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- Medical Education
School

Dates
Ciinical Training
Gred Date

Degree

located: N

Unusual Circumstances:

018020 - Univeralty of Loulsvilie School of Meadicine
08/1999 to 05/2004

07/2002 to 05/2804

05/14/2004

MSMD

Completed clinical clerkship In @ country other than where my medical school was

Interruptions: N
Probation: N
Disciplined: N

Negative Reporis: H PROVIDED BY

Limitations: N

Attended a Fifth Pathway Program: N AP PLICANT
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UNIVERSITY of IOUISVILLE, ' OFFICIAL TRANSCRIPT

AUTHENTICITY CONFIRMATION

When photocepied, the word COPY
will appear sevesal imas in large
letters. A black and whita transcript is
nol an original. Alteration of the
transcript may be a criminal otfense.
Mo official transeript is issued to of for
a student indebled to the Universm{.
Eurther authentication can be cbtaimned
by calling (502) 852-6522.
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maintaining record cards. Teansoripts for students who were enrolled in Plus grades add 0.3 Cuality Paints 1o the value of the standard grade,
tri;golﬁgi;ersity prior to Fall 1982 consist of copies of two types of g).(é:e éa tzg '?5; ;’g"?ﬁo‘éﬂiﬁtg ;);aéx}tg g{g}?dt%rdhg?:geg‘;rades subtract
With the transition, two major policy changes were implemented. Example:

1. Effective Fall 1982, the student record wili shaw 2 University GPA B+
B

Quality Points Per Hour
within Undergraduate, Graduate, Law, Medical, and Dental {evels.

3.3
2.0 Quality Points Per Hour
i

All records prior to Fail 1982 show totals applicable to programs, 8- Quality Points Per Hour
Therefore totals on fhe previous record may not agree wit
INITIAL STATISTICS entry on the new record. Olo records have ) é
not been changed. GOURSE NUMBERING SYSTEM
5. Effectiva Fall 1982, the University expresses transfer work in total 000-100 Non-Degree Credit
hours earned only. Previously some colleges exarcised selectivily Beginning Fall, 1898, developmental courses below
in the transfer of courses applicable to programs and some the 100 leve! do not count toward eamed hours. d
colieges included grades and quality points. Therefore fotals on 101-489 Undergraduate Credil
the previous record may not a%ee with INITIAL STATISTICS 500-568 May be undergraduate or graduate credit
eniry on the new record card. td records have not basn B00-799 Graduate Credit
changed. 800-999 Prciesgional Credit

Prior to Fall, 1982, Protessional School numbers
started with 1001.

ABBREVIATIONS
HAW/G Hours attampted with grade
gPA Grade Point?ﬂ.fveraga % METROVERSITY
UM Cummutalive %ﬁ%}ﬁfﬂmﬁ%ﬂhﬁﬁineﬁw a mteem?er of the Krtsnmxl:#}ta)na t!*ﬂetr{)varsity 5
To arriva at the Grade Point Average, divide Quality Points by Hours mirber schools, these S Ol b dudiatad by 2 Gog h n
; Z : a code which £
attempted with Grade. indicates the insfitution, ; - W !
The University of Louisvills uses the Semester Hour Unit of credit and a MBEC Bellammine Coilege
4.0 Graging system. MIUS  Indiana University Soumheast
m“l_g(s: il_effers?g Community College
ouisville Presbyterian Semina
RELEASE OF INFORMATION MSBS  Souberm Bastis eminary j
|1ngz_aff:?rr’c‘iance ﬁth the l:amﬂ);lEducaﬁQFal Rights and Privacy Act of MSPC  Spakding University
, this record an on i i indi
1o7% ) ke ?;:tge';ﬁfﬂgg’t‘u‘égqm be released The course number and title are aiso indicated.
ARADES ACADEMIC INFORMATION
A Excellent 4.0 Quality Points Per Hour Information concerning the nature of Academic Dismissals can be i
QL Sha ualig Eo Perhor gbtamed With the student’s permission from the Office of the University g
G Average 2.0 Qualty Poinfs Per Hour vt !
i 1
D Bal duesii o 3@% Eoine betron The University of Louisville i accredited by the Commission cn |
W \Withdrawn Collegas of the Southemn Assoiation of Colleges and Schoals (1 I
WP Withdrew-Passing Coe . Z Southem Lane, Decatur, Georgia 30033-4907, Telephone numbe
WE  Withdrew-Failing 2 % _ 404-579-4501y 1o award assodiate, bachelor, master's, doctoral, and
é‘;{ é“e('} o NI first professional degrees (D.M.D., J.D., M.D.}
redit (Pass) i §
B Pass - . *Effective July 1, 1962, The School of Business became the College of
i incomplete _ - ; Business and Public Administration and Tha School of Justice
a SHaD::sgactory 5 Administration was marged with the Callege of Arts and Sciences.
ars s
U Unsatisfactory
X  Delerred :
T Test Credi
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@a all to folom these Tetters shall come, Grosting:

The trustees of the Wniversity on the recommendution of the Uninersity
fueulty and by wivhee of the authority wested fir them Hube ronferred on

Tanys Elllis Franklin

falyo has satisfactorily pursned the shudies and passed the examinutions
requited therefor the degree of _

BAoctor of Medicine

foith all the rights, privileges and honors perinining thereto.

(Gracted ut the Fliversity of Tontwiille o the Qommondreath of Fehrcky
o e Fightly Doy of ey T e yeur oy Tk Fae.

~ SEAL
 VERIFIED




Frderciion of

Q&A&L  Jation Credentials Verffication Service (FCY
BOARDS Federation Place, P.0. Box 619850, Dallas, TX 75261-8850 ‘

Te): (817) 8685000 Fax: {817) 868-5090

Verification of Postgraduate Medical Education
atention: Program Director

Instiutiors. Liniversity of Louisville

J Affiliated
Address: Degartmem of Obstetrics and Gyn@COI%! Uni'-lf:rsiiy: University of Lotiisyille School of Madicine

Louisville KY 40252

Verifleation For: Name: Franldin, Tanya Ellis

DOB;
Individual's Name on Record (If different from above):

Program PGY: 1 SpecialiyfSubspeciaity: Obstetrics & Gynecology
Participation: ¢
ki Rintemship From: 7/1/2004 To: 6/30/2005
limpoitene [IResidency - By
Report Incomglete : ] Successfully Completed?: [HlYes No In Progress i
postgraduate years [PGY) LlChief Residency 2 g B CHienProg
saparata from those that [Fellowship Accredited by: BIACGME  [JACA CJLeeMe  [ORSC  [JoFPc
were successhuly
ot [IResearch [JRCPSC  [OAPPAP  [ONone of these
1 the postgraduate yearis | FOY:2-3 Specialty/Subspecialty: Obstetrics & Gynecology
cumently m rass report ;
i mxpecio compieton | | LJinternehip From: 7/1/2005 To: 6/30/2007
date in the “To™ field. - KResidency
5 Y N P
[CIGhief Residency Successfully Complotod?: EYes e [Jin Progress
CiFetiowship Accraditad by: ®ACGME  [Jaoa  [JlceME  [JRSC  [ICFPC
R oraes, ElReszan ORCPSC  [JAPPAP  [JNone of these
Fellowships separately.
PGY:4 5 e :
—— e Specialty/Subspacialty: Obstetrics & Gynecology
Department/Specialty. If the niemsnip
Daparment/Specialiy is [iResidency From: 7/1/2007 To: 6/30/2008
rotat transitional,
m;ﬂfg :racmz:; of preasy [IChief Residency Sugcessfulty Completed?: [CYes [INo Kltn Progress
flations. [OIFellowship
Accradited by; DIACGME [JacAa [Oucaeme RrRscC [crPC
[IResearch
[ORCPSC  [aPPAP  [ONone of these
nusual '
Mo 1. Did this incividual ever take a leave of absance or break from hismer waining? .......c.cccoveveeee. [J¥es  XNo
Cirgumstances: o .
2. Was this individual ever placed on probation? ... e e vien .. OYes o
Check the corredd response.
Omitied responses require | 3. Was this individual ever disciplined or placad under investigation? .....o..oooooooooo, . OYes  [XNo
writlen axplanation.
4. Were any nagative reports for behavioral reasens ever filed by instrulors? o ciieeeeceeee [J¥8s [XINo ]
I necessary, you may 5. Were any limitations or special requirements placed upen this individual because E
continue your explanation | of questions of academic incompatence, disciplinary problems or any other reasen? ... [JYes  [XNo i
©n a separata sheet of ]
paper. Please explain any "Yes™ response from above:

Completion of the {ollowing is certification that the information above is an accurate account of this individual's
reconrda and is true and correct. The signature line must contain tha ariginal signature, ar the elactronic typed
signature, of the program director (M.D./D.O. only).

Nama: Christine L. Cook, M.D. signature: Clinistine £. Cook, M. D.

no saiil is avaliabla,

“you fmust have this | Titie: Profassor & Chaiman; Residency Program Director  Date of Signature: ¥24/08

" form notarizad.
R = B Tel: (502) 561-7441 Fax: (502) 561-7477 E-Mail: christine-cook@louisville.edu

Rev. 08107105 Packet ID:34803 Request iD: 18707161 Klc  wumeope[10784]
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-Postgraduate Medical Education
-University of Loulsville Hospital

Hoopital University of Loulsville Haspital

affillated School Unlversity of Loufsville School of Madicine
550 S. Jackson St. ‘
Loulsville, KY 40202
Usa

Unusual Clrcumstances:
Interruptions: N
Probatlon: N
Disciplined: N
Negative Reports: N
Limitations: N
rPEY
| Year{s):PBY 1 Internship/Residency: Complete?: Yes
i Obstetrics and Gynecology

Dates: 07/2004 to 06/2003 PROVIDED BY
Year{s):PGY 2 Residency: Complete?: Yes APPLICANT

Obstetrics and Gynecolegy
Dates: 07/2005 to 085/2006

Yoar(s):PEY 3 Resldency: Complete?; Yes
Obstetrics and Gynecology
Dates: 07/2006 to 08/2007

vear(s):PGY 4 Residency: Complete?: In progress
Obstetrics and Gynecology
Dates: 07/2007 to 06/2008

| file//C:\famb32\reports\Summary View.html 12/26/2007
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Total
233

“ st Date

‘Three:Digit Seore

Two-Digit Scure
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R/IP Number Date Issued To Complete IP Application

Form 1.- Medical Education Verfication ./

FRANKLIN, Tanya E. -~ Form 2 - Postgraduate Training Verification
Name , DOB Nativity " Form 3 — Verification of License L
. Form 4, Form 4A
UL, GME Office, RM 518 7 ﬁodﬁ.ml@ 7
323 E. Chestnut St. © TEXAMS -USMLEFLEX/ NBME/ NEOME/ COMLEX.,
Louisville, KY 40202 ( “Photograph .
Address — . ECEMG- =

~- AIDS Education Completed Mwﬂmﬁﬁén Course vﬁb at .
' _Letter from Program U:mnﬂ% mwP I
UL (01602)-2004

- Medical School, Year Graduation

Program
uUs ¢ OB/GYN 3 Start Date
Endorsement Specialty Status
Full License Date
m\.u%\a\ _ [oa)ss l||
Acknowledged SS#
$75.00 UL 2/3/05
Fees Paid
Board Approval ol 28

ez
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11.

12

For Office Use Only: [ ]IP Limited
[ 1R Limited
Kentucky Board of Medical Licensure
310 Whittington Parkway, Suite 1B RECEIVED
Louisville, KY 40222
Licensure Telephone: (502) 429-8046, Ext. 223 : J AN 2 i 2005

Applicaﬁon for Institutional Practice Limited License or Resldency Training Licef};{s M L

License
License

Name in Full: m/u\m : &l Frzanik hao wmp
EFirsty [ E\/hddle) (Last) (Degree)
Address Um&- ( C, MeE 8 223 C—&S" (‘Hp‘snuu?‘ qi Rcm/w Sy

T
City, State, Zipeode __{_nuigville K, Yp202
Social Security N;

. Telephone:Hom

Place of Birth _§ Date of Birth
What residency program have you been to in Kentucky? i ),uz ViE2s 41/ OL—
Specify level of training: ‘PG' b, Specialty O’@ / @—:/AJ
List name, location and dates of attendance of every college and medical school you have attended.
Name Location Dates (From — To) " Degree
SN & én,:sm le (_cusviflf jé’.; 121999~ ALY mr
Wiy ot Lomsudtle  Lascuille "l " 07/ amo~as)20aYy Mapd
elleeson Com . Colleee Lausillel 1l  02/997-a5li997 adoai=
Dot larz nsae UAJM‘YZSH:/ Leuri;ua”@ }t.// /ﬁ-//%ﬁ" GS//‘?‘F} 24 ﬁra/a\j;}(

List all internship and residency programs you have completed since medical school graduation, Please list in chronologic,

order.

INTERNSHIP: (List US and Canadian only)

Hospital: _{ ]@CC Sedec ] L /L’(%I(_,rxut

city, sate: __Loosyrtle Ky

Term: Started -7 /}/ 4 Lf Completed b / 50/ I5

RESIDENCY: (List US and Canadian only)

Hospital:

City, State: oA il

Term: Started ek Completed

RESIDENCY: (List US and Canadian only)

Hospital:

City, State: \ n -

Term: Started - it Conpleted

List all states and Canadian provinces where you currently hold or have ever held any type of medical license:

State/Province Type License Number Date of Issuance Current Yes/No

—+ LB

Indicate your ECFMG number, if applicable: AL ) A

5




13. Indicate which licensing examination(s) you have taken. Include all attempts, locations, scores, and dates: Be exact,
include all attempts and failures.

Type (FLEX NBME,USMLE ete) Location Score Date
’N?e fﬁ Lotlesvilie, kY ' 208 le] 2001
_[A,QM LE gia'ﬂ,ﬁ/ Lodisy i1l 'y Z35 b/A00
usSmMLE ST'EPTET_ Couaafle L iC/ PFNDmﬁ 1,2%2’1

AR KA A AR AR A AR RARAAAL AR R AR AR ARAAAAA AN AR AARARAARARARAAARARARARANAANAAARAANAAAANARAARAAARARAARNARAARA

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 o practice

under Category I, Category I 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 attack a complete written explanation of the event(s) or condition(s),
including dates, names, addresses, circumstances, and results along with your returned application.

NOTE: Intentional false answers or misrepresentation in applying for or procaring 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 appropriate national professional credentialing organization. You must answer “yes” to any
question if the event(s) described in that question has actually occurred. You must answer “yes” in such circumstance even if

Fyou

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. Afier answering “yes” to the appropriste question(s), you may advise the Board of eny additional relevant information
pertaining to your answer (L.e., record has been sealed or expunged, record Is designated “confidential,” attorney has advised|that

you properly answer “no”). The Board will consider this additional information, along with your answer(s), in determining
appropriate action. If you have any question about whether or not you should answer “yes” to a question, you should err in
of answering “yes” and providing an explanation, because any non-disclosure violation will likely result in denial of your
application or disciplinary action against your Heense.

[Category I]

f-4
vor

1. Have you ever been dismissed from, resigned while under investigation or failed to complete an academic year, or been placed

on probation or.reprimanded at a medical school or a postgraduate training program?
[Oyes No

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

Kentucky Higher Education Assistance Authority?
[Yes [0

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?

] Yes o

4. Have youever 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 a State medical/osteopathic licensing board, or

Federal, or International authority?

E]Yes (Do~

5. Have youever been disciplined by any licensed hospital (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 acti

on

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

a violation of a provision(s) of a Medical Practice Act?
IYes E’No/o

6. Have you surrendered such credential, or placed it into an inactive status, to avoid disciplinary action or in connection with o
anticipation of a disciplinary investigation/action by the licensing anthority of such jurisdiction?
[Ives o :

7. Have you ever resigned your privileges or failed to renew privileges at a licensed hospital or from the medical staff of the

hospital, while ynder investigation or while you were subject to disciplinary proceedings by the hospital?
"[Yes M

6

T in




[Yes [@fo

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

" certificate issued to you?

ClYes B

Have you ever been removed, suspended, expelled or disciplined by any professional medical facility, association or society?

10. Have you ever been or are you currently under investigation by any State, Federal or Intemational licensure authority or any drug

licensure/enforcement authority?
CJyes ENG/

11. Are any legal proceedings regarding licensure presently pending against you by any state, Féderal or International licensure

authority or any drug licensure/enforcement authority?
Yes o

12. Have you ever been convicted of a felony or misdemeanor by any State, Federal or International court? Are any criminal ¢
presently pending against you in any of those courts?
Yes 0

13. To your knowledge, are you the subject of an investigation for a criminal act?

Clves [0S

14. 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 you or your medical practice presently pending in any court? (]

complete enclosed Medical Malpractice Form)
[dves IQNO/
axx A ffidavit of Applicant***

1 hereby state that the information contained in this application is true, accurate, and complete to the best of my

harges

If yes,

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 eriminal prosecution and the denial of
licensure. I authorize the Board or its agents to obtain form other sources any information necessary for determini
qualifications for licensure. I also authorize them to furnish any information they may mow or in the future have
concerning my qualifications and fitness to practice medicine/osteopathy to any person, institution, association, scho
hospital or government entity.

DauppEnoudidin | Wil oy

\'(Signat(gé of Applicant) @ate)

. 7 .
Subsarinmd sworn to before me by the above named applicant this / ﬁay of \’/Mé W ggg/;g, A0Y

s ﬁ?\ﬁ St e —— )

(Signature of Nétary)
)
My commission expires: C@ W\— LT:; i d

Seal of Notary

my

L




See above exemption

/ ) N .
Name: 4 H-N}/A. F;ﬂ‘ﬂ’;u lé ! Y. Social Security Number: YoR-23 ~FSS

: [Category II] '
The answers to these questions are exempt from 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 competent jurisdiction, except that no court shall anthorize the inspection by

any party of any materials pertaining to civil litigation beyond that which is provided by the Kentucky Rules of Civil Procedure
governing preirial discovery. The answers 1o these questions may be considered by the Board and may be disclosed in any
contested case proceeding, including a Show Cause proceeding, or appeal of a licensing decision based upon them.

“Illegal drug use” means the use of en illegally obtained controlled substance or dangerous drug; the term “illegal 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 might
reasonably impair vour 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

irofession safeli and competently?

3. Do you currently have, or have you had within the past 3 years, a dependency on or abuse of the use of alcohol or drugs, which

Womﬂy impair, your ability to practice your health care profession safely and competently?

4. Within the paﬁt 5 years, have you engaged in the excessive use of alcohol of 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 Under The

afitie)

5. Within the past 5 years, have you been the subject of any chemical substance screening test which resulted in an indication of the
- presence in your body of any controlled substance, any dangerous drug, or alcohol level above .10% BAC? (This does not include
those drugs taken by yon as a result of a legitimate health care diagnosis, and prescribed for you in good faith by another licensed

heatth Bﬁe iroiﬁliﬂillg

I hereby state that the information contained in this application is true, accurate, and complete to the best of my
knowledge and bellef. 1understand that under Kentucky law the submission of any false, fraudulent or forged statement,
document or other matter in connection wit this application is grounds for criminal prosecution and the denial of _
licensure. I authorize the Board or its agents to obtain from other sources any information necessary for determining my
qualifications for licensure. Ialso authorize them to furnish any information they may pow or in the future have
concerning my qualifications and fitness to practice medicine/osteopathy to any person, institution, association, schopl,

hospital or gpxernment entity. oy [ l / Z g/ W

ignatukelof Applicant) (Date) ' :

*xx A ffidavit of Applicant***

Subscribed and sworn to before me by the above named applicant on this_/ @y of ' QCU"—/
g—) (month, year)
i \i@ D G :

(Signature of }x‘otar;

My commission expires: CO /’m Cj. 9&05/

Seal of Notary

e




REGEIVED

, . - Form 1
Koy BowdofMedcal Lismsure 1y 25208 gunamas
Louisville,Kentucky 40222 K,.M,L. | 1AM 2 0 2005
Verification of Medical Education SCHOOL OF MEDICINE

+sNo substitutes will be accepted in lieu of this formes

To Applicant: In applying for a license to practice medicine/osteopathy in the Commonwealth
of Kentucky, the Kentucky Board of Medical Licensure requires this form be completed by the
Dean or Registrar of the medical school where you graduated. This form must be sent from the
reference source to the Board at the above address.

Name: TM}@Z 5 . F}"Ef/bbuf 4 @.}D.O. Graduation Date:_&/79? HL

(please pfint)

Address:

(Sig;,rnamre)U

s s e ol s e oo e sk ok o ook o ok o e sk ek o s o R o ok R ko R ol ok kb R Aok kR Rk R R R R Ak kR R

To Reference Source: Please complete this form, sign, seal and return to the Board (KBML) at
the above stated address. Any fees for completion of this form should be collected from the
applicant. If you have any additional information that should be considered by this Board
(KBML) prior to issuance of a license to this applicant, please provide this information to the
Board (KBML) by writing to the above address. Please affix the Seal of the Medical School or
have the form Notarized by a school official. :

It is hereby certified m;TC{ N\ L v(( AN \< \‘l N
attended the| /\lf\’\ I (4 \LL

P |

located at[ [T)(}.‘.hﬁk); HQ fﬁ/ﬂ . foraperiod(%f = years.

Dates of attendance: g Ohch' =2 L}- ’b@ Degre@CC‘W Zj} M\Jé’df af N

0
ANV K /gé‘c/wn o ¥ /ZO / 0

Signature of Dean ér Régistrar
Seal of the Medical School STUDENT AFFAIRS OFFICE
UNTVERSITY OF LOUISVILLE

ABELL ADMINISTRAT!
323 E. CHESTNUT ST.ON -

19Ui'.)LHS\1"fLLE, KY 40202-386

Date of graduation: = | ?

T

Sworn to and subscribed before me this day of ;

Seal of Notary

Notary Public

12

i Loosdille Scnool o edicing
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Form 2
K ky dof dical HE@E VED age (1) of (2)
entucky Board of Medical Licensure
310 Whittington Parkway, #1B APR 21 2003
Louisville, KY 40222 K. BLMLLL

Postgraduate Training Verification

Applicant’s Authorization: I authorize the release of information from my postgraduate training program listed belo
be forwarded to the Kentucky Board of Medical Licensure.

Applicant’s signature: WM

w to

Print or type name: TW 01 HW

.Name & Address of Insututlon Upu/eﬂr?—u oﬂ‘ ((J.JIS;.\) ”61 £33 Casr (‘ Y ESTANT (S“r’. Laﬂ‘&uf”fl

{Cl[ LeROH

Instructions to the l’rogram Director: This form must not be completed more than thirty (30) days prior to the
completion of training program if less than two (2) years. Please complete this form, sign, seal and return to the Boar
the above stated address. Any fees for completion of this form should be collected from the apphcant Please affix tk
seal of the hospital or have form notarized by a hospital official.

Name of Institution: UU\UE‘Q&;‘L’/ (}C / a}!S':\HU‘E'

d at
e

If name of Institution was different when applicant attended, please eanter name: NI}}
Enrollment and participation: Our records indicate that TAn ¥ A ”FJZJ?M]& // A participated in the
following program:
{Type or print applicant’s name)
Program type (Internship, Residency, PGY Department Dates Attended Completed Accredited
Fellowship) 1,234 (Month/Day/Year) Yes/Ne By:
ACGME,
AOA, Ete.
_ 717 lof @l30lcs
T ireusin P | |08/Gyn Jes  laceme
! / / /
/ / / /
/ / / /
/ / / /

13
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RECEIVED

Form 2
o APR 2 1 2@(35 Page (2) of (2)
Applicant’s Name: 1 AvvA '%{JJMJ LV
{ tBL.

[¢)

Unusual circumstances: The following questions apply to unusual circumstances that occurred during any part of th

applicant’s medical education. Please mark the appropriate response. **If you answer yes to any of these questions,

please enclose an explanation.

QUESTIONS ) : Yes No

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

2. Was the applicant ever placed on probation?

3. Was the applicant ever disciplined or under investigation?

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

5. Was your postgraduate medical training program accredited

K O D00
0 R KKE

during the applicant’s participation? If “Yes” answer 5a.
5a. by: MACGME [] Other:

Comments:

Certification: [ hereby certify that the above information is COWS%
' Program Director’s Signature: > :

Print Name: 7. Z- fgﬁ@é‘} S 2.
Academic Title: 7200 SERS E4RECTO £
Telephone: (52 e§2~-7979 Today’s Date: %/ ;f[ o4

Affix Institutional Seal Here

(If the institution does not have a seal, this form must be notarized.)

14




Form 6

Release and Waiver of Rights Form
o —_
I, TG(W a WMLM/(/U” , hereby authorize the following individuals and entmes 10 release all information

(documenté‘d oral or other) about me in thexr possession to the Kentucky Board of Medical Licensure (KBML) or its
agents:

1. All medical/osteopathic schools which I have attended.

2. All hospitals or other health care facilities at which I have ever held staff privileges, whether full or limited,
temporary or permanent; and all hospitals or other health care facilities at which I have ever received training,

3. All medical/osteopathic societies, specialty boards, and other medical/osteopathic organizations with which
Ihave been associated.

4. All other state or Canadian licensure boards, federal health agencies, and federal and state drug control
agencies.

5. All licensed physicians, nurses or other health care professionals of any state or Canadian province.
6. All attorneys who have participated in civil or criminal actions in which I was named party.

I hereby release the above-named individuals and entities from all Hability for the release of information to the Board
(KBML) or its agents.

I further authorize the Board (KBML) or any of its duly authorized agents, to make any investigations that they deem
necessary to secure information conceming me which is relevant to the requirements for licensure. I further authorize
them to release such information they may now or in the future have, concerning me to (i) any federal, state, county or
local .governmental entity, (ii) any hospital or other health care facility, or (iii) any other person upon a showing that the
release of the information is vital to the health, safety and welfare of the general public.

I hereby make this release and waiver of rights for the purpose of allowing the Board (KBML) to carry out its duties
pursuant to my request for a license to practice medicine/osteopathy in the Commonwealth of Kentucky; and further, for
the purpose of allowing the Board (KBML) to carry out its duties in regard to my continued Iicensm'g.

This release and waiver of rights has no expiration date and shall remain effective during my licensure in the
Commonwealth of Kentucky.

At A qadh Lo 1/isjery

(Ap 11c t s Slgnr_gture) ; " (Date)
Tp L N
(Print th e)

Sworn to and Subscribed Before Me By the Above Named Applicant on this the /Sday of \_z’éﬂﬂag,&@_) 2003

Seal Vézz%mﬁ W

Notary Pul}ﬁc

_ My Commission expires: (@/ﬁﬁ_ Y 2008
Name: _jw}/u A B ey, i

18




nee (and for which results have been reported to date) are shown
: day on which the examination began. Where numeric scores ar
ing score (“MP”) on gach scale is shown in parentheses.

Three-Digit Score Two-Digit Score
Pass/Fail Total MP Total MP
Pass 207 182 84 75

Three-Digit Score Two-Digit Score
Pass/Fail Total MP Total MP
Pass 235 182




and/or a determination of n-regular behavier, as described below,

L X

Anthenticity of USMLE Transcripts
An original, certified transcnpt of United States Medical Licensing Examination results is printed using black ink on blue safety paper and is produced m}y
Educational Commission for !’omgn Medical Graduates, Federation of State Medical Boards, or Naticnal Board of Madical Examiners. The FamperSafe® |
Hologram in the lower left comner tertifies the authentieity of this document. Altemhcm or fmgexy of a USMLE u-dmmpt may resultin appmpmte lf:gal action

To Test for Authenticlty Touch, ruh or breathe on TouchSafe” Fingerprint and the word VALID vn]l appear, When liquid bleach is apphed o the fax:e of t

document, the paper will mrm brow. | | Also, when photocopled, 2 security staterent mnm.lmng the words UNOFFICIAL COPY, NOT AN ORIG]NAL
'DOCUMENT will appear prurmnentiy acrpss the face of the entire document.

INTERPRETATION OF RESULTS

USMLE transcripts include a complete results history and
notations of any examinations for which the examinee sat and no
results were reported, e.g., “Incomplete.” On those Step
examinations for which numeric scores are reporied, two
different scales are used. The first is a three-digit score scale on
which most scores fall between 140 and 280. The recommended
minimum passing score is shown on the front of the transcript
next to the examinee’s score for each administration. The second
is a two-digit scale on which a score of 75 is the recommended
minimum passing score. The level of proficiency required to
meet the recommended minimum passing level for each USMLE
Step is reviewed periodically and is subject to change.

For examinations with reported scores, the Standard Error of
Measurement (SEM) provides an index of the variation that
would be expected to occur if an examinee were lested
repeatedly using different sets of items covering similar content.
The SEM is usually in the range of 4 to 8 points on the three-
“digit scale and 1 to 2 points on the two-digit scale.

STEP 2 CLINICAL SKILLS (CS)

The Clinical Skills (CS) component of Step 2 was introduced in
2004 and the USMLE transcript has been modified to reflect this
change. The Step 2 examination that existed prior to the
introduction of Step 2 CS continues to be administered as the
Clinical Knowtedge (CK) component of Step 2. The label “Step
2 CK” is used for this examination whether taken before or after
the introduction of the Step 2 CS componerit.

Step 2 CS results are reported as pass or fail. Had the two-digit
reporting scale been used, examinees would have had to achieve
a score of 73 or higher in order to pass.

Some individuals n{ay be required to take and pass Step 2 CS
prior to registering for Step 3. Transcript users can find
information on eligibility requirements for all USMLE
examinations in the USMLE Bulletin of Information and from
periodic CS updates, available at the USMLE website
(www.usmle.org).

ANNOTATIONS APPEARING UNDER “COMMENTS"
Circumstances in connection with an administration shown on
this transcript may result in one or more annotations listed next to
the score. A description of each “Comment” is provided below:

Indeterminate - Results that cannot be certified as representing a
valid measure of the examinee's knowledge or competence as
sampled by the examination. Decisions to classifyiresults as
indeterminate may be made on the basis of factors that include,
but are not limited to, unexplained inconsistency of performance
within the examination or between administrations of the same
Slep No score is reported. Information regarding the nature of

the mdetcrmmatc score and the determination of the Committee

on Score Validity is available. If such information is not
enclosed with this transcript, it may be obtained by contalEting the
organization from which you received the transcript or the
USMLE Secretariat, 3750 Market Street, Philadelphia, PA
19104, telephone (215) 590-9700.

Incomplete - The examinee sat for some, but not all, of the
scheduled examination. No score is reported.

Irregular Behavior - The Committee on Irregular Behavior
determined that the examinee engaged in irregular behavior.
Examples of irregular behavior are described in the current
edition of the USMLE Bulletin of Information. Information
regarding the nature of the irregular behavior and the
determination of the Committee is available. If such information
is not enclosed with this transcript, it may be obtr—‘iined by
contacting the organization from which you received the
transcript or the USMLE Secretariat, 3750 Markejl Street,
Philadelphia, PA 19104, telephone (215) 590-9700.

Score Not Available - The score is not available. Further review
and/or analysis may be pending, or it may have been determined
that the score cannot be reported.

Test Accommodations - Following review and approval of a
request from the examinee, test accommodations were provided
in the administration of the examination.

ANNOTATIONS APPEARING AS “NOTE”
Circumstances not in connection with an administration shown
on this transcript may result in one or more annotations and an
explanation or instructions to contact the appropriate individual
or organization. The “Note” will appear at the end of the
document.

BOARD ACTION DATA BANK INFORMATION
APPEARING AS “NOTE”
The Board Action Data Bank of the Federation of State Medical
Boards (FSMB) contains actions reported to the FS

in the Data Bank an actiof must be a matter of pub]nc record or
be legally releasable to state medical boards or other entities with
recognized authority to review physician credentials, Certain
actions reported to and released by the Board Action Data Bank
are not disciplinary or otherwise prejudicial in nauie. Such
actions are reported to ensure that records are complete and to
assist in preventing misrepresentation or the use of IosT or stolen
credentials by unauthorized persons. Once reported to the
FSMB, an action becomes part of the permanent record of the
individual physician, and the existence of such an action may be
indicated on the USMLE transcript by a “Note”. #
’ 712004




Success ' Page lofl

The following email message was sent.

Subject: ourse certiriicate

U OF L Continuing Health Sciences Education
Online "HIV/RIDS" Update Course Certificate
+++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++

This document certifies that the individual listed below has successfully completed

the University of Louisville Continuing Health Sciences Education's "HIV/AIDS

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.

If the participant is a physician, they have earned two hours of Category 1 credit

towards the Bmerican Medical Association's (AMB) Physician's Recognition Awar

If the participant is a nurse, they have earned 2.5 contact hours of continuil

d.

ng

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.

PLEASE PRINT THIS DOCUMENT AND KEEP IT ON FILE FOR PURPOSES OF AUDIT, OR FILE IT
WITH YOUR LICENSURE BOARD TF REQUIRED. IT WILL NOT BE E-MAILED TO YOU UNLESS YQU

SPECIFICALLY REQUEST THIS SERVICE BY CONTACTING US AT chse@louisville.edu.

Please direct any questions to U of L Continuing Health Sciences Education
at chse@louisville.edu or 502-852-5323.

First Name: Tanya
Middle Initial: E
Last Name: Franklin

Social Security Number :—

Date: April 6, 2004
UoflL Resident or Incoming Resident: Yes
++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++

cgiemail 1.6

http://www.chse.louisville.edw/ cgi-bin/cgiemail/aids2certform.xt

41
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Kentucky Board of Medical Licensure
310 Whittington Parkway, Suite 1B
Louisville, KY 40222
Licensure Telephone: (502) 429-8046, Ext. 223

RECEIVED
R FEB 112005
K.B.M.L.
1 hereby confirm that : {/,q;_)\/@ fC,p,qufg_ e is in good standing in his/her ﬁ
(Applicant’s Naine) ]
training program at ___ {_JinvE RS oy ml-] L emada e —o8 / G 1
(Residency Program) =7

recommend that the Board issue a residency training license 1o the above named applicant so that he/she may

practice medicine in that institution and/or a setting(s) approved by that residency training program.

. o Epods, 7208

(Printed riame of Program Director)

(9‘4 st 12605~

(Signature of Program Director) {Date) !

*This Form Must Be Completed by a Kentucky Program Director é




Ernie Fletcher
Governor

AECEIVED

AUG 15 2006
- -. KHB,M.L\- Danny M.
KENTUCKY BOARD OF MEDICAL LICENSURE
B B e
Louisville, Kentucky 40222
Telephone (502) 429-7156
www.kbmlky.gov
July 1, 2006

Tanya E. Franklin, M.D.
UL, GME Office, RM518
323 E. Chestnut St.
Louisville, KY 40202

Dear Dr. Franklin:

This is to advise you that your Residency Training License R0980 has been renewed for the
period July 1, 2006 through June 30, 2007, to allow you to practice within the parameters
approved by your program director at the University of Louisville.

Please be advised that this license is not valid in any location other than as specified by your
program director and cannot be renewed unless you are enrolled in a post-graduate training

program approved by the Board. Improper use of this license constitutes grounds for immedia
revocation.

If you understand the above conditions of this license, please sign, date and return a copy of

this letter in the enclosed envelope. Should you have any questions cancerning the above,
please contact this office.

Sincerely,

Lz

VL fWﬁ s
s i sinbrr s e e R

C. William Schmidt
-Executive Director

Clark, M.D.
President

te

| fully undersjd the terms and conditigns of this. license. 4
Signature N W Date /7}? Z@ é
)

-//:%
KentuckyUnbridledSpirit.com %M?MM An Equal Opportunity Emp

UNARIDLED SPIRIT =

oyer M/F/D




HE@EN’ED Kentucky Board of Medical Licensure
JUN ?- 2 2006 Louisville, Kentucky 40222

KD@“M

I, Tanya E. Frankiin, M.D., hereby make application for renewal of my Residency Training License t

Residency License No. R098(

316 Whittington Parkway, Suite 1B

ﬁ%‘:ﬂﬁ Renewal of Residency Training License -- Registratiom Fee: $65.00

practice medicine within the parameters specified by my Program Director at the University of Louis
through June 3¢, 2007.

b

2)

3)

3)

6)

7

8)

9)

10)

1)

12)

13)

I hereby state that the information contained in this application is true, accurate and complete to the best of my knowledge an
belief. I understand any false information on my application may subject my license to disciplinary action pursuant to KRS

311.595.

szgnature?)wmﬁ/@t@ pue. Y7/ O

***If you answer “Yes” to questions 1 — 13 please attach a writfen explanation.***

Since you last registered have you had any license, certificate, registration or other privilege to practice as a health care

professional denied, revoked, suspended, probated, restricted, reprimanded, limited, or subjected to any other discipli
action, by a state medical/osteopathic licensing board, or Federal, or International authority?

[Oyes %ﬁl 0
Since you last registered have you surrendered such credential, or placed it into an inactive status, to avoid disciplinar
action or in connection with or in anticipation of a disciplinary investigation/action by the licensing authority of such
jurisdiction?

Yes %\10
Since you last registbred have you been or are you currently under investigation by any State medical/osteopathic
licensing board, Fsde;;al or International licensure authority or any drug licensure/enforcement authority?

Jves )
Since you last registered has the Drug Enforcernent Administration {DEA), or any state or International drug
licensure/enforcement authority denied, revoked, suspended, restricted, limited, or otherwise disciplined a controlled
substance registration certificate issued to you?

Yes (o]

Since vou last reglgg'ed have you voluntarily or involuntarily surrendered a medical or osteopathic license, or contro
substance registration certificate issued to you?

[Yes %No
Since yQu last registered has any hospital, hospital medical staff or any other health care entity revoked, suspended,
restricted, limited, geprimanded, placed on probation or otherwise disciplined your staff privileges?

[CDves !—gjiNo
Since you last registered have you resigned your privileges or failed to renew privileges at a licensed hospital or from
medical staff of the hospital or any other health care entity, while under investigation or while you were subject to
disciplinary procﬁings by any of the entities notes above?

Oves No
Since you last registered are any legal proceedings regarding licensure presently pending against you by any State, Fe
or International ]iceﬁsure authority or any drug licensure/enforcement authority?

[CIves 0
Since you last regiStered have you been removed, suspended, expelled or disciplined by any professional medical

association or society?
Oves No

Since you last regfstéred have you been convicted of a felony or misdemeanor by any State, Federal or [nternational ¢
Are any criminal charges presently pending against you in any of those courts?

Clves No :
Since you last registered to your knowledge, are you the subject of an investigation for a criminal act?

[(Jes

o

led

deral

urt?

Since you last registered 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?
[Oes ﬁNo

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

by the Kentucky Higher Education Assistance Authority?
Oves No

d

*WRCDEEJIete Applications Or Applications Received Without Payment Will Be Rethirned.***




uondwoxa anode 935

Residency License No. R09.

Name: Tanya E. Franklin, M.D.

The answers to these questions are exempt from public disclosure under KRS 61.878(1)(a) and KRS 311.619 and shall be subject
to inspection only upen order of a court of competent jurisdiction, except that no court shall authorize the inspection by any party of any

materials pertaining to civil litigation beyond that which is provided by the Kentucky Rules of Civil Procedure governing pretrial
discovery. The answers to these questions may be considered by the Board and may be disclosed in any contested case proceeding,
including a Show Cause proceeding, or appeal of a licensing decision based upon them.

“Illegal drug use” means the use of an illegally obtained controlled substance or dangerous drug; the term “illegal drug use” al

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.

If you are currently a participant in the Kentucky Physicians Health Foundation Program (impaired Physicians Program) or a
similar program in another state, make note of your involvement and answer the following questions as they are writien.

+ % % If You Answer “Yes” To Questions 1 or 2, Please Attach A Written Explanation. * * *

(1.) Since you last registered, have you suffered from or been treated for any medical and/or psychiatric condition which might impa

your abi]ii to continue o practice medicine?
(2.) Since iou iit reiistercdi have you suffered from or been treated for drug or alcohol abuse and/or dependency?

=

I hereby state that the information contained in this application is true, accurate and complete to the best of my knowledge and

belief. I understand any false informati
311.595.

on on my application may subject my license to disciplinary action pursuant to KRS

Siéatur ' Date: (ﬂ / i / Oé

@ncamplete Applications Or Applications Received Without Paymer;t Will Be Returned.***

1=

"‘




RE@EWED Residency License No. RO980

Kentueky Board of Medical Licensure
JUN 2 2 20&7 310 Whittington Parkway, Suite 1B
Louisville, Kentucky 40222

"
K

i.B.M.L.

2007 Renewal of Residency Training License -- Registration Fee: $65.00

a

I, Tanya E. Franklin, ML.D., hereby make application for renewal of my Residency Training License to

practice medicine within the parameters specified by my Program Director at the University of Louisville

through June 30, 2008.

***1f you answer “Yes” to questions 1 — 13 please attach a written explanation.***

1)  Since you last registered have you had any license, certificate, registration or other privilege to practice as a health care

professional denied, revoked, suspended, probated, restricted, reprimanded, limited, or subjected to any other disciplinary

action, by a state medjcal/osteopathic licensing board, or Federal, or International authority?
[dYes Eﬁo
2)  Since you last registered have you surrendered such credential, or placed it into an inactive status, to avoid disciplinary

action or in connection with or in anticipation of a disciplinary investigation/action by the licensing authority of such
. jurisdiction? .
Oves Ao
3)  Since vou last registered have you been or are you currently under investigation by any State medical/osteopathic
licensing board, Federal or Internaticnal licensure authority or any drug licensure/enforcement authority?
COyes ,Eﬁo
4)  Since you last registered has the Drug Enforcement Administration (DEA), or any state or International drug
licensure/enforcement authority denied, revoked, suspended, restricted, limited, or otherwise disciplined a controlled
substance rcgistiz%)%acrtiﬁcafe issued to you?
o

ves

5)  Since you last registered have vou voluntarily or involuntarily surrendered a medical or osteopathic license, or controlled

Cyes
6}  Since vou last registered has any hospital, hospital medical staff or any other health care entity revoked, suspended,

restricted, limited, reprimanded, placed on probation or otherwise disciplined your staff privileges?
[(Oves 0

substance registrle‘uéo%certiﬁcate issued to you?
]

7)  Since you last registered have you resigned your privileges or failed to renew privileges at a licensed hospital or from the

medical staff of the hospital or any other health care entity, while under investigation or while you were subject to

disciplinary proceedings by any of the entities notes above?
[dves ,E’ﬁ(?;

&)  Since you last registered are any legal proceedings regarding licensure presently pending against you by any State, Federal

or International licensyre authority or any drug licensure/enforcement authority?
[es 0 %
9)  Since vou last répistered have you been removed, suspended, expelled or disciplined by any professional medical
association or society?

[ves o

10)  Since you last registered have you been convicted of a felony or misdemeanor by any State, Federal or International court?

Are any criminal charges presently pending against you in any of those courts?

Oyes 0
11)  Singe you last registered to your knowledge, are you the subject of an investigation for a criminal act?
[ves o

12)  Since vou last registered have you had to pay a judgment in a malpractice action or other civil action against your medical

praclice or are any malpractice or other civil actions against your medical practice presently pending in any court?
ves Bﬁo
13)  Are you currently in default on any student loan repayment obligations payable to the financial aid programs administere
by the Kentucky Higher Education Assistance Authority?
[yes 0 ‘

I hereby state that the information contained in this application is true, accurate and complete to the best of my knowledge and

belief. 1 understand any false information on my application may subject my license to disciplinary action pursuant to KRS
311.595.

Signature: 96@{/(/(/}3‘_2 MM St ’ﬁz 5/ m/

***Ih’cump[ete Applications Or Applications Received Without Payment Will Be Returned.***




See above exemption

Residency License No. R0S

Name; Tanya E. Franklin, ML.D.

The answers to these questions are exemipt from public disclosure under KRS 61.878(1)(a) and KRS 311.619 and shall be subj

)30

ect

to inspection only upon order of a court of competent jurisdiction, except that no court shall authorize the inspection by any party of any

materials pertaining to civil litigation beyond that which is provided by the Kentucky Rules of Civil Procedure governing pretrial .
discovery. The answers to these questions may be considered by the Board and may be disclosed in any contested case proceeding,
including a Show Cause proceeding, or appeal of a licensing decision based upon them.

“Illegal drug use” means the use of an illegally obtained controlled substance or dangerous drug; the term “illegal drug use” a
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.

If you are currently a participant in the Kentucky Physicians Health Foundation Program (Impaired Physicians Program) or a
similar program in another state, make note of your involvement and answer the following questions as they are written.

* * * If You Answer “Yes” To Questions 1 or 2, Please Attach A Written Explanation. * * *

(1.} Since you last registered, have you suffered from or been treated for any medical and/or psychiatric condition which might impa

your abilii to continue to practice medicine?
(2.) Since iﬁli last reiistered. have you suffered from or been treated for drug or alcoho! abuse and/or dependency?

I hereby state that the information contained in this application is true, accurate and complete to the best of my knowledge anc
belief. T understand any false information on my application may subject my license to disciplinary action pursuant to KRS
311.595.

™~
J qm O?/
Signature: Date:

***l\wdmplete Applications Or Applications Received Without Payment Will Be Returned.***
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Eraie Fletcher

BECEIVED
SEP 18 7007
HBMLL.

A Danny M. Clark, M.D.
Governor e 7 ‘President

KENTUCKY BOARD OF MEDICAL LICENSURE

Hurstbourne Office Park
3110 Whittington Parkway, Suite 1B
Louisville, Kentucky 40222
Telephone (502) 429-7150
www.kbml.ky.gov

July 1, 2007

Tanya E. Franklin, M.D.
UL, GME Office, RM518
323 E. Chestnut St.
Louisville, KY 40202

Dear Dr. Franklin:

[0

This is to advise you that your Residency Training License R0980 has been renewed for th
period July 1, 2007 through June 30, 2008, to allow you 10 practice within the parameters
-approved by your program director at the University of Louisville.

Please be advised that this license is not valid in any location other than as specified by your
program director and cannot be renewed unless you are enrolled in a post-graduate training
program approved by the Board. Improper use of this license constitutes grounds for immediate
revocation. '

If you understand the above conditions of this license, please sign. date and feturn a copy of
this letter in the enclosed envelope. Should you have any questions concerning the above,
please contact this office. ‘

Sincerely,

1 g _M -‘_— A -

Executive Director

| fully understand the terms and cond_it_i_gn_s of this license. (ﬂ / @
Signature Date ’ r” ! ?_,

NJ

KentuckyUnbridledSpirit.com

m md(y An Equal Opportunity Employer M/F/D
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Application for Renewal of Kentucky Medical/Osteopathic License for Year 2009
Lic. # 41890

Renewal Date/Time: 2/16/2009 12:30:15 PM

The fee to renew a license is $150.00. Registrations taking place after March 1 but before April 1 will be assessed an
additional $50 fee per license. After April 1, 2009, you should contact the Board in order to reinstate a license.

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 appropriate national professional credentialing organization. You must answer "yes” to
any question if the event(s) described in that question has actually occurred. You must answer, "yes" in such
circumstances even if you have been advised by an aitorney 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 appropriate guestion(s), you may
advise the Board of any addilional relevant information pertaining to your answer (i.e., record has been sealed or
expunged, record is designated "confidential," attorney has advised that you properly answer "no”). The Board will
consider this additional information, along with your answer(s), in determining the appropriate action.

If you have any questfon about whether or not you should answer "yes” to a question, you should err in favor of

answering "yes" and providing an explanation, because any non- dfsclosure violation will likely result in denial of your
application or disciplinary action against your license.

Note: You cannof change your name through, this renewal application.

You will need to notify the Board in writing of a name change. However, you may proceed with your renewal and notify
the Board afterwards.

Please verify your mailing address and indicate whether or not it is correct. If the address is incorrect, you may edit it. If
vou reside outside the United States, please choose "Out-of-Country” in the drop-down selection for State..

Name: Tanya E. Franklin
KY License No.: 41890
Mailing Address: UL, Dept OB/GYN

Louisville, KY 40202

Practice Address: H

Office Telephone Number: 5025612777
E-mail Address:
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