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GOVERNMENT QF THE DISTRICT @F)COLUMBIA

DEPARTMENT|OF Ecw- : LOPMENT
OFFICE OF LICE ITS
OCCUPATIONAL AND PROFESSIONAL LICENSING QIVISION
P

Comumission on Licensure to Practice The Healing Art
b 2

FOR OFFICIAL USE ONLY
ICATION TO PRACTICE THE HEALING ART ( _

IN THE DISTRICT OF COLUMBIA APPL.Now | 2= G R » (42
[ ] Examination EXAM DATE

Endorsement of FLEX ;
a ) weosenoZ Y £
[ 1 Endorsement of National Board

Diploma DATE ISSUED 7:2
(& Reciprocity ’

(Check Cne) DENIED
REMARKS

METHOD OF HEALING (Check one): [ ] Osteopathy & Surgery D Medicing & Surgery [ ] Chiropractic { ] Other (Exphain)

1, NAME: _ First % dle Maiden Last ‘
A L Nk 7SS00 A ' /‘%? THRA
2. BIRTHDAY:_ _Month Day Year 3. BIRTHPLACE: City_ County State
\ e 7
4. CURRENT ADDRESS: Number ° Streec City State Zip Code Phone No.
,.’ - - PR A ~ 7 2 " r E -
Duration of residence at above address: ~From : To -
2 RS | Juey s /76F PRSENT
5. EDUCATION (including Pre-Medical) Dates Attended Degree
Name of College or Ugiugrgity Location From To Received
— . ® S FF Ty . y
s T I T m{gé B Sr a0 whapk /59| 6/64|  #.s
- - : 7 77
Vi 20 Y2 R R ’ 23| 67| D
" e TR S 4 d

6. TRAINING AND PRACTICE since date of graduation to the present. Include periods of unemployment and other employment.

Emplovyer Address From To 5 _
/‘-??/(c;f}’/wﬁ Y G i Svpner Soar il whprid ol 1//67 f/""/ 8§
A0 i P Aesp TAL 1IEHH FLleni X Hex A N Y 7"/'/(5 /ﬁ CICr 27

I 4
/0GP




7. REFERENCES: List the names and full mailing addresses of 3 personal aca'uaintances, not relatives, who have knowledge of
your character and professional practice; or give the name and address of the chartered State or County Medicol Society or
other Sociely nearest your residence.

NAME ADDRESS
AWereep T Whesgms D 2090 A5 ER ANy BT . ALY A Y 10048
AOEL 8. rownrirgepr M-D 2 PRk Laue ; Dox Skts Loy L4 ppiid,
Aok 7T FEL TDN M0, (éwzwgi/ ','(?aaﬂ ’//D/;‘:.,-Q,ggji- ¢ ALY /P b

8. PREVIOUS LICENSURE: Give the following information concerming the license on which reciprocity is requested. (If no previous
licensure, indicate ‘“none"'.)

Jurisdiction of Issuance License Number __Date of Issue Basis

AR LAND DO¥ERAE Tan, aa 970 | Luosnnsrron
Give complete mailing address of the board which igs the abouve license: %

Loy Cormenent Sx  Lpirimnre MR YLianD  Fd0)

9. State specifically the specialty, if ony, and the limit of such specialty:

Cbsrerrser  gmp  AnECo ce Gy
10. HAS LICENSE }/?\%R BEEN DENIED BY ANY BOARD, OR S USPENDED, REVOKED, OR SURRENDERED FOR ANY
REASON? If “Yes”, give full details on an attached sheet. N

11. DECLARATION OF INTENT: As a part of my application for a reciprocal license to pmctice the Healing Art in the District of
Columbia, I hereby declare that it is my intention, if issued a license, to practice the Healing Art in the District of Columbia,
in accordance with Section 2-121, D.C. Code, 1967 Edition.

12. If endorsement of FLEX certificate is requested, give date and place of examination: ]

13. HAVE YOU EVER BEEN ARRESTED, INDICTED, CR CONVICTED OF ANY CRIME (other than minor traffic violations) # V1%
If ““Yes"”, give full details on attached sheet,
14. HAVE YOU EVER TAKEN AN EXAMINATION IN THE BASIC SCIENCES OR ANY EXAMINATION IN THE HEALING ART

UNDER THE AUTHQRITY OF THE COMMISSION ON LICENSURE TO PRACTICE THE HEALING ART IN THE DISTRICT
OF COLUMBIA? If “Yes”, give date and type of examination:

15, APPLICANT’'S CERTIFICATION
I hereby certify that the statements contained in the foregoing application are true and that I am the iden-
tical person whose history of education, practice of medicine, or otherwise, is contained herein.

It is understood and agreed by the applicant that any information contained in this application may be
furnished to any State Medical Board or similar organizatian having an official and legitimate need for same.

/\/

[
Signature of Applicant: _ Sl tikent

ﬂéﬂ'%q"ﬂ“ AL Date: FCbiicars 43 /97
& ¢

, 7. a
SUBSCRIBED AND SWORN TO BEFORE ME THIS :_;; IZ’ ‘ DAY OF 9}/&4—-:—% , 19 7‘2-,
Signature of Notary Public __¢ S le A, (ks
{Sea! of Natary Public) m% m York

2840088 Oual. I Quosm Co.
bh‘.. fled ta Mew York Gou
Cammission Expires March 30, |



BIOGRAPHICAL DATA ON PHYSICIANS
RECEIVED

from the Biographical - Historical files of
American Medical Association

535 N. Dearborn St. APR ?0 ,'972

Chicago, Illinois 60610

Department of
April 5, 1972 INVESTIGATION

This form is provided for your convenience in waking routine inquiries regarding physicians sceking medical
licensure in your state, hospital swff privileges or faculty positions.Please enter on this form data you wish verified and

mail to the Member Services Unit of the AMA. 3

Jeeva: Ramkissoon Mathura L/ /
Full name of M.D, R
1/

Place of birth .. Date of birth ___ =
S New York
Professional Mailing Addeess Harlem Hospital, 136th & I.-em_ax Avenue New York, New Yor

Medical Education: :// J/
196

i i Wshington, D.C.,
School Name Howard University, — ‘ — . _M.D. Degree
(Year)
Internships:
Hospital Location Dates
_ - ro.
—_— — > o
Residencies and Fellowships:
Hospital Location Dates
_ to
R
M.D. Licensed to Proctice Medicine in the Following States:
\i/ V(P A/ e
State Year [ Les State __/ - —Year_* 7 _ [ . State Year
Inquiry Submitted by - ? "Q : Title
(Your Name Here)
- City-Srate =
(Affiliation - Licensing Board, Hospital or Medical Schoal)
AMA ttment of Investigation vev YES
Department of Investigation MEMBER OF AMA L/
A PR SR
m/ Our records do not reveal any derogatory information. M NO

D See attached memo for comments regarding applicant.

A check mark (v) indicates that the data given corresponds to that listed in the AMA Master File of Physicians. Any
discrepancies are as noted.

Date é/- /g)' )L; 52;"‘&/-:) é%'d/f’.dﬁ,_
‘\ [74

i
Joan Alvarez,
Member Secvices Unit



NAME MI\TH\J'RL\) JEE VAN R

A

1.

2.

3.
- statement from internship hospital (excepb—Recipreeity)

Applications Examiner

1.

3.
b.
5.

6.

tiong C

Is photograph attached
Is internship certificate (or notarized copy) or certified

is application form signed and notarigzed ~
M

Notarized copy of medical diploma or certified copy or
medical school transcript (exc

ept—Reviprocity) /
Notarized copy of ECFMG Certificate (foreign grads only)
Fee attached

File folder attached (Re-examination applicants only)

B

(Applications Clerk)

Applicant is at least 21 years old ‘/
Applicant has accounted for all practice since M.D. degree il
or (Reciprocity only) since issue of base license &
Method of healing L3

. . (indicate)
Applying for license by %@%_
icat

(Examination applicant only)
&, Applicant asks exemption from Basic Sciences fia
b. Questions have been received directly from other Board

(Reciprocity applicant only) ..4{,
&, Written licensing examination by
icate
b. Has provided information re base license L~
c. Has practiced at least one year out of the last three
years immediately prior to this application and since L

_ issue of base license
(7 d. Applicant has been previously examined in District of Col. Jo’::,
yes or no

7.

(1) Exam taken and failed here before base license -
(2) Exam taken and failed here after base license ,
Applicent has submitted proper fee &)_e?
t
. a%o(

Applications Examiner)

(OVER)



Rispopdbion

1. d to applicant by
~ % % (date) (1nitials)
2. Accoptod. Form 52 praparadf;_;/_, 7

ggg;ic ations Clerk

8
1. Assign application number and enter in journal .3

2. Proceess fee ~

3. Prepare file envelope S —

4., Forward Form 52 ' ~

5, File envelope in "pending" file —

R W vest igatio;
. 2 /

1. AMA clearance received e

2, Police ¢learances received : '

3. Satisfactory references received g gt

L. Grades received and approved (National Board and FLEX only) I e

5. Licensure verified and reciprocity statement received e

(Applications Examiner)

EXAMINER COMMENT S 2

COMMISSION COMMENTS AND ACTION DATE:



i CERTIFICATE AS TO ISSUE OF LICENSE

TO THE COMMISSION ON LICENSURE, HEALING ART PRACTICE ACT, D.C.

THIS IS TO CERTIFY:
() THaT..deevan Ramkissoon Mathura : IS THE HOLDER OF AN OUT-

(Name of Applicant) s
¢ sTANDING, UNREVOKED LiCENSE To pracTice. Medicine and surgery

IN THE STATE OF ... Maryland..... ,SAID LICENSE, NUMBEREO

not numbered .. issuep.. January 22, 1970
{Date)
{2) THAT SAIO LICENSE WAS ISSUED IN ACCORDANCE WITH THE LAWS OF THIS STATE AS
FOLLOWS:

A. WITHOUT EXAMINATION. LICENSE WAS ISSUED ON THE BASIS OF ADIPLOMA

CONFERRING ON THE APPLICANT THE DEGREE OF:

ISSUED BY

{(Name and Locatlon of Medical or Other Schaol)

ON H
{Dateé of DIploma)
B. WITHOUT EXAMINATION. LICENSE WAS ISSUED BY VIRTUE OF RECIPROCITY

WITH THE STATE OF ON THE BASIS OF A
" LICENSE TO PRACTICE .c..civccrrmmemcrraniersimsasassanacetasnsssismnsuonns IN SAID STATE, ISSUEDQ
8Y THE LICENSING BOARD OF THAT STATE ON H
(Date)
C. AFTER SUBMISSION OF DIPLOMA AND AFTER REGULAR WRITTEN EXAMINA-
TION.

LICENSE WAS ISSUED AFTER THE APPLICANT HAD SUBMITTED TO THIS BOARD
A DIPLOMA CONFERRING ON HIM THE DEGREE oF...eckor. of Medicine..,

issueo arter ...k (FOUr hears oF stuov oF...Medicing
Howard University, Washington, D.C,

éNamn aéld Location of School or Collags)

on..June. 9, .1987.. ... ey AND AFTER REGULAR WRITTEN EXAM-
(Date of Graduation)

INATION COVERING THE FOLLOWING SUBJECTS (STRIKE OUT STUDIES WHICH DO

NOT APPLY) :

AT

ANATOMY; PHYSIOLOGY; BACTERIOLOGY; PATHOLOGY:  ENEX

PRI OBSTETRICS AND GYNECOLOGY; [0 0@ b bate e s g

SURGERY;
HEALING, IN WHICH EXAMINATION THE APPLICANT ATTAINED A GENERAL

AVERAGE OF ....... .« cecvvmceseensanens +....OUT OF A POSSIBLE 100.

. Chemistry,.. Therapeutics & Pharmacology. ... R

aTINEIesRsIeaneny

(ADD STUDIES NOT LISTED ABOVE)

(3) THAT A PERSON HOLDING AN OUTSTANDING, UNREVOKED LICENSE TO PRACTICE THE
HEALING ART IN THE DISTRICT OF COLUMBIA, ISSUED UNDER CONDITIONS CORRESPON-

DING TO THOSE SET FORTH tN THE PRECEDING PARAGRAPHS, AS HAVING FORMED THE



(3) (CONT.D}
B8ASIS OF THE ISSUE OF THE LICENSE THEREIN DESCRIBED, WILL UPON PRESENTATION
70 THE soarp...Of _Medical Examiners of Maryland

{(Name of Board Certifying this License)
OF SATISFACTORY EVIDENCE OF GOOD MORAL CHARACTER, AND UPON PAYMENT OF

THE PROPER FEE, BE LICENSED WITHOUT EXAMINATION TO PRACTICE THE HEALING

ART INTHE STATEBE District of Colimbia -

(4) REMARKS:

BOARD OF
BOARD SEAL) MEDICAL

EXAMINERS
OF MARYLAND

Karl F, Mech, M,D, + PERSONALLY KNOWN TO ME, BEING DULY SWORN,

DEPOSES AND SAYS THAT HE 15 THE PRESIDENT OF, Board of Medical Examiners Of Maryland
(Name of Licensing Board)
AND THAT THE FOREGOING CERTIFICATION IS TRUE TO THE BEST OF HIS KNOWLEDGE AND

BELIEF.

(SEAL)

April 24, 1972
(DATE)

Elmer G. Linhardt, M.D, PERSONALLY KNOWN TO ME, BEING DULY SWORN,

DEPOSES AND SAYS THAT HE IS THE secReTARy of...50ard of Medicsl Examiners of Maryland

{Name of Licensing Board)
AND THAT THE FOREGOING CERTIFICATE IS TRUE TO THE BEST OF HIS KNOWLEDGE AND

{NOTA RY PUB

BELJEF,

(SEAL)

April 24, 1972

(DATE)

-

INVESTIGATOR



/ Heokevs A5G
e | r

"s‘;&"“’ ' GOVERNMENT OF THE DISTRICT OF COLUMBIA FEE 81. 50
METROPOLITAN POLICE DEPARTMENT Per record

WARNING TO APPLYING AGENCIES. The Metropolitan Police Department does nof guarantes either the accuracy of the record
or that the Indlvidual whose racord Is fumished Is actually the same Individual whose record was mquested; to obtain accuracy, the
tecord of the Court Involved should be examined. Positive identification can only be determined by comparable fingerprints.
Records of arrests obtained from tln'glropolllun Police Department as detalled on this form are for convictions and forfeitures for the
past ten (10) years prior to the date of request of this record exclusive of periods of Imprisonment, it any. This record does not nfr:c' any
cases which may be currently pending before the Courts or cases where convictions have bean set aside pending appeals.
Chiet of Pollice

RETURN MAILING ADDRESS INSTRUCTIONS: TYPE or PRINT all informa-

r -1 tion. Fee $1.50 per Individual’s record must
PR PARTIAENT OF ECGHOMIC DEVELGIMENM) acconpany tequest. Check or Meney Order ONLY
INT N - = - Rl izttt poyxh e to; D. C. TREASURER,
FICE OF SPECIAL OPERATIONS - uthorizatlon for record ralease must be
OR e signed by applicant. Mall or bring to;
OTOMAC BUILDING - RCOM 311 Mopfl tan Pollce Deportment
THE'E )14 H STREET, N. W., WASHINGTON, D. C. Sanre Records Divigica
agehlngioa, D. C. 20001
- - M
Sightute gf Agency or Co. Official
Requoat for | TYP® of Print ONLY) LAST NAME FIRST NAME MIDDLE NAME V “15"?’“ aF BIRTH )
Records ofy > /(7/‘?7#‘/‘29 ELNVNON Q . e
Preibont NQ: & STREET . AP':. NO. cITY & STA':’E iAs DATE OF BIRTH
Addsess 7 n.C.
I _NO. & STREET - , - APT, NO. CITY 8 STATE s | =2 _:_:g}r_
Addrona o _ . , X e d Y
TWAT B-E-N_NA-I;'_E _ MOTHER'S NAME _IATHER'S NAME
DATE ARRESTED | PCT| (OPFICIAL USE ONLY) OF FENSE (OFFICIAL USE oanr) DISPOSITION

NO Recop
|1LE SEargy
4P 13 ;972 i

Y 2L pEpr
o

i"‘ﬂ'nm BT
HHINETON, p
. G,

1)

E.F.~Elects to Forfeit; Ft. in Ct.—Forfalt in Court; P.B.—Personal Bond; P.R. = Personal R I ; b. = Probation; -
Santence; E.S.S. _Exct:lion of Sentence Suspended; 'I.S.S. = [mposition of § ot Susp Jn‘; ;7?::1;'5?;: fisl:sp.—;ls ;Irog'dcsyf SUE::::::“




Form ED-40-5
Rev, 3/22/71

GOVERNMENT OF THE DISTRICT OF COLUMBIA
DEPARTMENT OF ECONOMIC DEVELOPMENT

OFFICE OF SPECIAL OPERATIONS
614 H Street, N.w.
washington, D.C. 20001

- - Applicant......]e8van, Rankissoon Mathura

Hiroko T. Felton AQALESS..evs st errsessesnasssssssassesemnsnee oosee oo
( \ g
_ 1.

-------------

L _J

TO WHOM IT MAY CONCERN:

The applicant whose name and address are given above has applied for a re-
ciprocal license to practice the healing art in the District of Columbia. This
voucher -is being forwarded to you regarding his moral character and professional
experience.

Your prompt return of this voucher, properly executed and signed by you,
will greatly assist the Commission when considering his application for license.
Your reply will be considered as confidential information by the Commission,

The Commission on Licensure to Practice the Healing Art will expect any
person signing this voucher to understand that the Commission is required, by
law, to obtain evidence of the good character of applicants for license as a Med-
ical Doctor. Statements by responsible persons with actual knowledge of the
applicant’s character and experience will be considered by the Commission as
evidence in this regard.

Practice in the medical profession involves relations with the public that
necessitate a high degree of honor, integrity and professional ability. There-
fore, the Commission desires the person subscribing to this voucher to under-
stand fully that the purpose of the law requiring a license is to protect the

public from the practice of medicine by persons whose character is ques-
tionable or who are not competent to engage in such practice.

PLEASE RETURN THIS VOUCHER TO:

GOVERNMENT OF THE DISTRICT OF COLUMBIA
Department of Economic Development

Office of Special Operations

614 H Street, N.W,

Washington, D.C. 20001



CITIZEN’S VOUCHER

I hereby certify that since ........... ‘j- ity 0840 /?53' .......................... , I have been

msea'r DATE) .
ALY Mﬂm residing

Va6 to be able to intelligently express

1 h .T
so closely assocnated wit Dr (nppucnm'r's RIS

VTGV AND STATE)
an opinion as to his character, mental condition, and habits, and that to the best of my know-
ledge and belief, he is of good moral character and free from mental defects and drug habits

liable to interfere with the proper practice of the healing art.

| certlfy further that to my ?ersona.l knowledge he has been actually engaged in the prac-
tice of....crverereneenne Meé CerttBe oooeoennfor not less than one continuous year
............. (922

(DA‘I’E OF APPLICATION)

immediately preceding...

T L e P e T T T T T T PP TR (T o1

al'col qudiafony 4"}“‘“’
i Ui, FFI. ‘? HIRDKD 7. FE—LT&A/ M.D,

{FROFESSiON OR BUSINE.SS) (NAME PRINT OR TYPE}

c%mum%

(SIGNATURE)

/IADDRESS) 7o
. - [ W Y 4

S £




GOVERNMENT OF THE DISTRICT OF COLUMBIA
DEPARTMENT OF ECONOMIC DEVELOPMENT

OFFICE OF SPECIAL OPERATIONS
WABHINGTON, D. C,

ADDRESS REPLY TO:

614 H St., N,W,

April 5, 1972

Reference Alfred J, Williams Applicant Jeevan Ramkissoon Mathura

Address N Address : -

e R

TO WHOM IT MAY CONCERN:

The applicant whose name and address are given above has applied
for a reciprocal license to practice the healing art in the District
of Columbia. This voucher is being forwarded to you regarding his
moral character and professional experience,

Your prompt return of this voucher, properly executed and
signed by you, will greatly assist the Commission when considering
his application for license, Your reply will be considered as
confidential information by the Commission,

The Commission on Licensure to Practice the Healing art will
expect any person signing this voucher to understand that the
Commission is required, by law, to obtain evidence of the good
character of applicants for license as a Medical Doctor, Statements
by responsible persons with actual knowledge of the applicant's
character and experience will be considered by the Commission as
evidence in this regard.

Practice in the medical profession involves relations with the
public that necessitate a high degree of honor, integrity, and
professional ability. Therefore, the Commission desires the person
subscribing to this voucher to understand fully that the purpose of
the law requiring a license is to protect the public from the
practice of medicine by persons whose character is questionable or
who are not competent to engage in such practice,

PLEASE RETURN THIS VOUCHER TO:

GOVERNMENT OF THE DISTRICT OF COLUMBIA
Department of Economic Development
Office of Special Operations
614 H Street, N.W.
Waghington, D.C. 20001



CITIZEN 'S VOUCHER

ﬂ/éz 19 7 2
P

TO THE COMMISSION ON LICENSURE, HEALING ARTS PRACTICE ACT, D. C.:

I hereby certify that since / ?6 g) + I have been
(Insert date)

80 closely associated with Dr, Jgg.‘@m //l(a ‘fﬁ,a,-, Q__, residing
(Applicant's name)

in _fVew %H( New %7’?:._ as to be able to intelligently

(City and State)
express an opinion as to his character, mental condition, and

habits, and that to the best of my knowledge and belief, he is of
good moral character and free from mental defects and drug habits
liable to interfere with the proper practice of the healing art,

I certify further that to my personal knowledge he has been

actually engaged in the practice of M?‘ : A
F 4

for not less than one continuous yYear out of the three years

immediately preceding 4// -3772 ) .
(Date ©f Hpplication)

Remarks:

%Qf&éu — % ’é‘/"h /. %o«i ‘/ )/V //// W)W?_l

(Profession or Business)




Form ED-40-5
Rev. 3/22/71

GOVERNMENT OF THE DISTRICT OF COLUMBIA
DEPARTMENT OF ECONOMIC DEVELOPMENT

OFFICE OF SPECIAL OPERATIONS
Al4 H Street, N.W.

1vashington, D.C. 20001

SECOND REQUEST May 4, 1972

Br. Noel 0. Moh ed A Applicant . €€V, e S N,

Address.. .. ......cvereeene D

Jasenussveer teorevesuasns

L |

TO WHOM IT MAY CONCERN:

The applicant whose name and address are given above has applied for a re-
ciprocal license to practice the healing art in the District of Columbia. This
voucher -is being forwarded to you regarding his moral character and professional
experience,

Your prompt return of this voucher, properly executed and signed by you,
will greatly assist the Commission when considering his application for license.
Your reply will be considered as confidential information by the Commission.

The Commission on Licensure to Practice the Healing Art will expect any
person signing this voucher to understdnd that the Commission is required, by
law, to obtain evidence of the good character of applicants for license as a Med-
ical Doctor. Statements by responsible persons with actual knowledge of the
applicant’s character and experience will be considered by the Commission as
evidence in this regard.

Practice in the medical profession involves relations with the public that
necessitate a high degree of honor, integrity and professional ability. There-
fore, the Commission desires the person subscribing to this voucher to under-
stand fully that the purpose of the law requiring a license is to protect the

public from the practice of medicine by persons whose character is ques-
tionable or who are not competent to engage in such practice.

PLEASE RETURN THIS VOUCHER TO:

GOVERNMENT OF THE DISTRICT OF COLUMBIA
b Department of Economic Development

Office of Special Operations

614 H Street, N.W.

Washington, D.C. 20001



CITIZEN’S VOUCHER

At
I N)G‘f 191,

TO THE COMMISSION ON LICENSURE, HEALING ARTS PRACTICE ACT, D.C. :

—
j -
I hereby certify that since (:isgn:c::'rsgb% ............................... seesessessey 1 have been
80 closely associated with Dr. w...oc0r BT ng_rc‘s“;ﬁ;:; MMI R Ifl ssensnsenss, FESIding
in.lyew, \{0&5':3]‘&&.5‘{&'6 s;(g?"‘ ....................... , as to be able to intelligently express

an opinion as to his character, mental condition, and habits, and that to the best of my know-
ledge and belief, he is of good moral character and free from mental defects and drug habits

liable to interfere with the proper practice of the healing art.

I certify further that to my personal knowledge he has been actually engaged in the prac-
tice of QBSTETRICS +OMNAETOLO G, ... for not less than one continuous year

immediately pregeding........ M‘Q”--“' ..... APV .

Erauavessase Pesabsuad0sesRbesEanI e nununu-u ----------

%Lu—a

Noegr.O. MothME@ p\b FR.e oG

(PROFESSIDN OR BUSINESS) (NAME—PRINT OR TVRE) F 1. (. 5 M.7.Co. (x
WL Jobonns na D
(SIGNATURE)
Vg 5|" ~” /
,<," ,, (ADDRESS) ’

7



Faem E'D 43 I
Rav, 3/22/71 \ _\/
\ ] n' GOVERNMENT OF THE DISTRICT OF COLUMBIA
.\\" ! \. . DEPARTMENT OF RCONOMIC.DEVELOPMENT
\

OFFICE OF SPECIAL OPERATIONS
614 H Strast, N.W.

. ¥
|
g‘r)‘,{.‘
LY \Vashington, D.C. 20001

Date: April b, 1972

r-Harlem Hospital L
Director of Medicine - Personnel
136th and Lenox Avenue
New York, New York
L 1 Re: Dr.Jecvan Ramkissoon Mathura

Dear Six(s),

The physician whose name appears above has applied to the D.C. Commission on Licensure to
Practice the Healing Art, for a license to practice the healing art in the District of Columbia.

In order to aid us in evaluating this application, we would greatly appreciate your providing

the following information.
Sincerely, :
C— )

C. Marvin Ward
Administrator
Investigator Lea v B asessseibe
CMW/ peq
Jeevan Ramkissoon Mathura
Name....... e W, SO eeseessasasseasibel Date of Bn't.h .
Period of Association: *E;\?mm ...... =168 ... To........ PLOSEIL eeeeeerersrssessssersssnees
\/, i o —
Title of Position.......f}t L s d en.t SENREE ) e ersrenrceerrernrnesasssassnsnsanes
Method of Healing Practiced......... 20800080 D00EAX oo eene e eesesesseesasens veeseerereentaens et aearesaetas

Rating of Applicant’s Performance: We consider his services very satisfactory,

Remarks: He has good medical and diagnostic aptitude and is thoretigh and
conscientious at all times. He has a pleasing personatity well liked
by his colleagues. We do not hesitate to recopfe him £o orable
consideration. S gt oy

L omam
(Name of Officlal)

Sincerely e o ® g ’
W ﬁr"/ [.asg.es hgge:f.-t.s?iu &‘C‘L'ecf‘

erbert G. Cave, M.D, (Vi of Rasiony

President, Medical Board,...tarlem, Haspital. Comtehmmmmnmenreernns
(Agency, Institutioh, or Address of Private Practice)



o ED 4T

R, 3/22/T1 ‘
GOVERNMENT OF THE DISTRICT OF COLUMBIA RECE[EE
. DEPARTMENT OF ECONOMIC DEVELOPMENT =

OFFICE OF SPECIAL OPERATIONS o
£14 H Strest, N.W, N'K 13 1972

yeshingion, D.C, 20001

LTS Hospap.

| S b HEDICAL DiRECTOR
Date: Ap}:‘ll 5} 1972

Freedmen's Hospital
Director of Medicine - Personnel
6th and Bryants Streets Northwest _ Jeevan Ramkissoon Mathure

Washington, D.C. 4 RE: DI...concennerasermnnnsannronanansrasesnne R

L

Dear Sir(s),

The physician whose name appears above has applied to the D,C, Commission on Licensure to
Practice the Healing Art, for a license to practice the healing art in the District of Columbia,

In order to aid us in evalusting this application, we would greatly sppreciate your providing

the following information.

Bincerely, :

(! —

C. Marvin Ward

Administrator
Investigator Lee

CMi/pcq

Name Jeevan Ramkissoon Mathura _Date of Birth...........
Period of Association: From 7-1-67 To 6-30-68
RO OF POBIBION....... L T roevessssmsesssaseasenssassasmesonsssstsssesssnssasssssnesssasesarsssassassssesessassasssess
Method of Healing Practiced Medicine and SUrgery ..ol o eeeeeessssstsenseseressseseees
m of Amm" Mommt Sat is fa_c tory
Renzarks:

J. Harold Nickens, M.D,
{Manre of Otficial)

Acting Medical Director
(Tiise of Position)
Freedmen's Hospital, Washington, D,C. 20001
(Agenty, Institution, ov Address of Private Prectice)

...................
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E Renewals

- Generate Renewals
- Renew

- Lockbox

- Lockbox Exceptions
- Remove Renewals
- Generate Log

£ Transactions

License®

Office

Ucensee

Person
Search | Clear .~

Search Results

Page 1ot 1

PRI eSS L e emn

W

Name / Licens e Type Addrese . Subtype License Number Hold/Atert Iss ue Date Expiration Date | License Status
MATHURA, JEEVAN R. T g I =
MEDICINE AND SURGERY ﬁ - o s : MD25651 06/07/1872 12/31/2018 s ctive
MATHURA, JEEVAN R, JR
1160 Varnum Street, NE
MEDICINE AND SURGERY Washinaton NE 20017 MD036329 030672006 121312018 Aclive
MEDICINE AND SURGERY _ MD22189 121101396 1283111998 Fxpired
F | Licenses held by - MATHURA, JEEVAN R. i
| License Type 47 ‘-pee ! sub Type icense Number Hold/alert Status
MEDICNEAND SURGERY =  MD25651 Fawe
ool LED SUBSTA 1344 MARYLAND AVEUNE, NE | Practitioner - €S8801833 Alert Expirea
WASHINGTON DC 20002 Physician

_Archive [ Reapply | Complaints




License Bond
No Data

Employment

Educatien

School Name School Type

Date Graduated | Degree

Certficate

"No Data

CE Credits By Cycle

Specialties

Authority Code Label PLEREE wwﬂwm mwﬂaﬁ__
Obstetrics & Gynecology- .
Board Cert

Requirements
Name
No Data

Date

Prerequisites
License Number

Current cycle 0.00 Not checked Name License Type Status
Lastecycle 0.00 Not checked —

Other old cicles 0.00 Not checked No Data

_Schedules Inspection B
No Data No Data

CBC Owernde
Date to Override:

Comments:

Exam Type
Exam Date Exam State Label Exam Score

Inital/Renewal Question Answers

Group Name Group Response

No Data

Criminal Background Check
FBI Resuit | FBI Res ult Date

State Res uit

State Res ult Date

[ Negatve | 11262012

| Negative

| 11272012

No Data

Person Photo ID =

Person Qr Facility Document
_Date Uploaded Des cription Category | Amendments

011302015 Person N




Person | £ Dotaits f & |

First Name: JEEVAN
Middle Name: R.
Last Name: MATHURA
Suffoc
Date of Birth:
Place Of Birth: 7
Gender: M
SSN: -
Address Line 1:
Address Line 2:
Address Line 3:
Address Line 4:
Date Deceased:
Registration Code: 27710453

Vrnvamrne oy mmers

-

Full Name: JEEVAN R. MATHURA
Personld: 94965

OwnerManager:
Address Linel:
Address LineZ:
Address Line3:
Address Lined:
Last Name Date Changed Alias Type Label
MATHURA Merged
MATHURA Merged
MATHURA Merged

License Bond

No Data

Empioyment
No Data

Date Graduated | Degree

Crtimnl Mo Cabmal Toma

License Number: MD25651
License Type: MEDICINE AND SURGERY
Renewal id:
Profession: MEDICINE
Sub Type:
Date This Status: 01/01/2003
Status: Active
Effective Date: 01012017
Reason Changed:
Expiration Date: 12/3120183
Issue Date: 06/0711972
from Country
State/Frov. NA
Application Recd Date:
Obtained By Other
Reinstatment App Recd
Date:
Date LastRenewal: 12/292016
Disciplinary Limit Flag: N
LastReprintDate: 12/22/2006

Practce Intermation

In Active Practice Now?:  Yes
Practice In DC: Yas
Active Practice in DC:

Hours per week?:

Employers for License

Specialties

Authority Code Label REBE | sue pRpeRticn
‘Obstetrics & Gynecology-

Boatd Cent

Requirements




