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. Back roun "Chieck Processed T
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4’ | CKg Date
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17
NPOBRIRES Staiy

DEPART meokt edofm
l MEDIC. Mﬁ%moﬁ %ﬁ” SSioN
Revenue 0252090000
Medical Practice License Application for MDs only
[0 National Boards ] @ther State Exam [ LMCC (Must have been obtained after 1969)
|1 Flex Examination USMLE Examination
Select if the following applles [[1Spouse or Registered Domestic Partner of Military Personnel
1. Demographic Information
Social Security Number (SSN) National Provider Identifier Number (NPI)
(If you do not have a SSN, see instructions) (Enter 10 digit number) O Mearlr?ale
14 ¥ L1 9431
Name First Middle Last
(Geetha Navayan{ FAnlc
Birth date (mm/dd/yyyy) Place of birth
City State Country
N |OQ 117?3 Beveriy M/l C4 UsA.
Address 270%
wwwy ! fu pgon.
City State Zip Code County
Long rsland Gy, MY on Queens.
Country
USA
Phone {enter 10 digit #) Fax (enter 10 digit #) Cell (enter 10 digit #)

Email address

geetha. finee @ gmail. (>m.

Mailing address if different from above address of record

City Siate Zip Code County

Country

Note: The mailing and email addresses you provide will be your addresses of record. I is your responsibility to
maintain current contact information on file with the department.

Have you ever been known under any other name(s)? |2‘[Yes C]No

If yes, list nameg(s): (eetha Naravan: Vivekaandamorth 9.

Will documents be received in another name? [[] Yes E No
If yes, list name(s):

Medical Speciality
Medical school Year of Graduation
Chicagao  HMedital Sdavol  al Rosal. ad  Pravichiy Univesh, Z0io
Medical Speciaity -
\OSVEMU_QV\J C')-'I&LU(U:‘:[
DOHK 657-020 July 2018 Page 10of 6
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2. Personal Data Questions Yes No

1. Do you have a medical condition which in any way impairs or limits your ability to practice your
profession with reasonable skill and safety? If yes, please attach explanation. ..........cccoceceereriressssssases . B/

“Medical Condition" includes physiological, mental or psychological conditions or

disorders, such as, but not limited to orthopedic, visual, speech, and hearing impairments,
cerebral palsy, epilepsy, muscular dystrophy, multiple sclerosis, cancer, heart disease, diabetes,
intellectual disabilities, emotional or mental iliness, specific learning disabilities, HIV disease,
tuberculosis, drug addiction, and alcoholism. |

If you answered yes to question 1, explain:
1a. How your treatment has reduced or eliminated the limitations caused by your medical condition.

1b. How your field of practice, the setting or manner of practice has reduced or eliminated the
limitations caused by your medical condition.

Note: if you answered “yes” to question 1, the licensing authority wilf assess the nature,
severity, and the duration of the risks associated with the ongoing medical condition
and the ongoing treatment to determine whether your license should be restricted,
conditions imposed, or no license issued.

The licensing authority may require you to undergo one or more mental, physical or
psychological examination(s). This would be at your own expense. By submitting this
application, you give consent to such an examination(s). You also agree the
examination report(s) may be provided to the licensing authority. You waive all claims
based on confidentiality or privileged communication. If you do not submit to a
required examination(s) or provide the report(s) to the licensing authority, your
application may be denied.

2. Do you currently use chemical substance(s) in any way which impair or limit your ability to
practice your profession with reasonable skill and safety? If yes, please explain..............ccccooiccnvnnenen | [Z(

"Currently” means within the past two years.

“Chemical substances” include alcohol, drugs, or medications, whether taken legally or illegally.

3. Have you ever been diagnosed with, or treated for, pedophilia, exhibitionism, voyeurism or
PO RUIISINT ...t s e e s s b e e e am e e s s f Smess st s ams at e mrabe b s R SRR RS R R e e ne e e s Ee e RRs 0 Ij/
4. Are you currently engaged in the illegal use of controlled substances?..............ccceeereiieiccrrcrcscssenas 0 B/

“Currently” means within the past two years.

lllegal use of controlled substances is the use of controlled substances (e.g., heroin, cocaine)
not obtained legally or taken according to the directions of a licensed health care practitioner.

Note: If you answer “yes” to any of the remaining questions, provide an explanation and
certified copies of all judgments, decisions, orders, agreements and surrenders. The
department does criminal background checks on all applicants.

5. Have you ever been convicted, entered a plea of guilty, no contest, or a similar plea, or had
prosecution or a sentence deferred or suspended as an adult or juvenile in any state or jurisdiction? ...[]

Note: If you answered "yes” to question 5, you must send certified copies of all court
documents related to your criminal history with your application. If you do not
provide the documents, your application is incomplete and will not be considered.

To protect the public, the department considers criminal history. A criminal history
may not automatically bar you from obtaining a credential. However, failure to report
criminal history may result in extra cost to you and the application may be delayed
or denied.

DOH 657-020 July 2016 Page 2 of &
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2. Personal Data Questions (Cont.) . . .- . . o+ YesNo
6. -Have you ever been found in any civil, administrative or criminal proceeding to have:

a. Possessed, used, prescribed for use, or distributed controlled substances or legend
drugs in any way other than for legitimate or therapeutic purposes? ...........c.cocceceeeeecemeecrccrernscnenennn_J [3/

b. Diverted controlled substances or 18gend ArugS? ...........ccccceeererereraecsrersrmrenssmsnsssseressesesssessssssssesasnes ] IZ/

C. Violated any drug laW? ...t e e e bR s ] B/

d. Prescribed controlled substances for yourself?................ceemererssssssrssnnmncssmmmmescsssrssssssssssssssssesss IZ/
7. Have you ever been found in any proceeding to have violated any state or federal law or rule

regulating the practice of a health care profession? If “yes”, please attach an explanation and

provide copies of all judgments, decisions, and agreements? ............ccoevreeeccnceccsninin s O EI/
8. Have you ever had any license, certificate, registration or other privilege to practice a health care

profession denied, revoked, suspended, or restricted by a state, federal, or foreign authority? .............. O |Z|/
9. Have you ever surrendered a credential like those listed in number 8, in connection with or to

avoid action by a state, federal, or foreign AUthOritY?........cveercceerrerrseesnsir s e O B/
10. Have you ever been named in any civil suit or suffered any civil judgment for incompetence,

negligence, or malpractice in connection with the practice of a health care profession?..............ccccue.... O (3/

11. Have you ever had hospital privileges, medical society, other professional society or organization
membership revoked, suspended, restricted or denied?............ccercecereesece i s O] [2(

12. Have you ever been the subject of any informal or formal disciplinary action related to the practice
OF MBAICINET. ..ot ietteeesstsstsseerecaccrssassasese st asts st aeexeeeeeeseeseeseesees s et essessssssseesssestssbessarsnssessnssnssrnsns I [Zr

13. To the best of your knowledge, are you the subject of an investigation by any licensing board as to
O #

the date of this apRIICAtONT. .....cccuce e
14. Have you ever agreed to restrict, surrender, or resign your practice in lieu of or to avoid adverse
1ot U1+ 2O O OO O IZ/
15. Have you ever been disqualified from working with vulnerable persons by the
Department of Social and Health Services (DSHS)? ...t O™
DOH 657-020 July 2016 Page 3 of6
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3. Medical Education and Postgraduate Training

Provide a date listing of your educational preparation and postgraduate training. If you need more space, attach a
piece of paper.

Schools attended (Location if other than U.S., quote names of | _Diploma or degree obtained Number Dates granted
schools in original language and transtate to English.) {Quote titles in original language |  of years Starf End
and translate to English.) attended mmiyyyy | mmiyyyy
Medical education {list all medica! schaals atiended)
Chitago Medicnl S} al Loslind Pantia MY S ovl200v| Gk [ig
Yeck Sanos| ol Medictnd  at Uned - ob Souliagen MPY 2. Qél?-obi- Qor I7-°|'3
i o
Postgraduate training (list all programs attended)
IZN!hn-Mq Geyaral Smﬂyt. ab Haybar MELA . 0t(zej0 [as 20y
Phoetix mnpegmbed Pendaviey (v Obddnd ¥ Rupnerdvgy “ 0oy | Obf204y]
T T hd [4
Famty Panning Fellswrnip ab tculan Siast ph Moddicrid MidabSings | 07[2eic| 06f21y

4. Professional Experience

In date order list all professional experience received since graduation from medical school to the present. Exclude
activities listed under other sections, identify any periods of time break of 30 days or more. If you need more space,

attach a piece of paper.

Name and location of institution (NHEL‘:’TWW (mw:-:,ww Nature of experience or specialty

-VIA "anly ?os\c!mduuk by s mg
ne e ks

5. Hospital Privileges (Excluding postgraduate training hospital privileges.)

Excluding postgraduate training, list hospitals where all privileges that have been granted within the past five
years. If you need more space, attach a piece of paper.

Dates attended
Name of hospital Startdate | End date
mmidd/yyyy | mmidd/yyyy
NI
DOH 857-020 Juty 2016 Page 4 ol 8
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6. Licenses in Other States

List.all licenses to practice medicine in any state, territory, Canadian province or other country. Include active,
inactive, temporary and training licenses. Please provide verification directly from the state(s) that you have listed
in this section.

State Da:gsl:"c;e dnse hﬁ'x Status of license Any limitations on license

Y. os iy i 279505 - | Avhoe @No O Yes
[ONo [ Yes

[CNo [] Yes
[CNo [] Yes
[CONo [] Yes
[INo [J Yes

7. AIDS Education and Training Attestation

| certify that | have completed a minimum of four hours of education in the prevention, transmission, and
treatment of AIDS. This education included topics of etiology and epidemiclogy, testing and counseling, infection
control guidelines, clinical manifestations and treatment, legal and ethical issues to include confidentiality, and
psychosocial issues to include special population considerations.

If AIDS education was included in your professional education or training, Applicant's initials Date
an additional course is not required. V%
9 Y17

8. Applicant’s Photograph

Photo Here Height _ S ¥"

Weight s \bs

Hair color ___Black

Color of eyes __ Blade

Signature N N~

Date of Photo 1217

DOH 657-020 July 2018 Paga 5of6
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-

9. _Applicant’s Attestation

l, GQeetha Nava dani  Frle , declare under penalty of perjury under the
{Print applicant name clearly)

laws of the state of Washington that the following is true and correct:
* | am the person described and identified in this application.
* | have read RCW 18,130,170 and RCW 18.130.180 of the Uniform Disciplinary Act.
* | have answered all questions truthfully and completely.
* The documentation provided in support of my application is accurate to the best of my knowledge.
* | have read all taws and rules related to my profession.

| understand the Department of Health may require more information before deciding on my application. The
department may independently check conviction records with state or federal databases.

| authorize the release of any files or records the department requires to process this application. This includes
information from all hospitals, educational or other organizations, my references, and past and present employers
and business and professional associates. It also includes information from federal, state, local or foreign
government agencies.

| understand that | must inform the department of any past, current or future criminal charges or

convictions. | will also inform the department of any physical or mental conditions that jeopardize my ability to
provide quality health care. If requested, | will authorize my health providers to release to the

department information on my health, including mental health and any substance abuse treatiment.

Dated 0‘””’“'1 at New Yok, AV
(mmJdd/yyyy) {City, state)

oy P

(Signature of applicant)

DOH 657-020 July 2016 Page 6 ol &
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RECEIVED Page:

APR 27 2011

DmPATTTENT . £
MED!CAL c:-d;l.niilu'..h -l

TO VERIFY: WATERMARK MUST BE VISIBLE WHEN HELD TOWARD LIGHT SOURCE

ROSALIND FRANKLIN

UNIVERSITY

of MEDICINE AND SCIENCE

1 of 2
DATE ISSUERD : 21 Apr 2017
RFU-ID : 0131309
RECORD OF : FINK, GEETHA NARAYANI
ACAD. PROGRAM : MEDICINE
- BS - 0672005

Preavioua Institutions Attended: University of California-Los Angeles

HMTD500
MBCHS02
MCBAS0QA
MCBAS02A
MMEDS502A
MPHYSOOA

MBCHS505A
MCBAS00B
MCBAS02B
MCBAL04

MPHYS500B

FALL QUAR'I'ER 2005

INTERPROFESSIONAL HEALTHCARE T
MOLECULAR CELL BIOLOGY
CLINICAL ANATOMY

HISTOLOGY

INTRO. TO CLINICAL MEDICTINE
MEDICAL PHYSIOLOGY

WINTER QUM!TER 2005

MEDICAL BIOCHEMISTRY
CLINICAL ANATOMY
HISTOLOGY
BEMBRYOLOGY

MEDICAL PHYSIOLOGY

SPRING QUARTER 2005

MBCHS058
MBCHS08
MMEDS02B
MMTDS 09
MMTDS10
MNSC501

MCMP6OOA
MMEDE02C
MMICG00A
MPATS00A
MPSY601A

COURSE TI‘I.'LB
MEDICAL BIOCHEMISTRY
HUMAN GENETICS
INTRO. TO CLINICAL MEDICINE
EPIDEMIOLOGY
INTRODUCTION TO MEDICAL ETHICS
MEDICAL NEUROSCIENCE

PALL QUARTER 2006

POUNDATIONS OF MED. PHARMACOLO
INTRO. TO CLINICAL MEDICINE
MED. MICROBIOLOGY & IMMUNOLOGY
GENERAL AND SYSTEMIC PATHOLOGY
CLINICAL NEUROSCIENCE

CRD
6.00 B
3.00 A
2.00 #
2.00 P
2,00 P
7.00 C

3.00 #
3.co0 #
6.00 #
6.00 #
4.00 #

MCOMPS00B
MCURG602

MMED602D
MMIC6Q0B
MPATE00B
MPEYE01B

MCHP600OC
MCUR601
MMED602E
MMIC600C
MMTD6O1
MPATG00C

utmn CUARTER 2006
COURSE TITLE

FOUNDATIONS OF MED. PHARMACOLO
BIOETHICS AND THE LAW

INTRO. TO CLINICAL MEDICINE
MED. MICROBIOLOQY & IMMUNOLOGY
SYSTEMIC PATHOLOGY

CLINICAL NEUROSCIENCE

SPRING QUARTER 2007

FPOUNDATIONS OF MED. PHARMACOLO
MEDICAL SPANISH
INTRO. T0 CLINICAL MEDICINE

"MED. MICROBIQLOGY & IMMUNOLOGY

PREVENTIVE MEDICINE
SYSTEMIC PATHOLOGY

SUMMER QUARTER 2007

L TP P L L L L T T e

COURBE

MCURE06
MINTB00

MNEU?00

MPED70Q0
MOBG700

MPSY700
MFPM700
MEMG702

Rosalind Franklin University

of Medicine and Science
3333 Green Bay Road

North Chicago. 1L 60064

(847) 578-3228

- N TV

> OF THE UNIVERSITY APPEARS IN WH!TE TYF’E ACLRUOS55 THE 'ACE Gr

COURSE TITLE

CLINICAL SKILLS COURSE

INTRAMURAL ELECTIVE
Colon Cancer Research
® NORTHWESTERN

HEUROM\),GY CLERKSHIP

FALL QUARTER 2007

PEDIATRICS CLERKSHIP
OBSTETRICS/GYNECOLOGY CLERK

WINTER QUARTER 2007

PSYCHIATRY CLERKSHIP
FAMILY MEDICINE CLERKSHIP
EMERGENCY MEDICINE

AN OFFICIAL SIGNATURE 1S WHITE WITH A GRAY BACKGROUND

3.00 P
4.50 P

ﬂmoﬂly Q. Carroll, Registrar

- a

ava A
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ROSALIND FRANKLIN
UNIVERSITY.

of MEDICINE AND SCIENCE

Office of the Registrar
3333 Green Bay Road
North Chicago, IL 60064
(847) 578-3228

Farmer University Names:

The Chicago Medical School

University of Health Sciences/The Chicago Medical School

Finch University of Health Sciences/The Chicago Medical School

Former Names of Dr, Willinm M. Scholl

College of Podiatric Medicine:

Hlinois College of Podiarric Medicine

Hlinois College of Podiatry

Hlinvis College of Chiropody & Foot Surgery

Hlinots College of Chiropady

Dr. William M. Scholl College of Podiatric Medicine

Dr. William M. Scholl College of Podiawic Medicine

al Pinch University of Health Sciences/The Chicago Medical School

Accreditation

Rosalind l Franklin University of Medicine and Science receives it
degree- g,rnnung nuthority from the lllinois Board of Higher Fducation
and is accredited by the Higher Learning Comission,

Higher Learning Commission

230 South LaSallc Strect. Suite 7-300

Chicapo, IL 60604

R00.621.7440

‘The University consists of the following five schools:
Chicago Medical School

Dr. William M. Scholl College of Podiatric Medicine
College ot Health Professions

Schoul of Graduate and Postdoctoral Siudies

College of Pharmacy

Family Educational Rights and Privacy Act

In Accordonce with the Family Educational Rights and Privacy Act
of 1974, the information on the enclosed transcript is provided with
the understanding thal the recipient will not nllow any other person to
have aceess 1o this information without the written conseat of the
student.

Acndemie Calendar

All schools within Rosalind  Franklin Um\u.mly opcrule under a,

quarter calendar, und credit’ is expressed in quarter hours, Prior to
2003. Dr. William M. Scholl College of Podiatric Medicine operated
under the semesier calendar and credit was cxpressed in semester
hours,

United States Medical Licensing Examination (USMLE) Reguirenient

. Siarting in July of 2016, Chicage Medical Schoul jnitiated

Grading Svstem_ - Includes grades awarded by all schools of the
University. A specific grade moy not be valid in a parnicular school.

A ~  High Achicvemem

B - Above Avernge Achicvemnent

C ~  Average Achievement

D - Below Average, bul passing

H -~ Honors

P - Pass

HP - High Pass (used by Chicago Medical School for -
third year clinical courses only)

F - Fuait

W - Withdrawal

PP - Pass Proficiency Exam

I —  Incomplete

# - Ciraded a1 Sequence End /

IP —  In Progress

NR - Ncueds Remediation

NC -~ No Credit given '

AU - Awdit

In addition to the currcat grading system, prior to Fall 2002, the
following notations were used:

All - *A’” with Honors

DF or Defer = Deficient (this grade is n.'mt.dmblc)

#C - Failed/Passed Retake Exam and received o *C”

#P - Fuailed/Passed Rewnke Exam

#I' s+ Failed/Failed Retake Exam P

+C -1 Failed/Passed Reiake Course and received a *'C?

+P v Failed/Pussed Retoke Course

+F - Failed/Failed Retake Course

- Graded at Sequence End

WP ' Withdrawnal/Passing

W Withdrawal/Failing

R - Registered for Research

Q - Qualified

S r: Satisfactory

CT -+ Credit -
+ = Same course as thken by Medical Swudents ’

!
Prior 10 1975, Dr. William M. Scholl College issued numerical
grades for the didactic courses,
Prior 10 1982, Dr, William M. Scholl College used compound grades
{e.g- FA, FB, DC); Studenis took a retake exam in the course; both
grades were calculated in grade point averuge,

Starting 2013, Chicago Medical School initiated Pass Fail grading in
the pre-clerkship courses,

Honors/High Pass/Pass/Fail grulmg in third year clinical clcrl;a-hlps

Prior to 2016, Chicago Medical School required students to puss USMLE Siep 1 and USMLE Step 2 Clinical I\nochdLu. (CK) for graduation.
C hlmgo Medical School required students 1o take USMLE Step 2 Clinicul Skills {CS) for graduation.

Starting in 2017, Chicago Medical School reguires students to pass USMLE Step 1, USMLE Siep 2 Clinical Knowledge (CK),

and USMLE Step 2 Clinieal Skills (CS) for graduation,

’

while type over the fice of the entire document.

TO TEST FOR AUTHENTICITY: Watcnnark MUST be vixible from both sidex when held toward a light source. The nutne of the instimtion appears in

ROSALIND FRANKLIN UNIVERSITY OF MEDICINE AND SCIENCE - ROSALIND FRANKLIN UNIVERSITY OF MEDICINE AND SCIENCE :- ROSALIND FRANKLIN UNIVERSITY OF
MEDICINE AND SCIENCE » ROSALIND FRANKLIN UNIVERSITY OF MEDICINE AND SCIENCE - ROSALIND FRANKLIN UNIVERSITY OF MEDICINE AND SCIENCE » ROSALIND

/

ADDITIONAL TESTS: When photocopied. the words VOID VOID VOID appeir over the fiwe of' the entire document, When this paper is touched by
fresh liquid bleach. an suthentic document wilt stain brown, A black mud white or eolar copy of this document is not an original and should not he aceepted
as an official institutional document. This document cannot be relcased 1o a third panty without the written consent of the student. This i in accardance with
tle Family Educational Rights nnd Privacy Act of 1974, IF you have any questions abow this document, please contact our ollice at (847) 578-3228,
ALTERATION OF THIS DOCUMENT MAY BE A CRIMINAL OFFENSE!
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TO VERIFY: WATERMARK MUST 8E VISIBLE WHEN HELD TOWARD LIGHT SOURCE
. ROSALIND FRANKLIN
RECEIVED e 20t 2 UNIVERSITY

O o) MEDICINE AND SCIENCE
APR Z , 201! DATE ISSUED : 21 Apr 20}17
RFU-ID : 0131309
DePTENTET U R, T g e

Previouas Institutlions Attended: Univeraicy of California-Los Angelea - BS - 06/2005

WINTER QUARTER 2009

SPRING QUARTER 2008 COURSE COURSE TITLE CRD GRD
COURSE COURSE TITLE CRD GRD MFPMB1S HEADACHE DIAGNOSIS & MGMT. 3.00 P
------------------ =-- - HEUT802 FUNDAMENTAL OF HUMAN NUTR 3.g0 P
MSUR700 SURGERY CLERKSHIP 12.00 MCURBO00 ONLINE CLINICAL ETHICS 3.00 P
MMED700 MEDICINE CLERKSHIP 15.00 B MMED701 AMBULATCRY CARE 4.50 P
MCURSS51 PRO FOR AN IND SENIOR E B

SUMMER QUARTER 2008

------------------ - - Degree Receivegf Doctor of Medicine
MPATB35 FORENSIC PATHOLOGY 6.00 P Date Confe : 06/04/2010
MSURSS51 BREAST HEALTH j.oo P Majora..... ..t Medicine

LA R LA LR RS LR L Y AN RN ]) [A AL AR LRR LR DAL}

SUMMER QUARTER 2009 Academic Standing(s):
...................................................... Le Absance - 08/18/08
COURSE COURSE TITLE CRD GRD urn from LOA - 06/01/08
------------------ - - thdkbeddddebddbbdrd v d bR dA R Ao RIS bR RN TR RS

MELEG47 GYNECOLOGIC ONCOLOGY 6.00 P End of official record.
KAISER PERM
MELE@11 OBSTETRICS/GYNECOLOGY 4.50 P
HIGH RISK 0B
HARBOR
MELE847 GYNECOLOGIC ONCOLOGY 6.00 P
GYN/ONCOLOGY
usc

FALL QUARTER 2009

COURSB COURSE TITLE CRD GRD
MELEB47 OB/GYN . 300 P
GEN. OB/GYN
CEDAR SINAT
MELEB17  MEDICINE ELECTIVE/EXTRAMURAL 4.50 P
QUALITY MGMT IN HEALT
@ HARBOR
MMEDBOO  NEDICINE SUB INTERNSHIP 6.00 A

AN OFFICIAL SIGNATURE IS WHITE WITH A GRAY BACKGROUND

Rosalind Franklin University
of Medicine and Science
3333 Green Bay Road
North Chicago, IL 60064
(847) 578-3228 . T L

THE NAME OF THE UNIVERSITY APPEARS IN WHITE 0S8 THE FALE OF TAE TRANSCRIPY

Timothy G. Carvoll, Registrar




ROSALIND FRANKLIN
UNIVERSITY -

of MEDICINE AND SCIENCE

Office of the Registrar
3333 Green Bay Road
North Chicago, TL 60064
(847) 578-3228

Former University Names:

The Chicago Medical School

University of Health Sciences/The Chicago Medical School
Finch Univ@rsity of Health Sciences/The Chicago Medical School

Farmer Nonmes of Dr. Willinim M. Schell

Collepe of Podiatrie Medicine:

Hlinois College of Poadiatric Medicine

illinois College ol Podiatry

Minvis College of Chiropady & Foul Surgery

illinvis College of Chiroparly

Dr. William M. Scholl College of’ Podiatric Medicine ' '
Dr. William M. Scholl College of Podiatric Medicine

a1 Finchi University of Heallh Sciences/The Chicago Medicul School

Accreditation

Rosalind Franklin University ol Medicine and Science receives its
degree-granting authority from (he llinois Board ol Higher Education
and is accredited by the Higher Leaming Commission.

Higher Learning Commission

230 South LaSalle Strect, Suite 7-500

Chicago, IL 60604

800.621.7440

The University consisty of the following five schools:
Chicago Medical Schoul

Dr. William M. Scholl College of Podiatric Medicine
Collepe ot Health Protessions

School of Graduate and Postdoctoral Studies

Coliege of Pharmacy

Fumily Educational Rights and Privacy Act

In Accordance with the Family. Educational Rights and Privacy Act
of 1974, the information on the enclosed ranscript is provided with
the understanding that the recipient will not allow any other person o
have aceess 10 this information withowr the written consent of the
student

Academic Calendar

All scheols within Rosalind Franklin University operate under a
quarter valendar, and ‘credit i expressed in quarter hours.” Prior to
2003, Dr. William M. Scholl College of Podiatric Medicine operated
under the semester caiendar and eredit-was expressed in semester
hours.

United States Medical Licensing Examination (USMLE) Requirement

Grading Svstem_  Includes grades awurded by all schools of the
University. A specific grade may not be valid in a particular schyol.

" A~ High Achievement

B ;. Above Average Achicvement

C = Average Achievement

D - Below Average, bu passing

H Honars I

P —  Pass

HPP - High Pass (used by Chicage Medical School for
. third year clinical coutses only)

F Fail

w Withdrawal

PP Pass Proficiency Exam

| Incomplete

4 - Graded ot Sequence End

i - InProgress

NR -  Needs Remediation

NC - No Credit given

Al - Audit

In nddition 1o the current grading system, prior to Fall 2002, the
followinp notations were used:

AH '+ A" with Honors

DF or Defer ~ Deficient (this grade is remediable)
#C - Failed/I"assed Retake Exam and received o 'C”
#P + Failed/Passed Relake Exam

#F =: Failed/Failed Retake IZxam

+C = Failed/Passed Retake Course and reccived a ‘C*
H' = Failed/Pussed Retake Course

+F = Failed/Failed Retake Course

* = Graded at Sequence nd

WP = Withdrawal/Passing

WF + Withdrawal/Failing

R Registered for Research

Q = Qualified

S -1 Satisfactory

CT = Credit N
+ + Same course ay taken by Medical Students

Prior to 1975, Dr. William M. Scholl College issucd numerical
grades for the didactic courses.

Prior o 1982, Dr. William M. Scholl College used compound grades
(:':.g. FA. FB, DC); Sulents took a retake exam in the course; both
grades were calculated in grade point average.

Starting 201 3. Chicago Medical School initiated Pass Fail grading in
the pre-clerkship courses,

Starting in July of 2016, Chicago Medical School initialed
Honors/High Pass/ass/Fail grading in third year clinical clerkships.

Prior to 2016, Chicago Medical School reyuired students 1o pass USMLE Step | and USMLE Step 2 Clinical Knowledge (CK) for graduation.:
Chicago Medical School required students,to take USMLE Step 2 Clinical Skills (CS) for graduation.

Stwrting in 2017, Chicago Medical School requires studenis to pass USMLE Step 1, USMLE Siep 2 Clinical Knowledge (CK),

and USMLE Sl&p-2 Clinical Skills (CS) for graduation.
/

-~

while tvpe over the face ol the entire document, N
\

TO TEST FOR AUTHENTICITY: Wuwermark MUST be visible from both sides when held toward a light source. The same of-the instintion appears in

ROSALIND FRANKLIN UNIVERSITY OF MEDICINE AND SCIENCE - ROSALIND FRANKLIN UNIVERSITY OF MEDICINE ARD SCIENCE « ROSALIND FRANKLIN UNIVERBITY OF
MEDICINE AND SCIENCE * ROSALIND FRANKLIN UNIVERSITY OF MEDICINE AND SCIENCE - ROSALIND FRANKLIN UNIVERSITY OF MEDICINE AND SCIENCE - ROSALIND

. ~
ADDITIONAL TESTS: When phatacapied, the words VOID VOID VOID uppear over the face of the entite document.-When this paper is wuched by
fresh liquid bleach, an authentic document will stain brown, A black and white or color copy of this Jocument is nel an original and should not be accepled
as an official institutional document. This docuntent canuot be relcased to a third party withbout the written consent of the student. This is i accordance with
the Family Educitional Rights and Privacy, Act of 1974, If yon have any questions abont this document, please cantact vur office at (847) 578-3228.
ALTERATION OF THIS DOCUMENT MAY BE A CRIMINAL OFFENSE!
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US'MLE United States Medical Licensing Examination (USMLE)
R Fo— Certified Transcript of Scores
T Modicsl This document was prepared by the
Licenving Faderation of State Medical Boards of tho United States, Inc.
T Faaminanion . Federation Place, 400 Fullor Wiser Road, Sulte 300, Euless, TX 76039-3856 ~-Talaphone {817)868-4000
Rociplont: Date: 0412012017

WASHINGTON MEDICAL QUALITY ASSURANCE COMMISSION

Examinee:  <Fink; Geetha Narayani “Examinee ID: 51902278
Alt Name(s): Vivekaandamorthy, Geetha Narayani Date of Birth: 11/09/1983

Results for Steps taken by this examines (and for which results have been reported to date) are shown below. For Steps that span
more than one day, the test date reflects the day on which the examination began. Where numeric scores are reported, the
recommended minimum passing score ("MP") is shown in parentheses. Passifail culcomes are based upon the minimum passing
leval in place at the time of tast administration and are not altered by subsequent revisions to the minimum passing level. Effective
April 1, 2013, test results are raported on a three-digil scale only; two-digit scores reported for prior administrations will no longer be
reported. Test resulis reportad as passing reprasent an exam score of 75 or higher on a two-digit scoring scale.

USMLE STEP 1 TR
Teost Date Pass/Fall - Total 'MP Comments
6/11/2007 Pass . 203 / (185)
[UsmLE sTEP 2 ]
Clinical Knowledge (CK) ] "
TestDate . Pass/Fall Total M!' Commaents
8/27/2008 Pass 221 (184)
Clinical Skills (CS)* TS
Test Date Pass/Fall Total MP Comments
1/20/2010 Pass
USMLE STEP 3
Test Date Pass/Fail Total MP N\ Comments
6/11/2012 Pass 215 190)/
( /}

NOTE: A search of the Physicinn Data Cenier of the Foderation of State Medical Eoards (FSMB) lu?e’al; no reported information on thia examines.

=D
APR 2112017

Page 10of 2
MEDICAL T, LTLION

FINK, GEETHA MD60760977 PAGE

17



RRCFIVED

f' - . . - | a " ]
/I Yspi wyoi20 MD
' Medical Quality Assurance Commission EALTH
P.O. Bux 47866 DEPARTMENT OF HI
Olympia, WA 98504-7866 NicDICAL COMMISSION
360-236-2750

Postgraduate Training Program Director
Verification and Evaluation of Training
To be completed by the applicant:
Facility name Hay o - UL A Meadital  Cenier:

Address JOOU W Gy Sk Tooenite b Govoyg

| am applying for a license to practice medicine in the state of Washington and before my application can be reviewed,
a verification and evaluation of the postgraduate tralning performed in your institution Is required. | am authorizing the
release of and would appreciate-you providing the information and returning it, at your earliest convenience, directly
to the address shown below. All questions must be answered. .

Applicant Name (Print or type) Birth date (mm/dd/iyyyy)
Greethnq Nuvayan: Fak. i ll‘)fl{l‘{i 3

Signature of apy:(anl /)/\

To be completed by the facility/agency/program:

1. GEETHA N, FINK. is or was engaged in postgraduate fraining in our
Applicant Nama (Print or type)
program_LOS ANGELE & CounNTY - HARROR-teLA MEDICAL CENTER SENERAL SURGERY
from Beginning date {month/year) 0(0! 2010 to Ending date {monthyear) __ Ol L 2011

inthefield of _ GENERAL SurgeErY

2. Atthe time this individual was in training, was this program accredited through the accreditation council for
graduate jeal education, the Royal College of Physicians and Surgeons, or the college of family Physicians of
Canada? [VIYes [] No

If no, does this program qualify the applicant to become board cerlified? []Yes [] No

3. Was the participant ever placed on probation, resjricted, suspended, terminated or requested to voluntarily resign
his/her participation in the program? [] Yes No /

If yes, please explain .

4. Did this applicant successfully complete this training program? E/Yes ] No
[Jin process OR [] expected date of completion /

Signature Wp\

Title __PROGRAM DIREeTOR

{SEAL)

Email_y'mwm g\r'r‘;.ion@ Labiomed . ij

Address _1000 WesT OpRSoM STREET, BoX 46!

Togeance ¢cA Gos509

Return to address listed above
Date __24 APRIL 2011 Phone (310)222-2700

DOH 867-121 July 2016

FINK, GEETHA MD60760977 PAGE 18



RECEIVED

A 1B 20T
Ih-ht_i-!
(i’ﬁif“ th o DEPARTMENT OF HEALTH
b 8 I.;:x y 7;&&” Assurance Commission MEDIML OOMM|SS|°N
Olympia, WA 98504-7866
360-236-2750

Postgraduate Training Program Director
Verification and Evaluation of Training

To be completed by the applicant:

Facility name __Phoency rkliqﬂto( lzcr:d.{mj W O srehts ¢ Gungcs (u;;—-!

Address 2—501 - Rootennt(4 S Phoaeniy Az FSOO§

| am applying for a license to practice medicine in the state of Washington and before my application can be reviewed,
a verification and evaluation of the postgraduate training performed in your institution is required. | am authorizing the
release of and would appreciate you providing the information and returning it, at your earliest convenience, directly
to the address shown below. All questions must be answered.

Applicant Name (Print or type) Birth date (mm/ddtyyyy)
Qeethe,  Mayayeu: Funk. [{[vgf1a52

Signature of appli‘czh{ fl’l

To be completed by the facility/agency/program:

4. Geetha N. Fink, MD is or was engaged in postgraduate training in our
Applicant Name (Print or type)

program__The Phoenix Integrated Residency in Ob/Gyn at Maricopa Medical Center & St. Joseph's Hospital and Medical Center

from Beginning date (month/year) _6/16/2011 to Ending date (month/year) _ 6/30/2015

in the field of Obstetrics and Gynecology

2. Atthe time this individual was in training, was this program accredited through the accreditation council for
graduate medical education, the Royal College of Physicians and Surgeons, or the college of family Physicians of
Canada? [X]Yes [] No
If no, does this program qualify the applicant to become board certified? []Yes [] No

3. Was the participant ever placed on probation, restricted, suspended, terminated or requested to voluntarily resign
his/her participation in the program? [_]Yes [ No

If yes, please explain /

Oin 2R [] expected date of completion

e
Signature ___Sabrina Duarte —JE‘

Title ___Program Coordinator

4. Did this applicant successfully complete this tralning program? BdYes {_] No ) /

Email _Sabrina_Duarte@dmgaz.org

Address

Maricopa Medical Center - Dept Ob/Gyn , 2601 E. Roosevelt St., Phoenix, Az 85008

Date 9 / Z 9/ ‘a/ 7 Phone 602-344-5084

Return to a 8 Jisted above

‘DOH 657-121 July 2018
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RECE: IVE,D -

, MAY 312017 M D
2 Wity i D f
@ Health DEPARTMENT OF HEALTH
Medical Quality Assurance Conunission MEDICAL COMMISSION
PO, Box 47866
Olympia, WA 98504-7866
360-236-2750

Postgraduate Training Program Director
Verification and Evaluation of Training
To be completed by the applicant:
Facility name __Tcahn  Schoo| of Mediuvmg at  Moudt Sine,

Address T _S™ Avenwe  New Mock Ny _ jgory

| am applying for a license to practice medicine in the state of Washington and before my application can be reviewed,
a verilication and evaluation of the postgraduate training performed in your institution is required. | am authorizing the
release of and would appreciate you providing the information and returning it, at your earliest convenience, directly
to the address shown below. All questions must be answered.

Applican{ Name (Print or typo) Birth date {mmvddfyyyy)
Qeerhn MNuwvagyani Fug. il qu'llq&z

Signature of apﬁm /l/?
To be completed by the facllity/agencyiprogram:
3 .
1. /7 e M j., A A VN is or was engaged in posigradualte training in our

program

from Beginning date (monthiyear) . (7 + ! | q to Ending date (Wonthiyear) _ (D>

in the field of Fé'w\'-l\/ (L&Tﬁmi\/ ' \ Movert

2. At the time this individual vgs in training, was thls\\pgram accredited through the accreditation council for S Wz |
graduate medical egittation, the Royal College of Physicians and Surgeons, or the collage of family Physicians o

No
If no, does this program qualify the applicant to become board cerlified? [] Yes %
3. Was the parlicipant ever placed on probation, icted, suspended, terminated or reqiested to voluntarily resign
his/her participation In the program? [] Yes No

If yes, please axplain

4. Did this applicant mjccessfully complete this training pgogra Yes [] No /

[(Jin process CR ‘expected date of completion IMI 3

Signature

Thie C_FAIALIVIS
Email gé\ Ldn . Adea @ NEEM . g
Addressﬂ/‘}'b F.eﬂ/l ;?\/é N ﬁ’h.’.‘ F-IWD (
N AN 10004
Return to address listed above Date 5!\4’\‘\4 ohona 2] 1~ 24 (- b’-I'DB

DOH 857-121 July 2018
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THE UNIVERSITY OF THE STATE OF NEW YORK RECEIVED U)

THE STATE EDUCATION DEPARTMENT
DIVISION OF PROFESSIONAL LICENSING SERvIces MAY 192017
89 WASHINGTON AVENUE
ALBANY, NEW YORK 12234 DEPARTMENT OF HEALTH
) MEDICAL COMMISSION
This is to certify that according to the records of the Division of
Professional Licensing Services, New York State Education Department
Albany, New York, FINK GEETHA NARAYZ
was issued 11cense/cert1flcate numb;
MEDICINE

% 279805 Jfor the practice of

Our records also indicate the following information:
" Date of birth: 11/09/1983

School attended: ROSALIND FRANKLIN UNIV

Date of graduation: 06/04/10

Degree earned: MD

Program was acceptable in accordance with the NYS Regulations
of the Commissioner of Education. Requirements met at the
time of licensure. :

Basig of licensure:
DATE FLEX1l NBMEl1l USML1l NBME2Z FLEX2 USML2 NBME3 USML3 OTHER
06/12 C000P OOSAZ
08/08 0000P
06/07 0000P

"’ EXMS TAKEN=03

A license is valid during the life of the holder unless revoked,
annulled or suspended by the Board of Regents. A licensee must reg-
‘ister periodically with this Department to practice in this state.

Currently Registered: YES Reg period ends: 10/31/18
Address: 2703 42ND RD 10B
' M/ LONG ISLAND CITY  NY 11101-0000
Disciplinary information:iNo charges have been preferred against
this licensee
Comments:

I, Cathy Hanczaryk, Principal Clerk, Division of Professional
Licensing Services of the New York State Education Department, do
hereby state that as Principal Clerk of said Division, I have legal
custody of the official records of the Division of Professional
Licensing Services and to the best of my knowledge, the aforesaid

information is true and correct.
2 j Wosllo/u

Office Assist&ht Three

/”,I'J'Ifl"
=X
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AMAE  AMA Physician Profile

ABSOCIATION PREPARED FOR
Washington State Department of Health, Tumwater, WA

Name and Mailing Address Primary Office Address
GEETHA NARAYANI FINK 1176 STH AVE

APT 10B NEW YORK, NY 10029-6503
2703 42ND RD

LONG IS CITY, NY 11101-4135

Phone UNKNOWN
Birth date 11/09/1983

Physician's major professional activity OFFICE BASED PRACTICE
Self-designated practice specialty OBSTETRICS & GYNECOLOGY (primary)
UNSPECIFIED (sccondary)

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

AMA membership status NON MEMBER

All information from this point forward is provided by the primary source
- /- — ]

Current and/or historical NPl information

National Provider Enumcration Date Deactivation Date Reactivation Date Replacement Last Reported
Identificr (NPI) Number Date
1982919437 08/09/2010 NOT RPTD NOT RPTD NOT RPTD 04/21/2017

Current and/or historical medical school L _. - -_ o _- o ____}
CHICAGO MEDICAL SCHOOL AT ROSALIND FRANKLIN UNIVERSITY-MEDICINE & SCIENCES

Degree Awarded: YES
Degrec Year: 2010
AMA files checked AMA Physician Profile for Geetha Narayani Fink, MD Page | of 4

0571212017 1 1:04:40 ) . L
€201 7 by the American Medical Association
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AMA

AMEIRICAN MEDICAL
ASSOCIATION

Current and/or historica! post gradt'late}net-!lc'al tﬁinlng programs accredited by the Accreditation -
Council for Graduate Medical Education (ACGME)

1
I
\
i 1
| OS———

Beginning with the 2010 cycle of the National GME Census, post-graduate training segments will include the name of the
program atlended in addition 1o the sponsoring institution. Program-level information prior to 2010 will not be available for
reporting. Future training dates, as reported by the program, should be interpreted as "in progress" or "current” with the
projecied date of completion.

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

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

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

Sponsoring Institution: MARICOPA MEDICAL CENTER

Sponsoring State: ARIZONA

Program name: PHOENIX INTEGRATED RESIDENCY PROGRAM /
Specialty: OBSTETRICS & GYNECOLOGY

Training Type:

Dates: 6/2011 - 6/2015 (Verified)

Specialty Board Certification I

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

The AMA Physician Profile has been designated by the ABMS as an Official ABMS Display Agent of Member Board
Certification data. Therefore, the ABMS Board Ceriification information on the AMA Physician Profile is considered a
designated equivalent source in regard 1o credentialing standards set forth by Joint Commission. The AMA is also an NCQA-
approved source for verification of medical school, posigraduate medical training, ABMS Board certification, and Federal
DEA registration,

Centifying board:  TO DATE, THERE HAVE BEEN NO BOARD CERTIFICATIONS REPORTED.
Certificate:
Centificate type:

AMA [iles checked AMA Physician Profile for Geetha Narayani Fink, MD Page 2 of 4

71272017 11:04:40
05N ©2017 by the American Medical Association
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AMA

AMINICAN MEDICAL
ABAODLIATION

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

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

This information is proprietary data maintained in a copyrighted database compilation owned by the American Board of
Medical Specialties (ABMS). Copyright 2017 American Board of Medical Specialties. All right reserved.

) Current andlor historléal medléal Ilcensu_;g B —__’ __h —:U o _ _ _ M“},
Jurisdiction  MD/DO . Date Granted Expiration Date Status License Type Last Reported
New York MD 06/18/2014 10/31/2018 ACTIVE UNLIMITED 05/04/2017

j_ActIon Notiﬂcatlons _ o -_ T __ o L T a o ___"_ _"—_}
To date, there have bccn no actions rcportcd to thc AMA by any US state hccns:ng agency.

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

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

. : e e - - e e
U.S. Drug Enforcoment Administration(DEA) ) ]
DEA number Schedule Expiration Date  Last Reported Date Address
XXXXXX267 22N 33N4 S 09/3012017° 05/01/2017 1176 5th Ave

New York, NY 10029-6503

Only the last three characters of active DEA numbers are displayed

Many states require their own controlied substances registrationflicense. Please check with your state licensing authority for
requirement information as the AMA does not maintain this information,

'ECFMG Certfication T momotm oo

AMA files checked AMA Physician Prefile for Geetha Narayani Fink, MD Page 3 of 4

17 11:04:40
0512720 ©20!7 by the American Medical Association
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AMA

AMECRICAN MEDICAL
ASAOCIATION

Applicant Number:

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

at hirps.:fevsonline2.ecfing.org!

 Profile Information - __]

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

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

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

If you have any qucstions or need additional information about the AMA Physician Profile Scrvice, plcase call
(800) 665-2882.

AMA files checked AMA Physician Profile for Geetha Narayani Fink. MD Page 4 of 4

/1212017 11:04:40
0s/1212 €2017 by the American Mcdical Association
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Federation of

STATEER
I) l—) C PHYSICIAN MEDICAL
- 3 DATA CENTER B—o ARD-S
PRACTITIONER PROFILE
Prepared for: Washington Medical Quality Assurance As of Date:5/12/2017
Commission
PRACTITIONER INFORMATION
Name: Geetha Narayani Fink
Altemate Name(s): ) Geetha Narayani Vivekaandamorthy
DOB: 11/9/1983
Medical School: Rosalind Franklin University of Medicine and Science
North Chicago, fllinois, UNITED STATES
Year of Grad: : 2010
Degree Type: MD
BOARD ACTIONS
To date, there have been no aclions reported to the FSMB
LICENSE HISTORY
Jurisdiction License Number Issue Date Expiration Date Last Updated
NEW YORK 2798056 5/15/2015 10/31/2018 51072017
I 400 FULLER WISER ROAD EULESS, TX 76039 { TEL(817)868 4000 | FAX (817)868 4099 ]
® 2014 FEDERATION OF STATE MEDICAL BOARDS _ Page 1of 2
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Federation of
Eﬁ

: _ STAT
I) lj C PHYSICIAN MEDICAL
- DATA CANTER B_() AR[)_S
PRACTITIONER PROFILE
Prepared for: Washington Medical Quality Assurance As of Date:5/12/2017
Commission )
Practitioner Name: Geetha Naravani Fink
ABMS® CERTIFICATION HISTORY
No ABMS Certifications found.

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

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

I I
From: Nimon, Lori (DOH)
Sent: Tuesday, May 23, 2017 8:54 AM
To: ‘geetha.fink@gmail.com’
Subject: Pending MD License 60760977
May 23, 2017

Dear Dr. Fink,

This is to acknowledge receipt of your fees and application for your physician and Surgeon licensure in the state of
Washington. At this time these are the items we still need before we can fully review your application file.

MISSING ITEMS

Need Post Grad training verification from Icahn 7/15-6/17
Need fingerprints packet we mailed on 5/5/2017

You can emall me at anytime for a current status update on your application file.

*If you are using the FCVS packet with the Federation of State Medical Boards (FSMB) you will need to contact FSMB to
determine when this packet will be released to us. The FCVS packet will verify medical school transcripts, exam scores,
and postgraduate training.

Please note: while this information was contained in the application packet you had been sent and is stipulated in

" Washington Administrative Code (WAC) 246-12-020(3), let me reiterate that upon approval, your initial license will be
issued only to your next birthday after the approval date — unless your birthday falls within 90 days of approval, in which
case it will expire on your second birthday following approval.

If you have any further questions or need additional information, email me at lori.nimon@doh.wa.gov, or write to me
at the address listed below.

Lori Nimon

Health Services Consultant |

Medical Quality Assurance Commission
PO Box 47866

Olympia, WA. 98504
lori.nimon@doh.wa.gov

(360) 236-2765 B

(360) 236-2795 &

“Promoting Patient Safety and Enhancing the Integrity of the Profession through licensing, discipline, rule-making,
and education.”
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Case File_1306374_pdf-r.pdf redacted on: 1/9/2020 14:16

Redaction Summary ( 3 redactions )

2 Privilege / Exemption reasons used:

1 -- "DOH Licensee Health Professional Home Address and/or Home Phone Number - RCW 42.56.350(2)" ( 2 instances )
2 -- "DOH Licensee Social Security Number - RCW 42.56.350(1)" ( 1 instance)

Redacted pages:

Page 4, DOH Licensee Health Professional Home Address and/or Home Phone Number - RCW 42.56.350(2), 2 instances
Page 4, DOH Licensee Social Security Number - RCW 42.56.350(1), 1 instance

Page 1



