A , - DL, (IF REGISTRATIONS

2 APRZELLA004EE
' : D/D’t q
Divis‘l'on of Registrations ’6 [;1/4 Application for Original License
Office of Licensing—Medical 19 PHYSICIAN
(303) 894-7800 / FAX (303) 894-7693 Fee: $522

www.dora.state.co.us/regisirations -

The content of this application must not be changed. If the content is changed,
the applicant may be referred to the Colorado State Attorney General’s Office for violation of Colorado law.

PART 1—APPLICANT INFORMATION - :
BMD | First: Middle: Suffix:

Name: Last: 67 UIA Hf [ Do MH'L}‘/AM — —_—

Previous Name(s): —

Social Security Number: ‘Sl ={=Ye-{ei (=10 Date of Birth (mmvddiyyyy): (INGSCIMELS] Gender: (1 Male W Female

Place of Birth (city and state, or foreign country): 1‘:’3,4— "

Mailing Address: PO Box, Street: PS¢ ULV AN #(}g
This is a Home [ Business ~ City. State. Zi:  yp N VARIC AN 10028

Daytime Telephone Number: ( ) . E-mail Address: Redacted
M F [’0 Y C,LG‘ Preferred method for communication. || Mail {4 E-mar

[--—- e LT T e s T

AT I "7 PART 2—EDUCATION / TRAINING

List the name and address of the school where your medical degree was received:

Name of School Location (address and ZIP) Years Attended (from/ to) Year of Graduation

LML SUTTLE Lo gF pudiciply” MAqwodd 1) (013 2] - 2095~

» if this is an international medical school, please provide the country where the school is physically located:

Have you received and/or completed qualifying postgraduate training approved by the RYES [ONO
ACGME/AOQA in U.S. or Canadian programs?

» If YES, provide information below:
Name of Facility Specialty Years Attended (from / to) /

Lt U VL51 1Yy MEDICAL. COME.  ORTETIIES ° 91 AEcx oy 208 —2209) \/

What is your specialty or specialties? 8¢/ xTIICS ¢ &Vﬂc_{wéy

*Social Security Number Disclosure: Section 24-34-107(1) of the Colorado Revised Statutes requires that every application by an individual for a license issued

pursuant to the authority set forth in Title 12, C.R.S., by the Department of Regulatory Agencies, shall require the applicant's Social Security Number. Disclosure of

your Social Security Number is mandatory for purposes of establishing, modifying, or enforcing child support under Sections 14-14-113 and 26-13-126, C.R.S.; locating

an individual who is under an obligation to pay child support as required by Section 26-13-107(3)(a)1)(A), C.R.S.; and reporting disciplinary actions to the National

Practitioner Dala Bank pursuant to 45 CFR Sections 60.1 et seq., and the Health Integrity and Protection Data Bank as required by 45 CFR Sactions 61.1 et seq.

Failure to provide your Social Security Number for these mandatory purposes will result in the denial of your licensure application. Risclosure of your Social Security

Number is voluntary for disclosure 1o other state regulatory agencies, testing and axamination vendors, law enforcement agencies, arid other private federatiogs and

associations involved in professional regulation. Your Social Security Number will not be released for any other purpase not provided far by law. ,: b\\

[~ COEFICEUSEGNLY = _ LICENSE NUMBER: "ém ssuED: _ (Y T\ ) ™

Physician Original Page 10of 5 112011




appLicanT Name: _AABIAM OB H L

-

e e d——— =t s s s

PART 3—EXAMINATION / CERTIFICATION . -~

List name of licensing exam(s): ECFMG, Medical or Osteopathic National Boards, FLEX, USMLE, LMCC, or state written
exam.

Exam Location Date

KMUL TP T20ino K e R~ edactec
Ui Srev 2. TiLined 192004

s S 2 C DUire sS U] 2008

iz STeP 2 T2UNC ] S J2e00F

P If this is an international medical school, please provide the country where the school is physically located:

Are you Board certified by either the American Board of Medical Specialties or the [l YES MNO
American Osteopathic Association?

» If YES, list certification information:

| e ART 4—LICENSE INFORMATION

C s e aL o s e e g S b b e ik

1

A. Have you ever been licensed to practice medicine in any state, territory, district, or E’VES CINO
country? (include temporary licenses and educational permits)

> /JA/ES, provide a complete list of ail medical licenses (if needed, attach an additional sheet in the same format):

/ Year license Disciplinary action Is this license
Type of license State/Country License Number issued against license? current/active?
TEMNA LUng LK NSHq2€E | 2008 Oves &NO Oves keno V'
\/ | pMew YK 2572522 2049 CYES @NO & YES [0 NO
v Cves CINO Oves CONO
B. Have you ever applied for any type of Colorado health care license prior to this [ YES ¥TNO
application?

» If YES, provide application types and license information if applicable:

Application type License Number Month and year license issued

PART 5—MALPRACTICE INSURANCE CERTIFICATION

You must provide proof of malpractice insurance or an acceptable altemative as required by Colorado law, or claim one of
the exemptions set forth in the enclosed insurance memo. See instructions in the insurance memo, and include proof of
insurance (obtained from your insurance carrier) or include a statement setting forth the basis for the exemption
claimed below.

Exemption Claimed: C(fh m EYWfZM} C sl 2%

Physician Original Page 2 of § 1/2011



APPLICANT NaME: A A7 v OQViIAy

PART 6—SCREENING QUESTIONS

Have you ever been notified by any state, territory, district, or country, U.S. government agency, or state O vEs
medical/osteopathic licensing board of any complaint, investigation, or inquiry which is currently pending?

» If YES, give details below AND request official complaint and/or investigative report be sent directly to the Board from
the licensing body, as well as personally submit a narrative regarding the complaint.

Agency Date Charge Disposition

XTNO

Has any healing arts license which you now hold or have ever held been admenished, reprimanded, censured [ YEs
and/or disciplined in any way by any licensing agency in another state or country, by any peer review
committee or body, by any healthcare facility or committee thereof, by any professional or medical society or
association or committee thereof, or by any governmental agency, law enforcement agency or court of law?
(Disciplinary actions include, but are not limited to, any allegations currently pending.} Washingtan licensees
must disclose any Stipulation to Informal Disposition in response to this question.
» If YES, give details below AND request all official disciplinary documents including initial complaint, stipulations, orders
or reprimands be sent directly to the Board, as well as a narrative regarding the action taken.

&'NO

Agency Date Charge Disposition
Have you ever entered into any agreement with any state, territory, district, country, U.S. goverrniment agency, CI1YES “B’NO

and state medical/osteopathic board regarding your medical license?

» If YES, give details below AND request al! official disciplinary documents including initial complaint, stipulations, orders
or reprimands be sent directly to the Board. Also submit your narrative regarding the action taken.

Agency Date Reasen

Have you ever been denied a license, permission to practice medicine or any other healing art, or permission to [ yEs
take an examination in any state, country, or U.S. federal jurisdiction?

» IfYES, give details below AND request all official disciplinary documents including initial complaint, stipulations, orders,
agreements or reprimands be sent directly to the Board. Also submit your narrative regarding the action taken.

Agency Date Reason for Denial

2o

Have you ever voluntarily surrendered a license to practice medicine or any other healing arts in any other [ ves
state, country, or U.S. federal jurisdiction? This does not include allowing your license to expire solely due to
non-payment of the renewal fee.

» K YES, summarize below AND request all official disciplinary documents including initial complaint, stipulations, orders,
agreements or reprimands be sent direcily to the Board. Also submit your narrative regarding the action taken.

Agency Date Reason

o

Physician Original Page 3 of 5
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APPLICANT NAME: Mﬂ'ﬂ/\ﬂ‘h"’l HUIAH(

PART 6—SCREENING QUESTIONS (Continued)

6. Have either your medical staff membership or clinical privileges at any hospital or healthcare facility or your Oves XENo
DEA registration been voluntarily or involuntarily reduced, limited, placed on probation, not renewed or
relinquished or have either been denied, revoked or suspended? You must answer YES if any of these actions
are currently pending. You must answer YES if you have withdrawn or failed to proceed with an application for
these items.
» M YES, summarize below AND request hospital or DEA to submit a report direclly to the Board regarding the action.
Also submit your narrative regarding the action taken.

Name of Facility Date_ Reason for Action

7. Have you ever been charged, indicted, convicted, received a deferred prosecution, received a deferred [ YES WNO
judgment and sentence, entered a plea of guilty, entered a plea of nolo contendere, cr been placed on adult
diversion for any violation of any law? Note: You must respond YES even if the charge(s) or action was
ultimately dismissed, pardoned, or the matter was not prosecuted. It is unnecessary to report traffic offenses
that do not involve alcohol or drugs.
» If YES, summarize below AND submit your narrative regarding the incident as well as court and police records and
information regarding final disposition of the case.

Date Court Violation Penalty or Disposition

8. Do you now abuse or excessively use, or have you in the last five years abused or excessively used, any habit Red a Cte d
forming drug, including alcoho, or any controlled substance that has a) resulted in any accusation or discipline
for misconduct, unreliability, neglect of work, or failure to meet professional responsibilities; or b} affected your
ability to practice as a physician safely and competently?

9. Inthe last five years, have you been diagnosed with or treated for a condition that significantly disturbs your
cognition, behavior, or motor function, and that may impair your ability to practice as a physician safely and
competently, such as bipolar disorder, severe major depression, schizophrenia or other major psychotic
disorder, a neurological iliness, or sleep disorder?

You may answer NO to Question 8 or 9 if the behavior or condition is already known to the Colorado Physician Health Program (CPHP).
“Known to CPHP" means that you have informed CPHP of your behavior or conditicn and you are complying with all of CPHP's
requirements for evaluation, treatment, and/cr monitoring.

If you answer YES to Question 8 or 9, submit detailed information to the Board that will allow the Board to assess your ability to practice
safely, competently, and without impairment to your professional judgment, skill, or knowledge. 1n addition to that information, you are
required to provide copies of any related records, reports, evaluations, police reports, probation reports, and court records directly to the
Board.

Please be advised that an affirmative response to Question 8 or 9 may result in a request from the Board for evaluation by the
Colorado Physician Health Program (CPHP). The CPHP evaluation process could potentially delay consideration of an application.
Therefore, the Board is providing advance notice of this possibility so that applicants may contact CPHP to schedule an evaluation at the
beginning of the application process. By doing so, the application for licensure should not be unduly delayed. An applicant is not required to
contact CPHP in advance of Board consideration of the application. The applicant may choose to wait for a specific decision by the Board
that a CPHP evaluation is necessary. This information is being provided to put applicants on notice with respect to this potential

requirement and afford the applicant the opportunity to expedite the process if he or she sodesires. {Colorado Physicians Health Program
— CPHP, 899 Logan Street, #410, Denver, CO 80203; 303-860-0122.)

Physician Original Page 4 of 5 112011




appLicanT name: [ EM Arvta 0!‘/“4'4'“

PART 6—SCREENING QUESTIONS (Continued)

10. Within the last five years, has any final judgment, settlement or arbitration award for medical malpractice been E’ YES [JNO
paid on your behalf or has any claim been filed which is still pending?

» If YES, summarize below AND submit to the Board a completed malpractice Claims Information Form (attached) and a
clinical narrative regarding your involvement in the case.

Date Name and Address of Insurance Company Reason for Action
Y122l 300Cs LMool UNWVENSTTY  fHCIiAN  fowORTw, RGNS f6le ATTMrED
f 4
(4] [ IiRN PRIV, L2Liape § SEE Faanae o
11, Have you ever been refused malpractice insurance, or has your malpractice insurance ever been canceled or COYES [RINO

rated at a higher premium due to past claims experience?

» If YES, submit io the Board an explanation regarding the cancellation or increase in premiums of the insurance and
verification directly from the insurance company to the Board.

ATTESTATION

| hereby make application for a license to practice medicine in the state of Colorado. In so doing, | authorize all hospitals,
institutions or organizations, my references, personal physicians, employers (past and present), business and professional
associations (past and present), and all government agencies (local, state, federal and foreign), which includes state medical
licensing boards and the Federation of State Medical Boards, to release to the licensing Board any information, files or
records requested by the Board in connection with the processing of this application. | further authorize this Board to release
to the organizations, individuals and groups listed above any information which is material to my application or pertinent to
my practice of medicine during the processing of this application and the time that | am a licensee of this Board.

{ state under penalty of perjury in the second degree, as defined in C.R.S. 18-8-503, that the information contained in

this application is true and correct to the best of my knowledge. In accordance with C.R.S. 18-8-501(2)(a)}), false
statements made herein are punishable by law and may constitute viclation of the practice act.

W‘ Lf-]?—?df{

Signature of Applicant Date

Physician Original Page 5 of 5 172011
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Colorado Division of Registrations

Office of Licensing—Medical
1560 Broadway, Suite 1350
Denver, CO 80202

Phone: (303} 884-7800 / FAX: {303) 684-7683

www.dara, slate.co.usiregisirations

REPORT OF PRACTICE HISTORY

(See instructions on following page)

Facility Name

Address
{Street & Numbaer, City, State, ZIP)

Refersnce
{Nama and Title)

Nature of Practice

Lot it
Meouat cennent
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Supplying falze Information in an applk

lon for a li Is punl

hable by law,

| state under penally of perjury In the second degree, as defined in Colorado Rovised Statutes 18-8-503, that the information contalned in this application is true and correct to the best of
my knowhedge. | understand that under the Medical Practica Act, providing false information s grounds for denial, suspension or revocation of a medical license.

Qb

) F-2

Applicant Signature

112011

0 Applicant Last Name {print)

Date

L6




John W. Hickenlooper
Governor

Barbara ). Kelley
Executive
Director

TO:

FROM:

SUBJECT:

Date:

n Division of Registrations Colorado Medical Board
) v Rosemary McCool Marschall S. Smith
Director Program Director

Department of Regulatory Agencies

MEMORANDUM

Colorad oard of Medical Examiners

Ja ewald, Administrative Assistant

Maryam Guiahi, M.D.
(Special Physician Applicant)

June 29, 2011

Dr. Guiahi responded “yes” to the following application question:

#10 - “Within the last five years, has any final judgment,
settlement, or arbitration award for medical malpractice been paid
on your behalf or has any claim been filed which is still pending?”

Dr. Guiahi reported two civil malpractice cases that are currently

pending.

1560 Broadway, Suite 1350 Denver, Colorado 80202 Phone 303.894.7690
Fax 303.894.7692 www.dora.state.co.us V/TDD 711 Consumer Frotection
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COLORADO MEDICAL BOARD -
CLAIMS INFORMATION FORM

Applicant: Complete this form for each liability or malpractice claim identified in the application Screening
Question regarding malpractice.

UAAM  Guirtt] 70§ -§60-£92G

Name of Physician Business Telephone Number
T ATt ot Aunuws 16 7% MW Yahe rNY 1002
Address City, State, ZIP

1. On a separate sheet of paper, type your full name and provide a clinical narrative regarding each malpractice
case(s) / allegations. Include name of patient, age, sex, date of occurrence, and location (include address). Do
not omit the answers to these questions or make reference to attached documents for answers. This section
must be completed with your own description, which includes all of the facts requested above. Simply stating
that the charges were dismissed is inadequate, more detail must be provided.

2. Indicate your pasition in case, i.e., intern, resident, primary doctor, etc.
i

3. Case was filed against: DA 1Individual doctor [ Group [t Hospital

List names of other doctors and/omitals also named in the suit;
on. ek

_ LMAR MU ECA Loyl

4. Plaintiffs Attorney and Telephone: _ MMARY CimNt 84 Hvy 312 -32%1 - zie'd

5. Is the claim pending? B4 YES O NO ?
‘{v3§\

6. Was there a judgment or settlement? ] YES [ NO

7. What was the amount and date of the judgment or settlement? _E4A'

3. What amount was attributable to you, your insurance company, or your employer? fU/A'—

| certify that the information | have provided is correct to the best of my knowledge.

N %—IQ—Zal/

Signature 0 Date

4/2011



Coome >

‘COLORADO MEDICAL BOARD
CLAIMS INFORMATION FORM -

Applicant: Complete this form for each liability or malpractice claim identified in the application Screening
Question regarding malpractice.

URRAM 0 visi 79649 -£525

Name of Physician Business Telephone Number
SO fmeretorva . BUNKE o W Y AN 092
Address City, State, ZIP

1. On a separate sheet of paper, type your full name and provide a clinical narrative regarding each malpractice
case(s) / allegations. Include name of patient, age, sex, date of occurrence, and location (include address). Do
not omit the answers to these questions or make reference to attached documents for answers. This section
must be completed with your own description, which includes all of the facts requested above. Simply stating
that the charges were dismissed is inadequate, more detail must be provided.

2. Indicate your position in case, i.e., intern, resident, primary doctor, etc.

K0 G

3. Case was filed against: [Hndividual doctor - [ Group RNlospital

Listéﬂ'ames of other doctors and/or hospitals also named in the suit:

e POTIL . . ol JruTid, . ORR8Y fuififng
LMAB MIANNTY P fonate. NN 7

4. Plaintiff's Attorney and Telephone: ﬁﬂ@ B peeeYe ', 22 - W3- 9600

5. Is the claim pending? M YES CINO r%
3 ™

6. Was there a judgment or settlement? [J YES KINO

7. What was the amount and date of the judgment or settlement? 'Vlﬂ

8. What amount was attributable to you, your insurance company, or your employer? W/ﬂ"

| certify that the information | have provided is correct to the best of my knowledge.

et Y-19-20 11

~

Signature Date

412011



speZ: LOYOLA
sW&Ye MEDICINE
#E4. 05 We also treat the human spirit®

PHYSICIAN: Maryam Guiahi, M.D.

NUMBER OF SUITS SINCE JULY 1, 1995: Two

1. Claimant: Mona Kutak Date of Loss: 4/23/06 Status: Open
Court Number: 10 L 0600791
o Closed with indemnity payment Amount § Date of Payment
o Closed no payment

2. Claimant: Bridget Pappas Date of Loss: 1/27/09 Status: Open
Court Number: 10L 014218
o Closed with indemnity payment Amount § Date of Payment

o Closed no payment

3. Claimant Date of Loss_ Status: o0 Open o Closed
Court Number:
o Closed with indemnity payment Amount $ Date of Payment

o Closed no payment

4, Claimant Date of Loss Status: o Open o Closed
Court Number:
o Closed with indemnity payment Amount $ Date of Payment

n Closed no payment

8
5. Claimant Date of Loss, Status: o0 Open o Closed
Court Number:
o Closed with indemnity payment Amount $ Date of Payment

o Closed no payment

The above is based on records that date back only to July 1, 1995. We are unable to verify any information
prior to that date. This is not a verification of insurance coverage.

Representative's Name: MIKE FAGAN Title: SR. CLAIMS MANAGER, CLAIMS MANAGEMENT

Telephone : 708/216-8150 Date: March 10, 2011

(/
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© 1996 Faderation of State Medical Boards
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Medical Professional
Information Profile

This report provides credentialing information for
Name: Maryam Guiahi

edacted
Social Security: Number: XXX-XX
Date of Birth.: October 19, 1979
FID#: 214687303

Recipient: CO - Colorado Medical Board
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ABOUT THIS PROFILE

The Federation Crecentials Verification Service (FCVS) was retained by the above referenced medical
professionat to verify his/her medical credentials for submission o your agency/organization. Untess
noted otherwise, 34 documents containedin this report were received directy from the issuing
institution per wrilten request made by FCVS.

NOTICE: All documents bearing an original Official FCVS seal are certified to be an exact re production
of the original. Where required, original documents are provided according to the agreements with the
Institution issuing such document. FCVS maintains all odginal documents (excluding thixd-party
examination transcripts) in the physician's source file.

e 1

This FCVS medi Profile ("Profile”) is compiled and provided by the
Federation of State Medml Boards of the United Slates, Inc. (Federation) as a raferencs source for,
and only o, its member boards and cther entities authorized by the Fageration. The Profile embodies
and containg confidential business information bocause the intormation, end the format and
presentation of thal information, comprise rade sacrets of the Federation and because the Profile’s
disclosure would harm the Federation by providing others with an unfair business advantage in
competing with the Federation's FCVS senvices. Further. the form of the Profile and Lhe contents of this
Profile, including the compilation of information in this Profite, are the Federation's copyrighted works
and propriatary, confidential information and are subject to Lhe protections of United States taws
goveming copyright, rademark and trade secrsls, as wall as vanous state laws g g the
Federalion's trade secrets and other intefactual property rights. This Profile and its conlants may not
be (1) copied, reformatied, modified, publishad or displayad publicly or (2) used, disciosed, distnbuted,
shared or sold, in whole or part, for any purposa. including use 10 establish any database or files as a
compendium or otherwise, all of which is strictly prohibitad withott the express written consent of the
Federation's CEO.
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B 2 . . + ‘Federation. o l
r 'F ‘ FEDERATION CREDENTIALS ; Credentlals Analy5|s STATE‘;”:
- FCVS fainfania™  summary Report: - BORRDS /
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1of1
Note: Your board may wish to review the unresolved items below marked by an "X"

Please review the Credentials Analysis report for further details on the unresolved items

Medical Professional Name: _Maryam Guiahi

Date of Birth: Red a Cte d

Soacial Security Number:
FID: 214687303

I. FCVS Reports

Il. FSMB and Other Reports

II. Identity

IV. Medical Education

A. Pre-medical Schools
B. Medical Schools

Loyala University of Chicago Stritch School of Medicine
1. Medical Education Form
2. Medical Education L2
3. Medical Education Dean's Letter
4. Medical Education Transcript
5. Medical Education Diploma

C. Fifth Pathway Program
D. ECFMG Certification

V. Graduate Medical Education

Loyola University Medical Center
X 1. GME Form
2. GME Completion Certificate

New York and Preshyterian Hospital - Columbia Campus
1. GME Completion Certificate

VI. Licensure Examination History

A. FSMB Exams

End of report for: Maryam Guiahi
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FEDERATION CREDENTIALS :
¥ERIFICATION SERVICE ‘9

Medical Professional Profile

Federation of ©

‘

STATEDS *,
+ BOARDS »

FYFOPREEE S JERE. R S B ST

Table of Contents

. FCVS Reports

A. Physician Information Report
B. Credentials Analysis Report
C. Chronology of Aclivities

Il. FSMB and Other Reports

A. Board Action Data Bank Repont
B. American Board of Medical Specialty Verification

I1I. identity

A. Affidavit .
B. Certified Birth Certificate or Original Passport
C. Documentation to Support Name Variation

IV. Medical Education

A. Verification of Medical Education

B. Clinical Clerkships (if applicable}

C. Verification of Fifth Pathway (if applicable
D. ECFMG Certification (if applicable)

V. Graduate Medical Education

A. Verification of Graduate Medical Education

VI. Licensure Examination History {State Licensing Authorities Only)

A. EMCC Transcript

B. State Medical Board Transcript
C. NCCPA Transcript

D. NBME Transcript

E. NBOME Transcript

F. LMCC Transcript

G. FSMB Transcript
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F C V S 52::2?3::.225 rCYE'ALS Information Report E{E)}}RTI:%]S- 5
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Page 1 0f 4
Identity
Medical Professional Name: Maryam Guiahi

Variation Of Name:

Gender:

Date of Birth:

Place of Birth:

Social Security Number:
FID:

Physical Description:

Documentation: Valid Criginal Passport

Maryann Guiahi

Explanation: This was a mistake made by my medical school.

My name is

uncommon and they used a more common version.

Female

tRAN, ISLAMIC REPUBLIC OF
XXX-XX Redacted|

214687303

Height: 51t 7in.

Weight: 125 Ibs.

Eye Color: Brown

Hair Color: Brown

Contact Information

Mailing Address:

Permanent Address:

Telephone Numbers:

. A = == A ——— A —— — ——

850 AMSTERDAM AVE APT 6B
NEW YORK, NY 10025-5135
UNITED STATES

3 OAKRIDGE DR
HUNTINGTON, NY 11743-5130
UNITED STATES

Primary:  (708) 860-8929 7088929
Secondary: (212) 305-4938

Fax: N/A

Other: N/A

400 FIUILIFR wm:n nr)ar‘; ] s.ulTF "0
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Page 2 of 4

Premedical Education

(Provided by Applicant. Not verified with the primary source)

institution 1: Cornell University

Address: [thaca, NY 14853

UNITED STATES
Dates of Attendance: 08/1998 To 06/2001
Degree conferred/issued: Bachelor of Science

Medical Education

Medical School:
Address:
2160 South First Avenue
Maywood, IL 60153
UNITED STATES

07/30/2001 To 06/10/2005
06/12/2005
Doctor of Medicine

Dates of Attendance:
Date Degree Conferred:
Degree conferredfissued:

Unusual Circumstances: RGREMCE
Leave of Absence/Extension:

Probation:
Disciplined:
Negative Reports:

Limitations:

Loyola University of Chicago Stritch School of Medicine

ECFMG

There are none identified.

Fifth Pathway

There are none identified or not applicable.
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’ FEDERATION CREDENTIALS
YERIFICATION SERVICE

Medical Professional
Information Report

Page 3 of 4

e

k3
Federation of *

STATEME *,

Graduate Medical Education

Institution:

Address:

Training Level:

Program Type:
Specialty:

Dates of Attendance:
Successfully Completed:
Accreditation:

Training Level:

Program Type:
Specialty:

Dates of Attendance:
Successfully Completed:

Accreditation

Unusual Circumstances:
Leave of Absence/Extension:

Loyola University Medical Center
2160 South First Avenue
Maywood, IL 60153

UNITED STATES

3
Internship

Obstetrics and Gynecology
06/27/2005 To 06/26/2006
Yes

ACGME

2-4

Residency

Obstetrics and Gynecology
006 To 06/26/2009

Redacted

Probation:
Disciplined:
Negative Reports:

Limitations:

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

ABMS Verification
A report of the result from a search of the data provided by the American Board of Medical Specialties is enclosed.
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FCVS - i MEDICAL
YERIFICATION SERVICE Information Report . BOARDS o
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Page 4 of 4

Licensure Examination

FSMB Transcript USMLE Step 1 Date: 06/2003 R e d a Cte d

FSMB Transcript USMLE Step 2 CK Date: 10/2004
FSMB Transcript USMLE Step 2 CS Date: 04/2005
FSMB Transcript USMLE Step 3 Date: 05/2007

End of report for Maryam Guiahi  FID: 214687303
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The Credentials Analysis Report is a comparative report of a medical professional’s credentials as reported to FCV'S by the
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. The Credentials Analysis Report is a comparative report of a medical
professional's credentials as reperted to FCVS by the 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.

Medical Professional Identification

Medical Professional Name: Maryam Guiahi
Date of Birth:

Social Security-Number: Re d acte d

FID: 214687303

Omissions

Omission 1:

Section of Profile:
Omission:

GME o - . /

The Verification of Graduate Medical Education Form completed by
Loyola University Medical Center does not indicate the official
institution title of the signatory.

FCVS has verified at the ACGME website that the signatory is the
Program Director.

Action Taken:

Discrepancies

There are no discrepancies identified.

Miscellaneous Information

Miscellaneous 1:

Section of Profile:
Miscellaneous:

Action Taken:

GME

The applicant and Loyola University Medical Center do not report
the same program type fram 06/2005 to 06/2006.

FCVS does not follow up on program type based on the definition
of a resident per ACGME (A physician at any level of GME in a
program accredited by the ACGME is considered a resident).

End of report for: Maryam Guiahi
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F ATION CREDENTIA = cel TAT ‘4
FCVS [vimneanon semce = Chronologyof Activities g\ancm pa

*

VERIFICATION SERVICE

“ S - - e - . e : B . ,..’ rrr,

The Chronology of Activities is a comprehensive report of a medical professional’s activities as reported to FCVS by the medical-
professional applicant.

Medical Professional Name: Maryam Guiahi

Date of Birth: | =¥=YoP-Tei{=18

Socia! Security Number:
FID#: 214687303

Start End Activity Location Overlap Explanation Program Length Explanation
Date Date

8/2001 |08/2005 |Medical Education [Loyola University of
Record Chicago Stritch School of
Medicine,2160 South First
Avenue Maywood, IL
60153 UNITED STATES

712005 |06/2009 |GME Record Loyola University Medical
Center,2160 South First
Avenue Maywood, IL
60153 UNITED STATES

End of report for Maryam Guiahi
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Section ll

FSMB and Other Reports
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Board Action
- FEDERATION PHYSICIAN
1: P D (: l OATA CENTER Clearance Report

May 06, 2011

Attn:  Tracy Bevers
FCVS

400 Fuller Wiser Rd., #209
Euless, TX 76039

Re: Board Action Query Dated: May 06, 2011
FSMB Batch Number: BQ1905284

The following is a report of the search resuits from the Board Action Data Bank as of May 06, 2011
for practitioners submitted as part of the above-referenced batch for which NO board actions were identified.

Provider cleared with No Actions as of May 06, 2011
Name DOB School YriGrad Provider ID
Maryam Guiahi Redactedgress 2005 201543
Reporting State/Agency:
Date of Order:

License History

Licensing Entity
NEW YORK

PLEASE NOTE: The licensure history information contained in these reports is not considered licensure verification but rather an
indicator of known states of historical licensure for these individuals. Use of this information should be fimited to cross-reference
PApOsEs. o

A00 FULLER WISER ROAD § SUITE 300 | EULESS, TX 76039 TEL(BI7)868.-5000 FAX(817)868-50%99
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Identity
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FEDERATION CREDENTIALS Afﬁdavit and Release ?};A[;.l 4

VERIFICATION SERVICE “ BOARDS:
Traap™

I, the undersigned, hereby cenify under oath that | am the person narned in this application, that all
statements | have or shall make with respect thereto are true, that | armn the original and lawiu! possessor
and gerson named in the various forms and credentials furnished or to be furnished with respect to my
application and that all documents, forms or copies thereol furnished o©r to be furnished with respect to my
application are strictly true in every aspect.

| acknowiedge that | have read and understand the “INSTRUCTIONS FOR COMPLETING THE FCVS
APPLICATION™ and have answerad all questions contained in the application truthfully and completely. |
further acknowledge that failure on my pan to answer guestions truthfully and completely may lead 1o me
being prosecuted under appropriate federal and state laws.

I autherize and request every person, haspital, clinic. government agency (local, siate, federal or foreign).
court, associalion, instifulion or law enfaorcement agancy having custady or conirol of any documents,
records and other infarmation perlaining to me o furnish 10 the Federation Credentials Verilication
Service any such infoermation, including documents, records regarding charges or complainis filed against
ma, formal or informal. pending or closed, or any other pertinenidala and to permit the Federation

Notary: Credentials Verification Service or any of its agenis or representatives 1o inspect and maxe coples of
The physiclan has such documents, records, and other information in connection with this application.
been instructed to
sign the trant of the . . . X )
photograph. Your seal 1. hereby release, discharge and exonerate the Federalion Credentials Verification Service, its agents or
{or stamp) must t;"’ representatives and any person furnishing information, of any and all lability of every nature and kind
::2':;:3;';:::";,12"’ arising out of invesligation made by the Federation Credentials Verification Service. | authorize the
signaturo of the Federation Credentials Verification Service to release Information, material, documents, orders or the like
applicant. relating (o me or this application to any entity at my reque

My Pubiic, Stawe of New York

No. 01TO6191597
Comnission Expres Aupusi 18, 2012

1ed First Bame, Middle lnitial, and Suflix fe.g., Jr)

—2. 1

tre {must correspand o date of AGLAITALON)

, County of LU@W ff&[‘{/\

i certify that on the date set forth below the individual named above did appear personally before meand that | did identify this applicant by: (a}
comparing his/her physical appearance with the photograph on the identifying document presented by the applicant and with the photogroph
affixed hereto, and (b) comparing the applicant’s signawura made in my presence on this farm with th%ﬂgnature %s/her identifying document.

The statements on this document are subscribed and swoaz%ﬂgre me by the applicant an this 7 dayof C‘;(fh L0 f ] .

Notary Public Signature: 'k )M’O M
My Notary Commission Expires: g// g /QO / 9\

01547
 To Fuiati wisia noan TF burre Te | TeMLesIiX i4iTy

Y TTEL(AI) 0 .3000 | FAX{NFT)ReB.508Y
© 1506 Fedorabon of State Meceal Boards
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Section IV

Medical Education

' 400 FULLER WISER ROAD | SUITE 300 | EULESS. TX 76039 | TEL(817)868:5000 | FAX(317)868.5099 |
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Fax Server

3/8/201) 2:32:51 PM PAGE 003/006 Fax Server

I T

FEDERATYION CRI:Q&NTIALS
VER!FICATION SFRV“:E

Venﬁcatwn of
Mec!t»caﬂ,l:'dcht;lon; |

Instructlon to the Dean

Plaase complete both pages
of this form, sign date and
seal on the front page then
ratum to;

Foderation Credentials
Vertfication Sarvice
400 Fuller Wiser Rd
Suite 300

Euless, TX 76039

The individual identified on the attached Authorizstion for Raleass of Iformation, Documents snd Records
form has euthorized your medical school to provide to the Federation Credentials Verification Service (FCVS)
any and all information perstaining o their educstion at your netitution.

Pleasa noto: If your institution processes transcript requests thyough anothar office, FCVS has likely made
such a request under separste cover.

¥ your office also processes transcript reguaests, please sttach the individual's official tanscript
(which indicates courses taken, dates and hours of attendance, and scores, grades, or ovaluation),

Instftution Name: Loycla

Addmss Line 1:
2160 South First Avenue

Addrass Line 2:
Building 120 Room 220

University of Chicego Stritch School of Medicine

City: Maywood State/Province: IL Zlp Code (Postal Code): 60153
Country: us
If name of institution was different when this individ uaf sttended, please note this ngme below:
Premadical Education:
Years of oducation requirad for admission to your madical school: & .
Credentialdegres presantad by the applicant for ad mission to your medical school;, B g
Enroliment and Pastictpation:  Our records indicate that Comliah Mavyayan
[ypalprint individualy nams: Lagd, Firsl, Mg, Bufl} I
attended our medical school for totai of /G weeka of médical oducation on the following dates: From: O7302/( T1o. 61/0 OS5
Month Day Year Maonth Day Yeer
This individual . .
Was awarded the degroe of D OC+DP oL M ::c{: [ on O_JC ...:gl/ _JOCS“

Was NOT awarded a degree bacause: (please explain - additional page if necessary)

Month Dey Year

SEAL

LW A el e T el T el o, ¥

V_[:l“‘lll“ll:u
Attestation [atermark " 1
Far FOVE inamal use only. Name: - ] o,/ / C _S +ei ne CL [ <M mind
Affix Institutional
Seal Hera

If no seal is available,

this form must be Date of Signature: 221 1dort Phone: (JORY A/ 6~ 3> 2 =
notarized,
Fax: (700 ) r&~3( & Emall —
201543 ; ?/ 9 214687303
!E"" 4;30 I-'U‘LLEK YwWaisER H.OAU i S‘J.Im‘l(k 400 i EULEYN, TEL{BI7,,0ud-525000 FAKVIVH’Pf_JUE-B-SD‘JV' “;‘;

T raviv
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Fax Server 3/9/2011 2:32:51 PM PAGE 0047006 Fax Server

1 . .t

WIS T Ee R TRETIT M Gl AR RS el |

" ' ; . | FERERATION CAEDENTIALS Verlﬁcatlon Of
FCVS VERIFICATION SERVICE ; Medica‘ Education

=

Unusual Circumstances

1. Dothis individual's official records reflact {(an} Interruption(s) or extanslon(s) In hla/har modical education? Red acted

If Yos, ploase specify the reason(s) for, indicats the date of the intorruplions{s) or extension(s} and chack whether the
Intestuption/extension was approved or unapproved:

Parsonal/Family. From (MofYe)____f__ To (Mof¥r)____ [/ ____ Approved ___ Unspproved
Academic ramediation From (Mofye)____ [ To {(MofYry___ [/ — Approved ___ Unepproved
Heatth From (Mo/Yr)____ /[ To (molvr)____ /1 __ Approved ___ Unapproved
Financial From(MofYry /7 Jo (Moryry___ 1 — Approved __ Unspproved
Participstion in joint degree

Program (e.g.. MD/PhD) From{MolYr)_ /! _ To MorYr)____ [/ __ Approved ___ Unapproved
Participation ia non-research special study

{e.g.. fellowship, intemational expesiance) From (Mo/Yr)____/ To (MofYe)___ [ ____ Approved  ___ Unapproved
Pasticipstion in non-degree resesich From (uuvf)_____ To (MorYr)___ /| ____Approved  ___ Unapproved
Othear From(Mof¥r)___f To (MolYr)____ 1 ___ Approved _ _ Unapprovod
Please Specdy:

2. Do this indivigual's official records raflact that he/she was evar placed on acadentc or disciplinary probation during his/her I a d a Cted
madical education?

If YES, pioasa salact the reason(s) for the probation, incicats the dates of placement on and removal from

psobation and attach aoditional gocumentation to this report:

Academic Probation From (MofYr)___/_ To (MofYr)___ /7
Probation for unprofessional conduct/behavioral From(MofYe)___ /1 To (MofYr)___+
Probastion for other rsason From(Molvyry___ [/ To (MorYr)____ [
Pleese specify a reason:

3. Do this Indivigual's official records reflact thet he/she was over discipiined for unprofagsional conduct/behavioral reasons I 2 e d a Cted
by the medical sthool or parent univarsity ?
if YES, pleate provide doetpded cocumanationinformation aboul tha circumstances snd outcomo(s):

4. Do this individual's official recards reflect that he/she was over tho sulbject of nogative ports for beha vioral reasons or an
invesatigation by the medical school or parent university?

If YES, pleass provide detailed documantationinformation sbout the circumstances and outcome(s):

5. Do this Individual's official records reflect that there wers any limitations or speclal requinmants impoaed on the Individual
of guestH of acedemic Incompatence, disciplinary problems, or any other rscson?

if YES, pinase provide detaied documantation/information about the nature of the fmitations or spedal requieme nits:

201543 9 214687303

!-.-wmmnc Annan,

F
400 FULLEK WIBER ROAD 1 s e J00 ' EULESS, I X a3y TELAI y808.5000 FAX(UIZI1048-5097 ;
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' FEDERATION CREDENTIALS App"cant Repol‘led STAT‘E‘ .
FCV S | aitanon seavice Unusual Circumstances MEDICAL .
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Page 1 of 1

Medical School

Medical Professional Name: Maryam Guiahi
Loyola University of Chicago Stritch School of Medicine -

Unusual Circumstances

Did you have any interruption(s) or extension(s) in your medical education? I a e d a Cte d

Were you ever placed on probation?

Were you ever disciplined or placed under investigation?

Were any negative reports for behaviora! reasons ever filed by instructors?

Were any limitations or special requirements imposed on you because of
academic performance, incompetence, disciplinary problems or for

any other reason?

End of report for Maryam Guiahi

PROVIDED BY
APPLICANT

-— - - P — —————— -
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flopola dniversi
Stritch Schyopol of Hedichne-
Alhirage

AS Hlajorenr Mei Ohlovian -

Wpan cevtificalion Ly the Tandiy that The reguirenreats prescribed bave

Been tuly fulfilted, Bayola Wniseraity. fy vivtug of the authoerity vosten
in the Woaarh of Trustees, has canferren upniu
Marywin Guinhi
the tegres of
Dortor of Medicine

vith all the honors and privifeges periyining to this begree.
dinv fvitness thereof this diplowa ts given ot Whvago, Nllinois, ox
the Huelfth mrg of Huwe,, i the pear of _'jl:m'h tiun sy
ol fiue Iuwrmg e sigoruthree. of {f;r Frrniteearf marix aff fhe Bran and
the menl; of the Huinevsity

. pprmat
Nl 3}{":““-“" —

SEAL
VERIFIED

I héreby certity th“at1 this is 2 true copy of the original document presented to me
this 18th day of March, 2011

Il Yoot

Juljé Steinecker
istant Director
Registration & Records

g7
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Federation Credentials Verification Service (FCVS)

Federation Place. P.O. Box 619850, Dallas, TX 75261-9850
Tel: (817) 868-5000 Fax: (817) B68-5099

Verification of Graduate Medical Education

Instituion: Loyola University Medical Center

atention: Program Director

Addaress: Obstetrics and Gynecology
Maywood, IL 60153

Affiliated
University. Loyola Universtiy Medical Center

Verification For:

Name: Guiahi, Maryam

e Redacted

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

Program
Participation:
Important:

Reporl Incomplete
Training Levels (years)
separate from those that

were successfully
completed.

Training Level: 1

(6g. 1.2 3, etc) Specialty/Subspeciaity: Obstetrics & Gynecology

Kinternship From: 06/27/2005 To: 06/26/2006
[JResidency

[JChief Residency Successfully Completed?: K Yes INo [JIn Progress
COFellowship Accrodited by: [JACGME  [JAOA COuwceme [ORsC  [CFPC
[JResearch ORCPSC  [JAPPAP  [None of these

Training Level: 2-4 .
S 3 cio) B Specialty/Subspeciatty: Obstetrics & Gynecoloay

If necessary, you may
continue your explanation
on a separate sheet of
paper.

If the training level (year) is (e.g.. 1,2, 3, etc.)
currently in pragress report .
the expecled completion Elinternship From: 06/27/2006 To0: 06/26/2009
date in the "Ta" field. BIResidency
N 4
[IChief Residency Successfully Completed?: [JYes CINo Oin Progress
OJFellowship Accredited by: DJACGME QACA QLcoME ORrsc Ocrrc
Report Int hips,
el i DIResearch ORCPSC  [JAPPAP  [INone of these
Fellowships separately.
Training Level: . i
Use one section per (eq., 1,2 3, mf:.) Specialty/Subspeciaity:
Depanment/Specialty. if the Clinternship
DepartmentiSpedialty is [CIResidency From: _/ [/ To:_ [/ 1
rotating or transitional, pleasg . .
provide a schedule of [CIChief Residency Successfully Completed?: [dYes CNo OJin Progress
I CJFellowship .
OR ) Accredited by: [JACGME JACA [CJLCGME [ORrRsC CJCFPC
esearc
ORCPSC CJAPPAP  [INone of these
Unusual
1. Did this individual ever take a leave of absence or break from his/her training? ......................._.
Circumstances: L -
2. Was this individual ever placed On Probation? ... . ...t coeees s e et eeeeeaen e e ae e e nans
Check the correct response.
Omitted responses require | 3. Was this individual ever disciplined or placed under investigation? ... ... ... ...
written explanation.
4. Were any negative reports for behavioral reasons ever filed by instructors? ...........cov i
6. Were any limitations or special requirements placed upon this individual because

of questions of academic incompetence, disciplinary problems or any ather reason?

Please explain any “Yes" response from above:

Certification:

ELECTRONIC

SEAL
VERIFIED

Affix your institutional

«eal in thic enara If

Completion of the following is certification that the information above is an accurate account of this individual's records and is true
and correct. The signature line must contain the original signature, or the electronic typed signature, of the program director
{M.D.JD.O. only).

signature: Kimberly Kenton, MD

Name: Kimberty Kenton, M.D..

Institutional Title of Signatory :
(e.g.. Program Director)

Tel: 708/216-2170

Date of Signature: _03/28/2011

Fax: 708/216-9435 E-Mail: kkenton@lumc.edu

Rev. 09/07/06

FCVS ID:201543

FiD: 214687303 FFF coDE[104139)
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Page 1 of 1
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Graduate Medical Education

Medical Professional Name: Maryam Guiahi
Loyola University Medical Center
Obstetrics and Gynecology

Unusual Circumstances

Did you have any interruption(s) or extension(s) in your medical education? I z e d a Cte d

Were you ever placed on probation?

Were you ever disciplined or placed under investigation?

Were any negative reports for behavioral reasons ever filed by instructors?

Were any limitations or special requirements imposed on you because of
academic performance, incompetence, disciplinary problems or for

any other reason?

End of report for Maryam Guiahi

PROVIDED BY
APPLICANT
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Colorado Division of Registrations
Office of Licensing—Medical
1560 Broadway, Suite 1350
Denver, CO 80202
Phone: (303) 894-7800 / FAX: (303) 894-7693
www.dora.state.co.us/reqistrations

REQUEST FOR
FEDERATION OF STATE MEDICAL BOARDS (FSMB)—DISCIPLINARY ACTION REPORT

PHYSICIAN: To complete your application we must have a report from the Federation’s National Databank of disciplinary
actions taken by state licensing boards and/or other credentialing agencies. Note: an unfavorable report does not
automatically disqualify you from licensure in Colorado.

Do not send this request form to the Colorado Office of Licensing.
When the FSMB receives the request form from you, they will provide the Disciplinary Action Report
directly to the Colorado Board.

Complete this form and mail directiy to:
-~ Federation of State Medical Boards
PO Box 619850
Dallas, TX 75261-9850

Phone: 817-868-4000
Fax: 817-868-4099

No fee is required.

Bwvo First: Middte: Sulffix:

Physician Name: Last: 674/1 A,H,' (0o M'Wﬁm J— —
Redacted

Social Security Number: Red acted Date of Birth (mmidd/yyyy):

Address:  POBox Steet £€Z HAMW/EROIN, AE w5
City, State, Zip: m\) )‘dZI(. nH ,wzj-’

Medical School: WM STRILH SWol. OF pleone Date of Graduation: (g ~ZaddS™ I

| hereby authorize and request that the Federation of State Medical Boards of the United States, Inc. provide a disﬁi‘_plina?‘/(}N

history to the following: ()UNFNORAM‘ ORMA
A OTE OIE DRSO
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1660 Broadway, Suite 1350 MAR 3 1 201

Denver, CO 80202
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/2014 L7

Signature



@ CoLumBia UNIVERSITY  DEPARTMENT OF OBSTETRICS
. AND G YNECOLOGY
College of Physicians 622 West 168™ Street
and Surgeons New York, NY 10032

Colorado Board of Medicine
Office of Licensing- Medical
1560 Broadway, Suite 1350
Denver, CO 80202

April 19, 2011
Dear Colorado Board of Medicine:

| currently reside outside of Colorade and claim exemption C set forth in rule 220. | understand that before
| engage in any medical practice in Colorado, | must obtain the required insurance or an acceptable
equivalent.

Sincerely,

g

Maryam Guiahi MD

Department of Obstetrics & Gynecology
622 W. 168t Street PH 16-69

New York, NY 10032

(212) 305-4938

Columbia University Medical Center



Colorado Department of Regulatory Agencies

Division of Registrations

1560 Broadway, Suite 1350

Licensee/Applicant Full Legal Name

Denver, CO 80202

Last

First

Middle

Suffix

LU A

elisialaae

Colorado Professional or Occupational License/Certification/Registration Number:

Professional or Occupational License/Certification/Registration type applying for: Hf""ff 1OH n

(if already licensed)

AFFIDAVIT OF ELIGIBILITY

Pursuant to H.B. 065-1009, C.R.S. 24-34-107, ALL applicants for original licensure* or licensees renewing or
reinstating a current Colorado license after January 1, 2007 are required to complete and sign this Affidavit of Eligibility.

*The word Ticensure” is used as a general term. While most of the professions and occupations are licensed, others may be certified, registered, or
listed. For precise terminology and requirements related to a profession or occupation, please consult the website of the appropriate board or program.

Section A: LAWFUL PRESENCE in the United States

1. ®

| am a U.S. citizen. Check one of the acceptable secure and verifiable documents in Section B that applies
and fully complete the information requested. Complete documentation must be provided upon request.

2. 4

| am not a U.S. citizen, but | am lawfully present in the U.S. and authorized by the Department of Homeland
Security to be employed in the U.S. Check one of the acceptable secure and verifiable documents in
Section B that applies and fully complete the information requested. Complete documentation must be
provided upon request,

a [
b. O

| am not physically present in the U.S. under 8 U.S.C. sec. 1621 (¢){2)(c) or employed in the U.S. pursuant to 8
U.S.C. sec. 1621 (c}(2)(a). Check one option, a or b below, then skip to Section C. (Do not complete Section B.)

I am a U.S. citizen, not physically present or employed in the United States.
| am a Foreign National, not physically present or employed in the United States.

Government Issued
Identification

Name of state
agency or federal

agency that issued

the document

Full name as shown on driver's
license or state/federal issued ID

Section B: SECURE AND VERIFIABLE DOCUMENTS. Complete this section if you checked 1 or 2 in Section A,

License/lD
Number

Expiration
Date
{mm/ddlyvyyy)

Driver's license
or permit

Government
issued ID card

U0 STRTEX
PEPARTIRENT O STRTLY

MATLIRM Guil Aot

YL 2057

of 00201}

Colorado
Department of
Corrections
inmate 1D

Valid military
IDfcommon
access carg

Affidavit of Eligibility

Page 10of 2

Revised 372011



Section B: SECURE AND VERIFIABLE DOCUMENTS (continued)

[J wvalid foreign passport with an unexpired visa with proper classification for work authorization, and an
unexpired |-94

. . Visa Class
Issuing foreign (ex.: J-1, B-2, Date of entry Until date
country Passport Number Visa Number H-1B, etc.) (mm/ddlyyyy) (mm/dd/yyyy)
O valid I1-766 (Employment Authorization Card)
Alien Number Valid from Expires
Name on card {Ad) Card Number {mmidd/yyyy) (mm/dd/yyyy)

[0 wvalid foreign passport bearing an unexpired “Processed for I-551"” stamp or with an attached unexpired
“Temporary 1-551” visa
Issuing foreign country Passport Number

[ wvalid I1-551 {Resident Alien or Permanent Resident Card)

Alien Number Card expires Resident since
Name on card {A#) Country of birth {(mm/dd/yyyy) {mm/ddivyyy)

Section C: ATTESTATION

= | understand that this sworn statement is required by law because | have applied for or hold a professional or
commercial license regulated by 8 U.S.C. sec. 1621. | understand that state law requires me to provide proof
that | am lawfully present in the United States when asked as well as submission of a secure and verifiable
document. | may also be required to provide proof of lawful presence.

= | understand that in accordance with sections 18-8-503 and 18-8-501(2)(a)(1), C.R.5., false statements made
herein are punishable by law. | state under penalty of perjury in the second degree, as defined in 18-8-503,
C.R.S. that the above statements are true and correct.

« | am the person identified above and the information contained herein is true and correct to the best of my
knowledge. | understand that under Colorado law, providing false information is grounds for denial,
suspension or revocation of a license, cerificate, registration or permit.

« | understand that the above information must be disclosed to the Department of Regulatory Agencies upon
request and is subject to verification,

MA VA GQu)ratd

Print Full Legal Name

NS Y-19-201/

Signature (Full Name) v Date

Affidavit of Eligibility Page 2of 2 Revised 3/2011
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G...b_? CovLumeia UNIVERSITY  DEPARTMENT OF OBSTETRICS

. AND GYNECOLDGY
College of Physicians 622 West 168" Street
and Surgeons New York, NY 10032

Colorado Board of Medicine
Office of Licensing- Medical
1560 Broadway, Suite 1350
Denver, CO 80202

May 12, 2011

Dear Colorado Board of Medicine:

| currently reside and practice outside of Colorado and claim exemption D set forth in rule 2:20. |
understand that before | engage in any medical practice in Colorado, | must obtain the required insurance
or an acceptable equivalent.

Sincerely,

Maryam Guiahi MD

Department of Obstetrics & Gynecology

622 W, 166t Street PH 16-69

New York, NY 10032
(212) 3054938

Columbia University Medical Center



Renewal - DR.0050347 Page 1 of 3

Renewal - DR.0050347

Name Maryam Guiahi
Credential DR.0050347

Fee Details

Renewal Fee $2.00
Renewal Fee $334.00
Renewal Fee $3.00
Renewal Fee $18.00
Renewal Fee $144.00

$501.00

DR Renewal HPPP

Healthcare Professions Profiling Program ACTIVE status only:

All ACTIVE status licensees must maintain a Healthcare Professions Profile with current information. Please note that licensees
are required to update their Healthcare Professions Profile within 30 days of changes or any reportable events. To access your
HPPP account, please go to the HPPP Database by CLICKING HERE and enter your Login ID and Password for the HPPP
system - these may be different from your User ID and password for this account in the Online Services system. Remember, it is
your respons bility to maintain the accuracy of your Healthcare Profile within 30 days of any change. Failure to timely update your
database may subject your license to disciplinary action.

DR Renewal Questionnaire
PART I: MANDATORY RENEWAL QUESTIONNAIRE

You must answer “YES” or “NO” to each question below. If you answer “YES” to a question, you must mail a copy of this
questionnaire and a detailed explanation to include dates, amounts and contact information, to the Board for each “YES” answer
within thirty (30) days of submitting your renewal. If the matter has already been disclosed to the Board, you must send a letter
to the Board providing the case number and identifying information. If no documentation is received, a case may be opened and
a complaint issued for an explanation of each “YES” answer.

SECTION A: SINCE YOU LAST RENEWED YOUR COLORADO MEDICAL LICENSE:

1. Have you been admonished, reprimanded, censured and/or disciplined in any way by any licensing agency in another state or
country, by any peer review committee or body, by any health care facility or committee thereof, by any professional or medical
society or association or committee thereof, or by any governmental agency, law enforcement agency or court of law, whether
involuntary or in lieu of investigation?

No

2. Have you surrendered a license or other authorization to practice medicine in another state or jurisdiction, or surrendered
membership on any medical staff, medical or professional association or society while under investigation by any of these
authorities or bodies?

If you answer YES to question number 2, you must provide a detailed summary of the events which led to the charges or
citation. Include a copy of the charges or citation, intake and discharge summary (if applicable), and all communication with (and
from) the citing agency and the court of jurisdiction.

No

3. Have you, in any state, been denied medical liability insurance, or has your medical liability insurance coverage been limited,
restricted or terminated by action of the insurance carrier?

If you answer YES to question number 3, you must provide a copy of the notification from the insurance carrier and a summary
of the events which led to the action by the carrier. If you do not have a copy of the natification, contact the insurance carrier to
obtain one.

No

4. Have you had any felony or misdemeanor charges of any kind brought against you? Have you had any traffic citations
involving drugs or alcohol brought against you? Regardless of the case disposition, you must answer YES if you have been
charged.

If you answer YES to question number 4, you must provide a detailed summary of the events which led to the charges or
citation. Include a copy of the charges or citation, intake and discharge summary (if applicable), and all communication with (and
from) the citing agency and the court of jurisdiction.

No

https://apps.colorado.gov/dora/licensing/SnapshotViewer.aspx?qabid=341852&key={A3F2... 7/5/2019



Renewal - DR.0050347 Page 2 of 3

5. For question 5, you must answer YES if any of these actions are currently pending, or if you have withdrawn or failed to
proceed with an application for these items.

Has your medical staff membership or clinical privileges at any hospital or healthcare facility been involuntarily or in lieu of
investigation reduced, limited, placed on probation, not renewed or relinquished, or been denied, revoked or suspended?

If you answer YES to questions 5, you must provide a detailed summary to the Board of the conduct/allegation upon which
action was taken.

No

6. For question 6, you must answer YES if any of these actions are currently pending, or if you have withdrawn or failed to
proceed with an application for these items.

Has your DEA registration been involuntarily or in lieu of investigation reduced, limited, placed on probation, not renewed or
relinquished, or been denied, revoked or suspended?

If you answer YES to questions 6, you must provide a detailed summary to the Board of the conduct/allegation upon which
action was taken. And you must include the notification from the DEA. If you do not have a copy of the notification, contact the
DEA to obtain a copy.

No

SECTION B IN THE LAST TWO YEARS:

7. Do you now abuse or excessively use, or have you in the last two years abused or excessively used, any habit forming drug,
including alcohol, or any controlled substance that has a) resulted in any accusation or discipline for misconduct, unreliability,
neglect of work, or failure to meet professional responsibilities; or b) affected your ability to practice as a physician safely and
competently?

You may answer NO if the behavior or condition or use of such substances is already known to the Colorado Physician Health
Program (CPHP) or you have entered into a Confidential Agreement with the Board. “Known to CPHP” means that you have
informed CPHP of your behavior, condition or use of such substances and you are complying with all of CPHP’s requirements for
evaluation, treatment and/or monitoring.

If you answer YES to question 7, you must provide a detailed summary of the behavior, condition or substance use. Include the
date of onset, date(s) and summary of treatment(s) received, the current status of your condition, and the name and address of
all treatment providers.

8. In the last two years, have you been diagnosed with or treated for a condition that significantly disturbs your cognition,
behavior, or motor function, and that may impair your ability to practice as a physician safely and competently, such as bipolar
disorder, severe major depression, schizophrenia or other major psychotic disorder, a neurological iliness, or sleep disorder?

You may answer NO if the behavior or condition or use of such substances is already known to the Colorado Physician Health
Program (CPHP) or you have entered into a Confidential Agreement with the Board. “Known to CPHP” means that you have
informed CPHP of your behavior, condition or use of such substances and you are complying with all of CPHP’s requirements for
evaluation, treatment and/or monitoring.

If you answer YES to question 8, you must provide a detailed summary of the behavior, condition or substance use. Include the
date of onset, date(s) and summary of treatment(s) received, the current status of your condition, and the name and address of
all treatment providers.

PART 2: MANDATORY ATTESTATION

9. By submitting this application for renewal of my license, | state under penalty of perjury in the second degree, as
defined in 18-8-503, Colorado Revised Statutes, that the information contained in this application is true and correct to
the best of my knowledge. | understand that under the Colorado Medical Practice Act, providing false information is
grounds for denial, suspension or revocation of a medical license.

| wish to to renew my license in ACTIVE status, therfore | attest that | meet (or claim exemption from) the financial responsibility
standards as indicated below. (select the correct option A-l) If you are currently in Active status an wish to change to Inactive
status you cannot renew online and must contact the Division at 303-894-2984.

I am currently in INACTIVE status and am exempt from the provisions above. (If so, you must select option "J"). *If you wish to
change to ACTIVE status, you must first renew your license in inactive status, and then submit the reactivation application and
fee. The reactivation application is available on the Medical Board website.

Please select only 1 item below.

https://apps.colorado.gov/dora/licensing/SnapshotViewer.aspx?qabid=341852&key={A3F2... 7/5/2019



Renewal - DR.0050347 Page 3 of 3

G. | am a physician who is covered by individual commercial professional liability coverage (or an alternative which complies
with Section 13-64-301(1)(c), (d) or (e)) maintained by an employer/contracting agency in the amounts set forth above. Choose
this option if your employer provides self insurance or trust coverage, or you are a Colorado State public employee covered
under the Colorado Governmental Immunity Act.

KEEP A COPY OF YOUR COMPLETED FORM FOR YOUR RECORDS

Review

https://apps.colorado.gov/dora/licensing/SnapshotViewer.aspx?qabid=341852&key={A3F2... 7/5/2019



Renewal - DR.0050347 Page 1 of 6

Renewal - DR.0050347

Name Maryam Guiahi

Credential DR.0050347

Fee Details

Renewal Fee $2.00
Renewal Fee $238.00
Renewal Fee $18.00
Renewal Fee $162.00

$420.00

Affidavit of Eligibility - Screening Present
AFFIDAVIT OF ELIGIBILITY

1. Do you currently reside in and are you physically present in the United States?
Yes

Affidavit of Eligibility - Screening Doc Change
AFFIDAVIT OF ELIGIBILITY

2. Are you a United States Citizen and the State or Federally issued document, in which you proved your legal status in the
United States is still valid and has not expired since you last completed an Affidavit of Eligibility? (This would have been either at
your original licensure or your last renewal, whichever is more recent).

-OR-
Are you Not a United States Citizen, but are lawfully present in the United States and your legal status within the United States

has not changed and the legal documents used to prove lawful presence have not changed since you last completed an Affidavit
of Eligibility? (This would have been either at your original licensure or your last renewal, whichever is more recent).

If you need to update your lawful presence information, select no and you will be prompted to complete a new Affidavit of
Eligibility. Otherwise, if your information has not changed, select yes to move forward.
Yes

Affidavit of Eligibility
AFFIDAVIT OF ELIGIBILITY

Pursuant to C.R.S. 24-34-107, ALL applicants for original licensure* or licensees renewing or reinstating a current Colorado
license after January 1, 2007 are required to complete and sign this Affidavit of Eligibility.

* The word "licensure"” is used as a general term. While most of the professions and occupations are licensed, others may be

certified, registered or listed. For precise terminology and requirements related to a profession or occupation, please consult the
website of the appropriate board or program.

3. Please enter your Full Legal Name

Affidavit of Eligibility - Section A
Section A: LAWFUL PRESENCE in the United States

4. Select one of the following Lawful Presence types below and click "Next" when done:

https://apps.colorado.gov/dora/licensing/SnapshotViewer.aspx?qabid=1024795&key={6EF... 7/5/2019



Renewal - DR.0050347

Affidavit of Eligibility - Section B.1

Page 2 of 6

Section B: SECURE AND VERIFIABLE DOCUMENTS

5. Do you have a State or Federal government issued identification?

These include:

Driver's License or Permit

Government Issued ID Card

Valid U.S. Military Common Access Card
Colorado Department of Corrections Inmate ID
Tribal ID Card

U.S. Passport

Certificate of Naturalization

Certificate of (U.S.) Citizenship

Valid Temporary Resident card

Valid 1-94 issued by Canadian government
Valid 1-94 with refugee/asylum stamp

Affidavit of Eligibility - Section B.1 if Yes

Section B: SECURE AND VERIFIABLE DOCUMENTS

10.

Select one of the following Government Issued Identification:

Enter the name of State or Federal Agency that issued the identification:

Enter your full name as shown on the driver's license or State/Federal issued identification:

Enter the State/Federal government issued license/ID number:

Enter the expiration date of the license/ID:

11. I understand that the above information must be disclosed to the Department of Regulatory Agencies upon request and is
subject to verification.

Affidavit of Eligibility - Section B.2

Section B: SECURE AND VERIFIABLE DOCUMENTS

12.

Do you have a Valid I-766 (Employment Identification Card)?

Affidavit of Eligibility - Section B.2 if Yes

Section B: SECURE AND VERIFIABLE DOCUMENTS

13. Enter the issuing Federal Agency:
14. Enter the name as listed on the card:
15. Enter the Alien number (A#):

16. Enter the card number:

https://apps.colorado.gov/dora/licensing/SnapshotViewer.aspx?qabid=1024795&key={6EF...

7/5/2019



Renewal - DR.0050347 Page 3 of 6

17. Enter the Valid From Date:
18. Enter the Expiration Date:

19. | understand that the above information must be disclosed to the Department of Regulatory Agencies upon request and is
subject to verification.

Affidavit of Eligibility - Section B.3
Section B: SECURE AND VERIFIABLE DOCUMENTS

20. Do you have a Valid I-551 (Resident Alien or Permanent Resident Card)?

Affidavit of Eligibility - Section B.3 if Yes
Section B: SECURE AND VERIFIABLE DOCUMENTS

21. Enter the issuing Federal Agency:
22. Enter the name as listed on the card:
23. Enter the Alien Number (A#):

24. Enter the country of birth:

25. Enter the card expiration date:

26. Enter the Residence Since date:

27. | understand that the above information must be disclosed to the Department of Regulatory Agencies upon request and is
subject to verification.

Affidavit of Eligibility - Section B.4

28. Do you have a Valid Foreign Passport with an unexpired Visa with proper classification for work authorization, and an
unexpired 1-947?

Affidavit of Eligibility - Section B.4 if Yes
Section B: SECURE AND VERIFIABLE DOCUMENTS

29. Enter the issuing foreign country:

30. Enter the Passport Number:

31. Enter the Visa Number:

32. Enter the Visa Class (Examples: J-1, P-1 H-1B, etc.):
33. Enter the Date of Entry:

34. Enter the Until Date:

https://apps.colorado.gov/dora/licensing/SnapshotViewer.aspx?qabid=1024795&key={6EF... 7/5/2019



Renewal - DR.0050347 Page 4 of 6

35. lunderstand that the above information must be disclosed to the Department of Regulatory Agencies upon request and is
subject to verification.

Affidavit of Eligibility - Section B.5
Section B: SECURE AND VERIFIABLE DOCUMENTS

36. Do you have a valid foreign passport bearing an unexpired "Processed for I-551" stamp or with an attached unexpired
"Temporary 1-551" visa?

Affidavit of Eligibility - Section B.5 if Yes
Section B: SECURE AND VERIFIABLE DOCUMENTS

37. Enter the issuing foreign country:
38. Enter the Passport Number:

39. | understand that the above information must be disclosed to the Department of Regulatory Agencies upon request and is
subject to verification.

Affidavit of Eligibility - Section C
Section C: Attestation

» | understand that this sworn statement is required by law because | have applied for or hold a professional or commercial
license regulated by 8 U.S.C. sec 1621. | understand that state law requires me to provide proof that | am lawfully
present in the United States when asked as well as submission of a secure and verifiable document. | may also be
required to provide proof of lawful presence.

» | understand that in accordance with sections 18-8-503 and 18-8-501(2)(a)(l), C.R.S., false statements made herein are
punishable by law. | state under penalty of perjury in the second degree, as defined in section 18-8-503, C.R.S. that the
above statements are true and correct.

» | am the person identified on the previous pages and the information contained herein is true and correct to the best of
my knowledge. | understand that under Colorado law, providing false information is grounds for denial, suspension or
revocation of a license, certificate, registration or permit.

» | understand that the information on the previous pages must be disclosed to the Department of Regulatory Agencies
upon request and is subject to verification.

40. By entering your full legal name below you attest that you have read and understand the above information.

41. Please enter today's date below:

DR Renewal Attestation

The below attestations apply to your license's CURRENT status. You may not change your status through online renewal. To
change your status, please contact the licensing office at dora_registrations@state.co.us or 303-894-7800.

By renewing my license in INACTIVE status, | attest that:

» | understand malpractice insurance is not required for Inactive license holders; however, | may not practice medicine,
including but not limited to prescribing medications, in Colorado unless and until | comply with the insurance
requirements and the Board issues me an Active license. | understand that should | desire to reactivate my Colorado
medical license at some future time, | will be required to complete the reactivation application and pay an additional fee. |
also understand that if | have not actively practiced medicine for two (2) years or more and then wish to reactivate my
Colorado medical license, | will be required to demonstrate continued competence pursuant to Board rules and
regulations.

https://apps.colorado.gov/dora/licensing/SnapshotViewer.aspx?qabid=1024795&key={6EF... 7/5/2019



Renewal - DR.0050347 Page 5 of 6

By renewing my license in ACTIVE status, | attest that:

» | have not abused or excessively used any habit forming drug, including alcohol, or any controlled substance that has: 1)
resulted in any accusation or discipline for misconduct, unreliability, neglect of work, or failure to meet professional
responsibilities; or, 2) affected my ability to practice as a physician safely and competently, at any time during the past
two years, up to and including today’s date.

AND

In the last two years, | have not been diagnosed with or treated for an iliness or condition that significantly disturbs my
cognition, behavior, or motor function, and that may impair my ability to practice as a physician safely and competently,
such as bipolar disorder, severe major depression, schizophrenia or other major psychotic disorder, a neurological
illness, or sleep disorder

OR

The iliness or condition or the use of substances, as defined above, is: 1) already known to the Colorado Physician
Health Program (“CPHP”) and | have made, or will make known within 30 days, any requisite disclosure to the Board
pursuant to section 12-36-118.5 and any attendant regulations; or, 2) | have entered into a Confidential Agreement with
the Board. For the purpose of this attestation, “Known to CPHP” means that | have informed CPHP of my condition or
use of such substances and | am complying with all of CPHP’s requirements for evaluation, treatment and/or monitoring.

» Inthe last 2 years, no adverse action has been taken against my license by another licensing agency, a peer review
body, a health care institution, a residency or postgraduate training program, a professional or medical society or
association, a governmental agency, a law enforcement agency, or a court for acts or conduct which, would constitute
grounds for disciplinary or adverse actions pursuant to the Medical Practice Act or its attendant rules. For the purpose of
this attestation, an adverse action by a law enforcement agency includes: 1) all felony charges; 2) all misdemeanor
charges; or, 3) traffic charges/citations involving alcohol, controlled substances, or any other habit-forming drug.

OR

| have reported, or will report within 30 days, any adverse action to the Board in accordance with the requirements of the
Medical Practice Act.

* Inthe last 2 years, | have not been denied medical liability insurance and no liability insurance coverage has been
limited, restricted, or terminated by action of the insurance carrier in this or any other state.

OR
| have reported, or will report within 30 days, any denial or limitation of medical liability coverage to the Board.
| have established and will continuously maintain professional liability insurance as required by §13-64-301, C.R.S.

Click Next to proceed.

GLOBAL HPPP Renewal Attestation
Pursuant to section 24-34-110, C.R.S., all Active and Retired status licensees must maintain a current Healthcare Professions
Profile. Reportable events and/or changes to information must be made within 30 days. For more information about this Program
and to update your profile, visit www.dora.colorado.gov/professions/hppp.

By renewing your Active or Retired license, you attest to the following:

| have updated my Healthcare Professions Profile to current date and/or | will make any updates within 30 days of any reportable
event or change, and subsequent updates will be made within 30 days. This requirement is in addition to any requirement by a
profession's practice act. Examples of reportable events or changes that must be updated on a profile include, but are not limited
to, location of practice, public actions issued by any jurisdiction, felonies and crimes of moral turpitude, malpractice
settlements/judgments, etc. To update a Healthcare Professions Profile, or for more information on the Healthcare Professions
Profile Program (HPPP) and its requirements, visit www.dora.colorado.gov/professions/hppp or call 303-894-5942.

If your status is Inactive you are not required to maintain a Healthcare Professions Profile, click next to proceed.

You may NOT change your status through online renewal. For information regarding a status change, please contact the renewal
desk at 303-894-7800 or dora_dpo_renewalline@state.co.us.

Click next to proceed.

Review

Please make sure to PRINT THIS SCREEN for your records. To do so, you can click the button in the upper right hand corner of
this screen labeled "Print Review". You will not be able to print after you leave this review screen.

https://apps.colorado.gov/dora/licensing/SnapshotViewer.aspx?qabid=1024795&key={6EF... 7/5/2019
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Renewal - DR.0050347

Name Maryam Guiahi

Credential DR.0050347

Fee Details
DR - Legal Defense Fund $2.00
DR - PDMP Fee $24.00
DR - Portal Fee $1.50
DR - Renewal Fee Active $238.50
DR- Peer Fee $162.00

$428.00

Affidavit of Eligibility - Screening Present
AFFIDAVIT OF ELIGIBILITY

1. Do you currently reside in and are you physically present in the United States?
Yes

Affidavit of Eligibility - Screening Doc Change
AFFIDAVIT OF ELIGIBILITY

2. Are you a United States Citizen and the State or Federally issued document, in which you proved your legal status in the
United States is still valid and has not expired since you last completed an Affidavit of Eligibility? (This would have been either at
your original licensure or your last renewal, whichever is more recent).

-OR-

Are you Not a United States Citizen, but are lawfully present in the United States and your legal status within the United States
has not changed and the legal documents used to prove lawful presence have not changed since you last completed an Affidavit
of Eligibility? (This would have been either at your original licensure or your last renewal, whichever is more recent).

If you need to update your lawful presence information, select no and you will be prompted to complete a new Affidavit of
Eligibility. Otherwise, if your information has not changed, select yes to move forward.
Yes

DR Renewal Attestation

The below attestations apply to your license's CURRENT status. You may not change your status through online renewal. To
change your status, please contact the licensing office at dora_registrations@state.co.us or 303-894-7800.

By renewing my license in INACTIVE status, | attest that:

| understand malpractice insurance is not required for Inactive license holders; however, | may not practice medicine, including
but not limited to prescribing medications, in Colorado unless and until | comply with the insurance requirements and the Board
issues me an Active license. | understand that should | desire to reactivate my Colorado medical license at some future time, | will
be required to complete the reactivation application and pay an additional fee. | also understand that if | have not actively
practiced medicine for two (2) years or more and then wish to reactivate my Colorado medical license, | will be required to
demonstrate continued competence pursuant to Board rules and regulations.

By renewing my license in ACTIVE status, | attest that:

» In the past two years | have not abused or excessively used any habit forming drug including, alcohol or any controlled
substance, and | have not been diagnosed with or treated for a condition that disturbs my cognition, behavior or motor
function which has resulted in an adverse action, a professional disciplinary action, a criminal charge, or an allegation or
finding of working impaired, diversion of controlled substances or habit -forming medications (including self-prescribing),
sexual contact with a patient, substandard medical practice or patient harm.

OR

In the past two years | have abused or excessively used any habit forming drug including, alcohol or any controlled
substance, or | have been diagnosed with or treated for a condition that disturbs my cognition, behavior or motor function
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which has resulted in an adverse action, a professional disciplinary action, a criminal charge, or an allegation, or finding
of working impaired, diversion of a controlled substance or habit-forming medication (including self-prescribing), sexual
contact with a patient, substandard medical practice or patient harm AND | have reported, or will report this information
within 30 days to the Colorado Medical Board.

» Inthe last 2 years, no adverse action has been taken against my license by another licensing agency, a peer review
body, a health care institution, a residency or postgraduate training program, a professional or medical society or
association, a governmental agency, a law enforcement agency, or a court for acts or conduct which, would constitute
grounds for disciplinary or adverse actions pursuant to the Medical Practice Act or its attendant rules. For the purpose of
this attestation, an adverse action by a law enforcement agency includes: 1) all felony charges; 2) all misdemeanor
charges; or, 3) traffic charges/citations involving alcohol, controlled substances, or any other habit-forming drug.

OR

| have reported, or will report within 30 days, any adverse action to the Board in accordance with the requirements of the
Medical Practice Act.

* In the last two years, | have not been diagnosed with or treated for an iliness, condition or behavior, that disturbs my
cognition, behavior, or motor function that has resulted in conduct which may impair my ability to practice as a physician,
safely and competently, such as substance misuse or abuse, bipolar disorder, severe major depression, schizophrenia or
other major psychotic disorder, a neurological iliness, or sleep disorder.

OR
In the last two years, | have been diagnosed with or treated for an iliness, condition or behavior that significantly disturbs
my cognition, behavior, or motor function that has resulted in conduct which may impair my ability to practice as a
physician, safely and competently, such as substance misuse or abuse, bipolar disorder, severe major depression,
schizophrenia or other major psychotic disorder, a neurological illness, or sleep disorder AND:
1) The illness or condition is already known to the Colorado Physician Health Program (“CPHP”) and | have made, or will
make known within 30 days, any requisite disclosure to the Board pursuant to section 12-36-118.5 and any attendant
regulations; OR
2) | have entered into a Confidential Agreement with the Board. For the purpose of this attestation, “Known to CPHP”
means that | have informed CPHP of my condition or use of such substances and | am complying with all of CPHP’s
requirements for evaluation, treatment and/or monitoring; OR
3) | have reported, or will report within 30 days, the iliness or condition to the Medical Board.

* Inthe last 2 years, | have not been denied medical liability insurance and no liability insurance coverage has been
limited, restricted, or terminated by action of the insurance carrier in this or any other state.

OR
| have reported, or will report within 30 days, any denial or limitation of medical liability coverage to the Board.
» | have established and will continuously maintain professional liability insurance as required by §13-64-301, C.R.S.

Click Next to proceed.

HPPP - DR Introduction

Healthcare Professions Profile

Please be aware that this profile is only for your Physician license. Do not provide information for other license types you hold on
this profile. You will be required to complete a profile for every license you hold that is included in the profiling requirement.

All information provided in this profile must be updated within 30 days of any change of information unless your profession's
statute says otherwise, or unless the question specifies otherwise.

HPPP GLOBAL - Location of Practice
Location of Practice

49. Are you currently practicing in the healthcare profession associated with this profile?

Yes
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HPPP GLOBAL - Location of Practice If Yes
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Location of Practice

50. Practice Locations:

Address

City

State

Zip Code

Phone Number

12631 E. 17th Ave

IAurora

Colorado

80045

303) 724-2038

HPPP - MEDICAL Education and Training

Education and Training

51. School or Education Level:

Loyola University of Chicago Stritch School of Med

52. Please enter the year your initial Degree was achieved: Only enter the year in YYYY format

2005

HPPP GLOBAL - Other Licenses

Other Licenses

53. Have you ever held, or do you currently hold any other licenses in this profession from any other state, country or province?

No

HPPP GLOBAL - Board Certifications

Board Certifications

55. Do you hold any current Board Certifications?

Yes

HPPP - MEDICAL Board Certifications if Yes

Board Certifications

56. Board Certifications:

Certification

Obstetrics and Gynecology

HPPP GLOBAL - Practice Specialties

Practice Specialties

57. Do you have a practice specialty in which you are appropriately trained and actively practicing?

No
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HPPP GLOBAL - CO Hospital Affiliations
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Colorado Hospital Affiliations

59. Do you have a current affiliation or clinical privileges with any Colorado Hospital?

Yes

HPPP GLOBAL - CO Hospital Affiliations if Yes

Colorado Hospital Affiliations

60. Colorado Hospital Affiliations:

[Hospital

Affiliation Type City

|University of Colorado Hospital

Faculty IAurora

HPPP GLOBAL - Other Hospital Affiliations

Other Health Care Facilities and Out of State Hospital Affiliations

61. Do you have a current affiliation with any healthcare facility or a non-Colorado hospital?

No

HPPP GLOBAL - Business Ownership

Business Ownership

63. Do you have a current business ownership interest in any healthcare-related business?

No

HPPP GLOBAL - Employer

Employer

65. Do you have an employer in the profession in which you are licensed or are applying for a license?

Yes

HPPP GLOBAL - Employer if Yes

Employer

66. Employer:

|[Employer Name

Address

City

State Zip Code |Phone Number

|Stephanie Teal

12631 E. 17th Ave

Aurora

IColorado 80045 I(303) 724-2025

HPPP GLOBAL - Employment Contracts

Employment Contracts
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67. Do you have a contract with any business whose mission relates to healthcare services or products where the value is
greater than $5000 annually?
No

HPPP GLOBAL - Disciplinary Actions
Disciplinary Actions

69. Have you ever had public disciplinary action taken against your license by any board or licensing agency in any state or
country?
No

HPPP GLOBAL - Restrictions and Suspensions
Restrictions and Suspensions

71. Have you ever entered into any agreement or stipulation to temporarily cease your practice or had a board order issued
restricting or suspending your license?
No

HPPP GLOBAL - Healthcare Facility Actions
Healthcare Facility Actions

73. Since September 1, 1990, have you had any final actions resulting in involuntary limitations or probationary status on or
reduction, nonrenewal, denial, revocation or suspension of medical staff membership or clinical privileges at a hospital or
healthcare facility? You are not required to report a precautionary or administrative suspension unless you resigned your medical
staff membership or clinical privileges while the suspension was pending.

No

HPPP GLOBAL - Termination of Employment
Termination of Employment

75. Have you ever been terminated by an employer for a reason that would be considered a violation of your profession's
practice law?
No

HPPP GLOBAL - DEA Registration
DEA Registration Surrender

77. Have you ever had to involuntarily surrender your United States Drug Enforcement Agency Administration Registration?
No

HPPP GLOBAL - Convictions

Convictions
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80. Since you were issued a license to practice your profession in any state or country, have you had any final criminal
conviction(s) or plea arrangement(s) resulting from the commission or alleged commission of a felony or crime of moral turpitude
in any jurisdiction?

No

HPPP GLOBAL - Malpractice Claims

Malpractice Claims

82. Since September 1, 1990, have you had any final judgment, entered into a settlement, or paid an arbitration award for
malpractice?
No

HPPP GLOBAL - Malpractice Carrier Refusal

Malpractice Carrier Refusal

84. Have you been denied liability insurance, or has your liability insurance coverage been limited, restricted or terminated by the
insurance carrier?

No

HPPP GLOBAL - Optional Narrative

Optional Narrative

86. Optional Narrative:
University of Colorado Department of Obstetrics and Gynecology 2016 Resident Faculty Appreciation Award University of
Colorado School of Medicine 2016 Foundations of Doctoring: Golden Stethoscope OB/GYN Nominee Association of Professors
of Gynecology & Obstetrics 2016 APGO/CREOG Academic Scholars and Leaders Program Physicians for Reproductive Health
2014 Kenneth J. Ryan MD Memorial Scholarship Award University of Colorado Department of Obstetrics and Gynecology 2013
Resident Faculty Appreciation Award Council on Resident Education in Obstetrics and Gynecology and Association of
Professors of Gynecology and Obstetrics 2012 Annual Meeting 2012 Oral Presentations- Second Place Loyola University
Medical Center Department of Obstetrics and Gynecology 2009 Resident Teacher of the Year Chicago Gynecologic Society
2009 Resident Paper Competition- Third Place Chicago Gynecologic Society 2007 Resident Paper Competition- Second Place
Loyola University Medical Center 2006 Magis Star Award Loyola Stritch School of Medicine 2005 Wensinger Obstetrics
Research Scholarship Loyola University Medical Center Department of Surgery 2004 Surgical Honors Society

HPPP GLOBAL - Attestation

Attestation

By submitting this Healthcare Professions Profile to the Division of Professions and Occupations you are attesting that:

* You are the person identified in this profile; or
* You are authorized to submit information on behalf of the person identified in this profile; and
» The information contained herein is true and correct to the best of my knowledge.

87. Submission Date:
03/17/2017

Review

Please make sure to PRINT THIS SCREEN for your records. To do so, you can click the button in the upper right hand corner of
this screen labeled "Print Review". You will not be able to print after you leave this review screen.
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Renewal - DR.0050347

Name Maryam Guiahi

Credential DR.0050347

Fee Details
DR - Legal Defense Fund $2.00
DR - PDMP Fee $24.00
DR - Portal Fee $1.50
DR - Renewal Fee Active $218.50
DR- Peer Fee $140.00

$386.00

DR Renewal Attestation

The below attestations apply to your license's CURRENT status. You CANNOT change your status through online renewal. To
change your status, please contact the licensing office at dora_registrations@state.co.us or 303-894-7800. DR have Active and
Inactive options, CDRH has Active only

By renewing my license in INACTIVE status, | attest that:

| understand malpractice insurance is not required for Inactive license holders; however, | may not practice medicine, including
but not limited to prescribing medications, in Colorado unless and until | comply with the insurance requirements and the Board
issues me an Active license. | understand that should | desire to reactivate my Colorado medical license at some future time, | will
be required to complete the reactivation application and pay an additional fee. | also understand that if | have not actively
practiced medicine for two (2) years or more and then wish to reactivate my Colorado medical license, | will be required to
demonstrate continued competence pursuant to Board rules and regulations.

By renewing my license in ACTIVE status, | attest that | have NOT engaged in any conduct or exhibited any behaviors
that resulted in the following following OR that | have reported, or will report this information within 30 days to the
Colorado Medical Board at dora_medicalboard@state.co.us or 303-894-7690.:

An arrest, discipline, sanction or warning

Loss or suspension of any license

Termination or suspension of any license

Endangering the safety of others

A breach of fiduciary obligations

A violation of workplace or academic conduct rules

An impairment of your ability to practice in a safe, competent, ethical and professional manner

Abusing or excessively using any habit forming drug, including alcohol, or any illegal or controlled substance resulting in
any discipline for misconduct, failure to meet professional responsibilities, or affecting your ability to practice safely and
competently

» Claiming the illegal use of a substance as a defense, in mitigation, or as an explanation for any conduct that impairs your
ability to practice in a safe, competent, ethical, and professional manner

By renewing my license in ACTIVE status, | attest that | have NOT had any inquiry, investigation or
administrative/judicial proceeding by the followingfollowing OR that | have reported, or will report this information
within 30 days to the Colorado Medical Board at dora_medicalboard@state.co.us or 303-894-7690.:

» A licensing authority

» A government agency

* An employer

* An educational institution

» A professional organization

* In connection with an employment disciplinary or termination procedure

By renewing my license in ACTIVE status, | attest that: | have established and will continuously maintain professional liability
insurance as required by 13-64-301, C.R.S.

All statuses click Next to proceed.

PDMP Renewal Attestation

By renewing your license in Active status, you agree with the following statement:

| attest that IF | maintain a current United States Drug Enforcement Agency (DEA) registration, | have registered an individual
user account with Colorado's Prescription Drug Monitoring Program (PDMP) at https://colorado.pmpaware.net.

(If you have questions about registering or to check if you have registered, please email the PDMP Help Desk at
pdmpingr@state.co.us for assistance.)
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Click Next to proceed.

AoE Renewal Update
Affidavit of Eligibility | Renewal Update of Information

1. Since you were originally licensed or since your last renewal (whichever was more recent) has the documentation you
provided proving your legal status in the United States changed?

« If nothing has changed in your legal status or documentation, select "No"
+ If your status has changed, or you need to update your documentation, select "Yes" to update your information
No

AoE Attestation
Affidavit of Eligibility | Section C: Attestation

By submitting this Affidavit of Eligibility (AoE) you are attesting that you have read and understand the statements below:

» | understand that this sworn statement is required by law because | have applied for or hold a professional or commercial
license regulated by 8 U.S.C. sec 1621. | understand that state law requires me to provide proof that | am lawfully
present in the United States when asked as well as submission of a secure and verifiable document.

» | understand that in accordance with sections 18-8-503 and 18-8-501(2)(a)(l), C.R.S., false statements made herein are
punishable by law. | state under penalty of perjury in the second degree, as defined in section 18-8-503, C.R.S. that the
above statements are true and correct.

» | am the person identified on the previous pages and the information contained herein is true and correct to the best of
my knowledge. | understand that under Colorado law, providing false information is grounds for denial, suspension or
revocation of a license, certificate, registration or permit.

» | understand that the information on the previous pages must be disclosed to the Department of Regulatory Agencies
upon request and is subject to verification.

96. Please enter today's date below:
03/12/2019

Healthcare Profile - Physician Introduction
Healthcare Professions Profile | Introduction

Please be aware that this profile is only for your PHYSICIAN license. Do not provide information for other license types you hold
on this profile. You will be required to complete a profile for every license you hold that is included in the profiling requirement.

All information provided in this profile must be updated within 30 days of any change of information unless your profession's
statute says otherwise, or unless the question specifies otherwise.

Healthcare Profile - Location of Practice
Healthcare Professions Profile | Location of Practice

97. Are you currently practicing in the healthcare profession associated with this profile?

Yes
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Healthcare Profile - Location of Practice if Yes
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Healthcare Professions Profile | Location of Practice

98. Practice Locations:

Address City State Zip Code

Phone Number

12631 e. 17th ave Aurora Colorado 80045

(303) 724-2038

Healthcare Profile - Medical Education and Training

Healthcare Professions Profile | Education and Training

99. School or Education Level:
Loyola University of Chicago Stritch School of Med

100. Please enter the year your initial Degree was achieved: Only enter the year in YYYY format

2005

Healthcare Profile - Other Licenses

Healthcare Professions Profile | Other Licenses

101. Have you ever held, or do you currently hold any other licenses in this profession from any other state, country or province?

Yes

Healthcare Profile - Other Licenses if Yes

Healthcare Professions Profile | Other Licenses

102. Other Licenses:

State ILicense Status 'Year Originally Issued
New York |Expired 2011
lllinois |Expired 2005

Healthcare Profile - Board Certifications

Healthcare Professions Profile | Board Certifications

103. Do you hold any current Board Certifications?
Yes

Healthcare Profile - Medical Board Certifications if Yes

Healthcare Professions Profile | Board Certifications

104. Board Certifications:

Certification

Obstetrics and Gynecology
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Healthcare Professions Profile | Practice Specialties

105. Do you have a practice specialty in which you are appropriately trained and actively practicing?

Yes

Healthcare Profile - Medical Practice Specialties if Yes

Healthcare Professions Profile | Practice Specialties

106. Practice Specialties:

Specialty

Obstetrics and Gynecology

Healthcare Profile - Colorado Hospital Affiliations

Healthcare Professions Profile | Colorado Hospital Affiliations

107. Do you have a current affiliation or clinical privileges with any Colorado Hospital?
Yes

Healthcare Profile - Colorado Hospital Affiliations if Yes

Healthcare Professions Profile | Colorado Hospital Affiliations

108. Colorado Hospital Affiliations:

[Hospital Affiliation Type

City

|University of Colorado Hospital Faculty

IAurora

Healthcare Profile - Other Facility and Out of State Hospital Affiliations

Healthcare Professions Profile | Other Facility and Out of State Hospital Affiliations

109. Do you have a current affiliation with any healthcare facility or a non-Colorado hospital?

No

Healthcare Profile - Business Ownership

Healthcare Professions Profile | Business Ownership

111. Do you have a current business ownership interest in any healthcare-related business?

No

Healthcare Profile - Employer
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Healthcare Professions Profile | Employer

113. Do you have an employer in the profession in which you are licensed or are applying for a license?
Yes

Healthcare Profile - Employer if Yes
Healthcare Professions Profile | Employer

114. Employer:
|[Employer Name Address City |state Zip Code |Phone Number

|University of Colorado 12631 e. 17th ave Aurora  |Colorado 80045 |(303) 724-2038

Healthcare Profile - Employment Contracts
Healthcare Professions Profile | Employment Contracts

115. Do you have a contract with any business whose mission relates to healthcare services or products where the value is
greater than $5000 annually?
No

Healthcare Profile - Disciplinary Actions
Healthcare Professions Profile | Disciplinary Actions

117. Have you ever had public disciplinary action taken against your license by any board or licensing agency in any state or

country?
No

Healthcare Profile - Restrictions and Suspensions
Healthcare Professions Profile | Restrictions and Suspensions

119. Have you ever entered into any agreement or stipulation to temporarily cease your practice or had a board order issued
restricting or suspending your license?
No

Healthcare Profile - Healthcare Facility Actions
Healthcare Professions Profile | Healthcare Facility Actions

121. Since September 1, 1990, have you had any final actions resulting in involuntary limitations or probationary status on or
reduction, nonrenewal, denial, revocation or suspension of medical staff membership or clinical privileges at a hospital or
healthcare facility? You are not required to report a precautionary or administrative suspension unless you resigned your medical
staff membership or clinical privileges while the suspension was pending.

No

Healthcare Profile - Termination of Employment
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Healthcare Professions Profile | Termination of Employment

123. Have you ever been terminated by an employer for a reason that would be considered a violation of your profession's
practice law?

No

Healthcare Profile - DEA Registration

Healthcare Professions Profile | DEA Registration

125. Have you ever had to involuntarily surrender your United States Drug Enforcement Agency Administration Registration?
No

Healthcare Profile - Convictions
Healthcare Professions Profile | Convictions

128. Since you were issued a license to practice your profession in any state or country, have you had any final criminal
conviction(s) or plea arrangement(s) resulting from the commission or alleged commission of a felony or crime of moral turpitude
in any jurisdiction?

No

Healthcare Profile - Malpractice Claims
Healthcare Professions Profile | Malpractice Claims

130. Since September 1, 1990, have you had any final judgment, entered into a settlement, or paid an arbitration award for
malpractice?

No

Healthcare Profile - Malpractice Carrier Refusal
Healthcare Professions Profile | Malpractice Carrier Refusal

132. Have you been denied liability insurance, or has your liability insurance coverage been limited, restricted or terminated by
the insurance carrier?

No

Healthcare Profile - Optional Narrative
Healthcare Professions Profile | Optional Narrative

134. Optional Narrative:

Healthcare Profile - Attestation
Healthcare Professions Profile | Attestation
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By submitting this Healthcare Professions Profile to the Division of Professions and Occupations you are attesting that:

» | am the person identified in this profile; or
* You are authorized to submit information on behalf of the person identified in this profile; and
» The information contained herein is true and correct to the best of my knowledge.

135. Submission Date:
03/12/2019

Review

Please make sure to PRINT THIS SCREEN for your records. To do so, you can click the button in the upper right hand corner of
this screen labeled "Print Review". You will not be able to print after you leave this review screen.
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Licensee Information
This serves as primary source verification* of the license.

*Primary source verification: License information provided by the Colorado Division of Professions and Occupations, established by 24-
34-102 C.R.S.

Name Public Address

Maryam Guiahi Denver, CO 80218

License Information

Some Physician Licensees have converted their Active Physician license to an Active Compact Physician License.
This is noted below by the status label: Transferred to Compact Physician. If this status is present, then you may
verify the license by searching for the license using the prefix "CDRH" and the Licensees Name on our Online
Services page (https://apps.colorado.gov/dora/licensing/Lookup/LicenseLookup.aspx).

License License License License Original Issue Effective Expiration
Number Method Type Status Date Date Date
DR.0050347 Original Physician Active 07/20/2011 05/01/2019 | 04/30/2021

Board/Program Actions

Discipline

There is no Discipline or Board Actions on file for this credential.
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