STATE OF CALIFORNIA — STATE ANO CONSUMER SERVICES AGENCY

) AT e Ty

PETE WILSON, Govemnor

: oA MEDIGAL BOARD OF CALIFORNIA
R HE LICENSING PROGRAM e
1426 Howe Avenuo, Sacramento, CA 95825-3236 gEDICA( BOEE
AN (916) 263-2499 F CALF OF 1Nl

o0 10 APBLICATION FOR PHYSICIAN AND SURGEONS6.41 15, —
v of W EXAMINATION OR LICENSURE oy 1tg

' h T, ) D
Please READ all instructions prior to completing this application.  ALL questions on this application must be answered” 3 :
supporting documents must be submitted with this application as per instructions. ’
USE

Please type or print neatly. When space provided s insufficient, attach additional sheets -h Bar. /-\

e .

2. Other names you have used (include malden name):

4. Acdms_; Number and Street/Rural Roule {include apartment numb;'if any) 5. Sex: BK Female [J Male

City

‘ 6. Telephone Number:
Home:
Work:

* _____ 3

7. Date of Birth; Mo/Day/Yr alifornia Driver's License Number, If applicable:

___| Place of Rirth: Nl

9. Are you a U.S. cilizen?

es F\lo
If you are an internalional madical school graduate, you must provide an original full and unrestricted license to practice megicine In another state o
'rcounlry. OR officlal documentation of U.S. citzenship, OR an official Dac aration of Intgnl__@ﬁe_gome a U.S. dilizen.

o

10. Have you ever filed an application for physician and surgaon examination or licensure in California? O Yes Q No e
IF YES, PLEASE GIVE DATE PREVIOUS APPLICATION WAS SUBMITTED AND ATTACH ANY APPLICATION MATERIALS YOU MAY HAVE RETAINED.

11A. List the names and addresses of al) colleges or universities attended where pre-professional, postsecondary
instiuction was feceived. Please submil official transcripts with the school seal affixed for sach school attended.

Nama : Address'-” Dalas of Artendancs
s

Oberlin Oberlin, Ohio 9/83-5/88

11B. Check whether the following premedical courses were successfully compieted and show where completed:

1 Coursa Yes | No o Name of College or Unliversity o )
Chemistry X San Francisco State

 E— . . ——
Physics X _ . San Francisco State . I
Blology or Zaokogy X San Francisco  State

12. List the names and addresses of all schools where professionat medical instruction was received, and, where appiicable, the

degree awarded. PLEASE SUBMIT: 1) an original Certificate of Medical Education (Form L2) and official transcripls with the signature of the
doan or registrar and the school seal affixed from each schoot attended; and 2) an original medical diploma and a photocopy.

_ ScnoolName Addess [ Place of Instruction __ Dales of Attsndance Degree Awarded |
fledical College of | 2900 Queen Lane |  Phila, PA | 8/93-5/97 . MD
erninsy lyvania , !

DOCTOR OF MEDICING DEGREE. as isfercincad abov: iNotel A LS rj';q(iua'ts‘_vnjta‘y it l“;-u of the cr_igma'it. submitan sfficial cefifiny pliotocepy that bas the

school seal affixed snd tha sigraiLes af .o rpgistrae exntifying authenticily. |

Name of Medical School Address of Medical Schoo) Exact Dale of Issuance
Medical College of 2900 Queen lane, Phila, PA 5/23/97
—-Per Pvania. —— - :
* MMW ulscm's'géu_- OF SOCIAL SECURITY NUMBERS ’
. Disclusue of your social security aumber jor fuderal empkoye: idenlification number [FEIN), if you are a pernarship) is inandatory. Seclion 30 of the: Business and
Profesaions Code sod Fublis Law 94458 {42 USCA 405{CN2)C)) auinerize calletiinn of your sacial security numbor. Your social 2acurity rumber or FEIN will be
ured exclusively for lax enfrcsmant purposes for Purposes of canplianca with any judgmant of order fee family suppor in accordsnoe with Seclion 11350.5 of Ihe
Waoiluro aid inslitlions Cade, or for verilizabor of honsurg or exarnination slatus by a licensing or exaniiralion entity which ublees a national examinalion and whare
licensure is rocipencal wilh the fequasting slate. N you fail lo discdose your snciel secwrily numbar or your FEIN, your application for initial ficensurn will ot be !
. rocessed AND ¥ou will be cepoitad e the Eranctise Tax Board, wikch may 23sess a $100 panally against you L hool Code

07A-100 (Rev. D7) — B
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MBC USE
ONLY
13. Have you taken any of the following written examinations: National Boards, other state boards, USMLE, SPEX, FLEX, or ¢
LMCC? ' : 0f Yes O No §
IF YES, UIST NAME, LOGATION, DATE AND RESULT OF EXAMINATION. SUBMIT AN ORIGINAL OFFIGIAL ExAMINATION HISTORY REPORT FROM EACH e
| EXAMINATION AGENGY. APPLICANTS WHO HOLD CERTIFICATION THROUGH THE EpucaTionaL Commission FOR Foreisn MEDICAL GraouaTes (ECFMG) ¥
WILL NEED TO SUBMIT AN QRIGINAL VALID ECFMG CERTFICATE PRIOR TO WRITTEN EXAMINATION AND LICENSURE. . g 5
Examinalion S Location j T - Dale Rosull i
e S— - -
- USMLE 1 : Philadelphia, PA : June 95. PASSED :
JSMLE 2 Philadelphia, PA . May. 1997 Passed O S
' S At . ' Ma 8 . i
USMLE 3 San Matea, CA. . | ay ‘199 Pending. .
[ - - -
14. Have you ever besn licensed to practice medicine in any stale or country? _ M Yes [k No [l
IF YES, LIST STATE OR COUNTRY, LICENSE NUMBER, DATE ISSUED AND DATES OF PRACTICE IN EAGH ISSUING ACERCY'S JURISDICTION.  SusMIT. A LETTER ‘, 4

oF GOooD STANDING FROM EACH STATE IN WHICH YOU ARE OR HAVE BEEN LIGENSED PLEASE INCLUDE TEMPORARY, TRAINING, OR PROVISIONAL LICENSES, - B {.(

State or Counlry l License Number ! Dato of Issuance Datas of Practica in thal Jurisdiction )

|
!
15A. Are you curranlly, or have you ever been, a participant in a postgraduate fraining program in a facility in the U.S.
or Canada? : Mves O No
IF YES, ST NAMES AND ADDRESSES OF ALL FAGILTIES. SUBMIT AN ORIGINAL GERTIFICATE OF COMPLETION OF ACGME/CCME POSTGRADUATE

TRAINNG (FORM L3A/B) FROM EACH FACILITY. (Do NOT compLeTe Form L3A/Bs 70 DOGUMENT TRAINING RECEIVED IN RESEARCH FELLOWSHIP
PROGRAMS.) ALL TRAINING MUST BE LISTED, REGARDLESS OF WHETHER IT WAS SATISFACTORILY COMPLETED OR WIi.L BE USED TO MEET LICENSING

REQUIREMENTS, )
Facillty Name . . Mddress - Type of Sernvice Datas of Attendance
Sutter.Medical Center| 3324 Chanate Road Family Practice 07/01/97-06/30/98 SRk

of Santa Rosa Santa Rosa, CA_ . . .

QUESTIONS 15B ghrough 21:  For any positive response o the foliowing guestlotis, please provide ALL official documentation regarding

the matter in.adition to written éxplanations. 1f applicable, an applicant should alse provide official nearlng/court documents and original letters
 of explanation from medical sehool or fraining program diréctors of oiher appiopiiote authorities. . APPLICANTS ARE ALSQ REQUIRED 70
REPORT ANY MATTER THAT IS ‘PEN'DING ORIN WH[CH_CHARGE;@ HAVE BEFN DROPPED QR UNGED. -

15B. Have you ever withdrawn from, or been suspended, dismissed or expetied from a medical school or postgraduatg fraining
program? ‘ iea 0

16. Have you ever been charged with, or been found to have committed, unprofessional conduet, professional incompetence, | 3
| gross negligence or repeated negligent acts or malpractice by any medical ficensing board, other agency, or hospital or has any - lesg o
disciplinary aclion ever bean fllad or taken regarding any healing arts license which you now hold or have ever held, or is any such -
action pending? Include any disciplinary actions by the U.S. Mititary, U.8. Public Health Setvice or other

U.8. federal governmentai entily.  IF YES, GvE DETAILS BELOW. ) les

o saw " | Dat Charge - . Digposition

- No § 7

il
—e v

|
-
I}

07A-100 (Rev. 9/97)




MBC USE
ONLY

which resuited In a malpractice setllement, judgement or arbitration award of aver $30,000.007? es No
IF YES, GIVE DETAILS BELOW. -
Name of Claimani, ‘Location of Court

17. Has a claim or action for damages ever heen filed against you in the course of the practice” of nmélciicineﬂc;r. ani other haallhr—an

Erief Description of the Facts

18. Have you ever been denied a license, permission to practice medicine or any other healing art, or dented igsian e
an examination in any state, country, or U.S. federal jurisdiction, or is any such action pending? Fﬁ‘(s 0

IF YES, 6IVE DETAILS BELOW.

State ar Counlry Data of Denial : Reason for Denial

19. Have you ever voluntarily surrendered a license to practics in the healing arts Ifi this or anyrother state, or voluntarily
surrendered your narcotic {(controlied substance) permit (state or federal) to any licensing board or any other . '
agency, of is any such action pending? €$ 0

20, Have you ever had staff privileges in a hospital denied, suspanded, limited, revoked or not renewed for medical

disciplinary cause, or resigned from a medical staff in lieu of disciplinary or administrative action, or is any such actl
pending? Yas o

ne i an \
’ es 0

21. Do youi have any condition which in any way impalrs cr limits your ability 1o practice medicine with reaso
including but not limiled to, any of the following?

~ IF YEB, PLEASE CHECK THE AFPROPRIATE BOX(ES) BELOW! o . :

1 A condition which required admission to an inpatient psychiatric treatment facilty. -
€ Alcohol or chemical substance dependency or addiction. - .

O  Emotional, mental or behavioral disorder.

(3 - Other (explain): ]

FOR ANY OF THE BOXES CHECKED ABOVE, PLEASE SUBMIT.COMPLETE OFFICIAL INPATIENT AND OUTPATHINT TREATMENT RECDRbS, EV![IENCE OF ONGCING
REMABILITATION TREATMENT, AND A PERSONAL WRITTEN EXPLANATION. :

QUESTION 22 For any positive response to the folldwihg_ yuestion, please provide ALL official documeéntation regarding the
matler in addition to writtéh explanations, Ifapplicable, an applicant should dlso provide official hearing/court documents and
original letters of explanation from appropriate authorities. ' L i

22. Have you ever been convicled of or pled nole contendere to any violation (including misdemeanors and felonies) of-any
federal, slate or local law of any stalte, the United States, or a foreign country or any violation relating to the possession, use, .
itegal sale, transportation, manufacturs, distribution or dispensing of controlled substances, or is any such action pending?

(Exchide violations of raffic laws, including speeding, which resulted in fines of $300.00 or less.} IFYES, give details below..

es
HEEN

YOU ARE REQUIRED TO UST ANY CONVICTION THAT'HAS BEEN SET_ASIOE AND_DISMISSED OR EXPUNGED, OR WHERE A STAY OF | )
ISSUED.

Viokition and Location Date ) Ponalty or Disposition

| _07A-100 (Rey. 9:97)




PHOTO DECLARATION '
| hereby declar: under penalty of perjury

under the laws of the Slale of Californla, -
. that the phclo ol mysell atigched hersto,

-tskﬂn on or about -
‘my age then being - yoars;
i cotoc ot ror_J

mny zolkr of ayes

my height
my weighl

and idenlifying marks are

'] Notice: Al items in this application are mandatory; none are valuntary. Failure to provide any of the requested | informalion will delay the .m:cosslng of your applkatlon
The information provided will be used 1o determina your qualifications for licensure per Secfion 2080 of the California Business and Professions Code, which authorizes
| “the collaction of this information. The information on your application may be transferved ta other medical licensing autherities, the Federation of Stata Medical Bodrds,
or other uovnmmental ar law enfarcement agencies. You have the right to reviow your application subject 1o the provisions of the Infortnation Practices Act. The
prc:grarn Manager of the Licensing Program is the custodian of recards.

STATE OF _ / ,X/& M’

COUNTY OF _ ) L NOTARY

The applicant, m )JO(A, /07[ g/#f/‘ , being first éuly sworh upon his/her

PRINT FULL NAME OF APFLICANT
aath deposes and says tha h2 is the person herein named subscribing 1o this application; thau-;q@’has read the complela

e

¢ Appllcam
! Detlaratién/Sighature

.application, knows the full contenthereol, and declares that all of the information conlained hersin and &vidence or other credentials -
submilted herewith are true and correct; that he/she is the lawful holder of the degree of Doctor of Medicine as prescribed by this
apphcalaon, that the same was procured in the regular course of instruction and examinalion, and that it, tagether with afl the

credentials submitted, were procured without fraud or misrepresentation or any mistake of which the applicant is aware and that the
applisant is the lawful-holder thereof. Further, | hereby authorize ali hospilals, inslitutions or organizalions, my references, personal
phyf;imans smployers (past, presert and future), business and professional associates (pasl, present and fulure), and alt government
agencies (local, state, federal or forelgn) to release lo he Medical Board of California or its successors any information, files or records,
including medical records, educational records, and records of psychiatric treatment and treatment for drug and/or alcohol abuse or depen-
dency, requested by that Board in connection: with this application; or any further or future investigation by that Board necessary o
determine my medical compatence, prolm:;mnal conduct or physical or mental abilily to safely engage in the practice of medicine.

| further abthorize the Medical Board of Galifornia or its successors fo release o the organizations, individuals or groups listed above any
lnforrr'atow which is malenal ls! lhus aaphwhon or any nubanupn: licensupe. ! further acknowledge that falsification or misrapresentation of
a hearing lo revoke the same, if issued.

SIGNATURE OF APPLlCANT:

\% (PLEASE WRITaf F"
Signed and sworn ta before me this. day of _ :

ISABELLE VON TOBEL
COMM. # 1065761 z
Notary Public — Cafifoia =
SONOMA COUNTY
My Gomm. Explrea APR 13, 1999

(—g;;:’) 10T,

Al )R-':’:G

My commission expires _ '25 z 3/[ 7}

T3S ANVYLON

074-100 {(Ruy, 9/97)
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STATE OF CALIFQRNIA — STATE AND CONSUMER

SERYICES AGENCY

Rt MEDICAL BOARD OF CALIFORNIA HE— GLlb E-ILJ
=, 25 EVET AL LICENSING PROGRAM N CRAL égAEEJW
CoRsum o 2 .f L HR.",:, T A NC 1426 Howe Avenue UFD(IJ A'?JFOF’N
A ffairser SRR U1 Sacramento, CA 95825-3236
cq 1YL 15 PH Y (916) 2632499 98 UL 13 PH 3: 42

108 OF(}E&WICATE OF MEDICAL EDUCATION

r\\'
IR RE

;

Philadelphia

This cerlifies that Kelley Sue Pfeifer

FULL NAME OF APPLICANT

Medical College of Pennsvivania
~ NAME OF MEDICAL SCHOOL

___ August

MONTH

of enrolled in

ADDRESS WHEN ENROLLED

¥ BA .
LOGATION . - =~

e s v o,

onthe 18t dayof

Premedical Educaion:  Two years of praprofessicat postsecondary educalion, including the subjects of physics, chemistry,

and biology (Business and Professions Code Section 2088).
Oberlin Ccllege 9/83-5/88

CATES

EDUCATIONAL INSTITUTION ~
Advanced Credils.  Gredits previcusly obleined at an approved medical, dental, or osteopathic schocl. s

MEDICAL SGHQOL TOTAL CREDITS OATES
The undersigned further certifies that the records of this institution show that _ghe attended in this institution 4 _
SPECIFY NUMBER

years of resident instruction of _approx. 40 - weeks each, completing at least 4,000 hours, of which al least 80 percent actual
NUMEER OF W[D(S

attendance is requirad, in the subjects sel forth hereunder (Business and Professions Code Section 2089), and that:
D_he withdrew from

8 he was grantec the degree Bachelor/Doctor of Medicine by ~ OR

the atxove mentioned meadical school on the 23rd day of May 19 87
MONTH

Anatomy X Dermatology X Preventive medicine, including Nulrdtion X
Otolaryngology X Emobryology P4 Physical Medicine X
Obstetics and Gynecology X Histology X Therapautics X
Radiology, including Radiation Safety X Human Sexuality as defined in Soction 2090 X Neuroanalomy X
Tropical Medicine X Medicine X Chiid Abuse Deledtion and Treatment
Physiology X Surgery, including Orthopedic Surgery x Geriatiic Medicine x
Bmhemn,»ry X Urology b4 Fediatrics X

Pathology, Bacteriology and Immunology X Psychiatry X Pharmacology X
Ophthaimology X Neurology X Anesthesia X

Alcoholism and Chemical Dependency Family Medicine«+

Spousal or Partner Abuse Delection & Treatments«+
* Each school where professional medical instruction was received MUST complete one of

these forms. If more than one school was attended, photocopias of this blank form may
be made and yéed. Note that photograph and all enfries to the form must be original.

applicable to medical students who graduate from medical school on or
1, 1598

_+++ ONLY applicable to medical students who enralled in medical school on or after
Se_ptember 1, 1994,

. TRANSCRIPTS FOR ALL ADVANCED CREDITS AND MEDICAL SCHQCL CREDITS
MUST BE SUPPLIED WITH THIS CERTIFICATE
- -




wlu;;lggf‘_ T 1 e Ve N L T " MY ot ey
it !

STATE OF CALIFORNIA — FTATE AND CONSUMER SERVICES AGENCY

PETE WILSON, Governor

MEDICAL BOARD OF CALIFORNIA
Qg.;‘_‘_ LICENSING PROGRAM
Consumer : 1426 Howe Avenuse, Sacramento, CA 95825-3236
Affairs (916) 263-2499

CERTIFICATE OF COMPLETION OF ACGME/CCME POST GRADUATE TRAINING

To be completed by the facility far. every medical school graduats completing postgraduats training ‘in the United States or Canada.

Last Neme of Trainee ' el Rama ' Midde It
Pfeifer Kelly S, J.

SoeTai ~S-‘;curll',/ Number

Sutter Medical Center of Santa Rosa 3324 C@mte Road Santa Rosa, CA 95404

Name of Program Director: L ) .
Marshall Kubota, MD.- g /4"( ~2 “

Signatua of Program Director Dele Signed:

N | July 7, 1998 o
List Categarical Spedsily Aroa of Tralining Complatad byTralnee: ,Data Training Comme Date Trainkyy Comgplotad:
‘ Fanily Medicine 07/01/97 07/01/98

1 the baining wes rotating o tranaitional, llst tha specti rotalions*and tha number of Wwobis spent In each (SEE THE REVERSE FOR INFORMATION ON SATISFYING THE GENERAL
MEDICINE TRAINING REQUIREMENT): ’ '

Adult Medicine 12 weeks , Musc/Skel 4 weeks Gyn 4 weeks
0B 12 weeks Peds § weeks Vac/Ed 4 weeks

£l

&

Name of the Dirdtior of Medical Education:

Marshall Kubota, MD : ' Sutter Medical Center of Santa Rosa

33 24} Chandte Road

Cay Steta Zp Code
Santa Rosa ' I

ATTENTION PROGRAM DIRECTORI )

I TRAINEE IS IN HIS/HER EIRST YEAR OF POSTGRADUATE TRAINING,

: ::E_NQ_T_SIQN_QR.DATE THE STATEMENT BELOW UNTIL
AFTER THE COMPLETION OF THE TRAINEE'S LAST DAY OF TRAINING.

I hereby declare under panally of perjury under the laws of the State of Califomia that the above
statsments are trug and correct and that the fraining program is approved by the

ACGME or the CCME to offer the type and tevel of training compleled by the applicant

and thal the applicant was frained In an approved ACGME or CCME program.posjtion.

Smm"%’“ alog” Do Sigpdfii =
2 I\‘/ -uJ . "‘;
= 7. 1998, %

NOTARY SEAL, DATE AND SIGKATURE MUST BE 4SHEDTS CERTIFY TRAIEG. -

~

WL
T e -
. -,




STATE OF CALIFORNIA — STATE AND CONSUMER SERVICES AGENCY PETE WILSCH, Govemor

MEDICAL BOARD OF CALIFORNIA

“cg:ﬁum_d LICENSING PROGRAM
Consumer 1428 Howe Avenue
Affairs Sacramento, CA 85825-3236
(916) 263-2499
CERTIFICATION STATEMENT
This is to certify that ___ Kelly Sue  Pfeifer MD

(Name of Physician)

is in an approved ACGME/CCME postgraduate training position that commenced on

July 1 , .19 .97 and is expected to be completed
on June : 30 2000 in Family Medicina
Month Day Year (Type of Training)
at Sutter Medical Center of Santa Rosa - /

(Name and Address of Facility)

3324 _Chanate Road. Santa Rasa . CA 9”404

AFFIX OFFICIAL HOSPITAL SEAL
OR NOTARY SEAL IN THE BOX
AT THE LEFT.

"I hereby declare under penalty of perjury under the laws of the State of California that the
above slatements are true and correct and the facility is approved by the ACGME or the
CCME to offer the type and ievel of training completed by the applicant and that the
applicant is being trained in an approved ACGME or CCME program position.”

Marshall Kubota, MD
{Type or print name of Director of Medical Education)

“7‘5%(;&_,

Al (Signature of ﬁir/ectm of Medical Educatwon

July 2, 1998
(Date) (Telephone Number)
NOTE: Do not use this form in lieu of Form L3A, "Certificate of Complation L4
of ACGME/CCME Postgraduate Training.” ormerly
07A-107-14 (297) ;z::ﬁa}; '
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06/30/2014 09:08 FAX 5102381388 CA HEALTHCARE FDM ‘ #@001/007

BUSINESS, CONSLMER S8ERVICES, AND HOUSING AGENCY - Department of Consumer AMgirg EDMUND G, BROWN JR., Governsr
——— e e ———— e — =

MEDICAL BOARD OF CALIFORNIA

Licensing Program

CHANGE OF ADDRESS FORM
Please fax to (916) 263-2944 or mail to
Medical Board of Californig, at the below address.
PLEASE PRINT ALL INFORMATION CLEARLY,

LICENSE/REGISTRATYON NUMBER:| A66577 /
NAME: Pfeifor Kelly / Sue

LAST _ FIRST / (FULL) MIDDLE
PREVIOUS ADDRESS OF RECORD: |

201 3rd street, Tth floor

San Francisco || - CA 94103 us

cITY STATE ZIP COUNTRY

Please allow ounly 30 characters per line for your Address of Bécord,
PLEASE CHANGE MY ADDRESS OF RECORP TO: .

us -
COUNTRY

STATE e COUNTRY

SIGNATURE & DATE

07A-08 Ravised 112013

2003 Evergreen Street, Suite 1200, Sueramento, CA 95K15-3831 (316) 263-2382 (800) 633+2322 FAX: (916) 26312988 Wonw,mbc.ca.g0V



12/16/14
Medical Board of California
2005 Evergreen Street, Suite 1200

Sacramento, California

RE: Kelly Pfeifer, MD A66577 (expires 3/3 1/1016) address change

/

d send me a revised pocket card?

Dear Medical Board,

Would you update my new work address in your system
Kelly Pfeifer, MD
California HeaithCare Foundatio

e, -

1438 Webster Street, Suite 400

—

Oakland, CA 94612

Work email:

Personal email:

Thank you, and fappy holidays
Kelly Pfeifer,



Eok

SAN FRANCISCO 201 Third Street, 7th Floor * San Franclsco, CA 94103
HEALTH PLAN’ (415) 547-7800 « FAX (415) 547-7821 * www.sfhp.org
Here fuoi yon ‘ B

X oo W
N2

Medical Board of California y
Consumer Information Unit R
2005 Evergreen Street, Suite 1200 \}
Sacramento, CA 95815 - 2

AN

January 13,2010

To Whom It May Concern:

Please change the address of record on www.mbg.ca.goy . My license Is AB6577 and my new -
address is:

201 Third Street, Floor 7
San Francisco, CA 94103

if vou need further information, or for confirmation of this change, please call me at- '
‘or email me at

Sincerely,

Kelly Pfeifer, 'MD

Page 1 of 1
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(WU INUYL DL AL

Medical Board of California — Physician's and Surgeon's Initial Renewal ' '
' . ) ; EXPIRATION AMOUNT /) 2(0
LICENSEE NAME . : LICENSE NO. DATE DUE NOW
PFEIFER, KELLY S A66577 03/31/14 $808.00

CENSEE MUST CHECK CORRECT BOXES oo SIGNATURE REQUIRED N
Completed Continning Education i ] declare under penalty of perjury/nder the laws of the Stte

California that all
, o statements, answers, and repregéntations on this form, including supplementary )
Change of Address (fill in reverse side) .

1
1
1
i attached hereto, are true, ¢ plete and accurate. ‘
H |
Convistion Disclosure — Yes I w‘
; :
¢ 1
Conviction Disclosure -~ No - J;_ / ' .7 / /% !
: i Signature _ 4 - Date y ]
Family Physician Training Program ($25) e o e o 2 e A 0 5

ENTER YOUR PHONE NUMBER FOR REFERENCE:

LODTED

£30101000001000020006L5774010331140008080000088L00

CHANGE OF MAILING ADDRESS PFEIFER, KELLY S ] A66577

Street Address (this address is public information except when a PO Box is used for the public address of record; this address then becomes confidential)

LU LTI T T T LTI T T T I T TP TTT]
AEEEEEENEEREENEEEEEEEEEEEEEEEEEEREEN

City State Zip

PP P T T TPy B0 CEET -0 T T

PO Box (if used, must provide a confidential physical sireet address, above)

NN EEEEEEENEEEEEEN

City State Zip
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P ]

Viedical Board of California — Physician's and Surgeon’s Initial Renewal | ‘ AMOUNT DUE IF

EXPIRATION AMOUNT POSTMARKED AFTER
LICENSEE NAME LICENSE NO, . DATE DUE NOW - APRIL 30, 2016
PIEIFER, KELLY S A66577 03/31/16 $820.00 $898.00
CENSEE MUST CHECK CORRECT BOXES 3 “D” © SIGNATURE RI:QUIRED E
L Completed Continuing Education ! Ideclare under penalty of petjury under the laws of the State of California that all §
- . . i statements, answers, and representations on this form, including supplementary N
E Change of Address (fill in reverse side) ! ;
¢ attached hereto, are true, complete and accurate. :
el Conviction Disclosurs - Yes E . . f
. \ t
i 1
" Conviction Disclosure — No i / //K/// )/ | b //6 :
: Signature ' Date :
F Femily Physician Training Program ($25) o e e 2 1 o e s s
: ENTER YOUR PHONE NUMBER FOR REFERENCE:
“G* Financial Interest Statoment-Read instructions above

EBDIDIUDDDDLDDDUEDDDEE5??EI.EIlDBBllEDDU&EDDDDUDB‘iEUD

CHANGE OF MAILING ADDRESS PFEIFER, KELLY S AG66577

UL REEMLG FHeRERET BEHE LGRS

Street Address (this address is public information except when a PO Box is used for the public address of 'reéord; this address then becomes confidential)

L L L LT TP T T P T PP P T T I I T ]
L LI T TP P T T T T T T T T TP T T T T T T]

City , State Zip

IIIIII'I‘II'II.I!II.IIIJIIIIlIIlillll-Lllll

PO Box (if used, must provide a confidential physical street address, abave)
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City State Zip
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License Type: : Physician and Surgeon A

license Number: 66577

File Number; 68560

Application: Physician's and Surgeon's Renewal
Application Number: 14482060

Application Date: 02/04/2018 (mm/dd/yyyy)
Application o — ‘

Middle Name: SUE
Last Name: PFEIFER
Birthdate: e ol el
Gender: Female

Aqu[

License Related Addresses
Address of Record (Required)
Warning: In order to protect your privacy and identity,
address will not be displayed.

Sinee- S€;
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?

| 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,

AT T T TR
1617795789170
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Page 2 of 3

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

Administration - 40+ Hours
Other - None

Patient Care - 1-9 Hours
Research - None

Teéching -1-9 Hours
Telemedicine - None

Zip: 66212 County: OUT OF STATE
Zip: County:

Zip: 94954 County: SONOMA
Zip: County:

Not in Training

Family Medicine - Primary

American Board of Family Medicine - Family
Medicine

3 Years

Foreign Language Proficiency
Web Site Profile

Spanish
Cultural Background - No
Foreign Language Proficiency - Yes

Gender - Yes

Biennial Rene\-f;al Fee
DUE TO CURES FUND
StephenM.ThompsonLRP
Vol.Funds

Total Amount Due;

$783.00
$12.00
$25.00
$100.00
$920.00

FIRER iR
1517795789120
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Page 3 of 3

Applications a

| declare under penalty of perjury under the Jaws of the State of California that all statements,

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

Signature: Date:
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