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2
APPLICATION FOR PHYS|CIAN'S 'S LICENSE

Please READ all instructlons priorto ¢omplating this application. ALL guestions on this application must be answered, and all supporting documents must be
submitted as per instructions. Please type or print neatly. When space provided is insufficient, attach additional sheets of paper. All attachments are
considered part of the application.

FALSIFICATION OR MISREPRESENTATICN OF ANY ITEM OR RESPONSE ON THIS APPLICATION ORANY

u
ATTACHMENT HERETO IS A SUFFICIENT BASIS FOR DENYING OR REVOKING A LICENSE. ey
1. NAME: Last _ First Middie Personal
HERT Z M HAE - ISRAEL 8
l \
H v
| 2.Qther names you have used (Include majden name): I 3 U.8. Soclal Security Number®
i APOLYEADLE :
’-A (PUBLIC ADDRESS; will be released by the Board to the public): Number and Street/P.O. Box/Rural Route/Apartment Number, Ifany. ! D
L 298 EFAST gALISBURY ST,
| City A State ZipCode Country
PrrrsioRd A 27313 USA
4B, ‘(COHFlﬁéNﬂALADDREss): Number and Street/Rural Route/Apartment Numbaer, it any. [Applicants must provide a confidential street

|
i

_m e
. City S
5T - | 6. Caiifornia Driver's License Number (optional):
. i N

B O“GSEBIM B | . %
!——— — ; T T
| 8. Sex: ét/me O Fetmla } 9- Arayoua U.S, citizen? s o C7

| 10, Have you ever filed an application for Piyslcl:m's and Surgeon's examination or licensure in Catifornia®
: O VYes %NO
tIF YEG, PLEASEGIVE DATEPREVIOUS APPLICATION WAG SUBMITTED. H
11. List the names and locations of all colleges or universities attendad where pre-professional, postsecondary instruction was received. Pra-
Pleass submit official franscripts with the school seal affixed for each school attended. Transerlpts will not be returnad. eﬁ’fﬂn .
| Name Cl(y.AStme. Gountry ‘;‘ . . Dates of Attendancs -
| UNIV'EC‘S(T‘:‘ OF M’df’(’/"hr. ANN Mﬁ“)d, Ml . '-)-SA | 8/&,‘] - g/—ll
I v Y
i ]
| 12, Listthe namas and locations cfal| schools where professional medical instruction was received, ahd, whara applicabls, the degreo awarded, Modical
PLEASE SUBMIT: 1) an origingl Certfficate of Medica) Education (Form L2) and offioial tranacripts with the signatura of tha dean or reglstrar Education
an<f the sahool $ea! affixed from each school attended; and, !
2) an original medical diplarra and a 8 12" x 11" phetceopy {orzinal diploma will be returmned), L2 Trans |
__ Schout Name City, State, Counlry - Dates of Atiendance _ | DegresAwardad ‘
%) M STATE . -
ﬂ,‘,‘fm,,é-,“,ﬁ | DETROT, Mm(, V5 A /12 —517e M. D, B\\
Scfroor oF ; " ' — vy T
Cmen o morE . ! 00
COCTOR OF MEMGINE DEGREE, as referenced above,
5 " Nawe of Medioa| Sohool ) Address of Medical S \ o - ‘' EBxactDate of ssuance
P eo N9pis STATE ONWERSTY 5 Beaor L Ve }S] .
ScHooL OF pMEDIC(NE DETROIT, M| o EAO! S-az-76 ;

[+ MARDATORY DISCLOSURE OF LS. SOCIAL SECURITY NUMBERS

» Disclosure of your U.S, socksl seclhty number |s mandatory. Section 30 of e Business and Protaasions Code and Public Ly B4-455 (42 USCA 405(#)(2){0)) atthorize
| vollection of your sacial security numbet. Your eoctal security number will ke yzad axnlusively for tax enforcement purposes, for purposes of compiiancs with any judgmert |
| ororder for famlly supoait In accordarco with Ssction 17820 of the Family Code, of for verificaton of iconsuro or examinatan statis by a licening or examination entty ‘
| which utilizes 2 national examination Bnc where izensure is reciprocal with the recuesting stata. 1% you fail fo dlsekse your secial gacurity number your application for Initjal ‘

liconsuura wil not be procasssd AND you wili s wported to the Franchids Tax Soard, which may snsess a $100°penalty agelnet you. \ School
L I

O7A~10C Web (Revised 11403)




MBC USE
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Wriiten
[ 13. Have you taken any of the following written examinations: National Boards, ather state boards, USMLE, SPEX, FLEX, ECFMG or LMCG? | wrmuimation

w\’es 7 No

IF YES, LIST NAME, LOCATION, DATE ANO RESULT OF EACH EXAMINATION; FAILURES MUST ALSO BE DISCLOSED, EACH EXAMINATION AGENGY MUST SUBMIT AN ORIGINAL GFFICAL
EXAMINATION HISTORY REPORT DIRECTLY T0 THE MEDICAL BOARG OF CALIFORNIA. ‘THESE REFORTS WILL NOT 8E RETURNED.

Examination Date 1 Result (PaasfFail) |
AJ»AM::/ ’9013 el /74F7L/ A ~j(-7Y
N abonaf 3 eyt Part 2 . G- B-77 o
Nopfonp! Lhogeck  Pary 3 3-9-77
14. Have you evar hean licensed ta practice medicine in any state, territory, pravince, country, or U,8, federal jurisdiction? “;‘;é‘

(¥ ves O No

IF YES, LIST THE JURISDIGTION, LIGENSE NUMBER, DATE ISSUED AND DATES QF PRACTICE it THAT JURISDIGTION, PLEASE INCLUDE PERMANENT, TEMPORARY, TRAINIHG, PROVISIONAL,
LIMITED LICENSE, CR PERMIT. AN ORIGINAL OFFICIAL LETTER OF GOOD STANLING (L63), OR COMPARABLE LICENSE HISTORY CERTIFICATION, IS REQUIRED FOR BAGH PERMANENT,

TEMPORARY, TRAINING, PROVISORAL, LIMTED LICENSE, (It PERNIT GHTAINED IN ANY U_S. STATE, U,S, OR GANADIAN TERRITORY, CANADIAN PROVINCE, OR U.S, FEDERAL JURISDIC- LGS
TION. EACH LGE, OR COMPARABLE GERTIFICATION, SHOULD BE MAILED Y THEISSVING AUTHORITY DIRECTLY ‘163 THE MEDIGAL BOARN OF CALIFORNIA.
Jurisdicticn License Number i Late of issuance Pates of Practice In that Jurisdiction
) i
PUCHIEAN Hv0/0 %7973 &-Al-77 (9154582, 1G53 /1 I3, /‘i‘r?wﬁ&:b\
Lok 1D A ME D593 /o= ji =79 |(Gg0 1983, /952-/577 g\
7
-18. Do you hold any ether professional licanse In any state, territory, pravince, country, or U.S. federal jurisdiction? O Yes M o m)
IFYES: PROFESSION: \ LICENSENO. . SURISDICTION;
Gther
Professional
LUcensag

HASTHIS LIGENSE EVER BEEN REVOKED, OR SUBIEQT TO DISCIPUNET I YE®, PLEASE PROVICE ALL OFFICIAL DOCUMENTATION REGARDING THE MATTER 1N ADDITION TO AWRITTEN
EXPLANATION, YOU AREALSO REQUIREQ TO REFORT ANY MATTER THAT |3 PENGING CR I8 WHICH CHARGES HAVE BEEN DROPPED OR EXRUNGED. l .
: No

164A. Are you currently, or have you ever heen, a pariicipanit in a postgraduate training program in a facility in the U.S. or Canada? n’;’ﬁdm"
{You must include every residency, internship, and fellowship, whether or not completed.) B a
Yes No

I YES, LIST HAMES AND ADDRESSES OF ALL fACILITIES. SUBMIT AN ORIGINAL CERTIFICATE OF COMPLETION OF ACGME/MCPSE ROSTORADUATE TRANING (FORM L3A) FROM EAGH

PACIITY. (DO NGT COMPLETE FORM L3AS T DOCUMENT THAINING RECEIVED IN RESEARCH FELLOWSHIP PROGRAMS.) ALL TRAINING MUST BE LISTED, REGARDLESS OF WHETHER I
WAS SATIIFACTORILY COMPLETED OR WILL BE USED TO MEET LIGENSING REQUIREMENTS,

Facliity Name Address Categorial Sp;mnyAma ~ Dates of Attendance
L rr3X] FOFIiT AL NEFT st Oty LYY . . BN
C P Do 't i:cw-mcf— ot SERBS OB )5 S ns 35/ 70 -3 i) ge i

v

QUESTIONS

Ifyou answer YES te any of the following questians ] provide Al ifici uxatic Ke matter inaddition to vour writien personal
explanations. Anappheant must provide official he

directors. Ifthes ks ¢ 10t provided with t wappln atjian, ll
REQUIRED TO REFORT ANY MATTER THAT IS PEN, g

ar {taitng program X

16B. Have you ever withdrawn from, or been suspended, dismissed or expelled from a medical school or postgraduate tralnlng program OR ‘
have you ever taken a leave of absence from such a school ar program?

. : IF YOU ANEWERE® VEG, BOTH APPLICANT AND SCHOOL/PRUGRAM MUST PROVIDE DETAILS ON A SEPARATE ATTACHMENT, i
NAME OF APPLICANT: B . DATEOF BI
M e HAEL SRAEL  HERT Z- 1.0,

T'
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ONLY
-

For all of the below, also include any disciplinary actions by the U.S, Military, U.S. Public Health Service, or other U.8, federal governmental
entity.

17A. Have you aver been charged with, or beanfotnd to have committed, unprofessional conduct, professionul incompetence, gross
negligence, or repaated negligent acts or malpractice by any medical licensing board, other agency, or hogpltal?

17B. Has any distiplinary action everbeen filed or taken, including but not limited to, informal ot confidential discipline, consent orders, or
fetters of warning, regarding any healing arts license which you now hold or have ever held?

178. Is any such action as described above pending? 17(R)

17(B)

IF YOU ANSWERED YES TO 17A, 17B oR 17C, PROVIDE DETAILS ON
A SEPARATE ATTAGHMENT. ] 17{C)

18. Has « claim or action for damages ever been filed against youin the course of the practice of medicine or any other healing art which

resulted ir} 2 malpractice gettlament, jidgement, or arbitration award of over$39,000.00? . .
(-3 No

|
\ IF YOU ANSWERED YES, PROVIDE DETAILS ON A SEPARATE ATTACHMENT.

Ligense
Dala

18. Hava you ever béen danied a license, permission to practice madicine or any other healing art, or denied permissian
to take ar examination in any state, territory, country, or U.S. federal Jurisdiction, or is any such action pending?

' Yes No
l IF YOU ANSWERED YES, PROVIDE DETAILS ON A SEPARATE ATTACHMENT.AI . .

20. Have yotl ever voluntarily surrendered a license to practice medicine or any other healing arts in this or any other state, or voluntarily
surrendered yaur narcotic {controlled substance) permit(state or faderal} to any licensing board or any other agency, or I3 any such action

pending? .
- Yes No
IF YOU ANSWERED YES, PROVIDE DETAILS ON A SEPARATE ATTACHMENT.

21.Have yuy ever had stafl privileges in a hospital denied, suspended, imited, revoked, or not renewed for medical disciplinaty cause, or
resigned from a medioal staff in lieu of disciplinary or administrative action, or 12 any such action pending?

|
|lnu WUBT DISCLOSE ANY INFORMAL OR COMFIDERTIAL DISCIPLINARY ACTION. | . Yes.No

22, Do you have any condition which in any way impairs or limits your ability to practice medicine with reasohable

skill and safety, including but not limited to, any of the following? . ‘
Yes

IF YES, PLEABE CHECGK THE APFROPRIATE BOX(ES) BELOW:

A conditian which required admission to an inpatiant psychiatric freatment facility.
Alcahol or chernical substance dependency or addiction.

Emofional, mental or behavioral disorder.

Other (explain):

FOR ANY CF THE BOXES CHECKED ABCVE, PLEASE SUBMIT GOMPLETE OFFICIAL INPATIENT ANEG QUTPATIENT TREATMENT RECORDS, EVIDENGE OF CNGOING
REHABILITATION TREATMENT, AND A PERSONAL WRITTEN EXPLANATION.

FOR ALL CF THE BELOW, YOU ARE REQUIRED TO LIST ANY CONVICTICN THAT HAS BEEN SET ASIDE AND DISMISSED OR EXPUNGED, OR WHERE A STAY OF
EXECUTION HAS BEEN )SSUED,

23A. Have you evef been convicted of, or pled nolo contendere to, ANY violation (include every misdemeanor oy felony) of any local, state,
or faderal law of any state, territory, country, or U.S, federal jurlediction?

23B. Is any criminal action related to the above pending? 23(A) o3
{ | ¥ vou ANSWERED YEs To 23A OR 238, PROVIDE DETAILS ON A 23(B) a3
BEPARATE ATTACHMENT.

NAME OF APPLICANT: _ - DA
SMUCHAEL. | SEAEL HERTZ




Notice: All tems in thig application are mandatory;
none are voluntary. Failure to provide any of the
requested information will detay the processing of your ||
application. The Information provided will ke 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
othar medical licensing authorities, the Federation of
State Medical Boards, or other governmental or law
enforcement agencies. You have the right to raview
your application subject to the provisions of the Infor-
mation Practices Act. The Chief of the Licenging Pro-
gram is the custodian of records.

s%/

COUNTYOF __{ WW

The applic t, __“_/L? /('/f,ff'é.’.'[. /SEA =L Hgﬂrf Z I, ‘Wlbeing firat du'y sWOrn
(PLEASE PRINT FULL NAME) .

deposes and says: that | 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
contalned 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 misrep-
resentation or any mistake of which | am aware and that | am the lawful holder thereof Further, | hereby authorize all
hospiltals, 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 my medical competence, professional conduct, or phyeical or mental abilty o safely engage in ithe practice of

medicine. | further authorize the Medical Board of California or its successors to release to the organizations, individuals,
or groups listed abave any information which is material to this application or any subsequent licensure. | UNDERSTAND
THAT FALSIFICATION OR MISREPRESENTAMON OF AMY ITEM OR RESPONSE ON THIS APPLICATION OR ANY
ATTACHMENT HERETO IS A SUFFICIENT.8% : ;

SIGNATURE OF APPLICANT: ' '
)
—
e
Signed and sworn_to_bafore me this day of D b
' O :._.’~ ) I é MONTH e \YEAR
\\} " "" ” h“‘m_.
S S W A e
I e = 3 sgnatu TARY PUBLIC] )
| £ % T . '
| B LS NSl | 1D
e — A S — My commission expires [ [ { ”

O7A-100 Web (Revised 11/03)




STATE OF CALIFORNIA - STATE AND €O poRvicesAaceNey :
- MEDICAL BOARD OF CALIFORNIA o LiYED
Gl 1426 Howe Avenue, Suite 54 Ik BOARD
Consummer Saaramento, CA 98825-3236 CALIFORMIA

{916) 263-2382  FAX (916) 2632487
www.caldocinfo.ca.gov

O5JUL 13 PM 1:02
CERTIFICATE OF MEDICAL EDUCATION:ENSING PROGRAM

PLEASE CORIPLETE THIS FORLVIN THE ENGLISH LANGUAGE.

’ Us. m|!m|wno DATE !mmmm" /oolnm

&7, 1]
LOCATION

MEDITAL SCHOOL

PALLHAE- 1SRAEL HERTZ

This certifies that Aal
FULL NAME OF APPLIGANT

St s U, uers),

anrolied in

Schoel of /1 pfysii
HOOL

oh the l / .. day of - //Z’) and was granted the folloewing cradits on enroliment:
' YEAR
Advanced Credits: Cradits previously oblained af an approved medicsl, dental, or ostecpathic school.™
NEDIOAL SGHOOL. TOTAL CREDITS DATES
The undersigned further certifiea that the records of this insfitution show that the applicant attended in this instituion %@ %81 )
years of rosident instructionof __ 143 ~waeks each, completing at least 4,000 hours, of which at Ieast 80 parcent actual
NUMBER OF WEERS

attendance i3 required, in the subjacts set forth hereunder (Business and Professions Code Sectlon 2089), and that the applicant:

o granted the degrea Bachalor/Dactor of Medicine by ¥ withdrew from

aak‘/ day of

OR
MAY

y 76

the above mentioned medical school on the

w

Ahatanty Embryclogy Physical Madicine
Otalaryngotogy Histology Therapeutics
Obstetrics and Gynecology tHluman Sexuality as defined in Section 2090 Neuroanatorny
Radiology, including Radiation Safety Medicine Child Abusa Dataction and Troatient
Tropical Meditine Surgery, inciuding Ornthopedic Surgery Gernaric Medicine
Physiology Urology Pediatrics
Blochomistry Psychiatry Pharmaceclogy
Pathology. Bacteriology and Immunclagy Naurology Anesthasia
Ophthalmology Alcoholism and Chamical Dependency | Spousat.or_Partner.Abuse_Detaction.&
Dermalology Preventive medicine, including Nutrition Treatmont™
Family Medicina™*
Pain Management and End-of-Life Cdre****

Each school where profassional medical instruction was received MUST completa one of these farms. If more than one school
was attended, photocopies of this biank form may be made and used.

**  ONLY applicable to medical students who enrollad in medical school on or after September 1, 1994,

"+ ONLY applicable to medical students who graduate from medical school on o after May 1, 1988

*** Only applicable to medical students who enrolled in medical schaol on or after June 1, 2000.

T MEDICAT. SCIODA. SENL WUST BT
MPRINTED BELOW. ATTENTION MEDICAL SCHOOL: The person who algns this form MAY NGQT be reloted fo the appécont by
: blood, mamiage or adopdion,

Only the Fresidoni, Dean, or Regisirar moy sign ihis form. #f ihat sigholuns authonty B being delegated
fo another pevaon. evidence of Mat delegution myst be atieched jo this form (may be o phofocopy).
Such delegalion muif e on oclof lefferhead and must he doaked within the keit 12 monms.

QIA-100-L2 (Rev. 03-01)

AR T J
RECCRDS &

WSU 8

r
T“ﬂ;\. [l T PR
~ AR T

ALOFMECIDNE

C ., O
21
e
]
€3
i
v
-




~ SrATE OF MICHIGAN
JENNIFER M. GRANHOLM NEPARTMENT OF COMMUNITY HEALTH JANET OLSZEWSK]

GOVEANDH LANSING QIRECTOR

VERIFICATION OF LICENSURE
MICHIGAN BOARD OF MEDICINE
VERIFICATION OF LICENSURE AS OF 03/23/2005

MEBICAL BOARD OF CALIFORNIA
1426 E AVE STE 54
SACRAMENTO CA 95825-2499

NAME; Michael Israel Hertz S8N:

ADDRESS: BIRTHDATE:

TYPE: Medical Doctor ORIGINAL DATE: 06/21/1977
LICENSE NUMBER: 4301037973 STATUS: Active EXPIRATION DATE: 01/31/2007
OBTAINED BY: Examination

DISCIPLINARY ACTION NONE .

OPEN FORMAL COMPLAINTS NONE

BT

Tt QUREGHINT

CAROLYN F. PARKINS

BUREAU OF HEALTH PROFESSIONS
o 611 W, OTTAWA » P.0). BOX 30670 » LANSING, MIGHIGAN 48808-8170
skl | 0% www.michigan.gov = (517) 335-0618



Florida Medical License Display Page 1 of 1

Skip laft hand navigatfon and go to main body of page.

...to promate and protect the heaith and safely of all Floridians,
MWy Florida.com

N Florida she&lth

FrrStrmepfiniet S rrtelirriret i S e
THE FLDFII[!A DEPARTMENT OF ﬂEAL‘I'H

Health Care Provider Information

Data As Of 7/19/2005

Search for Praviders

Link to Practitioner Profila

MICHAEL ISRAEL HERTZ
LICENSE NUMBER: ME35436

Generd
Informatien -

Profession
MEDICAL DOCTOR.

License/Activity Status
QLEBR/A..C_TI.I..\!E@

License Expiration Date License Orlginal Issue Date
1/31/2007 10/11/1979

Discipline on File
ND

Address of Record

13322 N. BLVD
STE. A
VICKSBURG, MI 48097

Cnpyrzght L2000~ "!!05 tate Cf l'londg

http://ww2.doh.state. fl.us/irm00praes/PRASINDLASP?LicId=27601 & ProfNBR=1 501 7/19/2005



87/08/200% 14:28 9195424518 PAGE Bl

.

Q§= MEDICAL BOARD OF CALIFORNIA
" 1428 Howe Avene, Sulte B4
(}w Batramendo, $A 95818-3236
{946) 2032382  FAX (318) 283.2487

CERTIFICATE OF COMPLETION OF ACGNMEIRCPSC POS
ploted by the faclity for every motical school praduate campleing pos!

e ERSOI W0 S30ME THIE PORM
2 hai shnosrne soiniy N Soing

sy b & plraioecs). S5ch

Fiest Name

ICHAE

ih- REAAT S Y Y

Namodi’w Dirootnr f"%m)-.o Wignber
{
Siganhire of Progéin ek Dt Signad:
[ Uit CoteailZal ooty Arem oF Yrabog Combtetos by Traina: Dote Fiiiing Cornenced: | Toas Traning Camphas:

& tha brthmng was rokding of Kenkitional, bal The Spesis 2aions and e Mt of weks gt in sach (SEE THE TTEVERSE FOR NFGRMATION ON SATRSVRIS TTE
GENERAL MEDESIRE TRAINIG RECREREMENTY,

mMMww&ﬂuﬂhuMWﬁnWithd

LB T mmmwmmmmmwmdwm
o= amieat &y 57 Wmamemamﬂdammwmmwwmmmmpm»emwwmwmmmumm

o ummamnwmmmmm Derond hast which & requarad Ty lcotssure, Mig form 240 be: st by (b Dtchor of Sedicat Bducation sad
it Fnal dey of Rning, However, # you

e P or daloey weﬁm«faﬂmlﬁaMsxgmmwmmmwwmowmhxmmwmmwthshm;day
F the traliving what, 8 new Rorm AHISE b compiabed and oubminer ks e Mediosl Soard oF Caidomis,

l[“ &Mm&mumwrmmummmm 1
[ W KE AFFIXED B YHE BOK TO THE LEFTTIO CEIHIY ARG

§ tharsdy daciare under panaly of pariury iider the lmwe of the State of Caifomis T fre shitve stmtermunts asa trus and
§
g

satrect ahdd that e truining program is eppmyed by the ACGME of the REPSL 1o offer the ivps and lsvel of aitdng
cofrploted by the apiicant ang that the 2pplica veas tmined in an epproved ACGME o ROPIC jwogram positien.

smmusmmwm&aewauou:

Lxs Signed:

OFA100-£3 (Revivnd 039 i)




10/7/18 10:22 AM Page 1 0of 3

License Type: Physician and Surgeon G

License Number: 87542 |

File Number: 225843

Application: Physician's and Surgeon's Renewal
Application Number: ' 14550509

Application Date: 10/07/2018 (mmidd/yyyy)

Have you served or are you currently serv g
in the military?

First Name: MICHAEL
Middle Name: ISRAEL
Last Name: HERTZ
Birthdate: ok ek priciok

Gender: -

R e A

License Related Addresses
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.

Since you last renewed your license, 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?

AR ARV ET | e
1538032052042




10/7/18 10:22 AM

| certify under penalty of perjury, under the

laws of California, that | have disclosed the

names of those health-related facitities in

which | or my family have a financial interest
OR | declare under penalty of perjury | have

no financial interests to disclose.

in
ribute?

Would you like to cont

Page 2 of 3

Activities in Medicine

Patient Care Practice Location
Telemedicine Practice Location

Patient Care Secondary Practice Location
Telemedicine Secondary Practice Location
Current Training Status

Areas of Practice

No

Administration - None
Other - None

Patient Care - 20-29 Hours
Research - 1-9 Hours
Teaching - 1-9 Hours
Telemedicine - None
Zip: 48075 County:
Zip: County:

Zip: County:

Zip: County:

Not in Training

Obstetrics and Gynecology - Primary

~ Obstetrics and Gynecology - Secondary

American_Board-of Obstetrics-and

Board Cettifications

Cultural Background
Foreign Language Proficiency
Web Site Profile

'Bie%nnlal Renewal Fee
DUE TO CURES FUND
StephenM. ThompscnLRP

Gynecology - Obstetrics and Gynecology

Cultural Background - No

Foreign Language Proficiency - No

Gender - No

$783.00
$12.00
$25.00

(LT TR R TR
1638932052042




10/7/18 10:22 AM , Page 3 of 3

Total Amount Due: $820.00

Applications are not considered submitted for processing until payment is received

| 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:

LR RSN R
1636972052042




Medical Board of California - Physician's and Surgeon's Initial Renewal

LICENSEE NAME
HERTZ, MICHAEL 1

A\~ A A YN n e e mm Ay

ENSEE MUST CHECK CORRECT BOXES
Completed Continuing Education

Change of Address (fill in reverse side) -
Family Physician Training Program ($25)

A%

Conviction Disclosure

Conviction Disclosure

£,
'§nancial Interest Statement-Reud instructions above

e e o im0 A S P o g

I declare under penalty of perjury under the laws of the State of California that all
statements, answers, and representations on this form, including supplementary

AMOUNT DUE IF

EXPIRATION AMOUNT  POSTMARKED AFTER
LICENSE NO., DATE DUENOW  NOVEMBER 30,2016
G87542 10/31/16 $820.00 $898.00
D SIGNATURE REQUIRED

CHANGE OF MAILING ADDRESS

LLORBVLS FOBAGRITV RECLAGAD

attached hereto, are true, complete and accurate,
Signature
; .

ol

HERTZ, MICHAEL 1

G87542

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

L1 ]

ENEEEENEEEEEEEEEEEEEEEEEEEEENEEE)

HNEEEENEEEEEENEEEEEEENEEEEEREEREREEn

City

State

Zip

LT PR PP T TTTTTIT] CO) D - T T

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

[T IT T I T I I ITITT]

City

State

Zip

(I I T I I T T I T T 0] C C [T






