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1200 OR P 'S A 'S |ICEN

Please READ all instructions priorto completing this applicatian. ALL questions onthis application must b answered, and all supporting documents rhust be

submitted as per inatructions. Please typo or print neatly. When spare provided Is Insufficient, attach additional sheats of paper. Al attachments}

considered part of the application.

FALSIFICATION OR MISREPRESENTATION OF ANY ITEM OR RESPONSE ON THIS APPLICATION OR ANY

ATTACHMENT HERETO I8 A SUFFICIENT BASIS FORDENYING OR REVOKING A LICENSE. MpC use
1. NAME: Last First Middle barsonal
PATWARDEH AN S AMAN TH Y NICOLE Dte

2. Othey names you have used (include maiden name):

3 o
4A. (PUBLIC ADDREES; will be released by the Board to the public): Numbar and Strest/P.0. &*g !o ubel!p artment Number, if any.

5005 BLMTHEWWD KD
State 2ipCode Gauntry
B AL TINVORE mD V0 USA

4B.{CONFIDENTIAL ADDRESS); Numberand SlnauRuml}iouu!prnem Numbsr, ifany, [Applicants must provide a confidential street
address if a P. O, Box is usedias the Public Address In #4A abova.]

Gity State ZipCode Country

8. Telephone Num

7. Date of Birt ce of Bi

8. Sex: M Male A Famals

6. Callfornia Drivers License Numhar {optlonal):
NUMBER EXPIRATION

8. Are youa U8, citizen? .yse

10. Have you ever flled an application forPhysician's and Surgeon's examination of licansure in Calliornia?

. _ A ve X wo
IF YES, PLEASE QIVE DATE PREVIOUS APPLICATIONWAS BUBNNTED.

11. List the namas and locations of all colleges or universities iisnded where pre-professional, postserondary instruction was regaivad. i

Plzags sjlzgl officlal %nacfipts F‘I;I'lh the s%xso‘l:zgal aﬁixec{ ml{l YCh aclwoéaifndod. Transcripts wll{ gloé\b&regxm?x R ;dk;\laoln
Name _ Clty, State, Country Dales of Attendance
QUEEE OE Wil A MarY . WIMAMMSBUR 6, VA USh | 19432 ~ 119L
| NAPRETY OOWERE ROCHESTER- NY USA 192 - 1992

12. Listthe names and locations of all achools where prafesslonal medicalinstruction was received, and, where applicahle, the dagrae awarded.

PLEASE SUBMIT: 1) an origina) Cortificate of Madical Edtication (Fprm L2) and cfficlal transcripts with the slgnature of the dean or reglstrar
and the schaol sesl affixed fram gach school ded; and,

2} an ariginal medical diploma and a 8 142" x 11 photacopy {origina! diploma will be retumad).

Sehoot Name Cily, Stsle, Coynt Datss of Altendanca Dagree Awarded
UNIVERSIT OF VIRGNWA CHAMLOTESVILE, VA UGA- ‘146 ~2000 D
Name of Medical School ) Addreee of Medical Schon! Exact Date of [ssLanne
UNIVEARSITY 0F VIEGWNR PO BOX €op™29 5 {2\ 2000
SCMVOL 0F-MED\EANE CHRLOTESVILLE va 22908 034
* MANDATORY DISCLOBVRE OF U9, SOCIAL SEGUNITY NUMBERS MBG UsE

ONLY
Ditclosura of your U.8, sociat security number Is mandetory. Section 30 of f1a Business and Professions Code and Public L.ow 94-455 (42 UBCA 405{6}{2)(C)) suthorize
coliection of your sadlel security nunber, Your soctal sesurty numiser wil be ugsd axclusively for fax enforcemant purposes, for purpozes of lignce with any Judgrment \‘ m

orordar for farally upport in ecoardenca with Bection 17620 of the Family Coda, or for verification of icensirs or examinglion glatus by a ircensing or examinallon eniity
which ulllizas o natforial exeminetion ard whore licensurs is rackorocs! with the requasting ¥tale. If you fall {o disclose your social security number your mpplicslion for inktlat
licangure will not be proceasad AME you will be reported to the Frarchise Tax Bosrd, wivch ey assess a 3100 penalty agalrst you.

7100 Rev. 3/01)
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MEC USE
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T
13. Have you taken any of the following written examinations: *‘atlonal Boards, other state boards, USMILE, SPEX, FLEX, ECFMG or LMCC? | J¥en |
/Q‘ Yes [J No

IF YRS, LIST NAME, LOGATION, DATE AN RESULT OF EACH EXAMINATION; FAILURESMUST ALEC BE DISGLOSEQ. EAGH EXAIINATIGN AGENGY MUST SUBMIT AR ORIGINAL OFFICIAL
EXAMNATION HISTORY REPORT CIREGTLY TO THE MEDICAL BOARD GF CAUFORNIA. THESE REFORTS WILL NOT B RETURNED..

Examination ___Date
VSMLE 3TEP | by 199§
Uewe STe¢ 2 /1299
Veywwe Stel! 3 0/ 200|
_14.Have you ever heen licensad to practice medicins in any state, tervitory, province, country, or U.8. fedesral jurisdiction? FJML

0 vee 8 o
TION, PLEASE INCLUDE PERMANENT, TEMBORARY, TRAINING, FROVISIONAL,
Gs

Rasult (Pess/Fall

¥ YBS, LIST THE JURISDICTION, LIGENSE NUMBER, DATE ISSUED AND DATES OF PRACTIGE IN THAT JURISDIC
LIMITED LIGENSE, OR PERMIT, AN ORIGINAL OFFICIAL LETTER OF GORD STANDING {LGS), OR COMPARABLE LICENSE HISTORY CERTIFIATION, I5 REQUIRED FOR EACH FERMANENT,
TEMPORARY, TRAINING, PROVISIONAL, LIMITED LIGENSE, OR PERMIT OBTAINED IN ANY LLS. STATE, 1).S. OR CANADIAN TERRITORY, GANACIAN PROVINGE, OR U.8. FEDERAL JURISDIC-
TION, EACH L3S, OR GOMPARABLE GERTIFICATION, SHOULD BE MAILED BY THE 1S5UING AUTHORITY DREGTLY TO THE MEDIGAL BOARD OF CALIFORNIA.

Juriadiction Licensa Number Dale of laguance Datas of Practice in that Jurladiction
16. Do you hold any other professional license in any state, tervitory, province, country, or U.S.federal jurisdiction? 7 Yes % No z/\
IFYES! PROFESSION: ___ ) LICENSENQ.. ¢+ JURISOICTION: Othor
Fritexsionaj
CORI0S
HAS THIS LICEWRE EVER BEEN REVOKED, OR SUBECT TO DISCIPUINE?

IF YE£, FLEASE PROVIDE ALL CFRIGIAL DOCUMENTATION REGARDING ‘THE MATTER IN ADDITION TO AWRIVTEN

CXPLANATION. YOU ARE ALBO REQUIRED TO REFORT ANY MATTER THAT I8 EENDING CR IN WHIGH CHARGES HAVE BEEN DROPFED OR EXPUNGED. u
i ||z

164, Are you currently, or have you ever been, a participant in a postgradyate training program in a facility In the U.S, or Canada? P m’:“
{You must include every residency, internship, and fellowsh ip, \rhethnr ornot completed.)

ije; O no

COMPLETIGN OF ACGME/RCPSC PRSTGRADUATE TRAINING (FFORM L3A) From EACH
FELLOWSHIP PROGRAMS.) ALL TRAINING NUST BE LISTED, REGARDLESS CF WHETHER

IF YES, LIST NAMES AND ADDRESSES OF ALL FAGLLITIES. BUEMIT AN CRIGINAL CERTIFICATE OF
FACILITY, {20 NOT COMPLETE Form L3AS TO DOCUMENT TRANING RECEIVED IN RESEARGH
VIAS SATISFACTORILY COMPLETED OR WILL BE USED ‘TO MEET LICENSING REQUIRGMENYS.

Facllity Name Address Categorial Specialty Area Dates of Attendanca
UNW RSN BFMALYUND 23t pn o ' i oot | 08 [ 2000 —pregant 3
| A a
I 0
‘ 0

tion ragarding the matter in addition to youn written pe ‘sonal

explanations. An applicant must provide official hearine/ documents ane origi rs of explanation from medical schools ortraining prgram
directors. Ifthese documents are not provicled with the application, they will he requested W re ofthe application cap proceed. APPLICANTS ARE
REQUIRED TO REPORT ANY MATTER THAT (S PENDING OR IN WHICH CHARGES HAVE N : ) -

S 1o any of the following questicns, please provide ALL official docypnents

168. Have you ever withdrawn from, orboen suspanded, dismissed or expolled froma medical schoal or postgraduate training program OR
have you ever taken a leave of absence from such a school or program?

IF YOU ANSIWERED YES, BOTH APPLIGANT AND ECHOOL/PROGRAM MUST PROVIDE DETAILS ON A SEPARATE ATTAGHMENT. l .\(es .‘b

NAME OF APPLIGANT: DATE Q

SAMUANTHR  NICOLE P AW irRm




3 . .

LBG USE

ONLY

For all of the below, also include any disciplinary actlons by the U.S. Mifitary, U.S. Public Health Servics, or other U.8. federa governmantal
entity,

1TA.Have you ever been eharged with, or bean found to have commitied, unprofessional conduct, professlonal incompetanee, gross
nepligenca, or repeated negligentacts or malpractice by any medical licensing board, other agency, or hospital?

17B. Has any disciplinary action aver been fllod or taken, including but not limited to, Informal or confidential discipline, consent ordars, or
latters of waming, regarding any healing arts license which you now hold or have ever hald?

17€. Is any such action as described ahove pending? _ 17(A)

17(B) e

IF YOU ANSWERED YES 70 17A, 178 or 17C, PROVIDE DETALS ON
A SEFARATE ATTAGHMENT. 17(C) es

18. Has & claim oraction for damages ever baen filed againstyou in the course of the practice of medicine or any othar healing art which
resulted In a malpractice settiement, jJudgement, or arbitration award ofover $30,000.00?

s o
IF YOU ANSWERED YES, PROVIDE DETAILS ON A SEPARATE ATTACHMENT, . .

18. Have you ever been deniad g license, permission to practicg medicine or any other healing art, or denied parmission
to take an examination In any state, torritory, country, or U.8, faderal jurisdiction, or is any such action panding?

N o5
“IF YOlU ANSWERED YES, PROVIDE DETAILS ON A SEPARATE ATTACHMENT.' . .0

4

20. Have you ever voluntarlly surrendered a license to practice medicine orany other healing arts in fhie or any other state, or voluntarily
surrandered your nareotic (ontrolled substance) permit (state orfaderal) te any licensing board or any other agency, or is any such action
pénding? ’

'_IF YOU ANSWERED YES, PROVIDE DETAILS ON A SEPARATE ATiAGHMENT. | .YOS .0

License
Data

21. Have you ever had staff privileges in a hospital denied, susperded, limited, revoked, or not renewed for medical dissiplinary cause, or
resigned from a medical staff in lisu of disciplinary or administrative action, or is any sueh action pending? -

LYOU MUST DISCLUSE ANY INFORMAL OR GONFIDEN TIAL DIECIPLINARY ACTION, ] .VGS 1

22. Da you have any condition which in any way impairs or limits your ability to practice medicine with reasonabla
kil and safety, including but not limited to, any of the fol IowInT?
' es No
IF YES, PLEASE CHECK THG APPROPRIATE BOX(ES) BELOW!
condition which required admission to an inpatient psychiatric treatment facility.
cohol or chemical substance depandency ar addiction.

Emotional, mental or behavioral disorder.
ther (explain):

FOR ANY OF THE BOXES (HECKED ABOVE, PLEASE SUBMIT COMPLETE QEFICIAL INPATIENT AND OUTPATIENT TREATMENT RECOROS, EVIDENCE OF DNGOING
REHABILITATION TREATMENT, AND A PERSONAL WRITTEN EXPLANATION,

IR N N Bess

FOR ALL OF THE BELOW, YOU ARE REQUIRED TO LIST ANY CONVIGTION THAT HAS BEEN SET ASIDE AND DISMISSED OR EXPUNGED, OR WHERE A STAY OF
EXECUTION HAS BEEN ISSUED.

23A. Have you aver heen convicted of, or pled nolo contendere to, ANY violation (include every misdemeanor or felony) of any local, state,
orfederal law of any stats, territory, country, or U.8. federal jurisdiction?

23B. Is any criminal action refated to the above pending? 23(A)

IF YOU ANSWERED YES To 23A OR 23B, PROVIDE DETAILS ON A 23(B)
SEPARATE ATTACHMENT.

NAME OF APPLICANT: DATE OF

SANAMNTHA 1. ¥ ATVRALDH AT




Notice: All Items in this application are mandatpry;
none are voluntary. Fallure to provide any of jthe
requested information will delay the processing of your
application. The information provided will be usegl to
determine your gualificatiens for licensure per Secjlon
2080 of the California Business and Professions Gode,
which authorizes the collection of this information, [The
information on your application may be transferregl to
other medical licensing authorities, the Federatiop of
State Medical Boards, or other governmental orjlaw
enforcament agencies. You have the right to reyiew
your application subject to the provisions of the Irffor-
mation Practices Act. The Chief of the Licensing Pro-
gram is the custodian of records.

STATEOF AR LAND ' V/
. I .
COUNTYOF __ BRULAIWGSLEG (AT
The applicant, SAMANTHA NG { A’WV“%W elng first duly s]om
(PLEASE PRINT FULL NAME)
upon his/her oath deposes and says: that | am tha person herein named subscribing 1o this application; that | have regd

the complete application, know the full content thereof, and declare under penalty of perjury, that all of the information
contained herein and evidence or other credentials submitted herewith are true and correct; that | am the lawful helder pof
the degree of Dactor of Medicine as proscribed by this application, that the same was precurad in the regular course o
instruction and examinatlon, and that it, together with all the credentials submitted, ware procured without fraud or misgep-
resentation or any mistaka of which | am aware and that | am the lawful holder thereof. Further, | heraby authorize all
hospitals, Institutions or organizations, my references, personal physicians, employers {past, present, and future), busifess
and professional assouiates (past, present, and fulure), and all government agencies {local, state, federal, or foreign) t¢.
release to the Medical Board of California or its supcessars any information, files or records, including medical records;
educational records, and records of psychiatric treatment and treatment for drug and/or alcoha! abuse or dependency,
reguested by that Board in connection with this application; or any further or future Investigation by that Board necess

or groups listed above any Information which is material to this application or any subseguent licensure. .| UNDERSTAND
THAT FALSIFICATION OR MISREPRESENTATION OF ANY ITEM OR RESPONSE ON THIS APPLICATION OR
ATTAGHMENT HERETO IS A SUFFICIENT BASIS FOR DENYING OR REVOKING A LICENSE.

SIGNATURE OF APPLICANT: )O(WMVWUA WM

/[ (PLEASE SIGN FULL NAME AIOT |NIUM.S)

Signed and sworn to befure me thls ___dayof /(Q.e m&.&./‘_’,._/ set&O N L
) NTH YEAR
I———-—w——-—-———————— ——12 - e . . \
| | g ¢ SlsNATUREOFNOYARY PUBLIC 7 =
) - —
| |3 _MMM
I I g ADDRESS
MY COMMISSIGN EXP!I

U o e o e e e e et e e e ) My commission expires

07A:100(Rev 4/01) 3/111b
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STATE OF GALIFCRNIA — STATE AND CONSUMER SERVICES AGENCY

vémar

‘ GRAY DAVIG,
T . T
- . MEDICAL BOARD OF GALIFORNIA el pa sk
e ', . 1426Howe Avenue, Suite 54, Sacramento, CA 95825-3236 " LiFnp LA
Cimer SR ' o, (91012632490 AX 915)265:2407 . (12 ey 2 "
TR Intarnet: www.medbd.ca.gov 7 it ¢ s,

TR, D
il SHE

CERTIFICATE OF MEDICAL EDUCATION " C ity

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

Thig certifies thal CAMANTURA NAWOLE ?WWVM*DM

FULL NAME OF APPLICANT 0.5, SOCIAL S=CURITY NO, F NI
enrolled In __UNVWVEBES 1T 0F VIREWNWA CHAPLAOTIBESVILLE | VA- Ug)
NAME OF MEOICAL S8CHOOL v LOCATION "
on the &\ﬁfdayof AV EIST , AL and was granted the following credits on enroliment;

MONTH YEAR

Advanogd Credits:  Credits previously obtained at sr approved medical, dental, or osteopathic school.™

_ggivzrgiia‘ ot ]{ic@’im‘a : n/A 03/70‘“ 05/00
MERICAL SCHOOL . TOTAL CREDITS . DATES

NUMRER OF WEEXKS
sttendance is required, in the subjacts set farth hereunder (Business and Professions Code Section 2080), and that the applicant;

Pain-Management and End-of-Lile Cara®**

attended, photocopies of this blank form may be made and used.
™ ONLY applicable to medical students who enrolled in medical school on or after September 1, 1984.
" ONLY applicable to medical students who graduate from medical sehaol on or after May 1, 1988
e Only applicable to mediczl students who enrolied in medical schaol en or after June 1, 2000.

i

The undersignad further certifies that the racords of this institution show that the applicant attended in this institution  ° /_‘t :
NUMBER OF 8
years of residant instruction of L) [o weeks each, completing at lsast 4,000 hours, of which at least 80 parcent aciual

}ﬁ was granted the degree Bachslar/Dector of Medicine by OR D withdraw from
" the above mentioned medical schoot on the 24 st day of W . 220D j
. MONTH YEAR
Anatomy . Embryology Physica! Medicine
Otalaryngology Histology Therapautics
Obstetrics and Gynecology - Human Sexuality as defined in Section 2090 Neuroanatomy
Radiology, including Radiation Safaty ’ Medicine " Child Abuse Detection and Treatmant
Tropical Medicine Surgery, including Orthopadic Surgery Gerlatric Medicine
Phyzinlogy : Urology . Pediatries
Biochamistry Psychiatry - Pharmacofogy
Patholegy, Bacteriokigy and Immunolcgy Neurolagy . Anesthesia
Ophthalmoiogy . Alcohallsm and Chemical Dependoncy Spousal or Partner Abuse Detection & Treatﬁnenl"
Dermatology Preventive medicing, including Nutrition Family Madicing**

kach school where professional medical instruction was: received MUST complete one of these forms. |f more than.one schoot w#s

MELICAL RGHOOL SEAL MUST RE ATTENTIONMBPICAL 8CHOOL: The perscn who signe this form JHAY NOT bet 2elated to.the appliosné by bload, marriage]
IMPRINTED BELOW, aradoptden.

evidence of that delsgationmuat be actachsd to this form (nxybe & photocopy) . Such delegaticn must ba o wfficial
letrarbaad and suot ba detaduithin the last 12 mentho.

Qnly che Proaident, Doas, ar Ragintrarnay pign thic form, If thatsignature autbority inbeing delegatad o Ao ther perecl

07A-10012 (Rov. 3401)




. This is a*true reduced copy of the original diploma that was conferred.

J >y, - LN E el N PR
PR e R
Terri: J Qlcoﬁ"r Gertlflcatlon Officer 12/19/02 (2 g p27 A
I
: :.,'] 2 20

e Boncial Ty of e Upivorsity of Vnginia

Boctor of Medicine

- Samantha Nicole Patwardhan

, Yins Feahimony Diorsol ,é%y Goneralt & MJ@MW/@
i Dl to o dpowed, werified By He

 Dhpsidont of the
WMM%WMM% Civersity, attated
& te Wogistiar, a2 Churtottsvitl, Drpinia, Histe
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STATE OF CALIFORNIA — STATE AND CONBUKWER SERVICES AGENGY GRAY DAVIS
o MEDIGAL BOARD OF CALIFORNIA
v SR 1428 Howe Averiue, Sulte 54, Sacramento, CA 96826-3236 3
Afars (816) 263-2498/FAX (916) 263-2487  Internat; www.medbd.ca.gov

CERTIFICATE OF COMPLETION OF ACGME/RCPSC POSTGRADUATE TRAINING
To be completed by the facllity for every medical school graduate completing pnstgraduate training in the United States or Canadf.

ATTENTION PROJRAN DXRECTORG AND DIRBCTORS OF NEUXCAL BDUCATION: THE PEREON NAD SXGNS THIS YO MAY NOY B RELATED Y0 THR APSLICANY £Y ALOOD, MARKIAGS, ORADOPTYON.
only the d; nnd kho D2 of Msdical Bducat{ee oy sign s forn. If that aignaturs mchars by Lo baing dolagatad to ‘- d o £ prhnt: delegs i mui; by
abtached to Ehig form (moy'de o photocopyl . Such delwgaticn must be on official 1etterhead andmant bo datnd within che Ja2E 12 ivotha.

PART 1: To he completed by the APP "
LAST NAME of Applicant 1

P A tww AL

U.8. Boclal Sacuvity Number:

FlrstName
SAAN THA-

Telaphcne Number:

Tn he completed by the PROGRAM DIRECTOR.
TION PROGRAW DIRECTORL Do not sign and date 1his form beioro the last day of any
wlify for ficensure, Conmpletion of this form will certify that the individaa
poste raining at this facllity, If a period of training WAS NQT. comple
narrative explanation. The f
TISEACTORY,"”

UMV EAS) Y b MANNUAND
Name of Program Director: /H;WL\{ 0 NS OV ) JI. nw

| Slgnature of Program Direotor: R

ress af Facl

Crfl-éa\/:} oT

4 _ i 4] -
[ List Catégorical spedially Afaajef Trginm Pl ralnea, ’ | Date Training Copsmencad: Daig Training Completad: f

pe| b [t 1 [370D ty conplese b/30)pov
Ifthe tralring was rotating or transitlonal, listthe spedfki rotations and the number of weeks speritin each (SEE THE REVERSE FOR INFORMATION'ON SATISFYING THE
GENERAL MEDICINE TRAINING REQUIREMENT): é{,{ /—rd- V"f;‘f_ C IO

*7///02_~-7"-(,) & /_-3@/0..3

PART 3: To be completed by the DIRECTOR OF MEDICAL EDUCATION and affixed with the otficial facility seal. 3
Name of the Director of Madical Educatien; Name of Facillty;

A/ //'Tls;m A{-ngfg’z(/_’; Crge. Uraiv. {/ ez iy (G S Peed deadd?
Addregs of Facillty: ] _ . 4
R ol erl (_/c.r/(72 6 (Crite JT7eod Loat [, PP SVaeos

City State 2Zip Code | H

PART 4: Signaiure of DIRECTOR OF MEDICAL ERDUCATION cestifying satisfactory completion of training,

Aftontlon: Dlrector of Medical Education] De not sign and dafe this form dafors the last day of any poafyreduére training year which will be sed by the appiicent to quslify 1| '
t”lt;-:nsum. Thia fan may be slghed by the currant Direclar of Modical Education; It does not heed to b Signed by the person who was the Director of Medical Education af the
training lsted above,

: Ifthie form is Used to varify postgradusts iraining bayond thal which Is raquirad for licensure, thie form can be sigrod by the Director of Madiest Educstiop and
fha Program Direetor bafore the final day of tralning. Howaver, if you are licesised affor the date upon which trelning was completad AND If the form was aigned belore the nnaqday of
ihe fralnlng year, a new form mustbe mmpletelq and submitted to the Madical Boara of Gaflfornla

1 - e
OFFICIAL HOSPITAL SEAL OR NOTARY SEAL, DATE AND SIGNATURE
MUST BE AFFIXED IN THE BOX TG THE LEFTTO CERTIFY TRAINING.

. F hereby declare undsr panalty of perjury under the laws of the State of California that the above statemengs aro
. true and correct and that the training program is approved by the AGGME or the RCPSG to offer the and
level of training campleted by the appicant and that the applicant was trained in an appraved ACGME br
RCPSC program positian.

HOSPITAL OR NOTARY SEAL
[

Aetion. Wi, Buntrva—r |26 02—

Signature of Directr of Medical Education: I Dete Signed:
]
|

07A-100-L3 (Rav. 3/01)




STATE OF CALIFORNIA — STATE AND CONSUMER S8ERVICEB AGENCY CRAY DAVIS, §avemar

MEDRICAL BOARD OF CALIFORNIA

':m:':.m“ 1426 Howe Avanue, Sulte 54, Sacramento, CA 985825-3236
Consumar (816) 263-2499/FAX (916) 263-2487
Aftalrs intemet: www.medbd.ca.gov

ELIGIBILITY FOR REDUCED INITIAL LICENSE FEE

(if you are enrolled in an ACGME/RCPSC postgraduate training program at the time of licensure, you are

(Name of Applicant)
ig in an approved ACGME/RCPSC postgraduate training position tha

commenced on ___ \ 2009 and s expected to be completad on
Month Day - Year

b 20 200 I DBSTENULS T GYNBLOLDEY
Month Day Yaar X {Type cf Training)
st _UNWELSIT_OF MARSLAND  MEDICHL  SYSTEMS @*Li

{Nams and Address of Faciliy)

2. SOUTHY &leene oy, \ er\moﬂje:-,lvm’) A 0N .

ATTENTION DIRECTORS Of MEDYCAk EDUCATIONT THE PERUQN NROQ FIGNY THIS PORM MAY NOT BE RELATED TO THE APFLICANT BY BLOUD,
MARRIAROR, OR ADOPTTON.

@nly tha Director of Medical BEdueatian nay sign this form, Ht!u:vigmtux- aytharity is being delegy oo anoth idk of that

dalegationmuat ba atcachad ko thig form (way bs aphotecery) . Such delegatich muot be on of ficial 1attachuad andansvbe dated within the
lawt 13 zxmths,

| hereby declare under penalty of perjury under the laws of the State of California that the
above statements are true and correct and the facility is approved by the ACGME or the
RCPSC to offer the type and level of training completed by the applicant and that the
applicant is being trained In an approved ACGME or RCPSC program position.

,4///1( 0 Brdrus | CINSC

(Typa or print naine of Directar oi. Medlcal Educziion)

(Slgnuture Director ochdlmFEdumﬂon)

JO/O?/»—

_ ::'[5 I e OFFICIAL HOSPITAL SEAL, OR
:L, IR - \/ NOTARY SEAL (WITH DATE AND

E LA G NOTARY'S SIGNATURE) MUST BE
> AFFIXED IN THE BOX AT THE LEFT.

NOTE: Do not use this form in lieu of Form L3A, "Certificate of Completion
of ACGME/RCPSC Postgraduate Training.”

07A-107-L4 (3/01)






