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License Type: Physician's and Surgeon's
Application: Physlclan s and Surgeon's - Initial
. i Application

Application Number: 14619760

vAplecatlon Date: , 02/02/2019 (mmlddlyyyy) .

Are you applylng wifh an Indrvldual Taxpayer
Identiflcation Number (ITIN)’?

Have you served or are you currently serving
in the military?

Are you requesting expediting of this

application for spouses or domestic partners

of an active duty member of the U.S. Armed
" Forces?

_Are you requesting expediting of this
application for honorably discharged
members of the U.S. Armed Forces?

Are you requesting expediting of this
application to practice in a medically
underserved area or population?

Are you currently enrolled in an " Yes
ACGME/RCPSC-accredited postgraduate

training program in the United States or

Canada?.

Flrst Name o

Middie Name:

Last Name: - Stanton
Birthdate: . ‘ PR
Gender: | . ' Female
SSN/ITIN: : ' ke

License Related Add resses
Address of Record (Requnred) . .
Warning: In order to protect your privacy and identity,
' address will not be displayed.
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Transaction Reduced Initial Licensing Fee

) Have you served or areyou currentiy
serving in the U.S. Military?

10. Are you requesting expediting of this
application as a spouse or domestic partner
of an active duty member of the U.S. Armed
" Forces?

11. Have you ever filed an application for a .
Physician's and Surgeon's License or a

PTAL in California that has been withdrawn,
“abandoned, or denied?

" 12. Have you previously held a Physician's No
and Surgeons License in California?

tions: i —_—
13 Are you certified by the Educational No
Commission for Forelgn Medical Graduates?

Examlnation Umted Slates Modlcal chensing Examlnatlon
USNILE) Step 1

Déte Passed:
Examinations

Examination:

il Bt )
United States Medical Licensing Examlnatlon
(USMLE) Step 2CK

Date Passed: ‘

E tdnsB ke ,

Examination: d States Medical Licensing Examination
(USNILE) Step 2CS

Pate-Passed:

Rk e SRR
: United States Medical Licensing Exammatlon

Examination:
: (USNILE) Step 3

Date Passed:

Medlcal School Name University of IHinois College of Medicine at
‘Rockford
Mailing Address of the Medical School 1601 Parkview Ave -
. Rockford, IL. 61107 lf- D i if
Attehdance Start Date \ 09/01/2011 (mmiddiyyyy) '

Attendance End Date 05/10/2015 (mm/dd/yyyy).

URHUL TR O R
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Were You Awarded a Degiee? Yes

Title of Degree Awarded MD - Doctor of Medicine L
lssue Dae of Degree . 05M0/2015 18 (mmidelyyyy) .

I R ] ok refs ’__“ __ﬂ* NG
16 Have you pamcapated in any ACGME- » Yes
- accredited postgraduate training in the

United States or RCPSC-accredited

postgraduate training in Canada?

17. Have you ever received partial or no
credit for a postgraduate training program?

- 18. Have you ever taken a leave of absence
- or break from your training?

19. Have you ever been terminated,
dismissed or expelled from a program?

20. Have you ever been placed on probation
for any reason?

21. Have you ever been disciplined or placed l/'
under investigation? ' ‘

22. Have you ever had any limitations or
special requirements placed upon you for
ciinical performance professionalism,
medical knowledge, discipline, or for any
other reason?

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

Pogram Facllity ae S -Unwermtyof Chlcago .

City: . Chicago T
State/Province: ~ Minois : M
Speciélty: Obstetrics & Gynecology '
Training Start Date: 0612412016 (mmiddlyyyy)

Tralnlng End Date: . 06/30712019 (mmlddlyyyy)

L ‘.. 2 '-‘ " & ‘ ; > :-»_,; -3 SESCTATE 3 a0 A AT ; L_‘l_‘vm'_w o It
24. Have you ever held or do you currantly Yes -
hold a medical license in any U.S. state, U.S.

territory, or Canadian province?

U S. State U S. Temtory or Canadlan T

Province: ' - \/ V/
License Number 036-145215 A2

T T e
—BARIR0RM0GNE
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Practice Start Date: ' - 02/28/2018 (mmldfny‘yyy)
BM§_§ertif|catlon R AR T ;
25. Are you currently certified by a Member No -
Board of the American board of Medical o

Specialties?

Malpractice History. B e S R T
26. Has a claim or an actJon ever been filed -

against you for the practice of medicine that /
resulted in a malpractice settlement, 5
judgement, or arbitration? :

Disciplinary History . ;

. 27. Have you ever had your DEA privileges
denied, suspended, restricted, or
terminated?

28. Have you ever entered into any
arrangement, agreement or plea in lisu of
federal prosecution with the DEA to resolve
an alleged violation of a federal or state drug
statute or regulation?

29. Have you ever withdrawn an application
for medical licensure in lieu of denial,
disciplinary action, or for any other similar
reason?

30. Have you ever been denied a license to
practice medicine?

31. Is any denial pending against you? (f

32. Have you ever had any license to
‘practice medicine subjected to any
disciplinary action?

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

34. Have you ever surrendered a license to
practice medicine? .

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

36. Have you ever had any license to
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?

AL (D T LT
— 1048130008000
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37. Have you ever been charged with, or e
been found to have committed
unprofessional conduct, professional

. incompetence, gross negligence, or
repeated negligent acts by any medical
licensing board or hospital ?

38. Have you ever resighed from a medical
staff in lieu of disciplinary or administrative

action? , /

39. [s any disciplinary action pending against
your hospital or staff privileges?

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

41. Have you ever had any healing arts .
‘license or certificate disciplined by another
state or federal territory’?

‘ 42 Have you ever been oonvncted of or pled
guilty or nolo contandere to ANY offense in
" the United States, its territories, orafore:gn '
country? .

43. Exclusive of juvenile court adjudications
and criminal charges dismissed under

section 1000.3 of the California Penal Code
or equivalent non-California laws, or
convictions under California Health and
Safety Code section 11357 (b), (c), (d), (e),"
or section 11360 (b) which are two years or
older, have you had a conviction that was set -
aside or later expunged from the record of
the court?

44 |s any criminal action pending against
you, or are you currently awaiting judgment
and sentencing following entry of a plea or
jury verdict?

45. Are you a reg:stered Sex Offender’?

P

Seutt ST
46 Have you aver been enrolled in, reqmred
to enter into, or participated in any drug,
alcohol, or substance abuse recovery
program or impaired practitioner program?

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

UL EE T T
—iSAR130NEREe
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48. Have you ever been diaghosed with an et
emotional, mental, or behavioral disorder

that may impair your ability to practice

medicine safely?

49. Have you ever been diagnosed with a
neurologicat or other physical condition that
may impair your ability to practice medicine
safely?

- 50.Bo you have any other condition that méy , _
in any way impair or limit your ability to - /
practice medicine safely?

51. Do you-suffer from a progressive - |
disorder or a health condition that will likely
result in a general decline in health or
function that may impair or limit your ablllty
to practlce medicine safely?

'1'. "V'-TI'.-'lﬁ'k":?’-"?.y:»i'ﬁ % "wm»“-;l Gj’v'.;?’ gL
ri

_,,.“57?55“ R

Appn?a?on Fee s 2,00
Department of Justice (DOJ) Fee $32.00
Federal Bureau of Investigation (FBI) Fee $17.00
50% Initial License Fee - $391.50
StephenM. ThompsonLRP $26.00.
Total Amount Due: , : $907.50

Appllcatlonsare notoonsiderecrsubmltted forprocessmg'untlr !

s ,aﬁéaﬂ.a.ﬁ,‘a«m&ﬁ

LACLHL s T T N URETT
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| attest | am the person herein named subscribing to this application; that | have read the
complete apphcatlon know the full content thereof, and declare under penalty of perjury, that all
of the information contained harein 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 authorized all hospitals, institutions or organizations, my references, personal
physicians, employers (past, present and future), or business and professional associates (past,
present and future), and all government agencies (local, stated, 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 compstence, professional conduct, or physical or mental ability to safely engage in the
. practice of medicine. | further authorize the Medical Board of California or its successors to
release to the organizations, individuals or groups listed above any |nformat|on which is material
to this application or any subsequent licensure.
| understand that falsification or misrepresentation of any item or response on thls apphcatlon or
any attachment hereto is a suffi clent basis for denylng or revoking a license.

, Slg'nature. : Date:

TG O RS RULTRYERTE ATSRD ANt




PHOTOGRAPH

Notice: Alf items In thls application are mandatory. Failure to
provide any of the requested information will delay the processing
of your application. The information provided will be used to
determine your quaslifications for licensing per Sactlon 2080 of the
California Business and Professlons 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 Infarmation Practices
Act. The Chief of the Licensing Program is the custodian of
records.

DECLARATION

The applicant, JL . ,
. PRINT LEGAL NAME (First, Middle, Last, Suffix)

being first duly swom upon his/her oath deposes and says: that | am the person herein named subscribing to this applicaticn;
that | have read the complete application, know the full content thereof, and declare under penalty of pérjury, that all of the
information contained herein and evidence or other credentials submitted herewith are true and correct; that | am the lawful
holder of tha 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), or 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, elcohal and/or substance abuse or dependency, |
requested by that Board in connaction with this application; or any further or future investigation by that Board nacessary to
determine any medical competence, professional conduct, or physical or mental ability to safely engage In the practice of
medicine. | further authorize the Medical Board of California or its successors to release, In any investlgation or proceading,
fo the organizations, individuals or groups listed above any information which is material to this application or any subsequent
licensure.

{ UNDERSTAND THAT ANY OMISSION, FALSIFICATION OR MISREPRESENTATION OF ANY ITEM OR
RESPONSE ON THIS APPLICATION OR ANY ATTACHMENT HERETO IS A SUFFICIENT BASIS FOR

DENYING OR REVOKING A LICE
SIGN LEGAL NAME: ?%% i/\ > | 2812019

N OTARY SECTION

DATE:

SIGNATURE OF APPLICANT:

SIGN LEGAL NAWE IN THE PRESENCEWNUTERY)

A notary oublle cr other off!oer completing this certificate verifies cnly the identity of. t!*e individua! who signed the
document ta which this certificate Is attached, and not the truthfulness, accuracy, or valldity of that document.

stateof _1_1l{not 3
Coole

County of
ey o 1
Subscribed and sworn to (or eff rmed) before me on this _2 T day of w“’“‘\ 20_L 1,
by, io proved to me on the basis of satisfactory evidence
to be the perscn who appeared hefere me. . ___J‘?T{“’;‘[?Eﬁ‘- A
OFFiCIAL SEAL ER 4
BEVERLY L/
WﬂL l \/'—‘ NOTARY PUBLIC - STATE OF (LLINOIS ’
SIGNATURE QF‘NOTARY PUBLIC MY COMMISSION EXPIRES: 05/16/20 :
: AAABABBADACOASNNN

e g

07A-100 (Revised 01/2019)



LA e Licensing Program
L 2005 Evergreen Street, Sulte 1200
Sacramento, CA 95815-5401

. Phone: (914) 243-2382
OF CALIFORNIA one: [916) 265202
Protecting consumers by advancing high qualtty, safe medical care. www.mbc.ca.gov

Gavin Newsom, Governor, $tate of Callfomia | Business, Consumer Services and Housing Agency | Department of Consumer Affairs

CERTIFICATE OF MEDICAL EDUCATION

Checkone: []U.S. or Canadian Medical Schoo! Graduate [] International Medical School Graduate

Type ar Print Legibly APPLICANT INFORMATION
LEGAL NAME: _ L
Stanto

Flrst Middle
Taylor Alise
.S.SSNorITIN -~ | . Medical School of Graduation _
University of lllinois at Rockford |’
MEDICAL SCHOOL: PLEASE COMPLEIE THIS FORM IN THE ENGLISH LANGUAGE

" Last4 Digits.of

NOTE: if the-applicaf had an’accelerated orextendad curficulurn, withrew from'this institition, o7 was sicéepted with® - + | iMormation
advanced standing, aletter of éxplanation from a school official Is required.. The letier must.be on medical school Seheol Gode
- letterhead, signed by a school official, and be mailed.directly to the Board from the medical gchool.., . ... 1y
1. Name of Medical School = | University of lllinols College of Medicine Rockford uo”

2. State/Provincel/Country Rockford, {llincis, United States

3. The undersignad further certifies that the records of this institution show that the applicant attended in this institution My
i~ 4 years of resident instruction, completing at least 4,000 hours, of which at least 80 percent actual
+ attendance is required In the subjects set forth hereunder (Business and Professtons Code Sections 2089, 2089.5,

2089.7, 2080, 2091.1; 2091.2).

Alccholism and Ch Dey Y Geriatric Medicine Otolaryngology Psychiatry
Anatomy IR} Histology Pain Management and End-of-Life-Care™ Radlology, Including Radiation Safety
Anesthesia Human Soxuality Pathology, Bacteriology, and Immunclogy Spousal Parner Abuea Detaction &
Biachomistry B Medicine Pedlatrics Treatment***
Child Abuse Detection and Traaiment N tomy Pharmacology Surgery, Including Orthopedic Surgery
Dormatology Neurolopy Physical Medicine Therapeutics
Embryology . Obstotries and Gynecology Phyuiclogy Tropical NModicine
Family Medicing* T Ophthalmology Preventative Mcdicine, including Nutritlon Urolagy

"ONLY applicahlo to medicaf students who enrolled in modical school on or after May 1, 1098

**ONLY applicablo to madicalstudents who enrolled in medical school on or aftor June 1, 2000

ZONLY anplicable to medical studonts who onroliod in medical school on or after September 1, 1804 __ o /

4. Did the applicant withdraw or transfer from this medical school? [1Yes MNo ul

5. Whatisithe 'standard duration of the curriculum at this institution? 4 years . IZ/

6, Date the applicant was enrolled in medical school? | (mmidaryyyy) 08/16/2011 E/

7. Date the applicant was issued the diploma of Bachelor/Doctor of Medicine (mmiddiyyyy) 05/10/2015 D/
A = A DUR DCA ole

. " Any“Y¢s” respohse below requires a signed-aid dated letfer. of explanation by'school official. . "
8. Did this applicant ever take a leave of absence from hisfher medical education?
9. Was this applicant ever placed on probation?

10. Was this applicant ever disciplined or placed under investigation?

11. Were any limitations or special requirements imposed on this applicant because of
questions of academic or disciplinary problems, or for any other reason?

MEDICAL SCHOOL OFFICIAL CERTIFICATION

~ AFEIX MED IQAL ., { 1 certify that I am the President, Dean, or Registrar and hereby declare under penafly of peguy | Schoal’”
. . SCHOOL SEAL . [-under the laws of the State of California that the above statements are true and correct.

Jodi Pirrello Rockford Registrar

Raan

o ";FﬁE\TﬁBNA OF SCHOOL OFFIGIAL TITLE OF SCHOOL OFFICIAL | ﬁgd“g‘;:/
| = YRNUD 2.12.\9 -4
'| "TSIGNATURE OF SCHOOL OFFICIAL DATE IR

Attention Medical School: THE PERSON WHO SIGNS THIS FORM MAY-NOT BE RELATED TO THE APPLICANT BY

. . ©+ . | BLOOD, MARRIAGE CR ADCPTION. Only the President, Dean, or Reglstrar may sign this form, Ifthe sipnature is being
TR -Gelegaled to another person, evidence of that delegalion must be atlached fo this form (may ke a photocopy). Such

v delegation must be on officlal lstterhead and must be dated within the last 12 months.

NOTE: Thef‘cnimpleted form must be mailed directly from the medical school to the Board to be acceptable.
07A-100 (Revised 01/2019)




MEDl CAL BOA RD 2005 Evrgroen St 0t 120

Sacramenio, CA 958]5-5401

OF CALIFORNIA , Phone: (916) 263-2382
. Fax: (916) 263-2487

Protecting consumers by advancing high quality. safe medical care. www.mbc,ca,gov

© Gavin Newsom, Governor, State of California | Business, Consumer Setfvices and Housing Agency | Department of Consumer Affairs

CERTIFICATE OF COMPLETION OF ACGME/RCPSC POSTGRADUATE TRAINING
To be completed by the facility for every medical school graduate completing postgraduate training in the United States or Canada.
Check one: # U.S. or Canadian Medical School Graduate 1 International MedIcal School Graduate

Type or Print Legihly APPLICANT INFORMATION | MBG -
LEGAL NAME:  Lost Flrst Middle Sulfix Use omy v

Stanton Taylor A L
‘D&ts of BIAR (ramidayysy) /| Lasta DIgHsofa, SSN-OrTHN .. S Hedical-schoalol Graduatione. .~ |- Aomrpanr :

Infortma
I- University of lllinois ] F‘y

HNUUKAWI LIREGTOR TO COMPLETE ACGME OR RCPSC TRAINING INFORMATION
Fa@l"fv name 55 University of Chicago

Faci{irv'-édér'ess. |5841 S. Maryland Ave., MC2050 “"““# 4% ?8? -

soeciaty - JOBGYN | eseseraooromnt 12201611092 | 9.

Dates g’f Ti‘iii : Start Date: End Date (or anticipated completion date): - El* ; D -
i | 06/25/2015 06/30/2019 9

1. Did the applicant receive partial or no credit during histher postgraduate training?

2. Did the applicant ever take a lsave of absence or break from histher training?

. Was the applicant ever terminated, dismissed or expelled? -

3
4. Was the applicant ever placed on probation?

.5 - —_
6

. Was the applicant ever disciplined or placed under mvastlgatlon?

. Were any limitations or special requirements placed upon the applicant for clinical
performance, professionalism, medical knowledge, discipline, or for any other reason?

7. Did the program decline to renew or offer the applicant postgraduate training
program contract for a following year?

GENERAL MEDICINE TRAINING REQUIREMENT

8. Did the applicant complete a minimum of four months of general medicine as part of M Yes []No f A
this postgraduate training program accredited by the ACGME orthe RCPSC9

évi anintezn tlpn I‘medlcak 8 goohmust chplete at R
‘egsfour (4): monlbsof.b@'stgradu tﬁe‘tra.'irw\,\ G DFCLNE aswpah% efrﬁe‘raqwrema ipplicanfs Wic“are | 3
-graduates ‘of a U, S gr-Canagdiar. medlcal scho 8 VS mplted. postgrét&ﬁate-tralnlng requlr'ggd‘ fordlcanq&re By | .-
Juty 1,-1990, must also oomplete four-(4). monthg.of tralnlng In GENERAL MEDICINE prior to licansure. The GENERAL -

. Mﬂahfy for Ilcensure |r1rCaI:fom}a$.§pp

MEDICINE requirement may* b, ~saﬂsﬂed by “agtual ‘clinical prechce wheré !ho applfcant had dlrect paﬂent care
respors:bflmes for: at least fogr mor’&ls niany parﬂcuiar specfa!fy o $glb-speciaftx|a‘;§a

:’ "Lwﬁl 1.3

07A-100 (Revlsed 01/2019)



APPLICANT INFORMATION

Mldd]e

LEGAL NAME: Last
o Stanton

used. by

appllcant has ati red the~ sklll and- quallﬂcatlons necessary to. sa{ely assume the unrestncted

."’"r' L. _" 5

MARRIAGE OR ADO PTION Only the Frogram Dlrector may sign th is form If that slghature authorlty
Is heing delegated to another person, evidence of that delegation must be attached to this form (may
be a photocopy) Such delegat:on must be.on offlolal letterhead and must bhe dated wlthin the last 12

practice of medlcine |n “this state,

- icens - app |
has: satlsfactorlly completed a perlod of accredited postgraduate trainlng at this faclhty and that'the

1 hereby declare under pena!ty of perjury under the laws of the Stale of California that all of the informaltion
contained on these forms Is true and correct. | further certify that the training program is accredited by the
ACGME or the RCPSC fo offer the type and level of fraining completed by the applicant named on the Form
L3A, and the applicant was trained in an ACGME or RCPSC slotted program position.

4&(nmﬂ-atbme )

PRINTED NAME OF PROGRAM DIRECTOR

WD, 3/%] 2014
“—— SIGNATURE OF PROGRAM DIRECTOR DATE
(Signatura Starnp |s Not Acceptable) '

" Verffed .

PD
Slaff
intla]sa

; oee,

. Dlreotor‘s KR
\ Slgnaturo&
. ba

fa QOSPItaI goalds ot availablg i ——
Yipublle. Y.t :

presgnce ‘of-a hot Ryt

NOTE;:

k.ﬁ#-'-

Program
; nfDirectur’é

SIGNATURE OF PROGRAM DIRECTOR:

(BIGN FULL NAME IN THE PRESENGE OF NOTARY)

A notary public or other officer completing this' certificate verifies only the idsntity of the individuat who signed the
documant to which this certificate is atfached, and not the truthfuiness, accuracy, or valldity of that document,

State of
County of
Subscribed and sworn to (or affirmed) before me on this day of 20
. : ‘““\\\\\“llll'lm""””
by, proved to me 0@ %msuagb bu'sfactory
evidence (’ NETIIR e

[ “Hosgital Seal

(PRINT PROGRAN DIRECTOR'S NAME)

to be the person who appeared before me.

SIGNATURE OF NOTARY PUBLIC

olgnamru

Y Notary W
Signaturo i
Soal N

D

NOTE: The completed forms must be mailed dfreg v ( W}gg’q}'ammtmtﬁe Board to be acceptable

«t‘

1 14 *fi
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Phone: ($14) 263-2382
OF CALIFORNIA | e bl e

Protecting consumers by advancing high qualily, safe medical care, WWW,MOC,CT.goV

Gavin Newso,m, Governor, State of California | Business, Consumer Services and Housing Agency | Department of Consumer Aftairs

. CURRENT POSTGRADUATE TRAINING ENROLLMENT
Chackone: [1U.S. or Canadian Medical School Graduate 1 International MedIical School Graduate

Type or Print Legibly APPLICANT INFORMATION

LEGAL NAME: _ Lest
Stantn

Umversrty of Chicago
5841 8. Maryland Ave MC 2050'

OBGYN

H 2201611092

Start Date: i Anticipated Completion Date:
| 06/24/2015  » 06/30/2019
i PROGRANI DIRECTOR OFFICIAL CERTIFICATION

slotted posh‘ron in an accred!ted ACGME or RCPSC postgraduate trafmng program

‘Adrianne Dade, M.D. -
PRINTED NAME OF PROGRAM DIRECTOR

D e | - &)H4]3019

N~ SIGNATURE OF PROGRAM DIRECTOR ﬁATE
{Signature Stamp Is Not Accoptable)

- SR rnOSli H‘@hhlilé% O
».NQ?E’W 5 %,_,EJ : gﬁé’é"zoha ;‘dtg Vb

8IGNATURE OF PROGRAM
DIRECTOR:

(SIGN FULL NAME IN THE PRESENCE OF NOTARY)

A 'notary public or other officer completing this certificate verifies only the identity of the individual who signed the
document to which this certificate is attached, and not the truthfulness, accuracy, or validity of that document.

State of

Countyof - “

Subscnbed and sworn to (or afﬂrmed) before me on thls o dayofe — o |
by, T RN proved tom gmﬁhs-ba’sis-c?ﬁgﬂwactory evudence- .

T (PRINT PROGRAM DIRECTOR'S NAME)
tobe the: person who. appeared hefore me.. -

Ve
< oo N .
] 4 . . . . -~

SIGNATURE OF NOTARY PUBLIC '

REa

o Board to be acceptab!e

it

07A-100 [Rovised 01/2019)






