
BOSM14.1 (AN; V.  AoSraiv  MA , 14‘A.  

uoCTort OF MEDIC NE DEGREE. as rereremiod above. 

Name or lviOiceltichooi .Address of medical School 

• 
S rA E 01 CALIFORNIA-STATE AND CON911M£fi SEilosubs AGENCY 

MEDICAL BOARD OF CALIFORNIA 
14261lowe Avenue, Suite 54, Sacramento, CA 95525-3230 

TEL: (916) 263,2499/FAX: (916) 263-2487 Internet www.medbdos.gav 

cI d 

t‘4.101.4 
tif 

Consumer
Affairs • , 

GRAY DAVIS Gumbo,

. . 

APPLICATION FOR PHYSICIAN'S AND SURGEON'S LICENSE 

feu ii-Lo 

Please aka all instructions prierto completing Misapplication. allquestions on this application must be answered. and Ali supportingdocunt0(ttsmustbe
submitted as per instructions. Please type 9r pint neatly. When space provided is insufficient, attach additional sheets of paper. All attachmen*are 
considered part °idle application. 

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- MBC USE 

ONLY 

1. NAME: First 

AAJ6E-L-A-
2. Other names you have used (include maiden name): 

Middle 

4A. (PUBLIC AOORES S; wi II be released by the Board to the public): Number and Street/P,O. ox ura outs/ artrnent Number, if any. 

  /436I4 AsH/44121' f?t IV 
City I State 

CM/ Al 0 Ha. 65 cA 
Zip Code Country 

(001 aSA 
411. (CONFIDENTIAL ADDRESS): Number and StreetfRural RoutefApartrnent Number, tf any. [Applicants must provide a confidential street 

as the Public Address in #4A above.] 

- City 

..__. 
S. Telephone Num S. Callfentia [Myers Menge Number (optional): 

Home: I EXPI 

Work:

7. Date of Bi Birth: 

a. Sex: c3 , ! Male K Female 9. Are you a U.S. citizen? El Yes 

Zip Country 

10. Have you evee-filed en application 10 r Physician's and Surgeon's examination or licensure in California? 

IF YES, PLCASE tO iv E 1/ATE P REVTOLIS PLI(:AT MN WAS SUDMI T'lEO,  
❑ Yes At No 

Personal 
Data 

11. List the names and locations of a colleges or universities attended where pro-professional, postsecondary instruction was received. 
Please submit 'official transcriptswith the school seal affixed for each school attended. Transcripts will not be returned. 

Name City, Slats. Country 

.R0 To 0 ,  MA tAS 

Oates otAltendenco 

IV tile' --___51,19* 

Fro- 
Medical 

Education 

O 

12. List the names land locations of alls ch Ws where professional medical instructiorr was recalled, and, whereeppliceblo, the deg roe awarded. Medical 
PLEASE SUBMIT: 1) an original Celia eta of Medlobl Fducellon (FORA L2) and Offtlal transcripts with the signature of the dean or registrar I Education 

, and the school seal rinIxed tern oflfrja school attended, and, 
2) en original medical diploma and a a 1/2' x 11" photocopy (original diploma will Petaluma!). L2 Train • 

School Name Ctty, State, County Dales orAttenoonce egree AWarried 

i9 q431 57/497 I Mr> 

Exact nate of issuance 

6 o$T a  a con yERsrry rns' ALsAmy  •I• BosToN MA 0208  05. / 1 5 71 q 477 Nt ,,,- MANDATORY DIScLOsuRE OF V.S. SOCIAL SECURITY NUMBERS ONLY 
DISofolare of your U.S. UoCi6 Seettity narttnx it, enclolow. guefoon 30 dim Ousticusi MCI Professions Cain rind Public I....NM-455 (42 USCA 4 c).5(r)()X r -erG)) sulfu n 
cadet/Ion Myst% swill sorssify mother. YSx iced:damply number wil be used fss:Jussveti for tax roforcement purposes, for purposes of comp lionmwith rtly pogrom 

. 4.....7z. ". 

or sax for fief* sipped 1,1 Malr&OCC wiry fincllon1752o or em Rally Coda, or for ve driastion of Nomura or romminati co 'Iota by a ficeorlyp or exaril aeon eertily
*hid' foams a netional*Xemhxdi Co and where licensure reciproom whtha requestim et*. If you fel to Ciiitlew ymr moist 000say number yksir LOOT:aim for k litiol 
flotnsma will not be. processed AND yoti wtl be reported to the Frenchina Tax Bose, which row soma a $100 perwity Kinkel you. School Code 

07A-100 (ttev.3:07) ••

1 El 



• • 
MSC USE 

ONLY 

13. Have you takeit any Mete followhig written examinations: National Boards, other Mete boards, USIALE, SPEX, FLEX, ECFMG or LMCC? 

tit VMS 11 No 

F TQ, UST NAME, LOCATICN, DATE AND RESULT OP EACH E.:(NAINATION: FAILURES MUST ALTAI BE oismosso. EACH EXAMINATION AGENCY MUST &AMMAN ORIGINAL </ MOM. 

EXAMINATION HISTORYrEPORT MIN.CTILY TO THE IA EOICAL BOARD OF CAUFORNIA. THESE REPORTS YAL NOT OIL RETURP033. 

Examination Date 

vs on L.  s4-4p I %Wu% 5 j „,„d: 14 
(A5I 111.g i:rhti  N1/4 Av.' eo5tan i4A4

rhitton 
Eraarlitatioa 

14. Have you ever been licensed to practice medicine in any stale, territory, province, country, or U.S. federal jurisclictlan? 

Yes D No 

IF YRS, UST THE JURISFICTION, LICENSE NUMBER, DATE ISSUED AND DATES OF PRACTICE IN THAI JURISOCTK/N. PLEASE INCLUDE PERMANENT, TEMPORARY, TRAINING, PROVISIONN 
UMW:0 UCENSE, OR PERMIT, AN OR MAL OFFICIAL MIER OF DODO STANDING (LM), OR COMPARABLE LicENSe HISTORY CERIVicAlioN, IS REQUIRED FOR Mti PERMANENT, 
TEMPORARY, TH.4141116, PROVISIONAL, LONTED LIC ENSE, OR PERMIT OBTAINED IN MN U.S. STATE, U.S. OR CANADFIN 'TERRITORY, CANADIAN PROVINCE, OR U,S. FEDERALIURISDIC-
TiON. EACH LGS, OR dOMPANARI. CERIWKLA EMIL MOULD RE. VAILE0 VINE E•SUING ALITHORRY  DIRECTLY TO THE MEDICAL lioNtO OP CAUFORN LA. 

Jurisdlcaon: License Number Deka/Issuance Dotes of Prod= In thetJudsdIctIon 

MA, 20.1125-
MA di 1'515 42 'VA 

ofi If 3 /zoo' 
06/o' 1" 7

260 I Y re Aft-

011  2001

License 
Data 

LGS 

16. Do you hold asiy otherprofesaional license in riey state, territory, province, country, or U.S. federal jurisdiction? 

IFTEW PROFESSION:  r  LICENSE NO.: JuReCctioN: 

HAS THIS LICENSE EVER SEEN REVOKED, OR SUBJECT TO EASCIPUNE? IF YES, PLEASE PROVIDE ALL OFTMAAL DODIUMENTATION REGARDING THE MATTER IN AI ND  TO A WRITTEN 
EIPLANATION. YOU MEN-60 REQUIRED TO REPORT AIN NATTER THAT IS num OR IN Mall CHARGES HAVE BEEN golEMIt OR gingiggp. 

Yes 12( No 

Yes .No 

Other 
Prates:done: 

Lacensoe 

16A. Are you currently, or have you ever been, a participant in a postgraduate training program in a facility in the U.S. or Canada? 
(You MINA 'Hauck, every residency, internship, and fellowship, whether or not completed.) 

Yea In No 

IF YEL LISTMAMES MU ALUIRMSES AIJ FAGS-DNS. SUBLITt AN ORIGINAL DIDYMIUM OF COAWLETION OF ACCASEINCPSC POSTCSIPMWASTRPANIN (Fame L3A) FROM EACH 
FAC/LrY. (CO NOT COMPL TIE FORM L1As TO DOCUMENT TRAIN.40 RECEIVED IN RESEARCH rELLOWSHIP Nom:mars.) ALL•nukireNSI ,UST OE LIMED, MAMMA Of WILMER 
WAS ISILTISFIACTORLY c:DIAPLETIO Oft lAILL OE USED TO MEET LICENSING REQUSINIAISKIS. 

Facility Name Address Cateaorial Specialty Arca  Detest/I Attendance 
05-rcricr in  CAL 

et &Woo 1,4 e /t L. cetaTe   wrE R PLAGE D ,,Yt4 41 I /pi 
  tebtToN MA 02. ti 8^ Ng 

I -A tit Scti& 

rostaredua Or 
Weft 

OU ES I IONS 16B.1 1.;11 23; 
If you answer YES tunny of the following questions. please provide ALL icoumenretion renarding D16 matter in addition to your written personal 
elipianations. An applicant must provide official hararIng'court documents and original letters LI exp:anation from medical scho Pis or training program 
directors. if these documents DrenorprovidedwithIicapp:;cation.therAi I be requ,ste.i before re',/ We6 h e apvl watt on ca n proceed APPLICANTS ARE 
REQUIRE') TO REPORT ANY MATTER THAT IS ENDING OR IN WHICH CHARGES HAVE BEEN LaOPPED (IR EXPUNGED.

1Ce. Have you ever wfdi drawn from, or bean suspended, dismissed or expelled from a medical school or postgraduate training program LE 
have you over taken a leave of absence from such a school or program? 

IF YOU AMEMSRET) YES, BOTH aprurairr mro SCHOOL/PROGRAM MOST PROVOS ESTASS CM A SEPARATE ATTACISIENT.II J 

NAME OF APPLICANT: 

rtm ak L. 4 Y. CHE A.i 

.Yes I No 



MSC IISE 
ORLY 

UMW,
For all of the below, also include any clisdpibutryantiene by the U.S. Military, U.S. Public Health Service, or other U.S. federal governmental Data 

entity. 

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

171 Has any disCiplinary action ever been filed or taken, including but not limited to, informal or confidential discipline, consent orders, or 
letters of warning, regarding any healing arts license which you now hold or have ever held? 

17,Q. is any such ilction as described above pending? 17(A) 

17(B) 

IF YOU ANSWERED YES TO 17A, 1713 OR 17C, PROVIDE DETAILS ON 

A SEPARATE ATTACHMENT. 17(C) 

18. Has a claim or action for damages ever been filed against you in the course of the practice of medicine or any other healing art which 

resulted in a malpractice settlement, Judgement, or arbitration award of over $30,000.00? 

ir YOU ANSWERED YES, PROVIDE DETAILS ON A SEPARATE Al FACHNF_NT. I 

19. Have you ever be en denied a license, permission to practice medicine or any other healing art, or denied permission 

re take an examination in any state, territory, country, or U.S. federal jurisdiction, or is any such action pending? 

I YOU ANSWERED YES, PADWDE OtIAILS ON A SEPARATE ATTACHMENT. 

20. Have you ever voluntarily suffer doted a license to practice medicine or any other healing arts In this or any other slate, or voluntarily 
surrendered yournarcodc (controlled substance) permit (state or federal) to any licensing board or any ether agency, or is any such action 
pending? 

IF YOU ANSWERED YES, PROVIDE DETAILS ON A SEPARATE ATTACHMENT. M Ye3 1. °

21. Have you ever had staff privileges in a hospital denied, suspended, limited, revoked, or not renewed for medical discipinary cause, or 
resigned from o Medical staff in lieu of disciplinary or ad Miniatrative action, or is any such action pending? 

You is coact ("MK ItoRIAM. OR corramarne. oiscrtaiARY AMEN. 'Yes 
■

No 

22 Do you have any condition which in anyway impairs or limits your ability to practice medicine with reasonable 
skill an d safety, including but not limited to, any &the following? 

IF YES, PLEASE CHECK THE APPROPRIATE DOX(tS) BELOW: Yes 1114)

I A condition which required admission to an inpatient psychiatric treatment facility. 
Aldohol or chemical substance dependency or addiction. 
Emotional, mental or behavioral disorder. 
Other (explain):  

I 

FOR ANY OF I /-W BOXES CHECKED MOVE, PLEASE SUBMIT COMPLETE orr GIN, INPAl ICNT AND OUTT'ATIENTTREATMENI RECORDS, EVIDENCE OF ONGOING 

REHABILITATION TR .ATIAENT, AND A PERSONAL WRITTCN EXPLANATiON. 
I 

FOR ALL OF THE BELOW, YOU ARE 14EQUIRM TO LIST ANY CONVIC IION 'I HAT 1-06$ BEEN SET ASIDE AND DESINSSED OR EXPUNGED, OR WHERE A STAY 01 
EXECUTION DAS BEEN ISSUED. 

23A. Have you ever been cenvicted of, or pled nolo contendere to, ANY violation (include every mistier moan or or felony) of any local, state, 
or federal lave of any state, territory, country, or U.S. federal jurisdiction? 

23a. Is any criminal action related to the above pending? 

IF YOU ANSWERED err: TO 23A OR 23B, PROVIDE DEFAtus ON A 
SEPARA it ATTACHMENT. 

1 

I NAME OF APPLICANT: 
/DJ 661... A 

23(A) Iles 

23(B) es 



STATE OF 

COUN 1Y0 

The applicant, 

Notice; All items in this application arc mandatory; 
none are voluntary. 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 ilcensure per Section 
2030 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 or law 
enforcetnent agencies. You have the right to review 
your application subject Wthe provisions of the Infor-
mation Practices Act, The Chief of the Licensing Pro-
gram is the custodian of records. 

CApplinit 
echratfon;Siglatuiru 

NOTARY 

C7U/  ,being first duly sworn 
(PLEASE PRINT FULL NAME) (DATE F BIRTH) • 

upon his/heri,oath doposos and says: that I am the person herein named subscribing to this applicetioii; that I have read • 
the compete application, know the full content thereof, arid declare under penalty of perjury, that all of the inforMation 
contained herein and evidence or other credentia a suomitted herewith are true and correct; that I 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 misrep-
resentation or any mistake of which I am aware and that i am the lawful holder thereof. Further, I hereby authorize all 
hospitals, 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 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 nly medical competence, professional conduct, or physical or mental ability to safely engage in the practice of 
medicine. I -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 ORRESPONSE ON THIS APPLICATION OR ANY 
ATTACHMENT HERETO IS A SUFFICIENT BASIS FOR DENYING OR REVOKING A LICENSE. 

7/ 7SIGNATURE OF APPLICANT: 

• 
Signed and swOrokri..befort•rric 0-4.• •••• 

- " — 7— • 2e.. 7 -..? 

• 

EASE SIGN FU AME, NOT INI I 

• 
A 

day of  / 

1 

I 

L  

tiA-1001Rcv.3/01) 

rn 
1 ig 

J 

MONTH 

:>2.• al 
ThAN 

tif ORE OF NOTARY PUBLIC 

(2/ covcore-bSi .gr-4 
ADDREeiS 02-t 

My commission expires 



STATI.1 OF CALIFORNIA • 'STATE AND CONSUMF.R SERVICES AGENCY GRAY DAVIS, Governor 
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MEDICAL BOARD OF CALIFORNIA 
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 

joBOICAL SCHOOL: PLEASE COMPLETE THIS FORM IN THE ENGLISH LANGUAGE. 

This certifies that;  ANGELA CHEN  
MUM FULL NAME OF APPLICANT DATE OF GIRTH-MMMONYYY 

enrolled in  BOSTON 'UNIVERSITY SCE001... OF MEDICINE 715 ALBANY STREET, BOSTON, MA 0 2 11 8 
NAM.F. OF MEDICAL SCFIOOL 

1g9 5

on the  7TH  day of  SEPTEMBER  ,-1-41194  and was granted the following credits on enrollment; 
MONTH YEAR 

LOCATION 

Advanced Credits: Credits previously obtained at an approved medical, dental, or Osteopathic school.* 

MEDICAL SC14001. TOTAL CREDITS DATES 

The undersigned further certifies that the records of this institution show that rho applicant attended in this institution  4 
NUMBER OF YEARS 

years of resident instruction of  40  weeks each, completing at least 4,000 hours, of which at least 80 percent actual 
NUMBER OF WEEKS 

attendance is required, in the subjects set forth hereunder (Business and Professions Code Section 2089), and that the applicant: 

n was granted the degree Bachelor/Doctor of Medicine by 

the above mentioned medical school on the 

Anatomy 
Otolaryngology 
Obstetrics and Gynecology 
Radiology. including Radiation Safoty 
Tropical Medicine ! 
Physiology 
Flochernistry 
Pathology, Bacteriology and Immunology 
Ophthalmology 
Dermatology 

ir 

or.* 

1 ST11  day of 

Embryology 
Histology 
Human Sexuality as defined In Section 2090 
Medicine 
Surgery, including Orthopedic Surgery 
Uro,ogy 
Psychiatry 
Neurology 
Alcoholism and Chemical Dependency 
Preventive medicine, including Nutrition 

OQ 171 withdrew from 

MAY  ,... 1997 . 
MC NTH - - YERR-)

t.'", Is.)
r ! r:,.. 

Physical Medicno 7:: I: 1 „, ;.r.) 
Therapeutics . -. 

(I) C- ) -, i.ii ._ 
Neuroanatorny 7 - + ,- ,:?..ro 
Child Abuse Detection anth-TreaUtient :;-, r i. C 
Geriatric Medicine i.-  CI r."
Pediatrics :4.-.) -.:•-• --.17.1.`..;) .. : 
Pharmacology (--)  :.: .i* A ( y 1 

Anesthesia 7) ¶9 .-* X/ ,--, " i  -)r .,, --, 
Spousal or Partner Ahusg Dettsjon & Treatment" 
Family Medicine.*** .e. Lx,› C; 
Pain Management end rnd-of-LIfe Caro--

Fach school Where professional medical instruction was received MUST complete one of these forms. If more than one school was 
attended, photocopies of this blank form may be made and used. 

ONLY applicable to medical students who enrolled in medical school on or after September 1, 1994. 
ONLY applicable to medical students who graduate from medical school on or after May 1, 1998 
Only applicable to medical students who enrolled in medical school on or after June 1, 2000, 

Mtlftitl.tn1100l SEAL Wier BE 
IMPRINTED BELOW. 

A77132.7270.1114isLU,^-hr.SCHCOL: Th.) person whu eigna thief form AMY NOT be rely Lad to the applicant by blood, marriage 
atibption. 

t.taythePreisident, Deep, ox'Iterj.intrm'myeigii We form. IT thateigna ture author!. tyla ladirg delegated tzqinotherperron, 
evidence of that delega tick; Mutit Rttacke,d to chin form (awl. a photocopy) . Such dolivkat ion zetpRi t be to officda.L 
lot taithead mud natal be dated w1u.iL !awl liaat .7.215:31C.40. 

Signed and the school seal affixed this  2571tlay of NOVB,KBER  ,  2001 
MONTH YEAR 

BY 
PRESIDENT, DC" OR RtGISTRAR 

07A-100-L2 (Rev. 3.10.91 



411pommonwealth of Massachusetts 4111)- Ill-:-(); - 11-74? 

Board of Registration in Medicine 
560 Harrison Avenue, G-4 

Boston, massachosetts 02118 

(617) 654-9810 

5'ax (617) 426-9358 

03 APR 23 FM 
Date: 0414420.0? reu,

To Whom It May Concern: 

This is to certify ANGELA Y. CHEN, M.D., 

Boston University School of Medicine 

in the year 1997 , has been duly registered by this board as provided by the laws 

of the Commonwealth. 

Certificate Number 5942 was issued to Dr. CHEN on 

THIS LICENSE IS NOT CURRENT. The expiration date was Jul 1 2001. 

Our files contain 

Our files contain 

Our files contain 

SEAL 

a graduate of 

no open complaint information on this physician. 

no closed complaint information on this physician 

no disciplinary information on this physician. 

Member, Board of Registration in Medicine 

Please be advised that the above information is based entirely on examination of 
our open and closed complaint file. It is not based on a review of the application 
for licensure, renewal of 21censure, or any reports that the Board is required to 
receive by statute (from courts, insurers, hospitals, etc...). 



STAT OF CALIFORNIA (Ce.r aNIFR SERviCES A , NCY 

Jar 

t•••0*.t 

cottsbmer 
Affatro 

(-) . lc: n-) 
GRAY DAVIS, Gt' wuruor 

--,': -:,.' .1 ,-;.:, t..1.  . MEDICAL BOARD OF CALIFORNIA 
'Al '.,,-' .--- -'(-•,(:li‘r.. 1426 Howe Avenue, Suite 54, Sacramento, CA 95825-n36 ' ,.  7 :- . z; , 

i; r  ;', LI; ‘-''' (916) 263-2499/FAX (916) 263-2487 Internet: www.medbd.ca.gov - • ..:.; f••:. - , , .. , 

- ': ".• IFkiiiiat% COMPLETION OF ACGME/RCPSC POSTGRADUATU44AiNtNG A , 4  , 

To beardecrby the facility for every medical school graduate completing postgraduate training ini ttm,Kieri StatesieCiirflactiV 

Arts+TX011PRO(11.01.011111CT(Die ZED DIRECTOR+) OF NMI= RD11.,ATYON, THE Ps er 1111O DIEM TH1-9 PORN 111111" NOT 1)11 117nIATi..) IV TM? APPLICANT DP ,re ADOPTION. 

f.b2F tho 1'rajnee1+1....to.4dLteiDiroaox -cf.ifeAlluill Mice elan imarithais caterothi. the 0144.atuew eut-Inxitytabativeledesetivi Yn,motbarporam, avian:out, tit t.z.cd...1,...&d.1(4tep.,Q 

^beached ro chi• four (m1,1,4 LobActor.w) Fool+ cleIewai....ne boon offIcIal.lettextumaiserldwabodatedwitaintholant 

PART 1; To be completed by the APPLICANT. 

LAST NAME of Applicant 
Chen 

U.S. Social Security N um oar. 

First Name 
Angela 

Date of 131rth: MMIDDYNY Telephone Number: 

Middle Initial 

PART 2: To be completed by the PROGRAM DIRECTOR. 
ATTENTION pRoanam orRachm Do not sign and date this fortis before th e. lest day of any postgraduate training year which will be used by the 
applicant to qualify for licensure. Completion of this form will certify that the Individual named in PART 1 above completed a period of accredited 
postgraduate training at this facility. If a period of training WAS NOT completed in a satisfactory manner, please provide a separate detailed 
narrative explanation. 'The following information is provided to certify "satisfactory' completion. PL EASE SEE THE REVERSE FOR A DEFINITION 
OF "SATISFACTORY," 
Nainoo) Faulity: r thimm.,; of Facility: 

  Pie-D/04c_ L.1:_rit-:7-f-t-Z, 6.L>16-7' /  n NJ • 
Narn

of Program Director. -) 

Signalerg of Program Director: 

Leategonr. 

s c /1.) <-,1, L 6 
Awn of Tie lioyCOMPle Trainee. OateTrauyoron •need: 

7 4/- 9' 7 

ate Si ned: 

Date Training Completed: 

yz, / 

lithe training was Waling or trensit:onal. list the specific rotations rind the number ot weeks spent in each (SEE IliF RFVFRSE FOR INFORMATION ON SATISVY INS THE 

GENERAL M(-1)10 NE TRAINING REQUIREMENT,: 

PART 3. To be completed by the DIRECTOR OF ro5nicAL EDUCATION and affixed with the official facility seal .

Nemo of ilk: niiecto• of Medical Educe 'on; 
• /? 

."11r X.) 
Address of luellity: 

ing-13C P 
City State 

FAR"( 4: .S'iviature of DIRECTOR OF MEDICAL EDUCATION certifying satisfactory completion of training. 

an not sign and dale ibis form ber,,n, the last day of any postgraduate training year whinh will he Used by the applicant to qualify for 
kensdra. This form:may be signed by Inn Guirvn(Dirvcier of Medical Education,- it does not need lo be signed by the person who was the Director of Medical Education of the time of 
the training fisted above. 

Notice  to Anglican& If this form le used to verify postgraduate training beyond that which is required lot linensu re, this farm can be signed by the Director of medicuil Education and 
'.4o Program Director before the final day of training. I lowever, if you ter,: licensed ter(el the date upon which training v/US completed AND if the form was signed before tlic final day of 
;he training year, a nevi form must be completed and submitted to the Medical Beefd or Californ fa. 

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

I hereby declare under penalty of perjury under the laws of the Slate of California that the above statements are 
true end correct and that Lilo training program is approved by the ACGME or the RCPSC to offer the type and 

level of !raining completed by the applicant and that the applicant was trained In an approved ACGME nr 
RCPSC program position. 

Signature of Director of Medical Education: 

a7A-100-L3 (Rev. 3/0):) 

Date Si fled: 

17/e L3A 



4/28/19 10:34 PM 

License Type: 

License Number: 

File Number: 

Application: 

Application Number: 

Application Date: 

PPROt1oiirtiA4064-':
Have you served or are you currently serving 
in the military? 

66i* 
First Name: 

Middle Name: 

Last Name: 

Birthdate: 

Gender: 

License Related Addresses 
Address of Record (Required) 

Warning: 

Page 1 of 2 

Physician and Surgeon A 

84353 

74587 

Physician's and Surgeon's Renewal 

14639673 

04128/2019 (mmlddlyyyy) 

ANGELA 

CHEN 

In order to protect your privacy and identity, 
address will not be displayed. 

'1. • 
Since you last 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? 

I certify under penalty of perjury, under the 
laws of California, that I have disclosed the 
names of those health-related .facilities in 
which I or my family have a financial interest 
OR I declare under penalty of perjury I have 
no financial interests to disclose. 

II IIIIIIIIIIIIIIIII1111111111111111111111111 
15E 51110921149 



4128/19 10:34 PM Page 2 of 2 

Would you like to contribute? 

61014" :0 • 
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 

Web Site Profile 

 _ 

Biennial Renewal Fee 

DUE TO CURES FUND $12.00 

StephenM.ThompsonLRP $25.00 

Total Amount Due: $820.00 

404917,R9244N.Wlit 

No 

Administration - 10-19 Hours 

Patient Care - 40+ Hours 

Research - 1-9 Hours 

Teaching - 10-19 Hours 

Telemedicine - None 

Zip: County: 

Zip: County: 

Zip: County: 

Zip: County: 

Not in Training 

Obstetrics and Gynecology - Primary 

Obstetrics and Gynecology - Secondary 

American Board of Obstetrics and 
Gynecology - Obstetrics and Gynecology 

Cultural Background - No 

Foreign Language Proficiency - No 

Gender - No 

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: 

II 11141111411111111111k11111111111111111 
155651.6092842 



7/2/17 2:56 PM 

License Type: 

License Number: 

File Number: 

Application: 

Application Number: 

Application Date:

:ow- moot* 
Have you served or are you currently serving 
in the military? 

Per"sonal'Detail =- 
First Name: 

Middle Name: 

Last Name: 

Birthdate: 

Gender: 

• License Related Addresses 
Address of Record (Required) 

Warning: 

Since you last 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 ail or part of the CME requirements, or 
you hold a permanent CME waiver? 

Page 1 of 3 

Physician and Surgeon A 

84353 

74587 

Physician's and Surgeon's Renewal 

14415761 

07/0212017 (mrn/dd/yyyy) 

ANGELA 

Y 

CHEN 

** r *pc*** 

In order to protect your privacy and identity, 
address will not be displayed. 

II111111811111111M1111111111111111111011111 
1499032689252 



7/2/17 2:56 PM Page 2 of 3 

I certify under penalty of•perjury, under the 
laws of California, that I have disclosed the 
names of those health-related facilities in 
which I or my family have a financial interest 
OR I declare under penalty of perjury I have 
no financial interests to disclose. 

Family Physician Training:Program-VPIPP.
Voluntary Fee: 

AlUOInctqrds 

516 2ii! u6104 
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 

Cultural Background 

Foreign Language Proficiency 

Web Site Profile 

E-mail: 

Biennial Renewal Fee 

DUE TO CURES FUND 

Administration - 10-19 Hours 

Patient Care - 40+ Hours 

Research - 1-9 Hours 

Teaching - 10-19 Hours 

Telemedicine - None 

Zip: 90095 County: 

Zip: 90095 County: 

Zip: County: 

Zip: County: 

Not in Training 

Obstetrics and Gynecology - Primary 

Obstetrics and Gynecology - Secondary 

American Board of Obstetrics and 
Gynecology - Obstetrics and Gynecology 

Cultural Background - No 

Foreign Language Proficiency - No 

Gender - No 

$783.00 

$12.00 

1111111111111111111111
14990225e9252 



7/2/17 2:56 PM Page 3 of 3 

Steven M. Thompson Physician Corps Loan $25.00 
Repayment Program 

Total Amount Due: $820.00 

Applications are not considered submitted for processing until payment is received. 
Atitoiir 

I 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: 

11111111111111111111111111111111111111111111118 
1499032509252 



7/19/15 7:33 PM 

License Type: 

License Number: 

File Number: 

Application: 

Application Number: 

Application Date: 

onaL 
First Name: ANGELA 

Middle Name: 

Last Name: CHEN 

Birthdate: - 

Gender: 

deogirii=eat itr*......ww- - --
License Related Addresses 

Address of Record (Required) 
Warning: 

Page 1 of 2 

Physician and Surgeon A 

84353 

74687 

Physician's and Surgeon's Renewal 

14194401 

07/19/2016 (mm/dd/yyyy) 

**/* */**** 

7-WZR1•_ 

Since you last 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? 

I certify under penalty of perjury, under the 
laws of California, that I have disclosed the 
names of those health-related facilities in 
which I or my family have a financial interest 
OR I declare under penalty of perjury I have 
no financial interests to disclose. 

Voluntary Fee: 

In order to protect your privacy and identity, 
address will not be displayed. 

i 43735 9637048 
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Attkohtilj'i

Suwe 
Are you retired? 

Activities in Medicine Administration - 20-29 Hours 

Other - 1-9 Hours 

Patient Care - 40+ Hours 

Research - 1-9 Hours 

Teaching - 10-19 Hours 

Telemedicine - None 

Patient Care Practice Location Zip: 90095 County: 

Telemedicine Practice Location Zip: 90095 County: 

Patient Care Secondary Practice Location Zip: 90095 County: 

Telemedicine Secondary Practice Location Zip: 90095 County: 

Current Training Status Not in Training 

Areas of Practice Obstetrics and Gynecology - Primary 

Obstetrics and Gynecology - Secondary 

Board Certifications 

Postgraduate Training Years 

Web Site Profile 

Biennial Renewal Fee 

DUE TO CURES FUND 

Steven M. Thompson Physician Corps Loan 
Repayment Program 

Total Amount Due: 

American Board of Obstetrics and 
Gynecology - Obstetrics and Gynecology 

6 Years 

Cultural Background - No 

Foreign Language Proficiency - No 

Gender - No 

$783.00 

$12.00 

$25.00 

$820.00 

Applications are not considered submitted for processing until payment is received.

I 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: 

1437359637848 




