* BUSINLESS, CONSUMER SERVICES, AND HOUSING AGENCY - Department af Consumier Affairs EDMUND G, BROWN JR., Governor

MEDICAL BOARD OF CALIFORNIA
Licensing Program

APPLICATION

TYPE OF APPLICATION

(Check All That Apply)
Il Physician’s and Surgeon's License
[[] Postgraduate Training Authorization Letter (PTAL)
[JUpdate Application: File #
[ Limited Practice License

PRIORITY REVIEW & EXPEDITED LICENSURE

[] Active Duty Member of the Armed Forces - Must supply satisfactory evidence to the Board that you are serving as an active
duty membar of tho Armed Forces of the Unlted States.

[ Honorably Discharged Veterans of the Armed FOrces - Must supply satisfactory evidence to the Board that you have
served as an active duty member of the Armed Forces of the United Statas and wore honorably discharged.

: {Chack One)
W U.S. or Canadian Medical School Graduate

-| O 'International Medical School Graduate

[ Practice in Medically Underserved Area or Population - Must supply satisactory evidence ta the Board that you have
acceptad employment and intend {o practice in an area of Galifornla formally deslgnated as an undersorvad area or underservad population.
Please see furthor details on our wobsite at hitp:/ mbe.ca.goviApplicants/Phygiclans and Suraeons/Underserved.agpx.

] Temporary License for Spouse of Active Duty Member of the Armed Forces - Must supply satisfactory evidence
to the Board that you are married to, or In a domestic partnership orother legat union with, an active duty member of the Armed Forces of the
United States who Is assigned to a duty station In California under official active duty military orders, In additior, you must meet the

requirements listed In Buainess and Professions Code Sactlon 116.8. .

PERSONAL INFORMATION

Middle

First :
Kristyn Melissa

CIITIN
[dMale H Female

{700 Mill Street Unit 110

Wailing Address continued (40 characlers meximum por fine, incuding Spaces)

City State/Province Zip/Postal Code Country

NJ 07109 USA

“| Have you served or are you currently serving in the military? [JYes W No

Are you requesting expediting of this application as a spouse or domestic parther [IYes M No
of an active duty member of the Armed Forces?

07A-100 (Revisad 712016) .
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APPLICANT:Kristyn Brandl
(Print Legal Name)

‘“f?ﬁ%};ﬁ} QU8

DATE OF BIRTH:
(mmiddlyyyy)

PREVIOUS APPLICATION OR LICENSE

. Have you ever ﬁled an application for a Physlcian 8 and Surgeon s License
or a PTAL in California that has been withdrawn, abandoned, or denied?

12. Have you previously held a Physician's and Surgeon’s License in California?
Expired:

If yes, please provide license number:

. Are you certified by the Educational Commission for Foreign Medical Graduates?

OOves MNo

[lYes M No

14. List all of the following examinations you have taken and passed: "slfﬂ.‘gb'g'ﬁbgm' LRIGG SreNor

USMLE Step 1 05/19/2009
USMLE Step 2 CK 09/17/2010
USMLE Step 2 CS 09/20/2010
USMLE Step 3 07/24/2012

EDICAL EDUCATION

Rutgers - New Jersey Medical 185 South Orange Ave

School

Rutgers - New Jersey Medical School

05/25/2011-

07A-100 (Revised 7i2016)
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APPLchNT Kristyn Brandl
{Print Legal Name)

ACGNE or RCPSC ACCREDITED POSTGRADUATE TRAINING PROGRAMS

{Internship, Residency and Fellowship Programs)

DATE OF BIRTH:

16. Have you participated in any ACGME-accredited postgraduate training pfogramé
in the United States or RCPSC-accredited postgraduate training in Canada?

Rutgers - New Jersey Medical  [Newark, NJ OB/GYN Start |07/01/2011 ey Bpﬂ}

School - -End 106/30/2015 P

' | Start L

End D

start e

- .0

17. Have you ever recelved partial or no credit for a postgraduate training program?

18. Have you ever taken a leave of absence or break from your training?

19. Have you ever been terminated, dismissed or expelled from a program?

20. Have you ever been placed on probation for any reason?

2‘i. Have you ever been disciplined or placed under investigation?

22. Have you ever had any limitations or specia'l requirements placed upon you for
clinical performancs, professionalism, medical know!edge discipline, or for any other
reason?

23. Have you ever had a postgraduate training prograrm contract not be renewed or
offered for a following year?

MEDICAL LICENSE

. Have you ever held or do you currently hold a medical license in any U.S. state,
u. S territory, or Canadlan prownce?

03/2016 o 03/2018

to

Masgéchuseﬁs 261802

to

to

07A-100 (Revised 7/2016}
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APPLICANT: Kristyn Brand|
(Print Legal Nama)

25. Are you currently certified by a Member Board of the American Board of

Medical Specialties?

MALPRACTICE HISTORY
26, Has a claim or an action ever been filed against you for the practice of medicine ' '

that resulted in a malpractice settiement, judgment, or arbitration?

DATE OF BIRTH:
{mm/ddiyyyy)

ABMS CERTIFICATION

M Yes [INo

DISCIPLINARY HISTORY

27. Have you ever had your DEA privileges denied, suspended, restricted, or terminated?

28. Have you ever entered into any arrangement, agreement or plea in lieu of federal
prosecution with the DEA 1o resoive an alleged violation of a federal or state drug

statute or regulation?

29.

Have you ever withdrawn an application for medical licensure in lieu of denial,
disciplinary.action, or for any other similar reason?

Have you ever been denied a license to practice medicine?

31.

Is any denial pending against you?

Have you ever had any license to practice medicine subjected to any

disciplinary action?

33.

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

. Have you ever surrendered a license to practice medicine?

35,

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

on probation?

36.

Have you ever had any license to practice medicine subjected to any action
including, but nof fimited to, informal or confidantial discipline, consent orders,
letters of warning, letters of reprimand, or citation?

37.

-Have you ever been charged with, or been found to have committed unprofessional
conduct, professional incompetence, gross negligence, or repeated negligent acts
by any medical licensing board or hospital?

38.

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

action? -

[e1]
0

39.

Is any disciplinary action pending ageinst your hospital or staff privileges?

@
&

40.

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

41.

NoTe: Ayos

Have you ever had any healing arts license or certificate disciplined by another state

or federal tetritory?

g | 2 |

»"ﬂ.ﬁ‘

Explgmﬂon;b

T ,'5:;

fﬁﬁ

07A-100 (Rev. 72018)
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APPLICANT:Kristyn Brandi
(Print Legal Name)

DATE OF BIRTH:
(mmiddlyyyy)

HISTORY

42. Have you ever been convicted of, or pled guilty or nolo contendere to ANY offense
in the United States, its territories, or a foreign country?

This includes every citation, infraction, misdemeanor and/or felony, including
traffic violations. Convictions that were adfudicated in the juvenile court or
convictions under California Health and Safety Code sections 11357(b), (c), (d),
(e), or section 11360(b) which are two years or older should NOT be reported.
Convictions that were later expunged from the record of the court or set aside
pursuant to section 1203.4 of the California Penal Code or equivalent non-
California faw MUST be disclosed.

43. Exclusive of juvenile court adjudications and criminal charges dismissed under
section 1000.3 of the California Penal Code or equivalent non-California laws, or
convictions under California Health and Safety Code section 11357(b), (c), (d), (e),
or section 11380(b) which are two years or older, have you had a charge or
conviction that was set aside or later expunged from the record of the court?

44. |s any criminal action pending against you, or are you currently awaiting judgment

and sentencing following entry of a plea or jury verdict?

. Are you a registered sex offender?

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

-| 47. Have you ever been treated for or had a recurrence of a diagnosed addictive
disorder?

48. Have you ever been diagnosed with an emotional, mental, or behavioral disorder
that may impair your ability to practice medicine safely?

49. Have you ever been diagnosed with a neurological or other physical condition
that may impair your ability to practice medicine safely?

50. Do you have any other condition that may in any way impair or hmlt your ability to
practice medicine safaly?

61. Do you suffer from a progressive disorder or a health condition that will likely resuit
in a general decline in heaith or function that may impair or limit your abuhty to

practlce medlcme safely?

07A-100 (Rev. 7/2018)
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PHOTOGRAPH

Notice: * All items in this application are mandatory. Failure {o
provide any of the requested information will delay the
processing of vour application. The information provided will be
used to determine your qualifications for licensing per Section
2080 of the California Business and Professions Code, which
authorizes the collection of this information. The information on

your application may be transferred to other medical licensing
authorities, the Federation of State Medical Boards, or other
governmental law enforcement agencies. You have the right to
review your application subject to the provisions of the
Information Practices Act. The Chief of the Licensing Program
is the custodian of records.

DECLARATION

The applicant,

PRINT LEGAL NAME (First, Middle, Last, uffix) " DATE OF BIRTH (mmiddiyyyy)

being first duly swom upon hisfher cath deposes and says: that | am the persen herein named subscribing to- this
application; that i have read the complete application, know the full content thereof, and declare under penalty of perjury, §*
that all of the information contained herein and evidencs or other credentials submitied herewith are true and correct; that | |-

am the lawful holder of the degree of Doctor of Medicine as prescribed hy 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, personal physicians, employers (past, present
and future), or business and professional associates (past, present, and future), and all government agencies (local, state,
faderal, or foreign) to release to the Medical Board of California or its succassors any information, files or records, including
medical records, educational records, and records of psychlatric treatment and treatment for drug, alcohol and/or
substance abuse or dependency, requested by that Board in connection with this application; or any further or future
investigation by that Board necassary to determine any medical competence, professional conduct, or physical or mental
ability to safely engage in the practice of medicine. | further authorize the Medical Board of California or its successors to
release, in any investigation or pracaeding, to the crganizations, individuals or groups listed above any information which is
matenal to this application or any subsequent licensure.

1 UNDERSTAND THAT ANY OMISSION, FALSIFICATION OR MISREPRESENTATION OF ANY ITEM OR
RESPONSE ON THIS APPLICATION OR ANY ATTACHMENT HERETO IS A SUFFICIENT BASIS FOR

DENYING OR REVOKING A UCENSE %/W 64'4/0
SIGN LEGAL NAME:__ 1" oate_2/3/ 1}

NOTARY SECTION
Y

SIGNATURE OF APPLICANT:

(SIGN LEGAL NAME IN THE PRESENCE OF NOTARY)

v

A notary public or other officer completing this certificate verifies only the :dantlty of the individual who s;gned the
document to which this certificate Is attached, and not the truthfulness

RO
. © NOTARY PUBLIC
State of 7 COMMONWEALTH OF MASSACHUSETTS
¥ MY COMMISSION EXPIRES ON
. 10,2018
County of ~ ¥ QCTOBER 10,

YA 4 !

Subscnped and sworn to ( raﬂ"rmed) b fore me on,this /’ [ V(-day of f £ // Uy ez ,20 / 7

\

proved to me on the basis of satisfactory evidence

{ to be the person who appeared e meo, NOTARY SEAL

[/ o7 . #/?//7/%

URE OF NOTARY PU);Q’
- \

F
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MEDICAL BOARD OF CALIFORNIA
Licensing Program

TIMELINE OF ACTIVITIES

A complete timeline of activities from graduation of medical school to present Is required. Provide the Board
with a written chronological description of all your professional and non-professional activities. Please include a
detalled description of your duties and responstbllities for any extemship, observership, or volunteer activity in
California. Dates shall be reported in chronological order in month/year (mmiyyyy) format. Please use as many forms
88 necessary to provide & complete timefine of activities. _ '

Type or Pont ly PERSONAL !NFORNIAT!N
LEGAL NAME: Last First ' Middle Suffix
1 Brandi , Kristyn , -
Date of Birth (mm) U.S. SSN or ITIN Medical School of Graduation
Rutgers - New Jersey Medical School
Lacation ) .
g‘;‘: 5:;: " (Provide Facility Name, Activities e
. Address, and Supervisor)
071012011 { 0sraar2015|Rutgers - New Jersey Medical School Residency, OBGYN
185 8. Orange Ave,
Newark, NJ, 07103 o
Supervisor: Dr. Lisa Pompeo . :
o7/o1/2015 f osrzore017|BOSton Medical Center IClinicat InStl'UCIOI', OBGYN
850 Harrison Ave Family Planning Fellow
Boston, MA, 02118 m
O
(|
@]
RS
SIGN LEGAL NAME: ee Dt pate:_ 12026\,

g " _hi-i.} Sviim s
: App}il\.hﬁps signature and date are required.

07A-100 (Revised 7/2016)- MIANYYRE )
2005 Evergreen Street, Suite 1200, Sacramento CA 95815-3831 (916) 263-2382 (800) 633-2322 FAX: (916) 263-2487 www.mbe.cagov




MEDICAL BOARD OF CALIFO’IRNIA
Licensing Program & JAN 13 201

, & Sce vl the Registrar
CERTIFICATE OF MEDICAL EDUGATIQN. " viedicel School
Check one: B U.S. or Canadian Medical School Graduate  [J Interhational Medical School Graduate

Type or Print Legibly APPLICANT INFORMATION

First Middle Suffix
. . Kristyn
Last 4 Digits of U.S. SSN or ITIN Medical School of Graduation
Rutgers - New Jersey Medical School

MEDICAL SCHOOL: PLEASE COMPLETE THIS FORM IN THE ENGLISH LANGUAGE

NOTE: ifthe applicant had an accelerated or extended curriculum, withdrew from this institution, or was accepted with
advanced standing, a letter of explanation from a school official is required. The letter must be on medical school
letierhead, signed by a school official, and be malled directly to the Board from the medical school.

1. Name of Medical School | Ku{dtns Now Jerse, Medieal Jchue?

2. State/Province/Country .0 Now Terten, / Usar ,

3. The undersigned further certifies that the records of this institution show that the applicant attended in this netitution
vears of residait instruction, completing at least 4,000 hours, of which at least 80 percent actual

attendanice is required in the subjects set forth hereunder (Business and Professions Code Sections 2089, 2089.5,
2089.7, 2000, 2091.1, 2091.2). .

Alcohalism and C D Y Geriatric Medicine Otolaryngology Paychtatry
Anstomy ‘Histology Pain Managemant and End-of-Life-Care** Rediology, Including Radiation Satety
Anestheala Hurnan Sexuality Pathology, Bagteriology, and Immunology Spaussl Partner Abuse Detettion &
Biochemistry . Mailcine Padlatrics Treatment***
Child Abuse Detection and Treatmant Netroanstomy anolm Surgery, Including Osthopeciic Gurgery
Dermatology Nourolopy Physlcal Medicina Therapsutica
Embryology Ohstetrica and Gynecology Physiology Tropical Medicina
Family Medicine* Ophthaimotogy Preventative Medicine, including Nutritlon Urolagy
“ONLY applicable (o medical students who enrolisd in medical schoot on oF affer May 1, 1988
“*ONLY applicable to medical who ertrolled in madical sthool on or after Jure 1, 2000
**ONLY applicable to medical students who enrolled in medical schoo} on or after Septembar 1, 16094
4. Did the applicant withdraw or transfer from this medical schaol? ; ] Yes BI'No
5. ‘What is the standard duration of the curriculum at this institution? Y years
6. Date the applicant was enrolled in medical school? ] (mwoa/ym)"g {M ] Ze o
7. Date the applicant was issued the dipioma of Bachelor/Doctor of Medicine mvayr) 05 [26 (2o (4

UNUSUAL CIRCUMSTANCES DURING MEDICAL SCHOOL

Any “Yes” response below requires a signed and dated letter of axplanation by school official. B
8. Did this applicant ever take a leave of absence from histher medical education? e o 2
9. Was this applicant ever placed on probation? a
10. Was this applicant ever disciplined or placed under investigation? (o] Q
11. Were_any limitations or spepiql requirements imposed on this applicant because of -Q‘/
questions of academic or disciplinary problems, or for any other reason? o
. £\ . A - 0\

~ AFFIXMEDICAL [/ cortily that | am the President, Dean, or Registrar and hereby declare under penalty of perjury ey
SCHOOL SEAL under the laws of the State of California that the above statements are true and comect

Beids Sthaly Regivtvar ol

PRINTED NAME OF SCHOOL OFFICIAL TITWE OF SCHOOL OFFICIAL seirgdﬂézg
' "r) ; 217
SIGNATURE OF L QFFiClAL. .+ - " DATE

Attention Medical 8ghaol: THE PERS(IJN WHO SIGNS THIS FORM MAY. NOT BE RELATED TO THE APPLICANT BY
BLOOD, MARRIAGE OR ADOPTION. Qnly the President, Daan, or Registrar may sign this form. [f the signature is being
delegated to another person, evidence of that delegation must be atiached to 1his form (may be a photocopy). Such
detegation must be on offical letterhoad and must be dated within the last 12 months. .

NOTE: The compieted form must be mailed directly from the medical school to the Board fo be acceptable.

07A-100 (Revised 7/2016) ' '

2005 Evergreen Street, Suite 1200, Sacramento, CA 958153831 (916) 263-2382 (800) 633-2322 FAX: (916) 263-2487 www.mbe.ca.gov




0

bpszanupy ol 0 peqeaag

sy T

Apssanurgy al o wag iy o sampmifiis mo gaviype spmaral] angl] ay Joasaiy ssaupy U

-opoxalyy safaunad e syl aly e g
mztwam_.% J0 A0
| yo aaafiag aljy
1QURAGE RESNJINF UAIELY

- vy saspioy Rgasely Aeszaff mayg Jo
Aapryagy Qur anngayy jo Apsranug aly ‘saspsmag) jo qogg Ay
jo fApaoipw sl Ay que fpraelp iy jo voyrguamnorar aly wodn iy Wy 3 Ay

ol [RNQINF Bagaap may




W - ' - v,

BUSINESS, CONSUMER SERVICES, AND HOUSING AGENCY - Department of Consumer Aﬂ‘m‘rs i EDMUND G. BROWN JR,, Gove;‘nar
T P

MEDICAL BOARD OF CALIFORNIA

Licensing Program

To be completed by the facility for every medical school graduate complsting postgraduate training in the United States or Canada.

Check one: IMU.S. or Canadian Medical School Graduate Clinternational Medical School Graduate

Type or Print Legibly

LEGAL NAME: Last First

Middle Suffix

Brandi , Kristyn "
| Date oY Blrth. wiadyas1 | A4 DIGS S-S SN B VTN [ Madlical School of Graduation 7| | .: z
' |Rutgers - New Jersey Medical School |-/
e - N

N

Rojrﬁerﬁ; New \Xzﬁa;/ f’ﬂaﬂap\[’d&/ |
18S So Orawy Mk A oy
o OB-GYA) s | 130333 || blp [

1 Start Date: End Date (or anticipated completion date): '

e 30

. Did the applicant ever take a leave of absence or break from his/her training?

. Was the applicant ever termina;ed. dismissed or expelled? .

. Was the applicant ever disciplined or placed under investigation?

2
3
4. Was the applicant ever. placed on probation? !
5
6

. Were any limitations or special requirements placed upon the applicant for clinical
performance, professionalism, medical knowledge, discipline, or for any other reason?

7. Did the program decfine to renew or offer the applicant postgraduate training
program contract for a following year?

GENERAL MEDICINE TRAINING REQUIREMENT

. Did the applicant complete a minimum of four months of generai medicine as part of
this postgraduate training program accredited by the ACGME or the RCPSC?

07A-100 (Revised 7/2016)

2005 Evergreen Street, Suite 1200, Sacramento, CA 95815-3831 (916) 263-2382 (800) 633-2322 FAX: (916) 263-2487 www.mbe.ca.gov
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LEGAL NAME: Last First
Brandi Kristyn

ATTENTION: PROGRAM DIRECTOR

Middle

PROGRAM DIRECTOR OFF!

mp g s =t g S

{ hereby declare under penalty of perjury under the laws of the State of California that all of the information
contained on these forms is true and correct. | further certify that the training program is accredifed by the
ACGME or the RCPSC lo offer the type and leve! of training completed by the applicant named on the Form
L3A, and the applicant was trained in an ACGME or RCPSC slotted program position,

L\f&g Qam Pﬁa-! m !)
PRINTED NAME OF PROGRAM DIRECTOR
Yool iy

/ SIENATURE OF PROGRAM DIRECTOR DATE
. (Signature Stamp Is Not Acceptable) o

SIGNATURE OF PROGRAM DIRECTOR:

{8IGN FULL NAME IN THE PRESENGE OF NOTARY)

A notary public or other officer completing this certificate verifies only the identity of the Individual who signed the
document to which this certificate is attached, and not the truthfulness, accuracy, or validity of that document.

State of ,
County of
Subscribed and sworn to (or affirmed) before meon this - day of , 20
by, LI proved to me on the basis of satisfactory evidence
(PRINT PROGRAM DIRECTOR'S NAME} : -

to be the person who appeared before me. ' HOSFITAL or NOTARY SEAL

t

SIGNATURE OF NOTARY PUBLIC

NOTE: The completed forms must be mailed directly from the program to the Board to be acceptable.
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Commonwealth of Massachusett

. Board of Registration in Medicine

CHARLES D. BAKER
Sovernor

KARYN E. POLITO
Lieutenant Gavernor

MARYLOU SUDDERS
Secratary
Health and Human Services

MONICA BHAREL, MO, MPH
. Commlssioner
Department of Public Health

To Whom it May Concern:

200 Harvard Mill Square, Suite 330 CANDACE LAPIDUS SLOANE, MD
Walkefield, Massachusetits 01880 Chair, Physician Member
(781) 876-8200 KATHLEEN SULLIVAN MEYER, ESQ.

Vica Chalr, Public Member

MICHAEL HENRY, MD
Secretary, Physiclan Member

www.mass.gov/massmedboard
Enforcement Division Fax: (781) 876-8381
Legal Division Fax: (781) 876-8380 JOSEPH CARROZZA. MD
Licensing Division Fax: (781) 876-8383 Physician Member

WOODY GIESSMANN, LADC-I, CADC, CIP, CAl
Public Member

ROBIN S. RICHMAN, MD
Physician Member

' GEORGE ABRAHAM, MD
© Physician Member

GEORGE ZACHOS, ESQ
Executive Director

1/10/2017

This certifies that Kristyn M Brandi, M.D., a 2011 graduate of UMDNJ-New Jersey Medical School, New Jarsey, has

been duly registered by this board as provided by the laws of the Commonwesalth.

Certificate Number 261802 was issued to Dr. Brandi on 03/18/2015. The license status Is: Active. The expiration date

is 3/10/2018.

Listed below is certain complaint énd disciplinary information on this physician. Please note that the Board can

heither confirm nor deny the existence of open complaints.

laint Information
Our files contain 0 closed complaint{s) on this physician.
Final Board Disciplinary Action

Our files contain 0 disciplinary action(s) taken against this physician by the Board.

This information is derived from Board files from January 1, 1987 to the present. It does not include all the

information contained in a license application.

As a service to the public and to designated a

gencies, the Massachusetts Board of Registration in Medicine offers an

onling profile of all physicians with full licenses who are licensed in the Commonwealth. This profile is updated daity

and may include public information that is not
information at the Board's website:

otherwise contained in this certification letter. You may access this

www.mass.govimassmedboard

Finally, the Board tallies closed complaints se;
rise to both a complaint and a disciplinary acti

parately from 'discipli_nary actions. If the same underlying incident gives
on, the Board counts this as two separate actions. In the same way,

muitiple disciplinary actions are tallied separately, even if they arise from a single set of circumstances.

SEAL

N

Staff Member, Board of Registration in Medicine

Francee Mulero





