36957

:*APPLICATION TO PRACTICE MEDICINE

MINNESOTA BOARD OF MEDICAL PRACTICE ;
UNIVERSITY PARK PLAZA FOR BOARD USE ONLY
2829 UNIVERSITY AVENUE SE, SUITE 400 ;
MINNEAPOLIS, MINNESOTA 55414-3246
(612) 617-2130

Outside Metro Area 1-800-627¢ / \ | TEMP PERMIT #:
WONTH | DAY | YEAR Bk
. . ‘BOARD'ACTION: -
DATE OF APPLICATION: il 26| Oy d S e
/ INSTRUCTIONS TO APPLICANT_

1. Answer all questions completely and accurately or the application will be retumed.
2. The name you enter must exactly match the name on your medicat diploma, or documentation
of formal name change must be submitted.
3. All addresses must include zip code, if requested on the application. }7 3.
4. Account for all time from the beginning of high school, whether spent In school, practice, or
otherwise. Dates must include Month, Day, and Year. Attach a separate sheet if necessary. 17
5. Enter all dates as MONTH-DAY-YEAR,

6. The application fee is not refundable. 7‘3
7. Fallure to answer all questions completely and accurately, and/or omission or falsification of ’

material facts may be cause for dental of your application, or disciplinary action If you are

subsequently licensed by the Board.
Q Incomplete applications may be destroyed after six months of Inactivity. /

TO: The Minnesota Board of Medical Practice:

I heraby make application for a license to practice medicine and surgery in the State of Minnesota and submit the
following statement concerning my age, moral character, preliminary and medical education and practice.

s

[ FULL LEGAL LAST FIRST
NAVE: HANSoN MAR\EC
STREET ADDRESS:
CITY: ) STATE OR PROVINCE: ZIP CODE: COUNTRY:
HOME PHONE: [GTRER PRONE: | MAIDEN NAME: -
O MALE <ive
| i - ewALE
SOCIAL SECURITY. OR ALIEN REGISTRATION NUMBER:

[ FEDERATION LICENSING EXAMINATION (FLEX)
ﬁ NATIONAL BOARD OF MEDICAL EXAMINERS EXAMINATION (NEME) DATE ISSUED:
[J NATIONAL BOARD OF OSTEOPATHIC EXAMINERS EXAMINATION (NBOE) .

{3 LICENTIATE OF MEDICAL COUNCIL OF CANADA EXAMINATION (LMCC)
[] STATE BOARD EXAMINATION (STATE)

(] UNITED STATES MEDICAL LICENSING EXAM (USMLE) STATE:
[0 COMBINATION FLEX, NBME, USMLE (must be completed by year 2000}

NUMBER:

APPPY01 8/98 Page (1)




NAME OF RELATVE: 3

!-S-“EE__I' ADDRESS: cIY: STATE OR PROVINCE:

Carr: - = STATE OR PROVINGE: [P CODE: COUNTRY: EFFECTIVE DATE:
ZIP CODE: COUNTRY: RELATIONSHIP: [PHONE:

| STATEPROVINCE OF BIRTH:

Ninnesaha_

COUNTRY OF BIRTH:

Ui e Syakes

MEIGHT (Rin.): WEIGHT (iba):

IDENTIFYING MARKS:

"NAME OF HIGH SCHOOL: | CITY: STATE OR PROVINCE: : TO DATE:
adU‘« e NCSt 8& ~oo (\\\‘ f'\v-\c:s'o‘h:\_ Month/Day/Year Month/Day/Year
NAME 9F COLLEGE: CITY: STATE OR PROVINCE: D‘E.GRESE FROM DATE: TO DATE:
Linwess ° i“ . . ' . Manth/Day/Year Month/Day/Year
Co—li»for:pq, vide TYVIN Qalifornio- _ ; «/\4/86
NAME OF COLLEGE: CITY: STATE OR PROVINCE: DEGREE: FROM DATE; TO DATE:
& Month/Day/Year Month/Day/Year

L1

Schnee\ ¢&

INSTITUTION oy . STATE | 2IP CODE ;:%':y%:ﬁ M:gfy‘,‘;f"
StanRcd unxﬂmg StanfR-d | CA [94305] AY2s | &/N
AR

ACTIVITY (ATTACH SEPARATE SHEET, IF NECESSARY) FROM DATE (Mo/Day/Year) | TO DATE {(Mo/DayYear)
Sevece Y\Wanes in ’PnMn\/V . Specb.!dy Baoed xam| \0[99 2/00
A en N ~g resi < 95 W /95
) p@-&rﬂ&m}t se/ Fedt K s&xuoﬂ.ﬂaﬂ-mw AL, Seodtta,
[ BTrom e | neX kO, Cing; Cogta Ricos ' '
—E) Thove trorm SSn Tranas e 30 86556 0
APP-PY-02 8/9D
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BACHELOR OF:

NAME OF SCHOOL:

DATE

Stanferd Unives) : PROVINCE Unided, | MoiDayivear
MEDICINE A Stantard. :
EOSTEOPATHY Schenl °S' medi drq'.y " 435 Sthates 6/1 (-v/ﬂ
DOCTOR OF: _|NAME OF SCHOOL: O STATEOR | 2IP: COUNTRY: DATE :
PROVINCE Mo/Day/Year
(] MEDICINE
[J OSTEOPATHY

NAME OF HOSPITAL: . FROM DATE (Mo/Day/Yea TE (Mo/DayfYear)
Univesity ¢f Califernia, San Francisco G/l 3/ o/ 9§

STREET ADDRESS: i CTY: San STATE OR FROVINCE: | COUNTRY: ZIP CODE:

SoS Parnassus Ave | Franciswte | CAO United | 9«14l
TYPE OF TRAINING: (BE SPECIFIC) _ ST&FES
QGIGW Mr\st\ie o~d. RexBanc

NAME OF HOSPITAL™ /| ROM ymayvmn TO DATE (Ma/Day/Year)

STREET ADDRESS: cry: STATE oy(owm:e: COUNTRY: 2IP CODE:

TYPE OF TRAINING: (BE SPECIFIC) /

STREET ADDRESS: CITY: / STATE OR PROVINGE: | COUNTRY: ZIP CODE:

TYPE OF TRAINING: (BE SPECIFIC) /

NAME OF Hospm;_: / FROM DATE(Mo/Day/Year] | TO DATE {Mo/Day/Year)

SYREET ADDRESS: }vﬁr: STATE OR PROVINCE: | COUNTRY: ZIP CODE:

TYPE OF TRAINING: {BE SPECIFIC) /

STREET ADDRESS: / cIrY: STATE OR PROVINGE: | COUNTRY: ZIP CODE:

TYPE OF TRAINING: (BE SPECIFIC) /

BRANCH OF SERVICE:

DUTY ASSIGNMENT: / LOCATION:

APP-PY.038/89 .

(") NATIONAR BOARD OF MEDICAL EXAMINERS (NBME)

STATE BOARD EXAM (STATE)

NATIONAL BOARD OF OSTEOPATHIC EXAMINERS (NBOE)

PROVINCE/COUNTRY BER
Minnesote 3655F \[4ag VR MmE
Massachusetts | B2W< L\ N® ME
Colifecnion G F696F (993 NR MNE
avoaat BSES 1993 N B pE

FLEX EXAMINATION (FLEX)

LICENTIATE OF MEDICAL COUNCIL OF CANADA (LMCC})

UNITED STATES MEDICAL LICENSING EXAM (USMLE)
COMBINATION FLEX, NBME, USMLE

Page (3)




369557

STATE BELOW WHERE YOU HAVE PRACTICED OUTSIDE OF A TRAINING PROGRAM, AND LIST TWO
REFERENCES FROM EACH FACILITY

[NAME OF FACILITY FROM DATE: | TO DATE:
Pardners va Ooescmen's | (MubDayfYear) | (MoMay/Year)
Hea nlas 2199
NAME OF REFERENCE: S CITY: STATE/CNTRY: [2IP CODE: |
Susan Foley L0 ﬂo%hl Roed_. |Maldsn |MA oz 14%
NAME OF REFERENCE: . STREET ADDRESS: &ITY: STATEICNTRY: 2P CODE: |
Dacwish Musah M| 9 Sotk Road. | Lexi ngten | AP 0242

OM DATE: TO DATE:

(Mo/Day/Year} | (Mo/Day/Year)

_ 3/co 9/a\
TN

NAME OF REFERENCE: STREET ADDRESS: CITY: STATE/CNTRY: | ZIP CODE:

Mejissa. Eagqan | S5 Decd. Aveonus | Broekline p|0244s

NAME OF REFERENCE: ™ : CITY: ZIP CODE: _|
Alan Aldmen , MD] ST Pond Avenua Brvoolklina | MA 02443

NAME OF ILITY: .
Privore. Practice.

[NAME OF FACILITY: FROM DATE: TODAIE:
(Mo/Day/Year) | (Mo/Day/Year)
NAME BF REFERENCE: STRE! DD H CITY: STATE/CNTRY: | ZIP CQDE:
NAME OF REFERENCE: STREET ADDRESS: CITY: STATE/CNTRY: | ZIP CODE:

NAME OF FACILITY: FROM DATE: TO DATE:

{Mo/Day/Year {Mo/Day/Year)
NAME OF REFERENCE: STREET ADDRESS: CITY: STATE/CNTRY: | ZIP GODE:
NAME OF REFERENCE: STREET ADDRESS: CITY: STATE/CNTRY: | ZIP CODE:
NAME OF FAGILITY: | FROMDATE: | TODATE:
{Mo/Day/Year) (Mc/Day/Year)
'NAME OF REFERENCE: | CITY: STATE/CNTRY: | ZIP CODE:
NAME OF REFERENCE: STREET ADDRESS: cITY: STATE/CNTRY: | ZIP CODE: |

Mubispe ol Bnoud: Hipen Medical Group

FROM DATE

NAME OF ORGANIZATION TO DATE

Are you currently* certified by a specialty board of the (check one): ] ’
Spedalty: _QbSYetrics and bbn ecol 09y

5% American Board of Medical Speciaities
) . ) 2 IssueDate: __Nov 12,1229
[C] American Osteopathic Association Bureau of Professional Education
§ Expiration Date: J.LL?L_L‘ 2009

] Royal College of Physicians and Surgeons of Canada el b than 10 ;
*If Is has been more than 10 years since your initial licensing exam,

(T Coliege of Family Physicians of Canada + the SPEX exam Is required unless cumrently speclalty board certified.

] None of the above _

Page (4) . APP-PY.04 8/99




THIS CERTIFICATE MUST BE SIGNED BY TWO LICENSED PHYSICIANS WHO ARE PERSONALLY ACQUAINTED
WITH THE APPLICANT

38557

{ .
[ I certify that the photograph altached is a recent one and likeness of Dr. {Y\.a €'y leg '“HU,?\ SOy ]

| and that sithe is a person of good ethical and moral character.

! ol /')\ )3/ 14/o! (¥ {56y s Y oS

W, ‘\';
| SIGNATURE DATE LICENSE NUMBER STATE OF ISSUE

y 'lee.\ /(’f, .

 PRINT OR TYPE FUHLL NAMF.

CERTIFICATION OF WIENTIFICATION
Cmtiﬂcahon by Notary Public is raquired

State /Lx:x.c Uik COUHW:..ZLQ—;;L:?.-—%(?}(L_..____.

| certify that on the rlnl sel torth below, the individual named above did appear personally
befora me arxd that  did identity this apphicant by. (a) comparing his/ber physical appearance
with the photograph on the ilentifying document presented by the applicant and with the
photograph afffixed hersto, and (b) companng the applicant’s signature made In my presence
on this form with the signature on his/her [dentifying document. Swom to bafore me by the

applicant on this 448 ay of AN eceaploirs, Lu2/(
N\
fdotary Public Signature er o g B // : ( g_g.?.-dif‘... o

Expiration Daie _é, 1’414...’?_/] __!:.‘.’J.
Maontis Day Year

ANNA T ANSARI
Notary Public, State of New York
. 01 TH4TIBHES ﬁ‘
Coustiter i N B /é(a”('uﬂk anden M)
: 20 35 Applicant Stgna!ura

e P -
A i i i b e AR e A T

!(1 certify that the photograph attached is a recent one and likeness of Dr. _ {\’\C‘ N \\'s't_h *‘f QAN

and that s/he is a person of good ethical and moral character.

7 ' (it =
) - | t.?{w/m_  aBa@B5sHS . N _éw_b_ |
St DATE LICENSE NUMBER STATE OF ISSUE
{98990

__PETER (L6 e -SNET -
@smoam:ssuu NAME

APP.PY-07 799 Page (7)




4 S )

AFFIDAVIT OF APPLICANT: 36557
sTATE OF: N \nnesoto
COUNTY OF: _HEh i

l, m axy \ee H aNnsSoenN 4 Mb , swear that | am the person described
and identified; that | have not engaged in any of the acts prohibited by the statutes of Minnesota: that | am the
person named in the diploma which accompanies this application; that | am the lawful holder of said diploma; that
said diploma was procured in the regular course of instruction and examination without fraud or misrepresentation.

I hereby authorize all educational institutions, hospitals, medical institutions or organizations, clinics, my references,
personal physicians, employers (past and present), business and professional associates (past and present), all
governmental agencles and instrumentalities (local,state, federal or foreign) to release to this licensing Board any
information, files, or records including (but not limited to) transcripts, medical records, personnel files, and any
information, favarable or otherwise, the Board may require for its evaluation of my professional, ethical, and physical

qualifications for licensure in Minnesota.

| hereby release, discharge, and exonerate the Board, its agents, and representatives, and any person furnishing
information to the Board from any and all liability of every nature and kind arising out of the furnishing of oral
information or of documents, records, or other information to the Board.

| 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 true and correct. Should | fumish any false information in this application, | hereby agree that such act
shall constitute cause for the denial, suspension or revocation of my license to practice medicine in Minnesota. |
understand that | am required to update my application with pertinent information to cover the time period between

date of application and date approved by the Board.
Sworn to béfore mé this_L‘dfdJay of Lee .  Zool

Signature of Notary Public

T |

My Commission Expires: 31/05" Pictaty Publo, State of hiew York

I

HIENEE, e Lt WL s Lx s

This information is requested by the Minnesota Board of Medical Practice. The purpose and intended use aof this information is to enable the
Board to determine whether you mest statutory and rule requirements for licensure. The information Is classifled as private while your
application ia pending or if your application is denied, and as public If your license is granted. You are required to submit this information. Your
application will not be processed without it and the form will be retumed to you for completion. This information may be used as the basis for
further Investigation by the Board Info your qualifications. Under some clrcumstances, the information could become available to other agencies
or persons authorized by law o have access. Aftach'a separate page for detailed explanations, when appropriate. Failure to answer all
questions completely and accurately, and/or omission or falsification of material facts may be cause for denial of your application, or disclpiinary
action If you are subsequently licensad by the Board.

Page (8) APP-PY-08 809




3/16/2018 BMP Portal - Online Service History Detail

Welcome Wendy Boswell! | Legoff

User Admin  Search and maintain all registered users

Online Service History Detail (Use Back button to return to summary page)

10/3/2017 2:51:53
PM

User Name: Marilee Hanson Start Date:

Service License Renewal - Complete 10/3/2017 3:35:24

Name: PY Date: PM

[steo #  stepTitie T ' ' Step Submitted  Reporied Errors |
i1 Information 10/3/2017 2:52:15 PM .
2 Verify Information 10/3/2017 2:52:48 PM :
12 Verify Information 10/3/2017 3:19:45 PM |
:3 Privileges & Continuing Medical Education 10/3/2017 3:19:57 PM !
‘4 Practice Questions 10/3/2017 3:21:21 PM !
5 Profiling - Practice Addresses 10/3/2017 3:21:50 PM PracticeAddress |
i5 Profiling - Post Graduate Training 10/3/2017 3:22:19 PM Bypass Case '
5 Profiling - Post Graduate Tralning 10/3/2017 3:22:19 PM [
55 Proflling - ABMS/AQA 10/3/2017 3:22:42 PM i
:5 Profiling - ABMS/AOA 10/3/2017 3:22:42 PM
i5 Proflling - CrimInal Convictions 10/3/2017 3:22:52 PM
16 Review 10/3/2017 3:25:44 PM |
:'7 Prescription Monitoring Program Registration 10/3/2017 3:25:52 PM |
9 Payment 10/3/2017 3:33:39 PM ,

Verification Page
The following is a copy of the verification page thal was presented to the user upon completion of the Online Service

The information you have submitted in the previous steps is provided below.

If any information is incomplete or incorrect, return to the appropriate step to make additions or corrections by clicking the Previous
button located at the end of this section. Note: Do not use the Back button on your browser.

Use your browser's Print command to print this summary for your records.

Application for License Renewal

License Number: PY 36557
Name: Marilee Ann Hanson

Drivers License:
Is license current? Yes

Designated 710 East 24th Street Phone: (612) 870-1334

Address: Suite 403 Email Address: mshfront@gmail.com
Minneapolis, MN 55404 Web Site:

Private Address: (Same as mailing address)

Hospital Staff Privileges

'Facilty B B ,Clty Stato Type of Priviiege
Falrview Southdale Hospital ‘Edina MN Aclive
‘Falrvlew Riverside Hospital _:Minneapolis MN Active
Abbott Northweostern Hospital ‘Minneapolis MN Active

Continuing Education
The residency or fellowship program were converted into number of

LS LT .

. Years ijesi:riEtion

-0 {Residency Program
0  iFellowship Program

Required Hours: 75

Category 1 Course Hours: 0

Category 1 Equlvalent Course Hours: 0
Total Reported Hours: 0

You are certified by an ABMS, AOABPE, RCPSC, CFPC specjalty board
during your three-year cycle or are currently participating in MOC,



3/16/2018 BMP Portal - Online Service History. Detail
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User Admin  Search and maintain all registered users

Online Service History Detail (Use Back button to return to summary page)

9/12/2016 12:48:21

User Name: Marilee Hanson Start Date: PM
Service License Renewal - Complete 9/12/2016 1:16:01
Name: PY Date: PM
swep s seprwe 7 stepsubmitted  Reporced Freocs |
1 Information 9/12/2016 12:48:28 PM :
12 Verify Informatlon 9/12/2016 12:49:21 PM |
3 Privileges & Continuing Medical Education 9/12/2016 12:49:34 PM '
4 Practice Questions 9/12/2016 12:51:52 PM |
|5 Proflling - Practice Addresses 9/12/2016 12:52:25 PM PracticeAddress |
5 Proflling - Post Graduate Training 9/12/2016 12:52:35 PM Bypass Case
5 Profiling - Post Graduate Training 9/12/2016 12:52:35 PM E
|5 Profiling - ABMS/AOA 9/12/2016 12:52:47 PM
'5 Profiling - ABMS/AOA 9/12/2016 12:52:47 PM
:5 Proflling - Criminal Convictions 9/12/2016 12:52:56 PM
4 Practlce Questions 9/12/2016 12:54:36 PM
5 Proflling - Practlce Addresses 9/12/2016 12:54:47 PM PracticeAddress
5 Profiling - Post Graduate Training 9/12/2016 12:54:54 PM Bypass Case
5 Profiling - Post Graduate Training 9/12/2016 12:54:54 PM !
5 Profiling - ABMS/AOA 9/12/2016 12:54:59 PM I
5 Profiling - ABMS/AOA 9/12/2016 12:54:59 PM
;5 Proflling - Crimlnal Convictions 9/12/2016 12:55:08 PM
6 Revlew 9/12/2016 12:55:34 PM |
7 Prescription Monitoring Program Registration 9/12/2016 12:55:42 PM
g9 Payment 9/12/2016 1:13:08 PM

Verification Page
The following is a copy of the verification page that was presented to the user upon completion of the Online Service

The information you have submitted in the previous steps is provided below.

If any information is incomplete or incorrect, return to the appropriate step to make additions or corrections by clicking the Previous
button located at the end of this section. Note: Do not use the Back button on your browser.

Use your browser's Print command to print this summary for your records.

Application for License Renewal

License Number: PY 36557
Name: Marilee Ann Hanson

Drivers License:
Is license current?

Designated 710 East 24th Street Phone: (612) 870-1334

Address: Suite 403 Email Address: mshfront@gmail.com
Minneapolis, MN 55404 Web Site:

Private Address: (Same as mailing address)

Hospital Staff Privileges

Faciity City ‘State " iType of Privilege
Fairview Southdale Hospllal Edina MN _ {Aclive
Falrvlew Riverside Hospital :Minneapolis MM ‘Actlve
'Alébp!l‘!\fummﬂgm Hospltal ?Mlnneapolls MN Aclive

Continuing Education

You are not required to report Continulng Medical Education hours this renewal period. You will be
required to report CE hours the next renewal period ending 10/31/2017.



3/16/2018 BMP Portal - Online Service History Detail

Hiome  Qnline Services  User Admin Searct Weljcome Wendy Boswell! | Logoff

User Admin  Search and maintain all registered users

Online Service History Detail (Use Back button to return to summary page)
10/12/2015 10:05:07

User Name: Marilee Hanson Start Date: AM

Service License Renewal - Complete 10/12/2015 10:51:18

Name: PY Date: AM

[step #  stepTitie T o o " Step Submitted  Reported frvars |

ll Informatlon 10/12/2015 10:05:41 AM i

i2 Verify Informatlon 10/12/2015 10:06:28 AM

!‘3 Privileges & Continuing Medical Education 10/12/2015 10:06:46 AM |

I4 Practice Questions 10/12/2015 10:10:43 AM |

|5 Profiling - Practice Addresses 10/12/2015 10:11:18 AM H

15 Profiling - Post Graduate Tralning 10/12/2015 10:11:35 AM :

i5 Profiling - ABMS/AOA 10/12/2015 10:12:03 AM J

Is Profiling - ABMS/AQA 10/12/2015 10:12:03 AM |

5 Profiling - Criminal Convictions 10/12/2015 10:12:27 AM |

|6 Review 10/12/2015 10:16:07 AM |

|8 Questionnalre 10/12/2015 10:23:49 AM I

]

| 1

Verification Page
The following is a copy of the verification page that was presented to the user upon completion of the Online Service

The information you have submitted in the previous steps is provided below.

If any information is incomplete or incorrect, return to the appropriate step to make additions or corrections by clicking the Previous
button located at the end of this section. Note: Do not use the Back button on your browser.

Use your browser's Print command to print this summary for your records.

Application for License Renewal

License Number: PY 36557
Name: Marilee Ann Hanson

Drivers License:
Is license current?

Designated 710 East 24th Street Phone: (612) 870-1334

Address: Suite 403 Email Address: mshfront@gmail.com
Minneapolis, MN 55404 Web Site:

Private Address: (Same as mailing address)

Hospital Staff Privileges

iFacility ‘City State Type of Privilege
:Fairview Southdale Hospital Edina MN :Aclive
‘Fairview Riverside Hbéﬁilal Minneapolls MN Active
jAbbbtt Northwestern Hospitél Minneapolis MN ‘Active

Continuing Education

You are not required to report Continuing Medical Education hours this renewal period. You will be required to report CE hours the next
renewal period ending 10/31/2017.



3/16/2018 BMP Portal - Online Service History Detail

e

Home  Online Saivices  User Anmin Welcome Wendy Boswell! | icgolf

User Admin  Search and maintain all registered users

Online Service History Detail (Use Back button to return to summary page)
9/29/2014 11:31:37

User Name: Marilee Hanson Start Date: AM

Service License Renewal - Complete 10/7/2014 3:19:55

Name: PY Date: PM

Stop & StepTme N T Step Submitted  Beporeed grvars |
1 Information 9/29/2014 11:32:05 AM i
2 Verlfy Information 9/29/2014 11:32:59 AM

2 Verify Information 10/7/2014 3:03:41 PM

3 Privileges & Continuing Medical Education 10/7/2014 3:05:39 PM i
4 Practice Questlons 10/7/2014 3:08:15 PM ]
5 Proflling - Practice Addresses 10/7/2014 3:08:31 PM
IS Profiling - Post Graduate Training 10/7/2014 3:08:47 PM [
5 Profiling - Post Graduate Tralning 10/7/2014 3:08:47 PM .
5 Profiling - ABMS/AQA 10/7/2014 3:09:14 PM |
5 Profiling - Criminal Convictions 10/7/2014 3:09:33 PM |
6 Review 10/7/2014 3:10:33 PM §
58 Questlonnaire 10/7/2014 3:17:02 PM '

Verification Page
The following is a copy of the verification page that was presented to the user upon completion of the Online Service

The information you have submitted in the previous steps is provided below.

If any information is incomplete or incorrect, return to the appropriate step to make additions or corrections by clicking the Previous
button located at the end of this section. Note: Do not use the Back button on your browser.

Use your browser's Print command to print this summary for your records.

Application for License Renewal

License Number: PY 36557
Name: Marilee Ann Hanson

Drivers License:
Is license current?

Designated 710 East 24th Street Phone: (612) 870-1334

Address: Suite 403 Email Address: mshfront@gmail.com
Minneapolis, MN 55404 Web Site:

Private Address: {Same as mailing address)

Hospital Staff Privileges

Facility City State Type of Privilege
Fairview Southdale Hospital Edina ‘MN Active
Fairview Riverside Hospital Minneapolis ‘MN Active
!Abbott Northwestern Hospltal Minneapolis MN Aclive

Continuing Education
The residency or fellowship program were converted into number of

years:
Years iDescription
0 |Residency Program

0 [Fellowship Program
Required Hours: 75
Category 1 Course Hours: 95
Category 1 Equivalent Course Hours: 0
Total Reported Hours: 95

You are certified by an ABMS, AOABPE, RCPSC, CFPC specialty board
during your three-year cycle or'are currently participating in MOC,
0OCC, or the RCPSC equivalent?



3/16/2018

BREIE T

Home Onlne Services  User Admin

User Admin

Online Service History Detail

RS Nt

BMP Portal - Online Service History Detail

Welcome Wendy Boswell! | Logoff

Search and maintain all registered users

(Use Back button to return to summary page)

9/24/2013 2:36:02
PM

User Name: Marllee Hanson Start Date:

Service License Renewal - Complete 9/24/2013 2:49:11
Name: PY Date: PM

[seap ¢ steprite o S
i 1 Information

|2 Verify Information

'3 Privileges & Continuing Medical Education

:4 Practice Questions

5 Proflling - Practice Addresses

!5 Profiling - Post Graduate Training

i3 Profiling - Post Graduate Tralning

s Profiling - ABMS/AOA

|5 Profiling - ABMS/AOA

'5 Profiling - Criminal Convictions

6 Review

7 Prescription Monitoring Program Registration

Verification Page

Reported Evvors

s:ep ;‘-ubmstmd
9/24/2013 2:36:22 PM
9/24/2013 2:37:07 PM
9/24/2013 2:38:25 PM
9/24/2013 2:42:24 PM
9/24/2013 2:42:50 PM
9/24/2013 2:43:00 PM
9/24/2013 2:43:00 PM |
9/24/2013 2:43:20 PM
9/24/2013 2:43:20 PM
9/24/2013 2:44:02 PM
9/24/2013 2:45:29 PM
9/24/2013 2:45:47 PM !

The following is a copy of the verification page that was presented to the user upon completion of the Online Service

The information you have submitted in the previous steps is provided below.

If any information is incomplete or incorrect, return to the appropriate step to make additions or corrections by clicking the Previous
button located at the end of this section. Note: Do not use the Back button on your browser.

Use your browser's Print command to print this summary for your records.

Application for License Renewal

PY 36557
Marilee Ann Hanson

License Number:
Name:

Drivers License:
Is license current?

Designated 710 East 24th Street Phone: (612) 870-1334
Address: Suite 403 Email Address: mshfront@gmail.com
Minneapolis, MN 55404 Web Site:
Private Address: (Same as mailing address)
Hospital Staff Privileges
[Facility {City State Type of Privilege
Fairview Southdale Hospital Edina MN Aclive
Fairview Riverside Hospital ‘Minneapolis MN Aclive
Abbott Northwestern Hospital Minneapolis N Active

Continuing Education

You are not required to report Continuing Medical Education hours this renewal period. You will be required to report CE hours the next

+  renewal period ending 10/31/2014.




3/19/2018 BMP Portal - Service Form

Home Onlirie Services My Services Search
Professional Profile

Profile Details

Warning! It is a federal crime to knowingly transfer or use a means of identification of another person by using the information displayed in this web page and conlents in any
attached link and/or documents, with the intent to commit, or to aid or abet, any unlawful activity that constitutes a violation of Federal law (ldentity Theft and Assumption
Deterrence Act of 1998, 18 USC 1028 (a)(7) with Maximum Penalty 25 years' imprisonment/$250,000 fine) and any applicable state or local law, such as Minn. Stat. 609.527

Identity Theft.
Professional Profile: Marilee Ann Hanson 2 New Search
License: Physician and Surgeon - #36557 | Print ]

Licensee Public Information

Licensure Designated Address: 710 East 24th Street

Suite 403

Minneapolls, MN 55404
Web Site: Birth Year: 1961
E-mail: mshfront@gmail.com Gender: Female
License Information
License Number: 36557 License Type: Physician and Surgeon
Expiration Date: 10-31-2018 Grant Date: 03-09-2002

License Status: Active

Disciplinary Actlon: No
Corrective Action: No

Disciplinary Actions by Other States (Reported to the Board since July 1, 2013): No

Education

Medical School: STANFORD UNIVERSITY SCHOOL OF MEDICINE, PALO  Degree: M.D.
ALTO USA

Location: Palo Alto, CA USA Date: 06/16/1991

Practice Locations (Self-Reported Information)

Primary Location: MILDRED S HANSON MD., PA. Secondary Location: N/A

710 E 24TH ST

STE 403

Minneapolis, MN 55404 ’

Phone: 612-870-1334 Phone: Unknown

Post-Graduate Training (Self-Reported Information, Not Verified by Board of Medical Practice)

Program Specialty Start Date End Date Completed
University of California, San Francisco Obstetrics and Gynecology 00/00/1991 00/00/1995 Y

Area of Specialty (Certified by American Board of Medical Specialties or American QOsteopathic Specialty Boards; Refer to the Note at the End of this

Page)
Source Board Certification / Sub-Certification
ABMS Obstetrics and Gynecology Obstetrics & Gynecology

Criminal Convictions (Self-Reported Information)

Type Crime Description Conviction Date Court of Jurisdiction Sentence/Comment
i Direct questions and comments about these results to Minnesota Board of Medical Practice, "
[ﬂ'"_‘J Telephone: (612) 617-2130 e-mail: medical.board@state.mn.us Ll_’ri_nl_,
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Disclaimer

The Minnesota Board of Medical Practice provides this information as a service to the public. The Board relies upon information provided by licensees to be true and accurate.
Information that is self-reported by the provider has not been verified by the Board. The Board makes no warranty or guarantee concerning the accuracy or completeness of the self-
reported information contained on this web page. Neither the Minnesota Board of Medical Practice, nor any source of information on this web page, shall be responsible for any errors
or omissions, or for the use of this information.
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