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Y Yarmn

:’_'g_”;'x%‘.‘f;g Assurance Commiss‘Background Check Processed JUN 09
Olympia, WA 98504-7866 SN 222010 2010
A-L 360.236.2766 : DEPARTM
M-Z 360.236.2767 MEDICA fggﬁﬂggﬁm
Revenue 0252090000 W@L N
Medical Practice L S igaBlitation for MDs only
[ National Boards [] Other State Exam O LMCC (Must have been obtained after 1969)

[0 Flex Examination £ USMLE Examination

1. Demographic Information

Soclal Security Number (if you do not have a social security number, see instructions.}——{<]Male

2 - DOH Licensee Social Security Number - RCW 42.56.350(1) E Fmﬁb
No N
Name First Middie Last N
A NDREA HARRE L CHUAVARIN
Birth date (mm/ddiyyyy) = \__ Place of sbinh — /
1o |22/ ta 34 v AURo P—Pf\ w}fo _/"musﬁ
Address —
THE VUbDNCOUVER- CLANIC Foo Ng PITH A
Ci State Zip Coun
Y uascouver WA a4 o oH Y C LA
Phone ( 6 o 3 ) 70 lpSZ}gs Fax ( 3 lvO ) ‘D o q, i1 Cell ( 1- DOH Licensee Health Professional Home Ad
Email address
i hacre | 3 @ yahoo. com
Mailing address (if different from above)
City State Zip County

Country

NOTE: The mailing and email addresses you provide will be your addresses of record. It is your responsibility to
maintain current contact information with the department.

ANDREA LYNNE

Have you ever been known under any other name(s)? (4 Yes (]No if yes, list name(s): H A L

Will documents be received in another name? P4 Yes []No
Wyes listname(s):  ANDREA \NMNNE HARLEL—

Medical Specilaity

Medical school QP-E6ON HEMTH & SCtENCE UWIVERSITY  Year of graduation __ 1903
Medical specialty_0OBSTETHCS  AnD s EcoL06Y

DOH 657020 (Rev. August 2009) Page 1 of@
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2. Personal Data Questions Yes No

1. Do you have a medical condition which in any way impairs or limits your ability to practice your
profession with reasonable skill and safety? If yes, please attach explanation.............c.cocrcenerciiinnene. O M

“Medical Condition” includes physiological, mental or psychological conditions or

disorders, such as, but not limited to orthopedic, visual, speech, and hearing impairments,
cerebral palsy, epilepsy, muscular dystrophy, multiple sclerosis, cancer, heart disease, diabetes,
mental retardation, emotional or mental illness, specific leaming disabilities, HIV disease,
tuberculosis, drug addiction, and aicoholism.

If you answered yes to question 1, explain:
1a. How your treatment has reduced or eliminated the limitations caused by your medical condition.

1b. How your field of practice, the setting or manner of practice has reduced or eliminated the
limitations caused by your medical condition.

Note: if you answered “yes” to question 1, the licensing authority will assess the nature,
severity, and the duration of the risks associated with the ongoing medical condition
and the ongoing treatment to determine whether your license should be restricted,
conditions imposed, or no license issued.

The licensing authority may require you to undergo one or more mental, physical or
psychological examination(s). This would be at your own expense. By submitting this
application, you give consent to such an examination(s). You also agree the
examination report{s) may be provided to the licensing authority. You waive ail claims
based on confidentiality or privileged communication. if you do not submit to a
required examination(s) or provide the report(s) to the licensing authority, your
application may be denied.

2. Do you currently use chemical substance(s) in any way which impair or limit your ability to
practice your profession with reasonable skill and safety? If yes, please explain. ..............ccceercvvrecnnene. O R

“Currently” means within the past two years.
“Chemical substances” include alcohol, drugs, or medications, whether taken legally or illegally.

3. Have you ever been diagnosed with, or ireated for, pedophilia, exhibitionism, voyeurism or
FTOMBUIISINT........comemiuiniaieiit et d et ses e s e as e £ A e A e mema e sesa et e £ eEat SaErtam et e nenas e e anas ONXN

4. Are you currently engaged in the iliegal use of controlled substances?...................ccoceeenrscennneeseennennnne. O >R

“Currently” means within the past two years.

lllegal use of controlied substances is the use of controlled substances (e.g., heroin, cocaine)
not obtained legally or taken according to the directions of a licensed health care practitioner.

Note: [If you answer “yes” to any of the remaining questions, provide an explanation and
certified copies of all judgments, decisions, orders, agreements and surrenders. The
department does criminal background checks on all applicants.

5. Have you ever been convicted, entered a plea of guilty, no contest, or a similar plea, or had
prosecution or a sentence deferred or suspended as an adult or juvenile in any state or jurisdiction? ...] &

Note: If you answered “yes” to question 5, you must send certified copies of all court
documents related to your criminal history with your application. if you do not
provide the documents, your application is incomplete and will not be considered.

To protect the public, the department considers criminal history. A criminat history
may not automatically bar you from obtaining a credentlal. However, fallure to report
criminal history may result in extra cost to you and the application may be delayed
or denied.

DOH 857-020 (Rev. August 2009) Page 2 0f 8
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2. Personal Data Questions (Cont.) Yes No

a. Are you now subject to criminal prosecution or pending charges of a crime in any state or
JUASHICHON ...ttt s re b s a s s s b e et bbb s e e s sn b e em e s emnnas O K

Note: If you answered “yes” to question 5a, you must explain the nature of the prosecution
and/or charge(s). You must include the jurisdiction that is investigating and/or
prosecuting the charges. This includes any city, county, state, federal or tribal
jurisdiction. if charging documents have been filed with a court, you must provide
certified copies of those documents. If you do not provide the documents, your
application is incomplete and will not be considered.

b. If you answered “yes” to question 5a, do you wish to have decision on your application delayed
until the prosecution and any appeals are Complete? ...........ccccveririircerecrcrrceerrc s e e e O O

6. Have you ever been found in any civil, administrative or criminal proceeding to have:
a. Possessed, used, prescribed for use, or distributed controlled substances or legend

drugs in any way other than for legitimate or therapeutic PurpoSas? ..........cccccvrieerriemrieriinirinssiessseans 0O X
b. Diverted controlled substances orlegend drugs? ... ee s seene e e O X
C. VIOIZIEd @NY GrUG IEAWT ........ooeeeceeeee e eeee s ieeaessesssraesss s eesesessmsssssseems st s sae s sssnsns e e s saseassssabesasennsneed (I
d. Prescribed controlled substances for YOUrself?...............o e s O

7. Have you ever been found in any proceeding to have viclated any state or federal law or rule
regulating the practice of a health care profession? If “yes”, please attach an explanation and
provide copies of all judgments, decisions, and agreements? . ...........c.ccceceeviermirserrcer s e e KX

8. Have you ever had any license, certificate, registration or other privilege to practice a heaith care
profession denied, revoked, suspended, or restricted by a state, federal, or foreign authority? .............. 0 [X

9. Have you ever surrendered a credential like those listed in number 8, in connection with or to
avoid action by a state, federal, or foreign authority?.............ocr e a Y]

10. Have you ever been named In any civil suit or suffered any civil judgment for incompetence,
negligence, or malpractice in connection with the practice of a health care profession? jg O

11. Have you ever had hospital privileges, medical society, other professional society or organization

membership revoked, suspended, restricted or denied?..................coooevrrveecviii e e OXA
12. Have you ever been the subject of any informal or formal disciplinary action related to the practice

OFf MBAICINET. ... e e e e s e m e e bas b sasbatntads b raseesarasssasesssssasssrans O X
13. To the best of your knowledge, are you the subject of an investigation by any licensing board as to

the date OF this @PPHCALIONT. ..........ov.eeeireccaeceeeeeseeeemeceeaeeeeeeeesemeeseseeeseeeeseeeseessasemsssssssssseersesssseasssssesnsnn] a N
14. Have you ever agreed to restrict, surrender, or resign your practice in lieu of or to avoid adverse

BOHONT. ......coucvcereerureusucanesssnessnessssasessssessemssseessassses s s e see e asmanssesmasantnesesss et assesbansssantnsasansanrssnnesessenaed 0 X

DOH 857-020 (Rev. August 2008) Page 30f 8
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3. Medical Education and Experience

Provide a chronologicat listing of your educational preparation and post-graduate training. if you need more space,

attach a piece of paper.
Schools attended (Location if other than U.S., quote names of | Diploma or degree obtained Number Dates grantsd
schools in ariginal fanguage and transiate to English.) (Quote titles in original languags |  of years Start End
and translate to English.) attended mmlyyyy mmiyyyy
Medical education (list all medical schools attended)
0REGON WEALTH & SCENCE UNIVERSITY MD 4 |od/999 |osfrooz

Post graduate training (list all programs attended)

UNWE S Y OF A 2o NA
OPLTETRALS AND AvNECO Lo &Y

o# [2003

0(9!200?_

4. Professional Experience

more space, attach a piece of paper.

In chronological order list all professional experience received since graduation from medical school to the present.
Exclude activities listed under other sections, identify any periods of ime break of 30 days or more. If you need

Name and location of institution From To Nature of experience or specialty
(mmiddlyyyy [((mmiddlyyyy
GRESHAM, O/
MT Hood WomeNS HEALTH , P.C odfor frexd pregent| Full - Full-Hime privade prachice el-EYN

POWNT A CEN R~
i I oW AN WOME { TE'ND ol

lo!w/w'?L present] Conslrant Oﬂﬁﬂ - elfaie

ou f'fcd'ntwf-

5. Hospital Privileges (Excluding post-graduate training hospital privileges.)

Excluding post-graduate training, list hospitals where all privileges that have been granted within the past five
years. If you need more space, attach a piece of paper.

Name of hospital

Dates attended

Start date
mm/dd/yyyy

End date
mmidd/yyyy

LECACY MTT HOD MEDICAL CENTCE-

09b1focny] preseat

PROVIDENCE PORTLAND MEDICAL CENTEP—

01 fot [r003

,omfw-

DOH 657-020 (Rev. August 2008)
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6. Licenses in Other States

List all licenses to practice medicine in any state, territory, Canadian province or other country. Include active,
inactive, temporary and training licenses. List in chronological order, starting with the most cument.

State Oate License Basis of License Satus of Any timitations on
liconss Issuad Number Exam date Endorsement license licanse
passed
| peeson | 5/% [0 |mDrawt Acrive |ENo [ Yes
ppizona |7/ifop | Flow\® Dpley BN Oves
A4 ZONR 3—,/: fo5 | FV823 EX D KiNo [ Yes
MuoNp |3 fot (B Son expiped |ENo O Yes

7. AIDS Education and Training Attestation

| certify that | have completed a minimum of four (4) hours of education in the prevention, transmission, and
treatment of AIDS. This education included topics of etiology and epidemiology, testing and counsaling,
infection control guidelines, clinical manifestations and treatment, legal and ethical issues to include
confidentiality, and psychosocial issues to include special population considerations.

Applicant’s initials

‘/f'\/ é/ /;(0

8. Applicant’s Photograph

Photo Here Heigt __ 5 '8 "
D Weight /o [bs
Hair color Beown
Color of eyes ﬁ(own
Photo taken € /‘f/z""’
DOHM 857-020 (Rev. August 2009} Page50!8
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6. Licenses in Other States (continued)
ARIZONA  Date issued: 7/1/03  License # 29826 Status: Expired

Limitations on license? No

CHIAVARINI, ANDREA MD60170852 PAGE 10



9. Applicant's Attestation

L _ANDREA HARPE UL CHIAVARINL  deciare under penatty of perjury under the
(Print applicant name clearly)

laws of the state of Washington that the following is true and cormrect:
= lamthe person described and identified in this application.

« 1have read RCW 18.130,170 and RCW 18.130,180 of the Uniform Disciplinary Act.
* | have answered all questions truthfully and completely.

* The documentation provided in support of my application is accurate to the best of my knowledge.

| understand the Department of Health may require more information before deciding on my application.
The department may independently check conviction records with state or federal databases.

| authorize the release of any files or records the department requires to process this application. This
includes information from all hospitals, educational or other organizations, my references, and past and
present employers and business and professional associates. It also includes information from federal,
state, local or foreign government agencies.

| understand that | must inform the department of any past, current or future criminal charges or
convictions. | will also inform the depariment of any physical or mental conditions that jeopardize my ability
to provide quality health care. If requested, | will authorize my health providers to release to the
department information on my health, including mental health and any substance abuse treatment.

Dated b/ 1feo a_ forrtad L P (ciy, state)
oy AA et

(_~" " signature of applicant

DOH 657-020 (Rev. August 2009) Page §of 8
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% Pavkiagte Sexte Dipwrturat ¢
# Health MD
Medical Quality Assurance Commission
P.O. Box 47866
Olympia, WA 98504-7866
A-L 360.236.2766
M-Z 360.236.2767

Professional Liability Action History

Applicant’s name: _ ANDREA MARZE LL CHIANAMN] Today's date: & [> / [0

Please submit a form for each past or current professional liability claim or lawsuit which has been filed against

you. Photocopy this page as needed. Only a legible and signed narrative which addresses afl of the following
details will be accepted.

1. Provide a detailed summary of the events of the case. Include the date of occurrence, your specific

involvement, and the patient’s clinical outcome. Please submit additional pages of narrative if necessary.

Date of occurrence: MM_L*" 729 Looq Details: _Please fee

altacted for  ditalls.

2. Date suit or claim was filed: ﬂl(o (za {e Name and address of insurance carrier that handled the claim:
The loctorsS Comgam? /Ao Ahwelt fh ylicians

FO Box (3400  Saten, OR 73309

3. Your status in the legal action (primary defendant, codefendant, other): P M AR DEFENDANT
4. Curment status of suit or other action: _/{ease _ cce atfoched £r optallf

5. Date of settiement, judgment, or dismissal: __ip ,g=

6. If the case was settled out of court, or with a judgment, settlement amount paid on your behalf, please
disclose the amount.

You must enclose a copy of final disposition of case this includes dismissals. $

| verify the information contained in this form is correct and complete to the best of my knowledge:
Signature (\ e Date__é ,/ 7',/ {o

DOM 857-099 {Rev. August 2008)
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1. On August 29, 2009 1 was present at and provided medical support for the birth of 5 ~
I-tealtnezre - alyy, Pursuant to ¢- Heancae o prior request, | performed a tubal ligation surgical
procedure on her after the delivery. :-rcqco- 0. contends that during the procedure I nicked her
bowel and did not repair the wound before terminating the procedure. :-cavcae 0. further
contends that, as a result, fecal matter leaked into her abdomen, causing infection, additional
surgeries, and other forms of pain and suffering. I have not seen or spoken with - reacare nor
since November 2009. When I last had contact with her, I understood that she had recovered
from the corrective surgery and was doing well.

Case caption: - reatncars inomaion readi.. v, Andrea Chiavarini, M.D., Multnomah County (Oregon)
Circuit Court Case No. 1004-05619

I have attached a copy of the Complaint.

4. This case is in its very early stages. The discovery process has begun but no depositions have
been scheduled or taken by either side. Should you require additional information, please contact
my attorney, Paul Silver, at 503-226-7677.

CHIAVARINI, ANDREA MD60170852 PAGE 13



04/20/2010 14:14 FAX 14003

A TRUE COPY
e Ty

2
3
4 IN THE CIRCUIT COURT OF THE STATE OF OREGON
. FOR THE COUNY OF MULTNOMAH
6
CHRISTINA FARSTAD, )
7 ) Case No. /00’7’ ()5@/?
) Plaintiff, )
8 ) COMPLAINT
9 vs, ) (Personal Injury — Non-Auto)
) (Claim Not Subject to Mandatory
10 ANDREA CIIIAVARINI, M.D., ) Arbitration)
)} (Prayer Amount: $690,243.90)
i Defendant. )
12 COMES NOW Plaintiff, and for claim for relief uguinst Defendant in medical
13 negligence causing personal injury to Plaintiff, complains end alleges as follows:
14
1.
15
16 That during all of the times herein mentioned, Andrea Chiavarini, M.D. was a

17 licensed medical doctor, physician and surgcon licensed to practice medicine in the State of
18 Oregon who held herself out as an expert or specialist in womcn’s health/obstetsics and

19 gynecology.

20 ' 2,
21
That prior to August 29, 2009, Plainti{T cstablished & physician/patient relationship

22 '

with Defendant.
23
2 3.
25 That during the coursc and scope of that relationship on August 29, 2009, Defendant

26  performed the surgical procedure of tubal ligation and during the proceduie Defendant

Page

MERKEL & ASSOGIATEE
ARorneys 05 Law

1 - COMPLAINT 1300 9 s, 8¢ lu.ﬂ; Lo
T ey S01

CHIAVARINI, ANDREA MD60170852 PAGE 14




04/20/2010 14:15 FAX [Boos

s WoW

W O - O

Page

caused Plaintiff’s bowel to be cut und the wound was not repaired before the terminalion of
the surgical procedurc and as a result, Plainu(f was injured in the menner hercinaller more
fully described.

4,

That at said time and place, Defcndant was negligent and breached the standard of
care for physicians/surgeons in the community for the performunce of said surgery in one or
more of the following particulurs, to-wit:

(a) In cutting PlaintifT's bowel during the performance of the aforesnid surgery;

(b)  Infailing to repair the wound 10 Plaintiff’s bowe! hefore the surpery ended;

(c) In delaying caure for the untreated wound cauyed during surgery; and

(d) Infailingto prom.plly diagnose and treat the wound caused during surgery.

5.

That &s the result of the negligence of Defendent as aforesaid, fecal material oozed
from Plaintiff"s cut bowel into the abdominal cavity cuusing a generalized and systemic
infection, abdominal distention ascites, a pulmonary atelectasis, serosal tears, weukness,
fatigue, nausea, vomiting, and acute renal failure, and all of the aforcsaid injuries have
caused Plaintiff to sustain pain and suffering, undergo multiple surgeries, and the injuries
have healed with permanent residuals, all to her noneconomic dumage in a sum to he
detcrmined by the jury not to excced $500,000.

6.

That as the result of the negligence of Defendant as aforesaid, Plaintiff was required

to incur hospital and medical expenses to treat the injuries all to her economic damage in the

sum of $190,243.90 and Plaintiff will sustein additional medical expenses in the future.

[ WATES
e s

2 - COMPLAINT

Crowh PlAZ
1500 8. W, Firgt, Sxle 1080
Paiend, a0y
Tolaghone ) 222-0098

CHIAVARINI, ANDREA MD60170852 PAGE 15
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WHEREFORE, Plaintiff prays for Judgment ngainst Defendant for a sum of

noneconomic damages in an amount to be determined by the jury not to exceed $500.000,

2
3 together with her cconomic damage in a sum to be determined by the jury not to exceed
4 $190,243.90, together with her costs and disbursements incurred herein.
3 MERKEL & ASSOCIATES
6
7 /8 WILLARD E. MERKEL
8 l?'y:\h/illm-cl E. Merkel, 0SB No. 79085
Telephone: (503) 222-0056
9 Facsimile: (503) 222-4461
10 E-mail: wmerkcl@rpcr_kelassnc.com
OF Attomneys for Plaintifl
i1
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
Page
3 - COMPLAINT G

Croen Phagh
1300 8 W. Fir, ln:: 'luﬂ;ﬂ
Talsstona (P03F) 722-0088
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Twerm - OREGON DEPARTMENT OF HUMAN SERVICES

cernmneny 2083 /5.2G  CENTER FOR HEALTH STATISTICS 136-
BLACKINK. Local File Number Seate File Number

APPLICATION, LICENSE, AND RECORD OF MARRIAGE

@G oy Dol N ORARTER 2 ~O2-03

1.GROOM’'SNAMB ~ Fimt Middle | . et
__ Clinfen _Za.lzé _L_ChiavagIn
2. BIRTHI (State or Poreign Cogntry) 3. DATBOFBI 4. AGE (18 oz older, 17 with consent)
___VigsiNIA 1z, r 1.
5.SEX 6. OCCUPATION 7. PREVIOUS MARTTAL STATUS (Singlo, Widowed, Divorced)
00 m City FPlanner Sim
Ba. FATHER'S NAME (First, Middie] Last) ] _ 8b. BIRTHPLACE (State or Forclgn Country)
E ¥ Lowie C hiavarini Ackansas
9a. MOTHER'S NAME (First, Middic, Maiden Surnarme) 9. BIRTHPLACE (Stato or Forelgn Country)
Jenise. Jane, Simom M\a-m-sAN
g 10. GROOM'S ADDRESS Street and Number City or Town
£ 2820 SE Mas 5+ FRrtasd v'lu.lh-loMA.H OTL 97z¢q_
11. If affidavit is required as proof of age, the name and address of the affiant.
Name: Address:
12 BRIDE'S NAME _ First Middle | Last
_Andres lyene _1______Harrell
12b. MATDEN SURNAME (if Differeny 12c. PREVIOUS NAME (if Differeat)
""13. BIRTHPLACE (Siate or Foreign Country) 14. DATE OF BIRTH (Mouth, Day. Year) 5. AGE (18 or older, 17 with coaseat)
Colovado (0,22, 3¢
00 16. SEX 17. OOCUPATION d 4 18. PREVIOUS MARTTAL STATUS (Single, Widowed, Divorced)
{ udent Shalc
E 198. FATHER'S NAME (First Middlo, Last) 19. BIRTHPLACE (Stts or Forcign County)
£ Noviun Benton  Harrell Q aro
g 202 MOTHER'S NAME (First, Middlo, Malden Sumame) 20b. BIRTHPLACE (State or Forelpn Country)
% Many__Terefa Me Clain TRAnessee.
& 21. BRIDE'S ADDRESS (Strect and Number) Gity or Town County Siate
29w SE Main SE__ Portand  Multniavwh o2 qz214
22 1f affidavit is required &s proof of age, the name and address of the affiant.
Name: Address:

WE HEREBY CERTIFY THAT THE INFORMATION PROVIDED 1S CORRECT TO THE BEST OF OUR KNOWLEDGE AND BELIEF AND
THAT WE ARB FRBE TO MARRY UNDER THE LAWS OF THIS STATE.
23. GROOM'SLEGAL SIGNATURB 24.BRIDF'SLEGAL SIGNATURE | | -

¢ C ﬁ%r______, ’ _74:,-.04——4-- —7 ‘N_.Q_.Q
NOR YOUR SPOUSE IS THE PROPERTY OF THE OTHER. THE LAWS OF THE STATE OF OREGON AFFIRM YOUR RIGHT TO ENTER IN1

MARRIAGE AND AT THE SAME TIME TO LIVE WITHIN THE MARRIAGE FREE FROM VIOLENCE AND ABUSE

This License Authorizes the Marriage in this State of the Parties Named Above by | 25. LICENSE BXPIRES (Month, Day, Year)
Any Person Duly Authorized to Perform a Marriage Ceremony Under the Laws of -7_ 02

the STATE OF OREGON. -03
26. DATE I..ICENSE ISSUED

27,_ .SICI_N1W OF ISSUING OFFICIAL 28. TITLE OF ISSUING OFFICIAL

b N JO7 -9
29. lcumrv mrmmsowa NAMED 303. WHERE MARRIED - 36h. QOUNTY O’

WERE MARRIED ON - MONTH,.DAY, YEAR CITY, TOWN/LOCATON

| TRouT DAL MU LT ROMA LY OREGO
3 31b. NAMB ('m’dhlu) 3le. TITLE
BRENDALL THoMAS L OVE ReEuG 2

3le. ADDRESS AND PHONE NUMBER OF PERSON PERFORMING CEREMONY

\' 3
RELIQIOUS CO T1
(\"o"sps_b sq‘l!EGA'ﬂDNIOROANEA ‘?SN3'>| W2 EAST See N p\\J:—i\ch (q;q)sc;g. 3y,

Ow Bvann , peltd cafocinA 271704

UnwsfSae L\ gg 2L48

32 rl'NBSS NAMB 33. WITNESS NAMB

ohn C . Sora\sem_ chsoﬂ ;§ Dokgen

34. SINNATURE OF COUNTY OR DIRECI'OR ) 35. DATS FILED BY I.OCAL OFFICIAL (Moxth, Day, Year)

De oo b A2 (02003

CHIAVARINI, ANDREA MD60170852 PAGE 17
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US‘MLE United States Medical Licensing Examination™ (USMLE™)

United States Certified Transcript of Scores
Medical This document was prepared by the
Licensing Federatlon of State Medical Boards of the Unlted States, Inc.
Exuminuation Federatlon Place, PO Box 619850, Dallas, TX 75261-9850 — Telephone (817) 868-4041
™

Date:  06/02/2010
Reclpient:

Washington Medical Quality Assurance Commission
ATTN: Maryella Jansen, Executive Director

243 Isracl Road SE

Tumwater, WA 98501

. Examinee ID¥:  5.091-867-1
Examinee: Chiavarini, Andrea Date of Birth:  10/22/1974
Alt Name($): Chiavarini, A

Harrell, Andpea Lynne

Results for Steps y this examinee (and for which results have been reporied to date) are shown below. For Steps that span more
than one day, the test date reflects the day on which the examination began. Where numeric scores are reported, there are two scales used
and the recommended minimum passing score (“MP") on each scale is shown in parentheses.

|USMLE STEP 1
Three-Digit Score Two-Digit Score
Test Date Pass/Fall  Total MP / Toml MP Comments
06/07/2001 Pass 222 182 75
|
|USMLE STEP 2 N~
Clinical Knowledge (CK)
Three-Digit Score Two-Diglt Score
Test Date Pass/Fail  Total MP A ital Mpr Comments
121172002 Pass 218 174 ﬁ 75
|USMLE STEP 3 \
Three-Diglt Score Two-Digit Score
Test Date Pass/Fail  Total MP pial MP Comments
ARIZONA 03/052007  Pass 222 184 “ 75

NOTE: A secarch of the Board Action Daw Bank of the Federation of State Medical Boards (FSMB) reveals no reported information on this exuminee.

This documen! was printed from a secure website and accurataly roflects score informetion mainiained by the FSMB.
(A ] v051221 22315434 Page 1of 2
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Interpretation of results

USMLE wranscripts include s complete resules history and notations of any examinations for which the examinee sat and no resulis were reponied, e.g.,
“Incomplete.” On those Step examinations for which numeric scores are reported, two different scales are used. The first is a three-digit score seale
on which most scores fall between 140 and 280. The recommended minimum passing score is shown on the front of the transcript next lo the
examinee’s score for ench administration. The sccond is a two-digit scale on which a score of 75 is the recommended minimum passing score. The
level of proficiency required to meet the recommended minimum passing level for each USMLE Step is reviewed periodically and is subject to change.

For examinations with reported scores, the Standard Ezror of Measurement (SEM) provides an index of the variation that would be expected to occur
if an examinee were tested repeatedly using different sets of items covering similar content, The SEM is usually in the mnge of 4 to 8 points on the
three-digit scale and 1 10 2 points on the two-digit scale.

STEP 2 CLINICAL SKILLS (CS)

The Clinical Skills (CS) component of Step 2 was introduced in 2004 and the USMLE transcript has been modified 10 reflect this change. The Step 2
examination that existed prior to the introduction of Step 2 CS continues to be administered as the Clinical Knowledge (CK) compaonent of Step 2,
The label “Step 2 CK" is used for this examination whether taken before or after the inzoduction of the Step 2 CS component.

Step 2 CS5 resulis are reported as pass or fail. Had the two-digit reporting scale been used, examinees would have had to achieve a score of 75 or
higher in order to pass.

Some individuals may be required o tnke and pass Step 2 CS prior to registering for Step 3. Transcript users can find information on cligibility
requirements for all USMLE examinations in the USMLE Bulletin of nformation and from periodic Step 2 CS updates, available at the USMLE
website (www.usmle.org ),

ANNOTATIONS APPEARING UNDER “COMMENTS"

Circumstances in connection with an administration shown on this transcript may result in one or more annotations listed next to the score. A
description of each “Comment™ is provided below:

Indeterminate - Results that cannat be certified as representing a valid measure of the examinee’s knowledge or competence as sampled by the
examination. Decisions to classify resulis as indeterminate may be made on the basis of factors thal include, but are not limited to, uncxplained
inconsistency of performanee within the examination or between administrations of the same Step. No score Is reported. Information regarding the
nature of the indeterminate score and the determination of the Committec on Score Validity is available. If such information is not enclosed within
this transcript, it may be obtained by contacting the organization from which you received the transcript or the USMLE Secretariat, 3750 Maorket
Sireet. Philadelphia, PA 19104, telephone (215) 590-9700.

Incomplete - The examinee sat for some, but not all, of the scheduled examination. No score is reported.

Irregular Behavior - The Committee on lrregular Behavior determined that the examinee engaged in irregular behavior. Examples of irregular
behavior are described in the current edition of the USMLE Bulleiin of Information, Information regarding the nature of the irregular behavior and the
determination of the Committee is available. If such information is not enclosed with this transcript, it may be obtained by contacting the organization
from which you received the transcripl or the USMLE Secretariat, 3750 Market Strect, Phitadelphia, PA 19104, telephone (215) 590-9700.

Score Not Avallable - The score is not available. Further review and/or analysis may be peading. or it may have been determined that the score
cannol be reported.

Test Accommodailons - Following review and approval of a request from the examince, test accommodations were provided in the administration of
the examination.

ANNOTATIONS APPEARING AS “NOTE"
Circumstances 1ot in conneclion with an adminisuation shown on this transcript may result in one or more annotations and an explanation or
instructions to contact the appropriate individual or organization. The “Notc” will appear at the end of the document. )

BOARD ACTION DATA BANK INFORMATION APPEARING AS “NOTE™

The Board Action Data Bank of the Federation of State Medical Boards {(FSMB) contains actions reparted to the FSMB by U.S. licensing and
disciplinary boards, Canadinn licensing suthorities, the U.S. Armed Forces, the U.S, Department of Health and Human Services, and other
credentinling entities. To be included in the Data Bank, an action must be & matter of public record or be legally releasable Lo state medical boards or
other entities with recognized authority to review physician credentials. Certain ections reported to and released by the Board Action Dala Bank are
not disciplinary or otherwise prejudicial in aature. Such aclions are reported to ensure that records are complete and to assist in preventing
misrepresentation or the use of lost or stolen credentials by unauthorized persons. Cnce reported to the FSMB, an action becomes part of the
permanent record to the individual physician, and the existence of such an action may be indicated on the USMLE transcript by a “Note™.

This document was printed from a secure websile and sccuralsly reflects score information meintained by the FSMB.
cDs vD51221 22315434 Page 20f2
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i MD

Medical Quality Assurance Commission

PO. Box 47866

Olympia, WA 98504-7866

A-L 360.236.2766

M-Z 360.236.2767 RECEIVED
To: Hospital Administration (Excluding post-graduate training hospital privileges) JUN 172041
Hospital Name__{ (0w 7" (73 DEPARTMENT UF HEALTH
Address __ L1A0S NE Aion St MEDICAL COMMISSION

bortland OA 93213

RE: Verification and evaluation of privileges

| am applying for a license to practice medicine in the state of Washington and before my application can
be reviewed, a verification of my empioyment, with evaluations, is required. | am authorizing the release of
and would appreciate you providing the information directly to the address shown below at your earliest
convenience. All questions must be answered.

Applicant name _Andrea H. Chiavarini Birth date _ {0 I ?z?—j 14
Print or type _ mm/ddlyyyy
Signature of applicant /44] P "ﬂﬁ O(=/—-;\

1. Y ' D hasmad admitting or specialty privileges at this hospital
from q —|- 20_0_ + to p

mmiyyyy mmiyyyy
2. Have those privileges ever been restricted, suspended or revoked by the medical staff or administration?

[ Yes M,No if yes, please explain

3. Has the applicant ever been asked to resign? [] Yes M No If yes, please explain

4. Did the applicant ever resign in lieu of or to avoid adverse action? [ Yes [X] No

5. Has a report concerning the applicant ever sent to the National Practitioner Data Bank or the Healthcare
Integrity and Protection Data Bank?[. ", Yes ﬁNo

Retumn to: Medical Quality Assurance Commission P O Box 47868 Olympia, WA 98504-7866

. f\i/l.ul,‘)ﬁ "71/”., e s e s .Z-,,
Signatye (L4, -
Titte el (oo
_ Please type or print '
Hospital

Address @O 90 N g 'ﬂdﬁ E (/{

Date cé /# / / O
Telephone 507.) "3‘[6‘ O % (/

DOH 657-017 (Rev. August 2008)
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Medical Quality Assurince Commission

PO. Box 47866 JUN 15200 MD
Olympia, WA 98504-7866

A-L 360.236.2766 DEPARTMENT OF HEALTH

M-Z 360.236.2767 MEDICAL COMMISSION

To: Post-Graduate Training Program Director

Facility Name L)r\'me_rs'.'h’{ of An 2o Nna &P*’ of obh- 6N
Address 1SOV N cCamgbell pAve -TcSon AZE BSF24
RE: Verification/evaluation of training

| am applying for a license to practice as a physician in the state of Washington and before my application can
be reviewed, a verification and evaluation of post-graduate training performed in your institution is required. |
am authorizing the release of and would appreciate you providing the information and retuming it, at your
earliest convenience, directly to the address shown below. All questions must be answered.

Andrea H. Chiavars: [0 ~22 - 197

pplicant {Print or type) Birth date

Sig??tul_r. of applicant

was engaged in postgraduate training lh our program . a.m
start 007) i end hnt
in the field of A / éﬂ&l v\l

2. 2.Atthe time this individual was in tralnmg. was this program accr(é“d“l‘tmnrough(mm}edﬂation
Council for Graduate Medical Education, the Royal College of Physicians and Surgeons, or the College
of Family Physicians of Canada? Yes [JNo If not, does this training program qualify this
individual for board certification? Yes [J No

his/her participation in the program? [] Yes No If yes, please explain

3. 3.Was the participant ever placed on probation, gendeﬂ. terminated or requested to voluntarily resign

4. 4.Did this applicant successfully complete this training program? es ] No

Retum to: %")\O/\,
Medical Quality Assurance Commission s'gnﬁw:

P O Box 47868, Olympia, WA 98504-7866 Titie _«n
' Hosphtal ULWMM_&A_C{(.&*
Address | <S{}] . qu

WO | ﬂz B 1Yl
Date Q[ Q//()

Telephone 5__;() (2o o3y

DOH 657-034 (Rav. August 2009)
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Orcgon Medical Board
620 Crown Plaza

1500 SW First Avenue
Portland, OR 97201-5826
{971) 673-2700

FAX (971) 673-2670

Verification of Licensure

June 01, 2010

This is to certify that the records of the Oregon Medical Board indicate the following

information regarding:

Licensee: Chiavarini, Andrea Harrell, Dr.
Date of Birth: 10/22/1974

Gender: Female

Business Phone:

Mailing Address: 24850 SE Stark Ste 200

G_resham. OR 97030

Basis of Licensure: USMLE
Schoal: Oregon Hith & Science Univ
School Location: Portland, OR, United States
Graduation Date: 06/04/2003

*Disciplinary Standing: Unrestricted * Please read explanalion below
License Number: MD27441
Status: Active
Status Limitations:
Date Issued: 05/07/2007
Expiration Date: 12/31/2011
License Type: MD License
Speciaity: Obstetrics and Gynecology
Dispensing Physician: No

* IMPORTANT - PLEASE READ

* “Disciplinary Standing” refars to whether or not the Oregon Medical Board has ever taken a formal action
against a Licensee. Such actions are taken via a document called a Public Order. If the “Disciplinary
Standing” field above says "Public Order on File,” “Prior Action,” or "Revcked,” it means that the Board has
taken formal action against this Licensee and your Board is entilled to receive free copies of all related
Public Orders. These orders will be sent to you directly by the Oregon Medical Board via US mai! within 2-4
working days from the date of this verification.

» If the "Disciplinary Standing" fisld says “Unrestricted,” that means that the Board has never taken any format
action against the Licensee in question and, as a result, there are no Public Orders on file.
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Arizona Medical Board
9545 E. Doubletree Ranch Road e Scoitsdale, AZ 85258-5514 RECEIVED
Telephone: 480- 551-2700 e Toll Free: 877-255-2212 = Fax: 480-551-2707

Websile: www, 2z gov « E-Mail: guestionsfzzmd agy JUN 0772010
DEPARTMENT OF HEALTH
MEDICAL COMMISSION

License Verification

Date: June 3, 2010
State Board: Arizona Medical Board
Licensee: Andrea Harrell Chiavarini, MD

Type of License:  Resident

License Number: 29826 68500 71823 76618
Start Date: 07/01/2003 07/01/2004 07/01/2005 07/01/2006
End Date: 06/30/2004 U6/30/2005 06/30/2006 06/30/2007

Unless otherwise indicated, the State of Arizona has not disciplined this licensee.

Carol Parrish
Executive Assistant
Arizona Medical Board
(480) 551-2791
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/ Woksytr S Nlgrirrar
4 Health MD
Medical Quality Assurance Commission :
PO. Box 47866
Olympia, WA 98504-7866
A-L 360.236.2766
M-Z 360.236.2767

To: Hospital Administration (Excluding post-graduate training hospital privileges) D
Hosphal Name_L€4acy M\t Hoad Medical Cender RECEIVE

address_L4 GO0 _SE Starle St JUN 102010
Gresham ol 3030 DEPARTMENT OF HEALTH
MEDICAL COMMISSION

RE: Verification and evaluation of privileges

I am applying for a license to practice medicine in the state of Washington and before my application can
be reviewed, a verification of my employment, with evaluations, is required. | am authorizing the release of
and would appreciate you providing the information directly to the address shown below at your earliest
convenience. All questions must be answered.

Applicant name Andrea  H. g/\'l ANAANI Birth date [0 / Z ?’/ 1994
Print or type — mmidd/yyyy
Signature of applicant ﬁ o -rf‘ &C/\ 2

1. m_mm_ﬂb_hasmad admitting or specialty privileges at this hospital
rom__ & 1lo1ADDT to presint

mm/fyyyy mmiyyyy
2. Have those privileges ever been restricted, suspended or revoked by the medical staff or administration?

[ Yes ﬁ No If yes, please explain

3. Has the applicant ever been asked to resign? [] Yes M No If yes, please explain

4. Did the applicant ever resign in lieu of or to avoid adverse action? [] Yes [XNo

5. Has a report concerning the applicant ever sent to the National Practitioner Data Bank or the Healthcare
Integrity and Protection Data Bank? [] Yes No

Return to: Medical Quality Assurance Commission P O Box 47866 Olympia, WA 98504-7866

signatwre_amm. M pitache/, CPMSM
e _Meditad HafF Covrdinedr

Please type or print

Hospital _LW m+ Hzzd MM

nddress_ ZAYOD S tark St
___ Qresham  OR 47030

pate___ Lo/ 5’/ D
Telephone \(505 ) b ‘7415 /

DOH §57-017 (Rev. August 200%)

ND B
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17

BENTZ, CHARLES

BERNHART, KRISTIN

BIRNBAUM, MATTHEW

BIYYAM, DEEPA

BRENDEL, WILLIAM

BRUNEAU, PIERRE

BURDICK, MICHAEL

BYRD, DANIEL

CHANG, TAMMY

CHIAVARINI, ANDREA

COOK, JONATHAN

OREGON
PENNSYLVANIA
SOUTH CAROLINA
TENNESSEE
TEXAS
UTAH
VIRGINIA
02/26/1962
LICENSE HISTORY
Sinte Board
OREGON
05/24/1974

LICENSE HISTORY
Siate Boand
WASHINGTON

05/25/1974
LICENSE HISTORY
Staie Boand
WASHINGTON

1073171978
LICENSE HISTORY
Sinte Board
WASHINGTON

12/09/1981
LICENSE HISTORY
Suate Board
WASHINGTON

02/05/1966
LICENSE HISTORY

Siate Board
CALIFORNIA -
NEW YORK
WASHINGTON

01/06/1978

LICENSE HISTORY
Stat Board
WASHINGTON

04/26/1968
LICENSE HISTORY
OREGON

10/04/1980

LICENSE HISTORY
State Board
MICHIGAN
107221974
LICENSE HISTORY
Boa
OREGON

0951974

https://s1.fsmb.org/baweb/reports/hcr6FE8 htm

050010

03%100

034010

495450

044050

019030

047020

044080

023030°

038010.

010020
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2005

2006

2002

2008

1995

2005

2003

2007

2003

2006

Page 2 of 5

22459023

2245894}

22458948

22459032

22458938

22458940

22459019

22458958

22459037

22459054

| 22459042
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AMA

AMERICAN
MEDICAL

ASSOCIATION
AMA Physician Profile
Name and Mailing Address: Primary Office Address:
ANDREA LYNNE HARRELL MD
24850 SE STARK ST STE 200 SAME AS MAILING ADDRESS
GRESHAM OR 97030-8320
Phone: 1-503-491-9444

Birthdate: 10/22/1974 .
Birthplace: DENVER, CO UNITED STATES OF AMERICA

Physician's Major Professional Activity: OFFICE BASED PRACTICE

Practice Specialties Self Designated by the Physician®:

Primary Specialty: OBSTETRICS & GYNECOLOGY

Secondary Speclalty: UNSPECIFIED

*Seif-Designaied Practice Specialties/Areas of Practice {SDPS) iisted an the AMA Physician Profile do not imply “recognition” or
‘endorsement” of any field of medical practice by the Association, nor doas it imply, coertificalion by a Member Medical Specialty Board of
the American Board of Modical Speciaities, or thal the physician has been lrained or has spacial compelence to praclice the SDPS,

AMA membership: NON MEMBER

All Information from this Point Forward is Provided by the Primary Source

Current and/or Historical Medical School:
OR HLTH SCI UNIV SCH OF MED, PORTLAND OR 97201

Degree Awarded: Yes
Degree Year: 2003
AMA Files Checked 7/2/2010 10:32:34 Profile for: Andrea Lynne Harrell MD Page 1 of 4

©2010 by the American Medical Associntion
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AMA

AMERICAN
MEDICAL

ASSOCIATION
AMA Physician Profile
rent and/or Historica aduat ical Training Progra dited by the Accreditation Council for

Graduate Medical Education (ACGME):

Future training dates, as reported by the program, should be interpreied as “in progress® or "curremt” with projected date of completion. If the

iraining program indicates that training for a physician In a particular specialty was not completed at their institution, the training segment will be
identified as "INCOMPLETE TRAINING".

Institution: UNIV OF AZ COLL OF MED State: ARIZONA
Specialty : OBSTETRICS & GYNECOLOGY 07/2003 - 0672007
(VERIFIED)

Note:  If you have discrepant Information, please submit a Request for Investigation to the AMA so that we may verify the informatlon with the
primary source(s). See the last page of this Profile for instructions on how to report & data discrepancy.

urrcnt and/or Historical dical Licens

. MD/ Date Expiration License Last
Jurisdiction Do Granted Date Statug Type Reported
OREGON MD 05/07/2007  12/3172011 ACTIVE UNLIMITED 04/19/2010

Note: When the specific month and day are unknown, the date will display the default value of "01." Not all licensing boards
maintain or provide full date values. Please contact the appropriate licensing baard directly for this information.

Current and/or Historical NPI Information:

NPL Enumeration Deactivation Reactivation Replacement [Last Reported
Number Date Date Date Number Date

1255536405 0671872007 NOT RPTD NOT RPTD NOT RPTD 05/03/2010

ECFMG Certfication:
Applicant Number:
Note: The Educational Commission for Foreign Medical Graduates (ECFMG) applicant identification aumber does not Imply

current ECFMG certiflcation status. To verify ECFMG status, contact the ECFMG Certification Verlfication Service in
writing at P.O. Box 13679, Philadelphin, PA 19101.

AMA Files Checked 7/2/2010 10:32:34 Profile for: Andrea Lynne Harrell MD Page 2 of 4
©2010 by the American Medical Association
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AMA

AMERICAN

MEDICAL
ASSOCIATION

AMA Physician Profile

Federal Drug Enforcement Administration:
® Only the last three characiers of active DEA number(s) are displayed.

DEA Number * . Schedule Expiration Date - Last Reported
None Reported
Address:

Note:  Many states require thelr own controlled substances registration/license. Please check with your state
licensing authority for requirement Information as the AMA does not maintain this information.

Specistty Board Certification(s)*:
Specialty Board Certification(s) by onc or more of the 24 boards recognized by the American Board of Medical Specialties

(ABMS) and the American Medical Association (AMA) through the Liaison Commitiee on Specialty Boards, as reported
by the ABMS: '

The AMA Physician Profile has been designated by the ABMS as an Official ABMS Display Agent of Member Board
Certification dota. Therefore, the ABMS Board Cenification information on the AMA Physician Profile is considered
designated equivalent source in regard to credentialing standards set forth by accrediting bodies such as the loint Commission
and Nationa] Committee for Quality Assurance (NCQA).

Certifying Board: AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY

Certificate: OBSTETRICS & GYNECOLOGY

Certificate Type: GENERAL
Duration Effective Expiration reen Last Reported
TIME LIMITED 12/11/2009 1273172015 INITIAL 06/03/2010

Note:  For certification dates, a default value of 01" appears in the day or month fleld If data were nof provided to AMA. Please contact the
appropriate specialty board directly for this information. (**) Indicates an expired certificate.

*This information Is proprielary data maintained In a copyrighted database compllation owned by the American Board of Medical Speciaitles.
Copyright 2010 American Board of Medical Speclalties. All right reserved.

Medicare/Medicaid Sanction(s):

TO DATE, THERE HAVE BEEN NO SUCH SANCTIONS REPORTED TO THE AMA BY THE DEPARTMENT
OF HEALTH AND HUMAN SERVICES.

Other Federal Sanction(s):

TO DATE, THERE HAVE BEEN NO FEDERAL SANCTIONS REPORTED TO THE AMA BY ANY BRANCH
OF THE US MILITARY, THE VETERAN'S ADMINSTRATION OR THE US PUBLIC HEALTH SERVICE.

AMA Files Checked 7/2/2010 10:32:34 Profile for: Andrea Lynne Harrell MD Page 3 of 4
©2010 by the American Medical Association
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AMA

AMERICAN
MEDICAL
ASSOCIATION

AMA Physician Profile

Additionsl Information;
TO DATE, THERE IS NO ADDITIONAL INFORMATION FOR THIS PHYSICIAN ON FILE.

The content of the AMA Physician Profile Is intended to assist with eredentialing. Appropriste use of the AMA Physiclan Masterfile data
coniained on this Profile by an organization would meet the primary source verification requirements of the Joint Commission and the American
Accreditation HealthCare Commission/lURAC. The Physician Masterfile meets the National Committee for Quality Assurance (NCQA)

standards for verification of medical education, post graduate medical training, board certification, DEA status, and Medicare/Medicaid
sanctions.

If you note any discrepancies, please log onto our web site (hup://www.ama-assn.org/go/amaprofiles) and go o the order deuwil page, select the D
following the physician's name and enter the data in question. Or you can mark the issues on a copy of the profile and mail or fax to:

Division of Database Products and Licensing
Aun: Credentialing Products

515 N. Statc Sureet

Chicago, 1L 60654

800- 665-2882

312 464-5900 (fax)

11 you have questions or need additional information, please call the AMA Profile Service customer support line
at 800-665-2882.

AMA Files Checked 7/2/2010 10:32:34 Profile for: Andrea Lynne Harrell MD Page 4 of 4
©2010 by the American Medical Association
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