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30 l^. Broacl St.. 3rd l:loo!' <> Coluinbiis, OH 43215-6127 • (614) 466-393<1 o Wcbsilc: hlii' /":?-'••'"•'..i;'^

APPLICATION FOR TRAINING CERTIFICATE

PLEASE TYPE QRPRlN'l' CLEARLY

PERSONAL INFORMATION

-^!iecJio-n'y-oneL MD a DO-~ ]
Your social securily numbsr is required (o facililale raporting to the ledeial Healthcare Integrity & Proteclion Data Bank (42 U.S C. §1320a-7e(b). 5
U.S.C. §552a, and 45 C.F.R. pt. 61) and for accurale idsntification under the federal and state chi!d support enforcemen! lav; (<12 U.S.C. §666 and
§3123.50. O.R.C.) It may aiso be usecf for reporting lo the National Pracl.lioner Dala Bank (42 U.S.C. §11101 and 45 C.F.R. pt 60) and (or o!her
invesligative/enforcement purposes in compliance v/ith Chapters 4730., 4731., 4760. or 4762.. O.R.C or as olheroise required by stato or federal lav.'.

U.S. Social
Security Number.

Full Name
(Use no
initlals):

Maiden Name
Or Other Names
Used (If none,
snter"NON£"):

l-ast (Surname)

Sh)rd<
Firsl

(6t^i^n__

Middle

'^iCfn^

Lasi (Siirnanie)

pJo^

First Mio'dle

Sufflx(Jr., II)

Suffix(Jr..ll)

Physicians
Address
(Be sure to
notify tlie
Board ofany
change in
address):

Oliio Training
Program
Address
(Hospital in
Oilio v/here
yoii wilt he
startlnc) yoiir
tralning):

Dates of

Number S Street

^^^AA^_^-_A^L£_.
^B^Ud4pkiA ?4 W^7

TRA1NING, PROGRAM INFORMATION

tiospilal & Department

Couii'.iv

w

[h^Okio 5t^ ^'v^if'-i ^^'c^ C^^r , W!- of BB^
Number & Stfeel

3^5JU- luh /^ve^c., _^l^FLoor
City

Col(A,mbi{<3
Siate

Ohl
Zip Code

^110_
Beginning
Date:

Mo/'Day/Yr

(ft in i\\
Encfing
Date:

Mo/Day/Yr

^ /3G /f6

J-1 andhMBVISA

7'o be completed by Intemattonal medical scliool graduates only:
Are you currently applying for a J-1 or an H-1B Visa0 3 YES

IfYEScheckwhichone? Q J-1 3 H-1B

a NO

M' •'°< -'.
; \^if f OOARD

ViAY d^4 /[))?



Medical or
Osteopathic
Schoolof
Graduation:

Stato Modical Doard of Ohio
Training Certificate Application - (Vledicine or Osteopathic Medicine

Paye ?.
MEDICAI.. OR OSTEOPAlHtC_EDUCATION

Sdiool Na;ne '"' ~ ' ' —~——.——

-3^hpkJJ?m^sily
SSale

3ul^-^LNuA——^
Country

i^t
Dates
Attended:

Oegree
Received:

Other
Medical or
Osteopalhic
Schoo!s
Attended

(If none,
enter
"NONE")

Frorn:

School Naiiie

^K^.
City

Mo.'Yr

d IAOOI
Mo/Yr

05 /Jiolt

State

Date [Jy'o^Oay/Yr'
Received [ 5 ! J^/^lf

Counlry

Oates
Attencied: F'o"r

Reason degree not
rsceived at this school:

Fifth
Pa'ihway
Program

(if none,
enter
"NONE"):

Dates
Altended:

c
Mo.'Yr

/ To:

EIEMPATHWAYPRQGRAM

Hospital or Institution

Nanw of Medical School

Cily Siate

From:
Mo.'Yr

/ To:

\4oA'r

/

Counii-y

Mo^Yr

/'

§CFMG_CEt?TIF;ICATE
To be wmplefed by Internatioiial medical school gradiiafes only:

Do you have a valid ECFMG certificate? .Tl YES d N0

Number:
Date
Issued:

Mo/'Oay/Y,

/
,'/Yr

±.
Expires:

Mo/DayA'r

/ /

Applicant Name: -^yi^m_sb^fe_
/

Date' M3sl^-
••-••."••''—..^AhO

MAY 04 '^



State Medical Board of Ohio
TrainiDC) Certificate Application - Meciiciiio or Osteopathic Medicine

Page 3

EiiYSICALDESCRIPTION
Staple a receniaaken within the last six months) passport-type COLOR phoiograph of appiicaiit in the space
provided belovv. Black and white photographs cannot be acceptecl.

Birth
Date:

Mo/Oay/'i'r

6^^/f^l
Birth
Piace:

City

^k^.U.c.
Slate

1L_
CoLinlry

Gende'-: Q Male ^S Female For statistics oniy (optional)

Height.

PIIYSICAL DESCRIPTION
ll5'^

Weight l£J6lbe,

f-fair Color ^^lcl^—

Eye Color

Identifying MarKs

Date Photo Taken: 3 /^ |j,_
molyr

LICENSES IN THE UNITL=D STATRS & CANADA

.LJSJ.^LL_stat-T.s^r.ovin?es^w^eth8r.?he license is current or not, in v^hich you are o,- have been licensed, includ'ng
temporary, educational permits, limited licenses, etc, to practice medic'ne and surger^' or osteopathic medicine and
surgery. Inclicate license number, date of issuance and the type of license. If adciitional space is needed, attach a'-i'extra
sheet (If none, enter "NONE") A Form 2, Verification of License fonn must be sent'to eac!i state listec^

Applican! Name:̂J^'Hi^i^ ^h^kj Date 4/^/ 11

lr^",fr':'' i r'" .• ."^CIJ^.,^L b.,,., ^

MAY 04 ^on

STATE/PROVINCE ISSUE DATK LICENSE # TYPE OF LICENSK LICENSE CURRENT
MO/YR ^ONLYONE ^ONLYONE

A)<5^-
O Full. unrestricled
O Temporary
Q Educationai
0 Limited
n Other:

~.il

a YES a NO

Expiration Date:

n Full. unrestricted
a Temporary
a Educational
a Limited
ill Other:

(please spedfyf_

a YES a NO

Expiralion Date:

n Full, unrestricted
Cl Temporary
(~1 Educational
n Limited
a Other:

(please spec/fy)

a YES n NO

Expiraiion Date:

J



TRAiNING CERTIS;!CATE - JVIEDICINE OR OSTEOPATI-iiC MEDICINE
RESUME OF ACTIVITIES

LiSt ALL sct'vii'es in chrono;oc)jcai orcier *''om t'le ciate of "'eciicg! schoo! graciuat'on to the PRESEN7 iii'ie, jsing IVlONTf'l anci
YEAR Fa' aiiy noii-v.wking !ime, you MLI§1 s<aie 0!' iht) resiime exacl!/ wliaS you:' adivities were, suc/; as

''vscation"
o'-"SQeSmg

Qi'np'oynie.'it", and indicaie yoiir pc/'manent ho'ne addiess foi that liim penocl. ;f in p.'-ivate pract'ce, indicate the
hospita;s v.here you hold or hsve held p"'Vileges a;'.d jncit:i:ie comploto dates a"c addresses For any t:.-"ie in w;Tch yoj '.'<o.rke(!
fo;' an

"einergei'cy 'recficai
group'1 or cikl

"lociiii-i
ieiiens", you must ;is; all hospitals where you worked ancf include conip'ete

da'.es and addresses. 130 NOT SUBSTITUTK ANY OTHER RESUME OR CV f-OR
-t'HIS

FORM, Gs s^.re So ncl'cste the
perceniacje of workii'ig time spent in crn;cal and adminisfralive a'uties. !f you requirs niore space, D'ease a;;ach ssparate sheeis

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

Froin | !

.____/___._ Hospi!a'/J::ive'si('7name. CW^sr or no">-v,'o'!<i!:]oac[iv7:7~"~-

Pr.silian &
Ueiiartnen;

Mcnth'Year

To

Mo:it'i'Yea''

Conir>;ete Numner & Sireet Aficlress

-c"x. Siai.s/Co^Uy^ Z:f) Code

%Ci'nica'

%Admin

j__ l-tospiia1/J'ii'/eriil')'nar]-,e, Oiher nrno'i'v.'orkingac^vi^
Mo;-ilh,'Year

f-'Gsiiion & 1 'ACI^nical
DepoiSiiieiit !

To

./
Mo;1tl»YeRr

Cornp;ete t'iu-'iiber & Slresl Addiess

^Hy_____ _Slals^Co^'^!y_ Z;o Ccde

%AdiTiin. [

Fi'oin

[______ \ Hospils;/ur'iversitynam3. Ot"c'r G!-nan-v/o'king ac'ivity

1 C.ompiete Nurrbsr & Slreei Address

Slafe/Coi.rtfv Zip Cods

PosHion &
Depailnient

%C!in!ca!

%A(lt'lin 1

Hospilal/Uriversily nair.s. Oiher »••non-,vo'-:ing aciiv.ty

PosiSion &
Dei'xirtR'en;

Cciiip'ele N.;ml;5i' S Street Address

Stale/Counlr)/_____zl'tL!^Si!S.

%C!inica'

%Aa"iin.

/
I'/ofLl'/Vfiar

To

McnihA'enr

Ap;il;carl Nan;e:

^iospilal'l.Jiiivarsity -'ame, Osher o- noi;^vork;"Q acliviiy

Co:nple;e Njii;ber & Sliee! Address

J?li^;^.un!3'_._......._,,___ _.._'7i£L£2i!2.

°osi!ion & I ';!:C!hi;;a'

Rspa'ime"' i

%A'l";in.

^JAyh._-Sfa(r£^_ .')8'e- ^^d

\h /\ \- " W}



TRAINING CERTIFICATE " MEDICINE OR OSTEOPATI-IIC MEDICINE
ADDITIONAL INFORMATtON

If you answer "YES" to any of the following questions, you are reciuired to furnish complete details, including
date, place, reason and disposition of the matter. All affirmative answers miist be thoroughly explained on a
separate sheet of paper (00 N07 write explanations on these pages) Please note that' some questionsrequire vei-y specific and detailed information. Make sure all responses are complete.

(Please ptace a @ in the yes 01- no box)

1. Have you ever been denied staff membership at any hospitai, nursing hoine, ciinic,
health maintenance organization, or similar instituSion?

2. Have you ever been warned, censured, disciplined, haci admissions monitored, had
privileges limited, had privileges suspended or terminateci, been put on probation, or
been requested to withdrav/ from or resign privileges a{ any hospital, nursing home,
clinic, health maintenance organization, or other similar institution in which yoii have
trained, been a staff member, or held priviieges, for reasons other than failure to
maintain records on a timely basis, or faiiure to attend slaff or section ineetings?

3. Have you ever resigned froin, withdrawn from, or terminated, or have you ever been
requested to resign from, withdraw from, or othenvise been terminated from. a
position v/ith a medica! partnership, professional association, corporation, health
maintenance organization, 01- ofher medical practice organization, either private or
public?

4. Have you ever resigneci from, withclrawn 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 expelleci from, a
mea'ical school, ciinical clerkship, externship, preceptorship, residency, or graduate
medical education program?

5. Have you ever transferred from one graduate medical education program to
another?

6. Have you ever, for any reason, lost specialfy board certification .in the U.S. or
elsewhere, or been denied such certification, or denied examination for such
certification?

7. 1-fas any board, bureau, department, agency or other body, including those in Otiio,
in any way timited, restricted, suspendeci, or revoked any professional license,
certificate or registration granted to you; placec) you on probation: or imposed a fine,
censiire or reprimand against you?

8. Have you ever voluntarily surrendered, resigned, or otheiwise forfeited any
professionat license, certificate or registration issued to you by any board, bureau,
clepartment, agency, or other boa'y; or have you ever v/ithdrawn any application for
licensure, relicensure, or examination, in any state (including

'Oh'io),
{erritoi-y,

province, or country?

9. Have yoii ever, for any reason, been denied iicensure or relicensure, appiication for
licensure or relicensure, or tlie privilege of (aking an examination, in any siate
(including Ohio), territory, province, or countr^'?

YL!S

a

N0

M
%

Q

a

a

a

a

a

^

^

L-J

»

Xi

App;icanl Name:_ ^Mryn 5^/z^c Dale:_ -4^ilL__
MEDiCAL BOAH

MAY 04 ^j,



10.

11.

12.

13.

14.

15.

16

17.

18.

19.

20.

Siato IVIeciical Boar<l of Oltio
Training Cortlficato " Medicine or Osteopathic Meciicino -• Additionai Information

Payo 2

Have you ever been requested to appear before any board, bi.ireau, departinent,
agency, or other body, including those in Oliio, concerning allegations against you?

Have you ever entered into an agreement of any krid, whether oral or written, with
respect to a professional license, in I'eu of or in order io avoid formal disciplinary
action, \vith any board, bureau, department, agency, or other body, inciuding those in
Ohio?

. - . .. .

flave you ever been notified of any investigati'on concerning you by any board,
bureaii, department, agency, or otf-ier body, including those in Ohio, with respect to a
professional license?

Have you ever been notified of any charges, allegations, or coinplaints filed against
you with, any boarci, bureau, department, agency, or other body, including fhose in
Ohio, with respect to a professional license?

Have you ever been denied, or have you ever surrendered, a state or federal
controiled substance or drug registration: had it revoked, terminated. or restricted in
any way; or been v/arned, reprimanded, or fined by, or been recfuested to appear
before, the responsible agency?

Have you ever pled guilty to, been foiincl guilty of a vioiation of any !aw, or been
granted intervetition or treatment in lieu of conviction regardless of tl-ie legal
jurisdiciion in which the act v/as comrnitted, other than a minor traffic violation?" If
yes, subinit copies of all relevant documentation, such as police reports, certified
court records and any institutional correspondence and orders. Photocopies will
not be accepted.

Have you ever been arrested or forfeited collaterai, bail, or bond for breach or
violafion of any law, police regulation, or ordinance oiher than for a minor traffic
violation; been sutnrnoned into court as a defendant or had any lawsuil 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, certifled court
records and any institutional correspondence and orders. Pliotocopies will not be
ficceptect. If case has been expunged yoii must submit certified letter from court.

Have you been a defendant in a legai action involving professional liability
(malpractice), or had a professionat liability claim paid on your behaif, or paid such a
claim yourself? If yes, you musf 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 carner to si.ibmit a claiins histoiy report to the Board.

Have you ever been denied professional liability insurance or coverage, or l-iaa' such
insurance or coverage canceied, limited, or restricted in any v/ay?

I'lave yoii ever been denieci or relinquished participation in any third party
reimbLirsement program, whether governmental or private, including Medicaid and
Meo'icare; or had such participation limited, restricled, suspended.'or revoked; or
been^warned, reprimanded, requested to appear before, or fined by the responsibie
boa'y?

Have you ever been denied privileges, or had privjieges revoked, suspended,
restricted, reciuced, 01- terminated by the Department of Defense, the Veteran's
Administration, or any of their respective components?

YES

a

a

Q

a

a

o

N0

^

^

^

»

»

%

a

a %

a

a '^

L.J

Appl:ca'il Na'ne:J^ Dale:.
f4^1_lL

MAY04 2011

-i ,:U



21.

Trainjny Certificate
State IVledical Uoard ofOtuo

Medicine or Osteopatliic Mecliciiie - Additioiia! Inforniation
Pagc 3

Have you ever been diagnoseci as having, or have you been treated for, pedophilia,
exhibitionism, orvoyeurism? Ifyes, please explain.

22. a) Within the last ten years. have you been diagnosed v/ith or have you been
treated for, bipolar disorder, schizophrenia, paranoia, or any oiher psychoiic
disorder?

b) 1-lave you, since alta'ning the age of eighteen or within the last ten years,
whichever period is shorter, been admiited to a hospstal or other facility for the
treatment of bipolar disorder, schizophrenia, paranoia, or any other psychotic
disorder?

If you answered "YES" to any part of tliis question, piease provide details on a separate sheet,
Including date(s) of diagnosis or ireatment, and a description of your present condition.
Indude the name, current inailing address, and telephone number of each person who treated
you, as well as each facility wliere you received treatment, and the reason for treatment. Have
each treat'ng physic'an submit a lelter de'ailing the dates of treatment, cliagnosis and
prognosis.

YES

a
N0

a

For piirposes of questions 23 ancl 24 the foiiowing phrases orwords have the following meaning:

Ability to practice medicine" is to be construed to incliide all of the following:

1. The cognitive capacity to make appropriate clinical diagnoses and exercise reasoned medicat
judgments and to learn and keep abreast of niedical developments; and

2. The ability to communicate those judgments and medical information to patsents and other 1-iealth care
providers, with or without the use of aids or devices, sLich as voice amplifiers; and

3. The physical capability to perform medical tasks such as physicai examination and surgical procediires,
with or witliout the use of aids or devices, such as corrective lenses or hearing aids.

"Medical condition" includes physiological, rnental, or psychological conditions or disorders, such as but not
limited to orthopedic, visual, speech, and hearing impairments, cerebrai palsy, epilepsy, muscular clystrophy,
multiple sclerosis, cancer, heart disease, diabetes, mentai retardation, emotional or mental illness, specific
learning disabilities, HIV disease, tuberculosis, drug addiction, and alcoholism.

23. Do you have, or liave yoti been diagnoseci as having, a medical condiiion '/•/hich in
any v/ay impairs or limits your ability to practice medicine with reasonable skil! and
safety? Ifyes, please explain.

a) Are the liinitations or impairment caused by your medica! condition reduced
or ameliorated because you receive ongoing treatment (with or without
medication) or participate in a monitoring program? If yes, please expiain.

tf you receive such ongo'ng treatn'ient or participate in such moniioridg program tlie boarc) will
make an individualized assessment of t'ne nature, severily, and cfuration of t'ne risk associated
vvith an ongoing medical condition so as to determine whether an uiireslricted lic^nse shoulcl'oe issued, whether conditions should be imposed. or whether you are not eligible for licensure.
Have each treating physician submit a letter detailing the dates of treatment, diagnosis and
prognosis.

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

Yt;:S

a

n

a

Applicanl Naine: ;<^Hi^ S-^r^k Date ^/_5^ii_

N0

a

D

.HD

MAY 04 ^ljii



State Me<iical iioard ofOhio'l'raininy Certificate ~ Medicine or Osteopatliic Meclicine " Adciitional Inforitiation
Pacjo 4

"Cheni'csS suhstances" :s to be const'\ied to i''iciv.cle a'cohol, di'tigs, or meciicasiops inckiding those taken
pursuant to a va!id prescription for legiiimate medical piirposes and in accordance wiih the prescribers direction,
as well as those used iliegally.

24. Do you use chen'iical siibsiance(s) which in any way ^npair or limiS yoiir abili't1/ to
practice medicine wi$h ressonable ski!i and safcty? if yes. please expiair.

a) Are the liiriitations or ii'npaiffnent causeci by yo'u'- use of chemical substances
reduced or ameliorated because yoii receive ongoing treatment (with or withoiit
medication) or participate in a monitoring progran-i? !f yes, please expiain.

if you receive siich onaoing treainienl c'' participate in suct' mon'tonng prcgran' the boarcl v/11
n'ake an individi.'alized assess''ne"t of the nature, sevei'ity, anci (iuratioi'i of the :'isk associated
v/ith 3:1 ongo'ng riedical co"ciitio'i so as ;o cieter'~iir''e v^hether en unrestricted iiCense sl'!0u;;l
be issjed, whether condit;ons should be imposed. cr whether you are no; eliyib.e for licensi;ro.
!-lave eac" "eali-'g physician sub'ni; a !et;er cietailing the cistes of t'-eatmen;, riiasnosis and
p'og'''os!s

b) Ace the lin'itaSions or impairments caused by yoiir use of chei'rical Stilssiances
reduced o'- ameliorated because of the f.:eld of pracdce, !he setsing, o'- the
[I'lanner in which you have chosen to practice? i? yes, piease explain.

a

N0

»

a

For purposes of question 25 the following pi-irases or v.'orcis have the follov/ing meaning:

'Currentiy' dces not cnean on !hs day of, or even ,in ti'.e Vi,'eeks o' months precedi'ig ihe co'Tiplotion of this
application Rather \[ means recenfiy enough so that the use of drugs may have an ongoing :r'ipact on one's
functioning as a licensee, or within the pasi two years.

"l!legal use of coiritolled siibstan.ces" means the use of controiied substances obtained illegally (e.a, h.eroin
or cocair.e) as v.'ell as iiie use of controlleci substances Vi'tiich are not obtained piirsuani to a va!id prescriptio.i-!
or not taken ;n accordance with the direction of a licenseci healthcare practitioner.

25 Are you currently engaged in the illegal use of conti'olled subsiances?

Yl^iS

u
a) If "YES " are you Currentiy partiC'pating in a supervised rehabiiitaSicn prograni or Q

professional assistance program v.'hich mon'tors you in orcler to assi.,'re that ycj
are not using illegai coiitro!ied siibstsnces. If yes, piease explain.

N0

a

Ap;)l;Crii]| ^81!>8: ^^np_Sfa^£^_ !)a!e 3JS(^ i{



TRAINING CERTIFICATE - MEDICINE OR 08TEOPATHIC IV1EDICINE
AFFIDAVIT AND RELEASE OF APPLICANT

The affidavit and release MUST be compieted by AU^ appiicants. The form must be notarized. Failiire of any applicant to
submit the affidavit completed and noiarized with the application will result in your application being considered as
incomplete.

ss STATE OF:

COUNTYOF:

i, r\fKTT\r\iy\ >^-?7airc4<,_, hereby cerdfy under oath Ihat 1 am She person namecl in this
application for a (raining certificate in the State of Ohio; that all statements 1 havo made or shall make v;ith respect thereto
are true, that 1 am Ihe original and lawful possessor and person nained in the various forn-.s and crecientials furnished or to
be furnished to this Board with respect to my app'ication; and that ail documents, forms, o' copies thereof furn'shed or to be
furnis'ned with respect to my application are strictly tnie iri every respect.

I acknowiedge that 1 have read the general Information and instn.'ctions for all applicants and that 1 have answered all

questions in comp'iance with these instructions and una'erstand that the fee I submitted is neither refundable nor
Sransferable.

1 further state that by filing this application for a training certificate in the State of Onio, 1 hereby authorizo and consent to
have an investigation made as to my morat character, professional '•eputation and fitiiess for the praclice of medicine or
osteopathic medicine 1 agree to give any further inforrnation which may be required in reference to my past record. 1
understand that 1 Will not receive a copy of any reports or know (heir contents and 1 further understana' that the contenis of
any investigative report w;!l be pnvileged.

1 further understand ihat my application for a training ceriificate in She State of Ohio is an ongoing process. 1 Wiil immediateiy
notify Ihe State Medical Board of Ohio in writing of any changes to the answers to any of the questions contained in the
ADDITIONAL INFORMATION section of the appiication if such a change in an answer is warranted at any time prior to
licensure being granted to me by the State Medical Board of Ohio. I further understanc) that failure to cornplete this
application as requested by the Board within six months can be considered abandonment of any request for a training
certificate anci that any fee l submitted is neither refundable nor transferable.

! auihorize anci request every' person, hospita!, ciinic, governmenlal agency (local, state, federal or foreign), court,
association, institution, or law enforcement agency having control of any documents, records ar'id other infomiation pertaining
to nie to furnish to the State Medical Boarci of Ohio any such infonnation, inciuding docurr'ients, records regarding cliarges or
complaints filea' against me, formal or informal, pending or closed, or any other pertinent data and to pennit 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 w:th thls application, subsequent [icensure or practice tliereunder.

i hereby release, o'scharge, and exonerate the State Medical Board of Ohio, its agents or representatives and any person,
hospital, clinic, governmentai agency (locai, state, federal or foreign), court, association, institution. or law enforcement
agency furnishing information, of any and all liabiiity of every nature and kind arising out of investigation made by the State
Medical Board of Ohio. 1 authorize the State Medicat Board of Ohio to release informaiion. material. documents, orders or
the like relating to me or to this application to any other governmentai agency (local, state, federal or foreign); or to any
hospital, nursing hcme, clinic, health rnaintenance organization or siniilar institulion; cr to any professional association.

I further iinderstancl that 1 must limit my activities uncier the certificate to the programs of the hosp'tais or facilities for which
the training certificate is issued; and that 1 may train only under the supervision of the physicians responsible {or supervision
as part of the internship, resicienc.y, or ctinical fellov/ship program.

I further uncferstand that issuance of a tra'ning certificate in the State of Ohio will be considered on the truth of the
statements and documents contained herein or to be fumished, v/hich if false,^s»i^subjectme to denial of said certificate.

^"""""."'/o.

/^,

Siibsc'ibeci anc) sv/orn to before nie this 1 U U^ day of

. i \^^^(^\L

^??'^^s^
.SUSANK.DUPONT

4|lOT(i|(it^ft^^te"ofOhlo
>^ MyCommisstonExpires 02-03-2013

Signature of Nolary Piib'ic

C)oi-o3.
Date Conirrssioii Expires

TS !(§F-ORM CANNOT Bi FAXED

MA^ 04 /flp



State Medical Board of Ohio
30E.BroadSt.,3rdFloor • Columbus, OH 43215-6127 • (614)466-3934 • Website: http://med.oliio.eov/

TRAINING CERTIFICATE - MEDICINE OR OSTEOPATHIC MEDICINE
CERTIFICATION OF TRAINING PROGRAM

1 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 1 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 BYAPPLICANT

Name ofADplicant:
c>4-^FC--l<

_|^4hv^/0l QeTlCL
Last

' '
First

' '
/ Middle Suffix(Jr.JI)

THIS SECTION TO BE COMPLETED BY OHIO TRAINING PROGRAM

Name ofTraining Proaram: 7h6 Okl'O SW'6. Uj^VtrSl^ ^O^W ^^l^r"

Training Program Address:. OBl^ , 3^6 ^ /Z^i ^, 5^ F/oor
Street Address

^/(JUYl{?(45 oy_ i)WO
City State

Type of Program (check only one): B^lntern Q Resident

Zip Code

Q Clinical Fellow

Specialty
(see reverse side): Ob5l-ef-ri65 ^ ^ico\oSH
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. If the application is received prior to the date of the appointment, the
appointment date will be used. Ifthe 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.

DatesofTraining
{not to exceed
one year):

Beginning Date:
MO/DAY/YR

(ff 'Z1i\\ Ending Date:
MO/DAY/YR

6?/3o//i

I hereby certify that 1 have checked the credentials
knowledge and he/she is of good moral character.
confines of the hospital, or facilities for which the
supervision of the attending medical staff of such
recommend that the above applicant be granted the certificate herein applied for.

of the above applicant, that the statements, as completed, are true to the best of my
1 further certify that he/she will limit his/her practice and training within the physical

training certificate to practice is sought and that he/she will practice only under the
hospital or facility for which the training certificate to practice is granted. 1 hereby

HOSPITAL
SEAL .Y^[

(If hospital has no
seal, indicate and

have form notarized)

C^M^ >^"^J) ^
Signature of Medical Director or Program Director

^ilt'o ^o^^^.jAV^
Name (pleaseVprint)

' '"'
lame (pleaseVprint)

^-/l^/ll
Date

,l\«»"llll(/,

/f^^^. SUSANK.DUPOW^
Not^bl^^toofOWo^

My Commisston Explres 020-2(M3

THIS FORM CANNOT BE FAXED

^
^^^



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

State Medical Board of Ohio
30E-BroadSt,,3rdFloor * Co]umbus,OH 4321S..<;127 * (614)466-3934 * Wttisitc: w'vw.mcdohio.gov/

TRAINING CERTIFICATE - MEDICINE OR OSTEOPATHIC MEDICINE
FORM 1A . VERIFICATION OF MEDICAL EDUCATION

TO BE CONlPLETED BY LCIVIE OR AOAACCREDITED SCHQOLS ONLY

1 THIS FORM (S NOT TO BE COMPLETED PRIOR TO GRADUATION |

1 am applying for a tratning certificate In the State of Ohlo. The Stale MBdical Board of Ohto rsqulres that
thls form be completed by any medlcal or osteopathlc schoofs 1 have attended. ple&se comptete thls
form and retum it dlfecdy (o the Stete Medlcal Board of Ohio at Ihe above address,

THIS SECTION TO BE COMPLETED BYAPPLICANT

Nam^J^h^fc_^^h ^ '
S-^.h^

Last
'FirsT

Mlddla Suffli((Jr,,]l)

MedIcal/Osieopalhic School:
"^^i'p

k. O^l'&'iA^

Locatlon:
':^:>kAi^c(t^(J>k,(A

C|[y Slale

l^hereby aulhorlza Ihe above named medical/o^eppaihic school (o fumish Ihe infonn&lion below lo [he State Medical
BoardofOhto,

^5.3//'fl
'Dale/

THIS SECTION TO BE COMPLETED BY MEDlCAL OR OSTEOPATHIC SCHOOL

Our records indicate Ihat O FQ V C^\<.—j'^ZWI^l/)
LBSl Fii'St

attended medlcal/osteopathlc school from /y-(3-07
Mlddl9

to

Strffix(Jr.,ll)

s -^-//
Thl3lndMdu,l^../c^: ,^

n /day/yr. • fflo/flw/yr

^C, WBS awarded the degree of j\4"6^ (7^ /Vl<tllcMeon'on 5"/fc^/
Q was not awarded a degree (please attach an explanatlon)

mo/day/yr

I, certily that the above information fs an accurate account of Ihe above named Individual's offidal records
malntelned and 1$ (rue gnd correctto my know^edge,^"/.'•x^..

AFFIX
(NSTITUTIONAL

SEAL

(IfyourlnElilLitlofi
dogs not hgve an

OfRcial seal, pleasa
Indlcateandhavefurm

notari;ed)

-^Sigtot^/^;^'

Neme (pleasa ^sn®E S^ingar
TIUB

Dale

cr-7-i7
__ DIRECTOR

OTOCbUt-yruOENTFlEGORDS

THIS FORM CANNOT BE FAXED
SEP 12 201)
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$%&'�()*&'+,�-./0.12/0�-,31,00�(4567897�:7;<7=�866�<>?@:A8B<@>�C@D�E8;7�F:@;<G7GH�I6<JK�@>�BE7�LM7;<7=L�NDBB@>�B@JE8>O7�8>C�<>?@:A8B<@>�O<;7>�@:�J6<JK�@>�BE7�LP�QO:77L�NDBB@>�B@�;7:<?C�BE8B�866<>?@:A8B<@>�F@9B7G�N76@=�<9�J@::7JB�8>G�B@�F:@J77G�B@�F8CA7>B�@FB<@>9H567897�>@B7�BE8B�K>@=<>O6C�F:@;<G<>O�?8697�<>?@:A8B<@>�A8C�:79D6B�<>�G7><86�@?:7O<9B:8B<@>HRST'U*'�VUW)XY%&S)UZ<J7>97�[DAN7: �\]Ĥ_̂ àbZ<J7>97�[8A7 �c8BE:C>�dB@:JK�e''*M76<J7>9D:7�f77 �g̀\Ĥ̂hhhhhhhh� i@B86�f779���j0-k22�lmnmo%Up'�qX)pX%Y*/k��Q:7�C@D�B:8<><>O�8B�BE7�F:@O:8A�6<9B7Gr�str�E8;7�C@D�N77>�8FF@<>B7G�B@�BE7F:@O:8A�6<9B7G�?@:�BE7�>7uB�B:8<><>O�C78:v�� H�H�H�H�H�H�H�wxd�$S*TSqySU'/k��z8;7�C@D�N77>�?@D>G�OD<6BC�@?r�@:�F67G�OD<6BC�@:�>@�J@>B79B�B@r�@:�:7J7<;7GB:78BA7>B�@:�<>B7:;7>B<@>�<>�6<7D�@?�J@>;<JB<@>�@?r�8�A<9G7A78>@:�@:�?76@>Cv�� H�H�H�H�H�H�H�[{1k��z8;7�C@D�9D::7>G7:7Gr�J@>97>B7G�B@�6<A<B8B<@>�@?r�@:�B@�9D9F7>9<@>r�:7F:<A8>G�@:F:@N8B<@>�J@>J7:><>Or�8�6<J7>97�B@�F:8JB<J7�8>C�E786BEJ8:7�F:@?799<@>�@:�9B8B7�@:?7G7:86�F:<;<67O79�B@�F:79J:<N7�J@>B:@667G�9DN9B8>J79�<>�8>C�|D:<9G<JB<@>�@BE7:BE8>�{E<@v�� H�H�H�H�H�H�H�[{0k��z8;7�C@D�N77>�G<9J<F6<>7G�@:�>@B<?<7G�@?�8>�<>;79B<O8B<@>�@?�C@D�NC�C@D:�B:8<><>OF:@O:8A�?@:�@BE7:�BE8>�8J8G7A<J�F7:?@:A8>J7v�� H�H�H�H�H�H�H�[{3k��z89�8>C�N@8:Gr�ND:78Dr�G7F8:BA7>Br�8O7>JCr�@:�8>C�@BE7:�N@GCr�<>J6DG<>O�BE@97�<>{E<@�)&o'X�&o%U�&oS*�})%X+~�?<67G�8>C�JE8:O79r�8667O8B<@>9�@:�J@AF68<>B9�8O8<>9BC@Dv�� H�H�H�H�H�H�H�[{-k��z8;7�C@D�E8G�8>C�J6<><J86�F:<;<67O79�@:�@BE7:�8DBE@:<BC�B@�F:8JB<J7�9D9F7>G7G�@::7;@K7G�NC�8>C�<>9B<BDB<@>�@:�F:@O:8A�@:�E8;7�C@D�N77>�F68J7G�@>�F:@N8B<@>�?@:8>C�:789@>�@BE7:�BE8>�8J8G7A<J�F7:?@:A8>J7v�� H�H�H�H�H�H�H�[{�k��z8;7�C@D�N77>�8GG<JB7G�B@�@:�G7F7>G7>B�DF@>�86J@E@6�@:�8>C�JE7A<J869DN9B8>J7��@:�N77>�B:78B7G�?@:r�@:�N77>�G<8O>@97G�89�9D??7:<>O�?:@Ar�G:DO�@:86J@E@6�G7F7>G7>JC�@:�8ND97v�� H�H�H�H�H�H�H�[{



�������� ����	
��
���������

��������������������
����
���������
������������	
��� ��!����
��" ���	
�
���#������� ���

�$%&'()�$*&+,'-.�/+01*,23���� 4�4�4�4�4�4�4�567897:88�;�+<=*,>-(<=�-?(-�>+10'--'<@�(�A()>*B�A,(+=+)*<-B�%,�A%,@*=�>-(-*0*<-�%,=%&+0*<-�%,�%0'--'<@�(�0(-*,'()�A(&-�'<�%1-('<'<@�)'&*<>+,*�0(.�1*�@,%+<=>�A%,='>&'C)'<(,.�(&-'%<�(@('<>-�0.�)'&*<>*3D<=*,�C*<()-.�%A�)(EB�;�?*,*1.�>E*(,�%,�(AA',0�-?(-�-?*�'<A%,0(-'%<�;�?(F*C,%F'=*=�'<�-?*�(CC)'&(-'%<�'>�&%0C)*-*�(<=�&%,,*&-B�(<=�-?(-�;�?(F*�&%0C)'*=E'-?�())�&,'-*,'(�A%,�(CC).'<@�%<�)'<*3



�������� ����	
��
���������

��������������������
����
���������
������������	
� !"��#����
��$"���	
�
���%������� ���

&'()�*+,()-.�/0120134/�43.45.14�6789:;<:�=:>?:@�;99�?ABC=D;E?CA�FCG�H;>:�I=C>?J:JK�L9?MN�CA�EH:�OP:>?:@O�QGEECA�ECMH;AR:�;AF�?ABC=D;E?CA�R?>:A�C=�M9?MN�CA�EH:�OS�TR=::O�QGEECA�EC�>:=?BF�EH;E�;99?ABC=D;E?CA�IC<E:J�Q:9C@�?<�MC==:ME�;AJ�EC�I=CM::J�EC�I;FD:AE�CIE?CA<K89:;<:�ACE:�EH;E�NAC@?AR9F�I=C>?J?AR�B;9<:�?ABC=D;E?CA�D;F�=:<G9E�?A�J:A?;9�CB=:R?<E=;E?CAKUVW)X,)�YXZ+[\'(V+X]?M:A<:�̂GDQ:= �_̀Kabacde]?M:A<:�̂;D: �f;EH=FA�gEC=MN�h)),P:9?M:A<G=:�i:: �jc_Kaakkkkkkkk� lCE;9�i::<���m2no33�pqrqs'Xt)�u[+t['\,4o��T=:�FCG�E=;?A?AR�;E�EH:�I=CR=;D�9?<E:Jv�wxv�H;>:�FCG�Q::A�;IIC?AE:J�EC�EH:I=CR=;D�9?<E:J�BC=�EH:�A:yE�E=;?A?AR�F:;=z�� K�K�K�K�K�K�K�{|g�&V,WVu}VX)4o��~;>:�FCG�Q::A�BCGAJ�RG?9EF�CBv�C=�I9:J�RG?9EF�C=�AC�MCAE:<E�ECv�C=�=:M:?>:JE=:;ED:AE�C=�?AE:=>:AE?CA�?A�9?:G�CB�MCA>?ME?CA�CBv�;�D?<J:D:;AC=�C=�B:9CAFz�� K�K�K�K�K�K�K�̂�1o��~;>:�FCG�<G==:AJ:=:Jv�MCA<:AE:J�EC�9?D?E;E?CA�CBv�C=�EC�<G<I:A<?CAv�=:I=?D;AJ�C=I=CQ;E?CA�MCAM:=A?ARv�;�9?M:A<:�EC�I=;ME?M:�;AF�H:;9EHM;=:�I=CB:<<?CA�C=�<E;E:�C=B:J:=;9�I=?>?9:R:<�EC�I=:<M=?Q:�MCAE=C99:J�<GQ<E;AM:<�?A�;AF��G=?<J?ME?CA�CEH:=EH;A��H?Cz�� K�K�K�K�K�K�K�̂�2o��~;>:�FCG�Q::A�J?<M?I9?A:J�C=�ACE?B?:J�CB�;A�?A>:<E?R;E?CA�CB�FCG�QF�FCG=�E=;?A?ARI=CR=;D�BC=�CEH:=�EH;A�;M;J:D?M�I:=BC=D;AM:z�� K�K�K�K�K�K�K�̂�/o��~;<�;AF�QC;=Jv�QG=:;Gv�J:I;=ED:AEv�;R:AMFv�C=�;AF�CEH:=�QCJFv�?AM9GJ?AR�EHC<:�?A�H?C�+(s)[�(s'X�(sV,��+'[-��B?9:J�;AF�MH;=R:<v�;99:R;E?CA<�C=�MCDI9;?AE<�;R;?A<EFCGz�� K�K�K�K�K�K�K�̂�no��~;>:�FCG�H;J�;AF�M9?A?M;9�I=?>?9:R:<�C=�CEH:=�;GEHC=?EF�EC�I=;ME?M:�<G<I:AJ:J�C==:>CN:J�QF�;AF�?A<E?EGE?CA�C=�I=CR=;D�C=�H;>:�FCG�Q::A�I9;M:J�CA�I=CQ;E?CA�BC=;AF�=:;<CA�CEH:=�EH;A�;M;J:D?M�I:=BC=D;AM:z�� K�K�K�K�K�K�K�̂��o��~;>:�FCG�Q::A�;JJ?ME:J�EC�C=�J:I:AJ:AE�GICA�;9MCHC9�C=�;AF�MH:D?M;9<GQ<E;AM:��C=�Q::A�E=:;E:J�BC=v�C=�Q::A�J?;RAC<:J�;<�<GBB:=?AR�B=CDv�J=GR�C=;9MCHC9�J:I:AJ:AMF�C=�;QG<:z�� K�K�K�K�K�K�K�̂�
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To protect and enhance the health and safety of the public through effective medical regulation 
 

 

 
              
         

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 
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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 1st 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 
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