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Board ofiRéuistiittion in Medicine
. 200 Harvard Mil SqdHt8*%hite 330 - Wakefield, MA 01880
Telephone: (7811 8§76-8210 Fax:(781)876-8383 ww.mnssmedbonrd.org

. : q“' )

el f Y AL

nade payable to the Commonwealih of

Massachusens: The'application.fee is non-refundable.

Chegk One: [&] U.S./Canadian.Graduate {7 Infemnational Graduate
‘Leeal Name (do not.use mclm.nncs or initials, unless they are part ofyour legii hame)
WA (N TR - SIE=ERA =D
Last Name (type or pririt clearly) Eirst Mtddle Suffix (Jr., etc.)

BMDp.O pioi[d. PhD E) Other degree Mo . ] Male [ Femnie:

:Other Name(sY Used - List any other name(s) you have used which may appear on your identifying documents, such as
medicasl education and examination recards. If not.applicalile, chetk her rEI

Butire Last Name (type or print-clearly) . First Midtle Suffix {Jr., etc.)
Dasie of Birth: - Sociol Secusity Number: ) _

Month Day Year

Place of Binth: .
‘ City C.}'Q AR A Stawe/Province/Térilory * Country ilnot USA

'Maiiitig_‘z\ddrbsd:_ %% CDMW\Dl\rw::AuH A\P’, yﬂ)%elephonp:@{—] '.Caq(é-c’l%,

Number and Street )
ot MA - 0vL/="
Cirty o State/Pravince/Territory Zip (Gr postal} Code
Home. Address! " Telephone; .
Number and-Swreet ' e
Ciry nl State/Provitee/ Termitory Zip (61 postal) Code
Clp S, Boneen P
Busifieds. Address: mmisnN :‘ALﬂ ANE ZQPE nphnne (D [7499¢ 6% ]
Number rnd Strect
B o : YA Cri o5
City . . State/Province/Territory  Zip {or postal) Code
L—mali Address - s BR numbcr :

Are you spplying for licensure through FCVS? (Sec mstmunons page 12} E Yes O No

*The Bourd wnll'1_tsc»yuu'r_Ma[lmg'Address for all" currespOudctlce
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PRINT NAME: ] D peord (N ALY : PAGE20F5 . :;é’;
From To ., _.
Fagility’ _%_xa_@méxa.\)_wﬂg_l_ Degree: Tobs_ :ﬁ_f:.r.% /14438 ‘
Street: City:. State:
Facility: ' - Degreer . 4 1 1
Streei: | : ) City: _ Siale: ) .
Mediial S¢hoa
. Fro
Facuny{ﬁa@ﬂg@,; =e CCH| . Degree: _(Y1D q .99 _h/fz_/DS_ _
Stieel? ‘ L iCity: ' State:
Facility: ' " Degree: _* . A A,
Sueet; _ ~ City: Stare:

Date of médical school graduation: A /ZQQ__&_

Mot Dy Yeor

Note: U.S. graduates.must.include a written explanation for the duiation of medical education fonger than four (4)
years;-and for any breaks in ‘medical dtitation. iternational graduates. must provide a-written cxplanaLlon for the
dumhomof‘ medical.edicslioh longer thanssix (6) years. and any breaks in medical educatian,

I’bstg’rngiunté,Educnu_og!

List all posigraduate irdining in chroriologics] order [rom medical school to the present. Inchide the name and
‘address of the facility, your position, e.g. PGY 1,2, ft:l!ow cte. and dates of affiliation. You must account for all

periods:off ernmg or postgraduate work from the time you graduaiéd from medical school,

Facility: LOrSoON SEROOC O E M \ehyPosition: C_"Eﬁm t‘f[_/_ﬂl _Q_?-— . _F%_f_t_)_fi
Street: KeEpPPiee €51, . Cily: LM 0N Sterer AL

Facility; mmw@gﬂaﬂ Posiion YN =4 {0 121105 {5 120109
Strect: m RERDSSIDS, . City: Wm State: ¢}

Eacility: . . . _Pusition: R A A A

Street; . City: , ‘State:

Facility: ' .. Position: o

Street: ' ] Ciry: . State:

“Faciity: . . -Position: U A N !

Street: ) : Ciry: State:

i n ———— . ——im T T T T N - - e




PRINT NAME: PA SpeSp NGNS . PAGE 205
Pro-medienl Schuycl
) From To .

5 1 1 LR e Y P i
Facitity: ESIARNTZ D ._) AL TUS| . Degrec: D}-; <3/ -’Q"'?__;’,,a-;’!‘.ifcc_
Street: . - . Cuw State:
Fasility: Degree: ___ 4 S i
Stroei: ’ ) City: State:

Medical Sehool

Facility: HARVALIS Mz i C.SCH . Degres: 1D

Streel: City:
Fasility: Bepres: A .
Street _ City: State:
Cale of medical schooi greduation: @ A G ST B
Monin Miny Yerm N

Nowe: U.S. graduates must include o writien explanation [or the duration of nedival educetion lunger than four (4)
years, and for any breaks in medice! educetion, loternations] graduates must pravide a writien explanation {ar the
duation of nedical education longer than six (6) years and any breaks in medical educntion.

Yosteraduare Educatien:

*

List all posigraduate waining in chronglopical vrdey foie nedizal schoo! te the present. Taciude the nmime and
address of the fudiiily, your pusition, e.g. PGY 1, 2, {ellow, cic and dates of affiliation. Yuou must aecouni for zil
pariods of trainisiz or posigraduar work [rom the iime you grwduated from medivad school.

From To
T\‘?b&r . o v
Facilily: LoedTms 2 ﬁh 2T WM \,1 osition: e 5 a'“‘ {2 ¢ B3
iul}E.\._i_..._._ .=l

Steet: SRR R 3T (_ﬂy .f‘x\_ =240 Steter {ALS

Frcitity Lk WERE AT BT A ATRRNGA Postion TN I8 L 72008 12004
Siroets 500 TRRMAGSEL DS City: c:w\\“:-"“"‘ard F‘ '&:L-LJ Sume( -%__
Fawlity: : Position: s 7 4
Soeat: : City: Siate:

Facility: ) rosition: i /i
Streat: , . City: Blate:

Facility: . Position: o N A A b

4 ) T T

Stroet: Ciwy: State:

-t s

ST L



PRINT NAME: M ORSH INUATEND PAGE 2 OF 5

Pre-medical School

-

rom To

Facility: STANDED UMVERS T Degree: B B/ —/HM_¢y]4AB
Street: City: ! State:
Facility: ' Degree: IO A S
Strect: _ City: State:
Medical School

From To
Facility: HARNVAR TS M ICALKH . Degree: MD L/ =199 (19105
Strecet: City: State:
Facility: Degrce: Y A Y
Strect: ' City: State:

Date of medical school graduation: O 1A I Z2m0B

Month Doy Year

Note: U.S. graduates must include a written explanation for the duration of medical cducation longer than four (4)
years, and for any breaks in medical education. Intcrnational graduatcs must.provide a written explanation for the
duration of medical education longer than six (6) years and any breaks in medical cducation,

Postgraduate Education:

List all postgraduate training in chronological order from medical school to the present. Include the name-and
address of the facility, your-position, e.g. PGY 1, 2, fellow, etc. and dates of affiliation. You must aceount for all
periods of training or postgraduate work from the time you graduated from medical school.

From To
Facility: LORMDON 2CHOOL OF (I gpsition%/ Q102 13/0%
Strect: KeEPPLER. ST _ City: _LOMNTSON State: Mg

Facility: MANIWEREATY_DF CALIEDRINIA Position TN -4 _ (o 124105 (, 120009
Street: 5[1'9 |Qg NASTSDS, City: &Mfz AN CASCH State:czﬂ

Facility: Position: I A S A
Street: City: : State:

Facility: Position: A A A
Street: City: State:

Facility: Position: i

Street: City: State:

U
e

s . W T



Exnmin’uliun-ﬂislory

Pleasc contact the,appropriate examination entity and-have centified transcript of your scores'sent directly to this :

Amended 3/r/ 12 cHd
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PAGE 3 of 5 i

‘Board. Ifyou are.using FCVS; your, examinatioi scores will besent'{6 the Board with your credentials packet.

List each liccnsure-examination, U.S. or’ mtematmua] you have taken: (USM.L.l: NBME, NBOME, LMCC,
Bic:).If addilional space i3 neoeSSary, plcasc enclose.a séparate sheet with your application.and include all the

iriformation below. [f you fAnswer “yes”to question. #5 an the. Full Supplement, you must also complete the :

required information:

* Exarination.

USMLE Step 1 i ‘G lo]
USMLE Step Al S "'-".ig-____ -9 !0").-'._
USMLEStepIl ... .. bl
NBME Pirt 1 . '

NBME Part Il

NBME Part 111

* FLEX Componeft |

FLEX Componeni 2

FLEX Pre-1985

NBOME Part 1

NBOME-Por It

'NBOME Pait-TlJ-

COMLEX Level 1

COMLEX Level 2

COMLEX: Level 3

COMVEX

LMCC - Single

LMEC - Part'l,

LMCC —Part I

dzole7 Camomn\

(State of examination) |

State Board Exam

oy
3gy
Or
ce
Ov
O
Cirp

Or
0

e
£lr

Or
gr

_[:IP
e
nl;
Or
Or
&P

OF
OF
Or
O¢
Or

Or

OF
CJF
dF
ar
OF
gr
Or
ar
Or
rF
CIF
or
[F
ar

!

Most Rccertl Date taken {Month/Year) Passed {JZ) or Railed {F) Numbert of attempts
&p

{
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Exmmingtivn History :
Please contast the appropriaic examination entity and have certified trangeript of your svores sent divecily io ihis :
Board, If you are using FCVE, your exumination scores will beseat o the Board with vour eredentials packes. "

List each licensure cxamination, U.S. or international, you have teken {USMLE, NBMR, NBOME, LMCC,
Gte.) M udditioun! spuce iy necessary, please enclose o separate sheer with youy applicaiion and include ali the

information belowe, If yol answer “ves™ o question #5 on the Full Supplement, you st uiso compiete the
required information.

Examinarion Mogt R.n:ccm Dare taken (Month/Year) Tussed (1) or Fajled {F) Number of attennts
USMILE Step | e e e (D'{Ol [ . ¥ j
USMLE Step 1t N A B . C’ }0'2_ ke b3 ;
USMLE Step 1 o elo e e i

NBME Part - Oy r

NEME Pust il dr OrF

NBML Pt 11 O»r O _ S

TLEX Component | ‘O [Or

FLEX Component 2 Cle [ i-’l

FELEX Pro-1933 —. B Or
NTOME pert | e O

NLBOME Part I e _ LIF

NBOME Fari 10 O (¥ _—

COMLEX, Lovel | O [OrF :
"COMLEX Level 2 Tr. 3F ;

COMLEX Level 3 de OF

COMVEX ' e Or

LMCC - Single L e ¥

LMCEC = Part ] Clr F

LMCC - Pact 1 Or» Fooo_ .

Siate Bourd Lxam T’ A0 Lﬁr;' fx‘n T OB \ =p I

{Siate of cxamination)
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Examination History

USMLE Step | '0|! \a !0 \ M  OF I
USMLE Step I CKita!fq-{DZ s Ci{fSI/(%L &r [OF {
USMLE Stcp 111 4| lb[ Do & dr I
NBME Part | e [OF
NBME Part 11 Oer [OF
NBME Part 111 Oer 0OF
FLEX Component 1 : Or [OF
'FLEX Component 2 e CF
FLEX Pre-1985 | _ Or OF
NBOME Part 1 Or [OF
NBOME Part II COOr [OF
NBOME Part II1 Or [OdF
COMLEX Level | Or [OF
COMLEX Level 2 e 0OF
COMLEX Level 3 e [OF
COMVEX Or [OF
LMCC - Single . Ovr OrF
LMCC.— Part | Opr OF
LMCC-Partll '[I P [F

Please contact the appropriatc examination entity and have certified transcript of your scores sent directly to this b
Board. If you are using FCVS, your examination scores will be scnt to the Board with your credentials packet.

List cach licensure examination, U.S. or international, you have taken (USMLE, NBME, NBOME, LMCC,
Etc.).If additional space is necessary, please enclose a scparate sheet with your application and include all the
information below. If you answer “yes” to question #5 on the Full Supplement, you must also complete the
required information,

Examination Most:Recert Datc taken {(Month/Year) Passed (P) or Failed (F) Number of attempis

State Board Exam 4{2'0 Im CQ LT OQMIA E/P ar /

(State of examination)

'



PRINT NAME: IALASH 1N L TON PAGE 4 OF 5

Fowelhod, vy

Hospital Affiliations and Employment

List hospital appointments, in chronological order, where you had active staff privileges. Include the name and
address of the facility, your position and dates of affiliation. Also include periods of unemployment or
employment outside of medicine. Attach a separate sheet of paper if necessary.

e

To

INDIANAUNIYERSTR] DEPT OF DRAYN From
Facility: WISSHARD HOSPITAL Position: & T f_‘}t\g mo /% Ryl
Street: _{OQML w IOHN ST City: IND> (A DU State:  [IN)

Facility:wm Position: ( J NSU L’}?\rd‘[ Mb_/ Cg /Cﬁ A
Street: NN DA D City: Bt I2OR=T =

Facility: Position: 258( _ Q) /05 /_b_/ﬁ
Street: Jrynl City: tate:

Facility:u(’,%’F' HHSP riX - Position: R_EQDL-/’M’ / C’ /05 /_6/6_9
Street: HOE, PACLMATSOS City: Mﬂgﬂ(jtatc

I. List other states (abbreviations) where you aré currently or have cver had a full license: CA IN /H

2. a) Are you ccrtified by the American Board of Mecdical Specialtics? ™. Yes O No
b) Are you certified by the Amcrican Board of Osteopathic Medicine? O Yes O No

3. List Board Certification(s):_ANK=LICARN BOARD OF Certification date:  / -
OEEETICS 4 QUYNECO Lo N Centification date: 12-/_ Sy | |

4. List your practice specialt(ies) O G N N

5. Have you attachcd an up-to-date copy of your curriculum vitac? $HJ Yes [] No
6. Rcason for requesting a Massachusetts medical licensc: N=inD JOB A’T ‘H-A M@
MZDICAL e 4 TRTINERS IN) HeA L TH # oy pek H@\cm OER
7. Namc of Facility: © 1 MIMDCK H::P\L:ﬂ-*i LF':!\FT&K‘ E=rH K‘)e;::PgL.
Address,_ - LONG W ooD City: %O%TDI\’
8. Anticipated starti.ng date in Massachusetts: | / | /| 2Z

Under the penalties-of perjury, I declare that I have examined this full application and all its
accompanying instructions, forms and statements, and to the best of my knowledge and belief, the
information coritained herein is true, correct and complete. As an applicant for a full license to practice
medicine, I understand that a criminal record check may be conducted for conviction and pending
criminal case information from the Criminal History Systems Board only and that it will not necessarily
disqualify me from licensure.

#" {2,720,

Sigrmaturc of Applidani D" Month Day  Yecar

(Continued on page5)



NATIONAL PROVIDER IDENTIFIER (NPI)

The primary purpose of the NPI is to uniquely identify health care providers as “health care providers” in HIPAA |

standard transactions. The NP1 will replace all other identifiers assigned to health care providers, such as those
assigned by health plans, government programs and health care purchasers for purposes of conducting these
business transactions. Under the final HIPAA NPI Rule, all individual and organization covered providers were

required to obtain an NPI by May 23, 2007.

You must supply the Board of Registration in Medicine with your valid NPI. If you do not have
an NP[ number, you can apply for an NPI directly by using the NPPES web site at

www.NPPES.cms.hhs.gov.

My current NPI is; mm@@

Penalties for Falsifving Information on the National Provider Identifier Application
I8 U.5.C. 1001 authorizes criminal penalties against an individual who in any matter within the jurisdiction
of any department or agency of the United States knowingly and willfully faisifies, conceals or covers up by
any trick, scheme or device.a material fact, or makes any false, fictitious or fraudulent statements or
representations, or makes any false writing or document knowing the same to contain any false, fictitious or
fraudulent statement or entry. Individual offenders-are subject to fines of up to $250,000 and imprisonment
for up to five years. Offenders that are organizations are subject to fines of up to $500,000. 18 U.S.C.
3571(d) also authorizes fines of up to twice the gross gain derived by the offender if it is greater than the.

amount specifically authorized by the sentencing statute.

‘Please sign and date to confirm_ that all of the information on this form is true and accurate.

Date: 12720/ 1)

Signature:

ey R

s
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. HMS REGISTRAR

02/06/2012 13:29 FAX 6174320275

Full License A

Board of Registration in Medicine
200 Harvard Mill Square, Suiie 330 - Wakefield, MA (1880
Telephone: (781) 876-8210 Fax: (781) 876-8383 www.massmedboard.org

MEDICAL EDUCATION VERIFICATION

. Please complete the waiver for release of information and forward this form to your university/med
university of graduation for verification.

| authorize the medica! schoolfuniversity lis below prpvide any and all information periaining to my medicat education at your
Applicant's Signature: __ ra 5@ L%— LS E g ] : Date of Birth _

Print or Type Name: WASH (NATIN U %TW U'enNd Social Security N

(Last name) (First Name} ~ {Middie Initial)

Other Name(s)

Narr'1e of Medical School(:Please Wﬁ%pﬁﬁvgméjb W\%D] QA (_, SLHOO\‘_‘ -
Address: Q—E)-SHFYT 1 (/L .DOJ‘H ALL 'City:_@‘é‘ﬁ?‘\f - State or Province: _V’Hﬁ

her with a coby of the official transcript (which indicates courses taken,
des, or evaluations) and mail it to'the Board of Registration in Medicine.

Please complete this form and forweard it,.to_get
dates and hours of atten'dach, and scores, gra

APPLICANT'S EDUCATIONAL HISTORY

If name of institution was different from the above named institution when applicant attended, please enter name below:

Premedical Education: Does your school have a premedical school educalion requirement? E Yes D No

if "ygs,” indicate where the applicant completed premedical school.

Applicant's Undergraduate School: 6TW DD LARM Vé_@’ﬂ/
. Undergraduate School Address:  _ STANFOED | CANFOEN A 94508

(Continued on pe



doo03

HMS REGISTRAR

02/06/72012 13:29 FAX 6174320275

Full License /
chroiinieiil aild Faricipauon: Uui r8Cotds inuicaie thal
Washingt:on Sierra

(type or print the appllcant S name): {Last name) (First name) ' (Midd!s ini;

attended our medlcal school on the following dates (mdncate the month, day and year in the section below):

ATTENDANCE DATES: | EROM | I0 ) ERORM
' 9 4 2 ;99 6 416 ;00 7 4 1 yo2 6
B /28 100 .5 21701 7 /1 /03 6
7 ¢{ 1} 01 6 /30702 7 1/ 1 [ 04 6 /
The appiicant attended . 216 total weeks or total months (must be inbluded)mmmmmmm
. . " .
check one [X] was awarded a degree in _ __M.D. | ._on (monthiday/year) & 4

|:| was NOT awarded degree. Please explain re.asor;(s).

Unusual Circumstances: The following questions apply to unusual circumstances that occurred dhn'hg any part of the applicant's

All questions must be answered. i "
YES
1. Did the applicant take any leaves of absence or breaks from his/her medicai education?
2. Was the'applicant ever placed on probation?
3. Was the applicant ever disciplined or under investigation?
4. Were any negative reports ever filed by instructors regarding the appiicant?

COMMENTS: . . . ;
AFEIXINSTITUTIONAL SEAL HERE _ S ..n\—-'
IS - ‘ Cons Signature; _

(if the institution does not have a seal, this form must be

notarized) INTERNATIONAL MEDICAL SCHOOLS MUST  piint Mame: Terese Galusz
ATTACH A COPY OF THE MEDICAL SCHOOL DIPLOMA
AND A TRANSCRIPT OR PROVIDE AN EXPLANATION.  Tiye. Registrar

Date; _ 1 712 ;12 Telephone: ( 817 ) 432-

This form will not be accepted unless It is stamped with the institutional seal or notarized.



_ MEDICARE TAX FORM

e 5

Commonwealth of Massachusetts--Board of Registration in Medicine
200 Harvard Mill Square, Suite 330, Wakefield, MA 01880 !

el

MEDICARE/TAX FORM

Please sign this form and return with. your application. Massachusetts General Laws
Chapter 62C, §49A, requires that you complete this statement to obtain licensure to
practice a profession:

|, SIERPRA WAH NG TN

(lype or.print name)

certify, under the penalties of perjury, to the best of my knowledge and belief, that |
have filed all state tax returns and paid all state taxes required by state law.

SIGNED: LS/@{Q@%{D% DATE: iz!?o! Y

Social Security Number:

*************i-i'li'***‘*i**‘**ii*****ii***********************i

Massachusetts General Laws Chapter 112, §2, and 243 CMR 2.04 (2) (k) require
that you complete the following statement:

| will not charge to or collect from a Medicare beneficiary more than the Medicare
‘reasonable charge” for services, in compliance with Chapter 475 of the Acts of 1985,

Note: Signing this form does not imply that you will participate in the Medicare program.

oy am s
SIGNED: %}l S DATE: !20,“]




Board of Registration in Medicine
200 Harvard Mill Square, Suite 330 - Wakefield, MA 01880

Telephone: (781) 876-8210 Fax: (781) 876-8383 www.massmedboard.org

CERTIFICATE OF MORAL AND PROFESSIONAL CHARACTER

: This form must be signed by a physician legally
authorized to practice medicine in the United States. Someone who has known you for
a substantial period of time and is not a relative should execute this statement. The
Board of Registration in Medicine prefers statements from physicians licensed to
practice in Massachusetts.

RN A0 CERTIFICATION OF MORAL AND
PROFESSIONAL CHARACTER

i This certifies that | have been personally acquainted
| with the physician named below:

' e S|1E W

1 name of applical

| for__ |2 years. | believe that the above

named physician is of good moral character and
worthy of confidence and recommend him/her to
the Massachusetts Board of Registration in
Medicine.

@A?Z’;—h\ X Doa 1V Yukpar gt

Signature of applitant Sighature of Certifying PHysician
| certify that the photograph 14 5853 MA

above is a genuine likeness of the  License Number State

maker of the signature above. =
JOIA MYykHeERr ==

Type or print name clearly

///.‘(;, = Address%mglﬂmcmk\fe
. ma

Signature of Notary - T City:
State: ZipOTHEG
Telephone: (_pl] ) 994 ~01¢]

ZF feBbrie X Date: | /3 /3dlo~

commission_gxpires

. KATHRYN G. KEMPTON AMARAL
< _ ;
=) Notary Public
{ Cc*.-mmonweu';hl c._? M:ssqchusaﬂs

February 27, 2015
{an: Return the completed form to the

applicant jn a seale




MALPRACTICEHSTCRY

Board of Registration in Medicine :
200 Harvard Mill Square, Suite 330 - Wakeficld, VA 01880
Telephone: (781) §76-8210 Fax: (781) 876-8383 www.massmedboard.org

L MALPRACTICE HISTORY .1

'S i - Complete this waiver for release of information and forward a copy to each of your
current and past liability carrier(s) over the past ten (10) years. |f you have been in a training program within
the past len (10) years, a copy of this form must-be forwarded to your training program risk management office.
You must account for any gaps in your claims history. If you have additional liability carriers, you may
photocopy this form. Please return.the completed Malpractice History form{s) with your original
signature to the Board of Registration in.Medicine. T

~

| authorize my professional liability carrier(s) listed below o release to the Commonwealth of Massachuselis,

Board of Regisiration in Medicine, my malpractice history and any and all claims or actions for damages.
including the following:

the name(s) of the claimant(s)

nature and date of claim(s}

amounts paid. if any, and .

other disposition or information in its possession, custody or control

on my current policy number, and/or any other policy | have had with this
or any other carrier

5. dates of policy coverage must be included.

Lol

! : It the applicant has any open or closed cases that have gone to trial,
whether or not monies were paid, a'copy of the complaint or summons, disposition or judgment and
amount of monles paid on behalf of the applicant must be forwarded directly to the Board. IF THE
APPLICANT DOES NOT HAVE ANY CLAIMS HISTORY, PLEASE CONFIRM THAT THERE ARE "NO
CLAIMS” ON YOUR LETTERHEAD WITH THE DATES OF COVERAGE AND FORWARD TO THE BOARD.

" TRAINING PROGRAMS ARE ALSO REQUIRED TO PROVIDE THE MALPRACTICE HISTORY AND DATES
OF COVERAGE. S ) : .

. Liability Carrier: Mﬂﬂ@x " From: 3 09 10:. 1D/ 1D
City: O gt Coontin Jl‘l'[mulGLSIate: —_ Policy Number:_—
Uiability Carrier: _NOWP , . From: W /1D To:_4 s 4\
City: DY} 2 {3 n:mhqj —k('k\\\Jf.State: — - Potlicy Number: :
Liability Carrier: Npro. _ From: _ % 7\ To: LR J \\(H—?Pr‘{{{%—ﬁ]
City: (oo of m-ﬁr_\J — RO [IState: Policy Number: !
. . C =
5 ~ . o,
Applicant’s signaiure: %/{ Wvﬂﬂ-“ 28 | 20172
; - ' Date .
Print Name: (\
Address: : City:
State: i Zlp code:

Additional forms avallgble at the Board's website at www.massmedboarg.org

(B

- -.‘:l—'.-.‘..;s,'.r_-'ﬁ-';.; 2ol



RECEED

JAN ] 2 Ma

2
Boardﬂf D d
MA1PRACTICE ngrdﬁvatmn
nﬂl‘;ujCIne

Board of Registration in Medicine
200 Harvard Mill Square, Suite 330 - Wakefield, MA 01880

Telephone: (781) 876-8210 Iax: (781) 876-8383 www.massmedboard.q?g'-‘CpI”Fn

MALPRACTICE HISTORY

Applicant’s Instructions; Complete this waiver for release of information and forward a copy to each of your
current.and past liability carrier(s) over the past ten (10) years. {f you have been in a training program within
the past ten (10) years, a copy of this form.must be forwarded to your training program risk management office.
You must account for any gaps in your claims history. If you have additional liability carriers; you may
photocopy this form. Please return the gcompleted Malpractice History form(s) with your original
signature to the Board of Registration in Medicine.

| authorize my professional liability carrier(s) listed below to release to the Commonwealth of Massachusetts,

Board of Registralion in Medicine, my malpractice history and any and all claims or actions for damages,
including the following;

the name(s) of the claimant(s)

nature and date of claim(s)

amounts paid, if any, and

other disposition or information in its possession, custody or control

on my current policy number, andfor any other policy | have had.with this
or any other carrier

5, dales of policy coverage must be included.

B

. Liability Carrier's Instructions: If the applicant has any open or closed cases that have gone to trial,

whether or not monies were paid, a copy of the complaint or summons, disposition or judgment and
amount of monies paid on behalf of the applicant must be forwarded directly to the Board. IF THE
APPLICANT DOES NOT HAVE ANY CLAIMS HISTORY, PLEASE CONFIRM THAT THERE ARE “NO
CLAIMS” ON YOUR LETTERHEAD WITH THE DATES OF COVERAGE -AND FORWARD TO THE BOARD.

TRAINING PROGRAMS ARE ALSO REQUIRED TO PROVIDE THE MALPRACTICE HISTORY AND DATES,

OF COVERAGE.

UCSTF RIS A NAUENT CFFiIce |
Lighility Carrier: Frome (51 0%To. 8709
City: _SANEPANCAS A - State: (.4 Policy Number: 7
Liability Carrier: ) From: / To: /
City: Stale: Policy Number;
Liability Carrier: From: / To: /
Cily: State: *  Policy Number:

— .
Applicant's signature; ? MﬁQYT‘L,. [+ 5 112

. i Y Date
Print Name: Wﬁé)m VMTFW]'. 8N . :
Address: _¥%% CO”M’KJV’) oo bt Awg 5ﬁﬂ&ty RBostan
state: ___MNMA Zip code:_ L2 T~

Additional forms available at the Board's website at www.massmedboard.ora
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MALPRACTICE HISTORY

Board of Registration in Medicine &
200 Harvard Mill Square, Suite 330 - Wakelield, MA 01880 i
Telephone: (781) 876-8210 Fax: (781) 876-8383 www.massmedboard.org

MALPRACTICE HISTORY

Applicant’s Instructions. Complete this waiver for release of information and forward a copy to each of your
current and past liability carrier{s) over the past ten (10) years. Ifyou have been in a training program within
the past ten (10) years, a copy of this form must be forwarded to your training program risk management office.
You must account for any gaps in your claims history. If you have additional liability carriers, you may
photocopy this form. Please return the completed Malpractice History form(s) with your original
signature to the Board of Registration in Medicine.

| authorize my professional liability carrier(s) listed below to release to the Commonwealih of Massachusetts,
Board of Registration in Medicine, my malpractice history and any and all claims or actions for damages,
including the following:

the name(s) of the claimant(s)

nature and date of claim(s)

amounts paid, if any, and

other disposition or infermation in its possession, custody or control

on my current policy number, andfor any other policy | have hag with this
or any other carrier

5. dates of policy coverage must be. included.

PN

Liability Carrier’s Instructions: If the applicant has any open or closed cases that have gone to trial,
whether or not monies were paid, a copy of the complaint or summons, disposition or judgment and

amount of monies paid on behalf of the applicant must be forwarded directly to the Board. IF THE

APPLICANT DOES NOT HAVE ANY CLAIMS HISTORY, PLEASE CONFIRM THAT THERE ARE “NO

CLAIMS"” ON YOUR LETTERHEAD WIiTH THE DATES OF COVERAGE AND FORWARD TO THE BOARD.

TRAINING,PROGRAMS ARE ALSO REQUIRED TO PROVIDE THE MALPRACTICE HISTORY AND DATES
" OF COVERAGE.

'[shmh: ﬁm\:i(;/%‘ A NQCA Q:F?—';m ot O To: o I_Qﬂ.

\/Clty “<A NE PANCASCS - State: CA Policy Number:

Liability Carrier: From: / To: /
City: State: © Policy Number:

Liabitity Carrier: From: / To: /
City: State: Policy Number:

Applicant’s signature: . l / 6-

Date

Print Name:_[NASIWI nﬂ‘[‘ﬂn i AN
Address: _$%% C’O/ﬂlﬂdﬂ woofin Ao 5&“&){ B astin
State: MA. Zip code:__ L2 55~

Additional forms available at the Board’s website at www.massmedboard.org
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MALPRACTICE HISTORY |

~ Board of Registration in Medicine _ E

200 Harvard Mill Square, Suite 330 - Wakefield, MA 01880 i3
Telephone: (781) 876-8210 Fax: (781) 876-8383  www.massmedboard.org "

MALPRACTICE HISTORY

Applicant’s Instructions. Complete this waiver for release of information and forward a copy to each of your
current and past liability carrier(s) over the past ten (10) years. If you have beenin a training program within
the past ten (10) years, a copy of this form must be forwarded to your training program risk management office.
You must account for any gaps in your claims history. If you have additional liability carriers, you may
photocopy this form. Please return the completed Malpractice History form(s) with your original
signature to the Board of Registration in Medicine.

Waiver for Rel £ Inf .
| authorize my professional liability carrier(s) listed below to release to the Commonwealth of Massachusetts,
Board of Registration in Medicine, my malpractice history and any and all claims or actions for damages.
including the following:

the name(s) of the claimant(s)

nature and date of claim(s)

amounts paid, if any, and

other disposition or information in its possession, custody or control

on my current policy number, and/or any other policy | have had with this
or any other carrier :

5. dates of policy coverage must be included.

Liability Carrier’s Instructions: If the applicant has any open or closed cases that have gone to trial,
whether or not monies were paid, a copy of the complaint or summons, disposition or judgment and
amount of monies paid on behalf of the applicant must be forwarded directiy to the Board. IF THE
APPLICANT DOES NOT HAVE ANY CLAIMS HISTORY, PLEASE CONFIRM THAT THERE ARE “NO
CLAIMS” ON YOUR LETTERHEAD WITH THE DATES OF COVERAGE AND FORWARD TO THE BOARD.
TRAINING PROGRAMS ARE ALSO REQUIRED TO PROVIDE THE MALPRACTICE HISTORY AND DATES
OF COVERAGE.

LiabiritvCarﬂér: W&AOLQ Dmed“i%mmmgﬁom: Q/JEI il To: 10 %I/H

PLON =

City: Fngt WOAMWg , ) State: _jpy Policy Number: q OO
Liability C%rier: Meclica) protretive Covy From:ﬂllﬁl 1\ To: _loi2af1)
City: _Fdor+ 7o BTV State: Policy Number:_(Gnmn 21 1)

v-Chrrier:_W\ochcal PVO#-PCH\/Q CD’n‘ From: o/l/ 16 To: 1t / L/10
City: rdk (ADgNO, State: | J¥\/ Policy Number:_ Gy !é' X

NS
Applicant's signature: %/7&%% | 15 [ 2-

) Date
Print Name:__S (7= LA %}JQN&I_T/)’\]
Address: _ 338 Commoiiudedth aveo. City:_Bcx j7on
State: e Zipcode: 0215

Additional forms available at the Board’s website at www.massmedboard.org
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_ ,-\‘1‘ ‘. Board of Registration.in Medicine
. .1“-\1_ 200 Harvard Mill Square, Suite 330 - Wakefield; MA 01880
AMQ\ 1 Telephone: (781) 876-8210 Fax: (781) 876-8383  www.massmedboard.org
- A% POSTGRADUATE TRAINING VERIFICATION

APPLICANT'S AUTHORIZATION: | authorize the release of information from my pastgraduate training program listed below,.as r
* Massachuselts Board of Registration in Medicine.

Applicant's Signature: ,(,) Rl Wl | Date
Print or Type Name: - Sierra Washington
Name-of Institution: University of California, San Francisco

INSTRUCTIONS TO THE PROGRAM DIRECTOR

Please complete this form and forward it to the applicantin a sealéd envelope, signed across the seal. If the department was a
program, please submit documentation of the rotations, dates and hours of training. ~

Name of Institution:

If name of Institution was different when applica

attended, p!eagenter name;
1

Enroliment and Participation: Our records indicate that erro  blashiaa fO e participated
{Print applicant's name) . J
{List each year separately with from and to dates)
‘ L :Dates'Attended A
Program Type PGY Department or . M(MONTH/DAYIYEAR) Completed (AC(
(internship, residency, (1,2,3,4) | type of specialty S U {(YES/NO) or |
fellowship) training FROM T0
/n -kf-s/(:"/ / ()3//5;:;-'4/ fé[Zl[Oﬂ 6[20{:25 "-/Cb AC
Rffl'a&u_a«-f Z 05,/64/4/ é/?//aé- é/ZdA? b Ml A
/‘7«5/'9(4,«_@;/ % oél/ég/‘/‘/ 6/2.//07 6_/2.9/05” :/1.’6 Ac
K. ﬁi'd_maf 7/ 0/3’/(-’)(.[//1/ 6f2tfox | 6/20f09 yas. A




okt

'.'.'.'.“_'.:J' ;'-.u “# Jedn .
P

S ) POSTGRADUATE V

APPLICANT'S NAME: 5;} rea /a5 Af‘nj f2

Please circle the approprlate response. If you answer yes to any of these q questlons 5, please” enclose an- explanat:on
QUESTIONS YES NO

1. Did the applicant take any ieaves of absence or breaks from his/her post-
graduate training?

2. Was the applicant ever placed on probation?
3. Was the applicant ever disciplined ¢r underinvestigation?
4. Were any negatlive reports ever filed by instructors regarding the applicant?

5. Were any limitations or special requirements imposed on the applicant
because of questions of academic incompetence or disciplinary problems?

6. During the applicant’s participation, our postgraduate medical training [[] was accredited by: IZ/ACGME [Clother:

Cenrtification: | hereby certify that the above information is correct, to the best gf my kn wledge Z\ 0 é
i . Program Director's Signature:

AFFIX INSTITUTIONAL SEAL
HERE Print Name; A‘Wl‘/ M. Abtvl?’b/ M

COMMENTS;

(If the institution does not have a seal, Academic Title: 200‘,“”! D’(CC For
this form must be notarized by a notary
public). . Telephone: %5_) %76 S/7 2-Today sDate: _/ | ¢

PLEASE RETURN.THIS COMPLETED FORM TO THE APPLICANT IN A SEALED ENVELOPED WITH YC YC
ACROSS THE SEAL OF THE ENVELOPE

geal verified
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Aptgnaect 3/_/9~ cH

SIERRA WASHINGTON MD. Msc

EDUCATION & CERTIFICATION

12/2011
6/2008-6/2009

6/2005-6/2008
9/1999-6/2005

9/2002-9/2003
8/1994- 6/1998

American Board of Obsteirics and Gynecology Certification

Chief Resident in OBGYN at University of California at San Francisco, Department
of OBGYN and Reproductive Sciences, San Francisco, CA, USA.

Post Graduate Residency in OBGYN at University of California at San Francisco,
Department of OB, GYN and Reproductive Sciences, San Francisco, CA, USA.
Doctor of Medicine at Harvard Medical School, Boston, MA, USA.

Master of Science, London.School of Hygiene and Troplcal Medicine, London, UK.
Bachelor of Arts, Stanford University, Stanford, CA, USA.

PROFESSIONAL EXPERIENCE

Co-Field Director

Reproductive
Health- Kenya

Assistant Clinical
Professor Indiana
USA

MTCT- Plus
Project Manager
& PEPFAR

Academic Model for Prevention and Access to Health Care (AMPATH)
August 2009 — October 2011

AMPATH is a non-profit organization that provides health care across 56 rural health

centers in western Kenya. My work as Co-Field Director for Reproductive Health
focuses on four key-areas. First: [ co-direct the Prevention of Mother To Child

Transmission of HIV program in al AMPATH facilities. Second: I co-direct the scale

up a cervical cancer screening prograinming using VIA and Cryotherapy. Third [ co-
direct a'program to integrate: comraceptwe services into our HIV care and treatment

program. Fourth: [ provide technical advise.on.a primary health care program aimed

at décreasing maternal mortality.

Indiana University School of Medicine, Department of OBGYN, [U Kenya Program.

August 2009 — October 2011

Duties included clinical work at'Moi Teaching and Referral Hospital (MTRH) in
western Kenya and at Wishard Memorial Hospital in Indianapolis Indiana. Clinical
duties include direct patient care in general Obstetrics and Gynecology as well as
training and.supervision of medical students and residents.

Center for infectious Disease Research in Zambia, Lusaka, Zambia.

January 2004 - December 2004.

MTCT-plus was one of the first HI'V care and treatment programs in Sub-Saharan
Africa. 1 Managed MTCT-plus in Lusaka, Zambia and assisted in the rapid scale up
of ARV treatment clinics in 10 clinics under President Bush’s Emergency Plan for
AIDS Relief. )

(M1
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Program Officer
-Zambia

Research Intern
-Zambia

Paul Dudley
White Fellow
-Cameroon

Paul Dudley
White Fellow
-Zambia

Alb_crt Schweitzer
Fellowship
- Boston

Program-
Coordinator

Research Intern

My responsibilities included supervising the set-up of ARV clinics, coordination of
clinical staff training, supervision-of patient care and clinic management, design of
adherence support systems, laboratory transport systems, and commumty outreach,

Center for Infectious Disease Research in Zambia, L.usaka, Zambia.

June 2003 - August 2003. '

I conducted qualitative research on social barriers Lo access to prevention of matemnal-
fo-child transmission of HIV services in Lusaka, Zambia. '

Cameroon Baptist Convention Health Board. Cameroon.

June 2002 - August 2002,

I was the Program Coordinator for latent Tuberculosis {TB) screening and treatment
program for HIV positive pregnant women.in Cameroon.

Zambia Integrated Health Project, Lusaka, Zambia,

July 2000 - September 2001. .

I Produced and directed a documentary video entitled “Mutule’ about HIV/AIDS
among urban teenagers. The video was written and filmed by street youth in Lusaka
and will be used nationally in Zambia to educate youth about. AIDS. Work included:
coordinating with the ministry of health, private industry and NGO'’s; conducting
focus groups with youth to develop themes and scripts; development of an HIV '
knowledge, dttitudes, and practices questionnaire; teaching HIV education; training
youth on video and audio recording; video production and editing,.

“Girl Power” at Prevention Now! After School Program, Boston, MA.
December 999 - December 2000,

-1 was the founder and coordinator of an after-school curriculum that focuses on

creating a strong community of adolescent girls and fostering interest in science and
health among poor Black and Latino pre- -adolescent.girls in Boston.

Stanford Health Careers Opportunity Program (HCOP), Stanford Unwersuv CA.
June 1998 - August 1998.

Coordinated the HCOP program for disadvantaged minority students interested in a
career in medicine. .

Pasteur Institute, Paris, France.

March 1996 - June 1996.

I was a full time research intern-in a viral immunology lab researching the
mutagenisis of IkB and NFkB (nuclear factors) involved in providing resistance to
HIV infection in simian and human T cells.




PEER REVIEWED SCHOLARLY PUBLICATIONS AND PRESENTATIONS

Washington 8,.Caughey AB, Cheng Y, Bryant A. Racial/ethnic differences in indication for
primary cesarean delivery at-term: experience at one U.S. institution. Birth. /i’ Press

Vo B, Cohen CR, Washington S, Smith'R, Bukusi E, Onono M, Doolan K, Turan J, Patient
Satisfaction with Integrated HIV and Antenatal Care Services in Rural Kenya. AIDS
Care..In Press

Washington S, Chirchir A. Opt Out Family Planning Counseling as Part of Routine HIV Care
Contraception 2011; Sept 84(3):326-327

Shelly J, Romack B, Kuhn S, Washington §, Nabwire M, Pastakia. The Purdue Kenya Program:
Emergency Medical Kits. (Poster Presentation) Purdue University's 4th Annual Scholarship of
Engagement Conference. October 2010.

Cohan D, Gomez E, Greenberg M, Washington S, Charlebois ED. Patient perspectives with
abbreviated versus standard pre-test HIV counseling in the prenatal setting: a randomized-
controlied, non-inferiority trial. PLoS One 2009; 4(4):e5166.

Bryant AS Washington S, Kuppermann M, Cheng YW, Caughey AB. Sep;23(5):454-62. PPE.
Quality and equality in obstetric care:-racial and ethnic differences in caesarean section delivery
rates. Paediatric Perinatal Epidemiology 2009; Sep 23(5):454-62.

Cantrell RA, Sinkala M, Megazinni K, Lawson-Marriott S, Washington S, Chi BH, et al. A pilot
study of food supplementation.to improve adherence to antiretroviral therapy among food-
insecure adults in Lusaka, Zambia. J Acquir Immune Defic Syndr 2008 Oct 1;49(2):190-195.

Washington S, Bryant A, Kaimal A, Cheng Y, Caughey AB. Racial/Ethnic variation in medical
indications for cesarean delivery may explain disparities in cesarean delivery risk. (Poster
Presentation) Society for Maternal Fetal Medicine, 27" annual Scientific Meeting, 2007.

Bryant A, Washington S, Kaimal A, Cheng Y, Caughey AB. Cesarean delivery risk as a metric
of racial/ethnic disparities in obsteirical care: The risk of cesarean delivery among low risk
multiparas is highest for Black women. (Poster Presentation) Society for Maternal Fetal
Medicine, 27" annual Scientific Meeting, 2007.

Megazzini K, Washington S, Sinkala M, Lawson-Marriott S, Stringer E, Krebs D, Levy J, Chi
B, R. Cantrell, I. Zulu, L. Mulenga. A pilot randomized.trial of nutritional supplementation in
food insecure patients receiving antiretroviral therapy (ART) in Zambia (Oral Presentation-
Abstract no. MOABO0401). The XVI International AIDS Conference, 2006.

S Washington S, Welty TK; Gideon F, Proctor MH. TB Screening of Women in the Peripartum
Period in Cameroon, West Africa (Poster Presentation). CO/ : Epidemiology / Tuberculosis in
high burden countries 36th Union World Conference on Lung Health, 2005,

e



Washington S, Bond G. Barriers to uptake of prevention.of mother-to-child transmission of HIV
services in Lusaka, Zambia: a qualitative study (Poster presentation- Abstract.no. TuPeD5036).
The XV International AIDS Conference, 2004.

HONORS / AWARDS
1998 Golden Award for Excellence in Arts $ 15,000
2000 “"Paul Dudley White Fellowship $ 20,000
2000 Collins Award for Art in Medicine $20,000
1999 Albert Schweitzer Fellowship $5,000
2003 Kaiser Fund Scholarship for Study of Intemnational health $30,000
2004 Community service in Medicine Award .
- 2005

UCSF Medical Student Teaching Award

SKILLS SUMMARY

* French as a second language

* Spanish as third language:

* Swahilli as a third language

* Experience working in the public health seéctor

* Ability 1o work independently and as part of a team

* Experience working with people of diverse cultural backgrounds

* Proficiency in the following statistical programs: Siata, Ep-iinfo, Exce!

REFERENCES-

Astrid Christoffersen-Deb MD, PhD

Co-Field Director for Reproductive Health
AMPATH Consortium

Lecturer University of Toronto Faculty of Medicine
astridcdeb@gmail.com

" astrid.cdeb@utoronto.ca

+254 728908167

Meg Autiy, MD

Professor

Residency Director

Department of Obstetrics Gynecology and Reproductive Sciences
University of California

autrym{@obgyn.ucsf.edu

(415)353-7341

Elizabeth Stringer MD _
MTCT Plus Country Director CIDRZ
5977 Mwembeshi Road
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SUPPLEMENT FORM

PRINT NAME: Q(TZZ&A WHRSH | NZ{TONS paTE: _(2-/ 28y ||

IMEORTANT NOTE: If you answer “yes” to any of these questions, you must provide the additional
informatien on pages 4-10.

6-A.

6-B.

8-A.

Since your enrollment in college, have you been subject to any diseiplinary action (see
definition) at an academic institution?

Have you ever been terminated or granted a leave of absence by a medical school or any
postgraduate training program or have you ever withdrawn from a-medical school or any
postgraduate training program or had to repeat a year of postgraduate training?

Have you ever, for any reason, been placed on proballon by a medical school or any
postgraduate training program?

Have you ever applied for licensure or to sit for an examination or taken an examination under
a different name? If so, previous naine;

Since your enroliment in college, have you been denied the privilege of taking or finishing an
examination or been accused of cheating and/or improper conduct-during an examination?

Have you ever failed any of the following examinations: FLEX, any State Board examination,
any part of the National Boards, any Step of the USMLLE, NBOMLE, or have you failed to gain
certification from the National Board of Medical Examiners, any other certification body or
any foreign licensing or certification body?

Have you ever, for any reason, been denied a medical license, whether full, limited, temporary,
or have you withdrawn an application for medical licensure?

Have you ever voluntarily surrendered a license to practice medicine or any healing art?

Have you ever, for any reason, lost American Board of Medical Specialty or been denied
required recertification by one or more speciaity boards?

Are any formal disciplinary charges:pending against you, or do yout have knowledge of any
pending investigation into your professional competence or conduct by any governmental
authority, health care facility, group practice or professional medical society or association
(international, national, state or local)? (See-definition).

Has any disciplinary action ever been taken against you for violation of laws, rules, by-laws, or
standards of practice by any governmental authority, healthcare facility, group or professional
medical society or association (national, state or local)?

Applicant’s Signature: &XD&%{” - Date: fZ,/‘ZO/ [
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9-A.

9-C.

9-D.

1.

12.

13.

14,

15-A.

15-B.

Applicant’s Signature: %c‘\ll . }

Revised:

Have you ever voluntarily relinquished any medieal staff membership?

Has your medieal staff membership, medical privileges or medical staff status at any
hospital becn limited, suspended, revoked, not renewed or subject to probationary
conditions or has proeessing toward any of thosc ¢nds been instituted or recommended by
a medical staff committec or governing board? -

Have you ever been denied medical staff membership, or advancement in medical staff
status, or has such denial been recommended by a standing medical staff committce or
governing body?

Have you ever, for any reason, withdrawn an application for hospital privilcges or
appointment?

Have you ever been charged with any criminal offense, other than a minor traffic offensc?

Has your privilege to possess, dispense or prescribe controlled substances ever been
suspended revoked, denied, restricted or surrendered, or have you ever been called before
or warned by any statc or other jurisdiction including a.federal agency regarding such
privileges?

Has any professional liability insurance provider cver restricted, limited, terminated,
imposed a surcharge or co-payment, or placed any-condition related to professional
competency or conduct on your coverage or have you ever volumarily restricted, limited or
terminatcd your insurance coverage in response to any inquiry by a professional liability
insurancc provider?

Have you ever been the subject of any suspension or probation procecdings instituted Blue
Cross or Bluc Shield, Medicare, Medicaid, or any other medical Reimbursement plan; or
have you ever been restricted from recciving payments-from any Blue Cross or Blue
Shicld, Medicare, Mcdicaid (any state), or third party programs?

Have you cver had an application for membership as a participating provider rejected by
any HMO/PPO/IPA or other prepaid health care ptan or your contract as a participating
provider terminated by any MMO/PPO/IPA or other prepaid plan?

In the past tcn (10) ycars, has any medical malpractice claim bcen made against'you,
whether or not a lawsuit was filed. in relation to the claim or has such a suit been
scttied, adjudicated or otherwise resolved?

In the past ten (10) years, has any lawsuit, other than a medical malpractice suit, which is
related to your competency to practice medicine, or your profcssional conduct in the
practice of medicine, been filcd against you or has such a suit been settled, adjudicated or
otherwise resolved?

YES

Date: ’.2’/20 / VI

S

12.01.10
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CONFIDENTIAL MEDICAL INFORMATION

Before completing the following questions, refer to the instructions for definitions and additional
information. If answering “yes” to any of the questions, you must provide details on the
supplemental pages for questions #16-A to 19. For purposes of the following questions, “currently”
does not mean on the day of, or even the weeks.or months preceding the completion of this
application. 1t means recently enough to have an impact on one’s functioning as a licensee, or
within the past two years of this application.

JES DO

16-A.  Since becoming a medical student, have you been diagnosed with or treated for a medical
condition which in any way currently limits or impairs your ability to practice medicine ar
to function as a physician?

16-B. Do you currently have a medical condition whicli-in any way limits or impairs your ability
to practice medicine or to function as a physician?

17-A.  Within the past two years, have you engagéd in the-use of chemical substances with the
result that your ability to practice medicine is currently impaired or limited?

17-B.  Have you ever refused to submit 1o a test to determine whether you had conswmed and/or
were under the influence of chemical substances?

18. Are you currently engaged in the illegal use of drugs or misuse of prescription drugs?

19. Within the past five years, have you voluntarily modified or otherwise limited your scope
of practice of medicine for any reason other than a medical condition?

Il your responses to Questions 1-19 change while your applicationis pending, you must immediately
notily the Board of the new information.

Pursuantto M.G.L. ¢c. 62C, § 49A, I certify under the penalties of perjury that, to the best of my knowledge and
belief, 1 have filed any Massachusetts state tax returns and paid any Massachusetts state taxes that are required
under law. {Note: This applies even il you reside out of the state or out of the country.)

Pursuant to G.L.c. 62C, § 49A, 1o the best of my knowledge and belief, I.am in compliance with'G.L.c. 119A
relating to withholding and remitting Child Support.

Pursuantto M.G.L. c. 119, § 51A, I certify under the penalties.of perjury that I will fulfill my obligation to report
abuse or neglect of children. I will read the Board’s regulations, 243 CMR 1.00 through 3.00. To the best of my
knowledge, 1 imeet the qualifications for full licensure in Massachusetts,

I cenify under the penalties of perjury that all information on this form (front and back, and all attached pages) is
true, to the best of my knowledge.

. . . L .. .. . . A
| authorize the Board of Registration in Medicine to access any and all criminal case information on me held by -
the Massachusetts Criminal History Systems Board.

Applicant’s Signature: g,{ a[‘(_'_j:l Date: “f /%l ”

A
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COMMONWEA’LTH_ OF MASSACHUSETTS-BOARD OF REGISTRATION IN MEDICINE
200 Harvard Mill Square, Suite 330, Wakeficld, MA 01880 - www.massmedboard.org

T L VO i A

AUTHORIZATION FOR RELEASE OF INFORMATION, DOCUMENTS AND RECORDS

L_SreR2RA WASH INLToN

(type/print your compléte name)

request and authorize cvery person, institution, professional licensing board of any state in which I hold or may
have held a license to practice my profession, hospital, clinic, government agency, (local, state, federal or foreign),
law enforcement agency, or other third parties and.organizations, and their representatives to releasc information,
records, transcripts, and other documents, concerning my profcssional qualifications and competency, cthics,
character, and other information pertaining to me to the Massachusctts Board of Registration in Medicinc.

I further request and authorize that the requested information, documents and records be sent directly to:
Boardrof' Registration in Medicine
200 Harvard Mill Square, Suite. 330
Wakefield, MA 01880

Attention: Licensing

Immunity and Release

I'hereby extend absolute immunity to, and release, discharge, and hold harmless from any and all liability: 1) the
Board of Registration in Medicine, its agents, representatives, dircctors and officers; 2) other agencies, institutions,
hospitals and clinics providing information, their representatives, directors and officers; and 3) any third parties
and organizations for any acts, communications, reports, records, transcripts, statements, documents,
recommendations or disclosurcs involving me, made in-good faith and without malice, requested.or received by
the Board of Registration in Medicinc.

By my signature below, 1 acknowledge that information, documents and records required to bc furnished by
another organization, educational institution, hospital, individual or any person or groups of persons has been sent
to me directly from the primary source in a sealed envelope and that none of the seals have been broken, |
understand that the Board ol Registration in Medicine will not accept any-such information, records or documents
forwarded by mc unless they are in sealed cnvelopes. )

A photocopy or facsimile of this authorization shall be as valid as the original and shall be vaiid up to one year

from the date signed.
=, - j2f20] 1
Appticant’s Eiﬁ{a‘t'ureb Date of Si gnature

WASH NN | STEBRA W)

Applicant’s Printcd Last Nan‘w, First Name, Middle Initial, Suffix (e.g., Jr.)

Applicant’s Date of Birth. (month/day/ycar)




STATE AND CONSUMER SERVICES AGENCY- Depariment of Consurmer Affairs EDMUND G. BROWN JR., Govemor

v <t MEDICAL BOARD OF CALIFORNIA

Culibarnls
Cepertnont of Licensing Program
Congumer 2005 Evergreen Street, Suite 1200
Affalrs Sacramento, CA 85815

(916) 263-2382 FAX {§16) 263-2944
www,Mmbe.ca.gov

January 05, 2012

TO WHOM IT MAY CONCERN:

This is to cerify that on the date of this letter the records of the Medical Board of California (Board)
indicate the following information:

PHYSICIAN: SIERRA LI'EN WASHINGTON
LICENSE NUMBER: A99781
ISSUED: April 20, 2007
EXAM TYPE: AWritten Examination
. EXPIRATION DATE: October 31, 2012
STATUS: RENEWED/CURRENT

BOARD DISCIPLINE:  No

This license information was last updated on: 01/04/2012

Furiher public records pertaining to the above licensee may be avaitable from the Board's Web site at
www.mbc.ca.gov.

Curlis J: Worden
Chief of Licensing
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STATE OF INDIANA

A1TCHI= z b Indiann Professional Licensitp Apency
MITCHELL E. DANIELS 402 W, Washington S1. Room W072 ?
' Indianapolis. IN 46204 ’
Phene: {317) 232-1980
Fou (317) 233420

Official Proof of Licensure
‘Digitally Certified Record

. - L
‘Personal Information

* Name: Sierra Li'en Washington

H

! Address: L Indiana University Hospital - Dept OBGN
550 N University Blvd.:UH 2440 '
Indianapolis, IN 46202 -

Date of.Birth: 10/2411976

e b
License Information

i Number Issued: 01068175A

Llcanse- Type: Physician )
. Status: . Active

' Issue date: ) 05/05/2010

* Explration Date: 06/30/2013

i Obtalned By: ‘Endorsement

N f._)lsc!gllnary Actlon; _ None.

This licensee-has met AkL requirements for licensura in.the State of-Indiana - including successfully
passing all required exams.

‘For additional information including questions regarding Disciplinary Action, contact the appropriate
Board or Commission at www.in.gov/pla/boards.him

Digitaily Certified on: Mon.Feb 06 12:43:15 PM EST 2012

UNITEDSTATES
P POSTAL SERVICE«

Eloctronic Postmark
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STATE OF INDIANA

MITCHELL E. DANIELS Indiann Professional Licensing Agency
402 W, Washington 51..Room W72
Indianapolis. IN 46204
Phone: (M7) 232.2950
Fuuv: (37 2334236

a

L 2

Digitally Certified Proof of Licensure

RE: Sierra Li'en Washington

t, Frances-Kelly, Executive Director of the Indiana Professional
Licensing Agency and custodian of the records therein, hereby certify
that the attached Is the digitally certified proof of licensure, as
requested, and as it-appears in'the files of the Indiana Professional.
Licensing Agency on the dateftime cerlified.

This digita! certification follows the requirements of Indiana’s
Electronic Digital Signature Act {Indiana Code 5-24-1-1 el seq.} and
rules developed by.the Indiana State Board of Accounts, 20 IAC 3-1
et seq. to establish a valid digital. electronic signature

If you have the need to verify the authenticity of the digital-certification
as of the date and time stamp below, go to
https://secure.in.gov/apps/plasverify.ntm and use our free web service to
"Verify an Electronic Cerified Record". Simply browse to the location
you saved the secure pdf document-sent to you-and upload to
validate.

[/
3«,0”«15’? : —
Frances Kelly, Executive Director
Mon Feb 06 12:43:15 PM EST 2012

- UNITED STATES
Pad 705TAL SERVICE»

Eloctronic Postmark



STATE OF INDIANA

MITCHELL F. DANIELS Indiana Professional! Licensing Agency
402 W, Washington S1. Reom W072

Indianupolis; IN 46204
Plrone: {317) 232-1980
Fou: (317 134236

Official Proof of Licensure
Digitally Certified Record

Personal Infé_a-'rmatién‘ e 7

" Name; Slerra Li'en Washington

Address: Indiana L_Jﬁi\.{er'sily Hospital - Dept OBGN
550 N University Blvd. UH:2440,
Indianapolis, IN'46202.

Date of Birth: 7 12r2api976

_License Information

'- Numberls#ueél: ~0‘!0681-7-5A . N
License Type: . Physiclan ‘

_Status: Bctive
Issue date: : 05/05f2010’_

» Expiratioh Date: . 06/30/2013

' Oﬁtqined By: - ' Endorsement. .
Disciplinary Action: None l

This licensee has met ALL requirements for licensure in the State of Indiana - inciuding successfully
passing all required exams.

For additional information including quastions regarding Disciplinary Action, contact the appropriate
Board or Commission at www.in,goviplafboards.htm

Digitally Certified on: Thu Jan 05 03:48:24 PM EST 2012

UNITED STATES
‘ POSTAL SERVICE »

Eloctronic Postmark
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STATE OF INDIANA

MITCHELL E. DANIELS

*

Indiann Prefessional Licensing Agency
402 W, Washington S1. Room \W072
Indianapolis, IN 46204

Phone: (317} 232-2950

Fav: (317) 233023

Digitally Certified Proof of Licensure

RE: Sierra Li'en Washington

{, Frances Kelly, Executive Director of the Indiana Professional
Licensing Agency and cusiodian of the re¢ords therein, hereby cerlify
that the attached is the digitally.cerlified proof of licensure, as
requested, and as it appears in the files of the Indiana Professional
Licensing Agency on.the dateftime cerified.

This digital certification follows the requirements of Indiana’s
Electronic Digital Signature.Act (Indiana.Code 5-24-1-1 et seq.) and
rutes developed by the Indiana State Board of Accounts, 20 IAC 3-1
et seq. to establish a valid digital electronic signature

If you have the need to verify the authenticity of the digitat certification
as of the date’and time stamp below, go lo
https;//secure:in.goviapps/plaiverify.him and use our free web service to
“Verify an Electronic Certified Record”. Simply browse to the location
you.saved the secure pdf.document sent to you and upload to
validate.

6% ..%,.

Frances Kelly, Executive Director
Thu.Jan 05 03:48:24 PM EST 2012

UNITED STATES
P POSTAL SERVICE o

Eloctronic Postmark
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Commonwealth of Massachusetts
Board of Registration in Medicine

200 Harvard Mill Square, Suite 330
Wakefield, Massachusetts 01880
(781) 876-8200

DEVAL L. PATRICK Enforcement Division Fax: (781) 876-8381 STANCEL M. RILEY, JR. MD.
GOVERNOR Legal Division Fax: (781) 876-8380 EXECUTIVE DIRECTOR
TIMOTHY P. MURRAY Licensing Division Fax: (781) 876-8383

LIEUTENANT GOVERNOR

Sierra L Washington M.D. 10/25/2012

888 Commonwealth Ave, 3rd Floor

Attn: Sarah Roberto
Boston, MA 02215

LICENSE EXPIRATION DATE: 10/24/2012  LICENSE # 250359
Dear Dr. Washington :

Please be advised that your license to practice medicine is now lapsed and you cannot practice medicine in
the Commonwealth of Massachusetts unless you revive your license.

If you wish to revive your license, you must complete a lapsed license application which is available at the
Board's website at www.mass.govmassmedboard or by request from the Board. Your license revival must
be approved by the full Board. The fee for revival of your license is $700.00 and the term of your license
period will extend until your next birthday. At that time, you would be required to submit a complete
standard two-year license renewal application.

Practicing medicine with an expired license is a criminal offense and in violation of M.G.L.c.112 §5 and the
Board's regulation 243 CMR 1.05(5). Physicians who engage in the practice of medicine with an expired
license must be reported to the Attorney General and may be subject to disciplinary action by the Board.

If you have any questions about these procedures, please call the Licensing Division at (781) 876-8210.

Sincerely,

A il

Rose M. Foss, Director
Licensing Division

CERTIFIED MAIL, RETURN RECEIPT REQUESTED

L) Visit Our Website At: http://www.mass.gov/massmedboard
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standard two-year license renewal application.

Practicing medicine with an expired license is a criminal offense and in violation of M.G.L.c.112 §5 and the
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