STATE OF CALIFGANA ~ STATE AND GONSUMER SERVIC‘NCV GHAY CAVIG, Governor

o~ MEDICAL BOARD OF CALIFORTl. {6™8
%&'  LIGENSING PROGRAN 1107 .
" 1426 Howeienue,! bacidnﬁento CA 85825-3236 %& ‘
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APPLICATION FOR PHY%_%AMANQSURGEON'S LICENS

Ur
A .
Please READ all instructions prior to compieting this application. ALL questions on thie application must be answersd, and &)
supporting documants must be submittod with this application as per instructions.
Please type or print neatly. When space provided is insufficient, attach additional sheets of paper.

MBC USE
ONLY

1. Name: Last First __Mlddle )

Ulwénl ety K INA_ "

9. Are youa U.S. dltizen?

2. Other names yau kave used (Include da (reicen name): 3. ?{
D E —

5. Sex: ﬁ Female ©J Male

A
A

7. Date of Birlh: Mo/DayYr | Califomia Dilver's License Number, if applicable:
I NUMBER

Place of Birti: N ‘:tf:f'" ‘

{ B(
It you are an international medical school praduate, you must provide an original full and unrestricted license 1o practice medlcine In another state or|  #~
country, OR official documentation of U.S. ¢itizenship, OR an cfficial Declaration of Intent to becams a U.S. citizen. A

10. Have you ever fied an application for physician and surgeon examination o lisensure In California? O Yesi&) No
IF YES, PLEASE GIVE DATE PREVICUS APPLICATION WAS SUBMTTED AND ATTAGH ANY APPLICATION MATERIALS YOU MAY MAVE RETAINED.

11A. List the names and addresses of all colleges or unlvarsities attended where pre-professional, postsecondary Pre- *

instruction was received. Please submit official transcripts with the school seal affixed for each school attended. Ecucation .

Mame Adcrass T Datas of Alendarnce PR

r USRS i

i el oo w0 G R I ,/ 9i- 5 [75 A,

' Mot)(()&\(!‘_. (,ai'{{c}{_ :}0:5\-3 (umputs Pa(MocrpMk(CA | 945 q;q? lz/
| Uaivo e, Suata.Cruz] ek High Street Samt Cruz, oA :?/%L Bfga '

11B. Chock whether the following premedical courses were successfully completed and show whare compieted

UM Vs THA, O O | OpeShIgids fue.s Dow1s  Th

Course Yes | No Name of College or University
Chemistry v Cakj forn i feiThiimn 1A 00 ’CH_/} —
V2 i s G e Ca- Sarta i = SlahiSher 1
Physics DAGCLY. p.» .L&L(fﬂ(w o Sfhidaeskell 2l .
Blology or Zoology L .’A(f}? VUL ld/ﬁl AV AN LA{:}"I’ sy 7[‘?'*’]

12, List the names and addresses of all sc:hool where professional medical instruction was received, and, where"éppllcable the

dogree awarded. PLEASE SUBMIT: 1) an original Cerlificate of Medical Education {Form L2) and official transeripts with the signature of the
dean or registrar and the schoo! seal affixed fram gach school attended; and 2) an original medical diploma and & photocopy,

 School Mame Addrass Place cf Instruction Dates of Aftencance Peyro¢ Awarded |12 Trans |~

f o i i
DA Davie (A5l | Sacckments A D06 = «/ 00 AL D, .ﬂ/

DOCTOR OF MEDICINE DEGREE, as referenced ahove. (Note: A U,S. graduata may, in lisu of the original, submit an official cartlfied phatocopy that has the
school seal affixec and the signalure af the registrar certitying authenticity .}

Name of Medicat Schoot Address of Medical School Exact Date of Issuance

(Liiversiin oL EA, PevtsS One Shields v, Davis (4 9561 & @/!b

4+ MANDATORY DlEGlL}'UﬂE OFF HOGIAL SECURITY NUMBERS
Disclasure of your soolal security number (or federal employer identificalion number [FEIM, if you are a pactaership) Is mandalory. Section 30 of the Business and
Prolessions Code and Public Law 94-465 (42 USCA 406(¢)(2)(C)) authoriza colteclica of your socls) socurity number. Your socia) securtiy number or FEIN will bs
used exclusively fof lax enforoemonl pupeses, for purposes of compliance with 2ny Judgment ar arder for tamlly suppoert in zocordanve with Seclion 14350.6 of the
Wellarz and Insiftttlons Code, o far varifloution of llcensure or examination slalus by & licensing or examination erfily whish utillzes a nalional axamination and whera
licensure is resfprocsl with the requesting stats. 11 you tall to disciore your seclal secuirty nuinber or your FEIN, your applicalion lor initia! feansure will not b
processed AND you will be reparted i the Franchise Tax Soacd, which may assess a §100 penary against you, School Code

OTA-100(Rex, 12/0)




MBG USE

© 4 ees me st ere————— e e e — . - ONLY
13, Have you taken any of the following written examinations: National Boards, other state boards, USMLE, SPEX, FLEX, LRI
ECFMG or LMCC? #. ves I No P
IF YES, L1ST NAME, LOCATION, DATE AND RESULT OF EXAMINATION. SUBMIT AN ORIGINAL OFFICIAL EXAMINATION History REPORT FROM EACH | Wi,

EXAMINATION AGENGY. APPLICANTS WHO MOLD GERTIFICATION THRQUGH THE EpucaTionar. Commssion For FOREIGN MEDICAL GRADUATES (ECFMG) :.b(-".m?'?u?"-
WILL NEED TC SUBMIT AN ORIGINAL VALID ECFMG CERTIFICATE PRIOR TO LICENSURE. i

T Examination Lacation Dale Basult

_WSMLE S | e Dawis _Duvis, A o[98
USMLE P L 1P oaticTestng *EA"| 07 /99
UStALE Sp 3| FrometyicTestiZg T B 04 [o |

14. Have you ever besr licensed to practice medicine in any state or country? O Yes ;ﬂ\ No

IF YES, LIST STATE OR COUNTRY, LICENSE NUMBER, DATE ISSUED AND DATES OF PRACTICE IN EAGH ISSUING AGENGY'S JURISDICTION. SuamT A LETTER
oF GOoD STANDING FROM EACH STATE IN WHICH YOU ARE OR HAVE BEEN LICENSED. PLEASE INGLUDE TEMPORARY, TRAINING, OR PROVISIONAL LICENSES.

Slata or Couniry f License Numbar L Drie of lseuance Datvs of Practice In thal Jurisdiction

| S - tm— e -

15A. Arsyou currently, or have you ever been, & participant in a postgraduate training program in a facility in the U.S.

or Cahada? S Yes M No
. IF YES, LIST NAMES AND ADDRESSES OF ALL FACILITIES. SUBMIT AN ORIGINAL CERTIFICATE OF GoweLeTion OF ACGME/CCME POSTGRADUATE
Traming (Foaw L3A) FroM EacH FaciuTy, (Do NOT COMPLETE FoRM L3AS TC DOCUMENT TRAINING REGEIVED N RESEARCH FELLOWSHIP
PROGRANS.) ALY TRAINING MUST BE LIBTED, REGARDLESS OF WHETHER IT WAS SATISFACTORILY EOMPLETED OR WILL BE H2ED TO MEET LICENEING
REQUIREMENTS.
) ) Faclity Name I L Address ) Typa of Servica T Dales of Atiendance
AR versl Fn O TR , SN0 Tlosletncs = Y DN
i PR 2AT 200 W Arboy D, 9| G onetologn | i~ pﬁf"\ﬂﬂ:
W U B / i :

S

podtgiadialh
: Tralying. .

1=s
e
1

QUESTIONS 158 throygh 21:  For any positive response te the foliowing questions, please provide ALL officiat documeniation regarding.

- the matier in addlition to written explanations. }f applicable, an applicant should alse provide official hearing/court documents and original letters
of exnplanation from medical schoot or training program directors or other appropriate asthorities, APPLICANTS ARE ALSO REQUIRED TO
REPORT ANY MATTER THAT IS PENDING OR IN WHICH CHARGES HAVE BEEN DROPPED OR EXPUNGED.

15B. Have you ever withdrawn from, or been suspsnded, dismissed or expelled from a medical school o
program OR have you svar taken a |save of absenca from such a school ar program?

16. Have you ever been charged with, or been found to have committed, unprofessional conduat, professional incompetence,
gross negligence or repeated nagligent acts or malpractice by any medical licensing board, other agency, or hospital or has any
disciplinary action ever been filed or faken regarding any healing aris license which you now hold or have ever held, or is any such
action pending? Include any disciplinary actions by the U.S. Military, U.8. Public Health Service or other

U.8. federal governmentai entity.  IF YES, aivi DETAILS BELOW.
State Data _ Charge Disposition

O7A-100(Rev. |295)




© . . MBC USE
, ’ TS ONLY

— 3 . [
17. Has g ¢laim graction for damiages ever been filed against you In the course of the practice of medicine o ‘ Lgeneo
" RS T R e
which resuited in a malpracties settlement, Judgement or arbitration award af over $30,000.007 o

IF YES, sveoetamB Beiow, . LI

R b T S
Nama of Claimant ) Location of Court Brief Dascriptlon of the Facts

18. Have you ever been denled a license, permission to practice medicine or any other healing art, or denied i
an examination In any state, country, or U.S. federal jurisdiction, or is any such action pending?

IF YES, GIVE DETAILS BELOW,

State or Country Dale of Denial Reasan far Denial

19. Have you ever voluntarily surrendered a license to practice in the healing arts in this or any other state, or voluntarily
surrendered your nascotic (controlled substanca) permit (state or fzderal) to any licensing board or any other
agenoy, or is any such action pending?

2(). Have you ever had staff privileges In a hospital denled, suspended, limited, revoked or not renewed for medical
discipfinary cause, or reslgned from a medical staff in lisu of disciplinary or administrative acticn, or is any su i
pending?

21. Do you have any condition which in any way impalrs or limits your ability to practice medicine with reason
includ@ng but not limited to, any of the following?

IF YES, PLEASE GHECK THE APPROPRIATE BOX{ES) BELOW:

A condition which requirad admlssion to an inpatient psycniatric treatment facility, . L ihd
Aleohol or chemical substance dependency or.addiction. y::
Emotional, mental or behavioral disorder. ; ? v
Other (explain):

FOR ANY OF THE BOXES CHECKED ABOVE, PLEASE SUBMIT SOMPLETE CEFICIAL INPATIENT AND CUTPATIENT TREATMENT RECORDS, GVIDENCE OF ONGOING
REHABILITATION TREATMENT, AND A PERSONAL WRITTEN EXPLANATION.

QUESTION 22: Forany positive response ta the following question, please provide ALL official documentation tegarding the -
matter in addition to written explanations, If applicable, an applicant should also provide officlal hearing/court documents and
original letfers of explanation from appropriate autherities.

T pen )
S el

22. Have you aver been convicted of or pled nolo contendere to any violation {including misdemaanors and felonies) of any
federal, state or local law of any state, the United States, OR a foreigh country or any violation relating to the possession, use,

illsgal sale, fransportation, manufacture, distribution or dispensing of controlled substances, or is any such action pending?
(Exclude viclations of traffic iaws, including speeding, which resulted in fines of $300.00 or less)) If YES, give detai 1

YOU ARE REQUIRED TO LIST ANY CONVICTION THAT HAS BEEN SET ASIDE AND DISMISSED OR_EXP
BSUED.

Violzlion and ).ceation Dale Peraily or Disposition

O7A-1001Rev. 12/99)




PHOTO DECLARATION

I hereby daclare undsr penalty of paqury
urdler the laws of ihe Slate of Califomia,
that the photo of mysall atiachad hereio,

my hoigh _ ing

my welght Ibs.;

Natice: Allitems invthis application are mandatory; none are voluntary. Failure to provide any of the requested informatlor will delay the processing of your application,
The information provided will ke used to determine your qualificatlons for lfcensure per Seclion 2080 of the Californla Business and Professions Code, which authorizes
tha collectlon of ihis information. The Information on your application may bz transforred to other medical licensing authorilies, 1he Federation of State Medlcal Bourds,
or other governmental or law anforcement egencivs. You have the rlght ta review your applicalion subject to the provisions of the Infarmation Practiges Act. The
Program Manager of the Licensing Pragram is the custodian of tacards.

] Wriflﬁw ) Arlics
: pplicant
(4@‘ ) Decla'ratlx:nfSig'm'ture

and NOTARY

. A , : .

The applicant, /4?/ ¢ l@j LA Cr{f/ﬁ'/‘ W‘g [ ( , being first duly sworn upon kigther
PRINT UL NAME OF APPLICANT

oath deposes and says: that ke/she is the person herein named subscribing to this application; that w/she has read the complete
application, knows the full content thereof, andl dectares that all of the information contained herein and evidence or other credentials
stibmitted herewith are true and correct; that aB/she is the lawful holder of the degree of Doctor of Madicine as prescribad by this
application, that the same was procured in the regular course of Instruction and examination, and that It, togsther with all the
credentials submitted, were procured without fraud or misrepresentation or any mistake of which the applicant is aware and that the
applicant is the lawful holder thereof. Further, | hereby authorize all hospitals, institutions or organizations, my references, personal
physicians, employers (past, present and future}, business and professional associates (past, presant 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,
inciuding medical records, educational records, and records of psychiatric treatment and treatrment for drug and/or alcohol abuse or depen-
dency, requested by that Board In connection with this application; or any further or fulure investigation by that Board necessary to
determine my medical competence, professionzl conduct or physical or mental ability to safely engage in the practice of modicine.
| further authorize the Medical Board of California or its successors to release to the organizations, individuals or groups listed above any

information which is material to this application or any subsequent licansure. | FURTHER ACKNOWLEDGE THAT FALSIFICATION OR MISREP-
RESENTATION OF ANY ITEM OR RESPONSE ON THIS APPLICATION IS ADEQUATE TO DENY THE SAME OR TO HOLD A HEARING TO REVOKE THE
SAME, IF ISSUED.

, -
SIGNATURE OF APPLICANT: _ / éé/{,% A / M&é /5Z€J
P E IJE FULL MAME, NOT INITIALS)
Signed and sworn to before me this /(( / day of ﬁ(’{l[% ’2 ﬁz)/
v

I

e
ﬂ /]
STATE OF (. Lé

COUNTY OF 7 &84

Sl g g (e
SIGNATARE OF NOTARY LiC 5
% W lerStidis A Lofrio™

I [7)] ADDHESS

: kYo 1D
—_—— —_——— My commission oxpivé / 5 QZ

17 A-100(Rey. ] 294)




GTATE OF CALIFORNIA — STATS AND CONSUKMER SERVICE: CY . BAAY DAVIS, Govormar

- MEDICAL BOARD OF CALIFORNIA
el of LICENSING PROGRAM
C y 1426 Howe Avenus
mﬂ Sacramento, CA 95825-3236
{916) 263-2499

CERTIFICATE OF MEDICAL EDUCATION

shrolled in

This cerlifies that __f.L_@Uﬂi/zﬁ‘{g Lk Cf el

FULt. E OF APPLICA « ADGAEYS WHEN ENROLLED

_UinirersitYol Califorai Prls, (A

NAME OF MEDICAL SCHOOL ?'6 ¥ : LOGATION
onthe _23rd dayof _September . 7_19_%_'/ and was grarited the follow/ng credits on enroliment:
YEAR

MONTH

Premedical Education:  Twa years of praprofessional postsecondary education, including the sublects of physics, chemistry,
and blolegy (Business and Professlons Code Sactlon 2088),

(aliforng o iy b(mwo@'@_ 8la) - Blag

EDUCATIONAL INSTITUTION DATES
Advanced Credits:  Credlts previousty obtained at an approved medical, dental, or osteopathic school+

MEDICAL SCHOOL TOTAL CREDITS DATES
The undersighed further cettifies that the racerds of this institution show that _ghe attended in this institution _4
SPECIFY NUMBER
years of resident instruction of 41 weeks sach, completing at least 4,000 hours, of which at least 80 percent actual
NUMBER OF WEEKS

altendance is required, in the subjects et forth hersunder (Business and Professlons Code Section 2089), and that:

pﬂﬁhe was granted the degree Baoheitst/Doctor of Madicine by  OR D_he withdrew from

the above mentioned medical school on the 16th day of June , 2000 .

MONTH YEAR

Anatomy Destatology Praventive medicine, Including Nutrition

Otolaryngology ) Embryology Physical Medicine

Obstetrica and Gynecology Histology Therapeuiics

Harllology, including Radiation Safefy Human Sexuality as defined in Section 2090 Neuroanatomy

Tropical Medicine Mediclne Child Abuse Delection and Treatment

Physfology Surgery, including Orthopadic Surgery Geriatric Medicine

Biochemistry Urology Pediatrics

Pathology, Bacterlology and Immunology Paychiatry Pharmagcelogy

COphthalmology Naurology Anesihasia

Alcohollsim and Chemical Dependency Family Medicihas«
Spousal or Partner Auuse Deteclion & Tesalments++

* Each school where professional medical instruction was received MUST complete one of
these forms. |f more than one school was attended, photocopies of this blank form may
be made and used. Note that photograph and all entries 1o the form must be original.

+*+ ONLY applicable to medical students who graduate from medical school v or
U after/May 1, 1998

+++ONLY applicable to medical students who enrolled In medical schaol on or after
September 1, 1994

. TRANSCRIPTS FOR ALL ADVANCED CREDITS AND MEDICAL SCHOOL CREDITS
MUST BE SUPPLIED WITH THIS CERTIFICATE

Medical School Seal MUST be Imprinted Partially on the Photograph.
25th dayof _dJduly 2001

MONTH YEAR

Sighed and the school seal affixed

BY.

Ursula Bran

. Registrar, ScM PRESIDENT, SECRETARY, DEAN




GRAY DAVIS, Governor

MEDICAL BOARD OF CALIFORNIA
aq : LICENSING PROGRAM NECEIVED
Consmer i B 20 1426 Howe Avenue, Sacramento, CA 95825-3236 i)j_q AL BOA R‘D OFf
9 [m (916) 263-2499 CALIFORNIA

iy . -
N
CE&\TIFICATE OF COMPLETION OF ACGME/CCME POSTIERADPARECFRAINING

To be completed by the facifity for every medical school graduate completing postgraduate traininpig 1S Hite P RtateFon Shnada.

PART 1: To be completed : upplicantitrainee,

m}ew@ A_ I .4 [ i Middle Initia)

Curmrenl Addrass:

PART 2. To be completed by the facility, Completion of this form will certify that the individual namect in PART 1 above and whose-photograph is
attached to this form, completed a period of accredited postyjaduate training at this facility, If a period of training WAS NOT completed ina
satisfactory manner, please provide a separate detailsd narrative explanalion. The following informalion is provided to certily 'satistactory”
complelion, PLEASE SEE THE REVERSE FOR A DEFINITION OF "SATISFACTORY.

Name of Faiiity Addrass of Fagility
UCSD MEDICAL CENTER ’ 200 W. ARBOR DRIVE
Name of Program Direclor; - e T
CHARLES NAGER, M.D. L {1
Signatura of Pr Director Date Signeg:
List Categorical EPeclalty Aroa of Training Comipleled byTrainegd [ ,  Data Training Commenced: Date Training Completed:
REPRODUCTIVE MEDICINE [ 6724/00 IN-TRAINING

I the tralning was retating or lransitional, list tha specific rotatione and the number of wooka spant in each (SEE THE REVERSE FOR INFORMATION ON SATISFYING THE
QENERAL MEDIGINE TRAINING REQUIREMENT):

PART 3: To be completed Ly the Director of Medical Education and affixed with the official facility seal,

Name of lhe Director of Medical Edueation; Facliity Name:

CECILIA M. SMITH, DO ) UCSD MEDICAL CEHTER
Facilty Address:
200 W. ARBOR DRIVE R ——
City State Zip Code

~ SAIl DIKGO

ATTENTION PROGRAM DIRE
JF TRAINEE IS IN HIS/HER FIRST YEAR OF POSTGRADUATE TRAINING,
DO NOT SIGN OR DATE THE STATEMENT BELOW UNTIL
AETER THE COMPLETION OF THE TRAINEE'S LAST DAY OF TRAINING.

FOPTATIEEIL M {E IV T aRIRE T T L v fAc

I hevaby declare undler penalty of perjury under the laws of the State of Callfornia that the abova
statements are true and correct and that the training program is approved by the
ACGME or the CCME to offer the type and level of training completed by the applicant

and thal the applicant was trained in an approved ACGME or CCME program pastion.

S S ——

alio 7 Date Slg"\ed.

G E-2/-0/

ATURE MUST BE AFFIXED TO CERTIFY TRAINING.

. - _.AI_.-‘...‘ ok ol L
OFFICIAL HOSPITAL SEAL Qf N

L3A




STATE QF CALIFORMA — STATE AND GONSUMER SEFWICE.CY . GRAY DAVIE, Gavemnor

Sataol MEDICAL BOARD OF CALIFORNIA
oniol LICENSING PROGRAM
Consumer 1426 Howe Avenue
Affairs Sacramento, CA 95825-3236

(916) 263-2489

A
CERTIFICATION STATEMENT  “*og, |

(Name of Physician}

This is to certify that K(’;@L{\/)I E. (/M/ (WL f
is in an approved ACGME/CCME postgraduate training position that commenced on

O~F | ?&U 2000  andis expected to be completed

Month Day Year . . .
on O 20 Do L{/ in _ K¢ pioduodiye %Lg% /%w’
Month Daz B Yeat s ‘v (Type of Triainlng) Ll 1
at (A ANMNYE b 57 Qﬁﬁ,—-ﬂ/ﬂm St Diceo .
ﬂar‘h’@nd ddress of Facility) f Q

200 W. ARBOR DRIVE, Sal DIEGO, CA 921903

AFFIX OFFICIAL HOSPITAL SFAL
OR NOTARY SEAL IN THE BOX
AT THE LEFT,

"I hereby declare under penalty of perjury under the laws of the State of California that the
above statements are true and correct and the facllity is approved by the ACGME or the
CCME to offer the type and level of training completed by the applicant and that the
applicant is being trained in an approved ACGME or CCME program pasition."

CECILIA M. SWITH, DO., DIRECTOR, GRADUANVE MEDICAL EDUCATION
(Type or prirjt name of Director of Medical Educationy

g ¥ ¢
/ . /", N s 'X\f‘ i
. . ) . VA
f4

P
A A, o A R

(Sighatorsof Director 0; Medical Eduﬁaﬁon)

8/2/01
{Date)

(Telephone Number)

e er———— — At

e e ———

NOTE: Do not use this form in lieu of Form L3A, "Certificate of Completion L 4
of ACGME/CCME Postgraduate Training."

QTA-107-1.4 {12/99)




Application Summary

10/19/15 11:31 AM

License Type:
License Number:
File Number:
Application:
Application Number:
Application Date:

Application Questions

Have you served or are you currently serving

in the military?

Personal Detail
First Name:

Middle Name:
Last Name:
Birthdate:
Gender:

Addresses
License Related Addresses
Address of Record (Required)
Warning:

Confidential Address
Warning:

Questions

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?

Page 1 of 3

Physician and Surgeon A

76983

60646

Physician's and Surgeon's Renewal
14222485

10/19/2015 (mm/dd/yyyy)

KELLY
REGINA
CULWELL

**I**I****

In order to protect your privacy and identity,
address will not be displayed.

In order to protect your privacy and identity,
address will not be displayed.

ULV TR
1445270471085




10/19/15 11:31 AM

| certify under penalty of perjury, under the
laws of California, that | have disclosed the
names of those health-related facilities in

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

no financial interests to disclose.

Page 2 of 3

Family Physician Training Program Voluntary Fee

Voluntary Fee:
Attachments

Physician Survey
Are you retired?

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

Board Certifications

Postgraduate Training Years
Cultural Background

Web Site Profile

E-mail:

Fees
Biennial Renewal Fee

DUE TO CURES FUND

No

Administration - 30-39 Hours
Other - None

Patient Care - 1-9 Hours
Research - 1-9 Hours

Teaching - 1-9 Hours
Telemedicine - None

Zip: 92108 County: SAN DIEGO
Zip: County:

Zip: County:

Zip: County:

Not in Training

Obstetrics and Gynecology - Primary

American Board of Obstetrics and

Gynecology - Obstetrics and Gynecology

6 Years
Cultural Background - No
Foreign Language Proficiency - No

Gender - No

$783.00
$12.00

ULV TR
1445270471085




10/19/15 11:31 AM Page 3 of 3

Steven M. Thompson Physician Corps Loan $25.00
Repayment Program

Total Amount Due: $820.00

Applications are not considered submitted for processing until payment is received.
Attestation

| 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:

UL LR e UL
—_— 1445070471085



Application Summary

10/25/17 10:57 AM

License Type:
License Number:
File Number:
Application:
Application Number:
Application Date:

Application Questions
Have you served or are you currently serving
in the military?

Personal Detail
First Name:

Middle Name:
Last Name:
Birthdate:
Gender:

Addresses

License Related Addresses
Address of Record (Required)

Warning:

Confidential Address
Warning:

Page 1 of 3

Physician and Surgeon A

76983

60646

Physician's and Surgeon's Renewal
14447109

10/25/2017 (mm/dd/yyyy)

KELLY
REGINA
CULWELL

** /** /****

In order to protect your privacy and identity,
address will not be displayed.

In order to protect your privacy and identity,
address will not be displayed.

Questions

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?

(e
N 103 L A



10/25/17 10:57 AM

| certify under penalty of perjury, under the
laws of California, that | have disclosed the
names of those health-related facilities in

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

no financial interests to disclose.

Page 2 of 3

Family Physician Training Program Voluntary Fee

Would you like to contribute?

Attachments

Physician Survey
Are you retired?

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

Board Certifications

Postgraduate Training Years
Cultural Background
Foreign Language Proficiency

Web Site Profile

E-mail:

Fees
Biennial Renewal Fee

DUE TO CURES FUND
StephenM.ThompsonLRP

Total Amount Due:

No

Administration - 30-39 Hours
Patient Care - 1-9 Hours
Research - 1-9 Hours

Teaching - 1-9 Hours
Telemedicine - None

Zip: 92108 County: SAN DIEGO
Zip: County:

Zip: County:

Zip: County:

Not in Training

Obstetrics and Gynecology - Primary

American Board of Obstetrics and
Gynecology - Obstetrics and Gynecology

6 Years
Cultural Background - No

Foreign Language Proficiency - No

Gender - No

$783.00
$12.00
$25.00
$820.00

(e
N 103 L A



10/25/17 10:57 AM Page 3 of 3

Applications are not considered submitted for processing until payment is received.
Attestation

| 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:
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Application Summary

8/12/19 3:44 PM

License Type:
License Number:
File Number:
Application:
Application Number:
Application Date:

Application Questions
Have you served or are you currently serving
in the military?

Personal Detail
First Name:

Middle Name:
Last Name:
Birthdate:
Gender:

Addresses

License Related Addresses
Address of Record (Required)

Warning:

Confidential Address
Warning:

Page 1 of 3

Physician and Surgeon A

76983

60646

Physician's and Surgeon's Renewal
14670347

08/12/2019 (mm/ddlyyyy)

KELLY
REGINA
CULWELL

** /** /****

In order to protect your privacy and identity,
address will not be displayed.

In order to protect your privacy and identity,
address will not be displayed.

Questions

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?

(LU
—_— 1500040047260



8/12/19 3:44 PM

| certify under penalty of perjury, under the
laws of California, that | have disclosed the
names of those health-related facilities in

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

no financial interests to disclose.

Page 2 of 3

Family Physician Training Program Voluntary Fee

Would you like to contribute?

Attachments

Physician Survey
Are you retired?

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

Board Certifications

Postgraduate Training Years
Cultural Background
Foreign Language Proficiency

Web Site Profile

Fees
Biennial Renewal Fee

DUE TO CURES FUND
StephenM.ThompsonLRP

Total Amount Due:

No

Administration - 30-39 Hours
Patient Care - 1-9 Hours
Research - 10-19 Hours
Teaching - 1-9 Hours
Telemedicine - 1-9 Hours

Zip: 92108 County: SAN DIEGO
Zip: 92103 County: SAN DIEGO
Zip: County:

Zip: County:

Not in Training

Obstetrics and Gynecology - Primary

American Board of Obstetrics and
Gynecology - Obstetrics and Gynecology

6 Years
Cultural Background - No

Foreign Language Proficiency - No

Gender - No

$783.00
$12.00
$25.00
$820.00

(LU
—_— 1500040047260
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Applications are not considered submitted for processing until payment is received.
Attestation

| 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:
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