MICHIGAN DEPARTMENT OF LICENSING AND REGULATORY AFFAIRS Amount_Paid - $150.00
ONLINE APPLICATION FOR A MEDICAL DOCTOR Date Paid - 01/26/2014
OBTAINED BY WEB BY EXAMINATION License# | {098 AU A

License # | " pil pREA

Issue Date | Py~ ji|-jL)

FIRST NAME: MIDDLE NAME: LAST NAME: SUFFIX:
Lauren Kelly MacAfee

SSN: DATE OF BIRTH: DAYTIME TELEPHONE NUMBER:
License Address - 22 Proctor Ave Email Address - lauren.macafee@gmail.com

South Burlington VT 05403
United States

APPLICATION QUESTIONS

Have you been convicted of a felony? N

Have you been convicted of a misdemeanor punishable by imprisonment for a maximum term of 2 years?

Have you been convicted of a misdemeanor involving the illegal delivery, possession or use of alcohol or a N
controlled substance {including motor vehicle violations)?

Have you been censured or requested to withdraw from a health care facility's staff or had your health care facility N
staff privileges involuntarily modified?

Have you been treated for substance abuse in the past 2 years?

Have you had 3 or more malpractice settlements, awards or judgments in any consecutive 5 year period?

Have you had one or more malpractice settlements, awards or judgments totaling $200,000 or more in any
consecutive 5 year period?

Have you had a federal or state health professionat or registration revoked, suspended or otherwise disciplined; N
been denied a license; or currently have disciplinary action pending against you?

Have you been denied the privilege of taking an examination by any state medical board? N

If you have held a permanent license in another state, list the state’s in which you hold or have held a medicine
license.

If you ever held a health professional license in Michigan, please provide the Permanent ID Number (License
Number) and Expiration date

List all previous names used,

EDUCATION DATE DATE
School Name FROM TO

08/07/2006 05/08/2010
Minneapolis, MN USA

Page 1 of 1
1/27/2014



Michigan Department of Licensing and Regulatory Affairs LARALPH-090 {07111
Board of Pharmacy
P O Box 30670
Lansing, Ml 48908

(517) 335-0918 Tran Infoi430137 193711951 02/23/14
www michigan govihealthlicense Chkks 1352 Amt: $65.00
ID:

CONTROLLED SUBSTANCE LICENSE APPLICATION

Authority Public Act 368 of 1978, as amended
if thes fopm (3 not campleted, a icense will not be 1ssued

) - j
A controllad substance license 1s required for every person who manufacturers, dstributes Tran.Inru-‘lSOiS'? {‘93?1195 2 02/%i/14
prescribes, or dispenses any contralled substance in Michigan as described in Amticle 7 of Ehkits 135 fiat: $20.00
Public Act 368 of 1978, a5 amended 1511

A separate controlled substance licenseais required for eachbusiness location from which you
manufacture, distribute, or dispense controlled substances If you only prescribe controlled .
substances at more than ong location you only need one controlled substance license Board Use Only

fuformgion ut ublgnny g Fousial Lunliolled subs [ce L ese iy beoblaned Ly conlyeling License Number

the Pegional Branch, Drug Enforcement Administration 431 Howard Street, Detrait, Michigan (‘n( cgt ?9»,
43226 {telephone 800-832-9539) The Michigan Board of Pharmacy 15 unable to answer J .D p 3
questions about the tederal iicensing process DEIB; of Lliinsure .
.o, ii’)’“v‘ e#{l
Type or Print Only
INSTRUCTIONS

1. CONTRQLLED SUBSTANCE FEE: Initial (first time) professional license or relicensure of your professional license - $85.00.
If you already hold a professlonal llcense and your professional license expires in:

0-12 monlhs the fee is $85.00 (13757) 13-24 months the fee Is $160,00 (23757) 25-36 monlhs the fee is $235 00 (33757)

2. MDJ/D.O Applicants: This application may nol be used for physician methadone programs, Please request an application for
the Physlcian Methadone Program.

3. Allow up to six weeks for your paper license to arrive.

Your chack or money order drawn on a U S financial institution and mads payable to the STATE OF MICHIGAN must accompany this application
DO NOT SEND CASH Fees are deposited upon receipt and can only be refunded under refund rules promulgated by the Department

First Name Middle Name Last Mame
Lauve ety MacAle
Street ‘ Telephone Number
2L ProcAov fve (451 -253-a%419
City State ZIP Code
Coutrhh Burlingon VT OS540 3
TYPE OF PROFESSIONAL LICENSE STATUS:
{Please Check One) Reqular Educ Lmt  Volunteer 1. Have you ever had any health professional license
0 29-01DD.S. 71-5315 O or 0O limted, suspended, revoked, denied, or surrendered?
=
3 55-01 DPM. 71-5315 8 o O o O O Yes No
0O 69-01 DV M. 71-5315 0 or O If Yes, please explain on separale shael.
&43-01 MD. 71-5315 @ o 0O or O 2. s your current professional license imited as a result
of Board disciplinary action?
0 §1-01D.0. 71-5315 ] or 0O or O
O  Yes & No
0 49-01 0.D. 71-5330 o
[J 53 - 01 Pharmacy Store 71-5301 0 Michigan Permarient | O Number (as shown on your pochet card}
- - 0
0 53-02RPh 71-5302 Exprraton Date of License i3l Secunty Nurber
0 63-06 Manuf.AWholesaler 71-5306 O

| am applying for a conirolled substance license in Michigan and certify that the statements and information above are true,

S T Date

AT 2122014
The DepaftmentOf Licensing and Regulatory Affars will not disciiminate against any individual or greup becauseof race, sex religion, age, nationel ongin,

coler mantastatus, disabiity of polibcal beliefs | you need assistance with reading, wning hearng etc , under the Amerncan's with Disabilities Act you
may make your needs known to this agency
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STATE OF MICHIGAN
RICK SNYDER DEPARTMENT OF LICENSING AND REGULATORY AFFAIRS STEVE ARWOOD
GOVERNOR BUREAU OF HEALTH CARE SERVICES DIRECTOR

Name : Lauren Kelly MacAfee
License Number : Pending
Tracking N umber2522332
Profession : Medicine
License Type : Medical Doctor
Process : Apply for Initial License process

Certification:

1 understand that it is the policy of this agency to secure a criminal conviction history
as part of the pre-licensure screening process. | authorize this agency to use the
infarmnation provided in this application to obtain a cniminal conviction history file
search from the Central Records Division of the Michigan Department of State
Police or other law enforcement or judicial record-keeping organization. | further
cansent 1o the release of information to this agency regarding any disciplinary
investigations conducted by a similar licensure, registration, or specialty certification
board of this or any other state, of the United States military, of the federal
govemment, or of another country The statements in this application are true and
carrect. | have not withheld information that might affect the decision to be made on
this application In signing this application, 1 am aware that a false statement or
dishonest answer may be grounds for denial of my application or revocation of my
license and that such misrepresentation is punishable by law.

Signature { @‘

Signon tt{(:){(gnature line and mail this page along
with any required attachments to:

Bureau of Health Professions
P.O. Box 30670
Lansing, MI 48909

_Print Page | Close Window
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https'{ /mylicense mdch.state.ml.us/MyLicenseEnterprise/SignatureCard.aspx?process=prn Page 1 of 1
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LARALMD-200 (04711} Michigan Department of Licensing and Regulatory Affairs Page 10t 2
¢ ) Board of Medicine
P.O. Box 30192
Lansing, Ml 48309 49
(517) 335-0918 <(\
www michigan gov/healthlicense O
% &
CERTIFICATION OF POSTGRADUATE TRAINING & /Z

: e
Y Pute A 00 97 23 ameres (7 2, “Q
INSTRUCTIONS TO APPLICANT: 49 % O

Complete Sechion 1. Type or prinl your lagal name exactly as it appears on your applicalion. For completion of ggon I, send this
form to {he Durector of Medical Education where you completed your postgraduale {raining. This certification must be submlited
directly to the Michlgan Board of Medlcine by the Director of Medical Education

SECTION | - APPLICANT INFORMATION

First Name Middie Mame Last Name
Looav-en Kelly N Arbee
Social Secunty Number Date of Birth )

Street Address

121 Ovothov Ave

City State ZIP Code
Coudn Q)u.\/\'wxﬂhm N1 o032

Daytme Telephone Number All Previous Names and/or Birth Name Used (if applicable)
WO\-253 - 4419

Signat icant Date

fz,}—?d [>014

APPLICANT: UPON COMPLETION OF SECTION |, SEND THIS FORM TO THE DIRECTOR OF MEDICAL
EDUCATION FOR COMPLETION OF SECTION Il

The Department of Licensing and Regulatory Affairs will not discnminate agamst any individual or group because of race, sex, relgion, age national ongin,
color, mantal status, sability or poltica beliefs 1fyou needassistance with reading, writing, hearing, et , under the Americans with Drsabilities Act, you may
make your ne2ds known 1o this agency



LARAMLMD:200 [04/11) Page 20of 2

Name

Losven K dac Afeo

TO BE COMPLETED BY THE DIRECTOR OF MEDICAL EDUCATION

INSTRUCTIONS FOR COMPLETING SECTION II:

Flease complete the following information. Return this completed certification direclly to the Michigan Board of Medicine
at the address shown on Page 1 of this form.

SECTION Il - CERTIFICATION OF POSTGRADUATE TRAINING
Name of Hosplial

Flebune Alon Wealin Cace

Sireet Address of Hospital

MW Colchede Quenus.

City, State and ZIP Code
Buf’\?nf)l-on , Vermoen)k OSHD)

lcertifythat _ b awrea XK. MacRee

[Applicant's Name}

a graduate of lhe

Universyo of) Vvermet

medical schoonl, has successfully completed postgraduate

chinical training offered by the hospital named above from G llB/ Q010 1o G’ISD, 201
{Month/DayfYear) (Month/DayfY ear)

i the cinical area of __OOSYe e and G\amac a a4

1s this an active {raiming program accredited by the ACGME, the College of Family Physicians of E/Yes O No
Canada, the Royal College of Physicians and Surgeons of Canada, or by the Nationa! Joint

Commitlee on Accrediation of Preregistration Physlcian Traiming Programs of the Canadtan
Medical Assoclatlon?

qb\ﬂ-\,—— m{w/zm

f
Signature of Dxrectoeducal Education Date of Signeture

E\realoe M \Wegner, M D, (SEAL)

Prnt or Type Name of Director of Medical Education

If hosgatal has no sea please indicate

NOTE. Cerification of Postgraduate Training will nol be accepled if signed and submitted more than 15 days prior to
aclual completion.
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LARA/LMD-DS1 (04411} Page 1of 2
\ Michigan Department of Licensing and Regulatory Affairs ,9
Board of Medicine 6\
P.O. Box 30192 O
Lansing, Ml 48909 @ 6\
(517) 335-0918 o Yy
vy mictugan gavihealthliverse "; L

=

CERTIFICATICN OF MEDICAL EDUCATION FOR GRADUATES OF ME L s@ﬁoc%

LOCATED IN THE UNITED STATES, ITS TERRITORIES, THE DISTRICT O @LUMBIA, OR
THE DOMINION OF CANADA

Authonty Public Act 368 of 1978, as amerded
Ifthis form 15 not completed, a license will not be Issued

INSTRUCTIONS TO APPLICANT:

Complele Sechion |. Type or print your legal name exactly as it appears on your apphcation. For Section il, send this form 1o be

compleled by the Dean of the medical school you altended. This certification must be submilted diracily to the Michigan Board of
Medicine by the medica! school,

SECTION | - APPLICANT INFORMATION

First Name Middle Name Last Name

Louven el y M ac Afece
Social Secunty Number Deate of Binh Daytime Telephona Number
I B | 2531479

Slreel Addiess

1) Prnchor Ave

City State ZIP Code

Lot Q:u\v\wxj torm (VAW oS R

All Pravious Names andior Birth Name Used [if appiicable)

Day of Admissian Date of Graduation
¢[] 200w slglaolo
[ Srfature of Appieant Date
A 2[2] 2014

APPLICANT: UPON COMPLETION OF SECTION I, SEND THIS FORM TO THE DEAN OF
YOUR MEDICAL SCHOOL FOR COMPLETION OF SECTION II.

The Department of Licensing and Regulatary Affaits wall not disciminate against any indvidual or group because of race, sex, religion, age national origin,

colar, martal status, disability or polihical beliefs 1fyouneedassistance wathreading wniting, heanng etc , underthe Amencanswith Disabiimas Act youmay
make your needs known tc this agency



LARALMD-081 {04111} Page 2 of 2
S A

Name

Louven . MacAtee

TO BE COMPLETED BY THE DEAN OR REGISTRAR OF THE MEDICAL SCHOOL

INSTRUCTIONS FOR COMPLETING SECTION II:

Please complete lhe following informalion. Return this completed centification directly to the Michigan Board of Medicine at
the address shown on Page 1 of this form.

SECTION Il - CERTIFICATION OF MEDICAL EDUCATION
Name of Medical School

K,

Sireet Address of Medical School

ORFICE OF EDUCATION
. MMC 203 Mayo
420 Delaware Sireet 8.E.
City, Stale and ZIP Code Minneapolis, MN 55455-0374

I certify that L’E-m’( c ?L{)\'&;c,e

-atlended the s
(Applicant's Name)
medical school named above from §| 7{ \:\\p lo <N ,
b iviodtniDayiy ear) ! (Ménwoayﬁear)
and wasfwill be granted the degree of M‘B on
T {MonthDay/Y ear)

W 2-10- 1Y

Signature of Dean or Registrar

Date of Signature

(SEAL)
(_,\\('\ S'\f\n'z. OQL\?N__“ ‘

Print or Typa Name of Dean or Registrar

If school has no seal, please ndicate




Li S'MLE United States Medical Licensing Examination® (USMLE®)
Unized States Certified Transcript of Scores

Mediwal This document was prepared by the
Licensing Federation of State Medical Boards of the United States, Inc,
Federation Place, 400 Fuller V1ser Road, Suite 300, Eunless, TX 76039-3856 -- Telephone (317) 863-4000

Esaminatium

Date:  (2/18/2014
Recipicat:

Michigan Board of Medicine
ATTN: Carole Hakala Engle
611 W Ottawa

1st Floor

Lansing, MI 48933

Examunee ID#:  5-200-252-4
Examinee: MacAfee, Lauren Kelly Date of Birth: _

Al Name(s): Macafee, Lauren

Results for Steps taken by this examinee (and for which results have been reported to date) are shown below. For Steps that span more
than one day, the test date reflects the day on which the examination began. Where numeric scores are reported, the recommended
minimum passing score (“MP”) is shown in parentheses. Pass/fail outcomes are based upon the minimum passing level in place at the
time of test administration and are not altered by subsequent revisions to the mimmum passing level, Effective April 1, 2013, test results
are reported on a three-digit =scale only; two-digit scores teported for prior admimstrations will no longer be reported Test results
reported as passing represent an exam score of 75 or higher on 2 two-digit scoring scale.

USMLE STEP 1

Test Date Pass/Fail Total MP Comments

o0 pas I

USMLE STEP 2

Clinical Knowledge (CK})
Test Date Pass/Fail Total MP Comments
09/24/2009 Pass

Clinical Skills (CS)*

Test Date Pass/Fail Total MP Comments
10/08/2009 Pass
USMLE STEP 3
Test Date Pass/Fail Comments
VERMONT 02/06/2012 Pass

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

This document was pnnfed from a secure website and'gtcurately reflects score information maintained by the FSM8
cDS v051221 27170322 Page 1af 2





