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Common License Application Form - Self-Reported

X

Cj?% O
TAP Username: tiranklin  Submitted on: 1/11/2008 1:30 PM (! @(bO 2
L
1. Name
Mame Tanya Ellis Franklin MD
Maiden Name Ellis

Alternate Name(s) Tanya Kay Ellis
Tanya Kay Franklin

2. Address/Phone

( Practice ) 550 S. Jackson St.
Dept of Obstetrics and Gynecology

Louisville, KY 402902
USA
Public Access: v

Mailing: N

( Home ) Ry

Public Access: N

Mailing: Y

Phone

Business 502-561-2777
502-295-0891

Business Fax

e =

Home Fax

Email
Primary

Secondary

L

F3¢ Identification
Birth Date *
Location: e

https:/s1.fsmb.org/ eCLAR/ReportVi_qﬂHTML.aspx

1/17/20




National Provider ID

U.S. Citizen

School

Address }
ok

Attendance Dates
Grad Date

Degree

ssn s

v
Gender —

4. Medigaﬂ Education

Page 2 of 4

University of Louisville School of Medicine

Health Sciences Center
Louisville, KY 40292
USA

08/1999 to 05/2004
5/14/2004
MSMD

5. Fifth Pathway

No information reported.

Hospital

PGY
Year(s): PGY 1

Year(s): PGY 2

Year(s): PGY 3

6. Postgraduate Medical Education
rUniversity of Louisville Hospital

University of Louisville Hospital
550 S. Jackson St.

Louisville 40202

USA

Internship/Residency: Complete?:

Obstetrics and Gynecology
Dates: 07/2004 to 06/2005

Residency: Complete?: Completed
Obstetrics and Gynecology
Dates: 07/2005 "to 06/2006

Residency: Complete?: Completed
Obstetrics and Gynecology
Dates: 07/2006 to 06/2007

https://s1.fsmb.org/eCLAR/ReportViewHTML.aspx

Completed

1/17/2008




Page 3

of 4

Year(s): PGY 4 Residency: Completes: In Process
Obstetrics and Gynecology
Dates: 07/2007 to 06/2008

rUniversity of Louisville Hospital
Hospital University of Louisville Hospital

550 5. Jackson St.
Louisville 40202
USA

PGY
Year(s): PGY 1 Internship/Residency: Complete?:
Obstetrics and Gynecology
Dates: 07/2004 to 06/2005

Completed

r7. Examination History

Exam ) USMLE3
Date 12/2004
Attempts 1
Pass/Fail P

Exam USMLE1
Date

Attempts 1

Pass [Fail P

Exam USMLE2
Date

Attempts 1
Pass/Fail P

8. ECFMG

ECFMG ID:

Cert Date:

9. State or Professional Licensure

State KY

License Number R0980

Type MD: Doctor of Medicine
Status ACT

https://s1.fsmb.org/eCLAR/ReportViewHTML.aspx

1/17

2008




Issue Date 7/1/2007

Page 4|of 4

Dates

Practice/Employment
Name

Address

Position
Department

% Clinical / % Adm
Employment

Staff Prlviledges
Affiliation

Cther

r10. Chronoclogy of Activities

07/2004 to In Progress
University of Louisville

550 S. Jackson St
Louisville, KY 40202
Resident

0B GYN

0% / 0%

N

N
N
N

ri11. Malpractice Liability Claims Information

No information reported.

TAP Username: tfranklin Submission tracking I1D: 7005 Self-Reported

htfps://s] fsmb.org/ eCLAR/ReportViewHTML.aspx
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AMS ADVANTAGE :: ePay

Process Payment

Find and Maintain
Transactions

Transaction

Page 1 of 1

Summary

Your payment has been successfully processed. Please use the following

information when referencing this transaction:

Merchant : Kentucky Board of Medical Licensure (KY245-KBML)

ePay transaction number : 3755229

Order number : Franklin

MSP transaction number : 22165509
Authaorization code : 083226
Transaction date : 2008-01-17 03:10 PM

Print This Page

View Transaction Details Process Another Payment

Payment Info

Payment ltems :

Comments ;

Billing Info

Name
eMail Address

Description ] Smart Code [JAmount (§)ffi?
Application Fee PHYNEW 300.00
Total amount : 300.00

: Ob;’GYN_& Women's Health

Phone number :
Address :

Payment Method

Credit Card (C

harge) info

Card number (last five digits) :—

Card verification value :

Expiration date :_

https://epg.ky.gov/ePay/processPayment.do

1717/

2008




Affidavit and Authorization for Release of Information: You must attach a recent (less than 6 months old)
passport quality, color photograph of yourself to this form. Take the form to a notary public and sign the form
the presence of the notary public. The notarized form then must be sent directly to this Board. :

=2

Affidavit
And .
Authorization For Release of Information

1, the undersigned, being duly sworn, hereby certify under oath that | am the person named in this application,

ihat all statements | have or shall make with respect thereto are true, that | am the original and lawful possesgor

and person named in the various forms and credentials furnished or to be furnished with respect to my applic
tion and that all documents, forms or copies thereof furnished or to be furnished with respect to my application
are strictly true in every aspect.

[y

] acknowledge that | have read and understand the Application for Physician Licensure and have answered a|l

questions contained in the application truthfully and completely. | further acknowledge that failure on my part fo
answer questions truthfully and completely may lead to my being prosecuted under appropriate federal and state

laws.

| authorize and request every person, hospital, clinic, government agency (local, state, federal or foreign), cou
association, institution or law enforcement agency having custody or control of any documents, records and
other information pertaining to me to furnish to the Board any such information, including decuments, records
regarding charges or complaints filed against me, formal or informal, pending or closed, or any ather pertiner
data and to permit the Board or any of its agents or representatives to inspect and make copies of such docu
ments, records, and other information in connection with this application.

=

-

| hereby release, discharge and exonerate the Board, its agents or representatives and any person, hospital,
clinic, government agency (local, state, federal or foreign), court, association, institution or law enforcement

t,

agency having custody or control of any documents, records and other information pertaining to me of any and

all liability of every nature and kind arising out of investigation made by the Board.

| will immediately notify the board in writing of any changes to the answers to any of the questions contained in

this application if such a change occurs at any time prior to a license to practice medicine being granted to me
by the board '

| understand my failure to answer questions contained in this application truthfully and completely may lead t

denial, revocation, or other disciplinary sanction of my licensure or permit to practice medicine.
% e e )
i | = PS

Applicante Signature (must be signed in the presence of a notary)

o

Franklin Lo

Applicant's Printed Last Name Y .

Tanya Ellis J ;

Applliﬁnlt'r 5%@.-:1 First Name, Middle Initial, and Suffix (e.g., Jr.) \ ;

Date of Signature e j ;
NOTARY B

:Da‘ted \lnlog Signed UlC/@AA g
State of W County of MJAM\’\J

T
SUBSCRIBED AND SWORN TO before me this B ELY day of 2
L4 } QD N (NOTARY PUBLIC SI

My commission expires: L+

ATURE & SEALS

Comman License Application Form - TAP User : tfranklin

Applicant Name: Franklin, Tanya Ellis Date: (“I; @9
-1




Addendum 1
[Category I]

Please answer all questions on this application. Category I will help the Board determine if you meet the essential
eligibility requirements for licensure by virtue of your background, education, training and experience. If you are
qualified to practice under Category I, Category II will be reviewed to help the Board determine if you are qualified

to

practice safely and competently, with or without reasonable modification. If you answer “Yes” to any of the questions,

you must attach a complete written explanation of the event(s) or cendition(s), including dates, names, addresses,
circumstances, and results along with your returned application.

NOTE: Intentional false answers or misrepresentation in applying for or procuring a license, registration or
reactivation in Kentucky are grounds for disciplinary action, including denial or revocation of license, and are

reported to the National Practitioner Data Bank and/or apprepriate national professional credentialing organization.

You must answer “yes” to any question if the eveni(s) described in that question has actually occurred. You mus

¢

answer “yes” in such circumstance even if you have been advised by an attorney or other person that you may answer
“no”. You must also answer “yes” in such circumstance even if the record of the event has been sealed or expunged

by Court order, or has been designated “confidential” by the body involved. After answering “yes” to the approp
question(s), you may advise the Board of any additional relevant information pertaining to your answer (i.e., recg
has been sealed or expunged, record is designated “confidential,” attorney has advised that you properly answer
The Board will consider this additional information, along with your answer(s), in determining the appropriate a
If you have any question about whether or not you should answer “yes” to a question, you should err in faver of|

riate
rd
“no”).
ction.

answering “yes” and providing an explanation, because any non-disclosure violation will likely result in denial of your

application or disciplinary action against your license. This application may not be altered in any way.

1. Have you ever been dismissed from, resigned while under investigation, failed to complete an academic year, taken a
absence, Qﬁgcn placed on probation or reprimanded at a medical school or a postgraduate training program?

Ces 0

eave of

2. Are you currently in default on any student loan repayment obligations payable to the financial aid programs administered by

[(dyes No

3. Have you ever been denied a license or denied the privilege of taking a licensure examination by any
State, Federal or International licensure jurisdiction?
[dyes mNo

4. Have you ever had any license, certificate, registration or other privilege as a health care professional denied, revoked
suspended, probated, restricted or limited, or subjected to any other disciplinary action, by z State medical/osteopathic
licensing boa:d, or Federal, or International authority?

[J¥es o

the Kcntugﬁr Higher Education Assistance Authority?

»

5. Have you ever been disciplined by any licensed hbspital (including postgraduate training) or the medical staff of any licensed
hospital, including removal, suspension, probation, limitation of hospital privileges or any other disciplinary action if the

action was based upon what the hospital or medical staff found to be unprofessional conduct, professional incompetence

malpractice or a violation of a provision(s) of a Medical Practice Act?

[I¥es %\Io

6. Have you surrendered such credential, or placed it inte an inactive status, to avoid disciplinary action or in connection
in anticipation of a disciplinary investigation/action by the licensing authority of such jurisdiction?
[Ies kNo

7. Have you ever resigned your privileges or failed to renew privileges at a licensed hospital or from the medical staff o
hospital, while under investigation or while you were subject to disciplinary proceedings by the hospital?
DYCS 0

8. Have you ever been removed, suspended, expelled or disciplined by any professional medical facility, association or 5
[Yes IKI‘:IO

£

with or

f the

ociety?

9. Have you ever voluntarily or involuntarily surrendered a medical or osteopathic license, or controlled substance registration

certificate issued to you?
Cyes MNO

Kentucky Board of Medical Licensure TAP User : tfranklin Addendum page 1




10¢. Have you ever been or are you currently under investigation by any State, Federal or International licensure authority or any
drug hcen%c/cnforccmcnt authority?

[(Myes No

11. Are any legal proceedings regarding licensure presently pending against you by any State, Federal or International licensure
autherity or any drug licensure/enforcement authority?

[IYes @No
12. Have yo r been convicted of a felony or misdemeanor by any State, Federal or International court?
[Ives ﬂﬁé
13. Are any criminal charges presently pending against you in any of those courts?
[Yes %«3
14. To your knowledge, are you the subject of an investigation for a criminal act?
[IYes No

15. In the past ten (10) years have you had to pay a judgment in a malpractice action or other civil action against your medical
practice or are any malpractice or other civil actions against your medical practice presently pending in any court? (If yes,

complete the Malpractice Liability Claims Information, page 10, Section 11 of the CLA-F.)
[JYes %a

16. Have you ever applied for or been issued a Kentucky medical license? @Yes [INe Ifyes, # Q/Q Q p) O
17. Are you currently certified by an American Specialty Board? T JYes %o
If yes, by what Board?

18. List the Specialty that you will be practicing 1n KY and specify type of practice (Check only one type of practice):

Specialty: (QW O gx(rv

I:IHospital Base []Occupatlonal Medicine %Jnstmctor |___|Military
[JAdmin. Medicine [ |Research Resident/Fellow DEmergency Medicine
E]Private Practice [(inactive/Semi-Retired [_ILocum Tenens I___]Teleradiology

I hereby state that the information contained in this application has not been altered in any way and is true, accurate, and
complete to the best of my knowledge and belief. I understand that under Kentucky law the submission of any false,

fraudulent or forged statement, document or other matter in connection with this application is grounds for criminal
prosecution and the denial of licensure. I authorize the Board (KBML) or its agents to obtain from other sources any
information necessary for determining my qualifications for licensure. I also authorize them to furnish any information|they

may 1ow or in the future have concerning my qualifications and fitness to practice medicine/osteopathy to any person,
institution, association, school, hospital or government entity.

Qg yonlbin. (1B

(Signature of Applicant signed in presence of Notary) ot (Date)
Taaya i
(Print Name)
Subscribed and sworn to before me by the above named apphcant on this ” [l dayof \ | 08 ' . . =
(j - (Month, Year}

ﬁAf.x_,.v

(Signature of Nutary)

My comimission expires: AL ‘ 19 ‘ o0 O Q!

7. Seal of Notary H

“Only the applicant and person authorized by applicant may call regarding the credentialing of your application or be
- given information during the credentialing process.”

Spepify name of authorized person: o (] [0!4[ Mﬁlﬂ'@ﬂ”(p N

Kentucky Board of Medical Licensure TAP User : tfrankiin Addendum page 2




See above exemption

Addendum 2
[Category II]

The answers to these questions are exempt frem public disclosure under KRS 61.878(1)}(a) and (I) and KRS 311/619

and shall be subject to inspection only upon order of a court of compelen! jurisdiction, except that no court shall
authorize the inspection by any party of any materials Ppertaining to civil litigation beyond that which is provided
Kentucky Rules of Civil Procedure governing pretrial discovery. The answers to these questions may be consider
the Board (KBML) and may be disclosed in any contested case proceeding, including a Show Cause proceeding,
appeal of a licensing decision based upon them. 5L iy

“lllegal drug use” means the use of an illegally obtained controlled substance or dangerous drug; the term “illeg
drug use” also means the use of a legally obtained controlled substance or dangerous drug which is not taken in

accordance with the direction of the licensed health care professional who prescribed the controlled substance or
dangerous drug.

1. Do you currently, or have you had within the past 5 years, any physical, mental, or emotional condition which impaired, or

rcasonabli 'imiair iour ability to practice your health care profession safely and competently?

2. Within the past 5 years, have you been admitted to any hospital or other in-patient care facility for any physical, mental or

emotional condition, which impaired, or might reasonably be considered to impair, your ability to practice your health care
rofession safely and competently?

3. "Doyou currently have, or have you had within the past 5 years, a dependency on or abuse of the use of alcohol or drugs, w

imiairedl iiliiiht reasonably impair, your ability to practice your health care profession safely and competently?

by the
ed by

ral

might

hich

4. Within the past 5 years, have you engaged in the excessive use of alcohol or illegal drugs, or received any in-patient or outpatient

or individual therapy/treatment or been hospitalized for alcoholism, or illegal use, or been arrested for a DUI (Driving Und
ncel?

Within the past 5 years, have you been the subject of any chemical substance screening test which resulted in an indication
presence in your bedy of any controlled substance, any dangerous drug, or alcohol level above .10% BAC? (This does not

er The

of the

include those drugs taken by you as a result of a legitimate health care diagnosis, and prescribed for you in good faith by another

Iicensii iiiii iii irofcssional.)

I hereby state that the information contained in this application has not been altered in any way and is true, accuratc, and compl
the best of my knowledge and belief. I understand that under Kentucky law the submission of any false, fraudulent or forged
statement, document or other matter in connection with this application is grounds for criminal prosecution and the denial of lice

ete to

sure.

T authorize the Board (KBML) or its agents to obtain from other sources any information necessary for determining my qualifications

for licensure. I also authorize them to furnish any information they may now or in the future have concerning my qualifications and

fitnesg $o practice medicine/osteopathy to any persen, institution, association, school, l})mpital or government entity.

WM 7 (11 09

(Signature of Applicant signed in presence of Notary) 5 (Date)
Franklin, Tanya Ellis

(Print Name)

=

Subscribed and sworn to beforznjby the above named applicant on this / T day of l ) 08 "

(Q/QL/L,S\ m(tdj(ljb% (MOﬁm,Yéa})-‘ T ». -

Scal of Notary (Signature of Notary)

" My éommission expires: (”(‘ } ( = (900 3

~

Ker'tm.c;“y Board of Medical Licensure TAP User : tfranklin Addendum page
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Addendum 4

Physicians Name __Franklin, Tanya Ellis M.D./D.O.

List all hospitals, clinic, etc., other than training where you have practiced medicine within the last five (5
years and send Addendum 4Amhave more than 20 affiliations in the past 5 years, you will only
be required to verify the last 20 affiliations. (This should include moonlighting, administrative and all locum
tenens assignments.)

Dates Hospitals/Clinic/Office Name Complete Address Indicate Lecum

Tenens,
(From —To) ' i Moonlighting or
Type of Privileges

Wo otrer hosgdal bente Laminerg

Kentucky Board of Medical Licensure ’ TAP User : tfranklin ; Addendum page 5




fz cc pesident — Canmad 520 Lorre S

Addendum 7

CME Form
Name ranklin, Tanya Ellis
(Please Print or Type)
Record of Category I Continuing Medical Education Credits(LLast 3 years)
DO NOT PROVIDE DOCUMENTATION
Dates: Name of Activity/Course # of Credit Hours

W/ s

.__._._,_‘__\

I attest that the above is valid.

N

Signature

Kentucky Board of Medical Licensure TAP User : tfranklin

11102

Date |

Addendum page 12




Success Page 1 of i
_ ' HEGEIVED i
The following email message was sent. |
ey - JAN 15 2008
L - “
. K. B. M. L. g
. R |
Subject: AIDS Course ertificate :
U OF L Continuing Health Sciences Education 5
Online "HIV/RIDS™ Update Course Certificate i
+++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++
This document certifies that the individual listed below has successfully completed
the University of Louisville Continuing Health Sciences Education's "HIV/ALDS :
Update” Online Course. The completion of this course- fulfills the. requirements of '
Kentucky Regulatory Statute (KRS) 214.610/615. The course's Kentucky Cabinet for .
Health Services (CHS) approval number is 1005-1526-M. 3
|
If the participant is a physician, they have earned two hours of Category 1 credit %
towards the Bmerican Medical Association's (AMA) Physician's Recognition Award. I
1f the participant is a nurse, they have earned 2.5 contact hours of éontinuing .
education credit. This program has been approved by the Kentucky Board of Nursing fo
2.5 contact hours through the University of Louisville School of Nursing, provider !
number 3-0046-7-05-024. i
: l
PLEASE PRINT THIS DOCUMENT AND KEEP IT ON FILE FOR PURPOSES OF AUDIT, OR FILE IT
WETH YOUR LICENSURE BOARRD IF REQUIRED. IT WILL NOT BE E-MAILED TO YOU UNLESS YQU !
SPECIEICALLY REQUEST THIS SERVICE BY CONTACTING US AT chseB@louisville.edu. i
: ‘ i
Please direct any questions to U of L Continuing Health Sciences Education f
_ at chse@louisville.edu or 502-852-5329. |
First Name: Tanya |
Middie Initial: E 5
Last Name: Franklin !
Social Security Number:—
Date: April 6, 2004 ;
Uofl Resident or Incoming Resident: Yes :
TOUPTTRE R TR R s w e SR PSR R R S S S S S S LSS NS S AR S R !
cgiemail 1.6
|
i
I
4
i
i
i
1
L
' 1
Nt |
1
http://www.chse.lomsvﬂle.edu/cgl-bm/cgmmml/axdsilcertfonn.m 4(7/2004




RECEIVED

Addendum 4A
Kentucky Board of Medical Licensure - JAN 17 2008
310 Whittington Parkway, Suite 1B '
Louisville, Kentucky 40222 - K.B.M.L.

Hospital, Clinie, Facility Affiliation Form

To Applicant: In applying for a license to practice medicine in the Commonwealth of Kentucky, the Kentucky
Board of Medical Licensure requires this form to be completed by an administrator or chairperson in each facility
where you have practiced medicine during the five (5) years preceding your application. If you have more than
20 affiliations in the past 5 years, you will only be required to verify the last 20 affiliations. My signature below
1s your authority to release any and all information in your files, favorable or otherwise regarding myself,

Name: Franklin, Tanya Ellis @/D.O. %A/{MVV\ A

(Please print) "~ (Signature)

Name and Address of Facility: UWVWIQJW @}\ Lovigville Hog) 550 8 JACKLON il

*************************************************************************ée* \/

To Reference Source: Please complete this form, sign, and return directly to the Board at the above stated
address. The processing time for licensure depends on timely receipt of critical forms such as this. All applicants
have signed a general release, which relieves anyone of liability for information furnished in good faith. Ne
Substitutions will be accepted in lieu of this form. All other forms submitted will be returned.

1. Position and Department of the ahave applicant? @E @‘L{/ f\-) M/{ W
2. Affiliation Dates: Froma] Iu |, 3004 To_ N Q’f A / oo )

3.  Were any limitations 1mposed on th].S physician? {(NU N O If “Yes”, please exp}aln briefly and attach
certified copies of any documentation pertaining to such action.

4. Were privileges ever revoked, suspended, restricted, limited, reprimanded, placed on probation or otherwise
disciplined? N V If "Yes", please explain briefly and attach certified copies of any documentatmn
pertaining to such action.

5. Was the above physician terminated from employment? N O If yes, please explain in detail.

Derogatory Information, if any:

Comments, if any:

DA

?ru‘?ezsov/ﬂ«m‘r‘ Qﬂ-‘blr{mag Pru%rm _D;V‘Cil‘f"or‘

Signature, Date, Title ( ‘l/

Printed Name (”nrnS‘f'\r\c. - Coclﬁ, Mn
Facility Univecsibu of fowisuiile

Affix Seal Here Address FD"‘?* of  oB[eHN & Wlomens Hea [He
(If no seal, som:dé;i;& , bowisville, 1 Hoada

Phone Number (591) 5] - Tgey

Kentucky Board of Medical Licensure TAP User : tfranklin Addendum page 6
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Addendum 5 — Reference Form
Kentucky Board of Medical Licensure

310 Whittington Pkwy., #1B REGEIVED
Louisville, KY 40222 y |
www.kbmLky.gov AR - 6 2008

This form is to be completed by a physician fully licensed in the state which the form is notarized. The Knu M L,
recommending physician must have known the applicant for at least six months. Relatives may not serve as
recommending physicians nor may physicians who are currently in the process of applying for a KY license.
Recommending physicians are strongly urged to include additional comments. The recommending physician must
have this form notarized. All questions must be answered. This form is not intended to standardize the
recommendation or restrict it in any way. However, its form is designed to ensure that certain information is
included. Please complete the form and return to the Kentucky Board of Medical Licensure at the address above.

Do not complete unless a color photo of applicant is attached to the bottom of this form.

Black and white photos are not accepted.

I 2 1ta A FLE mne- , a licensed and practicing physician in the state of Kewrvcies
(recommending physician, print name legibly) (state of practice)
- :
affirm that i AN A FVG(/V\ HLU/\ has been known to me personally for b, years

(applicant, brint name legibly)
and-that he/she is of good moral character. Further, the photograph affixed hereto is a genuine likeness of the
applicant. I offer the following in support of his/her application for Kentucky licensure:
= I rate his/her medical knowledge and technique as: \—%_LLANI—
e His/her relationship with patients is: v Len B st

7

= I rate his/her ability to work well with peers and medical staffas: 24 ¢ 2 R € o ~ AL

m His/her command of the English language is: Wu

s Additional comments:

I hereby recommend the applicant for a license to practice medicine or osteopathic medicine in the state of
Kentucky. ’

Printed Name and Signaturerof RiTAa. A [Fe&n qpc
Recommending Physician (name stamps . =
will not be accepted) ’\ﬁt‘- . 7‘,24,,_\‘/
State of Licensure and License Number KYy- 24479
Address of é —
g /4

Recommending |5 $0 S0+ JAce sow 57| Lpaisvicee ﬁ;{w N -56l -T2
Physician a5

et Address City, State, Zip Phone (include area code) .3

Subscnbmto before me this é

day of | ,20 8%
Notary Pubhc Signature -

Date Commission Expires +\\ A \Q—&L@ C}j

. m,_,‘w__r,r__m.- MMM ,‘:&Q\ o Date Photo Taken jo \ \ SD \

Printed Name of Applicant__Franklin, Tanya Ellis
Kentucky Board of Medical Licensure TAP User : tiranklin Addendum page 8




=5 | == ‘ RECEWVED
ADME BTG AN FRa AR - § 2008
MEDICAL ;
ASSOCIATION £.B.4.L.
AMA Physician Profile
Name and Mailing Address: Primary Office Address:
(Prandic)
TANYA KAY ELLIS MD
UL GME OFFICE RM518 SAME AS MAILING ADDRESS

323 E CHESTNUT ST
LOUISVILLE KY 40202-1823

Phone: UNKNOWN

B e

Physician's Major Professional Activity: HOSPITAL BASED RESIDENTS - ALL YEARS

Birthdate: -
Birthplace:

Practice Specialties Self Designated by the Physician*:

Primary Specialty:  OBSTETRICS & GYNECOLOGY

Secondary Specialty: UNSPECIFIED )
*Seff-Designated Practice Specialties/Areas of Practice (SDPS) listed on the AMA Physician Profile do not imply "recognition” or
"andorsement” of any field of medical practice by the Association, nor does it imply, certification by a Member Medical Specialty Board of]
the American Board of Medical Specialties, or that the physician has been trained or has special competence o pra ctice the SDPS.

AMA membership: NON MEMBER
All Information from this Point Forward is Provided by the Primary Source

Current and/or Historical Medical School:
UNIV OF LOUISVILLE SCH OF MED, LOUISVILLE KY 40202
Degree Awarded: Yes
Degree Year: 2004

AMA Files Checked 3/3/2008 16:01:01 Profile for: Tanya Kay Ellis MD Page 1 of 4

©2008 by the American Medical Association




AMA Physicia‘\fl}ProﬁIe (continued)

It is mutually agreed between the American Medical Association ("AMA™) and the
Requesting Organization that the physician profiles being requested are provided to the
Requesting Organization with the understanding that: (1) the information on the
physician profiles will be treated with complete confidentiality; (2) such information is
granted solely to the Requesting Organization and is granted as a non-exclusive limited
license, consistent with and limited to the sole and specific purpose of verifying
physicians' credentials; (3) no physician profile information will be released, copied,
extracted or otherwise usurped for use by any other party, entity, organization or
government agency; (4) no physician profile obtained or any information contained
therein will be used as a vehicle to create, maintain or enhance another database: and (%)
that upon breach of any of the foregoing covenants this license to use and possess
physician profiles shall be automatically and immediately terminated and no further
physician profiles shall be provided by AMA.

AMA endeavors to maintain its physician profiles with information that is accurate,
complete and current; however, because AMA compiles data from numerous and varied
sources, and therefore may experience reporting and processing errots or delays, no
representations or warranties as to the accuracy or completeness of the data or as to the
uninterrupted access can be or are made.

AMA makes no representations or warranties of any nature, with respect to the physician
profiles obtained including without limitation, the implied warranties of merchantability
and fitness for any particular purpose, nor assumes any responsibility or legal liability for
Requesting Organization's use or the results of its use of such profiles. In consideration
of the receipt of each physician profile provided by AMA, the Requesting Organization
hereby releases AMA and their respective agents and servants from any and all liability
whatsoever for inaccurate or incomplete information in any physician profile obtained.




AMA Files Checked 3/3/2008 16:01:01 Profile for: Tanya Kay Ellis MD Page 2 of 4

£ ' - %
AMERICAN 7

2
MEDICAL A

ASSOCIATION

%

AMA Physician Profile

Current and/or Historical Post Graduate Medical Training Programs Accredited by the Accreditation Council for
Graduate Medical Education (ACGME): i

Future training dates, as reporied by the program, should be interpreted as "in progress” or "current” with projected date of completion. If the
training program indicates that fraining for a physician in a particular specialty was not completed at their institution, the training segment will be
identified as "INCOMPLETE TRAINING".

Institution: UNIV LOUISVILLE SCH OF MED State: KENTUCKY
Specialty : OBSTETRICS & GYNECOLOGY 07/2004 - 06/2008
(VERIFIED)

Note:  If you have discrepant information, please submit a Request for Investigation to the AMA so that we may verify the information with th
primary source(s). See the last page of this Profile for instructions on how to report a data discrepancy.

Current and/or Historical Medical Licensure:

MDY/ Date Expiration License Last
Jurisdiction Do Granted Date Status Type Reported
KENTUCKY MD 07/01/2005 06/30/2008 ACTIVE RESIDENT 12/04/2007

Note:  When the specific month and day are unknown, the date will display the default value of "01." Not all licensing boards
maintain or provide full date values. Please contact the appropriate licensing beard directly for this information.

ECFMG Certfication:
Applicant Number:

Note: The Educational Commission for Foreign Medical Graduates (ECFMG) applicant identification number does not imply
current ECFMG certification status. To verify ECFMG status, contact the ECFMG Certification Yerification Service in
writing at P.O. Box 13679, Philadelphia, PA 19101,

Federal Drug Enforcement Administration:
* Only the last three characters of active DEA number(s) are displayed.

DEA Number * Schedule Expiration Date Last Reported
None Reported

Note:  Many states require their own controlled substances registration/license. Please check with your state
licensing authority for requirement information as the AMA does not maintain this information.

©2008 by the American Medical Association




AMA Physician Profile (continued)

It is mutually agreed between the American Medical Association ("AMA") and the
Requesting Organization that the physician profiles being requested are provided to the
Requesting Organization with the understanding that: (1) the information on the
physician profiles will be treated with complete confidentiality; (2) such information is
granted solely to the Requesting Organization and is granted as a non-exclusive limited
license, consistent with and limited to the sole and specific purpose of verifying
physicians' credentials; (3) no physician profile information will be released, copied,
extracted or otherwise usurped for use by any other party, entity, organization or
government agency; (4) no physician profile obtained or any information contained
therein will be used as a vehicle to create, maintain or enhance another database; and (5)
that upon breach of any of the foregoing covenants this license to use and possess
physician profiles shall be automatically and immediately terminated and no further
physician profiles shall be provided by AMA.

AMA endeavors to maintain its physician profiles with information that is accurate,
complete and current; however, because AMA compiles data from numerous and varied
sources, and therefore may experience reporting and processing errors or delays, no
representations or warranties as to the accuracy or completeness of the data or as to the
uninterrupted access can be or are made.

AMA makes no representations or warranties of any nature, with respect to the physician
profiles obtained including without limitation, the implied warranties of merchantability
and fitness for any particular PUTPOSE, nor assumes any responsibility or legal liability for
Requesting Organization's use or the results of its use of such profiles. In consideration
of the receipt of each physician profile provided by AMA, the Requesting Organization
hereby releases AMA and their respective agents and servants from any and all liability
whatsoever for inaccurate or incomplete information in any physician profile obtained.
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AMA Physician Profile

Specialty Board Certification(s)*:

Specialty Board Certification(s) by one or more of the 24 boards recognized by the American Board of Medical Specialties

(ABMS) and the American Medical Association (AMA) through the Liaison Committee on Specialty Boards, as reported
by the ABMS:

The AMA Physician Profile has been designated by the ABMS as an Official ABMS Display Agent of Member Board
Certification data. Therefore, the ABMS Board Certification information on the AMA Physician Profile is considered a
designated equivalent source in regard to credentialing standards set forth by accrediting bodies such as the Joint Commission
and National Committee for Quality Assurance (NCQA).

Certifying Board: TO DATE, THERE HAVE BEEN NO BOARD CERTIFICATIONS REPORTED.
Certificate:

Certificate Type:
Duration Effective Expiration Occurrence Last Reported

MNote:  For certification dates, a default value of "01" appears in the day or month field if data were not provided to AMA. Please contact the
appropriate specialty board directly for this information. (**) Indicates an expired certificate.

*This information is proprietary data maintained in a copyrighted database compilation owned by the American Board of Medical Specialties.
Copyright 2008 American Board of Medical Specialties. All right reserved.

Medicare/Medicaid Sanction(s):

TO DATE, THERE HAVE BEEN NO SUCH SANCTIONS REPORTED TO THE AMA BY THE DEPARTMENT
OF HEALTH AND HUMAN SERVICES.

Other Federal Sanction(s):

TO DATE, THERE HAVE BEEN NO FEDERAL SANCTIONS REPORTED TO THE AMA BY ANY BRANCH
OF THE US MILITARY, THE VETERAN'S ADMINSTRATION OR THE US PUBLIC HEALTH SERVICE.

AMA Files Checked 3/3/2008 16:01:01 Profile for: Tanya Kay Ellis MD Page 3 of 4
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AMA Physician Profile (continued)

It is mutually agreed between the American Medical Association ("AMA") and the
Requesting Organization that the physician profiles being requested are provided to the
Requesting Organization with the understanding that: (1) the information on the
physician profiles will be treated with complete confidentiality; (2) such information is
granted solely to the Requesting Organization and is granted as a non-exclusive limited
license, consistent with and limited to the sole and specific purpose of verifying
physicians' credentials; (3) no physician profile information will be released, copied,
extracted or otherwise usurped for use by any other party, entity, organization or
government agency; (4) no physician profile obtained or any information contained
therein will be used as a vehicle to create, maintain or enhance another database; and (5)
that upon breach of any of the foregoing covenants this license to use and possess
physician profiles shall be automatically and immediately terminated and no further
physician profiles shall be provided by AMA.

AMA endeavors to maintain its physician profiles with information that is accurate,
complete and current; however, because AMA compiles data from numerous and varied
sources, and therefore may experience reporting and processing errors or delays, no
Tepresentations or warranties as to the accuracy or completeness of the data or as to the
uninterrupted access can be or are made.

AMA makes no representations or warranties of any nature, with respect to the physician
profiles obtained including without limitation, the implied warranties of merchantability
and fitness for any particular purpose, nor assumes any responsibility or legal liability for
Requesting Organization's use or the results of its use of such profiles. In consideration
of the receipt of each physician profile provided by AMA, the Requesting Organization
hereby releases AMA and their respective agents and servants from any and all liability
whatsoever for inaccurate or incomplete information in any physician profile obtained.
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AMA Physician Profile

Additional Information:
TO DATE, THERE IS NO ADDITIONAL INFORMATION FOR THIS PHYSICIAN ON FILE.

The content of the AMA Physician Profile is intended to assist with credentialing. Appropriate use of the AMA Physician Masterfile data
contained on this Profile by an organization would meet the primary seurce verification requirements of the Joint Commission and the American
Accreditation HealthCare Commission/URAC. The Physician Masterfile meets the National Committee for Quality Assurance (NCQA)
standards for verification of medical education, post graduate medical training, beard certification, DEA status, and Medicare/Medicaid
sanctions.

If you note any discrepancies, please log onto our web site (http://www.ama-assn.org/go/amaprofiles) and go to the order detail page, select the D
following the physician's name and enter the data in question. Or you can mark the issues on a copy of the profile and mail or fax to:

Division of Database Products and Licensing
Attn: Credentialing Products

515 N. State Street

Chigago, IL 60610

800C- 665-2882

312 464-5900 (fax)

If you have questions or need additional information, please call the AMA Profile Service customer support line
at 800-665-2882,

AMA Files Checked 3/3/2008 16:01:01 Profile for: Tanya Kay Ellis MD Page 4 of 4
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AMA Physician Profile (continued)

It is mutually agreed between the American Medical Association ("AMA") and the
Requesting Organization that the physician profiles being requested are provided to the
Requesting Organization with the understanding that: (1) the information on the
physician profiles will be treated with complete confidentiality; (2) such information is
granted solely to the Requesting Organization and is granted as a non-exclusive limited
license, consistent with and limited to the sole and specific purpose of verifying
physicians' credentials; (3) no physician profile information will be released, copied,
extracted or otherwise usurped for use by any other party, entity, organization or
government agency; (4) no physician profile obtained or any information contained
therein will be used as a vehicle to create, maintain or enhance another database; and (5)
that upon breach of any of the foregoing covenants this license to use and possess
physician profiles shall be automatically and immediately terminated and no further
physician profiles shall be provided by AMA.

AMA endeavors to maintain its physician profiles with information that is accurate,
complete and current; however, because AMA compiles data from numerous and varied
sources, and therefore may experience reporting and processing errors or delays, no
representations or warranties as to the accuracy or completeness of the data or as to the
uninterrupted access can be or are made.

AMA makes no representations or warranties of any nature, with respect to the physician
profiles obtained including without limitation, the implied warranties of merchantability
and fitness for any particular purpose, nor assumes any responsibility or legal liability for
Requesting Organization's use or the results of its use of such profiles. In consideration
of the receipt of each physician profile provided by AMA, the Requesting Organization
hereby releases AMA and their respective agents and servants from any and all liability
whatsoever for inaccurate or incomplete information in any physician profile obtained.




Addendum 5 — Reference Form

Kentucky Board of Medical Licensure

310 Whittington Pkwy., #1B RECEIVED

Louisville, KY 40222 M
www.kbml.kv.oov AR - 4 2008

This form is to be completed by a physician fully licensed in the state which the form is notarized. ThKu n Ma La
recommending physician must have known the applicant for at least six months. Relatives may not serve as
recommending physicians nor may physicians who are currently in the process of applying for a KY license.
Recommending physicians are strongly urged to include additional comments. The recommending physician must
have this form notarized. All questions must be answered. This form is not intended te standardize the
recommendation or restrict it in any way. However, its form is designed to ensure that certain information is
included. Please complete the form and return to the Kentucky Board of Medical Licensure at the address above.
' Do not complete unless a color photo of applicant is attached to the bottom of this form.

Black and white photos are not accepted.

L_(hristine b. Cock, ™MD , a licensed and practicing physician in the state of Kentuel y

(recommending physician, print name legibly) (state of practice) 2

affirm that " Jomua,  Trenlklin, mMD has been known to me personally for lo years
(applicanti print name legibly) ’

and that he/she is of good moral character. Further, the photograph affixed hereto is a genuine likeness of the

applicant. I offer the following in support of his/her application for Kenm%
w [rate his@medical knowledge and technique as: ¢4 £

s Hig/heprelationship with patients is: ¥,

s [rate h;s/@ ability to work well with peers and m&thﬁL

= His{fied command of the English language is: 99

s Additional comments:

Y

1 hereby recommend the applicant for a license to practice medicine or osteopathic medicine in the state of

Kentucky.
Printed Name and Signature of % Wz 7
Recommending Physician (name stamps Ohriskine k. Cook, MD

will not be accepted) Professer & G\’r\mv‘Mahf Qﬂsdemc_u Homrm TNirector

State of Licensure and License Number Kentueky /1 G3) ,7

Address of '],)ep-{;, of UB/GHN
Recommending

Physician

550 &. Jackson Street howi sville, Y #ozoa | (s0a) 50/ - 7441

iﬁt Address City, State, Zip Phoue (include area co

de)

. . -
Subscribed and sworn to before me this o? Ak i

day of /’—},ém 200 7 .
B m%:@;ﬁw

Notary Public Signature

T T T _ Date Commission Expires (-(—'\ 15 \;)«Qﬁ) 9
Signature of Applicant é@mﬂm ,_);\“8\ o % Date Photo Taken _j{ g \ \ ™

Printed Name of Applicant Franklin, Tanya Ellis : )
Kentucky Board of Medical Licensure TAP User : tfranklin Addendum page 9




National Practitioner Data Bank

Healthcare Integrity and Protection Data Bank
P.O. Box 10832

Chantilly, VA 20153-0832

RECEIVED
MAR 17 2008
KRM

ht‘tp:Ifwww.npdb-hipdb.hrsa.gov

DCN: 5500000050048758
Process Date: 03/07/2008
Page:1 of 2

NPDB RESPONSE TO SELF-QUERY

A. SUBJECT ON WHOM DISCLOSURE IS REQUESTED __

Subject Name:

Gender:
Date of Birth:

Other Name(s) Used:

Organization Name:
Organization Type:
Other, as Specified:
Home or Work Address:;

City, State, ZIP:

Country:

Social Security Numbers (SSN):

Individual Taxpayer Identification Numbers (ITIN):
Federal Employer Identification Numbers (FEIN):

‘ National Provider Identifiers (NPI):

Drug Enforcement Administration (DEA) Numbers:

Unique Physician Identification Numbers (UPIN):

Professional Schaol(s) & Year(s) of Graduation:

Occupation/Field of Licensure (Cede):

State License Numbers, State of Licensure:
Other, as Specified:
Specialty:

Occupation/Field of Licensure (Code):

State License Numbers, State of Licensure;
Other, as Specified:
Specialty:

FRANKLIN, TANYA ELLIS

UNIVERSITY OF LOUISVILLE
OTHER TYPE NOT CLASSIFIED - SPECIFY (999)

RESIDENT IN-TRAINING AT HOSPITAL

UNIVERSITY QOF LOUISVILLE, DEPT. OF QOBGYN
550 s. JACKSON STREET, 2ND FL, ACB BLDG.
LOUISVILLE, KY 40202

1114060621
BF2376395

UNIVERSITY OF LOUISVILLE SCHOOL QF MED 2004
UNIVERSITY OF LOUISVILLE - RESIDENCY 2008
PHYSICIAN INTERN/RESIDENT (MD) (015)

RC980, KY

OBSTETRICS & GYNECOLOGY (50}

PHYSICIAN INTERN/RESIDENT (MD} (015)

11013556A, IN

OBSTETRICS & GYNECOLOGY (50)

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY




National Practitioner Data Bank

- ) DCN: 5500000050048758
Healthcare Integrity and Protection Data Bank Process Date: 03/07/2008
P.O. Box 10832 -

Page:2 of 2
Chantilly, VA 20153-0832

http://www.npdb-hipdb.hrsa.gov

B. PAYMENT INFORMATION __ | e e st R

Payment Type: CREDIT CARD

Account Number:
Expiration Date:
Transaction Date: 03/07/2008

Transaction Number: —

Total Charge: 48.00

C.SEARCH RESULT

Based on the subject identification informatioﬁ prcinvided'b'y you in Section -Aﬁébo;.fei,'a search of thé NPDB héé Ecated the
following O repori{s).

Recipients should verify that the subject identified in Section A is, in fact, the subject of interest.

Copies of these reports are enclosed for restricted/limited use as prescribed by Title IV of Public Law 99-660, as amended.
Recipients should verify that the subject identified in Section A of the report(s) is, in fact, the subject of interest. Information from the
NPDB is confidential and must be used solely for the purpose for which it was disclosed. ANY PERSON WHO VIOLATES THE
CONFEIDENTIALITY PROVISIONS AS SPECIFIED IN TITLE IV IS SUBJECT TO A CIVIL MONEY PENALTY OF UP TO $11,000

FOR EAGH VIOLATION. Subjects of reports wha obtain information about themselves from the NPDB are permitted to share that
information with anyone they choose. :

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY




National Practitioner Data Bank DCN:
Healthcare Integrity and Protection Data Bank ot o el g

‘ Process Date: ¢3/07/2008
Chantilly, VA 20153-0832
MAR 17 2008

http://www.npdb-hipdb.hrsa.gov K.B.M.L.

HIPDB RESPONSE TO SELF-QUERY

A. SUBJECT ON WHOM DISCLOSURE IS REQUESTED. . o Gt

Subject Name: FRANKLIN, TANYA ELLIS
Gender:
Date of Birth: ‘
Other Name(s) Used:

Organization Name: UNIVERSITY OF LOUISVILLE
Organization Type: OTHER TYPE NOT CLASSIFIED - SPECIFY (999)

Other, as Specified: RESIDENT IN-TRAINING AT HOSPITAL

Home or Work Address; UNIVERSITY OF LOUISVILLE, DEPT. OF OBGYN
550 S. JACKSON STREET, 2ND FL, ACB BLDG.
City, State, ZIP: LOUISVILLE, KY 40202
Country:

Social Security Numbers (SSN): -

Individual Taxpayer |dentification Numbers (ITIN):
Federal Employer Identification Numbers (FEIN):

National Provider Identifiers (NPI): 1114060621
Drug Enforcement Administration (DEA) Numbers: rF9376395

Unique Physician |dentification Numbers (UPIN):

Professional School(s) & Year(s) of Graduation: UNIVERSITY OF LOUISVILLE SCHOOL OF MED 2004
UNIVERSITY CF LOUISVILLE - RESIDENCY 2008
Occupation/Field of Licensure (Code): PHYSTCTAN INTERN/RESIDENT (MD) {015)
State License Numbers, State of Licensure: R0980, KY
Other, as Specified:
Specialty: OBSTETRICS & GYNECOLOGY (50)
Occupation/Field of Licensure (Code): PHYSICIAN INTERN/RESIDENT (MD) (015)
State License Numbers, State of Licensure: 11013556A, IN
Other, as Specified:
Specialty; OBSTETRICS & GYNECOLOGY ., (50)

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY




National Practitioner Data Bank

Healthcare Integrity and Protection Data Bank
P.O. Box 10832

Chantilly, VA 20153-0832

DCN: s500000050048758
Process Date: 03/07/2008
Page:2 of 2 :

http://www.npdb-hipdb.hrsa.gov

B. PAYMENT INFORMATION _ i " ot O § el

Payment Type: CREDIT CARD
Account Number;
Expiration Date:
Transaction Date; g3/ 07;}2 00s

Transaction Number: -

Total Charge: $s.00
C. SEARCH RESULT ' ' o

Based on the subject iﬁé'ntificaiion informaiiur?prbvided by you in .Sectioﬁ A aibove éiééaréh of'th;a HEPDB h'as 1océféd_fﬁe
following 0 report(s).

Recipients should verify that the subject identified in Section A is, In fact, the subject of interest.

Copies of these reports are enclosed for restricted/limited use as prescribed by Section 1128E of the Social Security Act. Recipients
should verify that the subject identified in Seetion A of the report(s) is, in fact, the subject of interest. Information from the HIPDB is
confidential and must be used solely for the purpose for which it was disclosed. Subjects of reports who obtain information abaut
themselves from the HIPDB are permitted to share that information with anyone they choose.

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY




The Federation of State Medical Boards of the United States, Inc.
Federation Credentials Verification Service
P.O. Box 619850
Dallas, Texas 75261-9850
Telephone: (817} 868-4000
Fax: (817) 868-4099

Physician Information Profile

This report is compiled exclusively for:

Name: Tanya Ellis Franklin
DOB:
Packet ID: 84903
Recipient: Kentucky Board of Medical Licensure
NOTICE:

The Federation Credentials Verification Service (FCVS) was retained by the above referenced physician to verify his/her medical
credentials for submission to your agency/organization. Unless noted otherwise, all documents contained in this report were
received directly from the issuing institution per written request made by FCVS. All documents bearing the official FCVS seal are
ceritified to be an exact reproduction of the original. Where required, original documents are provided according to the agreements
with the institution issuing such document. FCVS maintains all original documents (excluding third-party examination transcripts) in
the physician's source file.

Physician Information Profile is compiled and published by the Federation of State Medical Boards of the United States, Inc. as a
reference source for its member boards and other authorized entities. Physician Information Profile may not be republished, sold,
resold or duplicated, in whole or in part, for commercial or any other purposes, or for purposes of compiling lists or files without the
express written consent of the Federation's Executive Vice President as authorized by its Board Of Directors. The use of this
Physician Information Profile to establish independent data files or compendiums or information is strictly prohibited.

Copyright 2008 by the Federation of State Medical Boards of the United States, Inc., PO-Box 619850, Dallas, Texas 75261-9850.

Rev. 41104 Request 1D: 18707161
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FEDERATION CREDENTIALS VERIFICATION SERVICE

Physician Information Report

Identity:
Name: Tanya Ellis Franklin
Other Name Used: Tanya Kay Ellis
Tanya Kay Franklin
Gender:
Date of Birth:
Place of Birth:
SSN:
Current Address: -
Permanent Address: Same
Telephone Numbers: Bus: 502-561-2777
Fax: 502-561-2405
Home: RS
o D
Physical Description: ‘ Height: 505"
Weight: 160 Ibs
Eye Color: Brown
Hair Color: Black
Physical Marks: Description: N/A
Location: N/A

Premedical Education (Reported by physician. Not verified by FCVS):

Institution: Bellarmine College, Louisville, KY 40205
Dates of Attendance: 08/1995 - 05/1999
Degree Conferred/Issued: Bachelor of Arts

Medical Education:

Medical School: University of Louisville School of Medicine
323 East Chestnut Street
404 Abell Administration Center
Louisville, KY 40202-3866

Dates of Attendance: 08/16/1999 - 04/30/2004
Date Degree Conferred/Tssued: 05/08/2004

Degree Conferred/Issued: Doctor of Medicine
Unusual Circumstance: Leave

See Form




Post Graduate Medical Ed_ucation:

Instituiion:

Post Graduate Year:
Program Type:
Department:

Dates of Attendance:

Completion:
Acereditation:

Post Graduate Year:
Program Type;
Department:

Dates of Attendance:

Completion:
Accreditation:

Post Graduate Year:
Program Type:
Department:

Dates of Attendance:

University of Louisville

Department of Obstetrics and Gynecology
550 South Jackson Street

Louisville, KY 40292

1

Internship

Obstetrics and Gynecology
07/01/2004 - 06/30/2005
Yes

ACGME

2-3

Residency

Obstetrics and Gynecology
07/01/2005 - 06/30/2007
Yes

ACGME

4

Residency

Obstetrics and Gynecology
07/61/2007 - 06/30/2008

Completion: To Be Completed On 06/30/2008
Accreditation: ACGME
Unusual Circumstance: None
Fifth Pathway:
N/A
Examination History:
Transcripts Enclosed For: USMLE Step 1
USMLE Step 2
USMLE Step 3

Board Action:

A Report of the results from a search of the Board Action Data Bank is enclosed.




Credentials Analysis Report

The Credentials Analysis Report is a comparative report of a physician’s credentials as reported to FCVS by the
physician applicant and the primary source (Medical School, PGT program, etc.). It will also list particular

missing documentation, if any, as outlined in the FCVS Policies and Procedures.

Physician Identification:

Name: Tanya Ellis Franklin
DOB:
SSN:
Packet 1D: 84903
Request ID: 18707161
OMISSIONS
There are none identified.
DISCREPANCIES
Discrepancy 1:

Section of Profile:

Discrepancy:

Follow-Up:

Medical Education

The applicant responded No to all of the questions in the Unusual Circumstances
Section of the application for attendance at U Louisville Sch Med. The institution
responded Yes to the Leave question(s) in the Unusual Circumstances Section of the
Verification of Medical Education form.

See comments on Verification of Medical Education Form. A copy of the FCVS
Medical Education application page completed by the applicant is included.

Discrepancy 2:

Section of Profile:

Discrepancy:

Follow-Up:

Medical Education

The applicant reports the degree/diploma was issued/conferred/awarded by U
Louisville Sch Med on 05/14/2004. The institution reperts 05/08/2004.

FCVS reports the date the degree/diploma was issued/conferred/awarded from the
medical school diploma on the Physician Information Report.

Discrepancy 3:

Section of Profile:

Discrepancy:

Follow-Up:

Examination History

The applicant reports sitting for USMLE Step 2 as 'Date Unknown'. The USMLE
transcript reports the examination date was 06/12/2003, respectively.

Left to Recipient’s discretion.




MISCELLANEOUS INFORMATION

There are none identified.

Packet Id: 84903

End of report for Tanya Ellis Franklin

Request Id: 18707161

Report Created By: TEMP1




Board Action Databank Search

State Queried For: Kentucky Beard of Medical Licensure
Physician's Name ¥ranklin, Tanya Ellis
Medical School: 018020 - University of Louisville School of Medicine
Year of Graduation: 2004
Secial Security Number: —
ECFMG Number: N/A
e

Results:

WE HAVE NO LBFAVORABLE AFORMARON

REGARDING THE ABOVE NAKED PHYSICIAN

APR 2 4 2008
"
PRESIDET AND CHIEF EECUINE OFFICER

REV D7/13/05 Request ID: 18707161 Packet ID: 84903




AMERICAN BOARD OF MEDICAL SPECIALTIES
VERIFICATION OF CERTIFICATION

As of: 4/24/2008

State Queried For: Kentucky Board of Medical Licensure

Physician Name: : Tanya Ellis Franklin

Date of Birth:
Year of Graduation:

Social Security Number:
ABMSU ID:
The data provided to FCVS by the ABMS does not include Specialty Certification information on file for this physician. This

does not mean that the physician is not certified by one or more of the Member Boards of the American Board of Medical
Specialties, as the data provided by ABMS does not include some physicians for which they have incomplete data.

REV 1211412006 Request 1D: 18707161 Packet ID: 84903




Your scal O stamp must be party upon the photograph.

F(a'(.'!’ri-tfﬂﬁ :

STAT E&% davit leass
MEDICAL mmoﬁ;? fefén::'m i
BOARDS _ an ease of nformation,

bowmentsandﬂmrds

nection with this application that can subsequenty be provided to professional licensing boards, hospi

for licensure, siaff membership, employment or other prvileges.
Lhercby releage, discharge and exonerate FCVS, its 2gents of representatives and any person, hospital, clinic, government

smate, federal or forcign), court, association, institution o law enforcement agency having custody or control of any d

and other information pertzining to me of any and all Liability of every nature 2nd kind afising our of investigation made by FCVS,
T will immediately notfy FCVS in writing of any changes to the answers to A0y questions contained in this

OCCULS at any time priog to my FCVS Physjdm/_lﬁfam:a&on Profile being mailed.

LLiA

Applicant’s Printed Iase Name

oo L.

Applicant’s Pohred tNa:m:,Miédfc Initial, and Suf I3 :
3lL[6% T

Applicant SSN

NOTARY

State GW’] County of M’WV.—)

I
SUBSCRIBED AND § ’/O?cnmzﬁl%ﬁ_ dayof%,m of
My commission expires:_ 777 & ol ?

(NOTARY PUBLIC SIGNATURE & ;;7)_1/
Notary Public signature: (_{ A KL-(Q &L

document,

Fedaration Credentials Verificstion Senvice




DEPARTMENT OF STATE HEALTH SERVICES
VITAL STATISTICS UNIT © ~

i

=zev (D ' J To-Gi- 2
BUREAU OF VITAL STATISHCS

STATE OF TEXAS : CERTB:ICATE OF BRTH BRTH NO.
1. FLACE OF BIGH " Lmvummemmm&mmmwaun
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{This form must be completed by the medical schoot)

Pt

INSTRUCTIONS TQ THE DEAN

The individual identified on the attached Autherization For Releass of Information, Documents and Records
form has authorized your medical school o provide to the Federation Credentials Verification Service (FCVS)
any and all Information pertalning to their education at your institution, Please complate this form and
forward It to FCVS in the enclosed postage-paid, self-addressed envealops.

Please nots: If your institution processes transcript requests through another office, FGVS has
tikety made such a request under separate cover. if your office also processes
transcript requests, please attach the individual's official transcript (which
indicates courses taken, dates and hours of attendange, and scores,
gradas, or gvaluation).

VERIFICATION OF MEDICAL EDUCATION

STUDENT AFFAIRS GFFICE

Name of Institution: University of Louisville School of Medicine UNIVERSITY OF LOUISVILLE
AdeLL ADHINIS

Complete Address: gl *ES':’MJ"?Q?ON CENTER

Street Address: : - LOUISVILLE, KY 40202-3868

City: State: ZIP Code (Postal Code):

If name of institution was different when this individual attended, please note this name below:

Pramec_iical Education:

Years of education required for admission to your medical school: 5"{ ('/\QC((

| 1
Credential/degree presented by the applicant for admission to your medical school: UYA@ \O l( 3

N

Enroliment and Participation: Our records indicate that Ffa "\ Ku N |. \({ N 6\ \ ‘ =

{typaiprint individhal's name: Laet, Eigst, Middle, Suffix)
attended our medical school for total of !OL;‘Weeks of medical education on the following dates (mm/dd/yy): .

e 30,0 w420 04

Month Date Year Nonth Year

This individual {check one);

Was awarded the degrse of “ X ‘z}( %l ¥ \Qdiwon 5 ! 9 / O¢
i Month Data Year

Was NOT awarded a degree because;

(please explain - attach additional pages if Necessary)

Certification: By my signature, i, Sh@ (ﬂ é?} % pa(f; ‘«' , certify that the above

information is an accurate account of the above named individual’s offigid records maintained in this and is true
and correct to my knowiedge.

%% 5 Slgnature: ; ,l/)'/jj/ .
Lo e roe: X . (Frcademic Loy dinator
F':ﬁ ;:ﬁs Date of Signature: 3 | O? :
a;::;;':ﬁ;":: Phone: 5021 369 "’5 }57?’ Fax: I“i)z’l gsz’ -«O&(TZ,

Email:
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. FEDIQON CREDENTIALS VERIFICATION SERV

{continued)
VERIFICATION OF MEDICAL EDLICATI
Unusual Circumstances: The following questions apply to unusual circumstances that occurred during any part of the
individual's medical education. Plsase check the appropriate response and provide dates and requested information. “Yes"

respanses to any of these questions require a copy of explanatory records of a written explanation (attach additional pages as
necessary).

1. Po this individual's official records reflect (an) interruption(s) oF extension(s) in hisfher medigsl education?
Rasponse. YES xo [

If YES, pleass seiect the reason(s) for, indicata the dates of the interruption(s) or extension(s) and check whether the
interruption/extension was approved or unapproved.

From Mo/Yr To MofYr Unaopraved

PersonaliFamily

Academic remesdiation

Haalth

Financiat

Participation in joint degree é : 5 / D
Program (e.g., MD/PHD} 172

Participation in non-research

special study (e.g., fellowship,

international experience)

Participation in non-<degree ressarch

Other
Ptease Specify:

ool o IQE]EIDEIE
glgy oyo|joojonoa

2. Do this individual's official records reflect that he/she was ever placed on academic or disciplinary probation
during hisfher medical education? Response YES [J NO
If YES, please selact the reason(s) for the probation, indicats the date{s) of placemant on and removal from probation

and aftach addifional documentation to this report.
From Mo/Yr To Mofyr

Academic Probation

Probation for unprofessional conduct/behavioral

Probation for ather reason

Please specify reason:

3. Do this individual's official records reflact that he/she was ever disciplined for unprofessional conduct/behavioral 1edeons by
the medical schoal or parent university? Response Yes [ NO
If YES, please provide detailed documentation/information about the circumstances and outcome{s):

4. Do this individual's official records refiect that he/she was ever the subject of negative reports or an investigatio y the
medical school or parent university? Response YES O NO
IF YES, please provide detalied documentation/information aboul the circumstarces and cutconfa(s):

Response YES [ NO

5. Do this individual's officlal records refiect that there were any limitations or special requirements imposed on the indivi
because of questions of academic incompetence, disciplinary problems, or any other reason?
If YES, please provide detailed documentationinformation about tha nature of the limitations or special requirements.
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