Mihelich, Jos D (DOH)

From: Mihelich, Joe D (DOH)
Sent: Tuesday, June 24, 2014 8:43 AM
* To: 'jess.guh@swedish.org’
Subject: full license issued MD.MD.60467205 expires 9/14/15

Attachments: Address change.mht; New license holder.pdf

You now have a full license.

Joe Mihelich

Health Services Consultant 1

Medical Quality Assurance Commission
PO BOX 47866

Olympia WA 98504

360-236-2767 phone

360-236-2795 Fax

Website: www.doh.wa.gov/Medical
Email: joe.mihelich@doh.wa.gov
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http://www.doh.wa.gov/Medlfal

Name

Medical Quality Assurance Commission
Physician Application Worksheet

JESSICA GUH DoB $/14/1984

Date Received  4/17/14 Tempissued [ ] Number Ciosed [ ]

[x aﬁSPched{—F Fee [ x |Photo X |oata1-14 x |aDs [ x Janed x |ssn[ x

— == @ o

Personal Data “Yes"s Documentation Recelved Malpractice Cases Synopsis Disposition
1
2
3
4
5
6
7
Medical School ~
Name  MICHIGAN Year of Degree 2012 I &enz ITransclipts :Transtations
Exsmingtion Type | INationat [ FLex [ Jusmie [ Jswteexam [Jimcc  [S]T G Jscores Received
Post Graduate Post Graduate
Recolved -Training Programs - _Recaived Training Programs

WA

d
SWEDISH CHERRY HILL RES T7H2-PRESENT

Recelved

State Recelved Hospital verification

Dl Shorcind —lolaa]l ‘
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e i
VTS SR | e Wile
rvenveczsaoons S W HESEASE! oepamievToniem
_ Medical Practice License Agpllcation for MDs only
{7) National Boards (0 Other State Exam O LMCC (Must have been obtained after 1969)
DFIexExamma@n,-jg_USM EExamInahon S S 8
1. Démographic Information _
Soclal urity Number (If you do not have | security number. see instructions) [JMale
Je autl K[Female | |
Name \_’——— Last
Birth date (mm/dd/yyyy) | _ Place of birth _
C State Country
qu“ﬂu“ ﬂaew LehiboN (’-‘— WSA
Address
120\ goviswn Ave  APT Hil
City State Zip Code County
SeATILE Wa 4810\ kNG
Country .
USA
Phone (enter 10 digit #) ' Fax (enter 10 digit #) Cell (enter 10 digit #)

Emall address: 3-555'_(1.4,\@ SWEDISH. 0.y

Mailing address if different from above address of record
Gt |vT AW Su(TE Ho°

City State Zip Code County
ste W A1+ A
Country u ”f

Note: The malling and emall addresses you provide will be your addresses of record. It is your responsibllity to
maintain current contact information on file with the department.

Have you ever been known under any other name(s)? (] Yes i No

If yes, list name(s): .

Will documents be received in another name? [J]Yes [ No
If yes, list name(s):

Madical Spaciality

Medical school__ \INIVERSYTY 6B  MACH\GAN Yeardgmdua%n&b B,
Medical specialty %MWy MeW (V€ P
DOH 857-020 February 2014 y

[ ¢ GUH JESSICA JD60767205 PAGE 6
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2. Personal Data Questions I : Yes No

1. Do you have a medical condition which in any way impairs or limits your ability to practice your
profession with reasonabie skill and safety? If yas, please attach explanation. ....... ] B

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

disorders, such as, but not {imited to orthopedic, visual, speech, and hearing impairments,
cerebral palsy, epilepsy, muscular dystrophy, multiple sclerosls, cancer, heart disease, diabetes,
intellectual disabilities, emotional or mental liiness, specific leaming disabilities, HIV disease,
tuberculosis, drug addiction, and alcoholism.

If you answered yes to question i. 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 ca 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 assoclated 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 walive all claims
based on confidentlality or privileged communication. if you do not submitto a
required examination(s) or provide the report(s) to the licensing authority, your
application may be denied.

2. Do you cumrently 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......... . |

“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 treated for, pedophilla, exhibitionism, voyeurism or
rOMBUIMISMNT ... eeeercarnnrarsassenmennsnsasssransssassssssssresssssanasmsneseanansassssnssssssassnassenersansassnonenns { &4

4. Are you currently engaged in the iliegal use of controlled substances?............c.ccruecccccissnnnns — Q

“Currently” means within the past two years.

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

Note: If you answer “yes” to any of the remalning 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? ..[] K]

Note: If you answered “yes” to question 5, you must send certified coples 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 criminal history
may not automatically bar you from obtaining a credential. However, failure to report
criminal history may result in extra cost to you and the application may be delayed
or denied.

DOH 657-020 February 2014 Page 20f6
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2. l"eré'on'ai Data Questions (Cont.)

Yes No |

Jurisdiction... erninsseasTsassssaTissseseRseRtssRIRLSRES

a. Areyou nowsub]ecttocnmmalprosecutlonorpendmgd\argesofaeﬂmeinanystateor

application is Incomplete and will not be considered.

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 coples of those documents. If you do not provide the documents, your

b. If you answered “yes" to question 5a, doyouwishtohavedeclslononyourappﬂcaﬁondelayed Tt

until the prosecution and any appeals are complete? ...

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 purposes?

b. Diverted controlled substances or legend drugs? ..
c. Violated any drug law? -

d. Prescribed controlled substances for yourself?

provide copies of all judgments, decislons, and agreements? ...

7. Have you ever been found in any proceeding to have violated any state or federal law or rule
regulating the practice of a health care profession? If “yes”, pleasa attach an explanation and

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

9. Have you ever sumendered & credential like those listed in number 8, in connection with or to

avold action by a state, federal, or foreign authority?

10. Have you ever been named in any civil suit or suffered any civil judgment for incompetencs,
negligence, or malpractice in connection with the practice of a health care profession?..........cccc.ceeeneee 0 4

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

DOH 657-020 February 2014

membership revoked, suspended, restricted or denied? O X
12. Have you ever been the subject of any informal or formal disdplinary action related to the practlce

of medicine?. .............. O
13. To the best of your knowledge, are you the subject of an Invesﬂgatlon by any Ilcenslng board as to

the date of this ApPHCALIONT. .uuiriieissiisenctiniinsmessssnsssissssassissssssssssssssssnsssrsnsnsassssaseasssnsnsenis e ]
14. Have you ever agreed to restrict, surrender, or reslgn your practice in lieu of or to avoid adverse

action?. Seatetememrats iRt SRS SRR RS s s Ar R AR RS Ran O pRa RO R RS A E S . — m
15. Have you ever been disqualified from working with vulnerable persons by the

Department of Social and Health Services (DSHS)? ............ccvvrecrrirsrrsenersessrssssessmsasseseraressrasasssssae O

Page30f6
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3. Medical Education and Experience

Provide a date 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 _&W_%

schools In original tanguage and translate to English.) m‘“’" '"I “g"';' "’“W” “IIW"" ' msm

Medical education (list all medicat schools attended)

\Mm_sim %% Mud\apn

MD | T o

Post graduate training (list all programs atiended)

| SRRt F A LAY =

4. Professional Experience

In date 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 more space,
attach a piece of paper.

: F T
Name and location of institution (m&"‘ml(mﬁm Nature of experience or specialty
| SHENSH (1Oey My TAMIY MEWMUINE - [9700t (290 umeest | PAMIY MBIOM REUDENTY

5. Hospital Privileges (Excluding post-graduate frairiing hospital privileges.) .
Excluding post-graduate training, list hospitals where all privileges that have been granted withln the past five
years. If you need more space, attachapieceofpaper

Dates attended

Name of hospital Startdate | End date

mm/ddlyyyy | mmiddiyyyy

DOH 657-020 February 2014 Pago 4 of 8
t 1 I « GUH, JESSICA MD6046720% PAGE 8



6. l.icenses in Other States

List all {icenses to practice medicine in any state, territory, Canadian pmvlnca or other country. Include active,
inactive, temporary and training licenses. List in date order, starting with the most current.

P e

wi My por5€ 61~ | cuepavy |OINo [ Yes
CINo [] Yes
CINo [ Yes
CINo [ Yes

7. AIDS Education and Training Attestation

| certify that | have completed a minimum of four hours of education in the prevention, transmission, and
treatment of AIDS. This education included toplics of etiology and epidemiology, testing and counseling,
infection control guidelines, clinical manifestations and treatment, legal and ethical issues to include
confidentiality, and psychosoclal issues to include special population considerations.
Applicant’s initials

¥ . 4-(?‘1

8. Applicants Photograph Al
Photo Hel'e Height ;’L‘-" |
B Weight |25

Hair color __pHAtE
Color of eyes __FLOWN

Signature

Date of Photo Al

DOH 657-020 February 2014 _ Page 5ol 8
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9. Applicant’s Attestation

l, 1a_ Gqun , declare under penalty of perjury under the
{Print applicant name clearly) )
laws of the state of Washington that the following is true and comect:
* | am the person described and identified in this application.
* | have read RCW 18.130.170 and RCW 18.130.180 of the Uniform Disciplinary Act.
* | have answered all questions truthfully and completely
. ThedowmntaﬂonprovldedlnsupportofmyappllcaﬂonIsacwratetoﬂ\ebestofmyknowledge

| 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 pastand
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, cumrent or future criminal charges or
convictions. | will also inform the department 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.

oalm |w| o amEWA

" {clty, state)
applicant)

DOH 667-020 February 2014 PageGof6
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Admitted to MEDICAL SCHOOL

Standard Program

Medical School Dates of Attendance:
Yoar:08-0% 0B8/04/2000 05/31/2009
Year:09-10 00/17/2009 04/30/2010
Year:10-11 05/05/2010 05/01/2pl1l
Yaar:11-12 03/09/2011 0472772012

Matriculated:s 2008

THE DNIVEREITY OF MICHIGAW

Degree:
Doctor of Medicine
Date conferred:
11-MAY~-2012

e ——

Contrel #:

Acadealc Record of:

Guh, Jessica

-

M1149127-01THOL

ID Musber: 67700129
University Tuu‘u‘
Course Titls E::dul andJ Coursas Titla . E:::lu G:MJ Course Titls Cradiy Grade
ra [] Boura
1 Fall 2008 08/04/2000 - 12/21/2000 34 Gastrointestinoal 608 6.0 8%+ | §1 Bociocultural Medicine
02 Patients & Pop 500 4.0 §es | 35 Endocrinae 610 3.0 gee 03/05/72012-04 /70172012 4.0 gae
03 Clinigal Foundatiocans 500 ll-11l| 4 36 Reproduction 611 4.0 8ee | §2 Fordaon Outraach 04/02/2012-04/27/2012 4.0 Hpea
04 Soc&babav Iss in Med (L2 ¥ 37 04/2010 0.8. Med Licensing Exam Step 1 8 DEGREE REQUIREMENTS COMPLETED 0©04/27/2012
05 Cells & Tissues 500 4.0 g+« | 38 Promoted To Clinical Phase 0473072010
06 Musculoakelstal 513 4.0 g4+ | 39 Internal Nedicine 05/16/2010-08/01/2010 | 12.0 - |
07 Cardio/Resp 3504 5.0 g*a | 40 Seminars in Medioine
08 Ranal 506 ' 2.0 ges 05/10/2010-05/01/2011 0.0 gee
03 wintar 2009 0170572009 - 05/31/2009 41 Psychiatry BIIG?IRO}O-DSIIZIZDLO 6.0 np
10 GI/Liver SO8 3.0] B5**| 42 Obststrics/Gynecology .
11 Clinical Foundations 501 7.0 e 09/11/2010-10/24/2010 6.0 P RECE'VED
12 SocéBahav Iss in Med 4.0 | 5*+| 43 Surgery 10/25/2010-11/21/2010 | (L44)|
1) Endocrine/Repro 510 3.0 8+« 44 Burgery 11/22/2010-12/19/2010 | a.0| mp HAY 2 9 ?ﬂlz
14 Immunclogy 501 2.4 Bae 1 45 Pamily Medicine 01/10/2011-02/06/2011 4.0 He :
15 CN3/Head & Neck 509 4.0 B** | 46 Neurclogy 02/07/2011-03/06/2011 4.0 |
16 ID/Microbiology 500 7.0 | see | 47 Padtatrics 03/07/2011-05/01/2011 | s.e| = DEPARTMENT OF HEALTH
17 Growth & Pevelopment 500 2.0 8es |48 vacation 05/09/2011-06/05/2011 MEDICAL COMMIBSION
18 Promoted To 2nd Year 05/30/2009 49 0572011 Cozmp Clinical Assessmont Bxam g
.19 rall 2009 08/17/2009 - 12/30/2009 50 Geriatrics Sub-I°. 06/06/2011-07/03/2011 4.0 .4
20 Cardigwvascular 604 4.0 gas | 3] padiatrice. Developmantal
21 SocsBahav Iss in Med . (L31)} Y 07/04/2011-07/31/2011| 4.0 H
22 Clinical PFoundations L3z ¥ 32 Ansatbesiclogy. CVICD .. . .
‘23 Respiratory 603 3.0 gee 08/01/2011-08/20/2011 4.0 ne
24 Renal 606 4.0 g** | 53 0B8/2011 U.8. Med Lic Bxam Step 2 CX . 8
23 Paychiatry 614 1.0 ges | 54 EiMedicine, General 08/29/2011-0%/25/2011 4.0 H
' 26 Neurosclences 609 5.0| §e+ | 585 Emgrgency Medicine 09/26/2011-10/23/2011] 4.0| EH
27 Musculoakaletal 611 2.0 84+ | 36 1072011 U.5. Mad Lic Exan Etap 2 C8 8
28 Dermatology §12 1.0 | S8e*+ | 57 Medical Tharapeutics
. 2% wintexr 2010 01/04/2010 - 04/30/2010 10/34/2011-11/20/2011 4.0 P
- 30 Hematology/Cncology 603 3.0 8*»= | 58 Vacation 11/21/2011-12/718/2011
31 SociBehav Ias in MNed 3.0 ge+¢ | 59 Vacation 01/09/2012-02/05/2012 .
32 Clinical Poundationa 601 5.0 gee | 60 Pamily Planning 02/06/2012-03/04/2012 4.0 B
33 0172010 Comp Clinical Assesament Exam Jee T
Zay: E = Monora 8 = Satisfactory w = Official Withdrawal® AP = Advanced Placemants® B = Senior Clerkship
HP « High Pass U = OUnsatisfactory %W/P = Withdrawal Passing . - s FM = Fall Marginale {L) = Rafer to line indicated
P = Fass I = Incomplete W/X = Withdrawal Extenuating Circumstances*
., F = rail Y = Continuing Course W/F = Withdrawal Failing . * Applles prior to 7/93 only Bffectiva: 9/33
RC = Ho Credit =« Qradad 8/F/1 or P/P/2

Date issued: 23-MAY-2012

GUH, JESSICA MD60467205 PAGE 11



TO TEST FOR AUTHENTICITY: Transhicant globe icons MUST be visible from both skies whan held 1oward & hght sourcs. Tha faca of this ranscript 1s printed on blue SCRIP-SAFE® paper with the name of the Instilution appearing in whita
lype over the face of the entire document. N

UNTVERSITY OF MICHIGAN » UNIVERSITY OF MICHIGAN » UNIVERSITY OF MICHIGAN « UNIVERSITY OF MICHIGAN » UNIVERSITY OF MICHIGAN « UNIVERSITY OF MeCHIGAN = UNIVERSITY OF MICHIGAN » UNIVERSITY OF MICHIGAN « UNIVERSITY OF MICHIGAN « UNIVERSITY
OF MICHIGAN » UNIVERSITY OF MICHIGAN » UNIVERSITY OF MICHIGAN » UNIVERSITY OF MICHIGAN » UNIVERSITY OF MICHIGAN « UNIVERSITY OF MICHIGAN » UNIVERSITY OF MICHIGAN » UNIVERSITY OF MICHIGAN » UNIVERSITY OF MICHIMIAN « UNIVERSITY OF MICHIGAN

A black and white or color copy of this document is not an criginal and should not be accepted as an official instilutional document. This document cannot be releasad to a third party withcut Lhe written consent of the student. This is in
accordance with USC 438 (6) (4) (8). the Family Educational Rights end Privacy Act of 1974. If you have any questions about this document, please contact the Qffice of the Registrar at (734) 763-9066.. ANY ALTERATION OR
MODIFICATION OF THIS RECORD OR COPY THEREQF MAY CONSTITUTE A FELONY AND/OR LEAD TO STUDENT DISCIPLINARY SANCTIONS.

08185008 SCRIP-SAFE® Securily Products, Inc. Cincinnati. OH « U.S. Patent 5,171,040
GUH, JESSICA MD60467205 PAGE 12
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]
\ OFRCE OF THE REGISTRAR )
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OFFICE OF THE REGISTRAR
TRANSCRIPT & CERTIFICATION DEPT.

* 1210LSA BULDING
500 8. STATE ST,
*  ANNARBOR, M| 48108-1382

RETURN SERVICE REQUESTED

016H26515550

$ 00450
0512412012
Mllad From 48109
US POSTAGE

Hasler

M1148127-01TMOINN

-Joe Mihelich

PO BOX 47866
Olympia, WA 98504

- “-|]n|||||i|'|'_|_i'-“m|!u‘;|||"
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United States

U S'MLE United States Medical Licensing Examination® (USMLE®e)

Certified Transcript of Scores

h_'cdiﬂ'l This document was prepared by the
Licensing Federation of State Medical Boards of the United States, fuc.
Examination Fedenllon Place, 400 Fuller Wiser Road, Sulte 300, Euless, TX 76039-3856 — Telephone (817) 863-4000
[}
Date:  05/13/2014
Recipient:
Washington Medical Quality Assurance Commission
ATTN: MD Credentinling Unit
PO Bax 47866
Olympia, WA 98504-7866
Examinee ID¥:  5-237-557-3
Examinee: Guh, Jessica Wendy Dateof Birth:  09/14/1984
Al Name(s):

Results for Steps taken by this examinee (and for which results have been reported 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 arc reported, the recommended
minimum passing score (“MP”) is shown in parentheses, Pass/fail outcomes are based upon the minimum passing level in place at the
time of test administration and are not altered by subsequent revisions to the minimum passing level. Effective April 1, 2013, test resulis
are reported on a three-digit scale only; two-digit scores reported for prior administrations will no longer be reported. Test results
reported as passing represent an exam score of 75 or higher on a two-digit scoring scale.

fusmMLE sTEP 1 |
Test Date Pass/Fall otal MP Comments
04/26/2010 Pass 238 (188)
|USMLE STEP 2 N\ |
Clinical Knowledge (CK) /
Test Date Pass/Fail Total MP Comments
08/03/2011 Pass 7 (189)
Clinical Skills (CS)* \‘
Test Date Pass/Fail Tota) MP Comments
10/05/2011 Pass
[usMLE sTEP 3 / |
Test Date Pasy/Fail Toll!/ MP Comments
WASHINGTON 0210372014 Pass \.238 (190)

NOTE: A seerch of the Board'Action Data Bank of the Federation of State Medical Boards (FSMB) reveals no reported information on this examinee.

This document was printed from 8 secura website and accurately reflects score information maintsined by the FSMB.

cps vo51221

27310381

Page 1 of2
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Health 2014

PO Box 47866 LTH

Olympia, WA 98504-7866 RTMENT OF HEA

A-L 360-236-2765 : ' DEAE?J!CAL COMMISSION . M D
M-Z 360-236-2767 .

To: Post Graduate Training Program Director
' Faciityname __ LWEMAH  CHeRY  HLL FAMIL‘L ME'D\G”V{

Address 960 1¥TH M€ LUITE 4o jem! wh_ W"'V

RE: Veﬂﬁeatlonlevaluatlon of training

| am applying for a license to practice medicine in the state of Washington and before my appllcatlon can be
reviewed, a verification and evaluation of the post-graduate training performed in your institution is required. ! am.
‘authorizing the release of and would appreciate you providing the information and. retumlng it, at your earliest

- |.convenience, directly_to. the.address shown.above. All. questions. must be.answered._. . _.__. . ___._ . ____ [ _.

Applicant Name (Print or type) Blrmdate(mn#ddfm =
- JeAA _ Gur 14| 1ae4
Signature of appiicant

1 QN  JEALA . Gud Is or was engaged inpostgradua'tenihln_ginﬁi:r_:'-.

Applicant Name (Print or type) -
pogram ___ LW FAM|LY MEMCINE (CHEMEY ppc)

from Beginning daté (month & year) '1!“\7’ to Ending date_(m Zyear) 0"! 20if -

inthe field of ___FhMILY MEM UMY .
'2. Atthe time this Individual was in training, was this program accredited through the accreditation councilfor. | .
graduate medical education, the Royal College of Physiclans and Surgeons or the college of family

Physicians of Canada? {{]Yes [] No _ . N
'If no, does this program qualify the applicant to become board certified? []Yes [] No - |

3. Was the participant ever placed on probation, restricted, suspended, terminated or requested to !
voluntarily resign his/her participation In the program? [OYes Y No _

If yes, please explain
m?/:;D) i

(Please type or print)

4. Did this applicant successfully complete this I:alnlng rog
[CJinprocess OR [Y] expected date of completio

" Retum to address listed above. Signature

Address ___SSd_ L6™ fve  Suife lzo_'_o_ |
_/ __Seatte . wRr 98122

artq_;hll_bl_@ol‘{ Phone 206- 3_?,_0_-?.1-33 R

" DOM 657-034 February 2014

" : B GH, JESSICA MD60467205 PAGE 16



AMAR  AMA Physician Profile

Name and Mailing Address Primary Office Address
JESSICA WENDY GUH MD .

APT 411 550 16TH AVE

1201 BOYLSTON AVE SEATTLE WA 98122-5699

SEATTLE WA 98101-2875

Phone U'NKNOWN

Birth date 09/14/1984

Physician's major professional activity HOSPITAL BASED RESIDENTS - ALL YEARS

Self-designated practice specialty  FAMILY MEDICINE (primary)

Sell-dasignated practice speciaities (SDPS)-IMedan!haAMA Physician Profila do nol imply recognition or endorsement of any floid of
medical practice by the Association nor does it imply verification by a membar board of the American Board of Medical Spaciaities (ABMS) or
that the physician has been trained or has special competence to practice the SDPS.

AMA membership status NON MEMBER
e ——

All information from this point forward is provided by the primary source

National Provider Enumeration Deactivation Reactivation  Replacement  Last reported
Identifier (NPI) date date date number date

1851652135 06/04/2012 NOTRPTD NOTRPTD NOTRPTD 0373172014

urrent{and/ordhistoricalimedicallschool i :

UNIV OF MI MED SCH, ANN ARBOR MI 48109

Degree Awarded: Yes
Degree Year: 2012
AMA files checked 471772014 18:19:45 AMA Physician Profile for Jessica Wendy Guh MD Page l of §

€ 2014 by the American Medical Association

GUH, JESSICA MD60467205 PAGE 17



AMA

MEDICAL
ASSOCIATION

Current and/or historical post graduate medical training programs accredited by the Accreditation Council for
Graduate Medical Education (ACGME)

Beginning with the 2010 cycle of the National GME Census, post-graduate training segmenis will include the name of the program
altended in addition to the sponsoring institution. Program-level information prior to 2010 will not be avaliable for reporting. Future
training dates, as reported by the program, should be interpreted as "in progress™ or "current” with the projected date of completion.

Post-graduate training performed at

ited osteopathic institutions or in Canada are updated on the AMA Physician Masterfile only

upon verification by the program, US licensing authorities arcept graduate medical education from both entities as equivalent 1o raining

performed in a US program accredited by WCGME.

Sponsoring Institution: SWEDISHMED CTR

Sponsoring State: WASHINGTON

Program name: SWEDISHMEDICAL CENTER/CHERRY HILL PROGRAM
Specialty: FAMILY NEDICINE

Dates: 0672012 | 0672015  (Verified)

If you have discrepant Information, pl
primary source(s). See the last page of th

v

submit a Request for Investigation to the AMA so that we may verify the information with the
Profile for instructions on how o report a data discrepancy. )

r(_Z_tlrrent and/or historical medical Li

nsure ]
MD/ Date Expiration License Last
Jurisdiction DO granted .date Status type reported
WASHINGTON MD 0513072012 07731/2014 ACTIVE LIMITED 04/01/2014 /
ECFMG Certfication ]
Applicant Number:
The Educational Commission for FonigeredicaI Graduates (ECFMG) applicant identification number does not imply curremt
ECFMQG certification status. To verify EQFMG status, contact the ECFMG Certification Verification Service online at
hitps://cvsonlingl.ecfmg.
AMA files checked 41772014 1&: 1995 AMA Physician Profile for Jessica Wendy Guh MD Page 2of §

& 2014 by the American Medical Associntion
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AMA

AMERICAN

MEDICAL
ASSOCIATION

DEA Expiration Last Reported
number Schedule date . date Address:
XXXXXX660 22N 33N45 09/30/2015 04/07/2014 550 16th Ave, Seattde, WA 98122-5699

Only the last three characters of active DEA numbers are displayed

Many stales require their own controlled substances registrationflicense. Please check with your state licensing authority for
requirement information as the AMA does not mainiain this information.

Specialty Board Certification(s) by one or more of the 24 boards recognized by the American Board of Medical Specialities
{ABMS) and the American Medical Association (AMA) through the Liaison Committee on Specialty Boards, as reported by
the ABMS:

The AMA Physician Profile has been designated by the ABMS as an QOfficial ABMS Display Agent of Member Board
Certification data. Therefore, the ABMS Board Certification information on the AMA Physician Profile is considered a
designated equivalent source in regard to credentialing standards set forth by Joint Commission. The AMA is also an
NCQA-approved source for verification of medical school, posigraduate medical training, ABMS Board certification, and
Federal DEA registration. '

AMA files checked 41712014 18:19:48 AMA Physician Profile for Jessica Wendy Guh MD Page dof §

O 2014 by the American Medical Association
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AMA

AMERICAN
MEDICAL
ASSOCIATION

Certifying board: TO DATE, THERE HAVE BEEN NO BOARD CERTIFICATIONS REPORTED.

Centificate;
Certificate type:

. Effective Expiration Reverification Last Reported
Duration Date Date Date Occurrence Date

For certification dates, a default value of "01" appears in the day or month field If data were not provided 10 AMA. Please contact the
appropriate specialty board directly for this information.

This information is p;'upriﬂary data maintained in a copyrighted database compilation owned by the American Board of Medical.
Specialties (ABMS). Copyright 2014 American Board of Medical Specialties. All right reserved.

To date, there have been no actions reported to the AMA by any US state licensing agency.

To date, there have been no Medicare/Medicald sanctions reported to the AMA by the Department of Health and Human.
Services,

To date, there have been no federal sanctions reported to the AMA by any branch of the US millitary, the Veteran's
Adminstration or the US Public Health Service.

AMA files checked A0 18:19:45% AMA Physician Prolik: for Jessice Wendy Guh MD Pagedof 5

© 2014 by the American Medical Association
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AMA

AMERICAN

MEDICAL
ASSOCIATION

AdditionallInformation|

To date, there is no additional information for this physician on file.

The content of the AMA Physician Profile is intended to assist with credentialing. An organization's appropriate use of the data
contained in the AMA Physician Masterfile meets selected primary source verification requirements of the Joint Commission, the
Accreditation Association for Ambulatory Health Care (AAAHC) and the American Accreditation Health Care Commission
{AAHCC)/Utilization Review Accreditation Commission {URAC). The AMA Physician Masterfile is also an NCQA-approved
source for verification of medical school, post-graduate medical training, ABMS Board Certification and federal DEA
registration. :

If any of the data in this Profile is believed to be incorrect, please log onto our website (www.ama-assp. o/amaprofiles
and go to the order detail page. Select the D’ following the physician's name and enter the data in questions. Or you can mark
the issues on a copy of the profile and mail or fax to:

American Medical Association
Division of Database Products
Attn: Physician Products Portfolio
AMA Plaza

330 N. Wabash Ave., Suite 39300
Chicago, IL 6061 1-5885

Fax: (312) 464-5900

If you have any questions or need additional information about the AMA Physician Profile Service, please call (800) 665-2882.

AMA files checked 172014 18:19:45 AMA Physicion Profile for Jessica Wendy Guh MD Page Sof §

© 2014 by the American Medical Association
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Page 2 of 7

The Federation of State Medical Boards
of the United States, Inc
PO Box 619850
Dallas, Texas 75261-9850
Telepbone: (817)868-4000
FAX (317)868-4099

BOARD ACTION CLEARANCE REPORT
April 17,2014 :

Atmn: Maryella E, Jansen

Washingion Medical Quality Assurance Commission
Maryella E. Jansen

PO Box 47866

Olympia, WA 98564-7866

Re: Board Action Query Daied: April 17, 2014
Your Reference Number:
FSMB Baich Number: BQ2428563

The following is a final report of the scarch results from the Board Action Data Bank as of April 17, 2014 for practitioners submitted as part of the
shove-referenced baich for which NO board actions were identified. i .

-Practitioners Cleared with No Actions as of April 17, 2014

Item Name DOB School YriGrad Request ID
1 GUH, JESSICA 09/14/1984 023030 2012 272715562
LICENSE HISTORY
Siatc Board
WASHINGTON /

PLEASE NOTE: The licensure history information contained in these reports is not considered licensure verification but rather
an indicator of known states of historical licensure for these individuals. Use of this information should be limited to cross-

reference purposes.

hitps://s1.fsmb.org/baweb/reports/hcp88A.htm - ) 4/1712014
tps . P 1P : GUH, JESSICA MD60467205 PAGE 22
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i o

pPRZ3my -
dee DEPARTMENT OF HEALTH
s-iemese o —-— ———MEDICAL COMMISSION. _ ___ _
Revenue 0252140000
Limited Physician & Surgeons License Application
R Resident Physician [[] Teaching/Research O Institutional
"] Fellowship (2 year limit) [ County/City Health Department

1. Demographic Iinformation

Social Security. Number (If you do not have a social security number, see instructions)

Name EMr First O-ESS‘ (A Middle X Last UK

Y4 Ms. . Wevd
Birth date (MM/DD/YYYY) _ Place of Birth
Address Ci

850 -1L™ o0 Y SENTTLE

State Zip County

WA as122- KING
“Phone # Fax # Cell #

Email Address: G STERC GMAIL. (oM

Have you ever been known under any other name(s)? If yes, list name(s): N_/A

Will documents be received in another name? If yes, list name(s): NA

Institution or Training Program Information (Required)
Institution/Program Name

SWEDSH  PAMILY MEDILINE CHERRY WL
Institution/Program Mailing Address

50  1b™ aveNuE Moo
City CeNTTE State WA
Zip 45122 County hNg
Medical Specialty
Medical school Year of Graduation
UNVERSTX oF  MICHIGAN 2012

Medical Specialty
FAMIL. Mipicivg”

DOH 657-056 December 2011 . Page 106
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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..............cccecvcvmrcreersnnsirnene O lg

“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,
intellectual disabilities, emotional or mental illness, specific learning disabilities, HIV disease,
tuberculosis, drug addiction, and alcoholism.

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 all 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. ) o I

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

“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 treated for, pedophilia, exhibitionism, voyeurism or
O BUIISINIZ..c..cie e ertreesreeite e eas et e se et ebesse e es e s sesbeb e sas s se s s R s e ses s sran e mr s s am e sbeassRe R R e R R e RER Ree e FRnRa s nanrassmrarens W EI

4. Are you currently engaged in thé illegal use of controlled SUDSLANCES? ...........cceerermeciinensnfunseniernanseannes W ,E
“Currently” means within the past two years.

lllegal use of controlled substances is the use of controlled substances (e.g., heroin, cocaine)
not oblained 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 coples of all jJudgments, 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 contesl, or a similar plea, or had
prosecution or a sentence deferred or suspended as an adult or juvenile in any state or jurisdiction? .. I:I m

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 criminal history
may not automatically bar you from obtaining a credential. However, failure to report
criminal history may result in extra cost to you and the application may be delayed
or denied.

DOH 657-056 December 2011 Page 20f 6
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Mihslich, Joe D_(DOH) ' ! .

From: - Mihelich, Joe D (DOH)

Sent: Monday, May 21, 2012 11.50 AM
To: ‘guhster@gmail.com’

Subject: MISSING ITEM

May 21,2012

Dear Dr. Guh,

This is to acknowledge receipt of your application to obtain a limited Il&nse in the state of Washington.
Your application and fee of $400.00 was received on April 23,2012.

MISSING ITEMS
TRANSCRIPTS WITH DEGREE POSTED OR LETTER STATING THAT YOU WILL BE GRADUATING OR HAVE GRADUATED

If you have any further questions or need additional information, please feel free to call me at (360) 236-2771 email
me at joe.mihelich@doh,wa.pov , or write to me at Department of Health, Medical Quality Assurance Commission,
P O Box 47866, Olympia, WA 98504-7866. '

Sincerely,

Joa Mihelich

Customer Service Specialist Il

Medical Quality Assurance Commission
PO BOX 47866

Olympia WA 98504

360-236-2771

360-236-2795 Fax

Website: www.doh.wa.gov/hsga/maac
Email: joe. mihelich@doh.wa.gov

GUH, JESSICA MD60467205 PAGE 25
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Ml‘.’.ttﬂd t9 MEDICAL BCHOOL Matriculated: 2000 THE UNIVERSITY OF NICHIGAN Contral #: M1136773.-01TMOL
\
Standard Progiam AKN ARBOR Acadanic Record of:
Degrea: Guhb, Jessica
Medical Behool Dates of Attendance: Doctor of Medicine
Year:08-09 08/04/2008 0573172009 Data conferraed:
Yenx:09-10 08/17/200% 04/30/2010
Year:10-11 05/05/2010 05/01/2011
Year:11-12 05/09/2011 04/27/2012
ID Number: 67700129
Course Title c:-d..l.:l Grade Course Title Emtu Gnd] Coursa Titlae
Houxs ours

0l Fall 2008 08/04/3008 - 12/31/2008 34 Gastrointaestinal 608 6.0 8*+ | 61 Fordson Outreach 04/02/2012-04/27/2012 4.0
02 Patients & Pop 500 4.0 §»s | 33 Endocrine 610 3.0 ges '
03 Clinical Foundations 500 (Li1)] v 36 Reproductiom 611 4.0 ges
04 SockBehav Iss in Ned (l:-:l.?ll 4 37 04/2010 U.8. Med Licensing Exsm Step 1 -]
05 Cells & Tissues 500 4.0 gas | 38 Fromoted To Clinical Fhasa 04/30/2010
06 Musculoskslstal 513 4.0 §es | 1% Internal Medicing 05/10/2010-08/01/2010 | 12.0 |
07 Cardio/Resp 504 5.0 BS**| 40 Bemlinars in Medicine
08 Renal 306 2.0 Ao 05/10/2010-05/01/2011 0.0 gex
03 Winter 2009 01/05/2009 - 05/31/2009 41 Psychiatry 08/02/2010-09/12/2010 6.0 P
10 OI/Liver 308 3.0 §*+*| 42 Qbstetrica/Gynecology
11 Clinical Foundations 501 7.0 B 09/13/2010-10/24/2010 6.0 HpP
12 Soc&lshav Iss in Med 4.0 gas | 43 Burgery 10/25/2010-11/21/2010 | (L44)
13 Endocrine/Repro 510 3.0| 8%+ | 44 Surgery 11/22/2010-12/19/2010 8.0 | wup
14 Immunology 501 2.0 gas | 43 Famlly Nedicine 01/10/2011-02/06/2011 4.0 AP
15 (NS/Head &L Neck 509 4.0 Be* | 46 Neuroclogy 02/07/2011-03/05/2011 4.0 B
16 ID/Micrabiology 500 7.0 Bas | 47 Pediatrics 03/07/2011-05/01/2011 a.0 H
17 Growth & Development 500 2.0 g=s | 48 Vacation 05/09/2011-06/05/2011
18 PFromoted To 2Ind Year 05730/200% 49 0572011 Comp Clinical Assessment Exam gee
1% rFall 200% 08/17/2009 - 12/20/32009 50 Geriatrica Sub-I 06/06/2011-07/03/2011 4.0 n
20 Cardiovascular 604 4.0 g%+ | 51 Pediatrics, Daveiopmental
21 BockBehav Iss in Mad (L31)] ¥ 07/04/2011-07/31/2011 4.0 n
22 Clinical Foundations Liz) r 52 Anesthesioclogy. CVICU .
23 Respiratory 605 3.0 ges aR/o1/2011-08/28/2011 4.0 . 4
24 Renal 606 4.0 g==| E3 008/2011 U.8. Mad Lic Exam Step 2 CX 8
25 Psychlatry 614 1.0 ge* | 54 E:Madicine. General 08/29/2011-09/25/2011 4.0 "
16 Neurcoscisnces 609 5.0] Be*+*| 55 Emargancy Medicine ©05/26/2011-10/23/2011| 4.0 H
27 Musculoskelstal §13 2.0 gus | 56 Medical Therapsutics
20 Dermatology 612 1.0 Bas 16/24/2011-11/20/2011 | 4.0 ] HP
a9 Winter 2010 01/04/2010 - 04/30/2010 57 Vacation 11/21/2011-12/18/2011
30 Hematology/Oncology 603 5.0 8%+ | 53§ Vacation 01/09/3012-02/05/2012
31 Boc&Bshav Iss in Med 3.0 g** | 59 Family Flanning 02/06/2012-03/04/2012 4.0 B
32 Clinical Foundations £01 5.0 g4s | §0 Boclocultural Madicins
33 0172010 Comp Clinical Assopsmant Bxam gae 031/05/2012-04/01/2012 4.0
Keays H = Homors 8 = Satisfactory » = Official Withdrawal® AP w Advanced Plucemsnt® E = Banior Clerkship

HP = High Pass U = Unsatisfactory W/P = Withdrawal Passing ™™ = Fail Marginal® (L) = Refer to line indicated

P = Paass I = Incompletm W/X = Withdrawal Extanuating Circumstances®

F = PFajid Y = Continuing Course W/F = Withdrawal Falling * Applies prior to 7/93 only Effectiva: 3/95

NC = Wo Credit

*% Graded 85/F/I or P/P/I

Data issued: 05-APR-2012

GUH, JESSICA MD60467205 PAGE 26



APR 10 70W?

™
DEPARTMENT OF HEAL
MEDICAL COMMISSION . *.

TO TEST FOR AUTHENTICITY: Transhucent globe icons MUST be visible from both sides whan hald loward 8 light source. The lace of this transcript is printed on h|ua SCRIP-SAFE" peper with the name cf the Inntltulbn appearing in white
type ovar tha face of the entire document.
UNIVERSITY OF MICHIGAN = UNIVEREITY OF MICHIGAN » UNWERSITY OF MICHIGAN « UNIVERSITY GF MICHIGAN « UNIVERSTTY OF MICHIGAN = UNIVERSITY OF AeGHIGAN  UNIVERSITY OF MCHIGAN « UNIVERSITY OF MICHIGAN » UINIVERSITY OF MICHIGAN » UNVERSITY
OF MICHIGAN = UNIVERSITY OF MICHIGAN = UNTVERSITY OF MICHIGAN « UNIVERSITY OF MICHIGAN = UNIVERSITY OF MICHIGAN « UNIVERSITY OF MICHIGAN « UNIVERSITY OF MICHIGAN » UNIVERSITY OF MICHIGAN « UNIVERSITY OF MICHIGAN « UNIVERSITY OF MICHIGAN
A black and white or color copy of this document is not an original and should not be accepted as an official institutional document, This document cannot ba raleased to a third parly withoul the writlen congent of the student. This Is in
accordance with USGC 438 (6) (4) (8). the Family Educationat Rights and Privecy Acl of 1974, If you have any questions about this document, please contact the Offica of the Registrar at {734) 763-9066. ANY ALTERATION OR
MODIFICATION OF THIS RECORD OR COPY THEREOF MAY CONSTITUTE A FELONY ANDJVOR LEAD TO STUDENT DISCIPLINARY SANCTIONS.

08185008 SCRIP-SAFE® Sacurity Producis, Inc. Cincinnall, OH « U.S. Patent 5,171,040
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Page 1 of 1

The Federation of State Medical Boards
of the United States, Inc
PO Box 519850
Dallas, Texas 75261-9850
Telephone: (817)868-4000
FAX (817)868-409%

BOARD ACTION CLEARANCE REPORT
May 04, 2012

Attn: Maryella E. Jansen

Washington Medical Quality Assurance Commission
Maryella E. Jansen

PO Box 47866

Olympia, WA 98504-7866

"Re: Board Action Query Dated: May 04, 2012
Your Reference Number:
FSMB Baich Number:  BQ2072030

Thefollomnglsuepononhemmuﬂuﬁ-nmlhmmDmBlnknsofMlyN 2012forprmmnmsubmmed-pmofﬂ|ubove-
relerenced batch for which NQ board actions were identified.

Practitioners Cleared with No Actions as of May 04, 2012

Item  Name DOB School YriGrad Request ID
" - .
= 'GIJ_E:JFSSM"—') 09/14/1984 023030 2012 25225573
LICENSE HISTORY

Staic Board .
No License Information Avuh_lble
k] KARP, JESSICA 02/22/1984 033020 2012 25225572
LICENSE HISTORY
Siate Board .
No License Information Available
2 KHATTAR, ANUJ 09/14/1985 038010 2012 25225570
LICENSE HISTORY )
No License Information Available
| MIJELDE, GRETCHEN 06/26/1986 048010 2012 25225569
LICENSE HISTORY
State Board . .
No License Information Available

PLEASE NOTE: The licensure history information contained in these reports is not considered licensure verification but rather
an indicator of known states of historical licensure for these individuals. Use of this information should be limited to cross-

reference purposes.

https://s1.fsmb.org/baweb/reports/hcr4 DEF.htm 5/4/2012
. GUH, JESSICA MD60467205 PAGE 30
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pm omT

Medical Quality Assurance Commission
Resident Physician Limited License

This certifies the appointment of the following individual who is being recommended for a limited license in
Washington State,

Name of Resident Physician* : ___JESSWCA GQue

Name of training program/epecialty: _SWEP¥Y FAMILY MEWNCINE (WgppY HwL

Name of sponsoring institution: _4wEMSW MeDWUAM- CvTeR-

Beginning date b’ 1A ’ 20172 \/

mm/ddyyyy
re) himaf Program
IS this an ACGME PrOGIAM?  ..oooooooooooeoeoeoeoeooeoeoeoeoeoeee oo eeoeee e sssnsereo Yes pp No []

* Resident physician means an individual who has graduated from a school of medicine which meets
the requirements set forth in RCW 18.71.055 and is serving a period of post graduate clinical medical
training sponsored by a college or university in this state or by a hospital accredited by this state. The
term shall include individuals designated as intemn or medical fellow.

Note: The issuance of a limited license does not allow the individual to engage in the practice of
medicine outside the supervision of the post-graduate clinical medical training program.

Return to:

Medical Quality Assurance Commission
P O Box 47866 Qlympia, WA 98504-7866

DOH 6857-057 December 2011
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9. Applicant’s Attestation

I, JESSWKA G , declare under penalty of perjury under the
(Print applicant name clearly)

laws of the state of Washington that the following is true and correct:
* | am the person described and identified in this application.

* | have 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 department 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 _ 1!16’ l - at__kNN Aghap, M| (city, state)
By:
Si re of applicant
)
)
DOH 657-056 December 2014 : Page 6 of 6
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6. Licenses ih 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 current.

State Date License Basis of License Status of Any limitations on
license issued Number Exam date Endorsement license license
. passed
W\ [OJNo [] Yes
[ONo [ Yes
[JNo [ Yes
[JNo [] 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 counseling, infection
control guidelines, clinical manifestations and treatment, legal and ethical issues to include confidentiality, and

psychosocial issues to include special population considerations.

Date

3257

Applicani’s initials

8. Applicant’s Photograph

Photo Here
>

t»"eurrent photograph here.
'ﬁp taken and sign in
~ttom of the photo.

‘aph must be:

Height__ 5 '1"

L3 Lp$

Hair color

B

Color of eyes _ppovw N

DOH 657-056 Decembar 2011

. Pege50f6
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3. Medical Education and Experience

Provide a chronological Iistiri'g of your educational preparation and post-graduate training. If you need more space,

attach a piece of paper.
Schools attended (Location if ther than U.S., quote names of |(03$mm{e:1:?;;°na?bl;anz::ge Ef“'y::‘: g?::s ﬂmmedE .
. y . n
schools In original language and translate to English.) and translate to English) attended " - )
Medical education (list all medical schools attended) )
[ uNIVERTY & MicHigan ' Mb o 07138 [05[2012

Post graduate training (list all programs attended)

N/

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 time break of 30 days or more. If you need

N I A Name and location of institution

From

(mm/ddlyyyy)

To
(mm/ddiyyyy)

Nature of experience or specialty

privileges.)

5. Hospital Privileges (Excluding post-graduate training hospital

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

Name of hospital Dates attended
l" Start date End date
P" mmv/ddlyyyy | mm/ddlyyyy
DOH 6§57-056 December 2011 Paged of6
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2. Personal Data Questions (Cont.) Yes No

a. Are you now subject to criminal prosecutlon or pending charges of a crime in any state or
JUABHICHION ...t st esrne s aseresa e ra st et e em e e st et s ss s e searaennvavsasasasansnsraseres O

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 delam
until the prosecution and any appeals are complete? ..........cccreerrcenrneceneccrnsnnccsecnnenn DG O 0

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 purposes? ..............cvvreereenrsciiensissisnans O K]

b. Diverted controlled substances or legend drugs? ... O B
C. Violated any drug [aw? ...........ccveuierccccc e e e e O i

. d. Prescribed controlled substances for yOUrSelf7................c.ocuecercrcucorncnrstsmiessmstseneree e e eescrsnssens 0 ¢

7. Have you ever been found in any proceeding to have violated 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? . .............cucmvimnmnminiie . O K
8. Have you ever had any license, certificate, registration or other privilege to practice a health care

profession denied, revoked, suspended, or restricted by a state, federal, or foreign authority? .............. O m
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?........ .ot O M

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?..................c...... O pa
11. Have you ever had hospital privileges, medical society, other professional society or organization

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

OF MEAIGINGT. .........oovriererieirerresecesencemsastsasaestrera sesssne s ssse e e se s e e e smsaraban s 1EBOB AR R ORRR SRR SR s et s asasasasnbnsnenosne O k]
13. To the best of your knowledge, are you the subject of an investigation by any licensing board as to

the date of this apPlICAIONT. ...........cveeceiierercee sttt rrre s s s ser e e e e e s s et naname e s nrnaes O fa
14. Have you ever agreed to restrict, surrender, or resign your practice in Ileu of or to avoid adverse

Lo (1o OO OO D U PRYYTUP R O M

DOH 657-056 December 2011 Page 3016
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: ARRR
Medical Quality Assurance Commission [\, i R
Limited License Application Worksheet ['\IH 4 HQVELD/

Name GUH, JESSICA : Date of Birth 9/14/11984
Date Received 4/23/112
swiz (WSPCheck [ x [Fee | x [Photo[ x [Datat-13[ x [AIDS [ x [Atest| x [SSN|[ x $54 letter
Chronology Missing: [C]Residency [Jinstitution sz | FSMB /
to '
X
to [C]Feliowship [ Jcity/County
Complete to NA AMA
DTeadlinglReseard'l
Personal Data "Yes"s Documentation Recelved| Malpractice Cases Synopsls Disposition
1
2
3
4 .
i yd
Medical School \) V/
Name UNIV OF MICHIGAN YearofDeges 2012 Transcripts V[ |Transtations
Post Graduate Post Graduate
Recelved Training Programs Received Training Programs
Receved  State Licensure - Received - Hospital Privileges
Receiveq Program/Employment Verification /
X SWEDISH FAMILY MEDICINE 6/19/12

Apprbved m ) - _DE?-!&‘D['?'

re L J
I(_:om!{lents:
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Credential View Screen Page 1 of |
Credential View Screen [update] _
Jessica Wendy Guh ID 1030389 Contact
Address: Warnings . Audit
IPublic @ Mail SSN/FEIN Enforcement
2 Public - 2 Contact Standing  Living Cont. Edu
[change mail address) Contact Type. INDIVIDUAL Documents
Jessica Wendy Guh _ Birth Date 09/14/1984 Owned By/Ke
Swedish Family Medciine Cherry Hill Public File YES Exams
550 16th Ave #100 Mailing List Experience
Sealtle, WA 98122 US Citizen Notes
Email; guhster@gmail.com Schools
Librarian
Other State L
Comments: Online inforr

Phyasician And Surgeon Residency License [update] [form letter]

Credential # MDRE.ML.60288612 | Credential Status PENDING (05/07/2012) Audit
Application Date 0472372012 Status Reason INITIAL APPLICATION IN Documents
Effective Date PROCESS Verification
Expiration Date Amount Due $400.00 Workfiow
First Issuance Date Date Last Activity  5/7/2012 11:38:20 AM Key Mgmt
Last Date Of Contact 05/04/2012 Last Updated by Mihelich, Joe D Fees
Certificate Sent Date Notes
ED Print Docs
: EIV Comp. Audit
c = e e R EC i Renewal
omments: - N License Status
o Supervises . may 08 20i2
¢ User Defined License Data L e e b
s Workflow 3;_&, i A DEPAHTMENT OF II-‘EA(I}:\EIH
Fi - ngl  MEDICAL COMMISS!
i LY, '- b
B R S
User Definable Liconse Data + . {update)
. Flewd Value - LiFlald R Value
| | Method of Licensure EDUCATION/TRAINING
- -=t-Oash-Receipt Sequence Number 02218
Cash Receipt Date 20120423
Cash Receipt Bl?h Number 0601
S I - LR | S
“nbe ot 3tntus et T
" o WL -
Hieng. hOIES,
MR I ITTRRES R v '
LI | '.lf.'ll'_, .
e LTI TR .-
T Background Check Processed
- onEDs A e MAY 082012
: WSP
A 1 Dapartracent of Heaith.
CTRY -C8 0y Credentialing Unit
ST T
e i
Metke ety see
- ...' S TR .,.l:ﬂ-.- Lo s
PR RIS oL
- -
http://elicense/credView.asp?credidnt=1164997, .. ,.. .. Y 5/8/2012

b

{
GUH, JESSICA MD60467205 PAGE



http://elicense/credView.asp?credidnt»l

NimonI Lori (DOH! 15—

From: Nimon, Lori (DOH)

Sent: Tuesday, April 29, 2014 1:56 PM
To: ‘jess.guh@swedish.org’
Subject: Pending MD License 60467205

April 29, 2014

Dear Dr. Guh,

This is to acknowiedge receipt of your fee and application for your physician and Surgeon licensure in the state of
Washington. At this time these are the items we still need before we can fully review your application file.

MISSING [TEMS

Need USMLE scores (these can be ordered at www.fsmb.org )
Need postgraduate training verlfication from Swedish Cherry Hill 7/12 to Present

n emall me at anytime for a nt : r application file.

*If you are using the FCVS packet with the Federation of State Medical Boards (FSMB) you will need to contact FSMB to
determine when this packet will be released to us. The FCVS packet will verify medical school transcripts, exam scores,
and postgraduate training.

Please note: while this information was contained in the application packet you had been sent and is stipulated in
Washington Administrative Code (WAC) 246-12-020(3), let me reiterate that upon approval, your initial license will be
issued only to your next birthday after the approval date - uniess your birthday falls within 90 days of approval, in which
case it will expire on your second birthday following approval.

~ If you have any further questions or need additional information, email me at lori.nimon@doh.wa.gov
or write to me at the address listed below.

Thanks,

Lori Nimon

Health Services Consultant 1

Medical Quality Assurance Commission
PO Box 47866

Olympia, WA. 98504
lori.nimon@doh.wa.gov

(360) 236-2765 &

(360) 236-2795 &
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http://www.fsmb.org
http://www.fsmb.org)

Application File_1166314_pdf-r.pdf redacted on: 1/17/2019 14:07

Redaction Summary ( 5 redactions )

2 Privilege / Exemption reasons used:

1 -- "DOH Licensee Health Professional Home Address and/or Home Phone Number - RCW 42.56.350(2)" ( 3 instances )
2 -- "DOH Licensee Social Security Number - RCW 42.56.350(1)" ( 2 instances )

Redacted pages:

Page 5, DOH Licensee Health Professional Home Address and/or Home Phone Number - RCW 42.56.350(2), 1 instance
Page 23, DOH Licensee Health Professional Home Address and/or Home Phone Number - RCW 42.56.350(2), 2 instances
Page 23, DOH Licensee Social Security Number - RCW 42.56.350(1), 1 instance

Page 40, DOH Licensee Social Security Number - RCW 42.56.350(1), 1 instance
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