{

“ EDMUND G. BROWN JR., Governor

MEDICAL BOARD OF CALIFORNIA

Licensing Program

APPLICATION
TYPE OF APPLICATION

(Check All That Apply)
(Check One) Ej’hysician’s and Surgeon’s License
U.S. or Canadian Medical School Graduate Postgraduate Training Authorization Letter (PTAL)
International Medical School Graduate [J Update Application: File #

[ Limited Practice License
PRIORITY REVIEW & EXPEDITED LICENSURE

A\ctive Duty Member of the Armed Forces - Must supply satisfactory evidence to the Board that you are serving as an active
uty member of the Armed Forces of the United States. ’

onorably Discharged Veterans of the Armed Forces - Must supply satisfactory evidence to the Board that you have
erved as an active duty member of the Armed Forces of the United States and were honorably-discharged.

ractice in Medically Underserved Area or Population = Must supply satisfactory evidence to the Board that you have

ccepted employment and intend to practice in an area of Californla formally designated as an underserved area or underserved population.
Please see further details on our website at http:// .mbe.ca.qov/Applicants/Physicians eons/Un

emporary License for Spouse of Active Duty Member of the Armed Forces - Must supply satisfactory evidence

o the Board that you are married to, or in a domestic partnership or other legal union with, an active duty member of the Armed Forces of the
nited States who is assigned to a duty station in California under official active duty millitary orders. In addition, you must meet the
equirements listed In Business and Professions Code Sectlon 115.6.

Type or Print Legibly PERSONAL INFORMATION

First Middle

O sHna M

Mailing Address continued (40 characters maximum per line, induding spaces)

NN AN %W

City State/Province Zip;l-ﬁ:stal Code Country

‘Gonfidential-Addre:
(Only'required If Address . of
{RecordJs a P.O.Box): ;'

| Have you served or are you currently serving in the military?

Are you requesting expediting of this application as a spouse or domestic partner

] s

Y'School Codé - -

07A-100 (Revised 7/2016)

2005 Evergre&LS({eet, Suite 1200, Sacramento, CA 95815-3831 (916) 263-2382 (800) 633-2322 FAX: (916) 263-2487 www.mbc.ca.gov

























APPLICANT INFORMATION MBC.

Use Only

LEGAL NAME: Last First Middle Suffix Aplicants
. . « S

Bourne Christina Marie pfg,a?

ATTENTION PROGRAM DIRECTOR

Do not srgn and date this form prior to the last day of any postgraduate trammq year which will be used
by the applicant to qualify for licensure. -Completion of this form will certify that the applicant has
satisfactorily completed a period of accredited -postgraduate training .at this facility and that the
applicant has acquired the skill and quallflcatlons necessary to safely assume the unrestrlcted practice
of medicine in thls state. S

‘THE PERSON WHO SIGNS THIS ‘FORM MAY NOT BE : RELATED TO THE APPLICANT BY BLOOD,
MARRIAGE, OR ‘ADQPTION. Only the Program Director may sign this form. If that signature authonty
-is being delegated to another person, evidence of that delegation must be attached to this form (may be-
a photocopy).. Such delegatlon must be on OffICIal letterhead -and must be dated: wrthm the last 12

months. . : . :

PROGRAM DIRECTOR OFFICIAL CERTIFICATION

‘The program director signing this form is formally certlfymg and documenting -under penalty of perjury
-that the applicant received instruction appropriate-for.the particular postgraduate level and that he/she
satisfactorily completed periods of training in accordance with the accepted standards and the criteria ";ifi;fsf&
defined. as equating to satisfactory. performance. The program director is.attesting to the fact that the Date - -
applicant has acquired the skill and quallflcatlons necessary to safely assume the unrestricted practice 4/(5 :
of medicine in this state. : :

Verified
© PD

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

\LC\\I N 615&4 J M D ' Program

- Director's
PRINTED NAME OF PROGRAM DIRECTOR Sigr[m)atture& /
ate
W %\ T-1-32017 _—
SIGNATURE OF PROGRAM DIRECTOR DATE ’lf
(Signature Stamp Is Not Acceptable) O

NOTE: " If a hospital seal is not available, the program director shall also sign in the sectlon below in the
' presence of a-notary public. ] Program

— Director’s
SIGNATURE OF PROGRAM DIRECTOR: W ~SlgnE|amre

(SIGN FULL NAME IN THE PRESENCE OF NOTARY)

A notary public or other officer completing this certificate verifies only the identity of the individual who signed the
document to which this certificate is attached, and not the truthfulness, accuracy, or validity of that document.

State of
Notary
Signat
County of E"Sae:{ e A
Subscribed and sworn to (or affirmed) before me on this : day of , 20 , a 7
by, proved to me on the basis of satisfactory evidence ’Hgsépai;al
(PRINT PROGRAM DIRECTOR’S NAME) ‘

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

L3B

SIGNATURE OF NOTARY PUBLIC

NOTE: The completed forms must be mailed directly from the program to the Board to be acceptable.
o Y






Application Summary

5/15/19 10:37 AM

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

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

Personal Detail
First Name:

Middle Name:
Last Name:
Birthdate:
Gender:

Addresses

License Related Addresses
Address of Record (Required)

Warning:

Page 1 of 3

Physician and Surgeon A

150575

2029072

Physician's and Surgeon's Renewal
14616777

05/15/2019 (mm/dd/lyyyy)

CHRISTINA
MARIE
BOURNE

** /** /****

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

Financial Interest Disclosure Summary
Address:

Questions

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

Have you successfully completed, and can
document, the mandatory courses and hours
of CME within the last two years, or you
meet the conditions which would exempt you
from all or part of the CME requirements, or
you hold a permanent CME waiver?
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5/15/19 10:37 AM

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

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

no financial interests to disclose.

Page 2 of 3

Family Physician Training Program Voluntary Fee

Would you like to contribute?

Attachments

Physician Survey
Are you retired?

Activities in Medicine

Patient Care Practice Location
Telemedicine Practice Location

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

Areas of Practice

Board Certifications
Postgraduate Training Years

Cultural Background

Foreign Language Proficiency

Web Site Profile

E-mail:

Fees
Biennial Renewal Fee

No

Administration - 20-29 Hours
Other - 1-9 Hours

Patient Care - 40+ Hours
Research - 1-9 Hours
Teaching - 1-9 Hours
Telemedicine - None

Zip: 95817 County: SACRAMENTO
Zip: County:

Zip: County:

Zip: County:

Residency

Family Medicine - Primary
Psychiatry - Secondary
None

3 Years

Cultural Background - No
Foreign Language Proficiency - No

Gender - No

$783.00
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5/15/19 10:37 AM Page 3 of 3

DUE TO CURES FUND $12.00
StephenM.ThompsonLRP $25.00
Total Amount Due: $820.00

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

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

Signature: Date:
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