MD WORKSHEET

Morgan Barrett MD

NAME |LONG, STEPHANIE STATES REC/DATE
DOB 7/15/1982 SSN X AL 7/11/18
APPLICATION RECEIVED DATE  07/10/2018 LICENSE NUMBER 60879867 CA 7/10//18
SPECIALTY [ ID 7/10/18
FEES [71Yes [_]NO NM 7/10/18
PHOTO YES [INO
DATA QUESTIONS | [ZIves [ INO
AIDS EDUCATION | [/]YES nNo
APPLICATION ATTESTATION | [ZJYES []nNO
EXPIRED CME
REPORTS  RECEIVED COMPLETED
WSP 8/3/18
NPDB 7/17/18
FBI 7/27/18 8/3/18
AMA 7/13/18
FSMB 7/13/18

EDUCATION LOCATION/TYPE/YEAR RECEIVED
TRANSCRIPTS Columbia Univ 2009 * 7/17/18 HOSPITAL VERIFCATION RECEIVED
TRANSLATIONS Zuckerberg San Fran 9/10/18
ECFMG Univ of New Mexico 9/6/18
EXAMINATION SCORES USMLE 7/17/18
POSTGRADUATE TRAINING | Family Med ID 7/09-6/12 7/17/18
POSTGRADUATE TRAINING
POSTGRADUATE TRAINING
POSTGRADUATE TRAINING
POSTGRADUATE TRAINING
POSTGRADUATE TRAINING

MALP CE CASES
DATE/NAME SYNOPSIS DISPOSTION
DATA QUESTIONS REVIEW
NUMBER STATEMENT DOCUMENT
APPROVED _SIGNATURE
pDATE 9/14/18 .

COMMENTS

*LOA medical school

Kimberly Romero




Medical Quallty Assurance Commission
Physician Application Worksheet

Name LONG, STEPHANIE DOB 7/15/1982
Date Received  7/10/18 Templssued [ | Number 60879867 Closed [ |
X |wspchec x |Fee | x [Photo x |Datat-15 x |aDS | x |ated x |sSN
Chronol MISSING
X
SOMPLETE THM3ME I 7318 N/A a8
' FSMB AMA ECFMG FBI
Personal Data "Yes™s Documentation Recelved Malpractice Cases Synopsis Disposition
1
2
3
4
5
]
7

Medical School Lﬂ q ﬁ"

Name  GCOLUMBIA UNIVERSITY YeerofDegree __ 2008 | 717118 | Transcripts I:lTranslations
Examination Type DNational I::l FLEX DUSMLE DState Exam DLMCC 7i17118 |Scores Received
Post Graduate Post Graduate
Received Training Programs Received Training Programs
7TH7H8 FAMILY MEDICINE OF IDAHO 7/09-8/12
Recelved State Recelved Hospltal verification Received Hospital verification
7118 AL m&_ ZUCKERBERG SAN FRAN
THONS CA q L UNIVERISTY OF NEW MEXICO
THOMS D
71018 NM

] 1]
1 L1 [ ]

Approved

Signature ' Date




Background Check Processed

/ Waskinghau Siete Depertmenl of H »
ldP Health JL 172018 RECEIVED
JUL v vile
- Deﬁsr?ugﬁ C’)II? I-%?LTH l Date
MEDICAL COMMISSION DEPAITINEIT ,-Sgo
MELH uFL-...-._ 5. gﬁée-
l

Revenue:252090000 Credential Number: MD.MD.60879867

Physa_cran and Sdrgeon Llcerisé Appllcatlon

Thank you for applylng for a Physician and Surgeon credential in Washlngton State. This online appllcatlon will
guide you through the process to provide the information required.

To review the requirements for the Physician and Surgeon credential please visit the Department of Health website.
‘Demographic Information . | | | |
Required fields are marked with an *.

First Name* Middle Name Last Name* Date of Birth* MM/DD/YYYY | []Male
Stephanie Blair Long 07/15/1982 BFemale
Please provide your place of birth:

Country State or Province City

United States New Hampshire Somersworth

Please provide your primary address:
This will be your permanent address with the Department of Health. You must notify us of any address changes.

Country* State or Province*

United States California

Address Line 1* Address Line 2

972 Union Street

City* Zip Code* 55555-5555 | County

San Francisco 94133 San Francisco

Ext. 55555 Fax (555} 555-5555

23 LicenseeAddress 23 LicenseeAddress

Correspondence

Note: The mailing and email addresses you prowde quI be your addresses of record. It is your responsibility to
maintain current contact information on file with the department.

Is your mailing address where we should send any information about your account the same BdYes [INo
as your primary address?*

The Department of Health will use electronic mail as its primary communication method. We will send personal and
confidential information for your sole use to this email address.

Current email address dr.steph.long@gmail.com

If this is not a current email address, please update the email address you've supplied by returning to your
SecureAccess Washington (SAW) account.

Are you known or have been known under any other names, or, will documents be received in (JYes [XINo
another name?*

DOH 657-020 May 2018 Page 10f 10



Somai Securlty Number .

You are required by state and federal law to pro\nde a soclal securlty number wnh your apphcatlon o

If you need information abaut obtaining a social security number, visit the Social Security Administration (SSA)
website at hitp.//Awww.ssa.gov/.

Applying for a social security number will require a birth certificate.

A U.S. Individual Taxpayer Identification Number (ITIN) or a Canadian Social Insurance Number (SIN) can't be
substituted.

You may request a Social Security Waiver from the Department of Health while applying for your social security
number.

You must provide your social security number or complete the waiver request before the Department of Health will
issue your healthcare provider credential. If you don't currently have a SSN please complete the waiver request
below.

Social Security Number (SSN)* XXX-XX-XXXX
22 Licensee SSN .

Personal Data Questlons

AII appllcants must answer the personal data questlons based on the professuon that they are applymg for They
are focused on your fithess to practice the essential skills of this profession. If you answer "Yes" to any question in
this section, you must provide an appropriate explanation. You must also provide the documentation listed in the
note after the question. If you do not provide this, your application is incomplete. Another jurisdiction means any
other country, state, federal territory, or military authority.

Washington State law authorizes the Department of Health to obtain fingerprint-based background checks for
licensing purposes. This check may be through the Washington State Patrol and the Federal Bureau of
Investigation (FBI). This would be at your own expense. We will notify you by email or mail if this is required.

“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, intellectual
disabilities, emotional or mental illness, specific learning disabilities, HIV disease, tuberculosis,
drug addiction, and alcoholism.

1* Do you have a medical condition which in any way impairs or limits your ability to practice your yes [{No
profession with reasonable skill and safety?

2* Do you currently use chemical substance(s) in any way which impair or limit your ability to Yes (AN
practice your profession with reasonable skill and safety? LlYes 0
“Currently” means within the past two years.

“Chemical substances” include alcohol, drugs, or medications, whether taken legally or illegally.

3" Have you ever been diagnosed with, or treated for, pedophilia, exhibitionism, voyeurism or
frotteurism? [yes [XINo

4* Are you currently engaged in the iliegal use of controlled substances? Oyes [XINo
“Currently” means within the past two years.

lllegal use of controlied substances is the use of controlied substances (e.g., heroin,
cocaine) not obtained legally or taken according to the directions of a licensed health care
practitioner.

Note: If you answer “Yes" to any of the remaining questions, provide an explanation and certified
copies of all judgments, decisions, orders, agreements and surrenders. The department does criminal
background checks on all applicants.

5* Have you ever been convicted, entered a plea of guilty, no contest, or a similar plea, or had
prosecution or a sentence deferred or suspended as an adult or juvenile in any state or [(JYes XINo
jurisdiction?

DOH 657-020 May 2018 Page 2 of 10



6 Have you ever been found in any civil, administrative or criminal proceeding to have:
a.* Possessed, used, prescribed for use, or distributed controlled substances or legend drugs in yes [XINo
any way other than for legitimate or therapeutic purposes?
b.* Diverted controlled substances or legend drugs? [Yes XINo
c.* Violated any drug law? OYes XKINo
d.* Prescribed controlled substances for yourself? [Ives XINo
7* Have you ever been found in any proceeding to have violated any state or federal law or rule
regulating the practice of a health care profession? [JYes XINo
8* Have you ever had any license, certificate, registration or other privilege to practice a health
care profession denied, revoked, suspended, or restricted by a state, federal, or foreign [lves [XNo
authority?
9* Have you ever surrendered a credential like those listed in number 8, in connection with or to '
avoid action by a state, federal, or foreign authority? OYes XINo
10*Have you ever been named in any civil suit or suffered any civil judgment for incompetence,
negligence, or malpractice in connection with the practice of a health care profession? [CYes XINo
11* Have you had hospital privileges, medical society, other professional society or organization
membership revoked, suspended, restricted or denied? COves XINo
12* Have you ever been the subject of any informal or formal disciplinary action related to the
practice of medicine? [1Yes XINo
13" To the best of your knowledge, are you the subject of an investigation by any licensing board as
to the date of this application? OYes DJINo
14" Have you ever agreed to restrict, surrender, or resign your practice in lieu of or to avoid adverse
action? [OYes [XINo
15* Have you ever been disqualified from working with vulnerable persons by the Department of
Social and Health Services (DSHS)? OYes BINo
National Prowderldentlfler(NPI) _ | - R
i you have an National Provider Identifier (NPI) Number, please provrde |t
A National Provider Identifier or NPI is a unique 10-digit identification number issued to health care providers in the
United States by the Centers for Medicare and Medicaid Services (CMS).
NPl xxxXXXXXxx
1043448236

| Mllltary Spouse or Reglstered Domestrc Partner of Mllltary Personnel
Are you the spouse or registered domestic partner of military personnel?*

I:IYes.No

DOH 857-020 May 2018 Page 3 of 10



Training and Educatlon

List all of your tralmng and educatlon S
Country* State or Province* City*
United States New York New York
School or Training Program Name* School Type* Date(s) Attended"
Columbia University College of Physicians and Surgeons| College / University 2004-2009
Type of Degreef/Training* Attendance Status* Graduation Date MM/DD/YYYY
M.D. Graduated 05/25/2009

. Add Additional __|
Country* State or Province* City*
United States New Hampshire Hanover
School or Training Program Name* School Type* Date(s) Attended*
Dartmouth College College / University 2000-2004
Type of Degree/Training* Attendance Status* Graduation Date MM/DD/YYYY
B.A. Graduated 06/10/2004
Have your official transcrlpts which must indicate your degree and date granted, sent directly from your college or
unlversrty to the Department of Health.

' Postgraduate Training
List all your postgraduate training.

Postgraduate Training Program Name
Family Medicine Residency of Idaho

Specialty

Family Medicine

Start Date MM/DD/YYYY End Date MM/DDIYYYY

07/01/2009 06/30/2012 [J Current

T Add Additional

If you participated in a postgraduate training in the United States or Canada, after you submit your application,
you'll be able to print the Postgraduate Training Program Director Verification and Evaluation of Traininq Form.

Once printed, provide to the Program Director. Ask them to complete the form and retum to the Department of
Health.

Experience , , |
In date order, most recent to later, list all professlonal experience and practloe from date of graduatnon

Country State or Province City
United States California San Francisco

Business Name
One Medical Group

Type of Experience or Specialty

Primary Care, Family Practice -

Start Date MM/DDV/YYYY End Date MM/DD/YYYY

12/03/2014 Current C m W

Add Addltlonal

DOH 657-020 May 2018 Page 4 of 10



Country State or Province
United States California

City

Mountain View

Business Name
Planned Parenthood Mar Monte

Type of Experience or Specialty

Staff Physician Primary Care, Family Practice

Start Date MM/DD/YYYY End Date MM/DD/YYYY

01/01/2014 00/01/2016 J [ Current
Add Additional,__|

Country State or Province City

United States California San Mateo

Business Name

Planned Parenthood Mar Monte

Type of Experience or Specialty

Contract Physician, Per diem family planning T

Start Date MM/DD/YYYY . End Date MM/DD/YYYY

0410412014 Current (%@W

Country State or Province City

United States New Mexico Albugerque

Businass Name

University of New Mexico Department of Family and Community Medicine

Type of Experience or Specialty
Maternal Child Health, Family Medicine
Start Date MM/DD/YYYY End Date MM/DD/YYYY
08/01/2012 12/01/2013
__Add Additional _|
Country State or Province City
United States California San Francisco

Business Name

Zuckerberg San Francisco General Hospital, University of California San Francisco

Type of Experience or Specialty

Inpatient Service, Department Family and Community Medicine

Start Date MM/DD/YYYY End Date MM/DD/YYYY

12116/2014 Current B Current

lelted Llcense

Do you currentty hold a lelted Physnclan and Surgeon Lloense in Washlngton State?*

| F Fede'_ratlon Credentlals Verlflcatlon Ser\nce (FCVS)

Do you partlclpate in th ggg@t!gn Qr_edgm]ala Menﬁgangn Service (EQMS)?* S
Request the Federatlon of State Medlcal Boards send your FCVS credentlals dlrectty to the Department of Health _

Medlcal Speclalty" N
Family Medicine

Method of L;gensure

DOH 857-020 May 2018
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Do you currently have a Teaching/Research limited license in the State of Washington?* [JYes XINo
Are you foreign tralned?‘ [OYes XINo

Exammatlons
Select One:*

[] | took and passed a state examination that was not a jurisprudence examination.

. | took and passed all steps of the United States Medical License Examination (USMLE) or the Federation of
State Licensing Examination (FLEX).

[] | took and passed Licentiate of the Medical Council of Canada (LMCC).

| took and passed the National Board of Medical Examiners (NBME).

Request your National Board scores from the National Board of Medical Examiners sent directly to the Department
of Health.

Mal'practlce Hlstory

Have you been named in any medlcal malpractlce Iaw suns?*

ﬁHospltaI inleges

List hospitals and locations, W|th|n the Iast ﬁve years where you were grantedadmlttlng prlwleges For Iocum |
tenens, enter only those of a 30-day or longer duration.

Hospital Name
Zuckerberg San Francisco General Hospital

Start Date MM/DD/YYYY End Date MM/DD/YYYY

1211612014 Current g Current
Country State or Province

United States California

Address Line 1 Address Line 2

1001 Potrero Avenue Bidg 20, Room 2300

City Zip Code 55555-5555

San Francisco 94110

__Add Additional |

Hospital Name

University of New Mexico Hospital

Start Date MM/DD/YYYY End Date MM/DD/YYYY

08/01/2012 12/01/2013 | [ Current
Country State or Province

United States New Mexico

Address Line 1 Address Line 2

2211 Lomas Bivd

City . Zip Code 55555-5055

Albuquerque 87108

~ Add Additional !

DOH 857-020 May 2018 Page 6 of 19



After you submit your application, you'll be able to print the Hospital Privileges Verification Form.

Once printed, provide to the hospital representative. Ask them to complete the form and return to the Department of
Health.

You will need to request verification from each hospital that you have or have had privileges granted at within the
last five years. This does not include postgraduate training hospitals.

Verification for military hospital privileges may be obtained by the current duty station or, if no longer in active
service, the:

Military Personnel Records

1 Archives Dr

St Louis MO 63138.

frApphcant S Photograph

A current photograph is required tooomplete yourappllcatlon Indlcate the date the photograph was taken and S|gn |
in ink across the bottom of the photo. The photograph must be a clear, close-up and a front view.

Hair Color*
Brown

Height* Feet
5

Weight* ibs
180

Eye Color*
Blue

f, Other Llcense Certlﬁcatlon or Reglstratlon 7 N 7
Do you have healthcare provider credentlals from any other state or junsdlctlon?* mYes l___]No
List all additional states and jurisdictions where credentials are or were held:
Country* State or Province*
United States Idaho
Profession* Credential Number*
Physician M11169
Issue Date* MM/DD/YYYY Expiration Date MM/DD/YYYY | Is this credential currently in an active status?
12/08/2010 08/30/2020 []Yes XINo
Credential Type How did you receive this credential?
Permanent Reciprocal
. Add_Additional _
Country* State or Province*
United States California
Profession* Credential Number*
Physician A128190
Issue Date* MM/DD/YYYY Expiration Date MM/DD/YYYY | Is this credential currently in an active status?
12/20/2013 07/01/2019 B Yes [1No
Credential Type How did you receive this credential?
Permanent Reciprocal
___Add_Additional _
Country* State or Province* '
United States New Mexico
Profession* Credential Number*
Physician MD2012-0224
Issue Date* MM/DD/YYYY Expiration Date MM/DD/YYYY | Is this credential currently in an active status?
4720112 711115 []Yes DINo
Credential Type How did you receive this credential?
Permanent Reciprocal
. ___Add_Additional
Country* State or Province"
pHRRY.BIRNS 2018 Alabama Page 7 of 10
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'Temporary Permlt

If you are currently Incensed ina :emgmzeg,mnsnm_ do youwant to apply for a temporary B _
90-day permit?*

A AIDS Education and Tralnlng Attestatlon

Read the AIDS edUcatlon and training attestatlon AIDS trammg may mclude self-study. dlrect patlent care.

courses, or formal training. A minimum of four hours is required. Course content can be found

in WAC 246-12-270. If AIDS education was included in your professional education or training, an additional course

is not required.

= | certify | have completed the minimum of four hours of education in the prevention, transmission and
treatment of AIDS, which included the topics of etiology and epidemiology, testing and counseling, infection
control guidelines, clinical manifestations and treatment, legal and ethical issues to include confidentiality, and
psychosocial issues to include special population considerations.

| understand that should | provide any false information, my license may be denied, or if issued, suspended or
revoked. If AIDS education was included in your professional education or training, an additional course is not
required.

Applicant's Initials Date
SBL 7/110/2018

_Applicant’s Attestatlon

x ! Stephanie Long, declare under penalty of perjury under the laws of the State of Washmgton that the followmg
is true and correct:

+ | am the person described and identified in this application.

* | have read RCW 18.130.170 and RCW 18.130.180 of the Uniform Disciplinary Act.

« | have answered all questions truthfully and completely.

» The documentation provided in support of my application is accurate to the best of my knowledge.
* | have read all laws and rules related to my profession.

| understand the Department of Heaith may require more information before deciding on my application. The
department may independently check conviction records with state or federal databases.

| authorize the release of any files or records the department requires to process this application.

This includes information from all hospitals, educational or other organizations, my references, and past and
present employers and business and professional associates. It also includes information from federal, state,
local, or foreign government agencies.

| understand that | must inform the department of any past, current or future criminal charges, or convictions. |
will also inform the department of any physical or mental conditions that jeopardize my ability to provide quality
healthcare. If requested, | will authorize my health providers to release to the department information on my
health, including mental health and any substance abuse treatment.”

Applicant's Initials Date
SBL 7/10/2018

DOH 657-020 May 2018 Page 8 of 10
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FCVS ! reoraaTion

RECEIVEp

JUL 17 2018

DEPAHTMENT
OF
MEDICAL CoMtzgasT™

[

VERIFICATION
SERVICE

-

Medical Professional
Information Profile

. © e e e s
e Sy s

This report provides credentialing information for:

Name: Long, Stephanie Blair
Social Security Number:
Date of Birth: July 15, 1982
Lo sl FID#: 215234600
" -:h:;::-';;":i ¢
o e e Recipient: WA - Washington Medical
ST Quality Assurance
. T S A Commission
. .I . !Ei - .‘ :' e :.‘c'""" S B
: ‘{} ¥ ol wé,,.:“ S " 'f,;'q | Delivery Date: 07/12/2018
’ : , S ;:*‘-w.':ﬂ-‘ﬁl'“ﬁ‘?‘:l“"';“-"*’"*“!_é
) ‘|
¥
X
ABOUT THIS PROFILE

The Federation Credentials Verification Service (FCVS) was retained by the above relerencad medical
profeasional ta verily hisher medical cradentials lor submission fo your agency/organization. Unless
noted otherwige, all documnents contained in this report wers recelved directly irom the Issuing
institution par written request made by FCVS,

NOTICE: All documents bearing an original Official FCVS seal are centified 1o be an exact reproduction
of the original. Whera required, original documents are provided according o the agrasments with the
Institution issuing such document. FCVS maintaing all original documents (excluding thind-party
axamination iranscripts) in the physiclan’s source fle.

This FGVS Madical Professional Information Profile (‘Prol‘lle'l {8 compied and provided by the

MthmthhMmmmmmuﬁnmmm
competing with the Federation’s FCVS services, Further, the form of the Profile and tha conlents af this
Profile, including the compilation of information in this Profie, are the Federation's copyrighted works
and proprietary, confidential information and are subject to the protections ol United States lawe
governing copyright, trademark and trade secrets, as well as various state laws protecting the
Federation’s trade secrets and other intellactual property rights. This Profile and e conlents may not
be (1) copied, ralormatted, modified, published or displayed publicly or (2) usad, disclosed, distributed,
shared or sold, in whole or part, for any purpose, including use to esiablish any database or files as a
:mnmﬁl_:l&%hmaldwmdmmmudumm.mmeonumoflho
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4_00 FULLER WISER ROAD | EULESS TX 76039 | TEL (817) 868 - 5000 | FAX (817) 868 - 5099 i

1
- - e s ————— - -




L.

EIY sk U T - L TREL T e + .. e a4 - )
* . Federatron af *

FEDERATION CREDENTIALS . ¥ STATE ‘:i‘
FCVS l nnce | Affidavitand Release MEDicAL
e

}, the undersigned, hereby certify under oath that | am the person named in this appication, that all statements ! have
or shall make with respect thereto are rue, that | am the original and lawful possessor and person named in the
various forms and credentials fumishod or to be fumished with respect 1o my application and that all documents,
forms or copies thereof furnished or to be fumished with respect to my application are strictly trug in every aspect.

| acknowledge that | have read and understand the “INSTRUCTIONS FOR COMPLETING THE FCVS
APPLICATION" and have answered all questions contained in the appiication truthfully and complately. | further
acknowiedge that failure on my part to answer questions truthfully and completely may lead to me being prosecuted
under appropriate federal and state laws.

I authorize and request every person, hospital, clinic, government agency (loca), state, federal or foreign), court,
association, institution or law enforcement agency having custody or control of any documents, records and other
information pertaining to me to fumish to the Federation Credentials Verification Service any such information,
including documents, records regarding charges or complaints filed against me, formal of informal, pending or
closed, or any other pertinent data and to permit the Federation Credentials Verification Sesvice or any of its agents
of representatives to inspect and make copies of such documents, records, and other information in connaciion with
this application.

Notary:

?.‘;‘m“: I, hereby release, discharge and exonerate the Federation Credentials Verification Service, its agents or

‘Ignm""m"“d representatives and any person furnishing information, of any and all Babifity of every nature and kind arising out of
investigation made by the Federation Credentials Verification Service. | authorize the Federation Credentials

3:,,' llll'(nrl Verification Service fo release information, material, documents, arders or the like relating to me or this application to
stamp) must be any entity at my request.
partly upon the

photo ond partly While the FSMB will only use collected personal information for the purposes described on our website and in the
upon FCVSappllcatbnmamrhh.ﬂaFSMBhasmmnmmﬂnmmManappﬁwﬂmﬁmmmmof
Such entities may include state medical boards, state osteopathic boards, and other entities that
¥ andledaralpublichfnnnmnoropenrecordslam which might require the release of

Printed Last Name

loh= 1y

Date of Signature {must comespond to date of nolarization)

State of __|CYAYS ,Countyof __NArA

| certify that on the date set forth below the individual named above did appear personally before me and that I did ldentﬂy this
applicant by: (a) comparing his/her physical appearance with the photograph on the identifying document presented by the
applicant and with the photograph affixed hereto, and (b) comparing the applicant’s signature made in my presence on this form
with the signature on histher idontilyE document. The statements on this document are subscribed and swom to before me by
the applicant on this day ot 20 .

Notary Public Signature: N‘YH‘Q(\/\_{}’&' Qi AAVE 1S H\
4 ) - e

My Notary Commission Expires: LI "é’\?)

217848 215234600

400 FULLER WISER ROAD | SWITE 300 | EULESS TK ?601! TEL.BIT)S‘B 5360 FAX(BIT:DAB-50%9
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Biographic Information
Medical professional Name(s): Long, Stephanie Blair
Date of Birth: July 15, 1982
Place of Birth: Dover, NH, UNITED STATES
Contact Information
Business Address: 501 Second Street
Suite 415
San Francisco, CA 94107
UNITED STATES
Business Address: 972 Union Street
SAN FRANCISCO, CA 94133
UNITED STATES
Email: slong@onemedical.com
Email: dr.steph.long@gmail.com
Credentials Analysis Information for Identity
There is no Omission/Discrepancy/Miscellanecus information identified.
Date FID

July 12, 2018 Long, Stephanie Blair 215234600



'__CERTIFICATION OF VITAL REC?)RD

State of New Lﬁampahtrp

CERTIFICATE OF BIRTH

1982007704

Y

/LL NAME STEPHANIE BLAIR LONG

DATE OF BIRTH JULY 15, 1982

TIME OF BIRTH 12:55 PM

FEMALE

WENTWORTH-DOUGLAS HOSPITAL

DOVER

STEPHEN THOMAS LONG
LONG

29

PHILIPPINES

MOTHER*3/PARENT'S
AME JANICE ANN LONG
MATDEN LACERTE

AGE 29
BIRTHPLAGE MASSACHUSETTS

DATE RECORD FILED JULY 23, 1982

MARGINAL NOTES

biaiads

RARARLAZRALRLE L pLx

TR TTY

SEAL
VERIFIED

| HEREBY CERTIFY THIS IS A TRUE COPY ISSUED FROM THE OFFICIAL RECORDS ON FILE AT THIS OFFICE AND
SHALL BE ED AS EVIDENCE WITH THE SAME EFFECT AS THE CRIGINAL.

*\‘m\\\\\“\\“n
!

o
&

STATELLOCAL REGISTRAR %é Aw"gé,_

Stephen M. Wurts, State Registrar

State Registrar Q ? SL} LO
Septembor 27, 2011 \ NEW HAMPSHIRE

DATE ISSUED: STATE/CITY/TOWN OF:

This copy not valid unless prepared on engraved border displaying seal and signature of Registrar.
It shall be unlawltul for anyone to reproduce this certificate other than local or State Registrar.
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Chronology of Activities

Federation of %,
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MEDICAL &
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The Chronology of Activities is a comprehensive report of a medical professional's activities as reported to FCVS in the medical

professional application.

Start Date  End Date Actlvity Type

Location

08/30/2004 Medical Education

05/20/2009

Columbia University College of Physicians & Surgeons

New York New York
UNITED STATES

Postgraduate Tralnlng

" 06/30/2010

07/01/2009

Family Medicine Residency of Idaho Program
Boise Idaho
UNITED STATES

07/01/2010 | 06/30/2011 | Postgraduate Training

Family Medicine Residency of {daho Program
Boise Idaho
UNITED STATES

'06/30/2012

07/01/2011 | Postgraduate Training

Family Medicine Residency of Idaho Program _
Boise idaho i
UNITED STATES :

End of Chronology of Activities report for: Long, Stephanie Blair

Date
July 12, 2018

Long, Stephanie Blair

FID
215234600
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Medical Education
Medical School: Columbia University College of Physiclans & Surgeons
Location: New York, NY
UNITED STATES
Credentials Analysis Information for Medical Education
There is no Omission/Discrepancy/Miscellaneous information identified.
Date FID
July 12, 2018 Long, Stephanie Blair 215234600
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Verification of
Medical Education

Instruction to the Dean

Please compiete both pages
of this form, sign date and
seal on the front paga then
retum to:

The individual identified on the attached Authorization for Relenss of Information, Documsnis and Records
form hae authorized your medical school 1o provide to the Federation Credentials Verification Service (FCVS)
any and all Information pertaining fo thelr education at your institution.

Fedarstion Credentials Plusiim:Ifmmmmmﬂmmmmm.mmm.mtuﬂwymdl
Verification 8ervice such & request under separaia cover.

Sutte 300 Teerhd ¥ your offics slso processes iranscript requests, plesse sttach the Individual's official transeript
Euless, TX 76030 {which indicatas courses taken, dates and hours of stiendance, and scores, grades, or evaluation).
(nstitution Name: Columbia Univeraity Colloge of Physiclans & Surgeons

Address Line 1:

650 West 168th Street Room 141

Addvess Line 2:
Clty: New Yark
Country: us

State/Province: NY Zip Code (Postal Cods): 10032

¥ name of inatitution was different when this individual attended, plesse note this name below:

Premedical Education:

Yaars of education required for admission o your medical school:
Credentlat/degree presenied by the applicant for admission o your mndlui school;

Enroliment and Participation:
attended our medical school for

This individual
Was awsrded the degree of

_hys

Our records indicate that

== e L2004 v 5509

Monih Day Year Month Day Yaw

| of

Month Day Year

Attestation

Affix Instilutional
Soal Here

i no saul Is available,

Watermark

For FOVS Intemal use ondy.

SEAL
VERIFIED

Date of Signature: u_/ﬂ,l_u_ Phone: (D 229 ) = [_‘t a70)

:n;;mmuilbe
| AX 25150 e
217846 268 215234600

A
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400 FULLER WISER ROAD

SUITE 00 | EULESS, TX 74039 TEHL(E1272)8468-3000 PFAX{NIT7)848-30799
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Unusual Clrcumstances
1. Do this individual’s official recorda reflect (an) interruption(s) or extension{s) In his/Mer medical education? /A — No
if Yo, please spacify the reason(s) for, indicate the date of the interuptions(s) or extension{s} and check whether the
Interruption/extension was spproved or unapproved:
ParsonalFamity____ From (MorYr)___/_ To (MafYr)___J - Approved ___ Unapproved
Acagemic remedistion From(MofYr) _ / _ To (MoiVn___/ — . Approved ___ Unapproved
Heaith From{Moi¥r)__J ToMarYr)__Jf — Approved ____ Unapproved
Financial . From(MofYr)___ [ To (MofYr)___ /1 — Approved ___ Unapproved
Participation In joint degree
Program {e.g., MD/PhD) From (Mo/Yr)___J To (MofYr) 1 — Approved ___ Unapproved
Participation in non-research spacial study
{e.9., fallowship, Iintemationalexperience) __ _____  From(Mo/Yr}__/ = To (Mo/VY)__ /| —— Approved  ___ Unapproved
Participation Innondegreerescarcch ________ From(MoYr)__J__ To (MofY___J —_ Approved ___ Unapprovad
Cther From(MofYr)  / To (MofYr)___/ — Approved __ Unepproved
Please Spacify:

2. Do this individual's official records reflect that he/she was ever piaced on scademic or disciplinary probation during hisher ____ YES \_/uo
meodics! sduaation?

if YES, pleass select the rsason(s) for the probation, indicate the dates of plecement on and remaval from
probation and attach additional documentatlon io this report:

Academic Probation From(Moryr /= To{Molfrl__/
Probation for unprofessional conductbehavioral _______From (Ma/Yr)___ To (Mol¥r)___ [
Probation for other reason From{(MofYr___/_ To (Mo¥r___/
Pleasa specify a reason:

3. Do thia Individual's official records reflect that he/she was ever disciplined for unprofessalonal conduct/behavioral reasons - YES [uo
by the medical school or parant university?
it YES, ploase provide detefled documentation/information aboul the circumstances and putcoma(s):

4, Do this individual's officlai records refloct that he/she was ever the subject of negstive reports for behaviors! eesons oran __ YES __V_{o
Investigstion by tha madical scheool or parent university?

i YES, please provide detailed documentation/information about the circumstances and ouicome(s):

8. Do this Individual's officlal records reflact that thers wers any limitattons or special requirements imposad on the individual
betause of questions of academic incompetence, disciplinary problams, or any othar reason?

¥ YES, pleass provide detaied documentationinformealion about the nature of the limitations or special requivements:

217848 7 268 215234600

i 400 FULLER WISER AGQAD | 3UITE 300 | SULSIE, TX 74037 TEL(EI17)848-3000 FAX(SI7)868-3099

i
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Medical School
Medical Professicnal Name: Long, Stephanie Blair

Columbia University College of Physicians & Surgeons

Unusual Clrcumstances

Did you have any interruption(s) or extenslon(s) in your medical education? Yes
Dates: 09/2005 To 06/2006

My mother was near the end of her life, | retumed to England for three weeks. Given the timing and the
curriculum structure, | withdrew from my second year and restarted the following year.

Waere you ever placed on probation? No
Were you ever disciplined or placed under Investigation? No
Were any negative reports for behavioral reasons ever filed by instructors? No
Were any limitations or special requirements imposed on you because of academic No

performance, incompetence, disciplinary problems or for any other reason?

End of Applicant Reported Unusual Circumstances report for: Long, Stephanie Blair

400 FULLER WISER ROAD | EULESS, TX 76039 | TEL (817) 868 - 5000 | FAX (817) 868 - 5099 |
* ©1996 FEDERATION OF STATE MEDICAL BOARDS Page 1 of 1




/ @ CoLumBia UNIVERSITY P&S Student Affairs
630 West 168th Street, P&S 3-401
New York, NY 10032
212.305.3806 Tel
212.305.1343 Fax

College of Physicians
and Surgeons

www.cumc.columbia.edu

MEDICAL STUDENT PERFORMANCE EVALUATION
For
STEPHANIE B. LONG
November, 2008

Ideutifying Information
Stephanie Long is a fourth year student at Columbia University College of Physicians &

Surgeons in New York, New York.

Unique Charsacteristics

Bom in the U.S. and raised mostly in England, Stephanie received her B.A. in
Biochemistry and Molecular Biology, cum laude, from Dartmouth University in June, 2004. She
was significantly involved in a variety of extracurricular activities, ranging from international
health to student government and administrative policy to basic science research. As Chief of
Health from 2002-2004 for the Tucker Foundation’s Cross-Cultural Education and Service
Project in Nicaragua, she was responsible for the medical team, including the planning and
execution of their clinical service missions to provide healthcare, demographic research and
teaching of local health workers. Stephanie was selected for the Palaeopitus Senior Society to
advise the Dean and President on campus activities and foster harmony and communication
between students and administration. She also served in many positions in Student Government,
including as Vice President for Administration and Faculty Relations and as class representative.
Throughout college Stephanie conducted research as Women in Science Project Intern in the
Endocrine Metabolism laboratory, studying AMP kinase, including the response of AMP
mutated transgenic mice to caloric challenges. The summer of 2003 Stephanie took a graduate
seminar in reproductive healthcare at NYU’s Public Health Program in South Africa. She spent
the summer before medical school taking pottery and life drawing courses in London.

Academic History
Date of matriculation to medical school: August 2004
Date of expected graduation from medical school: May 2009

Any extension, leave of absence or gap in any student’s educational program is described below.

Academic Progress, Preclinical

Stephanie entered P&S in August 2004. When her mother passed away somewhat
suddenly in the fall of Second Year, and Stephanie was the executor of her mother’s estate in
England, she withdrew from second year to address these responsibilities. She returned to P&S
for the remainder of the year and conducted a chart review with Dr. Sharon Oberfield in
Pediatric Endocrinology. She then reentered Second Year in the Class of 2009, eaming Honors
in Psychiatric Medicine II with the following commentary available from that time:

Columbia University Medical Center

2| FY e 28



Stephanie B. Long . 2

Clinical Practice: “A particularly thoughtful, mature, well rounded participant in discussions
whose new presence in this particular group has enriched the experience for all. Her paper was
perceptive, honest, reflective, and written on a more sophisticated level than those of most of her
colleagues.” Psychiatric Medicine 1 and II: “A thoughtful, active participant in class
discussions. Understood the matenal and contnbuted to discussion. Did well on her patient
interview. Excellent write-ups.”

Academic Progress, Clinical

Stephanie began the Major Clinical Year in the summer of 2007 and the following
evaluations are given in the order of her program: (Note: Anesthesiology, Orthopedic Surgery,
Neurosurgery are graded Pass/Fail.)

Medicine: Honors. “A pleasure. Very bright with an excellent knowledge base that
improved with her avid reading. Very enthusiastic, participated well in preceptor rounds. Very
thorough write-ups became more focused with feedbeck. Concise yet comprehensive oral
presentations during rounds. Great compassion for patients. Excellent bedside manner. Worked
well as part of the team. Extremely thorough and organized, dedicated and reliable, a strong
patient advocate. Able to consider a wide differential during case discussions. Very efficient
and focused history taking, even anticipated problems after her patient’s discharge from the
hospital. Extremely caring, hard working and motivated. Always excited to learn. Stayed late
to help. Well liked and regarded by all house staff. Functioned at least at an intern’s level. A
real asset to the team. Delightful to work with. Excellent commumcatlon skills, highly
professional, enthusiastic team member.”

Psychiatry: Honots.” “Excellent patient interview, establishing rapport and eliciting most
major findings. Particularly active in team meetings, made great efforts to interact with staff and
patients. Able to develop the details of history necessary for the generation of sophisticated
differential diagnoses and case formulations, while maintaining a combination of empathy and
professionalism which allowed for the establishment of the beginnings of a therapeutic alliance
with each of her patients. Case write-ups were detailed, thoughtful, ambitiously executed and
well beyond what one would expect. Open-minded, curious and interested in understanding.
Diligent in following up on leads.”

Urology: Honors. “An enthusiastic, communicative team member. Her maiter-of-fact,
serious approach to patient care is a major strength. Always on time, available and willing to
help the residents and to provide support and compassion to patients and team members.”

Orthopedic Surgery: Pass. “Worked well with resident faculty.”

Surgery: Pass. “Demonstrated good understanding of the topics discussed. Her
performance improved dramatically. Diligent and am:ntwe to details. Excellent presentations.
Fund of knowledge improved.”

* 784




Stephanie B. Long _ 3

* Primary Care: Honors. “Fund of knowledge is above her peers. History and physical
exam skills are quite thorough and clear. Good differential diagnosis and plans. Excellent
clinical reasoning. Really thought about issues and prioritized her options. Excellent thought
process. Exceptional attitude and professionalism, always appropriate and present. Great
rapport with patients, staff and colleagues. She is superlative!”

Neurology: High Pass. “Excellent performance, distinguished by her effective,
enthusiastic approach to clinical neurology. Well developed fund of knowledge and effective
clinical reasoning. History taking ability and neurological examinations were complete and
accurate. Oral presentations were thorough and logically-organized. Well organized, proactive
and capable in ward work. Contributed well to decision-making for her patients, demonstrated
sound clinical judgment that took into account each patient’s psychosocial situation. Really
engaged in the lives of her patients and their families, forming a trusting rapport even in difficult
situations. Notes and write-ups were always complete, with thoughtful syntheses and referenced
discussions.”

Pediatrics: Honors. *“Histories and physicals exceeded expectations and continued to
improve. An integral team member. Took complete ownership of her patients. Went above and
beyond to help with patients we followed together as well as patients she was not following.
Extremely involved with patients, knew them well, was always up to date about their clinical
status. Exceptionally conscientious in patient care, attentive to even the smallest of details.
Really able to multitask. One of the most organized, well prepared students | have met.
Functioning at the level of an intern. Really great patient and family relationships. Great patlcnt
advocate. Seeks feedback. Extremely hard working, self motivated, responsible and honest.”

Neurosurgery: Pass. “Excellent student, very inquisitive. Asks appropriate questions and
quickly understands complex neurosurgical pathophysiology.”

Ancsthesiology: Pass. “Bright, eager to help. Asks good questions. Conscientious,
outstanding professionalism. Very good oral presentation about considerations for ICU
admission.”

Obstetrics and Gynecology: High Pass. “Intelligent, thoughtful student with excellent
fund of knowledge. Conscientious, diligent in performing clinical duties. Motivated, enthusiastic,
cager to learn. Always took initiative, took thorough H&Ps, put in a lot of effort caring for
patlents Showed academic interest every day, contributed to the team. Participated thoughtfully
in group discussions, team rounds, the ambulatory clinic setting. Showed kindness, compassion
with patients. Professional in demeanor with colleagues. History taking, physical exam skills
were excellent. Written notes were clear, well organized."

In July, 2008, Stephanie did a fourth year electwe in Pediatric Emergency Medicine at
Columbia University Medical Center. Honors. “Fund of knowledge, understanding of
pathophysiology, ability to apply information clinically are excellent. Admirable work ethic,
performs duties efficiently, with ease, Case presentations are crisp, organized, accurate. Always
manages patients with exceptional attention to detail. Always mature, professional, demonstrates
genuine humanistic qualities. Meticulous, conscientious in patient care activities. Enthusiastic

AIFHe



Stephanie B. Long "4

. leamer, demonstrates a genuine interest in pauents their outcomes. Consistently responsible,
- reliable.”

Research and Activities

The summer of 2005, Stephanie was awarded an Amold P. Gold Foundation Student
Summer Research Grant for patient-centered research on community health and cross cultural
issues, As the Columbia Student Medical Qutreach Clinic Summer Clinic Coordinator, she was
the first medical student to institute a research component in the position, examining the
literature to create continuity in health education at CoSMO. She helped develop a tool to
document and sustain health education in a medical visit.

A lcader at P&S, Stephanie is extensively involved in extracurricular activities, .
particularly in leadership positions regarding community and international health. She co-wrote
a report on the status of international health programs and funding support at P&S in comparison
with peer schools, a document that was instrumental in strengthening international heaith
opportunities at P&S. Stephanie was Secretary of the Governing Board of CoSMO, chair of the
Medical Strategy and Education Group, and is a senior clinician of this student-run free clinic.
She was Vice Chair of the Internal Medicine Interest Group, organizing a careers in medicine
dinner, and creating the first student advisory board to the Narrative Medicine Program. She is
proficient in French and studying Spanish.

Summary

Open, enthusiastic, highly self-motivated and proactive, and a remarkable leader and
listener, Stephanie has thrived at P&S both academically and in the extracurricular life of the
community. A superb student, after earning Honors in Psychiatric Medicine in the preclinical
curriculum, Stephanie blossomed in the clinical setting, her forte, earing Honors in Medicine,
Urology, Psychiatry, Pediatrics, and Primary Care. Reliable, dependable and impressively
effective, she readily takes on leadership roles in healthcare related ventures, improving services,
fostering communication, developing bridges, encouraging voices to be heard. She is a true
advocate for patient-centered care. Her report on international health at P&S helped to transform
P&S’ commitment to global health; her contributions to the student-run clinic are innumerable.
Faculty report, “Stephanie is delightful to work with...excellent communication skills, highly
professional, enthusiastic, great team player...extremely eager to learn and educate
others... extremely thorough, organized, bright/sharp, dedicated and a strong patient advocate™...
“Jeft no stone unturned. .. write ups were detailed, thoughtful, well beyond what one would
expect from a student at her Jevel of training. ..a truly superior student.” We are pleased to
recommend her as an Outstanding* candidate for postgraduate education.

Oluﬂ-ﬂm.m

Lisa A. Mellman, M.D.
Senior Associate Dean for Student Affairs

'“._.'f"\: .
PRI B .

*Qutstanding is our highest category of recommendation.

AN e (7]




o 10T THE FACE OF THIS DOCUMENT CONTAINS A HEATSENSITIVE UNIVERSITY SEAL ©

COLUMBIA UNIVERSITY IN THE CITY OF NEW YORK

NAME :
ID# :
SCHOOL: COLLEGE OF PHYSICIANS AND SURGEQNS:= MEDICINE

‘ air Long

DEGREE(5) AWARDED: DATE AWARDED:

Dector of Medicine May 20, 2009 PROGRAM: MEDICINE
e
SUBJECT COURSE TITLE GRADE SUBJECT COURSE TITLE GRADE
NUMBER NUMBER
2004 - 2005 2007 - 2008
FIRST YEAR COURSES ARE GRADED PASS/FAIL ONLY THE FOLLOWIRG COURSES ARE GRADED HONORS/HIGHPASS/PASS/FAIL Eg
ANAT M5102 GROSS ANATOMY P INTC M7010 CLINICAL CLERKSRIP PRIMARY CAR H ﬁ;’
ANAT M5103 HUMAN DEVELOPMENT P MEDI M7201 CLINICAL CLERKSMIP IN MEDICINE H L“{f.‘
ANPH N5105 NEURAL SCIENCE P NEUR M7201 CLINICAL CLERKSHIP NEUROLOGY HP ?f
INTC M5010 SCI BASIC/PRAC OF MEDICINE I P 0BSG M7201 CLINICAL CLERKSHIP OBSTRE GYN HP ,,
INTC M5011 SC1 BASIC/PRAC OF MEDICINE II p PEDS M7201 CLINICAL CLERKSHIP PEDIATRICS H ?}f
MED1 M5103 CLINICAL PRACTICE IA 4 PSCY M7201 CLINICAL CLERKSHIP PSYCHIATRY H ?
MEDI M3104 CLINICAL PRACTICE 1B P SURG M7201 CLINICAL CLERKSHIP IN SURGERY p &
PSCY M5107 PSYCHIATRIC MEDICINE | P g
THE FOLLOWING COURSES ARE GRADED HONORS/PASS/FAIL
WITHDRAWN: September 27 2005 1
ANES M7201 CLNCL CLERKSHIP ANESTHESIOLOGY P &
2006 - 2007 UROL M7201 CLINICAL CLERKSHIP IN UROLOGY L} E’
+
THE FOLLOWING COURSES ARE GRADED HONORS/PASS/FAIL THE FOLLOWING COURSES ARE GRADED PASS/FAIL f
INTC M6404 PATHOPHYSIOLOGY I P KEDI M7205 CLINICAL CLERKSHIP PRACTICEIILI P %
INTC M6405 PATHOPHYSIOLOGY Il P NEUR M7205 CLINICAL CLERKSHIP NEUROSURGRY P .}.12
PHAR M5101  PHARMACOLOGY P OPHT M7201 CLINCL CLERKSHIP OPHTHALNOLOGY P "*
PSCY M6102 PSYCHIATRIC MEDICINE I! H ORTS M7201 CLNCL CLRKSHP ORTHOPDC SURGERY P &
oToL M7201 CLNCL CLERKSHIP OTOLARYNGOLOGY P ,q#
THE FOLLOWING COURSES ARE GRADED PASS/FAIL 31
W
DERM M&6110 DERMATOLOGY P SENIOR ELECTIVES i
MED! M5103 CLINICAL PRACTICE 1A P 2008 - 2009 o
MEDI M6104 CLINICAL PRACTICE 118 P o
MEDI M6106 PHYSICAL DIAGNOSIS P CPMD NO4PO CLIN PRAC IV:RETURN TO CLASSRM P
RAD} M&101  INTRODUCTION TO RADIOLOGY P FM NOS5P  LATINO HEALTH H
MD N14P  1CU ALLEN PAVILION H
M N700 MEDICINE AWAY P
N N700 MEDICINE AWAY P
M NO2PO ADV MED PATHOPHYSIOLOGY/THERAP P
MisD NOZ2PO BIOMEDICAL INFORMATICS P 5
0B NO36 OBSTETRICS/GYNECOLOGY PRECEPT H S
o8 N950 OBSTETRICS & GYNECOLOGY RES H i
PE NOBP  PEDIATRIC EMERGENCY MEDICINE H o8
¥
g
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This official transcript was produced on .-_;;
NOVEMBER 09, 2011 and released to: I
o
by
ar
[y
iy
¥y
FEDERATION CRED ENTIALS VERIFICATION SERVICE D ¥
400 FULLER WISER ROAD N 5
SUITE 300 &
EULESS TX 76039 UsSA Lo . b
- A
%

213946

Y TO BE QFFICIAL, THE UNIVERSITY 5

jug '!'1.'.'..'~.'..=m _

L'MUST.TURN TC CLEAR, AND YHEN TO BLUE; UPON APPUCATION OF HEAT OR PRESSURE. -

3]

r,

o F AT

&
ey




RECEIVED




P A
RN R T L s
# ema o n?

'i?'! LB

09 NITISOY

N “

’@be Trustees of Columbia ﬂﬂumet
inthe Gy of New York,

College of Physiciang and Surgeons

H-‘
FALVINISIHY CEURE IAY3S YYHISIOIYN

£h}
9‘.

Stephunie Bluir Ty

Boctor of Meditine

g%mh@%a@pgﬁ%wj@ﬁaw%ﬂMmmﬁépgﬁ@y

QININVXI 3AVH | HOIHM ININAD0Q
TYNIDINO FHL 40 Ad0D 1¥X3 GNV

2 T .
BAES v B o i,

SEAE;.___L”.”.”

IED
e | 2UE

\




L TRy T vaor. SR ¥7 fr-— i &

i

o &
- FEDERATION CREDENTIALS ini T
F CV S VERIFICATION SERVICE pOStgraduate Tralnlng b %%R el ;
5 Furs y >
LY <
Postgraduate Tralning
Accreditation ID: 1201511097
Institution: Family Mediclne Resldency of Idaho Program
Location: Boise, 1D
UNITED STATES
Credentlals Analysis Information for Postgraduate Tralning
There is no Omission/Discrepancy/Miscellaneous information identified.
Date FID

July 12, 2018 Long, Stephanie Blair 215234600
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Federation Credentlals Verification Service (FCVS)

400 Fuller Wiser Road, Suite 300, Euless, TX 76039
Tal: (817) 868-5000 Fax: (817) 863-5000

Verification of Graduate Madlcal Education

Address:

Boise, (D

stitution: Family Medicine Residency of idaho
Family Medicine

Affliiatnd
University:

Atention: Program Director

Verlfication For:

Name: Long, Stephanie

DOB: 07/15/1982

Individual's Name on Record (If different from above):

Program

Participation:
Important:

Repornt Incomplete
Training Levels (years)
separete from those that
were succassfully
completed.

) 1 Speclalty/Subspecatty: Family Medicine
intomship From: 07/01/2009 To: 06/30/2010
CResidency
[CIChlef Residency Successfully Completed?: KYes CNo [CJin Progress
CIFeltowship Accredited by:’gA?BME Oaoa [icemMe [ORsc [JCFPC
[JResearch CPSC  [JAPPAP  [INone of these

Training Level: 2 Specialty/Subspeciatty: Family Medicine

If the training level (year)is | (e.g. 1,2, 3, efc.)
currently in progress report
the compietion g'ﬂfemsh'p From: 07/01/2010 To: 06/30/2011
date in the *To" fleld. Residency
[JChief Residency Successfully Complsted?: [JYes [CNo Oin Progress .
[IFeliowship Accredited by: BJACGME  [JAQA OLceME [ORSC OcFprc
Reaidoncion o CIResearch RCPSC  [JAPPAP  [INone of these
Feliowships ssparately.
Tralning Level: 3 Familv Medici
Use one soction per (e.g|:|.:.| :n ir:s;t;) SpocllltyISublpe_claIty: amity icine
Department/Specialty. if the
Department/Specialty Is RResidency From: 07/01/2011 To: 06/30/2012
rotating or transitional, please
provide a schadule of COChlef Resldency Successfully Completed?: [HYes ONo Oin Progress
fotations. CFellowship
OR woh Accredited by: BIACGME  [JAOA OiceME [ORSC OcFrc
aseql
 [IB@MSC  [IAPPAP  [INone of these
Unusual .
ol " 1. Did this individual ever take a leave of absence or break from his/er training? ...........cceeeeeereeennns OYes [XNo
reumstances: 2. Wes this individus! 6ver Placed O PIOBBUONT ..................rroeeseeeeereresesessesesssssessseseesseesasemsnanes Cves [XNo
Check the cofrect response.
Omittad responses require | 3. Was this individual ever disciplined or placed under investigation? ...........c..cocerisveverissserinnneees. L1YES BKnNo
written explanation.
4. Were any negative reports for behavioral reasons ever filad by ingtructors? ...........ccceeeiniiinineans CYes HENe
f necsssary, you may 5. Were any limitations or special requirements placed upon this individual because
continue your axplanation of questions of academic incompetence, disciplinary problems or any other reason? COyes BNo
on a separate sheet of
paper. Please explain any “"Yg3" response from above:
Certification:

{M.DJD.O. only).

Completion of the following Is certification that the Information above s an accurate account of this Individual's records and Is true
and comect. The signature line must contain the original signature, or the electronic typed signature, of the program director

Name: Ted Epperly, MD

Signature: Ted _Epperly, M.D.

Rev. 09/07/05

Title of Signatory : Program Director and CEQ Date of Signature: _10/10/2012

{e.g., Program Director)

Tel: 208-367-6040 Fax: 208-367-6123 E-Mall: ted.spperiv@iimridaho.org
FCVS ID:217846 FD: 215234600 FFF CODE {103691]
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FEDERATION CREDENTIALS :
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Graduate Medical Education
Medical Professional Name: Long, Stephanie Blair
Accreditation ID: 1201511097
Institution: Family Medicine Residency of Idaho Program
Specialty: Family Medicine
Unusual Circumstances
Training Perlod: 7/1/2009 - 6/30/2010 Intermship
Did you have any Iinterruption(s) or extension{s) in your medical education? No
Were you ever placed on probation? No
Were you ever disciplined or placed under investigation? No
Were any negative reports for behavioral reasons ever flled by instructors? No
Were any limitations or special requirements imposed on you because of academic No

performance, incompetence, disciplinary problems or for any other reason?

Unusual Circumstances

Training Period: 7/1/2010 - 6/30/2011 Residency

Did you have any Interruption(s) or extension(s) in your medical education? No
Were you ever placed on probation? No
Were you ever disclplined or placed under Investigation? No
Were any negative reports for bahavloral reasons ever filed by Instructors? No
Were any limitations or speclal requirements imposed on you because of academic No

performance, Incompetsnce, disciplinary problems or for any other reason?

Unusual Circumstances

Training Period: 7/1/2011 - 6/30/2012 Residency

Did you have any interruption(s) or extension(s) in your medical education? No
Were you ever placed on probation? No
Were you ever disciplined or placed under investigation? No
Were any negative reports for behavioral reasons ever flled by Instructors? No
Were any limitations or special requirementa imposed on you because of academic No

performance, incompetence, disciplinary problems or for any other reason?

400 FULLER WISER ROAD | EULESS, TX 76039 | TEL (817) 868 - 5000 | FAX (B17) 868 - 5099 J
© 1996 FEDERATION OF STATE MEDICAL BOARDS Page 1 of 2
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FAMILY MEDICINE RESIDENCY
OF IDAHO

Hereby cerlifies that

Stephanic Long MD

has satisfactorily completed
Residency Training in Family Medicine

CHIEF RESIDENT
Jwdy 1,2009 - fune 30, 2012

<) NagR M

Chairmgn, Department of Family Medicine President, Board of Directors Program I}(;écior ard C.E.Q.
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Licensure / Examinations
Exam: USMLE

Credential Analysis Information for Licensure / Examinations

There is no Omission/Discrepancy/Miscellaneous information identified.

Date FID
July 12, 2018 Long, Stephanie Blair 215234600



US-MLE

Mudical
Licensing

n —
Exnmination

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 Credentials Verification Service

ATTN: FCVS
FCVSID: 404837

Examinee: Long, Stephanie Blair

Alt Name(a):

Federation Place, 400 Fuller Wiser Road, Suite 300, Euleas, TX 76039-3856 ~Telephone (817)868-4000

07122018

Examinee ID: 51742096
Date of Birth: 07/15/1982

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/Fall 5t MP Comments
6/5/2007 Pass (185)

|USMLE STEP 2 -

Clinical Knowledge {CK)
Test Date Pass/Fail MP Comments
10/20/2008 Pass {184)

Clinical Skills (CS)*
Test Date Pass/Fail Total MP Comments
9/10/2008 Pass

USMLE STEP 3
Test Date Pass/Fall T MP Comments
9/30/2010 Pass {187)

NOTE: A search of the Physician Data Center of the Fedaration of State Madical Boards (FSMB) reveals no reported information on this examines.

Page 1 0f 2




USMLE United States Medical Licensing Examination (USMLE)
T T e Certified Transcript of Scores

e Modical This document was prepared by the

Licensing Fadaration of State Medical Boards of the United States, Inc.
T Eaaminatir Federation Place, 400 Fuller Wiser Road, Sulte 300, Euless, TX 76039-3856 ~Telephone (817)868-4000
¢ Examinee ID: 51742086
Examinee: Long, Stephanie Blair
Date of Birth: 07/15/1982
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 proficlency 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 passifail 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 cavering 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 certifled as representing a valld measure of the axaminee's knowledge or
competence as sampled by the examination. No score is repoited. 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 18104, telephone (215) 590-9700.

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

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

Score Not Avatiable - 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 & matter of public record or be legally releasable to state medical boards or other
entities with necognized authority 1o 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 preveniing
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 wabsite and accurately reflects score information mainlained by the FSMB.

Page 20of 2



RECEIVED
AUG 132018

i’ I-HI?&W MEDICAL COMMISSION

Medical Qualily Assurance Gommniesion
P.O. Box 47866
Olympla, WA 98504-7886
360-238-2750

PostgraduateTraining Program Director
Verlﬁcation and Evaluation ofTraining
“Applicant Demographic: o o N

First Name

Stephanie
Credential # (If avallable) Dats of Birth
MD.MD.608705867 07/15/1882
Facifily Name “"""’& MEdME - Address
ﬁlﬁ"ﬁ"ﬁ-ﬂ“i O 7 N agwars® ST
| State Zip Code
gt \SL IDan D 93‘-)0-!—‘?251

| am applying for a cense to practice medicine in the state of Washington and before my application can be
reviewed, a verification and evaluation of the training performed in your institution Is required. ! am
authorizing the rejease of and would appreciate you proviiing the information and retuming R, at your
eariiest convenience, directly to the address-efiown above. ARl questions must be answered.

Appiicant Signature Deto oquelu\s
To be completed by the faciity:agoency: program = 02 T . .
mamwwmmnormemedhmwmmhommmm
start Date 07/01/2009 EndDate 06/30/2012 speciaity Family Medicine
At the time this individual was In training, wasmlspmgramaceradlhdﬂlmnghme X Yes [ No

accreditation councll for graduate medical education, the Royal College of .-
Physiclans and Surgeons, or the college of family Physicidns of Canada?

if no, does this program qualify the applicant to become board ceitified? ] Yes [ No

Was the participant ever placed on probation, resiricted, suspended, terminated O Yes I No
or requested to voluntarily resign his’her participation in the program?

{OJmprocess  Expected date of completion 1

Auvthorizod Representative Signature 7
nﬂf"G ' Tite ) Emal
olly Tanlguchi Program Coordinator holly.taniguchi@fmridaho.org
Phone (enter 10 digit #)
_ZZ]_N_Baymand St 2085-954-8740
State - - Zip Code
Boise U N . D - - 8%704

DOH 857-121 March 2017

Authorized Signature ;(Agé@m%;m\. ~ paste 068/10/2018

if yes, please explain
Did this applicant successfully complete this training program? (X Yes []No /




State of Alabama

Medical Licensure Commission

James H. Walbum, M.D., Chairman/Executive
Officer Karen Silas, Executive Assistant

RECEIVED

07/11/2018 JUL 172018
+.cDICAL COMMISSION

Washington Medical Commission E MAIL
PO Box 47866
Olympia , WA 98504-7866

VERIFICATION OF ALABAMA MEDICAL LICENSURE

Namie of Licensee (as it appears in our Records)
Stehanie Blair Long

Date of Birth:  07/15/1982
License Number: MD.34759
Current Status:  Active
Date Issued: 01/01/2016
Basis of License: USMLE/D
Expiration Date: 12/31/2018

Medical School: Columbia University College of Physicians & Surgeons
Location: New York

Date From/To: 8/04-5/09

Disciplinary Actions:
[ X]No

[ ] Yes, visit Public Actions at www.albme.org for documents.

James H. Walburn, M.D.
Chairman
Medical Licensure Commission of Alabama

To expedite the verification process, the above is the standard format used by the Medical
Licensure Commission of Alabama. Verification information can also be obtained by accessing

our website at http://www.albme.org.

P.O. Box 887 = Montgomery, AL 36101-0887
848 Washington Avenue » Montgomery, AL 36104-3839
334-242-4153 « www,albme.org



BUSINESS, CONSUMER SERVICES AND HOUSING AGENCY - Dy of Conswmer Aflairs EDMUND G. BROWN JR_, Govermor

MEDICAL BOARD OF CALIFORNIA
Licensing Program
2005 Evergreen Street, Suite 1200
Sacramento, CA 95815
(916) 263-2382 FAX (916) 263-2944
www.mbc.ca.gov

July 10, 2018

Washington Board of Osteopathic Medicine and
Surgery

P O Box 47860

Tumwater, WA 98501

To Whom It May Concern:

This is to certify that as of July 5, 2018, the records of the Medical Board of California (Board) indicate the
following information:

Physician: STEPHANIE BLAIR LONG
License Number; Al128190

Issued Date; December 20, 2013

Exam Type: A Written Examination
Expiration Date: July 31,2019

License Status: CURRENT

Board Discipline and/or

Administrative Action: No

If Board Discipline and/or Administrative Action is indicated, public records may be available at
hitp://www.mbc.ca.gov; or you may contact the Board’s Enforcement Program, Central File Room by email at
central-fileroom@mbe.ca.gov, by fax at (916) 263-2420 or by mail at 2005 Evergreen Street, Suite 1200,
Sacramento, CA 95815, 1o obtain information concerning the action.

;%/%Mﬂfw”
Kimberly Kirchmeyer
Executive Director




4530 STATE OF IDAHO
£’ BOARD OF MEDICINE 1755 Westga . St 140
Boise, ldaho 83704
: (208) 327-7000
July 10, 2018 FAX (208) 327-7005

E-Mail infofGbom, jdaho.gov

CERTIFICATION

This is to certify that a search of the available records of the Idaho State of Medicine indicates the following:

STEPHANIE BLAIR LONG, MD
LICENSE NUMBER: M-11169
LICENSE TYPE: PHYSICIAN AND SURGEON
DATE ISSUED: 12/08/2010
LICENSE STATUS: Current
LAST ACTION: Renewed
MEDICAL SCHOOL: COLUMBIA UNIV COLL OF PHYSICIANS AND SURGEONS,
NEW YORK NY 10032
DISCIPLINARY ACTION: No
EXPIRATION DATE: 06/30/2020 .
OTHER LICENSES /

MRM-1054
This license information was last updated on: 07/09/2018

If other information is needed, please contact the individual or the agency or institution which generated the
information.

If disciplinary action is indicated details will be made available by photocopy from the public file upon written
request.

Angela J. Wickham, MPA
Associate Director

Idaho State Board of Medicine
angela.wickham@bom.idaho.gov
PO Box 83720

Boise, ID 83720-0058

Phone (208) 327-7000

Fax (208) 327-7005



New Mexico Medical Board
2055 S. Pacheco Street, Bldg. 400
Santa Fe, New Mexico 87505
505-476-7220

LICENSE VERIFICATION

July 10,2018

This is to certify that the records of the New Mexico Medical Board indicate the following information
regarding the below mentioned physician.

Name: Stephanie Blair Long, M.D.

Date of Birth: 07/15/1982

School Name Graduation Date
College Of Physicians And Surgeons Bosto  05/30/2009 /

Specialties

License # Issue Date Expiration Date Status License Type
MD2012-0224 04/20/2012 07/01/2015 Lapsed Medical Doctor

Our records indicate there is No Derogatory Information and the license is in good standing.

This license information was last updated on: 07/02/2018

W Date: July 10,2018

Barbara L. Orender, Licensing Manager




RECEIVED

/Yim SEP 102018 MD
Medical Quality Assurance Commission )
Ctpetpla, WA S4504-7356 MEDICAL COMMISSION
o e Hospital Privileges Verlfication
{Excluding postgraduate training hospital ptivllegeu)

To be compieted by the applicant:

Hospital Name Zocuseszeg San Feamc si0 Gmem hosz e

Address 1000 PoTeieo  Avewu€ . Spu encsio, €A Piw

I am applying for a license to practice medicine In the state of Washlnglnﬁ and before my application can ba reviewed,
a verification of my employment, with evaluations, is required. | am authorizing the release of and would appreciate
you providing the information directly to the address shown above at your earliest convenience. All questions must
be answered. .

Applicant Name (Print or type) Bith date (mMﬂvm)
Spmpme  LoN G _ 03151982

R

To be completed byﬁlicemlng agency:

1. *Sf"P‘LO- noe. LO"lr\.ﬁ H1D ¢ hasihad admitling or specialty privileges at
. Applicant Name (Pl o fype) . I
this hospital from /-?/@/JH'# fo +
{mmiyyyy) ) (mmiyyyy)

2. Have those privileges ever been restricied, suspended or revoked by the medical staff or administration?

DYesyNo If yes, please explain

3. Has the applicant every been asked fo rasign? []Yes 'R‘No If yoe, please explain

4. Did the applicant ever riasign In lieu of or to avoid adverse action? ] Yesh’No if yes, please explain

5, Has a repori concerning the applicant ever been sent to Ional Practilioner Data Bank or the Hsalth Care
Integrity and Protection Data Bank by this hospital?

Signature

Titla /‘a'mr&a mmu au't'
Emall i €S6., VT ) 6J

paess £07( (B1rer0 Bre. Boty 54-83

Return to address listed above. ” £ : <p Y q‘l"/ID

DOH 857-123 May 2016 Date { Phone ‘-A $- 006 - 5 2,5 &




RECEIVED

SEP 062018
mo M e RISSION

i Mo

Al 30675 H rivi
W sh e °°.§..‘:J.E,.:..'.':£z.$:fm"-.?:.‘)

To be sompisted by the applicant;
HospHal Name Y \¥ ;

Addresy_ I3 11 Lawmag Buvh ME . At

lmWhnmmmthmmﬂmmmmemhm
o verifiation of my empioymenl, with avelupliona, In requived. | am authorizing the release of and would appresials

WH peaviding the information direstly to the addrags shawn above of your oarligst semwgnienge, AB questions must
'Ammm"niﬁrinomu} L v e
Shifuami  Lav & : (Figlingz. :
Signaturs of applioant =

To be scomplated Bt liconsing egancy:
1. £ hashed admiting or specielly privileges st

ORGS0
.mhmapunm -!&ZJQU MEQ‘LJ,_H ¥ - __...%:! ?‘rj‘ !‘ &

2 Nmtmmmmrmnm!rm.ummerwndwmmmmuuammm
BYe w Hyes, ploase oxpinin

I o bkt

e o T " Eona st s e S il i T e i

3. Hus e appuset avery boen sakad o maign? [C1Ves [0 Iyse. pisase sxiue

T

T v~

4. Did thy applizant sver rasign bn llou of of 1o Aveld advans aclien? mmm«u{ Hyos. plamep expipin

Pm‘ﬁulnnu Bwla Bank pf lﬁc H_;IWI.QN‘U

6, Hunmﬂmnmunmmgmhmmm&mm
Intogrity ang Protegtion Date Bank hy this My [

Sw.

Emait Y M€ 0 SIEC S \ =T\ T W o Vo W
nons DAL\ OMNGS Dleone
Retum te addresa Eated above. P

JR— ZLRAULZ P25 R2A LTI



MA% AMA Physician Profile

PREPARED FOR
Washington State Department of Health, Tumwater, WA

AMF-‘IFAN KM A
ARKROLIATION

Name and Mailing Address Primary Office Address
STEPHANIE BLAIR LONG STE 415

225 SAN ANTONIO RD 501 2ND ST

MOUNTAIN VIEW, CA 94040-1209 SAN FRANCISCO, CA 941074132

Phone (415) 529-4567
Birth date 07/15/1982

Physician's major professional activity OFFICE BASED PRACTICE
Self-designaied practice specialty FAMILY MEDICINE (primary)
UNSPECIFIED (secondary)

Self-designated practice specialties (SDPS) listed on the AMA Physician Profile do not imply recognition or endorsement of
any field of medical practice by the Association nor does it imply verification by a member board of the American Board of
Medical Specialties (ABMS) or that the physician has been trained or has special competence to practice the SDPS.

AMA membership status NON MEMBER

All information from this point forward is provnded by the primary source

Current and/or historical NP} Information

National Provider Enumeration Date Deactivation Date Reactivation Date Replacement Last Reported
Identifier (NPI) Number Date

1043448236 06/25/2009 NOT RPTD NOT RPTD NOT RPTD 06/15/2018

Current andlor historical medli:a_l school

COLUMBIA UNIVERSITY COLLEGE OF PHYSICIANS & SURGEONS

Degree Awarded: YES
Degree Year: 2009

AMA files checked AMA Physician Profile for Stephanie Blair Long, MD Page | of 4
07/13/2018 16:15:25 , . _
©2018 by the American Medical Asscciation



AMA

AMFERISAN MEDICAI
AHRVGIATION

Current and/or historical post gradua.h medical training programs mMMd by the Accreditation
Council for Graduate Medical Education (ACGME)

Beginning with the 2010 cycle of the National GME Census, pasl-graduate training segments will include the name of the
program allended in addition 1o the sponsoring institution, Program-level information prior to 2010 will not be available for
reporting. Future training dates, as reported by the program, should be interpreted as "in progress” or "current” with the
projecied date of completion.

Beginning with the 2016/2017 cycle of the National GME Census post-graduate training segments will include a training
type of specialty (residency) or subspecialty (fellowship). Training types for programs reported prior to 2016 will not include
this designation.

Post-graduate training performed at accredited osteopathic institutions or in Canada are updated on the AMA Physician
Masterfile only upon verification by the program. US licensing authorities accept graduate medical education from both
entities as equivalent to training performed in a US program accredited by ACGME,

If a segment below is indicated as "being re-verified”, it typically means that the physician is a current resident and the AMA
is confirming with the residency program that the physician is still enrolled - this standard process occurs on an annual
basis.

Sponsoring Institution: FAMILY MEDICINE RESIDENCY OF IDAHO
Sponsoring State: IDAHO

Specialty: FAMILY MEDICINE

Training Type:

Dates: 7/2009 - 6/2012 (Verified)

NATIONAL BOARD OF MEDICAL EXAMINERS (NBME) CERTIFICATION YEAR: MD: 0

Specialty Board CQrtIfIcatlon

Specialty Board Centification(s) by one or more of the 24 boards recogmzed by the American Board of Medical Specialties
(ABMS) and the American Medical Asseciation (AMA) through the Liaison Commitiee on Specialty Boards, as reported by
the ABMS:

The AMA Physician Profile has been designated by the ABMS as an Official ABMS Display Agent of Member Board
Certification data. Therefore, the ABMS Board Certification information on the AMA Physician Prafile is considered a
designated equivalent source in regard 1o credentialing standards set forth by Jaint Commission. The AMA is also an NCOA-
approved source for verification of medical school, postgraduate medical training, ABMS Board certification, and Federal
DEA registration.

Certifying board:  AMERICAN BOARD OF FAMILY MEDICINE
Certificate: FAMILY MEDICINE
Certificate type:  GENERAL

AMA files checked AMA Physician Profile for Stephanie Blair Long, MD Page 2 of 4
07/13/2018 16:15:25 ] . ..
©2018 by the American Medical Association



AMA

AMFRIGAN MERICAL
ARSICIATION

Duration Status Effective Expiration  Reverify Occurrence Last Participating
Date Date Date Reported in MOC
Moct Active 07/01/2012 n/a 02/15/2019 INITIAL 07/02/2018 Y

For certification dates, a default value of "01" appears in the day or month field if data were not provided to AMA. Please
contact the appropriate specialty board directly for this information.

This information is praprietary data maintained in a copyrighted database compilation owned by the American Board of
Medical Specialties (ABMS). Copyright 2018 American Board of Medical Specialties. All right reserved.

+The above certifying board has implemented standards which specify that the board certification is contingent upon
meeting ongoing requirements of Maintenance of Certification (MOC). Only ceriificates issued by a MOC participating
board will reflect a reverification date.

Current and/or historical medical censure

Jurisdiction @ MD/DO Date Granted  Expiration Date Status License Type Last Reported
Idaho MD 12/08/2010  06/30/2020  ACTIVE UNLIMITED 07/02/2018
California MD 12/20/2013  07/31/2019  ACTIVE UNLIMITED 07/03/2018
Alabama MD 01/01/2016 12/312018  ACTIVE UNLIMITED 04/18/2018
New Mexico MD 04/20/2012  07/01/2015  INACTIVE  UNLIMITED 07/03/2018
Idaho MD 05/12/2009 06/30/2012 INACTIVE  RESIDENT  01/04/2011
Action Notifications

To date, there have been no actions reported to the AMA by any US state licensing agency.

To date, there have been no Medicare/Medicaid sanctions reported to the AMA by the Department of Health and
Human Services.

To date, there have been no federal sanctions reporied to the AMA by any branch of the US military, the
Veteran's Administration or the US Department of Justice.

U.S. Drug Enforcement Administration (DEA)

DEA number Schedule Expiration Date  Last Reported Date Address
XXXXXX434 22N 33N45S 03/31/2020 06/25/2018 One Medical Group
Ste 415
AMA files checked AMA Physician Profile for Stephanie Blair Long, MD Page 3 of 4

07/13/2018 16:15:25
©2018 by the American Medical Association



AMA

AMERICAN MEDITAL
AHZOCIATION

DEA number Schedule Expiration Date  Last Reported Date Address

501 2nd St
San Francisco, CA 94107-4132

Only the last three characters of active DEA numbers are displayed

Many states require their own controlled substances registration/license. Please check with your siate licensing authority for
requirement information as the AMA does not maintain this information.

|ECFMG Cortfication
Applicant Number:

The Educational Commission for Foreign Medical Graduates (ECFMG) applicant identification number does not imply
current ECFMG certification status. To verify ECFMG status, contact the ECFMG Certification Verification Service online

af htipy./fcvsonline2.ecling.org/

-Pro_fllo Infor;n_atlon

The content of the AMA Physician Profile is intended to assist with credentialing. An organization's appropriate
use of the data contained in the AMA Physician Masterfile meets selected primary source verification
requirements of the Joint Commission, the Accreditation Association for Ambulatory Health Care (AAAHC) and
the American Accreditation Health Care Commission(AAHCC)/Utilization Review Accreditation Commission
(URAC). The AMA Physician Masterfile is also an NCQA-approved source for verification of medical school,
post-graduate medical training, ABMS Board Certification and federal DEA registration.

If any of the data in this Profile is believed to be incorrect, please log in to your account on our profiles website,
g0 to the profile manager tab, find the provider for whom you think we have inaccurate information and click on
the "Report” button in the "Report a Discrepancy™ column. Enter any of the information that you feel needs to

be researched. The AMA will contact the primary source of the data to determine which data is correct. We will
notify you of the outcome of our research. If any changes are made to the profile we will update the link in profile
manager for this provider so that you can access the new, updated information.

If you have any questions or need additional information about the AMA Physician Profile Service, please call
(800) 665-2882.

AMA files checked AMA Physician Profile for Stephanie Blair Long, MD Page 4 of 4
07/1342 :15:25
018 16:15 ©2018 by the American Medical Association



Federation of

STATERS

}'\ lj C PHYSICIAN MEDICAL
- DATA CENTER B—O_A_RDS
PRACTITIONER PROFILE
Prepared for: Washington Medical Quality Assurance As of Date:7/13/2018
Commission
PRACTITIONER INFORMATION
Name: Long, Stephanie Blair
DOB: 7/15/1982
Medical School: Columbia University College of Physicians & Surgeons
New York, New York, UNITED STATES
Year of Grad: 2008
Degree Type: MD
NP 1043448236
BOARD ACTIONS
To date, there have been no actions reported to the FSMB
LICENSE HISTORY
Jurisdiction License Number Issue Date Expiration Date Last Updated
ALABAMA 00034759 01/01/2016 12/31/2018 07/02/2018
CALIFORNIA A-128190 12/20/2013 07/31/2019 07/111/2018
IDAHO M-11169 12/08/2010 06/30/2020 07/02/2018
NEW MEXICO MD2012-0224  04/20/2012 07/01/2015 06/14/2018
[ 400 FULLER WISER ROAD EULESS, TX 76039 | TEL{817)868 4000 | FAX (817)868 4099 l
© 2014 FEDERATION OF STATE MEDICAL BOARDS Page 10f 2



Federation of

STATEEA
I) I) (‘ PHYSICIAN MEDHCAL
SN DATA CENTER B_O ARD s
PRACTITIONER PROFILE
Prepared for; Washington Medical Quality Assurance As of Date:7/13/2018
Commission
Practitioner Name: Long, Stephanie Blair
ABMS® CERTIFICATION HISTORY
Certifying Board: American Board of Family Medicine
Certificate: Family Medicine
Certification Type: General
Certification Status: Certified
Participating in MOC: Yes
Effective Expiration Reverification Occurrence Last
Status Duration Date Date Date Reported
Active MOC 07/01/2012 02/15/2019 Initial 06/28/2018

The presence and dispiay of ABMS certification data in no way constitutes any affiliation, association with or endorsemnent of any
advertising, prornotion or sponsorship by ABMS, its Member Boards and the Board Certified Physicians listed in this directory.

ABMS disclaims any responsibility or affiliation for other data that is provided in the directory that is not ABMS sourced
information.

This information is proprietary daia maintained in a copyrighted database compilation owned by the American Board of Medical
Speciaities (ABMS). Copyright 2014 American Board of Madical Specialiies. All rights reserved.

AOA® CERTIFICATION HISTORY
No AOA Certifications found.

FPLEASE NOTE: For more information regarding the above data. please contact the reporling board or reporling agency. The informalion
conlained in this raporl was supplied by the respective state medical boards and other reporting agencies. The Federation makes no
reproseniations or warranties, eilher exprass or impliad, as lo the accuracy, completeness or timeliness of such information and assurnes no
responsibility for any errors or omigsions contained therein. Additionally, the information provided in this profile may nol be dislributed,
modified or reproduced in whole or in parl without the prior written consert of the Federalion of State Medical Boards.

400 FULLER WISER ROAD EULESS, TX 76039 | TEL(817)868 4000 | FAX (817)868 4099
© 2014 FEDERATION OF STATE MEDICAL BOARDS Page 2 of 2




Mihelich, Joe D (DOH)

From:

Sent:

To:

Subject:
Attachments:

August 7, 2018

Dear Dr. Long,

Mihelich, Joe D (DOH)

Tuesday, August 07, 2018 8:41 AM
‘dr.steph.long@gmail.com’
missing items Long

Hospital verification.pdf

This is to acknowledge receipt of your application for your physician and surgeon licensure in the state of Washington.

MISSING ITEM{S)

HOSPITAL VERIFICATION (Zukerberg San Fran and University of New Mexico)
PHOTO —- Please send me a photo signed and date taken within the last year.

If you choose to use email as your way of checking an your application, that may be done at any time.

Please note: while this information was contained in the application packet you had been sent and is stipulated in
Washington Administrative Code (WAC) 246-12-020(3), let me reiterate that upon approval, your initial license will be
issued only to your next birthday after the approval date — unless your birthday falls within 50 days of approval, in which
case it will expire on your second birthday following approval.

If you have any further questions or need additional information, send an email me at joe.mihelich@doh.wa.gov .

Sincerely,

Joe Mihelich

Health Services Consultant 2
WAS H ' N GTO N Washington Medical Commission

4. /\ LA Medical phore: 020217

XY Commission

Licensing. Accountability, Leadership.

Work Hours Monday-Friday 6:00AM-2:30PM



UA UNIFORM APPLICATION Affidavit and Authorization for Release of Information
FOR PHYSICIAN

STATE LICENSURE Applicant: Follow the instructions in the left sidebar.
Send this to the state board you are applying to for licensure, NOT to FCVS/FSMB.

Applicant: I, the undersigned, being duly sworn, hereby certify under oath that | am the person named in this
application, that all statements | have made or shall make with respect thereto are true, that | am the original
and lawful possessor of and person named in the various forms and credentials furnished or to be furnished
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 aspect.

This is a separate form
from the FCVS
affidavit and release.

If you are using FCVS,

you must complete | acknowledge that | have read and understand the Uniform Application for Physician State Licensure and
both FCVS and UA have answered all questions contained in the application truthfully and completely. | further acknowledge
affidavits. Send the that failure on my part to answer questions truthfully and completely may lead to my being prosecuted under

FCVS affidavit to FCVS. appropriate federal and state laws.

Sign this form with
attached photo in the
presence of a notary

| authorize and request every person, hospital, clinic, government agency (local, state, federal, or foreign),
court, association, institution, or law enforcement agency having custody or control of any documents,

: records, and other information pertaining to me to furnish to the Board any such information, including

public. ; , : : : ;
documents, records regarding charges or complaints filed against me, formal or informal, pending or closed,

Send this notarized or any other pertinent data, and to permit the Board or any of its agents or representatives to inspect and
affidavit to the board make copies of such documents, records, and other information in connection with this application.
you are applying to for
licensure. See | hereby release, discharge, and exonerate the Board, its agents or representatives, and any person,
http:/ /www.fsmb.org/ | hospital, clinic, government agency (local, state, federal, or foreign), court, association, institution, or law
%&W a enforcement agency having custody or control of any documents, records, and other information pertaining

edical aars. to me of any and all liability of every nature and kind arising out of investigation made by the Board.

DO NOT SEND THIS I will immediately notify the Board in writing of any changes to the answers to any of the questions contained
FORM TO FCVS/FSMB. in this application if such a change occurs at any time prior to a license to practice medicine being granted to
Doing so will delay me by the Board.

your licensure process.
| understand my failure to answer questions contained in this application truthfully and completely may lead
to denial, revocation, or other disciplinary sanction of my license or permit to practice medicine.

e e
St‘cpﬁam’c o[onq el e
Applicant's signature (must be signed in the presence of a notary) \\\\g\g\, i @0”,/,
Long S ELECTRONIC 6%
= 5 NOTARY e
Applicant’s printed last name £ PUBLIC v =
. .. REGRTBNZ2 3
Stephanie B =Q° EXP i3
Applicant's printed first name, middle initial, and suffix (e.g., Jr.) ’a,% o §
07/13/2018 R %2/28 58 Iﬂq\)@\r\
,
1, WEALTH OF
Date of signature (must correspond to date of notarization) TTInie
-fold upg Lold up-

After folding the bottom portion upward, bring the new bottom edge to the top edge and fold to fit in a standard envelope.
Notary

State of _ Virginia , County of Bedford

| certify that on the date set forth below, the individual named above did appear personally before me and that | did identify this applicant by: (a)
comparing his/her physical appearance with the photograph on the identifying document presented by the applicant and with the photograph
affixed hereto, and (b) comparing the applicant's signature made in my presence on this form with the signature on his/her identifying
document,

The statements on this document are subscribed and sworn to before me by the applicant on this _13th _ day of _July , 2018

Notary Public Signature@@

e

(NOTARY PUBLIC SEAL)
My Notary Commission Expires: 02/28/2019

Uniform Application for Physician State Licensure DO NOT SEND THIS FORM TO FCVS/FSMB. Affidavit and Authorization for Release of Information
Dod 1801 180713191818981 Send this notarized form to the Board you are applying to for licensure. Page 1 of 1




RECEIVED

SAN FRANCISCO GENERAL SEP 102018
Hoapital and Trauma Center

MEDICAL COMMISSION

September 06, 2018

Jill Thomas
Credentialing Liaison
FCM

RE: Stephanie B. Long, MD

We have received your inquiry regarding the above named practitioner. A review of our records
indicates the following:

Current Staff Status: Courtesy

Department: Family & Comm. Medicine
Division/Clinic:

Speciaity: ' Family Medicine
Affiliation Dates: 12/16/2014 to Present

Information regarding clinical issues may be addressed to:

Service Chief, Family & Comm. Medicine

Zuckerberg San Francisco General Hospital & Trauma Center
1001 Potrero Avenue

San Francisco, CA 94110

(415) 206-8000

Sincerely,

e Lot

Alan Gelb, MD
Chair, Credentials Committee

By utilizing this site, you are attesting that your organization is a healthcare entity that utilizes this information for
protected peer review purposes only. Additionally, you are confirming that you have a current release from the
practitioner on file granting you permission to obtain information regarding his/her affiliation and privileges from our
facility.

Medical Staff Services Department
1001 Potrero Avenue, Bidg 20, Rm 2300
San Francisco, CA 94110
Phone (415) 206-2342 Fax (415) 206-2360



Redaction Date: 8/7/2020 10:51:28 AM
Redaction Log

Total Number of Redactions in Document: 6

Redaction Reasons by Page

Page Reason Description Occurrences

RCW 42.56.350(2): Health professionals.
(2) The current residential address and
current residential telephone number of a
3 23 LicenseeAddress | health care provider governed under 2
chapter 18.130 RCW maintained in the
files of the department are exempt from
disclosure under this chapter

RCW 42.56.350(1): Health professionals.
(1) The federal social security number of
4 22 Licensee SSN individuals governed under chapter 1
18.130 RCW maintained in the files of the
department of health is exempt from
disclosure under this chapter

RCW 42.56.350(1): Health professionals.

(1) The federal social security number of
. individuals governed under chapter

1 22 Licensee SSN 18.130 RCW maintained in the files of the | |

department of health is exempt from

disclosure under this chapter

RCW 42.56.350(2): Health professionals.
(2) The current residential address and
current residential telephone number of a
13 23 LicenseeAddress | health care provider governed under 1
chapter 18.130 RCW maintained in the
files of the department are exempt from
disclosure under this chapter

RCW 42.56.350(1): Health professionals.

(1) The federal social security number of
. individuals governed under chapter

24 22 Licensee SSN 18.130 RCW maintained in the files of the | |

department of health is exempt from

disclosure under this chapter




) Redaction Date: 8/7/2020 10:51:28 AM
Redaction Log

Redaction Reasons by Exemption

Reason Description FCa(%fl;t)
RCW 42.56.350(1): Health professionals. (1)
The federal social security number of 4(1)
. individuals governed under chapter 18.130 | 11(1)
22 Licensee S5N RCW maintained in the files of the 24(1)
department of health is exempt from
disclosure under this chapter
RCW 42.56.350(2): Health professionals. (2)
The current residential address and current
residential telephone number of a health 3(2)
23 LicenseeAddress care provider governed under chapter 13(1)
18.130 RCW maintained in the files of the
department are exempt from disclosure
under this chapter




