Illinoié Department of
Professional Regulation

Nikki M. Zollar Jim Edgar
Director | Governor

CERTIFICATTION

April 12, 1996

State Medical Board of Ohio
77 South High Street

17th Floor

Columbus, OH 43266-0315

I, Nikki M. Zollar, do hereby certify that I am the Director of the Department
of Professional Regulation, a department of the government of the State of
Illinois; that I am the keeper of the records of the Department of
Professional Regulation and its seal; that a standard search of the available
records of this office indicates the following:

THIS IS TO CERTIFY THAT: SHEELA M. BARHAN

WAS ISSUED LICENSE NO: 036-091135

ON: 07/03/95

TO PRACTICE AS A: LICENSED PHYSICIAN AND SURGEON
LICENSED BY: ACCEPTANCE OF EXAM

CURRENT LICENSURE STATUS IS: ACTIVE
CURRENT LICENSE EXPIRES: 07/31/96
ACCORDING TO OUR RECORDS, THIS LICENSE HAS NOT BEEN DISCIPLINED.

OTHER: Temporary Certificate Physician and Surgeon No. 125-028615, was
issued June 5, 1992. No disciplinary action on file.

The information above is the only certification information provided by this
Department. If other information is needed, it must be obtained from the
above-named individual or the agency or institution which initially generated
the information. To expedite the certification process, the above format is
the standard format prepared for all professions regulated by this Department.

For detailed information regarding the type and length of discipline, if any,

submit a written request to the Regulatory Unit at the Department’s Chicago
office.
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Springfield, Illinois 62786 Suite 9-300
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STATE MEDICAL BOARD OF OHIO

77 South High Street, 17th Floor  Columbus, Ohio 43266-0315 @ (614) 466-3934

MEDICINE OR OSTEQPATHIC MEDICINE
FORM 4 - VERIFICATION OF LICENSE

Iam applying for a license to practice in the State of Ohio. The State Medical Board of Ohio requires that this

form be completed by each state or Canadian Province in which I hold or have held licenses, whether now
current or not. Please complete the form and return it directly to the State Medical Board of Ohio.

TG BE COMPLETED BY APPLICANT
o+o1] 95

Bachan . Sheele, Madher  03¢-0%1135
Name in full (last, first, middle, suffix) License number Iss@daty(mo/day/yr)
7o /cux 4 MU/, 50«50%00/

1240, Corvelia Ave Ohicego TLCOES?_0y-(5(¢
Complete address (street, city, stdte & zip) Date of birth Medical school of graduation

I HEREBY AUTHORIZE THE LICENSING AGENCY OF THE STATE OR PROVINCE OF
Tllipois TO FURNISH THE INFORMATION BELOW TO THE STATE

MEDICAL BOARD OF OHIO.

hm. Lo ez

Signature of applicant

TO BE COMPLETED BY STATE BOARD OR CANADIAN PROVINCE

Name of Licensee

State/Province
Issue Date

License Number

£ Hd 8144y og

Is License current: d Yes [ No If not, please explain:



FORM 4 - VERIFICATION OF LICENSE - MEDICINE OR OSTEOPATHIC MEDICINE
PAGE TWO

LS

[s the applicant currently the subject of a pending investigation by a licensing or disciplinary authority in your
state?
O YES QO NO U CANNOT ANSWER UNDER CURRENT STATE LAW  If yes, please attach complete details.

Have formal disciplinary proceedings been initiated against applicant or applicant’s license by a disciplinary
authority in your state?
Q YES O NO QO CANNOT ANSWER UNDER CURRENT STATE LAW  If yes, please attach complete details.

Has the applicant ever been warned, censured or in any other manner disciplined or has applicant’s license been
revoked, suspended, or in any other manner limited by a licensing or disciplinary authority in your state?
O YES O NO O CANNOT ANSWER UNDER CURRENT STATE LAW  If yes, please attach complete details.

(AFFIX BOARD SEAL)
(NOT VALID WITHOUT SEAL)

Signature

Title

Date

RETURN TO: STATE MEDICAL BOARD OF OHIO
77 SOUTH HIGH STREET, 17TH FLLOOR
COLUMBUS, OH 43266-0315

Revised 05/26/92



STATE MEDICAL BOARD OF OHIO

77 South High Street, 17th Floor ® Columbus, Ohio 43266-0315 ® (614) 466-3934

| MEDICINE OR OSTEOPATHIC MEDICINE

FORM 2 -

CERTIFICATE OF GRADUATE MEDICAL EDUCATION

MAIL TO HOSPITAL OR INSTITUTION OF GRADUATE
MEDICAL EDUCATION IN THE U.S, OR CANADA

Dear Sir:

I am applying for a license to practice in the State of Ohio. The State Medical Board of Ohio requires that my
graduate medical education be certified. Please complete the form and return it directly to the State Medical
Board of Ohio.

TO BE COMPLETED BY APPLICANT

&MLOJ\\ JL\@Q“{\ /‘/Lowﬁkw

oY -5 L
Name in full (ast, first, middle, suffix) Date of birth (mo/day/yr)
24| W, Coﬂ\&{ [ A\/C . CL\: Cego Il Tu{a_r\é M&ﬂ‘ Cce_,(j gcl\oo
Complete address (street, city, state & zip) ¥ GOCE 3F Medical school of graduation

I hereby authorize

LL\! i@lLLO}Z L( inels

" Hdspi l.il or training institution

to furnish the following information concemmg my graduate medical cducanon to the State Medlcal
Board of Ohio.

AL wdido

3/2/0¢
Slgnatune of applicant Daté

TO BE COMPLETED BY HOSPITAL OR TRAINING INSTITUTION

I offer the following in support of his/her application for full licensure

)
o
.
-0
) | = L=
I rate his/her medical knowledge and technique as Exer, (,L.d\\ =
/ A s -0
His/her relationship with patients is: EXCo W § = >
c 14 -
I rate his/her ability to work well with peers and medical staff as Y, LA &
. c (
His/her command of the English language is et e\
Additional comments:

OVER :>



FORM 2 - CERTIFICATE OF GRADUATE MEDICAL EDUCATION

MEDICINE OR OSTEOPATHIC MEDICINE {
»
4 . ' [
This certifies that 8 J,\ ol o /‘ e ks M0 has successfully completed
(name of applicant)

not less than Ll g months of graduate medical education through the: [ 1st year level
4 2nd year level
M3rd year level or above

as a(n): [ intern

§d resident in ©bs Le (J CWV (0 [
[J clinical fellow

(department)
, iy ‘
at_| Un\ves '/[*\} A 1lhwa [140 . ’ﬁw;/a-/ SE Uhicago IL 041
(name of hospital) | (complete street address of hospital) J
rom 7|1 |92 o___bJ30[aL
beginning (mo/day/yr) ending (mo/day/yr)

It is further certified that the above named: )Q will be awarded a certificate on} ¢ / 20y {5

mofdayfyr
( was awarded a certificate on}
mo/day/fyr
(U was not awarded a certificate
please explain:
and that the training: was accredited by ACGME/ACA, Royal College of Physicians and Surgeons,

College of Family Physicians or National Joint Commission

O was not accredited by ACGME/AQOA, Royal College of Physicians and Surgeons,
College of Family Physicians or National Joint Commission

I hereby recommend him/her for full licensure to practice m 26 oposteopathic medicine in the State of Ohio.

R

(SEAL OF HOS?I TAL) /—\’/\ /L /} ’)

‘Xj\\ S Q—/ E Signahife of Medical Dirgctor or Program Director ‘
N S0 VYT 4’ oA \K\é (Origikal signature only, ngmes stamps will not be

*If hospital has no seal please indicate accepted)

and have form notarized. % N (2 Q SENLW )6 (‘ \,]' }Q

Name (please print or type)
ZLM [/ //ufutl Ll . -

q (1 L
OFF:C!AL SEAL i
; MARY G MENAKER

iu[ ITARY PUBLIC STATE OF 'LLINOIS
el\.el"(#’ AMISSION EXPIRES 07:28/97

SAAALNANLA AP nmA s mAASAALLAAAS

Date

RETURN TO: STATE MEDICAL BOARD OF OHIO
77 SOUTH HIGH STREET, 17TH FLOOR
COLUMBUS, OH 43266-0315

Revised 02/09/94



LAST (Sumame) FIRST MIDDLE SUFFIX(r., I) . —]
NAME: _ y ) |
BARHAN  SHEELA  MADHAV ‘
HIGH SCHOOL OR eCHOOL NAME CITY STATE COUNTRY
EQUIVALENT: | o 2iSFIELD HigH  CRISFIELD, MD L'g/ﬂ

MO/DAY/YR MO/DAY/YR
DATESATTENDED:  FRoMi ( G/ 0/ 7] 7 |1 O 4 31/ gy

UNDERGRADUATE _
COLLEGE OR SCHOOL NAME CITY STATE COUNTRY
EOUI . gl - PR— . Lo
FQUIVALENT: ( LOYOLA Cllese B Actmore  mD VSH
MO/DAY/YR MO/DAY/YR DEGREE RECEIVED _
DATES ATTENDED: FROM: | 0 @'/ ¢/ / Y } T0: 0 Glef] gg 8 S )
){Y? g SCHOOL NAME CITY STATE '.'COUNTRY
= z
DEGREE RE(_blV.ED
DATES ATTENDED: FROM: L : _ ‘
MEDICAL OR ‘
OSTEOPATHIC SCHOOL NAME CITY STATE COUNTRY
SCHOOL L ) poamad o _ 0 ! e
OF GRADUATION: |_[ ULANE NEWSRLEANS LA OSA
MO/DAY/YR MO/DAY/YR

M.D,

DEGREE RECEIVED {

DATES ATTENDED:  FROM:| (0 gloll §g| o

CERTIFICATE OF
PRELIMINARY EDUCATION
NO: fox9/ DATE ISSUED: gpRr 0 § 1996

This 1s to certify that this applicant has met the preliminary education requirements for study in
conformity with the statutes of Ohio and the regulations of the State Medical Board of Ohio.

22 ot

ntrance Examirer Secretary




The Federation of State Medical Boards
of the Hnited States, Inc.

400 FULLER WISER ROAD, SUITE 300
EULESS, TEXAS 76039-3855
(817) 868-4000

FAX (817) 868-4099

EXAMINEE: SHEELA MADHAY BARHAN

i Ray @. Bumgarner, JD
. Executive Director
Ohio State Medical Board

77 S. High Street
17th Floor

Columbus, 0OH 43215

It is certified that the above riamed physician took the Federation
Licensing Examination on the date(s) sntered below for
Licensing Board(s)

the State hMedical
listed and obtained the following scores:
FIN: 6604150204

Date of Certification:
DATE OF EXAM

n3/12/96

STATE EXAM TAKEN FOR STATE 1D # camp_1 coMp &
ne /9 LOUISIANA 21663

78 79
COMPONENT 1 of FLEX is desigrned to evaluate measurable aspects of the
krnowledge and

understanding of basic and clinical sciencesy, with specific
emphasis on principles and mechanisms underlying disease and modes of
therapy.

COMPONENT & of FLEX

is desigred to assess the additiornal cognitive
abilities reqguired of physicians who will

ultimately assume independernt
reponsibilities for the general health care of patients.

¥R R ¥ OFE K K K R X K O K K KON K KR K ¥ N
Furthermore: R search

of the Federation’s Board Action Data Rank
reveals no reported information on the above rnamed
physician.
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STATE MEDICAL BOARD OF OHIO

REQUEST FOR APPLICATION FORMS

(MEDICAL OR OSTEOPATHIC)

PLEASE TYPE OR PRINT CLEARLY

5 I hereby submit the following information in order to receive an application

77 South High Street, 17th Floor ® Columbus, Ohio 43266-0315 ® (614) 466-3934

) LAST (Sumame) FIRST MIDDLE SUFFIX (r., I)
ONAME - BARHAN SHECLA  MADHAV -
J ’ STREET & NUMBER
o/ADDRESS: ; » ' o
C (241 MfesT C/ome}l& /}v&
C N\ ary ZIP CODE ] “COUNTRY
N Qhicage TL G065 ¥ US4
. AREA CODE & NUMBER ( AREA CODE & NUMBER
"~ TELEPHONE: BUSINESS: (312) 99(- 7 430 HOME:((2/2) 24& —~650 3/
Sj MO/DAY/YR ' ' ary . . - STATE — COUNTRY
“_BIRTHDATE: | OY 1(Si ((, | BIRTHPLACE:| (", o Okin OSA
k’i L/ (MEDICAL OR OSTEOPATHIC EDUCATION )
a8 = —
/ SCHOOL NAME _
\ MEDICAL SCHOOL
OF GRADUATION: T [‘“‘4‘6 Med; c»l cho ° [
STREETADDRESS T
[430 Tolane Ave
CITY . STATE COUNTRY
New Ocdeans Lo LS
MO/DAY/YR MO/DAY/YR
DATES ATTENDED: FROM:( () Q 10|/ gg TO: O(; 0:5// ({2
DEGREE DATE MO/DAY/YR
RECEIVED:| (¥, D, RECEIVED:| (0 (, 104! 9 2
Revised 01/24/94

OVER )




OTHER MEDICAL | SCHOOL NAME

SCHOOLS -
ATTENDED:
(IF NONE, _ | STREET ADDRESS
ENTER “NONE”)

aTy STATE _ COUNTRY
MO/DAY/YR MO/DAY/YR

DATES ATTENDED: FROM: /o TO: /o

REASON DEGREE NOT RECEIVED AT THIS SCHOOL

SCHOOL NAME

i STREET ADDRESS

cITY STATE ' COUNTRY

MO/DAY/YR MO/DAY/YR

DATES ATTENDED: FROM: / / TO: / /

REASON DEGREE NOT RECEIVED AT THIS SCHOOL

CF IFTH PATHWAY)

FIFTH PATHWAY PROGRAM: | HOSPITAL OR INSTITUTION
IF NONE, ENTER "NONE" )
( ) Non e

NAME OF MEDICAL SCHOOL CITY STATE ZIP CODE
AFFILIATED WITH:

MO/DAY/YR MO/DAY/YR
DATES ATTENDED: FROM: !/ TO: /R
MO/DAY/YR

QUALIFYING EXAM TAKEN: DATE TAKEN: /I

CONTINUED >



(GRADUATE MEDICAL EDUCATION )

AU

List ALL graduate medical education (internship, residency, or clinical fellowship), undertaken in the U.S. or
Canada. If additional spdce is needed, please attach an extra sheet. (If none, enter "NONE")

| hidspital, University or Other: Position & Level of Training
G ? q 2 :_._-‘: e . 4» . — ] ) Depanmem (chock one on'y)
1920 | (O wersiby of Tilingis | oomon] &
monthiyear  \_ " & mplete Stredt Address: ) = 2 O yoar
TO : b p\é Si Jl ent
1340 W, Taylor St o
Street & Number !
U l QQJ @L.-ca.qo T /USA E/ard year
month/year City J  State/Country GO0 %ip;z or above
Hospital, University or Other: Position & Level of Training
Department (ctietk one only)
+ month/year Complete Street Address: E' ;:ta‘
TO — 2nd.
O year
Street & Number - -
—_— | 3rd year
month/year - City + State/Country Zip or above
Hospital, University or Other: Posttion & Level of Training
Department (check one only) -
month/year Complete Street Address: O ;:ar
TO 2nd
O year
Street & Number
. O 3rdyear
month/year City State/Country ~ Zip or above
Hospital, University or Other: Position & Level of Training
Department (check one only)
monthiyear Complete Street Address: O ;:tar
TO O 2nd
Street & Number year
. [J 3rdyear
month/year City State/Country Zp or above

OVER >




[/ CWRITTEN EXAMINATIONS TAKEN)

List each and every written (FLEX, National Boards, USMLE or State Board) exam taken whether in Ohio or any
other state, territory or province. Use one section for each exam portion taken. If additional space is needed, please
attach an extra sheet.

)

STATE DATE TAKEN TYPE OF EXAM SECTIONS TAKEN FINAL RESULTS
(MO/IYR) (¥ _ONE ONLY) (v _ONE ONLY) (¢/_ONE ONLY)
¢ O FLEX (PRE-1985) O PARTIAL O FULL
LoviSiana & i FLEX (1985 - 1993) COMPONENT @1 @ II '
4 ' C“C / L/ 2 O NATIONAL BOARDS PART O1 02 03 \@ PASS O FALL
O USMLE STEP O1 02 03
O STATE BOARD O PARTIAL O FULL
(MOIR) (¢_ONE ONLY) (_ONE ONLY) (_ONE ONLY)
O FLEX (PRE-1985) O PARTIAL O FULL
O FLEX (1985 - 1993) COMPONENT OI O&
/ O NATIONAL BOARDS PART O01 Q2 03 O PASS D FAIL
O USMLE STEP O1 02 03
O STATE BOARD O PARTIAL O FULL
MOXR) (¢/_ONE ONLY) (& ONE ONLY) (¢v_ONE ONLY)
O FLEX (PRE-1985) 0 PARTIAL O FULL
! O FLEX (1985 - 1993) COMPONENT Q1 QI
/ O NATIONAL BOARDS PART O1 02 03 O PASS O FAIL
Q USMLE STEP Q1 02 Q03
O STATE BOARD O PARTIAL O FULL
(MOOR) (Z/_ONE ONLY) (¢ _ONE ONLY) (”_ONE ONLY)
O FLEX (PRE-1985) Q PARTIAL O FULL
O FLEX (1985 - 1993) COMPONENT Q1 OI
/ O NATIONAL BOARDS PART O1 02 Q3 Q PASS O FAIL
O USMLE STEP O1 02 03
Q STATE BOARD O PARTIAL O FULL
MOXR) (¢_ONE ONLY) (¢ _ONE ONLY) . (/_ONE ONLY)
O FLEX (PRE-1985) Q PARTIAL -~ O FULL a :
O FLEX (1985 - 1993) COMPONENT QI OI
/ O NATIONAL BOARDS PART O1 Q02 O3 O PASS O FAIL
O USMLE STEF Q1 Q02 Q3
O STATE BOARD O PARTIAL O FULL
MOXR) (¢ _ONE ONLY) (_ONE ONLY) (¥ ONE ONLY)
|~ O"FLEX (PRE-1985) ~ *| “TOPARTIAL U FULL
Q FLEX (1985 - 1993) COMPONENT OI Q&
/ O NATIONAL BOARDS PART Q1 02 Q3 0 PASS O FAIL
O USMLE STEP Q1 Q2 Q3
O STATE BOARD Q PARTIAL O FULL
MOIYR) (Z_ONE ONLY) (&7 ONE ONLY)
O FLEX (PRE-1985) O PARTIAL O FULL
O FLEX (1985 - 1993) COMPONENT Q1 OTI
/ O NATIONAL BOARDS PART Ot Q2 O3 O PASS O FALL
O USMLE STEP O1 02 03
O STATE BOARD O PARTIAL O FULL
(MO/XR) (Z_ONE ONLY) (¢Z_ONE ONLY) (”_ONE ONLY)
O FLEX (PRE-1985) O PARTIAL O FULL
O FLEX (1985 - 1993) COMPONENT O1 QI
/ O NATIONAL BOARDS PART O1 02 Q3 Q PASS O FAIL
O USMLE STEPE 01 02 Q3
Q STATE BOARD O PARTIAL O FULL

CONTINUED C)



» CLICENSES IN THE UNITED STATES & CANADA )

S U

List ALL states/provinces whether the license is current or not in which you are or have been licensed (except temporary,
educational permits, etc.) to practice medicine and surgery or osteopathic medicine and surgery. Indicate the license number,
date of issuance, and the basis of licensure (e.g., FLEX, endorsement of diplomate status, USMLE, endorsement of another

state license, state board.exam, etc.) If additional space is needed, please attach an extra sheet. (If none, enter "NONE")

Z,QL iISian a

N
( 1)

0%/ 93

021663

0O NATIONAL BO uzi FLEX
O STATE BOARD EX O USMLE

.

O OTHER =

_ STATE/PROVINCE  |[ISSUEDATE[  LICENSE# “BASIS OF LICENSE | LICENSE CURRENT
@ YES~ Q NO,

\_  Expiration date:

0 STATE BOARD EXAM O USMLE
O OTHER

(W Y
\_/ (MOLYR) (v ONE ONLY
i v s 04| O NATIONALBOARDS J&FLEX YES 0 NO
"_[:” ‘nols 0 7— /?5’ O3G~-091] 35| a sTATEBOARD EXAM O USMLE [\ Expirtion date:
0 OTHER
O/YR (Z_ONE ONLY) (v ONE ONLY)
O NATIONAL BOARDS O FLEX 0 YES O NO

Expiration date:

(MO/YR)

(V_ONE ONLY)
0O NATIONAL BOARDS 0O FLEX
O STATE BOARD EXAM (0 USMLE

Q OTHER

(¢« ONE ONLY)
Q YES QO NO

Expiration date:

O OTHER

(«_ ONE ONLY)
O NATIONAL BOARDS O FLEX

Q STATE BOARD EXAM (O USMLE

(« ONE ONLY)
0 YES 0O NO

Expiration date:

AMERICAN MEDICAL ASSOCIATION
NATIONAL PHYSICIAN CREDENTIALS VERIFICATION SERVICE

The American Medical Association (AMA) has implemcntcd a National

(NPCVS), which for a fee will verify a physician's possessive credentials.

Are you currently a member of the AMA's NPCVS? O YES

M No

For further information contact the AMA at the address below:

AMERICAN MEDICAL ASSOCIATION
NATIONAL PHYSICIAN CREDENTIALS VERIFICATION SERVICE

515 N. STATE STREET, 4TH FLOOR

CHICAGO, IL. 60610

(312)464-5000

Physician Credentials Verification Service

OVER :{}




CADDITIONAL ELIGIBILITY INFORMATION)

ANSWER ALL QUESTIONS

NO

Are you a licentiate of the Medical Council of Canada?

Are you applying to take Step 3 of the USMLE in Ohio? Q Jume or O December

Do you have a valid ECFMG Certificate?
Number: Date Issued: /
MO/YR

Have you held a current and unrestricted license in the US for five years or more? (Refer to
the TSE section in the Eligibility Packet for more information)

Have youbeen actively practicing medicine and surgery or osteopathic medicine and surgery
(approved training included) in the US for five vears or more? (Refer to the TSE section in
the Eligibility Packet for more information)

Have you applied for or taken the Test of Spoken English (TSE)* of the Educational Testing
Service (ETS)?
Date Taken: / Score:
T MO/YR

S| S %] Sle(w

Have you achieved a score of at least two hundred thirty (230) on TSE* of the ETS?
Date Taken: / Score:
MO/YR

~

(CERTIFICATION )

i1 /b

Signature of Applicant Date

77 SOUTH HIGH STREET, 17TH FLOOR

RETURNTO:  STATE MEDICAL BOARD OF OHIO
COLUMBLUS, OH 43266-0315

Revised 01/24/94

I hereby certify that I am the person referred to in the foregoing Request for Application forms and
- that the-statements-herein are strictly.true in every respect.

4/4/ 4,/&,/#,%___ - g_.".:/'A,



STATE MEDICAL BOARD OF OHIO

77 South High Street, 17th Floar ® Columbus, Ohio 43266-0315 ® (614) 466-3934

I TE - MEDICI R OSTEQPATHI ED

PLEASE TYPE OR PRINT CLEARLY
Full Name LAST (Sumame) FIRST MIDDLE SUFFIX(Jr., )
Usenginiiat:| (3 AR H AN SHEELA  MADHAV
Name (As you prefer it LAST (Sumame) MIDDLE SUFFIX(r., I)
inscribed on your
Ohio license). LARHAN )HEELA MADHAV
Maiden Name Or LAST (Sumame) FIRST MIDDLE SUFFIX(Jr., )
Other Names Used
(If none, enter “NONE"): N O N E
Current STREET & NUMBER
Address: | | Q W. CopNELIA Ave )
STATE ZIP CODE 7. COUNTRY
CUICAGO — L GOGS OSA
Physical HEIGHT WEIGHT HAIR COLOR EYE COLOR IDEN’H]-?_YING MARKS
Description: : s T =
5'¢" 140 BLACk — BRoWN =
Sex: Q MALE H( FEMALE  For saistics only (optional) =
G2
City In Ohio Where You | cITY . OR - COUNTY
Pl To Prctc: DAY TON MoNTEoMERY
PLANS OF PRACTICE:
ONIVERSITY ©B-G6YN FACULTY
Specialty Boards Name of Specialty Board Board Certified Year Cerntified Country
(U.S.A., Canada and Yes No | -
foreign countries): ) '4 rd—' e P a}e bo H’e’!\ Bw'rd
OBk-EcYN Q ® Oral Q)ouch - qr
]
! Q Q
_ a | a i
FOR OFFICE USE ONLY Q 34 ﬁ 3s Q Examination (J Endorsement

PAPERCLIP (DO NOT STAPLE) YOUR CHECK OR MONEY ORDER HERE




RESUME - MEDICINE OR OSTEOPATHIC MEDICINE

List ALL activities in chronological order from the date of medical school graduation to the present time using MONTH and
YEAR. For any non-working time, you must state on the resume exactly what your activities were, such as "looking for
residency program” or "vacation", as well as your permanent address for this period. Ifin private practice, indicate the hospitals
where you hold or have held privileges and include complete dates and addresses. For any time in which you worked for an
"emergency medical group" or did locum tenens, you must list all hospitals where you worked and include complete dates and
addresses. If in private practice, indicate the hospitals where.you hold or have held privileges and include complete dates and
addresses. DO NOT SUBSTITUTE ANY OTHER RESUME FOR THIS FORM., Be sure to indicate the percentage
of working time spent in clinical and administrative duties. If you require more space, attach separate sheets.

/)
LaRNAY]
Hospital, University or Other: +0 Bz;m &[ % Clinical
‘ ‘ en!
06 |12 Vocotion /WcmL} AS+&r+ﬂé
month/year Complete Stréet Address R ejg. A A >/
To % Admin.
A. Street & Number
04192
month/year City State/Country Zip
Hospital, University or Other: Position & % Clinical

OF| R | O yereily Tllineis Alheted | ™ | |
month/fyear hjc‘(oiglitea%et Address sﬂ(,({ Pms O B,, G \( N ) ‘ O O 7 7]

1o ¥4Ho S. .\1'\/606& S\{’, R%chevxf % Admin.

B. Street & Number

N/
]/ .
AN CJ\;CMO TL [USH COGI2
month/year City D State/Country Zip }
R
Hospital, University or Other: Position & % Clinical
Department e
- month/year Complete Street Address \
F. W
To % Admin.
C. Street & Number
month/year City State/Country Zip
Hospital, University or Other: Position & % Clinical
Department
month/year Complete Street Address
TO
% Admin.
D. Street & Number
month/year City State/Country Zip




RESUME - MEDICINE OR OSTEOPATHIC MEDICINE

PAGE TWO
Hospital, University or Other: gzsmon & % Clinical
‘Department
month/yeds Complete Street Address
T0 % Admin.
E. Street & Number
month/year City State/Country Zip
Hospital, University or Other: gzsm‘m & % Clinical
partment
month/year Complete Street Address
TO % Admin.
F. Street & Number
month/year City State/Country Zip
Hospital, University or Other: Position & % Clinical
. Department :
month/year Complete Street Address
TO % Admin.
G. Street & Number
- month/year City -State/Country Zip
Hospital, University or Other: stition & % Clinical
partment
month/year Complete Street Address
TO % Admin.
H. Street & Number
month/year City State/Country Zip




STATE MEDICAL BOARD OF OHIO

77 South High Street, 17th Floor ® Columbus, Ohio 43266-0315 ® (614) 466-3934

MEDICINE OR OSTEOPATHIC MEDICINE

FORM 1 - CERTIFICATE OF RECOMMENDATION

This form is to be completed by a physician fully licensed in the STATE IN WHICH THE FORM IS
NOTARIZED. The recommending physician must be sufficiently acquainted with the applicant for at
least SIX months. Relatives may not serve as recommending physicians. Recommending physicians
are strongly urged to include additional comments. This form must be notarized. ALL questions must
be answered. This form is not intended to standardize the recommendation or restrict it in any way.
However, its form is designed to insure that certain information is included.

DO NOT COMPLETE UNLESS A COLOR PHOTO OF
APPLICANT IS ATTACHED TO THE BACK OF THIS FORM

BLACK & WHITE PHOTOS ARE NOT ACCEPTABLE
I, B\TW‘KUI’ 726% IS — Zl—»féd?&u{d , M.D, alicensed and practicing physician in the state of
(recommending physician) L , , o =
il Hoer Lorkay
“Z//111018 _, affirm that Wela Ll e -

(state of residence) , (applicant)

has been known to me personally for # years and that he/she is of good moral character. Fuf-glier, the i
‘ .

photograph affixed hereto is a genuine likeness of the applicant. I offer the following in support of h'is':?her

1

application for full licensure:

] rate his/her medical knowledge and technique as:_ €% CQLI&NT I

*His/her relationship with patients is: exced [,Q/') r

e cedlont

%I rate his/her ability to work well with peers and medical staff as:
%His/her command of the English language is: exce et ‘
*Additional comments: 2 LN ErAATION. puitho Lt reSerue 7?0

I hereby recommend him/her for full licensure to practice in the State of Ohio.



FORM 1 - CERTIFICATE OF RECOMMENDATION
MEDICINE OR OSTEOPATHIC MEDICINE

™\
4 \ @L ,,\ D Yenkunp - Hopolamd , 4D
Signature of{Recommending Physician _Name of Recommending Physician
(name stamps not acceptable) (please type or print clearly)
(103) 31 QAN Q 230 Loghingtsy) , Cok Pank_EL 0202
Telephone Number A ddress of Reconilmending Physician
(include area code) (include city, state and zip code)

T, 0Dl 092201
State of Licensure & License Number of Recommending Physician
(please type or print clearly)

(NOTARY SEAL)

d\/ \\. irl.@
Subscribed and sworn to before me this (0 " day of \MC e 5199 (, .
(

-~ \ . ~ r\ ( \
C -‘\f\—‘é\/\b\)\//‘k A SR -
Notary Public Signat(ire\

OFFICIAL SEAL
HARRIET ANN JOHNSON _
NOTARY PUBLIC, STATE CF ILLINOIS
MY CONMMISSICN EXPIRES FEB. 2, 1999

Date Commission Expires

re

- e
e

p - RETURN TO: STATE MEDICAL BOARD OF OHIO
Y 77 SOUTH HIGH STREET, 17TH FLOOR

/ -ﬂ;/, v e

Signature of Applicant

Date Photo Taken: @ 7/ ?é
Mo./Yr

Revised 02/09/94



STATE MEDICAL BOARD OF OHIO

77 South High Street, 17th Floor ® Columbus, Ohio 43266-0315 ® (614) 466-3934

MEDICINE OR OSTEOPATHIC MEDICINE

FORM 1 - CERTIFICATE OF RECOMMENDATION

This form is to be completed by a physician fully licensed in the STATE IN WHICH THE FORM IS
NOTARIZED. The recommending physician must be sufficiently acquainted with the applicant for at
least SIX months. Relatives may not serve as recommending physicians. Recommending physicians
are strongly urged to include additional comments. This form must be notarized. ALL questions must
be answered. This form is not intended to standardize the recommendation or restrict it in any way.
However, its form is designed to insure that certain information is included.

DO NOT COMPLETE UNLESS A COLOR PHOTO OF @
APPLICANT IS ATTACHED TO THE BACK OF THIS FORM

‘ : —

I ﬂ Zi ’é» ’ ﬂ[“ja,kﬁ?—n [ , alicensed and practicing physician in the stat€ of
(recommending physician) _ ~
a/ﬁffumls , affirm that S/léé/cc [gcu"/\o_n
(state of residence) (applicant)

has been known to0 me personally for L/ years and that he/she is of good moral cﬁaracter. Further, the

photograph affixed hereto is a genuine likeness of the applicant. I offgr the following in support of his/her

application for full licensure: ,
*I rate his/her medical knowledge and technique as: Enceellend
%His/her relationship with patients is: Encaellend
%I rate his/her ability to work well with peers and medical staff as: | Eneelle wi
%*His/her command of the English language is: Cxeellend

—

¥*Additional comments: % 2t wead (N Thond  Fraesvabor
AN

[ hereby recommend him/her for full licensure to practice in the State of Ohio.



FORM 1 - CERTIFICATE OF RECOMMENDATION
MEDICINE OR OSTEOPATHIC MEDICINE

f]. Hrdekan, A - /4/@/@%@;1 ,

 Signature of Recommending Physician .. Name of Recommending Physician
(name stamps not acceptable) (please type or print clearly)

- : - loo Foles] Ave #F0) Oakpoath 47
(708 » 383-93.33 : & o 1%
Telephone Number Address of Recommending Physician

(include area code) (include city, state and zip code)

o llnois 03¢- 089122

State of Licensure & License Number of Recommending Physician
(please type or print clearly)

(NOTARY SEAL)

n

7 kf@[f e _
Subscribed and sworn to before me this (é day of AL K 199 &

A 0 AN

" Notary Public Slgnaturq

i OFFICIAL

RRIET ANN
NOTARY PUBLIC, STATE
MY COMMISSICN EXPIRES

Date Commission Expires

RETURN TO: STATE MEDICAL BOARD OF OHIO
77 SOUTH HIGH STREET, 17TH FLOOR
COLUMBUS, OH 43266-0315

A L

Signature of Applicant

Date Photo Taken: £’ 2/ 95
Mo./Yr

Revised 02/09/94




STATE MEDICAL BOARD OF OHIO

77 South High Street, 17th Floor ® Columbus, Ohio 43266-0315 @ (614) 466-3534

MEDICINE OR OSTEOPATHIC MEDICINE
. FORM 4 - VERIFICATION OF LICENSE

. Tamapplying for a license to practice in the State of Ohio. The State Medical Board of Ohio requires that this
form be completed by each state or Canadian Province in which I hold or have held licenses, whether now
current or not. Please complete the form and return it directly to the State Medical Board of Ohio.

TO BE COMPLETED BY APPLICANT

Bar[«@,n %\Leelal Madhay o106 3 O /ol A?Z
Name in full (last, first, middle, suffix) License number Issue daté (mo/d’ay/yr)
’)\L“ \VI COFI\B';QA\!f C&C@«Qo IL Oq"lg’éc’ ~|/t)[<3u'\(9 P/@cp:ca.tgcl\c)o/
Complete address (street, city, state & zﬁp)(,;oeg‘} Date of birth Medical school of graduation

IHEREBY AUTHORIZE THE LICENSING AGENCY OF THE STATE OR PROVINCE OF

LIS anA TO FURNISH THE INFORMATION BELOW TO THE STATE
MEDICAL BOARD OF OHIO. - '
/ﬁé p thke o 2/7¢
Signature of applicant __ Date

TO BE COMPLETED BY STATE BOARD OR CANADIAN PROVINCE

Chucsriva SSecle Madd oo 7

State/Province Name of Licensee
02l bl3 7-1- 43

License Number Issue Date

Is License current: Yes [ No If not, please explain;



FORM 4 - VERIFICATION OF LICENSE - MEDICINE OR OSTEOPATHIC MEDICINE
PAGE TWO

Is the applicant currently the subject of a pending investigation by a licensing or disciplinary authority in your
state?

O YES MIO O CANNOT ANSWER UNDER CURRENT STATELAW  If yes, please attach complete details,
Have formal disciplinary proceedings been initiated against applicant or applicant’s license by a disciplinary

authority in Dyy state? N
O YES NO O CANNOT ANSWER UNDER CURRENT STATE LAW  If yes, please attach complete details.

Has the applicant ever been warned, censured or in any other manner disciplined or has applicant’s license been
revoked, suspgfided, or in any other manner limited by a licensing or disciplinary authority in your state?
Q YES NO QO CANNOT ANSWER UNDER CURRENT STATELAW  If yes, please attach complete details.

(AYFIX BOARD SEAL)
(NOT VALID WITHOUT SEAL)

1t M S

/Title /
3/ 7/ i

Date /

RETURN TO: STATE MEDICAL BOARD OF OHIO
77 SOUTH HIGH STREET, 17TH FLOOR
COLUMBUS, OH 43266-0315

Revised 05/26/92



ADDITIONAL INFORMATION - MEDICINE OR OSTEOPATHIC MEDICINE

If you answer “YES” to any of the following questions, you are required to furnish complete details,
including date, place, reason and disposition of the matter. All affirmative answers must be thoroughly
explained on a separate sheet of paper.

(Please place a ¢/ in the yes or no box)

YES NO
1. Have you ever been denied staff membership at any hospital, nursing a \}{
home, clinic, health maintenance organization, or similar institution?

2. Have you ever been warned, censured, disciplined, had admissions a \/Z]/
monitored, had privileges limited, had privileges suspended or termi-
nated, been put on probation, or been requested to withdraw from or
resign privileges at any hospital, nursing home, clinic, health mainte- 0
nance organization, or other similar institution in which you have trained, '
been a staff member, or held privileges, for reasons other than failure to
maintain records on a timely basis, or failure to attend staff or section

ings?
meetings’ -
3. Have you ever resigned from, withdrawn from, or terminated, or have a = \){ =
you ever been requested to resign from, withdraw from, or otherwise v <

been terminated from, a position with a medical partnership, professional
association, corporation, health maintenance orgasization, or other medi-
cal practice organization, either private or public?

4. Have you ever resigned from, withdrawn from, or have you ever been Q
warned by, censured by, disciplined by, beer: put on probation by, been
requested to withdraw from, dismissed from, been refused renewal of a
contract by, or expelled from, a medical school, clinical clerkship,
externship, preceptorship, or graduate medical education?

another?

6. Have you ever, for any reason, lost specialty board certification in the Q
U.S. or elsewhere, or been denied such certification, or denied examina-
tion for such certification?

7. Has any board, bureau, department, agency or other body, including a
those in Ohio, in any way limited, restricted, suspended, or revoked any
professional license, certificate or registration granted to you; placed you
on probation; or imposed a fine, censure or reprimand against you?

5. Have you ever transferred from one graduate medical education to Q \)2/



ADDITIONAL INFORMATION - MEDICINE OR OSTEOPATHIC MEDICINE
PAGE TWO

oH
»
=
(@)

8. Have you ever voluntarily surrendered, resigned, or otherwise forfeited
any professional license, certificate or registration issued to you by any
board, bureau, department, agency, or other body; or have you ever
withdrawn any application fer licensure, relicensure; or examination, in
any state (including Ohio), territory, province, or country?

9. Have you ever, for any reason, been denied licensure or relicensure, ap- Q
- plication for licensure or relicensure, or the privilege of taking an
examination, in any state (including Ohio), territory, province, or coun-

try?

10.  Have you ever been requested to appear before any board, bureau, de- a
partment, agency, or other body, including those in Ohio, concerning
allegations against you?

11.  Have you ever entered into an agreement of any kind, whether oral or a
written, with respect to a professional license, in lieu of or in order to
avoid formal disciplinary action, with any board, bureau, department,
agency, or other body, including those in Ohio?

12.  Have you ever been notified of any investigation concerning you by, [
or have you ever been notified of, any charges, allegations, or complaints
filed against you with, any board, bureau, department, agency, or other
body, including those in Ohio, with respect to a professional license?

13. Are you now or have you ever been, addicted to or excessively used al- |
cohol, drugs, or other substances which may cause physical or psycho-
logical dependence, or impairment of the ability to practice?

14. Have you ever been a patient (voluntary or otherwise) in any institu- a
tion for the treatment of emotional or mental illness, drug addiction
. or. abuse, .or an alcohol problem? If yes, you must have.your. treating
physician(s) submit a letter directly to the Board on your behalf summa-
rizing dates of treatment, etc.

15. Have you ever been treated but not hospitalized for emotional or men- (W
tal illness, drug addiction or abuse, or an alcohol problem? If yes, you
must have your treating physician(s) submit a letter directly to the Board
on your behalf summarizing dates of weatment, etc.

16. Have you ever been denied, or surrendered, a state or federal controlled a
substance or drug registration; had it revoked, terminated, or restricted in
any way; or been warned, reprimanded, or fined by, or been requested to
appear before, the responsible agency?

o i~ S

CONTINUED |:>




ADDITIONAL INFORMATION-MEDICINE OR OSTEOPATHIC MEDICINE
PAGE THREE

17.

I8.

19.

20.

21.

22.

Have you ever been convicted or found guilty of a violation of
federal law, state law, or- municipal -ordinance other than a minor
traffic violation?

Have you ever forfeited collateral, bail, or bond for breach or
violation of any law, police regulation, or ordinance other than for a
minor traffic violation; been summoned into court as a defendant or
had any lawsuit filed against you (other than a malpractice suit)?

Have you been a defendant in a legal action involving professional
liability (malpractice), or had a professional liability claim paid on
your behalf, or paid such a claim yourself? If yes, include the case
name, case number, court and address, date filed, and a summary of
the underlying events. Indicate current status, including amount of
settlement or judgment, if any. In addition, ask your malpractice
insurance carrier(s) to provide a complete claims history report for
the last 10 years to the State Medical Board of Ohio. If your current
carrier has provided coverage for less than 10 years, ask your
previous carrier to submit a claims history report to the Board.

Have you ever been denied professional liability insurance or cover-
age, or had such insurance or coverage canceled, limited, or
restricted in any way?

Have you ever been denied or relinquished participation in any third
party reimbursement program, whether governmental or private,
include Medicaid and Medicare; or had such participation limited,
restricted, suspended, or revoked; or been warned, reprimanded,
requested to appear before, or fined by the responsible body?

Have you ever been denied privileges, or had privileges revoked,
suspended, restricted, reduced, or terminated by the Department of
Defense, the Veteran’s Administration, or any of their respective
components?

Revised 1/12/95

YES NO

S
2

o #



AFFIDAVIT AND RFLEASE OF APPLICANT

The affidavitand release below MUST be completed by ALL applicants. The form must be notarized. Failure of any applicant to submit
the affidavit completed and notarized with ﬁihcanon will result in your application being considered as incomplete.

sS STATE OF nNEet S
COUNTY OF F QO
1, {\ 4 6[ [%CU z’\«Cu\, hereby certify under oath that I am the person named in this application for a license to practice

medicine or osteopathic medicine in the State of Ohio; that all statements I have or shall make with respect thereto are true, that I am
the original and lawful possessor and person named in the various forms and credentials furnished or to be furnished to this Board with
respect to my application; and that all documents, forms, or copies thereof furnished or to be furnished with respect 10 my application
are strictly true in every respect.

I acknowledge that I have read the general information and instructions for all applicants and that I have answered all questions in
compliance with these instructions and understand that the fee I submitted is not refundable nor transferable.

I further state that by filing this application for a license to practice medicine or osteopathic medicine in the State of Ohio, I hereby
augthorize and consent to have an investigation made as to my moral character, professional reputation and fitness for the practice of
medicine or osteopathic medicine. I agree to give any further information which may be required in reference to my past record. I
understand that I will not receive a copy of any reports or know their contents and I further understand that the contents of any
investigative report will be privileged.

I further understand that my application for a license to practice meuicine or osteopathic medicine in the State of dhro is an;ongoing
process. I will immediately notify the State Medical Board of Ohio in writing of any changes to the answers to any of the questions
contained in the ADDITIONAL INFORMATION section of the application if such a change in an answer is warrantedrabany fime prior
to licensure being granted to me by the State Medical Board of Ohio. I further understand that failure to complete this apphczmon as
requested by the Board within six months can be considered abandonment of any request for licensure and that any feﬂ submxued is
not refundable nor transferable. e =
Iauthorize and requestevery person, hospital, clinic, governmental agency (local, state, federal or foreign), court, associatloa, institution,
or law enforcement agency having control of any documents, records and other information pertaining to me to furnish to the State
Medical Board of Ohio any such information, including documents, recoids regarding charges or complaints fiied against me, formal
or informal, pending or closed, or any other pertinent data and to permit the State Medical Board of Ohio or any of its agents or
representatives to inspect and make copies of such documents, records, and other information in connection with this application,
subsequent licensure or practice thereunder.

I hereby release, discharge, and exonerate the State Medical Board of Ohio, its agents or representatives and any person furnishing
information, of any and all liability of every nature and kind arising out of investigation made by the State Medical Board of Chio. 1
authorize the State Medical Board of Ohio to release information, material, documents, orders or the like relating to me or to this
application to any other governmental agency (local, state, federal or foreign); or to any hospital, nursing home, clinic, health
maintenance organization or similar institution; or to any professional association.

I further understand that issuance of a certificate to practice medicine or osteopathic medicine in Ohio will be considered on the truth
of the statements and documents contained herein or to be furnished, which if false, can subject me to denial of said ceruﬁcatc

//LZ, Y

( Signatre of Applicant

Subs&nbed and sworn o before me this / Q}j{ day of JLJ %’ / 199 q é

Z( Etf// ) ja o/

“Notary hblxc 7§na¢

Date Commnéslon E&plres

Revised 05/26/92 .



FOR BOARD USE ONLY
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CERTIFICATE NO.: ZO3Y5

DATE ISSUED: “‘77(’//(:1&4 199 ¢

APPLICATION FOR CERTIFICATE TO PRACTICE
MEDICINE OR OSTEOPATHIC MEDICINE

FILER: A 727 ] 2,199 (-
L /4

FEE:

DETERMINATION:

BOARD ACTION:




' PRINCIPAL PRACTICE ADDRESS-: IF DIFFERENT
FROM3HE ADDRESS mxo%a GH FRONT:

MD & DO SPECIALTY CODES CURRENTLY ON RECORD

o

DETACH HERE AND REMIT THIS PORTION WITH FEE

. = _|_____________....T__________
gl | 11 S S .
:D._Mw 1 m _w#_mm_wl;__F________1.__________
~ - — =
B 1 ] [nd __Jjﬂ»__L______rﬁ_.L.,._l_l__lr_LLI_
S H w m City nHu. a ™ Hwﬂmwm Zip Code
(7] Dm“wll 0 O __.I“n‘._________m..ML.
L4 ol -4 4 O OQEE R
- Ol 1 =
m_.v._ Q ] AT @N TIME SINCE m\oz\zm <lmm LAST APPLICATION
o wa nDn - m FOR'RENEWAL OF YOUR CERTIEICATE HAVE YOU :
18wl 1 1 ~— S
& Q185 4 4 4 - - - S0 1.) Been found guilfFs, or pled guil
- EEEE b s
W. @ m ...Nu 1 7] 7] = contest to a felony Qﬂsaqmsgzoﬁ
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E w P, M 11 7 A r 2.) Been found QSS\ Of, or pled guilty or no
” iy IS B m contest to a 8Q9mrm.-« state law regulating
S - =] 4 4 _ the possession, distgilution or use of any
= gul2 — o | drug?
=  F1B8 171 11 o |
Nw S198|g 1 71 1 4 T _ 3.) Been addicted thior dependent upon
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MD & DO SPECIALTY CODES CURRENTLY ON RECORD

CODE2 CODE3

CODE1
RESIDENCE ADDRESS-THIS MUST BE ENTERED AT EACH RENEWAL.

SPECIALTY CODE(S) CORRECT AS LISTED

IF CORRECTIONS ARE NECESSARY, PLEASE | | | | L1 1 J L1 {1

A'IPLJDIQT I T !

0000030500

05350703L 5"

'DETACH HERE AND REMIT THIS PORTION WITH FEE

77 SOUTH HIGH STREET, 17TH FLOOR, COLUMBUS, OHIO 43266 - 0315

109

i

" "(SIGNATURE OF APPLICANT)

IDENTIFICATION NUMBER

e
g

1

OHIO STATE MEDICAL ASSOCIATION

THAT | HAVE COMPLETED OR WILL HAVE COMPLETED DURING THE 1998-2001 REGISTRATION
AND APPROVED BY THE STATE MED
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; APPLICATION FOR RENEWAL OF .<o§

MD & DO SPECIALTY CODES CURRENTLY ON RECORD

0BG OBSTETRICS & GYNECOLOGY

CERTIFICATE :

YYES NO
1.) Have you been found ,
D guilty of, or pled guilty or no -
§ contest to, or received -
treatment or intervention in .

lieu of conviction of, a.
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Renewal 1D 41079
Date Posted: 3/2/2005 8:56:09 PM

Please review all information you have provided. Click on the "Review" button to
change any information given or click on the "I Agree" button to verify that all
information posted below is correct and to proceed to payment options.

Please note that knowingly providing false information may result in denial of
registration.

License Information

License Number 35.070345
License Name SHEELA BARHAN
Email Address

Fees
Relicensure Fee $305.00

Total Fees $305.00

Specialty Codes
1. Please select one specialty from the field below
....... OBSTETRICS & GYNECOLOGY

2. Please select one specialty from the field below, if applicable.

....... {not Answered}

....... {not Answered}

CME
1. Have you met the above CME requirements for your license?

Discipline
1. Have you been found guilty of, or pled guilty or no contest to, or received
treatment or intervention in lieu of conviction of, a misdemeanor or felony?

2. Have you surrendered, consented to limitation of, or to suspension, reprimand or
probation concerning, a license to practice any healthcare profession or state or

federal privileges to prescribe controlled substances in any jurisdiction other
than Ohio?

3. Have any malpractice awards been paid by you or on your behalf for acts
occurring in any state other than Ohio?

4. Has any board, bljreau, department, agency, or any other body, including those
in Ohio other than this board, filed any charges, allegations or complaints

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewalldnt=41079
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Renewal ID 41079

against you?

....... NO
5. Have you had any clinical privileges or other similar institutional authority
suspended, restricted or revoked for reasons other than failure to maintain
records on a timely basis or to attend staff meetings?
....... NO
6. Have you been addicted to or dependent upon alcohol or any chemical
substance; or been treated for, or been diagnosed as suffering from, drug or
alcohol dependency or abuse?
....... NO

Social Security Number
1.

Nurse Collaboration Info

1. Are you currently in a collaboration agreement with any Clinical Nurse
Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners?

2. List the name/names and type of licensure for each nurse with whom you are
collaborating. For example: Jane Doe, CNP; Mary Smith, CNS.

....... {not Answered}

I understand that submitting a false, fraudulent, or forged statement or
document or omitting a material fact in obtaining licensure may be grounds for
disciplinary action against my license.

Under penalty of law, I hereby swear or affirm that the information I have
provided in the application is complete and correct, and that I have complied
with all criteria for applying on line.
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Renewal 1D 228662 Page 1 of 3
Date Posted: 2/24/2007 2:00:46 PM

Please review all information you have provided. Click on the "Review" button to
change any information given or click on the "I Agree" button to verify that all
information posted below is correct and to proceed to payment options.

Please note that knowingly providing false information may result in denial of
registration.
Address Information

BUSINESS ADDRESS MIAMI VALLEY HOSPITAL
4130 BERRY WOMENS HEALTH
DAYTON, OH 45409

Montgomery County
United States of America
937-208-2850

CREDENTIAL MAIL ADDRESS 279 TIMBERLEAF DR
BEAVERCREEK, OH 45430

Greene County

United States of America
937-208-2850

MAIN 279 TIMBERLEAF DR
BEAVERCREEK, OH 45430

Greene County
United States of America
937-208-2850

License Information

License Number _ 35.070345
License Name SHEELA BARHAN
Email Address rbuena@sbcglobal.net
Fees

Relicensure Fee $305.00

Total Fees $305.00

Specialty Codes
1. Please select one specialty from the field below
....... OBSTETRICS & GYNECOLOGY

2. Please select one specialty from the field below, if applicable.
....... {not Answered}

....... {not Answered]

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewalldnt=228662 9/16/2014



Renewal ID 228662

CME-Physicians
1. Have you met the above CME requirements for your license?

Discipline
1. Have you been found guilty of, or pled guilty or no contest to, or received
treatment or intervention in lieu of conviction of, a misdemeanor or felony?

2. Have you surrendered, consented to limitation of, or to suspension, reprimand or
probation concerning, a license to practice any healthcare profession or state or
federal privileges to prescribe controlled substances in any jurisdiction other
than Ohio?

3. Have any malpractice awards been paid by you or on your behalf for acts
occurring in any state other than Ohio?

4. Has any board, bureau, department, agency, or any other body, including those
in Ohio other than this board, filed any charges, allegations or complaints
against you?

....... NO
5. Have you had any clinical privileges or other similar institutional authority
suspended, restricted or revoked for reasons other than failure to maintain
records on a timely basis or to attend staff meetings?
....... NO
6. Have you been addicted to or dependent upon alcohol or any chemical
substance; or been treated for, or been diagnosed as suffering from, drug or
alcohol dependency or abuse?
....... NO

Social Security Number
1.

Nurse Collaboration Info

1. Are you currently in a collaboration agreement with any Clinical Nurse
Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners?

2. List the name/names and type of licensure for each nurse with whom you are
collaborating. For example: Jane Doe, CNP; Mary Smith, CNS.

....... {not Answered}

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewalldnt=228662
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Renewal ID 228662 Page 3 of 3

I understand that submitting a false, fraudulent, or forged statement or

document or omitting a material fact in obtaining licensure may be grounds for
disciplinary action against my license.

Under penalty of law, I hereby swear or affirm that the information I have

provided in the application is complete and correct, and that 1 have complied
with all criteria for applying on line.

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewal[dnt=228662 9/16/2014



Renewal [D 611512
Date Posted: 3/15/2009 10:59:12 AM

Please review all information you have provided. Click on the "Review" button to
change any information given or click on the "I Agree" button to verify that all
information posted below is correct and to proceed to payment options.

Please note that knowingly providing false information may result in denial of
registration.

License Information

License Number 35.070345
License Name SHEELA BARHAN
Fees

Relicensure Fee $305.00

Total Fees $305.00

Specialty Codes
1. Please select one specialty from the field below
....... OBSTETRICS & GYNECOLOGY

2. Please select one specialty from the field below, if applicable.

....... {not Answered}
3. Please select one specialty from the field below, if applicable.
....... {not Answered}
CME-Physicians
1. Have you met the above CME requirements for your license?
....... YES

Discipline
1. Have you been found guilty of, or pled guilty or no contest to, or received
treatment or intervention in lieu of conviction of, a misdemeanor or felony?

2. Have you surrendered, consented to limitation of, or to suspension, reprimand or
probation concerning, a license to practice any healthcare profession or state or
federal privileges to prescribe controlled substances in any jurisdiction other
than Ohio?

3. Have any malpractice awards been paid by you or on your behalf for acts
occurring in any state other than Ohio?

4. Has any board, bureau, department, agency, or any other body, including those
in Ohio other than this board, filed any charges, allegations or complaints
against you?

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewalldnt=611512
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Renewal ID 611512

5. Have you had any clinical privileges or other similar institutional authority
suspended, restricted, revoked or placed on probation for reasons other than
failure to maintain records on a timely basis or to attend staff meetings?

6. Have you been addicted to or dependent upon alcohol or any chemical
substance; or been treated for, or been diagnosed as suffering from, drug or
alcohol dependency or abuse?

Social Security Number
1.

Nurse Collaboration Info

1. Are you currently in a collaboration agreement with any Clinical Nurse
Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners?

2. List the name/names and type of licensure for each nurse with whom you are
collaborating. For example: Jane Doe, CNP; Mary Smith, CNS.

....... {not Answered}

I understand that submitting a false, fraudulent, or forged statement or
document or omitting a material fact in obtaining licensure may be grounds for
disciplinary action against my license.

Under penalty of law, [ hereby swear or affirm that the information I have
provided in the application is complete and correct, and that I have complied
with all criteria for applying on line.
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Renewal ID 1331875
Date Posted: 4/3/2011 10:18:06 PM

Please review all information you have provided. Click on the "Review" button to
change any information given or click on the "I Agree" button to verify that all
information posted below is correct and to proceed to payment options.

Please note that knowingly providing false information may result in denial of
registration.

License Information

License Number 35.070345
License Name SHEELA BARHAN
Fees

Relicensure Fee $305.00

Total Fees $305.00

Medical Board Correspondence Email

1. Did you provide a Credential email address? Please note this information is
a public record.

Specialty Codes
1. Please select one specialty from the field below
....... OBSTETRICS & GYNECOLOGY

2. Please select one specialty from the field below, if applicable.

....... {not Answered}
3. Please select one specialty from the field below, if applicable.
....... {not Answered}
CME-Physicians
1. Have you met the above CME requirements for your license?
....... YES

Discipline
1. Have you been found guilty of, or pled guilty or no contest to, or received
treatment or intervention in lieu of conviction of, a misdemeanor or felony?

2. Have you surrendered, consented to limitation of, or to suspension, reprimand or
probation concerning, a license to practice any healthcare profession or state or
federal privileges to prescribe controlled substances in any jurisdiction other
than Ohio?

3. Have any malpractice awards been paid by you or on your behalf for acts
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Renewal ID 1331875

occurring in any state other than Ohio?

4. Has any board, bureau, department, agency, or any other body, including those
in Ohio other than this board, filed any charges, allegations or complaints
against you?

5. Have you had any clinical privileges or other similar institutional authority
suspended, restricted, revoked or placed on probation for reasons other than
failure to maintain records on a timely basis or to attend staff meetings?

6. Have you been addicted to or dependent upon alcohol or any chemical
substance; or been treated for, or been diagnosed as suffering from, drug or
alcohol dependency or abuse?

Social Security Number
1.

Nurse Collaboration Info

1. Are you currently in a collaboration agreement with any Clinical Nurse
Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners?

....... NO
2. List the name/names and type of licensure for each nurse with whom you are
collaborating. For example: Jane Doe, CNP; Mary Smith, CNS,
....... {not Answered]}
Ohio Employment
1. Do you practice in Ohio?
....... YES
Ohio Workforce Questions
1. "Clinical" - direct patient care
....... 25-29
2. "Research” - study of a treatment, procedure or medication done in a medical
setting or for a medical purpose
....... 1-4

3. "Administration" - activities related generally to patient care other than direct
contact with a patient (e.g. recordkeeping, clerical tasks, chart review, prior
authorizations with insurers, claims, billing issues, etc.)

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewalldnt=1331875
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Renewal ID 1331875 Page 3 of 4

4. "Education" - preceptor, mentor, etc.

....... 25-29
5. "Volunteering" - providing medical and medical-related services at no cost
....... 0
6. "Other" - medical professional activities not included in above categories
....... 0
Clinical - Practice setting
1. Enter the number of hours per week spent in "Office/Clinic/Ambulatory
care” (out-patient care).
....... 15-19
2. Enter the number of hours per week spent in "Hospital (in-patient care)".
....... 10-14
3. Enter the number of hours per week spent in "Emergency Room",
....... 5-9
4. Enter the number of hours per week spent in "Urgent Care".
....... 0
5. Enter the number of hours per week spent in "Other".
....... 10-14
Workforce Counties
1. Enter the first zip code:
....... 45409
2. Enter the first county:
....... Montgomery
3. Enter the second zip code:
....... {not Answered}
4. Enter the second county:
....... {not Answered}
5. Enter the third zip code:
....... {not Answered}
6. Enter the third county:
....... {not Answered}
Practice Arrangement (size)
1. Solo practitioner
....... NO
2. Single-specialty Group
....... 5-10

3. Multi-specialty Group

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewalldnt=1331875 9/16/2014
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4. Employee of a clinical facility or hospital? (Clinical facility is an urgent care,
industrial clinic or similar entity)

Workforce Language Question
1. Do practitioners or staff in your practice communicate in sign language or in a
language other than spoken English?

....... YES
Languages
1. Select a language from the drop down list.
....... Spanish
2. Select a language from the drop down list.
....... [talian
3. Select a language from the drop down list.
....... {not Answered}
ABMS Certified
1. Are you certified by an ABMS Board?
....... YES

ABMS Specialty
1. Choose specialty from the dropdown list.
....... Obstetrics and Gynecology

2. Choose specialty from the dropdown list.
....... {not Answered)}

3. Choose specialty from the dropdown list.
....... {not Answered}

I understand that submitting a false, fraudulent, or forged statement or
document or omitting a material fact in obtaining licensure may begrounds for
disciplinary action against my license.

Under penalty of law, I hereby swear or affirm that the information I have
provided in the application is complete and correct, and that [ have complied
with all criteria for applying on line.
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Renewal ID 2124170 Page 1 of 5
Date Posted: 6/13/2013 11:25:40 PM

Please review all information you have provided. Click on the "Review" button to
change any information given or click on the "I Agree" button to verify that all
information posted below is correct and to proceed to payment options.

Please note that knowingly providing false information may result in denial of
registration.

Address Information

BUSINESS ADDRESS Wright State University School of Medicine
Dept. of OB/Gyn

128 E. Apple St., Suite 3800 CHE

DAYTON, OH 45409

Montgomery County
United States of America
937-208-2850
smbarhan@mvh.org

License Information

License Number 35.070345
License Name SHEELA BARHAN
Fees

Relicensure Fee $305.00

Total Fees $305.00

Medical Board Correspondence Email

1. Did you provide a Credential email address? Please note this information is
a public record.

Specialty Codes
1. Please select one specialty from the field below
....... OBSTETRICS & GYNECOLOGY

2. Please select one specialty from the field below, if applicable.

....... {not Answered}
3. Please select one specialty from the field below, if applicable.
....... {not Answered}
CME-Physicians
1. Have you met the above CME requirements for your license?
....... YES

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewalldnt=2124170 9/16/2014
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Discipline
1. Have you been found guilty of, or pled guilty or no contest to, or received
treatment or intervention in lieu of conviction of, a misdemeanor or felony?

2. Have you surrendered, consented to limitation of, or to suspension, reprimand or
probation concerning, a license to practice any healthcare profession or state or
federal privileges to prescribe controlled substances in any jurisdiction other
than Ohio?

3. Have any malpractice awards been paid by you or on your behalf for acts
occurring in any state other than Ohio?

4. Has any board, bureau, department, agency, or any other body, including those
in Ohio other than this board, filed any charges, allegations or complaints

against you?

S. Have you had any clinical privileges or other similar institutional authority
suspended, restricted, revoked or placed on probation for reasons other than
failure to maintain records on a timely basis or to attend staff meetings?

....... NO
6. Have you been addicted to or dependent upon alcohol or any chemical
substance; or been treated for, or been diagnosed as suffering from, drug or
alcohol dependency or abuse?
....... NO

Social Security Number
1.

Nurse Collaboration Info

1. Are you currently in a collaboration agreement with any Clinical Nurse
Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners?

2. List the name/names and type of licensure for each nurse with whom you are
collaborating. For example: Jane Doe, CNP; Mary Smith, CNS.

....... {not Answered}

Ohio Employment
1. Do you practice in Ohio?

Ohio Workforce Questions

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewalldnt=2124170
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1. "Clinical" - direct patient care

2. "Research” - study of a treatment, procedure or medication done in a medical
setting or for a medical purpose

....... 5-9
3. "Administration" - activities related generally to patient care other than direct
contact with a patient (e.g. recordkeeping, clerical tasks, chart review, prior
authorizations with insurers, claims, billing issues, etc.)
....... 5-9
4. "Education" - preceptor, mentor, etc.
....... 5-9
5. "Volunteering" - providing medical and medical-related services at no cost
....... 0
6. "Other" - medical professional activities not included in above categories
....... 0
Clinical - Practice setting
1. Enter the number of hours per week spent in "Office/Clinic/ Ambulatory
care" (out-patient care).
....... 10-14
2. Enter the number of hours per week spent in "Hospital (in-patient care)".
....... 25-29
3. Enter the number of hours per week spent in "Emergency Room".
....... 1-4
4. Enter the number of hours per week spent in "Urgent Care".
....... 0
S. Enter the number of hours per week spent in "Other".
....... 0
Workforce Counties
1. Enter the first zip code:
....... 45409
2. Enter the first county:
....... Montgomery
3. Enter the second zip code:
....... {not Answered}
4. Enter the second county:
....... {not Answered}
S. Enter the third zip code:
....... {not Answered}

6. Enter the third county:

https://ohelicense.das.state.oh.us/actOnlineRenewal Agreement.asp?renewalldnt=2124170
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Renewal ID 2124170
....... {not Answered}

7. Do you have more than one practice location?

....... NO
Practice Arrangement (size)
1. Solo practitioner

....... NO
2. Single-specialty Group

....... N/A
3. Multi-specialty Group

....... N/A

4. Employee of a clinical facility or hospital? (Clinical facility is an urgent care,
industrial clinic or similar entity)

Workforce Language Question

1. Do practitioners or staff in your practice communicate in sign language or in a
language other than spoken English?

ABMS Certified
1. Are you certified by an ABMS Board?

ABMS Specialty
1. Choose specialty from the dropdown list.
....... Obstetrics and Gynecology

2. Choose specialty from the dropdown list.
....... {not Answered}

3. Choose specialty from the dropdown list.
....... {not Answered}

NPI number
1. Please enter your current NPI number
....... 1093771453
DEA number
1. Please enter your DEA number
....... BB4901078

I understand that submitting a false, fraudulent, or forged statement or
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Renewal ID 2124170 Page S of 5

document or omitting a material fact in obtaining licensure may be grounds for
disciplinary action against my license.

Under penalty of law, I hereby swear or affirm that the information I have

provided in the application is complete and correct, and that I have complied
with all criteria for applying on line.
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11/27/2019 Renewal ID 2793375

Date Posted: 6/7/2015 10:18:27 AM
Please review all information you have provided. Click on the "Review" button to
change any information given or click on the "I Agree" button to verify that all

information posted below is correct and to proceed to payment options.

Please note that knowingly providing false information may result in denial of

registration.

License Information

License Number 35.070345
License Name SHEELA BARHAN
Fees

Relicensure Fee $305.00

Total Fees $305.00

Medical Board Correspondence Email

1. Did you provide a Credential email address? Please note this information is
a public record.

Specialty Codes
1. Please select one specialty from the field below
....... OBSTETRICS & GYNECOLOGY

2. Please select one specialty from the field below, if applicable.

....... {not Answered}
3. Please select one specialty from the field below, if applicable.
....... {not Answered}
CME-Physicians
1. Have you met the above CME requirements for your license?
....... YES

Discipline

1. At any time since signing your last application for renewal of your
certificate have you been found guilty of, or pled guilty or no contest to, or
received treatment or intervention in lieu of conviction of, a misdemeanor or
felony?

2. At any time since signing your last application for renewal of your
certificate have you surrendered, consented to limitation of, or to suspension,
reprimand or probation concerning, a license to practice any healthcare
profession or state or federal privileges to prescribe controlled substances in any
jurisdiction other than Ohio?
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11/27/2019 Renewal ID 2793375

3. At any time since signing your last application for renewal of your
certificate have any malpractice awards been paid by you or on your behalf for
acts occurring in any state other than Ohio?

4. At any time since signing your last application for renewal of your
certificate has any board, bureau, department, agency, or any other body,
including those in Ohio other than this board, filed any charges, allegations or
complaints against you?

5. At any time since signing your last application for renewal of your
certificate have you had any clinical privileges or other similar institutional
authority suspended, restricted, revoked or placed on probation for reasons other
than failure to maintain records on a timely basis or to attend staff
meetings?

6. At any time since signing your last application for renewal of your
certificate have you been addicted to or dependent upon alcohol or any chemical
substance; relapsed, been treated for, or been diagnosed as suffering from, drug
or alcohol dependency or abuse?

Social Security Number
1.

Nurse Collaboration Info

1. Are you currently in a collaboration agreement with any Clinical Nurse
Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners?

2. List the name/names and type of licensure for each nurse with whom you are
collaborating. For example: Jane Doe, CNP; Mary Smith, CNS.

....... {not Answered}
Ohio Employment
1. Do you practice in Ohio?
....... YES
Ohio Workforce Questions
1. "Clinical" - direct patient care
....... 25-29

2. "Research" - study of a treatment, procedure or medication done in a medical
setting or for a medical purpose

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=2793375 2/5



11/27/2019 Renewal ID 2793375

3. "Administration" - activities related generally to patient care other than direct
contact with a patient (e.g. recordkeeping, clerical tasks, chart review, prior
authorizations with insurers, claims, billing issues, etc.)

....... 40-44
4. "Education" - preceptor, mentor, etc.
....... 25-29
5. "Volunteering" - providing medical and medical-related services at no cost
....... 0
6. "Other" - medical professional activities not included in above categories
....... 0
Clinical - Practice setting
1. Enter the number of hours per week spent in "Office/Clinic/Ambulatory care"
(out-patient care).
....... 40-44
2. Enter the number of hours per week spent in "Hospital (in-patient care)".
....... 35-39
3. Enter the number of hours per week spent in "Emergency Room".
....... 1-4
4. Enter the number of hours per week spent in "Urgent Care".
....... 0
5. Enter the number of hours per week spent in "Other".
....... 0
Workforce Counties
1. Enter the first zip code:
....... 45409
2. Enter the first county:
....... Montgomery
3. Enter the second zip code:
....... {not Answered)
4. Enter the second county:
....... {not Answered}
5. Enter the third zip code:
....... {not Answered}
6. Enter the third county:
....... {not Answered}
7. Do you have more than one practice location?
....... NO

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=2793375

3/5



11/27/2019 Renewal ID 2793375

Practice Arrangement (size)
1. Solo practitioner

....... NO
2. Single-specialty Group
....... 5-10
3. Multi-specialty Group
....... N/A

4. Employee of a clinical facility or hospital? (Clinical facility is an urgent care,
industrial clinic or similar entity)

Workforce Language Question

1. Do practitioners or staff in your practice communicate in sign language or in a
language other than spoken English?

ABMS Certified
1. Are you certified by an ABMS Board?

ABMS Specialty
1. Choose specialty from the dropdown list.
....... Obstetrics and Gynecology

2. Choose specialty from the dropdown list.

....... {not Answered}
3. Choose specialty from the dropdown list.
....... {not Answered}
NPI number
1. Please enter your current NPI number
....... 1093771453
DEA number
1. Please enter your DEA number. Only enter one, or the primary DEA number.
....... BB4901078
OARRS Registration

1. Since signing your last renewal have you prescribed or personally furnished
opioid analgesics or benzondiazepines while practicing in Ohio?
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I understand that submitting a false, fraudulent, or forged statement or
document or omitting a material fact in obtaining licensure may be grounds for
disciplinary action against my license.

Under penalty of law, I hereby swear or affirm that the information I have
provided in the application is complete and correct, and that I have complied
with all criteria for applying on line.
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11/27/2019

Date Posted: 1/16/2017 2:05:10 PM

Renewal ID 3317978

Please review all information you have provided. Click on the "Review" button to
change any information given or click on the "I Agree" button to verify that all
information posted below is correct and to proceed to payment options.

Please note that knowingly providing false information may result in denial of

registration.

Address Information
BUSINESS ADDRESS

CREDENTIAL MAIL ADDRESS

MAIN

License Information
License Number
License Name

Fees
Relicensure Fee

Medical Board Correspondence Email

Wright State University School of Medicine

Dept. of OB/Gyn

128 E. Apple St., Suite 3800 CHE

DAYTON, OH 45409
Montgomery County
United States
937-208-2850
sheela.barhan@wright.edu

279 TIMBERLEAF DR
BEAVERCREEK, OH 45430

Greene County

United States
937-429-4803
sheela.barhan@wright.edu

279 TIMBERLEAF DR
BEAVERCREEK, OH 45430

Greene County

United States
937-429-4803
sheela.barhan@wright.edu

35.070345
SHEELA BARHAN

$305.00

Total Fees $305.00

1. Did you provide a Credential email address? Please note this information is

a public record.
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Specialty Codes

1.

Please select one specialty from the field below
....... OBSTETRICS & GYNECOLOGY

2. Please select one specialty from the field below, if applicable.

....... {not Answered}
3. Please select one specialty from the field below, if applicable.

....... {not Answered}
CME-Physicians
1. Have you met the above CME requirements for your license?

....... YES

Discipline
1. At any time since signing your last application for renewal of your

certificate have you been found guilty of, or pled guilty or no contest to, or
received treatment or intervention in lieu of conviction of, a misdemeanor or
felony?

At any time since signing your last application for renewal of your
certificate have you surrendered, consented to limitation of, or to suspension,
reprimand or probation concerning, a license to practice any healthcare
profession or state or federal privileges to prescribe controlled substances in any
jurisdiction other than Ohio?

At any time since signing your last application for renewal of your
certificate have any malpractice awards been paid by you or on your behalf for
acts occurring in any state other than Ohio?

At any time since signing your last application for renewal of your
certificate has any board, bureau, department, agency, or any other body,
including those in Ohio other than this board, filed any charges, allegations or
complaints against you?

At any time since signing your last application for renewal of your
certificate have you had any clinical privileges or other similar institutional
authority suspended, restricted, revoked or placed on probation for reasons other
than failure to maintain records on a timely basis or to attend staff
meetings?

At any time since signing your last application for renewal of your
certificate have you been addicted to or dependent upon alcohol or any chemical
substance; relapsed, been treated for, or been diagnosed as suffering from, drug
or alcohol dependency or abuse?
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Social Security Number
1.

Nurse Collaboration Info

1. Are you currently in a collaboration agreement with any Clinical Nurse
Specialists, Certified Nurse-Midwives or Certified Nurse Practitioners?

2. List the name/names and type of licensure for each nurse with whom you are
collaborating. For example: Jane Doe, CNP; Mary Smith, CNS.

....... Misty Uhl, CNP, Mary Gorniak CNP, Kitty Lowry CNM, Donna Gau-
Jata CNM, Anne Erikson CNM,

Ohio Employment
1. Do you practice in Ohio?
....... YES
Ohio Workforce Questions
1. "Clinical" - direct patient care
....... 10-14

2. "Research" - study of a treatment, procedure or medication done in a medical
setting or for a medical purpose

3. "Administration" - activities related generally to patient care other than direct
contact with a patient (e.g. recordkeeping, clerical tasks, chart review, prior
authorizations with insurers, claims, billing issues, etc.)

....... 25-29
4. "Education" - preceptor, mentor, etc.
....... 25-29
5. "Volunteering" - providing medical and medical-related services at no cost
....... 0
6. "Other" - medical professional activities not included in above categories
....... 0

Clinical - Practice setting

1. Enter the number of hours per week spent in "Office/Clinic/Ambulatory care"
(out-patient care).

3. Enter the number of hours per week spent in "Emergency Room".
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....... 5-9
4. Enter the number of hours per week spent in "Urgent Care".
....... 0
5. Enter the number of hours per week spent in "Other".
....... 15-19
Workforce Counties
1. Enter the first zip code:
....... 45409
2. Enter the first county:
....... Montgomery
3. Enter the second zip code:
....... {not Answered}
4. Enter the second county:
....... {not Answered)
5. Enter the third zip code:
....... {not Answered}
6. Enter the third county:
....... {not Answered}
7. Do you have more than one practice location?
....... NO
Practice Arrangement (size)
1. Solo practitioner
....... NO
2. Single-specialty Group
....... 5-10
3. Multi-specialty Group
....... 2-5

4. Employee of a clinical facility or hospital? (Clinical facility is an urgent care,
industrial clinic or similar entity)

Workforce Language Question

1. Do practitioners or staff in your practice communicate in sign language or in a
language other than spoken English?

ABMS Certified
1. Are you certified by an ABMS Board?
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NPI number
1. Please enter your current NPI number
....... 1093771453
DEA number
1. Please enter your DEA number. Only enter one, or the primary DEA number.
....... BB4901078
OARRS Registration

1. Since signing your last renewal have you prescribed or personally furnished
opioid analgesics or benzondiazepines while practicing in Ohio?

I understand that submitting a false, fraudulent, or forged statement or
document or omitting a material fact in obtaining licensure may be grounds for
disciplinary action against my license.

Under penalty of law, I hereby swear or affirm that the information I have
provided in the application is complete and correct, and that I have complied
with all criteria for applying on line.
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Submission Date and Time; 4/2/2019 10:59 AM

License Renewal Application

License Type - Doctor of Medicine (MD)

Per sonal I nformation

Provide the necessary personal information in the fields to the right. All fields with (*) are required and must
be completed to continue the application process. Demographic and workforce data collected for some
licensed healthcare professions is used to enhance the state’ s capacity for healthcare workforce forecasting,
policy development, and research. This datais used to analyze the supply and demand of the healthcare
workforce serving Ohio.

Title

Dr.

First Name
SHEELA
Middle Name
MADHAV
Last Name
BARHAN
Maiden Name
No Response
Social Security Number

Date of Birth

4/15/1966

Email Address

sheela.barhan@wright.edu

Phone Number

9374294803

Other Phone Number

9372082850

What isyour U.S. Residency status related to your employment?
United States Citizen

Do you consider yourself Hispanic, Latino/aor of Spanish origin?
No

What do you consider your race?

Asian Indian

List languages you personally use to communicate with patients excluding an interpreter or software
English

Other Language

No Response

Individual Nationa Provider Identifier - if not applicable leave blank
1093771453

Enter home US zip-code. Enter NA if unavailable

45430




Additional I nformation

Provide the necessary additional information in the fields to the right. All fields with (*) are required and
must be completed to continue the application process.

Do you have other aliases?

No Response

What is your gender?

Femae

In which country were you born?

United States

In which state were you born (if United States)?
Ohio

In which city were you born?

CANTON

Employment Status

Demographic and workforce data collected for some licensed healthcare professionsis used to enhance the
state’ s capacity for healthcare workforce forecasting, policy development, and research. Thisdatais used to
analyze the supply and demand of the healthcare workforce serving Ohio.

What is your primary employment status

Actively working in a position(s) that requires this license

Which of the following best describes your five-year employment plan?
Maintain practice hoursasis

License Mailing Address

Select alicense mailing address by clicking the appropriate checkbox to the right (thisis the address used for
all postal communications from the Board for this license). To add a new address, click Add Address,
complete the required fields, and click Save.

279 TIMBERLEAF DR
BEAVERCREEK

OH

45430

United States

License Public Address

Select a public license mailing address by clicking the appropriate checkbox to the right (thisis the address
that will be viewable by the public). To add a new address, click Add Address, complete the required fields,
and click Save.

279 TIMBERLEAF DR
BEAVERCREEK
OH



45430
United States

Military Service

If you have served in the military, provide the information for the type of service and duration of the service.
Also, provide proof of your service.

Have you served in the military?

No

If you answered "Yes", are you currently serving in the military?
No Response

Has your spouse served in the military?

Yes

If you answered "Yes", are they currently serving in the military?
No

| declined to answer these questions

Secondary Email Recipient

Y ou may define another email recipient for all automated emails you receive related to your license. Y ou
may change this recipient at any time from your dashboard.

Secondary Email Address:
smbarhan@premierhealth.com

Specialty Tracking Component
Please list any American Board of Medical Specialties, American Osteopathic Association, or Council on

Podiatric Medical Education specialty and/or subspecialty certifications that you currently hold.

Medical Speciality Certification - American Board of Medical Specialties (ABMS)
Medical Speciality - Obstetrics and Gynecology (ABMYS)
Medical SubSpeciality - null

Current Employment L ocation(s)

Please provide the following information for all practice sites where you use this license, beginning with the
locations in which you spend most of your time. If you are not actively working or volunteering in a position



that requires this license (e.g. student or recent graduate) employment location information is optional.
Employment location information hel ps improve the accuracy and efficiency of Health Professional Shortage
Area Designations and enables Ohio to identify healthcare workforce distribution.

Name of Practice Site - wright state physicians

Practice Settings - Office/Clinic - Multi Specialty Group

Street Address - 400 Sugar Camp Circle

City - dayton

State - OH

Zip Code - 45409

Major Area of Focus or Specialty - Obstetrics and Gynecology (ABMYS)
Total Hours Worked at this practice site, per Week - 12

Percent of time spent per week in each of the following at this practice site:
Direct Patient Care- 90

Teaching/Academic - 10

Research - 0

Professional Services- 0

Administrative Activities- 0

Other - 0

Total Hours- 100

Hospital Admitting Privileges for Patients- Yes
Current Employment Arrangement - Salaried
Other Employment Arrangement - null
Intern/Resident Position - No

Employed as Federal Employee - No

Accepting New Patients - Yes

Name of Practice Site - wright state physicians

Practice Settings - Hospital - Inpatient

Street Address - 1 Wyoming St

City - dayton

State - OH

Zip Code - 45409

Major Areaof Focus or Specialty - Obstetrics and Gynecology (ABMYS)
Total Hours Worked at this practice site, per Week - 40

Percent of time spent per week in each of the following at this practice site:
Direct Patient Care - 15

Teaching/Academic - 50

Research - 5

Professional Services- 0

Administrative Activities - 30

Other - 0

Total Hours- 100

Hospital Admitting Privileges for Patients- Yes
Current Employment Arrangement - Salaried
Other Employment Arrangement - null



Intern/Resident Position - No
Employed as Federal Employee - No
Accepting New Patients - Yes

Questions

Answer the following questions by selecting the Y es/No option for each question. Once completed, click
Save and Continue.

Question - At any time since signing your last application for renewal of your certificate have you had any
clinical privileges or other similar institutional authority suspended, restricted, revoked or placed on
probation for reasons other than failure to maintain records on atimely basis or to attend staff meetings?
Answer - No

Question - At any time since submission of your last application for renewal have you been addicted to or
dependent upon acohol or any chemical substance; or been treated for, or been diagnosed as suffering from,
drug or alcohol dependency or abuse? Y ou may answer NO to this question if you have successfully
completed treatment at, or are currently enrolled in, a program approved by this Board and have adhered to
all statutory requirements during and subsequent to treatment. Y ou must answer Y ES if you have ever
relapsed.

Answer - No

Question - At any time since signing your last application for renewal of your certificate have any
mal practice awards been paid by you or on your behalf for acts occurring in any state other than Ohio?
Answer - No

Question - Since signing your last renewal have you prescribed opioid analgesics or benzondiazepines while
practicing in Ohio?
Answer - Yes

Question - Primary DEA Number
Answer - BB4901078

Question - Are you registered with the Ohio Automated Rx Reporting System (OARRS)?
Answer - Yes

Question - Are you currently in a collaboration agreement with any Clinical Nurse Specialists, Certified
Nurse-Midwives or Certified Nurse Practitioners?
Answer - Yes

Question - At any time since signing your last application for renewal of your certificate has any board,
bureau, department, agency, or any other body, including those in Ohio other than this board, filed any



charges, alegations or complaints against you?
Answer - No

Question - At any time since signing your last application for renewal of your certificate have you been found
guilty of, or pled guilty or no contest to, or received treatment or intervention in lieu of conviction of, a
misdemeanor or felony?

Answer - No

Question - At any time since signing your last application for renewal of your certificate have you
surrendered, consented to limitation of, or to suspension, reprimand or probation concerning, alicense to
practice any healthcare profession or state or federal privileges to prescribe controlled substancesin any
jurisdiction other than Ohio?

Answer - No

Question - Do you currently supervise one or more Physician Assistants?
Answer - No

Attachments

If applicable, upload the Attachments for your license application by clicking the Add Attachment button(s).
If uploading an attachment as a submission, it is necessary that the name of the file attachment is less than 80
charactersin length for it to be received successfully. The character limit does include the file attachment
extension, such as (.doc) and (.pdf). The (.exe) and (.html) file extensions are not supported for submissions.
For documentation that needs to be submitted directly to the Board or by hardcopy, please acknowledge by
clicking the Attest button(s). If no attachment or attestation items appear, please click the Save and Continue
button.

Review + Submit

Once the review has been processed, the license application will be completed.



Application Review - Completed

Attestation

| understand that submitting a false, fraudulent, or forged statement or document or omitting a material fact in
obtaining licensure may be grounds for disciplinary action against my license. Under penalty of law, | hereby
swear or affirm that the information | have provided in the application is complete and correct, and that |
have complied with all criteriafor applying.

Consent to Electronic Signature - Consented

Date/Time Stamp - 4/2/2019 10:59 AM

Type your First Name and Last Name as they appear on the application to sign electronically.

SHEELA BARHAN

Submit your Application -After clicking the * Submit’ button below, you will no longer be able to change this
application. PLEASE DO NOT USE THE BROWSER'SBACK BUTTON ASTHAT MAY
OVERWRITE YOUR DATA. If you want to return to your application, simply log out and log back in.

If this application requires payment you will be prompted to begin the payment process. Y ou must complete
the payment process before the board will review your application. If this application does not require
payment, you will be navigated back to the eLicense home page and the board will review your application.





