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APPLICATION FOR TRAINING GERTIFICAT
PLEASE TYPE OR PRINT CLEARLY
PERSONAL INFORMATION
|Checkonlyone: | wMb 0O DO |

Your social security number is required to facilitale reporting to the federal Healthcare In wegrity & Protection Data Bank (42 U.S.C. §1320¢
U.S.C. §552a. and 45 C.F.R. pt. 81) and for accurate identification under the federal and state child support enforcement lav (42 U.S.C _'
53123.50. O.R.C.) It may aiso be used for reporting to the National Practitioner Dala Bank (42 U.S.C. §11101
mcs!.qahve'e orcement purposes in compliance vith Chaplers 4730,

U.S. Social
Security Number:

Full Name
{Use ne
initials):

Maiden Name
Or Other Names
Used (If none,
enter “NONE"):

Physicians
Address

{Be sure to
notify the
Board of any
change in
address):

Ohio Training
Program
Address
{Hospital in
Ohio where
you will he
starting your
training):

and 45 C
O.R.C. oras olhenvise required

F.R. pt 60) and for
y state or federal la

4731., 4760, or 4782,

Last (Surnarme)y First

o [ 1g3 8

Last (Surname) First Middle

Nore

Number & Street

8,0"7 S 0nd S AP!’B

Country

Ush

Zip Code

(947

City State!

“Phu l&’ld.{,{y}‘pll iA 7]

TRAINING PROGRAM INFOR IVIATION

—*osp ital & Depariment

The Ohio State Wniversity MWW Cender Dept of OB/(YAJ

Number & Street
Oth

399 W. [24+h Avete, “Loor”

City S'a:o 7ip Code

Columbug o 43210

o : - T MomDayNr Ending MoiDay/ve !
Dol B\ 2T 2| 4 130415 |
J-1 and H-1B VISA
To be completed by International medical school graduates onfy:
Are you currently applying for a J-1 or an H-1B Visa? 1 YES 1 NO
{f YES check which ong? a o J1 o H1B




Medical or
Osteopathic
School of

Graduation:
Dates
Altended:
Degree
Received:

Other

Medical or
Osteopathic
Schools
Attended

{if hone,
enter
“NONE®)

Dates

Attended:

Reason degree not
received at this school

Fifth
Pathway
Program
{if none,
enter
“NONE"):

Dates

Altended:

State Medical Board of Ohio
Training Certificate Application - Medicine or Osteopathic Medicine
Page 2

MEDICAL OR OSTEOPATHIC EDUCATION

Schoeol Name

City

Phula dadphia

! mple Uv\ive.rsihjg |

C County

- -~ USA

From:

'._,&Q\&A_amooz

MD

Mo/Yr B Mo/Yr
! o 05 /ol
] Date ' Mo/Day/Yr
_! Received [ 5/ 167204

School Name

Nong_

City = State - —— Soumiy S,
—_“M&T.’r——_j MoiYr
From: / fo: /

FIFTH PATHWAY PROGRAM

“Hospital or Institution

Name of Medical Schoot

City Stale T TCountry
Mo/Yr B MorYr ]
From: / To: / J

ECFMG CERTIFICATE

To be completed by international medical school graduates only:

Do you have a valid ECFMG certificate?

Number:_

Date
lssueq:

& YES &l NO
Mo/Cay/¥r | MoiDay/Yr i
L“ / / N Expires: _,_2,,,_,, ; ) 7/_“_7"“]

Applicant Name: Kﬁl"l'l’]niln Samk




State Medical Board of Ohio

Training Certificate Application -~ Medicine or Osteopathic Medicine

PHYSICAL DESCRIPTION

Page 3

Staple a recent (taken within the last six months) passport-type COLOR photograph of applicant in the space
provided below. Black and white photograshs cannot be acceptad.

Birth oAy Birth o ST B
Date: : - Place: : e

ae 04 /16 11793 T Konkakee L VS A
Gender: ﬂ Female For statistics only (optional)

Date Photo Taken: 3 / _LL
molfyr

LICENSES IN THE UNITED STATES & CANADA

59"

Height

T PHYSICAL DESCRIPTION

Weight

140 [bs

Hair Color_ PPlondu_

Eye Color H’Z{Zd

Identifying Marks

List ALL states/provinces, whether the license is current or not, in which you are or have been licensed, including
temporary, educational permits, limited licenses, elc., to practice medicine and surgery or ostgopathic medicine and
surgery. Indicate license number, date of issuance and the type of license. If additional space is needed, attach an extra
sheet. (If none, enter “NONE”) A Form 2, Verification of License form must be sent to each state listed.

' STATE'/PROVINCE ISSUE DATE LICENSE # TYPE OF LICENSE LICENSE CURRENT
MO/YR v ONLY ONE ¥ ONLY ONE
03 Full, unrestricted 7 YES 1 NO
onl_ O Temporary
O Educational Expiration Date:
1 Limited
{ 1 Other: -
| (piease specify)
1 Full, unrestricted 1 YES 7 NO
O Temporary
O Educational Expiration Date:
O Limited
O Other:__

(piease specify)

Full, unrestricted
Temporary
Educational
Limited
Other.__

(please specify)

aufafaln

O YES 0 NO

Expiration Date:

Applicant Name: g{ /l f}z n _SJZ'ZK

_ Date 5/ ool /lLﬁ




TRAINING CERTIFICATE - MEDICINE OR OSTEOPATHIC MEDICINE
RESUME OF ACTIVITIES

List ALL actvities in chronoiogical order from the date of medical school graduation o the PRESENT tme, using MONTH ar
YEAR  For any nom-wierking time, you MUST state on the resums exaclly what your aclivibes were, such as “vacation” or
seeking employment’, and indicate your permanent home address for that ime period. i in private practice, indicate the
hospitais where you hold or have held prvileges and incivde complete dates and adaresses  For any tme in which yo. worked
for an "emergency medical group” or did “locum tenens”, you must list all hospitals where you worked and include complete
dates and addresses. DO NOT SUBSTITUTE ANY OTHER RESUME OR CV FOR THIS FORM. Oz sure to ndicate the
g{ercentage of working time spent in ¢Pnical and administrative duties. I you requirs more space. please atlach separate sheets

(Ui/ Check here if you are a new graduate (within 3 months). You DO NOT need to complete this form.

From Position & %Cimica’
, - Depardment
P Hospitadniversity name, Oiher of nonsork
Monthivear
. - - - " — HAdmin
Te Compiete Humber & Street Address rerdt
/
[ S
fonthiYear AT ~
TR Staie/Counliy Zip Code ; o i
F-’(‘\]") ! o A o T - . - e - L i
s : osition & “Clinicat
! Denanment
Hospitai/University name, Other or non-working aclivity
To Compiete Number & Stieel Address ;
T _ City SlaleiCounty — ZipGode ~ o e
Fostlion & linical
) - ; - . Depatment
/ . Hospilal/University nama, Othier of non-wor
wonthivear
- = ST A i “HAdmMIn
fo Compiate Nurrbar & Slrest Address ; Ahdmi
i
City ~ State/Country Zip Code
From
Hospilal/University name, Oiher or non-working activity
i
- . B : Y pdmin
To GCemplete Number & Street Address oALmIn.
e n, 7Y el 3 H i
Wy o SlaelCountry o Zip Code i o
‘: Position &
o Dapartmen:
HospialiUniversity ~amie, Other or non-working activity
N 1
i
To Complete humber & Slies!l Address '
i i
S S
MAn Y,
vonthYear o T
' ' Cily State/Ceuntry Zip Crde

ant Name: l(ﬂ?Lhn/"\ Shmk . Dale




TRAINING CERTIFICATE - MEDICINE OR OSTEOPATHIC MEDICINE
ADDITIONAL INFORMATION

If you answer "YES" to any of the following questions, you are required to furnish complete details, including
date, place, reason and disposition of the matter. All affirmative answers must be thoroughly explained on a
separate sheet of paper (DO NOT write explanations on these pages) Please note that some questions
require very specific and detailed information. Make sure all responses are complete.

(Please place a in the yes or no box)

YES NO

1. Have you ever been denied staff membership at any hospital, nursing home, clinig, a N
health maintenance organization, or similar institution?

2, Have you ever been warned, censured, disciplined, had admissions monitored, had O %
privileges limited, had privileges suspended or terminated, been put on probation, or
been requested to withdraw from or resign privileges at any hospital, nursing home,
clinic, health maintenance organization, or ather similar institution in which you have
trained, been a staff member, or held privileges, for reasons other than failure to
maintain records on a timely basis, or failure to attend staff or section meetings?

3. lave you ever resigned from, withdrawn from, or terminated, or have you ever been | N
requested to resign from, withdraw from, or otherwise been terminated from, a
position with a medical partnership, professional association, corporation, health
maintenance organization, or other medical practice organization, either private or
public?

4. Have you ever resigned from, withdrawn from, or have you ever been warned by,
censured by, disciplined by, been put on probation by, been requested to withdraw
from, dismissed from, been refused renewal of a contract by, or expelled from, a
medical school, clinical clerkship, externship, preceptorship, residency, or graduate
medical education program?

O
=

5. Have you ever transferred from one graduate medical education program to ] N
another?
6. Have you ever, for any reason, lost specialty board certification in the U.S. or 1 N

elsewhere, or been denied such certification, or denied examination for such
ceitification?

7. Has any board, bureau, department, agency or other body, including those in Ohio, Q m
in any way limited, restricted, suspended, or revoked any professional license,
certificate or registration granted to you; placed you on probation: or imposed a fine,
censwre or reprimand against you?

8. Have you ever voluntarily surrendered, resigned, or otherwise forfeited any
professional license, certificate or registration issued to you by any board, bureau,
department, agency, or other body; or have you ever withdrawn any application for

licensure, relicensure, or examination, in any state (including Ohio), territory,
province, or country?

0
>

9. Have you ever, for any reason, been denied licensure or relicensure, application for a )Q
licensure or relicensure, or the privilege of taking an examination, in any state
(including Ohio), territory, province, or country?

Applicant Nanie: KﬂHﬂ,ﬂ’\ S?‘Dl’&k Date: 5[/‘90? '/”




State Medical Board of Ohio
Training Certificate - Medicine or Osteopathic Medicine - Additional Information
Page 2

YES  NO

10. Have you ever been requested to appear before any hoard, bureau, department, ] n
agency, or other body, including those in Ohio, concerning allegations against you?

11. Have you ever entered into an agreement of any kind, whether oral or written, with A ‘
respect to a professional license, in lieu of or in order {o avoid formal disciplin y
action, with any board, bureau, department, agency, or other body, including those in
Ohio?

12 Have you ever been notified of any investigation concerning you by any board, (1 ]Xl
bureau, department, agency, or other body, including those in Ohio, with respectio a
professional license?

13. Have you ever been notified of any charges, allegations, or complaints filed against & K]
you with, any board, bureau, department, agency, or other body, including those in
Ohio, with respect to a professional license?

14. Have you ever been denied, or have you ever surrendered, a state or federal [] m
controlied substance or drug registration; had it revoked, terminated, or restricted in
any way, or been warned, reprimanded, or fined by, or baen requested to appear
before, the responsible agency?

i

o

Have you ever pled guilty to, been found guilly of a violation of any law, or been a w
granted intervention or treatment in lieu of conviction regardless of the legal

jurisdiction in which the act was committed, other than a minor traffic violation? If

yes, submit copies of all relevant documentation, such as police reports, certified

court records and any institutional correspondence and orders. Photocopies will

not be accepted.

16 Have you ever been arrested or forfeited collateral, bail, or bond for breach or O m
viclation of any law, police regulation, or ordinance other than for a minor traffic
violation; been summoned into court as a defendant or had any lawsuit filed against
you (other than a malpractice suit)? Please be advised that you are required to
submit copies of all relevant documentation, such as police reports, certified court
records and any institutional correspondence and orders. Photocopies will not be
accepted. If case has been expunged you must submit certified letter from court,

17. Have you been a defendant in a legal action involving professional liability 0 %
(malpractice), or had a professional liability claim paid on your behaif, or paid such a
claim yourself? If yes, you must complete the enclosed malpractice claim
information form. In addition, ask your malpractice insurance carrier(s) to provide a
complete claims history report for the last 10 years to the State Medical Board of
Ohio. If your current carrier has provided coverage for less than 10 years, ask your
previous carrier to submit a claims history report to the Board.

18. Have you ever been denied professional liability insurance or coverage, or had such U m
insurance or coverage canceled, limited, or restricted in any way?

19. Have you ever been denied or relinquished participation in any third party ol X}
reimbursement program, whether governmental or private, including Medicaid and
Medicare; or had such participation limited, restricted, suspended, or revoked; or
been warned, reprimanded, requested to appear before, or fined by the responsible
body?

20. Have you ever been denied privileges, or had privileges revoked, suspended, a M
restricted, reduced, or terminated by the Department of Defense, the Veteran's
Administration, or any of their respective components?

Applicant Name: lzﬂ/(A ryl\ S}ZVCK Date: 6/9‘?/ “

7/ L4

MAY @4 201



State Medical Board of Ohio
Training Certificate - Medicine or Osteopathic Medicine - Additional Information
Page 3

YES NO

21 Have you ever been diagnosed as having, or have you been treated for, pedophilia, a X‘
exhibitionism, or voyeurism? If yes, please explain.

22. a) Within the last ten years, have you been diagnosed with or have you been O X}
treated for, bipolar disorder, schizophrenia, paranoia, or any other psychotic
disorder?

by Have you, since altaining the age of eighteen or within the last ten years, ] N
whichever period is shorter, been admilted to a hospital or other facility for the
treatment of bipolar disorder, schizophrenia, paranoia, or any other psychotic
disorder?

If you answered "YES” to any part of this question, please provide details on a separate shaet,
including date(s) of diagnosis or treatment, and a description of your present condition.
Include the name, curcent mailing address, and telephone number of each person who treated
you, as well as each facility where you received treatment, and the reason for treatment. Have
each {reating physician submit a letter detailing the dates of treatment, diagnosis and
prognosis.

For purposes of questions 23 and 24 the following phrases or words have the following meaning:

Ability to practice medicine” is to be construed to include all of the following:

s

The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned medical
judgments and to learn and keep abreast of medical developments; and

2. The ability to communicate those judgments and medical information to patients and other heaith care
providers, with or without the use of aids or devices, such as voice amplifiers; and

w

The physical capability to perform medical tasks such as physical examination and surgical procedures,
with or without the use of aids or devices, such as corrective lenses or hearing aids.

“Medical condition” includes physiological, mental, or psycholegical conditions or disorders, such as but not
limited to orthopedic, visual, speech, and hearing impairments, cerebral palsy, epilepsy, muscular dystrophy,
multiple sclerosis, cancer, heart disease, diabetes, mental retardation, emotional or mental iliness, specific
learning disahilities, HIV disease, tuberculosis, drug addiction, and alcoholism.

YES  NO

23. Do you have, or have you heen diagnosed as having, a medical condition which in | X
any way impairs or limits your ability to practice medicine with reasonable skill and
safety? If yes, please explain.

a) Are the limitations or impairment caused by your medical condition reduced 1 o
or ameliorated because you receive ongoing treatment (with or without
medication} or participate in @ monitoring program? If yes, please explain.

If you receive such ongoing treatment or participate in such monitoring program the board will
make an individualized assessment of the nature, severity, and duration of the risk asscciated
with an ongoeing medical condition so as to determine whether an unreslricted license should
he issued, whether conditions should be imposed. or whether you are not eligible for licensure.
Have each freating physician submit a lelter detailing the dates of treatment, diagnosis and
Prognosis.

b)  Are the limitations or impairments caused by your medical condition reduced or o A
ameliorated because of the field of practice, the setting, or the manner in which
you have chosen to practice? If yes, please explain.

Applicant Name: ’O‘Mf(/”\ gb(Cd( Date 5/22/ “

i




State Medical Board of Ohlo

Training Certificate - Medicine or Osfeopathic Medicine = Additional Information
(25
Page 4

drugs, or medications including those taken

‘Chemical substances” is to be construed to inciude a'conol,
nrescribers direction,

pursuart to a valid prescription for legitimate medical purposes and in accordarce with the
as well as those used illegally.

YES NO

- . , X . . . . .. L . i
24, Do you use chemical substance(s) which in any way ‘mpair or iimit your ability i a ﬂ
practice medicine with reasonable skili and safety? If yes, please explair.

Are the limitations or impairment caused by your use of chemical substances A R
reduced or ameliorated because you receive ongoing treatmant (with or without
medication) or participate in a monitoring program? If‘/es, please expiain,

a)

if you receive such ongoeing trealiment or participate in such monitoring program the board wil
rmake an individualized assessment of the nature, severity, and duration of the risk associated
with an ongong medical condition so as ‘o determing whether an unrestricted ficense shouwid

Bsued, w ‘eih ar Mﬂcnt.vrs should be imposed. or whether you are not eligitie for hcensure.
“““e gacn realing physician submil a leter detailing the dates of treatment, diagrosis ang

av

Y

prognosis

By Are the himitations or impairments caused by vour use of chemical substances | R
reduced or ameliorated because of ‘he field of practice, the seiling, or the
manner in which you have chosen to practice? if yes, please explain.
* @ x X * * 03 * * -~ " " * £ v # x * * w * % " * * * N # w* & ® * =4 *

For purposes of question 25 the following phrases or words have the following meaning:

“Currentfy” does not mean on the day of, or even in the weeks or months preceding the completion of this
appiication. Rather it means recently enough so that he use of drugs may have an ongoing impact on ong's
functioning as a licensee, or within the past two years.

ntofled substances™ means the use of controlied substances obtained illegally (e.g nerow

lilegal use of ¢
or cocaine) as well as the use of controlled substances which are not obtained pursuant to a valid prescrintion

or not taken in accordance with the direction of a licensed healthcare practitioner,

Y8
25 Are you currently engaged in the illegal use of controlled substances? (1
a)  1EWES " are you currently particpating in a supervised rehabilitation program or N

professional assistance program which monitors you in order to assure that you
are nol using illegal controlied substances. If ves, pisase exp!am.

Apnlicant Name: Kﬁ+kn{ﬂ S’}amk I Date 3]/&'2’/”




TRAINING CERTIFICATE - MEDICINE OR OSTEOPATHIC MEDICINE
AFFIDAVIT AND RELEASE OF APPLICANT

The affidavit and release MUST be completed by ALL applicants. The form must be notarized. Failure of any applicant to
submit 'hn affidavit completed and notarized with the application will result in your application being considered as

in complete.
ss STATE OF: @‘JL} s

COUNTY OF:

. :
K/’ﬂ"hm"\ 5‘)‘3?@‘( . hereby certify under cath that | am the person named in this
application for a | ning certificate in the State of Ohio; that all statements | have made or shall make with respect thereto
are true, that 1 am the original and lawful possessor and person named in the various forms and credentials furnisned or to
be furnished to this Board with respect to my application; and that ail documents, forms, or copies thereof furnished or te be
furnished with respect to my application are strictly true in every respect

I acknowledge that | have read the general information and instructions for all applicants and that | have answered all
guestions in compliance with these insfructions and understand that the fee | submitted is neither refundable no
transferable

| further state that by filing this application for a training certificate in the State of Onjo, | hereby authorize and consent to
have an investigation made as to my moral character, professional reputation and fitness for the practice of medicine or
osteopathic medicine. | agree to give any further information which may be required in reference to my past record. |
understand that | will not receive a copy of any reports or know their contents and | further understand that the contenis of
any investigative report will be privileged.

| further understand that my application for a training certificate in the State of Ohio is an ongoing process. | will immediately
notify the State Medical Board of Ohio in writing of any changes to the answers to any of the questions contained i." !r e
/\DDITI’)Nf\L INFORMATION section of the application if such a change in an answer s warranted at any time prior to

censure heing granted to me by the State Medical Board of Ohio. | further understand that failure to complete this
a)p.‘cauor. as requested by the Board within six months can be considered abandonment of any request for a training
certificate and that any fee | submitted is neither refundable nor transferable.

| authorize and request every person, hospital, clinic, governmental agency (local, state, federal or foreign), cour,
association, institution, or law enforcement agency having control of any documents, records and other information pertaining
to me to furnish to the State Madical Board of Ohio any such (n'or mation, including documents, records regarding charges or
complaints filed against me, formal or informal, pending or closed, or any other pertinent data and to permit the State Medical
Board of Ohio or any of its agents or representatives to inspect and make copies of such documents, records, and other
information in connection with this application, subsequent licensure or practice thereunder.

[ hereby release, discharge, and exonerate the State Medical Board of Ohio, its agents or represenialives and any parson,
hospital, clinic, governmental agency (local, state, federal or foreign), court, association, institution, or law enforcement
agency furnishing information, of any and all liability of every nature and kind arising out of investigation made by the State
Medical Board of Ohio. | authorize the State Medical Board of O’ﬂo to release information, material, documents, orders or
the like relating to me or to this application to any other governmental agency (local, state, federal or foreign), or to any
nospital, nursing heme, clinic, health maintenance organization or similar institution; or to any professional association.

I further understand that | must limit my activities under the certificate to the programs of the hospitals or facilities for which
the fraining certificate is issued; and that | may train only under the supervision of the physicians responsible for suparvision
as part of the internship, residency, or clinical feliowship program

f

further understand that issuance of a training certificate in the State of Ohio will be considered on the truth of the
statements and documents contained herein or to be furnished, which if false, gag subjact me 1o denial of said certificats.

A
Sighature Mappiic ar
Subscribed and sworn to before me thi 1_8(34 day of /Ij 20 ”

SRk, S0, D\ N

I

§§;O ! % K. DUPONT Signature of Notary Public )
S #4807 ﬁ‘uﬁ of Ohlo
y i 03:2013 Ga-03. ||
% OS Mycommi%k)ﬂ Expiresoz Nt Wieeinn EXDIres S
":,,,, 18 o.{::\e‘ Date Commission Expires
"”m?mF\\\\“

THIS FORM CANNOT BE FAXED



State Medical Board of Ohio

30 E. Broad St., 3rd Floor e Columbus, OH 43215-6127 e (614)466-3934 e Website: http://med.ohio.gov/

TRAINING CERTIFICATE - MEDICINE OR OSTEOPATHIC MEDICINE
CERTIFICATION OF TRAINING PROGRAM

| am applying for a training certificate in the State of Ohio. The State Medical Board of Ohio requires that this form be

completed by the Ohio training program in which | will be training. Please complete the form and return it directly to the State
Medical Board of Ohio at the above address.

THIS SECTION TO BE COMPLETED BY APPLICANT

Name of Applican‘t: \Q)"“O (—‘Qk Kt?d‘h ElenNa

Last First Middle Suffix (Jr., II)

“,
Z,
Z

My,
* 4’//,,
0>,

it
(=)

\‘\\

2

“\\I\““H"”
SRRIAL

’7

THIS SECTION TO BE COMPLETED BY OHIO TRAINING PROGRAM

Name of Training Program: —Thc OMO. Sd]'ajrﬁc lA)/l/iVUrsiT\J M&d/l(lﬁ(z’ CWV
Training Program Address: W O)D 08/677\/ 396 W IZ‘H’] /h/(/ 5'”1 FIOOV'

Stréet Address
Columbus ot Y3210
City State Zip Code
Type of Program (check only one): & Intern 1 Resident Q Clinical Fellow

Specialty

(see reverse side): Obg" QLY‘ 1c5 ?i 6)"’)600, DQ\/

CERTIFICATION DATES - Indicate the month, day and year for both the beginning and ending dates in which the training certificate is to
be issued. THE DATES ARE NOT TO EXCEED ONE YEAR. [f the application is received prior to the date of the appointment, the

appointment date will be used. If the application is received after the appointment date, or is not completed until after the appointment date,
the completion date will be the date the certificate will become effective.

Dates of Training MO/DAY/YR MO/DAY/YR
(not to exceed Beginning Date: Ending Date:
one year): (p /27/“ (0/30”2.

| hereby certify that | have checked the credentials of the above applicant, that the statements, as completed, are true to the best of my
knowledge and helshe is of good moral character. | further certify that he/she will limit his/her practice and training within the physical
confines of the hospital, or facilities for which the training certificate to practice is sought and that he/she will practice only under the

supervision of the attending medical staff of such hospital or facility for which the training certificate to practice is granted. | hereby
recommend that the above applicant be granted the certificate herein applied for.

HOSPITAL y;,o (DM Q(m“/% i

Signature of Medical Director or Program Director
SEAL ;(W 0

(If hospital has no @] L S\Mqu‘“\g J’l\n

Name (please\prmt)
seal, indicate and )
have form notarized) '-}-/l Z./] |
Date )

s% THIS FORM CANNOT BE FAXED
' NotaryPublic.SWBdom

:‘ ““‘\\\\
w
%
X

47
g

e MYCommissionExplresm-03-2013 @ .
R Ak WO
zFlnnnﬁ“‘?‘ W dVU

[o]



Aug 26, 2011 2:40PM osu dept of ob/gyn 6142935877 No. 3675 P 2

State Medical Board of Ohio

30 E. Broad 8t., 3rd Floor ¢ Columbug, OH 43215-6127 ¢ (614) 466-3934 » Website: www.med.ohio.gov/

TRAINING CERTIFICATE - MEDICINE OR OSTEOPATHIC MEDICINE
FORM 1A - VERIFICATION OF MEDICAL EDUCATION
TO BE COMPLETED BY LCME OR AQA ACCREDITED SCHOOLS ONLY

[ THIS FORM IS NOT TO BE COMPLETED PRIOR TO GRADUATION

|'am applying for a tralning certificate In the State of Ohlo. The Stale Medical Board of Ohlo requires that
this form be completed by any medical or osteopathlc schaols | have attended. Please complete this
form and raturn it directly o the State Medical Board of Ohio at tha above address,

THIS SECTION TO BE COMPLETED BY APPLICANT

Leic) ;
Name: Qﬁ?)rzk K/J_\f'ﬁﬂt/h EE-TF.P'M‘\

Last " Flrst Middia Sufilx (Jr., 1)
Nama of
Medical/Osteapathic School: @ﬂ? (L U"UV'C 6{&4/ .
Location; ‘Pluladﬂ/( (23’ /t (A r)_)ﬂ

City Slale
| hereby aulhorize the above named medical/ogteppathic schoal lo furnish the informalion below o lhe State Medical
Board of Ohlo,
h/ ,. 2231
Sthnature oprpIIE?ht Dale

THIS SECTION TO BE COMPLETED BY MEDICAL OR OSTEOPATHIC SCHOOL

Our records indicate that g.h} ‘/C/( I<CLH/| 4 \/ A

Lest Firgt Mickle Suffix (Jr., )
attended medlcal/osteopathls school from % l 5 0 7 to 5;“13”_/ [
S moldaylyr ; mofdayhr

This individual (cheok ons):

W was awarded the degree of DO dov C€ /V\*KLLC Nt S-1b=1/

mo/daylyr

O was not awarded a degres (please attach an explanation)

I, certify that the above information s an accurate account of the above named Individual's official records
malntained and Is true and correct to my knowledge.

.é*“‘- ¢ ‘%‘*3;‘:

AFFIX —
INSTITUTIONAL Signatif’ -+
SEAL
Neme (pleaga prnf) = = * .
(If your Inslilution D'HECTOH
doss not have an
Official seal, please Tille < UDENT HEGORDS
Indlcate and have form q__7 —A :
notarized) Date

THIS FORM CANNOT BE FAXED



4/1/2020 Renewal ID 1694028

Date Posted: 2/1/2012 11:01:13 AM

Please review all information you have provided. Click on the "Review" button to
change any information given or click on the "I Agree" button to verify that all
information posted below is correct and to proceed to payment options.

Please note that knowingly providing false information may result in denial of
registration.

Address Information

MAIN 308 E Blenkner St
Columbus, OH 43206

License Information

License Number 57.020368
License Name Kathryn Storck
Fees

Relicensure Fee $35.00

Total Fees $35.00

TC-Change programs
1. Are you currently training at the Training program previously listed?

Discipline
1. Have you been found guilty of, or pled guilty or no contest to, or received
treatment or intervention in lieu of conviction of, a misdemeanor or felony?

2. Have you surrendered, consented to limitation of, or to suspension, reprimand or
probation concerning, a license to practice any healthcare profession or state or
federal privileges to prescribe controlled substances in any jurisdiction other
than Ohio?

3. Have you been disciplined or notified of an investigation of you by your training
program for other than academic performance?

4. Has any board, bureau, department, agency, or any other body, including those in
Ohio other than this board, filed any charges, allegations or complaints against
you?

5. Have you had any clinical privileges or other authority to practice suspended or
revoked by any institution or program or have you been placed on probation for
any reason other than academic performance?

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=1694028 12



4/1/2020 Renewal ID 1694028

6. Have you been addicted to or dependent upon alcohol or any chemical
substance; or been treated for, or been diagnosed as suffering from, drug or
alcohol dependency or abuse?

Social Security Number
1.

I understand that submitting a false, fraudulent, or forged statement or
document or omitting a material fact in obtaining licensure may be grounds for
disciplinary action against my license.

Under penalty of law, I hereby swear or affirm that the information I have
provided in the application is complete and correct, and that I have complied
with all criteria for applying on line.

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=1694028 2/2



4/1/2020 Renewal ID 2041358

Date Posted: 5/13/2013 5:42:33 PM

Please review all information you have provided. Click on the "Review" button to
change any information given or click on the "I Agree" button to verify that all
information posted below is correct and to proceed to payment options.

Please note that knowingly providing false information may result in denial of
registration.

License Information

License Number 57.020368
License Name Kathryn Storck
Fees

Relicensure Fee $35.00

Total Fees $35.00

TC-Change programs

1. Are you training at the program listed, OR, have you been appointed to the
program listed for the next training year?

....... YES
Discipline
1. Have you been found guilty of, or pled guilty or no contest to, or received
treatment or intervention in lieu of conviction of, a misdemeanor or felony?
....... NO

2. Have you surrendered, consented to limitation of, or to suspension, reprimand or
probation concerning, a license to practice any healthcare profession or state or
federal privileges to prescribe controlled substances in any jurisdiction other
than Ohio?

3. Have you been disciplined or notified of an investigation of you by your training
program for other than academic performance?

4. Has any board, bureau, department, agency, or any other body, including those in
Ohio other than this board, filed any charges, allegations or complaints against
you?

5. Have you had any clinical privileges or other authority to practice suspended or
revoked by any institution or program or have you been placed on probation for
any reason other than academic performance?

....... NO
6. Have you been addicted to or dependent upon alcohol or any chemical
substance; or been treated for, or been diagnosed as suffering from, drug or
alcohol dependency or abuse?
....... NO

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=2041358 12



4/1/2020 Renewal ID 2041358

Social Security Number
1.

I understand that submitting a false, fraudulent, or forged statement or
document or omitting a material fact in obtaining licensure may be grounds for
disciplinary action against my license.

Under penalty of law, I hereby swear or affirm that the information I have
provided in the application is complete and correct, and that I have complied
with all criteria for applying on line.

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=2041358 2/2



4/1/2020 Renewal ID 2389769

Date Posted: 4/23/2014 10:19:21 AM

Please review all information you have provided. Click on the "Review" button to
change any information given or click on the "I Agree" button to verify that all
information posted below is correct and to proceed to payment options.

Please note that knowingly providing false information may result in denial of
registration.

License Information

License Number 57.020368
License Name Kathryn Storck
Fees

Relicensure Fee $35.00

Total Fees $35.00

TC-Change programs

1. Are you training at the program listed, OR, have you been appointed to the
program listed for the next training year?

....... YES
Discipline
1. Have you been found guilty of, or pled guilty or no contest to, or received
treatment or intervention in lieu of conviction of, a misdemeanor or felony?
....... NO

2. Have you surrendered, consented to limitation of, or to suspension, reprimand or
probation concerning, a license to practice any healthcare profession or state or
federal privileges to prescribe controlled substances in any jurisdiction other
than Ohio?

3. Have you been disciplined or notified of an investigation of you by your training
program for other than academic performance?

4. Has any board, bureau, department, agency, or any other body, including those in
Ohio other than this board, filed any charges, allegations or complaints against
you?

5. Have you had any clinical privileges or other authority to practice suspended or
revoked by any institution or program or have you been placed on probation for
any reason other than academic performance?

....... NO
6. Have you been addicted to or dependent upon alcohol or any chemical
substance; or been treated for, or been diagnosed as suffering from, drug or
alcohol dependency or abuse?
....... NO

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=2389769 12
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Social Security Number
1.

I understand that submitting a false, fraudulent, or forged statement or
document or omitting a material fact in obtaining licensure may be grounds for
disciplinary action against my license.

Under penalty of law, I hereby swear or affirm that the information I have
provided in the application is complete and correct, and that I have complied
with all criteria for applying on line.

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalldnt=2389769 2/2



State Medical Board of Ohio

30 E. Broad Street, 3rd Floor, Columbus, OH 43215-6127

Richard A. Whitehouse, Esq. (614) 466-3934
Executive Director med.ohio.gov

ACKNOWLEDGMENT OF APPLICATION FOR TRAINING CERTIFICATE

5/26/2011

Kathryn Elena Storck

Ohio State University Hospital

c/o Corporate Credentialing: Attn Ann Smith

700 Ackerman Road Suite #570

Columbus OH 43202
Online User ID: STOR4150390
Online Password: 540936

HOSPITAL: Ohio State University Hospital
Obstetrics & Gynecology

ACKNOWLEDGMENT LETTER EFFECTIVE DATE: 06/27/2011
ACKNOWLEDGMENT LETTER EXPIRES: 10/27/2011

Dear Doctor:

This is to notify you that your application for a training certificate was received by the Board on the above date and
for the program indicated above.

Please be advised that you are hereby authorized to begin participation in the training program to which you have been
appointed while your application is being processed. You are entitled to perform such acts as may be prescribed by or
incidental to the internship, residency, or clinical fellowship program, but are not otherwise entitled to engage in the
practice of medicine or surgery or osteopathic medicine and surgery in this state. You must limit your activities to the
programs of the hospitals or facilities for which you have applied. You must train only under the supervision of the
physicians responsible for supervision as part of the internship, residency, or clinical fellowship program.

The authority granted by this letter will expire on the date indicated above.

Applications are processed in the order received. An incomplete application or any unusual circumstances discovered
during processing will result in deviation from this schedule. You will be notified if the application is incomplete or
contains errors; or if there is difficulty in obtaining the independently requested recommendations.

Further, the Ohio Administrative Code provides that the Board may abandon an application if you fail to
complete the application process within six months of initial application filing. Submitted fees will not be

refundable or transferable.

Sincerely,

Gina Bouldware

Licensure Examiner
Revised 2/22/11



10/21/2011

Kathryn Elena Storck, MD

Ohio State University Hospital

c/o Corporate Credentialing: Attn Ann Smith
700 Ackerman Road Suite #570

Columbus OH 43202

NUMBER: 57. 020368
HOSPITAL: Ohio State University Hospital
Obstetrics & Gynecology

DATES: 06/27/2011 - 06/26/2012

Dear Doctor:

This is to notify you that the above training certificate number has been issued to you in order
for you to participate in the training program during the dates indicated above.

You are entitled to perform such acts as may be prescribed by or incidental to the internship,
residency, or clinical fellowship program, but are not otherwise entitled to engage in the practice
of medicine and surgery or osteopathic medicine and surgery in this state. You must limit your
activities to the programs of the hospitals or facilities for which the training certificate is issued.
You must train only under the supervision of the physicians responsible for supervision as part
of the internship, residency, or clinical fellowship program. Failure to abide by these limitations
could result in the revocation of this certificate or criminal prosecution.

A training certificate shall be valid for one year, but may at the discretion of the Board be
renewed annually for a maximum of five years. Renewal applications are mailed approximately
April 15t for those who initiated their training on July 1st. Others will receive their renewal
application accordingly.

Be sure to notify the Board, in writing, of any change in address within thirty days of the change.
If you change programs before the end of the training year you must immediately notify the
Board.

Sincerely,
Gina Bouldware

Gina Bouldware
Licensure Examiner

Training approval letter.rtf 3/11/04
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