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PLIC N FOR PHYSICIAN'S AND 8 EON'

Plense READ all instrutttlons prier to completing this applleation, ALL fuestions orithls application Inust bs answerad, and zll supperting decunants tusi be

submitted as per instructians._Blanze type or print neatly, Whan space provided Iy Insuffielant, attach addiflonal sheets of paper. All attachwtiants ave
eonziderad part ofthe application.

FALSIFICATION OR MISREPRESENTATION OF ANY ITEM OR KESPONSE ON THIS APPLICATIONORANY
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ATTAOHMENTHERRETO 18 A SUFFICIENT BASIS FOR DENYING ORREVOKING A LICENSE. el
1. NAME: Last'" Flrat . Middte Parzonal
HERT 2 MIC HAEL 1S RAEL By
2, Qther nameg you hive used (Ihclude malden name): T 11 e @antal Gomethe Minshar®
N~ APoLic A S : . — -
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K78 FAST SALISBGORY s, .

. City : Bate ZipCodd Coundry
PirTso om0 Ac. 27314 USA
4%.(CONFIDENTIAL ADERESS): Numbar and BtrectRurdl Route/Apartment Numbar. 1f any. [Appllcants must provide a confidentlal sirect
addrass iFa P. 0. Box la usad as the Public Address in#A alidve,]
A9g  EFALT SACIS BURY ST :
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. P r1rsseco N 273432 wSA R

! 6 Telephong Number; T8, calfomia Driver's Licensa Nismber (optional): . T
Home: «  NUMEER, EXPIRATION 5 -

. Work: L NOC APPLICASLE -
! i S —
7. Date of Birth (MorthiDay/ear) and Flage of BIrti: - T

i . g ":._.:‘:.;
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B Bexi _@"Male (3 Fatvals ] 8. Areyoua )5, citizen? O ves (1™ o

10, Have you evaer filed an appfication for Physician's and Hurgaon'a examination or ficenaure in California?

: a 3 %ND
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1. Llatthe names and Incations of all colle

ges or universities altanded where pre-protessional, postsecondary inatruation wag receivad, Pro.

Ploagne subirit offiola] transoripts with the schosl eal #ffixed for saoh sohool attended, Tranweripts will not bareturned, EM:E:,;, )
Nare . City, State, Counltry Dataa of Atfandune
¥
Lp\y&es iy oF mfaﬁm,&a._ ANN AR por 1 s A 3/6'? — gl

12. Lstiha namas and lncatia o otall schools whara pratessionalmacionl Instraction wes receiva, gihd, where applicabls the dag res awarded. Medioal
PLEASESUBMIT: 1) en sriginal Gertiflonte of Medisal Eduration {Form L2} nd officl imnecrpbawith the signaturn of the dean o reglalrar ) Edunstiva
., Aind thie sctiool el wfied from each schingl atianded: and,
. 2] at.criginal medloal diplora ang s 8 121 114 protocony {oriping! diploma wil be ratumed),

. 12 Trans
Sohool Name " Gity, Shaip, Coumiry Gales of Asndance Dagroa Avmitlad
LIAINE STATE :
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DOCTOR OF MEDIGINE DEGREE, a5 feranced anove.
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13, Have you taken sny of the fallowing written examinations: Natlonal Boards, ather state boards, USMLE, SPEX, FLEX, ECFMG or LMCO? Exmminatie
M oves O 0
IFYES, LIST NAME, LOCAT KON, DATE AN RESULY OF EAGH EXAMIBATION; FAILURES MUGT A.60 BE DISCLOBED. EACH EXAMINATION AGENGCY MUST GUBMIT AN QRIGINAL BRAEAL
EXAMINATION HIETORY REFORT DIRECTLY. TO THIA MEDICAL BOARD S GALIFGRNIA, ‘THEAR REPORTS WILL NOT 2E RESTINNAD.

. Examinalion Dale Fresult (Pasy/Fell)
F . i
N birn o P i & ==TH : — ]
Alabival Dowmd FPary 2 G-35-715 .
Natonot Dovpedt FPog 3 3= 9~ . L
14. Have you evar bren licensed ta practice medicine in any state, temritory, provines, souhtry, or U.8. federal jurisdiction? ”,‘;:,,
. B9 vas [ No

IFYEY, LIST THE JURISDICTION, UCENSE NUMBER, DATE ISSUER AND DATES NF PRACTICE IN THAT IMRISOTION, PLEASE INCLUDE PERMANENT, TEMPGRARY, TRAINIHG, PROVIGIONAL,
LIMITED LICENSE, OR RERMIT. AN QRIGINAL AFFICIAL LETTER OF GOUD STANNKG {195), OR COMPARABLE LICENSE HISTORY CERTIFICATION, 15 REQUNRED FOR BAGH PERMARENT, LGS
TEMPORARY, TRAINNG, PROVISIGHAL, LIMITIRD LICENSE, OR BIAMT OBTAINED IN ANY L4, BTATE, U,5. OR CANADIAN TERRITORY, CANADIKN PROWNCE, OR |15, FEDERAL JURISDIC-

| TION. EAGH LGS, OR COMPARABLE GERTIFIGATION, SHOULD BE MAILEY BY YHEISSUING AUYHORITY DIRESTLY TO THE MEGIGAL FOARD OF CALIFORNIA.

 Juriediction Licanse Number i Dt of e Detes of Pruclie In ek Jurtdichon
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| 18- Do you hold any ather professional feanse Tnany state, térritm-y, province, couniry, or U.S, federal jurisdioctlon? B Ves i g Ne D
IFYER PROFEREONG 1 LICENRENO.: 2 URIEDICTION; Diher
Profosnlons

HASTHI LIORHSE EVER BREN REVOKED, OR BUBJEIT 10 TISCIUINET IF YRS, PLEASE PROVIDE ALL GFFICIAL DOGUMBHYATION RECAROING THE MATTER [0 ABDTION ‘TG A WRITTEN
ENFLANATION. YOU AREAUS) RECUIRERD TO REPORT ANY MATTER THAT |6 BENQING OR INWHIDH GHARGES HAVE BEEN DROBPEE (R EXPUNGED.
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164_Ava yau currently, or have you aver been, & participantina postgreduate fraining program in s Feilityin the U.5 or Ganatda?} Portgradaaty
(You must Include evary residenay, intemnship, anyg felfowship, whether ornet gompletad ) h n
. Yig No

F Vi, LIT MAMES ANTY ADDRESSES OF ALL BAGIITIES. SURMIT AR ORIGINAL GERTIFIGATE; OF CUMPLETIOR OF ACGMEMCIH: FOSTGRADUATE TRAwIRY (FORM LEA) rROM BAck

FACALITY, (T MET COMPLETE FORM L3AS 7o HRCUMENT TRAINING RECIVED N RESEARCH MELLOWSHIP PROGRANE,) ALL TRANING MUST BE LIsTE, RGRARDLESS OF WHETHER 1
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i 18H. Have you averwithdrawn froim, ot been suspandad, dismigsed of ax

\ haveyou evertaken aleave of nbeuice from such.a schoal or program?
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pillad from amedicat sehool ar postgradusite training program O !
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For ¢l of the below, alsa include any disgiplinary artfons by the U.S. Military, U.8. Public Hoalth Service, or athar U.8. federn] governmental
entity.

17A. Have you avar heen charged with, or bean lound to have committed, unprofessional ¢onduct, profezslpnel Incompstenae, gross
neglligance, or repeatad negigent acts or mudpractice by any medicsl lcensing board, ather ugenay, orhospital?

178, Han any diselplinary astion ever beon filed or taken, including but ot limitad to, informal o7 corfident|al dizeipling, consent srders, or
lettars of warning, regarding any healing arta litenze which you now hod or have ever hald?

179, Is any such action as deseribed aktve pending? 1A Yoz - Mo

17{B) Yos o Mo

'

IF Yau ANSWERED YES T0 1 TA, 17B OR 174, PROVIDE DETAILS CN
A SEFARATH ATTACHMENT, 17{C) Yos No

Liggraa
Dady

18. Hae wclaim or action for damages ever been filed against you Tn thi courze of the pragtice of mesdicine or any ather healing art wifch
ragulted in a malipractics aettlameant, judgumant, o arbitration award of ovar §30,000.002

Yos Ne
I¥ YOu ANEWERED YES, PROVIDE DETAILS ON A SEPARATE ATTACHMENT.

19. Hava you ever baeen denied i linarise, permitssion to practics medicine o any other hoafing art, nrdenied permission
1o take an xamination in any wtate, teirilory, country, or U.S. federal Jurisdiotian, oris any such action pending?

- Yoy No
I 1P YOU ANSWERHD YES, PROVIDE GETAILS (N A SERARATE .mmmamr.|

20, Have yols aver veluntaily surrendered a Laansa to practice madicine or any other healing arts Tn this or any olher stote, or vokuntarily
surranderad your ngrootic (cenirollad substance) permit (state or tedarul} to any licensing board or any other agency, or is any such sciion
pending?

- No
LII’ YUU ANSWERED YES, PROVIDE PETAILS O4 A SEPARATS ATFAGHMENT, l Yes

21. Have you ever Iad staff privileges Ina hospital denied, susparided, limited, revoked, o not renewad for mecical disclplinary cause, or
resined from o ividiout staff in lieu of diseiptinary ar administrative action, or Is any such agtion panding?

| YOU MUST DISCLOSE ANY INFORMWAL O CONFIDENTIAL DAGSIFUNARY AGTIGH, | ) Yas , No

22, Do you have any condition which in amrwﬂ Impalrs ot limits yobr ability 4o practice medicine with ressonabla
skl and vafely, Indluding but not limited to, any of the follawing?

] Yes Mo
IF YEY, FLEASE CHEGK THE APPROPRIATE BOX(E5) BELOW:

{3 A condition which required adivisslen o an inpatient peychiatric treatmant facllity.
0O  Aleoho! or chemical substange depandancy or addiction.

0 Emofipnal, mental or behavioral digorder.

1 Other (explain);

FaR ANY OF THE BOXES CHECKED ABGVE, PLEASE SUBMIT COMPLETE REFICIAL INPATIENT AND CUTPATIENE TREATMENT FEGORDS, EVIDENGE OF ONGONG
REHABILITALION TREATMENT, AND A PERSOMAL WRITTEN EXPLANATION,

FOR ALL OF THE BELOWY, YU ARE REQUIRED TO LIST ANY CONVICTION THAT HAS BEEN SET ASIEE AND DISMISSED DR EXPUNGHD, OR WHERE A STAY O
EXESVUTION HAS BEEN ISSUED, . S

284, Haveyou ever been sonvicted af, or pled nuto contendare to, ANY vipktion (include every miadameanhor of felony) of any local, state,

ar faderal law of any atote, tendtory, country, or .S, federal Jusiadigtion?

23B, Is any crimina action related to the aboye pending? 23{A) Yes o

W¥-¥aL ANSWERED YES T 234 0R 238, PROVIDE DETAILG N A 23(B) Yes Mo
SEPARATE ATTAGHMENT,

NAMEOF APPLIGANT:

DATE ¢ muois,
SMICHAEL. [$RAEL HERTZ

e Bt s B A3 ma st




Notlce: Al Hems In this application are mandatory;
nore are voluntary. Fallure to provide any of the
requested Infarmation will delay the precessing of your
application. The Iormation provided will be used to
determine your qualifications for Réehsiure per Section
2080 of the California Business and Professions Code,
‘which authorizes the collection of this Information. The
infermation -on your application may be transferred to
other medical licensing authorities, the Faderation of
State Medical Boards, or other governmental or law
enforcemant agencles, You have the right to review
your applleation subject to the provisions of the Infor-
mation Practices Act. The Chlef of the Licensing Pro-
gram is the custodian of racords.

Top of Photo {iead;
Batfom of Phote {Shoulders)

Appicant
Decidratiol iFe:
O EARY

countvor__ AAMMAZY

upen his/her o=lth deposes and says; that | am the Person herein named subscribing to this application; that | have read
- the complate application, know the full content thereof, and deciara under penalty o? perjury, ﬁugt all of the Information
. contained herain and evidenlce or other aredentials submitted herewith are true and corract that | am the kivful holder of
tha tegres of Doctor of Meduclne #8 pregeribed by this application, that the same was procured In the regular course of
instruction and examination, and that it, togsther with sil the credentials submitted, were procured without fraud or misrep-
Lasentatlon orany mistike of 'gvhlph | am aware and that | am the lawiul holder thereof, Further, 1 heraby authorize alt
ospitaly, Institutions or organizations, my refarences, personal physicians, empioyers (past, present, and futute), business
and prqfeatsgmal assuciatey (past, present, and future), and all govemment agencles (local, stats, federal, or foreign) to
re;laa:;e to the Medical Board of California or its siicoessors any Information, files or records, Including medlsal records,
educational records, and records of psychiattic treatment and treatment for drug andfor ajeohol abuse or dependency,
. La;:zg?ed by that Board In connection with this application; or any further or fiture Investigation by that Board necessary to
detar hine riny r?]adlcal carppetence. pfofessmnat conduet, or phyeical or mental ability to safely engage in the practice of
icine. 1 further aythorize the Medical Board of Cailfornia or its successors to release to the organizations, indlviduals,

ar groups listed abave any information which Is material to this a lication or any subs t i re. | \
THAT FALSIFICATION OR MISREPRESENTA A )R e G O THIS RDEL ] '."NDERSTAND
ATTACHMENT HERETO IS A SUFFICIENT 2 ‘ JM SPONSE ON THIS APPLICATION OR ANY
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@-u MEDICAL BOARD OF CALIFORNIA EEIvED
G 1426 Howe Avenue, Sulte 64 ‘ HonAL BOARY
mﬂ' Saeramento, GA B5925-3235 <ALIFORNIA
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CERTIFICATE OF MEDICAL EDUCATIQNENSING PROGRAN
PLEASE CORPLETE THIS FORITIE THE BIGLISH LANGUARE, '

L3

tifies th ! I8RAEL HERT 2. : . — :
This cartifies at.&% — SRR TG, ~BATE CRBRTH WA
P & S gt o et , Y
anmlledin_(d%{r_:& 1T dde.... Ty Pidl

A _ . ___IZJ 4nd was granted the following credits on erriiment;
s VEAR
Advanced Cradits:  Gradks pravivusly obteined at ait approved medicel, dental, or oateapathie sehool,”

Each school where professlonal medleal instruction was received MUST completa one af theser forme. 1 more than one schaol

way attendad, photocopies of this blank form may be rmads and used.

™ ONLY applicable tr inedioal studente who enolled In madic) school on or uftar September 1, 1964,

ONLY gpplicable t medical studants who graduate fram inadical schosl on or after May1, 1008 s

*"** Only applicable 10 medical students who anralled in madical school on or affer June 1. 2000,

T AL R B e e :
JUERITED BHLOW, ATTENTION MECALSCHOOL! The prmon whe signs ihit lons MAY NOT w retrbed A e applicon! by

. SR blood, thanktire or tdopion,

Only 1o Fresictes, e, or Rmgiskow iy sige s foumn. 1ttt Skamadure avstiodity & ofng defegried
1o tintatlrer petron, evidsnce of fot vislegrotion st e oifiached fo this R (rvay by & pholacopy},
Sutily celergyciion mwst ba o sl helderhead anet must be dededd witlin His kust 12 sncitis.

Blgred and the schie 2005
YEAK

ay:

OTA-TODL2 (v, £3-61)

R
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RECORDS & 3E2isvRATION urLJ

WU 807002 0F erignge -

“WEEICA,, Sonaor, - TOTALCREDTE Ty
; nsti I this nstituion 113}
The undereighed further cerifies that fhe records of this instituien show that the applicant atianded %%m )
youra of resldert hstruction of %%3, weeks each, completing atleest 4,000 huns, of which at least 80 percont actual
M)
atfsncarice iv required, In the subjacts wet forth hersundar (Business and Professions Gode Section 2088), and that the applicant:
ﬁwaa granted s degree BashelonDocor of Mediine by OR [:l withdrew from
tha abuve mentionad medical schoal on the a2 M day of — MA‘"/ ' #Zﬁ_
MOHTH
Anatomy Embryslogy Phyaioal Maticing
Otolaryngology ‘| Histolyy Therapaulics
Obstairics and Gynecology Human Sexuality as defingd in Sectivn 2000 Rauroansig
Radivlogy, inchiding Radiation Safety Madicing Child Abusa Datectiorn and Traatrmant
Tropical Madkine Surgery, including Oribwpedic Surgery Geratrlc Mediclna
Physiolugy Utoicigy Pediatrics
Elosheriatry Peychiatry Phamaculogy
Pethalogy. Bactaritlogy and tmmunology Neuuralogy Anasihasia
Cphibalmalogy Acotalistnand Chemical Depanderncy Spoukal 4t Partnor Abuise Detaction &
Darmatolegy Preventive madicing, instuding Nutriton Treatment™ .
: Family Medicina**
. Pain Management and End-of-Life Garam
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Medical Board of California — Physician's and Surgeon's Initial Renewal AMOUNT DUE IF

E.XPIRATION AMOUNT POSTMARKED AFTER
LICENSEE NAME LICENSE NO, . DATE DUE NOW NOVEMBER 34, 2014
HERTZ, MICHAEL 1 G87542 10/31/14 $820.00 $898.00
o 1 o 8 B 8y
E[}QENSEE MUST CHECK CORRECT BOXES i D" SIGNATURE REQUIRED
7 o 1 ! N .
H Completed Continuing Education , i [ declare under penalty of perjury under the taws of the State of California that all

statemenis, answers, and representations on this form, including supplementary

& [:l Change of Address (fili in jevesse side) attached hereto, are true, complete and accurate.

i

H

i

H

H

. i
oy - . i
T E] Conviction Disclosure ~ Yes )
i

L. . H
Conviction Disclosure — Ne !
!

1

H

Signaturd

" D amily Physician Training Program ($25) o e 2 NG 2 e o
E(F ‘ ENTER YOUR PHONE Ni;M'
F

R FOR REFERENCE:
inancial Interest Statement

,.
-

£3010700000700000008754270L1031140008200000089600

CHANGE OF MAILING ADDRESS : HERTZ, MICHAEL 1 G87542

Fiodagela 190568788 1o0idahd

Street Address (this address is public information except when a PO Box is used for the public address of record; this address then becomes confidential)

CRY o I

NN NN EEEEN

HEERENE NN EEE N

City - K S " State Zip

(I TT TP TT T TTITTTy C) CE -

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

AN EEEE N

City . State Zip

T T LTI LTI T Tl L OO [ O TT T
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Medical Board of California — Physician’s and Surgeon's Initial Renewal ' AMOUNT DUE [F

EXPIRATION AMOUNT  POSTMARKED AFTER
LICENSEE NAME LICENSE NO. DATE DUENOW  NOVEMBER 30,2015
HERTZ, MICHAEL I G87542 10/31/16 $820.00 $898 00
Do SIGNATURE REQUIRED

|:iCENSEE MUST CHECK CORRECT BOXES
H

Completed Continaing Education [ declare under penalty of perjury under the laws of the State of California that all

H
H
H
3
¥
. . . . . H
statements, answers, and representations on this form, including supplementary
3 H
attached hereto, are true, complete and accurate. :
Y 1
3
H
f
i
$
i

Datm/é

F EI Family Physician Training Program ($25) LT R T RPN AU ATUIO % wwwwwwwwww o s ot e :
ENTER YOUR PHONE K UMBER F OR REFERENCE:

= D Change of Address (fill in reverse sidg)

" D Conviction Disclosure - Yes

e E’( Conviction Disclosure — No

) X
0y
‘G EH/Financia! Interest Statement-Read instructions above

I:BDLD?DDDDD?EDIjUl:EIDDﬂ?51%E?DllDBllEDDDBEDDDDDDBHEDD
CHANGE OF MAILING ADDRESS HERTZ, MICHAEL I G87542

Freawhie FOGBABET B0 H64%

Street Address (this address is public information except when a PO Box is used for the public address of record; this address then becomes confiderisial)

L L L L LT T T T T T T I T T T I T I T T T T T]
L P T T T T T T T T T T T T I T T T LTI T T ]

City : State Zip

[TTTTT T I T I T ITITITII 1] (] I T[T

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

HENENENEERERENEEEEENEE

City . State Zip




