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Intial Médical Licrisure MARYLAND BOARD OF PHYSICIANS FOR BANK USE ONLY
PERSONAL INFORMATION P.O. Box 37217 + Baltimore, MD 21297 Da(e i S
M01BIML, T Telephone: 410-764-4777 or Toll Free: 800-492-6836 Check Numbéi
. : Amount Pald
Name Code

APPLICAT[ON FOR INITIAL‘ MEDICAL LICENSURE i | AppIp 7

,,,,,

Please print legibly or type the requnred information. Do not leave any item unanswered If an ltem does not apply to youu, Fees AMG $790 00 o FMG $890 00 ,'

write "NJA" (Not Applicable) for thatitem, An incomplete application form will delay the processing of your application,

Your Complete Current Legal Name: As listed on your U.S. birth/marriage certfficate, U.S. passpor, or most recent document issued by the INS.
Last name and generational indicator {Jr., St., Il, lll, etc.): Complete name you would like to appear on License.

First name and middle name:

ol T ITTTTTTTITTTTITITIITTTIITTITTT]

(AIN(H]-fefulv] olnInfed [ T TV T T T T T T T T T T

(if applicable, please check a box and complete below) & Complete Maiden Name OR o Complete Former Name o Completed legal name

HEEEEEREEE HEEEEEEEN

StOp' If any credential you submit bears a name other than your current legal name as listed above, or if you have been licensed in another state under any name ather

2,

than your current legal name, sign and date an atfachment which includes each different name, an explanation of why the name differs from your current legal
name, and a copy of the legal document to support the name change. -

Public Address: Your public address of record. ‘This address, usually your office, is available to the public and will be posted on the internet.
Street Address: If you change your address prior to being licensed, immediately notify the Board in writing.

[ilojajola] [oft[n] [elelo[r]e]e|ro|w[n] [RIo]a[o] T ]

|

[slufuirle] Jafolal [ T [ J [ [T [T T T T T.TT ]

|

Cily State Zip Code

Blelrfnlefsioial | [ | [ [ | [Mo] [2foT8[1]4]-Tilafn [o

Non-Public Address: This address, usually your home, Is for Board use only. However, if no public address is listed, this address will be made public.
Strest Address: (Do NOT use a P. 0. Box) If you change your address prior to being licensed, immediately notify the Board In writing,

(T T T T T T T T T T T T T T T T T T T I T T TI1]

City State Zip Code
4.]Telephone(s); Home Office: '
Ly — —
] 818 (8[-fefalul-][3][5]9[q]
CelllPager: E-mall address:
Month Day Year
5| DateofBith: | | | | 6. | Gender: Mele Female
. Mdbiraci ; : - American Indlan or Astan Black or Native Hawaflan or White
7.} Race: Multiracial applicants may select all applicable categories Alaska Native African American other Pacific Islander !
Ethnicity: Hispanic or Latino Not Hispanic or Latino
8.| .U.S. Social Security Number: *] 9. Check this box if you are using the FCVS, D

. , License Number; MBP School Code:

.+ ¢ 1 Date lssued:

. Licensed By: ‘ k Licensing Exam:




Initial Medical Licensure Print Page L
CHRONOLOGY - Your A
1112018 ML Name:__ANH-CH\ Do nate:  6/3./\9 20f9

10, Chronology of Activities: DO NOT ATTACH RESUME OR CURRICULUM VITAE

Beginning with the date you completed medical school and continuing through the present, list chronologically all of your activities,
including hospital privileges. Account for all periods of time including each post-graduate training program you attended, regardless
of whether or not you completed the program; each job you held, regardless of whether or not it was medically related or you were
compensated; and any period of unemployment.

h
Date Medical School was Completed: gT 5 \eag;

Activities after completing medical school: Please type o print. |

month oar month {1 _vear I Activity: FAMILY MEDICINE RESIDENCY
O'é V(6] o JO16]) 14 &t VALLEY FAMILY MEDICINE RESIDENCY PRDGRAM
Address: 3915 TALBOT RPAD Soutw, Swrve 4ol
RENTON, WA 93055
month ] _vear | month _§_year J Activity:
T0
Address:
month ear month 2al_y Activity:
l TO |
Address;
month | _vear month £ vear ¥ Activity:
' T0
Address:
month | _year month_I_year 1 Activity:
l TO
Address:
| _month | vear | month _1_year ¥ Activity:
TO
Address: |
month ear month 3 _vear | Activity:
T0
Address:
month | vear month carl .y Activity:
TO
Address:

if you will need more space than pa'}ge 2 allows, please photocopy page 2 for your use or attach a separate sheet.
Please sign and date each sheet that you attach.
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Initial Medical Licensure srint Page

MEDICAL EDUCATION our 30f9

9/2018 ML Neme:_ANH-CHI DO n/ ate: €/3 YA

MEDICAL EDUCATION: List all medical schools you have attended. From: MMIYY To MM/YY
NEW Fersey MEDiear Scheol 084~ 05 /i6

Medical School From Which You Received Your Medical Degree: _NEW JERSEY MEDICAL StHool
Name of University Affiliation (if applicable): * RUTGERS ANIVERSITY
Street Address: _ 189 S ORPNGE _ AVE, Msg (514

City: N ewar ¥ State/Province: N3JT Country of citizenship during medical education: M,S A,

Language(s) of Instruction: E‘\‘ixu\"s\’\

Type of Degree: [X] M.D. D D.O. D MDJPHD D MBBS. DM-B-B-Ch :’s‘;'”y)-——'—*—

*Date Degree Was Conferred: The date you officially received your degree after all prerequisite obligations, required training, government

service, etc, was satisfied. ]
Moth | O[5 | Day |} & ] Yeer

GRADUATES OF FOREIGN MEDICAL SCHOOLS (Schools not in the U S U S, temtones, Puerto Rlco, or Canada) S

.Attach the followmg documents to this apphcatlon' ‘

1. Acopy of your vahd ECFMG certlﬁcate or, Fifih Pathivay Cemﬂcate ‘
2. A copy of your medical school dxploma ‘and & certified translatlon : . .
3. If you ||sted an aff Ilatlon above (see m 11 above) the certlf cate must mclude your name, name of the medxcal school name BN

If your name is no wntten the same way on all documents you must subm|t documentatlon to explain how and why your name dlffers and submlt
dne of the following documents fo support tha, name change passport lCE card blrth cerﬂf cate, court document, marnage hcense court decree.

Oral and Written English Language Competency Requirements. Applicants must demonstrate oral and written competency in English by at
least one of the following: (Check one)

a. Documentation of graduation from a recognized English-speaking high school (includes GED) or undergraduaie college; or university
where English was the only language of Instruction, after at least three years of enroliment; or

b. [0  Documentation of graduation from a recognized English-speaking medical school; or

6. [1  Documentation of a passing score on the USMLE Step 2 Clinical Skifls**; or

d. [d  Documentation of receiving a score of at least 26 on the Speaking section of the Internet-Based TOEFL (IBT)* or

e. 1 Documentation of receiving a score of Advanced or higher on the Oral Proficlency Interview (OPI).*

Are you claiming speech impairment? ~ NO YES  If"YES," please write or call the Board for additional information,

*See item #11 in the Instructions and Important Information for TOEFL and QPI testing instructions.

“*Clinical Skills: The Board will only accept USMLE Step 2 Clinical Skills as demonstration of oral and written competency In English. The

Board will not accept the Clinical Skills Assessment administered by the ECFMG or the USMLE Step 2 Clinical Knowledge as demonstration
of oral and written competency in English.
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POSTGRADUATE TRAINING } 4ot 9
9/2018 IML _ . ANH-CHi Do  pae 6/3/20m |0

13, POSTGRADUATE TRAINING, (DO NOT ATTACH RESUME OR CURRICULUM VITAE.) List in chronological order ALL posigraduate training undertaken in the
U.S., lfs territories or possessions, Puerio Rico, or Canada regardless of whether you did or did not complele the program, and regardless of whether you were or
were not compensated. :

NOTE: On a case by case basis, the Board may consider full time teaching in an LCME-accredited medical school in the U.S. as an alternative to the
accredited postgraduate clinical medical education required in the Code of Maryland Regulations 10.32,01,03D. Applicants who Intend to request consideration of
teaching experience as an altemative to accredited posigraduate clinical medical education should contact the Board's licensure division for further information.

Applicants who have graduated from-a medical school NOT in the U.S,, U.S, territories, Puerto Rico, or Canada are required to submit evidence
acceptable to'the Board of successful completion of 2 years of training in a U.S, postgraduate clinical medical education program aceredited by an
organization recognized by the Board (ACGME, AOA, or equivalent). If you have not met this requirement, DO NOT submit this application. Contact the
Board if your postgraduate medical education is not ACGME or AOA-accredited and you are applying for equivalency.

A Fifth Pathway Program graduate mus! have been a U.S, cltizen during the fime of medical education and must have successfully completed two years of ACGME
accredited postgraduate clinical medical education after successfully completing a Board approved Fifth Pathway Program. If you have not met these two
requirements, DO NOT SUBMIT THIS APPLICATION.

NOTE: Postgraduate fraining program cycles usually run 12 consecutive months, If the dates of your postgraduate fraining fall short of the
complete cycle, or extend beyond the usual cycle, please attach a complete explanation of why your training was “off-cycle.”

A. During your years of postgraduate training, did you have a break in training? If “Yes,” please provide an explanation. VES
NO

B. Did you have any condition or impairment that affected your ability to practice medicine during your training? 1f “Yes," please provide an
explanation. YES NO

C. During your years of postgraduate training, was any action taken against you by any training program, hospital, medical board, licensing
authority, or court? Such actions include but are not limited to investigations, limitations of privileges or spacial conditions, requirements imposed
for academic incompetence, disciplinary actions, probationary action, etc. If “Yes," please provide an explanation.

YES NO
PG Yearfis | Place of - monh | _year | To | month | year |
; LLE
V- | Trining: VALLEY FAMLY MEDICINE RESVDENCY PROGRAM 06 2ol 06 2o
Address: 2915 TALBET AD S, Swre hoi Specalty: Accredited by:
RENTON, WA 944055 FAMILY MEDVONMNE | ACGME AGA [0 RoPsc O
PG Year#is | Place of month | vear | 1o | month | year
Training: ) ’
Address: ' Speclalty: Accredited by:
ACGME [1 AOA [1 RCPSC [
PG Year#s | Place of month ear_| To | _month ear .
Training:
Address: Specialty: Accredited by:
ACGME [J1 ACA [ RCPSC [O
PG Year#s | Place of _ month | vyear | yo | month [ year
Training:
Address: Speclalty: Accredited by:
ACGME [0 AOA O Ropsc O
PG Year#s | Place of ' month [ year | 7o | month | year
Training:
Address; Speclalty: Accredited by:
ACGME [J AOA [1 Rcpsc [

(ATTACH A SEPARATE SIGNED AND DATED PAGE IF ADDITIONAL SPACE IS NEEDED)
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MEDICALEXAMS | Your , ~Fage,
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N

14. Medical Licensing Examinations. (USMLE, NBME, NBOME, FLEX, FLEX-Weighted Average, Medical Council of Canada, and licensing exams given by
Individual states prior to January 1, 1985) DO NOT SUBMIT THIS APPLICATION until you have received written verification of having passed all parts,
steps, or components of your medical licensing examinations.

"J'P’

qc m‘&‘ﬁ&umeni; tégn ofxpassin I ed aﬁ%ensm'g exam must besent

d|recuy fothe Board :by e-mail or mail, from the, agency that: administered the. exammatnon. i ocurﬁ'éﬁtét ’zis“s‘“agé‘t MI; ff\Bog 25“‘1\*5B;§rhmore, MD, 21215
Y ‘n'1b' red Al W

KA
h“ !\v A

Falling the Exam three or more times—If you have falled any medical licensing exam (part, step, component, or level), you may qualify for a license
only if you meet the requirements in numbers 1-3 or 4, If you meet the requirements in numbers 1-3, complete the attached IML 4 Verification of
Clinical Practice. If you meet the requirements in number 4, the Board will verify your Board certification. Please check either 1-3 or 4,

1. No disciplinary action pending and no disciplinary action taken against the applicént that would be grounds for discipline under Health
Occupations Article, §14-404, Annotated Code of Maryland; and
2 Successful completion of 2 or more years of an ACGME or AQA accredited residency or fellowship; and

3 Aminimum of § years of clinical medicine experience in the United States or in Canada under a full unrestricted medical license, with at least 3
of the 5 years having occurred within 5 years of the date* of the application; or

4, Board-certification.

If you have not met this requirement, you are not ellgible for licensure In Maryland at this ime. DO NOT submit this application until you have fulfilled

this requirement.
* This is the date the Applicant signs this application.

a. State Board Examination List state(s):

State Board Exams were licensing exams given by individual states and do not include USMLE Step 3, oral exams, interviews or jurisprudence
exams. State Board Exams taken after December 31, 1984 are not accepted for licensure in Maryland. Send a copy of the IML 7 State Board
Licensure and Examination Certification form to the state(s) that administered your licensing exam and ask the state(s) to send your exam
results directly to the Board of Physicians. NOTE: This section does not relate to National Board Certification.

USMLE, FLEX-Weighted Average, and FLEX Components 1 & 2 Exams. (See Page 6 if you fook a combination of these exams or combined either

with the NBME exams) If you took any of the exams below, contact the Federation of State Medical Boards at www.fsmb.org.

b. USMLE Steps 1,2and 3

c. FLEX-Welghted Average: All FLEX-Weighted exams must have been taken prior to 1985 and in one sitting with a passing score of 75; or
if taken in more than one sitting, must have a passing score of 75 and be currently certified by a member board of the American Board of

Medical Specialties.

o

FLEX Components 1 and 2: Passing score is 75 on each component,

e, National Board of Medical Examiners (NBME) (See Page 6 if you combined this examination with FLEX or USMLE exams)
Ask the NBME to send to the Board both the Endorsement of Certification and the Record of Scores. If you took NBME exams but were not
cerlified, or you took NBME as part of hybrid exams, ask NBME to send only your Record of Scores. Contact the NBME at www.nbme.ory

National Board of Osteopathic Medical Examiners Certifications issued before January 1, 1871 are not accepted for ticensure in Maryland,
Contact the NBOME at www.nbome.org

bl

@

Medical Council of Canada (MCC}—Licentiate of the Medica! Council of Canada, Contact the MCC at hitp:/mee.ca/about/imee/

CONTINUED ON PAGE 6
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8/2018 ML Name:
HYBRlVD EXAMINATIONS (?/

The following combinations are the only hybrid examinations accepted by the Maryland Board of Physicians, ALL HYBRID
EXAMINATIONS MUST HAVE BEEN COMPLETED BEFORE JANUARY 1, 2000,

( h. D USMLE 1 + NBME Il + NBME Il n. D FLEX1 + USMLE3
* i [] USMLE1 + USMLE 2 + NBME Il o, [] FLEX2 + USMLE1 +NBMEI
j [[] USMLE1 +NBMEI +USMLE3 p. [ ] FLEX2 + USMLE1 +USMLE 2
k, [:] NBME | + USMLE 2 + USMLE 3 q. D FLEX2 + NBME] + USMLE 2
l D NBME | + USMLE 2 + NBME Ill T D FLEX2 + NBME! + NBMEIi
m [ ] NBME! +NBMEN +USMLE3 s [] NBOME+ USMLE
»  |f your hybrid exams included any part of the NBME examination, contact the NBME at www.nbme.org and request to have your
Endorsement of Certification and your Record of Scores sent directly to the Board of Physicians. .
¢ Ifyour hybrid exams included only FLEX and USMLE examinations, request your transcript from the Federation of State Medical Boards at
o Ifyour hybrid exams included any part of the NBOME, ask NBOME to send the verification of certification and the complete history of your
medical examinations to the Board. Contact the NBOME at www.nhome.org. )

15. Licensing History: Please complete all that apply.

a D | have never been licensed (including training licenses) in the U.S,, its territories, Puerto Rico, or Canada.

b D I have an application for license {Including a training license) pending in the following states:

¢. Including training licenses, please list below all licenses ever issued to you by a U.S. statefterritory, Puerto Rico, or Canada.

d. Has any disciplinary action ever been taken against your license? Yes  No If“Yes," please enclose an explanation,

STATE LICENSE NUMBER CURRENT STATUS
onadin brovnes r Acti Inacti Explred / Surrendered in |  Surrendered /
. N ren
Canadidn Province) Registration Number ctive nactive L)g;;r; y gt;; ¢ staerrlt(%j inlg ISJS:;e :égd Revoked
WA MD 60% 65937 Y

(If more space is needed, please attach an additional signed and dated sheet.)
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FITNESS QUESTIONS | Your - ' 70f9
9/2018 IML Name: __ANM-CHI DO v _6/3/30\_ | e

16, Character and Fitness Questions (Check either YES or NO) Please answer questions “a” through “q” on pages 7 and 8,

YES NO

a. Has a state licensing or disciplinary board (Including Maryland), a comparable body in the armed services,
or the Veterans Administration, ever denied your application for licensure, reinstatement, or renewal?

b. Has a state licensing or disciplinary board (including Maryland), a comparable body in the armed services,
or the Veterans Administration, ever.taken action against your license? Such actions include, but are not
limited to, limitations of practice, required education admonishment or reprimand, suspension, probation or

revocation.

C. Has any licensing or disciplinary board in any jurisdiction (including Maryland), a comparable body in the
armed services, or the Veterans Administration, ever filed any complaints or charges against you or
investigated you for any teason?

d. Have you ever withdrawn your application for a medical license or other health professional license?

e Has a hospital, related health care institution, HMO, or alternative health care system ever investigated
you or ever brought charges against you?

f. Has a hospital, related health care facility, HMO, or alternative health care system ever denied your
application; falled fo renew your privileges, including your privileges as a resident; or limited, restricted,
suspended, or revoked your privileges in any way?

g. Have you-ever pleaded guilty or nolo contendere to any criminal charge, been convicted of a crime, or
received probation before judgment because of a criminal charge?

h. Have you ever committed an offense involving alcohol or controlled dangerous substances to which you
pled guilty or nolo contendere, or for which you were convicted or received probation before judgment?
Such offenses include, but are not limited to, driving while under the influence of alcohol or controlled
dangerous substances.

i Are there any charges pending against you in any court of law, are you currently under arrest, released
pending trial with or without bond, or is there an outstanding warrant for your arrest?

Ji Do yourcurrently have any condition or impairment (including, but not limited to, substance abuse, alcohol
abuse, or a physical, mental, emotional, or nervous disorder or condition) that in any way affects your
ability to practice your profession in a safe, competent, ethical, and professional manner?

K. Have any malpractice claims or other claims for money damages ever been filed against you? Include past
claims as well as any claim that is now pending, has been dismissed, has been settled, or which has
resulted in a damages award against you or your medical pragtice.

Are you in default of a service obligation that you incurred by receiving State or Federal funds for your
medical education?

If you answered “YES" to any question, on a separate sheet of paber, please provide a signed and &aﬁed detéiled explaﬁatfon én’d attach
appropriate supporting documents. Failure to provide documentation and a signed and dated explanation will delay the processing of -
your application. : : ' ‘ : o L .
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FITNESS QUESTIONS | Your | 8of9
9/2018 IML name: . ANH-OH Do Date; 6/3/: 204

16a. Character and Fitness Questions (Continued) (Check either YES or NO) Please answer questions “m” through “q.”

YES NO

m. ‘ Have you ever failed to make arrangements to satisfy State or Federal loans that financed your medical
education?

n. Has your employment or contractual refationship with any hospital, HMO, other health care facility, health
care provider, institution, armed services, or the Veterans Administration ever been terminated for
disciplinary reasons? ,

0. Have you ever voluntarily resigned or terminated a contract with any hospital, HMO, other health care
facllity, health care provider, Institution, armed services, or the Veterans Administration while under
investigation by that institution for dlsmphnary reasons?

p. Have you ever surrendered your license or allowed it to lapse while you were under investigation by any
licensing or disciplinary board of any jurisdiction, any entity of the armed services, or the Veterans
Administration?

4. Have you ever been dishonorably discharged from any military service of the U.S. Government? Attach
a copy of your military discharge docurmentation that includes type of service, date of dischargs, and type
of discharge. '

If you'answered “YES" to any questmn ori-a-separate sheet of paper, please provide a signed and dated detailed explanatlon and attach

appropriate supporting documents. Fallure to prov!de documentatlon anda sngned and dated explanation will de!ay the processing of
your application, . A Co

17. SPEXICOMVEX Examinations: Please check all that apply. If none apply, please make N/A here. N /A

D é. The last time | passed a medical licensing exam was more than 15 years before *submitting this application for
initlal medical licensure.

D b. |have never had a specialty board certification.

D ¢.  During the 10 years preceding the *submission of this application for initial medical licensure, | did not pass a
specialty board certification or recertification examination give by the American Board of Medical Specialties or
the American Osteopathic Association Bureau of Osteopathic Specialists.

D d. Ihave nothad a full, unrestricted medical license in at least one state of the U.S. or Canada within the 10-year
period before *submitting this application for initial medical licensure,

e. |have not actively practiced clinical medicine in the U.S. or Canada for a least 7 of the 10 years before
*submitting this application for initial medical licensure.

*The date the application is signed will be used for date of submission,

If you checked all of the statements listed above, the Board will requnre you fo pass the Speclal Purpose Examination (SPEX) or -
the Comprehensive Osteopathic Medical Variable: -Purpose Examination (COMVEX).. The SPEX is adniinistered by the Federation_
of State Medical Boards (FSMB), and the COMVEX Is adininistered by the National Board of Osteopathic Medical Examiners = °
(NBOME). If yos are required to take the SPEX, contact the FSMB at htfn:/www.fsmb. orgflicensure/spex plas/. If you are reqwred to
take the COMVEX, contact the NBOME——CIlent Services Department at cllentsemces@nbome org or (866) 479- 6828 The WebSIte
address Is'htfp./www.nbome.org/comvex.asp. .
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18. Release: | agree that the Maryland Board of Physiclans (the Board) may request any Information necessary to process my application for
medical licensure in Maryland from any person or agency, including but not limited to postgraduate program directors, indlvidual physicians,
govemment agencies, the National Practitioner Data Bank, the Federation of State Medical Boards, hospitals, and other licensing bodies. |also
agree to sign any subsequent release for information that may be requested by the ’

ANH-CH\  DANG  TO 8/3/1

Applicant's Name (Printed) Applicant's Signature Date

19. (OPTIONAL) Third Party Release: The Board encourages you fo complete all aspects of your application on your own, If you plan to use an
intermediary to recelve information about the status of your application, please complete this release,

| agree that the Maryland Board of Physicians may release any information pertaining to the status of my application to the following person:

Name: . Signature:

Phone: Date:
E-mail address:
W
20. Cooperation in an Investigation: | agree that | will cooperate fully with any request for information or with any investigation related to my
medical practice as a licensed physician in Maryland, including the subpoena of documents or records or the Inspection of my medical practice.

During the period in which my application is being processed, | shall inform the Board within 30 days of any change to any answer | originally gave in
this application, any arrest or conviction, any change of address or any action that occurs based on accusations that would be grounds for
discinlinarv action undasMd Cada Ann,, Health Occ. § 14-404.

¢/3,/11

'Xﬁplicanrs signature ' Date

21. Certification: To be completed by the applicant in the presence of a notary public after the applicant's picture has been attached below.

| certify that | have personally reviewed all the responses to items 1-20 of this application and that the information | have given is true
and accurate to the best of my knowledge. I understand and agree that | may not practice, attempt ta practice, or offer to practice
medicine in Maryland unless licensed by the Board. | also certify that | am thoroughly familiar with the Statute (Title 14) and Code of Maryland
Regulations (COMAR) 10.32,01-a¢ seo. which govern the practice of medicine in Maryland.

b/ 3 /a0

/:ppllcant’s Signature o Date
STATE OF _ , CITY/COUNTY OF 7 _ | HEREBY CERTIFY that on this
en ~
3= day of J UNK .20, before me, a Notary Public of the State and City/County aforesaid, personally
appeared the Applicant, Aon - CH L D 0 , whose likeness is identifiable as that of the indlvidual in the photograph

(print applicant's name)
attached to this application and who has made oath in due form of law to be the individual referenced in the above application for license to practice

I
medicine and surgery in Maryland, and to have stated the truth in all statements mad= in #*~ application, f E

AS WITNESS my hand and notorial seal, DR A S‘\%?W/Wém '!

Notary P}Jphc s G

My Commission expires: 0.?//2/4 / 202.0 ' ; hf 'y*’l"&ﬁl: 3 '

NS AV




