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STATE OF GALIFORNIA — STATE AND CONSUMER SERVICES AGENCY . @é ’ J / J. 0 © c‘;n‘mmw;:'cuw

? MEDICAL BOARD OF CALIFORNIA s

Phcke o

v e . 1426 Howe Avenue, Suite 54, Sacramento, CA 95825-3238 _
Congumar | TEL: (916) 263-2499/FAX; (916) 263-2487 Intemet www.medbd.ca.gov
i ICATION FOR PHY ; GEON'S LIC "
; S .
Pisase READ altinstructions prior to completing this application. ALL questions on this application must be answered, and all supporting documénge muﬁbe_;_
submitted as per instructions. Please type or print neaty, When space provided is insufficient, attach additional sheets of paper. AH aftachmenis.are o
considered part o‘i‘lhe application. ‘ o,
FALSIFICATION OR MISREPRESENTATION OF ANY ITEM OR RESPONSE ON THIS APPLICATION OR ANY IIB; USE
‘ ATTACHMENT HERETO 15 A SUFFICIENT BASIS FOR DENYING OR REVOKING A LICENSE. ONLY
1.NAME; | Last First Middie Personal
| CHEN ANGEL A Y e
2, Othernames you have used (inchude maiden name): "
4A_(PUBLIC ADDRE2S; will be released by the Board to the pubiic): Number and Strest/P,0. Box/Rural Router mber, ifany.
!
M‘B&iﬁi ASHBuRY pRiVE
City . State Zip Code Country
CHING HitLS cA 417109 USA
4B. {CONFIDENTIAL ADDREES): Number and Street/Rural Route/Apartment Number, if any. [Applicants must provide & confidential strest
ﬂ m———
[ City s Zip Country -
I 6. California Driver's License Number {optionai): ]
EXP
0
8. Sex: E‘I; Male K Femsle tmmw.& citizen? -Yee .No m |
10. Have you ever filed an application for Physiclan's and Surgeon’s examination or licensure in California?
IFYES, LEASEGIVE D%TEFREVIOUSN’PLR}AIK)NWI\S SUBMITTED, D Yea N No
1. List the names and locations of all colleges or universities attended whore pro-professional, postsecondary instruction was received. Pro.
Please submit o¥ficial transcripts with the school seal affixed for each school altendex. Transcripts will not be retumed. mﬁn
Name Clty, State, Gounty Dstes of Aftendsince | 0O
BosTon _unLV BoSTON ,_ MA rs4 Bl1290 - &)h49% O
. ' D
12. Listthe namesand locations of all schoole where professional medical instruction was received, and, where applicable, the degree awarded. Medical
PLEASESUBMIT: 1) an original Ceritficale of Medical Education (Form L2) and officlal ranscripta wih the signature of the dean or regiefrar Educetion
! and the schoal seal affixed from each school attended; and,
2) un original medical diploma and & 8 1/2" X 11" photocopy (original diploms will be retumed). . L2 Tmns
School Name Chty, State, Country Dates of Atendsnce |_Degres Awarded )
BoSToN ANIY, Boston  MA , uSA B/19e8 - 5/1997 MD E\E\
. i ag
COCTOR OF MEDIC NE DECREE, a8 r2faranced abnve.
Name of Medical Sahool Address of Medical School Exact Date of fssuance
BOSTON WANWERSITY 715 ALBANY ST RBoSTON MA 0208 05/1% /1997 !\
- T € Sl

* MANDATORY DWGL‘DSURE OF U8, SOGIAL SECURITY NUMBERS

coliection of your social security number, Your gocial securlty number will e used exciusively for tax ecforcement purposas, far purpases of somp inoes with any juspment
or order for farrily Suppovl In smcordance wilh: Seclion 17520 of the Fambly Code, o for varification of Hoanaira of examination sintus by a licenzing or axaminetion entity
which utlilzx a national sxamination and wher s (ikansure s reciprocal with the recuesting stole. | you fail 1o distioss ybur social eeasity number your spplication for Iritis|
ﬁmmwﬂlnotbept-o?auedmoyww‘llboWhmrrmTummmmquuﬂmmmﬁwmlyw.

Ma
OALY
Dizctogure of your .8, sociey Secutity nusibor i méndakey. Section 30 of the Busineas and Profassions Code and Public Law 84455 (42 USCA 405(c)(2)(C)) suthirize 4%

OTA-100 (Rev, 3/01)




MBG USE

13.Have youlakep any of tha following written examinalions: National Boards, othar state boarts, USMLE, SPEX, FLEX, ECFMG or LMCC?
f | Yes O o

i YES, LiST NAME, LOC:ATICN, DATE AND RESULT OF EACH EXAMINATION; FATLLIRES MUST ALS0 BE DISCLOSED.  EAGH EXAMINATION AGENCY NUST SUBMIT AN ORGINAL OFFIGIAL
MWMWWD&CILYTD THE MEDICAL BOARD OF CALIFURMA. THESE REPORTSE WILL NOT BE RETURNED.

- Examingiion Date .
| UsLE | Step | Bostn mA| June'dS  Juwe 6 |
_UsmLE | Shep 2 BaSha MA | Merdl

Examimation

| usmLf  Step 5 Poshun (A Moy 9%
14. Have you war; been licansad to practice medicine in any state, territory, province, country, ot U.S. faderal jurisdiction?
O Yes O No

IF YES, UST THE JURSPIGTION, LICENSE NUMBER, DATE ISSUED AND DATES OF PRAGTKCE IN THAT JURISDICTION. RLEASE INCLUDE PERMANENT, TEMPORARY, TRAINING, PROVISIONAL,
LIMITED LICENSE, OR PERMIT. AN ORIGINAL OFFICIAL LETTER OF GOOD STANDING {LGS), R COMPARABLE LIGENSE HISTORY GERTIFICATION, IS REQUIRED FOR EALH PERMANENT,
TEMPCRARY, THAINING, PROVISIONAL, UIMTED LISENSE, OR PERMIT GBTAINED I ANY 1.5. STATE, U.5. OR GANADMN TERRITORY, CANALIAN PROVINGE, OR |15, FEDERALJURISDIC-
TION. EAGH LGS, OR GOMPARABLE GERTIFIGATION, SHOULD BE WAILED BY THE IS5LING AJTHORITY DIRECTLY TO THE MEDICAL BOARD OF GAUFORNIA.

Jurisdictior) License Number - Date of Issuanca Dules of Practics In thet Jurlsdiction

Ma& 209125 06/'3 [ 2001 2001 - current
MA 41584299 0bfot | 1997 {497 —~ 200!

16. Do you hold an'yotlnrpmfumlonal license in any state, territory, pravinee, country, or U.S. federal jurisdiction? MY Yes K No

{
1)
FYES PROFESSION: ! . LICENSENQ.. » JURISDICTION:
1
i

HAS THIS LICENSE EVER BEEN REVOKED, OR SUBJEGT TO DISCIPUNE? IF YES, PLEASE PROVIDE ALL OFFICIAL DOCUNENTATICN REGARDING THE MATTER IN ADDITION TO A WRITTEN
EXPLANATION. YOU ABE A5 REQUIRED TO REPORT ANY WATTER THAT 15 EENIING OR IN WHICH GHARGES HAVE: BEEN DROPPER OR EXEWNGRD.

, n-B

|
16A. Are you cun:nnﬂy, or have you ever been, a participant in a postgraduate training program in a facifty in the U.8_ or Canada?
(You mustinctude every residency, interiiship, and fellowship, whether or not completed.) A o
! Yes No

IF YES, LIST NAMES AND ADDRESSES OF ALL FACILITIES., SUBMIT AN ORIGINAL CERTIFICATE GF COMPLETION OF ACCARARCPSG POSTORADUATE TRANNG (Form L3A) rFRaM EACH
FACLITY, (DO HOT coMPLETE FoRM L3AS T0 DOCUMENT TRAINING RECEIVED IN RESEARCH FELLOWSHIR PROGRAMS.) ALL TRANING MUST BE LISTED, REGARM ESR OF WHETHER i1
5 mmmmvmmmwmmmmcm.

raality;iya_me ] Address » | Categorial Spedaity Arca Dates of Attendance |
BosTonl MEDICAL CEWTE cauTe A PLace | pB-euN. . | 7)1 /141~ éfsefs0l

tToN MA ©LHS-
| A TN T &- 2593

16B. Have you aver withdrawn from, or been suspended, dismissed orexpelied from a medical school or postgraduate training pragram OR

have you evertakan a leave of absence from such a school or program?

rvvmmsnv?s, BUTH APPLICANT AND SCHOOL/PROGRAM MUST PROVIDE DETARS ON A SEFARATE ATTACHMENT. N
-}
1

NAME OF APPLICANT: DATE

ANGELA Y CHEN




MBG SE
ONLY

|
For all of tha be!o]in, also Include any disciplinary artions by the U.8. Military, U.S. Public Health Service, or other U.8. federal govemmental
ontity.

17A. Havo you mrbaen cherged with, or been found to have committed, unprofessional conduct, professional incompetence, gross
negligence, or ra?oalad niegligent acts or malpractice by any wadical licensing board, other agency, or hospital?

17B. Has any Mcnplmnry action ever been filed ortaken, including but not limibed to, informal or confidential discipline, consent orders, or
latters of waming, regarding any healing arte ficense which you now hold or have ever hald?
]

17¢. Is any such fwtlon as described above pending? 17(A) No

o 17(B) No
IF YOU aNswERED vES To 1TA, 17B OR 17C, PROVIDE DETALS o‘n—[
A SEPARATE ATTAGHMENT. B 17(C) (3 No

18. Has a claim olgmlion for damagea ever buen filed against you in the course of the practies of medicine orany other haaling art which
resyltad ina mab)‘rnctice settiement, judgemeant, or arbitration award of over $30,000.007 l .
‘ es No

|
IF YOU ANSWERED YES, PROVIDE DETAILS ON A SEPARATE ATucHENﬂ

18. Have you mr;bun denied a license, pormission to practice medicine or any other healing art, or denied parmission
to take an examhiaﬂon in any state, territory, country, or U.S. faderal jurisdiction, or is any such action pending?

' es
IF ¥Ou ANSW‘EHE[D YES, PROVIDE DETAILS ON A BEPARATE ATTACHMET.‘ ‘

20. Have you ever, voluntarily surrenderad a license to practice medicine or any other healing arts in this or any other stite, or voluntarily
surrendered yourmoﬁu (contralled substance) parmit (state or federal) to any licensing board or any other agency, or is any such action
pending?

L
[ IE YOUu mswens'n YES, PROVIDE DETARLS ON A SEPARATE M'I‘ACHHENT.-l .Yw -.’

Licenae

/D'},B/M

21.Haveyou aw had staff pnwhges ina hoapnal denied, suspendad, limited, revoked, or not renewed for madical discipRnary cause, or
resigned froma modlnl staff in lieu of disciplinary or administrative action, or is any such action pending?

rYwmmoummmmmwmmtj Yes .No

et

22 Da you hive any condition which in any way impairs or limits your abifity to practise medicine with reasonable
skil and safaty, including hut not limited to, any of the following?

[

| Yes
¥ YES, PLEASE GHEGK THE APPROPRIATE BOX{ES) BELOW:

1

A condutenn which required admission to an inpatient psyduatric treatment faciity.
Alcohol or chemical substance dependency or addiction.

Emotional, mental or behavioral disorder.

Othaf {explain):

FOR ANY QF THE BOX[:“) CHECKED AAQVE, PLEASE SUBMIT COMPLETE OFFICIAL INPATIENT ANO QUTPATIENT TREATMENT RECORDS, EVIDENCE OF ORGOING
REHABILITATION TRE|ATMENT AND A PERSONAL WRITTEN EXPLANATION.

_ﬂ/"rg

FOR ALL. OF THE Hi;‘.OW, YOU ARE REQUIRED TO LIST ANY CONVICTION THAT HAS BEEN SET ARIDE AND DISMISSED OR EXPUNGED, OR WHERE A STAY OF
EXECUTION HAS BEEN ISBUED.

237 Have you ev:et hean convicted of, or pled nolo contariders to, ANY violation (includs every misdemean or or felony) of any Incal, state,
or federal Iaw of any state, territory, country, or U.8. federal jurisdiction?
23B. b any criminal action related to the above pending?

i ! ) 23(A) ()
Ww'You mswensémm 23A onr 23B, PROVIDE DETALS ON A 23{B) Cr
SEPARATE ATTAB;HNENT.

NAME OF APPLICANT: DATE
ANGELA Y  CHEN




F Notice: All items in this application are 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 licensure per Section
2080 of the California Buslness and Professions Code,
which authorizes the cellection 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 faw
enforcement agencies. You have the right to review
your application subject to ‘the provisions of the Infor.

mation Practices Act. The Chief of the l.icensing Pro-
gram is the custodian of records.
Applicant >
Daclaration/Signature
// and NOTARY
STATEOF %WM*" g illa
COUN’ I‘YOF )/ U.j’?;ﬁw/f/ —

The apphcant Y <‘5N/ \ _ being first duly sworn
(P EASE PRINT FULL NAND) {DATE OF BIRTH)

upon hlslher oath dopesas and says: that | am the person herein named subscribing to this application; that | hava read
the completé application, know the full content thereof, and declare under penalty of perjury, that all of the information
contained herein and evidence or other cradentials submitted herewith are true and correct; that | am the lawful holder of
tha 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 precured without fraud or misrep-
resentation or any mistake of which 1 am aware and that | am the lawful holder thereof. Further, | 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 my medical competence, professional conduct, or physical or mental ability to safely engage in the practice of
medicine. | furlher 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 subsequsnt licensuré. | UNDERSTAND
THAT FALSIFICATION OR MISREPRESENTATION OF ANY ITEM OR RESPONSE ON THIS APPLICATION OR ANY
ATTAGHMENT HERETO IS A SUFFICIENT BASIS FOR DENYING OR REVOKING A LICENSE,

SIGNATURE OF APPLICANT: /é (g é/(ﬂu @/ 7/71/\
@fTEAsc SIGN FuﬁNAME NOTINITIALS) -

|
j
i
i

.
;o L -
Signed and swnm }b.befmme ghTs C"? & - dayof /\/ dSEng A EX oA T W)
F oo e . MONTH VEAR

I AR A
T  Krtbee. Nk ,{»/%_,
[ Ey = - : |18 blyﬁA%u: OF NOTARY PUBLIC r J
| o |§ O/ (OVCTHD \YT 3 FL— BoSﬂN At A
I I I E ADDRESS 02 %4

" ’ / /-
b e e e —————— - My commission expires K1l [ Fea S
07A-1 Q[Bﬂlaﬂjl) | 4 /
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STATE OF CAUFURNiA —'STATE AND CONSUMER SERVICES AGENGY L GRAY DAVIS, Govarnor

e of

MEDICAL BOARD OF CALIFORNIA

|
|
| 1426 Howe Avenue, Suite 54, Sacramento, CA 95825-3236
Cifamer o ng  (916)263:2490/FAX (916) 263-2487
ey LS Internet: www.medbd.ca.gov
Jeam L“.-’
}_, [

l CERTIFICATE OF MEDICAL EDUCATION

MEDRICAL SCHQOL: PLEASE COMPLETE THIS FORM IN THE ENGLISH LANGUAGE.

; -___i
FULL NAME OF APPLICANT W DATE Cf BIRTH-MM/DD/YYYY

This cartifies that. N ANGELA CHEN
enrolled in 3Qs'mu UNLVERSITY $CEOOL OF MEDICINE 715 ALBANY STREET, BOSTON, MA 02118

NAME OF MEDICAL SCHOOL LOCATION
| 1993\ aws
onthe _7TH _ day of SFPTEMBER a5 and was granted the following credits on enroliment:
MONTH YEAR

Agygnge‘d Credils: Credits previously obtained at an approved medical, dental, or osteopathic schoal.”

. MEDIGAL 8GHOOL TOTAL CREDITS DATES

: .
The undersigned further certifies that the records of this institution show that the applicant attended in this institution 4

. NUMBER OF YEARS
years of resldent instruction of 40 wesks each, completing at least 4,000 hours, of which at least 80 percent actual

t NUMBER OF WEEKS

attendance is req}lirad, in the subjects set forth heraunder (Business and Professians Code Section 2089), and that the applicant:

: m was granted the degree Bachelor/Doctor of Medicine by OR D withdrew from \
the ahove mentioned medical schooi on the _ 18TH day of MAY _1997
\ ‘ MONTH T
[ (A8} ol
Anatomy Embryology Physical Medicine ?j ,E:%‘ o o
Otolaryngology Histology Therapeutics %) c) M O
Obstetrics and Gynetology Human Sexuality as defined In Section 2080 Neurganatomy = — o
Radlology. Including Radlation Safoty Medicine Chili Abuse Detaction amﬁ'reulﬂ)ent .:; e
Tropival Medicine ; Surgety, including Orthopedic Surgery Gerlatric Medicine ~ ecml™
Physiology : Urology Pediatrics = I omOL
Biochemistry i Psychiatry Pharmacology o IRy
Pathology, Bacteriology and iImmunalogy Neuralogy Anesthesia " W Lo
Ophthalmology - Alcoholism and Chemical Dependency Spousal or Partner Abusg Detggpon & Tmr%lmenl“
Dermatology Praventive medicing, including Nutrition Family Medicine™*

- o
i Pain Management and End-of-Life Care

*  Each school where professional medical instruction was recelved MUST complete one of these forms. If more than ane school was

altended, photocopies of this blank form may be made and used.
ONLY applicable to medical students who enrolled in medical schoo! on or after September 1, 1994,
*** ONLY appiicable 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,

*w

MEDIEAL SGHOOL SEAL MUST BE ATTENTIONMEDICAL JCHCOOY: The peraon who aigna thig form MAY NOT be ralatad Yo the applicant by blood, muarriage
TMPRINTED BELOW, L or adept-ian.

Gnly the Prusident, Dean, ox Reglatrarmay aign this fomt, If that aignature authordty s belng dalegated to ansther perean,
avidance of that delegaticn mutt ba attached to Chis form (zay be a photocopy) . Such delegation mipt be on afflcdal
et texhead sud miat be datsd within the lagt 12 mencha.

Signed and the school seal affixed this _ 25 THiay of NOVEMBER ,_2001 .
MONTH YEAR

BY Clterd - 1D. 800

CJ PRESIDENT, DEAN, OR REGISTRAR

07A-100-L2 (Rev. 3/01)!




; ' ’cmmonwealth of Massachusetts w - !‘-E:;- O ; L'(-)cé; JB

* Board of Registration in Medicine
560 Harrison Avenug, G-4

; Boston, Masgachusetts 02118

! : {617) 654-5810

Fax (617) 426-9358

To Whoml It May Concern:
I

Thi s 1s to certify ANGELAY.CHEN, MD., a graduate of
BostonFUniversity School of Medicina .
in theiyear 19987 ., has been duly registered by this beard as provided by the laws
of the:éommonwealth. .

éertificate Number 5842 was issued to Dr. CHEN on .

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

\ .
! Qur files contain no open complaint information on this physician,

| our files contain no ¢losed complaint information on this physician.
| 7 -

! 'Our files contsin no disciplinary information on this physician,

Ml

| . Member, Board of REgiBtration.in Medicine

Pleoagse be advised that tihe above information is based entirely on examination of

. our open and closed complaint file. It is rot baged on a review of the application
!  for llcensure, renewal of licensure, or any reperts that the Board is required te
| receive By statute (from courts, insurers, hospitals, etc...).



ORN --smtﬁ;wd(ﬁmh)wn 8=RVIGE5!

" STATE OF GATIFOR A ' GRAY DAVIS, Govermor

.= M MEDICAL BOARD OF CALIFORNIA 2
A or u"." ”, ""'--‘f?‘l‘l}“;a 1426 Howe Avenue, Suite 54, Sacramento, CA 05825-3236
W "ok AL (916) 263-2499/FAX (916) 263-2487  Internat www.medbd.ca.gov

the facility for every medical school graduate completing postgraduate training in m?.lgqmad States

AFRNSTON PROGRAN DIRECTORS ARD DIRECTORS OF MEDICAL BLUCATZOW: ‘TRE PEIS0N RO HXGNS THXD PORN NAY NOY DIf NNTATHG T0 THH APPLICANT & Y nr.oob; hﬁﬁ@ {paorTIon.
Unly the il 6Dva Dizuot mnuumzm tion may #ion thin form. Zf that slignature suthorcd by 1o belog dnlegstod to nk that: c,b‘l.t
attached to chis forn (may e A pb } ., Such delegati Dbe o 0f£1cial Tettarbaad aod skt b de ted within the {2et 17 wexthi,

PART 1. "0 be completad by the APPLICANT,
LAST NAME of Applicant First Name Middle Initial
Angela

Chen !
U.S. Soclal Security Number:

Ilﬂa&%EQQ: COMPLETION OF ACGME/RCPSC POSTGRADUATQ‘%M
To b&mﬁw ﬁjcshad‘g

Date of Blrth: MM/DD/YYYY Telephone Number:

Curant Sdde

detailed
A DEFINYTION

Address of Facillty:

G/ £, Conseotd S s
' |

74

§77)M 4’7@/ CHC CPN“ZE’?’Z 615/67/;4)
7 /

of Progiam Director: ..
S’TU@FQ Lefigen  HD

L/.LL&@
rainge: Daté Training ¢ Date Trainina Completed:

nmur ofProgrnmPlraqur
i Aten of : ommanced:
TN S é—-ﬁ//l} ECaL oGy 7/¢/ 7997 é/_-%'/(r/

fihe training was rotating or transitionat, list the specific ratalione And the number of weeks spant in each (SEE THE REVERSE FOR INFORMATION ON SATISFYING THE
GENERAL MEDICINE TRAINING REQUIREMENT):

To ba completed by the DIRECTOR OF MERICAL EDLICATION and affixect with the official facility seal
Name of the Director of Medlwl ‘ NarreofFacllliy

nddgisif‘riuv n-zlm{’e"&—‘—‘* @L‘C‘j o JZL& M Ar f L CJ € E['L'ir
'_Tﬂ,a ygcjc,@ﬂ&&uflf. ke P&zug_ ,ﬁ Léy %/

‘Hale 2Zip Code
o reYa

FART 4: Signature of DIRECTOR OF MEDICAL EDUCATION certifying satisfactory completion of training.
i Do not sign and dafe this form bufora the fast dsy of any postgraduate raining year which wii be used by the appiicant to qualify for
”GMW This form,may be signed by tha aumen| Direclor of Melical Education; it does not need fo bc signed by the person who was the Diraclor of Mediaal Education at the time of

the hﬂmmaksfedﬂbfvo

Noticafa Applicant: Ifthls form ks used to verdy posigraduate training beyond that which is required for licensure, this form can be signed by the Director of Medical Education and
the Program Diractor batare the final day of training. However, if you pre licensed after the date upon which {raining was completed AND if the form was signad before the final day of

he tlﬁining year, & néw form must be completed and submitled to the Medical Board of California.
N

OFFICIAL HOSPITAL S8EAL DR NOTARY SEAL, DATE AND SIGNATURE
MUST BE AFFIXED IN THE BOX FQ THE LEFT JO CERTIFY TRAINING,

PART 3

| hereby declare under penalty of perjury under the laws of the State of California that the above slatements are
true and correct and that the training program is approved by tha ACGME ar the RCPSC to offer the type and
level of training completed by the applicant and that the applicant was trained in an approved ACGME or
RCPSC program position.

- o ' 7Simature of Director of Madical Education: Date Signed:

W Z}M ¥/r/83

OTA-100-13 ;Ew. 3101)

MOSPI¥AL OR NOTARY SEAL




4/28/19 10:34 PM . Page 1 of 2

License Type: ' Physician and Surgeon A

License Number: ‘ 84353

File Number: . 74587

Application: Physician's and Surgeon's Renewal
Application Number: ' 14639673

04/28/2019 (mm/ddiyyyy)

Application Date:

Application Questions: = 7
Have you served or are you curr
in the military?

First Name: _ ANGELA
Middle Name: | Y

Last Name: CHEN
Birthdate:

Gender:

Addr

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

Since you last renewed your license, have .
you had any license disciplined by a

govermnment 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 suécessfully 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?

| certify under penalty of perjury, under the -
laws of Califarnia, that | have disclosed the

names of those heaith-related facilities in -

which | or my family have a financial interest

CR | declare under penalty of perjury | have
no financial interests to disclose.

IR ELR N AW IRE R
1556515002R42




4/28/19 10:34 PM

Page 2 of 2

Are you retlred‘?

Activities in Medicine

Patient Care Practice Location
Telemedicine Practice Location

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

Areas of Practice

Board Certifications

Web Site Profile

No

Administration - 10-19 Hours

. Patient Care - 40+ H'ours

Research - 1-9 Hours

Teaching - 10-19 Hours

Telemedicine - None

Zip: County:

Zip: County:

Zip: County:

Zip: éounty:

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

Biennial Renewal Fee

DUE TO CURES FUND
StephenM.ThompsonLRP

Total Amount Due:

$783.00
$12.00
$25.00
$820.00

Applications are not considered sul

d for processing until payment is recei

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

Signature: Date:

0 AT 00
— 1556516002842



71217 2:56 PM ‘ Page 1 0f 3

License Type: 8 o Physician and Surgeon A

License Nﬁmber: ' 84353

File Number: ' 74587

Application: : Physician's and Surgeon's Renewal
Application Number: 14415761

Application Date: 07/02/12017 (mm/dd/yyyy)

Apblication Question
Have you served or are you currently serving
in the military?

Fist Neme: ANGELA
Middle Name: ' Y

Last Name: CHEN
Birthdate: Fh kR
Gender: _ -

ddresse
‘License Related Addresses
Address of Record (Required)

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

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?

(BTN ETTT U IR
— 400032080252



7217 2:56 PM

| certify under penélty 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.

'\)oluntary Fee:

Activities in Medicine

Patient Care Practice Location
Telemedicine Practice Location

Patient Care Secondary Practic;e Location
Telemedicine Secondary Practice Location
Current Training Status

Areas of Practice

Board Certifications

Cultural Background '
Foreign Language Proficiency

Web Site Profile

Page 2 of 3

No

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:

Notin 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

Biennial Renewal Fee

DUE TO CURES FUND

$783.00
$12.00

LR TR T
—— 1400032660252
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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

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

Signature: - Date:

TN ER e e
1496032589252
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License Type: Physician and Surgeon A
License Number: _ 84353

File Number: ' | 74587

Application: Physician's and Surgeon's Renewal
Application Number: 14194401

Application Date: 0711912016 (mmi/dd/yyyy)
‘Pérsonal Detail

First Name: ‘ ANGELA

Middle Name: | Y

Last Name: CHEN

Birthdate: ) o s

Gender: -

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

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?

| certify under penalty of perjury, under the -
laws of California, that I have disclosed the

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

ysician Tralnim
ee:

I IlIIIIIIIlIIIIIIIIIEIIIIIIIIII\IIIIIIIIHIIII
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Att

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

Postgraduate Training Years

Webh Site Profile

No.

Page 2 of 2

Administration - 20-29 Hours

Other - 1-9 Hours

Patient Care - 40+ Hours

Reéearch - 1-9 Hours

Teaching - 10-19 Hours
Telemedicine - None

Zip: 90095 County:

Zip: 90095 County:

Zip: 90095 County:

Zip: 90095 County:

Not in Training

Obstetrics and Gynecoldgy - Primary
Obhstetrics and Gynécology - Secondary

American Board of Obstetrics and
Gynecology - Obstetrics and Gynecology

6 Years
Cultural Background - No
Foreign Language Proficiency - No

Gender -~ No

L
Biennial Renewat Fee

DUE TO CURES FUND

Steven M. Thompson Physictan Corps Loan

Repayment Program -

Total Amouht Due:

' $783.00
$12.00
$25.00

$820.00

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

| declare under penalty of petjury 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:

(IR
1437000037048






