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License Type: Osteopathic Physician and Surgeon 20A

License Number; 13623

File Number: 2000637

Application: : Osteopathic Physician and Surgeon Renewal
Application '

Application Number: ' 14043766

Application Date: 07/06/2018 (mm/ddlyyyy)

First Name:: ADAM
Middle Name: JACOB
Last Name: _ COLTON
Birthdate: S [l i
Gender: |

Rddresses i e
License Related Addresses
Address of Record
Warning: In order to protect your privacy and identity,
address will not be displayed. -

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

ConhvictionDisclostrer s+
Since your last renewal, h

ave yol been *
convicted or plead guilty to any crime? -

T e e T s
BT B

Since your last renewal, has ay
governmental entity taken any disciplinary
action against any of your health care related

ficenses? : ‘
T e T T e T s T
Bersahampalients s S

Do you have any physical, mental, emotional No
or behavioral disorder that would impair your
ability to practice medicine safely?

Queshions
"Renew Active?: Yes
SMTLRPAVOIUNIALY RO S summossscinmsoossaevisnissannssmmni sinssisiommsssmssoiastes i
f wish to voluntarily contribute. No

CE TR TRITN
15300008574 ‘
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Attachments;

Page 2 0i 3

LR R

PhYSICIaNS{Ivey

i

Are you retired?

Activities in Medicine

Patient Care Practice Location
Telemedicine Practice Location

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

Areas of Practice

| Board Certificati.ons

AQOA Board Certifications
Postgraduate Training Years

Cultural Background

Foreign Language Proficiency

‘Web Site Profile

E-mail;
jF.:jefej?%sl 4 ;7<‘u#.' : ;‘zaq‘m‘a\?‘r.b- -7 £
StephenM. ThompsonLRP

SR

_ Active Renewal Fee

CURES Fund

Total Amount Due:

Administration - 1-9 Hours
QOther - None

Patient Care - 40+ Hours

Research - None

Teaching - None

Telemedicine - 10-18 Hours

Zip: 99762 County: QUT OF STATE
Zip: 99762 County: OUT OF STATE
Zip: 93906 County: MONTEREY
pr: County:

Not in Training

Family Medicine - Primary

American Board of Family Medicine - Family
Medicine

AOA - Family Physicians
5 Years

White

Spanish

Cultural Background - No

Fgﬁiﬁgn Language Prbficiency -No

Gender - Yes

$400.00
$12.00
$437.00

ALOSERLION oo s oo vt oo S

Applications are not considered_ Submi‘;_ted_ for processing until payment is received,

s RN

S SR B I N Ly STy e

I !IIflllllllllllllllllr!l!lllllllllllll-[llillIIII
—e 133000095740
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I swear under penalty of perjury under the laws of the State of California that the foregoing is
true and correct.

Signature: ' Date:

M ESTECERL A0 R T T )
1530900357405




Application Summary

7116 1:04 PM
License Type:
License Number:;
File Number:

Application:

Application Number:
Application Dats:

Personal Detajl
First Name:;

Middle Name:
Last Name:
Birthdate:
Gender:

Addresses Col
License Re!ated Addresaes
Address of Record

Warning:

Confidential Address
Warning:

Conv:ctron Dlsclosure

Since your last renewal, have you been

convicted or plead guilty to any crime?

Disciplinary Disclosure
Since your last renewal, has any
govemnmental entity taken any disciplinary

action against any of your health care related _

licenses?

Personal Impalrments : -
Do you have any physma! menta# emotlonal
or behavioral disorder that would impair your
abilily to practice medicine safely?

Renewal Status .- 7 =5 :
Renewal Status - Please choose Active or
Inactive:

Quiestions

07/11/2016 .(mm/dd/yyyy)

~ ADAM

No

Page 10l 3

Osteopathic Physician and Surgeon 20A
13623
2000637

Osteopathic Physician and Surgeon Renewa|
Appilication

14027?94

JACOB
COLTON

k*/*k!*‘k#*

Male

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

In order to protect your privacy and identlty
address will not be displayed.

Aétive

ORI
[ e L
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Renew Active?: ‘ Yes

SMTLRP Voluntary Fees

I wish to voluntarily contribute. No

Attachments

Physlician Survey

Are you retired? No

Activities in Medicine - Administration - 1-9 Hours
Other - None

Patient Care - 40+ Hours
Research - None
Teaching - None

Telemedicine - 10-19 Hours

Patient Care Practice Location Zip: 93906 County: MONTEREY

Telemedicine Practice Location Zip: County:

Patient Care Secondary Practice Location Zip: County:

Telemedicine Secondary Practice Location Zip: County:

Current Training Status Not In Trainfng

Areas of Practice Family Medicine - Primary

Board Cerﬁifi_cations | American Board of Family Medicine - Family
Medicine

Cultural Background White

Foreign Language Proficiency Spanish

Web Site Profile ,@%ural Background - No

Foreign Language Proficiency « No

%&é}der - Yes

E-mail: S

Fees’ S e Dl S TR
Active Renewal Fee $400.00
CURES Fund | $12.00
Stephen M.Thompson Loan Repayment Fee $25.00

Total Amount Due: - $437.00

Applloatlons are not consndered submltted for prooessmg untif payment is recelved
Attestation: < - - o :

(T RRPETRET IH!I;JIHHIHEH I
- 1468267455837
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I swear under penalty of perjury under the laws of the State of California that the foregoing is
true and correct.

Signature: Date:

VI TN T
1438267485673
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DepadmentdfConswnerAﬁaNs

RECEIPT
18979227

Thank you for using the BreEzZe System to submit your application.

Name: COLTON, ADAM JACOB
Transaction Date: 07/11/2016 13:05
Application Number: 14027794

Complaint Number:

License Type: 8001
License Number: _ 13623

Payment Description: - Osteopathic Physician and Surgeon Renewal Application
Fee Paid: (US $) ' . 437.00

Remaining Balance: (US§) 0.00

Please print and save this receipt for your records.

This receipt is provided as a record for the above named Hcensee/appfi(;ant.

llegal use or alteration of this receipt may result in criminal prosecution.
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ADDRESS CHANGT, NOTIFICATION FORM

OSTEOPATHIC MEDICAL BOARD OF CALIFORNIA — | L o
1300 Nationat D rive, Suite #130
SACRAMENTO, CA 95834-1991 ,

TELEPHONE: (915) 928-83000 | §
FAX (916) 928.8392

Guvernor Edmund G.

Brawn Iy,

037L0RA

HIS MZ0ie
BOARD OF CAL IFOk

CALIFORE:

Calffornla Code of Regulations, Title 16, Divisign 16, Article 1, Seetipn 1604, Filing of Addresses
by Licensees: vequires alf licensees to Immediately report alf ¢h

address changes,

anges of address. Pleage cornplete this form to repart your

IF A PUBLIC ADDRESS IS NO'T GIVEN » YOUR CONFIDENTIAL MAILING ADDRESS WITI, BE*

POSTED ON QUR WEBSITE, _ .
-01d Public Address New Public Address
Adam Jacob Colton Adam Jacob Colton
Name Name

Natividad Medleal Center

Faeility Name (if any) ' -
1441 Constitution Bhvd .
Street Address
Salinas CA 3906
City State &

831-755-4123
{Telephone Number — O ptional)

Natividad Medlcal Canter

Facility Mame (iﬁdfﬁy}

_1441 Constitution Blvd )
Street Address T
Salinas CA 93908

City State  Zip

831-755-4123
(Telephone Number — Optional)

ad Maﬂing Addl‘ESS ( confidenidal - for Board nae aonly)

Adam Jacob Colton
MNaine

ARICPIONE INUMDE (sonfidendial- for Bord use only)

Fax Mumber

L

New Mailing Address gonftsensar— for Board use gnfy)

Adam Jacob Colton
Nama

“TéEl pplione Number feonfidential for Board wsze only)

o o
Fax Mumbey

Z0A13623

5123/16

Signature of Physician

Livenss Wumber

—_—
Date




I IR

OSTEOPATHIC MEDICAL BOARD OF CALIFORNIA
1300 National Drive, Suite 130, Sacramento. CA 958344397 Y o
P (918) 928-8390  F(9151923-8392 / www.ombe.ca gaves o &Y. / E -

FI3ITHEN T 3T T2AS I A9t A;

AUGHST 4, 2014

ADAM COLTOND O

The OMBC is required to make license information available on ag
the [nFemet; in addit[{?[‘t this ﬂc‘idress will also be usad to [r)all ("
your license renewal information to you. To preveat a residence =

address from inadvertently being released, please verify your PUBLIC ADDRESS which will be the address listed
at www.ombe.ca.gov.

The address below will be printed an vour wallet license). * YN s
( printed an 3482458/ 3us e cp,, [#25

If the “Public Address” is left blarnk, your “Matling Address” below will be listed on our website,

PUBLIC f\fPr?‘N 0RO T"“EO\ A (envee
ADDRYESS  Facility Name (if any)

WYY Corsmitumon Sy SALNnS (A T30
Mo, Street City State Ziptd

PUBLIC | |
PHONE (Optional) _ R34 =155~ 4[| FAX

Pleas’e.verify your mailing address to be used ONLY by the OMBC. THIS WILL NOT BE PUBLIC unless the
above public address box is lef blank {see instruction ahove),

MAILING
ADDRESS

PHONE

E-VIATL ADT

WL /(’/ po. 924714 B

SIGNATURE DATE

. 7 .
oo - SRS W

{ E(I\s I [J mz\":lL

FILE# 2080637 {OFFICE USE ONLY- NOT A LICENSE #)

20060 (5

RETURN THIS IFORM IMME ?AT[}' YINTHE ENCL OSED ENVELOPE
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o OSTEOPATHIC MEDICAL BOARD OF CALIFORNIA

i ‘i I | 1300 National Drive, Suite 150, Sacramento, CA 95834-1991
P (916)928-8390 F {916) 928-8392 ¢ www.ombe.ca,gov

¥
BrTATA OF QALIRORA MY A I

JIEPARTMEN T IF COMIUMER AFFAIRG
E

AUGUST 4, 2014

Re: California Osteopathic Physician and Surgeon Certificate

Dear DR. COLTON DO :

Your application file for California osteopathic physician and surgeon certificate is
now complete. You have met alf qualifications for licensure in this State.

The license fee is $400 every two years, renewable in your birth month. In order

to place you in the appropriate billing cycle (even birth monihs, i.e., February,

April, June, efc, renewing every even year: odd birth months, i.e., January, March,
May, etc. renewing every odd year) we have prorated your initial licensing fee.
Effective January 1, 2010, pursuant to Business and Professions Code section
2455.1(a), the Board is required to collect an additional $25 for the Steven M.
Thompson Physicians Corps Loan Repayment Program (PCLRP). The amount

you owe is indicated below. Upon receipt of this fee via check accompanied by
the enclosed address form, your iicense number will be issued. Processing time
is approximately two to three weeks.

LICENSE FEE: $400
PCLRP FEE: $25

_ PLEASE REMIT TOTAL  $425
Your license expiration date will AUGUST 31, 2014
If you have any que'stions, please feel free to contact me.

Sincerely,

Sabrina Rowell

Licensing Specialist

Osteopathic Medical Board of California

FILE # 2000637 OFFICE USE ONLY- NOT A LICENSE #
enclosure




a @ ‘3 :7!‘"' Department of Consumer Aifairﬁ g C E i \j E D
BL{SL{ g C{L_ Osteopathic Medical Board of California
) 1300 Mational Driva, Suit

Sacramentg, CA '9583%“% ‘JUl ”7 ﬁH “ 'y l

{218) 928-8390  Fax (316} 928-8392

. | www,dea, ca. govfosleopatusg PATHIC MEDICAL
APPLICATION FOR OSTEOPATHIC PHYSiC[AN’@j O%DH&?@BN% CERTIFICATE

Please read alt instructions prior to completing this application. -All questions on this application must be answerad.
In addition to this form, other essential application requirements must be completed.

FALSIFICATION OR MISREPRESENTATION OF ANY ITEM OR RESPONSE ON THIS APPLICATION OR ANY ATTACHMENT
HERETO IS A SUFFICIENT BASIS FOR DENYING COR REVOKING A LICENSE.

Please type or print legibly. If space provided-is Insuiliclent, attach addfionat shaets. “3}.{ 5 L(’ 8 Cj‘q / { --(,/ {» 2?,/ g W —

1. NAME: Last: . First: Mitlctte:
Colton ¥ : Adam Jacob
OTHER NAMES USED if any: - : . 2. SOCIAL SECURITY NO:
3. DATE OF BIRTH' _— csctommem— [ 4. PLACE OF BIRTH: 5. BEX: -
Male Female D

6. ADDRESS: ‘ —
MAILUNG ADDRESS If differsnt: _
7. CONTAGT INFORMATION FOR APPLICATION PROGESS: 8. Are you a US citizen?

Da Yes No D
9, PRE-OSTEOPATHIC COLLEGE(S) T ROURESS - DATES OF ATTENDANCE
University of Michigan- Ann Arbor - Anh Arbor, Michigan - 09/2004-04/2008
Oakland University : Rochester, Michigan (7/2008-12/2008,
Wayne State University _ Detroit, Michigan ' 6/2005-8/2005
10, DSTEOPATHIC COLLEGE(S) ' ADDAESS DATES OF ATTENDANGE:
Chlcaao College of Osteopathic Medmme 555 31st Street, Downers Grove, lllinois 8/2009-05/2013

DATE OF DEGREE: /
0512013
1t. POSTGRADUATE TRAINING Hespital Hada Address Typo of Sanvice Dalas of Altendance
INTERNSHIP (AGA)
RESIDENCY/FELLOWSHIP: Dals of Serico
Natividad Medical Center, Salinas, California 06/2013 to Present ' //
12, BOARD CERTIFIED: DATE GERTIFIED: - . NAME OF CERTIFYING BOARD:
Yes [ ] No
15 TI6T ALLWAITTEN EXAMINATIONS TAKEN a.g. NBOME, State Written Boards, USMLE, FLEX atc,
STATE WHICH EXAMINATIONS AND WHERE TAKEM DATE COMPLETED
COMLEXPart1 | Lombech  TWashs oo 2T, 23
COMLEX Part2 ¢\ ceano s AANPST Tued T, TV2

COMLEXPart3 < pr. Suse | Celbaisio. | November 2, 2013

4. LIST ALL STATES IN WHICH YOU ARE NOW LICENSED OR HAVE EVER BEEN LIGENSED TO PRACTICE OSTEOPATHIC MEDICINE

*Writlgn axaminalion, Jeciprocity, National Boards, slc.

STATE DATE LICENSED * HOW LICENSED LICENSE NUMBER
15. Have you ever applied for bul did not take the California Osteopathic Medical Board Examination? I Yes, when? Yas [ | Mo (/]
16. Have you ever taken the California Osteopathic Madical Board Examination?  If Yas, whan? NO Yasg D Na ‘zf

OoMB.1




17. Have you avar willdrawn from, or been suspended, dismissad or sxpelled from a madical school or postgraduate
fraining? If Yas, attach explanation, ‘

I8. Has a claim or action for damages ever been filed against you in the course of the practice of madicing or any athar
healing art which resuttad in a malpractice settiament, judgment er arbitration award of over $30,000.007

19. Has thers ever been any peer group or professional association inquiry or action involving your practice
or relationship with patients alleging unprofessiona| conduct, wrengdging or negligence?

20. Have you ever withdrawn an application from any hospital, public antity or licensing agency?
If Yes, When?

21. Have you ever had staff privileges in a hospltal denied, suspended, limited, revoked or nal renewed for medical

disciplinary cause, or resigned from a medical staff in fleu of disciplinary or administrative aclin, or is any such
action pending?

22. Have you ever had a madical or any healing art license reslricted, suspended, revoked, disciplined or denied in
any state? .

23. Have you aver been deniod permission to practice madicine or any healing art in any state?

24. Do you have any condition which in any way impairs or'limits your ability 1o fvraciice medicine with reasonable skill and
safely, including but ot limitad to, any of the following?

- K} Fa
iF YES?PLEASE CHECK THE APPROPRIATE BOX(ES) BELOW:

(1 A condition which raquired admission ta an inpatfent psychiatric treatment facility
[ Alcohol or chemical substance dapendercy or addiction

[] Emotional, mental or behavforal disorder

L1 Other (expiain)

FOR ANY OF THE BOXES GHECKED ABOVE, PLEASE SUBMIT COMPLETE OFFICIAL INPATIENT TREATMENT
RECORDS, EVIDENCE OF ONGOING AEHABILITATION TREATMENT, AND A PERSONAL WRITTEN EXPLANATION,

727. Do you have a Drug Enforcement Administration (DEA) aumber? _ Yos [ No [/]

28, f yes, what Is tha DEA number and in what state was it issued?

na

e L REEL LR IV (ST T T

e Y s,
—_— e,

CERTIFICATION

| CERTIFY UNDER PENALTY OF PERJURY UNDER THE LAWS OF THE STATE OF CALIFORNIA THAT THE
INFORMATION PROVIDED IN THIS APPLICATION IS TRUE AND CORRECT,

o /

B / l' l.‘. " { AT . - . v 1
AT Ny 1) ol
Signature of Applicant : Date

OMB.1

S




“Drsclosure of your social security number is mandatcry. Saclion 30 of the Business and Prolessions Code and Pub. L. 94-455 (42 U.S.C.A, 405 {e) (2y{Cyn
authorizes coltection of your social securily number. Your social security number will ba used exclusively for lax enforcemant purposes, for purposes of compliance
with any judgment or order for family: support in accordanca with Sactign 1 1330.8 of the Weltare and Institutions Code, or for varification of licensura or examination
stalus by a licensing ar examination antity which utilized a national exarination and whers licensure is reciprocal with the requesting state. If you fail to disclosa
your social security number, you will be reported to the Franchise Tax Board, which may assess a $100 penally against you."

INFORMATION GOLLECTION AND ACCESS

Agency requesting informaltion: Osteopathic Madical Board of
California, 1300 National Drive, Suite 150,
Sacramenio, CA 95834, (916) 928-8300,

Al items in this application are mandatory; none are voluntary,
Failure to provide any of the requested information wi delay
the processing of your application. The information provided
will be used to determine your qualificatfons for licensura per
Section 2080 of the California Business and Professions
Code, which authorizes the collection of this information. The
information on your application may be transferred to other
medical icensing autherties, the Federation of Stale Madical
Boards, or other governmental or law enforcement agencies.
You have the right o review your application subject to the
provisions of the information Practices Act, The Executive

R e R e | [
l Director is the custodian of records.

APPLICANT‘DECLARATION{’SIGNATURE and NOTARY

sTATE OF AL FO LB,
COUNTY OF __IN\ onve ¢ oo™
The applicant, JR’;@%W\ "S?:\(fbiﬂ‘) (o Lo _, being first duty

{PLEASE PRINT FULL NAME}

sworn upon his/her oath deposes and says: that he/she is the Poioui ireren nainsu auvsu g 1o this application;
that he/she has read the complate application, knows the full content thereof, and declares that all of the information
contained herein and evidence or other credentials submiited herewith are true and corract; that he/she is the lawful
holder of the degree of Doctor of Osteopathic Medicine as prescribed by this appiication, that the Same was procured

*in the regular course of instruction and examination, and that it, together with all the cradentials submitted, were
produced without fraud or misrepresentation or any mistaks of which the applicant is aware and that the applicant Is
the lawful holder thereof. Applicant further states that ha/she authorizes all hospitals, institutions, or orgariizations, .
histher references, agencies (iocal, stale, faderal or forelgn), to release to the Osteopathic Medical Board of California
or its successors, any information, flles or recerds, inciuding medical records, eduicational records, and records of
psychiatric treatment and treatment for drug andior alechol sbuse ar dependency, requested by the Board in
connectlon with this application; or any further or future investigation by the Board necessary to determine my madical
competence, professional conduct or physical or mental ability to safely engage in the practice of osteopathic
medicine. Hefshe further authorizes the Osteopathic Medical Beard of Callfornia or Its successors ko release to the
organizations, individuzls or groups listecl above any information which Is material to this application ar any
subsequant licensure, Hefshe further acknawledges that falsification or misrepresentation of any item or response on
this application is adequate to deny the same or ic hold a?aring to revoke the same, if issued. '

« SIGNATURE OF APPLICANT: &?U L~ CJ'/

i

Signed and sworn to bafore me this V4 ay of “-b-i[{-f ﬁ{u ;?ﬂg?’ _
////j 2. Lo "
. ) T T '
Notary Seal & Sighature of Notary Public
T S N e WP A AP .L‘ /J\JJ\ rﬂdﬂ_j}({/é?éfijg‘\j %ﬁlu(‘/"
3 . ABRAHAM MUNDZ-CAL DERCON g ‘ . Address
chogalel USRS L | Gy Pal 63 R
) 5 i A s [
_;."/ e ui.mém‘i.; TUtty g
. ; vy Lomnt. Expires May §, 2015 . .
R P e gl My Commission expires /Mﬂ',? 9 247

omMB.A

smm OSP 0381475




