o 38/1 04220

Bureau of Professional Licensing
PO Box 30670 e Lansing, Mi 48909

LICENSING AND REGULATORY AFFAIRS Telephone: (517) 335-0918

www.michigan.qov/hpl
CUSTOMER DRIVEN, BUSINESS MINDED. BPLHelp@michigan.qov

EDUCATIONAL LIMITED RENEWAL CERTIFICATION OF ADMITTANCE TO

A MEDICAL POSTGRADUATE TRAINING PROGRAM
Authority; 1978 PA 368

Your license will not be renewed until we receive this information.

Section of Form to be Completed by Applicant:

Licensee’s First Name Middie Name Last Name
Aliye Lauren Runyan
ﬂb&r Date of Birth (MMIDD/YYYY) Mm IDiLicense Number
GCOD MORAL CHARACTER QUESTIONS
1. Have you been convicled of a felony you have nol previously reported to the Department? Yes Noj
2. Have you been convicted of a misdemeanor punishable by imprisonment for a maximum of 2 years or a
misdemeanor conviction involving the illegal delivery, possession, or use of alcohol or a controlled Yes ‘No'
substance you have not previously reported to the Department?
3. Have any sanctions been imposed against you by a similar licensure, registration, certification or Yes No
disciplinary board of another state or couniry you have not previcusly report to the Depariment? :
By submitting this application | certify all information to be true and correct and understand that any
misrepresentation or fraud may be cause for disciplinary action. | further attest that | have a wntten policy for
protecting, maintaining, and providing access to my medical records in accordance with Section 16213 of the
Public Health Code, 1978 PA 368, MCL 333.16213, and for complying with Section 16213 in the event that |
sell or close my practice, retire from practice, or otherwise cease to practice under Arlicle 15 of the Public
Heaith Cede, 1978 PA 368, MCL 233.16101 to 333.18638.
e )
Signature of Licensee MV Dale L{ /27 / f ’7—‘
VA T
Section of Form to he Completed ¥y Program:
Hospital Name or institution
Detroit Medical Center
Hospital or Institulion Sireet Address
4201 St. Antoine, 9C-UHC
City State Zip Code
Detroit Mi 48201
Program Start Dale (MM/DD/YYYY)
Program Name .
Obstetrics -Gynecaloay 07/61/301]
Please select one: 4 ~J!
%icensee will be centinuing their educational limited appointment in the same program at the same location as shown above
ClLicensee will be continuing their educational limited appointment, but wiil transfer to a new program as shown above
Signature of Direcios of Medical Education Dale
% 05/10/2017

LARA/BPL-MEDEDLTDRENEW (Rev. 1/17)

The Depariment of Licensing and Regulatory AHairs will not discnminate against any individual or group becausa of race, sex, religion, age, national origin, color, mal_'ttal status,
disabiity, or pohitcal beliefs  you nead assistance with reading, wnling, heanng, eic., under the Amancans with Disabiliies Act, you may make your needs known to this agency.
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MICHIGAN DEPARTMENT OF LICENSING AND REGULATORY AFFAIRS Amount Paid - $170.00
ONLINE APPLICATION FOR A MEDICAL DOCTOR - EDUCATIONAL LIMITED __ Date Paid - 04/29/2014
OBTAINED BY WEB BY APPLICATION WITH CS License # N0

License # C)(O’*QD( ‘\
Issue Date (_D ,9'_1,“(.

FIRST NAME: MIDDLE NAME: LAST NAME: SUFFIX:

Aliye Lauren Runyan

SSN: DATE OF BIRTH;: DAYTIME TELEPHONE NUMBER:

License Address - 4201 St. Antoine Email Address - lpingill@dme.org
UHC - 9C

Detroit MI 48201
United States

APPLICATION QUESTIONS

Have you been convicted of a felony? N

Have you been convicted of a misdemeanor punishable by imprisonment for a maximum term of 2 years?

Have you been convicted of a misdemeanor involving the illegal delivery, possession or use of alcohol or a
controlled substance (including motor vehicle violations)?

Have you been censured or requested to withdraw from a health care facility's staff or had your health care facility N
staff privileges involuntarily modified?

Have you been treated for substance abuse in the past 2 years? N

Have you had 3 or more malpractice settlements, awards or judgments in any consecutive 5 year period?

Have you had one or more malpractice settlements, awards or judgments totaling $200,000 or more in any
consecutive 5 year period?

Have you had a federal or state health professional or registration revoked, suspended or otherwise disciplined; N
been denied a license; or currently have disciplinary action pending against you?

Have you been denied the privilege of taking an examination by any state medicat board? N

If you have held a permanent license in another state, list the state's in which you hold or have held a medicine
license.

If you ever held a health professional license in Michigan, please provide the Permanent ID Number (License
Number) and Expiration date

List all previous names used.

MEDICAL EXPERIENCE

Hospital &Program Name Start Date
EDUCATION DATE DATE
School Name FROM TO
University of Miami 08/01/2007 05/01/2012

Page l of |
4/30/2014
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STATE OF MICHIGAN ~
RICK SNYDER DEPARTMENT OF LICENSING AND REGULATORY AFFAIRS STEVEARWOOD ™.
GOVERNOR DIRECTOR

BUREAU OF HEALTH CARE SERVICES

Name : Aliye Lauren Runyan
License Number : Pending

Tracking Number : 2563705 RFCENVvER
Profession : Medicine
License Type : Educational Limited Medical Doctor APR 3 0 2014

Process : Apply for Initial License process

DEPARTMENT OF LICENSING & R
Certification. BUREAL OF HEALTH mémocg#Fms
) LICENSING DIV
1 understand that it is the policy of this agency to secure a sIoN

cnminal conviction hustory as part of the pre-licensure screening
process | authorize this agency fo use the mformation provided
in this application to obtain a criminal convictian tustory file
search from the Central Records Divigion of the Michigan
Department of State Police or other Jaw enforcement or judicial
record-keeping organization. | further consent to the releasa of
information to this agency regarding any disciplinary
investigations conducted by a similar licensure, registration, or
specialty certification board of this or any other state, 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 might affect the decision to be
made on this application. In signing this application, | am aware
that a false statement or dishonest answer may be grounds for
denial of my application or revocation of my license and that such
misrepresentation is punishable by faw.

Signature :

Sign on the signature line and mail this page along
with any required attachments to:

Bureau of Health Professions

P.O. Box 30670
Lansing, MI 48909

Print Page Close Window

https://mylicense.mdch.state.mi.us/MyLicenseEnterprise/SignatureCard.aspx?process=prn  4/29/2014



LARA/LMD-851 (04/11) Page 2 of 2

Name

pLLYE & Romnan

8. Have you ever been censured, or requested to withdraw from a healih care faciliy's staff or had your O Yes q’ No
health care facility staff privileges Involuntarlly modifled?

9. Do you hold or have you held a medical license In any state? If yes, list each slate, the license or O Yes %ﬁ No
registration number, the date issued, and how the license was oblained DO NOT LIST TEMPORARY
LICENSES. You must have each state board verify licensure directly to this board office.
{Attach additional sheets if necessary.)

How oblained

State License Number Date of Issue (Endorsement or examination)

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

Dates of Aflendance

Name and Address of Institution
From To

Degree

Eelord Coluge Upool | Floos B> | A

g Unhgrawy oot |"hoot m.s.

Unesiof Wi |Roor | Thorz WD,

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

Name and Address of Emplayer Dates of Praclice Dulies

From To

CERTIFICATION

| understand that i [s the policy of this agency fo securs a criminal conviction hislory as part of their pre-licensure
screeniing process. | authorize this agency to use the information provided in this application o obiain a criminal
conviclion history file search from the Central Records Pivision of the Michigan Department of State Police or other law
enforcem ent or judiclal record-keeping organizatlon.

| further consent to the release of Information to this agency regarding any disciplinary Investigations conducted by a
similar licensure, regisiration, or specially cerlification board of this or any other state, of the United States miltary, of the
federal government, or of another country,

The stalements In this application are true and correct. | have not withhe!d informalion that might affect the decision to be
made on ihis applicalion. [n signing this application, | am aware that a faise statement or dishonest answer may be
grounds for denial of my appilcation or revocation of my license and that such misrepresentation is punishable by law.

Signature of Applicant M/I\,f [ Date L[ } g } 2 0 } L«}
, v




LARA/LMD-093 {04/11) Michigan Department of Licensing and Regulatory Affairs Page 10of 2
Board of Mediclne
P.O. Box 30192
Lansing, Ml 48909
(517) 335-0918

www ninchigan govihedthilicense

-

CERTIFICATION OF APPOINTMENT TO A MICHIGAN TRAINING HOSPITAL

Authority Public Act 368 of 1978, as amended
Itthis form 1S not completed, a license will not be issued

INSTRUCTIONS TO APPLICANT:

Complete Section | Type ar print your legal name exactly as it appears on your application. For Section i, send this
form to be completed by the Program Director of the Michigan hospital where you have been appointed. This
certification must be submitted to the Board of Medicine by the hospital.

SECTION | - APPLICANT INFORMATION

First Narme Middle Name Last Nam
Wi\{t ‘ C Lawen ﬁw)yﬂm

Sousl Secunly Nuinber Dda of _

Su'eetAddressaa)\-\ Cmms \Zd

Crty State ZIP Code

@oﬂaﬂ Qalc I LE0F3
Daytime 1-'glephone Number All Previous Names andior Birth Name Used (If applicable)

A3 S ads

;

Signature of Applicant MW oae L[ ) ﬁ Z@} L{

APPLICANT: UPON COMPLETION OF SECTION I, SEND THIS FORM TO THE PROGRAM
DIRECTOR FOR COMPLETION OF SECTION Il

TheDepartment of Licensing andRegulatory Affairs will not discnminate against any ineividual orgroup bacause of race, sex, religion, age, natond origin, color,
manta! status, disability of polibcal beliefs If you need assistance with reading, wniing, hearing, etc , under the Americans wath Disabilities Act, you may make
your needs known to this agency



LARA/LMD:093 (04/11)

Name . *

© BLIVE 4, ﬁwym/

Page 2 0of 2

THIS SIDE TO BE COMPLETED BY THE PROGRAM DIRECTOR

INSTRUCTIONS FOR COMPLETING SECTION II:
Please complele the following informatlon. Relurn this completed certification direcily to the Michigan Board Medicine at the

address shown on page 1 of this form.

SECTION Il - CERTIFICATION OF RESIDENCY APPOINTMENT

Name of Traning Hospatal

Detroit Medical Center, GME Office

Street Address of Training Hospital

4201 5t. Antoine, UHC 9C

City, State and ZIP Code

Detroit, Michigan 48201

ALTYE L. /QLM/‘/m/

| cerlify that has been duly
(Applicant's Nama)
appointed lo a training program In the clinical area of
OBSTETLELS - & YNE £oLOGY
pilad
beginning _7' } l } ’ L[ and ending (O / _}tl /
(Month/Day/Y ear) (MonthDay/Y ear)
at Detroit Medical Center

Is this program accredited by ACGME?

(Name of Traning Hospital)

bdx Yes O No

M@W%J

Terese DeClercq

o-4/8-1§

Signature of Director of Medical Education

Pnnt or Type Name of Director of Medical Education

Date of Signature

(SEAL)

It hospital has no seal, please indicate
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Michigan Department of Licensing and Regutatory Affairs

Board of Medicine
P.O. Box 30192
Lansing, Ml 48809
(517) 335-0918

wwyy michigan.gov/hedthlicense

Page 1¢of 2
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N
CARE Sepmpoat AFFAIRS

CERTIFICATION OF MEDICAL EDUCATION FOR GRADUATES OF MEDICATF@@HOSi.S
LOCATED IN THE UNITED STATES, ITS TERRITORIES, THE DISTRICT OF COLUMBIA, OR

THE DOMINION OF CANADA

Authority, Public Act 358 of 1978, a3 amended
Ifthls form is notcompleted, a license will ot be [saued

INSTRUCTIONS TO APPLICANT:

Complele Seclion|. Type or print your legal name exactly as it appears on your 2pplication. For Section Il, send this form 1o be
completed by the Dean of the medical school you atiended. This cedification must be submitied directiy te the Michigan Board of

Medicine by the medical school.
SECTION 1 - APPLICANT INFORMATION

First Neme Middle Name

O ye w1

Last Neme

oy

Social Securii Number Date “ ili |

Daytime Telaphone Number

T3-504 9923

Stroet Address

Qugust Q0TF

A2 Grooks 2 !
City State ZIP Cede
Maﬂ Odk Mz L §0+3
All Previous Names andfor Bith Name Used (if applicabie)
Dete of Admission Date of Graduation

oy 201

+

Signature of Applicant Q (/I /%(/‘D——’—

™ Y81 204

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

ThaDepartment of Licensing and Regulatory Affairs will not discriminate against any individual or group because of race, sex, raligion, age, national origin,
color, mantal status, disabilty orpolitical belefs. [fyouneod assistance with reading, wiiting, hearing, etc , underthe Americans with Disabiliios Act, youmay

maka your neads known to this agency.
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Narne

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

INSTRUCTIONS FOR COMPLETING SECTION II:
Pleass complele lhe following Information. Refum this compleied cerification directly to the Michlgan Board of Medicine o

the addrsss shown on Page 1 of this form.

SECTION Il - CERTIFICATION OF MEDICAL EDUCATION

Nema of Medical School -
UNIVERSITY OF MIAMI
Street Addre ss of Medical Schoo! . 1600 NW 10 AVE (R128)
MIAMI, FL 33136
City, State and ZIP Code
I cortify that /,Z/}fﬁ, /4_//}4/)%/ atiended the

(Appiant's Neme)
medical school named above from &5’ / ﬂT/ZZ to é{ // / / CL

(Montl(lDale er) Month!ﬁayﬁear)

GOCTOR OF MEDICINE

on

and was/ill be granted the degree of

e, /A/,,?ﬂ/ A

(Month@ay/Y ebr)

4 ngnatur%f Daan or Registrer

Ana Campo, M.D.
Associate Dean for Student Affairs

(SEAL)

Print or Type Namae of Dean or Ragistrar if school has no seal, please indicate
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