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Bureau of Health Care Services
Health Licensing Division

EEEES;“RD USEONLY -~ PO Box 30670
SUs6In3%e La(g‘ii?)g,le 48909
Issue Date 35-0918
S=14-30(5 wraw miohigan govihealihlicense Tran Infas430i37 203842641 04/20/15

| CONTROLLED SUBSTANCE LICENSE APPL(é;"ﬁuéjﬂmsgﬂf’%-W

A controlled substance license 1s required for every person who manufacturers, distributes, presenbes, or dispenses any controlled substance in Michigan as descnbed in
Article 7 of Public Act 3 68 of 1978, as amanded

A saparate controlled substance license 1s required for each business location from which you manufacture, distnbute, or dispense controlled substancas If you only
prescrnbe controllad substances at more than one location, you anly need ane confrolled substance license All practitioners, and vetennanans who dispanse controlled
substances in Schedules 2-5 must report this prescription data to the Michigan Automated Prascripton System (MAPS) as stated in Board of Pharmacy Rules 338 3162d
YOUR ADDITIONAL CONTROLLED SUBSTANCE LICENSE WILL EXPIRE ON THE SAME DATE AS YOUR PROFESSIONAL LICENSE

Information on oblaining a Federal controlled substance license may be obtained by contacung the Regional Branch, Drug Enforcemant Admunistration, 431 Howard St,,
Detroit, M1 48226 (800) 882-9539 The Michigan Board of Pharmacy 1s unabie to answer quastions about the federal icensing process

INSTRUCTIONS
1. ADDRESS CHANGES FOR PRACTITIONERS If your icense address has changed since you have applied for professional iicensure, downlcad the Data
Change/Duplicate License Request Form from our website and fax it to ($17) 373-7179 or mail it to the address above

2 CONTROLLED SUBSTANCE FEE Initial (first ime) professional license or relicensure of your professional hcense- $85 00
If you already hold a professionat license and your professional lcense expires in

0-12 months the fee 1s $85 00 13-24 months the fee 1s 5160 00 25-36 months the fee 1s $235 00

3 MD./D O Applicants. This application may not be used for physicians who are prescribing for drug treatment programs Please request an application for the
Prescribing Physician in a Drug Treatment Program i

4 Your check or money order drawn on a U S. financial institution and made payable to the STATE OF MICHIGAN must accampany this application DO NOT
SEND CASH Fees are deposited upon receipt and can only be refunded under refund rules promulgated by the Department.

Please select the license you are applying for from the drop down list below:

Medical Doctor Expiring in 0-12 Months Fee: $85.00 71-5315-13757 Tran Infoi430157 203B4264-2 04720715
CRET 10D Amis 520,00

Business Name: Jniversity of Michigan Von Voightiander Hospital D 4301094056

First Name: Taida Middle Name Jamour Last Name: Wolfe

Street Address. Apt/Bldg #:

City. - State: _ Zip Code: -

Michigan Heaith Professional ID/License Number. 4301094056 Expiration Date 1/31/2016

U.S. Social Security # _ Phone Number: _

Note: If you answer "yes" to the question below, you must provide a detailed explanation with copies of all official and/or court
documents related to your explanation along with your application. If you do not provide the explanation, your application will be
deemed incomplete and processing will be delayed.

1 Have you ever been fined, denied, revoked, suspended, repnmanded, placed on probation, otherwise disciplined,

or the subject of a final adverse action by a licensure, registration, disciplinary or certification board as a holder (3 Yes
of or apphcant for, a license or registration regulated by this state, another slate or terntory of the United Stales,
the United States military, the federal government, or another country? No

If yes, please explain

| am applying for a controlled gubstance license in Michigan and certify that the statements and inforgnation above are true

4 i1
Signature of Applicant / V/{v/"\\ Date—1 [ Jc

L [

The Department of Licensing and Regulatory Affairs will not discnminate agamnst any indvidual or group because of race, sex, religion, age, national ongin, color, marntal status,
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LARA/REL-400 (05/14) Michigan Department of Licensing and Regulatory Affairs
Bureau of Health Care Services
Health Licensing Division
PO Box 30670
Lansing, MI 48909
(517) 335-0918

[ s T i g o www _michigan gov/healthlicense
M FOR BOARD USE ONLY

LlcenSePNumber:" E;:n Infoi430106 20200484-1 Q82713715
O Y la Chihi 686 tat: $170.00
C5 License Number:

Issue Date:
3- =20 5

APPLICATION FOR RELICENSURE

Please select the license type you are applying for from the drop down list below:

Medical Doctor by Relicensure Fee: $170.00 71-4301-06

Your check or money order drawn on a U S financial institution and made payable to the STATE OF MICHIGAN must accompany this
application, DO NOT SEND CASH Fees are deposited upon receipt and can only be refunded under refund rules promulgated by the
Department

1. Demographic Information

Taida Jamour Wolfe
First Name: Middle Name Last Name:

U.S. Social Security #: - Birth Date.-

sieet oo BRI potmis

City- State- Zip Code: -

Country*
Phone Number: Emall Address _

0 Yes
Has your Michigan health professional license been lapsed more than three years? No
Health Professional Permanent 4301094056 01/31/2013
ID/License Number: Expiration Date:

Yes

® No
Have you ever been known under any other name?
If yes, list name(s)

O Yes
Will documents be received in any other name? @ No

If yes, list name(s)




LARA/REL-400 (05/14)

Full Name: Taida Wolfe

2. Personal Data Questions

1 Have you ever been convicted of a felony?

O Yes
® No
If yes, please explain
2 Have you ever been convicted of a misdemeanor punishable by imprisonment for a maximum term of 0] Yes
2 years?
Y ® No
If yes, please explain
3 Have you ever been convicted of a misdemeanor involving the illegal delivery, possession, or use of [J Yes
alcehol or a controlled substance (including motor vehicle violations)? & N
=) 0
If yes, please explain
4. Have you had 3 or more malpractice settlements, awards, or judgements in any consecutive (Y Yes
5 year period? —
® No
If yes, please explain
5 Have you had one or more malpractice settlements, awards, or judgements totaling $200,000 in any O Yes
consecutive 5 year pernod?
[ No
If yes, please explain
6 Have you ever been fined, denied, revoked, suspended, reprimanded, placed on probation,
otherwise disciplined, or the subject of a final adverse action by a licensure, registration, [y Yes
disciplinary or certification board as a holder of or applicant for, a license or registration
regulated by this state, another state or territory of the United States, the Urnited States @ No
military, the federal government, or another country?
If yes, please explain
7 Have you ever been censured, or requested to withdraw from a health care facility’s staff or had your [0 Yes
health care staff privileges involuntanly modified?
@ No
If yes, please explain
8 Have you ever been treated for substance abuse in the past 2 years? 0 VYes
® No

if yes, please explain

Note: If you answered "yes" to any of the questions in Section 2 (questions 1-8), you must provide a detailed explanation with
copies of all available official and/or court documents related to your explanation along with your application. If you do not

munuirda thn nvnlanatinn rane annlinatiam will ha dasamad insamnintn and nraracoine will kha Aalauad



LARA/REL-400 (05/14)

Full Name: Taida Woife

3. Professional Education

Address of Certificate/Diploma/Degree
Name of Institution Institution Graduation Date Granted
Tufts University School of Medicine 145 Harrison Avenue, Boston, MA MD
572005
02111
Saint Barnabas Medical Center 91 Old Short Hills Road, Livingston, 612008 OB/GYN residency
NJ

4. License(s) in Other State(s) and/or Province(s)

Do you hold or have you ever held a permanent health professional license, certification, or ® Yes
registration in any state or province? If yes, list each state or province, the license or
registration number, the date issued and how the license was obtained 8 No

{(erther examination or endorsement). DO NOT LIST TEMPORARY/LIMITED LICENSES
{Attach additional sheets If necessary )

Permanent License/ Number of Years Expiration How Obtained
State/Country Registration Number  {Date of Issue Licensed Date (Exam or Endorsement)
New Jersey 25MAQ09053900 02/08/2012 > 3 years 6/30/2015 Application/Exam
Pennsylvania MD444079 09/01/2011 > 3 years 12/31/2016 | Application/Exam
Delaware C1-0010542 07/1712013 ~ 2 years 03/31/2015 | Application/Exam

5. CERTIFICATION

| understand that 1t is the policy of this agency to secure a criminal conviction history as part of the pre-licensure screening
process. | authorize this agency to use the information provided in this application to obtain a criminal conviction history file
search from the Central Records Dvision of the Michigan Department of State Police, law enforcement, or judicial record-

keeping organization.

| further consent to the release of information to this agency regarding any disciplinary investigations conducted by a similar
licensure, registration, or specialty certification board of this or any other state, of the United States military, of the federal
government, or of another country

The statements in this application are true and correct | have not withheld information that might affect the decision to be
made on this application In signing this application, | am aware that a false statement or dishonest answer may be grounds
for denial of my application or rj:}ocatlon offmy license and that such misrepresentation 1s purushable by law.

. [ |
Signature of Applicant ﬂ/m /%/\/_ Date o2 !’ g'!f ¢

The Department of Licensing and Regulatory Affairs will not discriminate against any individual or group because of race, sex, reigion, age, national ongin,
color, marital status, disability or political belefs If you need assistance with reading writing, heaning, etc , under the Americans with Disabilies Act, you
may make your needs known ta this agency



RICK SNYDER DEPARTMENT OF LICENSING AND REGULATORY AFFAIRS MIKE ZIMMER
GOVERNOR LANSING DIRECTOR

MEMORANDUM

DATE: February 25, 2015
TO: Board of Medicine
FROM: Dan Burns

Health Licensing Division
Credentials Unit

RE: Taida Jamour Wolfe MD
LICENSE #: 4301094056

The above referenced licensee has earned the 150 hours of continuing
education required for relicensure.

LARA 15 an equal opportunity employer/program
Auxiliary aids, services and other reasonable accommudations are avaiable upen request to Individuals with disabilties
HEALTH PROFESSIONS LICENSING DIVISION
611 W OTTAWA ST 15T FL« PO BOX 30670 « LANSING, MICHIGAN 48509
www michigan gov/healthliicense = (517) 3350918



CANNON BUILDING STATE OF DELAWARE TELEPHONE (302) 744-4500
861 SILVER LAKE BLVD, SUITE 203 DEPARTMENT OF STATE FAX (302)73%-2711
DOVER. DELAWARE 19304-2467 DIVISION OF PROFESSIONAL REGULATION WEBSITE WWW.DP W

2/5/2015 2 48 48PM

This is to certify that the records of the Delaware Board of Medical Licensure and Discipline (
show that the following persen was issued a(n) Physician M.D. license. /6\

Taida Wolfe RECEIVED

LICENSE NUMBER: C1-0010542
LICENSURE DATE: 07/17/2013 FEB 06 2015
EXPIRATION DATE: 03/31/2015 DEPARTMENT OF LIGENSING & REGULATORY AFFAIRS
STATUS: Active BUREA OF AL T CARE SERVICES

W

DISCIPLINARY ACTION: Good standing with no disciplinary action taken.

This license information was last updated on 02/02/2015

To expedite the verification process, the information above 1s the only verification provided by this
office If other information is needed, please contact the Division at (302) 744-4500 or emall
customerservice dpri@state.de us <maiite customerservice dpr@state de us>,

Sincerely,

DELAWARE BOARD OF MEDICAL LICENSURE AND DISCIPLINE
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New Jers&q@ffice of the Attorney General
ision of Consumer Affairs
CHRIS CHRISTIE State Board of Medical Examiners JOHN J. HOFFMAN
Govemor P.O. Box 183, Trenton, NJ 08625-0183 Acting Attorney General
KiM GUADAGNO STeEVE C.LEE
Lt Governor Acling Director

For overnight deliveries:

140 East Front St
February 23, 2015 PO Box 183 , 3" Floor

Trenton, NJ 08608
(609) 826-7100

Michigan Board Department of Licensing (609) 826-7101 FAX
P.O. Box 30670
Lansing , MI 48909-8170

To Whom It May Concern:

The New Jersey State Board of Medical Examiners has been requested by Taida J Wolfe
to forward a letter of good standing regarding the Medical Doctor’s license to practice in the
State of New Jersey.

A review of the Board’s files indicates that Taida J] Wolfe was issued a New Jersey
license 25MA09053900 on or about 02/09/2012 and is currently Active with an expiration date

of 06/30/2015. A review of the Board’s files further indicates that no public disciplinary actions”
has been taken against this Medical Doctor.

Very truly yours,

BOARD OF MEDICAL EXAMINERS

Aoy

William V. Roeder
Executive Director

WVR/dd/mac 45)

New Jersey Is An Equal Opportunity Employer « Printed on Recycled Paper and Recyclable



COMMONWEALTH OF PENNSYLVANIA
DEPARTMENT OF STATE
BUREAUOF PROFESSIONAL AND OCCUPATIONAL AFFAIRS
) P. O Box 2649
\-larrisburg, PA 171056-2649
www.dos.pa.gov

February 17, 2015

CERTIFICATION OF LICENSE

This is to cerlify that the individual or business named below 1s licensed by the Department of State,
Bureau of Professional and Occupational Affairs:

NAME: TAIDA JAMOOR WOLFE
LICENSE TYPE: Medical Physician and Surgeon
LICENSE NUMBER: MD444079

ORIGINAL LICENSURE DATE: 09/01/2011
EXPIRATION DATE: 12/31/2016

STATUS: Active

i
The license 1s in good standing and the records indicate no derogatory information.

o
_ /[
/

SEAL Acting Commissioner
Bureau of Professional and Occupational Affairs




Wolfe, Taida Jamoor
Medical Doctor
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Michigan Department of Community Health CCHAMD-040 (02108) Page 10f 2

Board of Medicine
P.O. Box 30192
Lansing, Ml 48909

(617) 335-0918
www.michigan govheaithlicense
APPLICATION FOR MEDICAL DOCTOR LICENSURE fran Infocd30t0t LTSIt 0n/0nry
Authonly. Public Act 364 of 1978, a3 amended. ID: *

itthis fo m 13 not compieted, a license wil not be ssued

License Number

GHoSY,
Type or Frint Only Date of Licensuro '
| A;‘/AEPLYING FOR THE FOLLOMING: \@)/S? OG\

[ License by Examinstion Feo: $150.00 71-4301-01

‘rour check or monay order drawn on a U.S. financial instkution and made payable to the STATE OF MICHIGAN must accompany this application.
DO NOT SEND CASH. Fess aro deposied upon receipt and can only be refunded under refund rules promuigated by the Department.

First Name . Migde‘Na'ne . Last NarrLe :
et (8 Namd oy ok €.

U, ial Sooy v Daytimo Phone Number
(3

Al ames andior Bith Name Used (i applicable) )

Michigan Permanent | D. Number and Expiration Dete

Have you aver held a health prbfessional license in Michigan?
0 Yes ) No

T

“Check the appropriate answer to each of the following questions. NOTE: Aftach a detailed explanation

for any Yes answer you check.

. iumyoyivumimomd.mmmumq‘wmwmmkm ; O Yes D/No
. "_mma,‘wm,umm;mwyom:uwy e o e e

1.Rmyoumbuhcomuodonfobny? O Yes

2: Have you ever been convicted of a misdemeanor punishable by imprisonment for ) - O Yes
& maximum of 2 years? !

Z.

: . No

3. Have #or been convicted of & misdemeanor invoiving the donvo;y , ossossloh.or ‘0 Yes D/No
use > N mWM) _ P :

iy

;icﬂmalcomwm:mo(hcw»gmdor
q.mmmmummmmmmmzmv : : O Yes

G;Mwumswmmmmmom‘s.mds,orjudgmornshew i m Yes q/n/o'
consecutive 5 yoar period? o : ’ PP R

a.Hmygu‘mdm‘o‘rmmmqpmaeammm,mas,'ormgmumotmm.ooo O Yes D/No

‘,wmmhﬂqmmswmf R T : ) : : : :

8. Have you ever been denied mMumﬁoxmwbyﬁm'mmdM? s
~ . The Depaitment of Community Heakth wil Aot dscrimingte against .y nidvidual or group because of race, sex; religion, age, national origin, ¢olor,
- mantal status, disabikly or p';l!{ocal baliefs.  If you nesd assistance with readng, writing, heering, etc., under the Americans with Disabiities Act, you

: 0 Yes - mzm/ |




DCHAMD-040 {02/06)

Name

Tado Wolke

Page 20f 2

9. Have you ever been censured, or requested to withdraw from & health care facllity's siaff or had
your health care facility staff privilege inveluntarily modified?

10. Do you hold or have you ever held a permanent medical liconse in any stale, U.S. Territory or
Canadian Province? If yes, list the state(s) U.S. Territery or Province in which you hold or
have held a medicine license, the license or ragistration number, the dale issued, and how the
license was oblained. DO NOT LIST TEMPORARY LICENSES. You must have each licensing
agency vetify licensure directly to this board office.

(Attach addlitional sheets, if necessary)

z
Cb/ No
0 Yes w-o

1 Yes

Stale, U.S. Terrltory or
Province

License Number

Date of Issue

How obtained
(Endorsement or examination)

APR 1 02009

DEPT.OF LE

Provida a complete chronological record of vour educational preparation.
Attach additional sheets if necessary.

Dates of Altendance

Name and Address of Institution From To Degiae
UMA Coleacl Isepk 44 [ane 19q4 [A D B
oy ex 3%05755 T 5 mww shoditec
oLy L VUALY L APOV|| s W Wolic
: Y Mﬁ IWhlic Gexnce m% s shaadon ‘
5C oot & Q6| WMS Dot ot Medi o
Provide a descrlptlon of your professional .nedical experience.
- Aftach additional sheets if necessary. [ W\, @ALLNY- ve syl €]
) R v N
Name and Address of Employer FromDates of Practice To Dulies
o Faralon: oL N T OJoNN NS1d evdh
, !M}h\_) Aeh oA | D w&g\gﬁq 061y
CERTIFICATION

judicial record-keeping organization.

| undersiand ma it is the pollcy of this agericy lo secure a criminal conviction history as part of the pre-licensure sctesning
“process. 1 aulhorize Ihis agency to use the information provided In this application to obtain a criminal conviction history
file_soarch from the Central Records: Division of the Mlchigan Department of State Police or other law enforcement or

: I turther consent 1o the release of Information !o this agency regarding any dlsclplmary investigations conducted by a
. similar licensure, regisiration, or specialty cemﬂcaﬂon board of this or any other state, of the Un‘ted States mlltary. of the
- federal govammont or of another country.

- The statements in this applicahon are true and correct, | have not wlmeld information that mlght affect lhe decision fo bo o
" ’made on this apphcaﬂon in signing Ihis application, | am aware thal a false statement or dishonest ‘answer may be -

. grounds for denlal or my aplrlcat ) or revocaﬂon of my license and tha such mlsrepresenlatlon Is punlshable hy Iaw S

e S:gnatureoprp'cca duyiIEy e

w%ﬁoq

RECEIVED

<

) |

v




Michigan Department of Community Health

DCHAPH.090 (1205)

Board of Pharmacy
P.O. Box 30670
Lansing, M! 48909

(617) 335-0918
www.michigan.govheathlicense

CONTROLLED SUBSTANCE LICENSE APPLICATION

Authorly: Public Act 368 of 1978, as amended
it this form is not completed, a license wilf not be Issued.

A controlled substance licenss is required for every person who manufacturers, distributes,
prescribes, or dispenses any controlied substance in Michigan as described in Article 7 of
Public Act 368 of 1978, as amended.

A separate controlled substance icense is required for each business location from which
you mar:facture, distribute, or dspense controlied substances. If you only prescribe
contraled substances et more then one location, you only need one controlled substance

license. License Number

information on obtaining u Federd controled substance license may be obtained by
contacting the Regional Branch, Drug Enforcement Administration 431 Howard Sted,

Tran Infoi430157  14755171-2 03709

Chie 61 t: $20,00
10

Tran Infoi430137  14755171-3 03709
Chii 610 Aet: $65.00
s

(yeasy

Detroit, Michigan 48226 (telophone: 800-882-9539). The Michigan Board of Pharmacy is Date of Licensure

unabie tu answer questions about the federal licensing process.

Type or Print Only

NYAVei

INSTRUCTIONS

0-12 months the fee Is $85.00 (13767) - 13-24 months the fec Is $160.00 (23757)

the Physician Methadone Program.
3. Altow up fo six weeks for your paper license to arrive.

1. CONTROLLED SUBSTANCE FEE: initlal (first time) professional license or relicensure of your professionat license - $85.00.
¥f you giready hold a professional lisense and your professional license expires In:

2. MDJ/D.O. Applicenis: This application may not be used for physician meihadone programs. Piease request an application for

Your check of money order drawn on a U.S financial institution and made peyable to the STATE OF MICHIGAN must accompany this epplication.
DO NOT SEND CASH. Fees ars deposited upon receipt and can only be refunded under refund rulss promulgated by the Department.

26-36 months the fes Is $235.00 (33757)

Frsi_tigme Middie Name Last Name
fauda Jawipor o\t <.,
Street Telophone Number
B bdal Terrace 20\ - B~
Cty State ZIP Code
Waplend C0YD
TYPE OF PROFESSIONAL LICENSE STATUS: ‘
{Please CheclcOne): Regular Educational Limited | 1. Have you ever had any heaith professional license
0 29-01DDS. 71-5315 O o 0O limited, suspended, revoked, denled, or surendered?
D 59-01 D.P.M. 716315 B o 0o o Yes Mo ,
1 69-01 DVM. 71-5315 V (w) If Yes, pleass expilain on separale sheel.
9/4’3 01 M.D. 71-5315 ) o 0 2. Is your currerit professional license Smiled as a result
: of Board discipliinary aclion?
3 61-01D.0. 711-5315 0o o o i m/
; : ' . Yes No
3 49-01 OD. 71-5330 o
o D 53. m Pharmacy Store’ 71-5301 u -{Michigan Permanent |.D. Number (as shown on your pocke{ card)
0 53-02 RPh. 71-5302 8 (Expiration Déte of Liconse ot Securty Number el
"0 53 - 06 Menuf AWhoiesaler 71-5306 OO S )

umm.s%roryM‘mmlc«mmmm«mymmuumm‘mwmmmmm.

[sliloq

-~ [Sonetire ; /&&\ , /
U '/
- meritd stetus, disabifity or poitical beliets.. If
“ may make yoir needs known to this agancy.

Fmnale aganst any ndvidual of grolp boca s

The t'of Community Heaith. vl notj¥se v
need assistance wih feading, writing, heering, eic

. under the Americen's with Disabiities Act,you

of race, sex, relgion, age, national ofigin, color,
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United States Certified Transcript of Scores

Medical This document was prepared by the
Federation of State Medical Boards of the United States, Inc.
Federation Plice, PO Box 619850, Daltas, TN 75261-9850 -- Telephone (817) 868-4041

Licensing

SRR b hdbind
Examination
™

* and the recommended minimum passing score

Date:  02/23/2009

Recipient:
Michigan Board of Medicine
ATTN: Carole Hakala Engle. Licensing Director
611 W Ottawa
4th Floor
Lansing, Ml 42909

Examinee ID#: _118-415-8
Examinee: Wolfe, Taida Date of Birth:

Alt Name(s): Wolfe, Taida Jamour

own below. For Steps that span more

lis ke seen reported to date) are sh
two scales used

Results for Steps taken by this examinee (and for which rest
tion began. Where numeric scores are reported, there are

than one day, the test date reflects the day on which the examina
“MP"") on each scale is shown in parentheses.

) SMLE | United States Medical Licensing Examination™ (USMLE"“) 733\

[USMLE STEP 1
G Three-Digit Score Two-Rigit Score
Test Date Pass/Fail MP Total MP Comments
06/11/2003  Pass _
[USMLE STEP 2 ]
Clinical Knowledge (CK)
) Three-Digit Score Two-Digit Score
Test Date pass/Fail  Total MP Total MP Comments
i 09/29/2004 Pass
Clinical Skills (CS)* ‘
. Three-Digit Score Fwo-Digit Score
Test Date Pass/Fail ~ Total MP Total MP Comments
04/16/2005 .~ Pass
- [usMLE STEP 3 :
. Three-Digit Score Two-Digit Score
P Test Date PassiFaii ~ Tota! MP Total - MP Comments
NEW JERSEY - 11/07/2006 . Pass

NOTE: A seatbh of mé Board Action Data Bank of the Federation of State Medical Boards (FSMB) ;cvéals no reported information on this examinee.

This document was printed from & sacure webste and accurtely refects scors infomation maintained by the FSMB.

eps. o westzzt 70520001 . Pagetof2
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- DOHIMD-20003106) - Michigan Department of Community Health Page 10f

Board of Medicine
P.O. Box 30192
Lansing, Mi 48909

(517) 335-0918 RECE'VED

www michigan.gov/hedthlicense

FEB ~ 2 2009
CERTIFICATION OF POSTGRADUATE TRA!NING e R ;
it s fonm 13 n&“c”é'rim‘%%?c? e conea ah Ao e sued, DEPT. OF LEG

INSTRUCTIONS TO APPLICANT:
Complete Sectlon |. Type or print your name exactly as it appears on your applica'on. For completion of Section 11, send this form ic

the Director of Medical Education where you completed your postgraduate tralning. This certification must be submitted directly to
the Michigan Board of Medicine by the Direclor of Medical Education.

SECTION | - APPLICANT INFORMATION

First Name Middle Narne Lest Name
Tado Samov € WOL{\‘Q
Social Security Number Deate of Birth

Street Addess

ZIP Code

Da/tlme Telaphone Number : Ali Prev:ous Names andlor Birth Name Used {if applicable)

W \A

-t s

APPLICANT: UPOH COMPLETION OF secnon SEND THIS FORM TO'THE DIRECTOR OF MEDICAL
Enuc;mon FOR COMPLEHON OF secnon 0o ' f :

The Depa'lment d Community Heahh wHI not “dscriffinate ageinst any: individual or group because of rece $ox, relugcon ags, national ongm color
“maritd status, disability or political beliefs. lfyou need assustence with readmg writing, heanng elc.. unider the Amencans wnth Dsabilmes Adt, you may
make your | needs known to thns agency : . . . S L ~




o~ | Tnaa O te

TO BE COMPLETED BY THE DIRECTOR OF MEDICAL EDUCATION

INSTRUCTIONS FOR COMPLETING SECTION II:

Please complete the following information. Relum this completed certification directiy lo the Michigan Board of Medicine
at the address shown on Page 1 of this form.

SECTION il - CERTIFICATION OF POSTGRADUATE TRAINING

DCHAMD-200 {03/06) “Page20t2

Name of Hosplial

Saint Barnabas Medical Center

Streot Address of Hosplial
94 01d Short Hills Rd.

Clly, Slate and ZIP Code
Livingston, Ni 07039

t certify that Taida Wolfe, MD a graduate of ths
{Applicant's Neme)
' 3 Tufts school of Medicine medical school, has successfully compleled posigraduate
clinical tralning offered by the hospital named above from 7/1/05 o 6/30/09 .
(Month/Day/Y ear) (MonthDay/ oar}
in the clinical area of Obstetrics and Gynecology

is Inis an active training program accredited by {ife ACGME/1he College of Famlly Physiclans of ‘Z/ Yes O No
Canada, the Royal College of Physiclans and Surgeshs of Canada, or by the National Jolrt
Gommittee -on Accreditation of Preregisiration Physiclan Tralnlng Programs of ihe Canadian

Medical Assoclatk n?
/zg;ature ﬁ{:ﬂor of Med«cal £ Date of Signature ‘

Henry Rosenberg, MD : ,, : (SEAL)

Print of Type Nare of Dirsctor £f Medicd Education if hospital has no seal, pleésé indicate

NOTE: canm:allon of Postgmdum Ti ralnlng will not be accepied If signed and submitted more than 16 days pribf to ', :
. actual ccmplellon S i




JAN-27-2009 16:24 LABOR AND DEL IVERY _ 9733225704 P.22
4 . : . :

- Michigan Department of Community He
Board of Medicine ﬂECEiVED
P.O. Bax 30192 .
Lansing, M| 48909 FEB ~ 2 2009

DCHILMD. 091 (03/04)

N (517)335-0918

N

DEPT. OF LEG

CERTIFICATION OF MEDICAL EDUCATION FOR GRADUATES OF MEDICAL SCHOOLS
LOCATED IN THE UNITED STATES, ITS TERRITORIES, THE DISTRICT OF COLUMBIA, OR
THE DOMINION OF CANADA

Authorly: Pubiic Act 368 of 1378, a3 amenged
If this fom IS not completeq, @ license wil npt be Issued.

INSTRUCTIONS TO APPLICANT:

Gomplete Sectlon |, Typs or primt your name sxaclly 2s R appears on your application, For Seclion I, send this form 1o be completed
by the Dean of the medicel schoof you atlended. This certificalion musi be submitted directly to the Michigan Board of Medicine by
the medical school.

SECTION | - APPLICANT INFORMATION
First Name Midd's Name Last Neme

“Tanda JdoMp ¢ WD LLe

Social Securty Number Dae of Binh Ogytime Telsphoro Number

Cy

Stats ZIP Code

| | i
F_cm:e)

| A

Deto of Admigsion Dae of Graduation

Sept 20 May ADOS

APRlca : : . Date )
Tl U1 Sy
At LUl T Yz22/09
?\RPI;ICEN‘F:Z;,UPQNL‘cpMPIénoN OF SECTION I, SEND THIS FORM.TO THE DEAN OF
‘o YOUR MEDICAL SCHOOL FOR COMPLETION OF SECTION I, N
“Tne Depament dCf.mnunu Hoalh wh Fot dscriminee against m@~¢u,,:~, becaut of focw: Sk alkibn 300 ol
et T iy o %:?E'g;mn. Y04 roed J&’?&%ﬁnﬁ?&m; weig Tt e‘&’f?ﬁmé?n‘% i&?‘mﬁ%’ﬁ%’&%&%‘ﬂ’fﬂ& ey |
ey www michigan govihesitiicense

Pagototﬁ\‘ :
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| ‘”°'"° Tado Wotke

TO BE COMPLETED BY THE DEAN OR REGISTRAR OF THE MEDICAL SCHOOL

INSTRUCTIONS FOR COMPLETING SECTION (i

Plesse compieta the following information. Relum this compieled cortMicetion directly to the Michigan Board of Madicine at
- ths address shown on Pags 1 of this form,

SECTION Il - CERTIFICATION OF MEDICAL EDUCATION

Name of Medical Schooi

TUAS  UNERS JTY DCHBOL. OF prye Dicim &

Street Address of Medical School

5 P& Son BVE |

Chty, State and ZiP Code

BosTeN. 1A 0/1/

teeritythet____ 79/NDA T oo LA sitended the
, ‘ (Applicant's Nerma) ’
medical school named ebove from g, /9 7 /0 [ fo 3/ DS /65 ST
MonthDeyYear) {(Mont'/DayfY ear)
an@m be granied the degree of bo DR OF ™MeN AN on
(MonihOoy ea) A
g '““S . }
- THblg”
; . "‘M}‘ﬁg\‘ i / .
: 1/[>8/08 |
Signsture of Daan or Registrar ' Data of Signature

(SEAL

AM“/ '/CuHL//{ MD_DEny DR STUDENTS

Pink or Type Neme of Dean or Regiswrar

W 6choot hes no sesl, ploass ndcats
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	Wolfe, Taida Jamour, MD (Lic File)



