
STATE MEDICAL BOARD OF OHIO ..57 47 . -1-
REQUEST- FOR'APPLICATION -FORMS 

PLEASE -TYPE-OR-PRINT-CLEARLY 

I hereby 

NAME: 

ADDRESS: 

submit the following information in order to receive an application for licensure: 

3E CA-NI 
LAST (Surname) 

;., 
STREET & NUMBER 

1 

FIRST 

TELEPHONE: BUSINESS: (17r- 021 46-11- 

MIDDLE SUFFIX (Jr.,II) 

gEK-Foki twr)Lic 
CITY STATE ZIP 

AREA CODE & NUMBER 

BIRTH DATE: fal  BIRTH PLACE: 
MO/DAY/YR 

HOME: 

OUNTRY 

( ) 41,() (-) 
AREA CODE & NUMBER 

. I -7

CITY 

MEDICAL -EDUCATION 

STATE COUNTRY 

MEDICAL SCHOOL a Qp‘fic)NcA (I If 
OF GRADUATION: 

SCHOOL NAME STREET ADDRESS 

OTHER MEDICAL 
SCHOOLS 
ATTENDED: 
(IF "NONE 
ENTER "NONE") 

t);/-c-1 4/ 9 (2— Tv 6s-
CITY STATE COUNTRY \, 

\.o.a /of 63 
FROM: MO/DAY/YR TO: MO/DAY/YR DEGREE RECEIVED DATE RECEIVED: MO/DA 1/YR 

SCHOOL NAME 

RV<71' 
FROM: MO/DAY/YR 

STREET ADDRESS CITY CTATr COUNTRY 

TO: MO/DAY/YR REASON EDUCATION NOT COMPLETED AT THIS SCHOOL 

SCHOOL NAME STREET ADDRESS CITY STATE COUNTRY 

/ /  / / 
FROM: MO/DAY/YR T : MO/DAY/YR REASON EDUCATION NOT COMPLETED AT THIS SCHOOL 

E.C.F.M.G. CERTIFICATE: YES   NO   NUMBER  'IC  DATE ISSUED R /7// 

FIFTH PATHWAY 
PROGRAM T. 

(IF "NONE", HOSPITAL OR INSTITUTION 
ENTER "NONE) 

ADDRESS: 

FIFTH -PATHWAY 

AFFILIATED WIIH: 
NAME OF MEDICAL SCHOOL 

DATE: / / / / 
STREET & NUMBER 

QUALIFYING EXAM TAKEN: 

CITY STATE ZIP FROM TO 

DATE: / / 

POSTGRADUATE-TRAINING 

LIST ALL POSTGRADUATE TRAINING (INTERNSHIP, RESIDENCY OR CLINICAL FELLOWSHIP), UNDERTAKEN IN THE 
U.S. OR CANADA. IF ADDITIONAL SPACE IS NEEDED, PLEASE ATTACH AN EXTRA SHEET. 

PIN  '4 PIT /I P.I ft-wo,i A f 
STREET ADDRESS' CITY 

DEPARTMENT: DATE: 

HOSPITAL: 

POSITION: 

r 
HOSPITAL., 

POSITION: 

ESC( 
ME 
NT LIZ Nr t-t 

HOSPITAL: 

N ME STREET ADDRESS 
LS tO F  DEPARTMENT: OinCtyAl 

90 I/ gc 
STATE 
— 6)7 9.0 6 

FROM: MO/YR T : M / R 

014717 to NI 

CITY / STATE 
DATE:  / I 1.(4 13--- ) 26/ 

FROM: MO/YR TO: MO/Y 
2

NAME STREET ADDRESS 
POSITION: DEPARTMENT: 

HOSPITAI 

CITY STATE 
DATE: 

FROM: MO/YR TO: MO/YR 

NAME STREET ADDRESS 
POSITION: DEPARTMENT: 

Ci LY STATE 
DATE: 

FROM: MO/YR TO: MO/YR 
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LICENSES IN-OTHER-COUNTRIES 
LIST ALL FOREIGN COUNTRIES IN WHICH YOU HOLD OR HAVE HELD A FULL RIGHT TO PRACTICE MEDICINE AND SURGE7T7 IF ADDITIONAL SPACE IS NEEDED, PLEASE ATTACH AN EXTRA SHEET. 
COUNTRY: 
COUNTRY 

ISSUE DATE: / / LICENSE # 
ISSUE DATE: / / LICENSE # 

LICENSES-IN-THE-UNITED-STATES 

CURRENT:YES NO 
CURRENT:YES NO 

LIST ALL STATES IN WHICH YOU ARE OR HAVE BEEN LICENSED TO PRACTICE MEDICINE AND SURGERY OR OSTEOPATHIC MEDICINE AND SURGERY. INDICATE THE LICENSE NUMBER, DATE OF ISSUANCE, WHETHER OR NOT THE LICENSE IS CURRENT, AND THE BASIS OF LICENSURE (E.G., FLEX EXAM, ENDORSEMENT OF OTHER STATE ICENSE, ENDORSEMENT OF DIPLOMATE STATUS, ETC.) IF ADDITIONAL SPACE IS NEEDED, PLEASE ATTAC EXTRA SHEET. 
1 1(1101 (imi ISSUE DATE: C:  i 1 LICENSE #:  031 E-6-1]  CURRENT:YES/NO CTATC. 

BASIS OF LICENSURE: L 

STATE:   ISSUE DATE:  / /  LICENSE #:   CURRENT:YES NO 
BASIS OF LICENSURE:  

STATE:   ISSUE DATE:  / /  LICENSE #:   CURRENT:YES NO 
BASIS OF LICENSURE: 

STATE-BOARD-OR-FLEX EXAMINATIONS-TAKEN 
LIST EACH AND EVERY STATE BOARD OR FLEX EXAM WHICH YOU HAVE TAKEN WHETHER IN OHIO OR ANY OTHER STATE, TERRITORY OR PROVINCE. IF ADDITIONAL SPACE IS NEEDED, PLEASE ATTACH AN EXTRA SHEET. 
S;ATE:  DATE TAKEN:  16),[1 a JZ/01,--‘  PASS: FAIL: FULL ( ) PARTIAL ( ) 
STATE: DATE TAKEN: PASS: FAIL: FULL ( ) PARTIAL ( ) 
STATE: DATE TAKEN: PASS: FAIL: FULL ( ) PARTIAL ( ) 

ADDITIONAL-ELIGIBILITY.INFORMATION---ANSWER-ALL-QUESTIONS 
DIPLOMATE OF THE NATIONAL BOARD OF MEDICAL EXAMINERS? PENDING (YES , NO /9. DATE  / 
DIPLOMATE OF THE NATL BOARD OF OSTEO MEDICAL EXAMINERS? PENDING 
ARE YOU APPLYING TO SIT FOR THE FLEX EXAM IN OHIO? YES NO /. 
A LICENTIATE OF THE MEDICAL COUNSEL OF CANADA? YES NO DATE / / 

YES NO DATE  / 

A U.S. CITIZEN? YES NO BASIS OF CITIZENSHIP Alif)n)° 1-12 C. DATE: 
A GRADUATE OF A MEXICAN MEDICAL SCHOOL? YES NO DATE / / 

DEGREE OBTAINED (CHECK ONLY ONE): ACTA TITULO MEDICO CIRUJANO 
HAVE YOU ACHIEVED A SCORE OF AT LEAST TWO HUNDRED THIRTY (230) ON THE TEST OF SPOKEN ENGLISH OF THE EDUCATIONAL TESTING SERVICE AS REQUIRED UNDER SECTION 4731.09, O.R.C.? (THE TOEFL, ECFMG EXAM, etc., ARE NOT EQUIVALENT AND CANNOT BE SUBSTITUTED FOR THE TSE) YES NO 
OHIO RESIDENT AT THE TIME OF fDMISSION TO MEDICAL liOUL? YLS NO V 

IF YES, GIVE FULL ADDRESS AT THAT TIME: 
STREET ADDRESS CITY 

CERTIFICATION 
STATE ZIP 

I, t\S C , HEREBY CERTIFY THAT I AM THE PERSON REFERREP TO IN THE FOREGOING REQUEST FOR APPLICATION FORM; THAT THE STATEMENTS THEREIN ARE STRICTLY TRUE IN EVERY RESPECT AND THAT I HAVE READ AND UNDERSTAND THIS CERTIFICATION. 
SIGNATURE ( DAT 
RETURN TO: STATE MEDICAL BOARD OF OHIO 77 SOUTH HIGH STREET, 17TH FLOOR COLUMBUS, OHIO 43266-0315 
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APPLICATION FOR MEDICAL & OSTEOPATHIC LICENSURE 

STATE MEDICAL BOARD 
77 SOUTH HIGH STREET 
17TH FLOOR 
COLUMBUS, OHIO 43215 

ALL RESPONSES MUST BE TYPED 

1. SOCIAL 
SECURITY 
NUMBER 

2. FULL NAME 

inZi:(13s)  r7
 

J /1
r! ri 1+ 61  4Y-Pt P1/7440:frtie-rt CH 4_ fir,o g__74 

LAST (Surname) FIRST MIDDLE SUFFIX (Jr., II) 

3. NAME 
(As you pre-
fer it ' 
inscribed on 
your Ohio 
license) 

4. ALTERNATE 
NAMES 
(IF "NONE" 
ENTER 
"NONE") 

5. CURRENT 
ADDRESS 

LAST (Surname) FIRST MIDDLE 

( 
LAST (Surname) FIRST 

SUFFIX (Jr., II) 

MIDDLE SUFFIX (Jr., II) 

I 3='€ nrA-P( • ( 
STREET NUMBER & NAME 

CITY STATE ZIP CODE COUNTRY 

6. PHYSICAL 
DESCRIPTION Ctr -?'( gl P -4-W_ re t-- ) 

H IGHT WEIGHT HAIR COLOR COLOR OF EYES IDENTIFYING MARKS 

7. SEX MALE FEMALE [ ] FOR STATISTICS ONLY (Optional) 

8. CITY IN 
OHIO WHERE 
YOU PLAN 
TO PRACTICE: 

CITY OR OR 

PLANS OF PRACTICE: 

COUNTY 

9. SPECIALTY 
BOARDS NAME OF 
(USA, Canada SPECIALTY BOARD 
and foreign 
countries) ig( 

BOARD CERTIFIED YEAR 
YES NO CERTIFIED COUNTRY 

] i.G1111 

[ ] [ ] 

] [ ] 

cf) 

FOR OFFICE USE ONLY 35 

/z 1.0 zr1) I 7,1 

sY 771 

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

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 ANSWER' 
MUST BE THOROUGHLY EXPLAINED ON A SEPARATE SHEET OF PAPER. 

1. Have you ever been denied staff membership at 
any hospital, nursing home, clinic, health maintenance 
organization, or similar institution? 

2. Have you ever been warned, censured, disciplined, had 
admissions monitored, had privileges limited, had privileges 
suspended or terminated, been put on probation, or been 
requested to withdraw from any hospital, nursing home, 
clinic, health maintenance organization, or other similar 
institution in which you have trained, been a staff member, 
or held privileges for other than reasons of failure to 
maintain records on a timely basis or failure to attend 
staff or section meetings? 

3. Have you ever resigned, withdrawn, or terminated, or have 
you ever been requested to resign, withdraw, or otherwise 
terminate your position with a medical partnership, 
professional association, corporation, health maintenance 
organization, or other medical practice organization, either 
private or public? 

4. Have you ever been warned by, censured by, disciplined by, 
been 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 postdoctoral training program? 

5. Have you ever transferred from one postdoctoral training 
program to another? 

6. Have you ever, for any reason, lost Specialty Board 
Certification in the U.S. or elsewhere? 

7. Has any board, bureau, department, agency, or other body 
limited, restricted, suspended, or revoked any professional 
license, certificate, or registration granted to you, or 
imposed a fine or reprimand against you? 

8. Have you ever voluntarily surrendered any professional 
license, certificate, or registration issued to you by 
a board, bureau, department, agency, or other body? 

9. Have you ever been requested to appear before any board, 
bureau, department, agency, or other body concerning 
allegations against you? 

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

11. Have you ever been notified of any charges or complaints 
filed against you with any board, bureau, deparment, agency, 
or other body with respect to a professional license? 

12. Are you now or have you ever been addicted to or excessively 
used alcohol, narcotics, barbiturates, or other drugs 
affecting the central nervous system, or any drugs which may 
cause physical or psychological dependence? 

YES NO
[ I V] 
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13. Have you ever been a patient (voluntary Jr otherwise) in any 
institution for the treatment of emotional or mental illness, 
drug addiction or abuse, or alcohol problem? 

14. Have you ever been treated but not hospitalized, for emotional 
or mental illness, drug addiction or abuse, or alcohol problem? 

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

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

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

18. 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? 

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

20. Have you ever been denied licensure, application for licensure, or 
privilege of taking examination, or withdrawn any application, in 
any state, territory, province, or country for any reasons? 
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AD 

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 physicians 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 Corm is not intended to standardize the recommendation or 
restrict it in any way. However, its form is designed to insure that certain inforation is 
included. 

DO NOT COMPLETE UNLESS PHOTOGRAPH OF APPLICANT IS ATTACHED 

a licensed and practicing physician in the state of 

Name of Recommending Physician 

-M(') / 67 i 9 71/  
fv- r- 5 L,-7-"v /,  4-,( 

' lf 'ir6iiiv - " 1- f---mt-i r-7 v '  ,! t.:erl 

iiame vi Applicant 

to me personally and professionally r> d,c) .years and thatlOhe is of good moral and 

ethical character. Further, the photo af1xed hereto is a genuine likeness of the 

applicant. I offer the following support of his/her application for full licensure: 

I rate his/her medical knowledge and technique as: freq/
His/her command of the English language is: (-<-622 

Um^ww. 

I rate his/her ability to work well w:th peers and medical staff as:  „. 70,a/

His/her relationship with patients is' 

Additional comments: 

hereby recommend him/her 
1.111i4W416 

for f"l liceosure o practice medicine/ostaopathir mArliL,AnA 4 n 

Agnatur ecommen•lng ysiciaii 

2g.;2c2"//Z--25:5 )227/ /22 16W 
Address of Recommending Physician 

90.;Include City, State, Zip) 1 6f'f-

T!BIE! 'ADELE RANTZ 
Notary Public, Berrien County, Michigall 

My Commission Expires Sept. 24, 1994 (SEAL) 

Subscribed and sworn to this 

Signature of Applicant 

n

D

day of 

J4191 0e>9),;/ 1,2 ,Ze2S44/x 

Name of Recommending Physician 
(Please print or type) 

C676i9L 
Telephone Number 
(Include Area Code) 

3,R) 
State of Licenst!re and License Purr ear 
of Recommending Physician 

, 19 

Notary Public 

- fc/ 

e?, 

Date Commission Expires 

c.") 

Upon completion return to: 74 -74-n 
GJ 

STATE MEDICAL BOARD 
77 SOUTH HIGH STREET 
17TH FLOOR 
COLUMBUS, OHIO 43215 
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FORM]. 

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 physicians must be sufficiently acquainted with the applicant for 
at least SIX months. Relatives may not serve as recommending physicians. Recommending 
physicians are strohgiy urged to include additional comments. IhiS form must be notarized. All 
questicns 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 PHOTOGRAPH OF APPLICANT IS ATTACHED 

L.„0„,./.1  pf , a licensed and practicing physician in the state of 
Name of Reoommehding Physician 

a / SI ?--/1  affirm that  C.ce--124' r611, has been known 

Name o1 Applicant 

to me personally and professionally for  F7  years and that he/she is of good moral and 
ethical character. Further, the photograph affixed hereto is a genuine likeness of the 

applicant. I offer the following support of his/her application for full licensure: 

I rate his/her medical knowledge and technique as: 

His/her command of the English language is: 

I rate his/her ability to work well with peers and medical staff as: 

His/her relationship with patients is: 

Additional comments: 

I hereby recommend him/her for full licensure 
Ohio. 

Sig Signature of Recommtnidlng hysician

•'? lief 81 c( FP- nre, ) re-/ 
-re s d'i9 A , i<S" 

Address of Recommending Physician 
(Include City, State, Zip) 

(SEAL) aS1E ADELE RANTZ 
Notary Public, Berrien County, Michigan 

My Commission Expires Sept. 240 1994 

Subscribed and sworn to this S day of 

Signature of Applicant 

\) (*0., \ 9 9
Date Photo Taken 

to practice medicine/osteopathic medicine in 

11/ 1- ,u, 
Name o Recommending Physician' 
(Please print or type) 

/6 61(1'2 1'2-1 2/ 
Te ephone Number 
(Include Area Code) 

j 14)-A a33 S7S 
• State of Lic6nsure and License Number 
of Recommending Physician 

 , 19 . 

Notary Public 

Date Commission Expires 

Upon completion return to: 

STATE MEDICAL BOARD 
77 SOUTH HIGH STREET 
17TH FLOOR 
COLUMBUS, OHIO 43215 
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FORM 1 
AD 

,:6/)11 

Tignatur commending Physician 

oTii2587/174-
c2,7 c / ) :/%7 

Address of Recommending Physic an 
(Include City, State, Zip) 

(SEAL) 

URTIFICATE OF RECOMMENDATION 

This form is to be completed by a physician fully licensed in the STATE IN WHICH THE FORM IS 
NOTARIZED. The recommending physicians must be sufficiently acquainted with the applicant for 
at least SIX months. Relatives mty not serve as recommending physicians. Recommending 
physicians are strongly urged to 'nclude 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 PHOTOGRAPH OF APPLICANT IS ATTACHED 

I. JOW4 7.7 7 a licensed and practicing physician in the state of 

Mame of Recommending Physician 

affirm that 

Name of Applicant 

to me personally and professionally for years and that he/she is of good moral and 

ethical character. Further, the photograph affixed hereto is a genuine liktmess of the 

applicant. I offer the following :support of his/her application for full licensure: 

I rate his/her medical knowledge and technique as  Ae4 

His/her command of the English language is:  (0,4"e„--1, 

has been known 

I rate his/her ability to work well with peers and medical staff as: 

His/her relationship with latients is: 

Additional comments: 

I hereby recommend. him/her for full licensure 
Lhh. 

70BIEADEUERANTZ 
Notary Public, Berrien County, Michigan 
My Commission Expires Sept. 24, 1994 

Subscribed and sworn to this day of 

h 
Date Photo Taken 

to practice medicine/osteopathic medicine in 

Po )3 

Name of Recommending Physician 
(Please print or type) 

4'769   2-- 
elephone Number 

(Include Area Code) 

_37,2-7 3 7 
State of Licensure and License Number 
of Recommending Physician 

  , 19 

Notary Public 

Date Commission Expires 

Upon completion return to: 

STATE MEDICAL BOARD 
77 SOUTH HIGH STREET 
17TH FLOOR 
COLUMBUS, OHIO 43215 

Cl1 

.*
•

c>
»^

^
l

l^f
e &1̂

i^
S

^
§
5
^^

V
»
0
3
C

s S
o

ff s
^

-s
S!

?
•

3
C

—
• 3

:
»
-
*

o
.

-•
•

_
-^

.
C

t.
tn

~
t

v
~

t
^
i.

^
.

0
»

-
^
.

•
»

r+
3
-

r
*

3
-
r
*

—
<

*f
x»

n>
rt>

n>
o

-»
-•

3
 
^

3
-
-

=
r

(w
-<

-»
.

n
-'

•
ro

u>
o

w
n

o>
3
-
3

3
-

O
r
»
r
t>

<"
n>

-•
•

-I
=>

-t
o
o
.

01
3

W
_

3
W

C
T

O
r*

3
-

-*
-*

•
Q

.
If

t
-^

—
•

^
-•

•
•o

-*
.<

-»
.

o
.r

»
3
-

P
»_

1
«
<

fl>
-
•

r*
r»

m
^
-

=
r

o
=>

3
u
a

rs
•J

s
-•

<
-

^
0
 
-
h

-
*

r+
-t

in
n>

•
*

^
r

3
-

Q
.

«B
«
0

3
<

-
•

fl>
r»

•5
<•

t»
-
•

3
B*

<
a

3
-^

-
c

o
.

w
*

<
n

i
..
.

-*
.

U
3

r
»

r
»

IB
IB

:r
o

t/
f

W
•*

h
-<

p
to

*
3

0
»
;

„

^
R

S
§

<n
-t

•.»

»
—

B
»

o
O

r
»

-«
,
 

-«
»

-t
n>

•

3
-

C
m

-» r
»

-*
•

?
•

o
n> l'? 3I
B

ua ".
v
-

c
o

"o
<

^
•o

o
o

<a

^
3 •o

O
=

r

1 <n o 3 p
»

*< a
»
'

3 Q
.

^ -*
»

n> v
»

V
I § B
»

?

^
,

6S
^U

d
JC

AV
W

16

uy
yo

ei
v3

io
3W

3i
vj.

s

v
»

3 g

^>
i

<^
s Q

. 3 o
.

—
t*

0 ff ?

5 Q
.

^

^ £'1

«I
>

fl
» w
»

^ ^

B
»

 
•p

^

|s 0

'^
s-

s
s.

»
v al f

±
0

F^

r
*

r
»

3"
^
.
.

•^

«
a

-«
1

•
»

O
3

»
»

^
5.

? o
fV

-^

S
3

'§
3

«
»

0
M

W
>

O
L

§
o

 
^

§
«
t

tl
t.

s 3 s 0
. g.

o o 1 n
i

w tn -o g g 3
: o

•*
.•

?
^s

-o
»

a
-
»

3
»

"C
.3

'*
4
-
°
=

r
n

w
i»

<<
.
-
«
--

-
«
r
t 0

«n
-*

>
•
«
*

c
1

r»
-*

n
>

y
r

E
L
-i
.-

'.
o
»

•-
••

^
i

—
'

a
o

-*
«
n

r>
<

o
"

o
.r

*.
5

a»
r»

m
^
!

^
'

i/
»
=

*
'

o
g

-*
.

W
l(
T

r
t

3
 
-
«

•*
c

a»
x

.w

?
S

3
8
3
!S

p
»

c
r

<n
3

3
<V

r
»
'r
»
"
t

C
T

«
<

- i
3
-

n>
n>

B
*

O
W

«~
>

<
3

=>
•

0
Q

^^
^-

1
1

•
ro

*<
30

n>
-o

-
i

n>
3

—
•

n>
c

-
•
o
.

rt>
3
:

Q
._

-t
t»

^
-

r?
O

«
t0

l-
»

3
t>

<
n>

-M
O

Q
.

ro
.0

.
<

<
-<

.
•°

'o
-.

0
"

?s
?w

.tt
<

•
'

w
*

3
w

a»
*~

ii
;

-
.

3
*<

0
-
0

r
»

O
'
o

-^
.=

r
<"

5
-•

?
?
'^

g
c

o
=*

<n
s'

-s
-?

:?
?

3
U

1
»
S

|?
3

Q
.-

1
W

»
3

-
h
O

C
t.

<
r
»

w
'+

^
ft
o
p
?

n
.

-<
•-

*
<

•
ro

n>
=*

p
<»

•
•>

•»
•=

•
»
*<

<
-
*
.•

»
1
»

-I
C

?̂q

=
•

- n
o

f
»

- n
ft

>;
^
^

L^ E?
\

o

o K & ^ E
-^

?
'•

\
—o 3 <
0 ^

1
^

^
.

2.
K 5 i :
1

fl>
B

»
3 O

L

B
»

K
»

c
r

w 19 1

? o

tO
3

—
*
«
»
-
«
•
—

*
3

a
>

.
_

"
-
*
•
-
*
•

w
«B

r»
o

-
*
o

O
.C

L
O

^
<

^
5
 
^

m
•»

•
S

b
b

»
3

=
»
<

?
2

=1
O

.
r
»

O
L
 
^

-*
.W

r
*

-
*
•
.—

•
3

r
*

W
t
3
«
<

-•
•

S
<

»
»
(
»
•«
a

_
,

3
C

3
 
—

?
.

sc
^

a
-

."
o
-
°

*
±

 
0

»
-1

.3
-J

O
3
"

-i
=

r*
<

c
n>

r>
O

L
--

•
v
i

o
»

=
r-

*
w

-
'•
^
•
in

»
N

.
°

=
*
r«

r»
fl
>

3
'?

?
5

O
r>

-
«

3
C

i.
r
*

S
^S

's
.s

2
.3

5
^
?
s

3
S

'"
S

^
5

c
ro

3
-Q

=»
g

m
g
«
»
3
C

-«
»

6
'3

3
-
1
0
.
0
3
X

1

g
n»

r+
o
.'
o
.
n

&
r
*
—

-
'
•
—

'
r»

.
--

.
-
t

3
-*

•
^
l

-
*

O
-*

U
*

P
O

§
3
s
~

s
i

-
^
O

L
r
"
-

"
'2

?
"'

» •b



AD 

FORM 2 

CERTIFICATE OF POST-GRADUATE TRAINING 

MAIL TO HOSPITAL OR INSTITUTION OF POSTGRADUATE TRAINING IN THE U.S. OR CANADA 

Dear Sir: 

I am applying for a license to practice medicine in the State of Ohio. The State Medical Boar( 
of Ohio requires that my postgraduate training be certified. Please complete the fmrm Ind 
return it directly to the State Medi-al Board tf Ohl: i6,1ress listed below. Thank you. 

This certifies that 0
(Name of Applicant) 

has rendered satisfactory 

and continuous service as a(n) intern C (T /A-resident in 
1 clinical fellow (Department) 

atti frk  er -(1  eoliciab-- A di/pft-r ).-„c 
(Name of Hospital) (Complete Address of Hospital) 

from  Ct b . 7 

beginning (montn/day/yearl 

further certified that the above name 

and that the training 

(SEAL OF HOSPITAL) 

. It is 
ending (month/day/year) 

[,J was awarded a certificate on  __;?) M -7c 
/ j was not (month/day/year) 

[ ] was 
I was not 

accredited by A (1.- \OA. 

ignature o 'esical Director or Program Director 
(Original signatures only, name stamps will not 
be accepted) 

b(30/ 13. e,o)-Srun fv\. , • 
Name (Please print or type) 

Date 

If the hospital has no seal, please indicate and have form notarized. 

Upon completion return to: 
STATE MEDICAL BOARD 
77 SOUTH HIGH STREET 
17TH FLOOR 
COLUMBUS, OHIO 43215 
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AD 

FORM 2 

CERTIFICATE OF POST-GRADUATE TRAINING 

MAIL TO HOSPITAL OR INSTITUTION OF POSTGRADUATE TRAINING IN THE U.S. OR CANAD 

Dear Sir: 

I am applying for a license to practice medicine in the State of Ohio. The State Medic 1 Boarc 
of Ohio requires that my postgraduate training be certified. Please complete the form nd 
return it directly to the State Medical nt,4.71 -* "a '!,11raer 1<e4sA teldw. 

This certifies that $ cFK)-1,4-1I 
(Name of Applicant) 

and continuous service as a(n) 

has rendered satisfactory 

1,1 intern 
[ 3 resident in 
r 1 clinical fellow 

at  griRarr( /Ka cr2v-irr,-( 07(4-4
(Name o hospital) 

from Rt: (6-9 Jr 
eginning month day/year) 

further certified that the above name 

and that the training 

(ST.AL OF HOSPITAL) 

(Department) 

P49-P-(9-tIVT ir 7-c-f-sFV 
(Complete Aderess of Hospital) 

to 6E6 / 
ending (month/day/year) 

[]'was awarded a certificate 
] was not 

II/;01s 
( I was not 

accredited b) 

. It is 

on -'11)F-6--- 72-C (1/6 
(month/day/year) 

ACGME/AOA. 

Signature of e vca irec or or Prqram LOIrector 
(Original signatures only, name stamps will not 
be accepted) 

inCiet--/' /1/ I) 
Name (Please print or type) 

Date 
111(e.,./ (W 

If the hospital has no seal, please indicate and have form notarized. 

Upon completion return to: 
STATE MEDICAL BOARD 
77 SOUTH HIGH STREET 
17TH FLOOR 
COLUMBUS, OHIO 43215 
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STATE OF MICHIGAN 

John Engler, Governor 

DEPARTMENT OF LICENSING AND REGULATION 
Kathleen M. Wilbur, Director 

P.O. Box 30018 
Lansing, Michigan 48909 

Telephone: (517) 373-1870 

Telecommunication Device for the Deaf (517) 335-4478 

MICHIGAN BOARD OF MEDICINE 
(517) 373-9102 

MARCH 21, 1991 

STATE OF OHIO MEDICAL EnARD 
77 SOUTH HIGH STREET 
17TH FLOOR 
COLUMBUS, OHIO 43215 

CERTIFICATION OF LICENSURE 

I hereby certify that a standard search of the available records of the Michigan 
Department of Licensing and Regulation, Bureau of Health Services indicates the 
following: 

NARAYANSWAMI C SEKHARAN, M.D. 

WAS ISSUED LICENSE NO: 031864 

ISSUED ON: 6-7-73 

TO PRACTICE AS A: MEDICAL DOCTOR 

LICENSURE STATUS IS: CURRENT UNTIL 1-31-94 

ISSUED ON THE BASIS OF: FLEX 

REGULATORY I NFORMAT T nN 

The above format is the standard format prepared for all the professions 
regulated by this Bureau. If other information is needed, please contact this 
office at (517) 373-0680. 

Sincerely, 

Grace Schlak 
Administrative Support Staff 

Fee Received: 3-11-91 
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STATE OF MICHIGAN 

JOHN ENGLER, Governor 
XXXXX/MaXXNWRRNXXXXXXXXX 

DEPARTMENT OF LICENSING AND REGULATION 
Kathleen M. Wilbur, Director 

xxxxktkM2MkAAVAR5a5balxxx 
P.O. Box 30018 

Lansing, Michigan 48909 
Telephone: (517) 373-1870 

Telecommunication Device for the Deaf (517) 335-4478 

March 27, 1991 

Ohio Medical Board 
77 S. High St., 17th Floor 
Columbus, Ohio 43215 

Dear Medical Board: RE: Narayanswami C Sekharan, M.D. 

In response to your recent Freedom of Information Act request in 
the above matter, this is to inform you that: 

XXXX based on the spelling provided, we have no record of 
any formal complaints or disciplinary action against 
the referenced individual(s). 

your request for licensing information has been 
referred to the appropriate Licensing Board. 

we have attached the following documents: 

Many of our documents have been reduced to microfiche. As a 
result the attached documents may be in the form of microfiche 
rather than paper. We apologize for any inconvenience this may 
cause. If you do not have a microfiche viewer readily available, 
it is our understanding that many libraries have viewers 
available for public use. 

If you have any questions regarding the attached information, 
please do not hesitate to contact me. 

Sincerely, 

MaryAn i Itaff Assistant 
Health Investigation Division 
Bureau of Health Services 
(517) 335-1765 
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^o4-1^^>
+

J
[0Q)

O

0)
T3

K
(U^^

(-1
0)

3
iw

O
Q)

>
1
K

w

3
.,

c
"
^
^

5
u

(g<4-i
3

;5
5
S

^
0

4->
K

.
10

(3
r-f

Q)
Q)

>
i

3
^
;

C
(o

+J
id

cu
(O

g
K

^l

[O•H
u3(T3

4->
U

-r-1

co•
r^

4-1

14-1c•HT
l(U£
;

'?+
J

4-1(O+̂
J

"
i

1^1ll



STATE OF MICHIGAN 

Telephone: (517) 373-1870 
Telecommunication Device for the Deaf: 

(517) 335-4478 

JOHN ENGLER, Governor 

DEPARTMENT OF LICENSING AND REGULATION 
P.O. BOX 30018, LANSING, MICHIGAN 48909 

KATHLEEN M. WILBUR, Director 

MICHIGAN BOARD OF MEDICINE 
(517) 373-9102 

MAY 21, 1991 

OHIO STATE MEDICAL BOARD 
RAY Q. BUMGARNER, EXECUTIVE DIRECTOR 
77 SOUTH HIGH STREET, 17TH FLOOR 
COLUMBUS, OH 43215 

CERTIFICATION OF LICENSURE 

I hereby certify that a standard search of the available records of the Michigan 
Department of Licensing and Regulation, Bureau of Health Services indicates the 
following: 

NARAYAN SWAM I 

WAS ISSUED LICENSE NO: 

ISSUED ON: 

TO PRACTICE AS A: 

LICENSURE STATUS IS: 

ISSUED ON THE BASIS OF: 

TanY .wForsr.,L.1 

. SEKHARAN, M . D . 

031864 

6-7-73 

MEDICAL DOCTOR 

EXPIRES: 1-31-94 

FLEX 

The above format is the standard form t prepared for all the professions 
regulated by this Bureau. If other inf rmation is needed, please contact this 
office at (517) 373-0680. 

Sincerely, 

Grace Schlak 
Administrative Support Staff 

Fee Received: 5-15-91 
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ft) 01 3 

CERTIFICATE OF STATE BOARD Cam' 
***TO ALL STATE BOARDS-DO NOT COMPLETE UNLESS LICENSE IS CURRENTLY RENEWED,'*-

This form must be completed for appliCants who are apply 
license. 

Acting on behalf of the 

in to endorsement if another state 

Name of State Board 

I do hereby certify that Dr. 

was on the day of 

Name of of Licensee 

  19 , granted a license to practice 

in the State of   based upon 
written examination of: 

r I FLEX Examination administered in thi, state 

j Examination administered in  
,'Jut accepted as if taken in this state 

wwwLicense current? Yes 

1. .4, , 1.1.-zgl ZIPareU oy this 
state 

Other (Please specify) 

No If not, please explain 

I further certify that the aforesaid physician in his/her written examination before this Board 

on ,  obtained a general average of  or a FLEX Weighted 
Average of in the following subjects: 

SUBJECT PERCENTAGE SUBJECT PERCENTAGE 

or a Component I score of 

r ,car 

on and CarlInnna!ht TT 
month/yor 

b.; 

Is the applicant currently the subject of a pending investigation by a licensing or 
disciplinary authority in your state? YES NO CANNOT ANSWER UNDER CURRENT STATE 
LAW 
If yes, GI ease attach details. Include information as to whether licensee is aware of 
investigation. 

Have formal disciplinary proceedings been initiated against applicant or applicant'S license by 
a disciplinary authority in your state? Yes NO CANNOT ANSWER UNDER CURRENT' 
STATE LAW 

If yes. lp easeattach 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? YES NO   CANNOT ANSWER UNDER CURRENT STATE 
LAW 
If yes, p ease attach details. 

NOTE: If any portion of the above certification is deleted or modified, please attach an 

explanation. 

(AFFIX BOARD SEAL) 
(NOT VALID WITHOUT SEAL) 

Upon completion, return to: 

STATE MEDICAL BOARD 
77 SOUTH HIGH STREET 
17TH FLOOR 
COLUMBuS, .OHIO 41211 

tgnature o ecretary, 

or Executive Secretary, 
signatures only, name st 

not be accepted. 
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AFFIDAVIT AND RELEASE 

AFFIDAVIT AND 
RELEASE OF 
APPLICANT 

ss STATE OF 

COUNTY OF 

The affidavit , rid release below must be completed 
by ALL applicants. The form must be notarized. 
FaiTiTe of any applicant to submit the affidavit 
completed and notarized with the application will 
result in your application being returned to you. 

( 6- 74-if 
oL_?-1-1 fl7

- C . 5 rKPAP —frilir  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 to my application 
are strictly true in every espect. 

I acknowledge that I have r 
the Routes to Licensure and 
and understand that the fee 

ad the general information and instructions for all applicants and 
I have answered all questions in compliance with these instructions 
I submitted is not refundable or 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 authorize and consent to have an 
investigation made as to my moral character, professional reputation and fitness for the 
practice of medicine. I ag ee 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 failure to complete this application as requested by the Board within 
six months can be considered as abandonment of any request for licensure and that any fee I 
submitted is not refundable or transferable. 

I authorize and request every person, hospital, clinic, governmental agency (local, state, 
federal or foreign), court, association, 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, records regarding charges or 
complaints filed 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, any and all liability of every nature 
and kind arising out of investigation made by the State Medical Board of Ohio. I 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 a certificate to practice medicine or osteopathic medicine in Ohio 
will be considered on the truth of the statements and documents contained therein or to be 
furnished, which if false, can subject me to permane enial of said certificate. 

Signature of Applicant 

Subscribed and sworn to before me this J. day of 

ELSIE ADELE RANTZ 
Notary Public, Berrien County, Michigan 
Nly Commission Expires Sept 

(NOTARY SEAL) 

(7)94 1-'1— 

Notary Public Signature 

19 • 

Date Commission Expires 
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PRELIMINARY EDUCATION FORM 

My name IN FULL is 

High School 
Equivalent: 

LAST 

,NOP 4-N-C) f 
FIRST 

In CO ,.)(-11-M__ ... y 9-(01 or z - SLA 

,C 

MIDDLE 

SCHOOL NAME CITY STATE COUNTRY 

f) / i c14eg 6 /763 
FROM: MO/YR TO: /YR 

Undergraduate 
College or ( IX V IOU L5 (.4_ Equivalent* 

DEGREE 

SCHOOL NAME CITY COUNTRY 

I 7/C L-S-C /nAlfj—
FROM: Mn/YR TO: MO/YR 1Eui'sEi 

SCHOOL NAME 

/ / 

CITY STATE COUNTRY 

FROM: MO/YR TO: MO/YR 

Medical School 
of Graduation: 

DEGREE 

-bilTRUNRJ ,
P -hAN(LA ivalcAL CALL Lpct PD11-0-a- - 

SCHOOL NAME CITY STATE COUNTRY 

4 / 6-0 
TWORTT5777-------70740/YR DEGREE 

NO: 

FOR -BOARO -USE-ONLY 

CERTIFICATE OF 
PRELIMINARY EDUCATION 

DATE ISSUED: 

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

v ) 6m Y

E rance Examiner 

Secretary 
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;ifebtration of $btte Arkrical 71.goarbs 
of the Pniteb States 

INCORPORATED 

To: Ohio State Medical Board. 6000 WESTERN PLACE. SUITE 707 

FORT WORTH. TEXAS 76107-4618 

Subject: Examinatinn and Board Acti.3P7Antory Report 2nd Copy 

NARAYANSWAMI CHANDRA SEKHARAN 
130 WEST NAPIFR 
BENTON HARBOR, MI 
49022 

Alternate name Ss) 

SEKHARAN,N C 
SEKHARAN,NARAYANSWAMI 

It is certified that the above named physician took the Federation 
Licensing and/or Special Purpose Examination on the date(...) entered below 
for the State Medical Licensing Board(s) listed and obtained the frdlowing 
scores: 

FIN: 371204501 Date of Certification: 21 50,21/91 

EXAMINATION DATE: 12/70 
STATE. TAKEN FOR: 123 

BASIC SCIENCE 

Anatomy; 70.00 
Physiology; 66.00 
Biochemistry: 66.00 
Pathology: 77.00 
Microbiolgy: 73.00 
Pharmacology: 68.00 
Behavioral Si-ience; .00 

BASIC SCIENCE AvE.: 70.00 

CL I N I CAL SCIENCE 

Medicine: 
Surgery: 
nbst.=trir-s: 
Public Health: 
Pediatrics: 
Psychiatry: 

76.00 
78.00 
92.00 
71.00 
71.00 
63.00 

I 'ti I CPL SCIENCE 75.20 

CLINICAL COMPETENCE AVG.: 78.50 

FLEX WEIGHTED AVG.: 

Furthermore: 

MSb 

76.00 
* * * * * * * * * * * * * * * * * * * * * 
A search of th FP.deration's Board Action T 
Bank rRveals r c.. ported disciplinary infr 
on the above n...med physician. 
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(Cle 1eberation of State Airbiral 7/goarb5 
of tiTe pniteb States 

INCORPORATED 

6000 WESTERN PLACE, SUITE 707 

FORT WORTH. TEXAS 76107-4618 

(817) 735-8445 

Ohio State Mediqa1 Board, 

NARAYPNSWAMI SEKHARAN 

FIN= 7.71204501 

r _-

Fu-7.

78,00 

00 
77.00 
77; 

.00 

70. 1710 

7r,.0171 

.777.00 
'32.00 
71.00 
171.00 

00 

Ism =a 

. , . ,29,50

no 

* c * * * * 

Date of Certification; 

* * * * * 
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MeAcy 

STATE MEDICAL BOARD OF OHIO 
77 South High Street, 17th Floor • Columbus, Ohio 43266-0315 • (614) 466.3934 

DATE June 17, 1991 

Dear Doctor: 

Dr.   qv la Lula C h , MD  who is/Vas A ve c ctAxe Sta6A Phtf cian-OB/GYN-1-71 to 5-91 
is applying for licensure in the State of Ohio. We would appreciate your assistance in filling 
out the following evaluation so that we can process his/her application for licensure. This 
form must be completed and returned to our office within two (2) weeks to ensure processing 
of the doctor's application. Your immediate attention to this matter will be greatly 
appreciated by the doctor as well as by us. Information provided is considered confidential 
under Section 149.43(A)(2)(a), Ohio Revised Code. Thank you for your time and assistance. 

(1) Bow long have you known the doctor? 

(2) What is/was your supervisory capacity? 

(3) At what hospital? Mercy Memorial Medical Center Inc. 

(4) How would you rate this doctor's medical knowledge and techniques? U-0.4/1 

(5) In your opinion, is this doctor a person of good moral and ethical character? 

(6) Does this doctor work well with peers and medical staff? 

(7) Does he/she relate well to patients? OK-, 

(8) Bow is his/her command of the English language? (if applicable) 

(9) Would you recommend this doctor for licensure? 

Additional comments, please: (if needed, an extra sheet of paper may be used) 

Signature of Doctor, please type or print 
name legibly beneath 

Robert Brown MD 
Vice Chairman, 

liepartment of OB/GYN 
Position 

Telephone No. 

Please return this form to the Ohio State Medical 
Board at the above address, 
Sincerely, 

‘67"1-7CA) 
April Woody 
Licensure Assistant 11: 

(Include Area Code) 
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1. Name. 

B I I1AR  'JAI IVERST .r 

DAIrITAVGA IIEDTCAL 

000 01.4 

2. Data of joining the College. 

CCLLE'lE 1..AHFP IV'ARA I (n T"All 'MITA)
*A01%MlIN. 

• .. Shri N.C. She', •an. 

• 23r3 Am;ai- t, 1157. 

3. Date of passing Intermediate 
Examination. SOO ▪ ?larch, 795'1. 

4. Date or ;.assing Final 
• Examination. 

5. Date of passing Final V.U.R.F.4. 
Examination. • • • 

lent I. 
faro]', 1961. 

'art TI. 
n, 19(2. 

6. Prise Itldal Certificate of Honours... 1.Awerd..id Conems Gld !Pedal for the }eat 
actor In Drama in the year 1961. 

2.Got University- !Tcnnurs it Anatomi in the 
In torre a I tit t".9 .p. S. Exsmira an,1 959. 

3. Got Unlyereltir Honours in Iharmecolopg 
& For -3,181c thldicine in the Final i".11 .".S 
Fart I Examination, 1961i 

4. Got Class Honcors in tharmecoloty dunin 
the year 1960-61. 

7. Scholarship & Othe DI.stinctions. 1..lot first llibrit Scholarehin during the 

eerc  'e " r 1%0-61. ••-•- 1961-62. 

WA-4 - 7 - I- 

ELSIE ADELE R07.11 
Notary PUIalit; Berrien County, Michigan 

My Commission Expires Sept. 24, 1994 

8. Extr a-Curri - ul Si L iv I tie ti. 

No.. 446'.4 
D ff e 

9. Gsneral Remarks. 

LABE L 1ASARAI 
Dated, the  1963. 

5. 

• • • 

2. Stcc,1 first In the University M.:J. 
V.P.9.S. Examination held in the mcnth 
(.1 rayon, 199. 

3. Stood First in the University' Final 
Part I Examination hell In the 

month of March, 1761. 

4• Stool Secotd in the University Final 
lat. t I1 ExaminF,tion held In 

Ito rii;:ntil of April, 1962. 

1, 15 Ihar University in 19:,2 Ir. 
In t.,:r Unl i,o3rsit.,, Youth Festival. 

2. 1);r4 ianga 
in all India ra'smatic Competiti , n 
under the Anuilocis of the Hirmnehel 
Theatre Simile and rece 4 verl pri.te for 

11F7st ml.itip and sunurrti tie t!"ra 

3. Ik, i ,r, sant,:d Uniyerlaity in t', .! 
Inter Colloit Youth Festival in the 
y:i.n• 19(1 in English 1ehate . 

He ';:tars a gtod moral character. 

ainte) 
D.I.C. , D. ̂ .I'. 5. (tend) 
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11,

EDUCATIONAL COMMISSION for FOREIGN MEDICAL GRADUATE 
3624 MARKET STAEET, INV ADEI.PhiA. PENNSYLVANIA 191C11-2685, U.S.A. 0 INONE: 275 Istagia,13 EDON/ I kil.ADELI141A 

1".

• 

• 

• 

•NA r-,-
Lb) 

'zL 
REQUEST FOR VERIFICATION FeM 

THE EDUCATIONAL COMMISSION FOR FOREIGN MEDICAL GRADUATES (ECFMG) 

JUN 2 0 1991 

ECFMG 

Please complete items 1, 2 and 3 and send this form with a self-addressed 
envelope to ECFMG. ECFMG will complete items 4, 5 and 6 and return the 
form to you. 

To be Completed by Official Requesting Verification: 

FROM: (1)  _April R. Woody 
Name 

to Chief of Licensure 
I itle 

STATE MEDICAL BOARD 
77 SOUTH HIGH STREET 
17TH rLOOr 
COLUMBUS, OHIO 43215 

(2) APPLICANT'S NAME: Nanayanzwami 

(3) ECFMG NUMBER: 

TO: CORRESPONDENCE DEPARTMENT 
EDUCATIONAL COMMISSION FOR 
FOREIGN MEDICAL GRADUATES 
(ECFMG) 
3624 MARKET STREET, 4TH FLOOR 
PHILADELPHIA, PA 19104-2685 

C. SekhcuLan, MV 

40452 :.,-->o/VL4.4-' 9-1

To be Completed by ECFMG: 

(4) EXAMINATION RESULTS' ECFMG (77) 

(5) ECFMG CERTIFICATE ISSUED: 4/8/66

(6) CERTIFICATE VALID THROUGH: indefinitely 

STATE MEDICAL BOARD 
OF OHIO 

n: 5 1991 

VERIFIED BY: 

DATE: 

correspondence Department 
7/2/91 

Corr. Form 236 
June 1987 
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THE EDUCATION AL COUNCIL 
FOR 

FOREIGN MEDICAL GRADUATES 
SPONSORED BY 

ASSOCIATION OF AMERICAN MEDICAL COLLEGES 

AMERICAN HOSPITAL ASSOCIATION 

AMERICAN MEDICAL ASSOCIATION 

FEDERATION OF STATE MEDICAL BOARDS OF THE UNITED STATES 

, 
• 

CERTIFTFS THAT 

C . S EKHARAN 

HAS SATISFIED ALL THE REQUIREMENTS OF THE COUNCIL 

HAS SUCCESSFULLY PASSED ITS EXAMINATION 
A boo AND HAS BERN AWARDFT) 

eee 

44. 

04, 
*FDIC Al 

CERTIFICATE NO  4 X52 

c. 744`, ce4:4.44.44,0 
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PRESIDENT EXECUTIVE DIRECTOR 
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RESUME 

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 "vacation" or "looking for residency program", as 
well as your permanent address for this period. For any time in which you worked for an 
"emergency medical group" or did locum tenens you must list all hospitals where you worked. If 
in private practice, indicate the hospitals where you hold or have held privileges and include 
complete addresses. Failure to include complete addresses will result in delay in processing 
your application. 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. 

DATES 
IN 
CHRONO-
LOGICAL 
ORDER 

1 /14( 1 It 
a. month year 

TO 

month year 

b. month year 

TO 

Act 
month year 

ENTER NAME OF HOSPITAL/ 
UNIVERSITY WHERE TRAINED 
OR EMPLOYED, OR OTHER 
WORKING OR NON-WORKING 
ACTIVITY AND COMPLETE 
ADDRESSES 

'A 01- Pi ra 
t 711- t---

Hospital/University/Other 

rt _ cgs ELT 

Street Address City/State Zip 

rhovr)ovr 
(TLIiiLti)/University/Other 

E-0-c' 17/ IA( 04 

Street Address - City/State Zip 

c. 

d. 

fOrr 1 
month year 

TO 

rtAl ev I 
month year 

month 

TO 

year 

month year 

tfat/1 

Hospital/University/Other 

_scPj - ,nI ti-t 

Street Address City/State Zip 

Hospital/University/Other 

Street Address City/State Zip 

e. month year 

TO 

month year 

Hospital/University/Other 

Street Address City/State Zip 
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Test of Spoken English 
OFFICIAL SCORE REPORT 

NOTE: If you have any reason to believe that someone has tampered 
with this score report, please call oll free, 800-257.9547 to have the 
scores verified. Officials from A aska, Hawaii, Pennsylvania, or 
Canada should call collect 215-750-8050. Remember, scores more 
than two years old cannot be verified. Photostat copies should not 
be accepted. 

3.0 

PRONUNCIATION 

SCORES 

3.0 

GRAMMAR 

3.0 

FLUENCY 

300 
OVERALL 

COMPREHENSIBILITY 

EXAMINEE'S ADDRESS: 

SEKHARAN NARAYANSWAM 4025459 
130 WEST NAPIER AVE 

BENTON HARBOR MI 
49022 

4025459 
REGISTRATION 

NUMBER 

SEKHARAN NARAYANSWAM 
NAME (Family or Surname. Given. Middle) 

JUL 91 X823 
Month I Year CENTER 

TEST DATE NUMBER 

9636 
INSTITUTION 

CODE 

DEPARTMENT CODE: 99 
DEPARTMENT NAME: 

NOT LISTED 

12/04/37 M 
Month/Day/Year 

SEX 
DATE OF BIRTH 

INDIA 
NATIVE COUNTRY 

TAMIL 

NATIVE LANGUAGE 

SEE OTHER SIDE FOR 

EXPLANATION OF SCORES 

Test of Spoken English
OFFICIAL SCORE REPORT

NOTE: If you have any reason to believe that someone has tampered
with Thisscore report, please call toll free, 800-257_9547 to have the
scores verified. Officials from Alaska, Hawaii, Pennsylvanla, or
Canada should call collect 215.750.8050. Remember, scores^more
t'hanTwo'yea'rs old cannot be verified. Photostat copies should not
be accepted.

EXAMINEE'SADDRESS:

SEKHARAN NARAYANSWAM 4025^59
130 WEST NAPIER AVE

BENTON HARBOR MI
^9022

4025459
REGISTRATION

NUMBER

SEKHARAN NARAYANSWAM
NAME (Family or Surname, Given, Middle)

TAMIL

NATIVE LANGUAGE

SEEOTHERSIDEFOR
EXPLANATION OF SGORES

l.-T«?»1;l*l

3.0 3.0 5.0 500

PRONUNCIATION GRAMMAR FLUENCY
OVEBALL

COMPREHENSIBILITY

JUL 91 X823
Month | Year CENTER

NUMBERTEST DATE

9636
INSTITUTION

CODE

DEPARTMENT CODE: 99

DEPARTMENT NAME:

NOT LISTED

12/04/37 M
Month/Day/Year

SEX
DATE OF BIRTH

INDIA
NATIVE COUNTRY



DETACH HERE AND REMIT THIS PORTION WITH FEE 

111111111111111111111111111111111111111111111111 
STATE MEDICAL BOARD OF OHIO 

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

I CERTIFY, UNDER PENALTY OF LOSS OF MY RIGHT TO PRACTICE IN THE 
STATE OF OHIO, THAT I HAVE COMPLETED DURING THE LAST BIENNIUM 
THE REQUISITE HOURS OF CONTINUING MEDICAL EDUCATION CERTIFIED BY THC,r 
OHIO STATE MEDICAL ASSOCIATION 1 .0- 1

AND APPROVED BY THE STATE MEDICAL BOARD, AND THAT THE INFORMATION 
PROVIDED ON THIS APPLICATION FOR RENEWAL IS TRUE AND CORRECT IN I
EVERY RESPECT. N. , 

e 
( SIGNATURE OF APPLICANT) ( DAVE ) 

IDENTIFICATION NUMBER AMOUNT DUE 

35-06-2434 $160.00 
NARAYANSWAMI C SEKHARAN,M.D. 
130 W NAPIER 
BENTON HARBOR MI 49022 

DATE DUE 
07/01/92 

1:96969696 21: 

MD & DO SPECIALTY CODES CURRENTLY ON RECORD 

39 OBSTETRICS & GYNECOLOGY 

AS LISTED I I" .7 
SPECIALTY CODE(S) CORRECT 

IF THE SPECIALTY CODE(S) ARE IN ERROR, I I 1 i I I I I 
ENTER ALL SPECIALTY CODE NUMBERS. CODEI CODE2 CODE3 

►..- CHANGE OF ADDRESS 

99 S S ?Rg/Y AT 77 .S5- 1 
ISTiAdT " I "I j i l I I I I

IMi i i i i 

IsTU T 1 I I I I I I I I I I I 1 I I I I I I I I j_j 

lAl'gi 7' ' //. - 4 I1 . 1 1 1 I  1 I I I I I OcobP'61 cnc 
dese1A-51 I I I I I I 1 1 1 I 

0935062434 11' 11'00000160001' 



PRINCIPAL PRACTICE ADDRESS - IF DIFFERENT 
FROM THE ADDRESS SHOWN ON FRONT: 

Street 

2 t i 
Ri m

1 I I I 1 I I  .1  I I 

_ . 
 151 1, 1(1r 1-1(15r5i   I_J 

Street - 

t l i I I I I 1 1 1 1 1 41 1 1 i I 4_1_1_1 1 1 1_ 1 I

/4--1  
Stets Zip Cable 

Cour* 

HAVE YOU BEEN FOUND GUILTY OF, OR 
PLED, GUILTY OR NO CONTEST TO : 

YES NO 
;FA A.) A felony or misdemeanor 

B.) A federal or state law regulating the 
possession, distribution or use of any drug? I 

AT ANY TIME SINCE SIGNING YOUR 
LAST APPLICATION FOR RENEWAL OF 
YOUR CERTIFICATE HAVE YOU 

YES 

YES NO 

YJ 
YES NO 

YES NO 

NO 
1.) 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 I 
Or abuse? You may answer "no" to this 4 

question if you have successfully completed 
treatment at a program approved by this • board and have subsequently adhered to 
all statutory requirements as contained in • 
section 4731.224, O.R.C., and related 
provisions, or you are currently enrolled 
in a board approved program. Any questions 4
concerning approval can be directed 
to the board offices. • 

• 

• 

• 

• 
• 
• 
• 
• 
• 
• 
• 

• 
• 

2.) Had a license denied by or had any 
disciplinary action taken or initiated 
against you by any state licensing board 
other than the State Medical Board of Ohio? 

3.) Surrendered, or consented to limitation 
upon a) A license to practice medicine: 
OR I)) State or federal privileges to 
prescribe controlled substances? 

4.) Had any clinical privileges suspended, 
limited or revoked for reasons other than 
failure to maintain records or attend 
staff meetings? 

11.11111111111 
I Optional for Porp09.29 Of Odenlificalior 

R
eda

cted



DETACH HERE AND REMIT THIS PORTION WITH FEE 

111 1111 1011111111 1111 
STATE MEDICAL BOARD OF OHIO 

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

I CERTIFY, UNDER PENALTY OF LOSS OF MY RIGHT TO PRACTICE IN THE STATE OF 
OHIO, THAT I HAVE COMPLETED OR WILL HAVE COMPLETED DURING THE 1992.1994 
BIENNIUM THE REQUISITE HOURS OF CONTINUING MEDICAL EDUCATION CERTAFIELL 
BY THE OHIO STATE MEDICAL ASSOCIATION"--" 
AND APPROVED BY THE STATE MEDICAL BOARD, AND THAT THE INFORMATION 
PROVIDED ON THIS APPLICATION FOR RENEWAL IS TRUE AND CORRECT IN EVERY 
RESPECT. 

( SIGNATURE OF APPLICANT) ( DATE-) 

IDENTIFICATION NUMBER AMOUNT DUE 
35-06-2434 $250.00 
NARAYANSWAMI C SEKHARAN,M.D. 
49 SGT. SOUTH PRENTISS DRIVE 
NATCHEZ MS 39120 

DATE DUE 

05/01/94 

1:96969696 21: 

MD & DO SPECIALTY CODES CURRENTLY ON RECORD 

OBG OBSTETRICS & GYNECOLOGY 

L. ,, ` sPialikrYdobEts) OtiFiRECT 'Aslusteri ,.' 

IF CORRECTIONS ARE NECESSARY, PLEASE 1 1 1 1 1 1 1 1 E 1 ( 1 
ENTER ALL SPECIALTY CODES. • CODE1 CODE2 cODE3 

REPORT ANY CHANGE OF ADDRESS 

1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 
STREET 

I I I 1 I I I 1 1 1 1 I 1 1 1 1 1 1 1 1 1 1 1 1 1 1 
STREET 

lo 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 
I I IIZIPISTATd COIOE 

1 1 1 1 1 1 1 1 1 [ 1 1 1 - 1 1 1 
COUNTY 

093506 2 4 3 0'00000 25000." 



PRINCIPAL PRACTICE ADDRESS - IF DIFFERENT 
FROM THE ADDRESS SHOWN ON FRONT: 
[MIMI 1 1 4 1 1 1 1 1 I 1 1 1 1 1 1 1 
Street 

1 1 1 1 1 1 1 1 1 I I f 1 1 1 I 1 1 1 1 1 1 1 1 1 
Street 
1 1 1 1 1 1 1 1 1 1 1 1 
City State Zip Code 
1 1 1 1 1 1 1 1 1 1 1 1 1 I I I 
County 

AT ANY TIME SINCE SIGNING YOUR LAST APPLICATION 
FOR RENEWAL OF YOUR CERTIFICATE HAVE YOU : 

YES NO 
1.) Been found guilty of, or pled guilty or no 
contest to a felony or misdemeanor. 

YES NO 
2.) Been found guilty of, or pled guilty or no 
contest to a federal or state law regulating 
the possessiOrn, distribution or use of any 
drug? 

YES NO 
3.) 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? You may answer "no" to this 
question if you have successfully completed 
treatment at a program approved by this 
board and have subsequently adhered to 
all statutory requirements as contained in 
sections 4731,224 and 4731.25 O.R.C., and 
related provisions, or you are currently 
enrolled in a board approved program. Any 
questions concerning approval can be 
directed to the board offices. 

YES NO 

YES NO 

YES NO 

YES NO 

YES NO 

4.) Had malpractice insurance cancelled 
or limited for other than failure to pay 
premiums? 

5.) Had any disciplinary action taken or 
initiated against you by any state licensing 
board other than the State Medical 
Board of Ohio? 

6.) Surrendered, or consented to limitation 
upon: a) A license to practice medicine; 
OR b) State efederal privileges to 
prescribe controlled substances? 

7.) Had any clinical privileges suspended, 
restricted or revoked for reasons other 
than failure to maintain records or attend 
staff meetings? 

8.) After January 14. 1993, referred a patient, or 
participated in an arrangement or scheme for 
referral of a patient. for clinical laboratory 
services to a person or facility in which either 
you or a member of your immediate family has 
an ownership or investment interest, or any 
compensation arrangement? 

SOCIAL SECURITY NUMBER 
( Optional for purposes of identification ) 



_ rICIVII I 1111J YVIII ION WI I H 1-tt 

11111111111111111111111111111111111111111111111111111 
STATE MEDICAL BOARD OF OHIO 

77 SOUTH HIGH STREET, 7TH FLOOR, COLUMBUS, OHIO 43266 - 0315 

CERTIFICATION 
I CERTIFY, UNDER PENALTY OF LOSS OF MY RIGHT TO PRACTICE IN THE STATE OF 
OHIO, THAT I HAVE COMPLETED OR WILL HAVE COMPLETED DURING THE 1994-1996 
BIENNIUM THE REQUISITE HOURS OF CONTINUING MEDICAL EDUCATION CERTIFIED ; ; 
BY THE OHIO STATE MEDICAL ASSOCIATION 
AND APPROVED BY THE STATE MEDICAL BOARD, AND THAT THE INFORMATION 
PROVIDED ON THIS APPLICATION FOR RENEWAL IS TRUE AND CORRECT IN EVERY 
RESPECT. 

( SIGNATURE OF APPLICANT) ( DATE ) 

IDENTIFICATION NUMBER AMOUNT DUE 

35-06-2434 $250.00 
NARAYANSWAMI C SEKHARAN,M.D. 
49 SGT. SOUTH PRENTISS DRIVE 
NATCHEZ MS 39120 

DATE DUE 

05/01/96 

1:969696962i: 

MD & DO SPECIALTY CODES CURRENTLY ON RECORD 

OBG OBSTETRICS & GYNECOLOGY 

, - sPEciALry,tobk(s)-tiptiREat,:4 L'ist0i," ' I. 
IF CORRECTIONS ARE NECESSARY, PLEASE 1 ( 1 1 1 1 1 ) 1 1 1 ! 
ENTER ALL SPECIALTY CODES. 'CODEI CODE2 cODE3 

REPORT ANY CHANGE OF ADDRESS 

I I I I i I I I I I I I I I I I I I I I I I I I I I 
STREET 

I 1 1 1 1 1 1 1 1 1 1 1 1 I I 1 1 1 1 1 1 1 1 J sTiRa T

I " 
icncl I I I I I I I I I I L l l

iSTIAT Idc(41:)E 

Lca rN_I i l i l l l I I I i i i i 

093E06243411' o'0000025000,11 



Pm' PRINCIPAL PRACTICE ADDRESS - IF DIFFERENT 
FROM-,THE ADDRESS SHOWN ON FRONT: 
I 1 ,k4-1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 
Streq.,

I I 1 1 1 1 1 1 1 1 1 '1 1 1 1 1 1 1 1 1 1 1 1 
Street: •gyp 

1 11-,&1 1 1 1 1 1 1 1 1 1 1 1 L_LJ 1 1 1 1 1 1 
City • ► State ZIP Code 

Cau 

AT gtri TIME SINCE SIGNING YOUR LAST APPLICATION 
FOV3ENEWAL OF YOUR CERTIFICATE HAVE YOU : 

YES, NO 
1.) Been found guilty of, or pled guilty or no 

  contest to a felony or misdemeanor. 
YES NO 

YEg: 4110 
I 3.) Been addicted to or dependent upon 

  alcohol or any chemical substance; or 
been treated for, or been diagnosed as 

r- suffering from, drug or alcohol dependency 
or abuse? You may answer "no" to this 
question if you have successfully completed 
treatment at a program approved by this 
board and have subsequently adhered to 
all statutory requirements as contained in 
sections 4731.224 and 4731.25 O.R.C., and 
related provisions, or you are currently 
enrolled in a board approved program. Any 
questions concerning approval can be 
directed to the board offices. 

YES NO 

,,.14.) Had malpractice insurance cancelled 
or limited for other than failure to pay 
premiums? 

NO YES 

YES 

YES 

YES 

2.) Been found guilty of, or pled guilty or no 
contest to a federal or state law regulating 
the possession, distribution or use of any 
drug? 

NO 

NO 

NO 

5.) Had any disciplinary action taken or 
initiated against you by any state licensing 
hoard other than the State Medical 
Board of Ohio? 

6.) Surrendered, or consented to limitation 
upon: a) A license to practice medicine; 
OR h) State or federal privileges to 
prescribe controlled substances? 

7.) Had any clinical privileges suspended, 
restricted or revoked for reasons other 
than failure to maintain records or attend 
staff meetings? 

8.) Referred a patient, or participated in an 
arrangement or scheme for referral of a patient. 
for clinical laboratory services to a person 
or facility in which either you or a member of 
your munediate family has an ownership or 
investment interest, or any compensation 

11.11 

Optional for purposes of Identification ) 

R
eda

cted



1111111111111111111111111111111111111111111111111111111 
A/c/Am./7 vent MVO REMIT THIS PORTION WITH FEE 

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

CERTIFICATION 
I CERTIFY, UNDER PENALTY OF LOSS OF MY RIGHT TO PRACTICE IN THE STATE OF 
OHIO, THAT I HAVE COMPLETED OR WILL HAVE COMPLETED DURING THE 1986-1998 
BIENNIUM THE REQUISITE HOURS OF CONTINUING MEDICAL EDUCATION CERTIFIED 
BY THE OHIO STATE MEDICAL ASSOCIATION 
AND APPROVED BY THE STATE MEDICAL BOARD, AND THAT THE INFORMATION 

RESPECT. 
PROVIDED ON THIS APP TIO FOR INEWAL I TRUE AND CORRECT IN EVERY ( AI 

( SIGNATURE OF APPLICANT) ( DATE ) 

DENTIFICATION NUMBER AMOUNT DUE 
35-06-2434-S $179.00 
NARAYANSWAMI C SEKHARAN,M.D. 
49 SGT. SOUTH PRENTISS DRIVE 
NATCHEZ MS 39120 

DATE DUE 
05/01/98 

1:96969696 21: 

MD & DO SPECIALTY CODES CURRENTLY ON RECORD 

OBG OBSTETRICS & GYNECOLOGY 

1-----, , 1 SPECIALTY CODE(S) CORRECT AS LISTED 

IF CORRECTIONS ARE NECESSARY, PLEASE 1 1 1 1 1 1 1 1 1 1 1 1 
ENTER ALL SPECIALTY CODES. CODE1 CODE2 CODES 

REPORT ANY CHANGE OF ADDRESS 

I l I I I I I I I I I 1 I I I I I I I I I I I s ; i. I 

L 1610 116. 111/71ig16 { 1 1 1 1 1 1 1 I I I I 
TR E

di 

te ll li T.. 1 1 I I I I I 1 444 WM -:f 

AillS) i 1 1 1 I 1 I I I i C

09 3 S06 243411' 11'00000 L7900.0 



PRINCIPAL PRACTICE ADDRESS, - IF DIFFERENT 
FROM7HE ADDRESS SHOWN-9N FRONT: 
I I I • f 1 1 1 1 1 1 1 1 1'7.ti: XI I I I I I I I I I 
Street: 

1 1 1 I I I 
street-
l i r 
City State Zip Code 
I i I I I I I I 1 L. 
Count(

AT Or TIME SINCE SIGNING ii.CUR LAST APPLICATION 
FOR RENEWAL OF YOUR CEFfaclCATE HAVE YOU : 

YES  .NO
1.) Been found guikof, or pled guilty or no 
contest to a felony:r misdemeanor. 

2.) Been found guiepf, or pled guilty or no 
contest to a federal tir state law regulating 
the possession, diObution or use of any 
drug? 

3.) Been addicted tel-br dependent upon 
alcohol or any cheellpal substance; or 
been treated for, or been diagnosed as 
suffering from, drug pr alcohol dependency 
or abuse? You may4inswer 'no" to this 
question if you havtguccessfully completed 
treatment at a program approved by this 
board and have subsequently  adhered to 
all statutory requirMents as contained in 
sections 4731.224 fir,  4731.25 O.R.C., and 
related provisions, pr.:you are currently 
enrolled in a boardmproved program. Any 
questions concern/0j approval can be 
directed to the boafstoffices. 

: 
4.) Had malpracticTinsurance cancelled 
or limited for other than failure to pay 
premiums? 

YES-- NO 

YES WO 

1 

Co 
42: 

YES 

YES 

YES 

NO 

NO 
5.) Had any disciplinary action taken or 

  initiated against you by any state licensing 
board other than the State Medical 
Board of Ohio? 

NO 

[R. 6.) Surrendered, or consented to limitation 
  upon: a) A license to practice medicine; 

OR b) State or federal privileges to 
prescribe controlled substances? 

YES NO 

YES NO 

7.) Had any clinical privileges suspended, 
restricted or revoked for reasons other 
than failure to maintain records or attend 
staff meetings? 

8.) Referred a patient, or participated in an 
arrangement or scheme for referral of a patient, 
for clinical laboratory services to a person 
or facility in which either you or a member of 
your immediate family has an ownership or 
investment interest, or any compensation 

SOCIAL 
( Optional for purposes of identification ) 

I 

R
eda

cted



DETACH HERE AND REMIT THIS PORTION WITH FEE 

111111111111111111111111 
STATE MEDICAL BOARD OF OHIO 

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

I CERTIFY, UNDER PENALTY OF LOSS OF MY RIGHT TO PRACTICE IN THE STATE OF OHIO, 
THAT I HAVE COMPLETED OR WILL HAVE COMPLETED DURING THE 1998.1999 REGISTRATION 
PERIOD THE REQUISITE HOURS OF CONTINUING MEDICAL EDUCATION CERTIFIED BY THE 

OHIO STATE MEDICAL ASSOCIATION 
AND APPROVED BY THE STATE MEDICAL BOARD, AND THAT THE INFORMATION PROVIDED 
ON THIS APPLICATION FOR RENEWAL IS TRUE AND RECT IN EVERY RESPECT. 

X 
( SIGNATURE OF APPLICANT ) 

IDENTIFICATION NUMBER AMOUNT DUE 

35-06-2434—S $305.00 
NARAYANSWAMI C SEKHARAN,M.D. 
PO BOX 17880 
NATCHEZ MS 39122 °1\0\ :\S?k 

(i) 

DATE DUE 

10/01/99 

rt9 :96969696 21: 

I wish to apply for Emeritus status: 111 
MD & DO SPECIALTY CODES' CURRENTLY ON RECORD 

OBG OBSTETRICS & GYNECOLOGY 

,:)e- SPECIALTY CODE(S) CORRECT AS LISTED 

IF CORRECTIONS ARE NECESSARY, PLEASE 1 1 1 1 1 1 1 1 1 1 1 1 
ENTER ALL SPECIALTY CODES. CODE1 CODE2 CODE3 

REPORT ANY CHANGE OF ADDRESS 

1541Ei T i I I I I I I I I I I I I I i i t i l i i I I 

IsTkEiT i i 1 1 1 1 1 1 1 1 i I L i 1 1 1 1 1 1 1 1 1 

lolly I " " " " " 1 " IsPri-T 6} 1 
i i 

cod 
6674i i i i i i i i i i i i i 

093506 2113 lie 21'0000030 50011' 



xotit 
City Zip Code 

1 1 1 1 1 

AT ANY TIME SINCE SIGNING: OUR LAST APPLICATION 
FOR RENEWAL OF YOUR CERTIFICATE HAVE YOU : 

YES NO 

  21 1.) Been found guitof, or pled guilty or I 
no contest to, or received treatment in lieu 
of conviction of, a-felony or misdemeanor? 

YES N 

PRINCIPAL PRACTICE ADDRESS - IF DIFFERENT 
FROM THE ADDRESS SH.OWNpN FRONT: THIS 
ADDRESS MUST BE ENTEROCAT EACH RENEWAL. 

stoI
I 

I P t ',4-715IP 1 1 1 I I 

1?/111.5,
County 

YES.
- 

NO 

YES NO 

YES NO 

YES NO 

YES NO 

State 

2.) Been found guilty' of, or pled guilty or no 
contest to a federaltr state law regulating 
the possession, dfstcibution or use of any 
drug? 

3.) Been addictedio--.-or dependent upon 
alcohol or any chemical substance; or 
been treated for, or.been diagnosed as 
suffering from, drir0r alcohol dependency 
or abuse? You ma0onswer "no" to this 
question if you have.".successfully completed 
treatment at a program approved by this 
board and have stIbt,equently adhered to 
all statutory requireirients as contained in 
sections 4731.224;730d 4731.25 O.R.C., and 
related provisions,; rar, you are currently 
enrolled in a boaref-approved program. Any 
questions concerti*/ approval can be 
directed to the board offices. 

4.) Had malpractice insurance cancelled 
or limited for other than failure to pay 
premiums? 

5.) Been notified by any board, bureau, 
department, agency, or other body 
including those in Ohio, other than this 
board, of any investigation concerning 
you, or any charges, allegations or 
complaints filed against you? 

6.) Surrendered, or consented to limitation 
in any jurisdiction: a) A license to practice 
medicine;OR b) State or federal privileges 
to prescribe controlled substances? 

7.) Had any clinical privileges or other 
authority to practice suspended,restricted 
or revoked for reasons other than failure to 
maintain records or attend staff meetings? 

SOCIAL SECURITY NUMBER 
( Optional for purposes of identification ) 

R
ed

ac
te

d



1111111111111111111111111111111111 1111111111111111111 
DETACH HERE AND REMIT THIS PORTION WITH FEE 

STATE MEDICAL BOARD OF OHM 
77 SOUTH HIGH STREET, 17TH FLOOR, COLUMBUS, OHIO 43216 - 6127 

CERTIFICATION 
I CERTIFY, UNDER PENALTY OF LOSS OF MY RIGHT TO PRACTICE IN THE STATE OF OHIO, 
THAT I HAVE COMPLETED OR WILL HAVE COMPLETED DURING THE 1999.2001 REGISTRATION 
PERIOD THE REQUISITE HOURS OF CONTINUING MEDICAL EDUCATION CERTIFIED BY THE 

OHIO STATE MEDICAL ASSOCIATION 
AND APPROVED BY THE STATE MEDICAL BOARD, AND THAT THE INFORMATION PROVIDED 
ON THIS APPLICATION FOR RENEWAL IS TRUE AND CORRECT IN EVERY RESPECT. 

x C • cvvo.", -- • 
( SIGNATURE OF APPLICANT) ( DATE ) 

IDENTIFICATION NUMBER AMOUNT DUE DATE DUE 

35-06-2434-S $305.00 10/01/01 
NARAYANSWAMI C SEKHARAffietyammuloolv
54 MAGNOLIA BLUFF RD 
NATCHEZ MS 39120 AUG 0 2 7n(71 

1:96969696 21: 
r—.)_2 —of 

MD & DO SPECIALTY CODES CURRENTLY ON RECORD 
08G OBSTETRICS & GYNECOLOGY 

SPECIALTY CODE(S) CORRECT AS LISTED 

IF CORRECTIONS ARE NECESSARY, PLEASE I I I I I I I I I I I I 
ENTER ALL SPECIALTY CODES. CODEI CODE2 CODES 

RESIDENCE ADDRESS-THIS MUST BE ENTERED AT EACH RENEWAL 

I ili -T INR4;1(101)--)(1 ir 1 il----i (41Fir--1 IF*1 1 1 1 1 
STREET 

Is4 E4T I i I I I I I I I I I 1 1 i 1 I I I 1 i I i i 

1 l i i I ft .r  I I I I I PST 1 )3E 1 al 
d i , 1 i I c  T IR C)O 

6-yP n

C  

5.1 1 1 1 1 1 1 1 1 1 1 

093506 2 4 3 toi• 100000030500o' 



PRINCIPAL PRACTICE ADDRESS - THIS ADDRESS 
MUST BE ENTERED AT EACH RENEWAL 

Check this Box if you have NO principal 
Practice address. 

1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 
Street 

1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 
Street 

1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 
City State Zip Code 

i 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 
County 

AT ANY TIME SINCE SIGNING YOUR LAST APPLICATION 
FOR RENEWAL OF YOUR CERTIFICATE: 
YES NO 

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

3 
2.) Have you been addicted to or 9 

dependent upon alcohol or any chemical 
substance; or been treated for, or been 
diagnosed as suffering from, drug or 
alcohol dependency or abuse? You may 
answer "NO" to this question if you have 
successfully completed treatment at a 
program approved by this board and have 
subsequently adhered to all statutory
requirements as contained in sections 
4731.224 and 4731.25 O.R.C., and related 
provisions, or you are currently enrolled in 
a board approved program. Any questions 
concerning approval can be directed to 
the board offices. 

YES 

YES 

YES 

NO 

NO 

NO 

YES NO 

YES NO 

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 other body, including those in 
Ohio, other than this board, filed any 
charges, allegations or complaints 
against you? 

5.) Have you surrendered, or consented to 
limitation of, or to reprimand or probation 
concerning, a license to practice any 
healthcare profession or state or federal 
privileges to prescribe controlled 
substances in any jurisdiction? You may 
answer "NO" to this question if the only 
such surrender or consent was given to 
this board. 

6.) 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? 

Min 
SOCIAL SECURITY NUMBER 

R
eda

cted



State Medical Board of Ohio 
77 S. High Street, 17th Floor • Columbus, Ohio 43266-0315 • 614/ 466-3934 • Website: www.state.oh.us/med/ 

kArAtA461t474 ,SC/A46-qv hto 
54 hi/194_154A /9i LL-
464-mez, /Its 314.10 

Dear Doctor: 

Date: 

0111011111111111!IMIRD 
SEP 1 4 ?poi 

Please be advised that in reviewing your renewal application card for your Ohio license, we find that you failed 
to answer the following question(s). To continue processing your renewal, answer each checked question 
below: 

AT ANY TIME SINCE SIGNING YOUR LAST APPLICATION FOR RENEWAL OF YOUR CERTIFICATE: 
(only those questions marked with a i apply to you) 

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

YES NO 

CI 0 

0 2.) 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? You may answer 

U CI 

"NO" to this question if you have successfully completed treatment at a program approved by this 
board and have subsequently adhered to all statutory requirements as contained in sections 
4731.224 and 4731.25, 0.R.C., and related provisions, or you are currently enrolled in a board 
approved program. Any questions concerning approval can be directed to the board offices. 

U 
, 

3.) Have any malpractice awards been paid by you or on..your behalf for acts occurring in any state 
other than Ohio? 0 0 

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

U 5.) Have you surrendered, or consented to limitation of a license to practice any healthcare profession 
or state or federal privileges to prescribe controlled substances in any jurisdiction? You may 
answer "NO" to this question if the only such surrender or consent was given to this board 

0 CI 

6.)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 

0 r meetinis? 

U YOU DID NOT ANSWER ANY OF THE QUESTIONS. ANSWER EACH QUESTION (1- 7) ABOVE. 

OVER 



Renewal Question Incomplete Letter Page 2 

I certify, that the information provided is true and correct 

Signature of Applicant 
9 , 
Date 

Upon completion of this form, return directly to the Board. If your response is not received 
your date of expiration, your Ohio license will lapse by action of law. 

Should you have any questions concerning this information, please contact me at the address 
other side. 

DLJ:jdc 

Sincerely, 

Debra L. Jones, Chief 
C.M.E., Records and Renewal 

in this office by 

indicated on the 
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