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._'éreangEAQ all instructions prior to completing this application. ALL guestions on thjs application must be answered, and glif
'S"‘ supporting documents must be submitted with this application as per instructions.
(§3 Please type or print neatly. When space provided is insufficient, attach additional sheets of paper. MBC USE
. ONLY
1. Name: Last 7 Pt o Middle . o ' i
DUNN TAYLoR MICHAEL . §
2. Other names you have used (inciude maiden name): A [3. "

4. Address: Number and SlreaURuralRoutelincludeapemmm number, if any) 5. Sex. [ Female M@ Male 4

o, r California Drives’s Licenss Number, If applicable:
NUMBER EX

l7. Date

Place of Birth:
9. Are you aU.S. citizen?

If you are an international medical school graduate, you must pravide an original full and unrestricted license to practice
country, OR official documentation of U.8. citizenship, OR an official Declaration of Intent to become a 11.S. cltizen.

10. Have you ever filed an application for physician and surgeon examination or licensure in Callfornia? O Yes & No
IF YES, PLEASE GIVE DATE PREVIOUS APPLICATION WAS SUBMITTED AND ATTACH ANY APPLICATION MATERIALS YOU MAY HAVE RETAINED.

es
madicine in another state or

11A. Listthe names and addresses of all colleges or universities attended where pre-professional, postsecondary
instruction was received. Please submit official transcripts with the school seal affixad for each school attended.

Name Addresa Datas of Attendance

LEWIS € ULARK ol PorT CAND K oﬁ€6?o7r(ra ; /8.~ Y0
VNIV oF WASHINGDN SEATTLE, WASH 981951 Y44 - %44

11B. Check whether the following premedical courses were successfully completed and show where completed:
Course [ ves [ No

I , Name of College or University
chemisty [V LEWIS AND CAARK (ol EGE
Physics M UNIVERSITY  off  WASHINGTzN zZ &

oogyorzoniogy 7 LEWIS AND CUARK (ol LEGE T o 68

12. List the names and addresses of all schools where professional medical instruction was received. and, wherm

: degree awarded. PLEASE SUBMIT: 1) an original Certificate of Medical Education (Form L2) and official transcripts with the

2]
na of
- dean or registrar and the school seal affixed from each school attended: and 2) an original medical diplorha and a photocopy. o ? ' X Du e

Schoot Name Addess | Placeof instnuction Dotos of Aftendance  p-
UNIV._OF WhsHIMz AT \WA| SEaTie, WA | 8/as — %qa =+

DACTOR OF MECICINE it
school seal gffixed ancl the

B as rulerencad above, (Not
guature of the registrar certh

certified photecopy that has the

Name of Medical Schoal Address of Medical

| SGAT’T.E, WA q8/7 Exact Date of Issuance
UNIERS(TY_OF WASHINGTIN Sctfsoc_of mepidNe ¢/i1/99

+ MANDATORY {{SCLOSURE OF SOCIAL BECURITY NUMBERS

Dwsclosure of your social security number (or federal ermplower J8éniification numher [FEIN), If you mre 4 parihership) is mandatery. Seclion 30 ¢f tho Business and
Protassions Code and Puble 2w 94-455

{42 USTA 405{0}{2)(C)} auihcrize calection of your social sacurlly numbar. Your social security tumber or FEIN will be W ‘ ' )
. umedt axclusivaly ke tax anforcement purposes, for purposes af complianca wita any judgmant or order for family supgort in gesordanco with Setlon 11380.6 of the .
Welfare and Mstindions Coda, of or verificatzon of (icéngura or examination statup hy a licansing or #xaminal
8 ool Cotte

/ r ion anlily which utilizes a nationai exam inalion and whers
licongure is ceciprocs| with Whe requasling #ials. If you fal 1o disclose your social sacurlly numbar ce your FEIN, your apphcation for inftial licensure wil not be
againil you,

pwge_s_ge_g_A_NlJ yau will ba fopnmd to the Franchiea Tax Board, which inay assags @ $100 panalty
07A-100 (Rev. 3/49)




13. Have you taken any of the following written examinations: National Boards, other state boards, USMLE SPEX, FLEX, or

LMCC? . ’ Yes 00 No
¢ IF YES, LIST NAME, LOGATION, DATE AND RESULT OF EXAMINATION. SUBMIT AN ORIGINAL OFFICIAL ExamINATION HisTORY REPORT FROM EACH

EXAMINATION AGENGY. AFPLICANTS WHO HOLD CERTIFICATION THROUGH THE EpucaTioNaL Commission For FOReIGN Mepicaw Graouates (ECFMG)
WILL NEED TO SUBMIT AN ORIGINAL YALID ECFMG CERTIFICATE PRIOR TO LICENSURE,

Examingtion . Lotation

USmLE STEP | | SeATTLE , WA

| USMLE STEP 2.| SCATTLE WA

QSmie srep 3| Breh, cft

14. Have you sver been licensed fo practice medicine in any state or country? O -Yes EB/NO
IF YES, UST STATE OR COUNTRY, LICENSE NUMBER, DATE ISSUED AND DATES OF PRACTICE IN EAGH ISSUING AGENCY'S JURISDICTION, SUBMIT A LETTER

State cr Gountry Licanse Number Date of issvance ) Dates of Practica in thal Jurisdiction

15A. Are you currently, or have you ever been, & participant in a postgraduate training program in a facility in the U.S.

or Canada? Yes O No
IF YES, UST NAMES AND ACDRESSES OF ALL FACILITIES. SUBMIT AN ORIGINAL CerTIFICATE OF CompLETION oF ACGME/CCME POSTGRADUATE
TrAINNG  (FORM L3A) FROM EACH FAGILITY. (D0 NOT COMPLETE FORM L3A/BS TO-DOCUMENT TRAINING RECEIVED IN RESEARCH FELLOWSHIP
PROGRAMS.) ALL TRAINING MUST BE LISTED, REGARDLESS OF WHETHEH IT WAS SATISFACTORILY COMPLETED OR WILL BE USED TO MEET LICENSING
REQUIREMENTS.

2290 CreanVist RE FAMILY PRACTICE| ™ /99 — pees

Facllity Name Address I . . Type of Service Dates of Attendance E:
VENTURA CeonT Y Menturd (A Q3003 LS | PEn E

PAEDICA L CENTER(

- QUESTIONS 15B through 21:  For any positive response to the following questions, please provide ALL official documeniation regarding
the matter in addition to written explanations. If applicable, an applicant shouid aiso provide official hearing/eourt documents . al letters
of explanation from medical school or training program directors or other appropriate autharities. APPLICANTS ARE ALSO Rt(.lJlPl:[, o
REPORT ANY MATTER THAT IS PENDING OR IN WHICH CHARGES HAVE BEEN DROPPED OR EXPUNGED.

program? es

18B. Have you ever withdrawn from, or been suspended, dismissed or expelled from a medical school or wma

16. Have you ever been charged with, or been found to have committed, unprofessional conduct, professional incompetence,
gross negllgence or repeated negligent-acts or malpractice by any medical licensing board, other agency, or hospital or has any

disciplinary action ever been filed or taken regarding any healing ars license which you now hold or have ever held, or is any such
action pending? Include any disciplinary actions by the U.S. Military, U.S. Public Health Service cr other

U.S. federal governmental entity. ¢ YES, Give peTaILS seELOW. es
State ’ 'tr-,-_ Dale Charge Diaposition
L J,] "
. ! g a" A
\- Ll
- L

D7A-10C (Rov. 3/99)




PHOTO DECLARATION

| hereby declare under penaity of perjury
under the lawa of the State of California
that the photo of myself atlached herelo,

-stakanonotao

my age then being

my oolor of halr.

my calor of aygs

my nelght
my weight

TOP OF PHOTO

Notice: All Itims in this application are mandatory; none are volurdary, Fallure to provide any of the requested Information will delay the procsssing of your application,
The information provided will be used to determine your qualifications for licensure per Section 2080 of the California Business and Professions Code, which authorizes
the collection of thie information. The Information on your application may be transfarred ta other madical licensing authorlities, the Federation of State Medical Boards,
or ather governmantal or law enforcement agencies. You have the right to review your application subject to the provisions of tha Information Practices Act. The
Program Manager of the LIcensing Program is the custodian of recards.

STATE OF C—-ﬂ.gr FoRrN A )

Applicant

. Deckaration!Signature
COUNTY OF \/ENT” A ) and NOTARY
T
The applicant, [ Al rMUCHAEL  Duain , belng first duly sworn upon hisiher
. PRINT FULL NAME OF APPLICANT

oath deposes and says: that ha/she is the person herein named subscribing to this application; tha@/ has read the-complete
application, knows the full content thereof, ary declares that all of the information contained herein and evidence or other credentials
submitted herewith are true and correct; tha@is the lawful holder of the degree of Doctor of-Madicine as prescribed by this
application, that the same was procured in the regular course of instruction and examination, and that it, together with all the

credentials submitted, were procured without fraud or misrepresentation or any mistake of which the applicant is aware and that the
applicant is the lawful holder thereof. Further, | hereby authorize all hospitals, institutions or organizations, my references, personal
physicians, employers (past, present and future}, business and professional associates (past, present and future), and all government
agencies (local, state, federal or foreign) to release to the Medical Board of Califamia or its successors any information, files or recards,

{1 Including medical records, educational records, and records of psychiatric treatment and treatment for drug and/for alcohol abuse or depen-
dency, requested by that Board in connection with this application; or any further or future investigation by that Board necessary to
determine my medical competence, professional conduct or physical or mental ability to safely engage in the practice of medicine.

t further authorize the Medical Board of California or its successors to release to the organizations, individuals or groups listed above any
information whick is material to this application or any subsequent licensure. | further acknowledge that falsification or misrepresentation of
any item or response on this application is to deny the same or to h hearing to revoke the same, if issued.

SIGNATURE OF AFPLICANT:

Mgm #1158
20\ NOTARY PUBLIC - CALFORNIA T) |
oy VENTURA COUNTY C |

“Yruo & Maw ST, SreA VETULH CA 083

ADDRESS

Comm, Expires ~
e

iy ;'J J . ..(.::\"’““mmm!). -
: o ] My commission expires Q—' 28'\, 2o L 1 D

IV3S AUYION




STATYIOR CRLIFORNIA— STATE AND CONSUMBR SERVICES AGE. TAYLoR M Dv‘__mm&

Wd MEDICAL BOARD OF CALIFORNIA

Dopwevant LICENSING PROGRAM o f

Cons::::r 1426 Howe Avenue RECEIVED "\

Affairs Sacramento, CA 95825-3236
(916) 263-2499 - JUN 15 2000

REGISTR
CERTIFICATE OF MEDICAL EDUGATION 0/ SCHEDULNG.

MEDICAL SCHOOL: DO NOT COMPLETE IF PHOTOGRAPH OF APPLICANT/STURENT IS NOT ATTACHED BELOW,

This certifies that _ 1ayloy Michael Dunn of- enrolled in
FULL NAME OF APPLICANT ADDRESS WHEN ENROLLED

University of Washington School of Medicine Seattle, Washington
NAME OF MEDICAL SCHOQOL. LOCATION
onthe _21st dayof August. 19_95 and was granted the following credits on enrollment:
. MONTH

Premedjcal Education: Two years of praprofessional postsecondary educalion, including the subiects af physics, chemistry,
and biology (Business and Profassions Code Section 2088).

Lewis & Clark College ' 6/90

EDUGATIONAL INST(TUTION DATES
Advanced Cradils: Credits praviously obtained a! an approved medical, dentsl, or osteopathic schoof. +

MEDICAL SCHOOL TOTAL CREDITS DATES
The undersigned further certifies that the records of this institution show thal __he attended in this institution 4
N : SPECIFY NUMDER
years of resident instruction of weeks each, completing at Ieast 4,000 hours, of which at leasi BQ percent actual
NUMBER OF WEEKS .

attendance is required, iri the subjects set forth hereunder (Business and Professions Code Section 2089), and that:
*Or. Dunn completed a full course of study as approved by the L{ME.
__he was granted the degree Bachelor/Doctor of Medicine by OR D__he withdrew from

the above mentioned medical school on the 11th day of June .18 29 . l/

MONTH

Anatomy Dermatology Prevenfive madicine, including Nutrition

Otolaryngology Embryology Physical Madicine

Chbstetrics and Gynecology Histolagy Therapeutics

Radiology, including Radiation Safety Human Sexuality as defined in Section 200 Neurocanatamy

Tropical Medicine Medicine Child Abuse Detection and Treatment

Physiolagy Surgery, including Orthopedic Surgery Geriatric Medicine

Biochemistry Urology Pediatrics

Pathalegy, Bacteriology and Immunology Psychiatry Phamacology

Ophthalmology Neurology Anesthesia

Alcohelism and-Chemical Dependency Family Medicinge+
. Spousal or Partner Abuse Detectxon & Treatments+e

* Each school where professional medical instruction was received MUST compiete one of
these ferms. If more than one school was attended, photocapies of this blank form may
be made and used. Note that photograph and all entries to the form mus: be original.

¢+ ONLY applicable to medical students who graduate from medical school on or
after May 1, 1998

*++ ONLY applicable to medical students who enrolled in medical school on or afier
Saptember 1, 1994,

TRANSCRIPTS FOR ALL. ADVANCED CREDITS AND MEDICAL SCHOOL CREDITS
MUST BE SUPPLIED WITH THIS CERTIFICATE

Medical School Seal MUST be Iniptinted Pastially on fhe

Signed and the school seal affixed this _16thday of __ June

20004%__

BY \ Certif i

PRESIDENT. SECRETARY. DEAN
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STATE OF CALIFORNIA — STATE AND CONSUMER SERVICES AGF. . GRAY DAVIS, Governos

MEDICAL BOARD OF CALIFORNIA
Q... LICENSING PROGRAM
1426 Howe Avenue
Cc
Afars Sacramento, CA 95825-3236
(916) 263-2499

CERTIFICATION STATEMENT

This is to certify that _ Taylor Dunn, M.D.
: (Name of Physician)

is in an approved ACGME/CCME posjgraduate training position that commenced on

July 1 , 19 89 and is expected to be completed
A\ W
Month Day Year (Type of Training)
at Ventura County Medical Center Family Practice Residency Program

(Name and Address of Facility) '
3291 Loma Vista Road Ventura, California 93003

AFFIX OFFICIAL HOSPITAL SEAL
OR NOTARY SEAL IN THE BOX
AT THE LEFT.

"l hereby declare under penaity of perjury under the laws of the State of California that the
‘above statements are true and correct and the facility is approved by the ACGME or the

CCME to offer the type and level of training completed by the applicant and that the
applicant is being trained in an approved ACGME or CCME program position."

Lanyard K, Dial, M.D.

. (Type or prigt name of Di Medical Education)
AMYARLD) A

(8gnature ff Director of Medical Education)

7/3/00
(Date) elephone Number

NOTE: Do not use this form in lieu of Form L3A, “Certificate of Completion
of ACGME/CCME Postgraduate Training."

Lo7A-107-L4 399
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Medical Board of California — Physician’s and Surgeon's Renewal AMOUNT DUE [E
' EXPIRATION AMOUNT POSTMARKED AFTER
LICENSEE NAME LICENSE NO. DATE DUE NOW APRIL 30, 2018
DUNN, TAYLOR M A73208 03/31/18 $820.00 $898.00
“ENSEE MUST CHECK CORRECT BOXES ' D SIGNATURE REQUIRED X

Completed Continuing Education (See Question 1)
Change of Address (fill in reverse side)

Conviction — Yes {See Question 3)

Conviction — No (See Question 3}

‘amily Physician Training Program (325 See Questicn 4)

‘inancial Interest Statement (See Question 5)

; 1 declare under penalty of perjury under the laws of the State of California that all
statements, answers, and representations on this form, including supplementary

i
:
§
! attached hereto, are true, complete and accurate.
:
i
)
3
H
S

e D

|
ta/1

R el R - VAU R

Date

ENTER YOUR PHONE NUMBER FOR REFERENCE:

£30101000001000020007320810103311400082000000894800

CHANGE OF ADDRESS (Only if different from address above)
ADDRESS OF RECORD (Required)

DUNN, TAYLOR M A73208

Address Line 1 [
L LT T 1]

&4 R

LT

Address Line 2

Addrcssiil;{.”iﬁﬂ’(rn’ ’]t’\”?l &vt.lﬁ'x(’?iri.@ ilh”"1 ’
HEREN

LL LTI

L T T
N
NN

|
|
|

LI L1 T 11

|
|
1 | |
I TTTTTTITT]]

CONFIDENTIAL STREET
Address Line |

x used abave for Address of

|
|
|
J

ecord)

11 |

Address Line 2

Address Line 3

L1 1]

City

[|; AIDDILESS(RQQ“U“HPO
[T T T I TT I
LI I I T L LT T T TT]
[T I T[T TT1]
[
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Medical Board of California — Physician's and Surgeon's Initial Renewal AMOUNT DUE [F
EXPIRATION AMOUNT POSTMARKED AFTER
LICENSEE NAME LICENSE NO. DATE DUE NOW APRIL 30, 2016
DUNN, TAYLOR M A73208 03/31/16 $820.09 $898.00

D" SIGNATURE REQUIRED
I declare vnder penalty of perjury under the laws of the State of California that all
statements, answers, and representations on this form, including supplementary
attached hereto, are true, complete and accurate,

oy
5 Signature ¢/ %76,,1@»\ vap Dats iZ//Z ; /I -

- AU s e e aa e e e e o e o wim A v

JENSEE MUST CHECK CORRECT BOXES
ompleted Continuing Education

“hange of Address (fill in reverse side)

onviction Disclosure ~ Yes

Conviction Disclosure — No

family Physician Training Program ($25)

ENTER YOUR PHONE NUMBER FOR REFERENCE.:

inancial Interest Statement-Read instractions above

L3010100000100002000732081010331160004200000089800

CHANGE OF MAILING ADDRESS DUNN, TAYLOR M AT73208 -
e
//
ICIVTQLE DRLLHLHBAT FOLLLOLE /

Street Address (this address is public information except when a PO Box is nsed for the public addms5,of'r€56‘r€;‘ this address then becomes confidential)

POl IBlold TelZdZoa T T T T T T T LT T I T I [T T 1T TT]

o

|
LT T P T T P A I T T T I T T T T I T T T T[]
City / State Zip

SNERLT T T T T P T T I T 111 A @ -[T 1]

PO Box (if used, must provide a confidential physical sireet address, above)






