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INITIAL AND UPDATE APPLICATION FOR PHYSICIAN'S AND SURGEON’S'LICENSE'
OR POSTGRADUATE TRAINING AUTHORIZATION LETTER

: Application for (please chack one): | License QPTAL  .or-. B Update
——T1.NAME:  Last First Middle
Micks : L ET Anni
Other names you have used (include maiden nama): 2. U.8S. Soclal
3. Place of Birth _ " 3. Date of Birth -
~ ['s. cendar: O Male B Fomale o _ e
ey Addross: 4% L0 Y STREET suiTE gsco

(Plaase note: thls Information is public)

(30 characters maximum ’ ‘ 1 12 .
ey e hondmaskece) @A L AmeMTe  ID/GN

City State/Province Zip/Postal Codo Country
SACZAMEMNITO Ch I5%17 Us4h L
7. Telephone Numbore: W TR

(include area cods)

8. California Driver's Licanse Number (optional): 10. Have you ever flled an Application for Physiclan’s [
and Surgeon’s Licenss, or PTAL, In Californla? kel
9. E-mail O ves & N ' '
Previous licensa number, if any:
DICA D ATIO
11. LIST EACH MEDICAL SCHOOL THAT YOU HAVE ATTENDED,
. ] g ilade (phi . § /2002 - _
f-QrCr$Q"I Medical C&Hﬂl e Philade phic, ra ASA U/ZDOC; f
12, School of Graduation Degree Awarded - Datg of Graduation
Jelfterson Wedical Coilege mD. bizfol,
A ATIO
13. LIST ALL OF THE FOLLOWING EXAMINATIONS YOU HAVE TAKEN: USMLE, FLEX, NBME, ECFMG, SPEX,
STATE BOARDS and/or QME In Canada _
2 L e u‘ ! T | 28] ‘
USMLE Siep | Gl2G (2004 Pass LR
" - . . 3? 3 01 4
USMLE Step 2 (K JCS CK Llzs)2005 5 jofd]zecs pass | pass ;
USMLE Step 3 1222003 PAss :
£ .(,w;‘iflh‘,’ ﬁ—.l; ! ‘:\g R ] ! e i A 3 ‘i y ¥ 1 i ETAr s
7\2‘5“\;;; l ; " % v": ; 4 s 4 R fadlat T
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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

14. Please list each ACGME/RCPSC accredited postgraduate training program in which you

have participated. You must include each internship, residency and fellowship, whether or
not the program was completed or credit granted.

N :
b/zoow

S Mediced
Lendtevr

Gunecology
4 =

Bt

Did

£5

you e

S

I break

&

from you

2

r 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? . YES
Were any incident reports ever filed by instrugtors? YES

Were any limitations or special requirements placed upon you for ¢iinical

performance, discipline, or for any other reason ? YES
Have you ever had a postgraduate training program contract not be vEB
renewed or offered for a following year?

MEDICAL LICENSURE

15. Please list all medical licenses (other than training licenses) that have e
any state or territory in the Un adfan province.,

e - -

ver been issued by

APPLICANT:
ElizaRerd baon micg.<
TR T T

DATE OF BIRTH




ABIS CERTIFICATIONS

18. Are you currently certified by a Member Board of the American Board of Medical Specialties?
ves O ~No

MALPRACTICE HISTORY

17. Has a claim or an action ever been filed agains t 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

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

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

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

21, Have you ever been diagnosed with a naurological or other physical

condition that would impair your ability to practice medicine safely? ves

22. Do you have any other condition W hich in any way impairs or fimits . YES NO
your abillity to practice medicine safely?

if you do receive ongoing treatm ent or participate in a monitoring program, the Board will make an
individualized assess ment of the nature, the severity and the duration of t he risks associated with an
ongoing medical condition to determine whether an unrestricted license should be Issued, whether
conditions should be imposed, or whether you are not eligible for licensure,

CRIMINAL RECORD HISTORY

23. Have you ever been convicted of, or pled g uilty or nolo contenders to ANY offense in any state in
the United States or foreign country?

This Includes a cHadlon, Infraction, misdemeanor and/or felony, ate. If“YES® attach a list of each offense by ewrest and conviction
dates, violation; and court of Jurisdlotion (name and address). Matiers in which you were diverted, deferred, pardoned, pled nolo conhtenders, [
or if the conviction was later expunged from the record of the court or set aslde under Penal Code Secfon 1203.4 MUST be disclosed. If you
are awalling judgment and sentencing fotlowing sntry of g plea o jury verdict, you MUST disclose the conviction; you are etitited to submit
avidence that you have been rehabififated. Serious traffic conviclions such as reckless driving, driving under the Influence of alcohol andfor
drugs, hit and run, evading a paaca officer, failure to appear, driving white the license Is suspended or revoked MUST be reported. This list
is not all-inclusive. If in doubt as to whather a conviction shouid he disciosed, it is better to disclose the conviction on the application.

For each conviction disclosed, you must submit with the appiication certified copies of the arresting agency report, certified coples of the
court documents, and a descriptive explanation of the circumstances surroundlng the conviation of disciplinary action (i.e., dates and Jocation
of incldent and all circumstances surrounding the incident). This fetter must accompany the application. If documents waerea purged by
anmesting agency and/or court, a lefer of explanafion from thege agencles Js required.

Applicants who answer “NO” to the question but have a previous conviction or plea, may have thelr applicatlon denled or license
revoked for knowingly falsifying the application, ves O No M
i

APPLICANT: DATE OF BIRTH:
ELizaBeETH Aun mickS

" O7A100 (Rav. 1205)




24,
25,

< A ORD UR » a

Is any criminal action pending against you?
Arq you required to register as a Sex Offender?

= - -
» A O

N
YES NO

These questions refer to discipline by any U.S. military or public-health-service; state board —

or-other governmental agency of any U.S, state, territory, Canadian province, or country,

26,
27.

29,

30.

31.

32

.

33.

34,

35.
36.
37.

38.

Have you ever been denied a license to practice m edicine?

Is any denlal pending against you?

,28.5Havefyou—ever—been*Charged’withﬁjr been f ound to have committed,

unprofessional conduct, professional incompetence, gross negligence,
or repeated negligent acts or malpractice by any medical licensing
board, other agency, or hospital?

Have you ever had any license to practice medicine ravoked,
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 crders, letters of warning, letters of reprimand, or citati on?

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

Is any disciplinary action pending against any of your censes to
practice medicine?

Have you ever had staff priv eges in a hospital terminated, denied,
suspended, limited, revoked, or not re newed?

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

is any disciplinar_y action pending against your hospital staff privileges?
Have you ever surrendered a license to pra ctice medicine?

Have your DEA privileges ever been denied, suspended, 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 DE A?

YES

YES

Y&

YES
S

YE

YES|
YES
YES
YES .

APPLICANT:

ELtzaBeTH AN micks

07A-100 {Rev. 12/05)




Notice: All items in this application, except #8 and
#9, are mandatory. Failure to provide any of the
re ted inf n 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 th ecollection—

of this informatlon. 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 [s the custodian of records.

The applicant, ELIZABE T AN e § / . — belng first duly swom upon histher
{PLEASE PRINT FULL NAME) DATE OF BIRTH)

oath 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 degres of Doctor
of Medicine as 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 | am aware and that | am the lawful holder thereof. Further, | hereby authorize all hospitals, institutions or
organizations, my references, personai physiclans, employers (past, present and future), business and professional
assoclates (past, present, and future), and all government agencies (local, state, federal, or foreign) to release to the Medical
Board of California or s 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 dependency, requested by thet Board in
connection with this application; or any further or future investigation by that Board nacessary to determine any medical
competence, professionai conduct, or physical or mental ability to safely engage in the practice of medicine. | further
authorize the Medical Board of Califomia or its successors lo release to the arganizations, individuals or groups listed above
any information which is material to this application or any subsequent licensure.

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

LICENSE,
AN~ (PLEASE INITIAL BOX) ~

/
SIGNATURE OF APPLICANT: A o
y —— f—y

"(Plegge sign full name)
State of (el <

Counly of $ Atfanen b

Subscribed and sworn to (or affirmed) before me on
this __9 day of_Pec o A 2007
by Kbt N (o Yooz

personally known to me or proved to me on the basis of satisfactory evidence to be the person(s) who appeared before me.

NOTARY SEAL /

Rl NN, G
Mg cowuuﬂgff 0
ORN
T CQRTA SACRAMENTO Doy éf
TSR COMM.EXP. Iy 5 s @
I At s E OF NOTARY PUBLIC
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STATE d¢ mk!;gg' IA - STATE AND CONSUMER SERVICES AGENGY

T A e e e o

e FUGOTReR

e "MEDICAL.BOARD OF CALIFO "
Do L © " LICENSING PROGRAM | i
Cm ) 1426 Howe Avenus, Sulte 54 ( i
07 © o.Sectamento, CA 98825-3236 i ;
' IR '(dgo) B2 ~ FAX (916) 283.2487 | i
oHQGR AN [+

CERTIFICATE OF M

Full Name of Applicant

5 J.3. Saclal Securlty Number
enrolled in _ \h Ao s }c:ﬁf € B0

N F Medical School {Y\'{JtQ(Ll CO[(UT
ocstodin _PoladelgWia YA W S A o 0f/20/20602

StatefProvince Cbuntry Enroliment Date

The,undersignndfurthe:feertiﬁe&'!hatfthefecordS*oFMisrnstituﬁon show that the applicant attended in this
institution years of resident instruction, com pleting at least 4,000 hours, of whic h at least 80 percent

actual attendance is required in the subject s set forth hereunder (Business and Professions Cotie Seciions 208%,2089.6,
2089.7,2090, 2091.1,2081.2) and that the applicant

Anatomy Embryology Physical Madicine.

Otolaryngology Histology Therapeutics

Obstetrics and Gynacology Human Sexuality Neuroanatomy

Radlology, Including Radiation Safety Medicine Child Abusa Detection and Treatment

Tropical Madicine Surgeyy, Including Orthopedic Surgary Berlatric Madicine

Physlology Urology Podiatrics

Blochemistry Paychlatry Pharmacology

Pathology, Bacteriology, and Immunology Neurology A Anosthesia

Ophthalmolagy * Alcohdlism and Chemical Dependancy Spousal Partner Abust Detaction & Treatment*

Dermatology Preventative Medicine, including Nutrltlon Famlly Medicine* .
Paln Management and End-of-Life-Care***

*  ONLY applicable to medical students who enrolled In madical school on or after September 1, 1954,
**  ONLY applicable to modical students who graduate from medical school on or after May 1, 1998,
** ONLY appilcabls to modical students who lied in medical school an or after June 1, 2000,

,ﬂ was granted the degree of BachelonDoctor of Medicinejon the Q Nzlay of IUUNL ,gﬂ’mﬂ .
Q withdrew from medical school on " day of :

Unusual Circumstances Responses

Did this Individual ever take a leave of absence from their medical education? Ye No
Was this individual ever placed on probation? Y No
Was this individual ever disciplined or under investigation? Yes No
Woare any incident reports regarding this. Indlvidual ever flled by instructors? Yes No
Were any limitations or speclal requirements imposed on this indiv idual because of

questions of academic or disclplinary problems, or for any other reason? . Yes No

A "Yes” response to ANY of the ahove questlons requires the medical school to provide a written explanation on a separale attachmant,

R —

N —
Meodical School Seal At‘tlon Medical School: Only the Prasident, Dean, or Registrar may sign this form. it the signaturs (s
Must Ba imprinted Below || boing delagated to another parson, evidence of that delegation must be attachad to this form (may ba a
phatocopy). Such delegation must be on officlal letterhead and must be dated within the last 12 months,

Slgned and the school seal affixed this ﬂ_p_{ day of ) ALCH , 00 7
- < . . o
By: Q\/\t’,. W\\ ‘\"\\C\L Aﬁﬁoc;\w\;ﬁ ﬁ.o\\t&kf?f
J

J Printad Nawde and Title of School Oclal

Slgnature: jﬂ le&,ﬂuiﬁ/}./

R R —

O7A-100-L2 {Rev, 12705)
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STATE OF CALIFORNIA ~ STATE AND CONSUMER SERVIGES AGENCY

&

= MEDICAL BOARD OF CALIFORNIA - " "'

el LICENSING PROGRAM 01

1428 Hows Avenue, Sulte 54 L) | J'!} el fi o 28
Sacramento, CA 95825-3236
(016) 263-2382  FAX (916) 263% EHSiG o
www.caldocinfo.ca,gov

Affairs

CERTIFICATE OF COMPLETION OF ACGME/RCPSC POSTGRADUATE TRAINING
To be completed by the facility for every medical school graduate completing postgraduate training in the United States or Canada,

First

Mieks ELizABETH
U.S. Social Secur; Date of Birth Telephone Number

oo

c/Mailing Add

Y460 Y Srreer  Suire 2500
Cly State/Province ' - Zip/Postal Code
SACE4mEATO ch 5819
Medical School of Graduation:

JEFFERSOND MEDICAL COLEGE oF THoamAS FEFFERSON LUavivERS:
PART 2; TO BE COMPLETED BY THE PROGRAM DIRECTOR

ATTEN SRAM DIRECTOR: Do not sign and date this form before the Jast day of any posigraduate
sar which will be used by the applicant to qualify for licensure, Completion of this form will certify that

{ual named in PART 1 above sa sfactorily completed a period of accredited postgraduate training at

this facility and that the trainee has acquired the skill and qualifications neces ary to safely assume the

unrestricted practice of medicine in this state:

Name of Facility:

ACGME 10 digit Program number-. (www.acgme.org)
L iues i O£‘ (o ﬁﬁlf’rum\b avis 2200521 0DAY
Address of Facility: _ /) ] U )

N, ) Telephone #

HBLOY Styer + Qutre, 2600 Sanramenin (A 9400 W

Categorical Specialty Area of Training Start Date of Tedining End Date {a pa etion date) of Training
Syt - (-

Phte ey £ Cuileratoou Rsrad8,200 L1 201 2C 4 O
UNUSUA_L.CIRCUNISTANCES:

Did the ﬁainee ever {ake a leave of absence or br eak from thelr training?
Was the trainee. ever termi nated, dismissed or expelled?
Did the trainee ever resign?

Was the trainee ever placed on probation?
Was the trainee ever disciplined or placed under investigation?

Were any incident reports regarding this trainee ever filed by i nstructors?

Were any limitations or special requirements placed upon the trainee for
clinical incompetence, disciplinary problems or for any other reason?

Did the program decline to renew or offer the trainee a postgr aduate training
program contract for a following year?

A “Yes” response to ANY of the above questlons requires the program director to provide
a written explanation on a separate attachment,

07A-100-L3{Rev. 12/05)




DEFINITION OF “SATISFACTORY” COMPLETION OF TRAINING

The program director signing this form is formally certifying and documenting under panalty of perjury that the trainee recelved
instruction appropriate for the particular postgradua_te level and that he/she satisfactorily completed perlods of {raining In

"SATISFACTORY" IS DEFINED AS: THE 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.

A ——————

GENERAL MEDICINE TRAINING REQUIREMENT

To qualify for Heensure in California, applicants who are graduates of an International medical school must complete at least four months of
postgraduale tralning In GENERAL MEDICINE as part of the requirement, Applicants who are graduates of a U.S. or Canadian medical &chool,
who have not completed postgraduate tralning required for licensure by July 1, 1990, must alsa complete four months of training in GENERAL
WEDICINE prior 9 licensure. The GENERAL MEDICINE requirement may be satisfied by actual clinical practice where the applicant has direct
patient care responsibliities in any particular speclalty or sub-specialty area for at least four months,

I hereby certify as the program director, that the individual named In Part 1 /—\
Q has cempleted O has not completed

a-minimum-of four months of general medicine as p
accrodited by the ACGME or the RCPSC.

HOSPITAL SEAL

OFFICIAL HOSPITAL SEAL MUST BE AFFIXED IN
THE BOX TO THE LEFT TO CERTIFY TRAINING

/ The tralning program is aceredited by the ACGME or the RCPSC to affer the type and level of
trafning completed by the applicant, and the applicant was trained in an accrediied ACGME or

RCPSC program position. | hereby declare under penalty of perjury under the laws of the State of
Californla that the statements are frue and m?.

e
RAM DIRECTOR

'PRINT NAME DF PROG

State of
| County of
Subscribed and swomn to (or affirmed) before me on
this day of . 20 ,
by

personally known to me or proved to me on the basis of sétlsfactory evidence to be tHe person(s) who appeared before me,
NOTARY SEAL

SIGNATURE OF NOTARY PUBLIC

D7A-100-3 {Rev. 12/05)



0

STATE OF CALIFORNIA — STATE AND CONSUMER SERVICES AGENCY

ARNOLD SCH_WéAiZENEGGER, Governor
e MEDICAL BOARD OF CALIFORNIA ..} - /.,
. LICENSING PROGRAM Torirogg
Cosuer 1426 Howe A?mnuo. Sutess T

Sacramento, CA 85825-323 \ " - MO, A
{916) 263-2382 PAx(sm)zoa?%?Jﬁ;L b f %2y

i DR N

CERTIFICATE OF CURRENT POSTGRADUATE TRAINING ENROLLMENT

At the time of licensure, you may be entitled to a reduced initial license fee If you are actively

participating in a slotted position in an ACGMEZRCESC,accreditedfpostgraduate*training*program.

NOTE: This form may not be used in lieu of the Form L3A-B, “Certificate of Com pletion of ACGME/RCPSC

' PLMQLaduate Training.”
NAME: Last _ First Middle
Micrs ELaBeTH ArA)

Medical School of Graduation:

' sfsftocertlfy—thatrthefabove*app can
training position that started on £ A%
completed on %) 200 ~

¢ ) %Pgi%l ' . Year f/ <hd i 7 o
at_Lha0efSitv ot (o 9%31 oo bays -
tocated ot __ 4 {00 Shreer  Sire A _Saciementn (4 44p/7

j : / Address of Facility !
The 10 digit ACGME Program #: A2 O

05 Al o2y (Refer to hito:/iwww,acame, org/adspubiic)

) hereby declare under penalty of perjury under the laws of the State of Califomia that the above statements are true and correct and the
above program is accredited by the ACGME or the RCPSC to offer the type

and lavel of training completed by the applicant and that the

applicant js being traine?}) an accradited ACG?E or RCPSC postgraduate training position. :
j < 2277/ J AN

PRI

OGRAM DI Ol v J

s:enxrun: E oz En%ﬁ_ szﬂ@nm Stan): Is Not Accoptable _
DATE ’ TELEPHO

MARRIAGE, OR ADOPYION.

] ty Is being delegated to another person, evidence of that delegaﬂdn must be atached to
s form {may be a p!\otocopy)‘ Such delegation must be on officlal latterhead and must be dated within the last 12 months.

ATTENTION PROGRAM DIREGYOR: THE PERBON WHO SIGNS THIS FORM MAY NOT BE RELATED TO THE APPLICANT BY BL.OOD,

Only the Program Director may sign this form. If that signature authori
f

hi

 State of

County of

Subscribed and swom to (or affired) before me on

this day of , 20
by

personally known to me or proved to me on the baslé of satisfactory evidence to be the pérson(s) who appeared before me.

Hospital or Notary Seal /

SIGNATURE OF NOTARY PUBLIC

OFFICIAL HOSPITAL SEAL OR NOTARY ,
SEAL (WITH JURAT COMPLETED ABOVE)
MUST BE AFFIXED IN THE BOX AT THE LEFT L 4

07A-100-L4 (Rev. 12/08)
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11/17i14 5:05 PM . Page 10f3

License Type: : Physician and Surgeon A

License Number: ' 161 359

File Number: 76669

Application: Physician's and Surgeon's Renewal
—Application Number: 14120482

Application Date: 111712014 (mmlddiyyyy)

Flrst Name

- Middle Name:

Last Name:

Birthdate:

Gender:

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

Confidential Address ) .
Warning: In order to protect your privacy and identity,
address will not be displayed.

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?

IR UL MR R
(OSSR, I3 L5 A A1 <1 Y S—



11/17/14 5:05 PM Page 2 of 3

I 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.

s

KFe“yéJ —rétired? | ) No
Activities in Medicine Administration - 1-9 Hours
Other - None

Patient Care -~ 20-29 Hours

Research - 10-19 Hours

Teaching -~ 1-9 Hours

Telemedicine - None
Patient Care Practice Location Zip: 98195 County:
Telemedicine Practice Location’ Zip: County:

Patient Care Secondary Practice Location Zip: County:

Telemedicine Secondary Practice Location Zip: County:
Current Training Status Not in Training
Areas of Practice Obstetrics and Gynecology - Primary
Board Certifications : American Board of Obstefrics and
' Gynecology - Obstetrics and Gynecology
Postgraduate Training Years 6 Years
Cultural Backéround _ -
‘Web Site Profile | Cultural Background - No

Foreign Language Proficiency - No

Gender - No
DUE TO CURES FUND T s1200
Steven M. Thompson Physician Corps Loan $25.00

Repayment Program

Total Amount Due; $37.00

A CORSE RN R MR RN 1 20
1418272706837




11117114 5:05 PM Page 3013

pplicatio tis received

R

| 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: Co Date:

(BTG T TR R
1416272706537
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License Type: ' Physician and Surgeon A

License Number: : 101359

Fite Number: 76669 .

Application: Physician's and Surgeon's Renewal
Application Number: | 14334526

Appllcation Date: 09/07/2016 (mmlddlyyyy)

O e e e e A S Gt

Have you served or are you currently serving
in the military?

First Name: T , ELIZABETH
Middie Name: ' ANN

Last Name: MICKS
Birthdate: PR [RRRE

O i T s e e
s e SR Y e

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

Confidential Address _
Warning: In order to protect your privacy and identity,
: address will not be displayed.

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?

IR0 SEESNE /10000 RERLCOLA N RERT TN,
1473283177812




9/7/16 2:19 PM 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.

Activities in Medicine

Administration - 1-9 Hours
Other - None
Patient Care - 10-19 Hours

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

Foreign Language Proficiency

Web Site Profile

Steven M. Thompson Physician Corps Loan

Repayment Program

Research - 30-39 Hours

Teaching - 1-9 Hours

Telemedicine - None

Zip: 98195 County: OUT OF STATE

Zip: ‘l County:
Zip: County:
Zip: County:

Not in Training
Obstetrics and Gynecology - Primary

American Board of Obstetrics and
Gynecology - Obstetrics and Gynecology

6 Years

Cultural Background - No
Foreign Language Proficiency - No

Gender - No

T T
1473283177917
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Total Amount Due: $37.00

ssing until payment is received.

[ 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: -

T RS LR A RVERARIAR RN
1472283177017






