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License Type: Physician's and Surgeon's

Application: - Physician's and Surgeon’s - Initial
Application

Application Number: 14655418

Appllcatlon Date: 05/04/2019 (mm/dd/yyyy)

i G ERoHE s
Are you applylng with an lndlvrdual Taxpayer
Identification 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?

Pardehal Detalizis

First Name;

Last Name:
Birthdate:

' Gender;

SSN/ITIN:

License | Related Addresses
Address of Record (Required)
Warning: In order to protect your privacy and identity,
' address will not be displayed.

Transactlon
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servmg 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PTAL in California that has been withdrawn,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 Callfornla?

13. Are you oertrﬁed by the Educational
Commission for Fore|gn Medical Graduates?

S

ta

Examination: o Stten taccient Licensing Examination
(USMLE) Step 3

Date Passed:

Examination:

Date Passed:

A s :_\ ; E : Sk £
Examlnatlon United States Medical Llcensmg Examination
(USMLE) Step 2CK

Date Passed:

Examlnation A . United States Medlcal Llcensmg Exarnlhation
(USMLE) Step 1

Date Passed:

Med! cal School Name oma Linda Universlty School of Medlcine

Mailing Address of the Medical School 11175 Campus St. I

| | Loma Linda, CA 92350 Mo
Attendance Start Date 08/01/2011 (mmidd/yyyy) &t Q\W\y
Attendance End Date 05/24/2015 {mmiddlyyyy)
Were You Awarded a Degree? Yes |
Title of Degree Awarded MD - Dactor of Medicine

CAC|Z
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I

Issue Date of Degree , 05/24/2015 (mmldd}yyyy)

REE SRR E PG/ aEredie S et ae T Bt
16. Have you partictpated 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
cr.edit 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
under Investlgatlon?

22, Have you ever had any limitations or
special requirements placed upon you for
clinical 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?

AEEMEBERCRSEACET

Program Facility Name

City: Bronx

State/Province: New York IA

Specialty: Family-Medieine

Training Start Date: * 07/01/2015 (mm/ddlyyyy)

Tramlng End Date: 06/30/2019 (mm!ddlyyyy)
ME;OrRCPSC Accredited PoStaraduate Training Prodrame gu w s

Program Facnllty Name Montefiore Medical Center

City: Bronx

State/Province: New York

Specialty: Preventive Medicine

Training Start Date; - T 07/01/2017 (mmidd/lyyyy)

Trammg End Date: 06/30/2019 (mmlddlywy)

1 IR T
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24. Have you ever held or do you currently  No -
hold a medical license in any U.S. state, U.S.
territory, or Canadian province?

25 Are you currently certlﬁed by a Member No-
Board of the American board of Medical
Speclalties?

26. Has a claim or an actlon aver been filed
against you for the practice of medicine that
resulted in a malpractice settlement,
judgement, or arbitration?

27 Have you ever had your DEA prrvﬂeges
denied, suspended, resfricted, or
terminated?

28. Have you ever entered into any
arrangement, agreement or plea in lieu 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?

32. Have you ever had any license to
practice medicine subjected fo 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?

I I]IIIIIillIIJIIIIIIIIIIIIIIIIIIHIIIII!II
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37. Have you ever been charged with, or
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 resigned 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 ina -
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 terrltory?

@a’:‘ﬁ"’w. : 5 } 2 i ’; AT
42. Have you ever been conwcted of or pled
guilty or nolo contendere to ANY offense in
the United States, its territories, or a foreign
country?

43. Exclusive of juvenile court adjudicatlons
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 sectlon 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?

44Isany 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 registered Sex Offender?

46 Have you ever been enrolled m requ1red
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?

B N A O LM O
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48. Have you ever been diagnosed with an
emotional, mental, or behavioral disorder
that may impair your ability to practice
medicine safely?

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

50.Do you have any other condition that may
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 ability
1o practlce medicine safely”

'Applac‘atlonwﬁee ST S $442.'0'0
Department of Justice (DOJ) Fee " $32.00
Federal Bureau of investigation (FBI) Fee $17.00
50% Initial License Fee $391.50
StephenM.ThompsonL.RP ' $25.00

Total Amount Due: : $907.50

s St

R e

t considered | submitted for processlng until payment is recelved
‘ R T
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| attest | am the person 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 hersin and evidence or other credentials submitted herewith are
frue 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, inciuding
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, 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 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.

Signature: Date:

RN
——— 1350000828206



PHOTOGRAPH

Notice: All items in this 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
detarmine your quaiifications for licensing per Section 2080 of the
California Business and Professions Code, which authorizes the
collection of this Informatlon, The Information on your application
may be transferred to other medical licensing authorities, the
Federatlon of State Medical Boards, or other governmental law
enforcement agencies. You have the right to review your
application subfect to the provisions of the Informatlon Practices
Act. The Chief of the Licensing Program Is the custodian of
records.

DECLARATION

Tr_1e applicant, QO?)HLJA \[A\?

PRINT LEGAL NAME (First, Middle, Last, Suffix) DATE OF BIRTH (mmiddfyyyy)

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 ar other credentials submitted herewith are true and correct; that | am the lawful

misrepresentation or any mistake of which | am aware and that | am the lawful holder thereof. Further, | hereby authorize all
hospltals, Institutions or organizations, my references, personal physiclans, employers (past, present and future), or business

records, and records of psychiatric treafment and treatment for drug, alcohol and/or substance abuse or dependency,
requested by that Board In connection with this application; or any further or future investigation by that Board necessary to

to the organlzations, 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 QR ANlY ATTACHMENT HERETO IS A SUFFICIENT BASIS FOR
DENYING OR REVOKING A

. DATE: 6/3'/&4

SIGN LEGAL NAME:

‘SIGNATURE OF APPLICANT:

being first duly sworn upon his/her oath deposes and says: that | am the person herein named subscribing to this application; A

holder of the degree of Doctor of Madicine 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 credentlals submilted, were procured without fraud or R

and professional asscciates (past, present, and future), and all govemment agencies (local, state, federal, or fareign) to release ' o 4
to the Medical Board of Caiifornia or Its successors any information, files or records, including medical records, educational |3

dstermine any medical competence, professional conduct, or physical or mental abllity to safely engage In the practice of |x
medicine. | further authorize the Medical Board of California or its successors 1o release, In any Investigation or proceeding, |;

document to which this ceriificate is attached, and not the truthfulness, acgdracy, or validity of that document,

lState o?%_}?a/ %OL/Z/
County of W

Subscribed and sworn to (or affirmed) before me on_this *[/4 day of ﬂ‘ZV . 20 /9 ,

by, SW O \[0\D provad to me on the basls of satisfactory evidence
~~—"{PRINT APPLICANT’S LEGAL NANE)

me. ELBIOTHIBCARAIO

to be the person anpyared bef
y NOTARY PUBLIC-STATE OF NEW YORK.
No. 01CA8070198 -

A notary public or other officer completing this certificate verlfies onl\)}hf identity of the individual ‘'wha signed the

4 f?é 2;‘ Qualified in Bronx County

" SIGNATURE OF NOTARY P8I My Commission Expires 02:26-2022 -~

07A-100 {Revised 0172019}

& Notay - s
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MEDICALBOARD =~ mpeiioiienn
OF CALIFORNIA ‘ f’hone:[916}263-2382

) Fax: [916) 263-2487
Protecting consumers by advancing high qudality, safe medical care. « www.mbc,ca,gov

Gavin Newsom, Governor, State of California | Business, Consumer Services and Housing Agency | Department of Consumer Affdirs

TIMELINE OF ACTIVITIES . ' .

Type or Print Legib PERSONAL INFORMATION
LEGAL NAME ! First

3

W B2 ok By, O LoMbT
‘mﬁvm Divestsr* KMavy PUgHAM D

SIGN LEGAL NAME: — DATE; {“I / wia .

Appl[ganﬂs..signa!ture and date are reguired.

B —

07A-100 (Revised 01/2019)



MEDICAL BOARD

OF CALIFORNIA

Protectlng consumers by advancing high quality, safe medical care.

Licensing Program

2005 Evergreen Sireet, Sulte 1200
Sacramento, CA 95815-5401
Phone: {916) 263-2382

Fax: (916) 263-2487

www.mbe¢.ca.gov

Gavin Newsom, Governor, State of Califomic | Business, Consumer Services and Housing Agency | Department of Consumer Affairs

CERTIFICATE OF MEDICAL EDUCATION

Checkone: [ U.S. or Canadian Medical School Graduate [ international Medical School Graduate
o or P APPLIC/ RMATIO o |
LEGAL NAME:, , Lot First Middie Sufix |
) Ya Joshua S,
i Datg of BIAtR  friddee ] o Faat A Dig en] SN o ITIN: [ TMedicalSehoo) ofGraduation:: - on!

. Loma Linda Universi e
1) A OO0 = A ONIP OR A A ‘ﬁf&mlg&l..,,g
S VRN Eo 7 3 v RO iv.f ) RV EADE IR T ; = SR A, R St Tt g jo” ﬁh.oo‘i“»}j,
ENOTE: [£the app ,‘qtjhaﬂéaﬁ,_*@g”p‘z[} diorexten Swithdrew fromithis*instiii ‘gorgﬁﬂ,sf,agé'eﬁted‘ ifh =+ nforimaticns
radvanced standing;ia'letter of xplanatiorifram asehiod] officid| ir8ay hé*]gu%i@us‘g.“ s mediégischaol 7. - “ﬁﬁacém,..
letterhoad;signediby;s schaotiofficial-andibs mailediditectlv:igithie Boardlirom the Medical Sehochy:  ~aie; . xin.’ | vl

1. Name of Medical School Loma Linda University School of Medicine
2. State/Province/Country California/USA

3. The undersigned further certifies that the records of this institution show that the applicant attended in this institution
4 years of resident instruction, completing at least 4,000 hours, of which at |east 80 percent actual
attendance Is raquired in the subjects set forth hereunder (Business and Professions Code Sections 2089, 2089.5,
2089.7, 2090, 20911, 2091.2). ’
Acoholiam and Chemical Dependency

Garlatric Modicine Otolaryngology " Psychlatry
Anutomy Hiatology Pain Management and Ead-of-Life-Care** Radlolegy, Including Radiatlon Safety
Anesthasla Human Sexuality Pathology, gy, and | oy pousal Partner Abuse Detection &8
Blochemistry Medlcine Pediatrics Treatment**
Ghili Abuse Detection and Treatment Neuroanatomy Pharmacology Surgery, including Orthopedic Suraery
Dormatology Neurology Physical Medicine Therapeutics (PR A
Embryology Qbatatrics and Gyncoology Physiclogy Tropical Medicing b e R
Famlly iedicine* QOphthalmelogy F g Nutrition Urelogy : |
*ONLY applicable to metilcal students who enrctied In madioal school on or after May 4, 1984 B
“*ONLY applicakiie to medlonl students who enrollod in medical school on or after June 1, 2000 .
“*ONLY applicabls to medical students who enrolled In medical schaol o or after Scptember 1, 1994
4. Did the applicant withdraw or transfer from this medical school? —-:§f : -
5. What is the standard duration of the curriculum at this institution? 4 - years #
8. Date the applicant was enrolled in medical school? oy 0870472011

7. Date the applicant was issued the diploma of Bachelor/Doctor of Medicine

migdlyyyy 05/24/2015

A

A D DICA 00 R
o, ADYLY o8 Tesnonse Below réqires a slgned: and dated fettor of 0% v schadkofficlalis, . . %&
8. Did this applicant ever take a leave of absence from his/her medical education? es o
9. Was this applicant ever placed on probation? es o
10. Was this applicant ever disciplined or placed under investigation? es o
11. Were any limitations or special requirements imposed on this applicant because of
questions of academic or disciplinary problems, or for any other reason? es o
B 0 Q0 Q) A R 0 O
AFFIX MEDICAL |/ certify that I am tho President, Dean, or Registrar and hereby doclare under penalty of perjury
SCHOOL SEAL under theglaws of the State of California that the above statements are true and correct.

Dir.,

: be b
TITLE OF SCHOOL OFFICIAL [

yat ‘ July 8, 2019
SIGNATURE OF SCHOOL OFFICIAL DATE

Attontion Medlaal School: THE PERSON WHO SIGNS THIS FORM MAY NOT BE RELATED TO THE APPLICANT BY
BLOOD, MARRIAGE OR ADOPTION. Only the President, Dean, or Reglstrar may slgn this form, Ifihe sfgnature s being
delegated to enather person, evidencs of that delegation must be aitached to this form (may be a photocopy). Such
delegation must be on official lettarhead and must be dated within the |ask 12 menths.

NOTE: The completed form must be mailed directly from the medical school to the Board to be acceptable.
07A-100 {Revised 01/2019)

¥ SCHOOL OFFICIAL




MEDICAL BOARD - C pueddeenting program

Sacramento, CA 95815-5401

OF CALIFORNIA Phone: (716) 263-2382
Fax: [?16) 263-2487

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

Gavin Newsom, Governoar, State of California | Business, Consumer Services and Housing Agency | Department of Consumer Affairs

CERTIFICATE OF COMPLETION OF ACGME/RCPSC POSTGRADUATE TRAINING

To be compieted by the facllity for every medical school graduate completing postgraduate training In the United States or Canada.

‘ 3. or Canadlan Medical School Graduate
Type or Print Legihly APPLICANT INFORMATION

Flrst Micidie
Nap Joua 1%

yaiiteiy) | iLaSEA Digits RS, SSNOFITIN:[ ™ “Mudical School of Gradtation:

Lowna undo\uwavsaﬂq S

Check one: ¥

[1 International Medical School Graduate

“0“"\&&(’10«-{, \\J\QL&\QQ\ Co(\\\p( ’DY?QT/\

Bb\)‘q et 2 R S STCTERTE\ i
ACGME 1mgu Progr:

‘ \’3\0 252004
Start Date: End Date (or antimpatad complefion date):;
07 /61 205 Ob 136 [20\4

UNUSUAL C[RCUMSTANCES

. Did the appllcant recefve partial or no credit during his/her postgraduate tralning?

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

. Was the applicant ever termlnated dismissed or expelled?

. Was the applicant ever placed on probation?

. Was the applicant ever disciplined or placed under investigation?

[=2 B < B O N R

. Were any limitations or special requlrements 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 e

8. Did the applicant complete a minimum of four months of general medicine as part of es [INo
this postgraduate training program accredited by the ACGME or the RCPSC? /HV

B, 'ﬁ*-:" e bt .
i plicants, Whg dre. radua(

dlsal *fdx;ll [é In gqnfof_ cants, Whg gre- fnt’érn ci'I ‘h must le“fe'at
Eagtfou (mn s of postgr Iﬁlng ﬁ ER F\?ﬁlr g ; r% part" : ) j ;Spuca hﬁfa’rﬁ
“gradijates of a U:Si'or Ganadaly. mbﬂicaﬂs’cp o%héy hdtc%l edpostgra fate’ rain'in‘? red'for I[cé‘n :
July 11900, mustrafso complete four- {4y oriths ofirasning in GENERAL MERIC) NEﬁ;Ior to licensire,- The GE

ME' ICINE rsqu:rbmsnt may be: sqtisﬂed by, otual clinlcal praotic‘e whare ‘the: appﬂcant had Jdirect pat!sm’ ,v
i onslb/lftles faraf feastfburmbmhs In-any.pa cqlarspscfaltyorsubﬁs,uecfaltyareg & «s;h., Ly .

¢ £y p v
L piko At Bl o e e Y

07A-100 Revisad 01/2C19)



LEGAL NAME: Last

I hereby declare under penalty of perfury undar the laws of the Statae of California that all of the information
contalned on these forms Is true and correct. | further certlfy that the training program is accredited by the
ACGME or the RCPSC (o offer the type and level of tralning completed by the applicant named on the Form
L3A, We apphcant was trained in an ACGME or RCPSC slotted program paosition.

Qaqn,“\\’\D

PRINTED NAME-®FPROGRAM DIRECTOR \
_ 5 @\aO\C\

DATE

SIGNATURE OF PROGRAM DIRECTOR:

( B
(SIGHYFULL NAME INTHE[PRESENCE OF NOTARY)

I A notary public or other ufficer completing this certificate verffles only the idenfity of the individual who signed the
docurnent fo which this certificate Is attached, and not the truthfulness, accuraay, or validity of that dosument.

State of
County of
Subscribed and swomn to {or affirmed) before me on this day of . 20
by, proved to me on the basis of satisfactory
evidence . o
(PRINT PROGRAM DIRECTOR'S NAME) B P TAge- atowm
to be the person who appeared before me., 'f’ ' HOSPITAIJ‘M"’.I,I@O:F Y SEAL
fall ':.«"\ e . R -‘)
P CATE S A < [53 C
SOLL Tt e
EIGNATURE OF NOTARY PUBLIC

Vo

NOTE: The completed forms must be ma:led directly from the program to rhe Board to be acceptable. /



“ld MEDICAL BOARD - ot eEnng Program

Sacramento, CA 95815-5401

OF CALIFORNIA : Phone: (916 253-2382
Fax: (916) 263-2487
Protecting consumers by advancing high quality, safe medical care. ‘ www.mbe.ca.gov

Gavin Newsom, Governor, State of California | Business, Consumer Services and Housing Agency | Depariment of Consumer Atfalrs

CURRENT POSTGRADUATE TRAINING ENROLLMENT

Check one: [XU.S. or Canadian Medical School Graduate Clinternational Medical School Graduate

Type or Print Legibly APPLICANT INFORMATION

LEGAL NAME: ot
Joswua
DS Or BN Tl S - LA AD EHE BT U5 S SN AR TN | SN EdICal SehOok oGTAduations:
Lowaa inda DidvenaiA S dret) o

A

PROGRAM DI RECTOR TO COMPLETE ACGME OR RCPSC TRAINING INFORMATION .7 - '
N obeQoce Medica) ConlMr- DT I bas L
2OUM_Tecomne Q\N_ Q)r\:«\%\ AOM VoMb ™ :

Start Date Anttmpated Completlon Date:
e1/o\| zows Ok {36 /20\A

) PROGRAM DIRECTOR OFFICIAL CERTIFICAT!ON

! harsby decfare under penalty of perjury under the laws of the State of California that the information contained on
this form is true and correct. 1 further certily thal the lraining program is accredited by the ACGME or the RCPSC (o |
offer the type and level of training to the above named applicant and that the applicant is actively participating in a
slotted posjtion in an accredited ACGME or RCPSC postgraduate tralning program.

G (U\rbxmo an (D
PRINTED NAJE OF PROGRAM DIRECTOR

5\0\\ ao\G

DATE

SIGNATURE OF PROGRAM
DIRECTOR:

(SIGN FULL NAME IN THE PRESENCE OF NOTARY)

A notary public or other officer completing this certificate verifles 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 decument.

State of
County of
Subscribed and sworn te (or affirmed) before me on this day of e , 20 '
: e
by, /i proved to me on the basis’ Ofsalg[aﬁﬁn’ evidence
(PRINT PROGRAM DIRECTOR'S NAME). E PN
to be the person who appeared before me.- ’ HQSPITAI‘:’M NO}KRY SEAL
\ . ' T .
iz -3 b 07 Pt
SIGNATURE QF NOTARY PUBLIC ’

NOTE: The completed form must be mall'ed directly from the program fto the ‘Board to be acceptable. /

\\

07A-100 {Revised 01/2019}





