Physician and Surgéon Application Summary

Bithdatdfy 1978

Birthplace: Willmar, MN

USA

Interviewer:

Board Date: 09/13/2014
Basis: USMLE
Legal:

Interview Date;

Boraas, Christy Marie Application # 108627 PY DOM
300 Halket Street L

: Application Rec'd: 05/19/2014
Pittsburgh, PA 15213 °P Deposit # : H7B-14426

Amt Paid : 43120

Deposit # : H7B-14447
Amt Paid : 60.00

58304

Exam
06/18/2014 05/28/2014 USMLE1 229 06/15/2006;USMLE2 217 0129/2008,USMLE3 211 04/13/2010;
Competency
Medical School
06/1812014 05/30/2014 U OF MINNESOTA Minneapolis MN USA - M.D. 05/03/2008
06/18/2014 Diploma
Medical Training
06/18/12014 06/05/2014 U of Pittsburgh 07/0/2012-07/112014 Pittsburgh PA Family Planning
non-accredited feliowship - matemity leave break
06/18/2014 06/02/2014 OH State U 07/012008-06/30/2012 Columbus OH OB & GY- Obstetncs &
Gynecology DARP PG 490, 2008/09
06/18/2014 Certificate
Licenses
07/01/2014 06/25/2014 OH, USA 06/29/2012
06/09/2014 05/30/2014 PA, USA 12/312014
Hospital Privileges
05/27/12014 05/2712014 Magee-Womens Hospital
Recommendations
05/19/2014 05/13/2014 Catherine Chappen
05/18/2014 0511412014 Beatrice Chen

App # 108627

7112014



Databank Searches

OO

05/20/2014 05/20/2014 AMA
05/20/2014 05/20/2014 Federation-
05/27/12014 05/16/2014 the DataBank - NPDB
HIPDB
No longer required, Sep 2013
‘Miscellaneous
05/19/2014 05/13/2014 Accounting of time -
05/19/2014 05/13/2014 Photo
05/19/2014 05/13/2014 Release
06/02/2014 05/28/2014 Malpractice history report
UA - needs to be completed
05/19/2014 05/13/2014 Facilities list
Military papers
Branch -
05/19/2014 05/13/2014 Criminal Conviction Check
Click Profile to update, if any
05/19/2014 Driver's License
06/18/2014 Marriage certificate

Temporary Permits / Registrations
TPTR Number From: - To: Approved By: Date:

/hj jord fafer I3 %%\ﬁ A2

App #: 108627 2 71112014



Minnesota Board of Medical Practice For Board ); e Only
Application #: 5?@2 ()

Addendum to Application .
Check/Receipt #: '

Instructions

Amount Paid:

Temp Permit #:

Basis for Application (Check One): Board Action:

O Federation Licensing Examination (FLEX) Board Date:

JZ National Board of Medical Examiners Examination (NBME) License #:
O National Board of Osteopathic Medical Examiners Examinati Account Code Amount
O Comprehensive Osteopathic Medical Licensing Examination (COMLEX-USA) 635009 lic /972
O Licentiate of Medical Council of Canada Examination (LMCC) 635010 app Casad
O State Board Examination (State) /4.{29 Ny, - 633012 tp =520
O United States Medical Licensing Exam (USMLE)
O Combination FLEX, NBME, USMLE (Must be completed by year 2000)

Addendum Instructions. Complete the addendums as instructed below. Return the completed addendums along with this
cover page to the Minnesota Board. The Minnesota Board of Medical Practice application fee of $392 plus the e-licensing
surcharge of $39.20 ($431.20 total} must be submitted with the Minnesota Addendum to Application.

U_b Addendum 1, Addendum to Application. Each section must be completed by the applicant. Please either type or
print your responses.

%_ Addendum 1a, Questions 1 - 10. These questions must be completed by the applicant. Please either type or print
your responses. If additional space is necessary please attach a separate sheet referencing the question number to which
you are responding to.

% Addendum_2, Questions 1 ~ 14. These questions must be completed by the applicant. Please either type or print
your responses. If the answer to any question is “yes”, please explain in detail on a separate sheet. Additional documents
may be required.

Q_ﬁ Addendum 3, Facilities List. Please list all facilities where you have had medical privileges during the last 10 years.
List any facility where you are getting {have been) paid outside of a post graduate training program. Sign and date the form,
even if not applicable.

V‘E\ Addendum 3a, Hospital Privileges Verification Form. This form must be completed by each hospital listed on the
Facilities List, Addendum 3, and mailed directly by each facility to the Minnesota Board. Any processing fees are the
applicant’s responsibility.

CLIBC addendum 4, Certificate of Ethical and Moral Character. This form must be signed by two (2) physicians who are
g
personally acquainted with the applicant. A full face, recent, 2 x 3” photograph must be affixed as indicated on the form
and notarized. The notary stamp (seal} must fall partly upon the photograph and partly upon the form.

C({‘L\?O Addendum 5, Physician Recommendation Form. This form must be completed and mailed directly to the
Minnesota Board by two US or Canadian physicians with whom the applicant has worked during the last five {5) years and
| has known the applicant for more than one (1) year.

| V‘{j Addendum 6, Verification of Board Specialty. This form is for verification of specialty board certification for
3 applicants who have not taken a licensing exam for 10 years. Applicants are required to take and pass the SPEX exam if it
has been more than 10 years since taking a licensing exam unless the applicant is specialty certified. This form must be
mailed directly to the Minnesota Board by the specialty board. Any fees are the applicant’s responsibility.

M_M Addendum 7, Temporary Permit. If applying for temporary permit complete this form and return to the
Minnescta Board with a non-refundable fee of $60 in U.S. currency. Make checks payable to the Minnesota Board of
Medical Practice.

Vi_m Addendum 8, Treating Ph siciaﬁ Statement. Applicants who have had certain medical conditions within the last
five (5) years must have their treating physician complete this form and return directly to the Minnesota Board.

Minnesota Board of Medical Practice Addendum Instructions

Applicant's Name: (/B aas Last 4 Digits ofSSl\._ pate:_ G {13/ f‘_-i:




MINNESOTA BOARD OF MEDICAL PRACTICE

University Park Plaza + 2829 University Avenue SE Suite 500 » Minneapolis, MN 55414-3246
Telephone (612) 617-2130 » Fax (612) 617-2166 + www.bmp.state.mn.us
MN Relay Service for Hearing Impaired (800) 627-3529

/ o Addendum 1

¥ .
1. Business Address EL W ';Hf ;

Effective August 1, 2012, Minn. Stat §214 073 requnres licensees to provide their primary business address at the time of
initial application and all subsequent renewals. Your primary business address is public and you are required to submit it for
application purposes. Your license will not be issued without it unless you check the box below certifying that you are not
currently in the workforce related to your practice.

Facility name Mdl]f,e Wo me4q¢ ‘H’SW
Street Address 2 0 0 Halletf Shreedf
City !Dd'f’s bwjl" State PA zp_ 19212

__ lcertify that | am not currently in workforce related to my practice, and 1 don’t have a business address related to my
practice. '

2. Military Status

Are you or your speuse returning from active military duty (discharged less than & months ago} or still in active military
duty?

é No ___Yes. If discharged, please provide discharge date:

3. Criminal Convictions

Effective July 1, 2013, Minn. Stat. §214.072 requires the Board to collect and post en its website the names and business
address of each regulated individual who has be conviction of a felony or gross misdemeanor occurring on or after July 1,
2013 in any state or jurisdiction. This information shall be posted for new licensees issued a license on or after July 1, 2013
and for current licensees upon license renewal occurring on or after July 1, 2013. This information is public and you are
required to submit it for application purposes. You must notify the Board if a previously reported conviction has been
expunged and provide written documentation of expungement.

If you have more than one item to report please attach additional sheets.

Conviction Date (mm/dd/yyyy):
Conviction Type {Check one): O Felony O Gross misdemeanor

Crime Description:

City: State: County: Country:
Sentence:

é | certify that | have had no cenvictions on or after July, 1, 2013.

Minnesota Board of Medical Practice Addendum 1, Page 1 of 1
applicant's Name: & BOZAAS Last 4 Digits of SS pate: 2 [13/ f‘_-t



http://www.bmp.state.mn.us

Uniform Application for Physician Licensure

UA Username cboraas Date Submitted 5/14/2014
FCVS Status  Applicant has an FCVS Packet

1. Name: Indicate your full lega! name. If your name has changed at any time during your life and you are not using
FCVS, you must submit a copy of the legal document {marriage cerlificate, divorce decree, etc.) supporting your name
change.

1. Full Name (use no initials)

Last Name Boraas
First Name Christy
Middie Name Marie
Suffix

Maiden Name

MD. po. [ |

All other names used —

First Middle Last Suffix
Christy Marie Boraas Alsleben

2_ Address/Phone: Please complete all sections and indicate which address you wish to be used for public access
and which is to be used for mailings from the medical board. Each state’s law determines whether each address or
phone number is a public record in the state in which you are applying. You may wish to contact the licensing authority
for that state for further information. Many boards publish the "Public Access” address on their website, therefore you
should consider what your preferred address is for these purposes.

2. Address/Phone

Business
E Public Access Street 300 Halket Street

1 mailing
City Pittsburgh StatefProvince PA Zip Code 15213
Country USA
Telephone 412-641-1103
Fax 412-641-1133
Email boraascm@upmec.edu
Atternate Phone 412-270-1063

Home :
[] Public Access Street~
k1 mailing

City Pittsburgh State/Province PA Zip Code 15218

Country USA
Telephane

Fax

Email

Alternate Phone

Applicant Name:  Christy Boraas - Uniform Application for Physician State Licensure
Submissicn Type: FCVS © 2008 Federation of State Medical Boards
Page 10of 8



mailto:boraascm@upmc.edu
mailto:cboraas@gmail.com

3. Identification: If you are not using FCVS, you must submit either a notarized copy of your birth certificate or a
notarized copy of your current, valid passport.

3. ldentification

Your social security number is required to facilitate reporting to the federal Healthcare Integrity & Protection Data Bank (42 U.$.C, Sections 1320a-
7Te(b), 5 U.5.C. Section 552a, and 45 C.F.R. pt. 61) and for accurate identilication under the federal and siate child support enforcement law {42
U.S.C. Section 666 and applicable state law). It may also be used jor reporting to the National Practitioner Data Bank (42 U.S.C. Section 11101 and
45 C.F.R. pt. 60) and for other investigative/enforcement purposes in compliance with state laws goveming physician discipline or as othérwise
required by siate or federal law.

The National Provider Identifier (NPI) is a Health Insurance Poriability and Accountability Act {(HIPAA) Administrative Simplification Standard. For more
information on the NPI, please go to hitp:/fwww.cms.hhs.gow/NationalProvidentStand/.

.I 978 Willmar Minnesota USA
Date of Birth Birth City Birth State/Province Birth Country
(mm/ddfyyyy)

F 1750544581
Gender  Social Securty Number NPI Are you a U.S. Citizen? Yes |:l No

4, Medical School: List all medical schools you have attended, even those from which you did not graduate, in
chronological order. Attach an additional sheet if necessary. If you are not using FCVS, you must complete the
attached “Medical Education Verification” form and send it to all medical schools you have attended. You must include
a copy of your diploma to which the medical school must attach their seal prior to forwarding it to this Board.
Additionally, the medical school must provide this Board with an official copy of your transcripts. The medical school
must forward all documentation directly to this Board.

4. Medical Schoo!

1 Schoot Name
Address

City
State/Province
ZIP Code

Country
Attendance Dates
Graduation Date
Degree

University of Minnesota Medical School - Minneapolis
Box 293
420 Delaware Street, South East

Minneapolis
MN
55455
USA
From (mmiyyyy) 08/2004
5/3/2008
MD

To (mmiyyyy) 05/2008

Applicant Name:

Christy Boraas
Submission Type: FCVS

Uniform Application for Physician State Licensure
© 2008 Federalion of State Medical Boards
Page 2 of 8


http://www.cms.hhs.gov/NationaIProvidentStand/.

5. Fifth Pathway: If you attended a Fifth Pathway program and are nct using FCVS, you must complete the attached
“Fifth Pathway Verification” form and send it to your medical school and to the institution where you completed your
rotations. You must include a copy of your diploma. The medical school and institution must forward all documentation
directly to this Board.

5. Fifth Pathway (if applicable)

Medical School Name
Address

City
State/Province
ZIP Code
Country
Attendance Dates From {(mmiyyyy) To (mm/iyyyy) In Progress
Graduation Date
Degree

Institution name where rotations performed
Address

City

State/Province -
ZIP Code
Country

Rotation Dates From {mm/yyyy) To {(mmlyyyy) in Progress
Centification Date

Applicant Name:  Christy Boraas Uniform Application for Physician State Licensure
Submission Type: FCVS : © 2008 Federation of State Medical Boards
Page 3 of 8




6. Postgraduate Training: List all postgraduate programs you have attended, even those you did not complete.

Attach an additiona! sheet if necessary. If you are not using FCVS, you must complete the attached "Postgraduate
Training Verification” form and send it to all postgraduate training programs you have attended. You must submit a copy
of your certificate of program compietion to this Board. The postgraduate program must forward all documentation directly
to this Board.

6. Postgraduate Training

1

Hospital Name The Ohio State University

Hospital Address 395 W 12th Avenue

City Columbus
State/Province Ohio
ZIP Code 43210
Country USA

PGY: (e.g., 1, 2, 3, etc.) D Internship

E Residency E Fellowship

DepartmentiSpecialty Obstetrics and Gynecology

From: 07 {2008 To: 06

12012 Successfully Completed?

Maonth Year Manth

Hospital Name University of Pittsburgh
Hospital Address 300 Halket Street

City Pittsburgh
State/Province Pennsylvania
Z2iP Code 15213
Country USA

PGY:(e.g. 1. 2,3,etc) [ | Internship
Department/Specialty Family Planning

From: 07 12012 To: 06

Year

[] Residency E Fellowship

12014 Successfully Completed?

Month Year Manth

Year

D Research

K] ves [ o

D Research

D Yes D_No

E] Other

In Progress D

E] Other

inprogress [C_]

Applicant Name;

Christy Boraas

Submission Type: FCVS

Uniform Application for Physician State Licensure

© 2008 Federation of State Medical Boards
Page 4 of 8



7. Examination History: i you are not using FCVS, you are responsible for contacting the appropriate examination
entity and having a certified transcript of your scores sent directly to this Board.

7. Examination History
List each licensure examination, U.S. or international, you have taken (USMLE, NBME, NBOME, LMCC, Etc.).If additional
space is necessary, please enclose a separate sheet with your application and include all the information below
Examination State  Most Recent Date taken{Month/Year) Passed {P} or Faited (F) Number of attempts
USMLE Step 1 06/2006 P dr 1
USMLE Step 2 01/2008 P OF 1
USMLE Step2 CS 1172007 P BN; 1
USMLE Step 3 04/2010 P OF 1
Applicant Name:  Christy Boraas Uniform Application for Physician State Licensure
Submission Type: FCVS © 2008 Federation of State Medical Boards

Page 50of 8




8. ECFMG: If ECFMG is applicable and you are not using FCVS, you are responsible for contacting ECFMG and having
a certified "Status Report” forwarded directly to this Board. There is a separate fee for this report. Reponts can be
obtained through the ECFMG web site at www._ecimg.org.

8. ECFMG (if applicable)

Certificate Number Issue Date Valid Through Date

9. State or Professional Licensure: List all state and Canadian provinces where you currently hold or have ever

held any type of medical/osteopathic license. You must also complete the attached "Licensure Verification® form (Form
#1) and forward it to all states in which you have held any heatlth care license or certification. The verifying entity must
forward all documentation directly to this Board. Some state boards charge a fee for this information. Contact the state
board where you hold or held a license to deternine their requirements,

9. State Licensure
1 StatefProvince PA Practitioner Type  MD Type of License  Full License
{MD, DO, otc.) {Full, Temporary, ¢tc.)
License Number MD445822 Siatus  Active Issue Date  5/1/2012
Applicant Name: Christy Boraas Uniform Application for Physician State Licensure
Submission Type: FCVS © 2008 Federalion of State Medical Boards

Page 6 of 8
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10. Chronoclogy of Activities: List ALL activities (medical, non-medical, and postgraduate training) in chronological order
beginning with medical school graduation to the PRESENT date, using MONTH and YEAR. For any non-working time, you MUST
state on the form exactly what your activities ware, such as "vacation” or "seeking employment,” as well as your permanent
address. If you worked for a physician-staffing group or did locum tenens, you must list all facilities where you worked and

include complete dates and addresses. DO NOT SUBSTITUTE ANY OTHER RESUME FOR THIS FORM. Be sure to indicate

the percentage of working time spent in clinical administrative duties.

10. Chronology of Activities

Dates: FromiTo Practice/Employment I

1

From:
Month: 07
Year: 2008

To:
. Month: 06
Year: 2012

In Progress D

Practice/Employment Name The Ohio State University Medical Center
{or list non-working time as indicated above)
Practice/Employment Address 385 W. 12th Street

City Columbus

State/Province Ohio -
ZIP Code 43210 Country USA

Position and Department Resident Physician-Obstetrics and Gynecology

Percent Clinicai:  100% Percent Administrative: 0%

Employment D Staff Privileges I:] Affiliation E] Other  Residency in Obstetrics and Gy

Dates: From/To

2

From:
Month: 07
Year: 2012

To:

Month:
Year:

In Progress

3

Practice/Emgloyment

Practice/Employment Name Univeristy of Pittsburgh School of Medicine, Magee-Womens Hospital
{or list nen-working time as indicated above)

Practice/fEmployment Address Fellowship in Family Planning
300 Halket Street

City Pittsburgh

State/Province Pennsylvania

ZIP Code 15213 Country USA
Position and Department Clinical Instructor and Fellow-Obstetrics, Gynecology and Reproductive Sciences
Percent Clinical:  80% Percent Administrative: 20%

Employment []  suftprivieges [ ]  Adiiliastion [ |  oOther  Fellowship in Family Planning

Applicant Name:

Submission Type:

Christy Boraas
FCVS

Uniform Application for Physician State Licensure
© 2008 Federation of State Medical Boards
Page 7 of 8



MINNESOTA BOARD OF MEDICAL PRACTICE
University Park Plaza + 2829 University Avenue SE Suite 500 + Minneapolis, MN 55414-3246
Telephone (612) 617-2130 » Fax (612) 617-2166 « www.bmp.state.mn.us
MN Relay Service for Hearing Impaired (800) 627-3529

Addendum 1a

1. Alien Registration Number (if applicable}: Numbe.

2. Driver's License: State PA' Number

*Submit a copy of your driver’s license notarized as a true likeness to the Board. The copy must be legible with a clear photo,

3. Identifying Characteristics {If using FCVS, you do not need to complete this question):

Height (ft/in.) Elb Weight (lbs) l"{'Q Hair Color by oW Eye Color b‘WG

Identifying marks

MN %w UsA

State/Province Country

Wl\,l L, ’LOM

Effectivd (Jate

Proposed practice plans in Minnesota (if any):

5. Preliminary Education: .
Lac aui Powle \/MIM Hﬁj}b\ Cohrood adf<on MN
Name of High Schoo1 City State/Province

Ct. B{WF tallege ' NWFMX MN

Name of College State/Province

_f’l_/L/J_‘!_”J}_g/_/_ZLOl Backeloy of Aorts B{&eoﬂ\l gum

From Date {Ma/Day/Year) Ta Date Degree

Name of College City State/Province
| from Date {Mo/Day/Year) To Date Degree

6. Military Service: Submit a notarized copy of military discharge papers {DD Form 214), if applicable.

Branch of Service Entry Date (Mo/Day/Year) Release Date [Mo/Day/Year)

Rank at Discharge Type of Discharge

7. Activities between high school and medical school (attach a separate sheet if necessary).

Recearthn AsGistmnt Mh\v&mH of MinpeSotse  _@/1/2001  _4/1/2002

Activity From Date (Mo/Day/Year}  To Date (Mo/Day/Year)
Jaactess of pubslic l—lm/(/ﬂa va%!w oﬁanPSolu 1/2/2002.

Actlvlty From Date (Mo/Day/Year}  To Date (Mo/Day/Year)
Activity From Date (Mo/Day/Year}  To Date (Mo/Day/Year)

Minnesota Board of Medical Practice mmy  Addendum 1a, Page 1 of 2
Applicant’s Name: C bovradasl Last 4 Digits of SSN - Date: G f{>/ l‘_“:
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MINNESOTA BOARD OF MEDICAL PRACTICE
University Park Plaza « 2829 University Avenue SE Suite 500 + Minneapolis, MN 55414-3246
Telephone (612) 617-2130  Fax (612) 617-21606 » www.bmp. state.mn.us
MN Relay Service for Hearing Impaired (800) 627-3529

8. Countries (other than U.S. and Canada) in which you have ever been licensed:
Country License Number Date Issued (Mo/Day/Year)

9. Are you currently* certified by a specialty board of the (check one):
1 American Board of Medical Specialties

1 Royal College of Physicians and Surgeons of Canada Specialty
(] College of Family Physician of Canada Issue Date
L1 American Osteopathic Assn Bureau of Professional Education Expiration Date

[0 None of the above

*H it has been more than 10 years since your initial licensing exam the SPEX exam is required unless currently specialty board certified

10. Membership in professional societies and organizations

Amtrican (/omrfsf fhc UMkMMﬁw&évuwwfomQﬁ 2002‘ breséint

Name of Organization From Date o Date

Coowm inw&/y Mwmm 20[z — |tiend”
Name o! Orgamzatl&n \J From Date ' To Date
Name of Organization ' From Date To Date

Minnesota Board of Medical Practice Addendum 1a, Page 2 of 2
Applicant’s Name: s B U“F—dﬂlg Last 4 Digits of SSN- Date: 9 t { &Z ||:t:


http://www.bmp.state.mn.us

MINNESOTA BOARD OF MEDICAL PRACTICE
University Park Plaza » 2829 University Avenue SE Suite 500 * Minneapolis, MN 55414-3246
Telephone (612) 617-2130 » Fax (612) 617-2166 « www.bmp.state.mn.us
MN Relay Service for Hearing Impaired (800) 627-3529

Addendum 2

Except for questions 1-4, please answer all questions by selecting Yes or No and provide an explanation when
requested. Questions 1-4 do not have “No” as an option for confidentiality reasons. If you have a condition
addressed by questions 1-4 and you are NOT participating in Health Professicnals Services Program (HPSP) for
monitoring of the condition, you must answer “Yes” to the applicable question{s). If you do not have this
condition, OR if you are participating in HPSP for monitoring of this condition, do not answer the applicable
question(s). For questions 1-2, the terms “impaired” and “limited” include but are not limited to impairments or
limitations related to physical, psychological, or emotional disorders or conditions, or chemical dependency or
chemical abuse.

The purpose and intended use of this information is to enable the Board to determine whether you meet
statutory and rule requirements for licensure. This information is classified as private while your application is
pending and public after you renewal is granted. Exception: “Yes” answers are confidential during any
investigation and private thereafter. This information will NOT be included in the profiling. If responses to
questions change during the time your application is pending, you must make the board aware of the new
information. If additional space is necessary please attach a separate sheet.

- Is your cognitive, communicative, or physical capability to engage in the practice of medicine or
surgery with reasonable skill and safety impaired or limited in any way? Please describe.

a. If yes, are the limitations or impairments reduced or ameliorated because you receive
ongoing treatment (with or without medications} or participate in a monitoring program?
Please describe.

b. If yes, are the limitations or impairments reduced or ameliorated because of the field of
practice, the setting, or the manner in which you have chosen to practice? Please describe.

- Does your use of alcohol or chemical substance(s), including prescription medications, in any way
impair or limit your ability to practice medicine with reasonable skill and safety? Please describe.

Are you engaged in any illegal use of controlled substances including the use of illegal controlled
substances (e.g. heroin, cocaine) or illegal use of legal controlled substances {i.e. not obtained
pursuant to a valid prescription of a licensed health care provider)? Please describe.

3a. If yes, have you taken any steps (i.e. treatment, psychotherapy, participation in a
support group) to discontinue or reduce such use? Please describe.

Minnesota Board of Medical Practice

Addendum 2, Page 1 of 3
Applicant’s Name: C Poyed Last 4 Digits of SSN b OL‘[ LI Date: q/l% 7'

'+
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MINNESOTA BOARD OF MEDICAL PRACTICE
University Park Plaza » 2829 University Avenue SE Suite 500 + Minneapolis, MN 55414-3246
Telephone (612) 617-2130 « Fax (612) 617-2166 » www.bmp.state.mn.us
MN Relay Service for Hearing Impaired (800) 627-3529

- 3b. If yes, are you now participating in a supervised rehabilitation program or professional
assistance program which has as a component a monitoring regimen designed to assure that
you are not currently engaging in the use of iliegal controlled substances? Please describe.

-. Have you within the past five years been advised by your treating physician that you have a mental,

physical, or emotional condition, which, if untreated, would be likely to impair your ability to
practice medicine with reasonable skill and safety? If you answer this question “yes”, please
answer the following:

4a. wWith regard to any condition referenced above, are you being treated so that such
impairment is avoided?

4b, With regard to any condition referenced above, are you in compliance with the
recommended treatment?

4c. With regard to any condition referenced above, has your treating physician advised
you that you are able to practice medicine with reasonable skill and safety?

4d. Please explain
4e. Identify your treating physician

. Have you ever been diagnosed as having or have you ever been treated for pedophilia,
exhibitionism, voyeurism, or other sexual behavior disorders? Please describe.

. Have you ever been the subject of an investigation by any Federal, State, or Local agency having
jurisdiction over controlled substances? If so, give particulars.

. Have you even been denied a license, or the privilege of taking an examination before any medical
examining board, or has a conditioned license been issued to you by any state medical board or
ficensing authority? If so, give particulars.

. Has your license to practice medicine in any state or country been voluntarily or involuntarily
{(i.e. by Medical Board Order or any other form of disciplinary action) revoked, suspended,
restricted, or conditioned by a Medical Board or other licensing authority? If so, give particulars.

. Have you ever been notified of any investigation by any state medical board, medical society, or
any hospital of any complaints against you relative to the practice of medicine, or have you been
reprimanded or censured by any medical society or licensing board? If so, give particulars.

Minnesota Board of Medical Practice Addendum 2, Page 2 of 3
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MINNESOTA BOARD OF MEDICAL PRACTICE

University Park Plaza « 2829 University Avenue SE Suite 500 + Minneapolis, MN 55414-3246
Telephone (612) 617-2130 = Fax (612) 617-2166 * www.bmp.state.mn.us
MN Relay Service for Hearing Impaired (800) 627-3529

0. Have you ever been a defendant in any malpractice lawsuits, had any malpractice settlement, or
have any pending? If so, give a detailed clinical explanation of each case in the specifics area of the
Malpractice Liability Claims Information page within the Uniform Application as well as
documentation of outcome (insurance papers or court documents).

.. Have your hospital privileges been restricted or revoked? If 50, give particulars.

. Have there ever been any criminal charges filed against you? This includes charges of disorderly
conduct, assault or battery, or domestic abuse, whether the charges were misdemeanaor, gross
misdemeanor, or felony. This also includes any offenses which have been expunged or otherwise
removed from your record by executive pardon. If so, submit a personal statement regarding the

‘date of conduct, state and local jurisdiction in which the charges were filed, date of closure, what
role you played, and the outcome.

N

. Have there ever been any charges of Driving While Intoxicated (DWI) or Driving Under the

Influence {DUI} or other impaired driving offenses involving alcohol or other chemical filed

against you? If so, submit a detailed personal statement regarding the date of conduct, state and
local jurisdiction in which the charges were filed, explaining in detail the incident and consequences
including whether or not a CD evaluation was done {if so, submit results), and description of
current drinking habits.

. Have you ever voluntarily or involuntarily surrendered your DEA certificate or the right to prescribe
controlled substances? If so, give particulars.

| L , RIGHTS OF SUBJECTS OF DATA _,1
The information on your application is requested by the Minnesota Board of Medical Practice. The purpose and
intended use of this information is to enable the Board to determine whether you meet statutory and rule requirements
for licensure. The information is classified as private while your application is pending or if your application is denied,
and as public if your license is granted. You are required to submit this information. Your application will not be
processed without it and the form will be returned to you for completion. This infarmation may be used as the basis for
further investigation by the Board into your qualifications. Under some circumstances, the information could become
available to other agencies or persons authorized by law to have access. Attach a separate page for detailed
explanations, when appropriate. Failure to answer all guestions completely and accurately, omission or falsification of
material facts, alteration of application may be cause for denial of your application, or disciplinary action if you are
subsequently licensed by the Board.

Minnesota Board of Medical Practice Addendum 2, Page 3 0f 3
Applicant’s Name: C boraaf Last 4 Digits of 55 Date: Qt { 22 [_':I:



http://www.bmp.state.mn.us

MINNESOTA BOARD OF MEDICAL PRACTICE

University Park Plaza + 2829 University Avenue SE Suite 500 » Minneapolis, MN 55414-3246
Telephone (612) 617-2130 « Fax (612) 617-2166 * www.bmp.state.mn.us
MN Relay Service for Hearing Impaired (800) 627-3529

Addendum 3

Facilities List

Minnesota Statute 147.162 requires physicians to submit a list of inpatient and outpatient medical care facilities
where you have medical privileges. In addition, the Board requests a list of all facilities where you have had
medical privileges during the last 10 years. List any facility where you are getting (have been} paid outside of
post graduate internship, residency or fellowship training program. -Submit a Hospital Privilege Form,
Addendum 3a, to each facility listed except those clinics which are strictly outpatient. If you have had no
privileges, write NONE and sign and date the form.

Current Privileges

Facility City and State Type_of Privilege

Past Privileges (Last 10 Years)

Facility - City and State Type of Privilege

mify that the above is a true and accurate list of inpatient and outpatient facilities at which | have
(have held) medical privileges.

Print Name BO’EMS, (/{’“"1 Q@V% M :
Signature /\/A/Iz——/‘ Date 9‘/!3/!!—}
T

Minnesota Board of Medical Practice Addendum 3, Page 1 of 1
Applicant’s Name: C b?U rada S' Last 4 Digits ofssr. Date: 6 [ I& Z l‘;l:
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University Park Plaza® 2829 University Avenue SE Suite 500 « Minneapolis. MN 55414-3246
Telephone (612) 617-2130. Fax (612) 617-2166' www.bmp.slate.mn.ll
MN Relay Service/or Hearing Impaired (800) 627-3529

Addendum 4

Certificate of Ethical and Moral Character

This certificate must be signed by two licensed physicians who are personally acquainted with the applicant.

i certify that the photograph attached is a recent one and likeness of Dr.

of good ethical and moral character.

Ckroot.|~G
Print or type name
\D 4 Lkc3 3-~3- _
License Number State of Issue

Certification of Identification
Certification,of Notary Publicis reqUired.)

5,atewd ~ County aQ QQgB o~

| certify that on the date set forth below, the individual named above did appear personally
before me and that |did identify this applicant by: (a) comparing his/her physical appearance
with the photograph on the identifying document presented by the applicant and with the
photograph affixed hereto, and (b) comparing the applicant's signature made in my presence
on this form with the signature on his/he i entifying document. Sworn to befo e me by

the applicant on this /3:";\ day of

Notary Public Signatur

The i
Expiration Date: .3 / COMMONWEAL  OF PIINIfILYLVAIWIY
Month Nobli al sea~ on oo
. . Leyha M. , Notary P\llllic
Applicant's Signature Colllly

My C<Immisslon Explros
MEM R, PENNSYIVANIA ASSOCIATION Of NOTARIES

| certify that the photograph attached is arecent one and likeness of Dr. rlto,)
~Of good ethical and moral ~ ~ r a~ t e r~ _
Signature Print or type name

9/411'L {S\0olmi1k ~f~fr .
Date license Number State of Issue

Minnesota Board of Medical Practice Addendum 4, Page 1 of 1
Appncan’s Name: G 1dizum_ las' 4 Digitsof ssn Dale:lii. 1H1L:t....
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UNIFORH  AI™IICATION Affidavit and Authorization for Release of Information

FOR PHYSICIAN

STATE  LICENSURE Applicant: Send this form to the state board you are applying to. Do nat send this to FSMB.

Applicant I. the undersigned. being duly sworn, hereby certify under oath that | am the person named in this
application, that all statements | have made or shall make with respect thereto are true, that |am the original
and lawful possessor of and person named in the various forms and credentials furnished or to be furnished
with respect to my application, and that all documents, forms, or copies thereof furnished or to be furnished
with respect to my application are strictly true in every aspect.

Securely tape or glue
arecent (lessthan 6
month old) front.

view 2" x 2"

passport. type color

photo of yourself in | acknowledge that | have read and understand the Uniform Application for Physician State Licensure and

the square below. have answered all questions contained in the application truthfully and completely. | further acknowledge
that failure on my part to answer questions truthfully and completely may lead to my being prosecuted under

Sign this form with appropriate federal and state laws.

attached photo in
the presence of a

. | horiz nd r ver rson, hospital, clini vernmen n local federal r foreign
notary public. authorize and request every person, hospital, clinic, government agency (local, state, federal, or foreign),

court, association, institution, or law enforcement agency having custody or control of any documents,

Send the notarized records, and other information pertaining to me to furnish to the Board any such information, including
form to the board documents, records regarding charges or complaints filed against me, formal or informal, pending or closed,
you are applying to or any other pertinent data, and to permit the Board or any of its agents or representatives to inspect and
for licensure, make copies of such documents, records, and other information in connection with this application.

DO NOT SEND THIS

FORM TO FSMB. | hereby release, discharge, and exonerate the Board, its agents or representatives, and any person,

hospital, clinic, government agency (local, state, federal, or foreign), court, association, institution, or law
enforcement agency having custody or control of any documents, records, and other information pertaining
to me of any and all liability of every nature and kind arising out of investigation made by the Board.

Doing sowill cause a
delay with your state
board application.

I will immediately notify the Board in writing of any changes to the answers to any of the questions contained
in this application if such a change occurs at any time prior to a license to practice medicine being granted to
me by the Board.

| understand my failure to answer questions contained in this application truthfuly and completely may lead
to denial, revocation, or other disciplinary sanction of my license or permit to practice medicine.

Appli

~0YaetS

Applicant's printed last name

—~

Applicant's printedfuS name, middle initial, and suffix (e.g., Jr.)

150 {

Date of signat re (must correspond to date of notarization)

A A Notary rl ™

State Of}ltG O L == = . County of ==

| certify t~at on the date se~rth  below, the indiVidual named above did appear personally before me and that Idid Identify thiS applicant by. (a)
comparing his/her physical appearance with the photograph on the identifying document presented by the applicant and with the photograph
affixed hereto, and (b) comparing the applicant's signature made in my presence on this form with the signature on his/her identifying
document.

1
The statements on thi the applicant on this LG:L day of ,20~
COMMONWEAIIli  PEN
Notary Public Signat e’ 5eol

lLeytla(~11&11:P.111*L)
0'Hm Twp., Allegheny 0lUnty

My QI". IsSIOli  Expl<eS Hardt 26, 2015

np!t 1 M Jdan
Uniform Application for Physician Stale licensure - Affidavit and Authorization for Release of Information MEMBER, BmV"‘ﬂJ rgSWaITh9 0l S|Wemca| Boards
Applicant: Send this form 10the state board you are applying to Q.Q..n21send this form to F$MB



CHRISTY M. BoRAAS

-,

ARLA |
visitPA.com

WDl

“’V[ IZ/ Zol‘f

COMMONWEALTH OF PENNSYLVANIA
Notaria! Seal
Leyha M. Crawford, Notary Public
O'Mara Twp., Afiegheny County
My Comsmission Expires March 26, 2015
_PENNSYLVANIA AGSOCIATION OF NOTARIES
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FEDERATION
CREDENTIALS
VERIFICATION
SERVICE

Medical Professional
Information Profile

This report provides credentialing information for
Name: Christy Marie Boraas

Social Security Number: -
ate of Birth: (D 1972

FID#: 215194325

Recipient. MN - Minnesota Board of Medical Practice

U PO RIS IS RTINS SN - ELD MRS UUI L L e e e s

ABOUT THIS PROFILE

Tho Federation Credentials Verificotion Servica (FCYS) was reteinod by the above reforonard medica
wdesshnﬂwvsﬂymmmmmmahfwsuhnhﬂmmmw arization. Uniess
notnd athorwise, all docume s contrined in this report were recebved dinectly from the Issubng

Instituctian peor wiithen recpuerst mdo by FOVS,

NOTICE: Al docurmenis bearing on odginal Oicinl FCVS seat ore certified to be an cxod .
of the original, Whens requined, original documents are providod cocording to the agrooemeonts with thoe
tnstitution issuing such document. FCVS malntains afl orignal documents (exchuding tird-garty

oxer ) in the phrysician’s source fio.

This FCVS Modical Professional Information Profilo (Profile”) is compiled and providod by (he
Federation of Skxie Modieal Boards of the Unitod States, Inc. (Federation) s a roference source for,
and onty for, its member basrds and other erities nuthorized by the Federation. Tho Profle embodies
and conteine confidendial business Indormation because tha information, and the format and
presentation of that information, isa trode socrots of the F jon ond b the Profie’s
meﬂdhmh&&mbymn%gﬂmaﬁﬁmwﬂmmmh
competing with the Federation's FCVS sarvices, Further, the form of the Profie end the contents of this
Profils, inchuding the corpiltation of information in this Profile, e the Federation’s copyrighted works
and proprietory, confidential information ond ere subject to the protections of United States taws
wammmmwmm as woll os varous siate fows proincting the

‘s trade and gthor y fights. This Profile ond s comtonts moy not
bn(l)cqiod roformattod, modified, putislwdurd‘splayndp\r!idyau]usod disclosad, distributed,
sharod or sold, in whole or part, for anry purposa, i h any databaso or files s B
compandhum or otherwiso, uﬂdwﬂdﬂhsﬂcﬁymmeduwmeawfmwﬁnmmmdm
Fedemtion’s CEQ.

Fedorath

| 400 FULLER WISER ROAD | SUITE 200 |

EULESS, TX T40131%

TEL(BI17)B68-5000 FAX{(BIT)B6B.5099 ]

© 1996 Federaton of Sinte Moadica! Boards
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FEDERATION CREDENTIALS Credentials Analysis STATEES %,
F CVS VERIFICATION SERYVICE Summary Report MEDICAL
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Note: Your board may wish to review the unresolved items below marked by an "X"
Please review the Credentials Analysis Report for further details on the unresolved items

Medical Professional Name: Christy Marie Boraas

Date of Birth. November 27, 1978
Social Security Number:
FID:

I. FCVS Reports

Il. FSMB and Other Reports

ll. Identity

A. Certified Birth Certificate OR Copy w/ Cert. of identification

IV. Medical Education

A. Pre-medical Schools

B. Medical Schools

University of Minnesota Medical School - Minneapolis
1. Medical Education Form and Translation
2. Medical Education Transcript and Translation
3. Medical Education Diploma and Translation
C. Fifth Pathway Program

D. ECFMG Certification

V. Graduate Medica! Education

Ohio State University Hospital

1. GME Form

2. GME Completion Certificate
University of Pittsburgh
X 1. GME Form

VI. Licensure Examination History
A. FSMB Exam Transcript

End of report for: Christy Marie Boraas

l 400 FULLER WISER ROAD | SWUITE 300 | EWULESS, TX 76039 TEL(B17)B568-5000 FAX(BI17)B68-5099 _I
© 1996 Federation of State Medical Boards Page 1 of 1
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1: CVS FEDERATION CREDENTIALS Medical Professional E‘T]{gléu %
YERIFICATION SERYICE | Information Profile 4+ BOARDS S
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Table of Contents

I. FCVS Reports

A, Physician Information Report
B. Credentials Analysis Report
C. Chronology of Activities

Il. FSMB and Other Reports

A. Board Action Data Bank Report
B. American Board of Medical Specialty Verification *

lll. Identity

A. Affidavit
B. Certified Birth Certificate or Original Passport or Cert. of |dentification with Photocopy
C. Documentation to Support Name Vanation

V. Medical Education

A Verification of Medical Education

B. Clinical Clerkships {if applicable)

C. Verification of Fifth Pathway (if applicable)
D. ECFMG Certification (if applicable)

V. Graduate Medical Education -

A. Verification of Graduate Medical Education

VI. Licensure Examination History (State Licensing Authorities Only)

A. LMCC Transcript

B. State Medical Board Transcript
C. NCCPA Transcript

D. NBME Transcript

E. NBOME Transcript

F. FSMB Transcript

| 400 FULLER WISER ROAD | SUITE 390 | EULESS, TX 7603% | TEL(SIT)8&8-5000 | FAX(BIT7)8608-509% |
© 1956 Federation of State Medicel Boards
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FEDERATION CREDENTIALS
YERIFICATION SERYICE

Medical Professional
Information Profile
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Section |

FCVS Reports
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Identity

Medical Professional Name: Christy Marie Boraas

Documentation: Certified Birth Certificate OR Copy w/ Cert. of
Identification :

Variation of Name:. Christy Marie Boraas Alsleben
Documentation: Photocopy of Marriage Certificate and Translation if not in
English

Gender: Female

Date of Birth: - 1978

Place of Birth: Willmar, MN, UNITED STATES

Social Security Number:
FID: 215194325
Physical Description: Height: S5t.6in.
Weight: 145 Ibs.
Eye Color: Blue

Hair Color: Brown

Contact Information

Mailing Address: 7210 WHIPPLE ST,
PITTSBURGH, PA 15218-2010
UNITED STATES

Permanent Address: 7210 WHIPPLE ST
PITTSBURGH, PA 15218-2010
UNITED STATES

Telephone Numbers: Primary:
Secondary:

Fax; N/A

I 400 FULLER WISER ROAD | SWITE 300 | EULESS, TX 746039 TEL(8I7Y8468-5000 FAX(B17)868-5099 I
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FCVS

FEDERATION CREDENTIALS
VERIFICATION SERVICE

Medical Professional
Information Report

Federarion »
; STATE
¢, MEDICAL

“~ BOARDS
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¢
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Pre-medical Education

(Provided by Applicant. Not verified with the primary source.)

Institution:
Address:

Dates of Attendance:
Degree Conferred/lssued:

St Olaf College

Northfield, MN 55057-1098
UNITED STATES
08/--11997 To 05/—/2001
Bachelor of Arts

{Provided by Applicant. Not verified with the primary source.)

Institution:
Address:

Dates of Attendance:
Degree Conferred/issued:

University of Pittsburgh
Pittsburgh, PA 15260
UNITED STATES
09/—-/2000 To 12/—/2000
Applicant did not graduate

ECFMG

There are none identified or not applicable.

Medical Education

Medical School:

Address:

Dates of Attendance:
Date Certificate Issued:
Degree Conferred/Issued:

Unusual Circumstances
Leave of Absence/Extension;
Probation:

Disciplined:

Negative Reports:
Limitations:

University of Minnesota Medical School - Minneapolis

420 Delaware St SE
Minneapolis, MN 55455
UNITED STATES

08/09/2004 to 05/03/2008
05/03/2008
Docter of Medicine

No
No
No
No
No

Fifth Pathway

There are none identified or not applicable.

I 400 FULLER WISER ROAD | SUITE 300

f EULESS. TX 76039 TEL{817)868B-5000

FAX{(B817)8B6B-509%
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VERIFICATION SERVICE

FEDERATION CREDENTIALS

Medical Professional
Information Report
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edersrion & i,
{ STATEME %,
. MEDICAL &

% BOARDS ¢
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Graduate Medical Education

Institution:
Address:

Training Level:

Program Type:
Specialty:

Dates of Attendance:
Completed Successfully:
Accreditation:

Training Level:

Program Type:
Specialty:

Dates of Attendance:
Completed Successfully:
Accreditation:

Training Level:

Program Type:
Specialty:

Dates of Attendance:
Completed Successfully:
Accreditation:

Unusual Circumstances
Leave of Absence/Extension:
Probation:

Disciplined:

Negative Reports:
Limitations:

Ohio State University Hospita!l
395 West 12th Avenue, 5th Floor

Columbus, OH 43210
UNITED STATES

1
Intemship

Obstetrics and Gynecology
07/01/2008 To 06/30/2009
Yes
ACGME :
2-3

Residency

Chbstetrics and Gynecology
07/01/2009 To 06/30/2011
Yes

ACGME

4
Chief Resident

Obstetrics and Gynecology
07/01/2011 To 06/30/2012
Yes

ACGME

No
No
No
No
No

I 400 FULLER WISER ROAD | SUITE 300

] EULESS, TX 76039 TEL(817)B&8-5000

FAX({(BIZ7)A6B-509% l

© 1896 Fageration of State Medicat Boards
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FEDERATION CREDENTIALS
VERIFICATION SERVICE

Medical Professional
information Repqrt
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STATEME %
MEDICAL &

™

Institution:
Address:

Training Level:

Program Type:
Specialty:

Dates of Attendance:
Completed Successfully:
Accreditation:

Unusual Circumstances

University of Pittsburgh
300 Halket Street

Pittsburgh, PA 15213
UNITED STATES

5-6

Fellowship

Family Planning
07/01/2012 To 07/11/2014
In Progress

None of these

BOARDS ¢
‘!‘M 3 tf‘rr"

, Leave of Absence/Extension: Yes
Dates: Not Reported by Primary Sotrce

Comments: Matemity leave
Probation: No
Disciplined: No
Negative Reports: No
Limitations: No

r 400 FULLER WISER ROAD | SUITE 100 | EULESS, TX 76039 TEL{(B8:17)868-5000 FAX{(GI7)866.5099% l
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Licensure Examinations

FSMB Transcript USMLE Step 1
FSMB Transcript USMLE Step 2 CS
FSMB Transcript USMLE Step 2 CK
FSMB Transcript USMLE Step 3

Date

Date:

Date
Date

: 06/2006 Passed the Exam
11/2007 Passed the Exam
: 01/2008 Passed the Exam
: 0412010 Passed the Exam

ABMS Verification

A report of the result from a search of the data provided by the American Board of Medical Specialties is enclosed.

Board Action ,

A report of the results from a search of the Board Action Data Bank is enclosed.

End of report for: Christy Marie Boraas FiD: 215194325

I 400 FULLER WISER RQAD | SWTE 300 |

EULESS, TX 76039 TEL(BI7)B68-5000 FAX(B817)B68-5099
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The Credentials Analysis Report is a comparative report of a medical professional's credentials as reported to FCVS by the
applicant and the primary source (Medical School, Post Graduate Training program, etc.). It will aiso list particular missing
documentation, if arty, as outlined in the FCVS Policies and Procedures.

Medical Professional Identification

Medical Professional Name:  Christy Marie Boraas

Date of Birth: 978
Social Security Number:;

FID: 215194325

Omissions

There are no omissions identified.

l 400 FULLER WISER ROAD | SUITE 300 | EULESS. TX 76019 TEL(817)B68-5000 FAX(817)868-509% I
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"VERIFICATION SERVICE

_FCVS

Credentials Analysis Report

Federgtion o ¥

STATERS 2
MEDICAL
BOARDS ¢

Discrepancies .

Discrepancy 1:

Section of Profile: Post Graduate Training

Discrepancy:

FCVS has identified discrepant information relating to the applicant provided responses

and the Post Graduate Training Form from University of Pittshurgh, Family Planning in
the Unusual Circumstance questions listed below.

Leave of Absence/Extension

Action Taken:

FCVS does not follow up with the applicant or the institution with inconsistent

information on Unusual Circumstances questions. Any supporting information provided
by the applicant and/or institution is included in the Medical Professional Information

Profile.

4

Miscellaneous Information

There is no miscellaneous information identified.

End of report for: Christy Marie Boraas

l 400 FULLER WISER ROAD | SUITE 300 |

EULESS. TX 76039

TEL(8B17)868-5000

FAX(B817)8668-5099 ]
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Chronology of Activities
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MEDICAL

- BOARDS
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The Chronology of Activities is a comprehensive report of a medical professional’s activities as reported to FCVS by the medical-
professional applicant.

Medical Professional Name:

Social Security Number:

Date of Birth:
XX-XX-6044

FID#: 215194325

Christy Marie Boraas
November 27,

1978

Start
Date

End
Date

Activity

Location

Overlap Explanation

Program Length Explanation

08/2004

05/2008

Medical Education
Record

University of Minnesota
Medical School -
Minneapolis,420 Delaware
St SE Minneapolis, MN
55455 UNITED STATES

07/2008

06/2012

GME Record

Ohio State University
Hospital,395 West 12th
Avenue, Sth Floor
Columbus, OH 43210
UNITED STATES

07/2012

06/2014

GME Record

University of
Pittsburgh,300 Halket
Street Pittsburgh, PA
15213 UNITED STATES

End of report for: Christy Marie Boraas

400 FULLER WISER ROAD

SUITE 300 |

EULESS, TX 760239

TEL(BI7)86B-5000
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Section I
FSMB and Other Reports
!
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Board Action
FEDERATION PHYSICIAN
FPDC | oA Clearance Report

June 16, 2014

Attn:

Re: Board Action Query Dated: June 16, 2014
FSMB Batch Number: BQ2453106

The following is a report of the search results from the Board Action Data Bank as of June 16, 2014
for practitioners submitted as part of the above-referenced batch for which NO board actions were identified.

Provider cleared with No Actions as of June 16, 2014
Name DOB School YriGrad Provider ID
Christy Marie Boraas .978 024030 2008 232601

License History

Licensing Entity
PENNSYLVANIA

PLEASE NOTE: The licensure history information contained in these reports is not considered licensure verification but rather an
indicator of known states of historical licensure for these individuals. Use of this information should be limited to cross-reference

nHmneAe

l 400 FULLER WISER ROAD | SUITE 300 | EULESS,. TX 786039 TEL(B817)8408-5000 FAX{Q17)848-5099 ]
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Section i

Identity
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P FEDERATION CREDENTIALS } . - STATE ‘:-"
E F CVS VERIFICATION SERVICE Affidavit and Release : ﬁ%ﬁ%ls' :
Ty e F

t, the undersigned, hereby cerlify under oath that | am the person named in this application, that afl
statements | have or shall make with respect therelo are true, that | am the original and lawful possessor
and person named in the vanious forms and credentials fumished or to be furnished with respect to my
application and that all documents, farms or copies thereof furnished or to be fumished with respect to my
application are strictly true in every aspect.

| acknowledge that | have answered all questions contained in the application tndhfully and completety. |
further acknowledge that fajlure on my part to answer questions truthfully and completely may lead to me
being prosecuted under appropriate federal and state laws.

| authorize and request every person, hospital, dinic, government agency (local, state, federal or foreign),
court, associalion, institution or law enforcement agency having custody or control of any documents,
records and other information pertaining to me to furnish to the Federation Credentials Verification
Service any such information, including documents, records regarding charges or complaints filed against
me. formal or informal, pending or closed, or any other pertinent data and to permit the Federation
Credentials Verification Senvice or any of its agents or representatives to inspect and make copies of

Notary: such documents, records, and other information in conneclion with this application,
Your scal (or stamp)
must be partly upon

the photo and partly | hereby refease, discharge and exonerate the Federation Credentials Vesification Service, its agents or
upon the signature of representatives and any person fumishing information, of any and all liability of every nature and kind
the applicant. anising out of investigation made by the Federation Credentials Verification Service. | authorize the

Federation Credentials Verification Service o refease information, material, documents, orders or the like
relating to me or this appliczafion to any entity at my request.

A esence of a notary)

Boraas Alsleben

Applicant’s Printed Last Mame

Chvisty, M

Applicant’s Printed First Rame, Middle titial, and Suffix {e.g. i) -

N 2, 2014

Oxte of S?pmuru Ir‘un cc;resoond todateof notardzation)

State of @4 Mishma; £A , County of QJLQD_QR_Q_M) ;
1 certify that on the datf set forth below the individual named above did appear perséélly before#se and that i did identify this applicant by: (a)

comparing his/her physical appearance with the photograph on the identifying document presented by the applicant and with the photograph

affixed hereto, and {b) comparing the applicant’s signature made in my presence on this form with the sigpature on his/her identifying document.
The statements on ANt ibed 3 by the applicant on this Q ay of 20 _{_4_

COMMONWEALTH OF PENNSYL!

' @ [ Leyha M. Gramford, Notary Rubiic
My Notary Commission Expires; A . O'Hara Twp, Alegherny County

o T T - O 1 ™ 13

Please complete and mai this original documentto the Federation of State Medica! Boards at:

400 FULLER WISER ROAD | SuUITE 300 | euLEss. Tx 73039 | ru(ilf)sn-uoo [
© 2054 Fethirstaon of Siale Mledical Boats

232601 215194325




NEEET STV

CERTIFICATION OF IDENTIFICATIO

Certification by Notary Public Is Requited By i
—
Applicant Full Legal Name: _ 90vaa¢ flclebtsn vt C+~{ Mavig
Lawe Fira ‘ Middie

FCVS 1D Number: 232601

Notaty — Please complete the section below:
Sm[e of PIMV\(_*‘{l V‘Miﬂ Count)r of MI‘CWY‘

1 cerafy that on the date set forth below, the individual named above, did appear personally before me
and presented one of the following forms of identification as proof of his/hcr identity (Birth Certificate
or Passport). [ further certify that 1 did identify this applicant by comparing his/her physical appearance
with the photograph on-a Government issued photo identification presented by the applicant.

The statements on this document are subscribed and sworn to befote me by the applicant on this

(Day)_%_____ , of (Month) MW (Year) 2014

Wt W
fonth) S QD{) A oY ear)—O/L

* The notary’s commission expiration date must be current and legible. If no expiration
date, such as ‘lifetime’, an explanation must be provided.

Notar)' Public Signa

Commission Expiration Date

Notary Stamp Here

Please complete and mail this original document and a photocopy of the birth certificate or passport
presented to the Notary to:

Federation of State Medical Boards
ATTN: FCVS
400 Fuller Wiser Rd., Suite 300
Euless, TX 76039-3856

232601 AL 215194325




CERTIFICATE OF BIRTH TR

: STATE FiLE NUMBER -

FULL NAME CHRISTY MARIE BORAAS

I DATE OF BIRTH O
.l

SEX FEMALE

PLACE OF BIRTH WILLMAR KANDIYQHI MINNESOTA
PARENT JANE CAROL

B NAME AT BIRTH OLSON

I

PARENT GARYABNER EORAAS W

TH!S‘(S A TRUE AND CORRECT RECORD OF BIRTH REGISTERED IN THE MINNESOTA OFFICE OF THE STATE REGISTRAR.

MRA&C Certificate ID i
7543973

IHEIH HHEHH FILED: DECEMBER 04, 1573

002742527 ,

& 3 a O 0 l STEVE ELKINS

ISSUED: MARCH 07, 2012 MINNESOTA DEPT OF HEALTH

E
%
i
I
i
\
EE
i '
!
3
v.
{
|
s-
L
I

¢ *

ANY AMENDMENT MADE PRIOR TO 03/11/2001 FOR THIS RECORD IS NO'I: :NOTEIj ON THIS CERTIFICATE.

i : .

i .

?

.
L L T T N

THIS CERTIFICAYION IS VALID ONLY WHEN REPRODUCED ON WATERMARKED SECURITY PAPER
WH'H A RMSED BORDER AND RAlSHJ STATE SEAL OF M!NNESOTA.

g e s aaa EFeEen ) T riE s e R e A T e e R T T,




Director of Licensing Recuipt e 109-00009879

Henneeln Counfy, MN Cartridgerimage aumber: 0998-4317

. : el
Marriage Certificate
1 heveby certlfy, that on July 8 ,20 95 | atfaddress of ceremony) _Green Lake Bible Camp Chapel
Spicer ,___Kandiyohi {County), Minnesota, I the underslgned, did Joln In mafriage
ADAM RANDALL ALSLEBEN of the County of HENNEPIN State of MINNESOTA
and
CHRISTY MARIE BORAAS of the County of HENNEPIN Srate of MINNESOTA
The names of the parties ofier their marriage shall be: '
ADAM RANDALL BORAAS ALSLEBEN ; 5’%#; '7%05'
¥ "Hgnitire of Bridegroom | marmkge and éate
and
CHRISTY MARIE BORAAS ALSLEBEN Ayl o b

“
L

In the
presence of:

(Type or prmit namz of officiant & Titke)
302 Olena Avenue
Tetprass o wimess) | TAdHres of officien)
* Erfk Boraas ! Willmar MN 56201

(Type or print tNarme ol witness )

If Rotiglous officiamt
*Oregentials Recorded at: Lyon Coumtr. MN
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Section IV

Medical Education

{ 400 FULLER WISER ROAD | SUITE 300 | EULESS, TX 7803% | TEL(SI7)B68-5000 | FAX{017)868-509% |
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[ Fovs

FEDERATION CREDENTIALS
VERIFICATION SERVICE

Verification of
Medical Education

Page 1

Instruction to the Dean

Ploase complete both pages
of this form, sign date and
seal on the front page then
return to:

Fedaration Credentlals
Varlfication Service
400 Fuller Wisar Rd
Suite 300

Euless, TX 76039

The individua! identified on the atlached Authorizatioﬁ for Release of Information, Documents and Records
form has authorized your medical school to provide to the Federation Credentials Verification Service (FCVS)
any and all lnformation pertaining to their education at your instihution.

Please note: If your institution processes transcript requests through another office, FCVS has likely made
such e request under separate cover.

If your office also processes transcript requosts, please attach the individval's officlal transeript
{which indicales courses laken, daies and hours of attandance, and scares, grades, or evatuation).

Inatitution Nam;: ]
Address Lina 1:
420 Delaware Street SE
Addross Line 2:

B604 Mayo Bldg, MMC 293

Minneapolis
us

City:
Couniry:

University of Minnesota Medical School - Minneapolis

State/Province:  MN Zip Code (Postal Code): 554550310

If name of institution was different when this individual attended, please note this nama beabkow:

Premedical Education:

Years of education required for admisslon to your medical school:
Credential/degree presented by the applicant for admission to your medical school:

Enroliment and Participation:

aftended our medical school for total of \'g P weeks of medical education on the following dates:

4

b’c‘:.c.\'m of S GQ%—C-L

Our records indicate th.;¥:> oc 2%l C\\“\\\-\\ YY\,a‘_-\ >3
{ypafeint indhvidugls name: Last, Fird, Middle,
From: z_lﬁ_lﬁ_ To: {_ ] _-_5'_ Iipf

)

Monh Day Year Month Day Year

This Individual
Wasg awarded the degree of m on S_-_,'_?,JQ_R’
Was NOT awarded a degree because: (please explain - additional page if necessary) Month Day Year

Attestation Watermark .

For FCVS Intsmal use onty. Name: @Y'\Q A‘\ Ne CB‘;Q..\'EPO\
Affoe institutional Signature:
Seal Here Title: € y ' P, o

If no seal is avaiable,
this form must be

SEAL
VERIFIED

Date of Signature: g—__f "‘J‘A Phone: (&Q)L{-\-B -o\wy

nolarized.
Fax: pld) 63—\ 6 emaii: Jund 22 VS| @y,
eda
232601 &}& Coo l 2288 gggg 215194325
L 400 FULLER WISER ROAD | SWUITE a0 ] EUJLESS, TX 76039 TEL{A17)856B-5000 FANMN(MIT)BL8-5099 I

© 10956 Foderaton of Stite Medca Bosrds




FEOERATION CREDENTIALS Verification of

VERIFICATION SERVICE Medlcal Education
_ ! i e ——
Page 2
Unusuat Circumstances >(
1. Do this Individuars cfficiat rocords refiect (an) interruption(s) or oxtonsion(s) In his/er medical oducation? YES NO
if Yes, pleasa spectly the reason(s) for, indicata the date of the mferruptions{s) or extension(s) and check whether thé
Interruptionfextenslon was approved ar unapproved:
Personal/Family . o . From {Mo/¥r) ! To (MofYr) J __ Approved ___ Unapproved
Academic remedfation — From (Monrr)_l To (Mor¥r)___ 1 — Approved __ Unapproved
Heahlh . From (Mo/f¥r)____. To (Mo/Yr) ! — Approved ___ Unapproved
Financial From (Mofve)___/ To (MorYr)___ ./ __ Approved ___ Unapproved
Particlpation in joini degree
Program {e¢.g.. MD/PhD) - . From (Ma/Yr)___ 1. To (Moo /1 — Approved ___ Unapproved
Participation in non-fesearch speclat s1udy :
{0.p., fellgwship, intemational experiénce) From (MafYn 1 To (Moffr)___ 4 . Approved ___ Unapproved
Participation in nor-degree rasearch e From (MafYy) / To (MoiYe) } ___ Approved ___ Unapproved
Ctheér, From (MarYr) i To (MofYr) ) - Approved ___ Unapproved
Pleasa Spedify:
2. Da this individual's official rocards refloct that ha/she was aver placod on acadomic or disciplinary probation during hisfhor YES JNO
madical aducation?
If YES, please select the reason(s) for the probation, indicate the dates of placement on end removal from
prubation and attach additional documentation to this report:
Academic Probation From {Ma/Yr) 1) To (MafYn)
Probation for unprofessionat conduct/behavioral From (Mo/¥r) ] To [MefYr)
Probation for ather renson From (Mo/Yr) i To (Mo/Yr) I
Please apecily o reason:
3. Do this individual's officla! rocérds rafloct that hofsho was ovar diaciplined for unprofessional cenduct/bohavioral roasons — YES K NO
by the medice! school or parent univoraity?
If YES, pleass provide detalled documentation/information about the cimumstances and autcome(s):
Fi
4. Do this Individuars official rocords reflact that he/she was aver tho subject of negatlve roports for behavioral reasons or an — YES &(_ KO

invastigation by the medical schoo! or parent untversity?
I YES, pleaso provide déteiled documentation/information aboul the clrcumstances and oulcome(s):

Vi

___¥ES §(No

5. Do this Individuals officlal records mfiect that thoro wore eny {imitatlons or spoclal requirements Imposod on the individual
because of questions of scadomic Incompetonce, disciplinary probloms, or any othor roason?

If YES, please provida detafled documentation/information about the nature of the limitations or special requirements:

215194325

232601 9:);?60 ( 2288 B

I 400 FULLER WISER AQAD SUITE 100 | EULESS, TX 76039 TEL(SI73;8406-5000 PAR(BIT)48-5009

€ 1008 Federaton of Sistn Madical Boarts




rJ‘N"“i -

Federation o

' V FEDERATION CREDENTIALS Applicant Beporte_d &T&%AL i.
FC ' S VERIFICATION SERVICE Unusual Circumstances % BOARDS &
” b“au,r"'r
Page 1of 1 '
Medical School

Medical Professional Name: Christy Marie Boraas
University of Minnesota Medical School - Minneapolis

Unusual Circumstances

Did you have any interruption(s) or extension(s) in your medical education? Yes No

Were you ever placed on probation? Yes No

Were you ever disciplined or placed under investigation? Yes No

Were any negative reports for behavioral reasons ever filed by instructors? Yes No

Were any limitations or special requirements imposed on you because of ’

academic performance, incompetence, disciplinary problems or for

any other reason?

Yes No
End of report for: Christy Marie Boraas
PROVIDED BY
APPLICANT

I 400 FULLER WISER ROAD | SUITE 300 | EUVULESS, TX 7603% TEL(BI17)YB&6B-5000 FAM(BI17)868-5099 '

© 1996 Federation of State Medical Boards
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R TRANSCRIPT RECORD

Foge mo_ 1

S 1 Bowkas Alalebwny, (hristy Murie

Soadece ITh L
Birchdzca

.00
NOST BECEAT PRI 1.0
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Pyz. & Pt 1T Peds 2.00 .00 9
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= G 3 0.000 TEMN TOORLE ©

Bpmiss Selavice

THIS OFFICIAL UNIVERSITY TRANSCRIPT IS PRINTED ON SECURITY PAPER AND DOES NOT REQUIRE A RAISED SEAL

Federation Credentials Verification Services

gggtiu;%gr Wiser Road SEAL

Euless TX 76039 VERIF'ED
23 360! 1288 e 3

0 accorinncs with e Family Edocatiornt Rights snd Privacy Adl of 1574, non-gablic inkyration nout 8 Ocent will nct by relased
10 & Trd purty wilthoul writen cormant of the siudenl. Tranacript Ly and sulhendcity confirmation informedon on becic

PLEASE QUESTION AUTHENTICITY OF DOCUMENT IF SIGNATURE AND SEAL ARE NOT ViSIBLE OR ARE DISTORTED
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Transcript key

Acndamic cnlendar

The semtester sytem started Fall 1909 o all University of Minnezola

campnas. Prior to Fall 1999 ihe {niv ety used o quanier system with

these exeeptivns: Law sthood sincil on sanesters Fall 1981, and some

Catlege of Cominping Fdueation cuurses were taught on i semesier

catendar bt the crelits reponed as gunrier crediis,

Accreditation

The Unasersiiy of Minnesotn is acoredited by the Higher Leammg

Commission of the Narth Centrat Assiwigtion of Colleges snd Schoals,

Coursa {¢insa) numbering sysiem {from Fall 1699)

(U G 04999 romediat cottmes

10 40 1990 primarily for andergraduates in (e vear

QU0 2R phimart!y for enderprbintes in secoand year

oo o 0 primerity fur sndlerpmduates in thord year

AN 0 4999 pwimarity for andergradities in Gourth yenf, may b applicd
10 ¢ CGirgcunte Sehonl degive with appein at by the student’s magor field
angl it Eaght by a member of the gmdaate feobty or an individual
puthurized by the propram t tenich at the geadimie lesel

000 10 550 prepwarily for groduate stugdems n Beind and Tourth year
undergradumes nuiy enroll

60N Lo 7% for pasthiccalaurente profogsiomal depeee stdents

RN o 990 R gradudte sundents

Prior course numbering systems

For £a1) 1970 through Sammer 149 (coutse numbering pro o 1970 s
noted in parenthesesy

LUR] 10 (N9 priaeredil conrses

T e 19992 00D« A0) irdnatuchn y courses pritaandy Tor fieshmen and
sophomores

IR 1o 39 (S 9 imermodiate coateses praneinly for juiriors and
MR

SR L0 S99 (1001 - 199 gktvan cd vourses Tin pumirs, senhom, ad
srudoang srudonts

ROkY 10 RS {200 and higher} Tor pradnate and pralesional schood
studems

Crodit

Starting ! afl 1¥#4 = siniis ore semcater erodil

Yriar io Lal) 1990 npje generatly sre quartee crvdi Gwe ealendar for

exeeprions)

‘Theste erechit = an agtedisk §*) will appear follow ing the coorse tafe o’

crurses ntmbered $777, RREE, or BP9 1 the deproe awand s slown

Anasterisk (*) indicstes gradisaie erodiv ik on tough College of

Contiuing Fducanon (Uaninmnng Laueation and Eatensw prot o 1-atl
199y

Grading policy (complote) .

A ailable onhine ot policy.umitedu Polwica/Cdicaun: bducition*

GRM)I.\ﬁTIU\N‘;CIl[l"l'S.hujﬂ

Campus records offico locatlona:

Grading definiiions

A= ochievament ihat is mdstanding relithve (0 e Tevel necessary tn
meel cOUe equicments

B~ achicsement tl is significantly bhove the level necessary o et
COMEFE fequincments

C- nchicvemen dint mtets the ¢nurse reguirements jn every respedt .

Y- achicvement that is worthy of credit esen though it fils 10 meet Tulty
ie course reyuiremenis

- sctuevemnent thal is significantly gremer than il lovel reguined 1o
et e hasice course requinemiente but i juibged to be oistanding

¥ for N = eopresents (ilure tor no credity and significs that the work was
rither (1) compleied but m n level of achicvémednt that is ot winthy
of credit of {21 & 32 aol completed snd there was no agseement
between the mstructor and the sicdent thit the stadem would be
awarted an | {see also )

1= Honnrs (weedd by Law Schoob and Medionl Schoot aaly)

T=  flncompterc) ussigned oi the discretion of e instrintor when, due
1 endraotdinary circomstances, €. bospitatizition, u student is
pren emied ltom compleiing the wink of the course on i‘nqw, equires
a writlen pgreement hetween insiictg aned stident

K = wssipnct by sy insuactor i indicite e course is g1l in progress
and that a grmde cannm e assigied of the present tine

LI« dow pass (esed by Low School onlyd

NG - nn grade reguined .

NR - prvde non separted

Q= Presents Gl stnnding achicvement for octor of Medicine and
Dacing of Verermary Modieiite piogrmns

P~ achievement designnting presing work

t) = achievemein desiganting passing work

v acourse rebaiet registration symbol

€« wchivsemen that is sati<lictory, which is eqnivalest 10 o C- o betier
o indurgrndiane stiidents (C or batter on the Duluth campus),
Gratuie and professivnal programs may csmhhsh higher stondards
fowr caming o pracke of &, -~

T= tosl crods

Vo gistration as an e o s I5or {0 nen-gedi nml-crc(hl
regisimitont

W civored by the regisnnir's offree when tw stdent officially withdraws
{ron a ennne pfter the second week:

X~ repeniad by ahe instrustar Tor o student in o sequence einrse where
the grade cunnat be detennined until the sequence s erifmplote ~ the
it s g ptthmit o grde for enich N when the sequehos ie
conmpled

W o~ msaigned foam dal 1929 1o Summer 19359 1o indicate the stwlent
cnneeted whike doing patsing work

4= assgned fram Fall 1929 (o Sumuier 1955 18 indicate the studem
vanceted while ilaing fiiling work

On thie Faan Cities commis Trom Gall 1972 throwgth ‘-‘umnkr 1477 ongl

on the Mors campus from Fafl 1972 lumigh Sunimer (99 S, the oflicii!

Unisersity transeript inctuded ondy pesinve aendemic achievements, -

Courses sy whneh the siklent received o prada of' N or a regitination

symbol of' | or W did not nppenr on the ianseApt,

1wty of Minncrom, Uneibaton ; Lininavaity if Mimesdd, Diduth l Unbarsin ot Almaesists, Mo Criventty of Minsawna, Tala Citks .
SHhthHaN TR Ditleed Adwinegounen Hinkding 212 Bl {41 T Cvttnw Towting &

Crvhomon, MN $6T16.5004 , Duluh, AN SESIZ.0001 l Ann MN S22 Shinlewt o o Wl lidl . @

IR ALERLE ME-T)R K 100 W nn Mihacapi, MN 33444 S Pawd, MY SN

Doyt ol £ e I ol DBb y Lt of Edim el af 2SS 15 o 1 e [ o, 02 ) b oanneantn o2e2d- 50 B2 AT

e OF 1w dret od QOIVER

130 WIh Tk Skywey
MAncaleg, MN 8455

Grode/Numarle Point Averago formutn
Effective Fall 1997, grade poimt vahies ware slandircdized for the
University, All units except Low use: A= .00, A- = 3,667,
N = 3,333, T = 3,000, B = 2667, (4 = 2333, C = 2,000, C- = 1407, D4
= [,333, 1) = | 000, ¥ & 0,000, ) 'ﬂﬂﬂﬂ Ko 0,000, X = 0,000, Effetiive
1all 2004, the Twin Citics campus Law Sehan] s UnivErsity siandard
groding, with the nddition oFA1 = 4,333 and excliding D+,
Nefrae 1907, mostuniis did oo gso -+, B the Duloth campus andihe
School ol Managenent useds A= 3,0, A-w 3 6, B3,
B=30, R =26, C+=23 C=20 Cew i, D= 13 [0,
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Lxeellentdnnstanding: |1-13: Subsinntiathy belwer than avempe; 8- 10;
Minimally recepable; 5-70 Inedequine (oredits conm tow ards depree
completion. ind NPA 4; Foiling: 0; Non-performsnee, (i far whh
n 0 grady was camed are nat fnclisdad in NPA ealewtation, Ordes camed
in the £4.A1 (Moster of Laws) peogrmm were: Awd (W), B=3.00, Cr 200,
D=1, Fen,00, No ¥/~ distineiions are glven.
Symbola following courso numbrers -
C~ cenificale eredit
2= on Dhilidh eampur, rogisiestion i Continglag Education, o

an Twiin Cities campurs, nn MIBA cuerse
G- Iwwtors course for esti eredit
if— hemors course ™
1= en!-ning MBA énifrse [vr oxtin m‘(hl
K~ cvating MBA erirse by independent snrdy |
I fushors coirse by independens stiady ‘
M~ ot eredit by iwdependent stady
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= lumms exlrn credis by Gdependent stidy
S - semester registrmlion (jue-1000))
T=  semesicr haiers eonrse (pro- 1904
b~ specal temm conrse tahen for extin oredit
Ve dwiners and wriling intensive
W= writing infensive :
X= covimcredit
Y indipedent sundy
7~ speciol tenm regisimtion
Additionnl notations
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*anceted menrs that all course regisirtion was canceled {i.c,., drapped)

befare ihe end of the secand week of (he 1enn.

Pegree with distinetinn Indicaies gradaainn with high GPA: degree vl
hnioes (ude) indicnies enmploion of honoes program,

Seeand Langoape Praficlciey means demonstnted intermediate
proficiency in reatling, w riling. listering, snd speaking,

Far more Information, dsit www.unin.cdu

I"nvendty of Mmneaty, Povten
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| of the facalty of the Mebical Schol, confer upom
Uhristy Marie Boraus Alsleben
S the degree of L=

~ Bortor of Medicine
fuith all #s privileges mmd obligations.

Q9L E

\
‘ 3n the fpi:ﬂ.nfﬂiippmaten, this degree is grmded fo a person foell
qualified i the stuby, disciploe, art, mad acience of medicine.

Giviens ut Miweapolis, bs the State of Momesotn,
s thixd day of May oo Housund eight.
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STATE
MEDICAL
BOARDS

Federation Credentials Verification Service (FCVS)

400 Fuller Wiser Road, Suite 300, Fulkess, TX 76039
Tel (817) 868-5000 Fax: (817) 868-5099

Verification of Graduate Medical Education

Institution: Ohio State University Hospital

Speciatty: Obstetrics and Gynecology

Attention: PROGRAM DIRECTOR

Affiliated

Address:

Columbus, OH

University:

Verification For;

Name: Boraas,_Christy Marie .

DOB: 1878
individual's Name on Record (Hf differert from above):

Program

Participation:
important:

Repor Incomplete
Traming Levels (years)
separate from those that
ware successiuily
completed.

If the traming leve! (year) is

Training Level: 1
(e.q.,1,2, 3, etc)

Specialty'Subspeciatty: Obstetrics & Gynecology -

&intemship From: 7/1/2008 To: 6/30/2009

{JResidency

CIChief Residency Successfully Completed?: BYes CINo On Progress
[Feltowship Accredited by; (DACGME  [JAOA OweeME  [ORSC [JCFPC
[JResearch . {JrRCPSC  [JAPPAP [INone ofthese *

Training Level: 2 & 3
(e.9..1.2,3 elc)

Specialty'Subspeclalty: Obstetrics & Gynecology

an a separate sheet of
paper.

cumently in progress reporl :
tha axpecied campietion Qintemship From: 7/1/2009 To: 6/30/2011
date i the “To" field. Resid
e o lg C:; f‘:g dency Successfully Completed?: [KYes [CONo Oin Progress
OFellowship Accredited by: BJACGME  [JAOA OwceME  [ORsSC [JcFPC
Retiancion o DResearch OORCPSC  [IAPPAP  [INone of these
Fellowships separately. Traiming Level: 4
raining Level: 4 . ) i
Use ane saction per (e._cl.j : tz 3,etc) SpedaltyiSubspecialty: Obstetrics & Gynecology
Department/Speciaity. H the ntemship
Departmenl/Speciay is OJResidency From: 7/1/2011 To: 6/30/2012
rotating or transilional, please] . A
pmidﬁ', a schedule of P HChief Residency Successfully Completed?: [HYes ONo Oin Progress
ratations. Fell hi
SR ows :’ Accredited by: [IACGME [JAOA  [JLCGME [RSC  [ICFPC
esearc!
JrRCPSC OAPPAP [ONone of these

Urlusual 1. Did this individual ever lake a leave of absence or break from hisfher training? ..............c.cooeeeee. (Yes [XNo
Circumstances: 2. Was this individuat ever placed on probation? ... OYes BdNo
Check the comect respanse. .
Omitied respanses require | 3. Was this individual ever disciplined or placed under investigation? .........ccccoveeri e e icenceeeae OYes [No
written axplanalion,

4_ Were any negative reports for behavioral reasons ever filed by instructors? ... Oves BN
If necessary, you may §. Were any limitations or special requirements placed upon this individual because
continue your explanation of questions of academic incompetence, disciplinary problems or any other reasen? Yes BNo

Please explaln any "Yes"” response from above:

Certification:

Completion of the following is centificatinn that the infarmation above fs an accurate account of this individual’s records and ks true
and comrect. The signature lime must contain the original signature, of the elecironic typed signature, of the program director
(M.D./D.O. onty).

Name: __Philip Samuels, MD Signature: Philip Samuels, MD

Title of Slgnatory : _Program Director

(e.g., Program Direclor)

Tal: 614-293-3773

Date of Signature: _6/2/14

Fax: 614-293-5877 E-Mai: samuels 8@osu.edu

Rev. 053072014

FCVS ID: 232601 FID: 215194325  CODE: 109103



mailto:samuels.8@osu.edu
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: - Ffdfr‘riaﬂﬁi
F CVS FEDERATION CREDENTIALS App-llcant Reported &1%}15 -
: | VERIFICATION SERVICE Unusual Circumstances % MERIGAL <
*"@,gr"rr
Page 10of 1
Graduate Medical Education
Medical Professional Name: Christy Marie Boraas
Ohio State University Hospitat
Obstetrics and Gynecology
Unusual Circumstances
Did you have any interruption(s) or extension(s) in your medical education? Yes No
Were you ever placed on probation? Yes No
Were you ever disciplined or placed under investigation? Yes No
Were any negative reports for behavioral reasons ever filed by instructors? Yes No
Were any limitations or special requirements imposed on you because of
academic performance, incompetence, disciplinary problems or for
any other reason?
Yes No
End of report for: Christy Marie Boraas
PROVIDED BY
APPLICANT
[ 400 FULLER WI1SER ROAD | SUITE 300 | EULESS, TX 76039 TEL(B8I17)8B6B-5000 FAX(B17)B68-5099 '

£ 1996 Faderaton of State Medical Boards
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Program Director

%Zrﬁm

Senior Vice President for Health Sciences
CEQ, The Ohioc State University
Wexner Medical Center

@\ | Wexner
I

Medical

o [mm\_ N\ | Center

The Ohio State University Wexner Medical Center
Mount Carmel Health System

This document certifies that

%Zﬂ@j Beraas Hsleben, G, @W@)

has SUCCC-SSfI.lﬂy completed a Graduate Medical Education program in

Clbstetrics and gymo@#

awarded this date
uu' SO, 2072

' Aéocuate Program Director

Mount Carmel Health System

W‘/E S:wt[ad
Director of Medical Educat on
Mount Carmel Health System

PrC'Sldent and Chle%cer

Mount Carmel Health System

e,

MOLUNT CARMEL

o onrme i e 4 an 4 e e s

twod4 55:27 plES-28-AdW

Vil ol asdens

Professor and Chair

/e

hie ical Officer

Dean, College of Medicine
Vice President for Health Sciences

1-1:368d
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STATEES
MEDICAL
BOARDS

Federation Credentials Verification Service (FCVS)

400 Fuller Wiser Road, Suite 300, Fuless, TX 76039
Tet (817) 868-5000 Fax: (817) 868-5099

Verification of Graduate Medical Education

Address:

Institution: University of Pittsburgh
Speciatty: Family Planning

Pittsburgh, PA

Attention: Program Director

Affilkated

University:_University of Pittsburgh

Verification For:

Name: Boraas, Christy Marie
DOB: 11/27/1878
Individual's Name on Record (If different from above):

Training Level: 5-8

on a sepamte sheet of
paper.

Program ©a.1.2.3,elc) SpedaltylSubspecialty: Family Planning
Participation: i
e Dlintemship From: 07/01/2012 To: 07/11/2014
:W:‘: . " [OResidency
T;F':rr:mgnlf:v:::. a(:; s CIChief Residency Successfully Completed?: [Yes OnNo BJin Progress
separate from those that BHFellowshp Accredited by: (JACGME  [JAOA OwceME  [OJRsc  [CFPC
weore succassiully
completed. [CResearch Orcesc OAPPAP  [KINone of these
Training Leves:
If the training level (yean is | (e.g.. 1. 2.3. etc) Speclalty!Subspeclalty
currenlly in progress report :
the expected complation Uintemship From: / [/ To: [/ |/
dete in the “To™ field. [OResidency
ed?: Y\ No In P
CiChief Residency Successfully Completed?: [JYes O Oin Progress
JFeltowship Accredited by: (JACGME  [JAOA COLCGME ORrscC OcFpPc
i
Resendios and [IResearch ORCPSC  [JAPPAP  [INone of these
Fallowships separately.
Training Level: . )
Usa one sedtion per fe.qn..1.2,3, et-c.) SpecialtySubs pecialty.
Department/Spacialty. If the Ointemship
Department/Specialty is [Residency From: _/ / To:_ 1 |/
rotating ef transilicnal, please A i
provide a schodule of [Chief Residency Successtully Completed?: [JYes ONo Oin Progress
fotations. {IFellowship .
ClResearch Accredited by: [JACGME  [JAOA OwseME  [ORsC OcFPc
ORrcCPSC OAPPAP  [None of these
Unusual N . -
i 1. Did this individual ever take a ieave of absence or break from hisher training? ..............ccoccinn Myes OwNo
Circumstances: 2 Was this individual ever placed on PraBatIoN? ..........oooiee e et see et see e e e e OYes XNo
Check the comect response.
Omitted responses require | 3. Was this individual ever disciplined or placed under investigation? ........ccccovvveevviriniivinrree e rerees Yes XNo
writen explanalion,
4. Were any negative reports for behavioral reasons ever filed by inStructors? ...........covvveevreivee e [ Y€S BNo
if nece . you may 5. Were any limitations or special requirements placed upon this individual because
continue your explanation of questions of academic incompetence, disciplinary problems or any other reason? OYes HNo

Please explain any "Yes” response from above:

matetnity leave

Certification:

Camplation of the following is certification 1het the information above is an accurate account af this individual's records end is true
and comreci. The signature lime must contain the original signaiure, of the electronic typed signature, of lhe program direclor
{M.D.D.O. only}.

Name: Beatrice A. Chen. MD MPH Signa‘lure Beatrice A. C]Jen, MD MPH

Title of Signatory : Fellowship director

(c.g., Program Director)

Teh: 412-641-1403

Date of Signature: _&5/14

Fax: 412-641-1133 E-Mai: chenba@uptme.edu

Rev. 06/05/2014

FCVS ID: 232601 FID: 215194325  CODE: 122559
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- Federaiion o Y
¥ ¥, FEDERATION CREDENTIALS Apphcant Reported STATE &
FCVS | veniricinon seavice Unusual Circumstances % MEDICAL 4
4 Tt BLEELE X
Page 1 of 1
Graduate Medical Education
Medical Professional Name: Christy Marie Boraas
University of Pittsburgh
Family Planning
Unusual Circumstances
Did you have any interruption(s) or extension(s) in your medical education? Yes No
Were you ever placed on probation? Yes No
Were you ever disciplined or placed under investigation? Yes No
Were any negative reports for behavioral reasons ever filed by instructors? Yes No
Were any limitations or special requirements imposed on you because of
academic performance, incompetence, disciplinary problems or for
any other reason?
Yes No
End of report for: Christy Marie Boraas
PROVIDED BY
APPLICANT
I 400 FULLER WISER ROAD | SUITE 300 | EULESS, TX 76039 TEL(B17)B68B-5000 FAX{(BIT)868B-5099 l

© 1996 Federation of State Medical Boards
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US‘MLE United States Medical Licensing Examination® (USMLE®)

__United States Certified Transcript of Scores
- Mtdlt‘M - This document was prepared by the
. Licensi ng ) Federation of State Medical Boards of the United States, Inc.
Cxaminntion Federation Place, 400 Fuller Wiser Road, Suite 300, Euless, TX 76039-3856 — Telephone (817) 868-4000
- - .yl

Date : 05/28/2014
Recipient:

Federation Credentials Verification Service
ATIN: FCVS

Packet ID: 232601

Examinee ID¥:  5-170-123-3
Examinee: Boraas, Christy Marie Date of Birth: .1973
Alt Name(s): Boraas Alsleben, Christy Marie

Results for Steps taken by this examinee (and for which resulis have beenr 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/fail outcomes are based upon the minimum passing level 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 resulis
are reported on a three-digit scale only; two-digit scores reported for prior administrations will no longer be reported. Test results
reported as passing represent an exam score of 75 or higher on a two-digit scoring scale.

[USMLE sTEP 1

Test Date Pass/Fail Total MP Comments
06/15/2006 Pass 229 {182)

USMLE STEP 2

Clinical Knowledge (CK)
Test Date Pass/Fail Total MP Comments
01/29/2008 Pass ; 217 (184)

Clinical Skills (CS)*
Test Date Pass/Fail Total MP Comments
11/09/2007 Pass

USMLE STEP 3 |
Test Date Pass/Fail Total MP Comments

OHIO 04/1372010 Pass 211 (187}

NOTE:; A search of the Board Action Dala Bank of the Federation of State Medical Boards (FSMB) reveals no reported information on this examinee.

This document was printed from a secure website and accurately reflects score information mainfained by the FSMB.
cDs vO51221 27347913 ) Page 1ol 2



Boraas, Christy Marie

Examinee:

INTERPRETATION OF RESULTS

USMLE transcripts include a complete examination history. On
those Step examinations for which numenic scores are reported, a
three-digit scale is used. Most scores fall between l40and 260 on
this scale. The recommended minimum passing score is shown on
the front of the transcript next to the examinee’s score for each
administration along with a pass/fail outcome. Test results reported
as passing represent an exam score of 75or higher on a two-digit
scoring scale. The level of proficiency required o0 meet the
recommended minimum passing level for cach USMLE Step is
reviewed periodically and is subject to change. Such chanpges do not
alter pass/fail outcomes from prior test administrations.

For exeminations with reported scores, the Standard Emor of
,Measurcment (SEM) provides an index of the variation that would
be expected 10 occur H an examince were lested repeatedly using
different sets of items covering similar content. The SEM is usually
in the range of 4 to 8 points,

STEP 2 CLINICAL SKILLS (CS)
Step 2CS results are reporied as pass or fail, with ne numeric score
Had the two-digit reporting scale been used, examinees would have
had to achieve a score of 75 or higher in order to pass.

ANNOTATIONS APPEARING UNDER “COMMENTS”
Circumstances in connection with an administration shown on this
transcript may result in one or more annotations listed next to the
score. A description of each Comment is provided below:

Indeterminate - Results are at or above the passing level but cannot
be «ceniified as representing a valid measure of the examinees
knowledge or competence as sampled by the examination. No score
is reported. Information regarding the nature of the indeterminate
score is available. If such information is not enclosed with this
transeript, it may be obtained by contacting the organization from
which you received the transcript or the USMLE Secretariat, 3750
Market Street, Philadelphia, PA 19104, telephone (215) 590-9700.

Incomplete - The examinee sat for some, but not alt, of the
scheduled examination. No score is reported.

This docnment was prepared by the
Federation of State Medical Boards of the United States, Inc.
Federation Place, 40 Fuller Wiser Road, Suite 300, Euless, TX 76039-3856 — Telephone (817) 868-4000

Examinee ID#:  5-170-123-2
Date of Birth: .’1973

Irregular Behavior - The Commitiee for Individualized Review
determined that the examinee engaged in imregular  behavior.
Examples of imegular behavior are described in the cumrent edition
of the USMLE Bulletin of Information. Information reparding the
nature of the irregular behavior and the determination of the
Committee is available. H such information is not enclosed with
this transcript, it may be obtained by contacting the organization
from which you received the transcript or the USMLE Secretriat,
3750 Market Street, Philadelphia, PA 19104, telephone (215)
590-5700.

Score Not Available - The score is not available. Further review
and/or analysis may be pending, or it may have been determined that
the score cannot be reported.

’
Test Accommodations - Following review and approval of a
request from the examinee, test accommodations were provided in
the administration of the examination.

ANNOTATIONS APPEARING AS “NOTE”
Circumstances pol in connection with an administration shown on
this transcript may result in one or more annotations and &n
explanation or instructions to contact the appropriate individual or
organization. The Note will appear at the end of the document.

BOARD ACTION DATA BANK INFORMATION
APPEARING AS “NOTE™
The Board Action Data Bank of the Fedemation of State Medical
Boards (FSMB) contains actions reported to the FSMB by U.S.
licensing and disciplinary boards, Canadian licensing authorities,
the US. Armmed Forces, the U.5. Department of Health and Human
Services, and other credentialing entities. To be included in the
Data Bank, an action must be a matter of public record or be legally
releasable to state medical boards or other entities with recognized
authority to review physician credentials.  Certain actions reported
to and released by the Board Action Data Bank are not disciplinary
or otherwise prejudicial in nature. Such actions are reporied to
ensure that records are complete and to assist in preventing
misrepresentation or the wse of lost or stolen credentials by
unauthorized persons. Once reported to the FSMB, an action
becomes part of the permanemt record of the individual physician,
and the existence of such an action may be indicated on the USMLE
transcript by a Note. 4/2013

This document was printed from a secure website and accurately reflects score information maintained by the FSMB.

cDS V051221

27347913

Page 2of 2



30E. Broad Street, 3 Floor e Columbus, OH 43215-6127 o (614) 466-3934 « Website: htip://med.ohjofgov/
JUN 310 20%

VERIFICATION OF LICENSURE

This is to verify that the records of the State Medical Board of Ohio contam the following -
information for the indicated licensee as of 06/25/2014:

Identification Information

Name and Address: Dr. Christy Marie Boraas Alsleben
. 700 Ackerman Road
Suite #570
-Columbus, OH 43202 .

Date of Birth: 11/27/1978
Place of Birth: Willmar, MN
School of Graduation: Umver51ty of anesota Medical School - Minneapolis
Date of Graduation: 05/03/08

_License Information

Type of License: ' MD Training Certificate

License Number: 57. 014608
How I[ssued:

Original Licensure Date: 07/28/2008
Expiration Date: 06/29/2012
Status: . ' INACTIVE

Formal Disciplinary Actlon No

T

Jonathan Blanton
Interim Executive Director
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COMMONWEALTH OF PENNSYLVANIA
: DEPARTMENT OF STATE
BUREAU OF PROFESSIONAL AND OCCUPATIONAL AFFAIRS
. P. Q. Box 2649
Harrisburg, PA 17105-2649
www dos.state.pa.us

May 30, 2014

CERTIFICATION OF LICENSE

' A P AN
This i to _certify that the mdwldual or busmesslnamed beiow is.licensed by the Department of State,

Bureau of Professwnal and Occup%ogl Affairs: x—\

"'CH\'RISTY MARIE BORAAS ALSLEBEN

ORIGI]\IAL LICENSURE DATE
LAAVLS

EXPIRATION DATE

Vil

oswngsfzmz
12/31/2014

JSTATUS — L)

\

The license is in good standing
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MAILING ADDRESS: COURIER ADDRESS:

STATE BOARD OF MEDICINE

PO BOX 2649 st-medicine@pa.qov 2601 North Third Street
Harrisburg, PA 17105-2649 717-783-1400 or 717-787-2381 Harrisburg, PA 17110

REQUEST FOR CERTIFICATION OF LICENSURE

« FEE: To obtain a certification of your license, you must complete this form and return it to the
mailing address listed above with a $15 fee (check or money order payable to the “Commonwealth
of Pennsylvania.”

» There is a $20 charge for all checks returned “NOT PAID” regardless of the reason for non-payment.

LICENSEE INFORMATION

Last First Middle Maiden
e EES | porads Alsleblin ChiriSTy MarE, Boraas
| SOCIAL SECURITY
lﬁlgpﬁggg: N byygg22- NUMBER:
TELEPHONE
e, | R |- | CEN)

LICENSEE'S
ADDRESS:

pA 1§28 T

‘State Zip Code ,':1

i!l MAY 3 0 2014

il
U/

MAILING INFORMATION

PLEASE PROVIDE THE NAME AND ADDRESS WHERE THE COMPLETED CERTIFICATION SHOULD BE MAILED

PLEASE NOTE: Effective May 19, 2008, Letters of Good Standing/Verifications of Licensure will only be sent to
another licensing board directly from our office. These verification documents will no longer be provided to
licensees or credentialing agencies. Licensing boards in the United States have been made aware of this policy.

If you provide an address OTHER than an official state board or licensing authority address, your request will not be

completed and will be returned to you.

NAME of | 14 0 Sof boam{ o.F/ULea(A cud PraOf'fLﬂ

BOARD:
Wiivers i bovk Plaza, 2829 Winasitg Ave. (g, Stite 500

: . So%Iy—
CITY: M‘V‘M”"f""&s STATE: MN CODE: le}t

STREET:



mailto:st-medicine@pa.gov

Licensure Verification (UA Form #1)

i FOR PHYSICIAN

l 'A l UNIFORM APPLICATION

STATE LICENSURE

Applicant: Send this form to each board with which you have ever held a ticense.

Applicants:

Complete Section 1.
In the Authorization
area, list the board
that needs to verify
your license as well as
your license number,
Type or print legibly.

Send this form and any
required fee for this
verification to the
authorizing board.

Copy this form for
multiple licenses.

Section 1: Applicant Information

Boraas Alsledoetn

Last name: Suffix;
First name: Q’/'V'l g‘fv{
Middle name: MMI .?,

Date of birth: -‘ ‘l 1 8 Social Security number*: -

*The social security number is to be used for purposes of identification only and may not be used for any other reason,
In listing the Board information below, please reference hitp://www.fsmb.org/directory smb.html.
Name of Board applying to: }MV;M;OM Doard O‘FW& M/z ? racile
Board address: W‘VMIH PM Mﬂ ZA R 22724 Whives s IM Ne
Board city/state/zip code: A/\lmmﬂﬂ/{v&&xﬂ MN 6;LH u- 22 "f'L:

Authorization: | am applying for a license to practice medicine. The Board 1 am applying to requires that
this form be completed by each state or Canadian province in which | hold or have held licenses, whether
now current or not. | authorize the licensing agency of the state/province of b-&{n[nf y val.ﬂ_ to
provide any and all information pertaining to license number A1 D Hﬂ E %2 L to ihig Board listed above.

Applicant signature: /-\ //ﬂf Date: g/’@/?fo f“ll'

Smlfc 500

State Licensing Board
or Canadian Province:

Please complete
Section 2. Send this
form to the board at
the address listed in
Section 1. Do not send
this form to FSMB.

Uniform Application for Physician State Licensure - Licensure Verification
Licensing Board: Send this form to the state board listed in secfion 1.

Section 2: Licensure Verification

Name of Licensee:

Last First Middle Suffix

License type: License number:

Issue date: Expiration date:

Is this license current? [_] Yes [ ] No If not current, please explain:

1. Have formal disciplinary proceedings been initiated against applicant’s license by a disciplinary authority
in your state? [} Yes [ | No [] Cannot answer under state law

If yes, please explain:

2. Has the applicant ever been warned, cens Ted[qglacea_gn pro. hation; :foli:nal consent, reprimand, or in any
other manner disciplined, or has the appl:chys cénse [ever tgen refoked, suspended, or, in any other

manner, limited by a licensing or disciplinary [authority in your state? i _

[Jyes [ No [] Cannot answer under siate talAY 30 2044

If yes, please explain: ) -

L. -
| CERTIFY THAT to the best of my knowledge and belief, the foregoing is a true, accurate, and
complete statement of the record of the individual named on this form.

Signature:
AFFIX BOARD SEAL HERE Print name:
(If no seal is avaifable, this form must be notarized.) Title:

Date:

Emait:

© June 2013 Federation of State Medical Boards
Do not send this form to FSMB.
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412 UPMC

FAX -COVER SHEET
To:

From:

Fax number:
Teiephone number:

Date:
- Re:
Number of pages:

01:33:38 p.m. 05-27-2014

Minnesota Board of Medical Practice
Fax; 612-617-2166

Yvette Taylor, MTS

Medical Staff Office
Magee-Womens Hospital of UPMC
300 Halket Street, Room 2206
Pittsburgh, PA 15213
412-641-5497

412-641-4075

May 27, 2014
Christy Boraas, MD
2(including cover page)

This facsimile contains privileged and confidentlal information intended only for the use of the named recipient. If you are
not the intended recipient of this facsimile or the empioyee or agent responsible for delivering to the intended recipient,
you are hereby notified that any dissemination or copying of this facsimile is strictly prohibited. If you have received this
facsimile in error, please nolify the sender immediately and destroy this facsimile.

If this transimission contains patient information, this information has been disclosed to you from records whose
confidentiality is protected by state and federal law. Federal requlations (42 CFR Pant 2} prohibits you from making any
further disclosure of this information without the specific written authorization of the person to whom it pertains or as
othervise permitted by such regulations.

172



412

UPMC 01:33:47 p.m, 05-27-2014 212

f Magee-Womens Hospital

af Universiey of Pittsbirrgly Medical Cener

May 27, 2014

RE: Christy Boraas, MD

Yvette Taylor

Credentialing Coordinator, Medical Staff Office
Magee-Womens Hospital of UPMC

In response to your request for information regarding the above Referenced practitioner,
we are able to verify the following:

Department: Obstetrics and Gynecology
Section:

Primary Specialty: Obstetrics and Gynecology
Expertise:

Current Status: Resignation Pending

Staff Category: Courtesy

Admitting Privileges: Yes

Temporary Privileges: 07/01/2012
Appointment Date: 07/09/2012

Resignation Date: 07/09/2012

The practitioner is/was in good standing at Magee-Womens Hospital with no disciplinary
actions or reduction in clinical privileges/scope of practice, having met all requirements
for Medical Staff/Professional Staff membership/affiliation, including professional,
moral, ethical and physical requircments.

Magee-Womens Hospital is accredited by the Joint Commission and is a Medicare
Participating Facility. This letter shall serve as attestation that the above listed

. practitioner has been fully credentialed in accordance with requirements as established by

the Joint Commission, NCQA, HFAP and CMS as applicable. The file maintained for
this practitioner is complete, accurate and up to date.

If you need additional information. please contact the Mecdical Staff Office by phone at
412-641-4075, by fax 412-641-5497 or by e-mail at CVOMagee-Womens @upmc.cdu.

Sincerely,

A
Lot oyl

. /
" The Magec-Womens Hospital Medical Staff Officc.


mailto:CVOMagee-Womens@upmc.edu.

MINNESOTA BOARD OF MEDICAL PRACTICE

University Park Plaza * 2829 University Avenue SE Suite 500 + Minneapolis, MN 55414-3246
Telephone (612) 617-2130 * Fax (612) 617-2166 « www.bmp.state.y

MN Relay Service for Hearing Impaired (800) 62 _:-.'-:"‘\""m

Addendum 5

Physician Recommendation Form (1)

This form must be completed and mailed directly to the Minnesota Board of Medical Practice by two US or
Canadian licensed physicians with whom applicant has worked during the last five years, has known applicant
for more than one year and who can testify to applicant’s character, personal reputation, background and
professional ability. This form does not have to be filled out by the same physicians you have listed in Addendum
7. The applicant’s signature authorizes release of information, favorable or otherwise, directly to the Board.

TRA4L IS M.
[}

Print Name

Date 9//’)/’"!"

Signature

The physician serving as a reference completes the following:

Recommendation for: {print name of physician applicant) Cb\(\f‘(\{ ‘PJF’Y",U\S
{

1. How long have you known the applicant? 2 \!mr%

2. What has bee_n_thq nature of your'rfalat_ionship with the applicant? COUeAqu, e ‘L+
M uul‘qnq&\{ of ¢ d‘\;‘itﬂw'x /
iy T - . — ] - ;
3. How would you characterize the moral and professional conduct of the applicant?, Qﬂ' Dr. Bevaas

Q\WR\!S {MAMAL:R ‘\MS&\G ?\U@g(q\\nql‘),_‘-‘l‘ MQVRQ‘Q_.?‘

4. Would you recommend that the applicant be approved for licensure for the independent, unrestricted
practice of medicine? ‘{cs . Abselid ln)

5. Circle the word({s) which best describes this applicant. *Please attach a letter of explanation

A. Marginal* [Fuliy Meets Standards > Clinical Skills

B. YES* NO, - Any indication of chemical dependency?

C.  YES¥ - Any indication of malprescribing?
Completed by:

Printed Name G(’Tl"'wl“" CWM Signature[‘;@ku.w

S

Health Profession MU - ob ’ G‘]‘N License # MDUY ‘2.0.'5'\"" State PA :
pate %[13lig _ Phone 2.4-3%% - {226 Fax M(2- Lul-1(BY
AEmétiI o\«a”e'\l cA Q u_{')mc . 'édiu ~

Ty

NOTE: The physician serving as o reference for the opplicont must forward the completed form directly to the
Minnesota Board of Medicol Practice, University Pork Plaza, 2829 University Avenue SE, Suite 500, Minneapolis, MN 55414-3246

Minnesota Board of Medical Practice ) . 0 Addendum 5, Form 1 of 2
Applicant’s Name: WﬁYﬁﬂ S Last 4 Digits of SS- Date: [ f
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MINNESOTA BOARD OF MEDICAL PRACTICE

University Park Plaza + 2829 University Avenue SE Suite 500 + Minneapolis, MN 55414-3246
Telephone (612) 617-2130 « Fax (612) 617-2166 * www.bmp.state.mn.us
MN Relay Service for Hearing Impaired (800) 627-3529

Addendum 5

Physician Recommendation Form (2}

This form must be completed and mailed directly to the Minnesota Board of Medical Practice by two US or
Canadian licensed physicians with whom applicant has worked during the last five years, has known applicant
for more than one year and who can testify to applicant’s character, personal reputation, background and
professional ability. This form does not have to be filled out by the same physicians you have listed in Addendum
7. The applicant’s signature authorizes release of information, favorable or otherwise, directly to the Board.

¢ o&'m(rrx’/ M.

Print Name

Signature

Date 5‘/(%//%

The physician serving as a reference completes the following:

Recommendation for: {print name of physician applicant) %‘\“"1 Boraas

1. How long have you known the appllcant? g VM.AD
2. What has been the nature of your relatlonshlp with the applicant? FE -4“'9 A‘H"’V\ Cﬂ-\‘ed— JWU”V
!

3. How would you characterize the moral and professional conduct of the applicant? VEM Cvnu&dwm

dedngul W Lot IUEH.) profisivened

4. Would you recommend that the applicant be approved for licensure for the independent, unrestricted
practice of medicine? Y-u

5. Circle the word{s) which best describes this applicant. *Please attach a letter of explanation

- Clinical Skills
- Any indication of chemical dependency?
- Any indication of maiprescribing?

Futl'y Meets Standards

a.  Marginal*
b. YES*
c.  YES*

Completed by:

Printed Name 'Eealnu OLIA Signature W

Health Profession Ok é\“’m\ License # anY}UﬁU State IOA’
Date {ﬂt-{/f‘-[ Pl'\ljone LHQ- bL”’HOB Fax 412 -’E“”’/ 173
Email Chénba @ (k?gﬂu.-du

NOTE: The physician serving as a reference for the applicant must forword the completed form directly to the
Minnesoto Board of Medical Practice, University Pork Plaza, 2829 University Avenue SE, Suite 500, Minneapolis, MN 55414-3246

Minnesota Board of Medical Practice Addendum 5, Form 2 of 2
Applicant’s Name: C tl, oy 44 .( Last 4 Digits of SSN Date: Q l 13 /1 '_-i‘_'
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TS Physician Profile

Name and Mailing Address Primary Office Address

CHRISTY M BORAAS ALSLEBEN MD

7210 WHIPPLE 5T 300 HALKET ST

PITTSBURGH PA 15218-2010 PITTSBURGH PA 15213-3108
Phone UNKNOWN

Birth date .]978

Physician's major professional activity OFFICE BASED PRACTICE

Sclf-designated practice specialty =~ OBSTETRICS & GYNECOLOGY (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 Associalion nor does it imply venification by a member board of the Amarican Board of Medical Speciallies (ABMS) or
that the physician has been trained or hes special competence to practice the SDPS.

AMA membership status NON MEMBER

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

Current and/or historical NPI information

Natjonal Provider Enumeration  Deactivation Reactivation Replaccment  Last reported
Identifier (NP1} date datc datc number date
1750544581 07/02/2008 NOT RPTD NOT RPTD NOT RPTD  05/18/2014

:Curreni and/or historical medical school

UNIV OF MN MED SCH, MINNEAPOLIS MN 55455
Decgree Awarded: Yes
Degree Year: 2008

AMA files checked 572012014 09:54:59 AMA Physician Profife for Christy M Bomas Alsleben MD

€: 2013 by the American Medical Association

Page 1 of 5
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Current and/or historical post graduate medical training programs accredited by the Accreditation Council for
Graduate Mcdical Education (ACGME)

Beginning with the 2010 cycle of the National GME Census, post-graduate tralning segments will include the name of the program
attended in addition to the sponsoring Institution. Program-level information prior to 2010 will not be available for reporting. Future
training dates, as reported by the program, should be interpreted as "In progress” or "current” with the profected date of completion.

Post-graduate training performed at accredited asteopathic 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 entlties as equivalent to training
performed in a US program accredited by ACGME.

Sponsoring Institution: OH STATE UNIV HOSP

Sponsoring State: OHIO

Program name: OHIO STATE UNIVERSITY HOSPITAL PROGRAM
Specialty: OBSTETRICS & GYNECOLOGY

Dates: 0772008 . 06/2012  (Being Reverified)

If you have discrepant information, please submit a Request for Ipvestigation to the AMA so that we may verify the information with the
primary source(s). See the last page of this Profile for instructions on how to report a data discrepancy.

Current and/or historical medical licensure . : . ]
MD/ Date Expiration License Last

Jurisdiction DO granted date Status type reported

PENNSYLVANIA MD 05/16/2012 12/31/2014 ACTIVE UNLIMITED  04/24/2014

OHIO ’ MD 07/28/2008  06/29/2012 INACTIVE RESIDENT 05/06/2014

ECFMG Certfication ]

Applieant Number:

The Educational Commission for Foreign Medical Graduates (ECFMG) applicant Identification number does not imply current
ECFMG certification status. To vertly ECFMG status, contact the ECFMG Certification Verification Service online at

htips:fevsonlineZ ecfmg.org/

AMA files checked 52012014 09:54:59 AMA Physician Profile for Chnisty M Bomas Alsleben MD Page20of §

€ 2014 by the Americon Medical Association
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[U.S. Drug Enforcemcnt Administration (DEA)

DEA : Expiration Last Reported
number Schedule date date Address:
KXXXXXT11 22N 33N 45 07/31/2015 05/05/2014 300 Halket St, Pittsburgh, PA

15213-3108

Only the last three characters of active DEA numbers are displayed

Many states require their own controlled substances registration/license. Flease check with your state !icens;:ng authority for
requirement information as the AMA does not maintain this information.

Specially Board Cerfification

Specialty Board Certification(s) by one or more of the 24 boards recognized by the American Board of Medical Specialties
(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, posigraduate medical training, ABMS Board certification, and
Federal DEA registration.

AMA files checked 57202014 09:54;59 AMA Physician Profile for Christy M Boraas Alsleben MD Page 3 of 3

£: 2014 by the American Medical Association
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Certifying board: TO DATE, THERE HAVE BEEN NO BOARD CERTIFICATIONS REPORTED.
Certificate:
Certificate type:

Effective Expiration Reverification Last Reported
Duration Date Date Date Occurrence Date

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
appropriate specialty board directly for this information.

This information is proprietary date maintained in a copyrighted database compilation owned by the American Board of Medical
Specialiies (ABMS). Copyright 2014 American Board of Medical Specialiies. Al right reserved.

Action notifications

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
Adminstration or the US Public Health Service.

AMA files checked 572072014 09:54:59 AMA Physicinn Profile for Christy M Bornns Alsleben MD Page 4 of 3

© 2014 by the American Medicnl Association
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Additional Information ' ]
To date, there is no additional information for this physician on file.

The content of the AMA Physician Profile is intended to assist with credentialing. An organization's appropriate 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 onto our website (www.ama-assn.org/go/amaprofiles)
and go to the order detail page. Select the ‘D’ following the physician's name and enter the data in questions. Or you can mark
the issues on a copy of the profile and mail or fax to:

American Medical Association
Division of Database Products
Attn: Physician Products Portfolio
AMA Plaza

330 N. Wabash Ave., Suite 39300
Chicago, IL 60611-5885

Fax: (312)464-5900

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

AMA files checked 572003014 09:54:59 AMA Physician Profile for Cliristy M Boraas Alsleben ML) Page Sof 5

© 2014 by the American Medical Association
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PRACTITIONER PROFILE

Prepared for:

Minnesota Board of Medicine

As of Date:5/20/2014

PRACTITIONER INFORMATION
Name:

DOB:

Medical School:

Christy Marie Boraas Alsleben

1112711978

University of Minnesota Medical Schoo! - Minneapolis

Minneapolis, Minnesota, UNITED STATES

Year of Grad: 2008
Degree Type: MD
BOARD ACTIONS

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

LICENSE HISTORY

Jurisdiction License Number Issue Date

PENNSYLVANIA MD445822

5/16/2012

Expiration Date
12/31/2014

Last Reported

4/1/2014

PLEASE NOTE: For more information regarding the above data, please contact the reporting board or reporting agency. The information
contained in this report was supplied by the respective state medical boards and other reporting agencies. The Federation makes no
representations or warranties, either express or implied, as to the accuracy, completeness cr 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,
modified ar repraduced in whole or in parnt without the prior writlen consent of the Federation of State Medical Boards.

[ 400 FULLER WISER ROAD EULESS, TX 76039 | TEL{B17)868 4000 | FAX (817)868 4099

}

© 2014 FEDERATION OF STATE MEDICAL BOARDS

Page 1 of 1
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the D ataB ank ”““Nllll ”nm Process Date: 05/16/2014

Page: 1 of 1

P.O. Box 10832
Chantilly, VA 20153-0832

hitp://www.npdb.hrsa.gov

To: BORAAS, CHIRSTY MARIE

From: National Practitioner Data Bank

Re: Response to Your Seli-Query

The enclosed information is released by the National Practitioner Data Bank {NPDB) for restricted use under the provisions of Title IV of Public
Law 99-660, the Health Care Quality Improvement Act of 1986, as amended; Section 1921 of the Social Security Act; and Section 1128E of the
Social Security Act. ’

Title IV established the NPDB as an information clearinghouse to collect and release certain information related to malpractice payment history
and protessional competence or conduct of physicians, dentists, and other licensed health care practitioners.

Section 1921 of the Social Security Act expanded the scope of the NPDB. Section 1921 was enacted to protect program beneficiaries from
unfit health care practitioners, and to improve the anti-fraud provisions of federal and state health care programs. Section 1921 authorizes the
NPDB to collect certain adverse actions taken by state licensing and certification authorities, peer review organizations, and private
accreditation organizations, as well as final adverse actions taken by state faw or fraud enforcement agencies {(including, but not limited to,
state law enforcement agencies, state Medicaid Fraud Control Units, and state agencies administering or supervising the administration of a
state health care program), against health care practitioners, health care entities, providers and suppliers.

Section 1128E of the Social Security Act was added by Section 221(a) of Public Law 104-191, the Health Insurance Portability and
Accountability Act of 1996. The statute established a national data collection program {formerly known as the Healthcare Integrity and
Protection Data Bank) to combat fraud and abuse in health care delivery and to improve the quality of patient care. Section 1128E information
is now collected and disclosed by the NPDB as a result of amendments made by Section 6403 of the Affordable Care Act of 2010, Public Law
111-148. Section 1128E information includes certain final adverse actions taken by federal agencies and health plans against health care
practitioners, providers, and suppliers.

Regulaticns governing the NPDB are codified at 45 CFR part 60. Respohsibility for operating the NPDB resides with the Secretary of the U.S.
Department of Health and Human Services (HHS), and HRSA, Division of Practitioner Data Banks.

Reports from the NPDB contain fimited summary information and should be used in conjunction with information from other sources in granting
privileges, or in making employment, affiliation, contracting or licensure decisions. NPDB responses may contain more than one report on a
particular incident, if two or more aclions were taken as a result of a single incident (e.g., an exclusion from a federal or state health care
program and an adverse licensure action). The NPDB is a flagging system, and a report may be included for a variety of reasons that do not
necessarily reflect adversely on the professional competence or conduct of the subject named in the report.

All information received from the NPDB is considered confidential and must be used solely for the purpose for which it was disclosed. Further,
ANY PERSON WHO VICLATES THE CONFIDENTIALITY PROVISIONS AS SPECIFIED IN TITLE IV OF PUBLIC LAW 99-660, AS
AMENDED, IS SUBJECT TO A CIVIL MONEY PENALTY OF UP TO $11,000 FOR EACH VIOLATION. Subjects of reports who obtain
information about themselves from the NPDB are permitted 1o share that information with anyone they choose.

If you require additional assistance, visit the NFDB web site (http://www.npdb.hrsa.gov) or contact the NPDB Customer Service Center at 1-

800-767-6732 (TDD: 1-703-802-9395). Information Specialisis are available to speak with you weekdays from 8:30 a.m. to 6:00 p.m. (5:30
p.m. on Fridays) Eastern Time. The NPDB Customer Service Center is closed on all Federal holidays.

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY
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5500000089286620
tHEDataBank Process Date: 05/16/2014
Page: 1 of 1

P.O. Box 10832
Chantilly, VA 20153-0832

http:/iwww.npdb.hrsa.gov

BORAAS, CHIRSTY MARIE - SELF-QUERY RESPONSE

A. SUBJECT IDENTIFICATION INFORMATION (Recipients should verify that subject identified is, in fact, the subject of interest.)
Practitioner Name: BORAAS, CHIRSTY MARIE '

Date of Birth: /19718 Gender: FEMALE

Other Name(s) Used: S ALSLEBEN, CHRISTY MARIE

Work Address: 7 LE ST, PITTSBURGH, PA 15218-2010

Social Security Number: w DEA: FB3217711, FB3398888
NPI: 1750544581

License: PHYSICIAN (MD), MD445822, PA, OBSTETRICS & GYNECOLOGY
Professional School(s): UNIVERSITY OF MINNESOTA MEDICAL CENTER, FAIRVIEW (2008}

B I R

[ TN
B
a5

(B. PAYMENT.INFORMATION -~ -
Credit Card Information:

N Tt
e, Wy

NPDB Charge: $8.00* NPDB Bill Reference Number: N33950546
* Each charge will appear separately on your credil card statement.
Transaction Date: 05/16/2014 Additional Paper Copies Requested: 0

C. SUMMARY OF,FIEPORTS‘_ON FILE WITH THE DATA BANK AS OF 05/16/2014

The following report types have been searched:

Medical Malpractice Payment Report{s): No Reports Health Pian Action(s): No Reports
State Licensure Action(s): No Reports Protessional Society Action(s): " No Reports
Exclusion or Debarment Action{s); No Reports DEA/Federal Licensure Action(s): No Reports
Government Administrative Action(s): No Reports Judgment or Canviction Report(s): No Reports
Clinical Privileges Action(s): No Reports Peer Review Organization Action(s): No Reports

Copies of these reports are enclosed lor restricted/limited use as prescribed by statutes listed on the preceeding cover page.

No Reports Found

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY
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MINNESOTA BOARD OF MEDICAL PRACTICE

Telephone (612) 617-2130 » Fax (612) 617-2166 + www.brnp.state.mn.us .
MN Relay Service for Hearmg Impatred (800) 627- 3529

MALPRACTICE HISTORY REPORT

Minnesota Statute 147.035 requires that applicants previously practicing medicine in another state
submit the following information for the last five years of active practice. For each malpractice suit
in which you have been named, you must include a detailed clinical explanation of the situation and
insurance papers of other formal documentation of the outcome/status.

NAME AND ADDRESS OF PROFESSIONAL LIABILITY INSURER IN OTHER STATE:

Tw Cw\‘wvu WSuiranll, 600 Gvant Chat , WoToIGA0)
2. \ aebwah, pA G219
bhone> 411) 432 - 1671 Loy (W2)432- 1104

NUMBER, DATE, AND DISPOSITION OF ANY MEDICAL MALPRACTICE SETTLEMENT OR
AWARD RELATING TO THE QUALITY OF MEDICAL TREATMENT:™

Number Date Disposition

NoNg-

{ hereby certify that the above is a true and accurate statement.

Print Name PNYM(Q, C’hfid‘\/lt M.

*If there has been no settlement or award, write NONE.

0102

University Park Plaza « 2829.University Aventie SE Suite 500 + Minneapolis; MN 55414 324


http://www.bmp.state.mn.us

11. Malpractice: List of all claims or suits for medical malpractice made against you. A claim is any formal or informal demand
for payment to any person or organization. If you do not have any such claims or suits, this section will be blank. Please have
your information available before reviewing this section and contact the state board or FCVS to make changes.

11. Malpractice Liability Claims Information
Name of patient involved:

In which state did the action take place? Case number (if applicable}

Which court?
{If private compromise or settled before initiation of civil action, state here)

Current status of claim:
D Open {pending} D Closed (settied or judgment) I:l Dismissed (no money paid out) D Other
Amount of judgement or settlement $ Amount paid on your behalf $
Month and year of event precipitating claim:
Month and year of lawsuit:
Insurance carrier at time:

What is/or was your status? D Primary defendant D Co-defendant D Other

Please provide specifics in reference to the adverse event including the allegations and your role in the event:

Applicant Name: Christy Boraas Uniform Application for Physician State Licensure
Submission Type: FCVS © 2008 Federation of State Medical Boards
Page 8 of 8
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MEDICAL .
BOARDS UA Summary of Reported Board Actions

Physician Identification

Mame: Christy Marie Boraas Alsleben
Aftemate Names:

DoB ,1973
Medical School: iversity of Minnesota Medical School - Minneapolis

Year of Graduation: 2008

Summary of Reported Board Actions

No Reportable Board Actions Found

PLEASE NOTE: For more information reganding the above information, please contact the reporting $tate board or reporting agency. The information
contained in this report was supplied voluntarily by the respective state medical boards and other reporting agencies. The Federation makes no
represeniations or warranties, either express or implied, as to the accuracy of such information and assumes no responsibility for any errors or
omissions contained therein.
Reportable Actions as of UA Submission Date : 05/14/2014 Page 1 of 1
UA Submission 1D : 72,726
UA User Name : cboraas
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EA-I;EAEII UA Licensure History

Physician Identification

Name: Christy Marie Boraas Alsleben
Alternate Names:

DOB: *1 978
Medical School: rsity of Minnesota Medical Schoo! - Minneapolis

Year of Graduation: 2008

Licensure History

State Board/licensing Entity License Number Issue Date Expiration Date
Pennsylvania State Board of Medicine MD445822 05/162012 1213172014

PLEASE NOTE: For more information regarding the above data, please contact the reporting state board or reporting agency. The information
contained in this report was supplied by the respective state medical boards and ather reporting agencies. The Federation makes no representations
or warranties, either express or implied, as to the accuracy, completeness or timeliness of such irfformation and assumes no responsibility for any
€mors or omissions comained therein. Additionally, the information provided in this profile may net be distributed, modified or reproduced in whole or

Licensure History as of UA Submission Date: 05/14/2014 Page 1 of 1
UA SubmissionID: 72726
UA User Name: cboraas



MINNESOTA BOARD OF MEDICAL PRACTICE

University Park Plaza » 2829 University Avenue SE Suite 500 » Minneapolis, MN 55414-3246
Telephone (612) 617-2130 » Fax (612) 617-2166 « www.bmp.state.mn.us
MN Relay Service for Hearing Impaired (800) 627-3529

Addendum 3a

Hospital Privileges Verification Form

(This form may be duplicated}

As part of the medical license application process, the Minnesota Board of Medical Practice requires that this
form be completed by each hospital where the applicant has held formal privileges within the last ten years. This
form must be completed by each hospital listed on the Facilities List and mailed directly by each facility to the
Minnesota Board of Medical Practice. Any processing fees are applicant’s responsibility. The applicant’s
signature authorizes release of information, favorable or otherwise, directly to the Board.

%K-[ST\II M SSN (last 4 digits only) ;

Signature Date G/l 2/7’0 { "!’

TV

Print Name

The hospital completes the following information:

It is hereby certified that: (Name of Physician}

Had hospital privileges at: {Name of Hospital)

Located at: {address)

From: {Month/Day/Year) To: {Month/Day/Year)

Type of Privilege:

Any disciplinary action? Yes* No Any derogatory information on file? Yes* No
*Please attach letter of explanation

Print Name
Signature
Title

Date
Phone

SEAL**

Fax

**If there is no seal, attach a letter of explanation on letterhead.

Minnesota Board of Medical Practice Addendum 3a, Page 1 of 1
Applicant’s Name: C P)ﬂYa a § Last 4 Digits of 5§ Date: El | 3( f E!:
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MINNESOTA BOARD OF MEDICAL PRACTICE
University Park Plaza + 2829 University Avenue SE Suite 500 + Minneapolis, MN 55414-3246
Telephone (612) 617-2130 * Fax (612) 617-2166 + www.bmp state.mn.us
MN Relay Service for Hearing Impaired (800) 627-3529

Addendum 6

Verification of Specialty Board Certification

This farm is for verification of specialty board certification for applicants who have not taken a licensing exam
for 10 vears. Applicants are required to pass the SPEX exam if it has been more than 10 years since taking the
USMLE, National Board, FLEX, LMCC, or state exam unless the applicant is currently certified by a specialty board
of the American Board of Medical Specialties, the American Osteopathic Association Bureau of Professional
Education, the Royal College of Physicians and Surgeons of Canada or the College of Family Physicians of
Canada. The form must be mailed directly by the specialty board (e.g. American Board of Internal Medicine, not
American Board of Medical Specialties) to the Minnesota Board of Medical Practice. Any fees are the
applicant’s responsibility. The applicant’s signature authorizes release of information, favarable or otherwise,

directly to the Board.

Print Name . SSN (last 4 digits only)

Signature Date

The Specialty Board completes the following:

It is hereby certified that: (print name of physician)

Was issued a certificate on: (month, day, year)

By: (name of specialty board)

A Specialty Board of (check only one):
The American Board of Medical Specialties
The American Osteopathic Association/Bureau of Osteopathic Specialists
The Royal College of Physician and Surgeons of Canada
The College of Family Physicians of Canada

Expiration date is: {(month, day, year)

Print Name

Not |

Signature

*
SEAL Title

Date

Phone

*If there is no seal, attach a letter of explanation on letterhead

Minnesota Board of Medical Practice

Applicant’s Name: C E}Wﬂﬂg Last 4 Digits of SSI“

Addendum &, Page 1 of 1

Date: 5([%!“_":
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MINNESOTA BOARD OF MEDICAL PRACTICE
University Park Plaza + 2829 University Avenue SE Suite 500 + Minneapolis, MN 55414-3246
Telephone (612) 617-2130 » Fax (612) 617-2166 « www.bmip.state.mn. us
MN Relay Service for Hearing Impaired (800) 627-3529

Addendum 8

Treating Physician Statement

Applicant: Applicants who have had a medical condition within the last five years which, if untreated, would be likely
to impair their ability to practice with reasonable skill and safety must have their treating physician complete this
form. A treating physician is the physician who diagnosed and provides or provided treatment for the condition and
includes the current treating physician.

Treating Physician: Complete and mail this form directlly to the Minnesota Board of viedical Practice. This form is
also available on our website.

Applicant’s Printed Name

Applicant’s Date of Birth (month/day/year) Health Profession

I hereby authorize you, my treating physician, to disclose my medical records to the Minnesota Board of Medical
Practice. | hereby release, discharge, and exonerate the Board, its agents, and representatives, and any person
furnishing information to the Board from any and all liability of every nature and kind arising out of the furnishing oral
information or documents, records, or other information to the Board.

The treating physician completes the following:

Nature of medical condition including diagnosis and significant symptoms

Date first saw patient: Date last saw patient: | W M

Has the applicant been compliant with treatment? (If no, please explain) ___ Yes No

What medication is the a‘pplicant taking for this condition?

If this medical condition was untreated, would it be likely to impair the applicant’s ability to practice with reasonable
skill and safety? (If yes, please explain) ___ VYes No

Should the condition be monitored? (If yes, please explain} ___ Yes No

Treating Physician {print name)

Signature Date
Phone Fax

Minnesota Board of Medical Practice Addendum 8, Page 1 of 1
Applicant's Name: CAroraag Last 4 Digits oESSN‘ Date: 1% /1
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CONFIDENTIAL

MID MICHIGAN VASCULAR SURGERY, P.C.

Ronald A. Bays, M.D., F.A.C.S.

4701 Towne Centre Rd.,, Suite 202
Medical Arts Bldg i
Saginaw, MI 48604
Phone: 989-790-2600
Fax: 989-790-3311

DATE: J{ A"{IL’M

This is Page 1 of 5 Pages (including this cover sheet)
TO: fak H-al;/@

7/
Fax Number: [— &2~ z/'?’“‘?l{é

Delivery Instructions: Urgent 74 Routine

Comment;

#t

CONFIDENTIAL D\‘FOI
The information contained in this transmission 1S c¢ 7L_/
designated recipient. If you receive this in error, pl O
destroy this fax. Thank you for your cooperation.

1/



MINNESOTA BOARD OF MEDICAL PRACTICE
University Park Plaza « 2829 University Avenue SE Suite 500 + Minneapolis, MN 55414-3246
Telephone (612) 617-2130 « Fax (612) 617-2166 « www.bmp.state.mn.us
MN Relay Service for Hearing Impaired (800) 627-3529

Addendum 7

Temporary Permit Application

A temporary permit is available for physicians who have applied for permanent licensure and have complied
with all requirements and wish to practice prior to the next regularly scheduled Board meeting. Upon request, a
temporary permit will be issued after eligibility for licensure has been established and the credentialing and
verification process has been completed. This process may take several weeks. The Board may, at its discretion,
issue a temporary permit under the above conditions. A temporary permit is valid only until the next Board
meeting at which your application would be considered.

Applicants requesting a temporary permit must complete this form and submit a non-refundable $60 fee in U.S.
currency. Please make checks payable to the Minnesota Board of Medical Practice.

Name (please print)

Temporary Permit will be used at the following proposed practice location:

[Hospital/Clinic}

{Address}

{City, State, Zip Code)

Professional telephone number (including area code)

Anticipated date of commencing practice at proposed location:

Mailing address for temporary permit:

Minnesota Board of Medical Practice Addendum 7, Page 1 of 1
Applicant’s Name: C oranas Last 4 Digits of S5 Date: 5 /13 / IEI:
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412641 5192 UPMC MAGEE MWH_I512@upmc.edu 01:26:00 p.m. 06-24-2014 1/5

= UPMC

Practice/ Office Name

Department of OBGYN, Mages Womens Hospital -
300 Halkst Stroet, Pittsburgh, PA 15213
Fax: 412-641-1133 Phone:

Fec

Tor pwf%/cfﬂ”pcwﬂ, Fom Doy Aad

Faxa | bl bi1 7 lwls Pages: o Including cover sheet
Phone: Dt b/zw/ltlf

" i mw&cmw\

] Urgent DForRtvlm Dl'luubmm?w DPlomRnply Dl’lmolhqdo

[
VVWP!@WM oﬂ b

M(mrm (IQ%'LC@

e IF YOU DO NOT RECEIVE ALL PAGES A3 INDICATED ABOVE, PLEASE CONTACT Us
IMMEDIATELY,

“THIS INFORMATION HAS BEEN DISCLOSED TO YOU FROM RECORDS PROTECTED BY
PENNSYLVANIA LAW AND FOR DRUG ANIDVYOR ALCOHOL INFORMATION, IS ALSO PROTECTED BY 4
PA. CODE '255.5(b) AND FEDERAL LAW (42 CFR PART 2). PENNSYLVANIA AND FEDERAL LAWS
PROMIBIT YOU FROM MAKING ANY FURTHER DISCLOSURE OF THIS INFORMATION UNLESS
FURTHER DISCLOSURE iS EXPRESSLY PERMITTED BY THE WRITTEN CONSENT OF THE PERSON
TO WHOM IT PERTAINS OR IS AUTHORIZED BY THE CONFIDENTIALITY OF HIV-RELATED
INFORMATION ACT OR BY 4 PA. CODE 2555 (b) AND 42 CFR FART 2 A GENERAL AUTHORIZATION
FOR THE RELEASE OF MEDICAL OR OTHER INFORMATION IS NOT SUFFICIENT FOR THIS

PURPOSE THE FEDERAL RULES RESTRICT ANY USE OF DRUG ANLVOR ALCOHOL INFORMATION

TO CRIMINALLY INVESTIGATE OR PROSECUTE ANY ALCOHOL OR DRUG ABUSE"

" This facsimile contains PRIVILEGED AND CONFIDENTIAL INFORMATION intended only
for the use of the addressee(S) named above. If you are not the intended recipient of this
{facsimile or the employee or agent responsible for delivering to the intended recipient, you
are hareby notified that any dissemination or copying of this facsimile is strictly prohibited. If
you have received this facsimile in error, please notify us by telephone and retum the
original facsimile to us at the address iisted above via the U.S. Postal Service. Thank you.
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4128241 5192, UPMC MAGEE MWH_i512@upmc.edu 01:26:13pm.  06-24-2014 275
Contact View Screen hups://license.ohio.gov/Lookup/ScarchDetail.asp?Contactldnt=3879.

C 1 o@lcense

I Identification Information [back] |

Name Dr. Christy Marie Boraas Alsleben

Birth Date 978 Birth Place: Willmar, MN
Birth Country:

] Practice lNo address information on file.

Residence Columbus, OH 43204
County: Franklin

Professional  [School: 024030-University of Minnesota-Medical School -
Education Minneapolis
Graduated: 5/3/2008

‘ License and Registration Information

l Credential [ License Type l Initial Licensure Date | Expiration Datcl Status
l 35 ’ Doctor of Medicine ' [ Fee Not Received
57.014608 | MD Training Certificate | 07/28/2008 06/29/2012 | INACTIVE

Specialties
OBSTETRICS & GYNECOLOGY

Specialty listings are voluntarily provided by the physician. They are not verified by the State
Medical Board and do not confirm that the physician is Board certified by a professional
specialty organization. To find out if a physician is certified by a specialty board, you should
contact that board. Information and links to specialty boards can be found by clicking this green
box.

Formal Action Information

I R . .
|* No formal action exists.

The above is an accurate representation of information currently maintained
by the State Medical Board of Ohio as of 6/24/2014. The JCAHO and the
NCQA have informed the Board that they consider this on-line license status

1 of 2 672412014 1:05 PM
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Conlact View Screen hiips://license.ohio.gov/Lookup/SearchDetail asp?Contactldnt=3879.

information as fulfilling the primary source requirement for verification of
licensure in compliance with their respective credentialing standards. This
information is otherwise provided as a public service and no user may claim
detrimental reliance thereon.

The State Medical Board utilizes the Federation Credentials Verification
Service (FCVS) as an agent and partner in licensing physicians in Ohio.
Physicians initially licensed in Ohio after February 1st, 1997 have had their
medical education, post-graduate training and examination history primary
source verified by FCVS. Therefore, the use of this website for documentation
of primary source verification (PSV) of education and training meets current
NCQA guidelines for those licensed after February 1, 1997. This statement,
affirming that primary source verification of medical education and
post-graduate training has been performed as part of the licensure process,
should be printed out and retained in your files. Prior to February 1, 1997, the
State Medical Board prime source verified the post-graduate training and
examination history.

2002 _ 6/2412014 |:(‘
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OHDAS Online Application Record of Receipt

m;o@.lcense

Task List

= Start Instructions

= Name

® License Number

= Verification Destination
+ Completion Instructions
» Review

= Payment

o Comments?

Copyrighted materiai

E'_ .._

Once your credit card has cleared. you will be notified of your registration with the
QHDAS,

Please print a copy for your records.

- Record of Receipt
Medical Board - VER.Verilication of license

Authorization succeeded

You will be charged a registration fee of $50.00.

Please print a copy for your records.

¢
Contact Intormation: ) .
Name: Christy Boraas Alsleben
Address: 7210 Whipple St
City, State, Zip: Pittsburgh, PA, 15218
Phone: {555} 555-5555
Emaik: cboraas @gmail.com
Order Information:
Order Number: 286319
Item Oesc Amount
286319.1  Application Fee for VER.Verification of license 50.00
286319.2 Surcharge Fee for VER.Verification of license 0.00
Tolal 50.00
Credit Information:
Card Number: .
Expiration Date: !
Transaction Amount: 50.00
Approval Code: 745184

We welcome your comments
Was this site helptul? Please let us know. Click here to leave a comment

Print Receipt | | Complete Application

https://hicense.ohio.gov/applications/appreceipt.asp

415

Page | of |

6/24/2014
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412415192,

UPMC MAGEE MWH_i512@upmc.edu 01:26:45p.m. 06-24-2014 5/5
Page 1 of |
Once your credit card has cleared, you will be notified of your registration with the OHDAS.
Please print a copy for your records. a .
Record of Receipt
Medical Board - VER.Verification of license
Authorization succeeded
You will be charged a registration fee of $50.00.
Please print a copy for your records.
Contact Information:
Name: Christy Boraas Alsieben
Address: 7210 Whipple St
City, State, Zip: Pittsburgh, PA, 15218
Phone: (555) 555-5555
Email: cboraas @ gmail.com
Qrder Information:
Order Number: 286319
lten ~ Desc Amount
286319.1 Application Fee for VER, Verification of license 50.00
286319.2 Surcharge Fee for VER. Verificalton of license 0.00
Total 50.00
Credit Information:
Card Number:
Expiration Date: /
Transaction Amount: 50.00
Approval Code: 745184
| Print Receipt |
6/24/2014

h

tips://license.ohio.gov/applications/appreceipt.asp
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MINNESOTA BOARD OF MEDICAL PRACTICE
University Park Plaza * 2829 University Avenue SE Suite 500 » Minneapolis, MN 55414-3246
Telephone (612) 617-2130 « Fax (612) 617-2166 *« www.bmp.state.mn.us
MN Relay Service for Hearing Impaired (800) 627-3529

May 21, 2014

Christy Marie Boraas, M.D.
7210 Whipple Street
Pittsburgh, PA 15218

Dear Dr. Boraas:

This letter acknowledges receipt of your application to practice medicine in Minnesota. The
Board meeting at which your application may be considered for permanent licensure is
September 13, 2014. The following itern(s) are needed to complete your file:

e Direct verification of USMLE exam scores, medical school, all medical training and OH
and PA state medical licenses/pemits
Copy of medical school diploma and first year medical training certificate

* Notarized NPDB self-query disclosure report

« Completed malpractice history report form (enclosed)

Your file must be complete at least three weeks prior to the Board meeting date.

Address changes must be made in writing to the Board office. Submit a signed address change
request to the above address. A certified package, containing your medial license card, wall
certificate, etc. will be mailed to you approximately two weeks after the Board meeting date.
The above address will become public information upon issuance of a permanent medical

~ license.

If needed, additional application forms can be found on our website at www. bmp.state.mn.us.

Sincerely,

Pat Hayes
Licensure Specialist

ph

AN EQUAL OPPORTUNITY EMPLOYER
PRINTED ON RECYCLED PAPER


http://www.bmp.state.mn.us
http://www.bmp.state.mn.us.

(i 2% MINNESOTA BOARD OF MEDICAL PRACTICE
e % University Park Plaza * 2829 University Avenue SE Suite 500 * Minneapolis, MN 55414-3246
o) =§§ Telephone (612) 617-2130 » Fax (612) 617-2166 « www.bmp.state.mn.us
2 o MN Relay Service for Hearing Impaired (800) 627-3529

September 16, 2014

Christy Marie Boraas, M.D.

7210 Whipple Street

Pittsburgh, PA 15218

RE: License to Practice Medicine

Dear Dr. Boraas:

Congratulations!

Your application for medical licensure in Minnesota was approved by the Board of Medical
Practice September 13, 2014.  You have been issued Minnesota medical license number
58304 effective September 13, 2014.

Your license expires the last day of your birth month unless your birth month is less than 6
months from the first day of the month issued, in which case it expires in your birth month of the
following year. The first renewal fee will be prorated to reflect this conversion. Thereafter, the
renewals will take place annually based on your birth month.

Enclosed are certificates indicating the effective dates of your Minnesota medical ficense. It
may also be used as identification, as it carries your license number and current address.

We remind you that Minnesota rules require a licensee to submit written notice to the Board

within thirty (30) days of an address or name change.

Sincerely,

Ruth M. Martinez
Executive Director

Enclosures

LIC-PY AN EQUAL OPPORTUNITY EMPLOYER
PRINTED ON RECYCLED PAPER
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MINNESOTA BOARD OF MEDICAL PRACTICE
University Park Plaza + 2829 University Avenue SE Suite 500 « Minneapolis, MN 55414-3246
Telephone (612) 617-2130 « Fax (612) 617-2166 » www.bmp.state. mn.us
MN Relay Service for Hearing Impaired (800) 627-3529

July 7, 2014

Christy M. Boraas, M.D.
4624 Vallacher Ave
St. Louis Park, MN 55416

Dear Dr. Boraas:

We have received your application for Minnesota medical licensure, required supporting
documentation, application fee and an additional remittance with a request for a Temporary
Permit. Both fees, under Minnesota Statute, are non-refundable.

The Board will next consider candidates at the September 13, 2014 Board meeting.
Your application and supporting' materials have been reviewed. You are hereby granted
TEMPORARY PERMIT 107714 on July 3, 2014 to practice medicine in the State of Minnesota.

Once approved, your permanent license will become effective September 13, 2014.

Temporary Permits are only issued once and are valid only until the next scheduled Board
meeting date.

Sincerely,

Robert A. Leach
Executive Director

RAL: PEL

Temporary Permit Number: 107714

P-PY AN EQUAL OPPORTUNITY EMPLOYER
TP- PRINTED ON RECYCLED PAPER
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. Temporary Permit Application

MINNESOTA BOARD OF MEDICAL PRACTICE
University Park Plaza « 2829 University Avenue SE Suite 500 * Minneapolis, MN 55414-3246
Telephone (612) 617-2130 « Fax (612) 617-2166 « www.bmp.state.mn.us

MN Relay Service for Hearing Impaired (800) 627-3529

Addendum 7 U\‘\)\/\/\\

A temporary permit is available for physicians who have applied for permanent licensure and have complied
with all requirements and wish to practice prior to the next regularly scheduied Board meeting. Upon request, a
temporary permit will be issued after eligibility for licensure has been established and the credentialing and
verification process has been completed. This process may take several weeks. The Board may, at its discretion,
issue a temporary permit under the above conditions. A temporary permit is valid only until the next Board
meeting at which your application would be considered.

Applicants requesting a temporary permit must complete this form and submit a non-refundable $60 fee in U.S.
currency. Please make checks payable to the Minnesota Board of Medical Practice.

Name (please print) BU’\LMU', O{/\V{Q{'VI\ M

Temporary Permit will be used at the following proposed practice location:

Manned paiattimod St Pamk ealth Comttr

{Hokmtal/tlmlc)

L1\ \lmMa/ it
X vk, MN GGud

(City, State Zib Code)

Professional telephone number (including area code) ~

Anticipated date of commencing practice at proposed location: Qf H‘MMW 71; 1o l':\"

(Address}

Mailing address for temporary permit:

Wil Julyl toyy: It wmww Sk

b\%\;\/&dc%{j; L \oUBE

Minnesota Board of Medical Practice . Addendym 7 Page 10f1
Applicant's Name: P;GYMC; Wﬂc‘{'\ﬂ‘ M Last 4 Digits of 55- Date
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