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 APPLICATION FOR PHYSICIAN'S AND SURGEON'S [

Please READ all in"s'izf'xmﬁdns r?br tﬂé:mﬂ:le@(d this application. ALL questions en this application’mustbe answered, and gl supporting documents mustbe
subimitted &s per in: t,rggiong. Please type or print neatly. When space provided is insufficient, attach additional sheets of paper. All sttachments are

tonsidered part EMGnP 1 0 GRAM
FALSIFICATION OR MISREPRESENTATION OF ANY ITEM OR RESPONSE ON THIS APPLIOATION QORANY MEC USE"®
ATTACHMENT HERETOIS A BUFFICIENT BASIS FOR DENYING OR REVOKING A LICENSE. ONLY
1. NAME; Last . /;fmf Middie Personal
L D '
5/4LveR KOy "
2. Other namas you have used (include maiden nama): | 3. .S, Soclal Security Number* y
]

‘ P
e ol
" aA, (PUBLIC ADDRESS; will be released by the Board to the public): Number and Street/P.0. Box/Rural Route/Apartment Number, [f any. !
© 10528 Lovrthes Love  Are.
' State ZipCode Country

City \
Lots Vegas A B 7444 (/5.4

48, (CONFIDENTIACADDRESS): Number and Street/Rural Route/Apartment Number, if any. [Applicants must provide & confidential strect
address ifa P, Q. Boxis used as the Public Address in #4A above.]

o525 Cﬁ/f‘fﬂfﬁf Cove  Ave,
C

State ZipCode Country

ity ]
Las_ Vigas N g7/ 4y Ls4

—

5. Telaphone Nimber: | 6. Califomia Driver's License Number (optionai):
Home: { i- NUMBER EXPIRATION
Work:  ( E '
i
7. Date of Birth (Month/Day/Year ) and Flace of Birth:
{
! * - = ' !
| 8 Sex: & male T Femae © 9, Areyou a U.5. citizen? ez [ No :
l — - ‘ i . ) :
j 10, Have you ever filed an application for Physician's and Surgeon's examination or licensure in California? :
: T ves Mo P
i+ IFYEB, P EASE QGIVE DATE PREVIOUS AFRLICATION WAS SUBMITTED. ! '
i H
| 11. Listthe names and locatians of all colleges or universities attended wheare pre-professional, postsecondary instruction was received. f B
| Please submitofficial transcripts with the school seal affixed for each sehool attended, Transcripts will not be returned, l E‘:’,’; "?u’n }
[ ]
i Name ! City, State, Country i Dates af Atterdance | J
| i . ! 1 ;
- BR4woirs dwiv L wherwam, m4 054 o811 - o5/ 7y |‘ :
L 1 .
L ‘ | - :
+ 12. Listthe names and locatlons of ll schoals whers professional medicalinstruction was recaived, and, where applicable, the degree awardad, " Medicat
;' PLEASESUSIMIT: 1) an original Cartificate of Medieal Education (Farm L2) and official vanscripts with the signature of the dean or regstrar ' | Edudatior
| and the schoot seal affixad from each school attended; and, i
2) an onginal medical diploma and & 8 1/2" x 11" photocopy {original diplomna will be retumed). ’ L2 Trang,
. School Name Cily, State, Country ! Dates of Atlendance Degree Awardad {
; 5 B g 7 ; . :
STt bgonges Unlv fr/‘éd-aﬁ;&u’, WEsl _Zwg/es (23/ 16 ~ 06/po MD Jiﬂ)/@/
i ' ! b .
! ' Lo : Inlu

DOCTAR OF MEDICINE DEGREE, as teferenced ahove,

Name of Medical Schoel Address of Madical School Exact Date of Issuance
. ¥ #
. ST borgeh yusv (rllunda best Fndies 06/16/p0
4 7 = . - .
| © MANDATORY DISCLOSURE OF U.B, S0CIAL SECURITY NUMBERS X “_‘E,‘,’“‘}?_ﬁ
Disciogure al your U § soeial secaurily number 1s mandatory  Section 30 of the Bubiness and Professions Code #nd Public: Loy 94-4565 {42 USCA 4G5(GH2NE) ) authonze I
callecton of your social securly numbar  Your socal securty number wil be used exciusively for tax enforcement pusposes for pLaposes of comphance with any judgment
1 drorder{or family sugport in ceordance with Secion 17520 of the Family Gode or for verficaton of hzensure of examunalion stalus by o licensing or axsminauon enhty ;
; which Wtitizes a rationid examination and where isensura is reciprocal with tha requesting state If you faul o discinee your somat secunty number your appheation fornitiat i
i hicansure will not be procassed ANID you wil Be reparted (o the Franchise Tax Board, which may sxsss A $100 penally agajnst you ! School Code

0TA«100{Rev. 2/01)



| Weitten
| 13. Have you taken any of the following written examinations; National Boards, otherstats boards, USMLE, SPEX, FLEX, ECFMG or LMCC? i E"mym !
. !

i Yes U Ne W
IF YES, LIST NAME, LOCATION, DATE AND RESULT OF EACH EXAMINATION; FALURES MUST ALSC BE DISCLOSED, BACH EXAMINATION AGENGY MUST SUBMIT AN DRIGINAL OFFICIAL
: EXAMINATION HISTORY REPORT DIRECTLY TO YHE MEDICAL BOARD OF CALIFORMIA, THERE REPORTS WILL NOT BE RETURNMED. B

. Examination i Date : Result {Fass/Fail}

3

. 14, Have you ever been licensed 1o practice medicine in any state, territory, province, country, or U.8, federal jurisdiction?
' () vese @& mo

Y IF YES, LIST THE JURISDICTION, LICENSE NUMBER, DATE ISSUED AND DATES OF PRACTICE IN THAT JURISDICTION, PLEASE INCLLUDE PERMANENT, TEMPORARY, TRAINING, PROVISIONAL,!
LIMITED LICENSE, OR PERMIT. AN ORIGINAL OFFICIAL LETTER OF GOOD STANDING (LGS), OR COMPARABLE LICENSE HISTORY CEHTIFICATION, IS REQUIRED FOR EACH PERMANENT,

l
! TEMPORARY, TRAINING, FROVISIONAL, LIMITED LICENSE, OR PERMIT OETAINED IN ANY U5, BYATE, U.5. OR CAMADIAN TERRITORY, CANADIAN FROVINGE, OR U.5. FEDERAL JURISDIC~ E LGS |

i
" TION. EACH LGS, OR COMPARABLE CERTIFICATION, SHOULD BE MAILED 5Y THE HSSUING AUTHORITY DIRECTLY TO THE MEDICAL BOARD OF CALIFORMA, . /
i — j
Jurisdiction : License Number Date of lssuance Dates of Practice iy that Jurisdiction - . ;
; : - ; —
L ' | :
! 1
1

Licsnse
Data

‘ . 1

!
L. —
| ' . o,
. 1
|15.Doyou hot any other professional licansein any stats, territory, province, country, or U.S, federal jurisdiction? 1y . g o | M
i
| \ .
1
| #ves: proFession: | LGENSE NG  JURISDICTION:; | :
i ' i (hher
| . Profossiona)
. . Licunsas
i HAS THIS LGEMSE EVER BEEN REVOKED, QR SUBJECT TO DISCIFUNE? 1P YES, PLEASE PROVIDE ALL OFFIGIAL BOCUMENTATION REGARDING THE MATTER IN ADDITION T A WRITTEN |
| EXPLANATION. YOU ARE ALSO REQUIRED T REPRT ANY MATTER THAT IS PENDING OR IN WHICH CHARGES HAVE BEEN DROPPED OR EXPUNGED. - |
f Yes VR |
i R E
} . 1
1BA. Are you currently, or have yau ever been, a participant in a postgraduate training program In a facility in the U.3, or Canada? | Postgraduate;

(You mustinglude every residency, internship, and fellowship, whether or not completed.} Troining
M Yes (I Mo

IF YES, LET NAMES AND AODRESSES OF ALL FAGILITIES, SUBMIT AN QRIGINAL CERTIFICATE OF COMPLETION 0F ACGMEIRGPEC POSTGRADUATE TRANING {FoRM LIA} FROM FACH ]
FACILTY. (D0 NOT COMPLETE ForM L3AS TO DOCUMENT TRAINING RECEIVED IN RESEARCH FELLOWSHIF PROGRAMS.) ALL TRAINING MUST BE LISTED, REGARDLESS GF WHETHER 11

WAS SATISFACTORILY COMPLETED DR WiLL BE USED TD MEET LICENSING REQUIREMENTS,
Categorial Spacisity Area I ‘Dates of Atendanes K |
OB/ By | tHfao ~ oo

! Facility Name | Address
Mew Yooty fiiv- Ba ooty o /e
s e el T e 3@// éy’)x s OFfer~ Presewf ) )2(
o ‘ :
| i ! O

Vtictrsity Belel (ot "LE3 e 2r” S
QUESTIONS 16B through 23: -

Ifyouanswer YES to any of the following questions, please provide ALL official doc umrentation regarding the matter in addition to your written parsoial
explanations. Anapplicant inust provide official hearingfcourt desuments and ariginal lettars of explaration from medital schools artraining program
directars. Ifthesedocuments_are notprovided withthe application, theywilt be requested hefore review oftheapplicatior can proceed. APPLICANTS ARE
REQUIRED TO REPGRT ANY MATTER THAT IS PENDING OR[N WHICH CHARGES HAVE BEEN DROPPED OR EXPUNGED.

16B. Have you ever withdrawn from, or been suspended, dismisged orexpelied from a medical scheol or postgraduate training program
I have you ever taken a leave of absence from such a school or program?

! 1 IF YOU ANSWERED YES, ROTH APPLICANT AND SCHOOL/IPROGRAM MUST PROVIOE DETAILS ON A SEFARATE ATTACHMENT, . ‘ EEE Yes

NAME OF APPL.ICANT: . DATE OF H
fﬁ'f-f/ A7 o




G INT NI :.QUGF}.

HBC USE

A RIS L T
Forall of ﬁb’l&hﬁi‘o IWW &hc‘ﬁlu\?‘pr’ by the U.S. Military, U.5. Public Health Service, or other LS. federal governmenta]
umw' w..m-—:-"'u'i'“ e AT ] ‘ .: . . . ,
174, Have you ever been charged with, o been found to ave committed, unprofessional conduct, professional incompetence, gross
ragligence, or repeated negligont acts or maipractice by any medical licensing board, other agency, or hospital?

178. Has any disciplinary action sver been filad or taken, including but net limited to, informal or confidential discipline, consent orders, or
letters of wamning, regarding any healing arts licensa which you now hold or have ever held?

b e s AR T Al 1 bty 4

17C. Is any suchaction as described above pending? L. . 17{A) Yes No

17(B) Yes No

iF YOU ANSWERED Y25 10 1TA, 17B or 17C, PROVICE DETAILS N
A BEPARATE ATTACHMENT, 1HC) Yas No

B5 12

18, Has a claim oraction for damages ever beon filed against you In the course of the practice of medicine orany other healing art which
rasulted in a malpractice seitiemeant, judgement, or arbltration award of over $30,000.007

Yes No
IF YOU ANSWERED YES, PROVIDE DETALLE ON A SEPARATE ATTAGHMENT.

18, Have you ever been denied a licansey, pormission to practice medicine or any ether healing art, or denied permission
to fake an oxamination in any atate, territory, country, or U.S. federal jurisdiction, or Is any such action ponding?

IF YOU ANSWERED YES, PROVIDE DETAILS ON A SEPARATE ATTACHMENT. ves o

RSN\

#0. Have you ever voluntarily surrendered a license to practice medicine or any other heating arts In this or any other state, or voluntarily
aumud;rud your nareotie (controlled substance) psrmit (state or federal) ta any licensing board or any other agency, or Is any such agtion
pending . .

W YOU ANSWERED YES, PROVIDE DETALS ON A SEPARATE ATTAGHMENT. Yes e

M. Hava-you sverhad staff priviieges in a hespital danied, suspandad, limited, revoked, or not renewad for medical disciplinary cause, or
resigned from a medical staff in ey of diaclpiinary or administrative action, or Is any such action panding?

LYwmsrmmummmmmmmsmmmﬂ Yo No

22, Do you have any condition which in any way impalrs or limits your ability to practice medicina with reasonabia
#kHl and safaty, including but not limbted to, any of the following ?

] Yes No
IF YES, PLEASE CHMECK THE APPROPRIATE BOX(ES) BELOW:

8 A conditior’ which required admission to an inpatient psychiatrie trestment faeility.
3 Alcohol or chemical substance dependency or addiction. '

O Emotional, mental or behavioral disorder,

O Other (explain):

FOR ANY OF THE BOXES CHECKED ABOVE, PLEASE SUBMIT COMPLETE QFFICIAL INPATIENT AND GUTPATIENT TREATMENT RECORDS, EVIDENGE OF ONGOING
REHABILITATION TREATMENT, AND A PERSONAL WRITTEN EXPLANATION. ’

NN

FOR ALL OF THE BELOW, YOU ARE REQUIRED TO LIST ANY CONVICTION THAT HAS BEEN SET ASIDE AND [MSMISSED OR EXPUNGED, OR WHERE A STAY OF
EXECUTION HAS BEEN ISSUED.

23A. Have you aver been convicted of, or plad nole contendere to, ANY viclation (include svery misdameanor or felony) of any losal, state,
or fedaral law of any state, territory, country, or U.S. fadaral Jurisdiction? . .

238, s any criminal action related to the above pending? 23 (A) Yes

IF YOU ANSWERED YES T0 23A or 23B, PROVIDE DETALS ON A 23 (8) Yes No
SEPARATE ATTACHMENT,

NAME OF APRLICANT: DATE OF BIRTH:
Koy Svavert . ’
. L] -



Notice: All items in this application are mandatory; "
none are voluntary. Fallure to provide any of the |
requested information 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 the ¢ollection of this information. The
information an your application may be transferred to E
other medical licensing authorities, the Federation of
State Medical Boards, or other governmental or law
enforcement agencies. You have the right to review
your application subject to the provisions of the Infor-
mation Practices Act. The Chief of the Licensing Pro-
gram is the custodian of records,

Applicant
Beckiration/Signatire

and NOTARY

STATE OF /VC’?/@CW’
COUNTY OF /?C../?ﬁ/(

"l

£

The applicant,

/(4 gy 5 [ EXR L __being first daly sworn
T (PLEASE PRINT FULL NAME) - 1 OF HIRTH)

upon hig/her cath deposes and says: that | am the parson herein named subscribing to this application; that | have read
the compleate application, know the fuil content thereof, and declare under penalty of perjury, that all of the information
contained herein and evidence or other ¢redentials submitted herewith are true and correct; that | am the lawfu! hoider of
the degree 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 ail the credentials submitted, were procured without fraud or misrep-
resentation or any mistake of which | am aware and that | am the lawful holder thereof. Further, | hereby authorize all
hespitals, institutions or organizations, my references, personal physicians, employers (past, present, and future), business
and professional associates (past, present, and future), and all government agencies (local, state, federal, or foreign) to
release to the Madical Board of California or its suctessars any information, files or records, including medical records,
educational records, and records of psychiatric treatrnent and treatment for drug and/or alcohal abuse or dependency,
requested by that Board in connection with this application: or any further or future investigation by that Board necessary to

determine my medical competence, professional conduct, or phy

sical or mental ability to safely engage in the practice of

or groups listed above any information which is material to

medicine. [ further authorize the Medical Board of California or its successors to release lo the organizations, individuals,

this application or any subsequent licensure. | UNDERSTAND

THAT FALSIFICATION OR MISREPRESENTATION OF ANY ITEM OR RESPONSE ON THIS APPLICATION OR ANY

ATTACHMENT HERETO IS A SUFFICIENT BASIS FOR DENYING OR REVOKING A LICENSE.
SIGNATURE OF APPLICANT: '

£ZPTEASE SIGN FULL NAME, NOT INITIALS)

/A

Signed and swomn to before me this

day of

| D7é—lm2m=v. 301}

-._/
SIGNATURE OF NOTARY P!

ADDRESS 2 féM %O”ZJ/ ‘ IM}

My commission expires _MA

N

7L
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STATE OF CALIFORNIA — BTATE AND CONSUMER SERVICES MEN‘ t GRAY DAVIS Govamar
"

= MEDICAL BOARD OF CALIFORNIA
ppremt el \ . 1426 Howe Avenue, Suite 54, Sacramento, CA 95825-3236
" (916) 263-2499/FAX (916) 263-2487

Internet’ www.medbd.ca.gov

CERTIFICATE OF MEDICAL EDUCATION

" MEDICAL SCHOOL:

PLEASE COMPLETE THIS FORM IN THE ENGLISH LANGUAGE.

This certifies that R ﬁﬁ 5/%"/ f" K ;

FULL NAME OF APPLIGANT T TUS SOCIALSEGURITY NO T aTE GF BIRTH.MWDDATYYY

enrolled in 57 beorge Pnlgrsely Sbowl %/é’gg/ / lorenada, st Tndies

sy

«  NAME OF MEDICAL SCHOOL 7 ~ LOCATION

-
on the day of Jj M £ . W ngd was granted the following credits on enrallment:

Advanced Credils:  Credits previously obtained at an approved medical, dental. or osteopathic school.™ .

[ &

MEDICAL SCHOOL © -] . TOTAL CREDITE . DATES

r

The undersigned fufiher certjfies that the records of this jnstitytion show that the avplicant attended in this instit tion?‘@a %—'
T T 5 T oo e s o ver LGt I

years of resident instniction of wqeks each, comnpleting at least 4,000 hours, of which at least B0 parcent actual
HUMEER OF WEEKS .

attendance is raquired, in the subjects set forth hereunder (Businsas and Professions Code Saction 2089). and that the applicant:

was granted the degree Bachelor/Doctor of Medicine by OR 0 withdrew from /
Fe-» .
the above mentioned medicat school on the / (J - day of 2Ty
Y MONTH YEAR
Anatomy . . ... Embryplogy . ~- === - Physical Medidine
Ciotaryngalogy ' Histolagy Therapeutics
Ohbstetrics and Gynecolngy Human Sexuality as defined in Section 2090 Meurcanatormy
Radiglegy. including Radiation Safety Medicine Ghild Abuse Detection and Treatmant
Tropical Medicine Surgery, including Orthopedic Surgery Geriatric Medicine
Physiology Urology Pediatrics
Biochemistry Psychiatry Pharmacology
Pathalegy, Bactericlogy and Iremunology Neurglogy - Anesthesia
Ophthalimology Alcoholism and Chernical Dependency Spousal or Pariner Abuse Deteclion & Treatment™
Dermatelogy ] Prevenfive medicing, including Mutrition Family Medicing™*

Pain Management and End-of-Life Care*

*

Each school where professional medical mstruction was received MUST complete one of these forms. If more than one school was
attended, photatopies of this blank form may be made and used.

ONLY applicable 1o medical students who enrolled in medical school on or after September 1, 1994.
*** ONLY applicable to medical students who graduate from medical schoo! on or after May 1, 1998
& Only applicable 1o medica/!étudents who enrolled in madical school on or afler June 1, 2000.

ek

WEDICAL SEHODL SEAL MUST i3
IMPRINTES BELOW.

i ] . ATIENVION MEDICAL SCHOOL: The person who signs #his form MAY NOT be related fo he applicant by blood, marnioge

K ar adopiion.

: '”__ Only thi Prosizfent, Dean, o Registror may sign #his form. i thet tignature authorly is being delegated fo anether parson,
o . s : evidence of ther delagaiion must be atfoched fo this formn (may be o photocopy). Such delegetion must be on official

- =i - ...” lafiothpad angd must be datad within thenst 12 menths. .

d - thi _Mg_f& of ' A , "HU’][

) ;:Signed he school se

B 4 YERR

o | W‘/( :Margaret A. Lambert

R BY _ Dean.of Fnr '
] ( REBIDENT, nw.oﬂaﬁclsﬁ?a.ﬁenivnmiw Registrar

OTA-IDO-LY (Rev, 4401) l \




‘foi

Land Lulf LTI J..‘,"l'..l [ -1 R~ R TN [ S

' “ .. . ) f::tané‘«'r-oé\qs. Govomor
STATE OF LALIFORNIA = £TAT L AND CONELIMER SERVICESAGENCY > ™ 5 ;J‘; e
¢ [ i)
QH MED!CAL BOARD OF CALIFORNIA o s
c,_.,,,.,:, ) . 1426 Howe Avenue, Suite 54, Sacramento, CA 95625.3236 A 4 “t, ' P : :-.
vl ' {91B) 263-2489/FAX (416) 263-2487  Inlemet wiw. madbd...gr.w P e

ITE TRANIG T
CERTIFICATE OF COMPLETION OF ACGME/RCPSC PUSTGRADUf\TE . o
To be.complislec by the facility for every medical schoal graduate completing pogigraduate training in the United Sta Cafatia,

PROGRAM DIRECT THE APPLICANT 1Y 81000, MARAGE,
TTENION } WIS AND DIECTORS OF MEDIOAL EDUCATICN: THE PERSON WS FIGNTS THIS FOMM MAY NOT 85 RELATERD 10
awmmﬂﬂmmlhmmdmmmmmm rmmmummummmumm
iached o Ik R ey B of phokotapy). Sueh dedigrotion must be on oficiel Sethah Sau ond st b Soned Wil he. menths.

'r_mlN

LAST NAME of Applicant _ First Mama
SPLAVER ' By

1.5, Socal Secumy Numbe - ,,,,,,____.__--*-'—I Deia of ity MMIDDAYYY Yomphons Number:

- ’ Home: - Wk -
e S : —

ura H .

0525  Lowrfney Gve Are, .

Cily 7 Gty Zip.Code

Las VEvas Vi ad | SO/
SRAR.OIRE CTIGR. . I - - .. e e U R
2t 2GR aeed date (s inrm hatare e b v RSIgracua i (rien Ay piae s ) ol by the
‘l‘_)i this farm wil) certify theal U indicidial samead @y PART 1 abous mempleted o penond of accredited
pastyraguale Lo mpletre in 8 satislaction mannm:. p!s-_a o Fakn rjqfa}i\iffu
narrative cxplarfstinn | The lollowing infarmation is providig to cortify “zalistacicey” somplotion. PLEASE SEE THE REVFRSE FOR A REFNITION
OF "SATISFAC i
Name of Faclity:

Asarass of Facily, \
N Yu »05’(10?_\:}0,0:/\ /[710-9/37"4/ ’/70.(/0///541{”) S N YNY 1663
Npme af Program Cireeter: lophone Nuymber
Signuiure of Progrm DIyt 7 Do Sigred;

Uit Citlegonen) Spwaallyri of TXINng Campiewd Byt romee: . Giate Traifing Commenced: /’ na}e"rgw%'nw}:h—lﬁ/ 0? //
MJ\ @’W?"_C:gfufq I TQE\QD AENTS

i the: traleing was rialing | ¢ tranpiional, st the speciic mtelans and the numbar of waaks spent in esch (SEE THE REVERSE FOR INFORMATION DN SATISFYING THE
QENERAL MEDICINE TR INING FUSQUIREMENT):

’ nter) By the CIRECTSR OF MEDICAL EQUCATION aad aHixed with tha afficial Eazility se3)
Name ef the Dlrectr of Me tica] Edvoation: Nema of Facity, |

o Wdrcen Ll m)) | Y udowndaen (i
Addrexs ol F :
f7QWr///ﬁm N a2 N
by Stata ' Ap Gooe
— Nep Yor g AN/ XY

Tesepnnia Wumiter,

! PART 4: Siana

DIRELTGR OF MEDIGAL EDUSATID coriying #arisiastory compluiion of Vg

et M pdionl Belueation|, Do nef &ign snd date iz form beforn the st agy of #ry postgradiste training your which will be atad by the Baplicent to qualty for

Altpttion: Djrsc) 3
ficknsure, Tris Kam may be signedt By tne current Dirrcior of Modize) Sducation: f# doss not nend 1 8a gigned by the persan whio was ihe Dimclor of Modicol Edueation al the time of
e riining fismd shove.

Tenk: M1 fon i6 uGad 1o vertly pastgraduate Imising beyond Ialwhich |s rguired for licansure, (hia form can ba aigned by the Directy of Madieal Eduestion and
tha Program Diretior bal e thes final day of mening, Hewever, i you A1 litersed mhar the date upan which walning waa eompleterd AND H e form wee slgned before the final day of
he tralning yoar. p e frm must be comipletsd v submied 1o he Moty Board of Caffomiz,

et e e e
e OFFICIAL HOSPITAL EEAL OR NOTARY SEAL, DATE AND BIGNATURE
. MUST BE AFFIXED [N THE BOX TQ THE LEFT T CERTIEY TRANING,
) I herevy declare uner panalty of pedury under the [aws of the Stale of Callfornia that the above stataments are

true and comect and that the kraining program |s approved by the ACGME of the RCPSC 1a offer the type 2
: leval of tralning completed by the appkeant and that Yia applicant was trained in gn spproved ACGME or

Signature of Director of Medical Edyegline

KQIF[TAL OM NOTAAY 1AL

D1A-100-LY tRev, WY i

ROCPSC program position,
| Date Signed: .
( / 3’% ¥ .
I L
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STATE OF CALIFORNIA -« STATE AND CONSUMER SERVICES Ai.j . . GRAY DAVIE, Govenor

MEDICAL BOARD OF CALIFORNIA

e e 1426 Howe Avenue, Sulte 54, Sacramento, CA 95825-3236 W\
AHilte {916) 263-2489/FAX (016) 2Pp-2487 Internet: www.medbd.ca.gov ‘

CERTIFICATE OF COMPLETION OF ACGME/RCPSG POSTGRADUATE TRAINING
To be completed by the facifity for every medical schoot gr?ﬂgate completing postgraduate training in the United States or Canada.

ATTENTION PROGRAM DIRECTORS AND TIRECTORS OF MEDICAL EDUCATION: IHE FERSON WHO SIGNS RirPORNNUAY NEIT B SELATED 103 THE APPLICANT BY BLOGID, MARRIAGE, OR ADOPTION.
Only e Program Direcior and the Dinecicr of Mecical Educalion may 6gn s lorm. ¥ thel signaluny pd ko enather petson, evidence of it delsgetion must be
otfachod jo His lorm (may be o pholtcopy). Sech delegafion st be on oificial ieitalhid fingl within ihe knat 12 ridrths.

PART 1. Te be completed by the APPLICANT.

LAST NAME of Applicant First Mame ] Middie Initial
S/AVER 75 o\

U.%. Social Securtty Numbar, DBata of Birth: MWDDNYYY Telephone Number:

oo ‘ : Home: ( Werkc: (
— P S ATy S S M.
Currant Addrass:

(05 25 Lovrlney (we Are,

’ 7 State Zip.Code

Y Lons Végas AV FP/vy

PART Z: To be compleled by the PROGRAM DIRECTOR, . :
ATTENTION PROGRAM DIRECTOR! Do hot sign ard 2 this form before the last day of any postgraduate training year which will be used by the

—appbdcsatio.qualifyfordicen sure. - 1@u_lplat.‘\on.uizt.ns_fm::n_wil'uexr.iiy;_lhat.mg_i.ndmldual;mmd_in_E'-’.APJJLabuve_ammnedﬂlpamno.mmemwﬁgg
postgraduate traming at this facility, If a period of trhining WAS_ NOT comgpleted in a satisfactory manner, please provide a separale detailed
narrative explanation. The following information is pravitect to certify "satisfactory” compietion. PLEASE SEE THE REVERSE FOR A DEFINITION
OF "SATISFACTORY.™

Name of Facility: o ' Address of Pacllity: .
L aE VI Scrfre. o pEQc s |0 o G a0 sy S
A ’E__H‘ "":' Fecion Talaphone Number: ’
. . (702 E74 2302
Dale Signed:

. «?/V‘/f\ A /(’4/) P '
#alty Arsa of Trdining CoMipleted byTrainee: Date Training Carprmenced; I/ Date Training Compjeted, ™ 7~
2/l a0 N

J z
weaks spentin (SEE THE REVERSE FOR INFORMATION &% SATISFYING THE

If the raining was rotatdp or transitional, list the specific rotations and the number of
{GENERAL MEDICINE TRAINING REQUIREMENTY:

3

APAR'T 3: To be completed by the DIRECTOR OF MEDICAL EDUCATION and affixed with the official facility seal.
Name of the Director of Medical Education: Name of Facilly:

NTRNLEP 7). RS 62 LUy, VEV. ,s'

Address of Facility:

_20%0 W CHRRUEETOIN BLrd '
U LA vEGES ™ £9¢o2— |70 6Tl 6407

T T e

Artention: Direvtor of Magifical Edusation!, Do nol sign and dals this form hefore the fast day of eny postgraduate iralning year which will be used by the appiicant fo qualify for

ficensure. This form may be signed by the current Director of Medical Education: It does not need to ba signed by the person who was the Director of Medica! Etugation st the time of
the raining listed above,

Notite to Applicant: If this furm is used o verity posigraduate Iraining bayand that which is required for licengure, this form can be signed by tha Director of Meadical Education and

1he Program Director before the final day of raining. However, If you are licensed after the date upon.which tralning was compieted AND if the form was signed before the finat day of
thi training year, a naw form must be completed and submitted 16 the Madical Board of Galifornia,

OFFICIAL HOSPITAL SEAL OR NOTARY SEAL, DATE AND SISNATURE
MUST BE AFFIXED IN THE BOX TQ THE LEFT TO CERTIFY TRAINING.

=

E i "“5‘2'!3& A ALLEN T ereby declare under penalty of perjury under the laws of the Stale of Caffornia that the above staterments are
AN o, 02-75388. ug dnd correct and that the training program is approved by the ACGME or the RCPEC to offer the type and
2 My appy. 1 level of tralning complzted by the appiicant and that the applicant was trained in an approved ACGME o

z Sup. lung 3, 300k | o r

& RCPEC meogram position.

od

- < S Bignature of Ditector of Medical Education: Date Signed: _
7 . '

%

HO

T TIA-ID0-LA7 (Reev, 301Y



« STATE OF GALIFORNIA — STATE AND CONSUMER SERVICES AGENC. ’ GRAY DAVIS. Govprrigr

MEDICAL BOARD OF CALIFORNIA

'- = 1426 Howe Avenue, Suite 54, Sacramento, CA 95825-3236
*  Coanstmer (816) 263-2490/FAX (916) 263.2487
Affairs Internet. www.medbd.ca.gov

ELIGIBILITY FOR REDUCED INITIAL LICENSE FEE

(if you are enrolied in an ACGME/RCPSC postgraduate training program at the time of Iicensu_re, you are entitled
to a reduced initial license fee. This form is used to certify curvent participation in a training program.)

This is to certify that ey Srevenr SO
; ’,_...-—-—-._,___:_w (Name of Applicant) (U-5. Social Security Number) _
g e _ is in an approved ACGME/RCPyostgraduate training position that
{Date o IMMDDAYYYY) .
epGed on .M WERHE 1. L ZW{P and is expected to be completed on
; . Month (] Year
Octosfe 3/ AD0Y  in JOLS TR rics [ E9Nesr /gy
<| Month Day Year 7 (Type of Training) =~

(Name ang Address of Facility}

{
Jbe W Mw/ff/‘jv/ | SHe 2ep

{zylfﬁr&/‘.‘i Sy %l&f/épé { en?e

Lo V2Zram—T00  §9/052

ATTENTION DIRECTORS OF MEDICAL EDUCATION: THE PERSON WHO SIGNS THIS FORM MAY NOT BE RELATED TO THE APPLICANT BY BLOOD,
| MARRIAGE, OR ADOPTION. , ,

Oniy e Direclor of Madical Education may sign this form. If that signehuse authadty is baing delegated i another person, evidence of hat

dele’g;lﬁon gusf be aflached fo Ihis ferm (may be o pholocopy). Such delegation must be on ofiiciol leNerhead and must be daled within the
fasf 12 months,

| hereby declare under penalty of perjury under the laws of the State of California that the i
above statements are true and correct and the facility is approved by the ACGME or the
RCPSC to offer the type and level of training completed by the applicant and that the

applicant is being trained in an approved ACGME or RCPSC prograrn position. |

i A K, 2. 21.0.
ﬁ\ﬁ V r;?w,/fﬂ _AA

(Signature of %r Meffical Edutaton)’ f

EHEDY V2~ 8 AB0D
oste)y /7 ; (Telephone Numter)
____________________ -

OFFICIAL HOSPITAL SEAL, OR

r
I ' |
| B, . CAROL A_ALLEN l
| B e b | NOTARY SEAL (WITH DATE AND |
I
|
|

| My oppt. wxp. June 3, 2004 NOTARY'S SIGNATURE) MUST BE

I é/f /fé Mm 7 /;j/ﬁ}/ | AFFIXED IN THE BOX AT THE LEFT.

Vil b e e CE vrech e Bl WS e P ST — e Sfrice Sk e m——

NOTE: Do not use this form in lieu of Form L3A, "Certificate of Completion
of ACGME/RCPSC Postgraduate Training."

07A-107-L4 {3401}




s STATE OF CALIFORNWA, — STAYE AND CONSUMER SERVICES AGE! l GRAY DAVIS Govamor
. ]
&

. v MEDICAL BOARD OF CALIFORNIA
‘ - imrane . 1426 Howe Avenue, Suile 54, Sacramento, CA 85825-3236
Consumer {916) 263-2489/FAX (916) 263-2487
Internet: www.medbd.ca.gov

OFFICIAL BREAKDOWN OF UNDERGRADUATE CLINICAL CLERKSHIPS

(The completion of this form is required only of internationat medical school graduates.
Please compiete this form in the English language.)

Name of Applicant (type or-print FULL name): U.S. Social gepqﬁgglﬂpmben
ﬁ 0 ‘{ STLEFR Date of Birth MM/BDIYYYY:

i
Only undergraduate clinical clerkships in which the applicant participated in DIRECT, HANDS-ON DIAGNOSIS OR TREATMENT OF i
PATIENTS IN A CLINICAL SETTING should be reported on this form. Any clinical clerkehips completed that do not meet the above i

criteria should NOT be reported on this form as they will NOT satisfy California's ¢linical training requirements.

UNDERGRADUATE CLINICAL CLERKSHIPS

(Piease list ALL clinical training completed prior to issuance of your medical degree in the area below and on the
reverse of this form. List training in date/chronological order, commencing with the first clinical year of training.)

' DATES OFATTENDANCE weexs oR
CLINICAL SUBJECT AREA ‘ FACILITY NAME AND ADDRESS

QAJME.«JM M Lt c&? Ad rM‘M 8 a—f/?i
b | s _shsee O RGN [
M m% UK ﬂ‘viﬁjeiqﬁgh_n’/é V’

TTENHON DEANS OR REG!&MRS. THE PERSON WHO SIGNS THIS FORM MAY NOT BE RELATED YO THE APPLICANT BY BLOOD MARRIAGE, OR ADOPTION.

| : FROM -TO WEEKLY HOURS |

! | (Monthmayh’aar) OF GREDIT ;

| iofo ] 18]

| 4 / ‘?F ?Z "(
‘2{’,_____

, axl:abjf{‘i% e

f 03/ ]9 )_\V,

i " - 07/‘?0 ;

| M&/} QL R _fﬁ iy

Only the Dean or Ragistrar mcry sign His form. If thet signalure outhorly 1s being delegaied fo cnother peson, evidence of that delegation must bo oftached o
this form (meay be g phoiocopy). Such delegafion must be en offickyl leferhacd ond must be datad within he kas! 12 monihs.

[

MEDIGAL SGHOOL SEAL T : - Margaret A. Lambert ' | 1
. 0 Dean of Enrolmert Planning |
I - e ko FULL NAME of DH&HWM}MWS&E&WPE OR PRINT) - |

oL L ‘ |
| 7 I 1= dectare undg penalty of peiury, ¢ {1 amiwas the Dean or Registrar for the studantnamec‘rabove and |
| TR 1. thatl haw fz.liy*mad thi nd tipat the stgiéments made hersin are strictly true in evene  — |
(7. - Tt | respect. . DA - i
s e i Py

L LT Srgnatu e of Daan{ c*‘ Registrar- :

- 4A4'-d —

j . : : .- : ‘.. : i [kte M.
07A-100-L3A [Rev. 301 . 1 U 4 : -



OFFIGIA!REAKDOWN OF UNDERGRADUATE CLI L CLERKSHIPS .
(Continued from the front of this form. i additional space is needed, you may photocopy this side of the form;

however, orlginal signatures and seals (below) will be required on all photocoples-submitted.) ™ '
Name of Applicant (type or print FULL name): U.8. Social Security Number
| N
ko 1’{ Sl, ( ny - Date of Birth- MM/DOIYYYY:

B I

UNDERGRADUATE cummt CLERKSHFPS ST

DATES OF ATTENDANCE WEEKS ot

- CLINICAL SUBJECT AREA FAGILITY NAME AND ADDRESS . FROM — TD WEEKLY HOURS
‘ (MonWDayNaarl OF CREDIT

| Wt (B T e G {/ s

WW)&[.,M: m&&&w M—Qb %Jz{[w £

ot pedees /| e | | C%r/a:/ﬁ/if_- /é? v/

ke, Pl s Wia//:m/%—"_ ¥ v
H a_z,&i 00 _

08

O¥-s3 Yo' foo
@ﬁ)
oNﬁ"m

5"
W Ji;““ ¢ o
R e

el ¢
ober

Cotlege. 06 /5 T no '
ﬁﬂ’ ﬂ/ﬁ-_[//GI/LZo 2

gfzod’ oo |
W ﬂQ/OL//M

ATIENTION DEANS OR REGHSTRARS: THE PERSON WHC SIGNS THIS FORM MAY NOT BE RELATED O THE APPLICANT BY BLOOE, MARRIAGE, OR ADOPTION,

Only the Docn or Reglatror mey sige ihis form. ummmmynmmmbmwmeudmmmmfmm
form (may bo a phelocopy). Such delagelion mus! be on ofcial leflerhecd and must be duled within iha iort 12 months o e ]

_MEDICAL SchooL SEAL ~ o Margaret A. Tambert
Dean of Enrollment Plannmg

OO

"FULL NAME tiéﬁ b!; Hegstat e on pamn

|
I
i .
PR an or Registrar for the student named above ang
e i - that | hay fﬁ.my-raadt |ements made hereln are«strictlytrue irt everf
[
I

; . i o respact, M : .
/ G Thfoi
———— e Sigoaturp of Deanlor{Registrar ¥ " Bae R -
07A-106-LS5B Rev. 3O ; i A ; :

declare undkrpenalty of perju '

A = e il S




ITATE OF CALIFOANIA = STATE AN( CONSUMER GERVICES AGEN! . GRAY BAVIS Gavemge
DICAL BOARD QOF CALIFQRNIA F .
S i 1426 Hewe Avenus, Suite 54, Sacramanta. CA B5825-3236
Coeparment at (916) 263-2459/FAX (216) 2632487  Interaat: www,medbd.ca,gov
Con?umer
Adtairs CERTIFICATE OF CLINICAL TRAINING

The completion of this form 1s required pnly of Intarnational madical scheal graduates, BUT may be omitted If 2t clinical yraiaing was donein the
the medical school and such hospital Is lotated in the same country as tha medical schaol AND tha medical schaol completes and certifies th

Undargraduate Clinlzal Clatkships form, Form LSAJB]  Please complete this form in the English language.
Complete ONE cenrtificale for EACH clerkship. signed by the facility program director or instructor,

primary teashing haspita) of
& "QHicial Breakdawn ot

Only undergraduata clinical clerkships in which the applicant partieipated i DIRECT. HANDS-ON DIAGNOSIS OR TREATMENT OF PATIENTS IN A
CLINICAL SETTING should be répotted on this form. Any chinical cleskships completed that do not meet the abiove ¢itéria should NOT be repaned on
this form as they will NOT satisfy Califarnia's chinical fraining raquirements.

This is to certify that ' ‘]‘{(;){ / “ :ﬁ / 1 /€ @/ 3 -

STUDENT'S HAME

-

. W3 WUTIAL BELURITY NOD

' 'gtudentof S5t. George's Uni. versEi ty School of Mgdicine .
OATL QF BIITEMMIRITETT MERICAYL ECHOOL :

completad a clerkship offered by

KAME AMO ADDRESS CF FACRITY

339 Micks Street, Brooklyn, N.¥. 11201

from (/ | [0 | 00 through 3 oy - OO

MONTH DAY TEAR MONTH OAY YEAR

of . CLINICAL AREA . L%)

This facility d is affifated with 2 LS. ar Internatona! school

in the clinical area

This facility & does have an ACGME-aceredited residency pragram

{3 is not affiliated with & LS. of Interaational scheol . : inthe areas ot. Medicine/Pediatrics
Name of U.S. or Intemiational medical school, if afiifisted: - O doas not have an AGGME-aceredited residency -
: ' T ’ rogram. ' . . LT '
: SUNY DQWNSTATE MEDICAL CENTER @ BROOKLYN Pros

gy e 7 iy e Y

ATTENTION FACILITY PROGRAM DIRECTORS OR INSTRUCTORS: THE PERSON WHO SIGNS THIS FORM MAY NOT BE RELATED TO THE APPLICANT §Y BLOGD, MARRIAGE, OR
ADOFTION. '

Only the Facility Frogeam Direclot or inshrucior may sign ihis form. If that s

ignature outhorily Is being delegated o onothar persen, evidenca of et delegation must
be attachad io Ihis form (may ba o phelocopy). Such delegstion musi b

8 an piicial letlerhead and must be dated within the fost 12 mon!hs.

7 fq swear or affirm that | améwas the the individual facility program director
or mstrucior for the student named above during the clerkship indicated and that | have carafully raad

and completed this form and that the statements made herein are strictly irue-in every respecl.

Dol D ~/2/Ccfm )
TYPE ORPRINT NAME OF FA‘:?UWPEW DmE&TQﬁ QR IN!TMTGRJ

-
|
I 339 ¥Hicks Strest 3 - ./ ' ‘
| " ACOAESS MUMBER AND STREET . ' : I / ' -

/&  Brooklyn, __: N.v i 11201
| ciry - ‘ STATE // / _ P a0k
1% _(718) 0~ 296 |,

TELEPHONE KUWMEER

DG [ENSOH B

VS

s'ﬁmwyérhf iTY PROGRAM IRECTOR DR INSTRUCTOR

NOTE: IN ABSENCE OF AN OFFICIAL HOSPITAL SEAL, THE FACILITY PROGRAM DIRECTOR O%NSTRUCT.OR MUST SIGN THIS FORM IN THE
FRESENCE OF A NOTARY PUBLIC WHO AFFIXES HIS/HER OFFICIAL NOTARY SEAL : : o

Signed and sworn to before me this - - dayof

i . MONTH
e e o e i e o

4

=
5

Ig HOTARY PUALIC
| | |5 -
| ' ]w ADDRESS

o

| |® My Commission Expires

v s i e i i e et s s 4




. .
STATE OF CALIFORNWA — STATE AND CONSUMER SERVICES me, _.

_ MEDICAL BOARD OF CALIFORNIA
o : LICENSING PROGRAM
Dopaiment of 1426 Howe Avenue
Consumer Sacramento, CA 95825-3236
Affarrs (916) 263-2499

CERTIFICATE OF CLINICAL TRAINING

(The completion of this form Is required only of international medical school graduates.)

NOTE: Tins +ORM MAY B2 OMITTED IF ALl CLMICAL TRABING WAS DONE I THE PRIMARY TEACHING WOSPTTAL OF THE MEDICAL SCHOOL ARD SUCH HOAPITAL IS LOCATED IN THE SAME COUNTRY
ummnwmmmmmwmmmmﬁmtmWWMWMMW.MLM.

Complete ONE ceortificate for EACH clerkshlp.. signed by the instructor or facility program director,

ONLY UNDERGRADUATE CLINICAL CLERKSHIPS INWHICH THE APPLICANT PARTICIPATED IN DIRECT, HANDS-ON DIAGNOS!S OR TREATMENT OF
—-PATIENTSIN.A CLINIGAL SETTING SHOULD BE REPORTED ON THIS FORM. ANY CLINICAL CLERKSHIPS COMPLETED THAT DO NOT MEET THE
ABOVE CRITERIA SHOULD NOT BE REPORTED ON THIS FORMAS THEY WILL-NOT SATISFY. CALIFORNIA'S CLINICAL TRAINING REQUIREMENTS.

This Is to certify that Roy Silver . a stugent
: . STUDENT'S HAME _
-of 8t George's University School of Medieine -« - - — _. completed a
WEDNCAL SCROOL
clerkship offered by __ Royal Hampshire County Hospital, Romsey Road, Winchester. Hampshire,
. HAME AND ADDRESS OF FACLITY

/8022 5DG. UK

from . .26 October .19 98 through _ 20 November .19 98 in the ciinical area
DATE "__ DATE o ‘ '
of Medicine
CLINICAL ARFA
Mr Michael Buckingham ‘ beingrdpiyswomn, says _he isivas the individual instructor or

program director. for the siudent named above during the clerkship indicated and that __he has carefully read and
. compietad this form and that the statemenis made herein are strictly liue in eveiy respect”™ =~ N

I L
Thrs facilty % affiliated with aU.S. or International school This facility £ does hove an ACGME -accredited reskiency program

NUSDEM . N inthe areas of: )
Nome v/ UL.5. orintemationalmedicel school, faffiiated: 01 does ot have an ACGME-acoredited residency

program.

[ o e .
STGRADUATE MEDICAL CER Mr Michael Buckingham

PSHIRE COUNTY - et damirie e b
Y&:@-’:‘ERH 3 AL . Royal Hampshire County Hospital

S 5022 DG | % ADOREBE: MARER ARD BTHEE T
L: 01962 824422 |E= Romsey Road, Winchester, Hampshire. 8022 5DG. UK
01962 825168 I§ oy M%M o P conE
L e 01962 863535 A~
T e e TELAPHONE NMUUDER "HGHATLRE DR IGTRULTOR DRECTOR

HOTE: INABSENCE OF AN OFFICIAL HOSPITAL SEAL, THE INSTRUCTOR OR PROGRAM DIRECTOR MUST SIGN THIS FORM IN THE PRESENCE
OF ANOTARY PUBLIC WHO AFFIXES HISHER OFFICIAL NOTARY SEAL.

Signed and-sweornta-bofore-me-this 316t day of August 19 99

l"_"'""'""_""'_—"'_""-"""—"'""—'l

AT A AR ey YT




STATE DF CALIFORNIA — STATE AND GONSUMER SERVICES AGENCY PR E WILDWI, WRavsHay

: CAL BOARD OF CALIFORNIA .
s LICENSING PROGRAM
Deparimenl of 1426 Howe Avenue
Co?sumer Sacramento, CA 95825-32368
Alfoirs (916) 263-2499

CERTIFICATE OF CLINICAL TRAINING

(The completian of this form is required only of International medical school graduates.)

NOTE: s FORMMAY BE OMITTED (F ALL CLIMCAL TRAKING WAS DONE I THE PRWARY TEACHING HOSPITAL OF THE MEDICAL BCHUUL AND SUCH HOBPITAL 15 LOGATED IN THE SAME COUNTRY
AS THE MEDICAL SCHOOL AlD THE MEDICAL SCHOGL GOMPLETES AND GERTIFES THE OFFIGIAL BReakpown oF LINDERGRADUATE CLIICAL Gt ERKEHIPS FORMS, FoRus LSA/B.

Complete ONE cartificate for EACH clerkship, signed by the instructor or facitity program director,

ONLY UNDERGRADUATE CLINICAL CLERKSHIPS IN WHICH THE APPLICANT PARTICIPATED IN DIREGT. HANDS-DN DIAGNOSIS OR TREATMENT OF
PATIENTS IN A GLINICAL SETTING SHOULD BE REPORTED ON THIS FORM, ANY CLINICAL CLERKSHIPS GOMPLETED THAT DO NOT MEET THE
ABOVE CRITERIA SHOULD NOT BE REPORTED ON THIS FORM AS THEY WILL NOT SATISFY CALIFORNIA'S CLINICAL TRAINING REQUIREMENTS.

This Is to certify that Roy Silver ' . a student
. BTUDENTS NAME .
-gf St George's University School of Medicine . - - B ', completed a
’ i ST o T ” MEDICAL EGHOOL i B o . o T oo ’
clerkship offered by _Mayday University Hospital, Mayday Road, Thornton Heath, Surrey.
NAMT AND ADDRESS OF FAGILITY
CR7 TYE. UK o
from 23 November 1998 through __ 12 Yebruary 19 99 in the clinical area
BATE DATE .
of Medicine
CLMNICAL AREA
Dr Rupert Courtenay-hvans boing.-dube-sworm, says __he is/was the individual instructor or

program director for the student named above during the clerkship indicated and thaf__ho has carefully read and
completsd this Taim and thal the statemenits inatle herein are stictly tue in every respect. ~ * ~ =~ 7~

This facility st offiatedwith aU., or temaonalsehool | This facility C1 does have an ACGME-accredited residency program
» N f i/ SD ?Qm}mr i ; S inthe areas of:
smeeTs ot Fonalmaizal schoot fafisted () does nothave an AGGME-accredited residency
' prograrm. :

FCROYDON CHEST CUBIGup coorinsr-fore

MQYCIQY Univergify HOSJMf ¥ Upiversity Hospital

-
|

|

[ Muydoy- ROGdl‘g Mayday] Boad, Thornton Heath, Surref XOR7 TYE. UK _

| | Thornton Heathg CR7 7!]5; Im 4137 “‘\)\Q’\ e
L St —_———— TELEFHONE MUER mwwmmucvoﬁ*mmmmm

NOTE: iN ABSENGE OF AN OFFIGIAL HOSPITAL SEAL, THE INSTRUCTOR OR PROGRAM DIRECTOR MUST SIGN THIS FORM INTHE PRESENCE
0OF A NOTARY PUBLIC WHO AFFIXES HIS/HER OFFICIAL NOTARY SEAL.

Signed and-swonTiobefureme this 1hth day of __ August 19 .99

o e i e s e i e i e e )

HOTARY PUBLIC

ADDRESS

My Commission
L—q——_m—l—vi—._—_ﬂ--ﬁﬂh—'—"'ﬂl - .

AP A YNt L0 e 3T




STATE OF GALIFORNIA — STATE AND COMBUMIR SERVIGES AGENCY .
MEDICAL BOARD OF CALIFORNIA

e LICENSING PROGRAM
Tepatimml of 1428 Howe Avenue
Consurmer Bacramento, CA 95825-3238
Alloirs (916) 263-2469

CERTIFICATE OF CLINICAL TRAINING

{The completion of this form s required only of iInternational medical school graduates.)

NOTE: Ties FORMMAY BE OHITTED IF ALL CLEGSAL TRANSIC WAS DDUE W THE PRIMARY TEACHING HOEPITAL OF THE MEDIZAL SCHDUL AND SUCH HOSPMTAL IS LOGCATER IN THE SAME COUKTRY
AB THE MEDICAL SCHODL AND THE METICAL SCHOOL COMPLETES AND CERTIMES THE OFAzial. BREANDOWN OF UNDERGHADUATE CLICAL CLERKGFS FRINS, Forus LEATB.

Complete ONE certificate for EACH clerkship, signed by the instructor or facility program director.

ONLY UNDERGRADUATE CLINICAL CLERKSHIPS INWHICH THE APRLICANT PARTICIPATED N DIREGT, HANDS-DN DIAGNOSIS OR TREATMENT OF
PATIENTS IN A CLINICAL SETTING SHOULD BE REPORTED ON THIS FORM. ANY CLINIGAL CLERKSHIPS COMPLETED THAT DO NOT MEET THE
ABOVE CRITERIA SHOULD NOT BE REPORTED ON THIS FORM AE THEY WILL. NOT SATISFY OALIFORNIA s CLIHICAL TRAINING REOUIREMENTS

This is to certify that Roy Bilver ' . a student
: STUDENT 5 NAME .
-gf St George's University 8chool of Medicine . - . - . compléted a
METNCAL SCHOGL.
clerkship offered by Mayday University Hospital, Mayday Road, Thornton Hgath Surrey.
MAME AND ADORESS OF FACKLITY ‘
CR7 7YE. UK ‘
from __15 February 11999 through __7_May @| ., 1999 in the clinical area
DATE DATE .
of Surgery
CLINGAL AREA
Dr Rupert Courtecnay-Evans being-duly-swom, says __he ishvas the individual instructor or

- - -program director.for the student named above during the clerkship indicated and that __he has carefully readand
completad this form and that the statements made herein are strictly true in every respect.

Sope

This facility g{ aﬁhatedwilh al).5. or Infernationad achool This facility (] does have an ACOME-accredited residency progrem

O is nof the aress of:
Nama of 1.5. orinternationsl medical school, if afftiated: n

O does nothave an ACGME-accredited mmncy

program,
r-lCR'OYD'ON T'!,EST CL]:N'CDQI"E Courtenay-Evans
1 Frmm MRS TIRAS T O L FAGHLTTY PROGIAM DIRECTOR
il MGYde U“‘VQ&'W ONpy niversity Hospital
I mmmm
| ,thc dC‘ly ?_TQ C Mayday foad, Thoruton Heath, Surr 7 TYE. UK
. TP cove
L__ET?Z_%E; = ‘Jibl 3137
BIGHAT ACHITY PROGHAM DIREGTOR

NOTE: IN ABSENCE OF AN OFFICIAL HOSPITAL SEAL, THE INSTRUGTOR OR PROGRAM DIRECTOR MUST SIGN THIS FORM IN THE PRESENGE
OF ANCTARY PUBLIC WHO AFFIXES HISMHER OFFICIAL NOTARY SEAL.

Signed and-swerr-to-Deforicme this i4th ' day of Augugst .19 g9 .

o e e — —

| e —




STATE OF CALIFORNIA — STATE AND CONSUMER SERWCES AGE| PETE WILBUN, Lovemor

ﬂemcm. BOARD OF CALIFORNIA ‘

m . LIGENSING PROGRAM

Deporiment of 1426 Howe Avenue

Consumer Bacramento, CA 96825-3236
Alfairs (916) 263-2499

CERTIFICATE OF CLINICAL TRAINING

(The complstion of this form [s required enly of Interational medical school graduates.)

NOTE: THiE FORMMAY BE DMITTED {F ALL CUBUCAL TRAINING WAS DONE N THE PRIMARY TEACHING HOSMTAL OF THE METRCAL SCHOOL AND SUCH HOSPITAL 15 LOGATED (N THE 9AME COUNTRY
AS THEMEDICAL SCHOOL AND THE MENCAL SCHODS, COMM ETES AND CERTIFIES THE OFFICIAL BREAKDOWN OF UNDERGRADUATE CLINICAL CLERKSHIPS FORMS, Forus LSA/MB.

Compléte ONE certificate for EACH clerkship, signed by the instructor or facility program director.

ONLY UNDERGRADUATE CLINICAL CLERKSHIPS IN WHICH THE APPLICANT PARTICIPATED IN DIRECT, HANDS-ON DIAGNOS!S OR TREATMENT OF
PATIENTS IN A CLINICAL SETTING SHOULD BE REPORTED ON THIS FORM. ANY CLINICAL CLERKSHIPS COMPLETED THAT DO NOT MEET THE
ABOVE CRITERIA SHOULD NQT BE REPORTED ON THIS FORM AS THEY WILL NOT SATISFY CALIFORNIA'S CLINICAL TRAINING REQUIREMENTS.

This is to certy that Roy Silver ' , a student
STUDENTE NAME ]
-gf St George g Unlvermty School of* Medicine . - . - ', compléted a
T et
clerkship offered by _Mayday University Hospital, Mayday Road, Thornton Heath, Surrey.
NAME AND ADDRESS OF FACILITY
CR7 7YE. UK / '
from 10 May 1999 through 21 May @'J 1992 _ in the clinical area
DATE DATE 4
of Cardiclogy
CLINKGAL AREA
Dr Rupert Courtenay-Evans ' being-culy-sworm, says __he isiwas the individual instructor or

program director for the student named above dunng the c!emshlp indicated and that,_ he has mareﬂ:ﬂy read and

Thls facility B;— affliated withaU.S. or Internationaischool This facility 0 does havean ACGME-~accredited residency program

s not i i inthe areas of:
Name of U.S. orintemationa! medice! school, if affiated:

{1 does nothave an ACGME-aciredited residency
prograrm. '

Ol " ourtenay-Evans
' TCROYDON CHEST GG Pt
| : Mayday Unlve%&lty Hregﬁ‘ﬂﬁﬁi niversity Hospital
! MGdey ROGd] Mayday Road, Thernton Heath, Surrey. ,ép/g&(yg R
| | Thornton HeattE CR7 7YE: ulgl 3137 = |
SHEHATURE OF NETRUCTORFACILITYPROSAM BIRECTON

NOTE: IN ABSENCE OF AN OFFICIAL HOSPITAL SEAL, THE INSTRUCTOR OR PROGRAM DIRECTOR MUST SIGN THIS FORM IN THE PRESENCE
OF ANOTARY PUBLIC WHO AFFIXES HISHER OFFICIAL NOTARY SEAL.

Signed ard-swmrrrtobeiongme this 14th day of __August : .19 _99.

r
l — iaz NC’TW .
| B

_"‘,,.r*"
] &1 AODRESS / /
o 2
| / [~ My Commlssmn Explres
L

— — — iy o e i i s R e i ey ] Cwee T
AT R _VOPLY LT e THITY

el




STATE OF CALIFORNIA — STATE AND CONSUMER SERVICES AGENCY PETE WILBUN, Loveny

EDNCAL BOARD OF CALIFORNIA ._‘
e . LICENSING PROGRAM
Deparimont o 1426 Howe Avonue
Consumer Sacramento, CA 958253235
Alfairs (916) 263-2499

CERTIFICATE OF CLINICAL TRAINING

(The completion of this form is required only of International medical school graduates.)

NOTE: ThiS FORMMAY BE OMITTED IF ALL CUNIGAL TRAMING WAS DONE N THE PRIMARY TEACHING HOSMTAL OF THE MEDAGAL SCHOOL AND SUCH HOBRIFAL 15 LOGATED (N THE SAME COUNTRY
AS THE MEDICAL SCHOOL AND THEMEDICAL SCHOOL COMPLETES AND GERTIFIES THE OFRcIAL BIRraKDowN OF UNDERGRADUATE CUINICAL CLERKEHIPE FORMS, Forus LEA/R,

Complete ONE cerlificate for EACH clerkship, signed by the instructor or facility program director.

ONLY UNDERGRADUATE CLINICAL CLERKSHIPS IN WHICH THE APPLICANT PARTICIPATED iN DIRECT, HANDS-ON DIAGNOSIS OR TREATMENT OF
PATIENTS I A CLINIGAL SETTING SHOULD BE REPORTED ON THIS FORM. ANY CLINICAL CLERKSHIPS COMPLETED THAT DO NOT MEET THE
ABOVE CRITERIA SHOULD NOT BE REPORTED ON THIS FORM AS THEY WILL NOT SATISFY CALIFORNIA'S CLINICAL TRAINING REQUIREMENTS.

This is to certity that Roy Silver ' . a student
: STUDENTS NAME ]
.gf 9t George's University School of Medicine . - - - __, compléled a
: . - . - e - —_— . .o — .-t uﬁorm.smmt L e mas —_— - - — _— e e - -
clerkship offered by _ Moyday University Hospital, Mayday Road, Thornton Heath, Surrey.
HAME AND ADDREES OF FACILITY
CR7 7YE. UK

fom 24 May 1999 through 2 July .19 29 in the clinical area

DATE DATE :
of Obstetrics & Gynaecology

CLIMIGAL AREA

Dr Rupert Courtenay-Evans ! , says__he istwas the individual instructor or
program director for the student named above during the tlerkship indicated and that__he has carefully read and
T ‘coniplétad this forrii énd that the statements made herein are strictly trié in évery régpect. ™ 7

1 This facility [7 does have an ACGME-accredited residency program
inthe areasof:
3 does nothave an ACGME-accredited residency
progeanm. ’

P
This facility @ afffiated with aU.5. or Intemational school
- O is got
Namea of U. 8. orintemational madical school, ifaffiliated:

“C'm-YEGN“CTTéEST '~ t)p\mén:f&'rt Courtenay-Evansg

OFF INSTRUCTOR DR FACILITY PROGRAM DVNECTOR

MUYde Umveﬁ%li‘y mﬁh}m Upiversity Hospital

: MUAIBER

- |
MGYde R00d|‘:§ Mayday |Road, Thornron Heath, Surrev.(CREL TYE. UK
1 ]
8

| Thornton Heathg CR7 731 fo1 3137 =T

muwormm&&mwaﬁmm DRECTOR

| ot |

NOTE: IN ABSENGE OF AN OFFIGIAL HOSPITAL SEAL, THE INSTRUCTOR OR PROGRAM DIRECTOR MUST SIGN THIS FORM INTHE PRESENCE
OF ANOTARY PUBLIC WHO AFFIXES HISMHER OFFICIAL NOTARY SEAL.

Signed and-swoRTISbefore-pae-this 14th day of __fugust 1999

[ e e S S m— e A e — e e —

"
.-""..."
F o T
|5
ADORESS / ‘
l,___ My Cgmmission Expires/ “ N ] Ta bW
. .. ‘_'_:/.(’ | :_'

e s

-

—— o — e e -l

ATA IARY K00 PO o=




MEDRICAL BOARR OF CALIFGRNIA

oo . LICENSING PROGRAM .
Bepareane 1426 Howe Avenue

Consumer Sacramento, CA 95828-3236
Affairs (916} 263-2489

CERTIFICATE OF CLINICAL. TRAINING

(The completion of this form is required only of international medical school graduates.}

TE: THIZ FORM MAY BE OMITTED IF ALL CLINICAL TRAINING WAS DONE IN THE PRIMARY TEACHING HOSPITAL OF THE MEDICAL SCHOGL AND SUCH HOSPITAL IS LOCATED IN THE SAME
INTRY AS THE MEDICAL SCHOOL AND THE MEDICAL SGHOGL COMPLETES AND CERTIFIES THE OFFIGIAL BIREAKDOWN OF UNGERGRADUATE CuNcaL CLERKSHIPE FORMS, Forms L5A/

Complete ONE certificate for EACH clerkship, signed by the instructor or facility program director.

ILY UNDERGRADUATE CLINICAL CLERKSHIPS IN WHICH THE APPLICANT PARTICIPATED IN DIRECT, HANDS-ON DIAGNOSIS CR TREATMENT OF
TIENTS IN A CLINICAL SETTING SHOULD BE REPORTED ON THIS FORM, ANY GLINIGAL CLERKSHIPS COMPLETED THAT DO NOT MEET THE
OVE CRITERIA SHOULD NOT BE REFPORTED ON THIS FORM AS THEY WILL NOT SATISFY CALIFORNIA'S CLINICAL TRAINING REQUIREMENTS.

This is to certify that Rﬂq SauviR . a student
. STUDENT'S NAME
5f 57 éﬂopﬁ;"j Uiivtrsi fy Sebioil of Nedreine , completed a
4 MEDICAL sc;j?
slerkship offered by Bar fo beiier %_Sﬂff?u{}
é‘? il / NAME AND ADDRESS QF FACILITY -
o [/f f. j}d/w}i-- 6”4/5 \gﬂj

rom___ ‘ 19 through ) , 19 in the clinical arsa
DATE _ .

of ﬁ;t.« thy i : E

cumcM ARER

Q’\. L. ﬂa?‘ 7N being duly sworn, says__he is/was the individual instructor or
program director for the student named above during the clerkship indicated and that__he has carefully read and '
completed this form and that the statements rmade herein are strigtly true in every respect,

+

This facility Ol affiliated with a .S, or International school
T is not
Name of U. 8, erinfernational medical schoal, if affiliated;

This facility 1 does have an ACGME-aceredited residency program
in the areas cof:

(O does ngt have an ACGME-ascredited residency
program.

S : D | RETWE

ani L' H TYPE OR PRINT NAME OF INSTRUCTOR DR FAGILTY PROGRAM DIRECTDR

CONSULTANT PsyéHlA NS ) B
SARNET GENERALmHosa:%p;f%Em; k 3" = lf Ak HaspiTal

WELLHDUSERLT?’NE%“
BARNET, HE B d)“?] D \E b )7 %7 (

s r

'OTE: IN ABSENGE OF AN OFFICIAL HOSPITAL SEAL, THE INSTRUCTOR CR PROGRAM DIRECTOR MUST SIGN THIS FORM !N THE PRESENCE
JF A NOQTARY PUBLIC WHO AFFIXES HIS/HER OFFICIAL NOTARY SEAL,

signed and sworn io before me this day of , 19

I = NOTARY PUBLIC
[&

| ADDRESS
(1

| = My Gormmission Expires

L6

100-L6 {Rev, 3/99)




. . MO. 8485 P.1-1 ‘
srare o LG, 16.199%,,), 814300, ssnwéﬁ.ﬁ’;’#’ INTERNAL TMEDICINE DEPT _. —_— PETE WILSON, Gavmmgr
' EDICAL BOARD OF GALIFORNIA .

w.ﬁ . LICENSING PROGRAM

Sepriment ol _ 1426 Howe Avenus

Consumer Sagramanto, CA 95025-3238
foirg R (916) 263-2499

CERTIFICATE OF CLINICAL TRAINING

(The completion af this form is required enly of intsmational medical school graduates.)

NOTE: This FORM MAY BE QMITTED IF ALL GLINICAL TRAINING WAS BONE I THE PRUBARY TEACHING HOSPITAL 6 THE WEDICAL SCHOOL AND EUGH HOSRITAL % L OGATED IN THR EAME COUNTRY
ASTHEMEDICAL SCHOOL AND THE MERICAL SONGOL EOMPLETES AND CERTIOES THE CIEREAL BREAKDOMM 4+ UNDERGRADUATE TLMEAL CLERKEHIFE FORMS, FoRws LSAJE,

Complete ONE certificate for EACH clerkship, signed by the instructor or facliity program giraetor,

ONLY UNDERGRADUATE CLINIGAL GLERKSHIPS IN WHIGH THE APPLICANT PARTICIPATED (N DIRECT i HANDE-QN DIAGNOSIS 0R TRE;ATMENT o]l
PATIENTS INA GLINICAL $ETTING SHOULD BE REPORTED ON THIS FORM, ANY CLINICAL GLERKEHIPS COMPLETED THAT DO NOT MEET THE
ABOVE CRITERIA EHOULD NOT BE REPORTED ON THIS FORM AS THEY WILL NOT SATISFY CALIFORNIA'S CLINICAL TRAINING HE?UIREM'ENTS.

This is o certify that_ Roy Silver , 2 studant
STUDENT'S NAME \ . _
of _St, Gaorge's University School of Medicine, Granada , completed a
' ' MEBIEAL SC1Ta0n .

clerkship offered by _ Arrowhead Regional Medical Center

‘ & ANEL ADDRESS OF FAQILITY
400 North Pepper Avenue, Colton, CA wg‘232

- D ber 20 99 January 14 00 )
from i .19 through il 19 in the elinical area
“DATE , TATE

of Tamily Medicine

CLINICAL AREA

. B .D., , . '
Andre V. Blaylock, M.D being duly swomn, says __te IsAvas the individual Instruotor o
program director for the studsnt named above during the clarkship indicated and that __he has carefully read and '
completed this form and that the statements made herain are strictly tr_-us in every respact

"~ "

[ ———
This faciity @ s “iMiated witha 1. ortniamationa|schodl | This faollity B does hava 3 AGGME-acerdited resldency program
n i=ngt ’ . inthaammagapr Family Medicine
Nama of UuS, arintornationatmedical school, i affitgled: [ doss nothave an ACGME aocrediod rasi dancy
UC Irvine . program.

[ e o e it B

Arrowhead, Reglonal Medical Center
TTPE OHPAINT HAME OF INSTAVCTGR DR FACILITY PACGRAN EYRECTDN
400 North Pepper Avenue

U
|eagiatdsol; =g

l
I
l
I
I
b

APDRESH NUMAA A STREET ‘ . '
Colton, CA 92324 . _ 4
ey - s ZIP S0k
e {909) 580-6268 — :
- — e T a—y— . ", AN DN IRS TRUSTORM ATIITY P RAME|
- = —_ e
HOTE: I ABSENCE OF AN QFFIGIAL HOBPITAL SEAL, THE INSTRUCTOR OR PROGRAM DIRECTOR MUST SIGN THIS FORM IN THE PREAENCE
OF A NOTARY PUBLIC WHO AFFIXES HISHER OFFICIAL NOTARY SEAL. -
. ) ‘ o <D
Signed and swom to before me thi (Q (o™ day of A LAQ b LML
—
o — e — —— e e
| e - oo Clak
g SALLY CLARK & 1z ey 3 ) —
| D | Commpiisogr | e Fapper Avenue
| % NOTARY PUBLIC- CALIFORNIA 1% AonEs COHeAmEA—8#324849
, 7 Son Bernardino County ™ g l .
| o oy Gumm, Explias Aug. 10,200t § |7 My Commission Expiras Q\ [@)fslael]
b o et e e s Y e e e




STATE OF CALIFORNIA — STATE AND CONSUMER SERVICES AGE| . RAY DAVIE, Governor
MEDICAL BOARD OF CALIFORNIA

Suaf LICENSING PROGRAM
%ﬂlﬁfﬂﬁnmf 1426 Howe Avenug
Consumer Sacramento, CA 95825-3236
Affaira (918) 263-2499

CERTIFICATE OF.CLINICAL TRAINING

(The completion of this form is required only of international medical school graduates.)

NOTE: THIs FORM MAY BE OMITTED IF ALL CLINICAL TRAINING WAS DONE IN THE PRIMARY TEAGHING HOSPITAL OF THE MECICAL SCHOOL AND SUGH HOSPITAL IS LOGATED 1N THE SAME
COUNTRY AS THE MEDICAL SCHOOL ANR) THE MEDICAL SCHOOL GOMPLETES AND GERTIFIES THE QFFICIAL BREAKDOWN. OF UNDERGRADUATE GLINICAL CLERKSHIPS FORMS, ForMs LEA/
B. '
F
Complete ONE certificate for EACH clerkship, signed by the instructor or facility program director.
ONLY UNDERGRADUATE CLINICAL CLERKSHIPS IN WHICH THE APPLICANT PARTICIPATED IN DIRECT, HANDS-ON DIAGNOSIS OR TREATMENT OF

PATIENTS IN A CLINICAL SETTING SHOULD BE REPORTED ON THIS FORM. ANY CLINIGAL CLERKSHIPS COMPLETED THAT DO NOT MEET THE
ABOVE CRITERIA SHOULD NOT BE REPORTED ON THIS FORM AS THEY WILL NOT SATISFY CALIFORNIA'S CLINIGAL TRAINING REQUIREMENTS.

_This is to certify that ?{wf §SZ7 LireER , a student
) { STUDENT'S NAME
of DT &egpfg"s UMERS| Ty Seopset gl Medicine , completed a
MEDIGAL SCHOCL

clerkship offered‘by L 471;4&'4?5 é‘ﬁ"r/ﬂ"fz; S . JHe lim (JJ,_,/%#

NAME AND ADDRESS OF FACILITY

from __ A/ev, go .19 77 through Pé?'ﬁ /g ;19 77 inthe clinical area
ATE DATE '
of Ct)/' m;ﬂﬂ&é?"zi .5:4'%7

CLINICAL AREA” 7

C, ﬂ\z}m&c‘ \/r g Al sa N Mb being duly sworn, says __he is/was the individual instructor or
program director for the studént named above during the clerkship indicated and that__he has carefully read and
completed this form and that the statements made herein are strictly true in every respect

ThIS fﬂCIllty Alﬁ af‘ﬁliated with a U.S. or |nterl‘latf0na| sehog! This fac”lty R does have an ACGME*ECCF&C‘HEC’ fesldency program

7V iz not , . :
. n . T (MR PR B C
Name of U.S. or International medical scheol, if affiliated: ) :jot:: a:i::; an‘i C G$~£€redbite d r:si dency

program.

O T Weves \/M%\r\mﬂ) _Jc-, MD
TYPE QR PRINT MAME QF INSTRUCTOR DR EACH ROGRAM DIRECTO';-: A
Bie Sne bl S, #2900

ADDRESS: NUMBER AND S’TREjT

[ o A&?’ s CA GOTRI

( ?)}J_?bm (o~ \1"27% (.0 / ﬁrp{) \s /\ L mZIP CODE

TELEPHONE NUMBER sncNAmR__E,fF WRUWFA::&M PROGRAM CIRECTOR

e

! NOTE: IN ABSENGE OF AN OFFICIAL HOSPITAL SEAL, THE INSTRUCTOR OR PROGRAM DIRECTOR MUST SIGN THIS FORM IN THE PRESENCE
. OF A NOTARY PUBLIC WHO AFFIXES HIS/HER OFFICIAL NOTARY SEAL.

t Signed and sworn to before me this day of .19

| |bz NOTARY PUBLIC
l |8
2
A . | @ ADDRESS

| ¥ My Commission Expires

L6

- D7A100-L6 (Rev, 3/99)




QDICAL BOARD OF CALIFORNIA ‘

g LICENSING PROGRAM

Bepariment of _ 1426 Howe Avenue

Consumer Sacramento, CA 95825-3236
Allairs . (516) 263-2499

CERTIFICATE OF GLINICAL TRAINING

{The completion of this form is required only of intemational medical school graduates.)

NOTE: THis FORM MAY BE OMITTED IF ALL CLINICAL TRAINING WAS DONE IN THE PRIMARY TEACHING HOSPITAL OF THE MECICAL SCHOOL AND SUCH HOSPITAL 1S LOCATED IN THE SAME COUNTRY
45 THE MEDICAL $CHOOL AND THE MEDICAL SCHOOL COMPLETES AND GERTIFIES THE OFRGCLAL BREAKDOWN OF UNDERGRADUATECUNICAL CLERKSHIPS FORMS, Forms L5A/R.

Complete QNE certificate for EAGH clerkship, signed by the instructor or facility program girector,

ONLY UNDERGRADUATE CLINICAL CLERKSHIPS IN WHICH THE APPLICANT PARTICIPATED IN DIRECT, HANDS-ON DIAGNQOSIS OR TREATMENT OF
PATIENTS IN A CLINICAL SETTING SHOQULD BE REPORTED ON THIS FORM. ANY CLINICAL CLERKSHIPS COMPLETED THAT DO NOTMEET THE
ABOVE CRITERIA SHOULD NOT BE REFORTED ON THIS FORM AS THEY WILL NOT SATISFY CALIFORNIA'S CLINICAL TRAIN'NG REQUIREMENTS.

| - -
This is to certify that b par L ER |  student
4 STUDENT'S HAME ) ' _
of 57 QEGF{GE s [Anjpensivy Sergo. o MeEdcive - R , completed a
MEDITAL SCHOOL .
clerkship offered by Moarms Cniping H(/-SP![/U._
} - . NAME AND ADDRESS OF FACILITY "%
200 S L /I"'\/I/k Mars _feogig 33755
| : AL s
from ALV 7 (6% A5 through 5‘/’//’ ZrE . 20T in the clinical area
7 oate . "DATE
of : PEpiaTeics '

CLINICAL AREA

A" 7 I % ' /o being duly swomn, says ‘ s the individual instructor or
program dnnacror for the studerf named above during the clerkship indicated and at has carefully read and

completed this form and that the statements made herein are strictly true in every respect.

This facility Ois affiiated witha LS. or Intemational school This facility O does have an ACGME-acaredited residency program
[Jis not ) ] o . inthe areas of:
Name of U, 5. orintermiational medical schoal, i affiliated; [ does not have an ACGME-aceredited residency
program,

—— ey Mapaen Dawopld, 77D .

-
I I 'ﬁg‘ TYPE CR PRINT RAME OF INSTRUGT OR FAC PROGRAM Gl

| e 3/8p  SU AL

‘ l g ADORESS: MUMBER AND STREET ﬁ . ) . = e

; (2 ///47?7/ o L. =2 /37 —
{_ ________ 12 %/’Lééiz ~J Zs7 | A2 oDt psnA_

NOTE: IN ABSENCE OF AN OFFICIAL HOSPITAL SEAL, THE INSTRUCTOR OR PROGRAM DIREGTOR MUST SIGN THIG FORM IN THE PRESENCE
OF ANOTARY PUBLIC WHO AFFIXES HISHER OFFICIAL NOTARY SEAL

Signefffand svggm,t before me‘th:s g//d’%
= W Py

S

| |: 0@@ [¢ ~ acoRess
., Ll
OFFICIAL %MYM |9' My Commission Expires %7 { "9(7675

A7 ; P
i ) e St w2l e Mo V2




STATE CF CALIFQORNIA — STATE AND CONSUMER SERVICES Aﬁn

iRAY DAVIS m

EDICAL BOARD OF CALIFORNIA

Q;‘a&z.::m LICENSING PROGRAM

Daperimenl ol 1426 Hﬂwe Avenue

Consumer Sacramento, CA 95825-3238 .
Ailaits (916) 263-2499 .

CERTIFICATE OF CLINICAL TRAINING

{The completion of this form is required only of international medical school graduates,)

NOTE: THIS FORM MAY BE OMITTED IF ALL CLINICAL TRAINING WAS DONE IN THE PRIMARY TEACHING HOSPITAL OF THE MEDICAL SCHODL AND SUCH HOSPITAL 1S LOGATER IN THE SAME COUNTRY

" AS THEMEDICAL SCHOOL AND THE MEDICAL SSHOOL COMPLETES AND CERTIFIES THE OFFIcIAL BREAKDOWN OF UNDERGRADUATE CLINICAL CLERKSHIPS FORMS, Fokms LSA/B.

Complete QONE certificate for EACH clerkship, signed by the instructor or facility program director.

ONLY UNDERGRADUATE CLINICAL CLERKSHIPS IN WHICH THE APPLICANT PARTICIPATED IN DIRECT, HANDS-ON DIAGNQSIS CR TREATMENT OF
PATIENTS IN A CLINICAL SETTING SHOULD BE REFORTED ON THIS FORM. ANY CLINICAL CLERKSHIPS COMPLETED THAT DO NOT MEET THE
ABOVE CRITERIA SHOULD NOT BE REPORTEDR QN THIS FORM A5 THEY WILL NOT SATISFY CALIFORNIA'S CLINICAL TRAINING REQUIREMENTS,

This is to certify that Roy Sjilver ' & student

: STUDENT'§ NAME _ . -
of St. .George's University School of Medicine ] , completed a

MEDICAL 3CHOOL : -
clerkship offered by Ban Joaquin General Hospital f -
"NAME ANE} ADDRESS OF FACILITY
500 W, Hospital Road French Camp, Cg 95231
from * January 17 A 2000 through March 10 X48K2000 in the clinical area
DATE BATE :
of Medicine Sub-Internship
GLINIGAL AREA

< being duly sworn, says___ he Isivas the individual instructor or
program dirsctor for the student named shove during the clerkship indicated and that __he has carsfully read and
completed this form and that the statements made herein are stnctly true in every respact

This facility Ois affiliated with a LS. or Intemational schoo! This facility X¥does have an ACGME-accredited residency program

3 is pat .
intheareasof: IM, FI', Sur
Marne of U, 8. orintemational medical scheol, if affiiated: (71 does nothave an ACGME-a c.:reL:iit:der:s‘deen cy

program.
P LT T T, James K. Saffier, M.D,
l o _:"“ - " I %‘I TYPE ORPHINT NAME OF INSTRUGTOR OR FACILITY PROGRAM DIRECTOR
I ~ s ]"E' San Joaguin General Hospital
|- == ERO - ADORESS; NUMBER ANG STREET
=7 T 2, :
[" : B — I E 500 W. Hpspital Road French Campn, CA 95231
| T-' - :., :;__ " I % (=12 4 ZIP CODE
RSP T 209) 468-~6624. wmt)

—v_',.* REEC TELEPHONE MUMBER SIGNATUREOF TORFACILITY PROGRAMDIRECTOR

NOTE: INABSENCE OF AN OFFICIAL HOSPITAL SEAL, THE INSTRUCTCOR OR PROGRAM DIRECTOR MUST SIGN THIS FORM IN THE PRESENCE
OF ANOTARY PUBLIC WHO AFFIXES HIS/HER OFFICIAL NOTARY SEAL.

Signed and swomn to before me this day of .19

NGTARY PUBLIC

ADDRESS

T eegfimon

My Commission Expires

LY7A-100-Lo(Rev 207}




MEDICAL BOARD OF CALIFORNIA
o LICENSING PROGRAM ()
g‘” o 1426 Howe Avenue
o Sacramento, CA 95825.3236
Mlors (916) 263-2499

CERTIFICATE OF CLINICAL TRAINING

(The completion of this form is required only of international medical school graduates.)

NOTE: Twi5 FORM MAY BE OMITYED IF ALL CLINICAL TRAINING WAS DONE IN THE PRIMARY TEACHING HOSPITAL OF THE MEDICAL SCHOOL AND SUCH MOSPITAL 15 LOCATED IN THE SA
COUNTRY AS THE MEDICAL SCHOOL AND THE MEDIGAL SCHOOL COMPLETES ANC CERTIAES THE OFfictaL BREAKDOWN oF UNDERGAADUATE CLIMCAL CLERKSHIPS ronms, Forus L

Complete QNE certificate for EACH clerkship, sighed by the instructor or facility program director.

ONLY UNDERGRADUATE CLINICAL GLERKSHIPS IN WHICH THE APPLICANT PARTICIPATED IN DIRECT, HANDS-ON DIAGNOSIS OR TREATME!
PATIENTS IN A CLINICAL SETTING SHOULD BE REPORTED ON THIS FORM. ANY CLINICAL CLERKSHIPS COMPLETED THAT DO NOT MEET TF
ABOVE CRITERIA SHOULD NOT BE REPORTED ON THIS FORM AS THEY WILL NOT SATISFY GALFORNIA'S CLINICAL TRAINING REQUIREMEN

|
This is to certify that @ OM > -‘\ Nes” , astude l
—_ \\ ) Er\\DENT‘SNAM_E\ & :
of b_-k, C:J COvAe S \XM\J . SC:.\(\ . OX W\@, AMWCARE ,completed a
‘ w MEDICAL RCHOOL -. o
clerkship offeredby __ % Y\&_ B QQ\L\.\\J O POS (3'\&: Q...\ Clhe G‘

2L QeVa\ls Quenua X é‘;‘?“é‘%“iﬁﬁ”ﬁ” AL {20l

: \w
- 2000 ’ . =000
i from Moo Q\‘\ \ 19 through \(‘-\(D'ﬂ“ \\ Ml 18 in the clinical ar
. DATE . - DATE i '
| of Gaun. Onca\agy
I > CLINICAL AREA w3\

\_) W\ C_FEL\\_\ oy OO A “\D being duly sworn, says ¥ he isjwas the ndviduat-instrector
pragram director for the student named above during the clerkship indicated and that X_he has carefully read and
compieted this form and that the staternents made herein are strictly true in every respect.

This facility e affiliated with a U.S, or International school | This facility ﬂ’{ogs have an ACGME-actredited residency program
O is not . in the areas of:
Name of U.5. or intemational medical school, if affiiated: 4 ' -
' : O does not have an AGGME-accredited résidency
. program.
= H E— P
[———""‘“—-"':—'".—j'- U \\\C,Qf\&_{v\iﬂ AN MO
' ‘ R I’ ﬁ% TYPEOR PRINT NAME OF INSTRUCTOR OR| FACHLITY RROGRAM DIREGTCR .
| Rt T AN elhally CL0 enlas
R~ T ADDBEES: NUMBER AND §TRE ]
| RN ! cooiya QOM ll20l
| . o = I b Ty ‘ o STATE 2P GODE
L g8 YNNG S0 »6EAo M_&m_
——————— TELEPHONE NUMBER SIGNATURE OF INSTRLCTOR/FACILITY PROGHAM DIREETOR

NOTE: IN ABSENCE OF AN OFFICIAL HOSPITAL SEAL, THE INSTRUCTOR OR PROGHAM DIRECTOR MUST SIGN THIS FORM IN THE PRESE!
OF A NOTARY PUBLIC WHQ AFFIXES HIS/HER OFFICIAL NOTARY SEAL. -

Signed and sworn to hefore me this day of 19
r—— = " - === B
| | Z  NOTARYFUBLIC
| 1§
i | ¢ ADDRESS
| | &

My Commission Expires

N74.100-1 AR 2o



. clerkship offered by - Miami  Cindrev s Hﬂ,gﬂm.; !é -
R . NAME ANQ ADDRESS OF FACILITY ; .
_ 3100 Sw G2 Avnsg,  Miars , Lokl G

' MEDICAL BOARD OF CALIFORNIA
s : LICENSING PROGRAM

Depeiment of - , : 1426 Howe Avenus :
Caonsumer ' Sacramento, CA 85825-3236
Aloirs | (916) 263-2499

CERTIFICATE OF CLINICAL TRAINING

(The completion of this form is required only of intermational medical school graduates.)

ITE: Tiis FORM KAY BE CMITTED IF ALL ELTHICAL TRAIMING WAS DONEIN THE PRIBARY THACHING HOSPITAL OF THE MEDICAL SCHOOL ANG BUCH HOSPITAL IS LOCATED IN THE SAME COUNTRY
THE MEDICAL STHOOL AN THE METICAL SCHOOL COMPLETES AND CERTIAES THE OFRICIAL BREAKDOVN OF UNGERGRADUATE G LAl CLERKSHIPS FORMS, Forus LEA/B,

Complete ONE certificata for EACH clerkship, signed by the Instructor ar facility program girectar.

NLY UNDERGRADUATE CLINICAL CLERKSHIPS IN WHICH THE APPLICANT PARTICIPATED IN DIRECT, HANDS-ON DIAGNOSIS OR TREATMENT OF
ATIENTS IN A CLINICAL SETTING SHOULD BE REPORTED ON THIS FORM. ANY CLINICAL CLERKSHIPS COMPLETED THAT DO NOT MEET THE
BOVE CRITERIA SHOULD NOT BE REPORTED ON THIS FORM AS THEY WiLL NOT SATISFY CALIFORNIA'S CLINICAL TRAINING REQUIREMENTS.

This is to cerﬁfy that - ?5737 S ELER

STUDENT'S NAME

of 37 (jsoRge'S M’Ml@g;irﬁ Soigo, gr MENCINE . _ . completed a
' MEDI SCHOOL N

, a student

gRiga 13/55
from__"_ /i mﬁf; % . 2040 through _;jV he 2 . 2004 in the clinical area
. DATE _
of : PepIATRILS
CLINICAL AREA

/W/?Mz Poned 270

y Z being duly swomn, says __he istwas the individual instructor or
program director for the student gamed above during the clerkship indicated and that __he has carefully read and

compietad this form and that the statements made herein are strictly true in every respect,

This facilty O s affilated with a U.S, o Intemational school This facllity CJ does have an ACGME-accredited residency program
Ois pot . . intheareas of:
Namne of U. 5. o Intemational medicai school, i effiiated: {7 does pothave an ACGME-accredited residency
e : Uapen Dawgnd, 72. .
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STATE DEPARTMENT OF CONSUMER AFFAIRS
INTERNET CASHIERING SYSTEM
MEDICAL BOARD OF CALIFORNIA
SUPPLEMENTAL INFORMATION REPORT

From Date: 07/07/2009 To Date: 07/07/2009
ATRISUPPINF
20-AUG-15 15:09:30
Person Id : 1284654 Name:  Silver,Roy
Question Answer

| Have Completad Cme And Can Document Not Less Than 50 Heurs Of Approved Cme For The Two-
Year [Pericd Immediately Preceding The Expiration Date Of My License. Or | Meet The Conditicns
Which Weuld Exempt Me From All Ot Part Of The Requirements.

| Have Gomplated 12 Hours Of Pain Management And End-Of-Life Care.

I Am Exempt From The Completion Of 12 Hours Of Pain Management And End-Of- wae Care
Continuing Education Requirement Because | Am A Radiologist Or Pathologist,

Only For General Iriternists And Family Physlcians Who Have 25% Of Their Patient Population Aged 85-

Years: alr | Have Completed Af Least 20% Of The Reduired Gme In Gerlattic Mediclne Or Thé
Care OF Glder Patients. Click No If Not Applicable.

Enter Name/Address Of Facility Where You Or Your Immediate Famlly Hold Financial interest. Type
"Neng", If None Held.

| Certify Under Paiialty Of Perjury Urider Thie Laws Of The State Of California Thiat The \hformatlon
Contained In This Application 1s True And Correct. .

I Have Read My Profile On The Medical Board Web Site At Www.Mbc.Ca.Gov And Acknowledge The
Information Contained Therein As Current And Accurate.

8incs You Last Renewed Your License, Have You Had-Any License Disciplined By A Goverrmment .
Agency Or Other Disciplinary Body; Or, Have You Been Convicted-Of Any Grime n ‘Any State, The U8
A Arid [ts Territotles, Military Court Or A Foreign Countfy?

Total Questions Asked For Person ; 1284654 8

YES

YES
NO

Mo

NONE

YES
YES

NO



STATE DEPARTMENT OF CONSUMER AFFAIRS
INTERNET CASHIERING SYSTEM
MEDICAL BOARD OF CALIFORNIA
SUPPLEMENTAL INFORMATION REPORT

From Date: 07/09/2011 To Date: 07/09/2011
ATRISUPPINF
20-AUG-15 14:51:09
Personld : 1284654 Name :  Silver,Roy
Question Answer

1 Have Completed Cme And Can Document Not Less Than 50 Hours Of Approved Cme For The Two-
Year Period Immediately Preceding The Expiration Date Of My License. Or | Meet The Conditions
Which Would Exempt Me From All Or Part Of The Recquirements,

| Have Completed 12 Hours Of Pali Managemgnt And End-Of-Life:Carg.

| Am Exempt From The Completlon Of 12 Hours Of Pain Management And End-Of-Llfe Care
Continuing Education Requirement Because | Am A Radiclogist Or Pathologist.

Only For Gengral Irifeitists And:Family Physiclans Who Have 26% Of Their Patient Population Aged 65

Years Or Older: | Have Complated At Least 20% Of The Reguired Cime In Genatﬂc Madimn‘e Or The
Care Of Older Patients. Click No If Not Applicable.

Enter Name/Address Of Facility Where You Or Your Immediate Family Hold Fmanmal Interest Type
"Naneg", If None Held.

| Certl fy Under Penalty Of Perjury Under The Laws Of The State Of Galifornia That The Information
Coritglnad In This Application 1s True And Correét:

| Have Read My Profile On The Medical Board Web Site At Www.Mbe.Ca.Gov And Acknowledge The
Information Contained Therein As Current And Accurate.

Sinée You Last Rehewed Your Lisense, Have You Had Any Licgnse Disciplingd By A Government
Agency Or Other Disciplinary Body; Or, Have You Been Convicted Of Any Grime In’ Any State, The U S
A And lts Terrltories, Military Court Or A Foreign Gountry?

Total Questions Asked For Person ; 1284654 8

YES

YES

NO

NO

NONE.

YES

YES

NO



STATE DEPARTMENT OF CONSUMER AFFAIRS
INTERNET CASHIERING SYSTEM
MEDICAL BOARD OF CALIFORNIA
SUPPLEMENTAL INFORMATION REPORT

From Date: 07/02/2013 To Date: 07/02/2013
ATRISUPPINF
20-AUG-15 14:46:26
Person Id : 1284654 ’ Name:  Silver,Roy
Question Answer

| Have Cempleted Cme And Can Document Not Less Than 50 Hours Of Approved Cme For The Two-
Year Pericd Immediately Preceding The Expiration Date Of My License. Or | Meet The Conditions
Which Would Exempt Me From All Or Part Of The Requirements.

[‘Have Completed 12 Hourg OF Pain Management And Erid-Of-Life Care,

| Am Exempt From The Completion OF 12 Hours Of Pain Management And End-Of-Life Care
Continuing Education Requirement Because | Am A Radiologist Or Pathologist.

Only For Genaral Internists Ang Family Physicians Who Mave 25% Of Their Patient Population Aged 65
Years OF Qlder: | Have Coripléted At Least 20% Of The Required Gme In Gerlatric Medicine Or The
Care OF Older Patients. Click No [f Not Applicable.

Enter Name/Address Of Facility Whare You Or Your Immediate Family Hoid Financial Interest. Type
“None", If None Held.

(- Cartify Under Penalty Of Perjury Under The Laws Of The State Of California That The \ﬂf@rmation '
Contalaed Tn This Application Is True And Correct. K

{ Have Read My Profile On The Madical Board Web Site At Www.Mbc.Ca.Gov And Acknowledge The

Infermaticn Contained Therein As Current And Accurate.
Sirice You Last Renewed Your Liense, Have You Had Any License Disciplined By A Government

Agency Or Other Diseiplinary Bady;: Qr; Have You Been Gonvigted Gf Any Crime In Any State, The U 8
A-And-Its Territories, Military Colirt O A Fofgtgn Country?. et

Total Questions Asked For Person : 1284654 &

YES

NO
NG

NONE

LYES
ey

NO



7/71512:23 PM Page 1 of 2
License Type: Physician and Surgeon A

License Number: 92178

File Number:

Application: Physician's and Surgeon's Renewal

Application Number;

Application Date:

>F-irs"[‘ Néfne: » | _ o RO”Y

Last Name: SILVER
Birthdate: ok e v
Gender: Male
Addresses

License Related Addresses
Address of Record (Required) ‘
Waming: 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.

QUeStIQD LR ERNI S
Since you last renewed your Ilcense have No
you had any license disciplined by a

government agency or other disciplinary

body, or, have you been convicted of any

ctime in any state, the U.S.A. and its

territories, military court or a foreign country?

Have you successfully completed, and can Yes
document, the mandatory courses and hours

of CME within the last two years, or you

meet the conditions which would exempt you

from all or part of the CME requirements, or

you hold a permanent CME waiver?

| certify under penalty of perjury, under the No
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.

ST T I (e
1436297029859




7/7115 12:23 PM

Page 2 of 2

Family Physician:Training Program Voluitary Fee =
Voluntary Fee:

Pl
Are you retired?

Activities in Medicine

Patient Care Practice Location
Telemedicine Practice Location

Patient Care Secondary Practice Location
Telemedicine Secondary Practice Location
Current Training Status

Areas of Practice

Board Certifications

Cuitural Background

Foreign Language Proficiency

!‘élennlal RenewaIFee
DUE TO CURES FUND

Steven M. Thompson Physician Corps Loan
Repayment Program

Total Amount Due:

licatio

No

No
Administration - 10-19 Hours

Patient Care - 40+ Hours

Teaching - 10-19 Hours

Zip: 90007 County: LOS ANGELES

Zip: County:

Zip: 90048 County: LOS ANGELES

Zip: County:

Not in Training

Obstetrics and Gynecoclogy - Secondary

American Board of Obstetrics and
Gynecology - Obstetrics and Gynecology

White

Hebrew

$783.00
$12.00
$25.00

$820.00

| 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:

TN m
1426207020809




