code

PART 2: TO BE COMPLETED BY THE PROGRAM DIRECTOR
ATTENTION PROGRAM DIRECTOR; Do not sign and date this form hefore the last day of any postgraduate
training year which will be used by the applicant to qualify for licensue. Completion of this form wilt certify that
the individual named in PART 1 above satisfactorily completed a period of accredited postgraduate training at
this facility and that the trainee has acquired the skill and qualifications necassary to safely assume the
unrestricied practice of medicine in this state. . -

i Name of Facility ACGME 10-digll Piogram aurmber (www.acame.org)

1 N
i L_A.m‘(«{ﬁzdjp_ﬁ%ﬁ_(;el ’1"3;'{‘)( KIA) gOt haY '\ Yem L1 la. E ém:@- -g —%: _L‘;b:_gi ”j‘
flit ‘ Folephone # '

-
b
i

“Cily

Medical Schoal af Graduation
Norhwestern Univarsily

[ Address of Fac

429,5 i} ,mse.s.um;}s}‘_‘%h&&q_.q—?_\:) CA qq‘l Y3 -_.i..wp.._-__-r_w_il
Calegorical Specialty Area of Training Starl Dale of Training ate)-of Training

&Y N Qe22.17

UNUSUAL CIRCUMSTANCES:

' Oid the trainee ever lake a laave of absence or break from bis/her training?

l Was the trainee ever terminated, dismissed or axpelied?
 Did the trainee ever resign?
\ \Was the trainee ever placed on probation?

t Was the trainee ever disoiptined or placed under investigation®?

Were any incident reports regarding this trainea ever filed by instructors?

. Were any simitations or special requirements placed upon the trainee far
[ olinical incompelence, dis ciplinary problems or for any other reasoen?

I Did the program decting to renew of offar the trainee a postgraduate training
| program contract for a following year?

i
1 A "Yes' response to ANY of the above guestlons requires the program director to provide
[ awriften explanation on a separate attachment.

e iRy TR



DEFINITION OF “SATISFACTORY” COMPLETION OF TRAINING

Tha grogram direclor signing this form is formally cerlifying and decumenting under penaity of perjury that ihe rainee resceived
instruction appropriate for the particuler nosigraduate fevel and that haishe satigfectorily completed periods of fraintng in
accordance with ihe accepted standards and tha oriteria delined as equating lo "salisfaclory” performance as described below. The
program director will persanally be atlesting to the fact that the rainga has acquired the skill and qualifications necessary lo salely
assume the upaesticled practice of medicing in this stale,

1

i

1

!

| *SATISFACTORY' 1S DEFINED AS. ThHE TRAINEE PERFORMED AT AN ADEQUATE LEVEL BASED ON EVIDENCE OF
SATISFACTORY PROGRESSIVE GROWTH INCLUDING DEMONSTRATED ABILITY TO ASSUME GRADED AND INCREASING
RESPONSIBILTY FOR PATIENT CARE,

GENERAL MEDIGINE TRAINING REQUIREMENT

i To gualify jor icensure in California, applicants whe ara graduates of an internallonal medical school must complete: at least four monihs of

! postgraduate raining in GENERAL MEDICINE g3 past of the requirgment. Applicants who are graduates of a L).$. or Canadian medical school,
wiho have rot completed postgradualo training raquired for tieensyre by July 1, 1980, must also complale four manths of fraining in GENERAL
MEDIGINE prior to fcensure, The GENERAL MEDIGINE reguirament may b satisflied by aclual clinical practice where the applicant has direct
patient core responsibililies in any parbicllar apecialty o sub-spaclalty arca for al leasl four monkhs.

hereby certify as the program director, that the individual nagred in Part 1
% has completed {1 has nat completed
minimum of four months of general medicine as part of this postgraduate training program
accredited by the ACGME or the RCPSC. , z;“—’ -
/é’/.} /('/1

SlGNA"URE OF F‘ROGRAN’DIRECTOR

ATTENTION PROGRAM DIRECTOR: THE PERSON WHO SIGNS THIS FORM MAY NOT BE RELATEDR TO THE
APPLICANT BY BLOOD, MARRIAGE, OR ADOPTION, If that gignature authority is being delegated to another person,
evidence of that delagation must be atlached t0 this form (may be a photocopy). Each delagation must be on official
letlashead and must ba datedyilhin the last 12 months.

HOSPTAL SEAL ” *
r’/ OEFICIAL HOSPITAL SEAL MUST BE AFFIXED IN
THE BOX TO THE LEFT TO CERTIFY TRAINING

The Waining progran! is accreditad by the AGGME or the RCPSC to offar the type and level of

" training completed by the applicant, and the applicant was trained in on avcrediled ACGME or
RGPSC pragram position. | hereby declare under penally of perury under the laws of the Stete of
Galifernia that the slalements are lue and correct.

?A ‘ﬁf\hgﬁg%bé%ﬁ%ﬁ%éb :
M /A vl I/}i/ll

FERKTURE O PROGRAM DIR}CTOR ~ DATE SIGNED

Signaiure Sthmp Is Not Accoptable

r If a hospital seatis fot-avalfable; the program difoctor shall sign this form In the presence ol:a notary public. ' \

SIGNATURE OF PROGRAM DIRECTOR:

(Pleage sign full name — i presence of rrlary}

SRS OF o e e e
| County of e e
i Subscrined and swom Lo {or affirmed) beforeme on this __dayol 20 by
i (Motary Lo pont director’s NAME.;

: proved to me on the basis of salisfactory evidence to be e person(s} who appeared before me
+
t

L Signalure . I - )




COMMONWEALTH OF PENNSYLVANIA _ - 7 3",)
DEPARTMENT OF STATE . i e
BUREAU OF PROFESSIONAL AND QGCCUPATIONAL AFFAIRS . o
: P O. Box 2643 et
Harrisburg, PA 17105-2649

www.dos, staie.pa.us R FER 1L P 304G

February 3, 2011

CERTIFICATION OF LICENSE

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

NAME: | MITCHELL DAVID CREININ
LICENSE TYPE: Medical Physician and Surgeon
LICENSE NUMBER: MD052717L

ORIGINAL LICENSURE IjATE: 06/29/1 994

EXPIRATION DATE: 1213112012
. STATUS: Active

The license is in good standing and the records indicate ng derogatory information.

Ty Dol

SEAL Deputy Commissioner
" Bureau of Professional and Occupational Affairs
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8/16/16 5:16 PM

License Type:
License Number;
File Number:
Applicaﬁon:
Application Number:
Application Date:

Application Qires

Have you served or are you current[y serwng

in the military?
I'Detail

Flrst Name

Middle Name:

Last Name:

Birthdate:

Gender:

License Related Addresses
Address of Record (Required)
Warning:

Confidential Address
Warning:

Since you last renewed your license, have
you had any license disciplined by a
government agency or other disciplinary
bedy, or, have you been convicted of any
crime in any state, the U.S.A. and its

territories, military court or a foreign country?-

Have you successfully completed, and can
document, the mandatory courses and hours
of CME within the last two years, or you
meet the conditions which would exempt you
from all or part of the CME requirements, or
you hold a permanent CME waiver?

Page 103

Physician and Surgeon G

67491 |

217804

Physician's and SUrgeon's Renewal
14331868

08/16/2016 (mm/dd/yyyy)

MITCHELL

DAVID
CREININ

R ,‘a\‘* I**‘k*

Male

In order to protect your privacy and identity,
address will not be displayed.

In order to protect your privacy and ldentlty,
address will not be displayed.

B AR
1471302087729




8/16/16 518 PM

| certify under penalty of perjury, under the
laws of California, that | have disclesed the
names of those health-related facilities in

which | or my family have a financial interest
OR | declare under penalty of perjury | have

no financial interests to disclose.

Family B
Voluntary Fee:

P fan Survey
Are you retired?

Activities in Medicine

Patient Care Practice Location
Telemedicine Practice Location

Patient Care Secondary Practice Location
Telemedicine Secondary Practice Location
Current Training Status

Areas of Practice -

Board Certifications

Postgraduate Training Years
Cultural Background
Web Site Profile

Biennial Renewal Fee

DUE TO CURES FUND

Training Program Volu

Page 20l 3

No

Administration - 10-19 Hours

Cther - 1-9 Hours

Patient Care - 10-19 Hours
Research - 10-19 Hours

Teaching - 10-19 Hours
Telemedicine - 1-9 Hours

Zip: 95817 County: SACRAMENTO
Zip: 95817 County: SACRAMENTO
Zip: County:

Zip: County:

“Not in Training

Obstetrics and Gynecology - Primary

American Board of Obstetrics and
Gynecology - Obstetrics and Gynecology

5 Years

White

Cultural Background - No

Foreign Language Proficiency - No -

Gender - Yes

 $783.00
$12.00

RN CLE T TR R
1471392087729




8/18/16 516 PM Page 3 of 3

Steven M. Thompson Physician Corps Loan  $25.00
Repayment Program :
Total Amount Due: . $820.00
Applications

© not considered submitted for

Attestation. A | : i
| declare under penalty of perjury under the laws of the State of California that all statements,

answers, and representations provided, including supplementary attached hereto, are true,
complete and accurate. '

Signature: ~ Date:

I |||||IIIIlll||IIlIlIlglI_ilIlI.lIllIllIIIHII!I [
1471302067750




BT M F W M N O OA L N RN IR PEE S

BEPRETMENT OF DOMSLRES S8FAIRS

Department of Consumer Affairs

RECEIPT
© 19123937

Thank you for using the BreEZe System to submit your application.

Name: CREININ, MITCHELL DAVID
Transaction Date: ' 08/16/2016 17:16
Application Number: 14331868

Complaint Number;

License Type: 8002

License Number: . 67491

Payment Description: Physician's and Surgeon's Renewal
Fee Paid: (US $) _ 820.00

Remaining Balance:-(US §) 0.00

Please print and save this receipt for your records.

This receipt is providéd as a record for the above named licensee/applicant.

lllegal use or alteration of this receipt may result in criminal prosecution.




8/23/14 9:12 AM ' Page 1 0f 3

License Type: _ Physician and Surgeon G
License Number: _ _ 67491

File Number: 217804

Application: Physician's and Surgeon's Renewal
Application Number: ‘ 14118150

Application Date: 08/23/2014 (mmiddiyyyy)
First Name: . MITCHELL

Middle Name: DAVID

Last Name: CREININ

Birthdate: ok ek ek

Gender: Male

Addiesses: :
License Related Addresses
Confidential Address (Optional)
Warning: In order to protect your privacy and identity,
address will not be displayed.

License Specific Public/Mailing Address (Required)
Warning: In order to protect your privacy and identity,
address will not be displayed.

Qusstiong =0 1 s
Since you last renewed your license, have -
you had any license disciplined by a -

government agency or other disciplinary

body, or, have you been convicted of any

crime in any state, the U.S.A. and its
territories, military court or a foreign country?

Have you successfully completed, and can -
document, the mandatory courses and hours _
of CME within the last two years, or you

meet the conditions which would exempt you

from all or part of the CME requirements, or
you hold a permanent CME waiver?

AR 0N T g
1408510362007




8/23/14 9:12 AM Page 2 of 3

| certify under penalty of perjury, under the -
laws of California, that | have disclosed the

names of those health-related facilities in
which | or my family have a financial interest
OR | declare under penalty of perjury | have
no financial interests to disclose.

Eamily Physician Trainii
Voluntary Fee!

Attachrents

Physician 8i = L

Are you retired? No

Activities in Medicine Administration - 10-19 Hours

Patient Care - 10-19 Hours
Research - 20-29 Hours -
Teaching - 1-9 Hours
Telemedicine - None
Patient Care Practice Location Zip: 95817 County: SACRAMENTO
Telemedicine Practice Location Zip: County:

‘Patient Care Secondary Practice Location Zip: 95817 County: SACRAMENTO

Telemedicine Secondary Practice Location Zip: County:

Current Training Status Not in Training _

Areas of Practice ' Obstetrics and Gynecology - Primary

Board Certifications American Board of Obstetrics and
Gynecology - Obstetrics and Gynecology

Postgraduate Training Years 4 Years

Cultural Background White

Foreign Language Proficiency None

Web Site Profile Cultural Background - Yes

Foreign Language Proficiency - Yes

Gender - Yes

E-mail;
Fees
Biennial Renewal Fee $783.00

DUE TO CURES FUND $12.00

LT ERL T T TR
1408810367927




8/23/14 9:12 AM Page 3 of 3

Steven M. Thompson Physician Corps Loan - $25.00
Repayment Program

Total Amount Due: ‘ $820.00

Applications are not con3|dered sub itted f
Attestation

| declare under penalty of perjury under the laws of the State of California that all statements,
answers, and representations provided, including supp]ementary attached hereto, are true,
complete and accurate.

Slgnature: , Date:
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Department of Consumer Affairs

RECEIPT
647499

Thank you for using the BreEZe System to submit your application.

Name: CREININ, MITCHELL DAVID
Transaction Date; 08/23/2014 09:13
Application Number: 14118150

Complaint Number:

License Type: 8002

License Number: 67491

Payment Description: Physician's and Surgeon's Renewal
Fee Paid: (US $) ' 820.00 -

Remaining Balance: (US §) : 0.00

Please print and save this receipt for your records.

This receipt is provided as a record for the above named licensee/applicant.

lllegal use or alteration of this receipt may result in criminal prosecution.




