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] Natlonal Board Medical Exam (NBME) [[] Other State Exam [7] Flex Exammatlon

[] LMCC (Must have been obtained after 1969) [ ] USMLE Examination
Spouse or Registered Domestic Partner of Military Personnel
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1.-Demographic Informatlon R e T Y R SO D

Soclal Security Number (SSN) National Provider ldentifier Number (NPI)
(If you do not have a SSN, see instructions) (Enter 10 digit number) Male
Name First Middie
Anh" C\\? ‘_Da.n§
Birth date (mm/dd/yyyy) e P RSt piplacelofBltht ¥ ;
Stat
O?’/ll"/quo Rock\fn“é MGD
Add
B e hve NE b S:309
City State Zip Code County
Renton WA [9qg050 King
Country us A
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23 LicenseeAddress
Email address
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Mailing address if different from above address of record
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Country \)5 A

Note: The mailing and email addresses you provide will be your addresses of record. It is your responsibility to
maintain current contact information on file with the department.

Have you ever been known under any other name(s)? [] Yesm No
If yes, list name(s):

Will documents be received in another name? [] Yes MNO
If yes, list name(s):

el SHRCAINY 35 < B R R N RS
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New Tersey ec\\'u-ﬂ. Senoc\e (meha_ lLM'DN'S)

55 /
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1.

Do you have a medical condition which in any way impairs or limits your ability to practice your
profession with reasonable skill and safety? If yes, please attach explanation............cccoevccriscscccrininsens O M

“Medlcal Condition” includes physiological, mental or psychological conditions or

disorders, such as, but not limited to orthopedic, visual, speech, and hearing impairments,
cerebral palsy, epilepsy, muscular dystrophy, multiple sclerosis, cancer, heart disease, diabetes,
intellectual disabilities, emotional or mental iliness, specific leaming disabilities, HIV disease,
tuberculosis, drug addiction, and alcoholism.

If you answered yes to question 1, explain:
1a. How your treatment has reduced or eliminated the limitations caused by your medical condition.

1b. How your field of practice, the setting or manner of practice has reduced or eliminated the
limitations caused by your medical condition.

Note: If you answered “yes"” to question 1, the licensing authority will assess the nature,
severity, and the duration of the risks associated with the ongoing medical condition
and the ongoing treatment to determine whether your license should be restricted,
conditions imposed, or no license issued.

The licensing authority may require you to undergo one or more mental, physical or
psychological examination(s). This would be at your own expense. By submitting this
application, you give consent to such an examination(s). You also agree the
examination report(s) may be provided to the licensing authority. You waive alf claims
based on confidentiality or privileged communication. If you do not submit to a
required examination(s) or provide the report(s) to the licensing authority, your
application may be denled.

Do you currently use chemical substance(s) in any way which impair or limit your ability to
practice your profession with reasonable skill and safety? If yes, please explain ............ccoceciciniiinncacsnd O m

“Currently” means within the past two years.
“Chemical substances” include alcohol, drugs, or medications, whether taken legally or illegally.

Have you ever been diagnosed with, or treated for, pedophilia, exhibitionism, voyeurism or
FIOBUIISIM?...........coemeeesemcrrsteeitentnses e s e s e s ats e s s b s b easr e eR R s R e RS v ReRe S EeE e S nabar b stas st st bOas R E RS ESb e AR R rmemanas s et ns OX

Are you currently engaged in the illegal use of controlled SUDStANCES?...........cocoeericceereecmrceesescrececsnans OX

“Currently” means within the past two years.

lllegal use of controlled substances is the use of controlled substances (e.g., heroin, cocaine)
not obtained legally or taken according to the directions of a licensed health care practitioner.

Note: If you answer “yes” to any of the remaining questions, provide an explanation and
certified copies of all judgments, decislons, orders, agreements and surrenders. The
department does criminal background checks on all applicants.

Have you aver been convicted, entered a plea of guilty, no contest, or a similar plea, or had
prosecution or a sentence deferred or suspended as an adult or juvenile in any state or jurisdiction? ...[] W

Note: If you answered “yes” to question 5, you must send certified copies of all court
documents related to your criminal history with your application. If you do not
provide the documents, your application is incomplete and will not be considered.

To protect the public, the department considers criminal history. A criminal history
may not automatically bar you from obtaining a credentlal. However, failure to report
criminal history may result in extra cost to you and the application may be delayed
or denled.
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6. Have you ever been found in any civil, administrative or criminal prooeedlng to have:
a. Possessed, used, prescribed for use, or distributed controlled substances or legend

drugs in any way other than for legitimate or therapeutic purposSes? ........c.cccerrrrsnnmrnnnsanneneeen, O
b. Diverted controlled substances or legend drugs? ..........cccceeerrrrreerrrsesssscesisesssssasssrssssensesssesesssesesneesd ]
C. Violated any drUG IBWT ... cec et erae e rmse s sesmeseeses e sssme e s s emsvarenassesnassasse e seesmensassnerond 1 X
d. Prescribed controlled substances for YOUrSeIf?..........ccviimecinnsimissminssesssnssssrnsesmssnrssssenssnssrsssserssensens O

7. Have you ever been found in any proceeding to have violated any state or federal law or rule
regulating the practice of a health care profession? If “yes”, please attach an explanation and

provide copies of all judgments, decisions, and agreements? ..............coeecceiinirnineccrrnnesnsecenrnesasnns M
8. Have you ever had any license, certificate, registration or other privilege to practice a health care

profession denied, revoked, suspended, or restricted by a state, federal, or foreign authority? .............. O
9. Have you ever surrendered a credential like those listed in number 8, in connection with or to

avoid action by a state, federal, or foreign authority? ... O X
10. Have you ever been named in any civil suit or suffered any civil judgment for incompetence,

negligence, or malpractice in connection with the practice of a health care profession?..............ccc.cceu.. O M
11. Have you ever had hospital privileges, medical society, other professional society or organization

membership revoked, suspended, restricted or denied?.........cocvervrrc e |
12. Have you ever been the subject of any informal or formal disciplinary action related to the practicé

OF MBAICINGT. ...vevereeeerrrrrrrnereaceearerisrsssessseassestsmemeae s ssssasssssas sasasasssnssesssssassise st ansststensasstasessesasssnsessssssanensass |
13. To the best of your knowledge, are you the subject of an investigation by any licensing board as to

the date of this @PPlICALION?. ........ccccvirieerecerircerieesrstrreseeseeserreseesesmesasserams s essseenssesamssesnsseenrnensessassasssenaad N
14. Have you ever agreed to restrict, surrender, or resign your practice in lieu of or to avoid adverse

BCHONT. coeeceiivererrrrarrreerseerssrssnisersssesssessrssssseesanrsssssnessrasmssassameesstnssmamgasansammansaent semeeant emrasteras semtanntensartsscssnnans [ m
15. Have you ever been disqualified from working with vulnerable persons by the

Department of Social and Health Services (DSHS)? ........ccivceiinnninneenincmmmee e rnssss s sseeessssnand ] X
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Provide a date listing of your educational preparation and postgraduate training. If you need more space, attach a
piece of paper.

Schools attended (Location if other than U.S., quote names of | Diploma or degree obtained Number Dates granted
schools in original language and translate to English.) (Quote titles in original language |  of years Start End
and translate to Engllsh.) attended mm[my mm’yyyy
Medical education (list all medical schools attended) N _ 05,
Rukgers New Sersey Medical  Sowol | Doc¥er of Mediciae 5 o‘i/,zlou /o
/ )
Postgraduate training (list all programs attended)
; .. (o] 06
V"‘“"‘ﬁ Fm.\.b Meddicine me /. 2016 /JOH

4. Professional Experience; ik a ﬂ" e

In date order list all professional experience received since graduation from medical school to the present. Exclude
activities listed under other sections, identify any periods of time break of 30 days or more. If you need more space,
attach a piece of paper.

Name and location of institution (mm';::il;‘yyyy (mm ,Igm Nature of experience or specialty

er

'ty Tad ﬁ‘ alnlng‘; J"ﬁlt*a'lfpi‘lvn]qgos.)ﬁ%ﬁﬁjﬁ«u;. u‘;{l.

.5 Hospital PFIvIIeges«ﬁ(Excludlqig

o -.Jlo"

Excluding postgraduate training, list hospitals where all privileges that have been granted within the past five
years. If you need more space, attach a piece of paper.

Dates attended
Name of hospital Start date | End date
mmiddiyyyy | mm/dd/yyyy
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6. I.ibenses dn.Other.States. 7 . xS, b

List all licenses to practice medicine in any state territory, Canadlan prévmoe or other oountry Include active
inactive, temporary and training licenses. Please provide verification directly from the state(s) that you have
listed in this section.

State Deta ficanse Noanse Status of license Any limitations on license
CJNo [ Yes
[ONo [] Yes
(] No ] Yes
[INo [] Yes
[ONo [] Yes
[ONo [ Yes
'_7. AlDé Edué;:tidn and Traln‘lng Atmmﬂ’ Es o é"‘“'g“%* *”“,““" ‘:}‘f il f"

S

| certify that | have completed a minimum of four hours of education in the prevention, transmission, and
treatment of AiDS. This education included topics of etiology and epidemiolagy, testing and counsaeling, infection
control guidelines, clinical manifestations and treatment, legal and ethical issues to include confidentiality, and
psychosocial issues to include spacial population considerations.

If AIDS education was included in your professional education or training, Applicant’s Initials Date
an additiona! course is not required.
5 /24 Aol

"

"l": ')‘ir 'J'xi ‘_T "‘" ""'

Y T Y FE TN e 'f:.:' Vs t‘
' 8.Applicant’s;Bhotog FAPRRRET i e B A s e B T e

Photo Here Height 53

D

Weight __ WO 1bs

Hair color ___ Black

Color of eyes Beowa

i s 4
‘W
N > '.
iy 1
.4.\ ' .
i 4{/, /
A h |

-

Signature W

Date of Photo 5/2u / 2013
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9. Applicant’s Attestation 8 TR BRI R ST TGl BT A0 R

I, A NH-CHI  DaNG DO , declare under penalty of perjury under the
{Print applicant name clearly)

laws of the state of Washington that the following is true and correct:
= | am the person described and identified in this application.
» | have read RCW 18.130.170 and RCW 18,130,180 of the Uniform Disciplinary Act.

« | have answered all questions truthfully and completely. |

+ The documentation provided in support of my application is accurate to the best of my knowledge.

* | have read all laws and rules related to my profession.
| understand the Department of Health may require more information before deciding on my application. The
department may independently check conviction records with state or federal databases.

| authorize the release of any files or records the department requires to process this application. This includes
information from all hospitals, educational or other organizations, my referances, and past and present employers
and business and professional associates. It also includes information from federal, state, local or foreign
government agencies.

| understand that | must inform the department of any past, current or future criminal charges or

convictions. | will also inform the department of any physical or mental conditions that jeopardize my ability to
provide quality health care. If requested, | will authorize my health providers to release to the

department information on my health, including mental health and any substance abuse treatment.

Dated 05/3"/20\‘\ at Renvon, WA

(mm/ddfyyyy) (City, state)

By: GJ ‘&&' —

(SignatJM® of applicant)
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tudent No: A00553360

UTGERS

THE STATE UNIVERSITY

OF NEW JERSEY
THIS IS A RED SECURITY SHEET. IF COPIED, “VvOID” WILL APPEAR

Date Issued: 08-JUN-2016

RECEHVED

Recoxd of: ‘Anh-Chi D Do Page:
Ney Jersey Medical School VLJN f 3 n 16
Course Level: . New Jersey Medical Schoo, SUBJ . NO. COURSE TITLE CR/WF GRD
Admit Term: Academic Year 2011-20 l)EqﬁﬁCr"nanA-
: Institution Information continued: MCC;L,A"K‘:"‘I Grl EI)
: : EDUC  7005K- Adv. Physical Diagnosis x P ‘J(D&Wf IS8 SION
Degree (s} Awarded: Doctor of OE - Q074K ~Voices Of SHARE ; z ’
‘Current Major : Medici ‘OE 0080K ~Women as Docg & Patients Z
: EDUC .7003K Biostats & Epidemiology P
SUBJ . NO. COURSH ‘TITLE OE 0079K ~Stud Fam Health Center Z
IR Texrm: Academic’ Yéar 2014-2015
INSTITUTION CREDIT: OE - BOOOK Spec Indep. Sty Prog z
NEUR 8020K #Neurology Clerkship P
Texrm: Academic Year 2011-2012 PSYC BO20K #Pgychiatyy Clexkship: . HP
EDUC 6002K Molecular&Genetic Medicine P OBG 8020K #0b-Gyn -Clerkship HP
EDUC 6005K Ethics, Humanism, & Prof. P NEUR' 8510K Pediatxric Neuxology P
EDUC 6006K Medical Interviewing P Paso/Fail
EDUC 6007K Physical Examination P OBG  9540K Reproductive Choices P
EDUC 6008K Anatomy, Cell Bio, & Embryo : CP Pass/Fail
OE G0BOK -+ ‘~Women & Medicine 2 PEDS 8000K #Pediatyic Clerkship HP
EDUC 6004K Mind, Brain & Behavior P OE 0079K ~Stud Fam Health Center A
EDUC 6002K Physiology ‘ F -+ FMED. B002K #Family Med Clerkship HP
OE 0063K ~Physician Shadowing Z MED ': B160K #Medicine Clerkship P
CE 0092K - ~Human Sexuality in Med ¥4 MED ~'8165K #Medicine Selective P
: : ; : Pass/Fail
Texrm: - Academic Year 2012-2013 YCaxdiology)
(Repeat first year)
[EDUC 6008BK Anatomy, Cell Bio, & Embryo P Texm:; Academic Year 20i5-2016
OE  .0053K ~Intro to Emergency Medicin 2 OE 8001K Graduation OSCE T Z
OE 0074K ~Voices of SHARE Z OE 8005K C.A.L.M.: Mentor Program P
CE Q080K - ~Women & Medicine zZ Pass/Fail
EDUC 6009K Physiology P SURG 8050K #Gen Surgery Clerkshxp HP
CE 0054K ~Physician’s Business Elec z EDUC 89001K Comprehensive. Review of ‘Med P
G : Pass/Fail
Term: Academic Year '2013-2014 OBG. 9051K’ . ~  Prenatal Diaghosis H
EDUC ' 7006K Trans. to Clinical ‘Setting P OBG . 8003K +A.X. Ob-Gyn WD
Pass/Fail : FMED 9910K Externship ; G
EDUC -7001K Infection & Host Response P (Family Pracetice; Oxegon Health Sciences; Portland,OR)
EDUC :7002K Disease Proc, Prev & Therap P FMED 2060K Stud Fam Hith Care Cent P
"EDUC 7004K Adv. Communication Skills P Pass/Fail
AT AT R AT TR RN CONTINUED ON NPX‘I’ COLUMN t"'ftitt'tttt'tt" E‘MED 90101{ Ambulatory Fam Prac HP

EEAKEANNC N N Rk ¥ ek r e CONTINUED ON PAGE 2 A s R

LTH

This transcript is not official without the signature of the registrar.’

Pursuant to the Family Education Rights and Privacy Act of 1974, Information Contained.Herein
Shall Not Be Released o a Third Party Without the Written Authorization of the Student.

RAISED SEAL NOT REQUIRED

¢ 2o

Umversﬁy Reglstrar

Rutgers, the State University of New Jefsey



RUTGERS BIOMEDICAL & HEALTH SCIENCES

Graduate School of Biomedical Sciences
New Jersey Medical School
Robert Wood Johnson Medical School
School of Dental Medicine

Rutgers Biomedical & Health Sciences emerged in 2013 after the schools listed
above from the University of Medicine and Dentistry of New Jersey (UMDN.J)
were integrated with Rutgers University. UMDNJ traced its roots to the
Seton Hall College of Medicine and Dentistry, which accepted its first classes
in 1956, and to Rutgers Medical School, a two-year basic science program
which began accepting students in 1966. In 1965, the Seton Hall College of
Medicine and Dentistry was taken over by the State of New Jersey and
renamed the New Jersey College of Medicine and Dentistry (NJCMD). In
1970, Rutgers Medical School was merged with NJCMD; the resulting larger
institution was named the College of Medicine and Dentistry of New Jersey
(CMDNJ). In 1981, CMDNJ was renamed the University of Medicine and
Dentistry of New Jersey (UMDNJ) in recognition of its growth to a state-wide
institution.

DEFINITION OF AN OFFICIAL TRANSCRIPT

An official transcript is one that bears the college seal, date and an appropriate
signature. Transcripts received that do not meet these requirements should
not be considered official and should be routinely rejected for any permanent
use.

School of Health Related Professions
School of Nursing
School of Public Health

SCHOOL OF DENTAL MEDICINE NAME CHANGE
Prior to July 2013, Rutgers School of Dental Medicine was recognized as
UMDNJ’s New Jersey Dental School. i

STUDENT RECORD LIMITATION ON REDISCLOSURE

Rutgers University is providing the information on the face of this document
at the request of the student. Under the Family Educational Rights and
Privacy Act of 1974, this information is being sent to you on the condition
that you will not permit any other party to have access to this document
without the written consent of the student concerned. If you have any
questions concerning the grading or academic policies of the institution, please
contact the appropriate School Registrar as noted below.

TRANSCRIPT FORMAT

Rutgers Biomedical & Health Sciences, formerly UMDNJ, implemented new
academic records systems in both 1988 and 1998. Transcripts of students
during these ftransitional periods may be composed of twe separately
formatted documents. If "SEPARATE RECORD OF ADDITIONAL WORK
ATTACHED" is stamped at the beginning of a transcript, both formats must
be present for the transcript to be complete.

TRANSCRIPT LEGEND

New Jersey Medical School
Office of the Registrar

Medical Science Building, B-640

185 South Orange Avenue
Newark, NJ 07101

Phone: (973) 972-4640

Fax: (973) 972-6930

[GRADE SCALE (Years 1 and 2; beginning GRADE SCALE (Years 3 and 4) THIRD YEAR [FOURTH YEAR
with Fall 2011 cohort)

H Hanors Required Coursework Required Coursework

P Pass HP High Pass Standard Curriculum:

CP Conditional Pass (Awarded if student P Pass FMED 8002 5 weeks EMED 8000 4 weeks
satisfactorily completes a structured F Fail MED 8160 10 weeks PMCH 8000 2 weeks
remediation plan) AUD  Audit MED 8165 2 weeks REHB 8000 2 weeks

F Fail EXT Exempt 0BG 8020 6 weeks One Al Course (4 wks):

AUD  Audit INC Incomplete PEDS 8000 6 weeks FMED 8001

EXT  Exempt wD Withdrew PSYC 8010 8 weeks MED 8161

INC  Incomplete WP Withdrew Passing SURG 8050 8 weeks OBG 8003

WD  Withdrew WF Withdrew Failing Electives 4 weeks PEDS 8001

WP  Withdrew Passing IR Incomplete Requirements SURG 8002,3 4

WF  Withdrew Failing Vs Incomplete Exam Elective Courses:

74 Non-Credit Elective Z Non-Credit Elective Misc. 26 weeks

Z Non-Credit Independent Study Transition to Residency:
. EDUC 8000
USMLE REQUIREMENTS Graduation OSCE:
OE 8001

Students must take and pass USMLE Step 1

before beginning the third year of curriculum.

TRANSCRIPT SYMBOLS If you have any questions regarding this

Students must take and pass USMLE Step 2 s # Required 3rd or 4th year course. {ranscript, please contact the office by

CK and CS prior to the conferral of a degree. + Required 3rd or 4th year course. telephone at (973) 972-4640.

~ Noncredit elective.

If you have any questions concerning the grading or academic policies of this school, please contact the Registrar noted above.




Student No: A00553360 Date Issued: 08-JUN-2016

RUTGERS

THE STATE UNIVERSITY
OF NEW JERSEY

THIS IS A RED SECURITY SHEET. IF COPIED, “VOID” WILL APPEAR

Record of: ‘Anh-Chi D Do Page: RECE;VED

Level: New Jersey Medical School

¥ N \
SUBJ . NO. COURSE TITLE CR/WK GRD u!. N ! :’ Zgil%‘
Institution Information continued: A EYTR AT
OBG 9700K Independent Study H Dggﬁﬁ,i-ﬁ‘-iff_f ~
SURG 9195K Topics Surgical Reseaxch H MEDICAL COM:?
REHB: 8000K +Phys Med & Rehb H
FMED 8001K +A.T . Family Practice H
EDUC.:8000K Transition to Residency b/
EMED  8000K +Emergency Medicine HP

TR ER R EEww kAR AR Freww END OF TRANSCRIPT FHErwraswa ¥ kv xaraxewwws

RAISED SEAL NOT REQUIRED

University Registrar

This transcript is not official without the signature of the registrar.

Pursuant to the Family Education Rights and Privacy Act of 1974, Information Contained Herein
Shall Not Be Released to a Third Party Without the Written Authorization of the Student.

Rutgers, the State University of New Jersey



RUTGERS BIOMEDICAL & HEALTH SCIENCES

Graduate School of Biomedical Sciences
New Jersey Medical School
Robert Wood Johnson Medical School
School of Dental Medicine

Rutgers Biomedical & Health Sciences emerged in 2013 after the schools listed
above from the University of Medicine and Dentistry of New Jersey (UMDNJ)
were integrated with Rutgers University. UMDNJ traced its roots to the
Seton Hall College of Medicine and Dentistry, which accepted its first classes
in 1956, and to Rutgers Medical School, a two-year basic science program
which began accepting students in 1966. In 1965, the Seton Hall College of
Medicine and Dentistry was taken over by the State of New Jersey and
renamed the New Jersey College of Medicine and Dentistry (NJCMD). In
1970, Rutgers Medical School was merged with NJCMD; the resulting larger
institution was named the College of Medicine and Dentistry of New Jersey
(CMDNJ). In 1981, CMDNJ was renamed the University of Medicine and
Dentistry of New Jersey (UMDNJ) in recognition of its growth to a state-wide
institution.

DEFINITION OF AN OFFICIAL TRANSCRIPT

An official transcript is one that bears the college seal, date and an appropriate
signature. Transcripts received that do not meet these requirements should
not be considered official and should be routinely rejected for any permanent
use.

School of Health Related Professions
School of Nursing
School of Public Health

SCHOOL OF DENTAL MEDICINE NAME CHANGE
Prior to July 2013, Rutgers School of Dental Medicine was recognized as
UMDNJ's New Jersey Dental School. ‘

STUDENT RECORD LIMITATION ON REDISCLOSURE

Rutgers University is providing the information on the face of this document
at the request of the student. Under the Family Educational Rights and
Privacy Act of 1974, this information is being sent to you on the condition
that you will not permit any other party to have access to this document
without the written consent of the student concerned. If you have any
questions concerning the grading or academic policies of the institution, please
contact the appropriate School Registrar as noted below.

TRANSCRIPT FORMAT

Rutgers Biomedical & Health Sciences, formerly UMDNJ, implemented new
academic records systems in both 1988 and 1998. Transcripts of students
during these ftransitional periods may be composed of two separately
formatted documents. If "SEPARATE RECORD OF ADDITIONAL WORK
ATTACHED" is stamped at the beginning of a transcript, both formats must
be present for the transcript to be complete.

TRANSCRIPT LEGEND

New Jersey Medical School
Office of the Registrar
Medical Science Building, B-640
185 South Orange Avenue
Newark, NJ 07101

Phone: (973) 972-4640

Fax: (973) 972-6930

GRADE SCALE (Years 1 and 2; beginning GRADE SCALE (Years 3 and 4)

with Fall 2011 cohort)

H Honors

P Pass HP High Pass
CcP Conditional Pass (Awarded if student P Pass

satisfactorily completes a structured F Fail

remediation plan) . |AuD Audit
F Fail EXT Exempt
AUD  Audit INC Incomplete
EXT Exempt WD Withdrew
INC  Incomplete WP Withdrew Passing
WD  Withdrew WF Withdrew Failing
WP  Withdrew Passing IIR Incomplete Requirements
WF  Withdrew Failing IS Incomplete Exam
z Non-Credit Elective z Non-Credit Elective

z Non-Credit Independent Study

USMLE REQUIREMENTS
Students must take and pass USMLE Step 1
before beginning the third year of curriculum.
Students must take and pass USMLE Step 2 }
CK and CS prior to the conferral of a degree.

THIRD YEAR FOURTH YEAR
Required Coursework Required Coursework
Standard Curriculum;
FMED 8002 5 weeks EMED 8000 4 weeks
MED 8160 10 weeks PMCH 8000 2 weeks
MED B165 2 weeks REHB 8000 2 weeks
OBG 8020 B weeks QOne A.l. Course (4 wks):
PEDS 8000 6 weeks FMED 8001
PSYC 8010 8 weeks MED 8161
SURG 8050 B weeks 0BG 8003
Electives 4 weeks PEDS 8001
SURG 8002,3,4
Elective Courses:
Misc, 26 weeks
Transition to Residency:
EDUC 8000
Graduation OSCE:
OE 8001
TRANSCRIPT SYMBOLS If you have any questions regarding this
# Required 3rd or 4th year course. transcript, please contact the office by
+ Required 3rd or 4th year course, telephone at (973) 972-4640.
~ Noncredit elective

If you have any questions concerning the grading or academic policies of this school, please contact the Registrar noted above.



RUTGERS

New Jersey Medical School
I

Office of the Registrar

New Jersey Medical School

Medical Science Building

Rutgers, The State Universily of New Jersey
185 South Orange Avenue, Raom B-640
Newark, NJ 07103
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US'MLE United States Medical Licensing Examination (USMLE)
~Unied S Certified Transcript of Scores
T Medied This document was prepared by the
licensing Federation of State Medical Boards of the United States, Inc.
T Eaamimaticn Federation Place, 400 Fuller Wiser Road, Sulte 300, Euless, TX 76039-3858 ~Telephone (817)868-4000
Reciplent: Date: 07/03/2018

WASHINGTON MEDICAL QUALITY ASSURANCE COMMISSION

Examinee: Do, Anh-Chi Dang Examinee ID: 52970365
Alt Name(s): Date of Birth: 07/14/1890

Resuits 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, the
recommended minimum passing score ("MP") Is shown In parentheses. Pass/fall outcomes are based upon the minimum passing
lavel in place at the time of test administration and are not altered by subsequent revisions to the minimum passing level. Effective
April 1, 2013, test results are reported on a three-digit scale only; two-diglt scores reported for prior adminisirations will no longer be
reported. Test results reported 8s passing reprasent an axam score of 75 or higher on a two-digit scoring scale.

USMLE STEP 1
TestDate  Pass/Fail otal MP Comments
7/18/2014 Pass @) (192)

|uSMLE STEP 2

Clinical Knowledge (CK)
Tost Date Pass/Fail otal MP Comments
10/21/2015 Pass 214 (209)

Clinical Skills (CS)* .
Test Date Pass/Fail Total MP Comments
8/17/2015 Pass

USMLE STEP 3 A
ota M

Tost Date Pass/Fall I P Comments
11/19/2017 Pass 22 (196)
NOTE: A search of the Physician Data Center of the Federation of : s (FSMB) revesls no reported nformation on this examinee,
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RECEIVED

— JUN 222018
DT MD

Medical Quality Assurance Commission MEDICAL COMMISSION
P.O. Box 47866
Qlympia, WA 98504-7866
360-236-2750
Postgraduate Training Program Director

Verification and Evaluation of Training
To be comploted by the applicant:

Facility name \'mlf\/ ANy ﬂ_ul_u_&f

agaress__ o0t TALSel |2 cAm Cumw ?w0! Penion, W 9065

| am applying for a licensa to practice medicine In the state of Washington and before my application can ba reviewed,
a verification and evaluation of the postgraduate training performed in your institution is required. | am authorizing the
release of and would appreciate you providing the information and retumning it, at your earliest convenlence, directly
10 the address shown above. All questions must be answered. .

! Applicant Name (Print or fypo) Birth date {mmidd/yyyy)
L And-CtE DO 0#/14/13% O

I sqmdmprma/w/

T be completed by the facility/agency/pregram:

1. _fAwn (et o Is or was engaged In postgraduate tralning in our
Applicant Name (Print or type)
program_\/a-t1 vy [-Rvn Ly IMeDicive  ISIOENN e 7

from Beginning date (monthiyear) (-t /701 & to Ending date (month/year) ___ (¢ [2019

in the field of ]:M’Mw/ /‘Mj’)),_cm,(

2. At the time this individual was in training, was this program accredited through the accreditation council for
gradua | education, the Royal College of Physiclans and Surgeons, or the college of family Physicians of
Canada? ¥1Yes [] No
if no, does this program qualify the applicant to become board certified? [JYes [ No

3. Was the participant ever placed on probation, restricted, suspended, terminated or requested to voluntarily resign
his/her participation in the program? [] Yea No

If yes, please explain

4. Did this applicant successfully complete this training program? []Yes (] No

process OR {Jréxpected date of 30]2419 .
9‘“ g: Signatum‘m/m i /4/’//{"/4 )477) //
e 1 2otzdim Diew e
Email_fory — pedru: e\@'vmug_med 0vy

“'\. /  Address_F1IS mrﬁw Lo Sourn T4vi
\/ Rengpn, WA §65S
pate AT ST ZLTK —  Phone_U2S 228 3¥/0 x /76

Return directly to the address listed above v 2420 J /{A{/f:!.’/v Vo
DOM 657-121 October 2017
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Medical Quality Assurance Commission
P.O. Box 47866 ;
Olympia, WA 985047866 € oo T
360-236-2750 gHE«Jl;ﬂ e wnn.-.-"..' —dadi \l‘

Postgraduate Training Program Director
Verification and Evaluation of Training

To be complelo\j by the applicant:

Facility name A’M/e\/ FH”VUQ/ /n/@lblll/f
Address_2AUS_ TALB0T PoAn Sy #10  Penron, Wi 905K

| am applying for a license to practice medicine in the state of Washington and before my application can be reviewed,
a verification and evaluation of the postgraduate training performed in your institution is required. | am authorizing the
release of and would appreciate you providing the information and retuming it, at your eariiest convenience, directly
to the address shown above. All questions must be answered.

Applicant Name (Print or Iype) Birth date {mm/dd/yyyy)

Jr-CHl 0#/14/1440

Signature of applW/

To be completed by the facl@agencylprogmm

1. A’N*’r - (!ﬂ 0 is or was engaged in postgraduate training in our
Applicant Name (Print or type}
program__\/a-1.\, iy [xvn g Ly MeDicinve /ZESIDQWY
from Beginning date (monthfyear) O b tZQ o to Ending date (month/year) ___ Qb / 20619

in the field of ano{ ME'D/ Cint

2. At the time this individual was in training, was this program accredited through the accreditation council for
graduate meglical education, the Royal College of Physicians and Surgeons, or the college of family Physicians of
Canada? es [] No
If no, does this program qualify the applicant to become board certified? []Yes [] No

3. Was the participant ever placed on probation, regtricted, suspended, terminated or requested to voluntarily resign
his/her participation in the program? [] Yes No

If yes, please explain

4. Did this applicant successfully complete this training program? [JYes [] No

?Fn process OR gcaxpected date of completion _{2/30)2417

Signature ' 4

Title Pﬁoe» D . TON

Email _fony ped'vm @varlle ymed -ov

Address %"IIY Tm,&)‘f Egonnm SOUTH Tyus
Renpnv, WA agess

pate V]in) 20 2018 phone YLS 1283440 x Y170

Return directly to the address listed above
DOH 657-121 October 2017




AMLHICAN MEDICA
ARBOCIATION

ma2 AMA Physician Profile

PREPARED FOR
Washington State Department of Health, Tumwater, WA

Name and Malling Address Primary Office Address
ANH-CHI DANG DO SAME AS MAILING ADDRESS
VALLEY MED CTR

FAMILY MEDICINE PGM STE 401
3915 TALBOTRD §
RENTON, WA 98055-5738

Phone UNKNOWN
Birth date 07/14/1990

Physician's major professional activity HOSPITAL BASED RESIDENTS - ALL YEARS
Self-designated practice specialty FAMILY MEDICINE (primary)
' . UNSPECIFIED (secondary)

Self-designated practice specialties (SDPS) listed on the AMA Physician Profile do not imply recognition or endorsement of
any field of medical practice by the Association nor does it imply verification by a member board of the American Board of
Medical Specialties (ABMS) or thai the physician has been trained or has special competence (o practice the SDPS.

AMA membership status NON MEMBER

A e —
All information from this point forward is provided by the primary source

Current and/or historical NP} Information

1
- - . - - - . . J O S R P

National Provider Enumeration Date Deactivation Date Reactivation Date Replacement Last Reported
Identifier (NPI) Number Date
1790131456 05/11/2016 NOT RPTD NOT RPTD NOT RPTD 05/22/2018

' Cumnt andk_:_r historlcal medlc_a!__school

RUTGERS NEW JERSEY MEDICAL SCHOOL
Degree Awarded: YES

——— - A e oam e et s o e Saema e e m P a e am

AMA files checked AMA Physician Profile for Anh-Chi Dang Do, MD Page 1 of 4

06/4/2018 11:09:38 ) .
B0 ©2013 by the American Medical Association



AMA

AMEHICAN MEDICAL
ARSOCIATION

Degree Year: 2016

Current and/or histotical post graduate medical u'alnlng programs accredlted by the Accredltaﬂon Py
Councll for Graduate Medlcal Educaﬂon (ACGME) )

Beginning with the 2010 cycle of the National GME Census, posl-graduare training segments will include the name of the
program attended in addition 1o the sponsoring insiitution. Program-level information prior to 2010 will not be available for
reporting. Future training dales, as reported by the program, should be interpreted as "in progress” or "current” with the
projecied date af completion, .

Beginning with the 2016/2017 cycle of the National GME Census posi-graduate training segments will include a training
type of specially (residency) or subspecialty (fellowship). Training types for programs reported prior to 2016 will not include
this designation.

Post-graduate training performed al accredited osteopathic institutions or in Canada are updated on the AMA Physician
Masterfile only upon verification by the program. US licensing authorities accept graduate medical education from both
entities as equivalent to training performed in a US program accredited by ACGME.

If a segment below is indicated as "being re-verified”, it typically means that the physician is a current resident and the AMA
is confirming with the residency program that the physician is stifl enrolled - this siandard process occurs on an annual
basis.

Sponsoring Institution: VALLEY MEDICAL CENTER

Sponsoring State: WASHINGTON

Program name: VALLEY MEDICAL CENTER PROGRAM
Specialty: FAMILY MEDICINE

Training Type: SPECIALTY

Dates: 6/2016 - 6/2019 (Verified)

NATIONAL BOARD QF MEDICAL EXAMINERS (NBME) CERTIFICATION YEAR: MD: 0

—_— . = s e w oue e e B et B ——

. Spécialty Board Certlﬂcatlon _ S ST : T

[

Specialty Board Certifi Tcation(s) by one or more af the 24 boards recogmzed by the American Board of Medical Specmlues
(ABMS} and the American Medical Association (AMA) through the Liaison Committee on Specialty Boards, as reported by
the ABMS:

The AMA Physician Profile has been designated by the ABMS as an Official ABMS Display Agent of Member Board
Certification data. Therefore, the ABMS Board Certification information on the AMA Physician Profile is considered a
designated equivalent source in regard to credentialing standards set forth by Joint Commission. The AMA is also an NCQA-
approved source for verification of medical school, postgraduate medical training, ABMS Board certification, and Federal
DEA registration.

AMA files checked AMA Physician Profile for Anh-Chi Dang Do, MD Page 2 of 4

:09:38 .
06/4/2018 11:09:3 ©2018 by the American Medical Association



AMA

AMERICAN MEDICAL
AESOCIATNION

Certifying board:  TO DATE, THERE HAVE BEEN NO BOARD CERTIFICATIONS REPORTED.
Certificate:
Certificate type:

Duration Status Effective Expiration  Reverify Occurrence  Last Participating
Date Date Date Reported in MOC

For certification dates, a default value of "01" appears in the day or month field if data were not provided to AMA. Please
contact the appropriale speciaity board directly for this information.

This information is proprietary data maintained in a copyrighted database compilation owned by the American Board of
Medical Specialties (ABMS). Copyright 2018 American Board of Medical Specialties. Al right reserved,

- - - - e

C_urre-_nt ar-!dlor hist_oﬁ_cal medl(;_al licensure _ R ST

R — —_— = e L - £ S .

Jurisdiction  MD/DO Date Granted Expiration Date Status License Type Last Reported
Washington MD 06/07/2016  07/31/2018  ACTIVE LIMITED 05/01/2018
Action Notifications ! i

- - e — s m . s ae Ak a ww. e

To date, there have been no actions reported to the AMA by any US state licensing agency.

To date, there have been no Medicare/Medicaid sanctions reported to the AMA by the Department of Health and
Human Services,

To date, there have been no federal sanctions reported to the AMA by any branch of the US military, the
Veteran's Administration or the US Department of Justice.

U.S. Drug Enforcoment Administration (DEA) L - N

- - - . - - P AR e o

DEA number Schedule Expiration Date  Last Reported Date Address

None Reported

Only the last three characters of active DEA numbers are displayed

AMA files checked AMA Physician Profile for Anh-Chi Dang Do, MDD Page 3 of 4

06/4/2018 11:09:38 ©2018 by the American Medical Association



AMA

AMERICAN MEDICAL
ASSQCIATION

Many states require their own controlled substances registration/license. Please check with your state licensing authority for
requirement information as the AMA does not maintain this information.

ECFMG Certfication Y S
Applicant Number:

The Educational Commission for Foreign Medical Graduates (ECFMG) applicant identification rumber does ot imply
current ECFMG certification status. To verify ECFMG status, contact the ECFMG Certification Verification Service online

at https./fevsonling2. ecfing. org/

- Profile Informatlon - S L : \

e pu— , omme - S - — e i mame e e —m - e PRSI A S {

The content of the AMA Physwlan Proﬁle is mtended to assist with credentlalmg An organization's apptopriate
use of the data contained in the AMA Physician Masterfile meets selected primary source verification
requirements of the Joint Commission, the Accreditation Association for Ambulatory Health Care (AAAHC) and
the American Accreditation Health Care Commission(AAHCC)/Utilization Review Accreditation Commission
(URAC), The AMA Physician Masterfile is also an NCQA-approved source for verification of medical school,
post-graduate medical training, ABMS Board Certification and federal DEA registration.

If any of the data in this Profile is believed to be incorrect, please log in to your account on our profiles website,
go to the profile manager tab, find the provider for whom you think we have inaccurate information and click on
the "Report" button in the "Report a Discrepancy" column. Enter any of the information that you feel needs to

be researched. The AMA will contact the primary source of the data to determine which data is correct. We will
notify you of the outcome of our research. If any changes are made to the profile we will update the link in profile
manager for this provider so that you can access the new, updated information.

If you have any questions or need additional information about the AMA Physician Profile Service, please'call
(800) 665-2882.

AMA files checked AMA Physician Profile for Anh-Chi Dang De, MD Page 4 of 4

06/4/2018 11:09:38 ©2018 by the American Medical Association



Fededarion &

STATE

P MEDICAL
PRACTITIONER PROFILE
Prepared for: Washington Medical Quality Assurance As of Date:6/4/2018
Commission
PRACTITIONER INFORMATION
Name: Do, Anh-Chi Dang
DOB: 7/14/1990
Medical School: Rutgers New Jersey Medical School
Newark, New Jersey, UNITED STATES
Year of Grad: 2016
Degree Type: MD
NPI: 1780131456
BOARD ACTIONS
To date, there have been no actions reported to the FSMB
LICENSE HISTORY
Jurisdiction License Number Issue Date Expiration Date Last Updated
WASHINGTON MLE0667478 61712016 713172018 5/31/2018
l 400 FULLER WISER ROAD EULESS, TX 76035 | TEL{817)868 4000 | FAX {817)868 4099
Page 1of 2

© 2014 FEDERATION OF STATE MEDICAL BOARDS



Fedesarion of
Sl PHYSICIAN STATEd
l) Iw B DATA CENTRR MEDICAL

BOARDS
PRACTITIONER PROFILE
Prepared for: Washington Medical Quality Assurance As of Date:6/4/2018
Commission
Practitioner Name: Do. Anh-Chi Dang
ABMS® CERTIFICATION HISTORY
No ABMS Certifications found.

AQA® CERTIFICATION HISTORY
No AOA Certifications found.

PLEASE NOTE: For more information regarding the above data, please contact the reporting board or reporting agency. The informaticn
contained in this report was supplied by the respective state medical boards and other reporting agencles. The Federation makes no
representations or warranties, either express or implied, as lo the accuracy, completeness or timeliness of such information.and assumes no
responsibility for any errors or omissions contained therein. Additionally, the information provided in this profile may not be distributed,
mudified or reproduced in whole or in part without the prior written consent of the Federation of State Medical Boards.

[_ 400 FULLER WISER ROAD EULESS, TX 76039 | TEL(817)868 4000 | FAX (817)868 4099 j
© 2014 FEDERATION OF STATE MEDICAL BOARDS Page 2 of 2




Mihelich, Joe D (DOH)

From: Mihelich, Joe D (DOH}

Sent: Friday, July 20, 2018 7:27 AM

To: ‘anhchido@gmail.com'’

Subject: full license issued MD.MD.60865937 expires 7/14/20
Attachments: New License Letter.pdf

Dr. Do,

Congratulations! Your physician and surgeon license has been issued. You should receive your license in the mail, in the
next 10-14 business days.

"License Number: MD.MD.60865937
Expiration Date: 7/14/20

* To verify your current license, please use the below link, and enter your name or license number into the search
engine:

https://fortress.wa.gov/doh/providercredentialsearch/
‘e To update your contact information with us please use the below link, and click on “Change Your Contact
Information”:

http://www.doh.wa.gov/LicensesPermitsandCertificates/MedicalCommission.aspx

Sincerely,
Joe Mihelich

w AS H | N GTO N Uveaasl::nSe;vioes (i:onsultantl'z i

_A.J A LA | Medical ““

Commission

Licensing. Accountability. Leadership.

Work Hours Monday-Friday 6:00AM-2:30PM



Medical Quality Assurance Commission
Limited License Application Worksheet

Name ANH-CHI DO Date of Birth 7/14/1990
Date Received 5/26/16
mwsp Gpock [ * [Fee | x |pnoto| x Joatatta[ x Jams [ x Janest| x JssN[ x| sstieter
Chronology Mlst:Ing: [E&Residency [Jinstitution . FSMB _—
to [JFeliowship DCityICounty
Complete to AMA
I:ITeachlnglReaearch
Personal Data "Yes"s Documentation Recelved| Malpractice Cases Synopsis Disposition
1
2
3
_ 4
Medical School i
Name RUTGERS Year of Degree  __ Jun-16 [ os23 |Transcripts I::ITranslations
Post Graduate Post Graduate
Recelved Training Programs Recelved Training Programs
Received  State Licensure Received Hospital Privileges
Received Program/Employment Verification /
52618 | VALLEY FAMILY -8/13/2016
Approved :h)»- Orenps) _ il %
Sighature Date |

Comments:
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391
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LIMITED PHYSICIAN G\ |
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© |
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REVENUE SECTION .-
PRINTNAME o _ A0\~ (¢ o
.

1
1

1F 0252140000 00335
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Naskigen St Dy '&Ckgﬁ'@lﬂnd '
% ’Heal th Backgreund*check Pro?@e&l R@a?ﬁ‘n'VED

pi, Stathes 208 | -k ?ﬂ@ gzms
© Herasp |
Revenue 0252140000 | DEPARTMENT OF HEALTH MEDICAL CoMmission |
Limited Physician & _Surgeons License Application | -
) Resident Physician [] Teaching/Research ] Institutional '
[ ] Fellowship (2 year limit) [] County/City Health Department
Select if the following applles: [} Spouse or Reglstered Domestic Partner of Milltary Personnel
1. Demographic Information . i b
Social Security Number (SSN) Natmnal Provlder Idenﬂﬁer Number (NPI)
(If you do not have a SSN, see instructions) (Enter 10 digit number) []Male
_ A 4 Female
1901556
Name First Middle Last
Anh -Che ‘.Dan% Do
Birth date (mm/dd/yyyy) = . _Place of Birth-____ L
0% /14 /vaao Y Rockviie Stalopmp (Countty s
Address
LOI Wartn Hdl Lane
City State Zip Code County
Crauthers bury MD 2083 USA
Phone (enter 10 digit #) Fax (enter 10 digit #) Cell (enter 10 digit #)
23 LicenseeAddress
Email Address:

a:n’icﬂu do @ gmail.com

Have you ever been known under any other name(s)? If yes, list name(s):
No

Will documents be received in another name? If yes, list name(s): N
o]

Institution or Training Program Informiation.(Required) . | .-
Institution/Program Name
\/ﬂ,ue% Fﬁm;% Medicng
Institution/Program Mailing Address
3‘“5 Talbor Road South, Suite 40|

Ci State Zip Code County
Y Reaton WA 98055 WSA
Medical Speciality S . I e i 1’ :
Medical schoot p
2 o0 Ru-""}a‘s New St-fsd-a. Medical Schoof
Medical Speciaity
F“"‘“‘Ig M“llchlﬂ’

DOH 667-056 December 2015 Pege 106




2. Personal Data Questions - ax : - ' s iYes No.

1. Do you have a medical condition which in any way impairs or limits your ability to practice your
profession with reasonable skill and safety? If yes, please attach explanation. ...........cooeceeeeeeeeeveereemsnnne. ] M

“Medical Condition” includes physiological, mental or psychological conditions or

disorders, such as, but not limited to orthopedic, visual, speech, and hearing impaiments,
cerebral palsy, epilepsy, muscular dystrophy, multiple sclerosis, cancer, heart disease, diabetes,
intellectual disabilities, emotional or mental iliness, specific leaming disabilities, HIV disease,
tuberculosis, drug addiction, and alcoholism.

If you answered yes to question 1, explain:
1a. How your treatment has reduced or eliminated the limitations caused by your medical condition.

1b. How your field of practice, the setting or manner of practice has reduced or eliminated the
limitations caused by your medical condition.

Note: If you answered “yes” to quastion 1, the licensing authority will asseas the nature,
severity, and the duration of the risks associated with the ongoing medical condition
and the ongoing treatment to determine whether your license should be restricted,
conditions imposed, or no license issued.

The licensing authority may require you to undergo one or more mental, physical or
psychological examination(s). This would be at your own expense. By submitting this
application, you give consent to such an examination(s). You also agree the
oexamination report(s) may be provided to the licensing authority. You waive all claims
based on confidentiality or privileged communication. If you do not submit to a
required examination(s) or provide the report(s) to the licensing authority, your
application may be denied.

2. Do you currently use chemical substance(s) in any way which impair or limit your ability to
practice your profession with reasonable skill and safety? If yes, please explain.............ccccoecennerinnnnnens O ™

“Currently” means within the past two years.
“Chemical substances” include alcohol, drugs, or medications, whether taken legally or illegally.
3. Have you ever been diagnosed with, or treated for, pedophilia, exhibitionism, voyeurism or

4. Are you currently engaged in the illegal use of controlled substances?................ccoeecerecrsmsnansesnaes el ] [
“Currently” means within the past two years.

lllegal use of controlled substances is the use of controlled substances (e.g., heroin, cocaine)
not obtained legally or taken according to the directions of a licensed health care practitioner.

Note: If you answer “yes” to any of the remaining questions, provide an explanation and
certified copies of all jJudgments, decisions, orders, agreements and surrenders. The
department does criminal background checks on all applicants.

5. Have you ever been convicted, entered a plea of guilty, no contest, or a similar plea, or had
prosecution or a sentence deferred or suspended as an adult or juvenile in any state or jurisdiction? ...[] m

Note: If you answered “yes” to question 5, you must send certified coples of all court
documents related to your criminal history with your application. if you do not
provide the documents, your application is incomplete and will not be considered.

To protect the public, the department considers criminal history. A criminal history
may not automatically bar you from obtaining a credential. However, fallure to report
criminal history may result in extra cost to you and the application may be delayed
or denled.

DOH 857-056 December 2015 Page20f8




2. Personal Data Questions Cont)' - N jlYes No

6. Have you ever been found in any civil, administrative or criminal proceeding to have:
a. Possessed, used, prescribed for use, or distributed controlled substances or legend

drugs in any way other than for legitimate or therapeutic pUIPOSEST ..........cccccrriimrerini e eses M %
b. Diverted controlled substances or [agend drugs? .........c..ccoeveerieiirecseeiiniinisesmeeseeessee e e ssemsessssssnasess O
C. Violated 8NY ArUG [AW? ............coveimiiienmirncresecersssmeneaeseessassssermsassasssaccemens shsssassnasssbsbesmsmsmsassesassmssasnan O @4
d. Prescribed controlled substances for Yourself? ... iccmeerssrsnsessie s sremsessssssnemnessesssnssssens )

7. Have you ever been found in any proceeding to have violated any state or federal law or rule
regulating the practice of a health care profession? If “yes”, please attach an explanation and

provide coples of all judgments, decisions, and agreements? ..............ccccccvvrivereccrmrrerrrecimnsesirsssesnsess e}
8. Have you aver had any license, certificate, registration or other privilege to practice a health care

profession denied, revoked, suspended, or restricted by a state, federal, or foreign authority? .............. |
9. Have you ever surrendered a credential like those listed in number 8, in connection with or to

avoid action by a state, federal, or foreign authority?..........ccccniiiiinnnnneccncsrssessssss s snseseesgsresl_]
10. Have you ever been named in any civil suit or suffered any civil judgment for incompetence,

negligence, or malpractice in connection with the practice of a health care profession?...........ccceceeevuee. O M
11. Have you ever had hospltal privileges, medical society, other professional soclety or organization

membership revoked, suspended, restricted or denied?..........c.cccceeieveecesrrnrrrinssenernncecsmsessssssesaenens ] [
12. Have you ever been the subject of any informal or format disciplinary action related to the practice

OF MBUICINGT. «...c.ne e ceeeeeervterervevraerersesresmenms srensanesessesasssssmnasanes smesesasvoraresssmasaassraRaEa sese s mnmea passerbEomsansraeavanes 0 M
13. To the best of your knowledge, are you the subject of an investigation by any Iloensing board as to

the date of this GPPIICAIONT. ........cccrrvrrermismrmres s ssssasses s s sssesssne shessssessmssnsssssnseranasssansssnanassassassiess O N
14. Have you ever agreed to restrict, surrender, or resign your practice In lieu of or to avoid adverse

BOHIONT. .....oeererreriereessrmtsrers e msanrass st ats st s s aa s esasaana be e st onssteassssstsbtbassmmsmenassasnsronbesassnsas S I I |
15. Have you ever been disqualified from working with vulnerable persons by the

Department of Social and Health Services (DSHS)? ... IR

Page 3 of 6

DOH 857-058 Dacember 2015



3. Medical Education and Experience - = . . |
Provide a chronological listing of your educational preparation and postgraduate training. If you need mere space,
attach a piece of paper.

Schools attended (Location if other than U.S., quote names Diploma or degree obtained Number Dﬂtﬂé granted

of schools i d transk E . {Quote titles in original language | of years
ools in original language and translate to English.) and transiata to Englisn) aﬂnv::ed (msmn e End )

Medical education {list all medical schools attended)

Ru‘\rgus New S«sﬂ_Med;uL Semool Dockor & Mediine (MD) 5 0%/aow |05/200
Postgraduate training (list all programs attended)

g (list all p Gbdatiet
V’-&\I{% Fﬁm-‘lt& Hg,d.‘(,.‘ﬂ(, —_— Dé/dolb —

¥ 0 _—

4. Professional Experience = . . . . | '- f

In chronological order list all professional experience received since graduation from medieel school to the present.
Exclude activities listed under other sections, identify any periods of time break of 30 days or more. If you need
more spacs, attach a piece of paper.

Name and location of institution (mnn';dmlf y | m w;"” ) Nature of experience or SPOG,Iiaﬂv
NONE

5. Hospital Privileges Verification ' ' ;

Excluding postgraduate training, list hospitals where all privileges that have been granted within the past five years.
If you need more space, attach a piece of paper.

Dates atténded
Start Date End Date
Name of hospital (mmiddiyyyy) ._(mmiddiyyyy)

N/A —

DOH 657-056 December 2015 _ Page 4 of 6




-G.I.IcensosantherStatos DN A ~' - I E

List all licenses to practice medicine in any state. territory, Canadian provunoa or other country. Include actlve
inactive, temporary and training licenses. Please provide verification directly from the state(s) that you have listed
in this section. NONE

State

Date license
issued

hummm Status of ficense Any limitations on ficanse

——"‘-_—-_

DNo_ ] Yes

[INo [] Yes

[ONo (] Yes

[(INe [ Yes

{CINo [] Yes

- R s

7. AIDS Education and Training Attestation -~ - | -

i1 . 3 R L

i certify that | have compieted a minimum of four hours of education in the prevention, transmission, and
treatment of AIDS. This education included topics of etiology and epidemioclogy, testing and counseling, infection
control guidelines, clinical manifestations and treatment, legal and ethical issues to include confidentiality, and
psychosocial issues to include special population considerations.

Applicant's initials Date

@ S/u3/2018

Photo Here
D

8. Applicant’s Photograph L L

Height _5 3
Weight 110 b
Hair color _ black
Color of eyes __brown

Signature
Date of Photo 0‘7/ 0| /'zoss'
i
DOH 657-056 December 2015 Page 5 of 6




9. Applicant’s Attestation

-
[l ST

L Anh-Che %_Dg , declare under penalty of perjury under the

(Print appiicant name clearly)

laws of the state of Washington that the following is true and correct:
* |l am the person described and identified in this application.

* | have read RCW 18.130.17¢ and RCW 18.130.180 of the Uniform Disciplinary Act.
* | have answered all questions truthfully and completely.

* The documentation provided in support of my application is accurate to the best of my knowledge.

| understand the Department of Health may require more information before deciding on my application.
The department may independently check conviction records with state or federal databases.

| authorize the release of any files or records the department requires to process this application. This
includes information from all hospitals, educational or other organizations, my references, and past and
present employers and business and professional associates. It also includes information from;federal,
state, local or foreign government agencies.

| understand that | must inform the department of any past, current or future criminal charges or
convictions. | will also inform the department of any physical or mental conditions that jeopardize my ability
to provide quality health care. If requested, | will authorize my health providers to release to thé
department information on my health, including mental health and any substance abuse treatn;'nent.

Dated O0S /03 /avle at Newace, NS
(ty, state)

By:

&-;-"/ Signature of applicant

DOH 857-056 Decembar 2015 Page 6 of &



Student No:

A00C553360

RUTGERS

THE STATE UNIVERSITY
OF NEW JERSEY

THIS IS A RED SECURITY SHEET. IF COPIED, “VOID” WILL APPEAR

Record of . Anh-Chi D Do

New Jersey Medical School
Course Level: New Jersey Medical Schopl
Admit Term: Academic Yeaxr 2011-2

Degxee (s) Awarded: Doctor
Curyent Major : Medicine

SUBJ --NO. COURSE|TITLE

Madicine 15-MAY-2016

GRD

INSTITUTION CREDIT:

Térm: ; Academic Year 2011-2012
EDUC 6002K Molecular&Genetic Medicine
EDUC 6005K Ethic¢a, Humanism, & Piof.

EDUC 6006K Medical Intervieving

EPUC 6007K Physical Examination

EDUC 600BK Anatomy, Cell Bio, & Embryo
OE Q080K ~Women & Medicine

EDUC 6004K - Mind, Brain & Behaviow
EDUC. 6009K Physiology

OE  0063K ~Physician Shadowing

OE 0092K . ~Human Sexuality .in Med
Term: ‘Academic Year 2012-2013
(Repeat first yeaxr)

EDUC 6008K Andtomy, Cell Bio,. & Embryo

OE 0053K
OE 0074K

~Intro to Emergency Medicin
~Voices of SHARE

(%) A 00BOK ~Women & Medicine

EDUC 6009K Physiology

OB 0054K .~Physidian’s Business:-Elec
Term: Academic Year 2013-2014

EDUC 7006K Trans. to Clinical Setting
Pags/Fail

EDUC 7001K Infection & Host Response
EDUC 7002K Disease Proc, Prev & Thexap

EDUC 7004K Adv, Communication Skills

wrkwww Rk E N re R e eww CONTINUED ON NEXT COLUMN **rriswsrtatenerves

v oo

NN Mmoo

NY NN NYD

P
P
P

B -
o [ =R AV
KECEIVED

wat Lome:

Date Issued: 18-MAY-2016

DEPARTMENT OF HEAL

ryies r i
=1y L OSSR AR AN iy e
pagefzﬁ‘"!‘!“‘p“* COUMMISS] 3

e

FRRXERAA TR AN R RN R * CONTINUED ON PRGE X 2

SUBJ - NO. COURSE TITLE CR/WK GRD
Institution Information contintied:
EDUC - 700SK Adv. Physical Diagnosis B
QE 0074K ~Voices of SHARE zZ
OE 0080K ~Women as Docs & Patients A
EDUC 7003K Biostats & Epidemiolog¥ P
OE 0079K ~Stud Fam Health Center Z
Term: Acdademic ‘Year 2014-2015
OE 80C00K Spec Indep, Sty Prog 2
NEUR 8020K #Neurology Clerkship P
PSYC 8020K #Paychiatry Clexkship HP
OBG  8020K #0b-Gyn Clexkship HP
NEUR " 9510K Pediatric Neurclogy P
Pass/Fail
0BG - 9540K Reproductive Choices P
Pass/Fail 3
PEDS B8000K #Pediatric Clerkship HP
OE "00739K ~S8tud Fam Health Center Z
FMED. 8002K #Family Med Clexkship - HP
MED ' “B160K #Medicine Clerkship B
MED .8165K #Medicine Selective P
Pass/Fail
{(Cardiology)
Term: Academic Year 2015-2016 £
OE 8001K Graduation OSCE 2
OE 9005K C.A.L.M. Mentor Pregram P
; Pass/Fail
SURG. 8050K #Gen Surgexry Clerkship HP
EDUC-9001K Comprehensive Review of Med P
: Pass/Fail
OBG ' 9051K Prénatal Diagnosis H
OBG ' 8003K +A.I. Ob-Gyn WD
FMED 9910K Externship H
(Family Practice; Oregon Health Sciences; Portland,OR)
FMED 9060K Stud Fam Hlth Care Cent P
Pass/Fail
PMED '9010K Ambulatory Fam Prac HP

e S S

This transcript is not official without the signature of the registrar.

. Pursuant to the Family Education Rights and Privacy Act of 1974, Information Contained Herein
Shall Not Be Released to a Third Party Without the Written Authorization of the Student.

RAISED

SEAL NOT REQUIRED

¢ oo o

University Registrar

‘Rutgers, the State Univ_ersityi‘of “New J_ei‘sey



RUTGERS BIOMEDICAL & HEALTH SCIENCES

Graduate School of Biomedical Sciences
New Jersey Medical School
Robert Wood Johnson Medical School
School of Dental Medicine

Rutgers Biomedical & Health Sciences emerged in 2013 after the schools listed
above from the University of Medicine and Dentistry of New Jersey (UMDN.J)
were integrated with Rutgers University. UMDNJ traced its roots to the
Seton Hall College of Medicine and Dentistry, which accepted its first classes
in 1956, and to Rutgers Medical School, a two-year basic science program
which began accepting students in 1966. In 1965, the Seton Hall Coliege of
Medicine and Dentistry was taken over by the State of New Jersey and
renamed the New Jersey College of Medicine and Dentistry (NJCMD). In
1970, Rutgers Medical School was merged with NJCMD; the resulting larger
institution was named the College of Medicine and Dentistry of New Jersey
(CMDNJ). In 1981, CMDNJ was renamed the University of Medicine and
Dentistry of New Jersey (UMDNJ) in recognition of its growth to a state-wide
institution.

DEFINITION OF AN OFFICIAL TRANSCRIPT

An official transcript is one that bears the college seal, date and an appropriate
signature. Transcripts received that do not meet these requirements should
not be considered official and should be routinely rejected for any permanent
use.

School of Health Related Professions
School of Nursing
School of Public Health

SCHOOL OF DENTAL MEDICINE NAME CHANGE
Prior to July 2013, Rutgers School of Dental Medicine was recognized as
UMDNJ's New Jersey Dental School. !

STUDENT RECORD LIMITATION ON REDISCLOSURE

Rutgers University is providing the information on the face of this document
at the request of the student. Under the Family Educational Rights and
Privacy Act of 1974, this information is being sent to you on the condition
that you will not permit any other party to have access to this document
without the written consent of the student concerned. If you have any
questions concerning the grading or academic policies of the institution, please
contact the appropriate School Registrar as noted below.

TRANSCRIPT FORMAT

Rutgers Biomedical & Health Sciences, formerly UMDNJ, implemented new
academic records systems in both 1988 and 1998. Transcripts of students
during these transitional periods may be composed of two separately
formatted documents. If "SEPARATE RECORD OF ADDITIONAL WORK
ATTACHED" is stamped at the beginning of a transcript, both formats must
be present for the transcript to be complete.

TRANSCRIPT LEGEND

New Jersey Medical School
Office of the Registrar
Medical Science Building, B-640
185 South Orange Avenue
Newark, NJ 07101

Phone: (973) 972-4640

Fax: (973) 972-6930

GRADE SCALE (Years 1 and 2; beginning GRADE SCALE (Years 3 and 4)

with Fall 2011 cohort)

H Honors

P Pass HP High Pass
cP Conditional Pass (Awarded if student P Pass

satisfactorily completes a structured F Fail

remediation plan) AUD Audit
F Fail EXT Exempt
AUD Audit INC Incomplete
EXT  Exempt WD Withdrew
INC  Incomplete WP Withdrew Passing
WD  Withdrew WF Withdrew Failing
WP  Withdrew Passing IR Incomplete Requirements
WF | Withdrew Failing s Incomplete Exam
Z Non-Credit Elective Z Non-Credit Elective

z Non-Credit Independent Study

USMLE REQUIREMENTS
Students must take and pass USMLE Step 1
before beginning the third year of curriculum.
Students must take and pass USMLE Step 2 ‘
CK and CS prior to the conferral of a degree.

THIRD YEAR FOURTH YEAR
Required Coursework Required Coursework
| Standard Curriculum;
FMED 8002 5 weeks EMED 8000 4 weeks
MED 8160 10 weeks PMCH 8000 2 weeks
|MED 8165 2 weeks REHB 8000 2 weeks
OBG 8020 6 weeks One A.l. Course (4 wks):
PEDS 8000 6 weeks FMED 8001
PSYC 8010 B weeks MED 8161
SURG 8050 B weeks OBG 8003
Electives 4 weeks PEDS 8001
SURG 8002,3,4
Elective Courses:
Misc. 26 weeks
Transition to Residency:
EDUC 8000
Graduation OSCE:
OE 8001
TRANSCRIPT SYMBOLS If you have any guestions regarding this
# Required 3rd or 4th year course, transcript, please contact the office by
+ Required 3rd or 4th year course. telephone at (973) 972-4640.
~ Noncredit elective.

If you have any guestions concerning the grading or academic policies of this school, please contact the Registrar noted above.



Student No: A00553360

SUBJ

Recoxd of:
Level:

NO.

UTGERS

THE STATE UNIVERSITY
OF NEW JERSEY

Date Issued: 18-MAY-2016

THIS IS A RED SECURITY SHEET. IF COPIED, “VOID” WILL APPEAR

‘Anh-Chi D Do

New Jersey Medical School

COURSE TITLE

CR/WK GRD

OBG

SURG
REHB
PMED
EDUC
EMED

9700K
5195K
8000K
8001K

B000K

8000K

Institution Information continued:

Independent Study

Topics Surgical Reseaxrch
+Phys -Med & Rehb
¢A.I.Fémi1y Practice
Trangition to Residency
+Emergency Medicine

FrFFEA SR A kR F rE Ak kdd BEND OF TRANSCRIDPT *# ® W ¥ ks bd v s ook w wob bewh wbww

N X XXX

This transcript is not official without the signature of the registrar.

Pursuant to the Family Education Rights and Privacy Act of 1974, Information Contained Herein
Shall Not Be Released to a Third Party Without the Written Authorization of the Student,

RAISED SEAL NOT REQUIRED

—

— 'y

University Registrar

Rutgers, the State University of New Jersey




RUTGERS BIOMEDICAL & HEALTH SCIENCES

Graduate School of Biomedical Sciences
New Jersey Medical School
Robert Wood Johnson Medical School
School of Dental Medicine

Rutgers Biomedical & Health Sciences emerged in 2013 after the schools listed
above from the University of Medicine and Dentistry of New Jersey (UMDNJ)
were integrated with Rutgers University. UMDNJ traced its roots to the
Seton Hall College of Medicine and Dentistry, which accepted its first classes
in 1956, and to Rutgers Medical School, a two-year basic science program
which began accepting students in 1966. In 1965, the Seton Hall College of
Medicine and Dentistry was taken over by the State of New Jersey and
renamed the New Jersey College of Medicine and Dentistry (NJCMD). In
1970, Rutgers Medical School was merged with NJCMD; the resulting larger
institution was named the College of Medicine and Dentistry of New Jersey
(CMDNJ). In 1981, CMDNJ was renamed the University of Medicine and
Dentistry of New Jersey (UMDNJ) in recognition of its growth to a state-wide
institution.

DEFINITION OF AN OFFICIAL TRANSCRIPT

An official transcript is one that bears the college seal, date and an appropriate
signature. Transcripts received that do not meet these requirements should
not be considered official and should be routinely rejected for any permanent
use.

School of Health Related Professions
School of Nursing
School of Public Health

SCHOOL OF DENTAL MEDICINE NAME CHANGE
Prior to July 2013, Rutgers School of Dental Medicine was recognized as
UMDNJ's New Jersey Dental School.

STUDENT RECORD LIMITATION ON REDISCLOSURE

Rutgers University is providing the information on the face of this document
at the request of the student. Under the Family Educational Rights and
Privacy Act of 1974, this information 'is being sent to you on the condition
that you will not permit any other party to have access to this document
without the written consent of the student concerned. If you have any
questions concerning the grading or academic policies of the institution, please
contact the appropriate School Registrar as noted below.

TRANSCRIPT FORMAT

Rutgers Biomedical & Health Sciences, formerly UMDNJ, implemented new
academic records systems in both 1988 and 1998. Transcripts of students
during these transitional periods may be composed of two, separately
formatted documents. If "SEPARATE RECORD OF ADDITIONAL WORK
ATTACHED" is stamped at the beginning of a transcript, both formats must
be present for the transcript to be complete.

TRANSCRIPT LEGEND

New Jersey Medical School
Office of the Registrar
Medical Science Building, B-640
185 South Orange Avenue
Newark, NJ 07101

Phone: (973) 972-4640

Fax: (973) 972-6930

GRADE SCALE (Years 1 and 2; beginning GRADE SCALE (Years 3 and 4)
with Fall 2011 cohort)
H Honors
P Pass HP High Pass
CP Conditional Pass (Awarded if student B Pass
satisfactorily completes a structured F Fail
remediation plan) AUD Audit
F Fail EXT Exempt
AUD  Audit INC Incomplete
EXT Exempt WD Withdrew
INC  Incomplete wp Withdrew Passing
WD Withdrew WF Withdrew Failing
WP  Withdrew Passing IR Incomplete Requirements
WF  Withdrew Failing s Incomplete Exam
Z Non-Credit Elective Z Non-Credit Elective

USMLE REQUIREMENTS

Students must take and pass USMLE Step 1
before beginning the third year of curriculum,

Students must take and pass USMLE Step 2
CK and CS prior to the conferral of a degree.

Z Non-Credit Independent Study

THIRD YEAR FOURTH YEAR
Required Coursework Required Coursework
Standard Curriculum;
FMED 8002 5 weeks EMED 8000 4 weeks
MED 8160 10 weeks PMCH 8000 2 weeks
MED 8165 2 weeks REHB 8000 2 weeks
OBG 8020 B weeks QOne A.l. Course (4 wks):
PEDS 8000 B weeks FMED 8001
PSYC 8010 B weeks MED 8161
SURG 8050 8 weeks OBG 8003
Electives 4 weeks PEDS 8001
SURG 8002,3,4
Elective Courses:
Misc. 26 weeks
Transition to Residency:
EDUC 8000
Graduation OSCE:
OE 8001
TRANSCRIPT SYMBOLS If you have any guestions regarding this
# Required 3rd or 4th year course. transcript, please contact the office by
+ Required 3rd or 4th year course. - |telephone at (973) 972-4640.
~ Noncredit elective.

If you have any questions concerning the grading or academic policies of this school, please contact the Registrar noted above.
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Resident Physician Limited License

This certifies the appointment of the following individual who is being recommended for a limited
license in Washington State.

Name of Resident Physician* Anh'Ch; D"‘“} Do

Name of training program/specialty \/«.dlw} Fum.t*_mm
Name of sponsoring institution NRL l-«ﬂ/]r W' Ebic M C@\)T%

Beginning date 00“73 201l
U mnVddlyy /

Signature

15 tiS BN ACGME PFOGIAM? +..covor e ceeeeeeseeeereessssenseesesseseesesesesssssesseess Yes I No [

* Resident physician means an individual who has graduated from a school of medicine which

meets the requirements set forth in RCW 18.71.055 and is serving a period of postgraduate clinical
medical training sponsored by a college or university in this state or by a hospital accredited by this
state. The term shall include individuals designated as intern or medical feliow.

Note: The issuance of a limited license does not allow the individual to engage in the -
practice of medicine outside the supervision of the postgraduate clinical medical

training program.

DOH 657-057 December 2015
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Health Professions Reference Numbers and Links

RCW/WAC Links

Uniform Disciplinary Act. RCW 18.130
Administrative Pr re Act. RCW 34.0

Administrative Procedures and Requirements, WAC 246-12

Physician Laws. RCW 18.71
Physician Rules, WAC 246-9

Continuing Education
Physician Continuing Education Rules, WAC 246-919-460

Online
edical lity Assurance Commission Web Pa

DOH RCW/WAC December 2015
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PRACTITIONER PROFILE II'
Prepared for: Washington Medical Quality Assurance As of Date:5l27!2¢16
Commission |
|
PRACTITIONER INFORMATION
Name: Anh-Chi Dang Do .
DOB: 711411990 .'
Medical School: University of Medicine and Dentistry of New Jersey - New Jersey
Medical School '
Newark, New Jersey, UNITED STATES |
Year of Grad: !
Degree Type: |
|
BOARD ACTIONS :

To date, there have been no actions reported to the FSMB

LICENSE HISTORY
Jurlsdiction

License Number Issue Date Expiration Date Last Updated

400 FULLER WISER ROAD EULESS, TX 76039 | TEL(817)868 4000 ) FAX {817)868 4099 , 1
Page 1 of 2

[

© 2014 FEDERATION OF STATE MEDICAL BOARDS



Federavion Ia

STATE
s MEDICAL

PRACTITIONER PROFILE

Prepared for: Washington Medical Quatity Assurance As of Date:5/27/2016
Commission ) '

Practitioner Name: Anh-Chi Dang Do

ABMS® CERTIFICATION HISTORY

No ABMS Certifications found. :

PLEASE NOTE: For more informalion regarding the above data, please contacl the reporting board or reporting agency. The information
contained in (his report was supplied by the respeclive stale medical hoards and other reporting agencies. The Federation makes no
representations or warranlies, either express or implied, as to the accuracy. completeness or timelinass of such informalion and assumes no

responsinilily for any errors or omissions contained therein. Additionally, the information provided in this profile may not be d1stnbuted
I

400 FULLER WISER RQAD EULESS, TX 76039 | TEL(317)868 4000 | FAX {817)868 4099
© 2014 FEDERATION OF STATE MEDICAL BOARDS Page 2 of 2

modilied or reproduced in whote or in part without the prior writlen consent of the Federation of Slate Medical Boards.

I



Nimon, Lori (DOH)

.
From: Nimon, Lori {DOH)
Sent: Thursday, June 21, 2018 2:13 PM
To: ‘anhchido@gmail.com'
Subject: Pending MD License 60865937
June 21, 2018
Dear Dr. Do,

This is to acknowledge receipt of your fees and application for your physician and Surgeon licensure in the state,of
Washington. At this time these are the items we still need before we can fully review your application file. |

MISSING ITEMS

Need Medical School Transcripts
Need USMLE |
Need Post Grad Training verification from Valley Family (signed and dated AFTER 6/13/18)

You can email me at anytime for a current status update on your application file.

*|f you are using the FCVS packet with the Federation of State Medical Boards (FSMB) you will need to contact FSMB to
determine when this packet will be released to us. The FCVS packet will verify medical school transcripts, exam scores,
and postgraduate training.

|

Please note: while this information was contained in the application packet you had been sent and is stipulateq in
Washington Administrative Code (WAC) 246-12-020(3), let me reiterate that upon approval, your initial license will be
issued only to your next birthday after the approval date — unless your birthday falls within 90 days of approva!, in which
case it will expire on your second birthday following approval.

If you have any further questions or need additional information, email me at lori.nimon@doh.wa.gov , or wnte to me
at the address listed below,

Lori Nimon

L WASHINGTON z-lvea!th Services Consultant 2 .

hington ical Commission

J.. A » | Medical phone: a0 236 766

Were you satisfied with the service you

‘ r Com m i ss i o n received today? Yes or NO

Licensing. Accountability. Leadership.




Redaction Date: 9/7/2021 9:50:31 AM
Redaction Log

Total Number of Redactions in Document: 5

Redaction Reasons by Page

Page Reason Description Occurrences

RCW 42.56.350(1): Health professionals.

(1) The federal social security number of
. individuals governed under chapter

5 22 Licensee SSN 18.130 RCW maintained in the files of the | ©

department of health is exempt from

disclosure under this chapter

RCW 42.56.350(2): Health professionals.
(2) The current residential address and
current residential telephone number of a
5 23 LicenseeAddress | health care provider governed under 1
chapter 18.130 RCW maintained in the
files of the department are exempt from
disclosure under this chapter

RCW 42.56.350(1): Health professionals.

(1) The federal social security number of
. individuals governed under chapter

30 22 Licensee SSN 18.130 RCW maintained in the files of the | |

department of health is exempt from

disclosure under this chapter

RCW 42.56.350(2): Health professionals.
(2) The current residential address and
current residential telephone number of a
30 23 LicenseeAddress | health care provider governed under 2
chapter 18.130 RCW maintained in the
files of the department are exempt from
disclosure under this chapter




