Application Summary

11/29/14 12:50 PM

License Type:

Application:

Application Number:
Application Date:

Application Questions
Are you currently enrolled in an

ACGME/RCPSC-accredited postgraduate
training program in the United States or

Canada?

Personal Detail
Title:

First Name:

Last Name:

Birthdate:

Gender:

Social Security Number:

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

Confidential Address
Warning:

License Attributes Selected
Transaction

Education History
Medical School Name
Attendance Start Date
Attendance End Date
Graduation Date

Title of Degree Awarded

,LO@Bbe
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Physician's and Surgeon's

Physician's and Surgeon's - Initial
Application

14146430
11/29/2014 (mm/dd/yyyy)

Y

Dr
Noah
Nattell

**/**/****

Male

dekekdekkok ik

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

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

Reduced Initial Licensing Fee

Stony Brook University School of Medicine
08/01/2007 (mm/dd/yyyy)
06/30/2011 (mm/dd/yyyy)
05/24/2011 (mm/ddlyyyy)
MD - Doctor of Medicine

( I/ 0 :,,:.S-

LR DT
1417294220076
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Fees

Application Fee $442.00
Department of Justice (DOJ) Fee $32.00
Federal Bureau of Investigation (FBI) Fee $17.00
50% Initial License Fee $391.50
Steven M. Thompson Physician Corps Loan $25.00

Repayment Program

Total Amount Due: $907.50

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

| attest | am the person herein named subscribing to this application; that | have read the
complete application, know the full content thereof, and declare under penalty of perjury, that all
of the information contained herein and evidence or other credentials submitted herewith are
true and correct; that | am the lawful holder of the degree of Doctor of Medicine as prescribed by
this application, that the same was procured in the regular course of instruction and examination,
and that it, together with all the credentials submitted, were procured without fraud or
misrepresentation or any mistake of which | am aware and that | am the lawful holder thereof.
Further, | hereby authorized all hospitals, institutions or organizations, my references, personal
physicians, employers (past, present and future), or business and professional associates (past,
present and future), and all government agencies (local, stated, federal, or foreign) to release to
the Medical Board of California or its successors any information, files or records, including
medical records, educational records, and records of psychiatric treatment and treatment for
drug and/or alcohol abuse or dependency, requested by that Board in connection with this
application; or any further or future investigation by that Board necessary to determine any
medical competence, professional conduct, or physical or mental ability to safely engage in the
practice of medicine. | further authorize the Medical Board of California or its successors to
release to the organizations, individuals or groups listed above any information which is material
to this application or any subsequent licensure.

I'understand that falsification or misrepresentation of any item or response on this application or

any attachment hereto is a sufficient basis for denying or revoking a license.

Signature: Date:

T T LT
1417294253076













GENERAL MEDICINE TRAINING REQUIREMENT

To qualify for licensure in California, applicants who are graduates of an international medical school must complete at
least four months of postgraduate training in. GENERAL MEDICINE as part of the requirement. Applicants who are
graduates of a U.S. or Canadian medical school, who have not completed postgraduate training required for licensure by
July 1, 1990, must also complete four months of training in GENERAL MEDICINE prior to-licensure. - The GENERAL
MEDICINE - requirement: may. be satisfied by actual clinical practice where: the applicant- had direct patient care
responsibilities for at least four months in any particular specialty or sub-specialty area.

MBC
Use Only

General
Medicine

10. Did the applicant named on the L3A form complete a minimum of four months of
general medicine as part of this postgraduate training program accredited by
the ACGME or the RCPSC?

PROGRAM DIRECTOR OFFICIAL CERTIFICATION

The completed Form L3A-L3B must be mailed
acceptable.

NOTE: directly from the program to the Board to be

The program director signing this form is formally certifying and documenting under penalty of perjury that the
applicant received instruction appropriate for the particular postgraduate level and that he/she satisfactorily
completed periods of training in accordance with the accepted standards and the criteria defined as equating to
satisfactory performance. The program director is attesting to the fact that the applicant has acquired the skill
and qualifications necessary to safely assume the unrestricted practice of medicine in this state.

| hereby declare under penalty of perjury under the laws of the State of California that all of the information
contained on these forms is true and correct. | further certify that the training program is accredited by the
ACGME or the RCPSC to offer the type and level of training completed by the applicant named on the Form
L3A, and the applicant was trained in an ACGME or RCPSC slotted program position.

e corv plachaac N
PRlN}"ED NAME OF/PROGRAM DIRECTOR \ Email Address
e iz])y
Phone Number

J/ ‘ J l:
[/ /\‘ < |
~——_&IGNATURE OF PROGRAM DIRECTOR "DATE
(Signature Stamp Is Not Acceptable)
ATTENTION PROGRAM DIRECTOR: THE PERSON WHO SIGNS THIS FORM MAY NOT BE RELATED TO THE APPLICANT BY
BLOOD, MARRIAGE, OR ADOPTION. Only the Program Director may sign this form. If that signature authority is being delegated to
another person, evidence of that delegation must be attached to this form (may be a photocopy). Such delegation must be on official
letterhead and must be dated within the last 12 months.

Program
Director's
Signature &
Date

If a hospital seal is not available, the program director shall also sign in the section below in the

NOTE: presence of a notary public.

Program
Director’s

SIGNATURE OF PROGRAM DIRECTOR:

(Please sign full name in presence of notary)
State of

County of

Subscribed and sworn to (or affirmed) before me on this day of _. , 20 ,

by, proved to me on the basis of satisfactory evidence

(Print program director's name)

to be the person who appeared before me. HOSPITAL or NOTARY SEAL

SIGNATURE OF NOTARY PUBLIC

Signature

Q

Notary
Signature &
Seal

Q

Hospital

:

NOTE: The completed form must be mailed directly from the program to the Board to be acc

eptable.
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Application Summary

8/31/16 3:34 PM

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

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

Personal Detail
Title:

First Name:
Middle Name:
Last Name:
Birthdate:
Gender:

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

Confidential Address
Warning:

Questions

Since you last renewed your license, have
you had any license disciplined by a
government agency or other disciplinary
body, or, have you been convicted of any
crime in any state, the U.S.A. and its
territories, military court or a foreign country?

Have you successfully completed, and can
document, the mandatory courses and hours
of CME within the last two years, or you
meet the conditions which would exempt you
from all or part of the CME requirements, or
you hold a permanent CME waiver?

Page 10f 3

Physician and Surgeon A

136848

2008646

Physician's and Surgeon's Renewal
14314444

08/31/2016 (mm/ddlyyyy)

DR

NOAH

ANDREW RICHARDS
NATTELL

**I**I****

Male

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

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

ULV
1472682841703
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| certify under penalty of perjury, under the
laws of California, that | have disclosed the
names of those health-related facilities in

which | or my family have a financial interest

OR | declare under penalty of perjury | have
no financial interests to disclose.

Page 2 of 3

Family Physician Training Program Voluntary Fee

Voluntary Fee:
Attachments

Physician Survey
Are you retired?

Activities in Medicine

Patient Care Practice Location
Telemedicine Practice Location

Patient Care Secondary Practice Location
Telemedicine Secondary Practice Location
Current Training Status

Areas of Practice

Board Certifications
Postgraduate Training Years
Cultural Background

Web Site Profile

E-mail:

Fees
Biennial Renewal Fee

DUE TO CURES FUND

Steven M. Thompson Physician Corps Loan
Repayment Program

No

Administration - 1-9 Hours

Patient Care - 30-39 Hours

Research - 10-19 Hours

Teaching - 1-9 Hours

Telemedicine - None

Zip: 90033 County: LOS ANGELES
Zip: County:

Zip: 90059 County: LOS ANGELES
Zip: County:

Fellow

Obstetrics and Gynecology - Primary
Obstetrics and Gynecology - Secondary
None

5 Years

I

Cultural Background - No

Foreign Language Proficiency - No

Gender - Yes

$783.00
$12.00
$25.00

ULV
1472682841703
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Total Amount Due: $820.00

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

| declare under penalty of perjury under the laws of the State of California that all statements,

answers, and representations provided, including supplementary attached hereto, are true,
complete and accurate.

Signature: Date:

IR ARERRI LR TR
—1472082841700



Application Summary

8/4/18 2:30 PM

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

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

Personal Detail
Title:

First Name:
Middle Name:
Last Name:
Birthdate:
Gender:

Addresses

License Related Addresses
Address of Record (Required)

Warning:

Confidential Address
Warning:

Page 1 of 3

Physician and Surgeon A

136848

2008646

Physician's and Surgeon's Renewal
14543756

08/04/2018 (mm/dd/lyyyy)

DR

NOAH

ANDREW RICHARDS
NATTELL

** /** /****

Male

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

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

Questions

Since you last renewed your license, have
you had any license disciplined by a
government agency or other disciplinary
body, or, have you been convicted of any
crime in any state, the U.S.A. and its
territories, military court or a foreign country?

Have you successfully completed, and can
document, the mandatory courses and hours
of CME within the last two years, or you
meet the conditions which would exempt you
from all or part of the CME requirements, or
you hold a permanent CME waiver?

[Ny
—_—000410200106
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| certify under penalty of perjury, under the
laws of California, that | have disclosed the
names of those health-related facilities in

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

no financial interests to disclose.

Page 2 of 3

Family Physician Training Program Voluntary Fee

Would you like to contribute?

Attachments

Physician Survey
Are you retired?

Activities in Medicine

Patient Care Practice Location
Telemedicine Practice Location

Patient Care Secondary Practice Location
Telemedicine Secondary Practice Location
Current Training Status

Areas of Practice

Board Certifications

Postgraduate Training Years
Cultural Background

Web Site Profile

E-mail:

Fees
Biennial Renewal Fee

DUE TO CURES FUND
StephenM.ThompsonLRP

Total Amount Due:

No

Administration - 20-29 Hours

Patient Care - 30-39 Hours

Teaching - 1-9 Hours

Zip: 90059 County: LOS ANGELES
Zip: County:

Zip: 91104 County: LOS ANGELES
Zip: County:

Not in Training

Obstetrics and Gynecology - Primary

American Board of Obstetrics and
Gynecology - Obstetrics and Gynecology

6 Years
Cultural Background - No
Foreign Language Proficiency - No

Gender - No

$783.00
$12.00
$25.00
$820.00

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

Attestation

[Ny
—_—000410200106
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| declare under penalty of perjury under the laws of the State of California that all statements,
answers, and representations provided, including supplementary attached hereto, are true,
complete and accurate.

Signature: Date:

[Ny
—_—000410200106



Application Summary

6/22/20 12:18 PM

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

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

Personal Detail
Title:

First Name:
Middle Name:
Last Name:
Birthdate:
Gender:

Addresses

License Related Addresses
Address of Record

Warning:

Confidential Address
Warning:

Page 1 of 3

Physician and Surgeon A

136848

2008646

Physician's and Surgeon's Renewal
14766174

06/22/2020 (mm/dd/lyyyy)

DR

NOAH

ANDREW RICHARDS
NATTELL

** /** /****

Male

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

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

Questions

Since you last renewed your license, have
you had any license disciplined by a
government agency or other disciplinary
body, or, have you been convicted of any
crime in any state, the U.S.A. and its
territories, military court or a foreign country?

Have you successfully completed, and can
document, the mandatory courses and hours
of CME within the last two years, or you
meet the conditions which would exempt you
from all or part of the CME requirements, or
you hold a permanent CME waiver?
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| certify under penalty of perjury, under the
laws of California, that | have disclosed the
names of those health-related facilities in

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

no financial interests to disclose.

Page 2 of 3

Family Physician Training Program Voluntary Fee

Would you like to contribute?

Attachments

Physician Survey
Are you retired?

Activities in Medicine

Patient Care Practice Location
Telemedicine Practice Location

Patient Care Secondary Practice Location
Telemedicine Secondary Practice Location
Current Training Status

Areas of Practice

Board Certifications

Postgraduate Training Years
Cultural Background

Web Site Profile

Fees
Biennial Renewal Fee

DUE TO CURES FUND

No

Administration - 20-29 Hours

Other - 1-9 Hours

Patient Care - 20-29 Hours

Research - None

Teaching - 1-9 Hours

Telemedicine - None

Zip: 91104 County: LOS ANGELES
Zip: County:

Zip: 90059 County: LOS ANGELES
Zip: County:

Not in Training

Obstetrics and Gynecology - Primary
Obstetrics and Gynecology - Secondary

Public Health and General Preventive
Medicine - Secondary

American Board of Obstetrics and
Gynecology - Obstetrics and Gynecology

6 Years
Cultural Background - No
Foreign Language Proficiency - No

Gender - Yes

$783.00
$12.00
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StephenM.ThompsonLRP $25.00
Total Amount Due: $820.00

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

| declare under penalty of perjury under the laws of the State of California that all statements,
answers, and representations provided, including supplementary attached hereto, are true,
complete and accurate.

Signature: Date:





