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License Type: Physician's and Surgeon's

Application: v Physician's and Surgeon's - Initial

' ’ Application

Application Number: _ 14839551
, A;inIication Date: ‘ 12/06/2020 (mm/dd/yyyy) /
Rpplication QUestONSE Lr . -l i e e ﬁ ?
Are you currently enrolled in an No :

ACGME/RCPSC-accredited postgraduate
training program in the United States or
Canada?

Are you applying with an Individual Taxpayer
Identification'Number (ITIN)?

Have you served or are you currently serving
inithe military?

- Are you requesting expediting of this
application for spouses or domestic partners
of|an active duty member of the U.S. Armed
Forces?

Are you requesting expediting of this
application for honorably discharged
members of the U.S. Armed Forces?

Are you requesting expediting of this
application to practice in a medically-
un derserved area or population?

Personal Detail

First Name: S Quinn ,
Last Name: Jackson [/(‘?
Bilrthdate: ok ek ek 4@/
G<|ender: Female
SiS.N/ITIN: el
A&Bresses' 1 318 AR : ,'_’?af‘—", R T B ?
License Related Addresses

| Address of Record
-Warning: - _ In order to protect your privacy and |dent|ty /
' address will not be displayed.

: Qeneral Information

- Areyou a registered sex dffender’? T - o / ‘
i |

TNy
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Previous Application.or Li.

Have you served or are you currently serv

in the U.S. Military?

Ar;e you requesting expediting of this
application as a spouse or domestic partner
oﬁan active duty member of the U.S. Armed
Forces?

Have you ever filed an application for a
Pi?ysician's and Surgeon's License or other
license in California that has been
withdrawn, abandoned, or denied? , - ‘

Have you previously held a Physician and No
Surgeon License in California?

e

Examinations = =
Al{e you certified by the Educattonal
Cci)mmlssmn for Foreign Medical Graduates?

W g T —— N et s ettty e e s

Examinations Aoy BT b
Examination: Unlted States Medlcal Llcensmg Exammatlon

‘ a, (USMLE) Step1 - %
Date Passed: . , 04/16/201 5'(mmlddlyyyy) &

ME"Xammatlon S o Umted States Medlcal Llcensmg Examinatlon)
(USMLE) Step 2CK @/
Date Passed: 05/26/2016 (mm/dd/yyyy)
Examinations 0. T e e
Examination: United States Medical Licensi_ng Exammatlon
i (USMLE) Step 2CS %
D?te Passed: 05/12/2016 (mmlddlyyyy)

Examination: R "Umted States Medlcal Llcensing Exammatlon
(USMLE) Step 3 ;

Date Passed: 06/15/2018 (mm/ddlyyyy)

Medical Ediication i sl B T TR T

M(ladlcal School Name: ' Tulane University School of Medicine ,

Mailing Address of the Medical School: 1430 Tulane Ave - '

New Orleans, LA @ %001/-
70112

Attendance Start Date: 08/01/2013 (mm/dd/yyyy)

Attendance End Date: 05/20/2017 (mm/dd/yyyy) m T/ D

Were You Awarded a Degree? Yes //@/ P
| | © =

Title of Degree Awarded: MD - Doctor of Medicine
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~
< Iséue Date of Degree: . \_/ 05/20/2017 (mmlddl_‘ saf _/)
- ACGME or RCPSC Accredited Postgraduate Training. Programs AR T

Have you partucrpated in any ACGME- Yes

. accredlted postgraduate training in-the

Urrlted States or RCPSC-accredited

poistgraduate training in Canada?

ACGME or RCPSC Accredited Postgraduate. Training Programs. .. 700

Program Facility Name: ‘University of New Mexwo Famlly and

. Community Medicine

City: ' _ Albuquerque . F

State/Province: ‘ " New Mexico .

Specialty: Family Medicine '

| ' | —

- Training Start Date: 07/01/2017 (mm/dd/yyyy) .

Tr%ining End Date: 06/30/2020 (mmlddlyyyy)

*ACGME or. RCPSC Accredlted Postgraduate Tramlng Programs

Have you ever received partial or no credit
for1 a postgraduate training program?

Halve you ever taken a leave of absence or
break from your training?

Halve you ever been terminated, dismissed
or expelled from a program?

Halve you ever been placed on probation for
any reason?

' Have you ever been disciplined or placed
under’ investigation?

Have you ever had any limitations or special
requnrements placed upon you for clinical
performance professionalism, medical
knf')wledge discipline, or for any other

" reason?

. Ha}ve you ever had a postgraduate training A
program contract not be renewed or offered : o~

fori a following year?

Medlcal Eicénse Information .. o v e o 3
' Ha)ve you ever held or do you currently hold Yes . )
a medical license in any U.S. state, U.S. /
ter’ritory, or Canadian provin‘ce? ' »

Medlcal License(s) 1

U.S. State, U.S. Temtory or Canadlan NewM;xwo T - )
Province: /
License Number: MD2019-1060 o , :
Practice Start Date: 12/12/2019 (mm/ddlyyyy) ‘
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Préctice End Date: @ 06/30/2020 (mmlddly,, ;)

e - - et s et 15 e AN e

Medlcal Llcense(s) 2

U.S. State, U.S. Territory or Canadlan Oklahoma T | :
Prlovmce , -
License Number: ‘ 35521

Prl-actice Start Date: 07/27/2020 (mm/dd/yyyy) . |
Medical License(s) 3 Tl e AL NS SRS i R

uUls. State, U.S. Terntory or Canadran Arkansas’

Province: _ /
License Number: ' . E-12988 |

Practice Start Date: _ 07/27/2020 (mm/dd/yyyy)

Medical License(s) 4 ! RN S e g, T
U'S State, U.S. Territory or Canadran Kansas o

PTovmce /
License Number: - 04-43246 .

Practlce Start Date: 07/27/2020 (mm/dd/yyyy)

Medical TTeEEee S T YT TR )
U|S State, U.S. Territory or Canadlan Missouri

Province:

License Number: | 2020015507 |

Plractice Start Date: | . 07/27/12020 (mm/dd/yyyy)

ABMS Certifi ication . e A e B B s AR

Are you currently certified by a Member Yes '

Board of the American board of Medical

Specraltles'?
A

Malpractlce History

H@s a claim or an actlon ever been fﬂed - /
resulted in a malpractice settlement, A

against you for the practice of medicine that
judgement, or arbitration?

D]sclplmary Hlstory :

Have you ever withdrawn an application for
medical licensure in lieu of denial,
drsciplinary action, or for any other similar
reason?

: Hlave you ever been denied a license to
practice medicine or is any denial pendmg
‘against you?

Have you ever had any license to practice
n?edlcme subjected to any disciplinary action |
or is any disciplinary action pending against
any of your licenses to practice medicine?

IR
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Have you ever surrendered w-wense to e
practice medicine or have you ever had any -
license to practice medicine revoked,

suspended, or placed on probation?

Have you ever had any license to practice

medlcme subjected to any action‘including,

but not limited to, informal. or confidential

discipline, consent orders, letters of warning,

letters of reprimand, or citation? ,

‘Have you ever been charged with, or been
fOl[md to have committed unprofessional
conduct, professional incompetence, gross
negligenice, or repeated negligent acts by
any medical licensing board or hospital?

Have you ever resigned from a medical staff
in ‘Ileu of disciplinary or administrative action

or||s any disciplinary action pending against

yo|ur hospital or staff privileges?

Have you ever had staff pnwleges ina

holspltal terminated, denied, suspended,
Ilmllte,d revoked, or not renewed?

Have you ever had any healing arts license
oricer’uf icate disciplined by another state or
‘ federal territory?

Practlce Impairment or Limitations
Are you currently enrolled in, or partlcnpatlng
in any drug, alcohol, or substance abuse
regovery program or |mpa|red practitioner
program?

Do you currently have any condition

"(lncludlng, but not limited to emotional,
mental neurological or other, physical,
addlctlve or behavioral disorder) that impairs
your ability to practice medicine safely?

Do you have any other condition that may in
any way impair or limit your ability to practice
- medicine safely? ‘

Famlly Physician Training Program Volun
Would you like to contribute?

Amount;

Fees it SRR R S e, O T S R e
Ap|p||cat|on Fee $442 00
Department of Justice (DOJ) Fee $32.00

LTI BT TR
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_ ‘ ' )

. Federal Bureau of Investiga(.«.v.ﬁ/ (FBI) Fee
Initial License Fee
StephenM.ThompsonLRP

i _
Family Physician Training Program
Voluntary Fee

. Total Amount Due:

Page 6 of 6

: ,f/\\\

$17.00 N

. $783.00 |
$25.00
$25.00
$1324.00

ment is recelved

S —

1 attest | am the person herein named subscrlblng to thls application; that | have read the
complete application, know the full content thereof, ‘and declare under penalty of perjury, that all
of the information contained herein and evidence or other credentials submitted herewith are
trie and correct; that | am the lawful holder of the degree of Doctor of Medicine as prescribed by

this application, that the same was procured in the regular course of instruction and examination;
and that it, together with all the credentials submitted, were procured without fraud or
misrepresentation or any mistake of which | am aware and that | am the lawful holder thereof.
Further, | hereby authorize all hospitals, institutions or organizations, my references, personal
physicians, employers (past, present and future), or business and professional associates (past,
present and future), and all government agencies (local, state, federal, or foreign) to release to

the Medical Board of California or its successors any information, files or records, including
medical records, educational records, and records of psychiatric treatment and treatment for
drlug and/or alcohol abuse or dependency, requested by that Board in connection with this
application; or any further or future investigation by that Board necessary to determine any
medical competence, professional conduct, or physical or mental ability to safely engage in the
practice of medicine. | further authorize the Medical Board of California or its successors to
release to the organizations, individuals or groups listed above any information which is material

toithis application or any subsequent licensure.

| understand that falsification or misrepresentation of any item or response on this application or

Signature: B Date:

any attachment hereto is a sufficient basis for denying or revoking a license.

LIERNmERnInnmn e

\
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. PHOTOGRAPH AND NOTICE

Notice: All items in this application are mandatory. Failure to provide any of Rw,;;;,'

the requested information will delav the proces ing of your application. The="— ‘/"5’)7
information provigea will be USEd 10 Qslennine your QUalinuaLiGﬁS for |iCEi‘|Si|"|g 7 .‘—'Qk
per Section 2080 of the California Business and Professions Code, Which™ ™ siairinia

authorizes the collection of this information. The information on your . .
application may: be transferred to other medical licensing authorities, the ~~-Ttr ==
Federation of State Medical Boards, or other governmental law enforcement :“éb/
agencses You have the right to review your application subject to the

provnsnons -of the Information Practices Act

Tt

DECLARATION

e Full Legal Name (First, Middle, Last, Suffix) - ; . et
- - : ’ . - ‘Name &008 -
The applicant, @u WALA \A()CSO'K\ , m /@9e
‘being first duly sworn upon’his/her oath deposes and says: that | am the person herein named subscribing to this application; = .. .-~

that | have read the complete application, know the full content thereof, and declare under penalty of perjury, that all of the - - -
- information contained herein and evidence or other credentials submitted herewith are. true.and correct; and that | am_thg=

lawful holder of the degree of Doctor of Medicine as prescribed by this application, that the same was procured in the regular -
.course of xpstrucuon and examination, and that it, together with all the credentials submitted, were procured without fraud.or..-
mlsrepresentatlon or any mistake of which | am aware and that | am the lawful holder thereof. Further, [-hereby authorize all

hospitals, |pst|tut|ons or organizations, my references, personal physicians, employers (past; present and future), or businéss .

and professional associates (past, present, and future), and all government agencies (local, state, federal, or foreigny to

release to]the Medical Board of Califomia or its successors any information, files or records, including medical records; .
' educatlonal records, and records of psychlatnc treatment and treatment for drug, alcohol and/or substance abuse or:
dependency. requested by that Board in connection with this application; or any further or future investigation by that Board
_ necessary}to determine any medical competence, professional conduct, or physical or mental ability to safely engage in the =

practice of| medicine. | further authorize the Medical Board of California or its successors to release, in any investigation or
proceedlng, to the organizations, individuals or groups listed above any information which is material to this application or any
subsequer;t licensure. L
| UNDERSTAND THAT ANY OMISSION, FALSIFICATION, OR MISREPRESENTATION OF ANY ITEM OR RESPONSE ON -Applicant
THIS APPI[.ICA TION OR ANY ATTACHMENT HERETO IS A SUFFICIENT BASIS FOR DENYING OR REVOKING A LICENSE. Sgnature

DATE: |2 | n "Zo?,@

SIGN LEG:AL NAME:

_ /
_ NOTARY SECTION / | | T .
SIGNATU'RE OF APPLICANT: | NS G ,o/"

14 (SIGI\yLEGAL NAME IN THE PRESENCE OF NOTARY)

A notary plubhc or other officer completing this éertificate verifies only the identity of the individual who signed the doctiment to whnch
this cemﬁcate is attached, and not the truthfulness, accuracy, or validity of that document.

State of i M.B%\A«Vl County of (MSM/ _» Apptea,
(NOTARY SEAL) No*:g}/

Subscribe!d and sworn to (or affirmed) before me on this

_\_{*Ld:ay of _ustndper 20 Q0

Print Applicant's Legal Name MEGAN BORGARDTS v ] PR
P . Notary Publks Not:frym?eal . oty
latte County - State ssourt - Signature
by, QM NN &C £SOy Commission Number 13815919 i;al/

proved to/me on the basis of satisfactory evidence to be the person who My Commission Expires Mar 29, 2022
. appeared |before me. —

Nuwgou. Posodtl

; GNATURE OF MQ)TARY PUBLIC , A .
' u_éL
. 0 I I

MedicoI_Bo}er of Calfifornia. State of Califomnia | Business, Consumer Services, and Housing Agency | Depariment of Consumer Affairs (Rev.06/20)




PHOTOGRAPH AND NOTICE

. Notice: All items in this application are mandatory. Failure to-provide any of

MECUSECHLY

RQevi

the requested information will delay the processing of your application. The
information provided will be used to determine your qualifications for licensing
per Section 2080 of the California Business and Professions Code, which
authorizes the collection of this information. The information on your
application may be transferred to other medical licensing authorities, the
Federation of State Medical Boards, or other governmental law enforcement
" agencies. You have the right to review your application subject to the
- -provisions of the Information Practices Act. ‘

LiA-LIE

.
Staft Jriticls
. A 0cte

’/J /z

Phaio

DECLARATION

“Full Legal Name (First Middle, Last, Suffix) , ’ A »

(YDuwmn M\CML\.E IACHD0ON

The appllcant

being first duly sworn upon his/her oath deposes and says: that | am the person herein named subscribing to this application;
that | have read the complete application, know the full content thereof, and declare under penalty of perjury, that all of the
mformatloq contained herein and evidence or other credentials submitted herewith are true and correct; and that | am the
lawful holder of the degree of Doctor of Medicine as prescribed by this application, that the same was procured in the regular
course of instruction and examination, and that it, together with all the credentials submitted, were procured without fraud or
misrepresentation or any mistake of which | am aware and that I'am the lawful holder thereof. Further, | hereby authorize all
hospitals, institutions or organizations, my references, personal physicians, employers (past, present and future), or business
and professional associates (past, present, and future), and all government agencies (local, state, federal, or foreign) to
release to the Medical Board of California or its successors any information, files or records, including medical records,
educational records, and records of psychiatric treatment and treatment for drug, alcohol and/or substance abuse or
dependency, requested by that Board in connection with this application; or any further or future investigation by that Board
necessary to determine any medical competence, professional conduct, or physical or mental ability to safely engage in the
practice of medicine. | further authorize the Medical Board of California or its successors to release, in any investigation or
proceeding, to the organizations, individuals or groups listed above any information which is material to this application or any
subsequent licensure.

| UNDERSTAND THAT ANY OMISSION, FALSIFICATION, OR MISREPRESENTATION OF ANY ITEM OR RESPONSE ON
THIS APPL:ICA TION OR ANY ATT, MENT HERETO IS A SUFFICIENT BASIS FOR DENYING OR REVOKING A LICENSE.

DATE: O\ 12‘6‘ 2072\

b

SIGN LEGAL NAME:
|

Applicant
Nome 2008 -

. 2/

Applicant
Signature
& Date

o

NOTARYiSECTION

|
l

SIGNATURE OF APPLICANT: ;
i %IGN LEGAL NAME IN THE PRESENCE OF NOTARY)

A notary public or other officer completing this certificate verifies only the identity of the individual who signed the document to which
thls certificate is attached, and not the truthfulness, accuracy, or validity of that document. '

|
A ) SSOAR- CLA

Subscribed!and sworn to (or affirmed) before me on this

2% day of ARMU\R‘L\{ 20 2,

Print Applicant‘s Legal Name

Lt R R
by, . er\m MICHE LLE  VACKSON e
proved to me on the baSlS of satlsfactory ewdence to be the person who 7 SEAL Clay County
appeared before me: - -~ . c_gmmfsslon #18716915

L R EH

SIGNATURE"OF NOTARY PUBLIC

State of County of

-(NOTARY SEAL)

CHRISTINABLAKE MEIER
My Commission Expires
February 26, 2022

oo
g.
\
|

Medical Board of California State of Califomia | Business, Consumer Services, and Housing Agency | Depariment of Consumer Affairs
i

Applicant
Signature

g

Applicant
Neme &
Notary Dcte

Notary
Signature

sL1F

(Rev 12/19)
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fMedical Board of Califorl'\ _/ : : ’\ / Licensing Program
. . T 2005 Evergreen Street, Suite 1200 ...
Timeline of Activities sacramento, CA 95815-5401
Phone: (916) 263-2382
Fax: (916) 263-2487

APPLICANT INFORMATION e
Legal Nam_é- ‘ ' R o -
“Full Luast Name‘ First Name Middle Name oS . Suffix
IACHSON (DUIWN M\OHeULE -

Date of Birth __ U.S. SSN or ITIN Medical Schooi of Graduation
o

" TIMELINE OF ACTIVITIES

A complete timeline of activifies from graduation of medical school to present is required. Provide a written ..._
. chronologicc:l description of all your professional and non-professional activities. include a detailed description of . _
your duties and responsibilities for any externship, observership, or volunteer activity in California. Dates shall be
reported in chronological order in month/year (mm/yyyy) format. R

Location (IFaciIiiy Name, Address, and Supervisor) Start Daié’”

UNWe St ofF New Mo Deph of Fanmay Medicing ) o

M3c o'qj;%»do W of N«M&f@ Alovgue@qd N 1By 67_‘9_‘_(@W‘
Activities Donvel \njoddmen ‘ End Date ° o
Resdant O\M:)‘b\d e o 02\'50L7/0w
Location (Facility Name, Address, and Supervisor) | . . Start Daté_"'
Ponned  Cocent wood Ceat Plaing ( (

- ' - o\TNdo R0

UL I 10A™ Sk * 100 overlend. R S 6z .
Activities OdN Mooce (O ‘ End Date K3
Foarnily fanming ond aloctBon Se\ED Q@/“DW
Locétién (Fa‘eility Name, Address, and Supervisor) Start Date‘ ‘
Activities - EndDate O
Location (Facility Name, Address, and Supervisor) Start Date
Activities End Date . .5 .

SIGN LEGAL NAME: /QA/\ patE: {21y | 92090
i Applicant's signafure and date are required N %TO A .

Medical Bpor? of Califomia State of Califomia | Business, Consumer Services, and Housing Agency | Depariment of Consumer Afiairs (Rev 12/ ]‘:7),,



New Mexico Medical Board
2055 S. Pacheco Street, Bidg. 400
Santa Fe, New Mexico 87505
'505-476-7220

~ LICENSE VERIFICATION

Licensee Name: Quinn M Jackson, MD
Li l ensee Address:

Pty

) . u \‘(1,4‘\{! ‘14‘ { .;,.:‘J&'\‘ -’-s‘\:{

Date of Birth: 41\ . M /ff » \\T‘*\ \q %\‘%
A ’ v

School Name ? _ Gl'adllatIOI‘l Da
M

Tulane Univ SO ) *;“‘:,q ~
- S EY N

ORI & s &
Specialties: \ [ 5 i@;*"j IR
Family Medicine [

Y % ol il \)

| = I T
Licensed By: Ao {i};«xrj '@ .

-’_45;}“ 4%, '5‘," ,i;
License# sue ol \\\ 7 License Type
MD2019-1060 ~  12/12/2019 07/01/202/2»» ‘:‘:3{, )fAc'"ttv%' : edical Doctor -
c.r:—L:x.L‘ »

ﬂ*'4
Our records mdlcate there is No Derogatory Information and the hcense iS¢ 2»* od standmg

5

a’x
This license information was last updated on: 11/16/2020 “"?W gf-*‘d ‘&

tts iy

Anioinette Griego, Licensing Manager
I

Date: December 06, 2020



() (D

R

- Board of Medical Licensure & Supervision
State of Oklahoma

101 N.E. 51st Street
Oklahoma City, OK 73105

P.O. Box 18256
Oklahoma City, OK 73154-0256

" Letter of Verification

December 06, 2020

This is to certify that the records of this Board indicate on the date of this letter the following information
regarding:

, "Name: QUINN MICHELLE JACKSON
. Address Date: August 21, 2020
. Address 1:
Address 2: )
Address 3: . R
City, State, ZIP: ‘

Profession: MEDICAL DOCTOR

Profession Type: MD
License Number: 35521

License Date: 02/25/2020

Status: Active ’

Status Class:
Expiration Date: 02/01/2021

Endorsed By: USMLE 7

Restricted To: N

Disciplinary Actions:
Date Description
No Disciplinary Actions Taken

Previous Licenses:
Type Issued Expired

Details of Disciplinary Action, if applicable, will be made available by photocopy from the public file upoh
written request only.

To expedite the verification of licensure/certification process, the above is the standard format for all
professions regulated by this board

The Oklahoma State Boe‘lrd of Medical Licensure and Supervision certifies that the verification data -
displayed here is accurate according to the information stored in our database as of 12106/2020.

Lisa Cullen
Director of Licensing
(405) 962-1400 ext 153

Phone: 405-962-1400 = FAX (405) 962-1499 * Web Page: www.okmedicalboard.org



" ARK.-NSAS STATE MELICAL BOARD

1401 West Capitol, Suite 340, Little Rock, Arkansas 72201 + (501) 296-1802 + FAX (501) 603-3555

www.armedicalboard.org RC/ 7 /
205 3%5\

December 8, 2020
Quinn Michelle Jackson, M.D.
CERTIFICATION
I, Amy E. Embry, Executive Director of the Arkansas State
Medical Board, do hereby certify that the enclosed certification
of the
above referenced practitioner is true and correct as same appears on file in
this office.
Witness my hand and official seal of the Board, this 8™ day of

December 2020.

ARKANSAS STATE MEDICAL BOARD

BY:

This agency does not discriminate on the basis of race, color, national origin, sex, religion, age or disability in employment or the provision of service.



= ARKANSAS STATE MEDIC:xi. BOARD

1401 West Capitol, Suite 340, Little Rock, Arkansas 72201 (501) 296-1802 FAX: (501) 603-3555

www.armedicalboard.org

Detailed License Verification

Queried on: Tuesday, December 08, 2020 at: 8:47 AM

General Information

Name: Quinn Michelle Jackson, M.D.
Specialty: Family Medicine

Ie .
Address [Information
' Mailing Address:

Address 2:
City/State/Zip:
' Phone:

Fax:

License Information
License Number: E-12988
Original Issue Date: 3/6/2020
Expiration Date: 3/31/2021
License Status: Active
License Category: Unlimited

No Information Found for: License Board History

Page 1 of 1 Detailed License Verification (E-12988) - Quinn Michelie Jackson, M.D.




. Kansas State Board of Healing Arts

— H

|
1
1
|
|

Phone: 785-296-7413
Fax: 785-368-7103

Tucker Poling, Interim Executive Director

Pl
Bc¢
th

' 800 SW Jackson, Suite A-Lower Level KSBHA healmgarts@ks gov
. Topeka, KS 66612 - State Board of Healing Arts www.kspha.org
Laura Kelly, G%)VCI-TIOT

December 06, 2020

California, Medical Board of _
2005 Evergreen Street, Suite 1200
Sacramento, CA 95815

This is to certify that: Qumn Jackson has been licensed to practice in Kansas in the followmg
profession: Medical Doctor (MD) : B ‘
' 1

License Number: . 04-43246 i
Year of Birth: .
Profession: MD Active License '
License Status: Current

Original License Date: . .  05/08/2020

Expiration Date: C07/312021 . - |
Disciplinary Action: - No {‘

\\\\\ u\\h\““
OF 4
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case visit www.KSBHA.org to view Board Actions available to the public. To receive certified copies ot

bard Actions, please email KSBHA _openrecords@ks.gov. All communications to the Board must mclude
e name and license number of the licensee. )

, Vice President n « Mark Balderston, DC, Shawnee

Board Members: Steven J. Gould, DC, President, Cheney « John F. Settich, Ph.D., Public
Moally Black, MD, Shawnee « R. Jerry DeGrado, DC, Wichita « ‘Robin D. Dumett, DO, Greal Bend Tom Estep, MD, Wichita .

Joel R. Hutchins, MD, Holton « Steve Kelly, Public Member, Newton « David Laha, DPM, Overland Patk « Douglas J. Miifeld, MD, Wichita
Gareld O. Minns, MD, Bel Aire « Kimberly J, Templeton, MD, Leswood « Ronald M. Vamer, DO, Augusta » Sherri ger, Public Member, Overfand Park

TTY (Hearing Impaired) 711 or 1.800.766.3777 voice/TTY « e-mail: KSBHA_heaIingans@ks.gov
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e R
Michael I.. Parson Missouri Department of
Governorl ‘ Sarah Ledgerwood, Interim Division Director v Commerce & Insurance
State of Missouri’ DIVISION OF PROFESSIONAL REGISTRATION Chlora Lindley-Myers, Director
STATE BOARD OF REGISTRATION FOR THE HEALING ARTS _
3605 Missouri Boulevard . Connie Clarkston
.P.O. Box|4 Executive Director
Jefferson [City, MO 65102-0004 healingarts@pr.mo.gov
573-751-0098 pr.mo.gov/healingarts

573-751-3166 FAX _
800-735-2966 TTY Relay Missouri
800-735-2466 Voice Relay Missouri

To:
California Medical Board
2005 Evergreen St. Suite 1200
Sacramento, CA 95815

This is|to certify that the records of the Missouri Board of Healing Arts indicate the
following information regarding Quinn Michelle Jackson, M.D..

LICENSE TYPE: Medical Physician & Surgeon
LICENSE NUMBER: _ - 2020015507

DATE|ISSUED: - 8/7/2020

STATUS: Active

EXPIRATION DATE: » ' 1/31/2022

DISCIPLINARY ACTION: . None

/% Kyle Maddox
Verifications CIerk»
12/08/2020

Date

This is the only form that will be used by the Missouri State Board of Registration for the Healing Arts for the purpose of license
verification. :






