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State Medical Board of Ohio
j()l-.Umud^l..Jrd 1-loor • Loluinhus. 011 .13215-6127 • (61-1)466-3934 • \\cb.sili.-: lillp://]ned.ohio.eov/

APPLICATION FOR TRAINING CERTIFICATE

PLEASE TYPE OR PRINT CLEARLY

NOTE: Application fee is $75.00. Fees submitted are neither refundable nor transferable.

PERSONAL INFORMATION

I Check only one: ^j MD a DO |
Your social secunty number is required to fadlitate reporting tothe federal Healthcare Integrity S Protection Data Bank (42 U.S.C. ^1320a-7e(b). 5 U.S.C.
§552a and 45 C.F R. pt. 61) and for accurate identification under the federal and state child support enforcement law (42 U.S.C §666and §312350
?:^.5,'2-.,."-,!r!^-als-o^e

used. for reP°''tin9 to the National Practitioner Data Bank (42 U.S.C. §11101 and 45 C.F.R. pt"60)and~'for-otherinvestigative/enforcement purposes in compliance with Chapters 4730., 4731, 4760. or 4762.. O.R.C. orasotherwise required by state or federal law.

U.S. Social
Security Number:

Full Name
(Use no
initials):

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

Last (Surname)

ROObtLl^

First

fc^J (L-LI ^-<<

Middle

Mo^L

Suffix (Jr.,

Last (Surname)

^oM6

First Middle SuffixfJr.,

Physicians
Address
(Be sure to
notify the
Board of any
changein
address):

Ohio Training
Program
Address
(Hospital in
Ohio where
you will be
starting your
training):

Dates of
Training;

Number & Street

^^33 ^5^{^\l\S (^oA^
City

CoLUtKlS U$
State

e>r(io
Zip Code

•~| 2-22(

Country

U5A

TRAINING PROGRAM INFORIWATION

Hospital & Department

.y^\^ca<.'^1 '"^Sfi^-S Ctfi-^z. ^tA<Aic-<^( C&<^-(-e^
Number & Street

lii oo ^•(I^I,<A A^e
City

C (^-M^ ( A«».J?

State

OH
Zip Code

</V/o6

Beginning
Date:

Mo/Day/Yr

O^ 1 Z^l (2.

Ending
Date:

Mo/Day/Yr

£?6 / 3o / if

J-1 andH-IBVISA

To be completed by International medical school graduates only:
Are you currently applying for a J-1 or an H-1 B Visa? Q YES

If YES check which one? LJ J-1 U H-1B
^ N0

^O^GM-
^

60^°

^ s '^vl

w^

REDACTED



Medical or
Osteopathic
Schoolof
Graduation:

State IVtedical Board of Ohio
Training Certificate Application - Medicine or Osteopathic Medicine

Page2
MEDICAL OR OSTEOPATHIC EDUCATION

School Name

/V^M^</((^- U(A\V^$<<^ o^ -t^- C-c^t(yft£^- ^o^A
City

r up^co^

State

SfH-r •M/^AATe,/^

Country

/^tf^e^ ( A^-? ^ A^f- t' <^S'

Dates
Attended:

Degree
Received:

From:
Mo/Yr

O^ /Z^OQ

t^'OC-^-Of <3( ^A^lL<ut

Other
Medical or
Osteopathic
Schools
Attended
(Ifnone,
enter
"NONE")

School Name

SloME
City State Country

Dates
Attended: From:

Mo/Yr

/ To:
Mo/Yr

/

Reason degree not
received at this school:

Fifth
Pathway
Program

(if none,
enter
"NONE"):

FIFTH PATHWAY PROGRAM

Hospital or Institution

Name of Medical School

City State Country

Dates
Attended: From:

Mo/Yr
/ To:

Mo/Yr

/

ECFMG CERTIFICATE

To be completed by Intemational medical school graduates only:

Do you have a valid ECFMG certificate? Ql YES Q N0

Number:0-8 42-8 2.^..
Date
Issued:

Mo/Day/Yr
^/II / 12- "i+fA

Mo/Day/Yr

/ /

Applicant Name:. ^jlL-cift^ R-ooc>(/^<— Date. MS£^LBO D
WIA1 .- " ..u

To;
Mo/Yr

0<-{ 1 2o/^.

Date
Received

Mo/Day/Yr
OHI 2<{> /Zo/z.
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PHYSICAL DESCRIPTION

stap'e-a.recen4taken wi.thi.n..the. last six months) passport-type COLOR photograph of applicant in the
provided below. Black and white photographs cannot be accepted.

Birth
Date:

Mo/Day/Yr

<99 / <5Z /^^
Birth
Place:

L;ity State

^/l2»M^"t®iA (A^ A

Country

<Jl5A

Gender Male 1-1 Female For statistics only (optional)

PHYSICAL DESCRIPTION

Height 5/<9>/<

Weight f<^<r (^s.

Hair Color ftrodoi^-

Eye Color Cvr&tjL^

Identifying Marks

(2»r<^^wK- q-T A^^I^O aU^>j

Date Photo Taken:_
mo/yr

LICENSES IN THE UNITED STATES & CANAHA
L^^ALL..State.s/prSes;whether.the l.'cense ls current or not- in which You are or have been licensed, includir

lem^ra^^d.ulat:°.n,aipemH;s'JJmled
ncenses.eta.. t°Practice medicine and su'rgery'or"osteopath1c"medicineua'^

S^ee?T^^^^S^atl^^^n^^it^^e^^!eJf^nars^^;;eededuatta^^extra sheet. (Ifnone, enter "NONE") A Form 2, Verification'of License form must'besenrtto"ea'c'h7tate'listled.

STATE/PROVINCE

OlJt

ISSUE DATE
MO/YR

LICENSE # TYPE OF LICENSE
~)NLYONE

a Full, unrestricted
D Temporary
D Educational
n Limited
a Other:

Cp/ease specify)

1~1 Full, unrestricted
a Temporary
O Educational
O Limited
a Other:_

tplease

I") Full, unrestricted
O Temporary
n Educational
Cl Limited
O Other:_

toteas

LICENSE CURREN-T
'ONLY

ONE

a YES a NO

Expiration Date:

a YES a NO

Expiration Date:

a YES a NO

Expiration D(

M%ICA^O .
.RO

m.
Applicant Name (M( (.(/lA-AA (lob|S(/^-

Date:_ ^4 i2-



TRAINING CERTIFICATE - MEDICINE OR OSTEOPATHIC MEDICINE
RESUME OF ACTIVITIES

b'^LL ^ctiv!tres.ln.chronoloqK;alorder from.the date of medical school graduation to the PRESENT time, using IVIONTH and^l^^y^o"^of?""0.frme,/ou.-4^Istete~o/7
'^^^e^S'^'y^ct^^e^u^ M^nano'r

Si'i9
e,mptoym.e'^,.a"d.'".c/'cateyou/'.,pema"e.".? /70me address for'that'time penbd""lf"in"pnvate'p'ra'ctrce, ^'^e'

^^^^^^^^^^6;.^^lda^a^=s-
'^

^S^S^h^££fo,Lan ^mer9en.cy medi^ 9^P.O.Ld;^.2°tum tenen^. you- musTTisTarh"ospJtalswh7re' yo^' ^oryk^'cand TnS"df.eLa^add^eL^ONOLSUBSTITUT"EAN^'0^
^ntage

of working time spenf,n-din,caTand"adm'inistratL'eld^eT Ty^^e^^e, SeeassuereatttoacnhdsceTar2

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

From

/
Month/Year

To

/
Month/Year

Hospital/University name, Other or non-working activity

Complete Number & Street Address

City State/Countrv Zip Code

Position &
Department

%Clinical

%Admin.

From

/
Month/Year

To

/
Month/Year

Hospital/University name, Other or non-working activity

Complete Number & Street Address

City State/Country Zip Code

Position &
Department

%Clinical

%Admin.

From

/
Month/Year

To

/
Month/Year

Hospital/University name. Other or non-working activity

Complete Number & Street Address

City State/Countr^ Zip Code

Position &
Department

%Clinical

%Admin.

From

J_
Month/Year

To

_/_
Month/Year

Hospital/University name. Other ornon-working activity

Complete Number & Street Address

City State/Countrv Zip Code

Position &
Department

%Clinical

%Admin.

From

_/_
Month/Year

To

/
Month/Year

Hospital/University name, Other or non-working activity

Uomplete Number & Street Address

City ytate/Countrv Zip Code

Position &
Department

N

%Ctinical

FnSCAL B0ARD
%Admin.

MAY ^L \1

Applicant Name: I^(LC^|/^\ fLpAfs^/. Date:_ ^fl(l2-
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From

/
Month/Year

To

/
Month/Year

Hospital/University name, Other or non-working activity

Complete Number & Street Address

City State/Country Zip Code

Position &
Department

%Clinical

%Admin.

From

/
Month/Year

To

/

Hospital/University name, Other or non-working activity

Complete Number & Street Address

Month/Year
City State/Country Zip Code

Position &
Depaj: ^CM-

^ >21

,.-%Clinical

BO""""^

^-7W
%Admin.

Applicant Name: lA^(L.C-(A-i44 fijo^ifjt^- Date: r/((l2_

From

_/_

Position &
Department

%Clinical

Hospital/University name, Other or non-working activity
Month/Year

To

_/_

%Admin.Complete Number & Street Address

Month/Year
City_State/Country_Zip Code

From

/

Position &
Department

%Clinical

Hospitat/University name, Other or non-working activity
Month/Year

To

^J,^
%Admin.Complete Number & Street Address

City_State/Country_Zip Code

From
Position &

Department
%Clinical

Hospital/University name, Other or non-working activity
Month/Year

To %Admin.Complete Number & Street Address

Month/Year
^ity_State/Country_Zip Code

From

/
Position &

Department
%Clinical

Hospital/University name, Other or non-working activity
Month/Year

To

/

%Admin.Complete Number & Street Address

Month/Year
Uity_State/Country_Zip Code



TRAINING CERTIFICATE - MEDICINE OR OSTEOPATHIC MEDICINE
ADDITIONAL INFORMATION

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

(Please place a 0 in the yes or no box)

1.

2,

3.

4.

5.

6.

7.

9.

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

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?

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

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, extemship, preceptorship, residency, or graduate
medicaleducation program?

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

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

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?

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, orcountry?

YES

a

a

N0

a

a

a
a

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

apnp"^'°^eME(aiCft OARD

Applicant Name: ^ l{^C(A~M fl ofc&((^<— Date:_ ^- d (l2-
^



10.

11.

12.

13.

14.

15.

16

17.

18.

20

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

Page2

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

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

Have you ever been notified of any investigation concerning you by any board,
bureau department, agency, or other body, including those in Ohio, with respect to a
professional license?

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

Have you ever been denied, or have you ever surrendered, a state or federal controll-
ed substance or drug registration; had it revoked, terminated, or restricted in any way;
or been warned, reprimanded, or fined by, or been requested to appear before, the
responsible agency?

Have you ever pled guilty to, been found guilty of a violation of any law, or been
granted intervention or treatment in lieu of conviction regardless of the legal
Jurisdiction in which the act was committed, other than a minor traffic violation?" If
yes, submit copies of all relevant documentation, such as police reports, certified
court records and any institutional correspondence and orders. Photocopies will
not be accepted

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

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

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

YES

a

a

a

a

a

a

N0

a

a

a

a
19. Have you ever been denied or relinquished participation in any third partyreimbursement program, whether governmental or private, including Medicaid' anc

Medicare; or had such participation limited, restricted, suspended,'"or revoked;
been warned, reprimanded, requested to appear before, or fined by the responsible
body?

' '
^ ^% 2oiz

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

Applicant Name ^ ^^-(AV^_(^OC^sjCJ^— Date:_ ^/< fl^



Training Certificate
State IVIedical Board of Ohio

IVledicine or Osteopathic Medicine - Additional Information
Page 3

21. Have you ever been diagnosed 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 with or have you been
treated for, bipolar disorder, schizophrenia, paranoia, or any other psychotic
disorder?

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(s) of diagnosis or treatment, and a description of your present condition.
Include the name, current mailing address, and telephone number of each person who
treated you, as well as each facility where you received treatment, and the reason for
treatment. Have each treating physician submit a letter detailing the dates of treatment,
diagnosis and prognosis.

YES

a

a

a

N0

a

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.

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? Ifyes, please explain.

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

YES

a

a

N0

a

If you receive such ongoing treatment or participate in such monitoring program the board will MPDlC,
make an individualized assessment ofthe nature, severity, and duration ofthe 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 ^]/\Y ^ 3 ^
licensure. Have each treating physidan submit a letter detailing the dates of treatment,
diagnosis and prognosis.

b) Are the limitations 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? Ifyes, please explain.

a a

Applicant Name. <^tL<-(A^\ fls.0&t>l6^- Date:_ •S'fl|t2-



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

Page4

"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.

24. Do you use chemical substance(s) which in any way impair or limit your ability to
practice medicine with reasonable skill and safety? tf yes, please explain.

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 a monitoring program? If yes, please explain.

Ifyou receive such ongoing treatment or participate in such monitoring program the board will
make an individualized assessment ofthe nature, severity, and duration ofthe 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 detalling the dates of treatment,
diagnosis and prognosis.

b) Are the limitations 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? if yes, please explain.

YES

a

a

N0

a

a a

For purposes of question 25 the following phrases orwords 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.

"lllegal 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.

25. Are you currently engaged in the illegal use of controlled substances?

a) tf "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. Ifyes, please explain.

YES

a
a

N0

a

Applicant Name: l/[{ti.Ll^M /J.oF>^<<^— Date:_ ^M

MEDICAL60AHD
MAY ^^'^z



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

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

ss STATE OF:

COUNTY OF:

^-^o r^i i^aAA/i^-

^ig^Mtt/T^ <><A-/Ll/CL.4^^

i^t^ci/JT^f A/o^- ^LaD^(£-t^—,hereby certify under oath that 1 am the person named in thisI,
application for a training certificate in the State of Ohio; that all statements 1 have made or shall make with respect thereto
are true, that 1 am the original and lawful possessor and person named in the various forms and credentials furnished or to
be furnished to this Board with respect to my application; and that all documents, forms, or copies thereof furnished or to be
furnished with respect to my application are strictly true in every respect.

I acknowledge that 1 have read the general information and instructions for all applicants and that 1 have answered all
questions in compliance with these instructions and understand that the fee 1 submitted is neither refundable nor
transferable.

1 further state that by filing this application for a training certificate in the State of Ohio, 1 hereby authorize and consent to
have an investigation made as to my moral character, professional reputation and fitness for the practice of medidne or
osteopathic medicine. 1 agree to give any further information which may be required in reference to my past record. 1
understand that 1 will not receive a copy of any reports or know their contents and 1 further understand that the contents of
any investigative report will be privileged.

1 further understand that my application for a training certificate in the State of Ohio is an ongoing process. 1 will
immediately notify the 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 application 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. 1 further understand that failure to complete
this application as requested by the Board within six months can be considered abandonment of any request for a training
certificate and that any fee 1 submitted is neither refundable nor transferable.

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

I hereby release, discharge, and exonerate the State Medical Board of Ohio, its agents or representatives and any person,
hospital, clinic, governmental agency (local, state, federal or foreign), court, association, institution, or law enforcement
agency furnishing information, of any and all liability of every nature and kind arising out of investigation made by the State
Medical Board of Ohio. 1 authorize the State Medical Board of Ohio to release information, material, documents. orders or
the like relating to me or to this application to any other governmental agency (local, state, federal or foreign); or to any
hospital, nursing home, clinic, health maintenance organization or similar institution; or to any professional association.

I further understand that 1 must limit my activities under the certificate to the programs ofthe hospitals or facilities for which
thetraining certificate is issued; and that I maytrain only underthe supervision ofthe physicians responsible for supervision
as part ofthe internship, residency, or clinical fellowship program.

1 further understand that issuance of a training certificate in the State of Ohio will be considered on the truth of the
statements and documents contained herein or to be furnished, which iffalse, can subject me to denial of said certificate.

(A'l>J(k

Subscribed and sworn to before me this

Signature oW^pTlcant

day of
^gBK'^bSeARD

(NOTARY SEAL)

Sw SA.ttache.d for
g^ptan/Jeat

Signature of Notary Public

Date Commission Expires

THIS FORM CANNOT BE FAXED



CALIFORNIA JURAT WITH AFFIANT STATEMENT

See Attached Document (Notary to cross out lines 1-6 below)
See Statement Below (Lines 1-5 to be completed only by document signer[s], not NotaQi)

Signature of Document Slgner No. 1 Signature of Document Signer No. 2 (if any)

State of California

County of
<yh^V=t^AJ^<^

DINAMEDINA
Commlssion * 1940295
Notary Public - Catifornia g-i^^S^y Stanlslaus County »

MvComm.ExpiresJunl 0,2015|

Place Notary Seal Above

Subscribed and sworn to (or affirmed) before me on this

IL^ day of TYY}^_,2QtcS>. by

(1)-

3ate <^lontl^^^ Year

U3\\\1A^ Y^.^i^di^ ,
Name of Signer

proved to me on the basis of satisfactory evidence
to be the person who appeared before me (.) ^f

(and

(.>—Om^—,
proved to me on the basis of satisfactory evidence
to be the_gerson who appeared before me.)

Signaturt
Signature of Notary Public

OPTIONAL
Though the information below is not required by law, it may prove
valuable to persons relying on the document and could prevent

fraudulent removal and reattachment of this form to another document.

Further Description of Any Attached Document

RIC3HTTHUMBPRINT
OFSIGNER#1

Top of thumb here

Title or Type of Document:.Tl^rwi^. ^M-1-^<^4C^o
Document Date: Y\^\^L^)f ^U°i ^-)l^Mumber of Pages:

Signer(s) Other Than Named Above::nin-

RIGHTTHUIVIBPRINT
OFSIGNER#2

Top ^f thumb here

^('JJl^L^OARD
i:^«:$2<?sa«?&?<»^<s"<$^fty<?^<y^^y^<^'s^a^^
©2007Naflonal Notary Associatlon • 9350 De Soto Ave., P.0. Box 2402 • Chatsworth, CA 9131 3-2402 • www.NationalNotaiy.org Item #591 O Reorden Cal] Toil-Free 1-800-876-6827

^^yte. MS.WI&^^-^"'



State Medical Board of Ohio
30 n. Bro;Kl St., 3rd Floor • Columbus.OII 43215-6127 . (614)466-3934 . Wcbsilc: IU!.R:.n.K'J,uhy),t;OY

TRAINING CERTIFICATE - MEDICINE OR OSTEOPATHIC MEDICINE

CERTIFICATION OFTRAINING PROGRAM

1 am applying for a training certificate in the State of Ohio. The State Medical Board of Ohio require^that tNs^orm^be

co"m'pl'e'te'drby3the Ohio"trainlng~pro9ramin which'l will be training. Please complete the form and return it directly to the State

Medical Board of Ohio at the above address.

THISSECTION TO BE COMPLETED BY APPLICANT

Name ofApplicant:.
Last

\h\[\\a^\
First Middle Suffix(Jr., II)

THIS SECTION TO BE COMPLETED BY OHIO TRAINING PROGRAM

Name ofTraining Program:.

Training Program Address:.

Graduate Medical Education Office

Universliy Hospltate Case Mydicui Cei

Street Address

11100 Euclid Ave.

Lakebidy Buildiiiy nooi

Cleveland, OH 44106

Cily

Type of Program (check only one): 1-1 Intern

State

y^ Resident

Zip Code

Q Clinical Fellow

Specialty

(see reverse side): l^rtLor^t
CERTIFICATION DATES - Indicate the month_d_ay andjea^'for bothjhe_be^nning and^ng dates^n^i^;e^ra;n;n^S's^

b'e''iss^ed."'THE DATES ARE'NOTTO'EXCEED ONE'YEAR. If the application is received Pnor,to_t,he_date,OJ^he,aPPOI,n^m,en^

a^posisn^dent^tEe ^Tb^usAeSfc lNtt;e a'p^^^tsurejce^ed

'a^'th^
apcpo^Tmeantdate', o^s'not'c'ompleted until after the appointment date,

the completion date will be the date the certificate will become effective.

Beginning Date:

MO/DAY/YR

^'w/\ Ending Date:
MO/UAY/YR

!_l£'^'^
Dates ofTraining

[not to exceed

oneyear):

I hereby certify that 1 have checked the credentials of the above applicant, that thestatemente^s^mplet^^a^^me^^he^es^^^^

^^S^SZ^^a^^^l^^^rth^]^^
^^nceus9^at^ ^'spitcalloour' f^Hities'Tr whrch^he' training'certificate to practice^s s^gh^and^ha^e/^e^wH^r^t^e^o^y u^de^

^^'rv^ioun ^cthrahtte°ndrnlg'"medTcal'stafflo~f"such hospital'or'facility for^which the train^ certificate to practice is granted. 1

recommend that the above applicant be granted the certificate herein applied for.

HOSPITAL

SEAL

(Ifhospital has no

seal, indicate and

have form notarized)

^%^
Signatureof Medicpf'Dir/ct&ror Program Director

JERRY M. SHUO<J\/LD_D^c___
Name (please print)

"DirectorofGME
(D 10)

Case Western Reserve University
5HSll'?^' UnTversitv Hospitals of Cleveland

Da^
' ' "~^

11100 EuclidAve.
Cleveland, Ohio 44106

THIS FORM CANNOT BE FAXED
MEDIC:Aj,, BOARD

MAV ?i ^ ^fjl/



ECFMC
EDUCATIONALCOMMISSION FOR
FOREIGN MEDICAL GRADUATES

3624 Market Street
PhiladelphiaPA 19104-2685 USA
215-386-5900 | 215-386-3185Fax
www.ecfmg.org

EXECUTIVE DIRECTOR
OHIO STATE MEDICAL BOARD
30 E. BROAD STREET
3RD FLOOR
COLUMBUS, OH 43215-6127

State Board Code:

036
Please include this

numberon all requests

ECFMG®CERTIFICATION STATUS REPORT

USMLE /ECFMG Identification Number: 0-872-827-1
Applicant's Name: William Roddick
Applicant's Date of Birth: 09/02/1985
ECFMG Certified: Yes

Certificate Issue Date: 05/11/2012
English Test Valid Through: Valid Indefinitely
Clinical Skills Assessment Valid Through: Valid Indefinitely

Passing Performance on Medical Science Examinations:

Examination Date
Two-Digit

Score
Three-Digit

Score
USMLE Step 1
USMLE Step 2 CK

07/15/2010
09/13/2011

Most Recent Passing Performance on Clinical Skills Examination:

Examination Date

USMLE Step 2 CS 12 Dec 2011

Name of Medical School and Country: American University ofthe Caribbean School of Medicine, Cupecoy, SINT MAARTEN

DegreeYear: 2012
t Medical Education Credentials Status: Complete
This information is reported directly from ECFMG computer records and is current as of 05/15/2012.
The purpose of this Status Report is to indicate whether this individual is certified by ECFMG. It reflects only examinations that were used to fulfill
requirements for ECFMG Certiflcation. The most recent passing performance on the clinical skills examination is reflected, regardless ofwhether
this individual was required to take a clinical skills examination for ECFMG Certification. This Status Report is not a complete score history ofall
examinations for this individual. This Status Report does not include examinations that were taken but not passed. Furthermore, if this individual
passed examinations thatwere not used to fulfill the requirements for ECFMG Certification, these examinations are not included.

To obtain a complete history of and scores for USMLE Step examination(s) that may have been taken by this individual, contact the appropriate
registration entity to request a USMLE transcript.
•(- Since July 1986, ECFMG has verified medical school credentials directly with the medicat schools, or through a reasonable alternative that has

been approved by the ECFMG Medical Education Credentials Committee.

MEDICALBOARD
MAY 2 1 ZQ\Z

Important Note:
Requesting organizations must normally secure and retain the physician's signed authorization to obtain certification
information. Organizations may not resell the information or make it available to any party beyond the initial request as
authorized by the physician. The information may only be used to confirm ECFMG certification for the purpose for which the
physician provided authorization.

036
Form 282 B - 6/04

ECFMG®is an organization committed to promoting excellence in international medical ediication



7/10/2020 Renewal ID 1982628

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalIdnt=1982628 1/2

Date Posted: 1/28/2013 6:11:40 AM

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

Please note that knowingly providing false information may result in denial of
registration.
License Information
License Number  57.021796
License Name  William Roddick
 
Fees
Relicensure Fee  $35.00

========
 Total Fees   $35.00

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

 
Discipline
1.  Have you been found guilty of, or pled guilty or no contest to, or received

treatment or intervention in lieu of conviction of, a misdemeanor or felony? 
 . . . . . . . NO

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

 . . . . . . . NO

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

 . . . . . . . NO

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

 . . . . . . . NO

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

 . . . . . . . NO

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

 . . . . . . . NO



7/10/2020 Renewal ID 1982628

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalIdnt=1982628 2/2

 
Social Security Number
1.   
 . . . . . . .

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

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

REDACTED



7/10/2020 Renewal ID 2373764

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalIdnt=2373764 1/2

Date Posted: 2/19/2014 11:02:06 AM

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

Please note that knowingly providing false information may result in denial of
registration.
License Information
License Number  57.021796
License Name  William Roddick
 
Fees
Relicensure Fee  $35.00

========
 Total Fees   $35.00

 
TC-Change programs
1.  Are you training at the program listed, OR, have you been appointed to the

program listed for the next training year? 
 . . . . . . . YES

 
Discipline
1.  Have you been found guilty of, or pled guilty or no contest to, or received

treatment or intervention in lieu of conviction of, a misdemeanor or felony? 
 . . . . . . . NO

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

 . . . . . . . NO

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

 . . . . . . . NO

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

 . . . . . . . NO

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

 . . . . . . . NO

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

 . . . . . . . NO



7/10/2020 Renewal ID 2373764

https://ohelicense.das.state.oh.us/actOnlineRenewalAgreement.asp?renewalIdnt=2373764 2/2

 
Social Security Number
1.   
 . . . . . . . 

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

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

REDACTE
D




