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INITIAL. AND UPDATE APPLICATION FOR PHYSICIAN’S AND SURGEON'’S LICENSE
OR POSTGRADUATE TRAINING AUTHORIZATION LETTER

Application for (please check one): Xl License U PTAL - OF - U Update
__'Las‘.t . First Middie MBO
SUATE (1) CAL oL (R Use Only

Other names you have used (include maiden name): z

T

5. Gender: O mae g Female

6. Public/Mailing Address: (s 520 _ WAL DEn N ST

{Please note: this information is public)

1. NAME : .
(<0 ty,

.S. Social Security Number

4. Date of Birth

{30 characters maximum
per line, including spaces)

City . State/Province
FirTSBuv (1 o YE

7. Telephone Numbers:
{include area code)

[)R.SA\

Pamuonal
Loirtis

8. California Driver’s License 10. Have you ever filed an Application for Physician’s

and Surgeon’s License, or PTAL, in California?

U Yes B No

Previous license number, if any:

MEDICAL EDUCATION

11. LIST EACH MEDICAL SCHOOL THAT YOU HAVE ATTENDED.

School Name Dates of Attendance

OBJAA —psled

City, State/Province, Country

[)'rdu |‘PNILQJ - [V\D

._&,{)‘,".[ v b \opk ey

4
12, School of Graduation Degree Awarded Date of Graduation ,,,,,“,,,u//
JAnry s ok g MD Maig-, 2004 ‘;V

EXAMINATIONS

13. LIST ALL OF THE FOLLLOWING EXAMINATIONS YOU HAVE TAKEN: USMLE, FLEX, NBME, ECFMG, SPEX,

STATE BOARDS and/or QME in Canada

Examination Date Resuit {Pass/Fail)
DS W f- "]! |f O
Ll L s
O e vl (g0

MO

School Code

ol & a0 g

Cashiering Use Only
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A “yes” response to Questions 14 through 38 requires a written explanation on a separate sheet of
paper along with any supporting materials.

MBC

ACGME/RCPSC ACCREDITED POSTGRADUATE TRAINING Use Only
14. Please list each ACGME/RCPSC accredited postgraduate training program in which you
have participated. You must include each internship, residency and fellowship, whether or
not the program was completed or credit granted. Postgraduate
Training

Facility Name Addres§ Speclalty Area Dates of Attendance

Magee U A m;g_afsl@u elo3- G|oF

POSTGRADUATE TRA'N'NG: (These questions are to ba d hy ALL appllcants)
Did you ever take a leave of absence or break from your training? YE

Have you ever been terminated, dismissed cr expelled from a program? YE
Have you ever resigned from a training program?

Were you ever placed on probation?

Were you ever disciplined or placed under investigation?

Were any incident reports ever filed by instructors?

Were any limitations or special requirements placed upon you for clinical
performance, discipline, or for any other reason?

Have you ever had a postgraduate training program contract not be
renewed or offered for a following year?

BUNRRRENY @6 6o by

MEDICAL LICENSURE

15. Please list all medical licenses {other than training licenses) that have ever been issued by
any state or territory in the United States or Canadian province.

Jurisdiction License Number Date of Issuance Dates of Practice In that Jurlsdiction

PA MDYZ o4 Nyl oS oS - 6[15[1F

o

DDUDB\ £

APPLICANT: :
ChzoY Rem Sufe ) W
O7A-100 (Rev. 12/05)




ABMS CERTIFICATIONS Ushg%;uy
ABMS
16. Are you currently certified by a Member Board of the American Board of Medical Specialties?
vesd no &
Member Board Expiration Date Certificate Number

MALPRACTICE HISTORY Woracic

17. Has a claim or an action ever been filed against you for the practice of meadicine which resulted
in & malpractice settlement, judgment, or arbitration award of $30,000 or more?, /
Limitajdns
Q

PRACTICE IMPAIRMENT OR LIMITATIONS

. Have you been enrolled in, required to enter into, or participated in any
drug or alcohol recovery program or impaired practitioner program?

19. Have you been treated for or had a recurrence of a diagnosed
addictive disorder?

20. Have you been diagnosed with an emotional, a mental, or behavioral
disorder which impairs your ability to practice medicine safely?

21. Have you ever been diagnosed with a neurological or other physical
condition that would im pair your ability to practice medicine safely?

22. Do you have any other condition which in any way impairs or limits

your ability to practice medicine safely?
If you do receive ongoing treatment or participate in a monitoring program, the Board will make an
individualized assessment of the nature, the severity and the duration of the risks associated with an
angoing medical condition to determine whether an unrestricted license should be issued, whether

conditions should be imposed, or whether you are not eligible for licensure.

CRIMINAL RECORD HISTORY Criminad

23. Have you ever been convicted of, or pled guilty or nolo contendere toc ANY offense in any state in
the United States or foreign country?

This includes a cltation, Infraction, misdemeanor and/or felony, etc, If “YES" attach a list of each offense by arrest and convidlion
dates, violation, and court of jurisdiction (name and address). Matters in which you were diverted, deferred, pardoned, pled nalo contendare,
or if the conviction was latar expunged from the record of the court or set aside under Penal Code Section 1203.4 MUST be disclosed. If you
are awaiting judgment and sentencing following entry of a plea or jury verdict, you MUST disclose the conviction; you are entitled to submit
evidence that you have baen rehabilitatad. Serious traffic convictions such as recklass driving, driving under the influance of alcohal and/or
drugs, hit and run, evading a peace officer, failure to appear, driving while the license is suspended or revoked MUST be reported. This list
is not all-inclusive. If in doubt as to whether a conviction should be disclosed. it is batter to disclose the conviction on the application.

For each conviction disclosed, you must submit with the application certified copies of the arresting agency repor, certified copies of the
court documents, and a descriptive explanation of the circumstances surrounding the conviction of disciplinary action (i.e., dales and location
of incident and all circumstances surrounding the incident). This letter must accompany the application. If documents were purged by
arresting agency and/or court, a letter of explanation from these agencies is required.

Applicants who answer “NO" to the question but have a previous convictlon or plea, may have thelr applica led or lic
revoked for knowlingly falsifying the application. YES| NC-
APPLICANT: DATE OF BIRTH:

Cheouy) BETH  Swée

7A-100 (Rev. 12/05)




24,

25.

CRIMINAL RECORD HISTORY (cont’d)

Is any criminal action pending against you?

Are you required to register as a Sex Offender?

DISCIPLINARY HISTORY

MBC
Usae Only

minal
Recor

*5\9

These questions refer to discipline by any U.S. military or public health service, state board
or other governmental agency of any U.S. state, territory, Canadian province, or country.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.
36.

37.

38.

Have you ever been denied a license to practice medicine?

Is any denial pending against you?

Have you ever been char ged with, or been found to have committed,
unprofessional conduct, professional incompetence, gross negligence,
or repeated negligent acts or m alpractice by any medical licensing
board, other agency, or hospital?

Have you ever had any license to practice medicine revoked,
suspended, or placed on probation?

Have you ever had any license to practice medicine subjected to
any action including but not limited to informal or confidential discipline,
consent orders, letters of warning, letters of reprimand, or citation?

Have you ever had any license to practice medicine subjected to any
other disciplinary action?

Is any disciplinary action pending against any of your licenses to
practice medicine?

Have you ever had staff privileges in a hospital terminated, denied,
suspended, limited, revoked, or not renewed?

Have you ever resigned from a medical staff in lieu of disciplinary or
administrative action?

Is any disciplinary action pending against your hospital staff privileges?
Have you ever surrendered a license to practice medicine?

Have your DEA privileges ever been denied, suspended, restricted, or
terminated?

Have you ever entered into any arrangement or plea or agreement in
lieu of a federal prosecution for a drug violation regulated by the DEA?

AN

APPLICANT:

CaravN BETH Sudew

- _
H AN TN N NN N S
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Notice: Allitems in this application, except #8 and
#9, are mandatory. Failure to provide any of the
requested information will delay the processing of
your application. The information provided will be
used to determine your qualifications for licensure
per Section 2080 of the California Business and
Professions Code, which authorizes the collection
of this information. The information on your
application may be transferred to other medical
licensing authorities, the Federation of State Medical
Boards, or other governmental law enforcement
agencies. You have the right to review your
application subject to the provisions of the
Information Practices Act. The Chief of the
Licensing Program is the custodian of records.

The applicant, @2{) WwinN BETH SL\GQL'\J . being first duly sworn upon his/her
(PLEASE PRINT FULL NAME) ( )
oath deposes and says: that | am the person herein named subscribing to this application; that | have read the complete
application, know the full content thereof, and declare under penalty of perjury, that all of the information contained herein
and evidence or other credentials submitted herewith are true and correct; that | am the lawful holder of the degree of Doctor
of Medicine as prescribed by this application, that the same was procured in the regular course of instruction and
examination, and that it, together with all the credentials submitted, were procured without fraud or misrepresentation or any
mistake of which | am aware and that | am the lawful holder thereof. Further, | hereby authorize all hospitals, institutions or
organizations, my references, personal physicians, employers (past, present and future), business and professional
associates (past, present, and future), and ali government agencies (local, state, federal, or foreign) to release to the Medical
Board of California or its successors any information, files or records, including medical records, educational records, and
recards of psychialric treatment and treatment for drug and/or alcohol abuse cr dependency, requested by that Board in
connection with this application; or any further or future investigation by that Board necessary to determine any medical
competence, professional conduct, or physical or mental ability to safely engage in the practice of medicine. | further
authorize the Medical Board of California or its successors to release to the organizations, individuals or groups listed above
any information which Is material ta this application or any subsequent licensure.

| UNDERSTAND THAT FALSIFICATION OR MISREPRESENTATION OF ANY ITEM OR RESPONSE ON THIS
APPLICATION OR ANY ATTACHMENT HERETO IS A SUFFICIENT BASIS FOR DENYING OR REVOKING A

LICENSE.
CRS }BLEASE INITIAL BOX)

(Please sign full name)

SIGNATU OFAPPLICAN/T: CM? q~7
Dy ¢

State of

County of 4 -

Subscribed and sworn to {or affirmed), before me on

this 5 FA day of _J \Jpoen re 20 () G,
by (]ﬂﬂn‘\/‘\) Rofon Sofeind _

personally known to me or proved to me on the basis of satisfactory evidence to be the person(s) who appeared before me.

NOTARY SEAL

COMMONWEALTH OF PENNSYLVANJ)(/
Notariat Seal e
Dale A. Daley, Notary Public
Cley Of Pittsburgh, Aliegheny County
My Commission Explrea Mar, 21, 2000

o Member, Panasyivazia.Assnciaticn.of Notaries.!

07A-100 (Rev. 12/05)




STATE OF CALIFORNIA -- STATE AND CONSU AGENCY . ARNOLD SCHWARZENEGGER, Governor
T
Q\v;gm MEDICAL BOARD OF CALIFORNIA SRR M
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Affairs Sacramento, CA 95825-3236 o e
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CERTIFICATE OF MEDICAL EDUCATION =~

This certifies that CAfLuwp ReTH SD&(ZMJ

Full Name of Applicant

enrolled in UO HNg ng_ytd& UNl\)E_Ql 'ﬁ SCI:@' gz Iﬁd 14 l;\l
ate of Blrth Name of Medical School

located in - RATIMOLE , (D on 08/3 1/19 98,
i E

V State/Province Country nrolimant Date

The undersigned further certifies that the records of this institution show that the applicant attended in this
institution four years of resident instruction, completing at least 4,000 hours, of which at | east 80 percent
actual attendance is required in the subjects set forth hereunder (Business and Professions Code Sections 2089,2089.5,
2089.7,2090, 2091.1,2091.2) and that the applicant

Anatomy Embhryology Physical Medlcine

Otolaryngelogy Histology Therapeutics

Obstetrics and Gynecology Human Sexuality Neurocanatomy

Radlolegy, including Radiation Safety Madicine Child Akuse Dstection and Treatment

Tropleal Medicine Surgery, Including Orthopedic Surgery Geriatric Medicine

Physiology Urology Padlatrics

Blochemistry Psychiatry Pharmacology

Pathology, Bactariology, and Immunology Neurclogy Anesthesla

Ophthalmclogy Alcohollsm and Chemlcal Dependency Spousal Partner Abuse Detectlon & Treatment*
Dermatology Praventatlve Medicine, including Nutrition Family Medicine**

Pain Management and End-of-LIfe-Care***

*  ONLY applicable to medical students who snrolied In medical school on or after September 1, 1884,
**  ONLY appilicable to medical students who graduate from medical school on or after May 1, 1008,
*** ONLY applicable to medical students who anrolled in medIca! school on or after June 1, 2000.

X was granted the degree of Bachelor/Doctor of Medicine on the 22nd day of May , 2003
Q withdrew from medical schoolon ____ day of ,

Unusual Circumstances Responses

Did this individual ever take a leave of absence from their medical education? Ye

Was this individual ever placed on probation? Ye

Was this individual ever disciplined or under investigation? Ye
Were any incident reporis regarding this individual ever filed by instructors?

Were any limitations or special requirements imposed on this individual because of
questions of academic or disciplinary problems, or for any other reason?

photocopy). Such delegation must he on official letterhead and must he dated within the last 12 months.

Signed and the school seal affixed this 12thday of December: =~ 2006

By: Mary E< Roy, Assqeiate Dean/Registrar

\ Printeq Nama and Title of School Officlal
Signature: 1

]
r

07A-1004.2 (Rev. 12/06) '




STATE OF CALIFORNIA -- STATE AND CONSUMER SERVICES AGENCY ARNOLD SCHWARZENEGGER, Governor

st MEDICAL BOARD OF CALIFORNIA L L AR
Dt LICENSING PROGRAM el
Consumer 1426 Howe Avenue, Suite 54 TR .
Affairs Sacramento, CA 95825.3236 L O A A

(916) 263-2382  FAX (916) 263-2487 R
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CERTIFICATE OF COMPLETION OF ACGME/RCPSC POSTGRADUATE TRAINING

To be completed by the facility for every medical school graduate completing postgraduate training in the United States or Canada.

PART 1. TO BE COMPLETED BY THE APPLICANT
NAME: Last First Middie

ouer M (ALY RETH

|"U.S. Social Security Number

Public/Mailing Address

Telephone Number
=56 wALhre N1

City _ . o State/Province - Zip/Postal Code

ey S BURGH N R
Medical School of Graduatipn: ' ) . )

Joti$ eevd  Scwosl ofF (NeDICin¥’

PART 2: TO BE COMPLETED BY THE PROGRAM DIRECTOR
ATTENTION PROGRAM DIRECTOR: Do not sign and date this form before the last day of any postgraduate
training year which wilt be used by the applicant to qualify for licensure. Completion of this form wilt certify that
the individual named in PART 1 above satisfactorily completed a period of accredited postgraduate training at
this facility and that the trainee has acquired the skill and qualifications necessary to safely assume the
unrestricted practice of medicine in this state.

Name of Facility: . . .
Z/N/ vg“/(Tty‘)' /7 7/ ela f}//’))j’(;’f’cll‘f /(’/f/)/C'/ié (//[.' L"f/‘g

ACGME 10 digit Program number. (www acgme.org)

9 254 DA o
A o E - LDQPTIEN S OS5 707 A A L ECNS ) L A
Address of Facility: Tel

FOO_UPIAKED. ST . [forrssosier, TH /5013

Categorical Specialty Area of Training Start Date of Training

0Ly 712003

End Date (or anticipated completion date) of Training |

Gy Y1 X007

UNUSUAL CIRCUMSTANCES:

Did the trainee ever take a leave of absence or break from their training?

Was the trainee ever terminated, dismissed or expelled?
Did the trainee ever resign?
Was the trainee ever placed on probation?

Was the trainee ever disciplined or placed under investigation?

Were any incident reports regarding this trainee ever filed by instructors?

Were any limitations or special requirements placed upon the trainee for
clinical incompetence, disciplinary problems or for any other reason?

Did the program decline to renew or offer the trainee a postgraduate training
program contract for a following year?

A “Yes” response to ANY of the above questions requires the program director to provide
a written explanation on a separate attachment.

O7TA-100-43 (Rev. 12/05)




DEFINITION OF “SATISFACTORY” COMPLETION OF TRAINING

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

“SATISFACTORY”" 1S DEFINED AS: THE TRAINEE PERFORMED AT AN ADEQUATE LEVEL BASED ON EVIDENCE OF
SATISFACTORY PROGRESSIVE GROWTH INCLUDING DEMONSTRATED ABILITY TO ASSUME GRADED AND INCREASING
RESPONSIBILTY FCR PATIENT CARE.

GENERAL MEDICINE TRAINING REQUIREMENT

To qualify for licensure in California, applicants who are graduates of an international medical school must complete at least four months of
postgraduate training in GENERAL MEDICINE as part of the requirement. Applicants who are graduates of a U.S. or Canadian medical schoal,
who have not completed postgraduate training required for licensure by July 1, 1990, must also complete four months of training in GENERAL
MEDICINE prior 1o licensure. The GENERAL MEDICINE requirement may be satisfied by actual clinical practice where the applicant has direct

p:ie}? responsibilities in any particular spacialty or sub-specialty area for at least four months,

| hergby certify as the program director, that the individual named in Part 1

has completed O has not completed
a minimum of four months of general medicine as part of thi r e training program
accredited by the ACGME or the RCPSC.

-~ SIGNATURE OF PROGRAM DIRECTOR

ATTENTION PROGRAM DIRECTOR: THE PERSON WHO SIGNS THIS FORM MAY NOT BE RELATED TO THE
APPLICANT BY BLOOD, MARRIAGE, OR ADOPTION. If that signature authority is being delegated to another person,
evidence of that delegation must be attached to this form {may be a photacopy). Each delegation must be on official
letterhead and must be dated within the last 12 months.

HOSPITAL SEAL
QFFICIAL HOSPITAL SEAL MUST BE AFFIXED IN
THE BCX TO THE LEFT TO CERTIFY TRAINING

The training program is accredited by the ACGME or the RCPSC to offer the type and level of
training complated by the applicant, and the applicant was trained in an accredited ACGME or
RCPSC program position. | hereby declare under penalty of perjury under the laws of the State of
California that the statements are true and corract.

Opaeerch O Gosppu MD

PRINT RAM DIRECTOR '

Glisloz
SIGNATURE OF PROGRAM DIRECTOR DATE SIGNED
Signature Stamp is Not Acceptable

nce of a notary public.

State of

County of

Subscribed and swarn to (or affirmed) before me on

this day of , 20 ,

by

personally known t me or proved to me on the basis of satisfactory evidence to be the person(s) who appeared before me.

NOTARY SEAL

e oo ‘ SIGNATURE OF NOTARY PUBLIC L3 B

07A-100-L3 (Rav. 12/08)




STATE OF CALIFORNIA -- STATE AND CONSUMER SERVICES AGENGY ARNOLD SCHWARZENEGGER, Governor
— MEDICAL BOARD OF CALIFORNIA Cebti .
. oot LICENSING PROGRAM CLOHWAA D A
('0"5".“"“' 1426 Howe Avenue, Suite 54 PRSI EN P et ;
Affairs Sacramento, CA 95825-3236
(918) 263-2382 FAX (916) 263-2487 P s e A A
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CERTIFICATE OF CURRENT POSTGRADUATE TRAINING ENROLEMENT

At the time of licensure, you may be entitled to a reduced initial license fee if you are actively
participating in a slotted position in an ACGME/RCPSC accredited postgraduate training program.

NOTE: This form may not be used in lieu of the F orm L3A-B, “Certificate of Completion of ACGME/RCPSC
Postgraduate Training.”

NAME: Last -
Sl )

First ( ~ Middle
LAy L) RETH

= Med:ical Schoot of Graduation:
B | o ot i

This Is to certify that the above applicant is actively participating in an ACGME or RCPSC accredited postgraduate

training position that started on C) (p \ ﬂ O ?) and is expected to be
N/ Month . Day vear . .
completed on () (p LES O7 in OB/ GYN
) Month Day Year o Calegoncar Speci rea ol [raning
at _U DNV ERSIVY OF PITTSr0 R mr%mg L CEOTER
located at_M NG5 Luomens Hospine Privs Buect, PN

. Address of Facility _ o,
The 10 digit ACGME Program # : Q ..2 9_ ﬂ ! \ ( 2D (O (Refer to htp;/rwwwacqme.ory/adspuidic)

I hereby declare under penalty of perjury under the laws of the State of California that the above statements are true and correct and the
ahove program is aceredited by the ACGME or the RCPSC 1o offer the type and level of training completsd by the applicant and that the
applic?nt is being trained in an accredited ACGME or RCPSCgslgraduate training positjon.

(OPBRYVELLE (5 oSk

PRINT NAME OF PROGRAM DIRECTOR .~ ’// 7
i 7
£

-~ -~

SIGNATURE OF PROGRAM DIRECTOR —Slgnature Stamp-1§ Not Acceptabie
Wy T
DATE L

ATTENTION PROGRAM DIRECTOR: THE PERSON WHO SIGNS THIS FORM MAY NOT BE RELATED TO THE APPLICANT BY BLOOD, MARRIAGE, OR ADOPTION.

Only the Program Direclor may sign this form. If that signature authority is being delegated to another person, evidence of that delegation must be attached to
this form (may be a photocopy). Such delegation must be on official lstterhead and must be dated within the last 12 manths.

State of

County of

Subscribed and sworn to (or affirmed) before me on

this day of , 20 .
by

personally known to me or proved to me on the basis of satisfactory evidence to be the person(s) who appeared before me.

Hospital or Notary Seal
d SIGNATURE OF NOTARY PUBLIC

OFFICIAL HOSPITAL SEAL OR NOTARY
SEAL (WITH JURAT COMPLETED ABOVE)
MUST BE AFFIXED IN THE BOX AT THE LEFT L4

0TA-100-L4 (Rev 12/05)






