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INITIAL AND UPDATE APPLICATION FOR PHYSICIAN’S AND SURGEON’S LICENSE
OR POSTGRADUATE TRAINING AUTHORIZATION LETTER

Application for (piease check ona): 8 License U PTAL - Or - U Update
1. NAME : Last K ¢ First Middle
clantar, (= +a Ja% i
Other names you have used (mclude malden name); 2
6 fq LC{ c,«/ en:’
3. Place of Bi 4 ¥
5. Gender: O wmake J:Z{ Fernale | s
6. Public/Mailing Address: _{ S $7/ 5 LOFTHI} 4. DRIV E
(Please notet this Information is public) : a
(30 characters maximum R
perline, includingspaces) . _ .. _ ______ . sl
ity . State/Province b le!Postal Code Country iRy ;
LAk MIRADA o 5 (b 3% U-S-A ; é&‘f
7. Telephone Numbers: *TW’?’ -

(include area code)

8. Califarnia Driver's Licens

umber (optlonal): 10. Have you ever flled an Application for Physician’'s

and Surgeon’s License, or PTAL, in California?

9 P U ves X No 2iAlE il
evious license number, if any: RN %é\{

L e i ¥ .

DICA » ATIO l%i R
11. LIST EACH MEDICAL SCHOOL THAT YOU HAVE ATTENDED. :‘ i
: ; : ; iy ,,- = i ‘Bt t@/ P‘;g' SOnE: : R 3 I R j"it

Medizinische Univeisifat Lc(back / QEQMEM[ 10f BT fo Boffq
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12, School of Graduation |, Degroo Awarded ‘ Date of Graduation ! ~ p
Medszinische Uﬂw@rg, Gt 20 Lubeck A1p April 194 i

A L] () [ )

13. LIST ALL OF THE FOLLOWING EXAMINATIONS YOU HAVE TAKEN: USMLE, FLEX, NBME, ECFMG, SPEX,

STATE BOARDS and/or QME in Canada [ 3

R e e O e e e
USMLE STEP | 'b/-30/‘?‘?
USMLE STEp 2 [lismLe Siep3 41/ [ 1115 o5
"T“OE_%L g//'?/ ¢ 2 ua&d’%-dg/
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A “yes” response fo Questions 14 through 43 requires a written explanation on a separate sheet of
paper along with any supporting materials.

ACGME/RCPSC ACCREDITED POSTGRADUATE TRAINING

14. Please list each ACGME/RCPSC accredited postgraduate training program in which you
have participated. You must include each Internship, residency and fellowship, whether or
not the program was completed or credit granted.
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‘ Did you ever take a leave of absence or break from your trammg'?
Have you ever been terminated, dismissed or expelled from a program?
Have yau ever resigned from a training program?

Were you ever placed on probation?

Were you ever disciplined or placed under investigation?

Were any incident reports ever filed by instructors?

Were any limitations or special requirements placed upot you for clinical
performance, discipline, or for any other reason?

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

MEDICAL LICENSURE

15, Please list all medical licenses (other than training !ncenses\ that have ever bean issued by
any state or territory in the United States or Canadian province.

TRy b ot slimaeany

APPLICANT: __ . . | DATE O .
C Grla Jamshidi Kalontad Fh

vy —r—
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ABMS CERTIFICATIONS

16, Are you currently certified by a Member Board of the American Board of Medical Speclaltias?

No K[

MALPRACTICE HISTORY

17. Has a claim or an action ever been filed against you for the practice of medicine which resulted
in a malpractice settlament, judgment, or arbitration award of $30,000 or more?
: YES

PRACTICE IMPAIRMENT OR LIMITATIONS

18. Have you been enrolled in, required to enter into, or participated in any
" drug or alcohol recovery program or impaired practitioner program?

19, Have you been treated for or had a recurrence of a diagnosed
addictive disorder?

20. Have you been diagnased with an emotional, a mental, or behavioral
disorder which impairs your ability to practice medicine safely?

21. Have you ever been diagnosed with a neurological or other physical

YES
condition that would impalr your ability to practice medicine safely?

22. Do you have any other condition which in any way impairs or limits

. . YES NO
your ability to practice medicine safely?

If you do receive ongoing treatment or participate in a monitoring program, the Board will make an
individualized assessment of the nature, the severity and the duration of the risks associated with an
ongoing medical condition to determine whether an unrestricted license should be issued, whether
conditions should be imposed, or whether you are not eligible for licensure.

R B "~ CRIMINAL RECORD HISTORY

23. Have you ever been convicted of, or pled nolo contendere to ANY offense in any state in the
United States or foreign country?

This Includes a citation, Infraction, misdemeanor and/or felony, ete. If "YES® attach a list of each offense by arest and conviciion
dates, violation, and court of jurisdiction (name and adadress). Matters in which you were diverted, defarred, pardonad, pled nolo contendere, |:
or if the conviction was later expunged from the record of the court or set aside under Penal Cods Saction 1203.4 MUST b digclosed, If you
are awailing fudgment and santencing follawing entry of a plea or jury verdict, you MUST disclnse the conviction; you are anfitied to submit
evidence that you have been rehabilltated. Serlous traffie convictions such as reckiess driving, driving under the intluence of alcohol and/or
drugs, hil and run, evading a peace officer, fallure to appesr, driving while the license is sugpanded or revoked MUST be raported. This list
is not ail-inclusive. If in doubt as to whether a conviction should be discloged, it is baiter to disclose the conviction an the application.,

Faor each conviotion disclosed, you must submit with the application certified copies of the arrasting agency report, certified copies of the
court documents, and a descriptive explanation of the cirenmstances surrounding the conviction of disciplinary action (.., dates and location [;
of incidant and all circumstancss surrounding the incident). This letler must arcempany the application. If documents were purged by
amesling agency and/or court, a letter of explanation from these agencles is required,

Applicants who answer “NO™ to the question but have a previous conviction or plea, may have their applicat
revoked for knowingly falsifying the appiication. YES

APPLICANT: (G (TA TAMSHIDI IKCALANTARI | DATE OF BIRTH:

07A-100 (Rev. 07/05)




CRIMINAL RECORD HISTORY (contd)

24. |s any criminal action pending against you?
25. Are you required to register as a Sex Offender?

 DISCIPLINARY HISTORY

These questions refer to discipline by any U.S. military or public health service, state board
or other governmental agency of any U.S. state, territory, Canadian province, or country,

26. Have you ever been denied a license to practice medicine? - YES NO

27. Is any denial pending against you? ‘ YES NG

28. Have you ever been charged with, or been found to have committad, .
unprofessional conduct, professional incompetence, gross negligence, YES NO
or repeated negligent acts or malpractice by any medica! licensing
board, ather agency, or hospital?

29. Have you ever had any license to practice medicine revoked, YES NO
suspended, or placed on probation?

30. Have you ever had any license to practice medicine subjected to
any action including but not limited to infonmal or confidentlal discipline, YES NO
consent orders, letters of warning, letters of reprimand, or citation?

31, Have you ever had any license to practice medicine subjected to any
other disciplinary action?
32. 1s any disciplinary action pending against any of your licenses to

’ o YES NO
practice medicina?

33. Have you ever had staff privileges In a hospital terminated, denied, YES NO
suspended, imited, revoked, or not renewed?

34. Have you ever resigned from a medical staff in lisu, of disciplinary or YES NO
administrative action?

385. |s any disciplinary action pending agairist your hospital staff privileges? YES NO
36. Have you ever surrendered g license to practice medicine? YES NO

37. Have your DEA privileges ever been denied, suspended, restricted, or YES NO
terminated? :

38. Have you ever entered into any arrangement or plea or agreement in
lieu of a federal prosecution for a drug violation reguiated by the DEA?

APPLICANT: GITA JaMsHDl KALANTARI | DATE OF BIRTH:

07A-100 {Rav. 07/05)



Notice: All ifems in this application, except #8 and
#9, are mandatoyy. Failura to provide any of the
requested information will delay the processing of
your application. The information provided will be
used to determine your qualifications for licensure
per Section 2080 of the California Business and
Professions Code, which authorizes the collection
of this information. The information on your
appllcation may bhe 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
appllcation subject to the provisions of the
Information Practices Act. The Chief of the

- . - Licensing Program is the custodian of records.

N ~— . :
The applicant, & [TA  JAMSHIN | KALAN TARI _ being first duly sworn upon his/her
. (PLEASE PRINT FULL NAME)
oath deposes and says: that { am the person hereln named subscribing to this application; that | have read the complete
application, knaw the full content thereof, and declare under penalty of perjury, that all of the infotmation contained herain
and evidence or other credentiais submitted herewith are trus and correct; that | am-+the fawful holder of the degrée 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 mistepresentation or any
miistake of which | 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
assoclates (past, present, and future), and all government agencies (local, state, federal, or foreign) to releass 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 alcohal abuse or dependency, requasted by that Board in
connection with this application; or any further cr future investigation by that Board necessary to determine any madical
competence, professional conduct, or physical or mental ability to safely engage in the practice of medicine. | further
authorize the Madical Board of Califorria or its sucoessors to releass to the organizations, individuals or groups listed above
any information which is material to this appllication or any subsequent licensure.

T UNDERSTAND THAT FALSIFICATION OR MISREPRESENTATION OF ANY ITEM OR RESPONSE ON THIS
APPLIGATION OR ANY ATTACHMENT HERETO [S A SUFFICIENT BASIS FOR DENYING OR REVOKING A

LICENSE. -- '
G K | pLease nmiaL BOX)

SIGNATURE OF APPLICANT: 'j)‘:/d J o AA"‘A?&' M i

. C'_p\ ( z‘j_" it 0\-/ (Plesss slgn fuil name)

County of ¥ m'y\_.é' £

Subscribad and sworn to {or affirmed) before me oh

this 2 _ dayof ____ T‘\‘-\.V\.Mlq__ .20 4

[}
by Gt Jome bl <o (arkar)

parsonally known to me or proved to me on the basis of satisfactory evidence to be the person(s) who appeared before me.

NOTARY SEAL

P R e -a/‘:f%.,;,,.ﬁ___

SIGNATURE OF NOTARY PUBLIE"

074-100 (Rev 07/05)
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) - SCATE OF DALIFORNIA v STATE AND CONSUMER $ LENCY QRAY DAVIS, Govesrior

MEDICAL BOARD OF CALIFORNIA
1428 Hows Avenus, Sulte 54, Sacramenio, CA 26826-3236
TEL: (916) 263-2499/FAX: (916) 263-24687 Internet: vaww.meubd.ca.qov Sy

LI ATE YSICIAN' : irORMIA
ing this application. ALL questions cn i application must ba answersd, and ponlngunommms muat

N instructi prior to F PF
.,1 ﬂm por [nstiuctlons. Please typo or print neatly. When space provided Is insuHiclent, attach additional sheets 5 \ Id&hﬁ:ﬁr‘ I I . l‘ '
03 JUL ure tonsidsred part of the application. FALSIFICATION OR MISRERRESENTATION OF ANY ITEM OR RESPONSE ON THIS Lﬁ:UHDN ANVET LD &4 )
ATTACHMENT HERETO 16 A SUFFICIENT BAS|S FOR DENYING OR REVOKING A LICENSE.

1, NAME: Laet Firat — muq»":'“:z;""‘““.“ PREGR 2 4
KALANTAR G 1T JAMSH1D/ persons
2, Other names yau have uged {Include malden name): -

GiTA  KAONEM

4A. (PUBLIC ADQRESS; wlli be released by ihe Baard ta 1he public): Number and Street/P.0. Box/Hura

(59718 LOFTHILL DR
City State Zip Codo Country
LA MR DA Ch 40038 U-S A -

4B. (CONFIDENTIAL ADDRESS): Number and Strost/Rural Roule/Apartnant Number, if any. [Applicants must pravide a onfidentini
streel addrass If a P. O, Box 6 tiseti as the Public Address In #4A above,)

N/A .

City ) State Zip Cade Country

auta’Apartmont Numbar, H any.

5. Telephone Nu
Home:;
Werk:

7. DatgakRian

@. Californla Privar's License Number (@ptional):

O Qo O oa

. Sex: O wae

i 0

=

9. Hava you ever hoen liconsad to practice medicine In any state, territory, province, country, or .S, faderal jurisdiction? .
O ves & o

[P YES, LIST YHEZ WHRISDICFION, UCENST NLMBER, DATE SBUED AND DATES OF PRAGTIGE IN THAT JURISOOTION. PLEASE INGLUCE PEAMANENT, TEMPORARY, TRAINING,
PROVISIONAL, LIMITED UCENSE, OR PEAMIT. AN ORIBINAL OFFIAL LETTEA QF GOON BTANOING (L33), OR GOMPARASLE LIGKNER MISTORY CEANFIOATION, |5 REQUIRED FUR

aE

EACH PERMANENT, TEMPGAARY, TANNING, PROVISIGNAL, LKITED LIGEHSE, OF PERMIT QETAINED IN AlY U.8, BTATE, U8, OR TEARITORY, OA PROYINCE,
OR L.B. FERERAL JURISDICTION, SACH LGB, O COMPAPABLE GERTIFICATICN, SHOULD BE MAILED BY THE 138UING AUTHCRITY DIRESTLY TO THE NEOICAL BOARD OF
CALIFGRNIA. )
| . Jurisdition Linanza Numbor Date of lssuanca Dules of Practice in that Jursdiction LGS
N N ol
10, D& you holdt any ciher professional license in any state, territory, provines, counlry, or U.$. federal jurisdintion? [J - Yes }i No p,b,,:,"f,,,.,
Licenses
IF VEE: PROFESSION: WCENSE MO JAIBNCTION: . O

AR THIR LICENSE GVER BEEN REYOKED, GR SUBJELT 7O DISCIPUNET (F YOS, PLEASE PROVIDE ALL CFFICIAL DUCUMENTATION REGARDING THE MATTER IN ADIYION TG A
VIRITTEN EXPLARATION.  YOU ARE ALSO REQUIACD YO AEPORT ANY MATTER THAT 13 ZENDING CF IN WHICH CHARGES HAVE BEEN QROPPLY on

es ] D
T1A. Are you currantly, or hava you ever heen, a participant in a puatgraduate training program In a facllity In the U.S. or Canada? P g
(You must includn every residency, internship, and felluwship, whether or not pl ) i

T ves A o 0

IF YES, LIGT FAMRS AND ADDAESSES OF ALL FAGILITIES, SUBMIT AN QRIGINAL CERTIFICATE OF COMPLETION OF ACGMB/ACREL POXTARADILTE YRANNG (o LIA)
FROM EACH FACILTY. (L0 NOT coupLete FORM L34 10 DOGUAERT TRAN,Z HCCEVEI-K PEAPARGH FELLLWOHIT (Rl fasad.} AL TAAIMNG LiUST D LISTED,
T | REGAPDLEGS OF WHETHER IT WAS SATISFACTORILY COMPLETED OR WILL BX Usen TD MEET LICENTING REQUIRGMENTS,

Facllity Namo [ Addross Calagarial 8péc ity Arsa Catas ol Attsndance

L 0

QUESTIONS 11B through 188:
ITyou answer YES 1o any of the rollowing questions. pleasa provids ALL off 5ial docu entation regarding the matiar In additivr te your written peisonal

explanations, An applicant must provide official hearing/court doeuments and ariginal tetters of explanation fram medical schools or ning program
directars. |fthese docyiments are nat proviziad with the applicaticn, they will ba regquesiad botorg reviaw of the applicotio! nproceed. APPLICANTS
ARE REQUIRED TO REPORT ANY MATTES THAT IS PENDING OR W WHICH CHARGES HAVE BEEN DAGPPER OR EXPUNGED.

11B. Have you ever withdrswn Irom, or been suspended, dismissed or expallad fram o madical school or pastyradusts iraining program

DR have ynu ever taken a isave of sbsence fram atrch a school or program?
Jw YOU ANSWERED YES, HOTH APPLICANT AND SCHOOL/PRDGRAM MUST PROVIDE DETALE ON A SERARATE ATPACHMENT. © 8

<

DF YoU ENBWERED YES, PROVIDE DETAILS ON A SEPAHATE AT‘IAGHMNT-]

12. Has a claim or action for damages evar been filad agalnat you In the course of the practice of medicine or any othar healing art which /
resuited in a maipraciice setilsmant, judgement, or arbltration award ot over $30,000,007
len "
", X - * T WG USE
MANDATORY LASCLOSURE OF U.S. BOGIAL SECURITY NUMBERS onLY
Digelzyurs of your U.S. soclal seourity numhar fs mendalory Susikon 39 ol thi Bysin g and Prafesskns Gade and Fotta|aw 2455 42 LSCA 405(c){2]|C}) authoriza
sollgetian of your 2eala| pacurily nurbor. Your soctal zaauiiy nuzmkar wil be used exsl tivaly for 12X enforsomet PUPO3L8, for piirposas ol conpliance with uny jutgmed |
e crdor for futnily supporcin accordance with Socllon 17520 of flks Famiy Cods, or for verlliextfon of [iaansure of oxaminalion STuS Dy o lizanaing of axamivalice entiy

Yeltieh utlizes 4 halional exarminglion dnd whera bean clre ia reslprosal with Ina ratuestng siate, B youtai ic dlsclogs your ek saoudly numbar your apaliastion fo- inlal
Fzarsure wlF ndl be precesscd AMD you wilf e repovind lothe fronchisu Tew Bonrd, whith avw assess s $100 panzky agalne! you,

VIAa: [ ) e

Schaal Coda




For all of the beiow, alse include any t.ary actions by the U.S. Milktary, LS. Publlc Health Service, LS. fadera)

goveramental enitlly,

13A. Have you evsr hoen charged with, or bean found 1o have committed, unprotessional cendust, protesalonal incompetance, gross., ‘_ g
heqligence, or repseted negligent acts or malpractice by any medical licensing hoard, other egency. or haspital? T

13K, Has any dlsclpﬂnary' action ever been filed or teken, Including but not limited to, informal or confidential

or latiers of warning, regarding any healing arts licenge which you now hold or have aver hejd? 13(8)
138, Is any auch aclion as deacribod akove pending?
13(B)
IF YOU ANSWERED YES 10 13A, 13B oA 13C, PROVIDE DETAILE ON A SEPARATE ATTACHMENT, 13(C)
14, Have you ever bean denied e license, permiesion to praclice mediving or any sther healing an, or denied permisalon
to taka an axamingtlon in any state, tarritory, counlry, ur U.S. federal |urlediction, or is any such action pending? /
{ IF YOU ANBWERED YES, PAOYIDE DETAILS ON A SEPARATE ATTACHMENT, ' 0 U/ :

allk to practice medi¢ine or any other healing arts in this o¢ any other state, or valuntarily

16. Have yo&u avar voluntarily aur

surrendered your tic (controlled sub ) permit (state or federal) to any [eensing board or any other agency, or is any such

action pending? L/
IF YOU ANBWERED YES, FROYIDE DETAILS ON A SEFARATE ATTAﬁNMEDﬂ-J M B/
18. Huve you ever had siuff priviiages In a hoepitsl danled, suspendead, 1 , revokad, 0f not for madical alsclplinary ¢ause, or

resigned fram o medical staff in lleu of disciplinary or administrative action, or Is any such action pending? P

[ You JusT DIBCLOSE ANY INFOAMAL OR GONFDENTIAL DISGIPLIMARY ACTION, ’ .Yes .lo : E/

17. Do you have any candition which in any way itnpairs or liimts your abHity tu practice medicine wilh rea. /
sldll and sefety, Inciuding but not limited ta, any of the tollowing? - .D m/

IF YES, PLEASE CHECK THE APPROPAIATE BOX(ES) BELOW:

A candition which required admission to an Inpatient paychlalric traatirent facllity,
tconol or chemical substance dependency or addictlcn.

Emgtional, mantal o behavioral disorder.

Other {explain):

FOR A BOXES CHECKED ARDVE, PLEASE SUDMIT COMPLETE QEFICIAL INPATIENT AND OUTEATIENT TREATMENT FECCRDS, EVIDENCE GF ONGOING
REHAZIITATION TREATMENT, AND A RERGOMAL WRTTEN EXFLANATION.

FUA ALL OF THE BELOW, YOU AAE REQUIRED TC LIST ANY COMVITTION THAT MAR BEEN KFT ARINE AND DISMIZSED DR EXPUNGED, OR WHERE A $TAY Of

FXECUTION HAS BEEN I9SUED,
lony) at any local,
ves| o m)?
s m//

18A, Have you ever been convicted of, or pled nole liro to, ANY violstion {Include every misdameanor or
state, or federal law of any state, territory, country, or U.5: tederal [urisdiction?
. 18 (A
108. Is any crlminal action related to the above pending? s
18 (B)

l IF YOU ANSWERED YEE TO T18A on 18R, PROVIDE DATAILS AN A SEPARATE ATTACHMENT.

svatEor. Coalydrsrw ta

countror_Orante .
The appil G ‘T’H :TA M‘H L&l (ﬁﬁf?ﬂﬂ‘ﬁ/ é'jvﬂégbﬁlng Hiest t_),rly sworn upen hisfher oalh duposes and

(PLEASE PRINT FULL NAME) (DATE OF BIRTH)

cays: that | am the peraon heratn namsd sutsedioing to this mpplication; that | have read the comglete application, know the full content thereot, and declare
.unger panalty, of perjuiy, that giief the Informeton contained frreln_and evidence o other gradentials submitiad herawith ara trus.and sozect: that §.am e,
laewtul holder of the degrese of Doclor of Medicing as preacribad by this application, that the 3ame was procursd in the regular course of Instration ani
oxamination, and that I, together with all the cadentisle aubmitted, were procured without fraus or misreprasentation or any mistake of whieh | am awnre and
that | am tha duwful holder thereof. Furitier, | hersby authorize all hospltats, institulions or organizations, my references, personal physicians, employets (past,
pregant, and hulure), business and profeseiona! assuciates (past, prosent, and future), and alk government agencies ttocal, stale, federal, or foreign) to raleasa
to the Mecical Board of Cellformla or its sLuccessors any information, Hles or records, including madical recortts, educations! récords, and records of pgychiatrle
traatment and treatment for dr.g andiar alzonel abuse or dependency, requasted by that 8oard In conneation with this applicalion; or any further or future
Investigation by that Board necessary to defenming my medical compeatsnce, professional conduct, or physical or mental ability io safaly engage In the practice
of modilne. | futher authoriza the Medical Board of Califomla or its succassors to refease 1o the organizations, Individuals, or grovps isted above any
Informaiton which |8 matertal to Ihls application of any subsequant licensure. | UNDERSTAND THAT FALSIFICATION OR MISREPRESENTATION OF ANY
ITEM OR RESPONSE ON THIS APPLICATION OR ANY ATTACHMENT HERETO IS A SUFFICIENT BASIS FOR DENYING OR REVOKING A LICENSE.

SIGNATURE OF APPLICANT: T/B‘T(ﬂ Joods Lo Kok b
t

(PLEASE SIGN FULL NAME, NOT INITIALS)

Signad and swern o before me this 3 "V(‘- day of J I.A_&\ ; ” Lo J .
_ p g YEAR
— __ —_ %,_m 5)?
" B, MOONC.LEE & A 2

.
ng:‘}; COMM. # 1324215 SIGNATURE OF MOTARY FUBLIC
(NS S INOTARY PUBLIC-CALIFORNIA D

By ORANGE COUNTY
ligoas COMM, EXP, NOV. 4, 20055+ .
T ST A — My commisslon expires NOVVQ‘:;U‘_(' L8

YIS AHYION

U7A-43 (Rev, C3NN}




5 IAJE OF GALEURNIA ~ GTATE ANO LUNSUMEKR SEHVIUES AGENUY LHAY OAVIS,
e

% . ) "~ JAEDICAL BOARD OF CALIFORNIA
P e S _ ' 142 @ Avenue, Sulte .54, Sacramento, CA 95826.32300%
Aol ‘ TEL: (818) 263-2499/FAX: (916) 263-2487 Internet: www.medbd.ca.gav |

APPLICATION UPDATE FOR PHYSICIAN'S AND SURGEON'S {465

Please READ all Instructions prior to compléRidy this application. ALL questions on this application must be answer@ﬂ:gﬂ;u elgpo mgcumanm must
o

be submitted as per Instructions, , Please type or print neatly. When space provided is insufficient, attach additional s|
are considerad part of the application. FALSIFICATION OR MISREPRESENTATION OF ANY ITEM OR RESPONS§ %Tﬁ?'fPPLicATION OR
ATTACHMENT HERETO IS A SUFFICIENT RASIS FOR DENYING OR REVOKING A LICENSE. i \

at@épments

ANY

{G PRQGE AM

1. NAME: Last Firsg ' Middfe

ko lanwtari G A . U—ZM-EA{'JI"

2. Other namg you have used (include maiden name):

~ta_ KADEMI

45, (PUBLIC ADDRESS; will be released by "ﬁm’ to the public): Number and Street/P.: r, if any,
— 13 s~
155715 Lo i~
City ’ State Zip Code Country

LA MiRADA CA Qe3Y U.<-A.

‘49:'(CC!NFIDERTU\L—ADDREBS):-Numbe-%nd—&imuﬁm—d—ﬂeuwmwunm: Numban-if any--[Applicants must previzie-a confidontial .
strent address If a P, O. Box Is used au the Public Address in #4A above,]

N

City State ' Zip Code Country ]
8. Telephone Num 6. Califomia Driver's License Number (optional):
Home: NUMBER EXPIRATION
Waork:
7. and .
. . Sex:’ O Male PA Female

ONLY
Peorsonal |
Data

i

9. Have you aever been licensed to practice medicine In any state, territory, province, country, or U.S, federal Jurisdiction?
1 vYes w_ No

ICLUDE PERMANENT, TEMPORARY, TRAINING,
COMPARARLE LICENSE MISTORY CERTIFICATION, 1S REGUIRED FOR
8. BYATE, U.5. OR CANADIAN TERRITORY, CANADIAN PROVINGE,
SHOULD BE MAILBD BY THE ISSUING AUTHORITY DIRECTLY TO THE MEDKIAL BOARD OF

IF VES, UST THE JURISDICTION, LICENSE NUMBER, DATE (SSUED AND DATES OF PRACTICE IN THAT JURISDICTION. PLEASE IN
PROVSIONAL, LIMITED LICENSE, OR PERMIT. AN ORIGINAL OFFICIAL LETYER OF BOOD STANDING (LGs), or
EACH PERMANENT, TEMPORARY, TRAINING, PROVISIONAL, LIMITED LICENSE, OR FERMIT CBTAINED IN ANY 1,
OR U.6. FEDERAL JURISDICTION, EAUH LGS, O COMPARABLE CERTIFICATION,
CALIFORNIA,

Jurisdiction ! License Number Dato of Issuance Dates of Practioe in that Jurisaiction

oflo oo o;oaQ

10. Do you hold any other profeagional Jicense in any state, territory, province, country, or LS. federal Jurisdiction? {7} Yeg & No

IF YBES. ~PRQFESSION: LICENGE NO.;

+ JURISOIG TION:

HAS THIB UCENAE EVER REEN REVOKED, OR BUBLEGY TO DISCIPLUNE? IF YES, PLEASE FROVIDE ALL OFFIGIAL DOCUMENTAYION R
WRITTEN EXPLANATION, YOU ARE ALSQ REQUIRED YO REPCHT ANY MATTER THAT

EQARDING THE MAYTER IN ADDITION TO A
'S EENDING OR IN WHICH CHARGES HAVE BEEN DROPPEH OR

0000 &

Frofessions)|
Licenses

d

JF VES, LIST NAMES AND ADDREBSES OF ALL FAGILITIES. SUBMIT AN ORIGINAL CERTIFICATE OF COMPLETION OF ACOME/RGPBC FOSTGRADUATE THAINING (FoRM L3A)
FROM EACH FACILITY, (DO NQT COMPLETE FORM L3AS YO DOCUMENT TRAINING RECENVED IN RESEARCH FELLOWSHIP PROGRAMS.) ALL TRAINING MUST BE LIBTED,
REGARDLES OF WHETHER IT WAS SATISFACTORILY COMPLETED OR WILL BH USED To MEET LICENSING REQUIREMENTS.

Yes o O
N = [ ——ty
11A. Are you currently, or have you ever been, a participant in a Postgrikivate training program in n facliity In the U.S, or Canada? ety
(You must includ every id ¥, Internship, and fellowship, whether or not completed.) Training
O ves X no [}

Fachity Nams Addrass Categorial Spaciaity Araa Dates of Altengdlance

e el -

QUESTIONS 116 throuah 188:
If yotr answer YES to any of the fo lowing questions, please provide ALL gfficial documentatisn reg

explanations. Anapplicunt must previde official hearingicourt documents and originial | 2ry of explanation from medical schoc
GIrgte ¥ these documents are not provided with the application, they will be requusted bof of the applicat

ARE REQUIRED TO REPORT ANY MATTER THAT 13 PENDING QR IN WHIGH CHARGES HAVE BEEN 1)

11B. Have you ever withdrawn from, or been suspended, dismissed or exg
OR have you ever taken a leave of absence from such a school or program?

d from a medical school or postgraduate training program

12, Has a clalm or action for damages over been filed against you In the courae of the practice of medicine or any other healing art which
resultad in a malpractice setttement, judgement, or arbitration award of over $30,000.007

| IF YOU ANSWERED YRS, PROVIDE DETAILS ON A GEPARATE ATTACHMENT,

arding the matterin addition to your wiritten person

[ fF YOU ANEWERED YES, BOYH APPLICANT AND SCHOOLIPROGRAM MUST PROVIDE DETAILS ON A SEPARATE ATTACHMENT. I .ailo
——— e =

al

" MANDATORY DISCLOSURE OF U.8. SOCIAL BECURITY NUMBERS

Discioaurs of your ). 8. sacial ancurily number is 7 « Section 30 of the Business and Proteusions Cotde and Publle Low 84455 (42 USGA 405(0)(2)(C)) authoriza
wl-cllo? of your social sacurity number. ;(:‘nodahw‘yw'wm B 30U exclusively for tax enfarcament purposes, for PUrpg 368 of compiianca with say [udgment
or ordor for family support in o } i

TA-d3 (Rav 03019 —




14. Have you ever been denied a license, permission to practice madicine or any other healing art, or denied permission
to take an examination In any state, territary, country, or U.S. federal jurisdiction, ar is any such action panding?

| ¥ YOU ANSWERED YES, PROVIDE DETAILS ON A SEPARATE ATTNCNMRNT.]

Yes

For all of the helow, alac Include any disclpiinary actions by the U.S. Milltary, U.S. Public Health Sarvice. or other U.S. federal u%g“&ﬂ
govemmental entity,

Licesg
13A, Have you ever been charged with, or been found to have committed, unprofessional conduat, professional Incompetence, gross - Data
negligence, or repeated negligent acts or malpractice by any medic¢al licensing board, other agency, or hospital?
13B. Has any disciplinary action ever baan filed or taken, including but not limited to, Informal or confidential dis ors,
or lettars of warning, regarding any healing arts license which you now hold or have ever held? 13 (A) D
13C. Is any such action as described above pending?

S loany : 13 (B} O
I I YOU ANSWERED YES 7O 134, 138 on 13C, PROVIDE DETAILS ON A SEPARATE' ATTACHMENT, J : ;"3‘(0)" O

No (|

actionpending?-—

i IR YOU ANSWERED YES, PROVIOE DRETAILS ON A SEPARATE ATYAGHMENT, |

16, Havae you ever voluntarily susrendered a license to practice medicine or any other healing arts in this or any other state, or voluntarity
surrendered yolir harcotic (Controlled substance) permit (smtq or federal) to any llcensing board or any other agency, or is any such .

16, Have yoil evar had staff privileges In a hospital denled, suspended, limited, revoked, or not renewed for medical disc
resigned from a medical staff In lieu of disclplinary or administrative action, or is any such action pending?

( YOu MUST DISCLOSH ANY INFORMAL OR GONFIDENTIAL DISCIPLINARY ACTION.

17. Do you have any condition which in any way lmpain or Ilmits‘y.our abliity to practice madicine with reasol
skill and safety, including but not limited ta, any of the following?

IF YES, PLEASE CHECK THE APPROPRIATE BOX{ES) BELOW:

A condition which required admission to an inpatient psychiatric treatment facility.
Alcohol or chamical substance dependancy or addiction.

Emotional, mantal or behavioral disordar.

QOthar (explain):

FOR ANY OF THE BOXES CHECKED ABOVE, PLEASE SUBMIT COMPLETE
REHABILITATION TREATMENT, AND A PERSONAL WRITTEN EXPLANATION

——— e Ay | =

AFEICIAL INPATIERT AND OUTRATIENT TREATMENT RECORDS, EVIDENCE OF ONGQING

B-B -

iplinary cause, or

FOR ALL OF THE BELOW, YOU ARE REQUIRED TO LIST ANY CONVICTION THAT HAS
EXECUTION HAS BEEN ISBUED, ~

/
18A. Have you ever been convicted of, or pled nolo contehdera to, ANY violation (Include every misdemeanor or falony) o
state, or federal-law of any state, térritory, country, or U.8. federal jurisdiction? -

BEEN SHT ASIOE AND DISMISSED OR EXPUNGED, OR WHERE A §TAY OF
N 14
/

f any local,
18 (A Yes|
188. Is any criminal action related to tho above pending? ) Lt D
[ T YOU answeRED YES 10 18A 0/ 18B, ROVIDE DETAILS ON A SEPARATE Aﬂ'MZHhENT.—I 18 (B) Yes (e |

STATECF___  CALI.FOR A4 A -
COUNTYOF___LOS ANGEBELES
The applicant, 6 / 7“& ?AMSHID/ LB A 7GR !’2 -1 éc?'bgn

says; that{ arn the porscn herein named subscribing to thia application; that | have read the compieta application,
under penalty of perjury, that ail of the information containad hereln and

lawful hoider of the degres of Doctor of Medicine as prescribed by this application, that the same was procured In v
examination, and that It, together with all the credentials subimitted, were procured without fraud or migrepresantat
that | am the lawful holder thereof, Further, | hereby authorize all hospitals, institutions or organizations, my references,
present, and future), business and professional associales (past, present, and futu
to the Medical Board of California or its successors any informatlion, files or record
treatifient and treatment for drug and/or alcéohol abuse or dependency, requested by that Board in connection with this application; or any
investigation by that Boatd necessary to determine my medical compete

irformation which is materlal ta this application or any subsequent licensure.

SIGNATURE OF APPLICANT:

alarati

Applicant

41¢
and NOTARY

g first duly sworn upon hig/her oath deposes and
' (PLEASE PRINT FULL NAME) (DATE OF BIRTH)

know the fuil content thereof, and deciare
evidence or other credentials submitted herawith are true and correct; that | am the

he regular course of instruction and

0N or any mistake of which | am gware and

parsonal physiciane, employers (past,
re), and all government agencies (local, state, federal, or foreign) to releass
s,. Including medical records, educational rssonds, and recsrds of psychiatelc

further or fulure

nce, professional conduct, or physical or mental abllity to safely engage In the practice
of medicine, | further authorize the Medical Board of Catifornia or Its succassors o release to the srganizations, Individuals, or groups listed above any

| UNDERSTAND THAT FALSIFICATION OR MISREPRESENTATION OF ANY
ITEM OR RESPONSE ON THIS APPLICATION OR ANY ATTACHMENT HERETO I$ A SUFFICIENT BASIS FOR DENYING OR REVOKING A LICENSE.

I .
| Z) MYOQUNG YU |8  SiGNATURE OF NOTARY FUB
Commission # 1277608 F
| Notary Public - California 12
I Lus Angeles Caunty | ‘ﬁ_z
My Comm. Expires Sep 15,
~—— —_— e My commission expires

07A-43 (Rev. 03/01)




- . ——— | — ——
o .

A A
STATE OF CALIFORNJA — S,'Q&AND CONSLMER SERVICES AGE!

GRAY DAVIS, Governor

e W "WEDIGAL BOARD OF CALIFORNIA /¢~

%. % (E‘,’:‘f%gr ﬁt LICENSING PROGRAM ﬁﬁ) b/ b [ 60
: oLl vy 1426 Howe Avenue, S fo, CA 95825-3236 g da

cﬂﬂfq‘é‘f‘ﬁg}f CALIFORNIA o e 016) 263.2499 " VLGS

St e ¥k HON FOR PHYSICIAN AND SURGEON'S LICENSURE

Please READ all instructions prior to completing this application, ALL questions on this application must be answered, and all
supporting documents must he submitted with this application as per instructions.
Please type or print neatly. When space provided is insufficient, attach additional sheets of paper.

MBC USE
ONLY

1. Name: Last First Middie
i KALAN TARL G1Th JAMEH1 D

. Other names you have used (include malden name): 3. i
GITA KADcMi Ry
* R (5o 2 fere O e |
" B | " e
6. Teleph 7. Date of Birify _'8. Caimia Drivers Licanse Number, It applioable:
Home:

Work: Place of Birth:

9. Are youaU.S. citizen?

If you are an international medical school graduate, you must provide an original full and unrestricted license to practice
courtry, OR official documentation of U.$. citizenship, OR an official Declaration of Intent to bacome a U.S. citizen.

10. Have you ever filed an application for physician and surgeon examination or licensure In California? O Yes A No
IrF YES. PLEASE GIVE DATE PREVIOUS APPLICATION WAS SUBMITTED AND ATTAGH ANY APPLICATION MATERIALS Y‘OU MAY HAVE RETAINED.

in another state or

11A. Uist the names and addresses of all colleges or universities attendad where pre-professional, postsecondary
instruction wae received. Please submit official transcripts with the school seal affixed for each school attended.

LN AR

Name _ Address Dates of Aftendance
MEDICAL_itveRsiTY oF | RAT2ERURG ER ALLEE J4p | KT 89 H 97
LYBFCK D 23538 CUBECK [ GERMAY
11B. Check whether the following premedical courses were successfully completed and show where completed: - ]
~ Course Yes [ No Name of College or University “‘4
= T = De T : . o
i_Ct_leujislry : v MEDICAL UV ERS Y oF LuRecik tn
| Physics v W " ) " z;
- +—r .
Biology or Zoclogy v N \ u 1 po-S
12. List the names and addresses of all schools where professional medical instruction was receivad, and, where ai;'élicat?[a, the' = {w
degres awarded. PLEASE SUBMIT: 1) an original Certificate of Medical Education (Farm L2) and officlal }ianscripts with the aign'q'ﬁue ofthe s )
dean or ragistrar and the school seal affixéd from each school attended; and 2} an original medical diploma and a photocogy. M e Ll
W_S_ahool Name - Address Place of [nstruction Dates of Altendance Degrc«;A_war(in— L2 ‘Trang
NKAT2EGURGER | LUBELE JCEAMBN WINTER SEMESTER | Dear i | ex 8
AULEE 60 7 PRIETI Eurt |30

DDCTOR OF MEDICINE DEGREE, a5 referenced above, (Note: A LS. graduate may, in liewof the. original, submit an affisial certified photocopy thatl has thg
school seal affixed and tha signature of the registrar certifying authenticity.)

Nama of Madical Schoo!

Address of Medical School Exact Dale of Issuance

MEDiCAL UMVERSITY RATZEBURGER ., _ -]~ ﬂ
= LEE 180 2iges LUBECE Dl -2/~ TP .
Y Mmm?ofv nlslo“gsaﬁ%bﬁcgcm SECURITY mﬁe_asg" { r‘!ﬁ# ” y i

Disclosure of your sccial securily number (or federal employer idantification numbssr [FE
Frofesslons Code end Pubfic Law 94-455 (42 USCA 406(c)2)(C)) autheriza colluction

used exckiglvaly for tax enforcarmant purposes, for purposes of <omphance wilh any judgment or order for famtly support In aceordance with Section 11350,6 of {he
Walfare and Institutions Code, or for variflcatlon of icansure or examinaticn siatus by a licensing or examination antity which ulllizes a natlonal axamination ang where
licanuuee is recipioca! with the raquesting state. If you fail lo discloge your soclal security number ar your FEIN, your application far inltin| Ilcensure will not ba
pracassad AND you will B¢ reparted to the Franchise Tax Board, which may eysess a $100 penalty againal you.

) School Code
07A-10¢ (Rev, 3/99)

IN}. if you are & partnership) is mandatory. Section 30 of the Business and
of your social security number. Your social security mimber or FEIN will be




13. Have you taken any of the following written examinations: Nationa) Boards, other state boards, USMLE, SPEX, FLEX, or
LMCC? ® Yes J No

IF YES, uST NAME, LOCATION, DATE AND RESULT OF EXAMINATION. SUBMIT AN ORIGINAL OFFICIAL FEXAMINATION MISTORY REPORT FROM EACH:
- EXAMINATION AGENCY. ARPLICANTS WHE HOLD CERTIFIGATION THROUGH THE EpucaTional. Commission For Foreien Mepicar Graouates, (ECFMG)
WILL NEED TO SUBMIT AN ORIGINAL VALID ECFMG CERTIFICATE PRIOR TO LICENSURE, :

Examination Locetion z Y Data Reault
_USLME STEP || PBREA ,,y!MefiijEﬁ'/foM/m@ DCTOBER 20,1994
USLME STEP2 E&M&ﬁ/?fuwﬁkmw/lﬂgf%ﬁ; APRI\L 32000

14. Have you ever been licensed to practice medicine in any state or country? ‘ O Yes ﬂ No
IF YES, LIST. STATE OR COUNTRY, LICENSE NUMBER, DATE ISSUED AND DATES OF PRACTICE IN EACH ISSUING AGENCY'S JURISDICTION. SuBmIT A LETTER
OF GOOD STAND!NG FROM EACH STATE IN WHICH YOU ARE OR HAVE BEEN LICENSEL. PLEASE INCLUDE TEMPORARY,' TRAINING, OR PROVISIONAL LICENSES.

State or Cauntry [ License Numbes Date of lssuance -~ Dales of Practice in that Jurisdiction

15A. Are you currently, or have you ever been, a participant in a postgraduate training program in a facility in the U_S,

or Canada? 0 Yes X No
IF YES, LIST NAMES AND ADDRESSES OF ALL FACILITIES, SUBMIT AN ORIGINAL CERTIFICATE OF ComeLeTion OF ACGME/CCME POSTGRADUATE
TrainNG (ForM L3A) From eacH FacLITY. (Do NOT coMPLETE FORM L3A/BS TO DOCUMENT TRAINING RECEIVED IN RESEARCH FELLOWSHIP
PROGRAMS.) ALL TRAINING MUBT HE LISTED, REGARDLESS OF WHETHER IT WAS SATISFACTORILY COMPLETED OR WILL BE USED TQ MEET LICENSING e ]
REQUIREMENTS, X
Facilly Nama - Address ] Type of Service: Dates of Attendance I

QUESTIONS 15B through 21:. For any positive response 1o the foillowing guestions, please provide ALL official documentation regarding
the matter in addition te written explanations. If applicable, an applicant should also provide official hearing/court documents and original letters
of explanation from medical school or training program directors or other appropriate autharities. APPLICANTS ARE ALSO REQUIRED TO
REPORT ANY MATTER THAT IS PENDING OR IN WHICH CHARGES HAVE BEEN DROPPED QR EXPUNGED

15B. Have you ever withdrawn from, or been suspended, dismissed or expelled from a medical schoo! or p uat 1ing

program? es No ﬂ

16. Have you ever been charged with, or been found 1o have committed, unprofessional conduct, professicnal incompetence,
gross negligence or repeated negligent-acts or malpractice by any medical licensing board, other agency, or hospital or has any Data
disciplinary action ever been filed or taken regarding any healing arts license which you how hold or have ever hald, or is any such ":
action pending? 'Include any disciplinary actions by the U.S. Military, U.S. Public Health Service or othar

U.S. federal governmental entity.  {F YES, GIVE DETAILS BELOW. es o]

State Date Charge ' Disposltion

»o

LR EAY .
07A-100 (Rev. 3/99) ‘ ..




which resulted in a malpractice settlement, ;udg

TT Has a claim or action for damages ever b,led against you in the course of the practice dicine or ther i
nt or arbitration award of over $30,000.00? Yes N
Ir YEQ GIVE DETAILS BELOW. )
o

- Name of Claimant . f Location of Court  + | ) Brief Description of the Facts

"' T
W b wkuu'd uwl‘v

|
|
v ] .

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

18. Have you ever been denied a license, permissien to practice medicine or any other healing art, or denied sion“\l
i¥ YES, GIVE DETAILS BELOW.

Stala ar Country Date of Danial Reasaon far Denial

19. Have you ever voluntarily surrendered a license to practice in the healing arts in this or any other state, or voluntarily
surrendered your narcotic (controiled substance) permit (state or federal) to any licensing board or any other

| agency, or is any such action pending?

20. Have you ever had staff privileges in a hospital denied, suspended, limited, revoked ar not renewed for medical

disciplinary cause, or resighed from a medical staff in lieu of disciplinary or administrative action, or is any suc n .
pending? Yes No

21. Do you have any condition which in any way impairs or limits your ability to practice medicine with reason ill an .
including but not limited to, any of the following? Yes lo]

IF YES, PLEASE GHECK THE APPROPRIATE BOX(ES) BELOW:

A condition which required admission to an inpatient psychiatric treatment facility.
Alcohol or chemical substance dependency or addiction,

Emotional, mental or behavioral disorder.

Other (explain):

BN

FOR ANY OF THE BOXES CHECKED ASOVE, PLEASE SUBMT COMPLETE DEFICIAL INPATIENT AND QUTPATIENT TREATMENT RECORDS, EVIDENGE OF ONGOING

REHABILITATION TREATMENT, AND A PERSONAL WRITTEN EXPLANATION. !

- QUESTION 22: For any positive response to the following question, please provide ALL official documentation regarding the
- matter in addition to written explanations. If applicable, an applicant should also provide official hearing/court documents and

original latters of explanation fram appropriate authorities.

22, Have you ever been convicted of or pled nolo contendera to any violation (including misdemeanors and felonies) of any
federal, state or locul law of any state, the Uniled States, or a foreign country or any violation relating to the possession, use,
illegal sale, transportation, manufacture distribution or dispensing of controlled substances, or is any such action pending"

(Exclude violations of traffic laws, including speeding, which resulted in fines of $300.00 or less.) If YES, give

YOU ARE REQUIRED TO LIST ANY CONVIGTION THAT HAS BEEN S|
1ISSUED.

Violation and Location Date . Panalty or Digposilion

07A-400 (Rev. 3/99)




PHOTO DECLARATION
| heraby declare under penally of petjury

under the laws of the State of California,
that the photo of myself attached heréte,

i N
my age then being _- years;

my color of hair

my color of eyes
vy height
my welght _

and identfying marks are

Signagureof Ag)éilmt: )

|

lﬂ;ﬂ‘- J s |

“

Notice: Alliterna in this application are mandatory; nane are voluntary. Fallure 1o pravide any of the requested information will delay the processing of your application,
The information provided will be used to determine your gualifications for licensure per Section 2080 of the California Business and Professions Gode, which authorizes
the collection of this Information. The Information on your application may be transferred ta other medloal licensing authorities, the Federation of State Medical Boards,
) or other governmental or law enforcement agancizs. You have the right to review your application subject to the provisions of the (nformation Practices Act. The

Program Manager of the Licensing Program is the custodian of records.

STATE OF C.cv( : C"" ranl oy )

COUNTY OF O M'hd £ ) - ;
The applicant, 6 ( T/I JpMSH 1D - t ﬂ[ﬂﬂ" 7/—'7/?/ ‘ , being first duly sworn upon his/her

PRINT FULL NAME OF APPLICANT
oath deposes and says: that he/sha is the person herein named subscribing to this application; that he/sha has read the complete
application, knows the full content thereof, and declares that all of the information contained herein and avidence or other credentials
submitted herewith are true and correct; that he/she is the lawful holdar 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 the applicant is aware and that the
applicant is 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 te the Medical Board of California or its successors any information, files or records,
including medical records, educational records, and records of psychiatric traatment and treatment for drug and/or alcohol abuse or depen-
dency, 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 er mental ability to safely engage in the practice of medicine.
I further authorize the Medicai 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. | further acknowledge that falsification or misrepresentation of
any item or response on this application is adequate to deny the same or to hold a hearing to revoke the same, if issued,
SIGNATURE OF APPLICANT: 1TA < /- A‘»?Z/CJ—-—‘ s ﬂﬂéﬂ \ZZM»— S L/Z\‘ fonbo B

" (PLEASE WRITE FULL NAME, NOT mmm.syj’

Signed angd sworn to befora me this ? 0 A day of MHM\_ 200D

%e ol

MOON C. LEE S SIGNATURE OF NOTARY POBTIC =~
Commission # 1158146 15 - .
No:afy Public - Calltornia | 3 S} oo &QM !1?! U Lo [gb,\&w\ h\t’h CA 304
Orange County = ADDRESS ' ! ’
My Comrm, Expires Nov 4, 2001 | 5‘{’1

_______ Y My commission expires _]5.9_((, Q-_"_O;

OTA-100 (Rav. 3/90)




STATE QF CALIFQRNIA — STATE AND CONSUMER SERVICES AGSV.

- 'MEDICAL BOARD OF CALIFORNIA
w;ﬂ?.m LICENSING PROGRAM
Consumer 14286 Howe Avenue

i Sacramento, CA 95825-3236
8 )
Affair (916) 263-2499

CERTIFICATE OF MEDICAL EDUCATION

O0L: DO NOT COMPLETE IF PHOTOGRAPH OF APPLICANT/STUDENT IS NOT ATTACHED BELOW.

This certites that &5 7 A A<BDEM) (T EALANHRYor

] B FULL NAME or»I@lecm{L p— ’
MEDICAL UNVERSITY OF | LUBECK [/ GEERMANY
" NAME OF MEDICAL SCHOOL. d i 1.OCATION 7
onthe | &Y  dayof PRIG 2 ER 1989 andwas granted the following credits on enrollment:
MONTH -

Premedical Education: Two years of preprofessional postsecondary educatlon, inchding the subjects of physics, chemiistry,
and biology (Business and Professions Code Section 2088).

MEDICAL VERS Ty OF LOLECE 99 bis? q)

EDUCATICONAL, INSTIrUTION DATES
Advanced Credits: Credits previausly obtained at an approved medical, deatal, or osteopathic school, +
Nikk : A 7 A
MEDICAL SGHOOL TOTAL CREOITS DATES
The undersigned further certifies that the records of this institution show that K he attended in this institution 2
SPECIFY NUMBER
years of resident instruction of 2 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 20489), and that;

g & he was granted the degree Besheler/Doclor of Medicina by OR Duhe withdrew from

/
the above mentioned medical school on the 24 H\ dayof AP R 19 9F .
MONTH
Anatomy Dermatalogy Preventive medicine, including Nutrition
Otelaryngology Embryoloyy Physical Medicine
Obsletrics and Gynecalogy Histology ‘Therapeutics
Radielogy, including Radiation Safety Human Sexuality as defined in Section 2080 Neuroanatomy
Tropical Medicine Medicine Child Abuse Detection and Treatment
Physiclogy Surgery, including Orthopedic Surgery Geriatric Medicine
Biochamistry Urology Pediatrics
Patholagy, Bacteriology and Immunojogy Psychiatry Pharmacology
Cphthalmology Neurology Anesthosia

Alcoholism and Chemical Dependency Family Medicine++
Spousal or Partner Abuse Detection & Treatments s+

Each school where professional medical instruction was received MUST completa ons of
thase forms. If more than one school was attended, Photocopies of this blank form may
he made and used. Note that photograph and all entries to the form must be original.

Q, LY applicable to medical students who graduate from medical school on or
qttex May 1, 1998

-] applicable to medical students who enrolled in medical schoel on or after
gmber-1; 1994,

“SAANSCRIPTS FOR ALL ADVANCED CREDITS AND MEDICAL SCHOOL CREDITS
MUST BE SUPPLIED WITH THIS CERTIFICATE

Medical Schoal ?al MUST be Imprinted Partially on the Photograph.

Signed andth?'( ool seal affixed thig L day of 4!"{,7’ LT

. lﬁ‘t—.,_l?) ;J'.us[nu-— : PRESIEFNT, SECBBTARY, DEAN

———




[ [ .
STATE OF GALIFORNIA -- STATE AND CONSUMER SERVICES AGENCY - . ARNOLD SCHWARZENEGGER, Governor
m

s MEDICAL BOARD OF CALIFORNIA -~ *: 2750 Ot
et 1426 Howe Avenus, Sulte 54 LA
Conmumer . Sacramento, CA 85826-3236
Affairs (916) 2632382  FAX (916) 263-2487 SHAT =6 Pt ): 2%
www.caldocinfo.ca.coy

'—!ldﬁl‘ Din-U f’InL.\ h 14 ”‘
CERTIFICATE OF COMPLETION OF ACGME/RCPSC POSTGRADUATE TRAINING
To be completed bx the facllity for avety medical school graduate comgetlng ggqtgraduate fraining In the United States or Canada. ‘
ATTENTION PROGRAM DIRECTORS AND DIRECTORS OF MEDICAL EDUCATION: THE PERSON WHO SIGNS THIS FORM MAY_N.QI 13 RELATEDTO !HEAIPUCANT 8y BLOOD MMRJAGE OR ADOPTION,
Qoly fhe Frogrom Directer and fhe Direciar of Medicol Education may sign this form, ¥ ihat signalure nty is being ¢ dio reson, avh must b-
attochad o this form (nay be o photocopy). Such daldgolion must be on offiell leflerhead and must be daled within the lcm 12 months.
| PART 1: To be completed by the APRLIGANT. ' .
LASTNAME of Appilcant First Neme " Middls tnitial

KALANTAR) GCITA | J_

Date of Q&b EIREAAS Telaphone Number:

Home: : }

unentAddraaa

City Stae . Zlp Cods

PART 2 1one comploten by the PROGRAM DIRECTOR. : ) I
- ALTIENTION PROGRAM DIRECTQR! Da ot sign and date this fofm bn{o:o the last day of any postyraduate lmminq year ,v,'mh will bc, used by the
. applicant to qualify for licensure. Cnmn!otlnn of this form will certity that the individual named in PART 1 above completed a period of accredited -
postgraduate training at this facility. If a period oftmmlng WAS compicted in a satisfactory manner, please provide a separate detailod -
narrative explanation. the fullowmu mfonnatlon ] prowdea to (.ortnfy satisfactory” completion. PLEASE SEE THE REVERSE FOR A DEFINITION
. QF "SATISFACTORY." . . . : ’

Nama of Faclity: ¢ telpd Y  PUEDICIN L || Address of Faolity, s

RING [ OB M&D/Mh; et 1208/ S WILMINETIN 1404 Gops

Naime of Program Dlractor; @

(ESAR  ARAI UL MO

-

[ “Signature of Pragram, Dirsctor 7 T e
(Y7 7w
L.Isf Calagorical Spacialty Araa of Training Compietad by Traines: - o Data Training Oommenced: Date Tralning _L_Tompbted’i N
LATERLAL PUEDICA- L. /=l - O«f /5 05

If the tralning was rolating ar tranaitienal, st the specific rotations and the number of waoks spent In each (SEE THE REVERSE FOR INFORMATION TON ON SATIBFYING THE
GENERAL MEDICINE TRAINING RLQUIREME'\I'I‘)

'BART3: To'be completad by the DIRECTOR OF MEDICAL EDUCATION and nmxm with the official facility seal,.
;e of Ihe Director of Madical Education Natria of racslll

Sharon Asniey , D, VN, MER. Kingy | Ocew Medical p@y,ﬂ,p

Yaoal" S wimingtgn e, Suite 2831

Pf\Rl‘i ulgnatum. of plh» OR OF I‘J i:LlI(.l\L EDUCAT[ON feﬂlf,‘i .lq ;ah.,f‘\ctary camplcllon of .mmmq

Attention: Director of Medical Educatiopl Do not sign and date this form before tho Jast dédy of any postgradugte training year which will be used by the apalicant !o quamy for
licensure, Tiis form may be signed by the current Ciractor of Medical Education; It daes not need to ho sigried by the permon who wis the Dirsctor of Medical Education at the time
of tha fraining Hstad above.

Notite to Applicant; If this form ks usad 1o verify pasigraduats tralning beyond that which is required for licensure, this form can be signed by the Director of Medica! Education and
the Program Director hafore the final day of fralning. Haveever, If you are licsnsed sftar the date upon which training was completed AND if the form was slgned befors the final day
of the tralning year, 2 hew form must be completed and submitted to the Medical Board of Callfornla.

MUST BE AFFIXED IN THE 8OX TO THE LEFT TO CERTIFY TRAINING,

. I hareby dactare under penalty of perjury under the kaws of the State of Califomia that the abave statements are true and
correct and that the training program is approved by the ACGME or the RCPSG o offer the type and leval of training
completed by the applicant and that the applicant was trained in an approved ACGME or RCPSC program msdion

Signature of Director of Medical Educztion: Date Slunad:

Staren A faley, D\ MPH, Mk 5(02/05

v

HOSPITAL. OR NOTARY SEAL

L e o L OFFICIAL HOSPITAL SEAL OR NOTARY SEAL, DATE AND SIGNATURE

1)‘7A-‘i00—_f.3« (Revyised 03-01)
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" STATE GF CALIFORNIJ, - STATE AND CONSUMER SERVICES AGENCY
' g e e — -
MEDICAL

< %

ARNOLD SCHWARZENEGGER, Governor

BOARD OF CALIFORNIA | = =2+ -
LICENSING PROGRAM BRI N
1426 Howe Avonue, Suits 54

Sacramento, CA 95825-3238 )
(916) 263-2382 © FAX (916) 263.2487 T _
www.caldocinfo.ca.qov e R

CERTIFICATE OF COMPLETION OF ACGME/RCPSC POSTGRADUATE TRAINING

To be compieted by the facillty for every medical school graduate completing postgraduate training in the United States or Canada.

"PART 1: TO BE COMPLETED BY THE APPLICANT
NAME: Last . ,. _ .
K_mm Ac\ CLTA

U.S. Social Securiti Number | Date of Birth

Public/Mailing Address

15575 LEFTHILE DR

Tele
M2 ADA State/Province

CH
Medical School of Graduation:

MEDI LAl UNMVERSITY OF LGBECK [ GERMANY

— Middle ‘
S e

|

ATTE DIRECTOR: Do not sign and date this form before the last day of any postgraduate
g 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 satisfactorily completed a period of accredited postgraduate training at
this facility and that the trainee has acquired the skill and qualifications necessary to safely assume the
unrestricted practice of medicine in this state.
Name of Facllity:

J&%ﬂ@mﬁl@:&no Kas'idww
Address of Facility: . _ 1
1900 8. Gand e Sl /o

Catagorical Specialty Area of Training [ Start Date of Training

- - 3012008

Yy el CL{A¢ .
UNUSUAL CIRCUMSTANCES:

ACGME 10 digit Program number:; (www.acgme.org)

Did the trainee ever take a leave of absence or break from their training?
Was the trainee ever terminated, dismissed or expelled? " YES
Did the trainee ever resign? YES
Was the trainee evef placed on probation? YES

Was the trainee ever disciplined or placed under investigation? YES

Were any incident reports regarding this trainee ever filed by instructors?

Were any limitatlons or special requirements placed upon the trainee for
clinical incompetence, disciplinary problems or for any other reason? .

Did the program decline to renew or offer the trainee a postgraduate training
program contract for a following year?

A “Yes” response to ANY of the above questions requires the program director to provide
8 written explanation on a separate attachment. :

O7A-100-.3 (Rev. O7/5) .



4,

Ty - DEFINITION OF “SATISFACTORY” COMPLETION OF TRAINING

1 The program director signing this. form is formally certifying and gecumenting under penalty of perjury that the traines received
Instruction appropriate for the particular postgraduate level and that he/she satisfactorily completed periods of training in
accordance with.the accepted standards and the criteria defined as equating to “satisfactory” performance as described below. The
program director will personally be attesting to the fact that the trainee has acquired the skill and qualifications necessary to safely
assume the unrestricted practics of medicing In this state.

"SATISFACTORY" IS DEFINED AS: THE TRAINEE PERFORMED AT AN ADEQUATE LEVEL BASED ON EVIDENCE OF
SATISFACTORY PROGRESSIVE GROWTH INCLUDING DEMONSTRATED ABILITY TO ASSUME GRADED AND INCREASING
RESPONSIBILTY FOR PATIENT CARE, '

GENERAL MEDICINE TRAINING REQUIREMENT

To qualify for licensure In California, appllcants who are graduates of an International medical school must complete at least four months of
posigraduate tralning in GENERAL MEDICINE as part of the requirament. Applicants who are graduates of a U.S. or Canadlan medicel schoa,
who have not completed postgraduate training raquired for lleensure by July 1, 1890, must also comptete four months of trainlng in GENERAL
MEDICINE prior to ficensure. The GENERAL MEDICINE reguirement may be salisfied by actual clinical practice where the applicant has direct
patient care respongibillties In any particular specially ar sub-specialty area for at least four months.

I hereby certify as the program director, that the Individual named in Part 1

has completed Q has not completed
a minimum of four months of general medicine as part of this postgraquate training program

R

accredited by the ACGME or the RCPSC. L Ao
T T T T T T e e e e A TURE OF PROGRAM DIRECTOR ™ " | * ~

ATTENTION PROGRAM DIRECTOR: THE PERSON WHO SIGNS THIS FORM MAY NOT BE RELATED TO THE
APPLICANT BY BLOOD, MARRIAGE, OR ADOPTION. [f that signature authority is being delegated to another parson,
evidence of that delegation must be attached to this form (may be a photocopy). Each delegation must be on official
letterhead and must be dated within the last 12 months.

HOSPITAL SEAL
‘ OFFICIAL HOSP|TAL SEAL MUST BE AFFIXED IN

THE BOX T THE LEFT TO CERTIFY TRAINING

The training program [s accreditad by the ACGME ar the RCESC to offer the type and level of
training campleted by the applicant, and the applicant was trained in an accredited AGGME or
RCPSC program positior, | hereby declare under penalty of perjury under the laws of the State of
California that the statements are true and correct,

Moweeen Stohm

PRINT NAME OF PROGRAM DIREGTOR

Ml SFto 2/2870¢

SIGNATURE OF PROGRAM DIRECTOR DATE SIGNED
Slgnature Stamp Is Not Acceptable \ :

e e S T B Sty R L P e e
%glﬁa%hofg it %&alﬁsu ot available the prograrm iSForm
Bl f‘m@’«ﬁ&ﬂmﬁﬁ%ﬁw%gﬁﬁm ig%mﬁw 2R SRR

. . 1 e

State of ( ?@%ﬁﬂma‘

County of 5

Subscribed and sworn to (or affirmed) before me on

TH '
this & day of % , 20 __Qé.__k,
by - “MM AL g, Sfi‘m‘-}/\m ; /LA"O i

personally known to me or proved to me on the basis of satisfactory evidence to be the person(s) whe appeared before me.

s eri e —

. EFRENCH
Commisslon # 1379464

3 Notary Public - California £
' Los Angeles County
by Comm. ExprasOct 10, 2006

CIIHN 20 2
SIGNATURE OF kbTaRY PﬁTC o L 3 B

O7A«100-L3 (Rav. 07H05)
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- *
ETNIE OF CALIFORNIA — STATE AND CONSUMER SERVICES AGENCY ) ARNOLD SCHWARZENEGGER, Governor

e MEDICAL BOARD OF CALIFORNIA
b o Citas LICENSING PROGRAM SR T
Copsumer 1426 Howe Avenue, Suite 54 R AT S !
Afiairs Sacramento, CA 956253236 hor &ty
(916) 263-2382  FAX (916) 2632487 - w10, i
wiww.caldocinfo.ca.gov TG e

CERTIFICATE OF CURRENT POSTGRADUATE TRAINING ENRbLLMENT

Al the time of licensure, you may be entitled to 2 reduced initlal license fee if you are actively
_participating in a sfotted position in an ACGME/RCPEC accredited postgraduate training program.

NOTE: This form may not be used in lleu of the Form L 3A-B, “Certificate of Completion of ACGME/RCPSC
Postgraduate Tralning.” )

: J i ——- Middle N
~I\IA.ME Last KQ[CLV"\! l FlrstGlTﬁ_ , J ddlg!/\w{(‘

Medical School of Graduation:

- MED| CAL UV BRSITY %;,F LUBED
g in an ACGME or RCPSC accredited postgraduate 3’

training position that started on ! MB N ,/ : D, / A0S and s expected to be
. Nt _m= , JO 0 1) A A T ) - \
completad on Mcé:m / % 0/ S G0 7 Fteon ey o
. - ‘ - a

»
year eGially Aiga of Trainiag B
G ‘ d ‘ 4 W

located at_J$00 . Qeand L,}g Angeles, OB g20L8 -
: ‘ f Adtirogs of Faci ' 4 —

I(__.

p , iy
The 10 digit ACGME Program#t: | & 0 0 5 2 ) 4 § € weorto hitoAwsany acams, grcfadspisblc

i hereby declare under penalty of perjury under the laws of the State of California that the above statements are true and correct and the
above program is accréditéd by the ACGME or the RCPSC fo offer tho type and level of training completed by the applicant and that the
applicant is being trained in an accredited A%SME or RCPSC postgraduate tralning posttion,

MSWMIMv

PRINT ma OF PROGRAM DIRECTOR ' ‘
ot

SIGNATURE CF PROGRAM DIRECTOR - Signature Stamp Is Not Acceptabls
- 78 fo5 _
DATE TELEP NE NUMBER

ATTENTION PROGRAM,DIRECTOR: ‘THE PERSON WHO SIGNS THIS FORM MAY NOT BE RELATED TO THE APRLICANT BY BLOOD, MARRIAGE, DR ADOPTION.

 Orily the-Ptogram Director may sign thls forrn. I that signature autherify is belng delegated to another person,l evidence of that delegation must ba attached to
this form (may be a photocopy). Such delegation must be on official letterhead and'must be dated within the (ast 12 months

CTR fia ; o ol

[}
County of _L&ﬂqcfﬂj

Subscribed and sworn to (or affirmed) hefore ma an

tis AV day of A/ Y e ooy 2005
by MQL«L/‘"’—% S\?Lfd/LM‘ ) -
. - P -
persenally-nowmte-me or proved to me on the hasis of satisfactory evidence to be the ersontsQ 0 appeared before me.

bl |l

'SIGNATURE OF NOTARY ﬂau’c

OFFICIAL HOSPITAL SEAL OR NOTARY
SEAL (WITH JURAT COMPLETED ABOVE)
MUST BE AFFIXED IN THE BOX AT THE LEET

07A-1004.4 (Rev. 07405)



STATE OF CALIFORNIA — STATE AND CONSUMER SERVICES AGE' .7 GRAY DAVIS, Govatnor
o
4

g

e MEDICAL BOARD OF CALIFORNIA

et or LICENSING PROGRAM
Cﬂﬂﬁ;’"‘” 14268 Howe Avenus

Sacramento, CA 95825-3238
(916) 263-2499

OFFICIAL BREAKDOWN OF UNDERGRADUATE CLINICAL CLERKSHIPS

FOR G |TH j KALANMN TAR) C;‘CA_DE:N{)
[YPE OR PRINT FULL NAME QF APPLICANT

ONLY UNDERGRADUATE CLINICAL CLERKSHIPS IN WHICH THE APPLICANT PARTICIPATED
IN DIRECT, HANDS-ON DIAGNOSIS OR TREATMENT OF PATIENTS IN A CLINICAL SETTING
SHOULD BE REPORTED ON THIS FORM. ANY CLINICAL CLERKSHIPS COMPLETED THAT

DO NOT MEET THE ABOVE CRITERIA SHOULD NOT BE REPORTED ON THIS FORM
AS THEY WILL NOT SATISFY CALIFORNIA'S GLINICAL TRAINING REQUIREMENTS.

UNDERGRADUATE CLINICAL CLERKSHIPS

{Please list all applicable training in the area below and on the reverse sir.lé of this form.
List training in date order commencing with the first clinical year of training.)

DATES OFATTENDANCE WEEKS OR

CLINICAL SUBJECT AREA FACILITY NAME AND ADDRESS FROM - TO WESKLY HoURS
HEDR S (MonthiDay/Year) OF CREDIT
/| SURGERY | HEIRRERG | TANGSTEDTEA. 93 . g2 - ¢2 | 4ok ol
g LANDSTR-: Yoo IiDUD Hm&l‘feé‘éZ A3 . ‘,f"‘l_‘ -3 Pg’m

_ MEDICAL UNWERSITY OF LUBEM po- /o - wohe
/| NEUROS URGERY RAT2E BURGER ALLEE I6t, zyoawm'oﬁ;f_ _gg;f?{ _|pageres

1 OB TETRICS AND | MEHK HOSPITAL |, 2ARTOSHT 07 1b- 93 | yok"

/ GYNECOLOGY | AVE, TENEAN [ Zkan g - Pz | poLEE
| SuRGERy | e eurscnurcer Alegpe, 25N B
| medwibe !1/13%91/-‘14 y ,‘2@,},“2@5 i{/;]tzf-%:mﬁﬁo?;& P f:‘;%f:ijy" i i%ﬂg%
Asuncery | UeT PEPEAL GO liang- o iR

MEDICINE UCSD MEDILAL CENTEE oYy~ 9y - 45 yoke A

SkN-DiEGo aw wET ARe IR [TEAT 0 fag

; P UCSD ) VA - #ospli7#L 5 G %
“DICINE b L a5 =22 25 | 4
hed 550 LA JoLh Griner an o =R TUE ) Y|
PoVCH AT RY csp ) yA - #oSporAc — lag - )9 =95 _ vopsy

50 A JOUAMLISEBL LA pg . T . 9 | L%

THE COMPLETION OF THIS FORM IS REQUIRED ONLY OF ‘
TAA0LA (Rew, 399 INTERNATIONAL MEDICAL SCHOOL GRADUATES




OFFICIAL BRE@IKDOWN OF UNDERGRADUATE CICAL CLERKSHIPS ]

FOR
TYPE OR PRINT FULL NAME OF APPLICANT
EDICAL SCH : SEE REVERSE SID INSTRUCTIO

UNDERGRADUATE CLINICAL CLERKSHIPS (Continued from the front of this form.) f

' DATES OFATTEMDANCE WEEKSOR
CLINICAL SUBJECT AREA FACILITY NAME AND ADDRESS ; FROM -- TQ WEEKLY HOURS

' {Month/Day/Year) OFCREDIT |

- — ]
4

———— ]
.

MEDICAL $CHOOL SEAL

L Tif. Do D. Jocka

FULL NAME of Dean w~Regtstrar(Please TYPE OR PRINT}

declare under penafty of perjury, that | amAyas’the Dean erRegistear for
the student na abiove and that | have carefully read this form and that

the statemen ade'hefein are strictly true in every respect.

o PNl ey 20w -
/ V Signature ?Date -

07A-100-L5B (Rev. 3/99)




(DU NUIL DEITAUH)

Medical Board of California — Physician's and Surgeon's Renewal : . AMOUNT DUE IF
EXPIRATION : AMOUNT POSTMARKED AFTER
LICENSEE NAME _LICENSE NO. DATE DUE NOW JULY 30,2018

KALANTARI, GITA J A95847 © 06/30/18 $820.00 $898.00
D" SIGNATURE REQU‘IRED

]

£

]

i 1 declare under penalty of perjury under the laws of the State of California that all
¥ . . - .

¢ slatements, answers, and repregentations on this form, including supplementary

¢ aftached hereto, are true, complete and accurate. :
:
;
1
;
3
H

‘ENSEE MUST CHECK CORRECT BOXES
Completed Continuing Education (See Question 1)

Chanlge of Address (fill in reverse side)

Conviction -
Conviction

‘amily Physician Training Program ($25 See Question 4) | %~ v v e b e -
ENTER YOUR PHONE NUMBER FOR REFERENCE:

hBDlﬂlﬂﬂDUDlﬂDDDEUDD"ISBL}?UUIDEBDLBDDDBEDUUDDUBH&DG

CHANGE OF ADDRESS (Only if ditferent from address above) ' KALANTARI, GITAJ ' A95847
ADDRESS OF RECORD (Required) ‘
Address Line | )

T

LTI TILT

City

(T T T T T T T T T I T I T I T I I]

CONFIDENTIAL STREET ADDRESS (Required if PO Box used above for Address of
Address Line | ]
Address Line 2

[ L]
| I LTI [T
[ | | |
|| 1

[
]
i
|

I

!
Address Lme3
L[]

x City
1! |




\ R s LIS R Ar Al Lnnan)

Medical Board of California — Physician's and Surgeon's Initial Renewal ~ AMOUNT DUE [F
: . EXPIRATION AMOUNT POSTMARKED AFTER
LICENSEENAME LICENSE NO, DATE DUE NOW JULY 34, 2016
KALANTARI, GITA J A95847 06/30/16 $820.00 $898.00
ENSEE MUST CHECK CORRECT BOXES ‘D" SIGNATURE REQUIRL‘D
Completed Continuing Education I declare under penalty of perjury under the laws of the State of California that all
statements, answers, and representations on this form, including supplementary

1
!
i
i
i
i
i
Change of Address (fill in reverse side) ) !
i
A
N
i
f

Conviction Disclosure
Conviction Disclosure

attached hereto, are true, complete and accurate.

x‘Slgnaturc /[Q/@QW L 3 £ Date Q/C';Q/ ,67

Family Physician "}‘rammg Program (325)

s £y
Financial Interest:Stitement-Read instructions above
vy -

£3010100000L00002000958470010L304600042000000449800

CHANGE OF MAILING ADDRESS

PIPEEBIE DPBBINRY PORIGOTD

KALANTARI, GITA J

A95847

Street Address (this address is public information except when a PO Box is used for the public address of record; this address then becomes confidential)

HEEEENEEEEEEEEEEEEEEEN

HEEEEEEEEEER

NI EEEEEEEn

|
HEEEEEEEEEEEE

City

State Zip

|HEENEEEEEEEEEEENEEEEE

PO Box (if used, must provide a confidential physical street address, above)

ANEENEEEEEEEEEEEEEEEEE

HENpEEEEREEEEE

State Zip

(T I T T T T I I T I T I T I T T TITI]

(11 [T IT]-[TT1]





