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NAME:  Paul , Michael Norris
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(Type your nsive as it should appear on your wall certificate and llcense)
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C.S. 10008, Toledo Ohio, 43699
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o ARE YOU' A CITIZEN OF THE UNITED STATES? YES X NO . IF FOREIGN BORN, GIVE DATE AND
b ’ { : .
i i mcs OF NATURALIZATTON.
b 2 ‘ N
% , ; ., DbiD YOU M‘TE!D A OOLLEEE oF UN‘VERSITY? YES I\ 3 X N0 . IF S0, GIVE NAME AND LOCATION,
i‘ 1, DATE(S) IN ATTENDANCE: Wright State Univ., Dayton, Chio 8/78 to 6/83 2
s 1 'DID YOU RECEIVE A DEXZREL. OTHER THAN A M.D. DEGREE? X _ Yes No. o
ll . List degree o 7 B.S. , ’ ) ‘
o (D \
( . LIST ALL PLACES ) RESIDENCE (WHERE LIVED) DURIMG 275 PERIG)S OF r".!']JI(.‘.M. SC!-IOOL/TRAINIAE.
AY ‘ . .
..,\;-i\ Igledo- Ohio - FROM- . -8 - , 1983101 ___ 6, 1987
R " (city, state or country) -
\\\ }_ : ) L FROM © 19__.'_ TO: . 19
v o] (¢ity, State or country) 1
o oy | FHOM. ¢ 19 - TO: )19
% (city, state or country)
. | | FROM - -, 19 - TO: - . 19
i 5 (c1ty, -~ ate or countty} - '
‘ L MBJICAL EDbJTION' BE SPRIFIC ACCOUNT FOR EACH YEAR. LIST ALL UNIVERSITIES/COLLEGES
§ R-IERE ATTENDED CLASSEu/RECEIVED TRAINING AS A MEDICAL STUDENT:
o \ 5 NA#L—!&QJ Col l,ege of Ohio / Toledo, OhioFROM 8 -, 1983TO: . -6 , 1987
S . {name of medlcal school /location)
§ . , ‘ ___FROM -, 19 TO: ., 19
/i (name of medical school/location)
'; Sl FROM , 19 TO: .19
: _ 7 (name of medical school/location) ‘ .
| B L FROM -, 19 TO: - . 19
© 4 (nat{"e of medical school/location)
X ‘ AOCOUM FOR ALL TIME FROM DATE OF GRADUATION FROM MEDICAL SC!{OOL TO PRESENT. DO NOT LEAVE i
D | oUT AN TIME, ,
j . T THAIMING ~ List in chronological order from date of graduatzon to present date, all BRI
L ‘ post:grac"!uate xammg { Internshlp, es;&fwy, Fellowship): [
- FROM: 6/24/87 T0: ~_ob/Gyn _ Internship / Resdency/

(Exact dates of attendance) (uonth/bay/!ear) Program( Internship/Residency/Fellowship)

Mg_m_gq;;_gl Hosp., 1611 NW 12th Ave,, Miami, -Fl. 33136
¥ame and Address (Street Number, City, State, Territory, Country) of Hospitai,
Institution (Program Sponsor} where training was received.
FROM: TO:

{Exact dates of attendance) (Month/Day/Year) Program(Internship/Residency/Fellowship)

Nawme and Address (Street Number, City, State, ferritory, Country) of Hospital,
Institution (Program Sponsor). where training was received.
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