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May 10, 1994

I1llinois Medical Examiners
i 320 W. Washington Street
8 Springfield, IL 62786

TO WHOM IT MAY CONCERN:

This is to verify that Dr. Louis Manuel Fernandez, born on 1/4/63,
was issued California physician and surgeon’s certificate #G 71660,
on 6/25/91, based on National Board Credentials. The license is
current and renewal fees are paid through 1/31/95. There is no
current record of accusation and/or disciplinary activity.
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To expedite the verification process, the above is the standard
format used by the Medical Board of California.
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