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" ’ Regular Mailing Address
v STATE BOARD OF MEDICINE
P.O. BOX 2649

HARRISBURG, PA 17105-2649
717-783-1400

717-787-2381

Courier Delivery Address
STATE BOARD OF MEDICINE

124 PINE STREET ”
HARRISBURG, PA 17101
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APPLICATION FOR A LICENSE TO PRACTICE Official U Orﬂ
MEDICINE WITHOUT RESTRICTION Amount

For Graduates of ACCREDITED Medical Schools Date (O

)29 45

[T =32953- T
Note: A processing fee of $20.00 will be charged for
any check or money order returned unpaid by your bank,
regardless of the reason for non-payment

PSS ea

Please print or type.
NAME: DANTZ\C SONDRA

Last

Street

PAILADE LOWIA PA (4123
City State Zip Code

Mmmﬁu!fdmmﬂzmwmmmcmmwm

LIST MEDICAL SCHOOL(S) ATTENDED: DATES OF ATTENDANCE

UNIVERS\TY  nf NVERMONT From:_ £ /84 to S /4%
Mo.& Yr. Mo. & Yr.
From: to
Mo.& Yr. Mo. & Yr.

Date of Graduation: Ma( 1993

List all states, territories and countries in which you have ever possessed a license without restriction to practice
medicine and surgery (active or inactive, current or expired). lf_!ﬂu_nﬂw_ﬁm
—NONE." i '

ope




Check licensing examination(s) passed:

0§ FLEX - indicate state where taken: _NEW YORK, Date taken: VG 1993
( ) FLEX COMPONENT 1 - indicate state where taken: Date taken:
( ) FLEX COMPONENT 2 - indicate state where taken: Date taken:

( ) NATIONAL BOARD - PART I PARTIl ________ PARTII

( ) USMLE - STEP 1 STEP 2 STEP 3 _

( ) LMCC - Canadian

( ) STATE BOARD - indicate state where taken:

Post Graduate Education:

Hospital: MED\CAL (OULELE OF PONGUUMA  From: /2¥A92

Hospltll' (_ﬂ\Mk From: { / /A

Answer the following questions, if "YES" to any of them, provide complete details on a separate sheet as well
as certified copies of relevant documents. Sign and date below.

Has any disciplinary action been taken against your license in
another state, territory or country?

Have you been convicted, found guilty, or pleaded guilty or nolo
contendere, or received probation without verdict as to any felony or
misdemeanor, including any drug law violation, in any state or
federal court?

Have you had practice privileges denied, revoked or restricted in a
hospital or other heaith care facility?

Have you had your DEA registration denied, revoked or restricted or
have you had your provider privileges terminated by any medical
assistance agency for cause?

Are you, or have you ever been, addicted to the intemperate use of
alcohol or to the habitual use of narcotics of other habit-forming drugs?
(Note: You may answer "NO" if you are currently a participant in or
have successfully completed the requirements of the Board's Impaired
Professional Program.)

I verify that the statements in this application are true and corect 10 the best of my knowledge, information and
belief. 1 understand that false statements are made subject to the penalties of 18 Pa. C.S. Section 4904 relating
to unsworn falsification to authorities and may result in the suspension or revocation of my license. 1 hereby
authorize all hospitals, institutions or organizations, my references, personal physicians, employers (past and
present), and all governmental agencies and instrumentalities (local, state, federal or foreign) to release to the

Pennsylvania State Board of Medicine any information, files or records requested by the Board

Signature of Applicant:
Date: 2{v3]a%




Harrisburg, PA 17105-2649

Certitication of Moral Character

To be completed by two physicians with a license without restriction in good standing in the United States or
Canada.

e T e ——————

Name of Applicant: DNDRA  DANTZAL

I hereby certify that I know the applicant to be of good moral character and to the best of my
knowledge, he/she is not addicted to the intemperate use of alcohol or to the habitual use of a narcotic

or other habit forming drug. I recommend the applicant for a license to practice medicine in the
Commonwealth of Pennsylvania.

I'have been personally acquainted with the applicant for 52 year(s) mouh(-)’”
SIGNATURE: Date: /2/3/?5*
Printortype:;musigned above: _ 20 £/ SEA/BER & EA.

State in which licensed: _ ~4 License Number: /220056 S08¢..

M

M

Name of Applicant: DNDRA  DANT2AC

I hereby certify that I know the applicant to be of good moral character and to the best of my
knowledge, he/she is now addicied io ihe intemperaie use of alcohol or to the habitua! use of a narcotic

or other habit forming drug. I recommend the applicant for a license to practice medicine in the
Commonwealth of Pennsylvania.

I have been ; ; : for oL year(s) month(s).
SIGNATURE: Date: 7 //3 / 95"

Print or type name as signed above: /. 7)) (5l A

State in which licensed: /7 License Number: /005929 74

M

Return Completed form to Applicant







OO

P

Return Completed form to Applicant

¥ ' g .
Regular Mailing Address Courier Delivery Address

State Board of Medfeine State Board of Medicine
P.O. Box 2649 124 Pine Sureet
Harrisburg, PA 17105-2649 Harrisburg. PA 17101

VERIFICATION OF ACGME APPROVED GRADUATE MEDICAL TRAINING
Accredited Medical School Graduates
TO BE COMPLETED BY APPLICANT

NAME: RO 20 SONDRA
Last

First Middle

1. If training began before July 1, 1987, one year of approved training at a first (PGY 1) or second (PGY
2) year level must be verified. If the training began on or after July 1, 1987, two (2) years of approved
training are required, one at first (PGY 1) year level and one at second (PGY 2) year level.

2. Training at a first (PGY 1) year must be ACGME approved entry level (training which requires no
previous training). Training at a second (PGY 2) year must be ACGME approved and can be any specialty.
See listing on back.

3. If training was completed at more than one hospital, duplicate this form and submit to each hospital.

To be completed by the program director at the hospital where the graduate training occurred. If training
was in Pennsylvania, information must coincide with data on graduate license. For applicants still in the
second year of training, this form may be completed and signed by the program director fifteen (15) days

prior to the completion of the approved training. Forms postmarked or signed prior to the Jifreen days will
not be accepted.

Name of Hospital: MEDVAL  (OULELE OF  PONMSY LUAA

Located in: CHILADE\Dw1A PA
City State

Ist Year from _& /24 /93 To & /3 | 94 Specialty (¢ YN Level(PGY) |

2nd Yearfrom _7 / /| /94 To _G/ 30 /| 95 Specialty O%6YN Level(PGY) A

T

=* °1 centify that JAONDRA DANTZIL successfully completed/will

(Name of Applicant)
successfully complete this graduate medical training and that there was/is no disciplinary action outstanding
against this applicant. If this applicant does not complete this training, the Board will be notified."

“* "I further certify that the above program was ACGME accredited at the time _SpNORA DANIZLC
completed the training. " (Name of Applicant)

Signature of Program Dimtm:@gf L_, i it

[Sea! of Hospital] Date: 7[R 1/ %3

I the hospual has no wal complete the following section and have this form notarized.

I hereby cenify that this hospital has no seal or stamp and that this form was completed by this hospital.

Program Director’'s Signature:
Date: [ notary seal ]
RETURN COMPLETED FORM DIRECTLY TO THE BOARD IN OFFICIAL HOSPITAL ENVELOPE.




Entry Level Specialtic

Anesthesiology
Dermatology
Diagnostic Radiology
Emergency Medicine
Family Practice
Genera! Surgery
Internal Medicine

Neurology

The following specialties
to entry and would not b

Adult Reconstructive Sur
Aerospace Medicine
Allergy and Immunology
Blood Banking
Cardiovascular Disease
Chemical Pathology
Child Neurology

Child and Adolescent Ps
Colon and Rectal Surger
Critical Care
Dermatopathology
Diagnostic Laboratory Ii
Endocrinology and Met:
Forensic Pathology
Gastroenterology
Geriatrics

Hand Surgery
Hematology
Immunopathology
Infectious Diseases
Medical Microbiology
Medical Oncology
Musculoskeletal Oncolc
Neonatal-Perinatal Med
Nephrology
Neurosurgery
Neuropathology

Board adopted April 2:
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Return Completed form 1o Applicant

Fegu'ar Mailing Address Courier Delivery Address

Siple Board of Medicine State Board of Medicine \‘\
P.O. Box 2649 124 Pine Swreet \O
Harrisburg., PA 17105-2649 Hamrisburg, PA 17101

..
VERIFICATION OF ACGME APPROVED GRADUATE MEDICAL TRAINING
Accredited Medical School Graduates
T0 BE COMPLETED BY APPLICANT

NAME: _ DANT 2\ SotNDER-A
Last First Middle

1. If training began before July 1, 1987, one year of approved training at a first (PGY 1) or second (PGY
2) year level must be verified. If the training began on or after July 1, 1987, two (2) years of approved
training are required, one at first (PGY 1) year level and one at second (PGY 2) year level.

2. Training at a first (PGY 1) year must be ACGME approved entry level (training which requires no
previous training). Training at a second (PGY 2) year must be ACGME approved and can be any specialty.
See listing on back.

3. If training was completed at more than one hospital, duplicate this form and submit to each hospital.

To be completed by the program director at the hospital where the graduase training occurred. If training
was in Pennsylvania, information must coincide with data on graduaie license. For applicants still in the
second year of training, this form may be completed and signed by the program director fifteen (15) days
prior to the completion of the approved training. Forms postmarked or signed prior 0 the fifteen days will
not be accepted. Wk -

Name of Hospital: Medicz\ Celicqe of “Pravoylvarna

Located in: IQ\H,\e(\: Lo\We Ve (424
City State

1st Year from & / 2Y43 To @ /&> /94 Specialy___ o3 bYN Level(PGY)__|

e

2nd Year from > / \ /G % Tol /30 /45 Specialty 0 (3N Level(PGY) 2

=% "1 certify that __ QENDA PhoedT L L successfully completed/will
(Name of Applicant)

successfully complete this graduate medical training and that there was/is no disciplinary action outstanding
against this applicant. If this applicant does not complete this training, the Board will be notified.”

=+ "I further certify that the above program was ACGME accredited at the time GondiA Tk 21 ¢
completed the training.” / /7 (Name of Applicant)

v Lba, Gat,.
Signature of Program Di : ) Ay AU —
L7

[Seal of Hospital) Date:

T1 the hospial has no s, complete the foliowing section and have this form notarized:

I hereby centify that this hospital has no seal or stamp and that this form was completed by this hospital.

Program Director’s Signature:

Date: R o et l | notary seal )
RETURN COMPLETED FORM DIRECTLY TO THE BOARD IN OFFICIAL HOSPITAL ENVELOPE.
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STATE BOARD OF MEDICINE

Entry Level Specialtie

Anesthesiology
Dermatology
Diagnostic Radiology
Emergency Medicine
Family Practice
General Surgery
Internal Medicine

Neurology

The following specialties ’ require training prior
o entry and would not be :

IVOIQAJy

STVLIASOH

I997T10)

Adult Reconstructive Surg
Aerospace Medicine
Allergy and Immunology
Blood Banking
Cardiovascular Disease
Chemical Pathology
Child Neurology

Child and Adolescent Psy.
Colon and Rectal Surgery
Critical Care
Dermatopathology
Diagnostic Laboratory Im ;
Endocrinology and Metab - , v

Forensic Pathology =

Gastroenterology

Geriatrics :

Hand Surgery = ‘ublic Health

‘3anqgstaaey
6%97 X004 "0°d
ANIOIGAW 40 EVOE 3LVLS

vd

1y
'Oncology

6%97-S0T1L1

Musculoskeletal Oncology ~ —
Neonatal-Perinatal Medici '

Nephrology
Neurosurgery

Neuropathology

Board adopted April 22, |




The Federation of State Medical Roards
of the ¥nited Stutes, Ine.
400 FULLER WISER ROAD
EULESS TEXAS 76008-3855

(B17) BHS-400C
FAX (817) M8B-4009
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Administrative Ass i1stant
Pennsylvania State B ard

FIN: 631026507

 06/93 NEW YORK
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SONDRA DANTZIC

Philadelphia_ P 9197

EDUCATION RESIDENCY, MEDICAL COLLEGH OF PENNSYLVANIA
Philadelphia, Pennsylvania
693 - 797 (anticipated)
Department of Obstetrics and Gynecology

M.D.. UNIVERSITY OF VERMONT COI LEGE OF MEDICINE
Burlington, Vermont
Y] 8O R(){

PRE-MEDICAL COURSES. 1 NIVERSITY OF MASS ACHUSETTS
Amherst, Massachusetts
6/87 - 5/88

B.A.. HAMPSHIRE COLLEGE
Ambherst. Massachusetis
9/81 - 5/85
Concentration: Psychology and Physiology of Women
I'hesis: Bulimia as a Heterogeneous Eating Disorder

RESEARCH

EXPERIENCE RECIPIENT, SUMMER RESEARCH FELLOW SHIP
University of Vermont Committee on Medical Research
6/ - 9/9(
Project: Maximizing ( ompliance to Breast Cancer Screening
Guidelines for Mammograms and Clinical Breast Exams

RESEARCH ASSISTANT
Columbia University, Department of Psychopharmacology
and New York State Psychiatric Institute
9/84 - 5/87

CLINICAL
EXPERIENC} SENIOR COUNSELOR
Valley Programs, Inc.
Northampton, Massachusetts
B/B8 - 889
Deinstitutionalization program for patients with chronic medical
and psychiatric illnesses.

FACILITATOR, EATING DISORDERS SUPPORT GROUPS
Amherst College and Hampshire College
Y87 - 5/89

PUBLICATIONS Walsh BT, Kissileff HR. Cassidy SM, Dantzic S, “Eating Behavior of
Women with Bulimia”, Archives of General Psychiatry. January 1989,
46:1:54-58

PROFESSIONALI
ORGANIZATIONS  American College of Obstetrics and Gynecology, Junior Fellow
American Medical Women's Association






