STATE OF TENNESSEE
DEPARTMENT OF HEALTH
DIVISION OF HEALTH LICENSURE AND REGULATION
OFFICE OF HEALTH RELATED BOARDS
665 Mainstream Drive, Second Floor
Nashville, TN 37243
http:/itn.gov/health

Tennessee Board of Medical Examiners
Medical Doctors
1-800-778-4123 or 6135-532-4384

Oclober 26, 2018

Chava Kahn MD
7733 16th Street. NW
Washington, DC 20012 US

Dear Applicant:

It is my pleasure to inform you that your application for a license to practice as a Medical Doctor in Tennessee has been initially
approved by the Board. Your number shall be 58359. This initial approval must be ratificd by the Board of Medical Fxaminers
at its next meeting, scheduled for 11/13/2018. before a license can be issued to you If ratified by the Board of Medical
Examiners this number will become your permanent license number and a wall certificate will follow.

Howcvecr. this letter serves as your authorization to commence your practice. pending the final action by the Board of Medical
Examiners. If the Board of Medical Examincrs should not ratify the initial approval of vour application, you will be nolilied in
writing at which time this authorization shall cease Lo be eftective,

Within 10 working days after the Board ol Medical Examiners meeting, you will be sent either your certificate (indicating final
approval by the Board of Medical Examiners) or a letter providing (1) an cxplanation as to why the Board of Medical Examincrs
failed to ratify issuance of your certificate and (2) specific instructions as to any action you may take 1o have the decision
revicwed. No further action on your part is necessary at this time.

Our best wishes go with you inlo a new phase of your career.
Sincerely,
Board Administrator

Tennessee Board of Medical Examiners
INITAPRPTX

Important Information Regarding Professional Privilege Tax
T.C.A. §67-4-1701. et seq.. requires the payment of an annual professional privilege (occupation) tax. For more information
regarding the professional privilege (occupation) tax please go toi. hipr//www.in.govirevenue/topic/professional-privilege-
L shiml,

Notice to All Prescribers: All prescribers with DEA numbers who prescribe controlled substances in Tennessee for more thal
fifteen (15) days per year, shall be registered in the controlled substance database. New licensees shall have up to thirty (30)
calendar days after notification of licensure to register in the database. For more information, please go to:
hipi/in, eov/health/anicle/CSMD-aboul.shtml,
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8/20/18 7 11 AM
Are you the spouse of a member of the
armed forces wha has been transferred by
the military to Tennessee or who has, within
the preceding 180 days. retired from the
armed forces, received a discharge other
than a dishonorable discharge from the
armed forces or been released from active
duty to a reserve component? (If yes, please
provide proof of same )

Type of intended primary specialty practice
in Tennessee:

Have you previously applied for a medical
ficense in Tennessee?

Educationa! information 1

Name of educational institution attended
City:

State:

Degree/certificate earned:

Program Major:

Graduation date of education program:

Educational Information 2
Name of educational institution attended:

City:
State:
Degree/cetificate earned:
F’rog[am Maijor:
S 1xve

Graduation date of education program:

Educational Information 3
Name of educational institution attended

City:

State:

Degree/certificate earned:
Progran:l Major:

\-y\/'. :q‘,-

Graduation date of education program:

Page 4 0f 8

Obstetrics and Gynecology

No

Yeshiva University
New Yark

New York

BA

English Literature

05/15/2002 (mmvdd/yyyy)

Albert Einstein College of Med
Bronx

New York

MD

Medicine

TS fiERce 3

06/05/2008 (mm/dd/yyyy)

The University of Michigan
Ann Arbor

Michigan

MPH

Epfdefniology

N s

05/31/2014 (mnvdd/yyyy)
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FEDERATION
CREDENMNTIALS
VERIFICATION
SERVICE

Medical Professional
Information Profile

This report provides credentialing information for:

Name;: Kahn, Chava
Sacial Security Number: _
Date of Birth: July 10, 1980
FID#: 215134560

Recipient: TN - Tennessee Board of
Medical Examiners

Delivery Date: 08/09/2018

ABOUT THIS PROFILE

The Federaton Credennals Verificalion Scrvce (FCVS) was retained by the above relerenced methcal
professional lo verify histher medical credenlials tar submission lo yaur agency/organization_ Unless
noted otherwise, all documents contained in (his report ware received direclly from the issuing
nslituhon per wnllen request made by FCVS,

NOTICE . All documents bearing an osigmal Ofhicial FCVS seal are certified to be an exact reproduclion
ol the original. Where raquired. crigmal documenls are provided according lo the agreements willt the
Inslitulion issuing such document, FCVS maintains all original documenls {exciuding third-party
examinalan ranscripls) i the physician's source lile,

This FCVS Medical Prafessicnal informaltion Profite ("Prolile ) is compiled and pravided by the
Federalion ol Slale Medical Boards ol the Uniled Slales, Inc. (Federation) as a relerence source lor
and only for, its member boards and other enities authorized by the Federation. The Prokile cmbodies
and conlains conlidennal business irformation because Ihe inlormalion, and the format and
presentairon ol Lhal infarmanon, couiprse frade secrels of the Federation and because the Proiile’s
disclg would hatim the Federalion by groviding olliers wilh ah Gnlair busifiess advanlage ™
conpeling with the Federabai s FGVS services  Furihor, (he lorm ol the Profile and the conterils ot this
Pronte cluding the compiation of information in this Profile. are the Federation’s copyrighled works
and prepriciary. conlident:al informaton and are subjecl o Ihe proleclions of Uniled Slates laws
gaverning copyrighl. Irademask and Irade secrels. as wall as various slate laws pratecting the
Federalion's trade secrais and other iniellectual properly righls. This Protile and ils cantenls may not
be (1) cooied. relormalled. madilied, published or displayed publicly or {2) used, disclosed. disiribuled.
shared ar sold, m-whole o parl lor purpese, induding use 1o eslablish-any database or-liles as a
compendiur or atherwise, all ol which is sinclly prohibiled withoul the express wrillen consenl ol the
Federalion's CEO,

TEL (#17) B68 - 5000 | FAX (817) 868 - 5099
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F CVS VERIFICATION SEAVICE Identlty g}gg%% ¢
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Biographic Information

Medical professional Name(s): Kahn, Chava

Date of Birth: July 10, 1980
Place of Birth New York, NY, UNITED STATES

antéct__lnformdtion

Home Address: 7733 16th Street, NW
Washington, DC 20012
UNITED STATES

Mobile Phone: (201) 394-9637

Email: chavkahn@gmail.com

Credentials"Analysis Information for Identity

There is no Omission/Discrepancy/Miscellaneous information identified.

Dale FID
Augus! 09, 2018 Kahn. Chava 215134560



CERTIFICATION OF IDENTIFICATION
Certification by Notary Public Is Required

Applicant Full Legal Name: Kahn Chava N

Last l+1es1 Middle

FCVS 1D Number; 219134560
Notary ~ Please complete the section below:

State of Virgwia o County of ____James City

[ certify that on the dare set forth below, the individual named above, did appear personally betore me
and presented one of the following torms of identification as praof of his/her identity (Birth Cerdficate
or Passport). 1 further certify that 1 did identify this applicant by comparing his/her physical appearance
with the photograph on a Government issued photo identification presented by the applicant.

The statements on this document are subscribed and sworn to before me by the applicant on this

(Day)_25 | of (Month) July (Year) 2018 ;
Notary Public Sign:tlu'rc:____\jm;Mlb ; [ F
Commission Expiration Date* (Month)___ 06 _ /(Day)_30 _ /(Ycar)___2020

* The notary’s commission expiration date must be current and legible. If no expiration
date, such as ‘lifetime’, an explanation must be provided.

Notary Stamp Here

d’“ Py ’r"'»‘kq,

5 TLECTRBNIC *
nOTRAY
£ PUMIE
fe  Mimsmn

&
o
??i"'uuhﬂ‘f

Pleasc complete and mail this original document and a phatocopy of the birth certificate or passport
presented to the Notary to:

Federation of State Medical Boards
ATTN: FECVS
400 Fuller Wiser Rd., Suite 300
Fuless, TX 76039-3856

DoclD:5b5883736606830b3243cde8
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FEDERATION CREDENTIALS | oy STATE .
F CVS VEzIFRICAlTION sumvccnzA : Chr0n0|Ogy of Activities ‘ g’%g%g :
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The Chronolegy of Activities is a comprehensive report ol a medical professional’s activities -a_x_s_re-;i)_rzad to FCVS in the medical

prolessional application.

' Loca_tion

Start Date End Date Activity Type

08/15/2003  06/05/2008 Medical Education Albert Einstein College of Medicine of Yeshiva Urﬁversity
Bronx New York

UNITED STATES

07/01/2008  06/30/2012 , Posigraduate Training- Montefiore Medical Centet/Albert Einslein College of Medicine Program
: ' Bronx New York i

UNITED STATES

University of Michigan
Ann Arbor Michigan
UNITED STATES

07/01/2012  06/30/2014 . Postgraduate Training

End of Chronology of Activities report for: Kahn, Chava

FID

Date
August 09. 2018 Kahn, Chava 215134560
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F CVS FEDERATION CREDENTIALS Medical Education ?/’I'I;ZAI')(IECAL

VERIFICATION SERVICE . BOARD‘;V

Medical E'ducation'

Medical School: Albert Einstein College of Medicine of Yeshiva University
Laocation: Bronx, NY
UNITED STATES

Credentials AnaIyS|s Infarmation for Medical Education

Issue:
FCVS has identified a medical education Discrepancy at Albert Einstein Coliege of Medicine of Yeshiva
University.

Unusual Circumstances
Solution(s):

FCVS does not follaw up with 1he Medical Professional or the inslilution with inconsistent information on
Unusual Circumstances guestions

Date FID
August 09. 2018 Kahn. Chava 215134560
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FEDERATION CREDENTIALS
VERIFICATION SERVICE

Frderagion 9-"
STATERRS *
MEDICAL
BOARDS
r
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Verification of
- Medical Education

-

=1

Page 1

Instruction to the Dean

Please complete both pages
ol this form, sign date and
scal on the front page then
relurn to:

Federation Credentials
Verification Service
400 Fuller Wiser Road
Suite 300

Eufess, TX 76039

The individual identified on the altached Aulhorization for Release of Information, Documents and Records
form has authorized your medical school 1o provide to the Federation Credenlials Verification Service (FCVS)
any and all inlormalion pertaining 1o their education at your inslitulion,

Please note: If your institution processes transcript requesls through another oflice, FCVS has likely made
such a requesl under separale cover.

If your office also processes transcript requests, please atlach the individual's otficial transcript
(which indicales courses laken, dates and hours of attendance, and scores, grades, or evaluation)

Institution Name:

Address Line 1:

Address Line 2:

Albert Einstein College of Medicine of Yeshiva University

Beller Educational Center, Room 210

Cily: Bronx Slate/Province:  NY Zip Code (Postat Code): 10461
Country: us
Il name of inslitution was differenl when this individua! atlended, please note this name below:
N/A
Premedical Education:
Years of education required for admission to your medical schoo}: 4
Credential/degree presenled by the applicanl for admission {o your medical school:  B.A.
Enrollment and Participation: Our records indicate that ~ Kahn, Chava
{lype/print individual's name: Last, First, Middis, Sullix)
allended our medical school for 1otal of 5 years of medical education on the following dates: From: 08/20/2003  To:  05/30/2008
Monilh Day Year Manth Oay Year

This individual
Was awarded the degree ol Doclor of Medicine on 06/05/2008
Was NOT awarded a degree because: (please explain - additional page it necessary) Monih Day Year

Attestation Watermark Name: Hayley Erickson

Fo* FCVS internal 1sa only

Affix Institutional Signature:  Hayley Erickson

Seal Here

If no seal is available, ELECTRONIC Title: Registrar

:‘“(;fa'r‘i’z’;"d’"us‘ s SEAL Date of Signalure:  07/26/2018  Phone: (718) 430-2102

VERIFIED Fax: (718) 430-4123 Email:  hayley.erickson@einstein.yu.edu
215134560 57 215134560
400 FUIILER WISER RQAD | SUITE 100 | EULESS. TX 76039 TEL(B17)868-5000 FAX(817)868-5099

1996 Fedeanon gl Slzte Medeal Boards
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FEOERATION CREDENTIALS Verification of STATENEN *,

VERIFICATION SERVICE Medlcal Educatlon BM(%R}%%:

FCVS

¥ o 7
FA N |
Page 2
Unusual Circumstances
1. Do this individual's official recerds reflect (an) interruplion(s) or extension(s} in his/her medical educalion? Yes
Il Yes, please specily the reason(s} lor, indicate the date ol the interruplions(s) or cxtension{s) and check whether the
Inlerruplion-exlension was approved or unapproved
From Date: To Date:
PersonaliFamily B o
Academic remedialion . -
Healih L -
Financal .
Participabion in oint degree Program (e.g.. MD/PhD)
Participation in non-research special study
(e.g.. tellowshep, inlecnatonal experience) o
Paricipation in non-degree rescarch -
Other: Translerred Class 06'19/2006 05/31/2007 Approved
Other:
Please Specily’
Translerred to the Class of 2008 on June 19, 2006
2. Do this individual's official records refiect that he/she was ever placed on academic or disclplinary probation during histher No
medicat education?
Il YES. please select the reason(s) for the probalion, indicale the dates ol placement on and removal from
probation and atlach additianal documentation to this report:
From Dale: To Date:
Acadermic Probaton } I
Prabauor: for unprofessional conduct/behavioral
Othe:;
Please spealy a reason,
3. Do ihis individual’s otficial records retlect that he/she was ever disciplined for unprolessional conduct/behavioral reasons No
by the medical schoot or parent universily?
Il YES. please provide delailed documentation/informalion about the circumstances and outcome(s):
4. Do this individual's ofticial records reflect that he/she was ever the subject of negative reports for behavioral reasons ar an No
investigation by the medical schoot or parent university?
{f YIZS. please provide delailed documentalionintormation about the circumstances and outcome(s):
5. Do this individual's official records rellecl thal there were any limitations or special requirements imposed on the individual No
because ol questions of academic incompelence, disciplinary problems. or any other reason?
I{ YES., please provide detailed documenlation/inlormalion aboul the nalure of the hmitalions or special requicement: — =
215134560 57 215134560
400 +tUILER WISER ROA!D | surlc 100 i rrIe e8NS TX 7T60D39 YEL(817)R68.5000Q FAX(BI171B68 099

< 1656 Sedaraion i Siale Medical Boaed s
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- FEDERATION CREDENTIALS Appllcant Beported STATE ‘ ‘,‘
FGY S | ezt Bk Unusual Circumstances  §§21AL -

P

Medical School

_Medical Profess_ioné.l I\Tam; :_- o _P_<a-h_r|‘ Chava

Albert Einstein College of Medicine of Yeshiva University

Unusual Circumstances

Did you have any interruption(s) or exlensian(s) in?)ij}_medical education? No
Were you ever placed on probation? No
Were you ever disciplined or placed under investigation? No
Were any negative reparts for behavioral reasons ever filed by instructors? No
Were any limitalions or special requirements imposed on you because of academic No

performance, incompetence, disciplinary problems or far any ather reason?

End of Applicant Reported Unusual Circumsiances report for: Kahn, Chava

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
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This s 1o certily that this is a copy ot the original Jiploma of Dr. Chava Kahn who
received her MD depree on June 5. 2008,

Hayley Erickson, Registrar
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Fedevation of o

I NTIA iNni STATE i
I: CVS PEOERATION CREDENTIALS Postgraduate Training E"‘éﬁ%’g y
ﬂi“ ; l‘ Fr..l

Postgraduate_T-raining

Accreditation ID: 2203521178

Institution: Montefiore Medical Center/Albert Einstein College of Medicine Program
Location: Bronx, NY

UNITED STATES

Accreditation ID: None

Institution: University af Michigan

L.ocation: Ann Arbor, M|

Credentials Anél.ysis Information for Postgraduate Tra.ining

Date
August 09. 2018

UNITED STATES

Issue:
The Verification of Post Graduate Training Form from University of Michigan dated 07/01/2012 to 06/30/2014
reported in lhe Chronelogy of Aclivities is not included in the Profile.

Solution(s):
+CVS does nol obtain verification of non-accredited training programs.

FID
Kahn Chava 215134560



FCVS

Institulion:
Program

Address Line 1;
Address Line 2:

Country: US

FEDERATION CREDENTIALS
VERIFICATION SERVICE

Manleliore Medical Center/Albedt Einsiern College of Medicine Atliliated University:

Verification of

Medicine

City: Bronx State/Prov.: NY

If name of inslitulion was different when this individual allended, please note this name

Verification For:

Kahn Chava

Individual's Name on Record (Il diflerent {rom above}:

Graduate Medical Education

Dale of Birth:

Federation o ;! 3
STATERS *,
MEDICAL
BOARDS -~

-
<

-~

s !

Page 1

Monlefiore Medical Center/Albert Einstein College of

Zip Code:

July 10, 1980

Erotg ré_im ti Program Type Training Level: 1-1 Specialty/Subspecialty:  Obstetrics and Gynecology
arttcipation: IR From: 07 01/2008 To: 06/30/2009
Important: Successfully Completed? Yes
Report Incomgplele Training Accredited by: ACGME
Levels (year) separale rom Rolation Information Not Available
those thal were successlully
compleled.
If the training level (years) is |Program Type Training Level: 2-2 Specialty/Subspecialty: Obstelrics and Gynecology
currenlly in progress, reporl From:  07.01/2009 To: 06/30/2010
the expected completion
date in the "Tao" lield. Successtully Compleled? Yes
Accredited by: ACGME
Report Inlernships,
Residencies and Fellowships
separately. F ——
Program Type Training Level: 3-3 Speciaily/Subspecially: Obsletrics and Gynecology
Use one seclion per .
e F : 7:01/2010 : /30/2011
Department/Specially. i the A Lo 9 ol % 5/l
Department or Specialty is Successlully Completed? Yes
rotaling or lransitional, Accredited by: ACGME
please provide a schedule ol
rotations.
Unusual 1. Did (his individual ever lake a leave of absence or extension from his/her training? No
Circumstances If "Yes" provide slarl and end dales: From: Ta:
2. Was this individual ever placed 0n ProRalion?. . i s e aiiansiassi st e sabasrasaas abss ot 2roibanssassshasssisess siomas No
Check the corrocl response. 3. Was this individual ever disciplined or placed under inVeslGalON? ... . iemiiueririsessisiseesysbesasiessisreses No
4. Were any negative reporls {or behavioral reason ever filed by instruclors?.......coveevveereesneeensns No
Omitted responses requi(e_ 5. Were any limilalions or special requirements placed upoa this individual because of questions ol academic No
wrilten explanation. incompetence. disciphnary problems or any olher reason?
Please explain any “Yes' response from above:
Il necessary, you may
continue your explanation
on a separale shect of
paper.
H Coniptetion atiests the inlormation abov an accurale accouni of this individual's <ecords and is true and
AtteStatl on Watermark c:rmclc ‘gig:aleuvc Iine rrv]nusl conl:man ung?t:;l signature maeI:clmnliJc ly:c:;‘sligll\:lule of pl'ogram c;ireclor
Alfix Institutional For [ CV5 amernal use only Print Name: ErikaBanks MD/DO: Yes
Seal Here.
R — Signature: Lrika Banks
Il no seal s available. s ELECTRON'C
form must be nolarized
SEAL Title: Program Director Date: 08/08/2018
VERIFIED Tel:  (718)430-4031  Fax: (718) 430-2576 Email:  ebanks@monteliore.org
215134560 100198 215134560
400 FULLER WISER ROAD | SUITE 100 | FULESS., T'X 76039 TEL(B17)868 5000 FAX(8171868-5099

1) 1996 Fedecanon ol Stale thedical Board:
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Verification of STATERER *

FEDERATION CREDENTIALS L4
F CVS IS SETISIR SIEGNISTE Graduate Medical Education ’ﬁ"éﬁgﬂ‘é 4
- r:
R oo ."-r
Page 2
400 FULLFR WISER ROQAD | Suwite 1060 | EULESS, X 76039 TEL(BI17)868-5000 FAX(B17)868.-5099
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FCVS

FEDERATION CREDENTIALS
YERIFICATION SERVICE

Verification of
Graduate Medical Education

Federation of '

STATEES °,
MEDICAL &
BOARDS -

a
R

Page 3

Program Program Type Training Level: 4-4 Specially/Subspecialty:  Obsletrics and Gynecology
Participation RR From:  07:01/2011 To: 06/30:2012
(Continued)' Successfully Compleled? Yes
Accredited by: ACGME
Important Program Type Training Level: Specially/Subspecially:
From: To:
Repon Incomplete Training Successiully Completed? If no, was credil
Levels {year) separate lrom awarded?
thosc that were successfully Accredited by:
compleled
— == Program Type Training Level: Specially/Subspecialty:
It the lrair)mg level (years) is Eroas To:
currently in progress, raport
lhe expecled complation Successtully Completed? If no, was credit
date in the "To" field awarded?
Accredited by:
Rer)_d}l Internships, Program Type Training Level: Specialty/Subspecialty: o i -
Residencies and Fellowships From: T&
separalely.
Successtully Completed? I no, was credit
Use one section per awarded?
Deparlment/SpecnaIl_y. Il_the Accredited by:
Deparlment or Specially is
rotaling or lraasitional,
please provide a schedule of Program Type Training Level: Specialty/Subspecialty:
rotations. From: To:
Successfully Compleled? It no, was credit
awarded?
Accredited by:
Rotation
Schedule
215134560 100198 215134560
400 FULLER WISFR ROAD | SUITE 300 | EULESS, I'X 76039 TEL(817)8668-5000 FAX(017)868-5099
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' Applicant Reported

FEODERATION CREDENTIALS

VERIFICATION SERVICE Unusual Circumstances

FCVS

Graduate M-eaiga'l'Education

Federatian of *

STATENS *.
MEDICAL ©
BOARDS -~

Medical Professional Name* Kahn. Chava

Accreditation |ID: 2203521178

Institution: Montefiare Medical Center/Albert Einstein College of
Medicine Program

Specialty: Chstetrics & Gynecology

Unusual Circumstances

Training Period: 7/1/2008 - 6/30/2012 ‘Internship/Residency

Did you have any interruption(s) or extension(s) in your medical education? No
Were you ever placed on prabation? 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:  Kahn, Chava

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



g EINSTEIN Montefiore

TY ITA
Albert Einstein College of Medicine A R HOosP ¢

QF YESHIVA UNIVERSITY

AND THEIR AFFILIATED HOSPITALS OF THE
ORK CITY HEALTH AND HOSPITALS CORPORATION

JACOBI MEDICAL CENTER

NEWY

This is to certify thar

Chava Kahn, M.D.

has satisfactorily fulfilied the training program requirements of

in the capacity of: Resident Jor the period of> July 1, 2008 10 June 30, 2012

in Witness whereof, the undersigned have affixed their signatures this 30th day of June, 2012

:
m
m
m Obstetrics & Gynecology and Women’s Health
:

G2 . mﬁmh _ o

Dean Alhen Finsicin Calidg Trewndentand CEG, MomeBore

D AN G Siks

Dhepmsttment h?..gby - Program Direceor




VERIFICATION SERVICE

F CVQ FEDERATION CREOENTIALS LlCenSLlre / EXaminations

4 ’ r r
Licensure / Examinations
S Exam: USMLE - R - R -
Credential Analysis Information for Licensure / Examinations
There is no Omission/Discrepancy. Miscellaneous information identified,
Date FID

Augusl 09. 2018 Kahn. Chava 215134560



U MLE United States Medical Licensing Examination® (USMLE®)
i Certified Transcript of Scores

Medv J_—
13 - I'his document was preparced by

Foederation of State Medical Boards of the United States, Inc, (FSMDB)
4{H) Fuller Wiser Road. EBuless, TX 76039-3856 - Telephone (817) 868-4000

Iievnne

L emination

Date: 08/09/2018
Federation Credentials Veatication Service
ATTN: FCVS
FCVSID: 406924

Examinee: Kahn. Chava Examince [D: 5-163-836-9
AlCName(s): Date of Birth: 07/10/1980

Results for Steps taken by this examinee tand lor which results have been reported to date) are shown below. For Steps that span
more than one day. the test date reficets the div on which the examination began. 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 Aprit 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.

'USMLESTEP1 - S
Test Date PPass/Fail Score Minimum Pass Comments
06/10/2005 PPass 188 (182)

[USMLESTEP2
Clinical Knowledge (CK)
Test Date Pass/Fail Score Minimum Pass Comments
087172006 Pass 213 (182)

Clinical Skills (CS)

Test Date Pass/Fail Comments

01/02/2008 Pass

[USMLE STEP 3 - - B )
Test Date PPass/Fail Score Minimum Pass Comments

04/22/2009 Pass 202 (187)

End of Exam History

NOTE: A scarch of the Physiciun Dika Center ot the Federation ot State Medical Boards (FSMRB) reveals no reponted information on
thiis examince.

Page Lo 2 Rev 2018




COMLE United States Medical Licensing Examination® (USMILLE®)
Certified Transcript of Scores

This decument was prepared by
Federation of State AMedical Roards of the United States, Ine, (FSAMBY
400 Fuller Wiser Road, Euless, TX 76(139-3856 - ‘Telephone (817) 865-41H)0

[T A

Muodn i
s

LIS TITIRE

Examincee [D: 5-163-836-Y
Examinee:  Kahn, Chava Date of Birth: 07/10/1980

INTHERPRETATION OF RESULTS

USMIET nanserpts include a complete examinatian history, On those Step examinmations 1or which numeric acares are reparted o three-digst scake s used
Mostscores [al] between 140 and 260 on this scale. The recammended minimum passing score 1s shown on (e Tront ol the anscupt neat 1o the
exanunee s scare foc cach adminisiration along with a pass/fail outcome. Test results reparted as passing vepreseutan exam score ol 75 or hicher an a twa-
dizitsconng seale: Phe level of proficiency required o meet the recommended minimum pasang level (or caclt HSMEE Step s reviewed perodheaty
s ~sulyect 1o change Such clianges do not alier pass/fanl outeoimes irom prior lest administrations

Far examinations wih reported scores, the Standard Error of Measurement (SEM) provides an index of the vaciation thae would be expected w acour if an
examinee were lested sepeatedly vsing difterent sets afitems covering similar content. The SEM s usually i the range o' 4 (0 8 points

STEP 2 CLINICAT SKILLS (C8)
Step X CS results ae reported as pass or Tarl sl oo numerie score (lad the two-digit reporting scade been used examinees would lune bad wachicve a
seone at 75 or highaer i order @ piss

ANNOTATIONS APPEARING UNDER “COMMENTS"
Cucumstances i eonnection with an administration shown on this transeeipt may tesultm one of more annotations histed nest w the scare A deseription
of cach Comment s provaded below

Indetermiiuate - Results are at or above the passing leved but cannot be certified as representing 4 valdd measure of the exanunce' s knowledpe o
campetence as sumpled by the examination. No score is reported. fnformation regarding the nature of the mdetermingie score is avadable 17 such
information is not enclosed with 1his iranseript it may be obtained hy contaaring the organization from wineh you recerved the trmsenptor the USNILE
Secretaniae 3730 Marker Stieet. Phitidelphia, PA 19104, elephone (215) 590-9700,

fncomplete - The examinee sat tae sonie. but not all, of the scheduted examination No score 1s 1eported

Treegulae Behavior - [he Comnutiee for Tndividualized Review determined that the examiace eneaped inireceubar hehavior Famples of meouta
helivior ace desenbed i the curient edivon of the USMLE Bulletm of Infarmation. fnformation regarding the natwe of the rreeadar bebavion and the
detetmmation of the Comnntiee s avanlable I such mfonmation 15 not enclosed with ths transeript o may he abtained by canticung the organization
trow wlieh vou recerved the ranseapt or the USMLE Seeretariat. 3750 Markes Street, Philadetphia. PA 19 1O-L elephone (213) 390-9700

Seace Not Avaitable - The score 15 nolavailable - Further review and/or analysis may be pending, ar it may five been determined that the score cannot be
repoted

ANNOTATIONS APPEARING AS “NOTE"
Crecusnstances aol in connecton with an adwminisiration shown on this transeript may resaltin one ae more annotatns and ao explanaton o insteections
1o contaet the appraprigte individual oe arganizanon I'he Note wall appear at the cod of the document

PHYSICIAN DATA CENTER INFORMATION APPEARING AS “NOTE”
Fhe Physiaan Dati Center of the Federation of State Medical Boards (IFSMB) contains actions eeported 1o the FSMB by UN hivensing snd disaplinary
howds the (IS Department o Health and Tluman Services. government regulatory entiies and international hicensing authonnes Ta be wicluded i the
I'hysicran Data Centes. an action must be a matter of public recard av be lepally releasable w state medical boinds or other entiiies with iccogized
authoniy w review physican credentials - Certain sctions reported o and released by the Phvsician Data Center are not disciphinary or otherwise
preppdicial i nware - Such actons are reparied Lo ¢nsure that records are complete and to assist in preventng ousrepresentation o the use of lost or stalen
credentiads by unauthonized persons. Once reported o the FSMB. an acbon becomes part of the permanent seeord of the ade iduwd phs sicran. and the
existenee of such an action may be indicated on the USMLE tanseipt by a Note

032015

This dvctoment way printed frong  secure website aond accurately refleces seore informazion mainiained by the FSVIB

Kew 20808




PHYSICIAN fsmb
PDC DATA CENTER

PRACTITIONER PROFILE

Prepared for FCVS As of Date:8/9/2018

PRACTITIONER INFORMATION

Name: Kahn, Chava

DOB: 7/10/1980

Medical School: Albert Einstein College of Medicine of Yeshiva University
Bronx, New York, UNITED STATES

Year of Grad: 2008

Degree Type: MD

NPI: ]

BOARD ACTIONS
To date, there have been no actions reported to the FSMB

LICENSE HISTORY

Jurisdiction License Number Issue Date Expiration Date Last Updated
DC MD043836 04/14/2016 12/31/2018 08/01/2018
MARYLAND D81052 02/23/2016 09/30/2018 08/03/2018
MICHIGAN 4301099940 01/31/2012 01/31/2019 07/30/2018

400 FULLER WISER ROAD EULESS, TX 76039 | TEL(817)868 4000 | FAX (817)868 4099
© 2014 FEDERATION OF STATE MEDICAL BOARDS Page 1 of 2



PHYSICIAN fsmb
PDC DATA CENTER

PRACTITIONER PROFILE

Prepared for: FCVS As of Date:8/9/2018
Practitioner Name: Kahn. Chava

ABMS® CERTIFICATION HISTORY

Certifying Board: American Board of Obstelrics and Gynecology
Certificate: Obsietrics and Gynecology
Certification Type: General
Certification Status: Cerlified
Participating in MOC: Yes
Effective Expiration Reverification Occurrence Last
Status Duration Date Date Date Reported
Active Time Limited  12/11/2017  12/31/2018 Initial 07/26/2018

The presence and display of ABMS centification data it no way constitules any alfiliation. association with or endorsement of any
advertising, promotion or sponsorship by ABMS. its Member Boards and the Board Cerlified Physicians listed in this direclory

ABMS disclaims arny responsibility or alfiliation tor other data that is provided in the direclory that is not ABMS sourced
information.

This informalion is proprietary data maintained in a copyrighted database compilation owned by the American Board of Medical
Specialties (ABMS). Copyright 2014 American Board of Medical Specialties. All rights reserved.

AQOA® CERTIFICATION HISTORY
No AOA Certifications found.

400 FULLER WISER ROAD EULESS TX 76039 ; TEL(817)868 4000 | FAX (817)868 1099
© 2014 FEDERATION OF STATE MEDICAL BOARDS Page 2 of 2



ATTACHMENT 2
TENNESSEE BOARD OF MEDICAL EXAMINERS

{800) 778-4123, ext 5324384 or {615) 532-3202, ext. 5324384

VERIFICATION OF POSTGRADUATE MEDICAL TRAINMING

APPUCANT Provide the miormation requested in the (op box and then maul this borm 10 each nsttuion 0 whoh
you receved any postgraduate medicat racung [f addibonal farms are requeed, copy thes one

Institution Administration. | am applying foe 3 Tennessee medcal beense and herctry authosize you (0 release any and afl
miormaton n your fies concerming my medical trasng 1 was m tranang &l your :nstiution as foliows

Apgplicant’s name. k\: AH ‘\I CH PN H ==

* (Last) (Furst: (NbddeMarden)
an: U versity of (Nhguey  programrie Fellowsh 2on famly ?\,‘?“_“;“_j
o7/ofix- oufseli

Dates

THIS PORTION IS TO BE COMPLETED BY THE TRAINING PROGRAM'S ADMINISTRATIVE OFFICE

Mease compiete (ncluding questions) and relum to State of Tenaessoe
Board of Medical Examiners
665 Malnsleeam Drive
Nashvilie, TN 37243

CIRCLE ONE
s your ramung program curently ACGME approved? Yes @
Was Ihe ahove program { CMEJACGME appeoved at the ime [he appuacant compieted banng? Yes @
Were there By adverse charges or achons laken dunng the residency? Yes @

i yes please attach supportmg information and/or documemabon

Woukd you recommend the appbeant for icensure? No
Dut the appbcant successfully complete the program No
The apphcant attersegt_ the pxogram from ol » 6/"( [ cety that the nlormaton on this form s rue and

cofrect. {MofY1) . Ma/Yr

918/ 18

Program Dwefiors/eans gnatre ale

&bsmbedardswombefotememsu\el_g_dayofmw 201%
Notary Public

My Commission Expres

(Aflix Seal Here)

oAt w9

JANE E JUCKNO
Notary Pubftc - Michigan
Livingsion County
My Commission Expises Sgp 11. 2019
Acting in the County of

e W A




Courtney Lewis

From: Chava Kahn <chavkahn@gmail.com>
Sent: Thursday, September 20, 2018 8:43 AM
To: Courtney Lewis

Subject: Re: Chava Kahn MD

Attachments: image001 png; Fellowship verification.pdf

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown
senders or unexpected email - STS-Security. ***

1 also have attached a copy of my postgraduate verification form here.

Best,
Chava Kahn

On Thu, Sep 13,2018 at 2:11 PM Courtney Lewis <Courtney.Lewis@tn.gov> wrote:

Good morning.

[ am responding to an email that you sent Orlanda Folston. Page 2 of the paper application needs to also list all
post graduate training (2008-2012 and 2012-2014) that you have or are currently attending. Page 7 of the
practitioner profile will need to list the post graduate training for 2012-2014. All post graduate training will
need to be verified. Therefore, the post graduate training for 2012-2014 will need to be verified on the attached
form by your program director.

Thank you.

Courtney Lewis, Administrative Services Assistant 3
Board of Medical Examiners
665 Mainstream Drive

Nashville, TN 37243



DC HEALTH GOVERNMENT OF THE PISTRICT OF COLUMBIA ?«"'.z’gg?pg"gj‘r"é[g*ég&nlai
DEPARTMENT OF HEALTH MURIEL BOWSER, MAYOR

Health Regulation and Licensing Administration

Dear Sir or Madam

This is to certify the following information. maintained in the records of the Department of Health Board of
MEDICINE for the below referenced Health Care Practitioner:

Name: CHAVA KAHN //'a\,fm\ %\/
License Type: MEDICINE AND SURGERY R oeP 9, 2618

N License Number: MD043836 \/‘55‘\,"‘"&_ })E‘E/l
Original Licensurc Date: 04/14/2016
Expiration Date: 12/31/2018
Obtained By: Waiver of Examination
License Status: Active

Unless stated below. there is no disciplinary action pending nor has any been taken.

NOTE: [f this blank has bcen checked. disciplinany action has been taken.
(See attached copics.)

Thank you.

Sincerely,

Hody b

Frank B. Meyers, JD
Exccutive Director
DC Board of Medicine

899 North Capitol St. NE. 2 FIr| Washington, DC. 20002 [T: 202 724-8800|F: 202 442-8[17
www.doh.dc.gov/bomed | www.facebookcom/de.bomed




" MARYLAND
Department of Health Board of Physicians

Larev Hogan, Governor - Boyd K Rutherford, Lo Governor -~ Robert R Neall. Secrerary

September 5, 2018

Tennessee State Board of Medical Examiners
665 Mainstream Drive

Nashville TN  37243-0001

This is to verify the records of the Maryland Board of Physicians. The following information is
available under the Maryland Public Information Act. State Government Article, Section 4-333.
regarding the following practitioner:

Chava Kahn

For the Practice of: Physician-M.D.
License Number: D81052
Date Issued: 02/23/2016
Current Status: Active
Expiration Date 09/30/2020
L*Disciplinary Actions No disciplinary actions.

*Disciplinary information can be found on our website. Go to hitps:/www.mbp.state.md.us and
select Lookup a License.

For malpractice claim information, please contact the Maryland Health Care Alternative Dispute
Resolution Office 410.767.8200.

Respectfully,

Maryland Board of Physicians
Verification Unit

1201 Patterson Avenue — Baltimare. Manyland 21215
Lol Free 1-800-492-6836 - 1 1'Y/Manyland Relay Service 1-800-735-2258
Web Site: www.mbp state md.us



Practitioner's Name '

=B

Profession B 2 A Yty

TN License #

_.q
¢~

(if appiicabie)

"\. "
Piragy ooany
!

ll. MEDICAL, PROFESSIONAL OR TRAINING SCHOOLS
EDUCATION OR OTHER GRADUATE-LEVEL TRAINING

AND GRADUATE MEDICAL

A, What schoolisyeducational programs have you attended? And. what type(s) of degree(s) do you hold?
Do not include coursework taken to mest the continuing education requirement for licensure renewal

CITY;STATE/COUNTRY (If |  DATEOF veE OF
PROGRAMINSTITUTION NOT COMPLETED IN THE GRADUATION e L
US ) MM/BOYYYY i - .

e e e i

8 List in chronologrcal order from date of graduation to the present. all completed medical professional
graduate and/or post-graduate training (internship, residency, fellowship or other program). Do nat
include coursework taken to meet continuing education requirements far licensure renewal

PROGRAM AND SPECIALTY AREA
(INTERNSHIP. RESIOENCY
FELLOWSHIP, ETC

LOCATION OF TRAINING
(CITY. STATE OR COUNTRY IF
NOT COMPLETED IN THE U.S))

FROM
MMDDYYYY

TO
MM/DDYYYY

Pips.a P LSRN Tetleqe o4
)
1. ,’V\g,\ Jine Taetr I o
S

fo

£ S

O €A | :ﬂ[’\ﬂiﬁk‘!j

?3!'6-‘ Y R \.(J

90

¢ v}cli’.u;-,{ gigf?-'/i-k'”'*

v B .
7. U AN AR ,'.,‘- M ")”‘",

Fa \\ 3 ;
PO v 5 ;‘ roaan . ?

.
RV

.
.

A
pip(\ {*t [ VA JIA

§ M K, :
R R D RV

Coig.ivudd

. SPECIALTY BOARD CERTIFICATIONS (if applicable):

Do you hold a certification, specialty or subspeciatty from any specialty board recognized by the board
requlating the profession for which you are licensed? (sae instructions)

i “Yes™. complete section below

YES ___

NO _

CERTIFYING BODY/BOARD INSTITUTION

CERTIFICATION/SPECIALTY/SUBSPECIALTY

PH 3585 (Rev 10/16)

Page 7

RDA 10137



Courtney Lewis

From: mdh.mbpverifications@maryland.gov

Sent: Tuesday, September 4, 2018 3:03 PM

To: Courtney Lewis

Subject: Maryland Online License State Board Verification

«* This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown
senders or unexpected email. - STS-Security***

Date: 9/4/2018
This is confirmation that a request for verification was emailed to: Tennessee State Board of Medical

Examiners.

Please click on the link below to download the verification request submitted 9/4/2018.
[nvoice#: 24650

Practitioner Name: Chava Kahn

License#: D81052

Requester Individual: Chava Kahn

Requester Email: chavkahn wpmail.com -

For problems or concerns, please contact the requesting party.

* Disciplinary Actions can be found on our website. Go to www.mbp.state.md.us and select Search Practitioner
Profiles

Please click the link below to activate the encrypted verification pdf document.

Please click to download and view the verification (.pdf Format)




RICK SNYDER DEPARTMEN
GOVERNOR

VE

o
(1’ £

R e
STATE OF MICHIGAN

T OF LICENSING AND REGULATORY AFFAIRS SHELLY EDGERTON
LANSING DIRECTOR

RIFICATION OF LICENSURE

MICHIGAN BOARD OF MEDICINE
VERIFICATION OF LICENSURE AS OF 09/14/2018 s

State of Tennessee

Received By:

Board of Medical Examiners SEP 25 2018
665 Mainstream Drive -
Nashville, TN 37243 ME unit |
NAME: Chava Kahn BIRTHDATE: XX/XX/1880
ADDRESS: 20 Heatheridge St.

Ann Arbor Mi 48104
TYPE: Medical Doctor ORIGINAL DATE: 01/31/2012
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Good morning.

The board consultant has reviewed vour tile. Please:

e List the start date of your premed. med school. and MPH on the attached application.

Email the corrected page back to me.

Thank you.




Courtney.l ew(s@in.gov

tn.gov/health

From: Chavi [mailto:chavkahn@gmail.com]
Sent: Wednesday, October 17, 2018 1:10 PM
To: Courtney Lewis

Subject: Fwd: Chava Kahn MD

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from
unknown senders or unexpected email - STS-Security. ***

Please see attached. Thank you.

Chava Kahn

Sent from my iPhone

Begin forwarded message:

From: Rafi Pristoop <rafiki{@gmail.com>
Date: October 17, 2018 at 3:29:38 PM GMT+3
To: Chavi Kahn <chavkahn‘@gmail.com>
Subject: Re: Chava Kahn MD

attached

On Tue, Oct 16, 2018 at 5:59 AM Chava Kahn <chavkahnZgmail.com> wrote:

---------- Forwarded message ---------

From: Courtney Lewis <Courtney.Lewis‘@n.gov>
Date: Wed, Oct 10,2018 at 5:13 PM

Subject: Chava Kahn MD

To: chavkahn‘@gmail.com <chavkahn@gmail.com>




Sent: Wednesday, October 24, 2018 9:00 AM
To: Courtney Lewis
Subject: Re: Chava Kahn MD

Hello,

[ apologize for the delay, | was out of the country. Please see attached.

Thanks so much.

Chava Kahn

On Thu, Oct 18. 2018 at 11:09 AM Courtney Lewis <Courtney. Lewis{@tn.gov> wrote:

Good morning,

Your md degree should be corrected to 08/15/2003-06/05/2008, post graduate training for Albert Einstein should be
07/01/2008-06/30/2012, and post graduate training for University of Michigan should be 07/01/2012-06/30/2014.
Please correct page 4 of the application and email to me.

Thank you,

Courtney Lewis, Administrative Services Assistant 3
Board of Medical Examiners
665 Mainstream Drive

Nashville, TN 37243




Courtney Lewis

From: Chava Kahn <chavkahn@gmail.com>
Sent: Wednesday, October 24, 2018 2:07 PM
To: Courtney Lewis

Subject: Re: Chava Kahn MD

Attachments: image001.png; pg. 4_corrected 1.pdf
Hello,

Sorry, [ am a little confused. Page 4 refers to my educational information, not my postgraduate training. |
completed a MPH at University of Michigan (which is what page 4 refers to) simultaneously with my
postgraduate medical training there. [ have put a start date though for the MPH if that is what you are asking for
and I have attached it to this email.

Best,
Chava Kahn

On Wed, Oct 24, 2018 at 1:04 PM Courtney Lewis <Courtney.Lewis@@tn.gov> wrote:

Good afternoon,

The attached page 4 is missing the start date for the post graduate training for University of Michigan.

Thank you,

Courtney Lewis, Administrative Services Assistant 3
Board of Medical Examiners
665 Mainstream Drive

Nashville, TN 37243

tn.gov/health




The board consultant has reviewed your file. Please:

o  List the start date of your premed. med school, and MPH on the attached application.

Email the corrected page back to me.

Thank you,



From: Chavi [mailto:chavkahn@amail.com]
Sent: Wednesday, October 17, 2018 1:10 PM
To: Courtney Lewis

Subject: Fwd: Chava Kahn MD

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown
senders or unexpected email - STS-Security. ***

Please see attached. Thank you.

Chava Kahn

Sent from my iPhone

Begin forwarded message:

From: Rafi Pristoop <rafiki‘@gmail.com>
Date: October 17, 2018 at 3:29:38 PM GMT+3
To: Chavi Kahn <chavkahn@gmail.com>
Subject: Re: Chava Kahn MD

attached

On Tue, Oct 16, 2018 at 5:59 AM Chava Kahn <chavkahn/@gmail.com> wrote:

---------- Forwarded message ---------

From: Courtney Lewis <Courtney.Lewis@tn.gov>
Date: Wed, Oct 10,2018 at 5:13 PM

Subject: Chava Kahn MD

To: chavkahni@gmail.com <chavkahn@gmail.com>

Good morning,



Courtney Lewis

From: Chava Kahn <chavkahn@gmail.com>
Sent: Wednesday, October 24, 2018 9:00 AM
To: Courtney Lewis

Subject: Re: Chava Kahn MD

Attachments: image001.png; pg. 4_corrected.pdf
Hello.

[ apologize for the delay, [ was out of the country. Please see attached.

Thanks so much.
Chava Kahn

On Thu, Oct 18, 2018 at 11:09 AM Courtney Lewis <Courtney.Lewis@tn.gov> wrote:

Good morning,

Your md degree should be corrected to 08/15/2003-06/05/2008, post graduate training for Albert Einstein should be
07/01/2008-06/30/2012, and post graduate training for University of Michigan should be 07/01/2012-06/30/2014.
Please correct page 4 of the application and email to me.

Thank you,

Courtney Lewis, Administrative Services Assistant 3
Board of Medical Examiners

665 Mainstream Drive

Nashville, TN 37243

Courtney.l ewis@tn.gov

tn.gov/health




---------- Forwarded message ---------

From: Courtney Lewis <Courtney.Lewisiiin.pov>
Date: Wed, Oct 10, 2018 at 5:13 PM

Subject: Chava Kahn MD

To: chavkahn{@email.com <chavkahnf@gmail.com>

Good morning,

The board consultant has reviewed your file. Please:

e List the start date of your premed, med school, and MPH on the attached application.

Email the corrected page back to me.

Thank you,




Courtney Lewis

From: Courtney Lewis

Sent: Thursday, October 18, 2018 10:10 AM
To: ‘Chavi'

Subject: RE: Chava Kahn MD

Good morning,

Your md degree should be corrected to 08/15/2003-06/05/2008, post graduate training for Albert Einstein should be
07/01/2008-06/30/2012, and post graduate training for University of Michigan should be 07/01/2012-06/30/2014.
Please correct page 4 of the application and email to me.

Thank you,

Health

Courtney Lewis, Administrative Services Assistant 3
Board of Medical Examiners

665 Mainstream Drive

Nashville, TN 37243

Courtney.Lewis@tn.gov

tn.gov/health

From: Chavi [mailto:chavkahn@gmail.com]
Sent: Wednesday, October 17, 2018 1:10 PM
To: Courtney Lewis

Subject: Fwd: Chava Kahn MD

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown
senders or unexpected email - STS-Security. ***

Please see attached. Thank you.
Chava Kahn

Sent from my iPhone

Begin forwarded message:

From: Rafi Pristoop <rafikif@gmail.com>
Date: October 17, 2018 at 3:29:38 PM GMT+3
To: Chavi Kahn <chavkahn@gmail.com>
Subject: Re: Chava Kahn MD

attached




8/20/18 7:11 AM

Are you the spouse of a member of the
armed forces who has been transferred by
the military to Tennessee ar who has, within
the preceding 180 days, retired fram the
armed forces, received a discharge other
than a dishonorable discharge from the
armed forces or been released from active
duty to a reserve compaonent? (If yes, please
provide proof of same.)

Type of intended primary specialty practice
in Tennessee:

Have you previously applied for a medical
license in Tennessee?

Bducational Information 1
Name of educational institution attended:

City:

State:

Degree/certificate earned:
Program Major:

staTt Jate.
Graduation date of education program:

Educational.information: 2 . -
Name of educational institution attended:

City:

State:

Degree/certificate earned:
Program Major:

Stact dete:

Graduation date of education program:

Edueational ifformation 3 -
Name of educational institution attended:

City:

State:

Degree/certificate earned:
Program Major:

Start doke:
Graduation date of education program:

Page 4 of 8

Obstetrics and Gynecology

No

Yeshiva University
New York

New York

BA

English Literature

08/0i/1997
05/15/2002 (mm/dd/yyyy)

Albert Einst:ein lCoII;g; of Med
Bronx

New York

MD

Medicine

¢ 7/o1/200
06/05/2008 (mm/dd/yyyy)

The University of Michigan |
Ann Arbor

Michigan

MPH

Epidemiology

07/01/a01a
05/31/12014 (mm/dd/yyyy)




Courtney Lewis

From: Chavi <chavkahn@gmail com>

Sent: Wednesday, October 17, 2018 1:10 PM
To: Courtney Lewis

Subject: Fwd: Chava Kahn MD

Attachments: Page 4.pdf

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown
senders or unexpected email - STS-Security. ***

Please see attached. Thank you.

Chava Kahn

Sent from my iPhone

Begin forwarded message:
From: Rafi Pristoop <rafiki@gmail.com>
Date: October 17. 2018 at 3:29:38 PM GMT+3

To: Chavi Kahn <chavkahn@gmail.com>
Subject: Re: Chava Kahn MD

attached

On Tue, Oct 16, 2018 at 5:59 AM Chava Kahn <chavkahn@gmail.com> wrote:

---------- Forwarded message ---------

From: Courtney Lewis <Courtney.Lewis@tn.gov>
Date: Wed, Oct 10,2018 at 5:13 PM

Subject: Chava Kahn MD

To: chavkahngemail.com <chavkahn@gmail.com>

Good morning,

The board consultant has reviewed your file. Please:

¢ List the start date of your premed, med school, and MPH on the attached application.

Email the corrected page back to me.



Courtney Lewis

From: Courtney Lewis

Sent: Wednesday, October 10, 2018 9:13 AM

To: ‘chavkahn@gmail.com'

Subject: Chava Kahn MD

Attachments: (3CAAD74C-D2D6-4CAT7-847F-8D613D47F854}

Good morning,
The board consultant has reviewed your file. Please:

¢ List the start date of your premed, med school, and MPH on the attached application.
Email the corrected page back to me.

Thank you,



Courtney Lewis

From: Chava Kahn <chavkahn@gmail.com>

Sent: Thursday. September 20, 2018 8:47 AM

To: Courtney Lewis

Subject: Re: Chava Kahn MD

Attachments: image001.png; application_pg 2.pdf; pract profile_p.7 pdf

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown
senders or unexpected email - STS-Security. ***

Hello.

Thank you so much. Attached are the requested changes. [ have confirmed with University of Michigan. and
verification of my postgraduate training is in the mail.

Thanks so much
Chava Kahn

On Thu. Sep 13.2018 at 2:11 PM Courtney Lewis <Courtney.Lewis @n.gov> wrote:

Good morning,

[ am responding to an email that you sent Orlanda Folston. Page 2 of the paper application needs to also list all
post graduate training (2008-2012 and 2012-2014) that you have or are currently attending. Page 7 of the
practitioner profile will need to list the post graduate training for 2012-2014. All post graduate training will
need to be verified. Therefore, the post graduate training for 2012-2014 will need to be verified on the attached
form by your program director.

Thank you.

Courtney Lewis, Administrative Services Assistant 3
Board of Medical Examiners

665 Mainstream Drive



Courtney Lewis

From: Courtney Lewis

Sent: Thursday, September 13, 2018 1:11 PM
To: ‘chavkahn@gmail.com’

Subject: Chava Kahn MD

Attachments: PGT Verification Form.pdf

Good morning,

I'am responding to an email that you sent Orlanda Folston. Page 2 of the paper application needs to also list all post
graduate training (2008-2012 and 2012-2014) that you have or are currently attending. Page 7 of the practitioner profile
will need to list the post graduate training for 2012-2014. All post graduate training will need to be verified. Therefore,
the post graduate training for 2012-2014 will need to be verified on the attached form by your program director.

Thank you,

Health

Courtney Lewis, Administrative Services Assistant 3
Board of Medical Examiners

665 Mainstream Drive

Nashville, TN 37243

Courtney,Lewis@tn.gov

in.gov/health




Orlanda Folston

From: Chava Kahn <chavkahn@gmail com>

Sent: Wednesday, September 05, 2018 10.03 AM

To: Orlanda Folston

Subject: Re: Medical License Corrections

Attachments: image001.png; medical training. pdf; dec of citizen.pdf; profile pdf

*** This is an EXTERNAL email. Please exercise caution. DO NOT open attachments or click links from unknown
senders or unexpected email - STS-Security. ***

Hello,

[ hope you had a nice Labor Day weekend. Attached are the edits that you had requested. Please let me know if
there are still any outstanding issues with them.

Additionally. we had discussed that you needed verification of my fellowship training at University ol
Michigan, but I just wanted to confirm which document [ should have University of Michigan complete.
Attachment 2 entitled Verification of Postgraduate Medical Lducation does not apply to them because the
frellowship in Family Planning which [ completed is not an ACGME approved fellowship. Rather. the
fellowship is a 2 year program after residency that although recognized in the field of Obstetrics and
Gynecology, it is not a formal ACGME fellowship. I hope this is clear!

Best.
Chava Kahn

(¢) 201-394-9637

On Fri, Aug 31,2018 at 10:36 AM Orlanda Folston <Orlandu.lFolstonf@tn.gov> wrote:

Good Morning Dr. Kahn,

The following corrections are nceded:

Please add the start date of your Medical Education and List all post graduate training on page 2 of the
Application,

List your Health Profession (Medical Doctor) on the Declaration of Citizenship.

List the start and end dates of vour Post Graduate Medical Training on the Mandatory Practitioner
Profile Questionnaire.

Thanks and have a wonderful weekend!



Fva (O idiadual Tetters ol professional teconmendation from ficensed physeenins on protessioaal tetterhead. Pleuse

nutke sure the detters have been dated and written wathin die Bast s e monitie One Ch Tener bas been recened Trom

Apphicanis for initial heensure i Lennessee must abton a cvinial hackgromid chieeh Please Tollow the ditections that are
ericlosed (ifowever il you fuve aircady submitied your Caiminai iswkaronnd ©neck w e appropriate epo g agency
please feel free to contaet the office at (613) 332 438 1)

Yoour Qrsi sci of imngerprings sis refecied 0y CH BT Picass suhnni e pantie

Youwr sceond set ol fingerprints was rejected by IBETE Yoo will e requinad io tavet i Fennessee o have vour prints
taken clectronically

e crinmal background cheek that we recen ed was ditesd v TREEBE This oflice can - onlyaceept
criminal background cheeks that completed within the tast six (6) months Please resubnut an updated criminal background
check

Notatized copy of legal eatitlement to live or work in thie Unied States (loe US, Citizens, birth certificale or cwrent
passport only). Fornon-U.S. eitizens, il your current visa is expired please notify us in weiting sad submit prool of waiver
(U B visy, or ather pending visa application request.

.

\/ Decelacation of Citizenship must accompany all applications foc initial licensure ar reinstatement of liceasure. The “SAVE
ACT” requires the Tennessee Departinent of health (including alt Boards, Commissions, and contractors), along with every
local health department in the State, to verify that every adult applicant for a professional license is either a U.S. ¢itizen. a
“qualified alien,”™ or o nonimmigrant who meets the requirements set aut of § 1.5 C. 1621,

L Auswer question #5 on page 1 LI Remove ticense number
™M ] o . _E\Q" 3 g ) 3
L Complete malling address on e ! \\% ND}J\'\)\'\ 9‘ bm

\/ Completed Mandatory Practitioner Profile Questionnaire {this is ¢ separae document (ror the application).  You may
downtoad it (rom the website and fax the completed famm (6 pagesi o GES-23 31184, o mail it W this ofTice,

M received your profile; however, the following pages are incomplele or incotreet \\S_);_—_ S_\—-QM} NM

O, peSi- YOSt ey

Motarized copy of your specialty certilicate,

Application indicates pending legal action, malpractice judgment, or scttlement. Please have a copy of the complaint,
answer, and/or {inal action senl (o this office conceraing your respense o guestion #f

Please submit a written explanation (or an afltmmative answer to Question(s) i o on the application.

Alfiemative responses require final documents or orders [ram the issning states, courts and/or agencies. Please submit these
tor allirmative responsc to question(s) #

[lease submit documentation showing proolol hours o continuing cducation

Please submit court documents in regards 10 the arcest dute(s)

Other:

L can take up lo fourteen (14) days for documents sent by ULS. Mail o reach this oflice. 1S mail is delivered to our State Post Otfice.
then distributed - Quernight and specicl cotirier mail may reduce yom wailing uine; however. vou niust use the 7ip Code 37228 for all

cvermvhit ar soccial cowrior muail

Board Adimuasiratorn




FENNESSEL BOARD OF MEDICATL EXAMINERS
H6S MAINSTREANM DRIV
NASHVILE D TENNESSEE 372453
sy lennessee vov/health

Foday s Dale: P' L’—\ N \\{

Chava Kahn MD

7733 16th Street, NW

Washington, DC. 20012

DEFICIENCY TETTER

I'his letter is prepared 1o notily you of delicieneies remaining in order to complete your appheation for ficensure ax i medical
doctor in the state of Teunessee.  Pursuant to Board rule, applications not complete within nincty days ol the initial
deficiency letter will be closed. An applicant seeking licensure alter the closure of his or her application file will be required
to submit o uew application and tee. Please let our office know if additional documents are uploaded to the enline systen.

Date of your initial defictency letter: 5}_ —2:-—\_, \? Date your application will be closed: \\__z-\_, \Y

Review of your application on the above date revealed the items chiecked below are required to complete your tile:

e

We arce in reccipt of your application; however, page(s) 9_ ; ___is meomplete and'or incorrect

G Dhesirdeds B el sdutoun Gy 33 OB F i e AN

S o is required to complete payment of licensure fees. Please remit this agtount nosw.
A recent passport-type photograph, passport-type.

Official graduale transcripl, indicating courses taken, grades, and M.D. (or equivaleni) degree. Transeripts must be
submniitted direetly from the University to our office. International graduates must also subnuit an afficial English
translation of the transeript and curriculum if original is not in English.

[f you are an international medical school graduate, please provide proof that your medical school’s admission standards
meet or exceed those of the Linison Commiliee on Medical Education (LCMIE). Please consult the Buwd's tales and
policy for furthet clarification on this matter: Tenn. Comp. R. & Regs. 0880-02-.04(3)
https://wwaw.tn.govicontent/dam/in/health/docyments/Foreign_Medical _School Policy, pdt

A nolatized copy of your E.C.E.M.G. certificale.

Verification of successful completion of qualifying postgraduate medical education (Adachinent 2) must be completed by
program director, notarized, and sent directly fom the training program to (his office. ALL TRAINING completed in the

US (including lnternships, Residencies, and Fellowships) must he verified for every applicant. Forms submitied prior to
completion of required training will not be aceepted. Any training listed below has not been recerved:

W —oN L o N

NBME, FLEX, LMCC, USMILLE or State Board exant scores. This information must come © this oflice dircctly from the
testing ageacy.,

Verilicntion of licensure direetly from cach state, country or provinee in swhicl you hold or have cver held a ficense.

Clearance form has not been received {rom:

L /OO XX/ / /



- Health

DECLARATIONR OF CITIZENSHIP
MUST ACCOMPANY ALL INTTIAL LICENSURE OR RECIPROCITY LICENSURE APPLICATIONS

-

2 Legartment of tealth (indeaing all Boards, Corvmissions and corracters), along with every Leal heakth departmernt s

o T C0A § 455108 oxoseq, T Ebginity Verfiaton for Enttements Act {also wnown as me "SAVE At) requires the

COSLE, 16 werty Lhal every AT Ap0licant apolyg for @ professional ioense s aer 8 U.S. clzen, o Tqualfec alien” or 3

nosimTgrant $eo moets the oS wt ot BUSL I8

(3]

|'r 1 am apptying for a(n) AT I
Heatthcaie Profession (Please Print) License number {if spphcable)
Please Print Legibty ;
, | i
Name RSN [ S SRARNGS =5 S5 = [
Lost First Middie M uidern [
1 Maing dddress; -~ o lin-i ¢ BARYY, ayy Az toe =07 (il k i
Street/P.0. Bax City State 2o !
3 Phone Number, (2w 3 DM MR T ] - { ) *
Personal / Home Office Fax

D ae a ‘orcign naticnal nct physically present in the United States © Yes Y2 No  If yOu answersd sz 1o ths
question piease sgn ths form in the presence of 3 notary and return It with your appiication. No further
documentabion 5 required

Tam a Unded States Ctizers: 3 Yes Cine

ADOiCarts claimng United States Citizenship MUST provide a copy of ane of the foliowing

4, Tennessee DOriver's Lensa, or photo D issued by the Tennessee Department of Safety.

0F A vald driver license of 1D issued by another state, provided its issuance reguirements meet Tennessee
Deparnment aof Safety criterla.

2 An offical btk certificale swed by 3 US. state, tertory, or other jurisdiction Fuerto Rean birth
certficates rssued before July 1, 2010 do not qualify.

4 A fegeraily ssued birth certificate.
ey A vahd, unespired U.S. passoot.
o Areport of birth abroad of a ULS. ctizen.
ch A cerufoate of citszenship,
ry A cerufiate of naturalzation,
. A US cnizen 1D carg
Jo ANy UCCessar document to IS & above.

<1 A Soaat Secunty Card that is vertflable with the Soaal Securty Adrwnistration in accordanue witri fesleral

A

Mesered ThaT o gneshnon 5onadcate [rom the st below which catpgonny appoies 10,0, (i

wmgrant eppidant for 3 peofesnnal of commenTial Brerise woosa visa Tor ey ot e cnted
s ocedaten) [0 sch empdoyment, or 3 nonimimugrant uniee the JmmEpraton sied Satorgiee i
1101 of se7

I"xer 1

ooty asnd Feguiitian ¢ Office of Emetgency Medical Services
witle, TN 37243

LU v Rse mlD YL AT ans e o o PRaith e rams s

S5 Mars oo BDrive * Ni




PHYSICIAN
DATA CENTER

PDC

fs@

PRACTITIONER PROFILE

Prepared for:
Examiners

Practitioner Name: Kahn, Chava

ABMS® CERTIFICATION HISTORY

Certifying Board:
Certificate:

Cediification Type: General
Certification Status: Certified
Participating in MOC Yes
Effective Expiration
Status Duration Date Date
Active Time Limited 12/11/2017  12/31/2018

Tennessee State Board of Medical

Reverification
Date

As of Date:8/24/2018

American Board of Obstetrics and Gynecology
Obstetrics and Gynecology

Qccurrence Last
Reported
Initial 07/26/2018

The presence and display of ABMS certification dala in no way constitutes any affiliation, association with or endorsement of any
advertising, promotion 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 data maintained in a copyrighted database compilation owned by the American Board of Medical
Specialties (ABMS). Copyright 2014 American Board of Medical Specialties. All rights reserved.

AQA® CERTIFICATION HISTORY
No AQA Certifications found.

S FULLER WISER RDAD ZULESS
© 2014 FEDERATION OF STATE MEDICAL BOARDS

~ g wann
X‘:t,)

s

3179333 4300 FAX 13171853 1039
Page 2 of 2




P DC PHYSICIAN
DATA CENTER

fs@

PRACTITIONER PROFILE

Prepared for: Tennessee State Board of Medical

Examiners

As of Date:8/24/2018

PRACTITIONER INFORMATION

Name: Kahn, Chava

DOB: 7/10/1980

Medical School: Albert Einstein College of Medicine of Yeshiva University
Bronx, New York, UNITED STATES

Year of Grad: 2008

Degree Type: MD

NPI: 1801179577

BOARD ACTIONS
To date, there have been no actions reported to the FSMB

LICENSE HISTORY

Jurisdiction License Number Issue Date
DC MD043836 04/14/2016
MARYLAND D81052 02/23/2016
MICHIGAN 4301099940 01/31/2012

Expiration Date
12/31/2018
09/30/2020
01/31/2019

Last Updated
08/01/2018
08/24/2018
07/30/2018

400 FULLER WISER ROAD EULESS, TX 73039 ! TELI317)883 4000 ' FAX {317)353 4099

© 2014 FEDERATION OF STATE MEDICAL BOARDS

Page 1 of 2



= Health

DECLARATION OF CITIZENSHIP
MUST ACCOMPANY ALL INITIAL LICENSURE OR RECIPROCITY LICENSURE APPLICATIONS

Pursuant to T.CA. § 4-58-101 et seq, the Ebpihility Verification for Entitiements Act (also known as the "SAVE Act”) requires the
Tennessee Department of Health (including all Boards, Commissions and qontractors), along with every kcal healh departrment in
the State, 0 verify that ey saiat applicant applying for a professional Boense s exther a U.S. citizen, a “quaiified allen” or a
nonimimigrant who meets the requiremaonts set out at B U.S.C, 1621,

£ am applying for a(n)
Profession (Please Print) Uitense number (¥ applicabls)
Please Print Legibly
1. Name: “\o\\\/\ CX\O\VO\
Middle Maiden
2. Matling Address: '/135 | +h (;i- Nw Washisgtsa  DC 20041,
Street/P.0. Box Gty State o
3. Pnone Number; (301 ) 394 - 9637 ( ) - () -
personal/Home Office P

4. 1am a foreign national not physically present In the United States (] Yes [X] No  If you answered yes to this
question, please sign this form in the presence of a notary and return i with your application. No further
documentation is required.

5, TamaUnRed StatesCrizen: [dves [Jneo

6. Applicants daiming United States Citizenship MUST provide & copy of ane of the following:

a) Tennessee Driver’s License, or photo 1D issued by the Tennessee Department of Safety.

b) A valid driver license or ID issued by ancther state, provided its Issuance requirements meet Tennessee
Department of Safety criteria.

¢) An official birth certificate issued by a US. state, territory, or other jurisdiction. Puerto Rican birth
certificates issued before July 1, 2010 do not qualify.

d) A federally issued birth certificate.

e) A valid, unexpired U.S. passport.

f) A report of birth abroad of a U.S. citizen,

@) A certificate of citizenship.

h) A certificate of naturalization.

I} AU.S. citizen ID card.

§)  Any successor document to #'s e-f above.

k) A Social Security Card that i5 verifiable with the Sodal Seaurity Administration in accordance with federal
law.

7. ¥ you answered "No" to question 5, indicate from the list below which category applies to you: (check one)

MI&M(mnm Puge | KA -1y s

Dhmonofﬂulmu«mweandm Ofﬂeed!wnquedhlsuvioes _
655 Mainstream Drive * Mashville, TN 37243
Tel; 615-741-2584 » Fax: 615-741-4217 » \Vebsive: tn.gov/health/article/ems-about




Asylees who meet the quaiifications set out m 8 U.5.C. 1158,
Refugees who meet the qualffications set out in 8 U 5.C. 1157,
Persons who have been “paroled into the Unted States,” under 8 U.5.C. 1182(dX5) or whose deportation
has been vathhetd under 8 U.S.C. 1253.

Cuben or Hafdan entrants as defined by section 501(e) of the Refugee Education Assistance Act of 1980.
Persons granted conditional entry into the U.S. under 8 U.5.C. 1153(a)(7) before April 1, 1980, because of
persecution or fear of persecution on account of race, redigion, or political opinion or because of being
uproobted by catastrophic pational calamity

An sllen who has been “battered” or subjected to “extreme auedty” by a parent or spouse as defined by
B USC. 164i(c), and also meets the quafifications set out 8 US.C. 1641(cX1){B). Under the
circumstances set out in 8 U.5.C. 1641(c)(2) and (3), wictims’ children, or the parents of chiidren who are
victims, may also apply for benefits as qualified stiens.

0 OO 000

Applicants claiming qualified allen status (question 7 above), please submit two of the following forms of
“documentation of identity and immyigration status™ as determined by U.S. Homeland SecurRty to be aaceptable for
verification through the SAVE program. Common types of documents used to verify immigration status are Hsted
below. (Note: I you can provide only ane document, your status will be verified through the U.S. Department of
Homeland Security’s SAVE program):

1-327 (Reentry Permi)

I-551 (Permanent Resident Card or “Green Card™)

571 (Refugee Travel Document)

1-766 (Employment Authorization Card)

Machine Readable Immigrant Visa (with Temporary 1-551 language)
Temporary I-551 stamp {on passport or 1-94)

1-94 (Arrivay/Departure record)

Unexpired foreign passport

WT/WB Admission Stamp in unexpired forelign passport

1-20 (Certificate of Eligibility for Nonimmigrant F (1) student status— “student visa®)
DS2019 (Certificate of Eligibility for Exchange Visitor (J-1) Status)

1 affirm under the penafty of perjury that the above & true and correct.
agnedtis__ Q' dayor_ Fug st L2048
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nemrRE Montgomacy County
My Commission Expires: rD(; e D4 ”" RO -L— My Commisgion Expires

17 an applicant iz dis d to be an unqualified alien, or otharwisa ineligible for benefits under (e AR, all FecETTing benefits provided to that -
applicant must be immediately torminatod. Anyone wha peiposefilly makes o falss, fictitious, or frevdulent ciaim of US. citieenship or qualified
afien status will be Bable uader the Tenoessee Medicaid False Qaims A, of Tonnessee’s Falsd Clabms Act. Any person who oonspires to defraud
the state or awy oo hualth dopartment by securing & fbse e abowed or pald to ansther person in violstion of the Act may ba lable undar
Teonessae's False Clalms Act. Upen dwowary of an applicant's faise, fic , or fraudhslent claim of U.S, dtimeaship or guafified allen status,
sats governmental entities sod 508! habfth dapartments mudt st flle a criminal complaint with the Office of the Attomey General and/or the
Uniad State AttOTWY.
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Department of Gynecology and Obstetrics
A Building, 15t Floor, Room 121

4940 Eastern Avenue IOINS FIOPK TNS
Baltimore, Maryland, 21224-2780 JOI 1N\S IJOI K!N‘S
410-550-0336 (Phone) __ MERDICINE
410-550-0196 (Fax) JOHNS HOPKINS

DAYYIEYW MEDICAL CENTER

August 16, 2018

State of Tennessee
Department of Health
Health Related Boards

665 Mainstream Drive
Nashville, Tennessee 37243

To Whom [t May Cencern:

It is with pleasure that I write this letter of recommendation for Dr. Chava Kahn. | have
personally known Dr. Kahn for the past two years, while working together in the Department of
Gynecology and Obstetrics at Johns Hopkins Bayview Medical Center.

Dr. Kahn is hard working and provides exceptional care to her patients. She is always kind, calm
and polite, and maintains sound clinical judgment and a positive atmosphere, even during
emergencies. She gets along with both hospital and clinic staff very well and holds herself to the

highest standards of ethics and integrity.

I unreservedly attest to Dr. Kahn's' honorable moral character. Please do not hesitate to contact
me if you have any further questians.

Best,

A

Carla Bossano, MD



Department of Gynecology and Obstetrics
A Building, 1st Floor, Room 121

4940 Eastern Avenue

Baltimore, Maryland, 21224-2780
410-550-0336 (Phone)

410-550-0196 (Fax)

August 16, 2018

State of Tennessee
Department of Health
Health Related Boards

665 Mainstream Drive
Nashville, Tennessee 37243

To Whom It May Concern:

My name is Dr. Rachel Chan Seay, and | am proud to write this letter of recommendation for Dr. Chava
Kahn, whom | have personally known for the past two years at Johns Hopkins Bayview Medical Center.

During my working relationship with Dr. Kahn, | have experienced a hard-working physician who performs
her duties exceptionally well. She is always respectful, empathic and has excellent clinical judgment. She
is skilled at making her patients feel comfortable and cared for, and is well-liked by all the staff who work

P
L1

B S —

JOHNS HOPKINS

MEDOICINE

JOHNS HOPKINS
BAYYIEW MEDICAL CTENTER

with her. It is without reservation that | attest to her upstanding moral character.

If you have any questions, please do not hesitate to contact me.

Best,

= T R

N

Rachel Chan Seay, MD
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Application Summary

8/20/18 7:11 AM

Application Detail
License Type:

Application:

Application Date:

Application Questions .

Do you currently have any physical or
psychological limitations or impairments
caused by an existing medical condition
which are reduced or ameliorated by
ongoing treatment or monitoring, or the field
of practice, the setting or the manner in
which you have chosen to practice?

At any time within the past two years, have
you engaged in the illegal use of illicit or
controlled substances?

Are you currently participating in a
supervised rehabilitation program or
professional assistance program that
monitors you to assure that you do not
consume alcohol and/or do not engage in
the illegal use of illicit or controlled
substances?

Have you ever been diagnosed as having or
have you ever been treated for pedophilia,
exhibitionism, voyeurism or other diagnosis
of a predatory nature?

Have you ever held or applied for a license,
privilege, registration or certificate to practice
medicine in any state, country, or province,
that has been or was ever denied,
reprimanded, suspended, restricted,
revoked, otherwise disciplined, curtailed, or
voluntarily surrendered under threat of
investigation or disciplinary action?

Have you ever had staff privileges at any
hospital or health care facility that were ever
revoked, suspended, curtailed, restricted,
limited, otherwise disciplined, or voluntarily
surrendered under threat of restriction or
disciplinary action?

Page 1 of 8

Medical Doctor

Medical Doctor: Initial Standard License
Application

08/20/2018 (mm/dd/yyyy)

e

No

No

No

No

No

No
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Have you ever applied for or held a state or No
federal controlled substance certificate that

was ever denied, revoked, suspended,

restricted, voluntarily surrendered or

otherwise disciplined or surrendered under

threat of restriction or disciplinary action?

Have you ever been convicted (including a No
nolo contendere plea or guilty plea) of a

felony or misdemeanor (other than a minor

traffic offense) whether or not sentence was
imposed or suspended?

Have you ever been rejected or censured by No
a professional association or society?

In relation to the performance of your No
professional services in any profession:

Have you ever had a final judgment

rendered against you?

In relation to the performance of your No
professional services in any profession:

Have you ever entered into any settlement of

any legal action?

In relation to the performance of your No
professional services in any profession: Are

there any legal actions pending against you

or to which you are a party?

Have you ever held a license, registration, No
privilege or certificate in any profession that

has ever been reprimanded, suspended,
restricted, revoked, otherwise disciplined,
curtailed, or voluntarily surrendered under

threat of investigation or disciplinary action in

any jurisdiction?

My name has been placed on the registry of  No
persons who have abused, neglected or
misappropriated the property of vulnerable
individuals (Tennessee abuse registry or an

abuse registry in another state)?

s R

Personal Detail - -
First Name: Chava

Last Name: Kahn

Professional Qualifier: MD

Birthdate: 07/10/1980 (mm/dd/yyyy)
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Gender:

Race:

Social Security Number:

Addresses
Mailing Address
Address:

Phone Number:
Extension:

E-mail Address:

Page 3 of 8

Female

White
dekkkkkdohk

e

o

G
i i

7733 16th Street, NW

DISTRICT OF COLUMBIA
Washington, DC

20012

us

201-394-9637

chavkahn@gmail.com

License Attributes Selected
Specialty

Obstetrics & Gynecology

General Information
Have you been known by any other names?

Are you a U. S. Citizen?

Are you a member of the U.S. armed forces
who has, within the preceding 180 days,
retired from the armed forces, received any
discharge other than a dishonorable
discharge from the armed forces, or been
released from active duty to a reserve
component of the armed forces? (If yes,
please provide proof of status.)

Are you the spouse of a member of the
armed forces who has been transferred by
the military to Tennessee or who has, within
the preceding 180 days, retired from the
armed forces, received a discharge other
than a dishonorable discharge from the
armed forces or been released from active
duty to a reserve component? (If yes, please
provide proof of same.)

No
Yes

No

No
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Are you the spouse of a member of the
armed forces who has been transferred by
the military to Tennessee or who has, within
the preceding 180 days, retired from the
armed forces, received a discharge other
than a dishonorable discharge from the
armed forces or been released from active
duty to a reserve component? (If yes, please
provide proof of same.)

Type of intended primary specialty practice Obstetrics and Gynecology
in Tennessee:

Have you previously applied for a medical No

license in Tennessee?

Educationallinformations] el s S f 0 5 e s

Name of educational institution attended: Yeshiva University

City: New York

State: New York

Degree/certificate earned: BA

Program Major: English Literature
Graduation date of education program: 05/15/2002 (mm/dd/yyyy)
Educational Information2 ¥
Name of educational institution attended: Albert Einstein College of Med
City: Bronx

State: New York

Degree/certificate earned: MD

Program Major: Medicine

Graduation date of education program: 06/05/2008 (mm/dd/yyyy)
Educational Information 3 §§W§§§§§§§ i

Name of educational institution attended: The University of Michigan
City: Ann Arbor

State: Michigan

Degree/certificate earned: MPH

Program Major: Epidemiology

Graduation date of education program: 05/31/2014 (mm/dd/yyyy)

s
B
o
e
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Postgraduate Training History
Educational Institution where you completed  Albert Einstein College of Medicine of

your postgraduate training: Yeshiva University
City where the postgraduate training was Bronx

completed:

State or Country were the postgraduate New York

training was completed:
Date Started: 07/01/2008 (mm/dd/yyyy)
Date Ended: 06/30/2012 (mm/dd/yyyy)

Specify the total number of years you have 4
spent in postgraduate medical training:

Employment Information 1 e

Have you ever been employed in heaithcare  Yes
in any position?

Company/Employer: Johns Hopkins University School of
Medicine
City and state/country/province where you Baltimore, MD

last practiced:
Position: Assistant Professor
Duties: Outpatient and inpatient general obstetrics

and gynecology; surgical gynecology;
training of fellows, residents and medical

students
From Date: August 2016
To Date: Present
Employment Information 2 HEfisare e

Have you ever been employed in healthcare  Yes
in any position?

Company/Employer: University of Michigan Health System

City and state/country/province where you Ann Arbor, Ml
last practiced:

Position: Clinical Instructor

Duties: Outpatient and inpatient general obstetrics
and gynecology; surgical gynecology;
training of fellows, residents and medical
students
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From Date:
To Date:

Exam History ‘
National Boards (NBME)?

FLEX examination?

Licensure by the Medical Council of Canada
(LMCC)?

USMLE?

State board examination administered prior
to 19727

Are you ABMS Board certified?

If yes, identify board of
specialty/subspecialty:

R

Fitness and Competency Questions

Do you currently use any chemical
substances which in any way impair or limit
your ability to practice your profession with
reasonable skill and safety?

Other Licensure 1

Are you or have you ever been licensed in
this profession in another
state/country/province?

License number:

State/country/province where you held the
license:

Status of the license:

Name used when licensed:

Are you or have you ever been licensed in
any other profession in Tennessee or

another state/country/province?

Other Licensure 2

Are you or have you ever been licensed in
this profession in another
state/country/province?

License number:

July 2014

February 2016

oooooooooo
oooooooo

No
No

No

Yes

No

Yes

Obstetrics and Gynecology

=
L
.
No
- e o
.
Yes
MD043836

District of Columbia

Licensed
Chava Kahn

No

Yes

D0081052

Page 6 of 8
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State/country/province where you held the
license:

Status of the license:

Name used when licensed:

Are you or have you ever been licensed in
any other profession in Tennessee or

another state/country/province?

Other Licensure 3

Are you or have you ever been licensed in
this profession in another
state/country/province?

License number:

State/country/province where you held the
license:

Status of the license:

Name used when licensed:

Are you or have you ever been licensed in
any other profession in Tennessee or

another state/country/province?

Additional Information .
If you have an NPI number, please provide:

Do you intend to perform Level Il Office

Based Surgery which is integral to a planned
treatment regiment and not performed on an

urgent or emergent basis? If you intend to
perform Level Il Office Based Surgery, you
must apply for and obtain a permit prior to
engaging in such practice.

Do you have a DEA number?

If yes, what is the number?

Fees
State Regulatory Fee

Medical Doctor - Initial Application Fee

Total Amount Due:

Attestation

Maryland

Licensed
Chava Kahn

No

Yes

4301099940

Michigan

Licensed
Chava Kahn

No

Yes

Yes

$10.00
$400.00

$410.00

Page 7 of 8
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[, being duly sworn and identified as the person referred to in this application, attest to the truth
of each statement made in said application. | further swear that | have read and understand the
law and the Rules and Regulations regarding the practice of my profession, which are posted on
the Board's Internet site and/or were provided to me by the Board office, and agree to abide by
them in the practice as a medical doctor in the State of Tennessee. | HEREBY: SIGNIFY my
willingness to appear to answer such questions as the Board may find necessary, which may
include a full Board interview. RELEASE to the Board, its staff, and their representatives, any
and all documentation necessary now and in the future to establish my physical and mental
capabilities to safely practice as a medical doctor. AUTHORIZE the Board, its staff, and their
representatives to consult with my prior and current associates and others who may have
information bearing on my professional competence, character, health status, ethical
qualifications, ability to work cooperatively with others, and other qualifications. RELEASE from
liability the Board, its staff, and all their representatives and any and all organizations which
provide information for their acts performed and statements made in good faith and without
malice concerning my competence, ethics, character, and/or other qualifications, for certification.
ACKNOWLEDGE that I, as an applicant for licensure, have the burden of producing adequate
information for a proper evaluation of my professional, ethical, and other qualifications, and for
resolving any doubts about such qualifications. AUTHORIZE release, use and disclosure of
otherwise HIPAA protected heaith information to the limited extent necessary for my application
to receive full consideration up to and including discussion in a public forum should that become
necessary. This certifies that the information submitted by me in this application is true and
complete to the best of my knowledge and belief.



Department of

.Health

Online Payment Receipt

Receipt Issued By:
Board of Medical Examiners - Medical Doctors & Genetic Counselors

Receipt Issued To:
Chava Kahn

7733 16th Street, NW
Washington, DC 20012

Date: 08/20/2018

Transaction ldentifier: _
Trace Number: -

License Type Licensee Transaction Application # Account # Amount
Medical Doctor ~ Chava Kahn Medical Doctor: Initial ~ 1606-294666 ] $410.00
Standard License
Application

8/20/18 7:12 AM Page 1 of 1
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Application Detail 5 L
License Type: Medical Doctor

Application: Initial Mandatory Practitioner Profile
Questionnaire

Application Date: 08/30/2018 (mm/dd/yyyy)
Application Questions. E
Do you hold a certification, specialty or Yes

subspecialty from any specialty board
recognized by the board regulating the
profession for which you are licensed?(This
guestion refers to any certification, specialty
or subspecialty from any specialty board
recognized by the American Medical
Association, American Osteopathic
Association, American Podiatry Association,
American Chiropractic Association,
American Dental Association, APN
certifications or any other specialty certifying
body as determined by your Tennessee
licensing board.)

Do you currently hold staff privileges at a No
hospital?

Do you participate in any managed care No
plans?

Do you participate in any TennCare plan(s)? No

Within the previous ten (10) years, have you  No
ever had any final disciplinary action taken
against you by an agency regulating your
license, in this state or any other
jurisdiction?(The term final means the matter
was fully adjudicated at a hearing and the
appeal's period expired, or that the
applicable board issued an agreed order or
consent decree. The term disciplinary action
includes, but is not limited to:

* Probation

+ Limitation/Restriction

» Suspension

* Revocation

« Voluntary relinquishment in lieu of
disciplinary action

» Compulsory surrender of license or
privilege
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» Civil or other monetary fine or penalty

» Restriction of privileges in lieu of, orin
settlement of, a pending disciplinary case
related to competence or character)

Within the previous ten (10) years, have you  No
ever had your hospital privileges revoked or
involuntarily restricted for reasons related to
competence or character by the hospital's
governing body?(The term final means the
matter was fully adjudicated at a hearing and
the appeal's period expired, or that the
applicable governing body or the hospital
issued an agreed order or consent decree.
The term disciplinary action against your
privileges includes, but is not limited to:

* Curtailed

* Limited

* Suspended

* Revoked

» Any other adverse action taken against a
privilege by a medical/health related
institution

» Compulsory surrender of license or
privilege

« Civil or other monetary fine or penalty.)

Within the previous ten (10) years, have you  No
ever been asked to or allowed to resign from
or had any medical staff privileges restricted
or not renewed by any hospital in lieu of or in
settlement of a pending disciplinary action
related to competence or character?(The
term final means the matter was fully
adjudicated at a hearing and the appeal's
period expired, or that the applicable
governing body or the hospital issued an
agreed order or consent decree. The term
disciplinary action includes, but is not limited
to:

» Resignation from or non-renewal of medical
staff membership at a hospital in lieu of, orin
settlement of, a pending disciplinary case
related to competence or character

» Restriction of privileges in lieu of, or in
settlement of, a pending disciplinary case
related to competence or character)

Have you within the most recent ten (10) No
years, been found guilty, regardless of

whether adjudication of guilt was withheld, or

pled guilty or nolo contendere to a criminal
misdemeanor or felony in any

jurisdiction?(This part requires you to report

any state or federal felony criminal offense

Page 2 of 4
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also requires the reporting of misdemeanor
offenses, regardless of classification, in
which any element of the offense involves
sex; alcohol or drugs; physical injury or
threat of injury to any person; abuse or
neglect of any minor, spouse or the elderly;
fraud or theft in Tennessee or another
jurisdiction; or unlicensed practice within the
most recent ten (10) years. If any
misdemeanor conviction reported is
expunged, a copy of the order of
expungement signed by the judge must be
submitted to the Department before the
conviction will be removed from any profile.)

Have you had a medical malpractice court No
judgment, arbitration award, or settlement
against you since May 19, 1998?(You are
required to indicate all medical malpractice
court judgments, arbitration awards, or
settlements in which a payment was
awarded to a complaining party beginning
with judgments or settlements entered or
executed within the previous ten (10) years.
That means if the act or event leading to the
claim occurred greater than ten (10) years
but was finally adjudicated against you within
the last ten (10) years, you must indicate that
claim in the space provided. JUDGMENTS
OR SETTLEMENTS BELOW THE
FOLLOWING AMOUNTS ARE NOT
REQUIRED TO BE SUBMITTED. Pending
malpractice claims are not required to be
reported unless/until final adjudication
against you.

A) For Medical Doctors and Osteopathic
Physicians, judgments or settlements below
$75,000 are not required to be

B) For Chiropractors, judgments or
settlements below $50,000 are not required
to be submitted. submitted.

C) For Dentists, judgments or settlements
below $25,000 are not required to be
submitted.

D) For all other professions, judgments or
settlements below $10,000 are not required
to be submitted.)

Practice Address Questions for Clarification .

Is your practice address your home No
address?

Medical, Professional or Training Schools

Page 3 of 4
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What school(s)/educational programs have
you attended?

City:

State:

Country:

Date graduated from institution:

What type of degree do you hold from the
institution?

Page 4 of 4

Albert Einstein College of Medicine

Bronx

New York

United States of America
06/05/2008 (mm/dd/yyyy)

Doctor of Medicine

S

Graduate Medical Education or other Graduate-Level Training

Institution you attended for
medical/professional graduate and/or post-
graduate training (internship, residency,
fellowship or other program).

Specialty Area:

State:

Date attendance ended at institution:
Attestafion e S

Date of Profile Submission:

Specialty Board Certifications
Name of certifying body or board institution

which issued the recognized specialty:

Name of the recognized certification,
specialty or subspecialty:

Attestation

i

Albert Einstein College of Medicine

Obstetrics and Gynecology
New York

06/30/2012 (mm/dd/yyyy)

A
s

08/30/2018 (mm/dd/yyyy)

= =
3

American Board of Obstetrics and
Gynecology

Obstetrics and Gynecology

i
i

T
_ e ’@%
Pl Tt e

G

PRACTITIONER PROFILE ATTESTATION: | affirm these statements are true and correct and
recognize that providing false information may result in disciplinary action against my license

pursuant to T.C.A. §§ 63-32-113 and/or 63-32-118. | understand that by submitting this profile
questionnaire, | realize that | willnot receive a confirmation report before this information is

published online.



Application:

Application Date:

Do you hold a certification, specialty or
subspecialty from any specialty board
recognized by the board regulating the
profession for which you are licensed?(This
question refers to any certification, specialty
or subspecialty from any specialty board
recognized by the American Medical
Association, American Osteopathic
Association, American Podiatry Association,
American Chiropractic Association,
American Dental Association, APN
certifications or any other specialty certifying
body as determined by your Tennessee
licensing board.)

Do you currently hold staff privileges at a
hospital?

Do you participate in any managed care
plans?

Do you participate in any TennCare plan(s)?

Within the previous ten (10) years, have you
ever had any final disciplinary action taken
against you by an agency regulating your
license, in this state or any other
jurisdiction?(The term final means the matter
was fully adjudicated at a hearing and the
appeal's period expired, or that the
applicable board issued an agreed order or
consent decree. The term disciplinary action
includes, but is not limited to:

* Probation

» Limitation/Restriction

» Suspension

+ Revocation

« Voluntary relinquishment in lieu of
disciplinary action

= Compulsory surrender of license or
privilege

Initial Mandatory Practitioner Profile
Questionnaire

08/20/2018 (mm/dd/yyyy)

No

No

No

No
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« Civil or other monetary fine or penalty

+ Restriction of privileges in lieu of, or in
settlement of, a pending disciplinary case
related to competence or character)

Within the previous ten (10) years, have you  No
ever had your hospital privileges revoked or
involuntarily restricted for reasons related to
competence or character by the hospital's
governing body?(The term final means the
matter was fully adjudicated at a hearing and
the appeal's period expired, or that the
applicable governing body or the hospital
issued an agreed order or consent decree.
The term disciplinary action against your
privileges includes, but is not limited to:

= Curtaited

- Limited

» Suspended

* Revoked

» Any other adverse action taken against a
privilege by a medical/health related
institution

= Compulsory surrender of license or
privilege

« Civil or other monetary fine or penalty.)

Within the previous ten (10) years, have you  No
ever been asked to or allowed to resign from
or had any medical staff privileges restricted
or not renewed by any hospital in lieu of or in
settlement of a pending disciplinary action
related to competence or character?(The
term final means the matter was fully
adjudicated at a hearing and the appeal's
period expired, or that the applicable
governing body or the hospital issued an
agreed order or consent decree. The term
disciplinary action includes, but is not limited
to:

* Resignation from or non-renewal of medical
staff membership at a hospital in lieu of, or in
settlement of, a pending disciplinary case
related to competence or character

* Restriction of privileges in lieu of, orin
settlement of, a pending disciplinary case
related to competence or character) ... .

Have you within the most recent ten (10) No
years, been found guilty, regardless of

whether adjudication of guilt was withheld, or

pled guilty or nolo contendere to a criminal
misdemeanor or felony in any

jurisdiction?(This part requires you to report

any state or federal felony criminal offense

Page 2 of 4
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also requires the reporting of misdemeanor
offenses, regardiess of classification, in
which any element of the offense involves
sex; alcohol or drugs; physical injury or
threat of injury to any person; abuse or
neglect of any minor, spouse or the elderly;
fraud or theft in Tennessee or another
jurisdiction; or unlicensed practice within the
most recent ten (10) years. If any
misdemeanor conviction reported is
expunged, a copy of the order of
expungement signed by the judge must be
submitted to the Department before the
conviction will be removed from any profile.)

Have you had a medical maipractice court No
judgment, arbitration award, or settlement
against you since May 19, 1998?(You are
required to indicate all medical malpractice
court judgments, arbitration awards, or
settlements in which a payment was
awarded to a complaining party beginning
with judgments or settlements entered or
executed within the previous ten (10) years.
That means if the act or event leading to the
claim occurred greater than ten (10) years
but was finally adjudicated against you within
the last ten (10) years, you must indicate that
claim in the space provided. JUDGMENTS
OR SETTLEMENTS BELOW THE
FOLLOWING AMOUNTS ARE NOT
REQUIRED TO BE SUBMITTED. Pending
malpractice claims are not required to be
reported unless/until final adjudication
against you.

A) For Medical Doctors and Osteopathic
Physicians, judgments or settlements below
$75,000 are not required to be

B) For Chiropractors, judgments or
settlements below $50,000 are not required
to be submitted. submitted.

C) For Dentists, judgments or settlements
below $25,000 are not required to be
submitted.

D) For ali other professions, judgments or
settlements below $10,000 are not required
to be submitted.)

Is your practice address your home No
address?

Medical, Professional or Training Schools  — 1T i
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What school(s)/educational programs have
you attended?

City:

State:

Country:

Date graduated from institution:

What type of degree do you hold from the
institution?

Institution you attended for
medical/professional graduate and/or post-
graduate training (internship, residency,
fellowship or other program).

Specialty Area:
State:

Date attendance ended at institution:

Date of Profile Submission:

Name of certifymg body or board institution
which issued the recognized specialty:

Name of the recognized certification,
specialty or subspecialty:

Page 4 of 4

Albert Einstein College of Medicine

Bronx

New York

United States of America .
06/05/2008 (mm/ddlyyyy)

Doctor of Medicine

Albert Elnsteln College of Medlcme

Obstetrics and Gynecology
New York

06/30/2012 (mm/dd/yyyy)

08/20/2018 (mm/dd/yyyy)

The American Board of Obstetrlcs and

Gynecology, Inc.

Obstetrics and Gynecology

PRACTITIONER PROFILE ATTESTATION: | affirm these statements are true and cerrect and
recognize that providing false information may result in disciplinary action against my license
pursuant to T.C.A. §§ 63-32-113 and/or 63-32-118. | understand that by submitting this profile
questionnaire, | realize that | willnot receive a confirmation report before this information is
published online.
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e

Application Detail =
License Type: Medical Doctor

e

o

Application: Renewal Medical Doctor

Application Date: 05/01/2020 (mm/dd/yyyy)
Application Questions T ST s IRy
Have you been convicted (including a nolo No

contendere plea or guilty plea) of a felony or
misdemeanor(other than a minor traffic
offense) whether or not sentence was
imposed or suspended, but have not
provided written notice to the Board
regarding such action?

Has your license been disciplined in another  No
state, but you have not provided written
notice to the Board regarding such action?

Has your physical and/or mental health No
declined to the point where you have

developed an impairment that affects your

ability to practice medicine with reasonable

skill and safety in a competent, ethical and
professional manner? (You may answer "No"

if you are being appropriately treated.)

Has your name been placed on the registry No
of persons who have abused, neglected, or
misappropriated the property of vulnerable
individuals as defined in the Tennessee

Abuse Registry?

| have been denied a license to practice my No
profession in another jurisdiction and have

not previously notified the Board of the

denial.

| currently perform Level Il Office Based No
Surgery which is integral to a planned

treatment regimen and not performed on an
urgent or emergent basis.

Have you engaged in the excessive use of No
alcohol, controlled substances or

prescription drugs, or in the use of illegal

drugs, or received any therapy or treatment

for alcohol or drug use? (If you are an

anonymous participant in the Tennessee
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Medical Foundation Physicians Health
Program and are in compliance with your
contract, you may answer "No" to this
qguestion)

Personal Detail
First Name:

Last Name:
Professional Qualifier:
Birthdate:

Gender:

Race:

Social Security Number:

Page 2 of 6

07/10/1980 (mm/dd/yyyy)
Female

White

kkkkkkkid

Addresses G A . s
Mailing Address
Address:

Phone Number:;
Extension:

E-mail Address:

————— e e e

7733 16th Street, NW

DISTRICT OF COLUMBIA
Washington, DC

20012

us

201-394-9637

chavkahn@gmail.com

'Y

Educational Information 1 :
Name of educational institution attended:

City:

State:

Degree/certificate earned:
Program Major:

Start date of education program:

Yeshiva University

New York

New York

BA

English Literature

09/01/1998 (mm/dd/yyyy)
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Graduation date of education program:

Educational Information 2
Name of educational institution attended:

City:

State:

Degree/certificate earned:

Program Maijor:

Start date of education program:
Graduation date of education program:

Educational Information 3
Name of educational institution attended:

City:

State:

Degree/certificate earned:
Program Major:

Start date of education program:

Graduation date of education program:

Other Licensure1’ = e

Are you or have you ever been licensed in
this profession in another
state/country/province?

License number:

State/country/province where you held the
license:

Status of the license:
Name used when licensed:

Are you or have you ever been licensed in
any other profession in Tennessee or
another state/country/province?

Other Licensure 2

Are you or have you ever been licensed in
this profession in another
state/country/province?

Page 3 of 6

05/15/2002 (mm/dd/yyyy)

S

Albert Einstein Collegekof Med
Bronx

New York

MD

Medicine

08/01/2003 (mm/dd/yyyy)

06/05/2008 (mm/dd/yyyy)

The University of Michigan
Ann Arbor

Michigan

MPH

Epidemiology

08/01/2012 (mm/dd/yyyy)

05/31/2014 (mm/dd/yyyy)

i

Yes

MDO043836

District of Columbia

Licensed
Chava Kahn

No

Yes
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Are you or have you ever been licensed in
this profession in another
state/country/province?

License number:

State/country/province where you held the
license:

Status of the license:

Name used when licensed:

Are you or have you ever been licensed in
any other profession in Tennessee or

another state/country/province?

Other Licensure 3.

Are you or have you ever been licensed in
this profession in another
state/country/province?

License number:

State/country/province where you held the
license:

Status of the license:

Name used when licensed:

Are you or have you ever been licensed in
any other profession in Tennessee or

another state/country/province?

Additional Information
If you have an NPl number, please provide:

Do you intend to perform Level Il Office

Based Surgery which is integral to a planned
treatment regiment and not performed on an

urgent or emergent basis? If you intend to
perform Level lll Office Based Surgery, you
must apply for and obtain a permit prior to
engaging in such practice.

Do you have a DEA number?

If yes, what is the number?

Practice Address Questions for Clarification

Is your practice address your home
address?

-

Page 4 of 6

D0081052

Maryland

Licensed
Chava Kahn

No

Yes
4301099940
Michigan

Licensed
Chava Kahn

No

Yes

Yes

No

i

G
i



5/1/20 3:05 PM

Medical, Professional or Training Schools

What school(s)/educational programs have
you attended?

City:

State:

Country:

Date attendance started at institution:
Date attendance ended at institution:
Date graduated from institution:

What type of degree do you hold from the
institution?

Page 5 of 6

Albert Einstein College of Medicine

Bronx

New York

United States of America
08/01/2003 (mm/ddlyyyy)
06/05/2008 (mm/dd/yyyy)
06/05/2008 (mm/ddlyyyy)

Doctor of Medicine

S

Graduate Medical Education or other Graduate-Level Training 1

Institution you attended for
medical/professional graduate and/or post-
graduate training (internship, residency,
fellowship or other program).

Specialty Area:

State:

Date attendance started at institution:

Date attendance ended at institution:

Albert Einstein College of Medicine

Obstetrics and Gynecology
New York
07/01/2008 (mm/dd/yyyy)

06/30/2012 (mm/ddlyyyy)

Graduate Medical Education or other Graduate-Level Training 2

Institution you attended for
medical/professional graduate and/or post-
graduate training (internship, residency,
fellowship or other program).

Specialty Area:

State:

Date attendance started at institution:
Date attendance ended at institution:

Specialty Board Certifications 1

Name of certifying body or board institution
which issued the recognized speciaity:

Name of the recognized certification,
specialty or subspecialty:

UNIV OF MI

FAMILY PLANNING
Michigan
07/01/2012 (mm/dd/yyyy)

06/30/2014 (mm/dd/yyyy)

The American Board of Obstetrics and
Gynecology, Inc.

Obstetrics and Gynecology
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Specialty Board Certifications 2

Name of certifying body or board institution American Board of Obstetrics and
which issued the recognized specialty: Gynecology

Name of the recognized certification, Obstetrics and Gynecology
specialty or subspecialty:

Attestation. :
Date of Profile Submission: 05/01/2020 (mm/dd/yyyy)

Feosr L s S o 3, R D
Medical Doctor - State Regulatory Fee $10.00

Medical Doctor - Renewal Fee $300.00

Total Amount Due: $310.00

Attestation TN a0 SR

In making this application, | certify that the statements given in this application are true and
correct and that | have complied with all renewal requirements and, if applicable, satisfied all
continuing education requirements set forth in the Tennessee Code Annotated and the Official
Compilation Rules and Regulations of the State of Tennessee regulating the practice of my
profession in Tennessee.



| Department of

.Health

Online Payment Receipt

Receipt Issued By:

Board of Medical Examiners - Medical Doctors & Genetic Counselors

Receipt Issued To:
Chava Kahn

7733 16th Street, NW
Washington, DC 20012

Date: 05/01/2020

Transaction Identifier: _

Trace Number: -

License Type Licensee Transaction Application# Account # Amount
Medical Doctor ~ Chava Kahn Renewal Medical 1606-330602 I $310.00

Doctor

5/1/20 3:06 PM
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