




















Ohio Addendum to Application
ADDITIONAL INFORMATION QUESTIONS

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.
You must submit copies of all relevant documentation, such as court pleadings, court or agency orders, and institutional
correspondence and orders. Please note that some questions require very specific and detailed information. Make sure
all responses are complete.

C Yes

C Yes

C Yes

C Yes

C Yes

C Yes

C Yes

C Yes

C Yes

C Yes

oxs

1. Have you ever been denied staff membership at any hospltal nursing home, clinic, health
maintenance organization, or similar institution?

2. Have you ever been warned, censured, disciplined, had admissions monitored, had 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 other 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?

(‘\No/ 3. Have you ever resigned from, withdrawn from, or terminated, or have you ever been

s

NG

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 Have you ever resigned from, withdrawn from, or have you ever been warned by, censured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?

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

(»:/No/ 6. Have you ever, for any reason, lost specialty board certification in the U.S. or elsewhere, or

o

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

7. Has any board, bureau, department, agency or other body, including those in Ohio, 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, censure 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?

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

10. Have you ever been requested to appear before any board, bureau, department, agency, or
other body, including those in Ohio, concerning allegations against you?
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C Yes (‘/No/ ' 22, a) Within the last ten years, have you been diagnosed wifh or have you been treated for,
bipolar disorder, schizophrenia, paranoia, or any other psychotic disorder?

C Yes (NG 22. b) Have you, since attaining the age of eighteen or within the last ten years, whichever period
is shorter, been admitted 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 sheet, including date of diagnosis
or treatment, and a description of your present condition. Include the name, current mailing address, and telephone
number of each person who lreated you, as well as each facility where you received treatment, and the reason for
treatment. Have each treating 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:

1. 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 health care
providers, with or without the use of aids or devices, such as voice amplifiers; and

3. 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 psychological 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 illness, specific learning disabilities, HIV
disease, tuberculosis, drug addiction, and alcoholism.

C Yes (;46 23. Do you have, or have you been diagnosed as having, a medical condition which in any way
impairs or limits your ability to practice medicine with reasonable skill and safety? You may
answer "NO" to this question if you hold a current training certificate to pursue training in Ohio
and the only such medical condition is chemical dependency or substance abuse, and you have
successfully completed or are currently receiving treatment at a program approved by this board
and have adhered to all statutory requirements as contained in Sections 4731.224 and 4731.25,
0.R.C., and related provisions. Any questions concerning approval can be directed to the board
offices.

C Yes (Luo/' a) Are the limitations or impairment caused by your medical condition reduced or ameliorated
because you receive ongoing treatment or received treatment in the past (with or without
medication) or participate in a monitoring program?

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 associated with an ongoing medical condition so as to
determine whether an unrestricted license should be 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.

C Yes (CNo~ b) Are the limitation or impairments caused by your medical condition reduced or ameliorated
because of the field of practice, the setting, or the manner in which you have chosen to practice?

“Chemical substances” is to be construed to include alcohol, drugs, or medications including those taken pursuant to a
valid prescription for legitimate medical purposes and in accordance with the prescribers direction, as well as those used

illegally.

C Yes (‘/NE,' 24. Do you use chemical substance(s) which in any way impair or limit your ability to practice
medicine with reasonable skill and safety?

C Yes (‘/No/ a) Are the limitations or impairment caused by your use of chemical substances reduced or
ameliorated because you receive ongoing treatment (with or without medication) or participate
in @ monitoring program?
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If you receive such ongoing treatment or participate in such monitoring program the board will make an individualized
assessment of the nature, severnty, and duration of the risk associated with an ongoing medical condition so as fo
determine whether an unrestricted license should be 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. :

C Yes (bf(jb b) Are the limitation or impairments caused by your use of chemical substances reduced or
ameliorated because of the field of practice, the setting, or the manner in which you have chosen
to practice?

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

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

“Illegal use of controlled substances means the use of controlled substances obtained illegally (e.g. heroin or
cocaine) as well as the use of controlled substances which are not obtained pursuant to a valid prescription or not taken
in accordance with the direction of a licensed healthcare practitioner.

C Yes (>(o 25. Are you currently engaged in the illegal use of controlled substances?

C Yes C No a) If "YES," are you currently participating in a supervised rehabilitation program or professional
assistance program which monitors you in order to assure that you are not using illegal
controlled substances.
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THE STATE EDUCATION DEPARTMENT
DIVISION OF PROFESSIONAL LICENSING SERVICES
89 WASHINGTON AVENUE
ATBANY, NEW YORK 12234

THE UNIVERSITY OF THE STATE OF NEW YORK Cbzg

This is to certify that according to the records of the Division of
Professional Licensing Services, New York State Education Department
Albany, New York, RIVLIN KATHERINE LEE

was issued license/certificate number 267862 for the practice of
MEDICINE on 11/30/12.

our records also indicate the following information:
Date of birth: 10/06/82

Schocl attended: UNIVERSITY OF MISSISSIPPI

Date of graduation: 05/22/09

Degree earned: MD

Program was acceptable in accordance with the NYS Regulations
of the Commissioner of Education. Reguirements met at the
time of licensure.

Basis of licensure:
DATE FLEX1 NBMEl USML1 NBME2 FLEXZ2 USML2 NBME3 USML3 OTHER
02/11 00083 OO0OSCT
06/08 00096
05/07 00087

EXMS TAKEN=03
A license is valid during the life of the holder unless revoked,
annulled or suspended by the Board of Regents. A licensee must reg-
ister periodically with this Department to practice in this state.

Currently Registered: YES Reg period ends: 09/30/16
Address: APT 45A 7-13 WASHINGTON SQ N
NEW YORK NY 10003-0000

Disciplinary information: No charges have been preferred against
this licensee
Comments:

I, Cathy Hanczaryk, Principal Clerk, Division of Professional
Licensing Services of the New York State Education Department, do
hereby state that as Principal Clerk of said Division, I have legal
custody of the official records of the Division of Professiocnal
Licensing Services and to the best of my knowledge, the aforesaid
information is true and correct.

SEAL

Office Assistant Three

MEDIC a1 BOARD




Medical Professional
Information Profile

This report provides credentialing information for
Name: Katherine Rivlin

Social Security Number: [
Date of Birth: October 06, 1982
FID#: 215428210

Recipient: OH - State Medical Board of Ohio

ABOUT THIS PROFILE

The Federation Credentials Verification Service (FCVS) was retained by the above referenced medical
professional to verify his’her medical credentials for submission to your agency/organization. Unless
noted otherwise, all documents contained in this report were received directly from the issuing
institution per written request made by FCVS.

NOTICE: All documents bearing an original Official FCVS seal are certified to be an exact reproduction
of the original. Where required, original documents are provided according to the agreements with the
Institution issuing such document. FCVS maintains all original documents (excluding third-party
examination transcripts) in the physician’s source file.

This FCVS Medical Professional Information Profile (“Profile”) is compiled and provided by the
Federation of State Medical Boards of the United States, Inc. (Federation) as a reference source for,
and only for, its member boards and other entities authorized by the Federation. The Profile embodies
and contains confidential business information because the information, and the format and
presentation of that information, comprise trade secrets of the Federation and because the Profile’s
disclosure would harm the Federation by providing others with an unfair business advantage in
competing with the Federation’s FCVS services. Further, the form of the Profile and the contents of this
Profile, including the compilation of information in this Profile, are the Federation’s copyrighted works
and proprietary, confidential information and are subject to the protections of United States laws
governing copyright, trademark and trade secrets, as well as various state laws protecting the
Federation’s trade secrets and other intellectual property rights. This Profile and its contents may not
be (1) copied, reformatted, modified, published or displayed publicly or (2) used, disclosed, distributed,
shared or sold, in whole or part, for any purpose, including use to establish any database or files as a
compendium or otherwise, all of which is strictly prohibited without the express written consent of the
Federation’s CEO.
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Note: Your board may wish to review the unresolved items below marked by an "X"
Please review the Credentials Analysis Report for further details on the unresolved items

Medical Professional Name: Katherine Rivlin
Date of Birth: October 06, 1982
Social Security Number:
FID: 215428210

I. FCVS Reports

II. FSMB and Other Reports

IIl. Identity

A. Certified Birth Certificate OR Copy w/ Cert. of Identification

IV. Medical Education

A. Pre-medical Schools

B. Medical Schools

University of Mississippi School of Medicine
1. Medical Education Form
2. Medical Education Transcript
3. Medical Education Diploma

C. Fifth Pathway Program

D. ECFMG Certification

V. Graduate Medical Education

New York University School of Medicine
1. GME Form
2. GME Completion Certificate

VI. Licensure Examination History

A. FSMB Exam Transcript

End of report for: Katherine Rivlin
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Medical Professional
Information Profile

Table of Contents

I. FCVS Reports

A. Physician Information Report
B. Credentials Analysis Report
C. Chronology of Activities

Il. FSMB and Other Reports

A. Board Action Data Bank Report

IIl. Identity

A. Affidavit
B. Certified Birth Certificate or Original Passport or Cert. of Identification with Photocopy
C. Documentation to Support Name Variation

IV. Medical Education

A. Verification of Medical Education

B. Clinical Clerkships (if applicable)

C. Verification of Fifth Pathway (if applicable)
D. ECFMG Certification (if applicable)

V. Graduate Medical Education

A. Verification of Graduate Medical Education

VI. Licensure Examination History (State Licensing Authorities Only)

A. LMCC Transcript

B. State Medical Board Transcript
C. NCCPA Transcript

D. NBME Transcript

E. NBOME Transcript

F. FSMB Transcript
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Medical Professional
Information Profile

Section |

FCVS Reports
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Identity

Medical Professional Name: Katherine Rivlin

Documentation: Certified Birth Certificate OR Copy w/ Cert. of
Identification

Variation of Name: Katherine Lee Rivlin

Documentation: Certified Birth Certificate OR Copy w/ Cert. of
Identification

Katerine Lee Rivlin

Explanation: My name is not Katerine Lee Rivlin, that is a typo. It is
Katherine Lee Rivlin.

Gender: Female
Date of Birth: October 06, 1982
Place of Birth: Jackson, MS, UNITED STATES
Social Security Number: [HERISIISS
FID: 215428210
Physical Description: Height: 5ft. 4in.

Weight: 125 Ibs.
Eye Color: Brown

Hair Color: Brown

Contact Information

Mailing Address: 7-13 WASHINGTON SQ N APT 45A
NEW YORK, NY 10003-6623
UNITED STATES

Permanent Address: 7-13 WASHINGTON SQ N APT 45A
NEW YORK, NY 10003-6623
UNITED STATES

Telephone Numbers: Primary: (601) 214-1393
Secondary: N/A
Fax: N/A
Other: N/A
400 FULLER WISER ROAD | SUITE 300 | EULESS, TX 76039 TEL({(817)868-5000 FAX(817)868-5099
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Pre-medical Education

(Provided by Applicant. Not verified with the primary source.)
Institution: Yale University
Address: New Haven, CT 06520-8215
UNITED STATES
Dates of Attendance: 08/--/2001 To 05/--/2005
Degree Conferred/Issued: Bachelor of Arts

ECFMG

There are none identified or not applicable.

Medical Education

Medical School: University of Mississippi School of Medicine
Address: 2500 North State Street
Jackson, MS 39216
UNITED STATES

Dates of Attendance: 08/10/2005 to 05/22/2009
Date Certificate Issued: 05/22/2009
Degree Conferred/Issued: Doctor of Medicine

Unusual Circumstances
Leave of Absence/Extension: No
Probation: No
Disciplined: No
Negative Reports: No
Limitations: No

Fifth Pathway

There are none identified or not applicable.

400 FULLER WISER ROAD | SUITE 300 | EULESS, TX 76039 TEL(817)868-5000 FAX(817)868-5099
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Graduate Medical Education

Institution:
Address:

Training Level:

Program Type:
Specialty:

Dates of Attendance:
Completed Successfully:
Accreditation:

Unusual Circumstances
Leave of Absence/Extension:
Probation:

Disciplined:

Negative Reports:
Limitations:

400 FULLER WISER ROAD | SUITE 300

© 1996 Federation of State Medical Boards

New York University Medical Center
550 First Avenue Suite 9E2

New York, NY 10016
UNITED STATES

1-4

Internship/Residency
Obstetrics and Gynecology
07/01/2009 To 06/30/2013
Yes

ACGME

No
No
No
No
No

| EULESS, TX 76039 TEL(817)868-5000
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Licensure Examinations

FSMB Transcript USMLE Step 1
FSMB Transcript USMLE Step 2 CK
FSMB Transcript USMLE Step 2 CS
FSMB Transcript USMLE Step 3

Date:
Date:
Date:
Date:

05/2007
06/2008
07/2008
02/2011

Passed the Exam
Passed the Exam
Passed the Exam
Passed the Exam

Board Action

A report of the results from a search of the Board Action Data Bank is enclosed.

End of report for: Katherine Rivlin

FID: 215428210

400 FULLER WISER ROAD | SUITE 300
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The Credentials Analysis Report is a comparative report of a medical professional's credentials as reported to FCVS by the
applicant and the primary source (Medical School, Post Graduate Training program, etc.). It will also list particular missing
documentation, if any, as outlined in the FCVS Policies and Procedures.

Medical Professional Identification

Medical Professional Name: Katherine Rivlin

Date of Birth: October 06, 1982

Social Security Number: (SRS

FID: 215428210

Omissions

There are no omissions identified.

400 FULLER WISER ROAD | SUITE 300 | EULESS, TX 76039 TEL(817)868-5000 FAX(B817)868-5099
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Discrepancies

There are no discrepancies identified.

Miscellaneous Information

Miscellaneous 1:

Section of Profile:  Post Graduate Training

Miscellaneous: Verification of the Graduate Medical Education at Columbia University Medical Center dated
07/--12013 to 06/--/2015 reported by the applicant in the Chronology of Activities is not
included in the Medical Professional Information Profile.

Action Taken: FCVS does not obtain verification of non-accredited Fellowship/Research programs.

End of report for: Katherine Rivlin

400 FULLER WISER ROAD ] SUITE 300 | EULESS, TX 76039 TEL(817)868-5000 FAX(B17)868-5099
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The Chronology of Activities is a comprehensive report of a medical professional’s activities as reported to FCVS by the medical-
professional applicant.

Medical Professional Name: Katherine Rivlin
Date of Birth: October 06, 1982
Social Security Number: REDACTE]
FID#: Prsa28210
Start End Activity Location Overlap Explanation Program Length Explanation

Date Date

08/2005 [05/2009 [Medical Education |University of Mississippi
Record School of Medicine, 2500
North State Street
Jackson, MS 39216
UNITED STATES

07/2009 |06/2013 |GME Record New York University
Medical Center,550 First
Avenue Suite 9E2 New
York, NY 10016 UNITED
STATES

07/2013 |06/2015 |GME Record Columbia University
Medical Center,622 W.
168th Street New York, NY
10032 UNITED STATES

End of report for: Katherine Rivlin
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Medical Professional
Information Profile

Section I

FSMB and Other Reports
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Medical Professional
Information Profile

Section llI

|dentity
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Medical Professional
Information Profile

Section IV

Medical Education
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Medical School

Medical Professional Name: Katherine Rivlin
University of Mississippi School of Medicine

Unusual Circumstances

Did you have any interruption(s) or extension(s) in your medical education? Yes No
Were you ever placed on probation? Yes No
Were you ever disciplined or placed under investigation? Yes No
Were any negative reports for behavioral reasons ever filed by instructors? Yes No

Were any limitations or special requirements imposed on you because of
academic performance, incompetence, disciplinary problems or for
any other reason?

Yes No

End of report for: Katherine Rivlin

PROVIDED BY
APPLICANT
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Medical Professional
Information Profile

Section V

Graduate Medical Education
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Page 1

Institution:  New York University School of Medicine Affiliated University: ~ New York University Medical Center
Address Line 1: 550 First Avenue Suite 9E2
Address Line 2:

Country: US City: New York State/Prov.. NY Zip Code: 10016

If name of institution was different when this individual attended, please note this name:

Verification For: Rivlin, Katherine Date of Birth:  October 06, 1982
Individual's Name on Record (If different from above): ,
Program
=) ,? . ti . Program Type Training Level: 1-4 Specialty/Subspecialty: Obstetrics and Gynecology
articipation. IR From:  07/01/2009 To: 06/30/2013
Important: Successfully Completed? Yes
Report Incomplete Training Accredited by: ACGME
Levels (year) separate from
those that were successfully
completed.
If the training level (years) is |Program Type Training Level: Specialty/Subspecialty:
currently in progress, report From: To:
the expected completion
date in the "To" field. Successfully Completed? If no, was credit
awarded?

Accredited by:

Report Internships,
Residencies and Fellowships

separately.
Program Type Training Level: Specialty/Subspecialty:

Use one section per . .
Department/Specialty. If the From: To:
Department or Specialty is Successfully Completed? If no, was credit
rotating or transitional, awarded?
pleage provide a schedule of Accredited by:
rotations.
Unusual 1. Did this individual ever take a leave of absence or extension from his/her training? No
Circumstances If "Yes" provide start and end dates: From: To:

2. Was this individual ever placed 0N ProbationN?............ooiiiiiiiie i No
Check the correct response. 3. Was this individual ever disciplined or placed under investigation?............ccooviiiiiiiienieeneccceeee e No

4. Were any negative reports for behavioral reason ever filed by INStructors?..........occcvevvivivciee e No
Omitted responses require 5. Were any limitations or special requirements placed upon this individual because of questions of academic No
written explanation. incompetence, disciplinary problems or any other reason?

Please explain any "Yes" response from above:
If necessary, you may

continue your explanation
on a separate sheet of

paper.
H Completion attests the information above is an accurate account of this individual's records and is true and
AtteStatl on Watermark correct. Signature line must contain original signature or electronic typed signature of program director
Affix Institutional For FCVS internal use only. Print Name:  AbigailWinkel MD MD/DO: Yes
Seal Here.

Signature:  Apjgail Winkel MD

form must be notarizef§.

Title: Residency Program Director Date: 05/24/2016
Tel:  (212) 263-6453 Fax: Email:  Abigail. Winkel@nyumc.org
LECTRONIC
108583 215428210

| SUITE 300 | EULESS, TX 76039 TEL(817)868-5000 FAX(817)868-5099
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Graduate Medical Education

Medical Professional Name: Katherine Rivlin
New York University Medical Center
Obstetrics and Gynecology

Unusual Circumstances

Did you have any interruption(s) or extension(s) in your medical education? Yes No
Were you ever placed on probation? Yes No
Were you ever disciplined or placed under investigation? Yes No
Were any negative reports for behavioral reasons ever filed by instructors? Yes No

Were any limitations or special requirements imposed on you because of
academic performance, incompetence, disciplinary problems or for
any other reason?

Yes No

End of report for: Katherine Rivlin

PROVIDED BY
APPLICANT
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Medical Professional
Information Profile

Section VI

Licensure Examination History

(State Licensing Authorities Only)
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United States Medical Licensing Examination (USMLE)
Certified Transcript of Scores

This document was prepared by the
Federation of State Medical Boards of the United States, Inc.
Federation Place, 400 Fuller Wiser Road, Suite 300, Euless, TX 76039-3856 --Telephone (817)868-4000

Date: 06/03/2016
Federation Credentials Verification Service
ATTN: FCVS
FCVSID: 364218
Examinee: Rivlin, Katerine Lee Examinee ID: 51947844
Alt Name(s): Rivlin, Katherine Lee Date of Birth: 10/06/1982

Results for Steps taken by this examinee (and for which results have been reported to date) are shown below. For Steps that span
more than one day, the test date reflects the day on which the examination began. Where numeric scores are reported, the
recommended minimum passing score ("MP") is shown in parentheses. Pass/fail outcomes are based upon the minimum passing
level in place at the time of test administration and are not altered by subsequent revisions to the minimum passing level. Effective
April 1, 2013, test results are reported on a three-digit scale only; two-digit scores reported for prior administrations will no longer be
reported. Test results reported as passing represent an exam score of 75 or higher on a two-digit scoring scale.

USMLE STEP 1

Test Date Pass/Fail Total MP Comments
5/26/2007 Pass 211 (185)

USMLE STEP 2

Clinical Knowledge (CK)

Test Date Pass/Fail Total MP Comments
6/26/2008 Pass 232 (184)

Clinical Skills (CS)*
Test Date Pass/Fail Total MP Comments
7/18/2008 Pass

USMLE STEP 3
Test Date Pass/Fail Total MP Comments
2/17/2011 Pass 201 (187)

NOTE: A search of the Physician Data Center of the Federation of State Medical Boards (FSMB) reveals no reported information on this examinee.
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United States Medical Licensing Examination (USMLE)
Certified Transcript of Scores

This document was prepared by the
Federation of State Medical Boards of the United States, Inc.
Federation Place, 400 Fuller Wiser Road, Suite 300, Euless, TX 76039-3856 --Telephone (817)868-4000

Examinee ID: 51947844

Examinee: Rivlin, Katerine Lee .
Date of Birth: 10/06/1982

INTERPRETATION OF RESULTS

USMLE transcripts include a complete examination history. On those Step examinations for which numeric scores are reported, a three-digit scale
is used. Most scores fall between 140 and 260 on this scale. The recommended minimum passing score is shown on the front of the transcript
next to the examinee’s score for each administration along with a pass/fail outcome. Test results reported as passing represent an exam score of
75 or higher on a two-digit scoring scale. The level of proficiency required to meet the recommended minimum passing level for each USMLE
Step is reviewed periodically and is subject to change. Such changes do not alter pass/fail outcomes from prior test administrations.

For examinations with reported scores, the Standard Error of Measurement (SEM) provides an index of the variation that would be expected to
occur if an examinee were tested repeatedly using different sets of items covering similar content. The SEM is usually in the range of 4 to 8
points.

STEP 2 CLINICAL SKILLS (CS)
Step 2 CS results are reported as pass or fail, with no numeric score. Had the two-digit reporting scale been used, examinees would have had to
achieve a score of 75 or higher in order to pass.

ANNOTATIONS APPEARING UNDER “COMMENTS”
Circumstances in connection with an administration shown on this transcript may result in one or more annotations listed next to the score. A
description of each Comment is provided below:

Indeterminate - Results are at or above the passing level but cannot be certified as representing a valid measure of the examinee's knowledge or
competence as sampled by the examination. No score is reported. Information regarding the nature of the indeterminate score is available. If
such information is not enclosed with this transcript, it may be obtained by contacting the organization from which you received the transcript or
the USMLE Secretariat, 3750 Market Street, Philadelphia, PA 19104, telephone (215) 590-9700.

Incomplete - The examinee sat for some, but not all, of the scheduled examination. No score is reported.

Irregular Behavior - The Committee for Individualized Review determined that the examinee engaged in irregular behavior. Examples of irregular
behavior are described in the current edition of the USMLE Bulletin of Information. Information regarding the nature of the irregular behavior and
the determination of the Committee is available. If such information is not enclosed with this transcript, it may be obtained by contacting the
organization from which you received the transcript or the USMLE Secretariat, 3750 Market Street, Philadelphia, PA 19104, telephone (215) 590-
9700.

Score Not Available - The score is not available. Further review and/or analysis may be pending, or it may have been determined that the score
cannot be reported.

ANNOTATIONS APPEARING AS “NOTE”
Circumstances not in connection with an administration shown on this transcript may result in one or more annotations and an explanation or
instructions to contact the appropriate individual or organization. The Note will appear at the end of the document.

PHYSICIAN DATA CENTER INFORMATION APPEARING AS “NOTE”
The Physician Data Center of the Federation of State Medical Boards (FSMB) contains actions reported to the FSMB by U.S. licensing and
disciplinary boards, the U.S. Department of Health and Human Services, government regulatory entities and international licensing authorities.
To be included in the Physician Data Center, an action must be a matter of public record or be legally releasable to state medical boards or other
entities with recognized authority to review physician credentials. Certain actions reported to and released by the Physician Data Center are not
disciplinary or otherwise prejudicial in nature. Such actions are reported to ensure that records are complete and to assist in preventing
misrepresentation or the use of lost or stolen credentials by unauthorized persons. Once reported to the FSMB, an action becomes part of the
permanent record of the individual physician, and the existence of such an action may be indicated on the USMLE transcript by a Note.

03/2015

This document was printed from a secure website and accurately reflects score information maintained by the FSMB.
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State Medical Board of Ohio

med.ohio.gov 30 East Broad Street, 3rd Floor, Columbus, Ohio 43215-6127 | (614) 466-3934

7/13/2016

Katherine Lee Rivlin
952 Franklin Ave
Columbus OH 43205

It is our pleasure to notify you that you are now licensed to practice medicine or osteopathic medicine and surgery in the
State of Ohio. The Board approved your request and your license number 129182 was issued on 07/13/2016 and will
expire on 04/01/2018.

Enclosed you will find your wall certificate. This wall certificate, by law, must be displayed in your office or the place
where a major portion of your practice is conducted.

Please be advised that verification of your Ohio license must be obtained directly from the Board’s website at
http://med.ohio.gov in the “Licensee Profile and Status” section. The website is updated immediately to reflect newly
issued licenses.

The State Medical Board of Ohio operates a “staggered renewal” system based upon the first letter of your last name at
the time of licensure. A chart and information outlining the staggered medical license renewal system and continuing
medical education (CME) hours required can be viewed on our website at http://med.ohio.gov in the “Renewal & CME”
section under each respective license. Renewal applications are mailed approximately six months prior to the date of
expiration.

SECTION 4731.281, OHIO REVISED CODE REQUIRES WRITTEN NOTICE TO THE BOARD OF ANY CHANGE OF
PRINCIPAL PRACTICE ADDRESS OR RESIDENCE ADDRESS WITHIN THIRTY DAYS OF THE CHANGE. A
CHANGE OF ADDRESS FORM IS AVAILABLE ON THE BOARD’S WEBSITE.

This notice authorizes you to make application for a U.S. Drug Enforcement Administration certificate of registration
(controlled substance permit). To make such application, please contact the Drug Enforcement Administration (DEA) at
(800) 230-6844 or www.deadiversion.usdoj.gov/.

Please direct any questions regarding the DEA registration directly to the DEA office.
Sincerely,

TGSV IV

Mitchell Alderson
Chief of Licensure

State Medical Board of Ohio

30 E. Broad St., 3™ Floor Columbus, Ohio, 43215

1
1
1
1
1
THE RECORDS OF THE STATE MEDICAL BOARD OF OHIO :
1 INDICATE THAT YOU HOLD THE FOLLOWING ACTIVE 1
1 LICENSE: 1
1 1
1
1
1
1
1

I Doctor of Medicine

135 129182
Katherine Lee Rivlin
Valid Until: 04/01/2018



License Renewal Application

Submission Date: 02/07/2018

License Type - Doctor of Medicine (MD)

Personal Information

Provide the necessary personal information in the fields to the right. All fields with (*) are required
and must be completed to continue the application process.

Title

Dr.

First Name

Katherine

Middle Name

Lee

Last Name

Rivlin

Maiden Name

Socia Security Number

gate of Birth

10/6/1982

Email Address
katyriv@gmail.com
Phone Number
6012141393

Other Phone Number

Additional Information

Provide the necessary additional information in the fields to the right. All fields with (*) are required
and must be completed to continue the application process.

Do you have other aliases?
What is your gender?
Female

What is your ethnicity?

In which country were you born?

United States

In which state were you born (if United States)?
Mississippi

In which city were you born?



Jackson

License Mailing Address

Select a license mailing address by clicking the appropriate checkbox to the right (this is the
address used for all postal communications from the Board for this license). To add a new address,
click Add Address, complete the required fields, and click Save.

952 Franklin Ave
Columbus

OH

43205

null

License Public Address

Select a public license mailing address by clicking the appropriate checkbox to the right (this is the
address that will be viewable by the public). To add a new address, click Add Address, complete
the required fields, and click Save.

952 Franklin Ave
Columbus
OH

43205
null

Military Service

If you have served in the military, provide the information for the type of service and duration of the
service. Also, provide proof of your service.

Have you served in the military?

Hgs your spouse served in the military?

(nguntry of Service

Service Branch

Areyou still serving in the military (Active or Reserve)?
Were you honorably discharged from your service?
Service Start Date

Service End Date



Specialty Tracking Component

Please list any American Board of Medical Specialties, American Osteopathic Association, or
Council on Podiatric Medical Education specialty and/or subspecialty certifications that you
currently hold.

Medical Speciality Certification - American Board of Medical Specialties (ABMYS)
Medical Speciality - Obstetrics and Gynecology (ABMS)
Medical SubSpeciality - null

Questions

Answer the following questions by selecting the Yes/No option for each question. Once completed,
click Save and Continue.

Question - At any time since signing your last application for renewal of your certificate 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?

Answer - No

Question - At any time since signing your last application for renewal of your certificate have you
surrendered, consented to limitation of, or to suspension, reprimand or probation concerning, alicense to
practice any healthcare profession or state or federal privileges to prescribe controlled substancesin any
jurisdiction other than Ohio?

Answer - No

Question - At any time since signing your last application for renewal of your certificate has any board,
bureau, department, agency, or any other body, including those in Ohio other than this board, filed any
charges, alegations or complaints against you?

Answer - No

Question - At any time since signing your last application for renewal of your certificate 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?

Answer - No

Question - At any time since signing your last application for renewal of your certificate have you had any
clinical privileges or other similar institutional authority suspended, restricted, revoked or placed on probation
for reasons other than failure to maintain records on atimely basis or to attend staff meetings?

Answer - No



Question - At any time since signing your last application for renewal of your certificate have any malpractice
awards been paid by you or on your behalf for acts occurring in any state other than Ohio?
Answer - No

Question - Are you currently in a collaboration agreement with any Clinical Nurse Specialists, Certified
Nurse-Midwives or Certified Nurse Practitioners?
Answer - No

Question - Since signing your last renewal have you prescribed opioid analgesics or benzondiazepines while
practicing in Ohio?
Answer - Yes

Question - Primary NPI Number
Answer - 1487884946

Question - Primary DEA Number
Answer - FR3667702

Question - What is your current employment status?
Answer - Actively working in a position that requires the license | am renewing

Question - Do you currently possess an active license other than that for which you are renewing?
Answer - No

Question - On average, how many hours per week do you work under the license for which you are currently
applying or renewing?
Answer - 40

Question - How many locations are you currently working in that require the license you are renewing?
Answer - 2

Question - Please provide the following information for up to 3 locations in which you use the license you are
renewing, beginning with the locations you spend the most time: Facility Name, Address, City, State, Zip
Code, Health Care Facility Type

Answer - Ohio State Wexner Medical Center 410 W 10th Ave Columbus OH 43210, inpatient obgyn;
Outpatient Care Upper Arlington 1800 Zollinger Road Columbus OH 43221, outpatient obgyn; Planned
Parenthood East Surgical Center 3255 E Main St, Columbus OH 43213, outpatient obgyn

Question - Do you have hospital privileges?
Answer - Yes



Question - Which of the following best describes your five-year employment plan?
Answer - Maintain practice hours asis

Question - Please select alanguage, other than English that you personally use to communicate with patients.
Do not include a language that you use with the help of an interpreter or language software.
Answer - Not Applicable

Question - What is your U.S. residency status related to your employment?
Answer - U.S. Citizen

Question - Do you consider yourself Hispanic, Latino/a or of Spanish origin?
Answer - No

Question - Are you registered with the Ohio Automated Rx Reporting System (OARRS)?
Answer - Yes

Attachments

If applicable, upload the Attachments for your license application by clicking the Add Attachment
button(s). If uploading an attachment as a submission, it is necessary that the name of the file
attachment is less than 80 characters in length for it to be received successfully. The character limit
does include the file attachment extension, such as (.doc) and (.pdf). The (.exe) and (.html) file
extensions are not supported for submissions. For documentation that needs to be submitted
directly to the Board or by hardcopy, please acknowledge by clicking the Attest button(s). If no
attachment or attestation items appear, please click the Save and Continue button.

Review + Submit

Once the review has been processed, the license application will be completed.



Application Review - Completed

Attestation

| 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, | hereby

swear or affirm that the information | have provided in the application is complete and correct, and that | have
complied with all criteriafor applying.

Consent to Electronic Signature - Consented

Date/Time Stamp - 02/07/2018 10:41:07

Type your First Name and Last Name as they appear on the application to sign electronically.
Katherine Rivlin

Submit your Application -After clicking the * Submit’ button below, you will no longer be able to change this
application. PLEASE DO NOT USE THE BROWSER'SBACK BUTTON ASTHAT MAY
OVERWRITE YOUR DATA. If you want to return to your application, simply log out and log back in.

If this application requires payment you will be prompted to begin the payment process. Y ou must complete
the payment process before the board will review your application. If this application does not require
payment, you will be navigated back to the eLicense home page and the board will review your application.



Submission Date and Time; 1/8/2020 4:55 PM

License Renewal Application

License Type - Doctor of Medicine (MD)

Per sonal I nformation

Provide the necessary personal information in the fields to the right. All fields with (*) are required and must
be completed to continue the application process. Demographic and workforce data collected for some
licensed healthcare professions is used to enhance the state’ s capacity for healthcare workforce forecasting,
policy development, and research. This datais used to analyze the supply and demand of the healthcare
workforce serving Ohio. If you do not have an Individual Provider Identifier (NPI) number please enter nine
Zeroes.

Title

Dr.

First Name
Katherine
Middle Name
Lee

Last Name
Rivlin
Maiden Name
No Response
Social Security Number

Eate of Birth

10/6/1982
Email Address
katyriv(@gmail.com
Phone Number
6012141393
Other Phone Number
No Response
What isyour U.S. Residency status related to your employment?
United States Citizen
Do you consider yourself Hispanic, Latino/a or of Spanish origin?
No
What do you consider your race?
White
List languages you personally use to communicate with patients excluding an interpreter or software
English
Other Language
No Response
Individual National Provider Identifier - if N/A enter all zeroes
1487884946
Enter home US zip-code. Enter NA if unavailable
43205




Additional Information

Provide the necessary additional information in the fields to the right. All fields with (*) are required and
must be completed to continue the application process.

Do you have other aliases?

No Response

What is your gender?

Femae

In which country were you born?

United States

In which state were you born (if United States)?
Mississippi

In which city were you born?

Jackson

Employment Status

Demographic and workforce data collected for some licensed healthcare professionsis used to enhance the
state’' s capacity for healthcare workforce forecasting, policy development, and research. This datais used to
analyze the supply and demand of the healthcare workforce serving Ohio.

What is your primary employment status

Actively working in aposition(s) that requires this license

Which of the following best describes your five-year employment plan?
Maintain practice hours asis

License Mailing Address

Select alicense mailing address by clicking the appropriate checkbox to the right (thisis the address used for
all postal communications from the Board for thislicense). To add a new address, click Add Address,
complete the required fields, and click Save.

952 Franklin Ave
Columbus

OH

43205

null

License Public Address

Select apublic license mailing address by clicking the appropriate checkbox to the right (thisis the address
that will be viewable by the public). To add a new address, click Add Address, complete the required fields,
and click Save.



952 Franklin Ave
Columbus

OH

43205

null

Military Service

If you have served in the military, provide the information for the type of service and duration of the service.
Also, provide proof of your service.

Have you served in the military?

No

If you answered "Yes', are you currently serving in the military?
No Response

Has your spouse served in the military?

No

If you answered "Yes', are they currently serving in the military?
No Response

| declined to answer these questions

v

Secondary Email Recipient

Y ou may define another email recipient for all automated emails you receive related to your license. You
may change this recipient at any time from your dashboard.

Secondary Email Address:

Specialty Tracking Component
Please list any American Board of Medical Specialties, American Osteopathic Association, or Council on
Podiatric Medical Education specialty and/or subspecialty certifications that you currently hold.

Medical Speciality Certification - American Board of Medical Specialties (ABMYS)
Medical Speciality - Obstetrics and Gynecology (ABMS)
Medical SubSpeciality - null

Current Employment L ocation(s)



Please provide the following information for all practice sites where you use this license, beginning with the
locations in which you spend most of your time. If you are not actively working or volunteering in a position
that requires this license (e.g. student or recent graduate) employment location information is optional.
Employment location information hel ps improve the accuracy and efficiency of Health Professional Shortage
Area Designations and enables Ohio to identify healthcare workforce distribution.

Name of Practice Site - The Ohio State Wexner Medical Center
Practice Settings - Hospital - Inpatient

Street Address - 395 W. 12th Ave

City - Columbus

State - OH

Zip Code - 43210

Major Area of Focus or Specialty - Obstetrics & Gynecologic Surgery
Total Hours Worked at this practice site, per Week - 25

Percent of time spent per week in each of the following at this practice site:
Direct Patient Care - 25

Teaching/Academic - 25

Research - 25

Professional Services- 0

Administrative Activities - 25

Other - 0

Total Hours- 100

Hospital Admitting Privileges for Patients- Yes
Current Employment Arrangement - Salaried
Other Employment Arrangement - null
Intern/Resident Position - No

Employed as Federal Employee - No

Accepting New Patients - No

Name of Practice Site - Ohio State University Carepoint East
Practice Settings - Office/Clinic - Single Specialty Group

Street Address - 543 Taylor Ave

City - Columbus

State - OH

Zip Code - 43203

Magjor Area of Focus or Specialty - Obstetrics & Gynecology (AOA)
Total Hours Worked at this practice site, per Week - 12

Percent of time spent per week in each of the following at this practice site:
Direct Patient Care - 100

Teaching/Academic - O

Research - 0

Professional Services- 0

Administrative Activities- 0

Other - 0

Total Hours- 100

Hospital Admitting Privileges for Patients- Yes



Current Employment Arrangement - Salaried
Other Employment Arrangement - null
Intern/Resident Position - No

Employed as Federal Employee - No
Accepting New Patients - No

Name of Practice Site - Planned Parenthood East Surgical Center
Practice Settings - Hospital - Ambulatory Care Center

Street Address - 3255 E. Main St

City - Columbus

State - OH

Zip Code - 43213

Magjor Area of Focus or Specialty - Obstetrics & Gynecologic Surgery
Total Hours Worked at this practice site, per Week - 10

Percent of time spent per week in each of the following at this practice site:
Direct Patient Care - 50

Teaching/Academic - 50

Research - 0

Professional Services- 0

Administrative Activities- 0

Other - 0

Total Hours- 100

Hospital Admitting Privilegesfor Patients - No
Current Employment Arrangement - Contractual
Other Employment Arrangement - null
Intern/Resident Position - No

Employed as Federal Employee - No

Accepting New Patients - No

Questions

Answer the following questions by selecting the Y es/No option for each question. Once completed, click

Save and Continue.

Question - At any time since signing your last application for renewal of your certificate 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?
Answer - No

Question - At any time since signing your last application for renewal of your certificate have you
surrendered, consented to limitation of, or to suspension, reprimand or probation concerning, alicense to
practice any healthcare profession or state or federal privileges to prescribe controlled substances in any

jurisdiction other than Ohio?
Answer - No



Question - At any time since signing your last application for renewal of your certificate have you been
investigated, warned, censured, put on probation, disciplined, or have had any charges, allegations or
complaints filed against you, by any board, bureau, department, agency, or any other body, including thosein
Ohio?

Answer - No

Question - At any time since submission of your last application for renewal have you been addicted to or
dependent upon acohol or any chemical substance; or been treated for, or been diagnosed as suffering from,
drug or acohol dependency or abuse? Y ou may answer NO to this question if you have successfully
completed treatment at, or are currently enrolled in, a program approved by this Board and have adhered to
all statutory requirements during and subsequent to treatment. Y ou must answer Y ES if you have ever
relapsed.

Answer - No

Question - At any time since signing your last application for renewal of your certificate have you had
admissions monitored, had clinical privileges or other similar institutional authority limited, restricted,
suspended, revoked, terminated, or placed on probation for any reason, or have resigned privileges at any
institution?

Answer - No

Question - At any time since signing your last application for renewal of your certificate have any
mal practice awards been paid by you or on your behalf for acts occurring in any state other than Ohio?
Answer - No

Question - Are you currently in a collaboration agreement with any Clinical Nurse Specialists, Certified
Nurse-Midwives or Certified Nurse Practitioners?
Answer - Yes

Question - Do you currently supervise one or more Physician Assistants?
Answer - No

Question - Do you prescribe controlled substances?
Answer - Yes

Question - Primary DEA Number
Answer - FR3667702

Question - At any time since signing your last application for renewal of your certificate have you been
investigated, warned, censured, put on probation, terminated, or disciplined by any employer, hospital, group
practice, nursing home, clinic, health maintenance organization, or other similar institution, for any reason?
Answer - No

Question - Since signing your last renewal have you prescribed opioid analgesics or benzondiazepines while



practicing in Ohio?
Answer - Yes

Question - Are you registered with the Ohio Automated Rx Reporting System (OARRS)?
Answer - Yes

Question - At any time since signing your last application for renewal of your certificate, have you engaged
in conduct prohibited by the Medical Board' s rules regarding sexual misconduct and impropriety (chapter
4731-26 of the Administrative Code)?

Answer - No

Attachments

If applicable, upload the Attachments for your license application by clicking the Add Attachment button(s).
If uploading an attachment as a submission, it is necessary that the name of the file attachment is less than 80
charactersin length for it to be received successfully. The character limit does include the file attachment
extension, such as (.doc) and (.pdf). The (.exe) and (.html) file extensions are not supported for submissions.
For documentation that needs to be submitted directly to the Board or by hardcopy, please acknowledge by
clicking the Attest button(s). If no attachment or attestation items appear, please click the Save and Continue
button.

Title - Duty to Report

Description - | acknowledge my duty to report to the board a belief that a violation of chapters 4730., 4731.
4759., 4760., 4761., 4762., 4774., or 4778. of the Revised Code, or any rule of the board has occurred, by
myself or another individual.

Attested - Attestation complete

Review + Submit

Once the review has been processed, the license application will be completed.



Application Review - Completed

Attestation

| 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, | hereby
swear or affirm that the information | have provided in the application is complete and correct, and that |

have complied with all criteriafor applying.

Consent to Electronic Signature - Consented

Date/Time Stamp - 1/8/2020 4:55 PM

Type your First Name and Last Name as they appear on the application to sign electronically.

Katherine Rivlin

Submit your Application -After clicking the * Submit’ button below, you will no longer be able to change this
application. PLEASE DO NOT USE THE BROWSER'SBACK BUTTON ASTHAT MAY
OVERWRITE YOUR DATA. If you want to return to your application, simply log out and log back in.

If this application requires payment you will be prompted to begin the payment process. Y ou must complete
the payment process before the board will review your application. If this application does not require
payment, you will be navigated back to the eLicense home page and the board will review your application.





