7/9/14 1;04 PM ’ Page 1 0! 7

License Type: : Physician’s and Surgeon's
Application: " Physician's and Surgeon's - Initial
Application /

Application Number: 14113653

: Appllcat]on Date: 07/09/2014 (mm/ddlyyyy)
Are you currentlyenrolled inan Y _ .
ACGME/RCPSC-accredited postgraduate : /
training program in the United States or . .
Canada?
First Name ’ S Diana
Last Name: Wu _ : , /
Birthdate: ' Rk ks |
Gender: Female
Social Security Number: i

Llcense Related Addresses :
Confidential Address (Optional)
- Warning: In order to protect your privacy and ldentlty.
address will not be displayed. :

License Specific Public/Mailing Address {Required)
Warning: ' In order to protect your privacy and identity,
' address will not be displayed.

Med1cal SchoolName A Keck School of Medlciné of Unlversity' of

Southern California
. w?
Attendance Start Date (mmiddlyyyy) *qu’ /
' )
Attendance End Date (mmidd/yyyy) ‘
Graduation Date (mmidd/yyyy) bY

Title of Degree Awarded " MD - Doctor of Medicme

Country of Blrth
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US State of Birth;
City of Birth:

10. Have you ever filed an application for a
Physician's and Surgeon's License or a :
PTAL in California that has been withdrawn, /
abandoned, or denied?

11. Have you previously held a Physician's No
and Surgeon's License in California?

If you answered "Yes" to 11, please provide (mm/ddiyyyy}
the expiration date: '

12, Haveyoutever been found ta have
engaged in irregular behavior during an
examination?

13. Have you ever been subject to an
investigation by an examination entity?

14. Are you certified by the Educational No
‘Commission for Foreign Medical Graduates?

Certificate issue date . (mmlddlyyyy)

Exammatlon o Umted States Medical Licensing Examination

(USMLE) Step 2CK
Exam Date: " 10/2012 (mm/yyyy) '/

Exam Result:

. Kwi EAEL GG Ny = B ; b A L
Examination: ‘United States Medical Llcensmg Exammatnon
(USMLE) Step 1
Exam Date: 06/2011 {(mm/yyyy) ' \./
Exam Resuilt:

F R

'xamlna_t"ion: o T nited States Medical Llcensuié Exammétno
(USMLE) Step 2CS /
Exam Date: , , 09/2012 (mmiyyyy)

Exam Resulit:

Examlnatlon- T - United States ﬂedldal*ln.lcensmwg_Ef;(aﬁ;i’r‘;étlohﬁ
A {(USMLE) Step 3 /
Exam Date: 03/2014 (mmlyyyy)

Exam Result: ' -
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1‘8. Dld yﬁu ever féke a lée;\;e of waxbsenceu A
during medical school?
19. Were you ever placed on probation?

20. Were you ever disciplined or placed
under investigation?

21. Were any negative reports ever filed by
your ir_)structors?

22. Were any limitations or special
requirements imposed on you because of
questions of academic or disciplinary

problems, or for any other reason?

23. Have you participat

edinany ACGME-  Yes

accredited postgraduate training in the . ' \/
United States or RCPSC-accredited

k TR RS < it el XY 3 ——l

State/Province: California - Qﬁ

Prdgram Facility Name University of California San Francisco )/r/ |

Specialty: Family and Community Medicine

Training Start Date: . 06/17/2013 (_mmlddlyyyy) '

Training End Date: 07/01/2016 (mm/ddlyyyy) L{ /
o S TR A e 3 it = =

24. Have you ever received partial or no
credit for a postgraduate training program?

25, Have you ever taken a leave of absence
or break from your training?

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

27. Have you ever resigned from a program?

28. Were you ever placed on probation for
any reason?

29. Were you ever disciplined or placed
under investigation?

30. Were any incident reports ever filed by
insfructors?
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31. Were any limitations or special
requirements placed upon you for clinical
performance professionalism, medical
knowledge, discipline, or for any other
reason?

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

N Ljesns
33. Have you ever held, or do you currently  No

hold a medical license in any U.S. state, U.S. - : J
territory or Canadian province?

ARSI R
34 Are you currently certified by aMember No
Board of the American board of Medical

_ Specialties?
Expiration Date: | {mm/ddlyyyy) | \/
" Expiration Date: (mm/dd/yyyy)

35. Has your certification ever been
suspended or revoked? .

36. Is there any action currently pending
agamst you?

-\37 Areyou currently reglstered with t
Drug Enforcement Agency (DEA)?

38. Have your DEA privileges ever been

denied, suspended, restricted, or /
terminated?

39. Have you ever entered into any

arrangement, agreement, or plea in lieu of

federal prosecution with the DEA to resolve

an alleged violation of a federal or state drug
- statute or regulation?

RGP AR
Walprac il
40. Has a clalm or an action ever een |Ied

against you for the practice of medicine that
resulted in a malpractice settlement?

41, Has a judgment or arbitration ever been
awarded in the amount of $30,000 or more? .

Distipiinary Higlon:

42. Have you ever W|thdrawn an application
for medical licensure in lieu of denial,
disciplinary action, or for any other similar
reason?
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43. Have you ever been denied a license to
practice medicine?

44. Is any denial pending against you?

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

48. Is any disciplinary action pending against
any of your licenses to praclice medicine?

47. Have you ever surrendered a license to
practice medicine?

48. Have you ever had any license to
practice medicine revoked, suspended, or
placed on probation?

49. Have you ever had any license to
practice medicine subjected to any action
including, but not fimited to, informat or
confidential discipline, consent orders, letters
of warning, letters of reprimand, or citation?

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

51. Have you ever resigned from a medical
staff in lieu of disciplinary or administrative
action? - :

52, Is any disciplinary action pending against'

'your hospital or staff privileges?

-53. Have you ever had staff privileges in a
hospital terminated, denied, suspended,
limited, revoked, or not renewed?

54. Have you ever had any healing arts
license or certificate disciplined by another
state or federal territory?

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

Page 5 of'7
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56. Exclusive of juvenile court adjudications - e

and criminal charges dismissed under

section 1000.3 of the California Penal Code

or equivalent non-California laws, or

convictions under California Health and

Safety Code section 11357 (b), (c), (d), (e),

or secticn 11360 (b) which are two years or ' -
older: have you had a conviction that was /
set aside or later expunged from the record

of the court?

57. is any criminal action pending against -
you, or are you currently awaiting judgment

and sentencing following entry of a plea or '
jury verdict?

58. Are you a reglstered Sex Offender? -

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

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

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

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

63. Do you have any other condition that
may in any way impair or limit your ability to
practice medicine safely?

64. Do you suffer from a progressive
disorder or a health condition that will likely
result in a general decline in health or
function that may impair or limit your ability
to practice medicine safely?

Volun'tary Fee:
Amount - $25.00 Minimum:
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AR

R et

.pp ication Fee
Department of Justice (DOJ) Fee
Federal Bureau of Investigation (FBI) Fee _ $17.00
' 50% Initial License Fee o $391.50
Steven M. 'fhompson Physician Corps Loan $25.00 | /
Repayment Program '
Family Physician Training Fee . $100.00

Total Amount Due; $1007.50

Applications are not considered submitted for processing until payment is receivued;_‘
Attastat e

| attest | am the person herein named subscribing to this application; that | have read the

" complete application, know the fuli content thereof, and declare under penalty of perjury, that all
of the information contained herein and evidence or other credentials submitted herewith are
true and correct; that | am the lawful holder of the 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 all the credentials submitted, were procured without fraud or
misrepresentation or any mistake of which | am aware and that | am the lawful holder thereof.
Further, | hereby authorized all hospitals, institutions or organizations, my references, personal
physicians, employers (past, present and future), or business and professional associates (past,
present and future), and all government agencies (local, stated, federal, or foreign) to release to
the Medical Board of California or its successors any information, files or records, including
medical records, educational records, and records of psychiatric treatment and treatment for
drug and/or alcohol abuse or dependency, requested by that Board in connection with this
application; or any further or future investigation by that Board necessary to determine any
medical competence, professional conduct, or physical or mental ability to safely engage in the
practice of medicine. | further authorize the Medical Board of California or its successors to
release to the organizations, individuals or groups listed above any information which is material
to this application or any subsequent licensure.

I 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: Date:



PHOTOGRAPH

Notice: All items in'this application are mandatory. Failure 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 licensing per Section
2080 of the California Business and Professions Code, which
authorizes the collection of this information. The information on
your application may be transferred to other medical licensing

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

DECLARATION

The applicant, Paa ¢ W ‘

Please print full name {First, Middle, Last) Date"of Birth (mmvdd/yyyy}
heing first duly sworn upon hisfher oath deposes and says: that | am the person herein named subscribing to |-
this application; that | have read the complete application, know the full content thereof, and declare under |~
penalty- of perjury, that all of the information contained herein and evidence or other credentials submitted .
herewith are true and correct; that | am the lawful holder of the 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 all the credentials submitted, were procured without fraud or misrepresentation or any mistake of
which | am aware and that | am the lawfu! holder thereof. Further, | hereby authorize all hospitals, institutions | .
or organizations, my references, personal physicians, employers (past, present and future), or businegss and
professional assaociates (past, present, and future), and all government agencies (local, state, federal, or |
foreign) to release fo the Medical Board of California. or its successors any information, files or records, }:
including medical records, educational records, and records of psychiatric treatment and treatment for drug,
alcohol and/or substance abuse or dependency, requested by that Board in connection with this application; or
any further or future investigation by that Board necessary to determine any medical competence, professional |..
conduct, or physical or mental ability to safely engage in the practice of medicine. | further authorize the |**
Medical Board of California or its successors to release, in any investigation or proceeding, to the }- ‘
organizations, individuals or groups listed above any lnformatlon which is material to this application or any
subsequent licensure.

] UNDERSTAND THAT ANY OMISSION, FALSIFICATION OR MISREPRESENTATION OF ANY ITEM OR  }i:
RESPONSE ON THIS APPLICATION O miATTACHMENT HERETO IS A SUFFICIENT BASIS FOR K Q,'Z,wg e
. RO

DENYING OR REVOKING A LICEN . )
SIGNATURE: ‘DATE: ‘37/) 7' // et

NOTARY SECTION

SIGNATURE‘OF APPLICANT: ‘

(DO NOT SIGN EXCEPT IN THE PRESENCE OF NOTARY - Please sign full nams) -

State of California |

County of San Francisco : A ;mme '
Subscribed and sworn to {or affirmed) before me on this 0 7] H day of J % (/7/ , 207$ b y
by, :D / AN ﬁ C W L) proved to me on the basis of satisfactory evidence e

(Print agplitant’s name)

HASAN IMAM TAS
COMM, # 1913254 %} J/

iy 27\ (Gikee SAAE nOTARY PUBLIC - CALIFORRIA
Ty = = 5 SAN FRANCISCO COUNTY O
QNM. El”l[s DEC 12 !ﬂ4 1 L
"~ O/A-T00 Revised BLOTS ; .




BUSINESS, CONSUMER SERYICES, AND HOUSING AGENCY - Department of Consumner Affairs EDMUND G. BROWN JR., Governor

MEDICAL BOARD OF CALIFORNIA

Licensing Program

TIMELINE OF ACTIVITIES

Type o Print Lagibly APPLICANT iINFORMATION

NAME: » First Diana

CIR Union Representative delegate for Committee interns and
- Residents, contracts negotiation

Signature; Diana Wu ' " Date: 07/09/2014

07A-100 Revised 8/2013 ‘
2005 Evergteen St, Ste 1200, Sacramento CA 95815-3831 (916) 263-2382 (800) 633-2322 FAX: (916) 263-2487 www.mbe.ca.gov -
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BUSHVESS, CONSUMER SERVICES, AND HOUSING AGENCY - Department of Consumer Affoirs

MEDICAL BOARD OF CALIFORNIA

Licénsing Program

CERTIFICATE OF MEDICAL EDUCATION

Check one: b/]U.S. or Canadian Medical School Graduate [1international Medical School Graduate

- Type or Print Legibly APPLICANT INFORMATION
NAME: Last Wu N First Diana Middle c

Date of Birth (mmiddlyyyy) U.S. Social Security Number Medical School of Graduation

. Keck School of Medicine
MEDICAL SCHOOL: PLEASE COMPLETE THIS FORM

Name of Medical School Keck School of Medicine of U.S.C
State/Province/Country: California, U.S.A. ' .
Did-ne applicant complete an English Language program? ' QYes & No

The undersigned further certifies that the records of this institution show that the applicani attended in this institution
years of resident instruction, completing at least 4.000 hours, of which at least 80 pereent actual attendance
is required in the subjects set forth hereunder (Business and Professions Code Sections 2089,,2088.5, 2089.7, 2090,

2091.1, 2091.2). The standard duration of the curriculum at this institution is years.
Anatomy Ophthalmolagy Neurology
Ototaryr{gology Dermalalegy Alcohulisfﬁ and Chemical Dependency :?a::::; ogy
Obstelrics and Gynecalogy Embryology Preventativa Medicine, including Nutrition Anesthesia .
Radiclogy, including Radlation Safety  Histology Physloal #edicine Spousal Partner Abuse Dotestion
Tropical Madicing Human Sexuality Tharapeutics Troatment*
Pl iy ‘ Caild Ase Bofaction and Traatmant Eamity Hetlonie
ochamistry urgery, Including Orthoped|e Surgary pction and Troa . -
Pathology, Bacteriology, and ) Umlog P Gerlatric Medicine Pg;:f‘n.nagmnt and End-ofL.ife-
Immunology Psychlatry ’
*  ONLY applicable to medical students who enroiled In medical scheol on or aftar September 1, 1994
»=  ONLY applicable to medicaf 1 who graduated frém modicat school on or after June 30, 1999
ONLY applicable to medical studants who enrolled In medical schoal on or aftar June 1, 2000 .
Date the applicant enrolled in medical school: 08 /_07/_2009
Date the applicant was issued the diploma of Bachelor/Doctor of Medicine: 05 ; 177 2013

Date the applicant withdrew from medical school (if applicable):
A < A DUR » A
Any “Yes” response below requires a $igned and dated fetter of explanation by schoo! official.
Did this applicant ever take a leave of absence from his/her medical education?

Was this applicant ever placed on probation?

Was this applicant ever disciplinéd or placed under Investigation?

Were any negative reports regarding this applicant ever filed by instructors?
Were any limitations or special requirements imposed on this applicant because of
questions of academic or disciplinary problems, or for any other reason?

MEDICAL SCHOOL. OFFICIAL CERTIFICATION

AFFIX MEDICAL | certify that | am the President, Dean, or Registrar and hereby declare under penalty of perjury
SCHOOL SEAL under the laws of the State of Califomia that the above statements are tiue and correct.
Teresa L. Cook Registrar

PRINTED NAME,QF SCHOOL OFFICIAL ' TiTLE OF SCHOOL OFFICIAL

07/18/2014
SCHOOL OFFICIAL DATE

oW

Attention Medical School; THE PERSON WHO SIGNS THIS FORM MAY NOT 8E RELATED TO THE APPLICANT BY
BLOOD, MARRIAGE OR ADOPTION. Only the President, Dean, or Registrar may sign this form. If the signature is being
delegaied o ancther person, evidence of that delegalion must be attached to this form (may be a photocepy). Such delegation
must be on official istterhoad and must be dated within the fast 12 months.

Medical
Scheol

Irior[?tkn

ST

Dates of

A:ler:?a

DE\'

Unusual
Circumaianoes

CECEN

Signaturs &

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

07A-100 Ravised 82012

2005 Evergreen Strect, Suile 1200, Sacramento, CA 95815-3831 (916) 263-2382 (800) 633-2322 FAX: (916) 263-2487 www.mbc.ca.gov
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BUSINESS, CONSUMER SERVICES, AND HOUSING AGENCY - Depariment of Consumer Affairs

MEDICAL BOARD OF CALIFORNIA
Licensing Program

" CERTIFICATE OF COMPLETION OF ACGME/RCPSC POSTGRADUATE TRAINING

To be completed by the facility for evory medical school graduate complating postgraduate training in the United States or Canada
Check one: m U.S. or Canadian Medical Séhool Graduate []international Medical School Graduate
. Type or Print Legibly APPLICANT INFORMATION - B

First D av\a Middle C

Medicar School of Graduatia
ek Sch()o\ o«” Médl G"éf

UCSFISFGH Family & COmmunﬂy Medlclne Hesldancy
1001 Potrero Avenue, Bullding 80-63
SanFmdsco,CAMﬁo -

; 11200811059
End Dale (or mtlcnpatad completion date):

1302010

Start Date:

Qu_:ﬂ_,zo_z_

UNUSUAL CIRCUMSTANCES

"1. Did the applicant receive partial or no credit fdr any postgraduate training‘year?

'2‘. Did the applicant ever take a leave of absence or break from hisfher fraining? es o

3. Wés the applicant ever terminated, dismissed or expelled? ' es [

4. Did the applicén;ever resign? T es

5. Was the applicant ever placed on probation? E e o o
6. Was the applicant ever disciplined or placed under investigation? No

7. Were any incident reports regarding this applicant ever filed by' instructors? Ye No

8. Were any limitations or special requirements placed upon the applicant for clinical
performance, professionalism, medicai knowledge, discipline, or for any other Ye No
reason? : ‘

9. Did the program decline to renew or offer the applicant postgraduate training
program contract for a followlng year?

Pfogram
qyekﬂdﬂ&,”‘#d-@ é’“" itig
Board with the Form:LIAL3BG . o 0

-'!L_

ATA-100 Ravised A2MMA
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10. Did the applicant named on the L3A form comptete a minimum of four months of
general medicine as part of this postgraduate training program accradited by
the ACGME or the RCPSC?

applicant recelved instruction appropriate for the particular postgraduate level and that he/she satisfactorily
completed periads of training in accordance with the accepted standards and the criteria defined as equating to
satisfactory performance. The program director is attesting to the fact that the applicant has acquired the skill
and quallifications necessary to safely assume the unrestricted practice of medicine in this state.

ACGME or the RCPSC to offer the type and leve! of training completed by the applicant named on the
L3A, and the applicant was trained in an ACGME or RCPSC siotted program position.

ana Cot¥o i

PRINTED NAME OF PROGRAM DIRECTOR '

( o .
./ \\,._.4——/ P O(/"*/J O
DATE

SIGNATURE OF PROGRAM DIRECTOR
(Signature Stamp Is Not Accaptable)

Email Address

Phone Number

NTION PROGRAM DIRECTOR: THE PERSON WHO SIGNS THIS FORM MAY NOT BE RELATED TO THE APPLICANT BY
BLOOD, MARRIAGE, OR ADCPTION. Only the Program Director may sign this form. If that signature authority is being delegated to
another person, evidence of that delegation must be attached to this form (may be a photocopy). Such delegation rmust be on officlal
letterhead and must be dated within the last 12 months.

The program director signing this form is~formatly‘ certifying and documenting under penalty of perjury that the §;

! hereby dectare under penalty of perjury under the iaws of the State of California that all of the information |
confained on these forms is true and correct. | further cerlify that the training program is accredited by the |
Form ¥

FETowpial soars Tor s
egencesof aiotary publivs;

SIGNATURE OF PROGRAM DIRECTOR:

) (Please sign full name in presence of notary)
State of ’

County'of

Subscribed and sworn to {or affirmed) before me on this day of , 20 ,

proved to me on the bagis of satisfactory evidence

by,
. {Print program director's name)

to be the person who appearad before me.

SIGNATURE OF NOTARY PUBLIC

-Signature.d

: YN
NOTE: The completed form must be mailed directly from the program to the Board to be acceptable.

»



BUSINESS, CONSUMER SERVICES, AND HOUSING AGENCY ~ Department of Consumer Affairs EDMUND G. BROWN JR., Governor

MEDICAL BOARD OF CALIFORNIA
Licensing Program

CURRENT POSTGRADUATE TRAINING ENROLLMENT
.S. or Canadian Medical School Graduate [linternational Medical School Graduate
APPLICANT INFORMATION

ol t,LZ/LWS 001301 2.0 1 (

| Start Date:

! hereby declare under penaily of perjury under the laws of the State of California that the information contained
on this form is true and correct. 1 further certify that the training program is accredited by the ACGME or the
RCPSC to offer the type and lavel of training fo the above named applicant and thaf the applicant is actively
partici atrng m a slotted pog’i@m an accredited ACGME or RCPSC pos

0., MND

PRINT NAME OE‘QROGRAM DIRECTOR

. L/ -
SIGNATURE OF PROGRAM DIRECTOR TE Phone Number
{Signature Stamp Is Not Acceplable)

ATTENTION PROGRAM DIRECTOR: THE PERSON WHO SIGNS THIS FORM MAY NOT BE RELATED TO THE APPLICANT BY
BLOOD, MARRIAGE, OR ADOPTION. Only the Program Director may sign this form. If that signature authority is being delegated to
another parson, evidence of that celegation must be attached to this form {may be a photocopy}. Such delegation must be on official
letterhead and must be dated within the last 12 months,

T lf“n]!ospﬁawéa! ;§=
i of -

SIGNATURE OF PROGRAM DIRECTOR:

State of
" County of )

Subscribed and swormn to (or affirmed) before me on this day of _ » 20 .

by,

(Print program director's name)

to be the person who appeared before me.

“SIGNATURE OF NOTARY PUBLIC

NOTE: The completed form must be mailed directly from the progléRg

07A-100 Rovised 82013
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License Type: Physiciap and Surgeon A

License Number: 133043

File Number: 2005615

Application: Physician's and Surgeon's Renewal
Application Number: 14494192 '

Application Date: 02/21/2018 (mmidd/yyyy)

Application = —
Have you served or are you currently serving .
in the military? '

Pé ete
First Name: DIANA

Middle Name: ' c .
Last-Name: wu
Birthdate: e [k ks

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

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

Since you iast renewed your license, have -
you had any license disciplined by a

government agency or other disciplinary

body, or, have you been convicted of any

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

territories, military court or. a foreign country?

Have you successfully completed, and can

document, the mandatory courses and hours

of CME within the last two years, or you -
meet the conditions which would exempt you

from all or part of the CME requirements, or

you hold a permanent CME waiver?

LTSN TR TR
1510272020635




2/21/18 8:15 PM

| certify under penalty of perjury, under the
laws of California, that | have disclosed the
names of those health-related facilities in

which | or my family have a financial interest
OR | declare under penalty of perjury | have

ho financial interests to disclose.

ﬁ .
i

Would you like to contribute?

Page 2 of 3

o

Are oiidr'étlred ‘

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

Postgraduate Training Years
Culturai Background

Foreign Language Proficiency
Web Site Profile

No

Administration - 1-9 Hours
Other - None

Patient Care - 20-29 Hours
Research - 1-9 Hours
Teaching - 1-9 Hours
Telemedicine - None

Zip: 94606 County: ALAMEDA
Zip: County:

Zip: County:

Zip: - County:

Not in Training

Family Medicine - Primary

American Board of Family Medicine - Family
Medicine

1 Year

Cultural Background - No
Foreign Language Proficiency - No

Gender - No

Biennial Renewal Fee
DUE TO CURES FUND
StephenM.ThompsonLRP

Total Amount Due:

$783.00
$12.00
$25.00
$820.00

L TNTORTNAR IR DML RO
—_— 1510272020665
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Applications are not considered submitted for processing until payment is received

[ declare under penalty of perjury under the laws of the State of California that all statements,
answers, and representations provided, including supplementary attached hereto, are true,
complete and accurate.

Signature: ’ Date:

(RN T R o
4510272928665
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License Type: Physician and Surgeon A

License Number: 133043

File Number: 2005615

Application: Physician's and Surgeon's Renewal
Application Number: 14266590

Application Date: | 02/05/2016 (mmiddiyyyy)

~Middle Name: c
Last Name: | wu
Birthdate: PR pERRK
Gender: . Female

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

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

o

Since you last renewed your licen -
you had any license disciplined by a
government agency or other disciplinary
body, or, have you been convicted of any
crime in any state, the U.S.A. and its
territories, military court or a foreign country?

Have you successfully completed, and can
document, the mandatory courses and hours
of CME within the last two years, or you
meet the conditions which would exempt you
from all or part of the CME requirements, or

you hold a permanent CME waiver?

OINEDRART HRERTC A E DR T B
— 14347306038C8
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| certify under penalty of perjury, under the -
laws of California, that | have disclosed the

names of those health-related facilities in
which | or my family have a financial interest
OR | declare under penalty of perjury | have
no financial interests to disclose.

Pat:ent Care Practlce Location Zip

County:
Telemedicine Practice Location Zip: County:
Patient Care Secondary Practice Location Zip: County:

Telemedicine Secondary Practice Location Zip: County:

Areas of Practice Family Medicine - Secondary
Foreign Language Proficiency African Languages

Mandarin

Spanish '
Web Site Profile . ' Foreign Language Proficiency - Yes
Blennlal Renewal Fee $783.00
DUE TO CURES FUND : $12.00
Steven M, “rhompson Physician Corps Loan $25.00

Repayment Program .

Total Amount Due: $820.00

Apphcatuons are not considered submitted for processing until payment is received

| declare under penalty of perjury under the laws of the State of California that all statements,
answers, and representations provided, including supplementary attached hereto, are true,
complete and accurate.

Signature: Date:
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