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Board of Medicine
P.O. Box 30192
Lansing, Mi 48309
(517) 335-0918

vaww michigan aov/hedthlicenss

APPLICATION FOR MEDICAL DOCTOR LICENSE

Authorty  Public Act 358 of 1978, a3 amended
IT s form 15 N0k completed, 3 heerse will not be 5susd

A contralled substance hcense 1S requrred for every person who prescrbes, manutadtures,
distnbutes, or dspenses any controlled substancs in Michigan  Infamation on obtaning a
Fadecal contrafled substanc e licenss may be obtained by contactng the Regional Eranch,

DEA, 431 Howard Stresst, Detroit, Ml 45226 ( 1-800.5

L9520) Lense Number g qqc‘ \_‘—D

Type or Print Only
[I AM APPLYING FOR THE FOLLOWING:

Controlled Substances Licenss Number

License by Examination Fee: $150.00 71-4301-01
{0 Controlied Substance Fee: $85.00 43-01 71-5315

Date of Licensure

))‘Aﬁ\x

Your check or monoy order drawm on a U S financid mstitution and made payabls 1o the STATE OF MICHIGAN must accompany this apphcation
DO NOT SEND CASH. Fees are deposited upon recept and can only be refunded under refund rulss promulgated by the Department

Legal Fest Name

how o

Legal Middie Nams

L=gal Last Name

Koh n

T | —

Dajme Fhogs et
vt

E-Mail Addrass

Chovkaha Qsma{\-um

a4

New York New York

7P Cowts

(00 ¢,

All Frevious Names and/or Buth Name Used (if applcatds)

FHare you ever held a heath professional licenss in Michigan?

o o

0 vYes

Mictigan Health Professional Parraanent | © Number and Experation Date

Check the appropriate answer to each of the following questions. NOTE: Submit a detailed explanation
for any YES answer you check on a separate sheet with your application.

1. Have you aver been convicted of a felony? 0 ves X No

2. Have you ever been convicled of a misdemeanor punishable by imprisonment for O Yes X No
a maximum of 2 years?

3. Hav:’nu ever been convicled of a misdemeanor involving the illtzgal delivery. possession. or B Yes R No
use of alcohol or a controlied substance (including motor vehicle violations)?

4. Have you been treated for substance abuse in the past 2 years? Yes ™K No

5. Have you had 3 or more malpraclice setllements, awards, or judgments in any Yes R”I No
consecutive 5 year period?

6. Have you had one or more malpractice settiements, awards. or judgments totaling $200.000 0O Yes X No
or more in any consecutive 5 year period?

7. Have you ever had a federal or state health professional or conlrolled substance license 0O Yes X No
revoked, suspended, or otherwise discip!ined: baen denled a license: or currently have
disciplinary action pending against you?

8. Have you ever heen denied the privilege of taking an examination by any state medical board? ©m Yes ¥ No

onon., co
ALt you may make you

&%=, national
icans with Cusabibties




LARAIMEOLOA0 (04111) Page 2ot 2

Name

Chovo Koahn

9. Have you ever been censured. or requested to withdraw from a health care facility's stafforhad O Yes )R No
your health care facility staff privilege invo'untarily modified?

10. Do you hold or have you ever held a permanent medical license in any state. U.S. Territory or O Yes & No
Canadian Province? If yes. list the state(s) U.S. Territory or Province in which you hold or
have held a medicine license. the license or registration number. the date issued. and how the
license was obtained. DO NOT LIST TEMPORARY LICENSES. You must have each licensing
agency verify licensure directly to this board office. (Attach additional sheets, if necessary)

State. U.S. Territory or How obtained
Province License Number Date of Issue (Endorsement or examination)

Provide a complete chronological record of your educational preparation.
Attach additional sheets if necessary.

Name and Address of Institution e Aandancs Degree
Stesn (olleqe. of Yeshun Unweriry | 194 200 B.A.

ve.
New York , VY 10016

) ﬂ\gml- Ensiein ,(.;“'1‘ :‘: Medicine
\300 m™ore’s Tark Ave
Beoax NY lodpl 2003 QWO MD.

Provide a description of your professional medical experience.
Altach additional sheets if necessary.

| understand that it is the policy of this agency to secure a cnminal conviclion hislory as part of the pre-licensure
screening process. | authorize this agency lo use the information provided in this application to obtain a criminal
conviction history file search from the Central Records Division of the Michigan Depariment of State Police or other law
enforcement or judicial record-keeping organization.

| further consent to the release of information to this agency regarding any disciplinary investigations conducted by a
similar licensure, registration, or specialty certification board of this or any other slate. of the United States military, of the
federal government. or of another country.

The statements in this application are true and correct. | have not withheld information that mignht affect the decision to be
made on this application. In signing this zpplication, | am aware that a false statement or dishones! answer may be
grounds for denial of my application or revocation of my license and that such misrepresentation is punishable by law.

Name and Address of Employer meDates of Fxactica To Duties

Rlbecy E.nsitrn (olleqe of Obsietr,
S s
Medi une (Seeaddress awoue) Aoog 2009 Lotecn + Gynecoloqy
Myen- Biasitan Colleqe of _ Obsidrics & ¢
Medi cing (seehddass 0 09 Presens Res.dant o (.r'qmoloqq

q\sb\lg) ’ 7

CERTIFICATION

Sgnature of Apphcant

B0 = i







LARA/LME=091 (/1 1) Fage 1 of
Michigan Department of Licensing and Regulatory Affairs
Board of Medicine
P.O. Box 30192 ‘9
Lansing, Ml 48909 &
(517) 335-0918

o)
wyevemichgan auviheathlicens= o
healt Q 6}!

CERTIFICATION OF MEDICAL EDUCATION FOR GRADUATES OF ME%AL%QHO%
LOCATED IN THE UNITED STATES, ITS TERRITORIES, THE DISTRICT O -@\LU@A,

THE DOMINION OF CANADA 1)
Authonty  Pubic At 258 OF 1978, 35 amended /¢
1 this form 15 not compieted, 3 heerse will ot D2 1ssusd 6\

INSTRUCTIONS TO APPLICANT:

Complele Section I. Type or print your legal name exactly as it appears on your application. For Section !'. send this form lo be
completed by the Dean of the medical school you attended. This certification must be submitted directty (o the Michigan Board of
Medicine by the medical school.

SECTION | - APPLICANT INFORMATION

First Name Middhz Name Last Name
Chav o, Kok o
Social Secunty Number Cate of Buth Daytime Telephons Mumber

L _
Stred Address

Sate ZIF Code

NW Yor k Ny 1002 L

All Previcus Names andior Binth Name Used {if appiicable)

Date of Admission Oige of Graduation

Rvgess 2003 Tie

2008

Signature of Applicant

M :I .ll\\\\aon

APPLICANT: UPON COMPLETION OF SECTION I, SEND THIS FORM TO THE DEAN OF
YOUR MEDICAL SCHOOL FOR COMPLETION OF SECTION II.

The Depanment of Licensing and Requiatory Atfairs vall not discominate aganst any indvidual OF QU Leoc ause of 130, S redipon, a9, national oriair
color, mardal status, disatulty or poltical behefs |fyounead assistancewath reading, witing hearn

Q. =tc unds the Amencans with Cusabibbes At you may
make your neads known 1o this agency
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Name

Chova Kahn

TO BE COMPLETED BY THE DEAN OR REGISTRAR OF THE MEDICAL SCHOOL

INSTRUCTIONS FOR COMPLETING SECTION I

Please complete the following information. Return this completed certification directly to the Michigan Board of Medicine at
the address shown on Page 1 of this form.

SECTION Il - CERTIFICATION OF MEDICAL EDUCATION

|Name of Medical School

Albert Einstein College of Medicine

Streel Address of Medical School

1300 Morris Park Avenue

City, State and ZIP Code
Bronx, NY 10461

' Chava Kahn
| certify that attended the
(Apphcant’s Name)
8/20/03 5/30/08
medical school named above from /20/ lo 304
(ManthiDay/v «ar) {Month/Day iV =ar)
and wasAwill be granted the degree of Doctor of Medicine on
June 5, 2008
{(Month/Day/v #ar)
A A ‘
‘ ‘ 12/14/11
Swnature of Dean or Remstrar Date of Signaurs
(SEAL)

Linda Gillespie

Prnt or Type Name of Daan o Reqistrar If school has no seal, please mdicate
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Board of Medicine
P.O. Box 30192 C)/’),\
Lansing, MI 48909 Q
(517) 335-0918 @
wwve michigan gawvihedthlicenss o

CERTIFICATION OF POSTGRADUATE TRAINING O .
Authonty PUBiIC Act 363 0f 197, 35 amended 6:0 7,
1 this Tomn 15 not compléted, 3 hoernse will not De 155ued ’

INSTRUCTIONS TO APPLICANT: (S C

Compiete Section |. Type or print your legal name exaclly as it appears on your application. For completion of Seclion ll@nd this
form to {he Director of Medical Education where you completed your postgraduate training. This certification must be submitted
directly to the Michigan Board of Medicine by the Direclor of Medical Education

SECTION | - APPLICANT INFORMATION

|Frst Name Middle Name Last Name

C\\QV (0 KO\\\ la)

Social Secunty Number Date of Bith

[Strest Asdress

-
#&_ ,

City State ZIF Code
NQNU 40rk NLV\/ \‘or k. |00 b
m Telaphcae Number

0\

All Fravous Names andfor Birth Name Lised (if applicabi=)

Signature of Apphcant Date
O}/\_. |l 2o

APPLICANT: UPON COMPLETION OF SECTION |, SEND THIS FORM TO THE DIRECTOR OF MEDICAL
EDUCATION FOR COMPLETION OF SECTION II.

L he Depatment of Licensing and Ragulatory Affairs will not discnminate against any indvidual or group bacause of race, sex, rehqion, age, national ogin,
color, mantal status, dsabikty or politic d befiefs 1fyou nead assistance with rsading, witing, heanng, #1c , undss the Amenicans with Cisabultiss Act, you may
maks your nesds known to this agency :
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Name

C,\\o.\lq KQ\\I\
TO BE COMPLETED BY THE DIRECTOR OF MEDICAL EDUCATION

INSTRUCTIONS FOR COMPLETING SECTION II:

Please complele the following information. Retumn this completed certification directly to the Michigan Board of Medicine
at the address shown on Page 1 of this form.

SECTION Il - CERTIFICATION OF POSTGRADUATE TRAINING
[Name of Hospital

Ar@err Cpsre o Cowcce op Mepcine

Street Address of Hosphal
1200 fheve
Siale and ZIP Code

§ e'm,g,. My 1ovel
'le Chava Kmitr, np a graduate of the

(Applicant's Name)

M&w_cﬂu&&m%mw school, has successfully completed postgraduate
clinical training offered by the hospital named above from 7/1/ ot .o _ﬁﬂ_élﬂmqmu)
™ (Month/Diay/Y ear) Month/Diary/ ear)

muMmu__Q_Q_iﬂﬂﬁLM Gyrecocaty

Is this an active training program accredited by the ACGME, the College of Family Physicians of &I Yes O Neo
Canada, the Royal College of Physiclans and Surgeons of Canada, or by the National Joint
Committee on Accreditation of Preregisiration Physician Training Programs of the Canadian

L el

Swanature of Dwector of Medic al Education Date of Signaure
_Eripn Craxs, M) (SEAL)
Pnnt of Type Name of Director of Medcal Education It hespatal has no seal, pleass indicats

NOTE: Certification of Postgraduate Training will not be accepled if signed and submitted more than 15 days prior to
actual completion.




U S'MLE United States Medical Licensing Examination® (USMLE®)

Unired States Certified Transcript of Scores

Medical This document was prepared by the
Licensing Federation of State Medical Boards of the United States, Inc.
Federation Place, 400 Fuller Wiser Road, Suite 300, Euless, TX 76039-3856 — Telephone (817) 8684041

Examination

Date:  12/122011
Recipient:
Michigan Board of Medicine
ATTN: Carole Hakala Engle, Licensing Director
611 W Ottawa
1st Floor
Lansing, MI 48933

Examinee ID¥:  5-163-836-9
e ke e ﬂ

Results for Steps taken by this examinee (and for which results have been reported to date) are shown below. For Steps that span more
than one day, the test date reflects the day on which the examination began. Where numeric scores are reported, there are two scales used
and the recommended minimum passing score (“MP™) on each scale is shown in parentheses.

| SMLE STEP 1
Three-Digit Score Two-Digit Score
Test Date Pasy/Fail Comments
oo e |1
|USMLE STEP 2
Clinicai Knowledge (CK)
Three-Digit Score Two-Digit Score
Test Date Pass/Fail Comments
wrzns v [
Clinical Skills (CS)*
Three-Digit Score Two-Digit Score
Test Date Pasy/Fail Total MP Total MP Comments
01/022008  Pass
|USMLE STEP 3
Three-Digit Score Two-Digit Score

Test Date Pass/Fail omments
CONNECTICUT 04/22/2009 Pass

NOTE: A search of the Bourd Action Data Bank of the Federation of State Medical Boards (FSMB) reveals no reported information on this examinee.

msmmmpmmm:mwmwwmmmmmmmwmﬁsua
cos v051221 24573645 Page 10f2



Michigan Department of Licensing and Regulatory Affairs LARALPH-00 (0711 1)
Board of Pharmacy
P.O. Box 30670
Lansing, Ml 48909
(517) 335-0918
vvew michegan owMedthiicenss
CONTROLLED SUBSTANCE LICENSE APPLICATION Tran Infos430137 17673036-1 04720712
I llnmf’\t;‘!:'lhllvfl‘i':-:h{:‘ a3 ||v_v:|1.":‘ . : Chku: 399 GNt: ‘20'00 /
. vy Peerson veho manutacturers, dstnbutss ID: "301099%0
any -unlx dle J uk 1_:1" Ylllrll migan as & '-_'nl--,«!‘ 0 Amtick: 7 of Tran Infoi430137 17673036-2 04/20/12
amended Chikdi: 399 Ant: $65.00

A separate controdled substa BCES S Dequirsd 10r s h bugin e
manufadture, distntuts, o Jsubstances I you caly
substanc=s at muare than one Lo ation, vou only u»--!nu-umu W fo 1«.3.3

tancs e enss
License Mumber

Frfuattration ot ot aFederal Controlivad subelan e i earse iy b obdeatead ey conlaebing
ln-F—h saal Branch, Crue |Enl O -rn-m Administration 32 1 Heward Street, Cietrot, Michigan 66\505q %
18 ) M

26 (tebephone waan Beard of Phamacy 15 unable 1o answer .
qp-ah NS about th Crate of Li .vvzzvé

o -—

Type or Print Only
INSTRUCTIONS

1. CONTROLLED SUBSTANCE FEE: Initial (first time) professional license or relicensure of your orofessional license - $85.00.
If you aiready hold a pfofesmml license and your professional license expires In:

—
0-12 months the fee ses 00 (13757)  13-24 months the fee is $160.00 (23757)  25-36 monthis the fee is $235.00 (33757)

2. M.D./D.O. Applicants: This application may not be used for physician melhadone programs. Please request an application for
the Physician Methadone Program.

3. Allow up to six weeks for your paper license to arrive.

Y our check of monsy order dravn on 2 L) S tinancal nsbtuton and mads payabls to the STATE OF MICHIGAN must accompany this apiixaticn
DO NOT SEND CASH Faec are daposited upon recspt and can only be refunded under refund rules promalgated by the Dspanment

o Yes No
0 49-01 OD. 71-5330

0 53 - 01 Phamacy Store 71-5301
0 53-02R.Ph. 71-5302
0 53-06 Manuf/Wiholesaler 71-5306 O

Xh hnm Fermanent | L Number {as shawn on your pocket card)

Fust Name PAdas Name Last Hame
—NON A v Kokkr\ =)
Slrew Tebephone Humbe
| o N
City Stats 3 TIP Conde
NQVJ *or‘\L N 1 oo~ L
TYPE OF PROFESSIONAL LICENSE STATUS:
(Please Chack One) Feqular Educ Lmt  Voluntesr | 1. Have you ever had any health professional license
M 29-01DD.S. 71-5315 N or 0 limited. suspended. revoked. denied. or surrondend?!
0 59-01DPM. 715315 B o O o O 0 fYes i
0 69-01 DV.M. 71-5315 m) or MO If Yes. please explain on separale sheet. \/
543 -01 MD. 71-5315 G{ or 0 or 0 2. Is your current professional license limited as a result
of Board disciplinary action?
0 51-01D.0. 71-5315 0 or 0O or O
)
m}
= ]

4301099940 _

Exparation Date of L ense RS
l o] l 312013
| am applying for a conlrolled substance license in Mchlgan and cerlify that the statemenls and information above are true. ‘

e Q/QA/¥_ ““ \\5] 2 J

The Cepartment of Licensing and Regulatony Affairs vall not « minate 2gainst any Indvidual of roup be 35e of race, se r-:-h-_)l-:fn,age national ongin
color, mantd status, disability or palitica bediafs 1f you nésd stance with r2ading, vnting, heanng, &t . under the Amencan’s with Disabilities Act, you
may make your nessds kndvn 1o this aaency






