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INITIAL AND UPDATE APPLICATION FOR PHYSICIAN’S AND SURGEON'S LICENSE
OR POSTGRADUATE TRAINING AUTHORIZATIORCGEFRFER

Application for (please check one): @ License {1 PTAL - or - 7 Update
1. NAME : Last ‘Fltst Middle MBC
K(‘té)’\/l&/\ \Sh&; | o Use Only

Other names you have used (include maiden name): 2. U.S. Social Security Number
i :“
6. Genden: C1 wmate Famale
6. Public/Mating Address: ., 2 i g Street Aot as ¢

(Ploase note; this information is public) ’

{30 characters maximum ‘

per line, including spaces) e SO - e r——
City State/Province Zip/Postal Code Country

Chicago W (06S Y US A
7. Telephone Numbers: Work

{include area code) Parsonat

Oata
8. California Driver's License Number (optional); 10. Have you ever flled an Application for Physician’s
and Surgeon's License, or PTAL, in Californla?
% Ecai pan—— O vYes @ No /
Previous license number, If any: )
VMEDICAL EDUCATION
11. LIST EACH MEDICAL SCHOOL THAT YOU HAVE ATTENDED.
School Name Clity, State/Province, Country Dates of Attendance L2 Tramsa

Med, ¢ o)

un, v‘Q:")I‘_\{ 0 (—-—ﬁ"‘|chl CI an 5&‘\00]
o =

Aon Repor T 45k

/2001 - 672005

School of Graduation
Uniwars. Ty otMicmg an Medical Scheel

Degree Awarded
OOC.'for O\C/VGCI;(J‘/}& (ML'))

EXAMINATIONS

13. LIST ALL OF THE FOLLOWING EXAMINATIONS YOU HAVE TAKEN:

Pate of Graduation

USMLE, FLEX, NBME, ECFMG, SPEX,
STATE BOARDS and/or QME in Canada

Examination

Date Rosuit (Pass/Fall)

USMLE STFEP |

TJune. {9 , A00 3

USHMLE STEPg KIS

Adgus Fa'7, 2004 [ Vovenher R4 Rocrt

UM STEP 3

July a7 a6

0013763

5

Cashiering Use O

nly

}AN?Q&

W@;@Cﬁx

School Code
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A “yes” response to Questions 14 through 38 requires a written explanation on a separate sheet of
paper along with any supporting materials.

ACGME/RCPSC ACCREDITED POSTGRADUATE TRAINING

not the program was completed or credit granted.

14. Please list each ACGME/RCPSC accredited postgraduate training program in which you
have participated. You must include each internship, residency and fellowship, whether or

Facllity Name Address Specialty Area

Dates of Attendance

Aedand[ 3730 Brokbre Avaue,

Peth Tsuel) Duconess ConberlBoston MA 02215~

08 /6 ¥ N-res.deat

62005 — (of 2009

| ) w80 Mevkesho Jrive.
o weshun thivers by

05’&')‘“"/' Fellow

3 (reogo T GOG ]
Mo, dnis atOse ACGHE
s“q-qa,mgik Eg”ow.“b‘p

R ooq - presen

POSTGRADUATE TRAIN'NG: ({These questions are in be answered by ALL applicants)

Did you ever take a leave of absence or break from your training?

Have you ever been terminated, dismissed or expelled from a program?
Have you ever resigned from a training program?

Were you ever placed on probation?

Were you ever disciplined or placed under investigation?

Were any incident reports ever filed by instructors?

Were any limitations or special requirements placed upon you for clinical
performance, discipline, or for apy other reason?

Have you ever had a postgraduate training program contract not be
renewed or offered for a following year?

MEDICAL LICENSURE

any state or territory in the United States or Canadian province.

15. Please list all medical licenses (other than training licenses) that have ever been issued by

MBC
Use Only

Poslgraduate
Training

{

Jurisdiction License Number Date of Issuance

Dates of Practice in that Jurisdiction

APPLICANT: . ‘
shé_'.,&_ k//Sh/)a/)
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ABMS CERTIFICATIONS

16. Are you currently certified by a Member Board of the American Board of Medical Specialties?
=Achve. Cand. date fovAnes, wnBoard o Ok and Gpreoitgy YES - NO = g

Member Board Expiration Date Certificate Number
Aresicon Board of Fassed Wtk n Boordy 0)agfavo
Obste g 5 and Byneeology | e to complife ol Butish ppasiavie 9016608
i /

MALPRACTICE HISTORY

. Has a claim or an action ever been filed against you for the practice of medicine which resulted
in a malpractice settlement, judgment, or arbitration award of $30,000 or mgre?

PRACTICE IMPAIRMENT OR LIMITATIONS

. Have you been enrolled in, required to enter into, or participated in any
drug or alcoho! recovery program or impaired practitioner program?

19. Have you been treated for or had a recurrence of a diagnosed
addictive disorder?

20, Have you been diagnosed with an emotional, a mental, or behavioral

disorder which impairs your ability to practice medicine safely?

21. Have you ever been diagnosed with a neurological or other physical
condition that would impair your ability to practice medicine safely?

22. Do you have any other condition which in any way impairs or limits
your ability to practice medicine safely?

if you do receive ongoing treatment or participate in @ monitoring program, the Board will make an
individualized assessment of the nature, the severity and the duration of the risks associated with an
ongoing medical condition to determine whether an unrestricted license should be issued, whether
conditions should be imposed, or whether you are not eligible for licensure.

MBC
Use Only

ABMS

r'd

e

CRIMINAL RECORD HISTORY

23. Have you ever been convicted of, or pled guilty or nolc contendere to ANY offense in any state in
the United States or foreign country?

This includes a citation, infraction, misdemeanor andfor felony, etc, If “YES" attach a list of each offerise by arrest and canviction
dates, violation, and court of jurisdiction (name and address). Matlers in which you were diverted, deferred, pardoned, pled nolo contendere,
or if the conviction was later expunged from the record of the court or set aside under Penal Code Secfion 1203.4 MUST be disclosed. 1f you
are awalting Judgment and sentencing following entry of a plea or jury verdict, you MUST discloso the conviction; you are entitied to submit
evidence that you have been rehabilitated. Serlous traffic convictions such as reckless driving, driving under the influence of alcohol and/or
drugs, hif and run, evading a peace officer, failure to appear, driving while the license is suspended or revoked MUST be reported. This list
is not all-inclusive. I In doubt as to whether a cenviction should be disclosad, it Is better to disclose the conviction on the application.

For each conviction disclosed, you must submit with the applicaticn certifiec copies of the arresting agency report, cerilfied coples of the
court documents, and a desariptive explanation of the circumstances surrounding the conviction of disciplinary action (i.e., dates and location
of incident and all circumstances surrounding the incident}, This letler must accompany the application. If documents were purged by
arresting agency and/or court, a letter of explanation from these agencies is required.

Applicants who answer "NO” to the questlon but have a previous conviction or plea, may have thair a
revoked for knowingly falsifying the application.

APPLICANT: A N

Sheila Kashaan

07A-100 {Ray. 12/05)




24,
25,

Is any criminal action pending against you?
Are you required to register as a Sex Offender?

) - AR OR

These questions refer to discipline by any U.S. military or public health service, state board
or other governmental agency of any U.S. state, territory, Canadian province, or country.

26.
27.

28.

29,

30.

3.

32.

33.

Have you ever been denied a license to practice medicine?
Is any denial pending against you?

Have you ever been charged with, or been found to have committed,
unprofessional conduct, professional iIncompetence, gross negligence,
or repeated negligent acts or malpractice by any medical licensing
board, other agency, or hospital?

Have you ever had any license to practice medicine revoked,
suspended, or placed on probation?

Have you ever had any license o practice medicine subjected to
any action including but not limited to informal or confidential discipline,
consent orders, letters of warning, letters of reprimand, or citation?

Have you ever had any license to practice medicine subjected to any
other disciplinary action?

Is any disciplinary action pending against any of your licenses to
practice medicine?

Have you ever had staff privileges in a hospital terminated, denied,
suspended, limited, revoked, or not renewed?

34.

35.
36.

37.

38.

Have you ever resigned from a medical staff in lieu of disciplinary or
administrative action?

Is any disciplinary action pending against your hospital staff privileges?
Have you ever surrendered a license to practice medicine?

Have your DEA privileges ever been denied, suspended, restricted, or
terminated?

Have you ever entered into any arrangement or plea or agreement in
lieu of a federal prosecution for a drug violation regulated by the DEA?

MBC
Use Only
Criminal

4

Distipline

-t

APPLICANT: .

She,la Krishaan

07A.100 (Rev. 12/08)
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Notice: All items in this application, except #8 and
#9, are mandatory. Faiiure to provide any of the
requested information will delay the processing of
your application. The information provided will be
used to determine your qualifications for licensure
per Section 2080 of the California Business and
Professions Code, which authorizes the collection
of this information. The information on your
application may be transferred to other medical
licensing authorities, the Federation of State Medical
Boards, or other governmental law enforcement
agencies. You have the right to review your
application subject to the provisions of the
Information Practices Act. The Chief of the
Licensing Program Is the custodian of records.

The applicant, ﬁ/\el 10\ K/ 1 6})/10/) “__ being first duly sworn upon hisfher
(PLEASE PRINT FULL NAME) (DATE OF BIRTH)

oath deposes and says: that | am the persan herein named subscribing to this application; that | have read the complete
application, know the full content thereof, and declare under penalty of perjury, that all of the information contained herein
and evidence or other credentials submitted herewith are true and correct; that | am the lawful holder of the degree of Doctor
of Medicine as prescribed by this application, that the same was procured in the regular course of instruction and
examination, and that it, together with all the credentials submitted, were procured without fraud or misrepresentation or any
mistake of which | am aware and that | am the lawful holder thereof. Further, | hereby authorize all hospitals, institutions or
organizations, my references, personal physicians, employers (past, present and future), business and professional
associates (past, present, and future), and all government agencies (local, state, federal, or foreign) to release to the Medical
Board of California or its successors any information, files or records, including medical records, educational records, and
records of psychiatric treatment and treatment for drug and/or alcohol abuse or dependency, requested by that Board in
connection with this application; or any further or future investigation by that Board necessary to determine any medical
competence, professionail conduct, or physical or mental ability to safely engage in the practice of medicine. | further
authorize the Medical Board of Califomnia or its successors to relaase to the organizations, individuals or groups listed above
any information which is material to this application or any subsequent licensure.

| UNDERSTAND THAT FALSIFICATION OR MISREPRESENTATION OF ANY ITEM OR RESPONSE ON THIS
APPLICATION OR ANY ATTACHMENT HERETO IS A SUFFICIENT BASIS FOR DENYING OR REVOKING A

LICENSE.
<K (PLEASE INITIAL BOX)

. .5 o
SIGNATURE OF APPLICANT: A Y ~——_
(Please sign fuli name ~ in presence of notary)

State of 3:”»/\01 ‘
County of __ (00 K
Subscribed and sworn to (or affirmed) before me on this I 5 day of JJU") {/{ d/@ , 20 / /

g W()llﬁx ){H Q}H’M{ 4
( otary to pnm nams fapplican!)
proved to me on the basis of,satlsfaztory

Signature mﬂﬂté, \

YOLANDA N, BUCKLEY
zﬁﬁ'd Y PUBLIC, STATE OF ILLINOIS
MISSION EXPIRES 9/23/2013

07A-100 (Rev, C9/2010)



Notice: All items in this application, except #8 and
#9, are mandatory. Failure to provide any of the

requested informa
your application. The informé
used to determine your quafifications for licensure
per Section 2080 of the California Business and
Professions Code, which/authorizes the collection
of this information. The /nformation on your
application may be trapisferred to other medical
licensing authorities, fhe Federation of State Medical
Boards, or other goyernmental law enforcement
agencies. You havg the right to review your
application subjeot to the provisions of the
Information Pracfices Act, The Chief of the
Licensing Progyam is the custodian of records.

The applicant, . SAe) ] a_ Ke’.‘sh A0 .
(PLEASE PRINT FULL NAME} (DATE OF'BIKTH)
oath deposes and says: that | am the person herein named subscribing to tifis application; that | have read the complete
application, know the full content thereof, and declare under penalty of perjury, that all of the information contained herein
and evidence or other credentials submitted herewith are true and correcf that | am the lawful holder of the degree of Doctor
of Medicine as prescribed by this application, that the same was procurel in the regular course of instruction and
examination, and that it, together with all the credentials submitted, wege procured without fraud or misrepresentation or any
mistake of which | am aware and that { am the lawful holder thereof. Further, | hereby authorize all hospitals, Institutions or
organizations, my references, personal physicians, employers {past, fresent and future), business and profaessional
assoclates (past, present, and future), and all government agencies/(local, state, federal, or forgign) to release to the Medical
Board of California or its successors any information, files or records, including medical records, educational records, and
records of psychiatric treatment and treatment for drug andior algbhol abuse or dependency, requested by that Board in
connection with this application; or any further or future investigation by that Board necessary to determine any medical
competence, professional conduct, or physical or mental ability/to safely engage in the practice of medicine. | further
authorize the Medicai Board of California or its successors to felease to the organizations, individuals or groups listed ahove
any information which Is material to this application or any subsequent licensure.

| UNDERSTAND THAT FALSIFICATION OR MISREFRESENTATION OF ANY ITEM OR RESPONSE ON THIS
APPLICATION OR ANY ATTACHMENT HERETO I A SUFFICIENT BASIS FOR DENYING OR REVOKING A

being first duly sworn upon his/her

.~

LICENSE.

SK.__ | (PLEASE INITIAL BOX)/

P

SIGNATURE OF APPLICANT:

State of A

Countyof ___ Atstmigd 4 /
Subscribed and sworn to (or affirmed) before mg on this __ 2 day of iz ;.20 g , by

Mo Wy = NP
{Nolary to print name of

v _fulac '
olicant.) ' \ Q‘./’(/
proved to me on the basls of satisfactory eyfidence to be the person who appeared before me.

il Onalodbdlls O A A I 2 0 RN A i

. | TR MOHAED AR SIBDIU
Signature s PR ¢ Coit & ?”r’%’ﬁ;}?m
ERLLU £Ys £
/e Pt T o CALORHA Q
: o
@ Wi S, up, 3, 70, 2047 A
t‘-'a"tr'v‘n w3 ISR NVET G T U W R N N i ey

07A-10C (Rev, 0912010}




DEC-10-2010 FRI 02:44 P FEX NO. b ol
12-10-10;17:51 ;OBGYN-  oSystems 9173493825° 3129260214 # 2 2

SR . — _
s BANOLD RCHYWARZENAD]
Sad—andl ok e TR

(3

Y SERYICEY

MEDICAL BOARD OF CALIFORNIRG0RIY g ittt
%‘—' m‘ECENSINE::I:DG:M‘:I ORMARCM e ::,:.;.mﬁCATJCN
rgree urte 1200 -1 .
w a::mm-::no. cr'sm’s 20 E “I LJ{LkI 4 f{’”lﬂﬂ‘

‘ o (800) 633.2522  (918) 263-2302  Fax (916) 263
¥ mbo.Qn.gov

This certifies that __ "She! Ig, lér;shnrm : ;

. ®ull Name of Applicant V4. Hogind et De

-
N o o el Sl
Date of Birth me of Medical

located in Nird on .Q&’.Z.LJSZQQ.L

Fyav nry Enrpfiment Bate

The undersigned further certifles that the records of this ingtitufion show that the applicant attended In this
institution __ ¢/ ___ years of resident Instruction, campleting at least 4,000 haurs, of which &t Jaast B0 percent
actual atiendancs is required in the subjects set forth hereunder (Business and Professions Code Sectians 2089,2089.5,
2089,7,2000, 2084.1,2001.2) and that the applicant

Anatonry Embheryology Physicnl Medlcing

Otolaryngol Histolony Therapsutles

Obstalrics momlogy Human Sexuality Naurcanstomy

Radiolegy, incinding Radlation Safety Medicine Chpg Abye Retection and Treatmant

Troplcal Maiolne | , locdudivp Orthopediv Surgory Goviatrio Medicine

gy e ot

Blochamistry Poych Phnrmuesolony

Psthelony, Bacterielogy, und Immunology  Nourology Anestho sla

Qphthaknology Alzohollsm and Chemical Dependency Bpoital PRInor Abuss Dataction & Yreutmant!

Oammaotolo gy Preventstive Modicine, Inokiding Nutrition Family Medioipo™ U
Pain Menwgemant and Eng-of-Life-Cara™ é‘

+ ONLY upplicabls 1o medioal students who enrollad in medical schoal on or after September 1, 1384,

»  ONLY applicable to madical studonts who graduate from madical school on or nfter Way 4, 1905
wr ONLY applicable to medical students wha envollbd (8 metfical ¥ohoo) on or after June 1, 2000.

ﬁ was granted the degree of EsEimsad/Doctor of Medicine on the _Qé day of June , 2009
Q withdrew from medica) school on day of ,
Unusual Cireumstances

Did this Individual ever lake a leava of absence from thelr madical education?

Was this individugl ever placsd on probation?

Was this individual ever disciplined or under investigation?

Were any Incident reports regarding this Individual evar flled by Instructors?

Were any limitations or special requirements imposed on this individuat because of
guestions of academic or disciplinary problems, or for any othar reason?

A "Yog" rasponas ta ANY of tho above questions requires the medival schaal to pravide % written sxplanation on a 60pATkL uf

i ik - S M A ——————

Wedical Scnnol Geal Attantion Madloal School: Only tha Pyesident, Dean, or Reglatrar may sign thiz furm, [fthe aignatire Is
Must 8o imprinted Below § doing delenated to another purson, avidence of that delegafion must be aitaghed 0 this form imay ba s
photosapy}. Sush delegation must be on offinlal lottarbaad and must be dated within the 1ass 12 menths.

Signed and the 6chob) seal affixed this _]_3_ day of [XCEMb0- 010 .
Privted Nomo und Titie PC{ U \ P’\Db INSHN Q\(/

of $4o4t Offictali T
Signature: _%%

PR

O A-190-L2 [NV, ﬂm%,
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STATE'OF CALIFURNIA ~ STATE AND CONSUMER SERVICES AGENCY ARNOLD SCHWARZROEGGER, Gbvernar
rm———t TS T ——

A,
-y MEDICAL BOARD OF CALIFORNIA CAL
Puawired LICENSING PROGRAM .
Consumner 2005 Evergrean Streat, Sulto 1200 b DD el
Affairs Sacramento, CA 85815 ke '
{000) 633-2322  (816) 263-2382  Fax (916) 263-2487 -
www.mbt.ca,qov | H;

-----

To ba completed by the facllity for every medical schanl graduate completing postgraduate fraining in the United States or Canada.

PART 1: TO BE COMPLETED BY THE APPLICANT
NAME: Last First Middie

Krfﬁhnan She,lec

U.S. Sacial Security Number Date of Birth Telap !
Home ark

aling Address 22 n/2sd- (Intri i o SH&&J"‘_—A/,M— A5 C

. Stata/Province Zip/Postal Code
Chicago Tl (0654
Medical School of Graduat!on
Universito of Mrchigan Medical Scheol

PART 2: TO BE CONPLETED BY THE PROGRAM DIRECTOR
ATTENTION PRCGRAM DIRECTOR: Do not sign and date this form before the last day of any postgraduate
training year which will be us y the applicant to qualify for ficensure. Completion of this. form wiil certify that
the individual named in PART 1 above satisfactorily completed a period of accradited postgraduate training at
this facility and that the trainee has acquired the skill and qualifications necessary to safely assume the
" unrestricted praclice of medicing in this state.
Name of Facllity

ACGME 10-digit Program number (www.asgme.om)

| Sedn \ozARL Destolees Vepich,  Uevder, 220 343 LA é}/
Addrass of Facility Telephone #
Startate Training A ! ! iaL Ior an"e!pal! comp'et»on date} of Tralning 5\&
Q20 05 O\ 1 L3DOY

UNUSUAL CIRCUMSTANCES:

Did the trainee ever take a leave of absence or break from his/her training?
Was the trainee evar terminated, dismissed or expelled?

Did the trainee ever resign?

Was the trainee ever placed on probation?

Was the tralnee ever disciplined or placed under investigation?

Were any incident reports regarding this trainee ever filed by instructors?

Were any limitations or special requirements placed upon the trainee for
clinical incompetence, disciplinary problems or for any other reason?

Did the program decline to renew or offer the trainee a postgraduats tralning
program contract for a following year?

A "Yes" response to ANY of the above questions requires the program director to provide
a written explanation on a separate attachment.

07A-100-L3 {Rav, 12/08) S



DEFINITION OF “SATISFACTORY" COMPLETION OF TRAINING

The program director signing this form Is formally cerifying and documenting under penalty of perjury that the trainee received
insteuction appropriate for the partlicular postgraduate lavel and that he/she satisfactorly completed periods of training in
accordance with the accepted standards and the oriteria defined a3 eqguating to "satisfactory” performance as dascribed below. The
program diractor wilt personally be attesting to the fact that the trainee has acquirsd the skill and gualifications necessary to safely
assume the unrestricted practice of medicine In this state.

"SATISFACTCRY" IS DEFINED AS: THE TRAINEE PERFORMED AT AN ADEQUATE LEVEL BASED ON EVIDENCE OF
SATISFACTORY PROGRESSIVE GROWTH INCLUDING DEMONSTRATED ABILITY TO ASSUME GRADED AND INCREASING
RESPONSIBILTY FOR PATIENT CARE.

GENERAL MEDICINE TRAINING REQUIREMENT

To qualify for licensure In Califemiz, applicanis who are graduates of an international medizal school must complete at least four months of
postgraduate tratning In GENERAL MEDICINE as part of the requiremsnt. Applicants who are graduates of a U.8. or Canadian medical school,
who have not completed poslgraduate training requlred for licensure by July 1, 1890, must also complele four months of tralning in GENERAL
MEDICINE prior to ficensure. The SENERAL MEDICINE requiremant may be satisfiad hy actual clinical practice where the applicant has direct

patieni care raspensibilities in any partlcular specially or sub-speclalty area for st least four months. [\;, /
| W certify as the program diregtor, that the individual named in Part 4 Q
has completed Q has not completed

a minimum of four months of general medicine as part of this postgraduate training program
accredited by the ACGME or the RCPSC.

(8IGNATURE OF PROGRAM DIRECTOR

ATTENTION PROGRAM DIRECTOR: THE PERSON WHO SIGNS THIS FORM MAY NOT BE RELATED TO THE
APPLICANT BY BLOOD, MARRIAGE, OR ADOPTION. If that signature autherity is being delegated to another person,
gvidence of that delegation must be attached to this form (may be a photocopy). Each delegation must be on official
fetterhead and must be datad within the last 12 months,

HOSPITAL BEAL
OFFICIAL HOSFITAL SEAL MUST BE AFFIXELD IN

THE BOX TO THE LEFT TO CERTIFY TRAINING

The trzining program |s aceredilad by the ACGME or tha RCPSG to offer the fypa and level of
trafning completed by the applicant, and the applican was trained In an accredited ACGME or

RCPSEC program pasition. | harehy declara undsr penalty of parjury under the laws of the State of
Callfarrla that the statements are true and correct.

SRE YO Y

PRINT NAME OF PROGRAM DIRECTOR

B ——— Sk
SIGNAYURE OF PROGRAN DIRECTOR
Slgnature Stamp is Not Acceplable

SIGNATURE OF PROGRAM DIRECTOR;
State of

{Pfease sign full name — In presence of notary)

County of

Subseribed and sworn ta (or affirmed) bafore me on this day of 20 . by

{Notary to print director's nama,)

proved to me on the basis of satisfactory evidence to be the person(s) who appeared before me,

Signature (seal) L 3 B

07A-100-13 (Rev, 08/2010)




11/4/18 4:59 PM Page 1 of 3

License Type: ' Physician and Surgeon A

License Number: 117818

Fite Number: 94770

Application: Physician's and Surgeon's Renewal
Application Number: 14581344

11/04/2018 (mmidd/yyyy)

First Name: SHEILA
Middle Name: KRISHNAN
Last Name: MODY
Birthdate: ok phoek
Gender: Female

Address of Record (Required)

Warning: In order to protect your privacy and identity,
address will not be displayed.

Confidential Address

Warning: In order to protect your privacy and identity,
address will not be displayed.

Guestic
Sinc
you had any license disciplined by a
government agency or other disciplinary
body, or, have you been convicted of any
crime in any state, the U.S.A. and its

territories, military court or a foreign country?

Have you successfully completed, and can
document, the mandatory courses and hours
of CME within the last two years, or you
meet the conditions which would exempt you
from all or part of the CME requirements, or
you hold a permanent CME waiver?

(LT DT THITERE
SRRSO, 5 5 742+11 A | T



11/4/18 4:59 PM : , Page 2 of 3

| certify under penalty of perjury, under the -
laws of California, that | have disclosed the

names of those health-related facilities in

which | or my family have a financial interest

OR | declare under penalty of perjury | have
no financial interests to disclose.

No
Activities in Medicine Administration - 10-19 Hours
Other - None
Patient Care - 30-39 Hours
Research - 10-19 Hours
Teaching - 10-19 Hours
Telemedicine - None
Patient Care Practice Location Zip: County: SAN DIEGO
Telemedicine Practice Location Zip: County:

Patient Care Secondary Practice L.ocation Zip: County: SAN DIEGO

Telemedicine Secondary Practice .ocation Zip: County:

Current Training Status Not in Training

Areas of Practice Obstetrics and Gynecology - Secondary
Board Certifications American Board of Obstetrics and

Gynecology - Obstetrics and Gynecology

Postgraduate Training Years 6 Years

Cuitural Background

Foreign Language Proficiency
Web Site Profile Cultural Background - No

Foreign Language Proficiency - No

Gender - Yes

‘B‘igennlal Renewal Fee $783.00
DUE TO CURES FUND : $12.00
StephenM.ThompsonLRP $25.00

(LR PR TTO LTI
1541379582138




11/4/18 4.59 PM Page 3 of 3

Total Amount Due: $820.00

Applications are not considered submitted for processi

I declare under penalty of perjury under the laws of the State of California that all statements
answers, and representations provided, including supplementary attached hereto, are true,
complete and accurate.

Signature: Date:

CH LT T T ER T
TRA1370582136




10/27/16 3:22 PM Page 1013

License Type: Physician and Surgeon A

License Number: 117818

File Number: 94770

Application: Physician's and Surgeon's Renewal
Application Number: 14353896

Application Date:

in the military?

Ber

10/2712016 (mm/ddlyyyy)

First Name: | SHEILA
Middle Name: KRISHNAN
Last Name: MODY
Birthdate: ' ok ok pric
Gender: -

dd
Licen
Address of Record (Required)
Warning: In order to protect your privacy and identity,
address will not be displayed.

Confidential Address
Warning: In order to protect your privacy and identity,
address will not be displayed.

nse, have
you had any license disciplined by a
government agency or other disciplinary
body, or, have you been convicted of any
crime in any state, the U.S.A. and its
territories, military court or a foreign country?

Have you successfully completed, and can .
document, the mandatory courses and hours

of CME within the last two years, or you

meet the conditions which would exempt you

from all or part of the CME requirements, or
you hold a permanent CME waiver?

(DT T TR
— 1477606084533
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| certify under penalty of perjury, under the .
laws of California, that | have disclosed the

names of those health-related facilities in

which | or my family have a financial interest

OR | declare under penalty of perjury | have
no financial interests to disclose.

No

Activities in Medicine Administration - 1-9 Hours
Other - None
Patient Care - 30-39 Hours
Research - 1-¢ Hours
Teaching - 1-9 Hours
Telemedicine - None
Patient Care Practice Location Zip: 92103 County: SAN DIEGO
Telemedicine Practice Location Zip: County:

Patient Care Secondary Practice Location Zip: 92307 County: SAN DIEGO

Telemedicine Secondary Practice Location Zip: County:

Current Training Status Not in Training

Areas of Practice Obstetrics and Gynecology - Secondary
Board Certifications American Board of Obstetrics and

Gynecology - Obstetrics and Gynecology

Cultural Background -

Web Site Profile Cultural Background - No

Foreign Language Proficiency - No

Gender - No

enewal Fee $783.00
DUE TO CURES FUND $12.00
Steven M. Thompson Physician Corps Loan $25.00

Repayment Program

HINERANE Ny
147706C64532
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Total Amount Due: $820.00

up:c'l

I declare under penalty of perjury under the laws of the State of California that all statements,
answers, and representations provided, including supplementary attached hersto, are true,
complete and accurate.

Signature: Date:

O ARG AL E R IR LR
1477606964533






