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UA

| UNIFORM APPLICATION
| FOR PHYSICIAN
| STATE LICENSURE

OCT 15 2018

Applicant: Follow the instructions given in the left sidebarj of each page.

Uniform Application — Core Application

RECEIVED

Send this application-to the Kansas State Board of HealingjArts, KSBHA
800 SW Jackson, Lower Level - Suite A, Topeka, KS 66612

Indicate your full legal Full Name

name and any other i p :

names you have used in — L_Q/h/V\CL N W L/ S Suffix:

the past. If your name has
changed at any time
during your life and you
are not using FCVS, you
must submit a copy of the
legal document (marrage
certificate, divorce
decree, etc.) supporting
your name change to the
Board.

Please complete all fields
and Indicate which
address you want to use
for public access and at
which address you want
to receive mailings from
the Board. State laws
vary on which address or
phone number is or is not
a matter of public record.
Additionally, many state
boards publish the Public
Access address on their
web sites. You may wish
to contact the
appropriate state
licensing authority to
determine which
information will be a
matter of public record.

If you are not using FCVS,
you must submit one of
the following to the
Board: certified birth
certificate, notarized
copy of your birth
certificate, original valid
passport, or notarized
copy of your current valid
passport. Please check
the state specific
instructions for more
information.

Be sure to list your name
at the top of each
following page.

Applicant; Send this to the Kansas State Board of Healing Arts. Include all fees and required forms.
© July 2014 Federation of State Mediczal Boards

ﬁPublic Access

(] Public Access

Puddn
WMan

{
Maiden name (if applicable):

First name:

Middle name:

Wien S

All other names used/identified as:

Degree Type [K[M.D. (] D.O.

Practice Address

Street: @60 ?\) H-\ H SQX’L gt
Wit

State/Province: ’( g

Zip code: 0 72"1 Country: USA

Practice phone: 21@ ABA 2670 _ Ppractice fax:
Alternate phone: 316 93 2000 Alternate fax:

(] Mailings for Medical Board
City:

Practice email:

State/Province:
Zip code: L2 7 LU 7220 Country: __[ L LA

Home phone _me fx

Alternate phone Alternate fax:

Identification
’ \ _I( \
Date of binh'mGender' ( Birth city: Ne oot
{ aaryyyy) i

Birth state/province: K a ”S‘L‘b Birth country: (/(S/l

Social Security number‘:“ NPI number**{$el 721 (o \ \
(10 digits)

*Your secial secunty number is required to facilitate reporting to the federal Healthcare Integrity & Protection Data Bank (42 U.S.C.
Sections 1320a-7e(b), 5 U.S.C. Section 552a, and 45 C.F.R. pt. 61) and for accurate identification under the federal and state child support
enforcement law (42 U.S.C. Secticn 666 and applicable state law). It may also be used for reporting to the National Practitioner Data Bank
(42 U.S.C. Section 11101 and 45 C.F.R. pt. 60) and for other investigative/enforcement purpases in compliance with state laws governing
physician discipline or as otherwise required by state or federal law.

Home Address

Mailings for Medical Board

U.S. Citizen? [ Yes [] No

**The National Provider Identifier (NPI) is a Health Insurance Portability and Accountability Act (HIPAA) Administrative Simplification
Standard. For more information on the NP/, visit http://\www.cms.hhs.gov/NationalProvidentStand/

Uniform Application for Physician State Licensure
Core Uniform Apgplication - Page 1 of 8
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Department of Health - Vital Statistics
STATE OF FLORIDA

MARRIAGE RECORD
TYPE IN UPPER CASE
USE BLACK INK

DH 743, 4/98 (Replaces Feb, 91 edition) Stock # 5740-000-0743-8

(STATE FILE NUMBER)

DA, COUNTY OF SARASOTA

- | hereby cenlty that the foregping is a true and correct copy

lhmuuh __1_, l‘wo va‘hurwﬂ filed in

—— E—

fi ]hl‘:‘ copy has no redactions.

nam to law.

K et 0
Wi qc‘. my hand a L -] day of

LRV 10N T
/) r'lllt(tl\til(‘, [ .,_K._ WREG
Ry N SN 8. s
¥’ papuity Clark i




Applicant Name: /Ru'\h L‘O-'MWIIM Wimk&

RECEIVED

0CT 15 2018

1 |

List all medical schools
you have attended, even
those from which you did
not graduate, in
chronological order,
Please copy and attach
additional pages if
necessary.

If you are not using FCVS,
you must complete the
Medical Education
Verification form and
send it to all medical
schools you have
attended. Include a copy
of your diploma to which
the medical school must
attach their seal prior to
forwarding it to the
Board.

Additionally, the medical
school must provide the
Board with an official
copy of your transcripts.
If transcripts are not in
English, an original,
certified, and official
English translation is
required.

If you attended a Fifth
Pathway program and are
not using FCVS, you must
complete the Fifth
Pathway Verification
form and send it to your
medical school and to
the institution where you
completed your
rotations. You must
include a copy of your
diploma. The medical
School and institution
must forward all
documentation directly
to the Board.

If ECFMG is applicable
and you are not using
FCVS, contact ECFMG and
have a certified status
report forwarded from
them to the Board. There
is a separate fee for this
report.

Applicant: Send this to the Kansas State Board of Healing Arts. Include all fees and required forms.
@ July 2014 Federation of State Medical Boards

Medical School

KSBHA

1 Full Name of Medical School:

sreet LOLO N Kansas SE
LAY vclh ‘__'PZ’\ State/Province: K S Zip code: é>72 ! q

City:
Country: US A Attendance dates: From O'T/ZOI3 to_OS /20 1
_ (mmiyyyy) (mm/yyyy)
Date degree conferred/issued (indicate if not applicable): 05/ g / 2007
) 5 (mm/ddlyyyy)
Degree received (as stated on diploma): DD N o /Méﬁtf clndg
(indicate if not applicable)
2. Full Name of Medical School:
Street:
City: State/Province: Zip code:
Country: Attendance dates: From to
(mm/yyyy) (mmiyyyy)
Date degree conferred/issued (indicate if not applicable):
(mm/ddlyyyy)
Degree received (as stated on diploma):
(indicate if not applicable)
Fifth Pathway
A | did not participate in a Fifth Pathway program.
Affiliated medical school that awarded the Fifth Pathway Certification
Full Name of Medical School:
Street:
City: State/Province: Zip code:
Country: Attendance dates: From to
(mmlyyyy) (mmlyyyy)
Date degree conferred/issued: Degree (as stated on diploma):
(mmt‘dd.’yyyy)
Hospital or clinic in which you performed the required rotations
Institution name:
Rotation dates: From to Certificate date:
(mmlyyyy) (mmiyyyy) (mm/dd/yyyy)
ECFMG
E] | do not have an ECFMG certificate.
Certificate number: Issue date:
(mmiddlyyyy)

Uniform Application for Physician State Licensure
Core Uniform Application - Page 2 of 8
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Applicant Name: ?L’L_M’\ Wma/\ \UW,V&

0CT 15 2018

List all postgraduate
programs you have
attended, even those you
did not complete.

Please copy and attach
additional pages if
necessary.

If you are not using FCVS,
you must complete the
Postgraduate Training
Verification form and
send it to all
postgraduate training
programs you have
attended. You must
submit a copy of your
certificate of program
completion to the Board.
The postgraduate
program must forward all
documentation directly to
the Board.

Apglicant: Send this to the Kansas State Board of Healing Arts. Include all fees and required forms.
®© July 2014 Federation of State Medical Boards

KSBHA

RECEIVED

Postgraduate Training

1.

Full Name of Hospital: \N@IQJ\-’I WO} ff(d[i @V}H V-

Street: 55@ N f'h ” S'd,‘é St

City: bUEC/bL"%ZL, State/Province: E S Zip code: (-07 Z_ ’C/
Country: \,@ A Department/Specialty: Fam ”‘f W(‘{f )
Affiliated medical school name: (/U’HN}E‘JFS / /\ﬂ 0( KCZVJ S4y

7
Attendance dates: From O/ /20[7 to 01 /ZJ’SZC' Postgraduate year (e.g., 1, 2, 3, etc.): 2
(mmiyyyy) (mrmiyyyy)

[] chief Resident (] Internship/Residency [ Residency [] Transitional
[] Fellowship [ Junior Registrar [] Residency/Chief Residency
[] Fellowship/Research  [] Preliminary ] Senior House Officer [] Unknown

(] House Officer (] Registrar [] Senior Registrar [] Unspecified

[ Internship [] Research [] other:

Successfully completed? [] Yes [[] No [X] In progress; expected completion in Wg 2020
(mmiyyyy)

Full Name of Hospital:

Street:

City: State/Province: Zip code:

Country: Department/Specialty:

Affiliated medical school name:

Attendance dates: From to Postgraduate year (e.g., 1, 2, 3, etc.):

(mmiyyyy) (mmiyyyy)
(] Chief Resident [J Internship/Residency [] Residency (] Transitional
[] Fellowship (] Junior Registrar [(] Residency/Chief Residency
(] Fellowship/Research [ Preliminary [] Senior House Officer [ Unknown

[] House Officer (] Registrar [[] senior Registrar [] Unspecified
(] Internship ] Research [] other:
Successfully completed? []Yes []No []In progress; expected completion in

(mm/yyyy)
Full Name of Hospital:
Street:
City: State/Province: Zip code;
Country: Department/Specialty:

Affiliated medical school name:

Attendance dates: From to
(mmiyyyy)

[] Chief Resident (] Internship/Residency [] Residency [] Transitional

[ Fellowship (] Junior Registrar [] Residency/Chief Residency

[] Fellowship/Research ] Preliminary [] Senior House Officer [_] Unknown

[] House Officer (] Registrar ] Senior Registrar [] Unspecified

] Internship [J Research [] other:

Postgraduate year (e.g., 1, 2, 3, etc.):

(mmlyyyy)

Successfully completed? [] Yes [] No [ In progress; expected completion in
(mmlyyyy)

Uniform Application for Physician State Licensure
Core Uniform Application - Page 3 of 8



Applicant Name:

/12&[«% Lo hman Wiens

RECEIVED

0CT 15 2018

KSBHA
List the information for Examination History
each licensure exam you
gf‘ﬁﬁtt:rﬁf,?;oﬁgf IEELEES Examination Most recent date taken Passed/Failed/Unknown NuthertOf
LLMCC, NBME, etc.). (mmiyyyy) gllempis
If you are not using FCVS, FLEX Pre-1985 Owe Or Ow) -
you must contact the FLEX Component 1 Oe deE Ow -
appropriate examination
entity and have them FLEX Component 2 D@ De o -
send a certified transcript ;
of your scores directly to LMCC - Single Oe Oe O R —
the Board. LMCC - Part | O g Qv
LMCC — Part II Or O Ow
NBME Part | Oe OdeF Qo
NBME Part || O de v
NBME Part Ill O OF Ow
SPEX O dere Ow
NBOME Part | e de Qv
NBOME Part I| O O Ow
NBOME Part 11l O Or Ow
COMLEX-USA Level 1 Oe O Ow
COMLEX-USA Level 2, CE Oe O Qo
COMLEX-USA Level 2, PE Oe OF O
COMLEX-USA Level 3 O O Ovy
COMVEX OrF dF Owu
USMLE Step | 03/2015 e O Ou L
USMLE Step II, CS 07 /20 Me O Qo 1L
USMLE Step I, CK O7 /70l Key e oy 1
USMLE Step Il 0k [20(% e de Ow 1
State Board Exam
State: Oe OF Ow
State: e de dw
State: Oe de Ow R
State: O de Ow
List all state and State/Province Professional Licensure N
Canadian provinces where
you currently hold or 1. Practitioner license type: ‘\E\fﬂingnse (] Temporary raining (] Limited

have ever held any type
of health care related
license. Please copy and
attach additional pages if
necessary.

You must also complete
the Licensure Verification
form and send it to all
states in which you have
held any health care
license or certification.
Some state boards charge
a fee for this information.
The verifying entity must
forward all licensure
documentation to the
Board.

[iJ Doctor of Medicine

[] Doctor of Osteopathic Medicine
(] Doctor of Dental Surgery
[[] Doctor of Dental Medicine

(] Doctor of Psychology

[[] Doctor of Podiatric Medicine

[[] Doctor of Chiropractic

[] Nurse Practitioner

[] Licensed Practical Nurse
[] Registered Nurse
[] Physician Assistant

[C] Emergency Medical Technician

[] other (please specify)

State/Province: [} an S 5

License status:  [X] Active [] Expired
[] Inactive (] Limited
(] Restricted  [] Retired

Applicant: Send this to the Kansas State Board of Healing Arts. Include all fees and required forms.
© July 2014 Federaticn of State Medical Boards

License number: _91 ~)923

Issue date: 7 /7 /2017

[ In Good Standing
(] Probationary

[] Revoked [] suspended

Uniform Application for Physician State Licensure
Core Uniform Application - Page 4 of 8



REGELIVYER
0CT 15 2018

KSBHA

Applic.antName: /IQ\L%\’ Mwn W’éﬁ 5

List ALL activities
(medical, non-medical,
and postgraduate
training) in chronological
order beginning with
medical school graduation
to the PRESENT date,
indicating month and
year.

*Also list your permanent
or home address for each
non-working time.

If you worked for a
physician-staffing group
or did locum tenens, you
must list all facilities
where you worked and
include complete dates
and addresses.

DO NOT SUBSTITUTE ANY
OTHER RESUME FOR THIS
SECTION.

Copy and attach
additional pages as
necessary.

** Clinical indicates the
percentage of time spent
with patients.

*** Administrative
indicates the percentage
of time spent on
administrative tasks like
paperwark, etc.

Agglicani. Send this to the Kansas State Board of Healing Arts. Include all fees and required forms.
© July 2014 Federation of State Medical Boards

Chronology of Activities

1.

OS/2011

(mmlyyyy)

End date 07 /10 L_j

(mmiyyyy)

Start date:

[] Health activity (non-working time due to health reasons)
[ Military service [J] Postgraduate training/education

Type of Activity:

[ Seeking employment  [X.Vacation ] Work
Practice/Employment Name or Descriptioh of non-working time*:
P Ngrlng, lon toaidence
Street: / ! J ¢ J
City: State/Province: Zip code:
Country: Position:
Department: Clinical**: ___ % Administrative™*: ____ %

(] Employment [] staff Privileges [] Affiliation
[] Other (describe your relationship with this institution):

Start date: 0) /2@ f7 End date: j)r‘e)ef]{— (éﬂdf% W/ZOZO)

(mmiyyyy) (mmlyyyy)
[[] Health activity (non-working time due to health reasons)
(] Military service [}\Postgraduate training/education
[] Seeking employment ] Vacation [J Work

Type of Activity:

Practice/Employment Name or Description of non-working time*:

wosley %mvfmw bsdenty - KU Scuool pof 110 dicag_
street 520 N HSide
State/Province: t( S Zip code:

city: __ [N chot=A
4 SA Positicn [Zes veloss 9

(72

Country:
Depariment: 1&4/"‘/ ( L{ W Cl( R Clinical** 70’ % Administrative*™*: Zﬁ U %
(X1 Employment [] staff Privileges (] Affiliation

[[] Other (describe your relationship with this institution):

Start date: End date:

(mmlyyyy)
[ Health activity (non-working time due to health reasens)
[J Military service [] Postgraduate training/feducation

(mmiyyyy)
Type of Activity:

[] Seeking employment  [] Vacation [ work
Practice/Employment Name or Description of non-working time*:
Street:
City: State/Province: Zip code:
Country: Position:
Department: Clinical™: % Administrative***: %

[J Employment [ staff Privileges [ Affiliation
(] Other (describe your relationship with this institution):

Uniform Application for Physician State Licensure
Core Uniform Application - Page 6 of 8



Applicant Name:

RECGEIVED

OCT 15 2018

J%LLM Lebhman LWrens

You must complete this
section to report all
claims or suits for
medical malpractice
made against you. A
claim is any formal or
informal demand for
payment to any person
or organization.

* If private compromise
or settled before
initiation of civil action,
state on this line.

All fields are required to
be answered. Please
have your information
available before starting
this section.

Please copy and attach
additional pages if
necessary.

Applicant: Send this to the Kansas State Beard of Healing Arts. Include all fees and required forms.
®© July 2014 Federation of State Medical Boards

KRobBRA

Malpractice Liability Claims Information

= | have not had any malpractice claims or suits made against me.

1. Name of patient involved:

In which state, territory, or province did the action take place?

Which court*?

Case number (if applicable) Month and year of lawsuit:

Month and year of event precipitating claim:

[ Closed (settled)
[J Open (pending)

Current claim status: [C] Dismissed (no money paid out)

(] other:

Amount of judgment or settlement:  § Amount paid on your behalf: §

O P-rli'mary Defendant [J Co-Defendant

[[] Other (specify):

What is/was your status?

Insurance carrier at the time:

Please provide specifics in reference to the adverse event, including the allegations and your role
in the event, in the space below. Use another sheet of paper or the back of this form if necessary.

Complete the forms on the following pages as instructed.

] UA Affidavit and Authorization for Release of Information
] UA Form #1: Licensure Verification Form
O All state-specific forms included with this core application

If you are using FCVS for credentials verification, you do not have to complete forms 2, 3, and 4.

O UA Form #2: Medical School Verification
O UA Form #3: Postgraduate Training Verification
] UA Form #4: Fifth Pathway Verification (if applicable)

Review & Submit

Please review all of your entries prior to submission. Be sure to include all forms, fees, and state addenda.
You are strongly advised to keep a copy for your records.

Uniform Application for Physician State Licensure
Core Uniform Application - Page 8 of 8



UNIFORM APPLICATION
FOR PHYSICIAN

STATE LICENSURE

Medical School Verification (UA Form #2)

Applicant: Complete this form

Dean or Designated Med School Official: Complete as inst

RECEIVED
0CT 22 2018

KSBHA

bar.

as instructed in the left si

Applicant:

This form is not
needed if you are
using FCVS for
credentials
verification.

Complete Section 1

and fill in your name
at the-top of page 2.
Type or print legibly.

Send this form and a

copy of your medical

school diploma to the
current Dean of your

medical school.

Copy this form for
multiple schools.

Section 1: Applicant Information

Last name:

Lehman

LWjens

First name:

A

w it

Middle name:

//?CLWLI
7

Name if different when diploma awarded:

Name of medical school: Z{ U S 14 00 [

Date of birth:

of Madiciie —Jjchten

*The social security number is to be used for purposes of identification only and may not be used for any other reason.

Waiver for Release of Information: | authorize the medical school listed above to provide any and all
information pertaining to my medical education at that institution to the Board listed below. | request that the
Dean or a designated official complete Section 2 of this form and seal the copy of my diploma (attached),
then return this form, the sealed diploma copy, and a copy of my official transcripts to the Board listed below

at the given address.

Board name:
Mailing address:
City/State/Zip:

Applicant signature:

Kansas State Board of Healing Arts

800 SW Jackson, Lower Level — Suite A
Topeka, KS 66612
I — - L
” P e o L
L //: = Date:

Dean or Designated
Official:

Please complete
Section. 2 of this form
and certify the
enclosed copy of the
above named
applicant’s diploma by
placing your school
seal on it.

Mail the sealed
diploma copy and an
official copy of the
transcripts of the
above named physician
with this form and any
attachments to the
Kansas State Board of
Healing Arts at the
address listed in
Section 1. Do not

mail this form to
FCVS/FSMB.

If transcripts are not in
English, an original,
certified, and official
English translation is
required.

Section 2: Medical School Verification

Medical school name: __“The [w\idaﬁf.—% pS JKansgs

School name if different when the above applicant attended:

Medical school address (including city, state or province, zip code, and country as applicable):

390)

/ZJ:M n l')‘.‘)

B)vd

(o)

Konsas (4 oy

1S LL)k O

Hours of undergraduate education required for admission into your school: Bach@ [evs ,/ Y
Total weeks of education applicant attended your school:

Applicant’s attendance dates: From

Graduation date: __ ¢

hAGAS
S

i A 4

©7)29) z0i13

to pSjoe | 217

S)1Y) ze2 Degree:

Sectev vf Allicine.

(indicate N/A if not applicable)

(indicate N/A if not applicable)

The questions on the following page apply to unusual circumstances that occurred during any part of the

individual's medical education. Please check the appropriate response(s) and provide dates and requested

information. “Yes" responses to any of these questions require a copy of explanatory records or a written

explanation. Attach additional pages as necessary.

Medical School: Send this form, transcripts, and sealed
diploma to the state board listed in Section 1.

DO NOT SEND THIS FORM TO FCVS/IFSMB.
© July 2014 Federation of State Medical Boards

Uniform Application for Physician State Licensure
Medical School Venfication Form - Page 1 of 2



. ’ j " ;
Applicant Name: Kuttn L&/f man Wien S

1. Do.thg official records for this individual reflect (an) interruption(s) or extension(s) in hisfher medical education? Yes ] No [:Xl

If yes, please select the reason(s), indicate the dates of the interruption(s) or extension(s), and indicate whether the interruption(s)/
extension(s) was/were approved or unapproved.

From Month/Year To Month/Year Approved Unapproved
[] Personal/Family | O
[C] Academic remediation O O
(] Health O O 3
[] Financial O O 2
fe
[] Participation in joint degree program O |
(e.g., MD/PhD) A
[] Participation in non-research special study ] d 3
(e.g., fellowship, international experience) &‘
[J other O O

2. Do the official records for this individual reflect that he/she was ever placed on academic or disciplinary probation during his/her
medical education? Yes [] No[] ot

If yés, please select the reason(s) for the probation, indicate the date(s) of placement on and removal from probation, and attach
documentation/information of the circumstances and outcome(s).

From Month/Year To Month/Year
[J Academic probation

[ Probation for unprofessional conduct/behavioral reasons

[] Probation for other reason(s) (please specify):

foue SN AT &:3?2,] Ty ‘SC‘

<
3. Do the official records for this individual reflect that he/she was ever disciplined for unprofessional conduct/behavioral reasons by 2
the medical school or parent university? Yes [] No[[] ¢ g;

If yes, please attach documentation/information of the circumstances and outcome(s). RE@EUVE D ?_

4. Do the official records for this individual reflect that he/she was ever the subject of negative repohs for bﬂ@\'poflzezmss or an +
investigation by the medical school or parent university? Yes O] No[) 24 W

If yes, please attach documentation/information of the circumstances and outcome(s). KSBHA 3

}

5. Do the official records for this individual reflect that there were ever any limitations or special requirements imposed on the individual g

because of questions of academic incompetence, disciplinary problems, or any other reason? Yes ] No[] % Fj—

If yes, please attach documentation/information of the nature of the iimitations or special requirements. §

| CERTIFY THAT to the best of my knowledge and belief, the foregoing is a true, accurate, and complete statement of the

recoSRALEN VERIFIED" RESITA | M
Signature:

) Print name: __ Coanpline % A
AFFIX INSTITUTIONAL SEAL HERE Title: /‘J‘% dcinde ld;."’_;lS'h"—""
(If no seal is available, this form must be notarized.) Date: _Jsvjie]zeiR
Phone number: €/ 3-5&8- 7035 Fax number; _ 913-5SY8-8FY)

Email: _ uimneviecisthrar @) Kume. Lolo
3

Medical School: Send this form, transcripts, and sealed DO NOT SEND THIS FORM TO FCVS/FSMB. Uniform Application for Physician State Licensure
diploma to the state board listed in Section 1. © July 2014 Federation of State Medical Boards Medical School Venfication Form - Page 2 of 2



AAINOAA LON "1VAS adsIivi

119suBl} S)IYM pue }Ie|q v

=
@
.W,
o
=1
=

0

OVLULDGU Ul $9YPRS A
SUBIM UBLUYST YINY isleN sesuey| jo Alsiaaiun

P1098Y JlWepedy NH [BIAIYO

£ 10 | ebed




‘[ewiou o} uinas Ajlenpesb uay) ‘epe;
M 11 ‘uo payiealq Jo pagqnl Usypn
“jul onwoJlyoowsayy ul pajuud si
1duosuesy [euibuio ue uo arenbs ay|

T/9T/20 a1y

“pajuud sem %00}s sy} ouis sabueyd Jopue uonewLoju! [EUCHIPPE 10}
oy JeIjsibal je Jeyoeq Jdudsues) [BNUIA N0 338

"suoijoues Aeundiosip Juapnis o peaj

Jojpue Auojsj e anisuoa Aew joasay) Ados Aue J0 pio2al SI] jO UOHEDYPOW

1o uonesaye Auy “sesuey| jo Aysiaaun aug) Aq (B104)0 passpisuod Jou aie saded
ureyd uo sa1d07) “EZp-+98-G8. Bulliea Aq paureiqo aq ued uoneanuaYINe JByLN4

-uodn payieauq Jo sabuyaio) pue quinyj ay) Usamgaq pagaru

UBYM WINI3! USY) 3. (M MOjS] X0q PaI0j03 Yuid SUI—u] JA0I0ULBY |
Juewnaop ey} ssoxe Ajusunuoid

sieadde _QI0A. PIOM 8Y) peuueds Jo pajdooojoud p—ydeiBoled QIO
*‘MaIA 0} ubi € 0] JUBWINOOD PIOY—YBULSIEA BNIL

paidoo

usym SBuY pajiop se sseadde Juswnoop ey uo adA) lews—Bunuudornyy
1wy 1810menin sapun aiqisia aie Jaded By Ul SIBqY—SI8qI4 BIQISIAU]
Jdwaye vogess)ie Le ajeaspul

Auew JUSWNDOP Sy} UG UOREIOJAOSIP JO SUB|S—Iaded BANISUSS |BILBYD
‘papnpu aJe sainjeaj Asjes Buwoyoy syt

juud ews

Asan ur _sesuey jo ASIaALN BUL, SPioMm 8 pue ‘0Boj Ny Ul jo JRULSEM
pajuud € suiejuoa Jduasues ayj J0 80ej a1 "aoej anig Jubij B pue Japiog anjq
e sey jdussues; sy aded Aunoas uo pajuud ase sjdudsues) pajuud squstyiny
Appuayiny uuyuo) oy

‘Bojejea syendosdde aas ‘gz 184 03 Joud.,
By-JaUOSUEIynpa Ny JEIJSIDal |e 8)1Sqam Ino
AR SIE/6L 1B 0 ,,6Z61 |14 ‘waisAg Buuaquny asinog

wajsAg Bupequny asmnon

‘Apnys sjeaine(eaoeqg-jsad jo Jeak-jsiy

ay) pucAaq sjuapnys 1oj Ajuewud paubisap sasino) 666-006
"SJUBpNJS 8)E3INE|BIJE]

-1sod seak-jsJy Joj Ajuewud paufiisap sasine) 668-008
Ipaso ajenpesbiapun Joj sajenpesbiapun
0} os|e uadQ "sjuapn|s 9]eaINE|BIIRY

-1sed Jeak 151y 4o Aluewud paufiisap sasino) 664-00.
‘Ipaid sjeainejeodeq-jsod Joj uaye) aq osje Aepy

‘s101uas pue siounf oy Ajuewud paubisap sasinon 669-005

Sa8IN0D Jowagounp 66t-00€

$88IN09 BIowoydog/UBWYSEI 662-00L

- *aaiB3p Aue piemo) sjqeddde Jou sasinon 66-L

e :sesuey Jo Aiissaniun syl 1e pL61
Buudg aouis pasn wajsks Buuaqunu 8s:n0a 8y st Bumojjoy ay L
wayshg Bupequny asinod

apesb jo uonoal|oo Buniemy

(psemuo 800z

Ied WoJj pue 9O0Z I1ed 0 Joud pasn) Maipuim
(8002 J8WWING-900Z 1B Pasn) Buijie; maipyim
(8002 Jowng-900Z |14 pasn) Buissed maipyim
sjuajeainba

panoidde 18y} Jo sInoy SISaL) PUE LONEBUBSSIP

Joj apesb [euypuneul uy ssasfioid Alojoejsies
sjuajeainba paaocidde siay) Jo sinoy sisay}

pue uofepassip Joj apelh wusul uy :ssaiboid ON
pajen|eaa aq 0] 1 ON }OMasino)

sjuajeainba paacidde Jiay) Jo sinoy sisay) pue
uonepassip Joj apeib wusjui uy :sseiboid pajwn
8J0LW J0 si9)sewwas om) Buuinbal yiomasinod

10} apesb wusut uy :ssaiboid A10108481ES
Juapnis ay) Jo ped ay) uo som 818jdwoou
(AluQ Aorunueyd) us|PoX3

'$59]
10 -0, 0] uajeainba si apesb sy ‘saienpesh Jo4
'S8 40 ,+Q, 0} Juajeainba sy apesb siy) ‘sejenpesd
Japun 04 Jdwaye [nssaconsun ue sjoa|jal apest
SIY) ‘8UIDIPajy PUB MET JO S|00YDS Jo4 lIpai) ON
1ayeq 10 0.

0} Jusjeainba s1 apeJb sy ‘sajenpesb Jo4 Jenaq Jo
0. 0} juajeainba si apesb siy 'sejenpeibiepun Jo4
'asJn0o e Jo uone|dwod |njsseoans suesw apeif
SIU] ‘BUIDIPAJY PUE MET JO S|O0YDS JO4 PaID

(aumnipayy ueyy Jauo) Auojoesnesun
(aumipay ueyy sayjo) Auojoejsnes

ayadwoou|

Buiie4 maipuip

paje

passed

:sjuiod ape.b ansooe jou

00 Bujied maipyiim
00 Aiojoegsnesun
0'b Aiojoejsijes mo
0z Kiopoeysnes
0¢ Aiopeysies ybiH
0y Jouadng

00 0o
20
0l ol

St £l

N-IUISURIYNPE N JELS)
1€ 8)ISUAaM N0 UO B|qe|ieAe S| (L6} Jowwns yBnoiyy
a|eas Bujpesb ay) "a|eas g'¢ e uo paseq aiam L6} lied o) Joud
Aysiaajun sesuey je uaxe) sasinod Joj sabesane jujod apesn

oM

M

dM

ds

dN
aN

dl
d

J1490]
E|

sapet A0

ON

- 1o)

Buipeso ONRID

n
S

Buipess njs

‘Juawnoop siyj uo sieadde 1yl vdo
Aue jo uonenojed ay) ul papnpur | ON 8.e sapesb Bumojjo) auyy

M
d
d

sjuapns asay]
*L10Z 1184 Jeye Jo uo weuboud ay) uebaq oym syuapnys Joj (Aluo
Qaw) audipay J0 [100yag 8y) AQ PaIayo SasIN02 Joj B|BIS BpeID)

EL)
undon
$1
vsios
SH

ns

11102 I1e4 0} Joud wesbBosd ay) uebaq oym sjuapnis 1o} (Ajuo
Q) auIpay Jo [00YdS ay) Aq Paleyo SBSsIN0D 10 8|BIS BPEIS

E]
-a
a
+a

0e 0e o]

S¢ X4 +0

Le -4

o€ [ g

g'e e +8

Lt v

oy oy v

z 8|eag } 8jeos apein

MET JO |00Y2S Z 8|eag
(sjooyos ||e Aq pasn

jou uondo -/4+) BuLIpay pue me 1deoxa S|00YDS |1V i} 9|EDS
:Mojaq pajesipul ate 9|eas Bujpesb pue sapein

‘paUIqWOoD
8q pPINOY PAWIEa SINOY MY PUB P3LLEa SINOY JBJSUBL) 8y} 'sInoy
|e10} pue uoenpelb sof ApqiBye Jo) S1N0OY pauses sAnenNWND

8Y) Ul SINOY JBJSURI) PALIED 8PNJOUI JOU SBOP Sesuey Jo Aisiaaun
ay] :ajoN “Apnis jo wesbosd elenpesBiapun ayy piemo) sinoy

ay) unod o} pejuelb usaq Jou sey uopdasxs pue Juapns ajenpesd
e Aq uaye) asinao [aaa| ajenpeibiapun ue sem asined (4) ‘vdo
N3 I[B48A0 B} 108}4E JOU SBOP Bi0jaIal) pue uonesnp3 Bunuguo)
sesuey| Jo Aysianiun ybnouy) uaxe) sem asino) (g) ‘aaiBsp auy
piemoj} 8sinoa auyj Juneo o uanib usaq jou sey uondsoxs |eads
pue pajeadas sem asino) (z) ‘sesuey Jo Ausiaaiun auy) 1e aaibsp
B JOJ Pasn 8 0] Jou 8Je INg PauIEa aJem SINoY ay) pue payajdwod
sem asunod ay| uepns Bunyaas aaubap-uou e se uaxe)

sem asinog (1) :suonenyis Buimoljo) ay) Jo 8uO 0} anp SI )1 ‘ULWINOD
SIY} Ul 012 S)08|)81 PJ0Dal Juapnis e j| ‘eaibap e spIemo) paules
SIN0Y 0] 5J8J8J UWN|0D SINOY pauJea ay] :SINOH pauseg

"SI0UOY YONS 8A1298J ABLU SSBID 8U) JO 9() UBY) SIOW ON ‘|00YIS
Jo 86a)j09 s Juspnis 8y} Aq uonenpelb jo swp ay) 18 papieme
$J0UOY 9NSB|0YDS 8l uogounsig 1saybiy pue uogounsiqg

[LET]

Sjduasuenynpa Ny Je1jsibal) 'YdS 8y} PJEMO] Junod JOU (|IM 8SIN0d
1511 8y} ‘sjuawaunbas Aoijod 198w pue ‘Jeye pue LO0Z (B uexel
8IOM S8SIN0D J| YO 8UY) PJEMO] JUNOD SBSIN0D L10q ‘L O0Z Iled

0] Joud uaye) aiam sesinod pajeadas aul j :s8sino) pajeaday

“IPaJ0 JUBpISa) PIEMO] JUNOD JOU Op SIPaId 158
‘wexa fousnyosd e Buney Aq 8sinoo uaalb e Jo Jno Js8) 0] Sesooyd
JUSPN|S B UBYM PAPIEME BIE S)IPaJD 1S3 :SHpal) ise)

1duosuen

sesuey| Jo ASIBAILN (B0 BY) o Jeadde Jou [|m SuonN}Sul
1810 woyy sapelb pue ‘Yo 'Sasineo 's18)salas “suoinysul
1810 woyj pajdacoe sinoy Ajuo Joajal [im sjduosues sesuey

Jo Ausieaiun “sajsawas sauapisal-ul jsiy ayy Buunp pejosyss

aq ||l It ‘sesuey| jo Aussaaiun ay) e Ajue o} soud pejadwiod sem
SI0M JBjSUBS BUJ J| “181SALLBS BANDBYE JSIY BU) JO SINOY pauIes,
BY] 0} pappe a./e SINoyY J1paJd Jajsuel] HIOM Jojsuel)

‘ueid auy) jo Apnis pajenuacuod
e siuejd gns e pue ‘Jolew e o} jusjeainba siuepd ¥

A@y-jauasued]
7ipe Ty JEgjsibal je 8)isqem Ino uo pajsl| ese sweibold ‘eaibap
e Buinsind si Juapms ayj ya1ym ui |0oyas ay) s1 wesboad

BY-JdLOSUEL}/Npa Ny JE5jsi
1B punoj 8q ued isi| weiboud ajaidwon v "yiomasinod

1O |2A8]| PUB SNIEJS DIWBPEIE SUBPNIS 8Y) JO SISEq 8y} uo paubisse
S| pue papieme 11paio jo adA) ay) sejeubisap Jeaie) Juepnis

*J9aJed Juapms payads

auyy 0y Buipioooe pajuaiubas ase 1duasuel) JRI2IYO Sy} U0 Pa)oa|al
SYd9 ‘joasay) uawbas Aue 10) JO PJOJAI DIWBPEDE AUA UB

Joj paindwoo aq Aew vd9 au) jey) sajels Aonjod ajwepeoy m..wwp_mx
Jo Ayssaniun ‘paidwaye sinoy Jo Jaquinu ay Aq pausea sjuiod
apesf jo saquinu ay Buipiaip Ag pauielgo juanoenb ay) s1ydo 8yl
(v¥d9) abeiany julod apern

dn pue sinoy (g Jolueg

sinoy g-9 Joiunp:

s1noy §6-0g asowoydos

SINOY 6Z-0 UBWYSaI

+ isunoy Aq paulyep se SjoAaT Juapms

-z deig pue | deis 3Sn uo 8109s Buissed e apnjoul sjuapnis
9uIDIPa JO |00YIS J0j Sjuswasinbey eaibaq :ITNSN

‘yybua) uj Aiea suoisses

JBWWNg ‘swexa euy Bujpnjoul ‘UoHoNASU JO SY8am g| 1Sea)

|e SUIBJUOD JB)SaWAS PIEPUB)S Y "Wa)SAS Jajsaluss ay) uo paseq
S| JEPUB|ED SESUBY JO AJISISAIUN BUJ :JBPUdED JWapedy

‘papuawe se 'p/61

1010y AoeALg pue siyBry jeuoneanp3 Ajwed sy} yim aouBpIoIDe
Ul JUSPNIS BY} JO JUBSUOD UBRUM BY) Jnoym Aued pay e

0] paseajol 8Q JOULED JUBWNIOP SIY| UONBLLIOJU| JO aSEa|ey

“Jensibay syl jo 20W0

‘18)uay) [eoIpayy SESUBY JO AysieAlun 8y} pue sensibay Ayisisaun

auy} jo oy auy Aq panssi pue peonpoid aie sjdussues) Jiwepede

|e1oijo sesuey Jo Ajisianiun :siduosuel] olwapeay jo Buinss)

"S|9AB] |BI0J00P PUE [BUOISSaJ0d

‘J81seW ‘B)eaIne|B20eq ay) e uonnsul bunueib-aaibop

e se sjooyog Aiepuodag pue s8bisljo) Jo UONBIDOSSY [BAUSD ULON
ay) Aq payipaioe S| sesuey jo A}ISIBAIUN BY] UORE}PAIIDY

8401-886 (€16)

09199 Sy ‘A0 sesuey

620¥ OIS e

"paIg moquiey LOBE

J31ua]) [BaIpa - Sesuey Jo Ajsianun

£Zri-798 (582)

9/67-G9099 SH ‘8ousime]

1981G BMO] Z0G L '181uaD) JONSIA Y
sndwe? 1SapA 9 SPIEemMp3 ‘ulepy
2ouaimeT - sesuey Jo Aisisaun
suone2o sndwen

SQYO0I3Y JIW3AVIV 40 LdIMISNVHL OL A3X

£2bb-v98 (S82)
9/5£-57099 SH ‘@udme

133135 BMO| ZOST “131Ua) J0USIA NN
1ensiday Ajsianiun ays jo 3o

sesuey jo AjisIaAalun aylL




 "paunbai | jees pasies

AAINOTH LON”

anscript face on a light blue background

>
g
8
=
)
=
o
%
£
g
8
=t

SusIp uUewyal yiny ;aweN sesuey o Aysiaaiun
PA023Y JIWBPEIY NH [BIOIHO

£ )0 g abed




‘lewou o) uinyal Ajenpeib uay) ‘ape)
[11M 31 ‘Uo payjealq Jo paqqgnd usaym
*Mul olwoJyoowlay) ul pajuld si
iduosue)y jeuibuo ue uo aienbs eyl

LIOT/9T/ L0 pastasy
pajuud sem %o0)S S BoulS SaBUBLD J0/pUE UONBWLOJUI [BUONIPPE JO)
T TaUaS e npa T 1 18 Jaxoeq 1dudsuel] [enpia IO 8ag

“suonoues ieuidiosip Juapnys o) peaj

s0/pue Auoja) B anisuoa Aew joassy) Adod Aue 10 piodas SI) JO LOREDIPOW

10 uonesaye Auy “sesuey jo Ajisianun auy) Aq [eoyo pasapisucd jou aue saded
ureyd uo sado) “EZrH-+98-56. Buied Ag paureigo aq uea uoneaquaLIne Jayuny

"uodn payieas o 1abuljalo) pue Quny syl usamiaq pagan

UBYM LUMBJ UBL) BPE] [M MOJB] X0] PaI0jd Yuxd BYI—HU| JMUOIDOULBY |
WaWn3op Yy ssoe Auauivosd

sieadde gI0A. Piom 8y} pauueds o paidooojoyd y—ydeBoued QI0A
‘M8 0} Jy6Y € 0] JUBINDOP PIOU—YBULSIEA BNJL

paidos

usyMm saul payop se siesdde Jswnosop ay) uo adk) ews—Bunuudosiy
Wby 19omenn Japun ajqisia ase Jaded sy Ul SIBQY—SIBqI4 BIQISIAU|
‘Jdwaye voneiajie ue ajedpul

Auew Juawnoop Sy U0 UOBIOOISIP 10 SulelS—iaded aAISUaS [eaIuayD
‘papnpur are sainjea; Kjajes Bumoio) ayy

juud jlews

Asan ur_sesuey jo Aysiaaun ay . spiom ay) pue ‘oBoj Ny 8Y) j0 eULB|EM
pajuud e suejuod (duasues) sy jo 80B) 8y “adej anjq Wb e pue Japioq eng
e sey jduosuel sy “seded Ajunoas uo pajuud ase sydudsues) pajuud onuayiny
Appuayny wiyueg oy

‘Bojejes ajeudordde aas 'gz6L ||B4 03 Joud,,
By-JduasSuenyNPa Ny Jessibad Je sjisqam Jno
ue 8|qejieAe SI €261 |24 0 ,.6Z61 lIe4 ‘wajsAg Buuaquiny 8sino)

wayshg Bupequny asino)

“Apnis sieainejeaoeg-jsod jo Jeal-jsiy

8y) puokaq sjuapnys Joj Ajuewud paubisap sesino) 666-006
'SJUSpN]s ajeaine|eadeq

-1sed seak-jsuy Joj Ajuewud paubisap sasino) 668-008
‘ipaio sjenpesbiapun Joj sajenpesbiapun
0] osje uadQ ‘suapN}s ajeaine|easeq

-1sod seak y51y 40 Ajuewud paubisap sasino) 66£-00L
‘upalo ajeainejeadeq-isod 10y uaye) aq osje Aepy

‘si01uas pue siojunf Joj A|uewud paufiisep sasino) 669-008

S88IN0D JOIUBG IoIUNp 66t-00€

$85IN02 8I0WOYdOS/UBLLYSaI 662-00L

¥ -aai6ap Aue piemo) ajqesidde Jou sasinon 66-1

- :sesuey jo Aiissaniun syl 18 pl61
Buudg souis pasn wajsAs Buusquinu asinoa ay) s1 umoo) ay L

waysAg Bupaquiny asino)

apeib jo uopoajoo Buniemy 9M
(premuo gooz
Ile< wolj pue 900z [1e4 01 Joud pasn) Mapulimg M
(8002 JoWWINg-900Z I12d pasn) Bulliey maipuiim M
(8002 Jowwing-900z I1ed pasn) Buissed maspuiip dm
sjusjeainba
pancidde 118y} Jo sINOY SISALY) pUe UOEUaSSIP
Joj) apeib leuypuue)ul by ;ssaiboid Aiojoejsnes ds
sjuajeainba panoidde Jiay) Jo sinoy sisauy)
pue uonepsssip Joj apesh wusjul uy :sseibosd oN dN
pajen|eAs aq c} | ON Homasinoy anN
sjuajeainba paaozdde ey Jo sinoy sisay) pue
uopnepessip 10} epeib wusjul uy ssaibold peyiur] d1
2J0W 40 S18)58LWBS oM} Buuinbal }10mesinod
10} apesb wuaul uy :ssasboid Ai0)oe)SIES d
1uspn}s au) Jo ped ay) uo yiom 818jdwosy| 2140
(Ajug Aoeuueyd) Jua)eox3 3
sapel9 Jayi0
's§8|
10 -0, 0} juajeainba si apeub siy) ‘sajenpesh jo4
'$58] 40 ,+(, 01 uajeanba s) apesb s\ ‘sejenpesb
Japun Jo4 dwaye [njssaoansun ue sjoaljas apesb
SIY) "BUIDIPAN PUB MET JO S|00YIS 104 JIPaID ON ON
"Jaleq 1o 0.
o) Juajeainba s) apesb siy ‘sejenpesb Jo4 Jepeq Jo
~0. 0] waeainba s apesb sy 'sajenpesbiapun Jo4
'35JN00 € JO uopeidwoa |Njssadans suesw apeid
SIY} "BUDIPSY PUB MET JO S|00YIS JO4 IPID ¥o
Buipeso OND
(aunipapy uey) sayjo) Aiojoejsnesun n
(suripayy uew Jayjo) Aioyoejsies g
Bupeis n/s

Juswnoop siy) uo sieadde j1eul vdo
Aue Jo uonenajeo auyy ui papnjaul | ON aJe sapesb Bumoyjo ay )

8)-1duIsue/npa Ny Jeljsi
18 8}iS(am Ino uo ajqe|ieAe s| 026} 1awwns ybnoayy
a|eas Bujpesb sy "sjeas g'g e uoc paseq a1em 0.6} 1ed 0} Jopd
Aysiaaiun sesuey je uaye) sasinod Joj sabesaae Julod apeig

ay8|dwoouy| 1
Buiiey maipuyim M
pajieq E|

passed d

:sjuiod apeib anuaoe Jou | sjuapnis asay
*LL0Z I1e4 Jeye 0 uo weibosd ayy uebaq oum sjuapnys 104 (Auo
QaW) 8uIPap 40 [00Y2S 8 AQ PaIBY0 SASINCD JOj BEIS BPEID)

00 Buiie4 maipuim M
00 _‘Ce—umvmzmmc__._ union
0k Aiojeysies mo7 s1
0z Kiopoejsnes vsios
o€ Aiopoeysies ubiH SH
oy Jouadng ns

12102 I1e4 oy Joud weiboud ay) ueBaq oym syuepns 1o (Ajuo
QW) eu|pay Jo [00yag BY) AQ Palayo SASIN0D IO} B|BIS BpeIS)

00 00 El

L0 -a
oL 0l a
S'L £l +a

Ll 0

0e oe ]

§¢ £¢ +J

Le -8

ot oe g

gt £e +8

LE v

oy oy v

Z 0|eag | 8jeag apein

MET JO |00YDS 1Z 8|eaS

(sjooyos Jje Aq pasn

10U uondo -/+) 8UIDIPBY PUB MET 180X S|00YOS (1Y | 9|BRS
:mojaq pajeatpul aJe ajeas Bujpesb pue sapesn

‘pauIquIoD
28 pinod pauses SINOY Ny PUe Pauea SIN0Y Jajsuel) ay) 'sinoy
|e10) pue uopenpesb soy Ayjiqibije Joj sinoy pauses aane|nwnd

8U) Ul SINOY JBJSUBJ) PALILa BPNJIUI JOU S0P SESUBY JO AlISIaaun
ay] :ajoN ‘Apnis jo weiBoid eyenpeisBiapun auy psemo) sinoy

8y} junod o) pajuelb uaaq jou sey uondacxa pue Juspns sjenpesd
e AqQ uaye) asinod |aAs| ajenpesbiapun ue sem e8sinod (§) ‘Ydo
N l[eJ0A0 BY) 1084E 10U SBOP BI0j0I8Y) pue uoneanp3 Buinuguo)
sesuey Jo Aysseaun ybnouyy uaxe) sem asine) (g) ‘aaibap auy
PIEMO) 8SIN02 B} Junod 0} uaalb uasq Jou sey uondeoxa |eads
pue pajeadas sem 8sinoD (g) ‘sesuey Jo Aysianun ay) je aaibisp
B JO) Pasn aq 0} JOu aJE JNq PauUIEa aJam SIN0Y 8y} pue pajajdwod
sem 8sinod ay) yuspnys Bunjeas ealbap-uou e se uaye}

sem asunog (1) :suonenys Bumojjoj ay) jo U0 0} anp SI 1 ‘Uwnjod
S|} Ul 0182 S}28[ja1 P10081 Juspnis e j| ‘eaibap e spiemo) paules
SINOY 0} S18J8J UWN|OD SINOY PAUJEd 3] !SINOH pawie]

*$J0UOY YONS 8A108 ABW SSBJD 8U) JO %0 | UBY) BI0W ON '|00Y2S
Jo abayjoo s juspmis ay) Aq uonenpeub Jo Bwy sy e papieme
SI0UOY D115B|0YIS B8 uoRounsIq 1sayBiY pue uopaunsIg

ey
1) “YdO 8Y} pJemO) JUN0D JOU [|iM 8SIN0d

Jauasuesnpa iy Je1jsy
1541y 8y} ‘sjuawalinbaz Aaijod 198w pue ‘iaye pue L0z (e uaxe)
BJ1aM SBSIN0D §| "YdO BY) PIBMO] JUNOD SBSINDD Yloq ‘L 00Z IIed

0} Joud usxe) a1am Sasinod pajeadal ay) J| :sesino) pajeaday

“IP8Jd JUBPISI PIEMO) JUNCD 10U Op S)IPaId 1S8)
‘wexa Aaueioyoud e Bupyes Ag @sinod uanib e jo Jno 1s8) 0] Sasooyd
JUBPNIS B USYM PIPIEME BIR S}IPAID IS8 1S)PaID 188 )

“iduasuen

SeSuBy Jo AjIsIaAiun [BIoL0 ay) uo Jeadde Jou ||m SuoRnyiSuL
1810 woyj sapesb pue ‘yYdo ‘sasinod ‘sialsewas 'suonnysul
Jay)o woyy pajdaoae sinay Ajuo joajes (iim siduosues) Sesuey

jo Aussaalun ‘Jejsaluas souapises-ul isuy ey Buunp pajosyes

aq |m 1 ‘sesuey jo Ayisiaaun eyl je Anue o} Joud paje|dwod sem
HIOM J8JSUBL) BY) J| "J2)1SWAS BANDSYS JSJY BU) JO SINOY PaUIES,
81} 0] pappe aJe SINoyY 11pald JajSuel] JOM Jajsuel]

'ueyd ay) Jo Apris pajenuaoud
e siuejd gns e pue ‘Jolew e 0} jusjeainba sjued v

ABy-auosuEl]
Jpa Ty Jeqjsibal je ejisqem Ino uo pajsi| ase sweiboid "eaibep
e Buinsind s1 juapnis ay} yoiym ut jooyos ay) si wesbosd y

BY-JdUoSUEl}npe Ny Jedjsi
18 puncy 8q ued isi| weibosd e)ajdwod v "HoMasINoa

O [9AB] PUB SNJEJS DILUBPEIE SIUSPNIS 8Y) O SISeq ay) uo paubisse
S| pue papJeme 11paso jo adA) ay) sejeubisap Jealse) Juspms

“JaaJed Juapns paynads

ay) 0 Buipioooe pajuswbas ase Jduosuesy [2ID1JO S} UO pajosyjal
S,¥d9 ‘Joalay Juswbas Aue Joj Jo pI0JaI DIBPEIE aUS U.

Joj paindwoa aq Aew ydo 8y} 1By} saers Adlod olwapeay Sesuey|
40 Ausianun ‘perdwene sinoy jo Jequinu ay) Aq paulea sjuiod
apeyb jo Jaquinu ayy Bupiap Aq pauiejqo Juanonb auy) st ydo 8yl
(vdo) abeiany jujod apeso

dn pue sinoy Qg Jolueg

sinoy §8-09 Jolunp

sinoy g5-0¢ asowoydosg

SINOY fZ-0 UBWysal

:sinoy Aq pauyep se sjana Juapnig

-z deig pue | days 3IWSN uo 8i0as Buissed e apnpul Sjuspmis
BUIDIPSI JO |00YIS 10} SJuswalinbay 98168 :ITWSN

‘yibua| ul Auea suoissas

JBWWING ‘swexa [euy Buipnjous ‘uononisu| JO SYaam g| 1Ses|

J SuI|UDD J3JSaLUaS PJBPUB)S Y "LUBISAS J8)saluas auy) uo paseq
S| IEPUB|ED SBSURY 0 A)ISIBAIUN 3U] :Jepudjed JJWIpeIY

‘Pepuswe se ‘p/6}

10 10y Aoeaud pue sjuby |euoneonp3 AjieS 8y} YiM SOUBPICIIE
Ul JUBPMIS BU} JO JUBSLOD UBKUM 8L Inoym Aued pay e

0] Pasea|as 84 JOUURD JUBWNJOP SIU] :UONBULIOU] JO aSeajay

Jensibay auy) Jo 820
‘19)ua7) [eoIpap Sesuey jo Ausiaaiun ayy pue Jensibay Aysiaaun
ay jo 80w ay) Aq panssi pue paonpoid ase syduosues olwapede
[B10140 SesueY jo AlsiaAlun sjduosues) olwapedy jo Buinss|

'S|2A?] |BIOJI0P PUE [BuOISSaj0id

‘Ja)Sew ‘ajeaine|eaoeq ay) je uognyysul Bunuelb-saibap

e se sjooyog Aepuodag pue sabajjoD jo uonenossy [eQuad YLoN
ay) Aq pajipaidoe s| sesuey| Jo A)ISIaAlun By ‘uoneypalddy

8701-886 (£16)

09199 SH ‘AuD sesuey

6207 dois 11BN

"pNIg MOquUIRY |OBE

18JUs] |BJIPay - SesuBYy Jo Bﬁm_m;_zj

£2yi-¥98 (582)

9/52-G¥099 S) ‘souaime’]

1824S BMO| Z0G| '18JUBD JOUSIA NH
sndwe) 1S9 § Spiemp3 ‘uiepy
8oUBIMET - Sesue) Jo Aiisiaaun
:suoneoso sndwe)

SQY0I3Y JIN3AVIV 4O 1dIYISNVYEL OL A3

£2bv-v98 (S8L)
9£5£-57099 SH ‘usime]

193115 BMO| ZOST “123Ua) JOUSIA NH
1ensiday Aysianiun ayi jo adWO

sesue)| Jo Ajisianlun ayL




YHASH

810 €4 1

(s,

a light blue background

e)oeIqy

£
]
nﬁ“

Q
£
=
3
8

ued} a)iym pu

S

SUBIp UBLIYST YNy FEITE Y SESURY 4O AJSIBAIUN
P10338Y J1WLapedy N [BI0IHO




‘[ewsou o} uimal Alenpesb uay) ‘ape;
[IIM 31 ‘uo payiealq Jo pagqnt Usym
‘yul olwosyosowsay) ul pajund st
yduosueyy jeuibuo ue uo aienbs ay|

9T/ L0 (pastaay
‘pajuud Seam %2018 SIY) 8UIS SBBUBYD JO/PUE LONEILOJUI [EUOIPPE SO
i1 B Jay0eq |dUIsuBs BnpiA IND BaS

N IdLDSUBIMPa Y JejS]

‘suopoues Aieuydiosip Juapnis of pes;

Jo/pue Auojay e einysuco ew joasay) Adoa Aue Jo piodal siy) O LOREIYIPOL

J0 uonesaye Auy sesuey jo Alisianun ay) Aq [e1o1o pasapisucd Jou ase Jaded
uied uo seido) "ezyb-+98-G82 Bunen Ag pauieiqo aq uea uoneanuayine Jaypny

‘uodn payeasq o sabuyalo) pue quiny) ay) usamlag paqqru

USUM LINTRJ USL) SP.} (M MDj3q X0 Pa10j02 Yuid aUI—3u| SUU0ILOOWAY |
‘Juawnaop ey ssoe Ajusuiwosd

sieadde QIO PiOM 81 pauueas o padooojoud j—ydesSojued QIOA
"MaIA 0] 1y 8 0} jUBWNOOP PIOY—YIBULBIEA BNIL

paxdon

Uy 58U payiop se sieadde juawnoop ay) uo sdA) jews—Bunuudasoy
b 13/0MBIN s3pUN SiqIsta ase saded By) Ul SIBqY—SIBqI] BIQISIAU)
‘Jdweye uonessye e Bjedpul

D 0 SUjEY! deg S [Boway)
papnpul ase sanjea) Aajes Buwmono) ayy

AUBW JUBWNDOP Sil) U0 U

wud ews

Asaa ui sesuey jo Aysieain ay . spiom ay) pue ‘0Bo| N Bu1 JO Yeuuajem
pajuud e suiejuos 1dudsues ay) jo adej ey “aoe) ang 16y e pue sapiog anq
e sey jduasuen ayy “saded Aunsas uo pajuud ae s)duosuen pajuud onuayiny
ApRuaying uuyuo) oy

‘Bojejes ajeudosdde aas ‘gz6L B4 01 20Ud,,
By-Jd0osuelynpa ny Jeljsibal Je a)1sqam Jno

uo a|qejieAe S1 £/61 (1B 0} ,.6Z6} |1e4 wajshg Buuequiny asinoy
wayshg Buyaquny asinon

‘Apnis sjeainejeooeqg-jsod jo Jeak-isiy

8y) puokaq sjuspms Joj Ajuewud paubisap sasino) 666-006
'sjuapn|s ajealne|easeq

-1sod Jeak-)siy 10y Ajuewud paubisap sesino) 668-008
‘Npaso sjenpeibiapun 10 sajenpesbiapun
0} osje uadQ) ‘sjuepn)s ajeaine|easeq

-1s0d Jeak 151y J0j Ajuewud paubisap sasinoy 662-002
‘Jpaid sjeaine|eadeg-jsod Joj uaxe) aq os(e Aepy

‘sioiuas pue sioiunf soy Ajuewud paufiisep sasino) 669-005

S8sIN0d Jouagounp 661-00€

$85IN02 aJowoydog/uewysal 662-001

L ‘gaibap Aue piemo) sjqeaidde jou sasinon 66°1

— ‘sesuey Jo Ausisaun ayL e p61

Buudg aauis pasn wajsAs Buuaquinu asinod ay) st Bumolop ay g
wayshs Bupaquiny asino)

apeib jo uanos||0o Buniemy

(pJemuo go0z

I1ed WwoJj pue 900z Iled 01 Joud pasn) MaIpylim
(8002 Jowwng-900Z I184 pasn) Bulie; maipuim
(800Z 48wwns-g00z lIe4 pasn) Buissed maipyyum
sjusjeainba

pancidde Jiay) 10 SInoy SISBY) PuE ucnepassip

40y apesb jeuywusiul uy :ssaiboid Aojpejsies
sjuajeainba paaoidde Jiay) Jo SINOY SiSau}

pue uoneusssip Joj apelb wusju uy :ssaiboid oN
pajenjeaa aq o] | ON M}OMasINoy

sjuajeainba paaoidde s1ay) 1o SInoy Sisaly) pue
uoneuassip Joy epesb wusiul uy ssaiboid paywi
aJow Jo sig)sawas om) Buuinbas yiomasined

10y apeub wusjul uy :ssaiboid A10)oeisies
Juapms ayj jo 1ed ayy uo yiom ajedwosu|
(Ajug Aoewieyd) us|@ox3

'$59)
10 -0, o) |uajeainba si apesb siy) ‘sejenpesb o4
's$8| Jo .+, 0} Jusjeainbe s| apeJb sy ‘sajenpeit
Japun o4 ‘Jdwa)je [nysseaansun ue sjoa|jal apeil
SIU} 'BUIZIPBY PUB MET JO S|00YDS 104 JIpalD) ON
‘Japeq o 0,

o0} jusjeainbs si spesb sy ‘seenpesb Jo4 Jsneq Jo
0. 0)jusjeninba s) apeib siy) ‘sajenpesbiapun Jo4
'88IN0 e Jo uone|dwod |njssaoons suesl speld
SIU} 'BUIP3 PUB MET JO S|0CYDS JOS UPRID

(aumipayy uey) Jayjo) Aojoejsnesun
(suiipapy uew sayje) liooejsies

8j8jdwoouj

Buijie4 maipuym

pajied

passed

:sjuied apeub anaoe jou

00 Buiiey maipyia
00 fiojoejsnesun
ol Kiojoejsnes mo
02 Aopejsies
o€ Kiopejsies ybiH
0t Jousdng

00 00

L0
0L ol
St £l

oM

EL)

dM

ds

dN
aN

dl
d

el EL |
3

sapess JIYI0

ON

-]

Bupeso ONMO

n
S

Buipein /s

Juawnoop Sy uo sieadde j1eW ydo
Aue Jo uonenojea ayy ul papnjaul | ON 2.e sapelb Buimoyjoy ay |

BY-JdUISUBIYNPE 1y Jes)SIbal
1B 8}ISQaM INO UO ajgejieAR S1 0£6) Jowwns yBnolyy
ajeas Bujpesb ay | "8jeas ¢'¢ e uo paseq alem 0.6} Jied 0} Joud
KAjisianiun sesuey Je uayej sasinoo Joj sabesaae juiod apein

1
am
4

d

sjuapn|s asayL
“L1L0Z I1B4 19ye 1o uo weiboid ay) uebaq oym syuapnys 1oj (Aluo
W) BuIDIPa JO |00YDS Bul AQ PaIaYO S8SIN0D JOj BJEDS BPRID

ElL)
unJon
s1
vsios
SH
ns

12102 1184 0) Joud wesbosd ay) uebag oum sjuapn)s Joj (Ajuo
QW) Buiaipajy JO [00Y3aS By} AQ PaIBYO SASIN0D IO} BBIS BPEID)

4
-a
a
+Q

0e oz o}

se £z +J

L2 -4

o€ oe g

St £E +8

Le v

oy oy v

Z 9jeag } 8jeag apesg

MET JO J00Y2S :Z Bjeag
(sjooyos e Aq pasn

10u uopdo -/+) BUlDIPB PUE MET 1030X8 S|00YDS ||V 1} 8[E2S
:molaq pajesjpu; ase ajeos Bujpesb pue sapeig

‘pauiquwed
84 piNo2 PaLLUES SINOY () PUE PBLIBS SINCY JajSuBl) 8y} 'sinoy
{210} pue uonenpeib oy Aypqibia Joy SINoyY pauses aAeNWND

BY} Ul SINOY JBJSULJ) PBLLIRa APN|OUl JoU S30P SESuBY Jo Alsiaalun
ay] :@joN ‘Apms jo weiboid ajenpesbiapun ay) premo) sinoy

3y} Junod 0} pajuell usaq jou sey uondaoxs pue Juspns sjenpesd
e Aq uaye) asin0d (9A8] ajenpelbiapun ue sem 8sin0d) (¢) 'vdo
N 1118A0 BU) 1084 J0U S0P B10§IaY) pue uoneanps Bunuguon
sesuey Jo Aysisaun yBnouyy uaxe) sem asinoy (g) ‘saibap sy
pJema) 8s51nod ey} Junoo o} uaalfl usaq jou sey uondsoxa |eads
pue pajeadas sem asinod (z) ‘sesuey| jo Ausisaun ay je aaibsp
E J0} Pasn aq 0} Jou 8JE INQ PauIEa aJam SINOoY 8y} pue paia|dwod
Sem 85Jn02 auy) Juapnis Bupeas aaibap-uou e se uaye)

sem asinog (1) :suonenys Buimojjo) ays jo suo 0) anp s1 1 ‘UWNJOD
SIY} Ul 012 S}9aYd] PI02AI JUBPN)S € J| "ea1Bap e spiemo) pauses
SINOY 0] S18}8J UWIN|0D SINOY PBUIEs 8Y] :SINOH pauley

'SIOUOY YINS 8A1808) ABL SSE|D BY) JO %0 UBY) 8J0W ON '|00Yos
Jo 8Ba|j00 s juapnis ey} Aq uonenpelB jo awy ay) Je papieme
SJ0UOY D1)SE[OYIS BJE uopaups|g 1seybiH pue uonougsig

a5

JaussueIyNpa My 1ed]51081) “Yd9 8yl PJEMO] JUNOD JOU [[M 85IN0D
15113 ayy ‘sjuawannbai Aonjod j@aw pue ‘aye pue L0z [1ed uae)
B19M SBSIN0D J| YD BY} PIEMO] JUNCD $3SIN0D Ylaq ‘LO0Z l1ed

0} Joud uaye) alam sasinoo pejeadal ay) §| :sasino) pajeaday

"Jipa12 JuspISal PIEMO] JUNOD JOU Op S}PaId 1S3
‘wexa Aouaryoud e Bupie) Aq 8s1nod uanlb e Jo 1no 1sa] 0} S8s00YD
JUBPNIS B UBYM POIPIEME B3I S)IPaID 1S8] 1S)IPa1D ISaL

“1duosuen
sesuey jo Asiaaun [eiyo ay) uo Jeadde jou ||Im SuoNiSUl
180 woyy sapelb pue 'ydo 'sesinod 's191salag suonnyisul
Jayjo woyy paydasae sinay Ajuo 1oayal s syduosuel) Sesuey

10 RjIsIaAlun 18)saLas asuap|sal-u) 1Sl sy Buunp pajaayal

8q ||m )t ‘sesuey jo Aysiaaiun ayy je Aqua o} Joud paje|diod sem
HIOM JajSUBI) BU) J| '191SAWAS BANDSYA JSI1 BU) JO SINoY paules,
8U) 0} PAPPE BJB SINOY JIPBID JBJSUBI] HIOM Jajsuel]

‘ueyd ayj Jo Apnis pajesuaouco
e s ueyd gns e pue ‘Jolew e o} Judjeainba siued ¥

Aayjauosues]
Jipe ny Jensibal e aysqam Jno uo pejsi| ale sweiboid “aaibap
e Buinsind s1juapnis syl yoiym ui jooyss auy s) weibosd vy

BY-J0UDSUE])Npa Ny JEJ]ST
1e pungj aq ued Jsi| wesboud sje1dwod v yiomasinod

4O [8AB] pUB SME]S JIWAPEIL S JUBPNS au) JO Siseq ay) uo paubisse
S| pue papseme }1paJd jo adA) ay) sejeubisep Jeaie) Juspnig

'188.80 JUapnis payoads

ay) 0} Guipioooe pajuswbas aie Jduosues) |BIDIHO SIY) LO pajoayal
S¥d9 ‘joasay) juawbas AUe 1oy JO pI0DBI DIWSPEDE BIUS UB

Joj paindwod aq AeW ydo ay) jey) seless Aoijod olwepeoy sesuey
40 Ayisianiun “pejdwaye sinoy Jo saquwnu ayy Aq pawes sjuiod
apesb jo sequnu ay) Buipiaip Aq pauleiqo jusponb ayy si Y49 eyl
(vd9) abeiany uiod apei

dn pue sinoy g Jojuss

sinoy 6g-09 Jounr

sinoy 65-0¢ asowoydog

SINoY BZ-0 uswysal{

:sinoy Aq pauljep se sjoAaT Juspms

‘2 do1g pue | dajg 37WsSn uo asoas Buissed e apnjoul syjuapnis
auia1psp Jo |00Y9S J0j sjuswalinbay asibeq :3TIWSN

‘yibua) u AeA suoissas

JBWWING “Swexa [euly Buipnjou; ‘uononysul Jo syeam g| 15ea|

1E SUIBJUOD JBISALUDS PIEPUR)S i “WB)SAS Jojsawas ay) uo paseq
S1JEpuUsjeD Sesuey j0 A)ISIaAlun 8y epuaje) Jjwapeay

‘papuBLIE SE 'y /61

10 10y Aoenud pue siybry |euoneanps Ajiwed ey yim soueploode
Ul JUBPNYS B} JO JUBSUOD UBHILM BY) INoym Aued pay) e

0} PEseajas 8q JOUUED JUBLUNDOP SIU| :UOJBULIOJU] JO ASEA[OY

“1ensibay sy} Jo 80O
"18|ua [edipaly sesuey Jo Aussanun sy pue Jensibay Aysieaun
8y} Jo 8ayO 8y} Aq panssi pue paonpoud a1 sjduosuel) Jiwapese
[eI01j0 Sesuey| jo Alisiaaiun :sjduosuel] sjwapedy jo Buinss|

*S|@A8] [BJ0J20P pue [eucissajoid

‘1g1sew ‘9jeaine|eadeq ay) Je uonnnsul Bugueib-saibep

B SE §jooyag Aiepuodag pue sabie|jo) jo UDRBPOSSY [BAUBD YLON
3y} Aq payipaiooe si sesuey Jo AJISIBAIUM S1) :uone}Ipalody

8v01-886 (€16)

09199 SY 'AnD sesuey|

620¢ dois ey

‘PN MOQUIBY LOBE

18Jua)) [BOJPBY - SESUBY JO ANsIaniun

£2vi-v98 (582)

9/5£-G¥099 SH ‘BouBIMET]

19811S BMO] Z0G ) "18)UBQ JONSIA N)
sndwes) 1Sep § SPIemMpT ‘ulely
83UBIMET - SESUBY JO AlISiBAUN
‘suofeso sndwesn

SQY0O3Y JIW3AVIY 4O LdIYISNVYL OL A3X

£2vv-v98 (58¢4)
9£5£-51099 S) ‘@Iuaime

192115 BMO] ZOST “423ua)D J0USIA N
Jeays13ay Ajsiaaiun ays jo aWo

sesuey| jo Alisiaaiun ayL




| certify this to be a true and accurate copy of the original diploma awarded to Ruth Mary Lehman Wiens for the

Doctor of Medicine degree by The University of Kansas on May 14, 2017.

Marla J. Herron

o v

SJUA3Y[ JO pleog sesuey] ‘IeyD) Io[[@duey))

"UIIUAIS PUB puesnoly) omj ‘AejA Jo Aep juaalmoj
SI} Sesuey] Jo AJISIOATU[) S} JO [2IS AN} IOPUN UDAIF)
‘sapiiqisuodsal pue ‘sadaqiand ‘s)y3L s1 [[e Yim

ANIDIAIW 40 4O0.1LO00d

ANIDIAIW 40 TOOHOS

aY) Jo A3noey Ay} JO uUorepuUA0daI A1) uodn pue
sesuey] Jo 21e)§ Ay Jo sjuaday] Jo preog aip Jo Ajuoyine ay) Ag

Jo 22133ap oy
<
=
. BN Wi T A g
gt 8
x © =
0 = L
30 P uodn s1ajuod
ee G
SO 4
(]
L
-
<C
L
n

SRERE Y0 AYISISMEE 50D



N7t
pUGHL

s L1

odoau

VHESH
8102 €2 130

i}

CENENELS

pasojousz jdriosuel] [eidiyo

paasanbay adialag sSaUppy

09199 S A1) sesuey

PAIG MoqUIRY | O6E SO0 dOIS (1Bl
Jensiday 2yl Jo 3O

493U3D) [EdIpalY

SVSNVI

40 ALISHIAINN IHL




"“1__ ]

coy




UA

UNIFORM APPLICATION Postgraduate Training Verification (UA Form #3)
FOR PHYSICIAN
STATE LICENSURE Applicant: Complete this form as instructed in the left sidebar.

Program Director or Designated Official: Complete as instructed in the left sidebar.

Section 1: Applicant Information ‘

Last name: L@h man W (AR

Kt
Wy

Applicant:

This form is not
needed if you are
using FCVS for
credentials
verification.

Suffix:

First name:

Middle name:

Complete Section 1

and fill in your name
at the top of page 2.
Type or print legibly.

Name if different when diploma awarded:

Name of postgraduate training program: \/’\)(.\-)(9 L/ KV-‘CU'"II Ly
Date of birth: ﬁ?’ocial Security number*:

*The social security number is to be used for purposes of identification only and may not be used for any other reason.

/'/‘,( Ll I(Clk";L KCS(‘({_C.‘/’L( \/'

Send this form to the
current Program
Director of your
postgraduate training
program.

Waiver for Release of Information: | authorize the postgraduate training program listed above to provide
any and all information pertaining to my medical education at that institution to the Board listed below. |
request that the Program Director or a designated official complete Section 2 of this form and send it to the
Board listed below at the given address.

Copy this form for
multiple training
programs.

RECEIVED

0CT 15 2018

Board name: Kansas State Board of Healing Arts
800 SW Jackson, Lower Level — Suite A

Topeka, KS 66612 e

Mailing address:
City/State/Zip:

T2 — =
Applicant signature: -~ i Pl —"

-

KSBHA Date:

Dean or Designated Section 2: Postgraduate Training Verification

Official:

Please complete Institution name:

Section 2. Report
incomplete years
separately from those
that were completed
successfully. Report
each Internship,
Residency, and
Fellowship separately.

Institution address: %50 ). Tilside

Institution city / state or province / zip code: h \/ i‘( n fj o k ’&43 545

Affiliated medical school name:

o724
0 Medici ne—
Wichita

Institution / school name if different when the applicant attended:

Use one section per
specialty/subspecialty.
Provide a schedule of

rotations if the .

specialty/ subspecialty | Postgraduate year (e.g., 1,2,3, etc.): __| [ Internship /ZrResidency [T] Fellowship
lr;tating/transitional. [ Research  [] Chief Residency [] other:

Make copies and Specialty/Subspecialty: Famuu  Maditine

attach additional

pages if necessary. Attendance dates: From £ -~ |-~ 2017 o b-30-2D018

Send this form to the

Kansas State Board of
Healing Arts at the
address listed in
Section 1 with any
added documentation,
if applicable.

Program Director or Designated Official:
Send this form to the Kansas State Board of Healing Arts.

Successfully completed‘?/z/Yes [J No [] In progress with expected completion date of

*In each year of training, did the applicant demonstrate sufficient academic and clinical ability to qualify for advancement
without conditional or probationary status to the next year and next progressive level of responsibility in a designated
specialty program?

Accredited by: MCGME (] AoA ] LceME [Orsc [ crpPc
[J rcpPsc (] APPAP (] None of these

DO NOT SEND THIS FORM TO FCVS/FSMB.
® July 2014 Federation of State Medical Boards

Uniform Application for Physician State Licensure
Postgraduate Training Verification Form - Page 1 of 2



Applicant Name: IQLL;H! LQ,J’\I'\’W\CLH L[,’[I{’/I/\g

Postgraduate year (e.g., 1, 2, 3, etc.): _ 2 [ Internship ,Z{esidency ] Fellowship
(] Research  [] Chief Residency (] other:

Specialty/Subspecialty: amhj Y e OLI Une
Attendance dates: From 1+ - = 2 01X I to_p-30- Q,D{CI
Successfully completed*? []Yes [ NoEﬂ\ progress with expected completion date of (5~ 3D'QDI?

*in each year of training, did the applicant demonstrate sufficient academic and clinical ability to qualify for advancement
without conditional or probationary status to the next year and next progressive level of responsibility in a designated

specialty program?

Accredited by: _[AACGME [ AaoA (] LcoME JRsc JcFpc
[Jrcpsc (] APPAP [[] None of these

Postgraduate year (e.g., 1, 2, 3, etc.): 3 (] Internship _Eﬁesidency [] Fellowship

[(JResearch  [] Chief Residency (] other:

Specialty/Subspecialty: F&FY\LLL\ 'ny]&CLl:U.'H (2
Attendance dates: From 7~ ]— iOlq — to_(p-30-2020

Successfully completed*? [] Yes [ No [] In progress with expected completion date of

*In each year of training, did the applicant demonstrate sufficient academic and clinical ability to qualify for advancement
without conditional or probationary status to the next year and next progressive level of responsibility in a designated

specialty program?
Accredited by: _[JACGME ~ [JAOA ~  [JLCGME  [JRSC [] cFPC
(] RCPSC [J APPAP (] None of these
Please explain any Unusual Circumstances
“Yes"” response on an
additional page or in 1. Did this individual ever take a leave of absence or break from his/her training? [] Yes A MNo
the blank sidebar area
above.
2. Was this individual ever placed on probation? [ Yes [ATo
3. Was this individual ever disciplined or placed under investigation? [ Yes .mo
4, Were any negative reporis for behavioral reasons ever filed by instructors? [] Yes E’No
5. Were any limitations or special requirements placed upon this individual [ Yes _,Z]/No
because of questions of academic incompetence, disciplinary problems,
or any other reason?
Cakil Vearifio {% éf'ﬁ—: HA

L}

| CER"I_‘IFY THAT to the best of my knowledge and belief, the foregoing is a true, accurate, and complete statement of the

record of the individual named on this form.
Signature: __- éqﬁ—x
: printname: Gre#chen T wi n, Mo
AFFIXI INSTITUTIONAL SEAL HERE Title: 'y eardiny Dl Ye C-“"Ot"
(If no séal is avaiiabie, this form must be notarized.) Date: JOJ4 8-00 )8

Phone number:?zl(D'C){Q 2- 3&2@ Fax number: 3 | (- 7& 2~ :H?‘f‘

Email: %[etchm . dickson (2’ )dg_slgbi Mc . (oM

Program Director or Designated Official: DO NOT SEND THIS FORM TO FCVS/FSMB. Uniform Application for Physician State Licensure
Send this form to the Kansas State Board of Healing Arts. © July 2014 Federation of State Medical Boards Postgraduate Training Verification Form - Page 2 of 2
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US'MLE United States Medical Licensing Examination® (USMLE®)
United States Certified Transcript of Scores

Medical
Lt SR This document was prepared by
Federation of State Medical Boards of the United States, Inc. (FSMB)

400 Fuller Wiser Road, Euless, TX 76039-3856 - Telephone (817) 868-4000

nsINg

Examination

Recipient: KANSAS STATE BOARD OF HEALING Date: 09/20/2018
ARTS

Examinee: = Lehman Wiens, Ruth Mary Examinee ID: 5-341-908-1

Alt Name(s): Wiens, Ruth Date of Birth

Results for Steps taken by this examinee (and for which results have been reported to date) are shown below. For Steps that span
more than one day, the test date reflects the day on which the examination began. Pass/fail outcomes are based upon the minimum
passing level in place at the time of test administration and are not altered by subsequent revisions to the minimum passing level.
Effective April 1, 2013, test results are reported on a three-digit scale only; two-digit scores reported for prior administrations will no
longer be reported. Test results reported as passing represent an exam score of 75 or higher on a two-digit scoring scale.

'USMLE STEP 1

Test Date Pass/Fail Score Minimum Pass Comments
05/08/2015 Pass B (192)

[USMLE STEP 2

Clinical Knowledge (CK)

Test Date Pass/Fail Score Minimum Pass Comments
07/21/2016 Pass B (209)

Clinical Skills (CS)

Test Date Pass/Fail Comments
07/27/2016 Pass

'USMLE STEP 3

Test Date Pass/Fail Score Minimum Pass Comments
06/25/2018 Pass B (196)
End of Exam History

NOTE: A search of the Physician Data Center of the Federation of State Medical Boards (FSMB) reveals no reported information on
this examinee.

Page 1 of 2 Rev 2018



US'MLE United States Medical Licensing Examination® (USMLE®)
United States Certified Transcript of Scores

This document was prepared by
Federation of State Medical Boards of the United States, Inc. (FSMB)
400 Fuller Wiser Road, Euless, TX 76039-3856 - Telephone (817) 868-4000

Examination

Examinee ID: 5-341-908-1
Examinee: Lehman Wiens, Ruth Mary Date of Birth: CONFIDE

INTERPRETATION OF RESULTS

USMLE transcripts include a complete examination history. On those Step examinations for which numeric scores are reported, a three-digit scale is used.
Most scores fall between 140 and 260 on this scale. The recommended minimum passing score is shown on the front of the transcript next to the
examinee’s score for each administration along with a pass/fail outcome. Test results reported as passing represent an exam score of 75 or higher on a two-
digit scoring scale. The level of proficiency required to meet the recommended minimum passing level for each USMLE Step is reviewed periodically and
is subject to change. Such changes do not alter pass/fail outcomes from prior test administrations.

For examinations with reported scores, the Standard Error of Measurement (SEM) provides an index of the variation that would be expected to occur if an
examinee were tested repeatedly using different sets of items covering similar content. The SEM is usually in the range of 4 to 8 points.

STEP 2 CLINICAL SKILLS (CS)
Step 2 CS results are reported as pass or fail, with no numeric score. Had the two-digit reporting scale been used, examinees would have had to achieve a
score of 75 or higher in order to pass.

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

Indeterminate - Results are at or above the passing level but cannot be certified as representing a valid measure of the examinee's knowledge or
competence as sampled by the examination. No score is reported. Information regarding the nature of the indeterminate score is available. If such
information is not enclosed with this transcript, it may be obtained by contacting the organization from which you received the transcript or the USMLE
Secretariat, 3750 Market Street, Philadelphia, PA 19104, telephone (215) 590-9700.

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

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

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

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

PHYSICIAN DATA CENTER INFORMATION APPEARING AS “NOTE”
The Physician Data Center of the Federation of State Medical Boards (FSMB) contains actions reported to the FSMB by U.S. licensing and disciplinary
boards, the U.S. Department of Health and Human Services, government regulatory entities and international licensing authorities. To be included in the
Physician Data Center, an action must be a matter of public record or be legally releasable to state medical boards or other entities with recognized
authority to review physician credentials. Certain actions reported to and released by the Physician Data Center are not disciplinary or otherwise
prejudicial in nature. Such actions are reported to ensure that records are complete and to assist in preventing misrepresentation or the use of lost or stolen
credentials by unauthorized persons. Once reported to the FSMB, an action becomes part of the permanent record of the individual physician, and the
existence of such an action may be indicated on the USMLE transcript by a Note.

03/2015

This document was printed from a secure website and accurately reflects score information maintained by the FSMB.

Page 2 of 2 Rev 2018



Kansas Board of Healing Arts - Licensee & Registrant Profile Search

» Kansas.gov (http://www.kansas.gov)
» State Phone Directory (http://www.da.ks.gov/phonebook/)
¢ Online Services (http://www.kansas.qov/services/)

KSBHA Licensee & Registrant Profile Search

*« Home (/ssrv-ksbhadal/search.html)

KSBHA Web site (http://www.ksbha.org)

Contact Information (/ssrv-ksbhada/contact.html)
* Help (/ssrv-ksbhada/help.html)

Detailed Search Results

Page 1 of 3

Student/Postgraduate License (/ssrv-ksbhada/help.html#studentLicense)Profile for Ruth M.

Lehman Wiens

Personal Information

Profession: POSTGRADUATE MD/DO

Address:
WCGME

1010 N Kansas
Wichita, KS, 67210

Phone:
Fax:

Year of Birth: -

» School Name: UNIVERSITY OF KANSAS
» Degree Date: 05/14/2017

License Information

* License Number: 94-09239

» License Type: Active

» License Status: Current

» License Expiration Date: 06/30/2020

» Original License Date: 07/01/2017

» Last Renewal Date:

» Date This Status: 07/01/2017

* Continuing Education Year:

» Temporary License Permit Number:

* Temporary License Permit Issue Date:

https://www.accesskansas.org/ssrv-ksbhada/details. html?1d=1283851218

10/17/2018



Kansas Board of Healing Arts - Licensee & Registrant Profile Search

* Temporary License Permit Expiration Date:

Practice Specialty

Page 2 of 3

Specialties and board certifications are for MDs and DOs only and are self-reported. Therefore, they are not
independently verified by the Board of Healing Arts.

* Family Medicine

Other KSBHA Licenses
None Reported
KSBHA Actions

None Reported

Health Care Facility Privilege Actions

None Reported

Other Public License Actions, DEA Actions, Criminal Actions, or Miscellaneous

Information

None Reported

Statement from Licensee or Registrant

None Reported

¥ Perform Another Search

¥ Return to Search Results

License Profile last updated: October 17, 2018

¢ Contact Information (/ssrv-ksbhada/contact.html)

¢ Disclaimer (/ssrv-ksbhadal/disclaimer.html)

* Feedback (http://ksgovernment.feedbacksurvey.sqizmo.com/?website=KSBHA Licensee Search)

« © 2012 Kansas.goV (http://www.kansas.gov)

« Portal Policies (http://www.kansas.gov/portal-policies/)

* Help Center (http://www.kansas.gov/help-center/)

¢ Contact Us (http://Iwww.kansas.gov/help-center/contact-us)

https://www.accesskansas.org/ssrv-ksbhada/details.html?1d=1283851218

10/17/2018



Kansas Board of Healing Arts - Licensee & Registrant Profile Search Page 3 of 3

» About Us (http://www.kansas.gov/about/)
» Site Map (http://www.kansas.gov/sitemap/)

https://www.accesskansas.org/ssrv-ksbhada/details. html?1d=1283851218 10/17/2018



STATE LICENSURE

RECEIVED

0CT 15 2018

Affidavit and Authorization for Release of Information

Applicant: Follow the instructions in the left sidebar. KSBHA

Send this notarized form to the Kansas State Board of Heating™ATts,
800 SW Jackson, Lower Level - Suite A, Topeka, KS 66612

UNIFORM APPLICATION
FOR PHYSICIAN

Applicant:

This is a separate form
from the FCVS
affidavit and release.

If you are using FCVS,
you must complete
both FCVS and UA
affidavits. Send the
FCVS affidavit to FCVS.

Sign this form with
attached photo in the
presence of a notary
public.

Send this notarized
affidavit to:

Kansas State Board of
Healing Arts

800 SW Jackson, Lower
Level - Suite A

Topeka, KS 66612

I, the undersigned, being duly sworn, hereby certify under oath that | am the person named in this
application, that all statements | have made or shall make with respect thereto are true, that | am the original
and lawful possessor of and person named in the various forms and credentials furnished or to be furnished
with respect to my application, and that all documents, forms, or copies thereof furnished or to be furnished
with respect to my application are strictly true in every aspect.

| acknowledge that | have read and understand the Uniform Application for Physician State Licensure and
have answered all questions contained in the application truthfully and completely. | further acknowledge
that failure on my part to answer questions truthfully and completely may lead to my being prosecuted under
appropriate federal and state laws.

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

| hereby release, discharge, and exonerate the Board, its agents or representatives, and any person,
hospital, clinic, government agency (local, state, federal, or foreign), court, association, institution, or law
enforcement agency having custody or control of any documents, records, and other information pertaining
to me of any and all liability of every nature and kind arising out of investigation made by the Board.

1 will immediately notify the Board in writing of any changes to the answers to any of the questions contained
in this application if such a change occurs at any time prior to a license to practice medicine being granted to
me by the Board.

| understand my failure to answer questions contained in this application truthfully and completely may lead
to denial, revocation, or other disciplinary sanction of my license or permit to practice medicine.

== Z

" Applicant's signature (must be signed in the presence of a notary)

I rmaan [a) ¢S

Applicant's printed last name

Buth . M

Applicant's printed first name, middle initial, and suffix (e.g., Jr.)

9119 (g

Date of signafure (must correspond to date of notarization)

State of

Koo ago

g the botton: portion upward. bnng th

i new bottom

Notary

, County of %d‘/z_fw / C’/C"’

| certify that on the date set forth below, the individual named above did appear personally before me and 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 photograph
affixed hereto, and (b) comparing the applicant's signature made in my presence on this form with the signature on his/her identifying
document.

o N
The statements on this document are subscribed and sworn to before me by the applicant on this / /]Lhday of QQA&'W 20/ 25 "
Koro. oo
/ i) NETFARY
0 1 (/¢ ; \HAVISOREY
{ //Zq// [ KI;AOTARY PUBLIC
STATE OF KANSAS Lo

A ensure
Affidavit and Authorization for Release of Information

Notary Public Signature:

My Notary Commission Expires:

Applicant: Send this nolarized form to the Kansas State Board of Healing Arts.
July 2014 Federation of State Medical Boards



RECEIVED
0CT 15 2018

: ADDENDUM 1 —
' KANSAS STATE BOARD OF HEALING ARTS

S_c.lcct the discipline applying for and the license designation being requested.

@ Medicine & Surgery [] Osteopathic Medicine & Surgery

{] Active A license issued to a person engaged in the practice of medicine and surgery, oslwp.allm
medicine and surgery, chiropractic or podiatry. Individuals must maintain and submit evidence
of satisfactory completion of a program of continuing education and are required to have
professional liability insurance in compliance with Kansas law. Each active license may be
renewed annually.

E] Federal Active A license issued to only a person who meets all the requirements for a license to practice the
healing arts in Kansas and who practiced that branch of the healing arts solely in the course of
employment or active duty in the United States government or any of its departments, burcaus or
agencies or who, in addition to such employment or assignment, provides professional services
as a charitable health care provider as defined under K.S.A. 75-6102. Continuing education,
expiration and renewal of a license shall be applicable to a federally active license. A person
who practices under a federally active license shall not be deemed to be rendering professional
service as a health care provider in this state and is not required to have policy of professional
liability coverage in effect.

D Inactive A license issued to a person who is not regularly engaged in the practice of the healing arts in
Kansas and who does not hold oneself out to the public as being professionally engaged in such
practice. An inactive license shall not entitle the holder to practice the healing arts in this state.
Each inactive license may be renewed annually. The holder of an inactive license shall not be
required Lo submit evidence of satisfactory completion of a program of continuing education and
is not required to have basic coverage or self-insurance in effect solely because such person is no
longer engaged in rendering professional service as a health care provider.

D Exempt A license issued to a person who is not regularly engaged in the practice of the healing arts or
podiatry in Kansas and who does not hold oneself out to the public as being professionally
engaged in such practice. Each exempt license may be renewed annually. The holder ol an
exempt license is entitled to all the privileges of their branch of the healing arts and (1) may
serve as a coroner or as a paid employee of a local health department as defined by K.S.A. 65-
241; or (2) practice as a charitable health care provider for an indigent health care clinic as
defined by K.S.A. 75-6102. Additionally, the holder of an exempt license may perform
administrative functions. The holder of an exempt license shall not be required to submit
evidence of satisfactory completion of a program of continuing education nor are they required
to have basic coverage or self-insurance in effect.

Additional Information and Statement of Health:

1. Have you ever been licensed to practice the Healing Arts in Kansas? [JYes [XINo
2. Give location of intended practice in Kansas _\W(C hitd & a\ Conummuni ‘*\{_3
3. Primary Specialty & A\ [Nedicine

1

American Board Certified NO American Board Eligible N0

4. Do you presently have any physical or mental problems or disabilities which could affe ili
competently practice your particular branch of the healing arts or your particular specialty?
If yes, applicant shall file with this application a detailed statement of his/her health, diagnosis and prognosis,

: supported by a report from his/her attending physician including any medication and treatment currently
prescribed.

n 3{
Kansas State Board of Healing Arts  Applicant Name ,ZWVH”‘ L\Q/I’WY\&L W U\ niform Application Addendum |

Last revised May 2016




ADDENDUM 2
KANSAS STATE BOARD OF HEALING ARTS

Please answer each of the following questions by putting a check (v) in the appropriate box. All “yes” answers MUST
be thoroughly explained in detail in a separate signed page. You are required to furnish complete details including date,
place, reason and disposition of the matter and attach all relevant documentation. All information received will be
checked accordingly to verify the truth and veracity of your answers. It is imperative that you honestly and fully answer
all questions. regardless of whether you believe the information requested is relevant.

If you are unsure of your response 10 a particular question, check (¥') the “yes” box and submit the appropriate form if
required. Your responses on your application are evaluated as evidence of your candor and honesty. An honest “yes”
answer (o a question on your application is not definitive as to the Boards’ assessment of your present moral character
and fitness, but a dishonest “no” answer is evidence of a lack of candor and honesty, which may be definitive on the
character and fitness issue. Please be advised that a false response to any of these questions may be grounds for denial
of licensure and reported to the appropriate data banks. If a question is not applicable, then check (v) the “no” box. It is
your continuing duty to update the Board on any changes once the application has been submitted.

1. [J Yes [x]No Have you ever been dropped, suspended, expelled, fined, placed on probation, allowed to resign,
requested to leave temporarily or permanently, or otherwise had action taken against you by any
professional training or educational program, including but not limited to medical school, prior to
completing the training?

2. [ Yes No Have you ever had any application for any professional license refused or denied by any licensing
authority?

3. [J Yes [ No Have you ever been refused or denied the privilege of taking an examination required for any
professional licensure?

4.-Have you ever been warned, censured, disciplined, had admissions monitored, had privileges
limited, suspended, revoked or placed on probation, or have you ever involuntarily or voluntarily

(to avoid disciplinary action or investigation) resigned or withdrawn from any licensed hospital,
nursing home, clinic or other health care facility in which you have trained, including but not
limited to residency or postgraduate training programs, or otherwise been a staff member, been a
partner or held privileges?

5. [J Yes [ No Have you ever been denied staff membership with any licensed hospital, nursing home, clinic or
' other health care facility?

6. [] Yes D@0 No Have you ever been requested to resign, withdraw or otherwise terminate your position with a
partnership, professional association, corporation or other practice organization, either public or
private?

7. [ Yes No Have you ever voluntarily surrendered any professional license?

8_ Has any licensing authority ever limited, restricted, suspended, revoked, censured or placed on
probation, or had any other disciplinary action taken against any professional license you have

held?

9. [JYes XINo Have you ever been notified or requested to appear before a licensing or disciplinary agency?

10 CONFIDENTI
' AL

To your knowledge, have any complaints (regardless of status) ever been filed against you with
any licensing agency, professional association, hospital, nursing home, clinic or other health care

facility?
2 | NS
: : : AUV /JL% man W 12158 i
Kansas State Board of Healing Arts ~ Applicant Name _| Uniform Application Addendum 2
Lastrevised May 2016 ' Page 1 of 2




RECEIVED
0CT 15 2018

11 [J]Yes [ No Has any professional association imposed any disciplinary action against you? KSBHA

12. Within the past 2 years, have you used any alcohol, narcotic, barbiturate, or other drug affecting
the central nervous system, or other drug which may cause physical or psychological dependence,

either to which you were addicted or upon which you were dependent?

Within the past 2 years, have you been diagnosed or treated for any physical, emotional or mental
illness or disease, including drug addiction or alcohol dependency, which limited your ability to
practice the healing arts with reasonable skill and safety?

l4.- Within the past 2 years, have you used controlled substances, which were obtained illegally or
which were not obtained pursuant to a valid prescription order or which were not taken following

the directions of a licensed health care provider?

IS.‘- Have you ever practiced your profession while any physical or mental disability, loss of motor

skill or use of drugs or alcohol, impaired your ability to practice with reasonable safety?

I6- Do you presently have any physical or mental problems or disabilities which could affect your
ability to competently practice your profession?

17. ] Yes No Have you ever been denied a Drug Enforcement Administration (DEA) or state bureau of narcotics
or controlled substance registration certificate or been called before or warned by any such agency
or other lawful authority concerned with controlled substances?

18.[] Yes [FJNo Have you ever surrendered your state or federal controlled substances registration or had it
revoked, suspended, or restricted in any way?

19.[] Yes No Have you ever been notified of any charges or complaints filed against you by any licensing or
disciplinary agency?

20.[] Yes No Have you ever been arrested? Do not include minor traffic or parking violations or citations except
those related to a DUI, DWI or a similar charge. You must include all arrests including those that
have been set aside, dismissed or expunged or where a stay of execution has been issued.

21 [] Yes No Have you ever been charged with a crime, indicted, convicted of a crime, imprisoned, or placed on
probation (a crime includes both Class A misdemeanors and felonies)? You must include all
convictions including those that have been set aside, dismissed or expunged or where a stay of
execution has been issued.

22.[] Yes [/]No Have you ever been court-martialed or discharged dishonorably from the armed services?

t
t

23.[] Yes [ No Have you ever been a defendant in a legal action involving professional liability (malpractice), or
had a professional liability claim paid in your behalf, or paid such claim yourself?

24.[] Yes [V No Have you ever been denied provider participation in any State Medicaid or Federal Medicare
Programs or in a private insurance company?

25.(J Yes [ No Have you ever been terminated, sanctioned, penalized, or had to repay money to any State
Medicaid or Federal Medicaid Programs or private insurance company?

‘.’
¥ [oMvnan Wi S
Kansas State Board of Healing Arts Applicant Name l“\dk‘\/\ 4 \A} Q/m Uniform Application Addendum 2
Last revised May 2016 h Page 2 of 2




ADDENDUM 3

RECEIVED

Kansas State Board of Healing Arts OCT 08 2018

800 SW Jackson, Lower Level, Suite A
Topeka, Kansas 66612

KSBHA

Recommendations from Two Reputable Physicians

The KSBHA requires two (2) recommendations from licensed physicians. Persons attesting to the good character
of the applicant are attesting to the fact that they have known the applicant for at least one (1) year.

7 { lhine NIV,
Name of Applicant (Printed or Typed): l‘\b\l U \/\’(’“y on “/‘t"b& Date of Birth:

e e e e e s

Please mail this document to the Kansas State Board of Healing Arts at the address above.

Thank you. DO NOT RETURN TO APPLICANT.

This is to certify that I have known Dr. )r\Q/‘/\V\A‘*U/\ Wiens (type or print) for l T

years; that he/she is a capable physician and is not addicted to alcohol or drugs.

[ further certify that to the best of my knowledge and belief Dr. L Cl'\YW,\/\ Uhens

is a fit and proper person for endorsement for license by the Kansas State Board of Healing Arts.

(Please type or print)
Name: %&C@L’\aﬂ/ﬁ /\/L(_,L Na
r Profession: Plcasc sclect one: J‘VID[D/DO ]

Street 1:

Street 2:

State/Zip:

Telephone:

Signature:

Pite: / 0 /1 /1%

—

Kansas State Board of Healing Arts Uniform Application Addendum 3
Last revised March 2018 Recommendation 1 of 2



ADDENDUM 3
AUG 2 0 2018

Kansas State Board of Healing Arts
800 SW Jackson, Lower Level, Suite A
Topeka, Kansas 66612
Recommendations from Two Reputable Physicians

‘Fhe KSBHA requires two (2) recommendations from licensed physicians. Persons attesting to the good character
of the applicant are attesting to the fact that they have known the applicant for at least one (1) year.

Name of Applicant (Printed or Typed): R}ILLV)?L&}’\ o ;Wlﬁﬂsi Date of Birth: A-

Please mail this document to the Kansas State Board of Healing Arts at the address above.

Thank you. DO NOT RETURN TO APPLICANT.

This is to certify that | have known Dr. Lelhman —Wieng (type or print) for T

years; that he/she is a capable physician and is not addicted to alcohol or drugs.

1 further certify that to the best of my knowledge and belief Dr. Lehman - Wizns

%
is-a fit and proper person for endorsement for license by the Kansas State Board of Healing Arts.

I (Please type or print)

Name: Evika I'JUVZL-

Profession:  Please select one: MD@ DO

Street I:
|

Street 2:

State/Zip:

Telephone:

}7( V4
Signature:
N

3115118

Kansas State Board of Healing Arts Uniform Application Addendum 3

Last revised March 2018 Recommendation 1 of 2
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RECFEIVED
ADDENDUM 3 AUG 2 9 2018

Kansas State Board of Healing Arts
800 SW Jackson, Lower Level, Suite A
Topeka, Kansas 66612

Recommendations from Two Reputable Physicians

The KSBHA requires two (2) recommendations from licensed physicians. Persons attesting to the good character
of the applicant are attesting to the fact that they have known the applicant for at least one (1) year.

Name of Applicant (Printed or Typed): 7T%btl':f/\ _L\QJ/\WVI VV_‘Q{L&\ Date of Birth: _

Please mail this document to the Kansas State Board of Healing Arts at the address above.
Thank you. DO NOT RETURN TO APPLICANT.

|
This is to certify that I have known Dr. ?\Lﬂ Lf‘ L.M,A l}\)t‘f,m < (type or print) for I

years; that he/she is a capable physician and is not addicted to alcohol or drugs.

I further certify that to the best of my knowledge and belief Dr. W\iens

is a fit and proper person for endorsement for license by the Kansas State Board of Healing Arts.

(Please type or print)
Name: R\B\Q V%) A \/\)OJKBJ‘

Profession: Please select one: MDM DO

Street 1:

Street 2:

State/Zip:

Telephone:

Signature:

Date: 3} 1" /18

Kansas State Board of Healing Arts Uniform Application Addendum 3
Last revised March 2018 Recommendation 1 of 2
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PDC PHYSICIAN
DATA CENTER

Prepared for: Kansas State Board of Healing Arts As of Date:10/22/2018

PRACTITIONER PROFILE

PRACTITIONER INFORMATION

Name: Lehman Wiens, Ruth Mary

Alternate Name(s): Wiens, Ruth

DOE: .

Medical School: University Of Kansas School Of Medicine Wichita
Wichita, Kansas, UNITED STATES

Year of Grad: 2017

Degree Type: MD

NPI: 1861921611

BOARD ACTIONS

To date, there have been no actions reported to the FSMB

LICENSE HISTORY
Jurisdiction License Number Issue Date Expiration Date Last Updated
KANSAS 94-09239 07/01/2017 06/30/2020 10/02/2018

400 FULLER WISER ROAD EULESS, TX 76039 | TEL(817)868 4000 | FAX (817)868 4099
© 2014 FEDERATION OF STATE MEDICAL BOARDS Page 1of 2
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PRACTITIONER PROFILE

Prepared for: Kansas State Board of Healing Arts As of Date:10/22/2018

Practitioner Name: Lehman Wiens, Ruth Mary

ABMS® CERTIFICATION HISTORY
No ABMS Certifications found.

AOA® CERTIFICATION HISTORY
No AOA Certifications found.

PLEASE NOTE: For more information regarding the above data, please contact the reporting board or reporting agency. The information
contained in this report was supplied by the respective state medical boards and other reporting agencies. The Federation makes no
representations or warranties, either express or implied, as to the accuracy, completeness or timeliness of such information and assumes no
responsibility for any errors or omissions contained therein. Additionally, the information provided in this profile may not be distr buted,
modified or reproduced in whole or in part without the prior written consent of the Federation of State Medical Boards.

400 FULLER WISER ROAD EULESS, TX 76039 | TEL(817)868 4000 | FAX (817)868 4099
© 2014 FEDERATION OF STATE MEDICAL BOARDS Page 2 of 2



AMAZ  AMA Physician Profile

PREPARED FOR
Kansas State Board of Healing Arts, Topeka, KS

Name and Mailing Address Primary Office Address
RUTH WIENS

Phone UNKNOWN

Birth date ||
Physician's major professional activity HOSPITAL BASED RESIDENTS - ALL YEARS
Self-designated practice specialty FAMILY MEDICINE (primary)

UNSPECIFIED (secondary)

Self-designated practice specialties (SDPS) listed on the AMA Physician Profile do not imply recognition or endorsement of
any field of medical practice by the Association nor does it imply verification by a member board of the American Board of
Medical Specialties (ABMS) or that the physician has been trained or has special competence to practice the SDPS.

AMA membership status MEMBER

All information from this point forward is provided by the primary source

Current and/or historical NPl information

National Provider Enumeration Date Deactivation Date Reactivation Date Replacement Last Reported
Identifier (NPI) Number Date
None Reported

Current and/or historical medical school

UNIVERSITY OF KANSAS SCHOOL OF MEDICINE

Degree Awarded: YES
Degree Year: 2017
AMA files checked AMA Physician Profile for Ruth Wiens, MD Page 1 of 4
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Current and/or historical post graduate medical training programs accredited by the Accreditation
Council for Graduate Medical Education (ACGME)

Beginning with the 2010 cycle of the National GME Census, post-graduate training segments will include the name of the
program attended in addition to the sponsoring institution. Program-level information prior to 2010 will not be available for
reporting. Future training dates, as reported by the program, should be interpreted as "in progress" or "current" with the
projected date of completion.

Beginning with the 2016/2017 cycle of the National GME Census post-graduate training segments will include a training
type of specialty (residency) or subspecialty (fellowship). Training types for programs reported prior to 2016 will not include
this designation.

Post-graduate training performed at accredited osteopathic institutions or in Canada are updated on the AMA Physician
Masterfile only upon verification by the program. US licensing authorities accept graduate medical education from both
entities as equivalent to training performed in a US program accredited by ACGME.

If a segment below is indicated as "being re-verified", it typically means that the physician is a current resident and the AMA
is confirming with the residency program that the physician is still enrolled - this standard process occurs on an annual
basis.

Sponsoring Institution: UNIVERSITY OF KANSAS SCHOOL OF MEDICINE (WICHITA)
Sponsoring State: KANSAS

Program name: UNIVERSITY OF KANSAS (WICHITA)/WESLEY PROGRAM
Specialty: FAMILY MEDICINE

Training Type: SPECIALTY

Dates: 7/2017 - 6/2020 (Verified)

NATIONAL BOARD OF MEDICAL EXAMINERS (NBME) CERTIFICATION YEAR: MD: 0

Specialty Board Certification

Specialty Board Certification(s) by one or more of the 24 boards recognized by the American Board of Medical Specialties
(ABMS) and the American Medical Association (AMA) through the Liaison Committee on Specialty Boards, as reported by
the ABMS:

The AMA Physician Profile has been designated by the ABMS as an Official ABMS Display Agent of Member Board
Certification data. Therefore, the ABMS Board Certification information on the AMA Physician Profile is considered a
designated equivalent source in regard to credentialing standards set forth by Joint Commission. The AMA is also an NCQA-
approved source for verification of medical school, postgraduate medical training, ABMS Board certification, and Federal
DEA registration.

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

AMA files checked AMA Physician Profile for Ruth Wiens, MD Page 2 of 4
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Certificate type:

Duration Status Effective Expiration  Reverify Occurrence Last Participating
Date Date Date Reported in MOC

For certification dates, a default value of "01" appears in the day or month field if data were not provided to AMA. Please
contact the appropriate specialty board directly for this information.

This information is proprietary data maintained in a copyrighted database compilation owned by the American Board of
Medical Specialties (ABMS). Copyright 2018 American Board of Medical Specialties. All right reserved.

Current and/or historical medical licensure

License No. MD / DO  Jurisdiction Date Expiration Renewal  Status License Last
Granted Date Date Type Reported

NONE REPORTED TO DATE

Action Notifications

To date, there have been no actions reported to the AMA by any US state licensing agency.

To date, there have been no Medicare/Medicaid sanctions reported to the AMA by the Department of Health and
Human Services.

To date, there have been no federal sanctions reported to the AMA by any branch of the US military, the
Veteran's Administration or the US Department of Justice.

U.S. Drug Enforcement Administration (DEA)

DEA number Schedule Expiration Date Last Reported Date Address

None Reported

Only the last three characters of active DEA numbers are displayed

AMA files checked AMA Physician Profile for Ruth Wiens, MD Page 3 of 4

10/17/2018 16:01:19 . ) o
©2018 by the American Medical Association



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

ECFMG Certfication

Applicant Number:

The Educational Commission for Foreign Medical Graduates (ECFMG) applicant identification number does not imply
current ECFMG certification status. To verify ECFMG status, contact the ECFMG Certification Verification Service online
at https://cvsonline2.ecfmg.org/

Profile Information

The content of the AMA Physician Profile is intended to assist with credentialing. An organization's appropriate
use of the data contained in the AMA Physician Masterfile meets selected primary source verification
requirements of the Joint Commission, the Accreditation Association for Ambulatory Health Care (AAAHC) and
the American Accreditation Health Care Commission(AAHCC)/Utilization Review Accreditation Commission
(URAC). The AMA Physician Masterfile is also an NCQA-approved source for verification of medical school,
post-graduate medical training, ABMS Board Certification and federal DEA registration.

If any of the data in this Profile is believed to be incorrect, please log in to your account on our profiles website,
go to the profile manager tab, find the provider for whom you think we have inaccurate information and click on
the "Report" button in the "Report a Discrepancy" column. Enter any of the information that you feel needs to

be researched. The AMA will contact the primary source of the data to determine which data is correct. We will
notify you of the outcome of our research. If any changes are made to the profile we will update the link in profile
manager for this provider so that you can access the new, updated information.

If you have any questions or need additional information about the AMA Physician Profile Service, please call
(800) 665-2882.

AMA files checked AMA Physician Profile for Ruth Wiens, MD Page 4 of 4
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NAT ONAL PRACT T ONER DATA BANK

NPDB

P.O. Box 10832
Chantilly, VA 20153-0832

https://www.npdb.hrsa.gov

DCN: 5500000139910701

Process Date: 10/18/2018

Page: 1 of 1

LEHMAN WIENS, RUTH MARY

For authorized use by:

KANSAS STATE BOARD OF HEALING ARTS

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY
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|REGEIVEL
0CT 15 2018

Applicant Name: ZU{’J% L@Z/LMQ/Z [/U‘Cé’&fq—dﬁ

KSBHA
’—__—_—_—
Please copy and attach 2. Practitioner license type:  [] Full license [] Temporary  [] Training ] Limited
additional pages if
necessary. [] Doctor of Medicine [] Nurse Practitioner
[] Doctor of Osteopathic Medicine [] Licensed Practical Nurse
[] Doctor of Dental Surgery (] Registered Nurse
(] Doctor of Dental Medicine [] Physician Assistant
[] Doctor of Psychology (] Emergency Medical Technician
[] Doctor of Podiatric Medicine [] Other (please specify)
] Doctor of Chiropractic
State/Province: License number: Issue date:
License status: [_] Active [] Expired [] In Good Standing
[ nactive (] Limited ] Probationary
[] Restricted  [] Retired (] Revoked ] Suspended
3. Practitioner license type: [] Full license [ Temporary [] Training  [] Limited
[7] Doctor of Medicine [] Nurse Practitioner
[C] Doctor of Osteopathic Medicine [] Licensed Practical Nurse
(] Doctor of Dental Surgery (] Registered Nurse
[] Doctor of Dental Medicine [] Physician Assistant
[T] Doctor of Psychology O Emergency Medical Technician
[] Doctor of Podiatric Medicine [] other (please specify)
[C] Doctor of Chiropractic
State/Province: License number: Issue date:
License status:  [_] Active [] Expired [] In Good Standing
[] Inactive [] Limited (] Probationary
[] Restricted [ Retired [] Revoked (] suspended
4. Practitioner license type:  [] Full license () Temporary  [] Training  [] Limited
] Doctor of Medicine (] Nurse Practitioner
[] Doctor of Osteopathic Medicine [] Licensed Practical Nurse
[] Doctor of Dental Surgery [[] Registered Nurse
[] Doctor of Dental Medicine [] Physician Assistant
] Doctor of Psychology [] Emergency Medical Technician
] Doctor of Podiatric Medicine [ other (please specify)
] Doctor of Chiropractic
State/Province: License number: Issue date:
License status: ] Active (] Expired [J In Good Standing
[ Inactive [] Limited [] Probationary
[ Restricted ] Retired [] Revoked (] Suspended
5. Practitioner license type:  [] Full license [] Temporary  [] Training  [] Limited
(] Doctor of Medicine (] Nurse Practitioner
[[] Doctor of Osteopathic Medicine [ Licensed Practical Nurse
[] Doctor of Dental Surgery [] Registered Nurse
[] Doctor of Dental Medicine [] Physician Assistant
[] Doctor of Psychology [] Emergency Medical Technician
[] Doctor of Podiatric Medicine [] other (please specify)
(] Doctor of Chiropractic
State/Province: License number: Issue date:
License status:  [_] Active [] Expired [J In Good Standing
] Inactive [ Limited [] Probationary
[] Restricted  [] Retired [C] Revoked [] suspended

Applicant: Send this to the Kansas State Board of Healing Arts. Include all fees and required forms. -
©® July 2014 Federation of State Medical Boards

Uniform Application for Physician State Licensure
Core Uniform Application - Page 5 of 8



RECEIVED
Applicant Name: Qb‘fl/{/\ LU/UMW/L V\)\U/\ﬁb OCT 15 2018

KSBHA
Copy and attach 4. Start date: End date:
additional pages as (mmlyyyy) (mmiyyyy)
necessary. - o s i
Type of Activity: [[] Health activity (non-working time due to health reasons)
(] Military service [] Postgraduate training/education
(] Seeking employment  [] Vacation ] Work
Practice/Employment Name or Description of non-working time*:
Street:
. City: State/Province: Zip code:
' Country: Position:
Department: Clinical™: % Administrative***: %
[J Employment [] staff Privileges [ Afiiliation
[] Other (describe your relationship with this institution):
5. Start date: End date:
(mmiyyyy) . (mmiyyyy)
Type of Activity: [] Health activity (non-working time due to health reasons)
(] Military service [] Postgraduate training/education
(] Seeking employment ] Vacation [ Work
Practice/Employment Name or Description of non-working time*:
Street:
City: State/Province: Zip code:
Country: Position:
Department: Clinical**: % Administrative**: %
[J Employment [J staff Privileges [ Affiliation
[] Other (describe your relationship with this institution):
6. Start date: End date:
(mmiyyyy) (mmiyyyy)
Type of Activity: [] Health activity (non-working time due to health reasons)
(] Military service [J Postgraduate training/education
[] Seeking employment  [] Vacation [ work
Practice/Employment Name or Description of non-working time*:
Street:
City: State/Province: Zip code:
Country: Position:
Department: Clinical**: % Administrative***: %
[(J Employment [] staff Privileges [ Affiliation
[J Other (describe your relationship with this institution):
Please copy and attach additional pages as necessary.
Agglicani:“'Send this to the Kansas State Board of Healing Ars. Include all fees and required forms. Uniform Application for Physician State Licensure

© July 2014 Federalion of State Medical Boards Core Uniform Application - Page 7 of 8



Kddendam 5 RECEIVED
0CT 15 2018

KSBHA

INSTRUCTIONS FOR REQUESTING A CRIMINAL BACKGROUND CHECK

Effective January 1, 2009, applicants to practice the healing arts will be required to submit their
fingerprints for state and national criminal history background checks.

Following is the Waiver Agreement and FBI Privacy Act Statement. Please complete, sign and date
the Waiver Agreement and FBI Privacy Act Statement form with your application. Your application
will not be deemed as completed without a completed and signed Waiver Agreement and Statement form,

Fingerprinting should be conducted by a person who is appropriately trained to collect fingerprints.
Your local law enforcement agency should be willing to assist you with completing the fingerprints.
Some enforcement agencies offer electronic scanning (Livescan). Please visit our website at
http://www.ksbha.org/departments/licensing/licensingdept.shiml for a listing of Livescan agencies.
Have at least one form of picture identification for the law enforcement agency to examine.

If you do not utilize a Livescan agency, contact the Board at 785 296-7413 or 888-886-7205 to receive
a fingerprint card or visit https://www.fbi.gov/file-repository/standard-fingerprint-form-fd-258-1.pdf/view
to print a fingerprint card. If printing the card please print on card stock paper.

Please complete the applicant section of the fingerprint card. Ensure the appropriate data fields are

completed prior to submitting the fingerprint card. Be sure to include name (including aliases,
maiden and previous names), complete mailing address, social security number, citizenship, date of

birth, and personal information (sex, race, height, weight, eyes, hair, place of birth). The spaces for
OCA, FBI and MNU numbers can be left blank. Cards with missing or incomplete information will

be rejected and must be resubmitted. Sign the card in front of the law enforcement officer. If you
use Livescan, the agency may have a different form for you to complete.

Make a check or money order (do not send cash) payable to the Kansas State Board of Healing Arts
for $47. A fingerprint card submitted without payment will not be processed.

Provide the law enforcement officer with a stamped envelope addressed to KSBHA 800 Jackson
LL-Suite A., Topeka KS 66612 to mail your fingerprint card or electronic scan, and fee. In
addition, you may want to use a mailing service that allows' for delivery confirmation to confirm
your fingerprint card and payment have been received at the Board. Bent and folded cards will not
be accepted and a new fingerprint card will be mailed to you for prints to be taken again.

A background check is valid for six (6) months. Application for licensure completed after the
six (6) month period will be required to submit a new fingerprint card for a new clearance.

Any and all resubmissions of fingerprints cards require a $47 as of February 1, 2015 to process.
Resubmitted fingerprint cards will not be processed without payment.

Please complete, sign and return the Waiver Agreement and FBI Privacy Act Statement form with
your application. Your application will not be deemed as complete without a completed and signed
Waiver Agreement and FBI Privacy Act Statement form.

revised 5/4/18 bv



RECEIVED

AND 0CT 15 2018
FBI PRIVACY ACT STATEMENT

KSBHA
Fingerprint-Based Record Checks for Noncriminal Justice Purposes
I hereby authorize (Name of Authorized Recipient) to submit a set of my

fingerprints to the Kansas Burcau ol Investigation (KBI) for the purpose of identilying me and accessing and
reviewing Kansas and/or national eriminal history records that may pertain to me. Pursuant to K.8.A, 22-4701 et
seq. and K.S.A. 22-5001, the Authorized Recipient may obtain my criminal history record information for
noncriminal justice purposes. By signing this waiver, it is my intent to authorize release to the above-referenced
Authorized Recipient of any Kansas and/or national criminal history record that may pertain to me. I further
understand that, if applicable, the Authorized Recipient may choose to deny me unsupervised access to children, the
elderly, or individuals with disabilities until the criminal history background check is completed.

I understand that, upon my request, the Authorized Recipient will provide me a copy of the criminal history
background report, received on me, for the purpose to challenge the accuracy and completeness of any information
contained in any such report. | may be afforded a reasonable amount of time to correct or complete the criminal
history record (or decline to do so) before the Authorized Recipient makes a final decision about my status as an
employee, volunteer or contractor, or my eligibility for any pertinent license, certification or registration, or adoption.
. Sce 28 CFR 50.12(b).

I understand that officials receiving the results of the criminal history record check are to use those results only for
authorized purposes and are prohibited from retaining or disseminating such results in violation of federal statute,
regulation or executive order, or rule, procedure or standard established by the National Crime Prevention and
Privacy Compact Council. (See 5 United States Code (USC) 552a(b); 28 USC 334(b); 42 USC 14616, Article IV(c);
28 CFR 20.21(c), 20.33(d), and 906.2(d).) )

FBI PRIVACY ACT STATEMENT

Authority:

The FBI's acquisition, preservation, and exchange of information requested by this form is generally authorized
under 28 U.S.C.534. Depending on the nature of your application, supplemental authorities include numerous
Federal statutes, hundreds of State statutes pursuant to Pub.L. 92-544, Presidential executive orders, regulations and/
or orders of the Attorney General of the United States, or other authorized authorities. Examples include, but are not
limited to: 5 U.S.C. 9101; Pub.L. 94-29; Pub.L. 101-604; and Executive Orders 10450 and 12968. Providing the
requested information is voluntary: however, failure to furnish the information may affect timely completion or
approval of your application.

Social Security Account Number (SSAN). o

Your SSAN is needed to keep records accurate because other people may have the same name and birth date.
Pursuant to the Federal Privacy Act of 1974 (5 USC 552a), the requesting agency is responsible for informing you
whether disclosure is mandatory or voluntary, by what statutory or other authority your SSAN is solicited. and what
uses will be made of it. Executive Order 9397 also asks Federal agencies to use this number to help identify
individuals in agency records. :

Principal Purpose:

Certain determinations, such as employment, security, licensing, and adoption, may be predicated on fingerprint-
based checks. Your fingerprints and other information contained on (and along with) this form may be submitted to
the requesting agency, the agency conducting the application investigation, and/or FBI for the purpose of comparing
the submitted information to available records in order to identify other information that may be pertinent to the
application. During the processing of this application, and for as long hereafter as may be relevant to the activity for
which this application is being submitted, the FBI may disclose any potentially pertinent information to the
requesting agency and/or to the agency conducting the investigation. The FBI may also retain the submitted
information in the FBI's permanent collection of fingerprints and related information, where it will be subject to
comparisons against other submissions received by the FBI. Depending on the nature of your application, the
requesting agency and/or the agency conducting the application investigation may also retain the fingerprints and
other submitted information for other authorized purposes of such agency(ies)

revised 5-4-18 bv




RECEIVED

ER
WAIVER AGREEMENT 0CT 15 2018

AND

FBI PRIVACY ACT STATEMENT (Cont.) —_

Fingerprint-Based Record Checks for Noncriminal Justice Purposes

Routine Uses:

The fingerprints and information reported on this form may be disclosed pursuant to your consent, and may also be
disclosed by the FBI without your consent as permitted by the Federal Privacy Act of 1974 (5 USC 552ua(b)) and all
applicable routine uses as may be published at any time in the Federal Register, including the routine uses for the FBI
Fingerprint Identification Records System (Justice/FBI-009) and the FBI's Blanket Routine Uses (Justice/FBI-BRU).
Routine uses include, but are not limited to, disclosures to: appropriate governmental authorities responsible for civil
or criminal law enforcement, counterintelligence, national security or public safety matters to which the information
may be relevant; to State and local governmental agencies and nongovernmental entities for application processing as
authorized by Federal and State legislation, executive order, or regulation, including employment, security, licensing,
and adoption checks; and as otherwise authorized by law, treaty, executive order, regulation, or other lawful
authority. If other agencies are involved in processing this application, they may have additional routine uses.

Additional Information:

The requesting agency and/or the agency conducting the application-investigation will provide you additional

" information pertinent to the specific circumstances of this application, which may include identification of other
authorities, purposes, uses, and consequences of not providing requested information. In addition, any such agency in
the Federal Executive Branch has also published notice in the Federal Register describing any system(s) of records in
which that agency may also maintain your records, including the authorities, purposes, and routine uses for the
system(s).

RIGHT TO OBTAIN AND CHALLENGE ACCURACY
OF CRIMINAL HISTORY RECORDS

You may request a copy ol vour state and/or national criminal history record from the Authorized Recipient for the
purpose of challenging for accuracy and completeness.

Alternatively, you may obtain a copy of your Kansas criminal history record information (CHRI) to review for
accuracy and completeness, by submitting a set of your fingerprints, a letter requesting your criminal history record,
and payment of the appropriate fee to the KBI. For further details, including the current fee, visit the following
Internet website: hitp:/Awww.kansas.gov/kbi/info/info_brochures.shiml then find the brochure named “Record
Checks for Non-Criminal Justice Purposes™.  Or, to provide official court documents to make a correction you may
write to:

Kansas Bureau of Investigation
Attn: Criminal History Records
1620 SW Tyler

Topeka, Kansas 66612-1837

If a change is made to your Kansas criminal history record due to a challenge, a new copy of your Kansas criminal
history record will be sent to the Authorized Recipient to make a_{inal decision about your status as an employee,
volunteer or contractor, or your eligibility for any pertinent license, certification or registration, or adoption.

To obtain a copy of your national CHRI, also known as the Identity History Summary, for review and challenge
you must submit a set of vour fingerprints and the appropriate fee to the FBI. Information regarding this process
may be obtained at: https: is/identity-history-summary-checks. Or, you may write to:

ww, tbi.gov/services/

FBI CIIS Division

Attn: Criminal History Analysis Team 1
1000 Custer Hollow Road

Clarksburg, West Virginia 26306

revised 5-4-18 bv
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UNIFORM APPLICATION
FOR PHYSICIAN
STATE LICENSURE

Postgraduate Training Verification (UA Form #3)

Applicant: Complete this form as instructed in the left sidebar.
Program Director or Designated Official: Complete as instructed in the left sidebar.

Applicant:

This form is not
needed if you are
using FCVS for
credentials
verification.

Complete Section 1

and fill in your name
at the top of page 2.
Type or print legibly.

Send this form to the
current Program
Director of your
postgraduate training
program.

Copy this form for
multiple training

Section 1: Applicant Information

Lastrame: _Juman WIS
First name: @\)L‘LV\

Middle name: __ VYL V\J!

Name if different when diploma awarded:
rogram: V\N)\,Lv; F(:’LVVI}( q l’\/\,(/d{ LA

ocial Security number*:

Suffix:

Name of postg

Date of birth: _|

“The social securily number is to be used for purposes of identification only and may not b used for any other reason.
i Y )

Waiver for Release of Information: | authorize the postgraduate training program listed above to provide
any and all information pertaining to my medical education at that institution to the Board listed below. |
request that the Program Director or a designated official complete Section 2 of this form and send it to the
Board listed below at the given address.

Board name: Kansas State Board of Healing Arts

800 SW Jackson, Lower Level — Suite A

Topeka, KS 66612

Applicant signature: . £

Mailing address:
City/State/Zip:

oate: L0] [ [ LK

Dean or Designated
Official:

Please complete
Section 2. Report
incomplete years
separately from those
that were completed
successfully. Report
each Internship,
Residency, and
Fellowship separately.

Use one section per
specialty/subspecialty.
Provide a schedule of
rotations if the
specialty/ subspecialty
is
rotating/transitional.

Make copies and
attach additional
pages if necessary.

Send this form to the
Kansas State Board of
Healing Arts at the
address listed in
Section 1 with any
added documentation,
if applicable.

Proagram Director or Designated Official:
Send this form to the Kansas State Board of Healing Arts.

Section 2: Postgraduate Training Verification

Institution name: Wes L Ldicint 2.5 Foqr
Institution address: $5 0 ). FHillside

Institution city / state or province / zip code: W\ t,hi{'& ' KS

LFuY
cho edidne—

Wichita

Affiliated medical school name: i { of

Institution / school name if different when the applicant attended:

Zﬁesidency

Postgraduate year (e.g., 1, 2, 3, elc.): I [] Internship [:] Fellowship

[] Research  [] Chief Residency [] other:

Specialty/Subspecialty: Eml‘lu Y @u‘nL
Z
Attendance dates: From #—1~ 20| F

o b-30-20|K

] No [ In progress with expected completion date of

Successfully completed*? [ Yes

*In each year of training, did the applicant demonstrate sufficient academic and clinical ability to qualify fqr advancement
without conditional or probationary status to the next year and next progressive level of responsibility in a designated
specialty program?

Accredited by: [FACGME (] AOA (] LcGME [Jrsc ] CFPC
] RCPSC (] APPAP [C] None of these

Uniform Application for Physician State Licensure

DO NOT SEND THIS FORM TO FCVS/FSMB.
Postgraduate Training Verification Form - Page 1 of 2

© July 2014 Federation of State Medical Boards



Applicant Name:

Please explain any
“Yes" response on an
additional page or in
the blank sidebar area
above.

Postgraduate year (e.g., 1, 2, 3, etc.): gg [] Internship FResidency [ Fellowship

[J Research ] Chief Residency ] other:
Specialty/Subspecialty: Fg,m Ly I NMedicine
Attendance dates: From 7‘ -|- 20| S to 6‘30 = Q-DH

Successfully completed*? [] Yes [] No [LA progress with expected completion date of _(Q"BD"Q'UJH

'!Q each year of training, did the applicant demonstrate sufficient academic and clinical ability to qualify for advancement
without conditional or probationary status to the next year and next progressive level of responsibility in a designated
specialty program?

Accredited by: ACGME (J AoA ] LCGME [(JRsC (JcrpPc
[ ] RCPSC ] APPAP (] None of these
Poslgraduate year (e.g., 1, 2, 3, etc.): = ] Internship [GResidency [] Fellowship
[] Research [] Chief Residency [] other:
Specialty/Subspecialty: Fﬂm% [ABN cll dne
Attendance dates: From 7’ -~ ;D lcz to (o -3 D"aZDAD

Successfully completed*? [] Yes mo (] In progress with expected completion date of
*In each year of training, did the applicant demonstrate sufficient academic and clinical ability to qualify for advancement
without conditional or probationary status to the next year and next progressive level of responsibility in a designated

specialty program?

Accredited by: ACGME JACA ] LCGME CIRscC [JcFPC
] rRcpsc ] APPAP ] None of these

Unusual Circumstances

1. Did this individual ever take a leave of absence or break from his/her training? [ Yes Z/No
2. Was this individual ever placed on probation? (] Yes Z/No
3. Was this individual ever disciplined or placed under investigation? [Jves E(No
4. Were any negative reports for behavioral reasons ever filed by instructors? ] Yes E’No
5. Were any limitations or special requirements placed upon this individual [ Yes Z/No

because of questions of academic incompetence, disciplinary problems,
or any other reason?

%Rﬁl THS fgﬁi knowledge and belief, the foregoing is a true, accurate, and complete statement of the
S (o rdcﬁr}mm Wﬁs form,

Signature: /é“?g__\

Print name: GFQ?/Lh&V\ IY‘WI.Y\; mD

AFFIX INSTITUTIONAL SEAL HERE Title: 'ﬁ"quMﬂ D’ yectovry
(If no seal is available, this form must be notarized.) Date: _} 0\l |- 201 g

Program Director or Designated Official: DO NOT SEND THIS FORM TO FCVS/FSMB.

Phone number:glb“féz—gﬂ iﬁ Fax number:3i(p - 9(02." 1]27’

Email: Qretehhen . diekson ﬂ) wesleyme. com
ol _ I

Uniform Application for Physician State Licensure

Send this form to the Kansas State Board of Healing Arts. © July 2014 Federation of State Medical Boards Postgraduate Training Verification Form - Page 20f2



Addendum 5

INSTRUCTIONS FOR REQUESTING A CRIMINAL BACKGROUND CHECK

Effective January 1, 2009, applicants to practice the healing arts will be required to submit their
fingerprints for state and national criminal history background checks.

Following is the Waiver Agreement and FBI Privacy Act Statement. Please complete, sign and date
the Waiver Agreement and FBI Privacy Act Statement form with your application. Your application
will not be deemed as completed without a completed and signed Waiver Agreement and Statement form.

Fingerprinting should be conducted by a person who is appropriately trained to collect fingerprints.
Your local law enforcement agency should be willing to assist you with completing the fingerprints.
Some enforcement agencies offer electronic scanning (Livescan). Please visit our website at
http://www.ksbha.org/departments/licensing/licensingdept.shtml for a listing of Livescan agencies.
Have at least one form of picture identification for the law enforcement agency to examine.

[f you do not utilize a Livescan agency, contact the Board at 785 296-7413 or 888-886-7205 to receive
a fingerprint card or visit https://www.fbi.gov/file-repository/standard-fingerprint-form-fd-258-1.pdf/view
to print a fingerprint card. If printing the card please print on card stock paper.

Please complete the applicant section of the fingerprint card. Ensure the appropriate data fields are

completed prior to submitting the fingerprint card. Be sure to include name (including aliases,
maiden and previous names), complete mailing address, social security number, citizenship, date of

birth, and personal information (sex, race, height, weight, eyes, hair, place of birth). The spaces for
OCA, FBI and MNU numbers can be left blank. Cards with missing or incomplete information will

be rejected and must be resubmitted. Sign the card in front of the law enforcement officer. If you
use Livescan, the agency may have a different form for you to complete.

Make a check or money order (do not send cash) payable to the Kansas State Board of Healing Arts
for $47. A fingerprint card submitted without payment will not be processed.

Provide the law enforcement officer with a stamped envelope addressed to KSBHA 800 Jackson
LL-Suite A., Topeka KS 66612 to mail your fingerprint card or electronic scan, and fee. In
addition, you may want to usc a mailing service that allows for delivery confirmation to confirm
your fingerprint card and payment have been received at the Board. Bent and folded cards will not
be accepted and a new fingerprint card will be mailed to you for prints to be taken again.

A background check is valid for six (6) months. Application for licensure completed after the
six (6) month period will be required to submit a new fingerprint card for a new clearance.

Any and all resubmissions of fingerprints cards require a $47 as of February 1, 2015 to process. NS @
Resubmitted fingerprint cards will not be processed without payment. @©
;, %o

: : \
Please complete, sign and return the Waiver Agreement and FBI Privacy Act Statem rm withqy S 1“\
your application. Your application will not be deemed as complete without a completey and si3
Waiver Agreement and FBI Privacy Act Statement form.

weerh




WAIVER AGREEMENT
AND
FBI PRIVACY ACT STATEMENT

Fingerprint-Based Record Checks for Noneriminal Justice Purposes

I hereby authorize (Name of Authorized Recipient) to submit a set of my
fingerprints to the Kansas Bureau of Investigation (KBI) for the purpose of identifying me and accessing and
reviewing Kansas and/or national criminal history records that may pertain to me. Pursuant to K.S.A. 22-4701 et
seq. and K.S.A. 22-5001, the Authorized Recipient may obtain my criminal history record information for
noncriminal justice purposes. By signing this waiver, it is my intent to authorize release to the above-referenced
Authorized Recipient of any Kansas and/or national criminal history record that may pertain to me. I further
understand that, if applicable, the Authorized Recipient may choose to deny me unsupervised access to children, the
elderly, or individuals with disabilities until the criminal history background check is completed.

I understand that, upon my request, the Authorized Recipient will provide me a copy of the criminal history
background report, received on me, for the purpose to challenge the accuracy and completeness of any information
contained in any such report. | may be afforded a reasonable amount of time to correct or complete the criminal
history record (or decline to do so) before the Authorized Recipient makes a final decision about my status as an
employee, volunteer or contractor, or my eligibility for any pertinent license, certification or registration, or adoption.
See 28 CFR 50.12(b).

I understand that officials receiving the results of the criminal history record check are to use those results only for
authorized purposes and are prohibited from retaining or disseminating such results in violation of federal statute,
regulation or executive order, or rule, procedure or standard established by the National Crime Prevention and
Privacy Compact Council. (See 5 United States Code (USC) 552a(b); 28 USC 534(b); 42 USC 14616, Article [V(c);
28 CFR 20.21(c), 20.33(d), and 906.2(d).)

FBI PRIVACY ACT STATEMENT

Authority:

The FBI's acquisition, preservation, and exchange of information requested by this form is generally authorized
under 28 U.S.C.534. Depending on the nature of your application, supplemental authorities include numerous
Federal statutes, hundreds of State statutes pursuant to Pub.L. 92-544, Presidential executive orders, regulations and/
or orders of the Attorney General of the United States, or other authorized authorities. Examples include, but are not
limited to: 5 U.S.C. 9101; Pub.L. 94-29; Pub.L. 101-604; and Executive Orders 10450 and 12968. Providing the
requested information is voluntary; however, failure to furnish the information may affect timely completion or
approval of your application.

Social Security Account Number (SSAN).

Your SSAN is needed to keep records accurate because other people may have the same name and birth date.

Pursuant to the Federal Privacy Act of 1974 (5 USC 552a), the requesting agency is responsible for informing you

whether disclosure is mandatory or voluntary, by what statutory or other authority your SSAN is solicited, and what

uses will be made of it. Executive Order 9397 also asks Federal agencies to use this number to help identi T
individuals in agency records. RE@E“V E@
Principal Purpose:

Certain determinations, such as employment, security, licensing, and adoption, may be predicatéd on ﬁ]ﬁﬁrﬁr&tg ?-m%
based checks. Your fingerprints and other information contained on (and along with) this form thay be submitted to
the requesting agency, the agency conducting the application investigation, and/or FBI for the purposc ofcor\%ggmg
the submitted information to available records in order to identify other information that may be pertinent to t
application. During the processing of this application, and for as long hereafter as may be releva e activity for
which this application is being submitted, the FBI may disclose any potentially pertinent information to the
requesting agency and/or to the agency conducting the investigation. The FBI may also retain the submitted
information in the FBI's permanent collection of fingerprints and related information, where it will be subject to
comparisons against other submissions reccived by the FBI. Depending on the nature of your application, the
requesting agency and/or the agency conducting the application investigation may also retain the fingerprints and
other submitted information for other authorized purposes of such agency(ies)

revised 5-4-18 bv



WAIVER AGREEMENT
AND
FBI PRIVACY ACT STATEMENT (Cont.)

Fingerprint-Based Record Checks for Noncriminal Justice Purposes

Routine Uses:

The fingerprints and information reported on this form may be disclosed pursuant to your consent, and may also be
disclosed by the FBI without your consent as permitted by the Federal Privacy Act of 1974 (5 USC 552a(b)) and all
applicable routine uses as may be published at any time in the Federal Register, including the routine uses for the FBI
Fingerprint Identification Records System (Justice/FBI-009) and the FBI's Blanket Routine Uses (Justice/FBI-BRU).
Routine uses include, but are not limited to, disclosures to: appropriate governmental authorities responsible for civil
or criminal law enforcement, counterintelligence, national security or public safety matters to which the information
may be relevant; to State and local governmental agencies and nongovernmental entities for application processing as
authorized by Federal and State legislation, executive order, or regulation, including employment, security, licensing,
and adoption checks; and as otherwise authorized by law, treaty, executive order, regulation, or other lawful
authority. If other agencies are involved in processing this application, they may have additional routine uses.

Additional Information:

The requesting agency and/or the agency conducting the application-investigation will provide you additional
information pertinent to the specific circumstances of this application, which may include identification of other
authorities, purposes, uses, and consequences of not providing requested information. In addition, any such agency in
the Federal Executive Branch has also published notice in the Federal Register describing any system(s) of records in
which that agency may also maintain your records, including the authorities, purposes, and routine uses for the
system(s).

RIGHT TO OBTAIN AND CHALLENGE ACCURACY
OF CRIMINAL HISTORY RECORDS

You may request a copy of your state and/or national criminal history record from the Authorized Recipient for the
purpose of challenging for accuracy and completeness.

Alternatively, you may obtain a copy of your Kansas criminal history record information (CHRI) to review for
accuracy and completeness, by submitting a set of your fingerprints, a letter requesting your criminal history record,
and payment of the appropriate fee to the KBI. For further details, including the current fee, visit the following
Internet website: http://www.kansas.gov/kbi/info/info_brochures.shtml then find the brochure named “Record
Checks for Non-Criminal Justice Purposes”. Or, to provide official court documents to make a correction you may
write to:

Kansas Bureau of Investigation
Attn: Criminal History Records
1620 SW Tyler

Topeka, Kansas 66612-1837

If a change is made to your Kansas criminal history record due to a challenge, a new copy of your Kansas criminal
history record will be sent to the Authorized Recipient to make a final decision about your status as an employee,
volunteer or contractor, or your eligibility for any pertinent license, certification or registration, or adoption.

To obtain a copy of your national CHRI, also known as the Identity History Summary, for review and challenge

you must submit a set of your fingerprints and the appropriate fee to the FBL. Information regarding this process
may be oblained at: htips:/www.fbi.gov/services/cjis/identity-history-summary-checks. Or, you may write to:

@E@E@WE@

DEC 0 3 20\3

FBI CJIS Division

Attn: Criminal History Analysis Team |
1000 Custer Hollow Road

Clarksburg, West Virginia 26306

KsBHA

revised 5-4-18 by
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