
Physician and Surgeon Application Summary

Boraas, Christy Marie
300 Halket Street
Pittsburgh, PA 15213

Birthdate: 1V27/1978

Birthplace: Willmar, MN
USA

5830

Deposit # : H7B-14426

Amt Paid: 431.20

Deposit # : H7B-14447

Amt Paid: 60.00

PY DOMApplication #: 108627

Application Rec'd: 05/19/2014

Board Date: 09/13/2014

Basis: USMLE

Legal:

Completed:Receiyed:

Interviewer:

Interview Date:

Exam

06/18/2014 OS/28/2014 USMLE1 229 06l15/2006;USMLE2 217 OV29/2008;USMLE3 211 0411312010;

Competency

Medical School

06/18/2014 05/30/2014 U OF MINNESOTA Minneapolis MN USA - M.D. 05/0312008

06/18/2014 Diploma

Medical Training

06/18/2014 06/05/2014 U of Pittsburgh 07/0V2012-07/1 V2014 Pittsburgh PA Family Planning
non-accredited fellowship - maternity leave break

06/18/2014 06/02/2014 OH State U 07/0V2008-06/30/2012 Columbus OH OB & GY- Obstetrics &
Gynecology DARP PG 490, 2008109

06/18/2014 Certificate

Licenses

07/01/2014 06/25/2014 OH, USA 06/29/2012

06/09/2014 05/30/2014 PA, USA 1213V2014

Hospital Privileges

OS/27/2014 OS/27/2014 Magee-Womens Hospital

Recommendations

05/19/2014 05/13/2014 Catherine Chappen

05/19/2014 05/14/2014 Beatrice Chen

App #: 108627 1 7/1/2014



/\ r">~

Databank Searches

OS/20/2014 OS/20/2014 AMA

OS/20/2014 OS/20/2014 Federation-

OS/27/2014 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 OS/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 I Registrations

TPITR Number From: To: Approved By: Dale:

~ /p77/'1 7/?J/~'t 9/73/'1 ~\ 1-5-'1

App #: 108627 2 7/1/2014



Minnesota Board of Medical Practice
Addendum to Application

Instructions

Basis for Application (Check One):

o Federation Licensing Examination (FLEX)

~ National Board of Medical Examiners Examination (NBME)

o National Board of Osteopathic Medical Examiners Examinati

o Comprehensive Osteopathic Medical Licensing Examination (COM LEX-USA)

o Licentiate of Medical Council of Canada Examination (LMCC)

o State Board Examination (State) /q..fU -2(,
o United States Medical Licensing Exam (UsMLE)

o Combination FLEX, NBME, UsMLE (Must be completed by year 2000)

For Board yoe,gnly '7
Application #: /1 0~';i.
Check/Receipt#:

Amount Paid:

Temp Permit #:

Board Action:

Board Date:

License #:

Account Code

635009 lie
635010 app
635012 tp

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-Iicensing
surcharge of $39.20 ($431.20 total) must be submitted with the Minnesota Addendum to Application.

U\? Addendum 1. Addendum to Application. Eachsection must be completed by the applicant. Please either type or
print your responses.

C&L 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.

G1JL 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.

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.

VI/PI Addendum 3a. Hospital Privileges Verification Form. This form must be completed by each hospital iisted on the
Facilities List, Addendum 3, and mailed directly by each facility to the Minnesota Board. Any processing fees are the
applicant's responsibility.

cv-/1'Je Addendum 4. Certificate of Ethical and Moral Character. This form must be signed by two (2) physicians who are
personaliy 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.

cv./J1G Addendum S. Physician Recommendation Form. This form must be completed and mailed directly to the
Minnesota Board by two USor 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.

VI~ Addendum 6. Verification of Board Specialty. This form is for verification of specialty board certification for
applicants who have not taken a licensing exam for 10 years. Applicants are required to take and pass the SPEXexam 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.

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

VI~ Addendum 8. Treating Physician Statement. Applicants who have had certain medical conditions within the iast
five (5) years must have their treating physician complete this form and return directly to the Minnesota Board.

Minnesota Board of Medical Practice
Applicant's Name: CLl2Qy"tjI &IS last 4 Digits of SSN b 0 IfY.

Addendum Instructions

Oate 0f1?>11't-



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/or Hearing Impaired (800) 627-3529

;;:-: : Addendum 1.1- ".
1. Business Address (L,qr : I :;l""'\ :
Effective August 1, 2012, Minn. Sta~h14.073 requir~s 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 ,M iAJ.te - Wo 11ie11~tJoS~ _
Street Address .,0 0 ~_~~t-vu1-_~ _
City --/z.!tts~b_lI\Y~j~f,. State~2iP

_ I certify that I am not currently in workforce related to my practice, and I don't have a business address related to my
practice.

2. Military Status

Are you or your spouse returning from active military duty (discharged less than 6 months ago) or still in active military
duty?

')l... No _ Yes. If discharged, please provide discharge date: _

o Gross misdemeanor

3. Criminal Convictions

Effective July 1, 2013, Minn. Stat. ~214.072 requires the Board to collect and post on 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): 0 Felony
Crime Description: _

City: State: County: Country: _
Sentence:. _

L5.. I certify that I have had no convictions on or after July, 1, 2013.

Minnesota Board of Medical Practice

Applicant's Name, C 120itA ill ~
Addendum 1, Pie 1 of 1

Last40igitsofSSN b oy-:t_ Oate' 6/13 /'t-

http://www.bmp.state.mn.us
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Uniform Application for Physician Licensure

UA Usemame cboraas
FCVSStatus Applicant has an FCVS Packet

DateSubmitted 5/14/2014

1. Name: Indicate your. full legal 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 certificate, divorce decree, etc.) supporting your name
chanqe.

1. Full Name (use no initials)

Last Name Boraas

First Name Christy

Middle Name Marie

Suffix

Maiden Name

M.D. 0 D.O. D
All other names used

First
Christy

Middle
Marie

Last
Baraas Aisieben

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

~ Public Access

o Mailing

Homeo Public Access

[] Mailing

Street 300 Halket Street

City Pittsburgh
Country USA
Telephone 412~641-1103

Fax 412-641-1133
Email boraascm@upmc.edu

Alternate Phone 412-270-1063

Street 7210 Whipple Street

City Pittsburgh

Country USA
Telephone 612-203-1269

Fax
Email cboraas@gmail.com

Alternate Phone 612~237~8326

State/Province

State/Province

PA

PA

Zip Code 15213

Zip Code 15218

Applicant Name: Christy Boraas
Submission Type: FCVS

Uniform Application for Physician State Ucensure
@2008 Federation of State Medical Boards

Page 1 of 8
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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. Identification

11/27/1978

Date of Birth
(mmidd/yyyy)

Willmar

Birth City

Minnesota

Birth State/Province

USA

Birth Country

F
Gender

468926044

Social Security Number

1750544581

NPI Are you a U.S. Citizen? [Zjves DNa

Your social security number is required to facilitate reporting to the federal Healthcare Integrity & Protection Data Bank (42 U.S.C. Sections 1320a-

7e(b), 5 U.S.C. Section 552a. and 45 C.F.R. pt. 61) and for accurate identification under the federal and state child support enforcement law (42
U.S.C. Section 666 and applicable state law). It may also be used for 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 governing physician discipline or as otherwise
required by state or federal law.

The National Provider Identifier (NPI) is a Health Insurance Portability and Accountability Act (HIPAA) Administrative Simplification Standard. For more
information on the NPI. please go to http://www.cms.hhs.gov/NationaIProvidentStand/.

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 School

School Name University of Minnesota Medical School - Minneapolis
Address Box 293

420 Delaware Street, South East

City
State/Province

ZIP Code
Country

Attendance Dates
Graduation Date

Degree

Minneapolis
MN
55455
USA

From (mm/yyyy)

5/312008
MD

08/2004 To (mm/yyyyJ OS/2008

Applicant Name: Christy Boraas
Submission Type: FCVS

Uniform Application for Physician State licensure
@2008 Federation 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 not 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 Oates
Graduation Date

Degree

From (mm/yyyy) To (mm/yyyy) In Progress

Institution name where rotations performed
Address

City
StatelProvince

ZIP Code
Country

Rotation Oates
Certification Date

From (mm/yyyy) To (mm/yyyy) In Progress

Applicant Name: Christy Boraas
Submission Type: FCVS

Uniform Application for Physician State Licensure
@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 additional 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 completion to this Board. The postgraduate program must forward all documentation directly
to this Board.

6. Postgraduate Training

Hospital Name The Ohio State University
Hospital Address 395 W 12th Avenue

City Columbus
StatelProvince Ohio

ZIPCode 43210
Country USA

PGY: (e.g.,1, 2, 3, etc.) D Internship D Residency D Fellowship D Research D Other

Department/Specialty Obstetrics and Gynecology

From: 07

Month

/2008

Year

To: 06

Month

12012

Year

Successfully Completed? In Progress 0

2 Hospital Name University of Pittsburgh
Hospital Address 300 Halket Street

City Pittsburgh
State/Province Pennsylvania

ZIPCode 15213
Country USA

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

Department/Specially Family Planning

D Residency ~ Fellowship D Research D Other

From_:_0_7 '_2_0_1_2 T_O_:_0_6 12_0_1_4 Successfully Completed? DYes DNO In Progress D
Month Year Month Year

Applicant Name: Christy Boraas
Submission Type: FCVS

UniformApplicationfor PhysicianState Licensure
@2008 Federationof State Medical Boards

Page 4 of 8



,---------- ----

7. Examination History: If 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.).lf additional
space is necessary, please enclose a separate sheet with your application and include all the infonnation below

Examination State Most Recent Date taken(MonlhIYear) Passed(P) or Failed (F) Number of attempts

USMLE Step 1 06/2006 IKIp D F 1

USMLE Step 2 01/2008 IKIp D F 1

USMLE Step2 CS 11/2007 IKIp D F 1

USMLE Step 3 04/2010 IKIp D F 1

Applicant Name: Christy Baraas
Submission Type: FCVS

Uniform Application for Physician State Licensure
@2008 Federation of State Medical Boards

Page 5 of 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' fOlWardeddirectly to this Board. There is a separate fee for this report. Reports can be
obtained through the ECFMG web site at www.edmg.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 health 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 determine their requirements.

9. State Licensure

1 5tateIProvince PA PractitionerType MD
(MD, 00, ote.)

Type of License Full License
(Full. Temporary. etc.)

License Number MD445822

Applicant Name: Christy Boraas
Submission Type: FCVS

Status Active Issue Date 5/112012

UnIformApplication for Physician State Licensure
@20OS Federation of State Medical Boards

Page 6 of 8

http://www.edmg.org.


10. Chronology 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 fonn exactly what your activities were, 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 ANV OTHER RESUME FOR THIS FORM. Be sure to indicate
the percentage of working time spent in clinical administrative duties.

10. Chronology of Activities

Dates:FromfTo Practice/Employment

Other Residency in Obstetrics and GYIAffiliation 0o

Country USA

Resident Physician-Obstetrics and Gynecology
PercentAdministrative: 0%

Staff PrivilegesDEmployment

City Columbus
StatelProvince Ohio
ZIPCode 43210

Position and Department
PercentClinical: 100%

From:

Month: 07
Year: 2008

To:

Month: 06
Year: 2012

In Progress D

PracticelEmployment Name The Ohio State University Medical Center
(or list non-working time as indicated above)

Practice/EmploymentAddress 395 W. 12th Street

Dates: FromfTo Practice/Employment

2

From:

Month: 07
Vear: 2012

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

Practice/Employment Address Fellowship in Family Planning

300 Halket Street

Clinical Instructor and Fellow-Obstetrics, Gynecology and Reproductive Sciences

Percent Administrative: 20%

City Pittsburgh
State/Province Pennsylvania
ZIPCode 15213

Position and Department

Percent Clinical: 80%

Country USA

Other Fellowship in Family PlanningAffiliation 0oStaff PrivilegesoEmployment

To:

Month:
Year:

In Progress KJ

Applicant Name: Christy Boraas
Submission Type: 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 la

1. Alien Registration Number (if applicable): Number ~

2. Driver's License: State rAc 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.) 21'0 Weight (Ibs) P+0 Hair Color I7y-OWI'1 Eye Color bIllie. ----

Identifying marks

4. Your intended address (if known):
~q VPll\UlvttlM" futtMYf!
Street Address ~_

&rM&t L.oLlic; t~ Ml'J
City State/Province

612- '2AJ.;.-I1.-l!1'1 ~
Phone ~

Proposed practice plans in Minnesota (if any):

IA~A;
Country

S.

State/Province

t mAL£- { N . IeNJ~~co;'e,e+~Co~~U--<!J~e --~c~n
~-1:..J~- 5J3..J ~ool Bflc¥e{uY of A-t-K IL1 12;6'{..O!l'J
From Date (Mo/Day/Year) To Date Degree J1

State/Province

~~"k-

Name of College

..-1..-1_ -..-1..-1_
From Date (Mo/Dav/Year) To Date Degree

City State/Province

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

Branch of Service

Rank at Discharge

Entry Date (MojDay/Year)

Type of Discharge

Release Date (MojDay/year)

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

J2«ea.vdJ As)i(h:ci- IAl-li~iLA ()+- /v11~tle,(~ <0(1/1--00 I
Activity 1 ") ~ • From Date (MojDay/Year)

Vlk7 . rW .vU 11 0 J1 fj('2.hOQ2-
From Date (MojDayjYear)

~!I/1-.001-
To Date (MojDay/Year)

5/ItCit.?Oot
To Date (MojaY/Year)

Activity

Minnesota Board of Medical Practice

Applicant's Nameo C bllY" (HI 5"

From Date (MojDayjYear) To Date (MojDay/Year)

. . Addendum la, Page 1 of 2
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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

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):
o American Board of Medical Specialties
o Royal College of Physicians and Surgeons of Canada
o College of Family Physician of Canada
o American Osteopathic Assn Bureau of Professional Education
o None of the above

Specialty _
Issue Date -----------Expiration Date _

.If 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

Name of Organization

Minnesota Board of Medical Practice

Applkan"s Name: 0 !'J ~61~

'From Date To Date

Addendum la, P?e 2 of 2
last 4 Digits of SSN ~ 0 'iLl: Date: C7 (17L! '1=-
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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 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 Professionals 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.

Yes 81. 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.

Yes No 1a. 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.

Yes No lb. 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.

yeSB2.

yeSB3.

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.

Yes No 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
Applkant's Name: C l?!IYo!/tl ( Last 4 Digits of SSN

Addendum 2, Pa&.e1 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

Yes No 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 illegal 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:

Yes No 4a. With regard to any condition referenced above, are you being treated so that such
impairment is avoided?

Yes No 4b. With regard to any condition referenced above, are you in compliance with the
recommended treatment?

Yes No 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 _

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

Yes 06. Have you ever been the subject of an investigation by any Federal, State, or Local agency having
C/ jurisdiction over controlled substances? If so, give particulars.

YeSe8.

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
licensing 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

Applicant's Name, C~1tY0l IIS
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/or Hearing Impaired (800) 627-3529

Ves 810. 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).

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

Ves812. 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 misdemeanor, 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.

Ves83. Have there ever been any charges of Driving While Intoxicated (OWl) 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.

ves814. Have you ever voluntarily or involuntarily surrendered your DEA certificate or the right to prescribe
controlled substances? If so, give particulars.

RIGHTS OF SUBJECTS OF DATA
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. Vour application will not be
processed without it and the form will be returned to you for completion. This information 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 questions 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
Applicant's Name: ( bar 01tiS

Addendum2, pte 3 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/or 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

Past Privileges (Last 10 Years)

Facility

City and State

City and State

Type of Privilege

Type of Privilege

[~e~~y~rlfy that the above is a true and accurate list of inpatient and outpatient facilities at which I have
(have held) medical privileges.

Print Name I?Q'lZ.MU ( CMvi ~_M_. _

Signature -G.....,e,<-4H-!k~------------- Date flt3!/LL

Minnesota Board of Medical Practice
Applkant"' Name, C 17_o_r_~_&I_r _

Addendum 3, Page 1 of 1 ,"
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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.slate.mn.lls
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.

Ckr%t.I~G
Print or type name

f'\ D 4 LJ2C3 3-~3- _
License Number State of Issue

The i

COMMONWEAL OF Pl!NIf!1YI.VAIWI'y
NobIi aI sea~ on 0 0

Leyha M. , Notary P\IIlIlc
CoIIlly

My C<lmmIsslon ExpIros
MEM R, PENNSYlVANIA ASSOCIATION Of NOTARIES

Applicant's Signature

Notary Public Signatur

Expiration Date: .3 /
Month

Certification of Identification
Certification,of Notary Public is reqUired.)

5,ateWd ~ County ao 0 0gR 0 ~ __

I certify that on the date set forth below, the individual named above did appear personally
before me 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 signature on his/he i entifying document. Sworn to befo e me by
the applicant on this /3:';\ day of

I certify that the photograph attached is a recent one and likeness of Dr. rlto,)

~Of good ethical and moral_~_~_r_a~_t_e_r~ _

Signature Print or type name
9/411'{ {>\Ol/m1k ~f~fr _

Date license Number State of Issue

Minnesota Board of Medical Practice
Appncan"s Name: G 120lZ tlM

Addendum 4, Page 1 of 1
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UNIFORH Al"'llCATION

FOR PHYSICIAN

STAT£ LICENSURE

Affidavit and Authorization for Release of Information

Applicant: Send this form to the state board you are applying to. Do not send this to FSMB.

Applicant:

Securely tape or glue
a recent (less than 6
month old) front.
view 2" x 2"
passport. type color
photo of yourself in
the square below.

Sign this form with
attached photo in
the presence of a
notary public.

Send the notarized
form to the board
you are applying to
for licensure.

I. the undersigned. being duly sworn, hereby certify under oath that I am the person named in this
application, that all statements I have made or shall make with respect thereto are true, that I 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.

I acknowledge that I have read and understand the Uniform Application for Physician State Licensure and
have answered all questions contained in the application truthfully and completely. I further acknowledge
that failure on my part to answer questions truthfully and completely may lead to my being prosecuted under
appropriate federal and state laws.

I 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,
records, and other information pertaining to me to furnish to the Board 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 Board or any of its agents or representatives to inspect and
make copies of such documents, records, and other information in connection with this application.

DO NOT SEND THIS
FORM TO FSMB.

Doing sowill cause a
delay with your state
board application.

I 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.

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.

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

Appli

~oYaetS
Applicant's printed last name

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

!~20 {
Date of signat re (must correspond to date of notarization)

,20~the applicant on this /6'11
day of

COMMONWEAllli PEN
_5eoI

l.eytla(~II&11:P.Ill*L)
0'Hm Twp., Allegheny 0lUnty

My QI",,,,lsSIOli Expl<eS Hardt 26, 2015
MEMBER, "B'mv~f!J"rgSWaiTh9:'o'i"SlWemcal Boards

Q.Q..n21send this form to F$MB

The statements on thi

Notary Public Signat e'

Uniform Application for Physician Stale licensure - Affidavit and Authorization for Release of Information
Applicant: Send this form 10 the state board you are applying to

\ (\ Notary rl ")

State Of}'t6 (J I' l!l ~~~ < , County of ~~ '

I certify t~at on the date se~rth below, the indiVidual named above did appear personally before me 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 signature on his/her identifying
document.
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FCVS FED'ERATION

CREDENTIALS

V,ERIFICAT'ION

SERVICE

Medical Professional
Information Profile

This report provides credentialing information for
Name: Christy Marie Boraas

. ,

Social Security Number. JOO(-XX-6044

Date of Birth: November 27,1978

FID#: 215194325

Recipient: MN • Minnesota Board of Medical Practice

.~,..

ABOUT THIS PROFILE

Tho Federntlon Credentials Vorlllc:01ionServia! (FCVS) was rol8lnod by tho obovo refomnc::nd mod"lClll
profes;sbnal to verify hIsIhor medlcol crodentiab for submbslon to your agencylmvllrizatlon. Unless
notod othllrwbe. fII doc:umtmts c:ontained In !his report were recetvcd cfll'Cdlyfrom the Issulng
mtihrtion pm written request modo by fCVS.

NOnCE: All documents be8rfng on original a5cIDJ FCVS seat Oftl certffiod to be an exad reprtldudion
cACheoriginal. Where reqJrecI. origlnaI cIocuments ere provldod 0lXXIIdng to the ~ with the
rnstItutlon issIAng suctl doa.ment. FCVS ~ all originat doa.ments (t1xdudr1g ~
uam1naOOn lJ8nsc:rtpt3) In tho physic:iM's SOlB'CDtift.

This FCVS MtteflC'llProfMsionallntormotion ProfiIDrProfiIe") is c::omplled and provided by tho
Federation of Stlrte ModicBlBollrds of the United States. Inc. (FederBlIon) as 8 tcfcrencc SOUTaltot.
and only for,lts member bo8rds and othet cntltles alJthcriz'eod by tho Fedmllion. Tho Profile rrnbodJes
and COI'lteImioonficIential buslnt:!ss In!l:wmallon bocauso lho Infnn'nalion, and tho Wrmal and
prnscntalion oIlhat lnformatIon. compriso trDdo secrnts of the federation rrnd boc:auso lhe ProRfl's
cisdoslJnt wtUd harm tho F«Ienrtion by pn:rwkfng OCherswith an unfM businllslI edvantage in
~ wilt! the Fedenr!ion's FCVS ~ Fur1hftr. the form cI the Profie end the contents of Ihls
Profio.lndudIng the axnpIation cI Hormation In ltlis Pnlfile. arelhe Fedefatbn's copyrighted WO\'U
lind prq:rietnty. confldentiallnformllUon and are subject to tho protectlons of lhited States laws
governing c:opyrigt'4. trnd~ and tracIo secrets. as woII ns various smte taws protllding the
Federation's trDdo secrets and olhot trnoledual property rights. ThI5 Pmfile and Its contnnts muy not
bo (1) coplod,l1lfonnattod, modilled, publIshod Ofcfrsplayed pubfidy or (2) used. d"rsdosod, disfrlbutod.
shanJd or sold. in wt'IokI or part. for any PUIpOSll.D1duding use to MtBbish any datzlbMo or fi1ellliS 8
~ or otherwlso, rtIIof wtIIch Is strlclly prohibited ••••.•thouItho e:qJmSS written consent of tho
FedcmtlDn's ceo.

400 FULLER W'ISER ROAD

01996 FedcnltlDn of Stnle Modiall8o:llrds

SUITE 300 EULESS. TX 76039 TEL(817)868.S000 FAX(817)868.S099



Fcvsl FEDERATION CREDENTIALS

VERIFICATION SERVICE

Credentials Analysis
Summary Report

Note: Your board may wish to review the unresolved items below marked by an ")("
Please review the Credentials Analysis Report for further detaifs on the unresolved items

Medical Professional Name: Christy Marie Boraas
Date of Birth: November 27,1978

Social Security Number: XXX-XX-6044
FID: 215194325

I. FCVS Reports

II. FSMB and Other Reports

III. Identity

A. Certified Birth Certificate OR Copy wI 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 Medical 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

400 FULLER •••••••ISER ROAD I SUITE 300 I EULESS. TX 76039 TEL(817)868-5000 FAX(817)868-5099
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FCVS FEDERA'nON CREDENTIALS

VERIFICATION SERVICE

Medical Professional
Information Profile

Table of Contents

I. FCVS Reports

A. Physician Information Report

B. Credentials Analysis Report

C. Chronology of Activities

II. FSMB and Other Reports

A. Board Action Data Bank Report

B. American Board of Medical Specially Verification

III. Identity

A. Affidavit

B. Certified Birth Certificate or Original Passport or Cert. of Identification with Photocopy

C. Documentation to Support Name Variation

IV. 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

01996 Federation at Slate Medical Boards

SUITE JOO EULESS, TX 160J9 FAX(817)868.S099



FCVS FEDE-RATION CREDENTiALS

VERIFICATION SERVICE

Medical Professional
Information Profile

400 FULLER: WISER ROAD

C 1996 FedefCllioo of Slate Medical Boards

SUITE JOO

Section I

FCVS Reports

EULESS, TX 760]9 TEL(811)868.S000 FAX(817)861-S099



"'-.
Medical Professional r"'" F"""".'iD.

FCVS FEDERATION CREDENTIALS ~ ~llriIhtVERIFICATION SERVICE Information Report \ BOARQ~

Identity

Medical Professional Name: Christy Marie Boraas

Documentation: Certified Birth Certificate OR Copy wi Cert. of
Identification

Variation of Name: Christy Marie Boraas Alsleben

Documentation: Photocopy of Manriage Certificate and Translation if not in
English

Gender: Female

Date of Birth: November 27,1978

Place of Birth: Willmar, MN, UNITED STATES

Social Security Number: XXX-XX-6044

FID: 215194325

Physical Description: Height: 5 fl. 6 in.

Weight: 1451bs.

Eye Color: Blue

Hair Color: Brown

Contact Information

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

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

Telephone Numbers: Primary:
Secondary:
Fax:
Other:

(612) 203-1269
(412) 641-3464
NIA
(412) 270-1063

400 FULLER WISER ROAD I SUITE 300 I EULESS. TX 76039 TEL(817)868.S000 FAX(BI7)868.5099

C 1996 Fede18tiorl ofSta1e Medical Boards Page 1 of 5



FCVS FEDERATION CREDENTIALS

VERIFICATION SERVICE

Medical Professional
Information Report

Pre-medical Education
(Provided by Applicant. Not verified with the primary source.)

Institution: St Olaf College
Address: Northfield, MN 55057-1098

UNITED STATES
Dates of Attendance: 08/-/1997 To 05/-/2001

Degree Conferred/Issued: Bachelor of Arts

(Provided by Applicant. Not verified with the primary source.)
Institution: University of Pittsburgh
Address: Pittsburgh, PA 15260

UNITED STATES
Dates of Attendance: 09/-/2000 To 12/-/2000

Degree Conferred/Issued: Applicant did not graduate

ECFMG
There are none identified or not applicable.

Medical Education
Medical School: University of Minnesota Medical School - Minneapolis

Address: 420 Delaware St SE
Minneapolis, MN 55455
UNITED STATES

Dates of Attendance: 08/09/2004 to 05/03/2008
Date Certificate Issued: 05/03/2008

Degree Conferredllssued: Doctor of Medicine

Unusual Circumstances
Leave of Absence/Extension: No

Probation: No
Disciplined: No

Negative Reports: No
Limitations: No

Fifth Pathway
There are none identified or not applicable.

"00 FULLER 'WISER ROAD I SUITE 300 I EULESS. TX 76039 TEL{817)86B~5000 FAX(BI7)868~5099

Q 1996 Federation of State Medical Boan:ls Page 2 of 5



Graduate Medical Education

Institution: Ohio State University Hospital
Address: 395 West 12th Avenue, 5th Floor

FCVS FEDERATION CREDENTIALS

VERIFICATION SERVICE

Medical Professional
Information Report

Columbus, OH 43210
UNITED STATES

Training Level: 1
Program Type: Intemship

Specially: Obstetrics and Gynecology
Dates of Attendance: 07/01/2008 To 06/30/2009

Completed Successfully: Yes
Accreditation: ACGME

Training Level: 2 - 3
Program Type: Residency

Specially: Obstetrics and Gynecology
Dates of Attendance: 07/01/2009 To 06/30/2011

Completed Successfully: Yes
Accreditation: ACGME

Training Level: 4
Program Type: Chief Resident

Specially: Obstetrics and Gynecology
Dates of Attendance: 07/01/2011 To 06/30/2012

Completed Successfully: Yes
Accreditation: ACGME

Unusual Circumstances
Leave of Absence/Extension: No

Probation: No
Disciplined: No

Negative Reports: No
Limitations: No

-400 FULLER \NISER ROAD I SUITE 300 I EULESS. TX 76039 TEL(817)868.5000 FAX(817)868-S099

C11996 Federation of State Medical Boards Page 3 of 5



FCVS FEDERATION CREDENTIALS

VERIFICATION SERVICE

Medical Professional
Information Report

Institution: University of Pittsburgh
Address: 300 Halket Street

Pittsburgh, PA 15213
UNITED STATES

Training Level: 5 - 6
Program Type: Fellowship

Specially: Family Planning
Dates of Attendance: 07/01/2012 To 07111/2014

Completed Successfully: In Progress
Accreditation: None ofthese

Unusual Circumstances
Leave of Absence/Extension: Yes

Dates: Not Reported by Primary Source
Comments: Maternity leave
Probation: No
Disciplined: No

Negative Reports: No
Limitations: No

<400 FULLER WISER ROAD I SUITE 300 I EULESS, TX 76039 TEL(817)868-S000 FAX(817)868.S099

01996 Federation of Stale Medical Boards Page 4 of 5



FCVS FEDERATION CREDENTIALS
VERIFICATION SERVICE

Medical Professional
Information Report

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: 06/2006
Date: 11/2007
Date: 01/2008
Date: 04/2010

Passed the Exam
Passed the Exam
Passed the Exam
Passed the Exam

ABMS Verification
A report of the resu~ 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 FlO: 215194325

400 fULLER 'NISER ROAD I SUITE 300 I EULESS. TX 76039 TEL(817)868-5000 FAX{817)868.5099
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FCVS FEDERATI.ON CREDENTIALS
VERIFICATION SERVICE

Credentials Analysis Report

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 also list particular missing
documentation, if any, as outlined in the FCVS Policies and Procedures.

Medical Professional Identification

Medical Professional Name: Christy Marie Boraas

Date of Birth: November 27,1978

Social Security Number: XXX-XX-6044

FlO: 215194325

Omissions

There are no omissions identified.

'"'00 FULLER WISER ROAD I SUITE 300 I EULess. TX 76039 TEL(817)868-S000 FAX(817)868.S099

@ 1996 Federation of State Medical Boards Page 1 of 2
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FCVS FEDERATION CREDENTIALS Credentials Analysis Report
isTA~rfEn

< MEDI.YERIFICATION SERVICE , " BOAR

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 Pittsburgh, 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.

Miscellaneous Information

There is no miscellaneous infonnation identified.

End of report for: Christy Marie Boraas

400 FULLER WISER ROAD I SUITE 300 I EULESS. TX 76039 TEL(817)868-5000 FAX(BI7)868.5099

@ 1996 Federation of State Medical Boards Page 2 of 2
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FCVS FEDERATION CREDENTIALS Chronologyof Activities MEDICAL ~.
VERIFICATION SERVICE . BOARDS of'L- ol- ••••• -4._~~~/

The Chronology of Activilies is a comprehensive report of a medical professional's aclivilies as reported 10.FCVS by lhe medical-
professional applicant.

Medical Professional Name:

Date of Birth:

Social Security Number:

FID#:

Christy Marie Boraas

November 27, 1978

XXJ(.XX-6D44

215194325

Start End Activity Location Overlap Explanation Program Length Explanation
Date Date

08/2004 OS/2008 Medical Educalion University of Minnesola
Record Medical School -

Minneapolis,420 Delaware
Sl SE Minneapolis, MN
55455 UNITED STATES

07/2008 06/2012 GME Record Ohio Slale University
Hospilal,395 Wesl121h
Avenue, 51hFloor
Columbus, OH 43210
UNITED STATES

07/2012 06/2014 GME Record University of
Pittsburgh,300 Halkel
Slreel Pittsburgh, PA
15213 UNITED STATES

End of report for: Christy Marie Boraas

400 FULLER '\NISER ROAD I SUITE 300 I EULESS. TX 76039 TEL(817}868.S000 FAX(817)868-S099
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FCVSI FEDERATION CRE,DENTIALS
VERIFICATION SERVICE

Medical Professional
Information Profile

Section II

FSMB and Other Reports

<400 FULLER WISER ROAD

Cl1996 Federation of Stale Medical Boards

SUITE 100 EULESS, TX 160]9 TEL(811)868.S000 FAX(8I7)868.S099



FPDC

June 16, 2014

Attn:

FEDERATION PHYSICIAN
DATA CENTER

Board Action
Clearance Report

Re: Board Action Query Dated:

FSMB Batch Number:

June 16, 2014
B02453106

The followingis a reportof the search resultsfromthe BoardAction Data Bankas of June 16,2014
for practitioners submitted as part of the above-referenced balch for which NO board actions were identified.

Provider deared with No Actions as of

Name

Christy Marie Baraas

June 16, 2014

DDS
11/27/1978

School

024030

Y,fGrad Provider 10

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 slales of historical licensure for these individuals. Use of this information should be limited to cross-reference

400 FULLER WISER ROAD I SUITE .)00

@2010 FEDERATION OF STATE MEDICAL BOARDS

EULESS. TX 76039 TEL(817)868-'sOOO FAX(817)868.50"?9

Page 1 of 1



FCVS FEDERATION CREO'ENTIALS

VERIFICATION SERVICE

Medical Professional
Information Profile

Section III
•

Identity

400 FULLER WISER ROAD

Q 1996 Federation of Stale Medical Boards

SUITE IOO EULESS. TX 760J9 TEL(817)868.S000 FAX(817)868.S0U



Affidavit and Release1
•..... - - -----~-"..-- .•.-- _ .•.

F CV S I FEDERATION CREDENTIALS
VERIFICATION SE"VICE

- -" "_ "".'-" -=0.'_ ....,......"....•._--...._

•_____________ ~....•~ l

F,J".Ji_'!.- __[J.
.. STATE. ~
. MEDICAL '"- BOARDS ••,..-'.'--- ------------,~ '.~,,~,.r

I, the undersigned, hereby certify under oath that I am the person named in this application, that all
statements I have Q( shan make with respect thereto are true, that I am the original and lawful possessor
and person named in the various fonns and eredentialsfumished or to be furnished wHh respect to my
application and that all documents. forms or copies thereof fumished Q( to be furnished with respect to my
application are striclfy true in every aspect

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

Notary:
Your seal ,(or stamp)
must be ,partly upon
the photo and partly
upon the signature of
the applicant.

I authorize and request every person, hospHal, 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 to furnish to the Federation Credentials Verification
SelVice .anysuch infonnation, including documents, records regarding charges or complaints tiled against
me. fonnal or informal, pending or dosed, or any other pertinent data and to permH the Federation
Credentials Verification Service or any of Hsagents or representatives to inspect and make copies of
such documents, records, and other infonnation in connection wHhthis application.

I hereby release, diSChargeand exonerate the Federation Credentials Verification SelVice, its agents or
representatives and any person fumishing information, of any and aliliabilHy of every nature and kind
arising out of investigation made by the Federation Credentials Verification Service. I authorize the
Federation Credentials Verification SelVice to release informa'Jon, material, documents, orders or the fike
relating to me orthis appflcanon to.any entity at my request.

PzoY6l~~A-1~(a.~,UJ _
AppI'iant'S PrInted Last Nllmt

Ubv.;~f.1./VI
ApoIlant'sPrlnted nd~:me-.M-ldd-'-"-'-"-".-nd-Su-ffi-.-(.-~-.h-.l------------------

JA"':II!? I UJ(t.l _
OJt~of StEMtUf~ 1r6&nt(Ol'fesDO"d totn~ of notariutionJ

W"8FFIIiRiJliilil

.. County of ~~ '
'Icerb1ythat on the dat Set forth below the indMdual named aoove dld;;ear; ~ and that t did identify this applicant by: (a)
comparing his/her phvsical 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 ~~rature on is/her identifying document.
The statements on Is ot subscribed sworn to before me theapplicaot on thls~ayof 20fl.

CXlMMONW£Al.nt OF PEII!ISYI:

Ley!la M. 0-. ~ NIle
0'Hn Twp.,~ ClllIlIl'

Please complete and ma~ this original document to the Federation of State Medical Boards at:

.400 FULL,Eft WIS,IE. ,.OAO
020'1" Fdnbcr! 01St* u.drcal 8oa:Im

SUIT,f JIO iEUlf:SS. TX '60J. TEL(II')I •••seoo

232601 215194325
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CERTIFICATION OF IDENTIFICATIO
Certification by Notary Public Is Requited

Applicant Full Legal Name: \?GYOA{ l'<tslt'b()l1
l.:l$t

Mewle,
• MiJJI~

rcvs IDNumbet: 232601
Notary - Please complete the section below:

Slate of County of MI-t~1 _
I certify that on the date set fOM below, the indil,jdual namedabo,'e, did appear pClSonallybefore me
and presented one of the following forms ofidentification as .proof of his/her identity (Birth Certificate
or Passport) . .I fUMer certify that J did identify this ~pplic~ntby comparing his/her physical appearance
with the photograph on 'a Goyemment issued photo identification .presented by the applicant,

The statements on this document ~re subscribed and sworn to before .rne by the applicant on this

(Day) 2- ,_~ ~ ,(Year) 2-011f__ .

Notary Public Signa

.;< /(Ycar):::?O J t
• The notary's commission c><-pirationdate must be curtent and legible. Hno expiration
date, such as 'lifetime' , an explanation must be provided.

Norary Stamp Here

COMI4ONWEAl.lll OF flfNNSYLV
_SOlI

Leyt10M.Q1lwfold,-,
en- '- ,.....,ClllIItr

NtOJoiiiMai._ MlIdl26,
rcEMBER. FflQtSYl.VNtIAASSOClATIOfII Of

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

Federation of State Medical Boards
ATTN: FCVS

400 Fuller Wiser Rd., Suite 300
Euless, TX 76039.3856

232601 215194325



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

MR&C CerlificatelD
7543973

S"..t; • £1.4' •..
STEVE ELKINS
STATE REGISTRAR

,FILED: DECEMBER o.c, 1978

MINNESOTA

MINNESOTA DEPT OF HEALTIl

CERTIFICATE OF BIRTH

GARY ABNER ~ORAAS ...,' .,
•

...•.. - --. ..

STATE FILE NUMBER 1978-MN~31979

CHRISTY MARIE BORAM

NOVEMBER 27,1978

'FEMALE

WILLMAR KANDIYOHI

JANE CAROL

OLSON

ISSUED: MARCH 07. 2012

THIS CERnACAnDN IS VALID ONLY WHEN REPRODUCED ON WATERMARKED SECURITY PAPER
WITH A RAISED BORDER AND RAISED STATE SEAL OF MINNESOTA.

~..

FULL NAME

DATE OF BIRTH

SEX

PLACE OF BIRTH

PARENT

NAME AT BIRTH

PARENT
, .

mY AMENDMENT MADE PRIOR TO 0311112001FOR THIS RECORD IS NOT NO~ON THIS CERTiACATE.

1IIIIIililii002742527



CoIlrids<II""", numbet< 0998-4311

DlrllctDr.of LlcmlSlng
Hennepin CO/lnly, MN,

Marriage Certificate

Rocapt Numb"" I09.()()()09879

,10 05. ,at(tUllfnssojcenmony) Green Lake Bible camp ChapelI hereby cerdfy. /h., on

Spicer
July 9

Kandiyohi (CortntJI),Mhrne'DIrr,llhe rrndentgMd, dlrlJoln In motrlage

ADAM RANDALL ALSLBBEN ofthaCounlyof HBNNBPIN
Ilnlf

CHRISTY MAJlIB BORMS oftMCounlyof HENNEPIN

State of M1N1V1!SOT.4

State of M1N1V1!SOTA.

the n.""", of theporites oflu IMir morrlaSIl .hall be:
AJ1.AMRANDALL BOIlMS ALSLBBEN

CHRISTY MA.R1B BORMS AULBBEN

;COiBri~4an4dJ(l4r
_ ..••..••sl•••_~~p).1[1Io6

.,:}~j,i!.'

Willmar MN 56201

b!~
(!)poorprmt_ .totllclant & Til~)

302 Clena Avenue
(Addtiii Cl.lIlCiaiIi)

In the
""" •••• of.

Till. marrIageIs only vaUdIf the marriage I. performed011or after 071031200S.nd00 orbetorc 12l3Ol2OO5

Allparties alplng tbls documentatlest to the ract that tbl. 1lI1IJTlaeedid takept•• ewltblothe.e dates.

'1r~e iMe.gJ.b Sahrzadeh !'bt,~'".(1', •••••••• , N"", 01'••••••• ) I
~-~ ~_OfWl •••••) I

. Erf BOraas
d'l'PiorOllll1 Nii\l •• f ••••••••) 'il lfRoHgI •••• _

~JlLJ 32005 IIL_H a.DB . '_QeclcQ_•••••_Rocorded__ •• __ L_yo_n ICoun_lYl_.MN__

.,:. _UCemelstlOt:n1tdwltl11tJs~Iiance~~inD08Dta
~ ---"""~
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Medical Education
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FCVS FEDI:IATION C••£D£NTIA~S
VllUFICATION SlIlVICI

Verification of
Medical Education

Page 1

Instruction to the Dean
Please complete both pages
of this fonn. sign date and
seal on the front page then
return to:
Federation CredentIals
Verification Service
400 Fuller Wiser Rd
Suite 300
Euless, TX 76039

The individual identified on the attached Authorization for Release of Information, Documents and Records
form has authorized your medical SChool to provide to the Federation Credentials Verification Service (FCVS)
any and atllnformation pertaining to their educatk;m at your institution.

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

If your office also .processes transcript requests, please attach the Individual's official transcript
(which indicates courses taken, dates and hours of attendance. and scores, grades. or evaluatiOn).

Instttutfon Name: University of Minnesota Medical SchooI- Minneapolis

Address Line 1:

420 DelaWare Street SE

Addrosa Lin. 2:
B604 Mayo Bldg, MMC 293

City,

Country:
Minneapolis

US
State/Province: MN Zip Code (Postal Code): 5545~31O

If name of institution was different when this individual attended. please note this name below:

To:
Momtl Day Year

s~ __

~\Q
From, l?'a..I.~ ..

Promedlcal Education: J1
Years of education required for admission to your medical school: ~ \

Cr&denlialldegree presented by the applicant for admission to your medical school: ~c.'rs:,\a(

Enrollmontand Participation: Our records Indicate t:b ec~ ••s. c\\,:c\~~
(IyptlIprint iJ'ldi>.oiliuarlname: last FIrQ, MitIdle~l

attended our medical school for total of \'S" -;l. weeks of medical education on the following dates:

This Individual

Was awarded the degree of

Was NOT awarded a degree because: (please explain - additional page If necessary)

on
Mooth DIy Year

Attestation

Affix institutional
Seal Here

232601

.j

2288

"'OQ FULLER WISER ROAD SUITE 300 EULESS. TX 76039 TEL(817)86B-5000 FAX(811)86a.S099



FCVS FEDERATION CREDENTIALS
YEaIFICATION SERVICE

Verification of
Medical Education

Page 2

Unusual Circumstances

1. 00 this IndlVlduara official records ,reflect (an) Interruptlon(s) oroxtcnslon(s) 1" hlslhor modlcat oducatJon?
If Yes, ptease specify the reason(s) for, indicate the date of the interruptions(s) or extenslon(s) and chedc whether the
InterruptiOn/extension was approved or unapproved:

YES X'NO

From(MoN~-' __ To (MoIY~_' __ _ Approved _ Unapproved

From(MoN~_I __ To (MoN~_' ___ _ Approved _ Unapproved

From(MoIY~_' __ To (MoIYrl_' __ ___ Approved _ Unapproved
From(MoIY~___ ,__ To (MoIYrl___}__ - Approved _ Unapproved

From(MoIYr)__ I______ To (MoIY~-' __ _ Approved _ Unapprovea

From(MoIY~_I __ To (MoIY~_-__1__ - Approved _ unapproved

_From(Mo/Y~__ I__ To (MoIYr)_' __ _ Approved _ Unapproved

From(MoIY~__ I__ To (MoN~_' __ ___ Approved _ Unapproved

PersonallFamlly ,
Academic remedlation -
Heanh ,

Flnandal _

Panlclpation In}oln1 degree
Progmm (e.g .• MOIPhD) '

Participation In non-research speclal study
(e.g., feItow&hjP. intornational experience) -
ParticipatiOn In nOtKtegtee research __ ~ _
Olher _

PleaseSpedfy:

2. Do thlS Indivldual'$ offielal toCords refloctthat haJshe was OvOr pRatod on .eadomk: ot disciplinary probation dUring hlsthor
medical education?

If YES. please setect the rcason(s) for the probation. InalC8te the dates of placement on and removal (rom
probation and attach addItional documenlation to this report:

YES NO

Academic Probation From (MoIYr) __ I__

Probation for unprofeSSIonal conducVbehavioml From (MoIYr) __ I__
Probation for other reason ,From (MoIYr} __ I _

Please specify a reason:

To (Mo/Y~_I __
To (MoIY~_' __
To (MoN~_' __

3. Do this IndlYlduara offlcUlI rocorels rofIott that hoIsho waa OYO' dlsctptlnod tor unprofessional conductlbehavlOtal masons
by tho medical school or P;nIInt unlvorsity?

If YES. please provide detaIled doCumentatJon!'ln1ormatfon about the circumstances and oLJtmme(s):

YES ~NO

.c. Do this IndlYlduara official fOcord. ronoct thlt hofsho Wli over tho subJoct of negatlvo roports for behiIYloral malons or In
InvosttgaUon by 1M mocIlcal school or paront untv.rslty?

If YES. please provide dtl'taUed documentationlinformation abOUt (he drcumStances and outGOme(s):

YES NO

YES
S. Do this Indlvlduar. official records rufleet that thoro wore any IlinltaUons or spoc"l requIrements Imposod on tho Individual
beeliuso of questions of leadomlc Incompetence. disciplinary probiOm3, or any othor roason?

If YES. please provide detailed documentatlonfmfonnalion about the nature of the limitations or speeiai requirements:

2151943252288

SUITF. JOO __~U_LESS. TX 7603. TEL(t117)868-S000 F'A1IC(817)868.S0't't

~32601

••00 f'ULLE"R VVISER ROAD



FCVS

Medical School

FEDERATION CREDENT1ALS
VERIFICATION SERVICE

Applicant R~ported
Unusual Circumstances

Page 1 of 1

Medical Professional Name: Christy Marie BC!raas
University of Minnesota Medical School. Minneapolis

Unusual Circumstances

Did you have any interruption(s) or extension(s) in your medical education?

Were you ever placed on probation?

Were you ever disciplined or placed under investigation?

Were any negative reports for behavioral reasons ever filed by instructors?

Were any limitations or special requirements imposed on you because of
academic performance. incompetence. disciplinary problems or for
any other reason?

End of report for: Christy Marie Boraas

PROVIDED BY
APPLICANT

Yes

Yes

Yes

Yes

Yes

No

No

No

No

No

'lao FULLER WISER ROAD I SUITE 300 I EULESS. TX 76039 TEL(817)868-S000 FAX(817)868-S099

01995 Federation of Stale Medical Boards
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Minim.,ll)' 11l'\.t"pl:lh!l:; S.71ImlllC'qU:ll~ {emlil'" cuunl itl\\:trds degn'\:
t'llmrkliI11l. ilnd Nl',\ I: 4: Fllilillg: 0; Nflli'J1c'ffc'fTlIlIlll'C. ('ln~~('>;f(lf wlu\.'h
1'1(1 cnut~. W;I<; t:lmt'rl til''' n(lIIIlL'!i1iic;l in ~'11;',"ltll'll!atiilf'I, Orndl"~ L".InICII
fillhe /.L.II1. (f\105Icr nfl.li\\1') rrf'gl'lfm \\"t.'n:-;I\ ..•~.tifl. n"J.on. C •.UIfI,
j)"'LOil, r-O,oo. 1'\0 .,- cH~indions ftr{"gln:fl.,
Symbols followIng course numbers
C - ('Cnifictl\c tf'Cdil - '
E- ('11 f)lilulh enMlJ'I!F:. 'r<.'giloltnliuo 111COf1l1l1ulrt8 Echll"lliton. or

(iii 1\\"iil riliC'!'l CJmnn'i:, un ~1nA tOlIn<lC
G - hl\(lofS cnuiSt 11lrc.\lm t'f'Ci1i1
i,- hol'l('1f'~ ('CllltsC

J - {'H'i'llfi!: MRA cot~ n,rC"xirn Ni.."tlil
K - t'wniJ111 '~lll.-\ ('niJn;C h.)' irnll"pti':d~lil stut!)

1,- 'hl.MI!i (,flIilW b)' i"d~'h,'mkl\llttlldr
M •• e,Un L'mlil "r inrl\."f'CnJl't11 :.1I1tl)'

0- c\'cninjJMll;\ ~\Ir.t rwlll byifilIL'fX'l1llcilt ,!Ill
n - hilum:. C.\lm l'n:llii !ly iluk'ptrulcnt liilltty
S - 5<'rnc:-l('r rcgi!ilmtimi (pl\-"l'N')
T~ •.•."nr-i\.r hlli1!lt'$ eou~{' (rn'.1 l)CNI

1.1-:;~jllimn C1'I11~ tnl-en lilf cxll'fi~lil
\" ••• 11(111111:<;nlld wl'ltinll illlcll:-h'C

\\' - \\riltng inll"n~h'c
X - c'dm crelitl
Y.,. intk,x."flllcni Sllldy
I. - ,~jlI.'.:"inlll'nll f\'Bi1oIrnlinn

Additional notations
t'iHII"t!('d m.:illl'i lhat ;811cml~ I~BiSIr:tlffln\\t1C'i L"ltnCtird (i,c ••droprrd)
befilrt lh" CtidMtlle ~nrl w~rk oflh~ lenn.
n~l'N' with dHtlfJciton lndicnii:'S gmtlunrinn \l..ith high om: dtt:rC"t""Uh
h(lIitl~ (Iti\J(~) indiCAI!:••Cfli'lll'ilClirrn ofhnnOi'!o JlfIlgrnlh.

S(,(,lllld I J1"~iifl!l1.' l'mlit'!cll(r 'j'f)(::"II)••dt.'lIllln~lrni(od Inl('nliI.,linll'
nrofiC'ii."lIcy illlC':'idi"y. ,\\ riling, li~lcllin8. Jilld srcllklng.

t'm"";i) ,01 f-j'_'I<oiJl,!)ul"'''
l~111,rt.d.""IIlJII"n.II~ lli"I~~
llutum. /II'" S""'iIt.',JUII
~U_41"'''~.JI')
11."\1I••f t~l' I~ 1".1~I!'~~

Campus records offic" locnUons:
1.•,..••.•ll)'''r~l__ ,l..'n.'''-'I~
ylltllll.n

l. ••••.•,"""''t\. Ito,:\: ~Tl(,,~'l1
~U;.:'I,~4~'"
1l.:Tt ,>4I d- Il90I Qd (IIw •••••'

Grllding daflnlt10ns
A _ n"hielcm;.'nl ihnl i!> O1flo;tMdinjJ. fCli\ll\~'ln Ill;;: fe-\-cl n~--c~I)' to

11lt'r:t COUfM."I\"l./\IIJC1llt'll1S

Il- IIchil:~\cllidlllh:ll1$ !-ignifknntlr tlbon~ Ihe k.\"c1 ilccc:::~ni).ltlllll."l1
eillin:l'rcqull\"In;.'nls

C - /ichlt~\'el11i."fi1llim n1cct~ tltt Cmlf$C ~ilireinr:n1$ ,in ("\\'1)' I't'Srccl ,
I> - udlicwml;'ni Ih:1I ilt '\orthr ilf \Tniil t~\eh iholl~hit rllils IilItlCt't rull)'

the "l,'CIlI~\,'~llil'i"lllCnls •

E '" 1'It111\'\~crt1t'ntIhai is "Isnif""tmtli' [tn."':!l;:" 1hn" Ihe ICH'I mtUiftd In
filed Itw to"$"ir L'tllJr.re f'I."quifl.'fl1t'i'I1t bill i\(ltjufigNI to ~ l\!11.••'ancllng

F «(if !'\l- f\Crl\'~cnt~ rllilurc (ornn cn=dil' nhd ~lgnUicSth~llhc \~.o!\Wit':
C'il!lC'f II J cumrl("kd bul fi1 n Ic\ ("I {'If tlc-hie\ cnl<"lilIlU'i1 h Ilill wmthy
"r Cf\'ttlt t)f {2. \\;J~flt'll CI)rnrICi",Il-Jlid lhl're wn!i flO 1'iI;r\'("I11Cfll -
1"1\\"t'L1IthL~ m"lru(1'-'r IIlltl ihl~ 1'1lidL'Ilt thlli the $ili,k11\ w(t\lId he
m\'lllded Ii" I(<;C(' (jl~II \

II ..•• 1,1M1f'~ Itl~i1h) I,," SehOOll1lld Ml'tli,'Jt1 ~C'hMIfinly)
I... tlfll:Olfjfl~cl t!:-~is.nl"d D1Ull.' (Ii<;l~fcli(ln I,rlhe inSll'f1Cl(o(\\'hrn. dut

III \~\inJ;Jt'l:Jinal)' dn:u11lMJim:cs, t.t" Im~lijl:I1t/<ilimj 1i !>ludtflt is
rre\4.'lIit'\l rmlll t'tlmrilt.'iilll! the \\Itl'~, "rille CI'lIfSC 1m1)~1("Rcqui •..•..•s
II WnilL'11{ll!f'\'('mcril N!lwecll in"'rtl~lnt nnd ~lIdL,11t

"'... 1.1~~lilllf."(1by Ull In"ullcitlt IIi llidll:lilc !tIc ("tlUr!'f.~ill s.illlin pm!fi'tS'l
nnil Ih;'ll n ~mdC'nmnrn "", n~~h;llcd IIi Ihl' i'rL"!'~fl1limc

I.P4 hlw rrl\~ (lI\ed by 1.11" Sc-hool ;;till)')
~'G• no lU'!d.'f\'1J1Lil\"li
l\lt ~gmdc nOllcp;.lItcd
o - n'r~l,'fll••(m'''lnmling .orhic\'o=ltir:nl {or tinctllf fl1'Mc-ditlm: nm1

(),xillf nf \'L'Il"llI1ary 'Mediciile fliOsmfll\
JI- lI,h:e\'("JIlMlt dCJignlllinp rlt",.-in!! W(lft.

f) - t1('hil"n"l1It'llll1c-,-,i-i!nnlin~ 1'11~si!1¥ \\{If'~
R.. n l'llllf'!>C' Icl;.l;.-11 ''''gi'i.lr;:lIinn fo}1nhtd
<:... tl~hil'\t'Il1.'lltl!l:J1 il: .":lli<lilcti~', \\111.:".h i.•l"ql1h"lt"lll hlll c:~fir h\'lit'f

C••. undL'i\ltluhi:lH' Sltli,JCnI'i (C or h..'1h.'f nlltht l)lllmh t':J"':n1fill~),

(1l'11f.lualc fUll! ptllfl."<;si\lmll ptngrall1s ITllJ)'t'sliIhlish hither .!ilfind.u'ds
(nr(,:lmill~II,&~~(lfS, •

'1'-.. t~~1crc-cjll
\.... R~I\t1'llhlfl a~All tl-llilihU' 111'\I~itnf (il nnll'&.f'llik IJOIl-l':rtdil

qislmth.Jl.I\ '
\\ •.••• t.'lui"(L'.I~)' thL~f{'ii~lr.lr'i oilii.'c when Ilk' Slml!'nl (lllldtlll~' ,,"ithdt"lIws

j"nl/lllll ••..•IIl'\c:l11Cf tho~~nd I;\"fi.'\:

X - r("pt!11~"t1hylhe in\lrwll-.r lill' Ii (Ilidenl in fI St'QIlC11ct'aft.n.~ whm:
the grnd~'L'anm'i lx' dClt.'llninrd ulllillh~~u.."'Tlt.'(! i~l'ritl-lI,lch"••the
in;,t,"dll1" i!o tIl to\lh'Uil a !lnJd4" r,lr ~';whX" hCi'llhL~ !'L~,('hl.'t ill:
('t1t11f1lclC'

i'... ft~~illnl."dIh1m 1 ;,11 19):ti 10:'1 Summl'r I'I$'J 11'1 indindC: tlK" r-tutknt
clIll,,;t"lcd ",lilli..' d''1ill!! J),I(,":n& wort.

/. - ""~Igncd from filII Jl-':9 ill SUJllilll't j\15t, 1,\ indic~l]c Ih~ &1udi:hl
i.'mlL:c!cd \\.hik' il,\ifl~f.'1i1ing W(lrk

6n lIiC' '1\\ in i:iill.~••elllllrm rn.un r/llllq1~throul!1I Slimmer 1971 un(!
I'n Ihe M.IITl" t.':nllIlU~ from Flill 1'.J1~Ulllltl~,h Summcr ,Itffl$. thl. o'll'idlll
Unh i.'1~ily Imn~ctiJ't 1i1l:11Ii1ed ,'nly ~~ill\'c (l;''iHil'mic Dl'ht('\'cmcnl!o,
t.ClUrsi.'~ III \\hlrh ihe ~tu,'Ic'nl n:~CCl\'t.'d 1'1~rildCl (i1'N M Ii rcsiSirali\"in
~}mhol u,"1 (If W clid nol t1llJ'l'o.'II1 {In the mmJ;crirt.

V'lh.'11\ GlM~"I. ~fcrr" 1 , 1Il\tf\!I} (IfM~tl •• 'nl. Grin I
ll;!:Jll!,II.IotIlJ!I 'll~wu.ylc...t'••#.'
M'''"IL,,,I~~:''.2H: ••.,,""'-t~,....... or I)O('•.•tr~Il.i,n".• tlf 1~'\\l:oIIll.,..Io"ll""
J~ ~-("JJlJ \11Mnl'11•••.M•••nl~.~ \I r .•••\1" ~Slr", t.tlft~1\, M~.5Y(5
1)qoI i,fl tJi&oI"" ~.tf\'):1l-.. f,12,w.l.1111 1.1~.fo.•••••tlll I,I:.(,~~.IIII

1kf4 orl "'"', tll'r I'd OO~!lf,Q
.'It'il" '11(,11" lr-~l','MIm~""<opiHI,. &.!.t1lt~1tI~r.lll"'lII~t\O~'"'Wlrl.,,_~I_..Ml"~ .,.rM('!II'Yl'1!f'Y('IJI'\ ",-;II~,," Ihtorl:'Cf<ftl1r~lnrdt'<.--.tmitoIM~IIlh.'l1'-;"~.'1~ ""Ulf;llll1lr~t, ('1"0111~p;t'hkwo.h.,\to_L' t!td .•••hlll!tl!t"o,-..n'W .•.•fihhth."UI~ r~.".
IU••• IJlftI, •• .,.h~M N'1i,\"l'f'l!fih'lM ••lI'uJl_""lut.omll\il"',,*"1 0\1.11II",1I0'!'; lIlIS Ilil\'lf'1t.!"'l] roM\' 111II '. RI\H:\\I (11-1I ".'lil' •
HIl' tJ..-.._'"tl,...) fllAN-"••.'.;,;....-d •.•, In:-p't!.fl'Ilt~ .UUl.lI/llho' "'t1l1••••• "'l •••~,ld~"u<k," n...1'lII~;,",..w..", ••~"t.~('III""" 1'dr.~"ifUlll',M.-!I'h,•••')'ACll'ft<n".lf)tlU'ht\'O:l>fI~'fllt".1itoftl;Iito-l~h"""'~,Mft"~I"IJ'flO'fW1-'i"UItl""'..-.:Mh"rr.••.I<;n.'-'•••~

!oI.'1I1(~

5fi1lfJ In ~1}1)t~ (I no • jI.m1 "dnm~cd ,.'ll1r:-oC":orill 11Inll'N:. S\'1li.1n..lIutl
J,;luc!tl,nc :;ltuh:llIlt

NOIIlII.l ~1)lJ9 (2110 tlfld hi~!h~r) lilt !!fa,III,11C nllill"I!'I~~i\'n~151:hl'lo)1
Fllld;,'nl:.

Crodlt
SliI!1inc; 'I nil 1'~.19-llfIil~ nrc ~('"ll1ntn.nroil
hinr In J ';II! tt)Qll Imil!' WiU..'fllllr lite i]IJ:iJ1l'rcn'dll h\.~ calt'!ld.If' rM
e'rrptllltl<;1
'I hl.'litE: lo°ft.tllt •. an ll!:(("iid; (.) Willllppt'":IT lhllilwinl! thC' course 1Il1L- ,,1'
cnllfiiCC'i fll1l11hi."T\~d8777, 'NKXK.ur Si)tll' If thl' d\'L!r~~c lIwl'Inll!t "ht!\\ n
An :i"I4.'ii~k(.,1indl.~I~ gllllln:ll~ cr~lil 1:l~.'fllhn\lBh rull ••.~c I,r
('UlllIfIUii1' rChlCllum «('i~tII;nlljnl1l~{hl,~ail(lflnnd L,lt'l1~l(lli f'nnf til raIl
l'il)l)l

Grodin!) policy (complo1o)
A\i1ilnblc \lnlml.' 1111' •..•licy.ufiln.l-dl\,li(\lll'icf,:rrdilcatlfln~hdllrillinn'
GB J\J) 1:-.(jl'R AN';C It lP1'S.huni.

Academic ctllCndDr'
1'hC"M.'mc~l{"r !'}.•.•u~m !,t:lIIC'd 1,'lill'l{il)tJ Ilu IItl Uniwf'ill)' ••r~'ljl1ne<:"la
L"l\rnflui-i,. •••• PrilJr tn FJlllf)1)t) ihe tmi\'l'flo.II}' "'~L"t1 0 qU;:UIt.'f ")'.'.ll'm 'I\'ith
thc~\.' i.'M"Cplitllls: l.ll\\ 1"t"h1l!lt sumrd on t:(,nrslcts FilII I~'$I.('IfIllr.nnl{~
O:tllc'yt.' IlfCtlnllnlli"~ EdllL'nlion (:11\.I!¥,'"WNt' lrtlllt!ll tin Ii ~\.'I\l~~I(:f

l"3k"fltiar bul tiw l'I'CIlib H.'poned a~ Ljllllfii:r "rNJit...

Accrcd.ltatlon
'fht" Ulii\(,f:lil)' (lfMinnl'f;l1tn i~n<Tn."dilcd l1y Ilk: lilgh('t l"cttmmg
("(lmmi~~i(ll\flflt1t' t'\iii'lh (\"11lml AI;\I\,:itnilllt IIrClllh:-g~'" unit Sl'h(\{il~,

CourGQ (closs) numborln.o system (from Fn1l19991
UU(lO 'I; OttC)lI n-nM.'i.tI,ll ('O\I"C"
WHO 10 I '/I~I rrimlfil} (ill' umknJI01chmtf"!l; in fiPoI \'l!tI.r
'100(1 II' 2Qi.ttl rtlmaril} l~lr UIlII("'l~t1IiIIlIl".~ in o,;i,'(.'I"Kt Y"-:Ir
Junilib ~t")!1 f'Irimaril~ iilr un(lcrj!mLIII;lIl:'i.ln lluril )rnr
40f'(llo.II'?I1 I",ima.rih' 11'1' tilldtrgr.ldlll\lC'!l in 1-;llInh }etIt, mllY he df'plil"cl
Itl ft Ciflidutll.' :-> •. huf11 c1ct:I\'\.' Wilh :'ir'pW\ oil h>'llll' ~ludC1'lr~nJajm Held
.fIIl,1 i1'illllChl h) n mL'IllN'r,I1'lhl: emclll~t.:' racult} Of an il1tii"idlinl
uulI1l1riiL'i.!h~' IIII' fIIilrrmn III I\."III'h nl Ihl" ~nlfhmtc le\d
-SOOOIII SC)Ij(] I"nni:lril~ It" srodt':l!l' "illlt.:lllS hill Ihird lmd fm1l1h )~Dr
IlndCf1!radllnH'~ nM) t"nroll
MIDll in 71JW rtlf 1'11!'IN1tCJ1AlI~1l~f'Imr~,!-~l\'11,~1(ll,~~fC'C~lUlll"l1;;
Ronn lu IJl}t)t1 li'I'I~dutik ~lllklll\
PriOt course numbering systems
I'nr "nil 1lI"'U Ihtllllih ,slltlllnCf' I~ttN(("}til'!!;.' IlIlll\tll ••ti"~rti,'r ltl 1<)711 i:;
nnh.'d in r:irt"l\lhi.."S\~.:

(lllIIl11!' (Nt.~1 IIilnL'r\:dll l."llf~~

IIWO I() 19',") 101. ,1Q) i"lflIl,!UL11~1)'Clltlr~'\ Ilritimnl~' ftlr Ih.••.h"\I'1i ami
SOllllf'llllflr~••

)Olln 1(1 .,.JIIII

Transcript key
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F(;;- ••r.r;i(,:; ;:J-STATE_
MEDICAL
BOARDS

Federation Credentials Verification service (FCVS)
400 Fullc::rWiser Road, Suite: 100, F.ule:l's, TX 76039

Tat (817) 868-5000 Fax: (817) 868-5099

Verification of Graduate Medical Education

Institution:Ohio State University Hospital Attention: PROGRAM DIRECTOR

Specialty: Obstetrics and Gynecology Affiliated
University:___

Address: Columbus OH

Verification For: Name: Boraas, Christy Marie

DOS: 11127/1978
Individual's Name on Record (If different from above): __

Program Training Level:1
Speclall)ffiubspeclalty: Obstetrics & Gynecology(e.!=j.,1,2,3, elc.)

Participation: I8llnlemship From: 7/1/2008 To: 6/30/2009Important: oResidency
ReportIncomplete

oChief Residency Successfully Completed?: I8lYes DNo Din Progress
TrainingLevels(years)
separatefrom those that DFeilowship Accredned by. I8lACGME DAOA DLCGME DRSC DCFPC
were successfully

o Research DRCPSC DAPPAP oNone of these .completed. .
Training Level: 2 & 3

Specially/Subspecialty: Obstetrics & GynecologyIf the1rainlnglevel (year) Is (e.g., 1, 2, 3, etc.)
currentlyin progressreport Dlnlemship From: 7/1/2009 To: 6/30/2011lhe expectedcompletion
date in the "To. fteld. ~Residency

DNo DIn Progress
DChief Residency

SuccessfullyCompieled?: I8lYes

oFellowship Accredfted by. I8lACGME DAOA DLCGME DRSC DCFPC
ReportInternships, oResearch DRCPSC DAPPAP oNoneof theseResidenciesand
Fellowshipsseparately.

Training Level: ~
Specialt)ffiubspecialty: Obstetrics & Gynecology

Useone section per (e.Q.,1,2,3, etc.)

Department/Specialty.If the Dlnlemship
From: 7/1/2011 To: 6/30/2012DepartmentlSpeciattyis o Residency

rotatingor transitional,plea~
I8lChief Residency Successfully Completed?: I8lYes DNo Din Progressprovidea scheduleof

rotations. DFeilowship
Accredited by: I8lACGME DAOA DLCGME DRSC DCFPCoResearch

DRCPSC OAPPAP DNone of these

Unusual
1. Did this individual ever take a leave of absence or break from hislher training? ........................... DVes ~No

Circumstances:
2. was this individual ever placed on probation? .................................................................. DVes ~No

Checkthe correel response.
DVes ~NoOmittedresponsesrequire 3. Was this individual ever disciplined or placed under investigation? .......... .......... .....................

writtenexplanation.
~No4. Were any negative reports for behavioral reasons ever filed by instructors? ........... ....... ....... - .... DVes

nnecessary.you may 5. Were any limitations or special requirements placed upon this individual because

continueyour explanation of questions of academic incompetence, disciplinary problems or any other reason? DVes ~No
on a separatesheetof

Please explaIn any "Yes" response from above:paper.

--
--

Certification: Completionof the followingis certifteationthat the infonnationabove is an accurateaccountof this Individual'srecordsand is true
and oorrec1.The signatureline mustcon1ainthe originalsignature.or the electronictyped signature,of the programdiredor
(M.O.ID.O. only).

I'\llIX your InS ional
seal in this s ce.lf Name: Philip Samuels MD Signalu"" Philip Samuels, MD
no seal is aVo able.

:~, you must ha this ntle ofSlgnalory, Program Director Date of Signature: 6/2/14
E TRONlCa ed (e.g., ProgramDirector)

SEA Tel,614-293-3773 Fax: 614-293-5877 E-Mail:samuels.8@osu.edu

Rev.0513012014 FCVS 10: 232601 FlO: 215194325 CODE: 109103

mailto:samuels.8@osu.edu
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, VERIFICAl'ION. SERVICE Unusual Circumstances ~ MEDICAL 'f"

•••• --1 •••• -':.,B-~OAIU>7.s,"
"".., ."'.~

Page 1 of 1

Graduate Medical Education

Medical Professional Name: Christy Marie Boraas
Ohio State University Hospital

Obstetrics and Gynecology

Unusual Circumstances

Did you have any interruption(s) or extension(s) in your medical education?

Were you ever placed on probation?

Were you ever disciplined or placed under investigation?

Were any negative reports for behavioral reasons ever filed by instructors?

Were any limitations or special requirements imposed on you because of
academic performance, incompetence, disciplinary problems or for
any other reason?

End of report for: Christy Marie Boraas

PROVIDED BY
APPLICANT

Yes

Yes

Yes

Yes

Yes

No

No

No

No

No

"'00 FULLER WISER ROAD I SUITE 300 I EULESS. TX 76039 TEL(817)868_S000 FAX(817)868-S099

01996 Federation of State Medical Boards
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Professor and Chair

fl!. Vl/lj I

OJlicalofficer

Dean, College of Medieine
Vice President for Health Sciences

~ •••
MOUNT CARMEL

awarded this date

qfU1W 80, 2012

~a~~ctor
Mount Cannel Health System

~~. ~.,k.,/l.
Director of Medical Educat/!Q
Mount Carmel Health System

~:~i&-
Mount Cannel Health System

This document certifies that

has successfully completed a Graduate Medical Education program in

Wexner
Medical
Center

Program Director

The Ohio State University Wexner Medical Center
Mount Carmel Health System

Senior Vice President for Health Sciences
CEO, The Ohio Stale University

Wc.xnerMedical Center
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Fl'{;'l':'"ij.;('ti ,..f
STATE.
MEDICAL
BOARDS

Federation Credentials Verification Service (FCVS)
400 Fullt:r Wiser Rnad, Suil~ JOO,Eul~ss, TX 76039

Tet (617)866-5000 Fax: (817) 866-5099

Verification of Graduate Medical Education

Institution:University of Pittsburgh Attenlion: Program Director

Specialty: Family Planning Affilialed
University: University of Pittsburgh

Address: Pittsburgh PA

Verification For: Name: Baraas, Christy Marie

008: 11/27/1978
Individual's Name on Record (If different from above): __

Program Training Level: 5-6
Speclalty/Subspecially: Family Planning(e,g., 1, 2, 3, ele.)

Participation: Dlntemship From: 07/01/2012 07/1112014Important: To:
DResidency

ReportIncomplete
DChief Residency SuccessfullyComp1efed?: DYes DNo I2Iln Progress

Traininglevels (years)
separatefrom those that 181Fellowship Accredfted by: DACGME DAOA DLCGME DRSC DCFPC
weresuccessfully

DResearch DRCPSC DAPPAP [8JNone of thesecompleted.

Tralnlng Level: __
Speclalty/Subspeclally: ___If lhe training level (year)is (e.g.. 1. 2. 3. ele.)

currenlly Inprognm>report Dlntemship / / To: / /theexpectedcompletion From:
date in the -rowfreld. DResidercy

DChief Residercy
SUccessfullyCompieled?: DYes DNo D In Progress

DFeliowship Accredfted by: DACGME DAOA DLCGME DRSC DCFPC
ReportInternships, DResearch DRCPSC OAPPAP DNone oflheseResidenciesand
Feltowshipsseparately.

Training Level: ___

Usaone sectionper
(e.C.. 1.2. 3, elc.) SpecialtylSubspecially: ___

Depar1menUSpecially.lfthe Dlntemship
/ / / /Depar1rnenUSpeciahyis oResidency From: To:

rotatingor transitional,pleaSE
DChiel Residercy Successfully Completed?: DYes DNo D In Progressprovidea schoduleof

rotations. DFeliowship
Accred~ed by: DACGME DAOA DLCGME DRSC DCFPCoResearch

DRCPSC DAPPAP DNone of these

Unusual
1. Did this individual ever take a leave of absence or break from hislher training? ...... I:8jYes DNo........ .. .........

Circumstances:
2. was this individual ever placed on probation? .................... DYes I:8jNo........................ ....................

Checkthe correct response.
DYes I:8jNoOmllled responsesrequire 3. Was this individual ever disciplined or placed under investigation? ...........................................

writtenexplanation.
4. Were any negative reports for behavioral reasons ever filed by instructors? ................................ DYes I:8jNo

II necessary,youmay 5. Were any limitations or special requirements placed upon this indMdual because
continueyour explanation of questions of academic incompetence, disciplinary problems or any other reason? DYes I:8jNo
on a separatesheetof

Please explain any "Yes" response from above:paper.

maternity leave

,--

Certification: Completionof the following is certificationthat the informationabove isan accurateaccountof this individual's recordsand is true
and correct. The signaturelinemust containthe originalsignature.or the electronictyped siunature,of the programdirector
(M.D./C.O.only).

f'IlllX your Ins ianal
seal in this s ce.lf Name: Beatrice A. Chen MD MPH Signature: Bt:atrice A. Chen, MD MPH
no seal is aVo able.
you musl_"" this ntle of Signatory: FeDCNlShicdirector Date of Signature: 6/5/14

EI..Ejl:TRONlOa ed (e.g., ProgramDirector)

SEA f TeI,412-641-1403 F,,, 412-641-1133 E-MM: chenba@upmc.edu

Rev.06l05J2014 FCVS ID: 232601 FID: 215194325 CODE: 122559

mailto:chenba@upmc.edu


FCVS FEDERATiON CREDENTIALS
VitRIFICATION S'E"RV.ICl;

Applicant Reported
Unusual Circumstances

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?

Were you ever placed on probation?

Were you ever disciplined or placed under investigation?

Were any negative reports for behavioral reasons ever filed by instructors?

Were any limitations or special requirements imposed on you because of
academic performance, incompetence, disciplinary problems or for
any other reason?

End of report for: Christy Marie Boraas

PROVIDED BY
APPLICANT

Yes

Yes

Yes

Yes

Yes

No

No

No

No

No

••00 FULLER WISER ROAD I SUITE 300 I EULESS, TX 76039 TEL(817)868.S000 FAX(817)868-5099

e 1996 Fedel<ltion of State Medica! Boards



FCVS FEO'ERAT-ION CRED'ENTIAL$
VERIFICATION SERVICE

Medical Professional
Information Profile

Section VI

Licensure Examination History

(State Licensing Authorities Only)

400 FULLER WISER ROAD

C 1996 FederaUon of Slale Medical Boards

SUITE laO EULESS, TX 76039 TEL(817)8U.SOOO FAX(817)1611.5099



US-MLE
Un.ited States
Ml'dicul
~~Lic:""sinl:
~Exutn[nmion

Recipient:

United States Medical Licensing Examination@ (USMLE@)
Certified Transcript of Scores

This document was prepared by the
Federation orState Medical Boanls of the United States, Inc.

Federation Place, 400 Fuller Wiser Road, Suite 300, Euless, TX 76039-3856 - Telephone (817) 8684000

Dat. , OS/28/2014

Federation Credentials Verification SelVice
ATIN:FCVS

Packet ID:

Examinee:
Alt Name(s):

232601

Boraas, Christy Marie
Boraas Alsleben, Christy Marie

Examinee ID#: 5-170.}23-3
Dat.ofB;rth, 11/2711978

Results for Steps taken by this examinee (and for which results have been reported to date) are shown below. For Steps that span more
than one day, the test date reflects the day on which the examination began. Where numeric scores are reported, the recommended
minimum passing score ("MP") is .•.shown in parentheses. Pass/fail outcomes are based upon the minimwn passing level in place at the
time of test administration and are not altered 'by subsequent revisions to the minimum passing level. Effective April I. 2013, test results
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.

IUSMLE STEP 1

PasslFail Total MP
Pass 217 (184)

PasslFaii Total MP
Pass

Test Date
06/15/2006

IUSMLE STEP 2
Clinical Knowledge (CK)

Test Date
01/29/2008

Clinical Skills (CS)*
Test Date
1lI09/2007

IUSMLE STEP 3
Test Date

OHIO 04113/2010

PasslFail
Pass

PasslFaii
Pass

Total
229

Total
211

MP
(182)

MP
(187)

Comments

Comments

Comments

Comments

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

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

CDS v051221 27347913 Page 1 of 2



Examinee: Soraas, Christy Marie

This document was prepared by the
Federation of State Medical Boards of the United Statrs, Inc.

Federation Place, 400 Fuller Wiser Road, Suite 300, Euless, TX 76039-3856 - Telephone (817) 868-4000

E:xamineeID#: 5-170-123-3

DateofB;rtb, 11127/1978

INTERPRET AnON OF RESULTS
USMLE transcripts include a complete examination history. On
those Step examinations for which numeric scores are reported, a
three-digit scale is used. Most scores fall between 140 and 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 passlfail outcome. Test results reported
as passing represent an exam score of 75 or higher on a two-digit
scoring scale. The level of proficiency required to meet the
recommended minimum passing level for each USMLE Step is
reviewed periodically and is subject to change. Such changes do not
alter pass/fail outcomes from prior test administrations.

For examinations with reported scores, the Standard Error of
,Measurement (SEM) provides an index of the variation that would
be expected to occur if an examinee were tested 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 2 CS results are reported as pass or fail, with no numenc 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:

Indetenninate - Results are at or above the passing level but cannot
be certified as representing a valid measure of the examinee's
knowledge or competence as sampled by the examination. No score
is rtported. Information regarding the nature of the indeterminate
score is available. If 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 Secretariat, 3750
Market Street, Philadelphia, PA 19104, telephone (215) 590-9700.

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

Irregular Behavior - The Committee for Individualized Review
determined that the examinee engaged in irregular behavior.
Examples of irregular behavior are described in the current edition
of the USMLE Bulletin of Infonnation. Information regarding the
nature of the irregular behavior and the determination of the
Committee is available. If 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 Secretariat,
3750 Market Street, Philadelphia, PA 19104, telephone (215)
59<1-9700.

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 n21 in connection with an administration shown on
this transcript may result in one or more annotations and an
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 Federation of State Medical
Boards (FSMB) contains actions reported to the FSMB by U.S.
licensing and disciplinary boards, Canadian licensing authorities,
the U.S. Armed Forces, the U.S. Department of Health and Human
Services, and other credentialing entities. To be induded 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 reported to
ensure that records are complete and to assist in preventing
misrepresentation or the use of lost or stolen credentials by
unauthorized persons. Once reported to the FSMB, an action
becomes part of the permanent record of the individual physician,
and the existence of such an action may be indicated on the USMLE
transcript by a Note. 412013

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

CDS v051221 V347913 Page 2 of 2



., State Medical Board of Ohio
30 E. Broad Street, 3" Floor. Columbus,OH 43215-6127 • (614) 466-3934 • Wcbsite:hltp:llmed.oh'

VERIFICATION OF LICENSURE

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

Identification- Information

Name and Address:

Date of Birth:
Place of Birth:

School of Graduation:
Date of Graduation:

Type of License:
License Number:
How Issued:
Original Licensure Date:
Expiration Date:
Status:
Formal Disciplinary Action:

Dr. Christy Marie Boraas Alsleben
700 Ackerman Road
Suite #570
.Columbus, OH 43202 .

11/27/1978
Willmar, MN

University of Minnesota Medical School - Minneapolis
05/03/08

License Information

MD Training Certificate
57. 014608

07/28/2008
06/29/2012
INACTIVE
No

Jonathan Blanton
Interim Executive Director
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C.oMM.oNWEALTH .oF PENNSYLVANIA
DEPARTMENT .oF STATE

BUREAU .oF PR.oFESSI.oNAL AND OCCUPATI.oNAL AFFAIRS
P. O. Box 2649

Harrisburg,PA17105-2649
www.dos.state.pa.us

May 30,2014

o

CERTIFICATION OF LICENSE

Th' . t 'fy h t th . d' 'd '~I b-'~d b I~" d b h D rt f S. ,1S!S0 cert, t a e In IVIua-or USlnesslname~..$:ovy#~ y t e epa ment 0 tate,
Bureauof Professionalandoc~~ati~i~~ ~

NAME: ~ CHRISTY MARIE BORAAS ALSLEBENo /... ;. :--..."(').\\
'<"r. / ~/ltffl' .. .~-~ J,. ", '.-()t..i::: 'LICENSE NUMBER: . 1 , MD445822 ~

l..( ~'Ifft 1/ ,.' "r';' !,MW.•'1)o. j'-'
~ ORIGINAl LICENSURE,DATE: .05/1612012 ::;
-J ,tl'MI'11 I'}S'7 71!/ \\VI~ :::-~_. ~:;Tfl~~E::=::==-_-;j""::>.-- Y\/3~1J014 ~
~.'.'blr~r~s:t#:Ajte!live. ~
~.' . 'lj r_. ':? . . ...,J

~Y2\' ~
The licenseis ingoodsta~rngandthe re~~ in1;icatet~derogatOryinfor~'Zn.

~/Y/~ W~~~ r»'?Y'
""" p.-NOISS9:fOBd~O\\~

Commissioner
Bureauof ProfessioilalandOccupationalAffairs

http://www.dos.state.pa.us


,,.

•
49-CERTOFLlC-100 01/12.,

MAILING ADDRESS: STATE BOARD OF MEDICINE COURIER ADDRESS:

PO BOX 2649 st-medicine@pa.gov 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

LICENSEE'S
NAME:

Last

~O i'l-M~ ,A-l,c; 1e--b..eAtv
First Middle Maiden

LICENSE
NUMBER:

EMAIL
ADDRESS:

M t> If Lt C; c;?1..2-

vbOrt\(:l~@,

SOCIAL SECURITY
NUMBER:

TELEPHONE
NUMBER:

t.t b ~ '2-2 60lftt

~1:2.)2-03- \2(,4

LICENSEE'S
ADDRESS:

City
A

State

MAILING INFORMATION

I?1--{

1111 MAY 3 0 Zip COde;/1i/
U

PLEASE PROVIDETHE NAMEAND ADDRESSWHERETHE COMPLETEDCERTIFICATIONSHOULD BE MAILED

PLEASE NOTE: Effective May 19, 200B, Letters of Good StandingNerifications of Licensure will only be sent to
another licensing board direcUy 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 OTHERthan an official state board or licensing authority address. your reguest will not be
completed and will be returned to you.

NAMEof }.J1'Y1\1\t S;o~ ~ 06U'""of of}i.e tM (a1 1'1'"111 cfiaBOARD:

STREET: \M.1i~'If1 ~Mi- 1'1A~J 2-~24 \A,vllV-GV<l~M. (-e.-) Slt1i-k "00

M 1VI vu.~&-€-t.S /v!N ZIP 17'7~44--
CITY: STATE: CODE: 32- 10

mailto:st-medicine@pa.gov
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UNIFORM APPLICATiON

FOR PHYSICiAN
STATE LICENSURE

Licensure Verification (UA Form #1)

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

._-~,

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

Last name: t?lrYOIqs A1~140c suffix: _

First name: c:MVi>~ _
Middle name: Aft ttlri f-
Date of birth: \ \ r 2-1 (f 4 1 g Social Security number': If log - q z... - " 0 If :t--
*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 htlp:/lwww.fsmb.org/directorvsmb.html.

Name of Board applying to: ,M1Vil'Lf~O~ 1)O/<'.r-~ofJMtMWyr-l1l;{-i_Ck _
Board address \tWIiv!¥'i~ f4 p1Pl~"') '2.-Cl'2-"I \MAivt0iHj !We;;': S'I.1',tc C;00
Board city/state/zip code: ,M I iIl~M'~) M N 2!7 If/ 'i - 3:2- If_b _
Authorization: I am applying for a license to practice medicine. The Board I am applying to requires that
this form be completed by each state or Canadian province in which I hold or have held licenses, whether
now current or not. I authorize the licensing agency of the state/province of ;;\'&0 ill rf (vlit0;a to
provide any and all information pertaining to license number,M D 41.{ f~2z:. to th Board listed above.

Applicant signature: Date: CiA3,n-O (t-
Section 2: Licensure Verification

Is this license current? 0 Yes 0 No If not current, please explain: --------------

Name of Licensee: _
Last First Middle Suffix

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.

License type: _

Issue date:------------

License number:

Expiration date:

AFFIX BOARD SEAL HERE

1, Have formal disciplinary proceedings been initiated against applicant's license by a disciplinary authority
in your state? 0 Yes 0 No 0 Cannot answer under state law

If yes, please explain: _

2, Has the applicant ever been warned, censllTepnplaGeTI::gniProbation~fO'fTlalconsent, reprimand, or in any
other manner disciplined, or has the apPlijl~.~Sl'jiCMfsJ!evJr l:l1eH%Q;lked, suspended, or, in any other
manner, limited by a licensing or disciplinary Iuthority in your state? I !I',
DYes 0 No 0 Cannot answer under s ~;~ laMAY 30 2014 .
If yes, please explain:' I.. ~

c.
I 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: _

Print name:----------------
(If no seal is available, this form must be notarized.)

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

Title:
Date: _

Email:

@June2013 Federation of Stale Medical Boards
Do not send this form to FSMB.

http://htlp:/lwww.fsmb.org/directorvsmb.html.


412 UPMC

...........'iii.UPMC..' 'I"
~";,

FAX COVER SHEET

To:

From:

Fax number:

Telephone number:

Date:

Re:

Number of pages:

01:33:38 p.m.

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)

05-27-2014 1 /2

ThiS faCSimile contains privileged and confidential information intended only for the use of the named recipient. It you are
not the intended recipient of this facsimile or the employee 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 notify the sender immediately and destroy this facsimile.

If thts transmission contains patient infonnation, this information has been disclosed fa you from records whose
confidentiality is protected by state and federal law. Federal regulations (42 CFR Part 2) prohibits you from making any
further disclosure 01 this informaHon without the specific written authorization of the person to whom it pertains or as
otherwise permitted by such regulations.



412 UPMC

<Ii> Magee-Womens Hospital
.of U"itJcni~y <>j' p,ittshttrgb N["dklll C<!tIt<!T

May 27, 2014

RE: Christy Boraas, MD
Yvette Taylor
Credentialing Coordinator, Medical Staff Office
Magcc-Womens Hospital ofUPMC

01:33:47 p.m. 05-27-2014 2/2

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: 07/0112012
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 orrcduction in clinical privileges/scope of practice, having met all requirements
for Medical StafflProfessional Staff membership/affiliation, including professional,
moral, ethical and physical requirements.

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 Medical Staff Office by phone at
412-641-4075, by fax 412-641-5497 or bye-mail at CVOMagee-Womens@upmc.edu.

Sincerely.
; --~ I~

;: .,4,{---\ --;,1/)/1.' ..•......
. ._.: (.; .l,.- .' <I' ,"

. I
. --The Magee- Womens Hospital Mcdical Staff Office.

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 s
MN Relay Service/or Hearing Impaired (800) 627-35

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.

PrintName_f!01!aa.fc Vtrn'r-v .M.
Signature ~~ Date 7/f'?;1/r'f

The physician serving as a reference completes the following:

Recommendation for: (print name of physician applicant) C~,,;s\-,\__b_, _v_•••._••._')~ _

1. How long have you known the applicant? __ L._'i'lAY'"
2, What h~s beef'the nature of your relationship with the applicant? Co l\ eA.) "'- "S ~+
4w ,LL~;< •.••J-l ~, ~['H"l.,~'J "

3, How would you cha'racterize the moral and professional conduct of the applicant?,..Q.rr D~.!>.~••.",s
'(\ \110"''1<; (_kJ.LJ., "'./l..r\L \e. f\lrth:,h ••1 IJ ~ M.ov,,~,

4. Would you recommend that the applicant b,eapproved for licensure for the independent, unrestricted
practice of medicine? ~,-'<~••~~f!I~\,,=\O_~~II(~~~I~\+) _

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

A. Marginal.
B. YES.
C. YES.

Clinical Skills
Any indication of chemical dependency?
Any indication of malprescribing?

Completed by: rr,."
Printed Name Cxrrt\::fl.IN'C' C~l<I.1- Signature~~

Health Profession l-\~-- ",b1~~""~ License # I-tDl\,4 '2..0:'\-1- State P}\-
Date~I'~/N: ,Phone '1.\-\-'2')10 - IJ')..C; Fax '-\\'2....byl --ll?'?
Em;!1 c.'-"'rrtH "" G- IArm' .i4_",_' , ,_,.. _

NOTE: The physician serving as a reference for (he applicant must forward the completed form directly to the
Minnesota Board of Medical Practice, University Park Plaza:2Si9 University Avenue Sf, Suite 500, Minneapolis, MN 55414-3246

Minnesota Board of Medical Practice
Applicant's Name, C/PzrrYlI\61 5 Last 4 Digits of SSN b Addendum l Fa?; 1 of 2

oLti- Date, ez (~ 't-

http://www.bmp.state


~ c ~8'}'4{a-ofH) M~rt
~ Magee- Womens Hospital

l of University of Pittsburgh Medical Center
300 Halket Street
Pittsburgh, PA 15213.3180

.FITTSf'J.JRGiHi .PA 150

55~,14~24E:99 ,111,itll,I,II,i'IIIII' II' 11,1, 1,1'1,,1111111111I ",1"11'1,11'1,1



Addendum 5

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/or Hearing Impaired (800) 627-3529

"

Physician Recommendation Form (2)

This form must be completed and mailed directly to the Minnesota Board of Medical P;a"tlce" 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.

(

Print Name j~pfB~/ cMrt-{ r;ry M.

Signature Cfit41--== Date ~/(?lr't

2. What has been the nature of your relationship with the applicant?

The physician serving as a reference completes the following:

Recommendation for: (print nameof physicianapPlicantl_~cM~_'~~_A_IfloIU _

1. How iong have you known the applicant? J ';j!D _
fe,lllM ~ Alrtu/v' Jw- &wv'J'w-

3. How would you characterize the moral and professional conduct of the applicant? Vi'j Um~
okJruM i, {W!ttrf (,m U,: eroftJI~ ~ I

, I U!!!f'!]

4. Would you recommend that the applicant be approved for licensure for the independent, unrestricted
practice of medicine? _y,~t.l _

S. Circle the word(s) which best describes this applicant. 'Pleaseattacha letter of explanation

a. Marginal'
b. YES'
c. YES'

Clinical Skills
Any indication of chemical dependency?
Any indication of malprescribing?

Completed by:

Printed Name _W_ln_u__ c4- Signature ~

Health Profession O~~ License # (rlVJ'fJ-{JnlJ State f/f
Date <:;A:Y'i Pho-ne-q~/'J--~b-4-1--1 Y,-a3----Fa-x tm ---~'1/-t 1:11
Email ~btl ~ CA,prN--MV.

NOTE:The physician serving as Q reference for the applicant must forward the completed form directly to the
Minnesota Board of Medical Praetice~ University Park PlazD, 2829 University Avenue Sf, Suite 500, Minneapolis, MN 55414-3246

Minnesota Board of Medical Practice
Applicant's Name: ----.C:...J1z~l¥~&l_t/~S _ last 4 Digits of SSN b 0 '1 Lf

Addendum 5, Form 2 of 2

Date: q(13//Lt

http://www.bmp.state.mn.us
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Name and Mailing Address
CHRISTY M BORAAS ALSLEBEN MD
7210 WHIPPLE ST
PITTSBURGH PA 15218-2010

Primary Omce Address

300 HALKET ST
PITTSBURGH PA 15213-3108

Birth date 11/27/1978

Phone UNKNOWN

Selr-dcsignated practice specialty

Physician's major professional activity OFFICE BASED PRACTICE

OBSTETRICS & GYNECOLOGY (primary)

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

AMA membership status NONMEMBER

All infonnation from this point fOlWard is provided by the primary source

~urrent and/or historical NPI information

National Provider
Identifier (NPI)

1750544581

Enumeration
date

07/02/2008

Deactivation
date

NOTRPTD

Reactivation
date

NOTRPTD

Replacement
number

NOTRPTD

Last reported
dale

05/18/2014

~rent and/or historical medical school

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

Degree Year:

AMA files checked

2008

5nOIZOI409:54:59 AMA Physicitml'rofilc ror Christy M Bomlls Alslebcn MD

iC 2014 by lhe AmcriCllll Medic-Ill Association
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AMERicAN ..
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FurreDt and/or historical post graduate medical training programs accredited by the Accreditation Council for
,Graduate Medical Education (ACGME)

Beginning with the 2010 cycle of the National CME Census. post-graduate training segments wll/ Indude the name of the program
attended in addU/on to the sponsoring instltut/on. Program-Jevel 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 projected dale of completion.

Post-graduate training performed at accredited osteopathIc institutions or In Canada are updated on the AMA Physldan Masterllle only
upon verification by the program. US licensing authorities accept graduate medical education from both entitles as equivalent to training
performed in a USprogram accredited by ACCME.

Sponsoring Institution: OHSTATEUNIVHOSP
Sponsoring State: OHIO
Program name: OHIOSTATEUNIVERSITYHOSPITALPROGRAM
Specially: OBSTETRICS& GYNECOLOGY
Dates: 07/2008 - 06/2012 (BeingReverified)

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

K:urrent and/o~bistorical medical licensure

MOl Date Expiration License Last
Jurisdiction DO granted date Status type reported

PENNSYLVANIA MD 05/16/2012 12131/2014 ACTIVE UNLIMITED 04/24/2014

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

,ECFMG Certfication
Applicant Number:

The Educational Commission for Foreign Medical Graduates (ECFMG) applJcant identlOcatlon number does no/Imply current
ECFMG certification status. To verify ECFMG status, conlact the ECFMG CertJIiCJ1tlonVarfficallon Service online at
httDs;//cvsonline2.ccfmg.orgl

AMA files checked SI20r-OJ409:54:59 AMA Physician Profile rOJ Christy M Romas Alsleben MI)

Co 2014 by lhe Amcricnn Medical Association

Page 1 of 5
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[lJ.S. Drug Enr~rccment Administration (DEA), ~

DEA
number

XXXXXX711

Schedule

22N 33N 4 5

Expiration
date

07131nOl5

Last Reported
date

05/05n014

Address:

300 Halket St, Pittsburgh, PA
15213-3108

Only the last three characters of aclive DEA numbers are displayed

Many stales require their own controJled substances reglstratJon/license. Please check with your stale licensing authority for
requtrement informalion as the AMA does not maintain this informalion.

~pecialtyBoard Certification

Specialty Board Certificalion(s) by one or more of the 24 boards recognized by the American Board of Medical Specialties
(ABMS) and the American Medical Assoctalion (AMA) through the Liaison Committee on Specialty Boards. as reported by
theABMS:

The AMA Physician Profile has been designated by the ABMS as an Omcial ABMS Display Agent of Member Board
Certificalion data, Therefore. the ABMS Board Certlficalion information on the AMA Physician Profile is considered a
designated equivalent source in regard to credenlia/ing standards set forth by Joint Commission. The AMA is a/so an
NCQA.approved source for verification of medical school. postgraduate medical training. ABMS Board certification. and
Federal DEA registralion.

AMA files checked S120~014 09:54:59 AMA I'hy~icitlll Profile for Christ)' M Bomas Aisleben MD

e. 2014 by Ihe Americnn Medical Association

Page 3 of 5
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Certifying board: TO DATE, THERE HAVE BEEN NO BOARD CERTIFICATIONS REPORTED,
Certificate:
Certificate type:

Duration
Effective
Date

Expiration
Date

Reverification
Date Occurrence

Last Reported
Date

For certification dates, a default value of "01"appears In the day or month field if data were not provided toAMA. Please contact the
appropriate specialty board directly for this information.

ThIs lnformaUon is proprietary data maintaIned in B copyrighted database compilation owned by the American Board of Medical
Spcc1altlcs (ABMS), Copyright 20/4 American Board of Medical Spcclaltics, Ail right reserved,

!Action notifications

To dale, there have been no actions reported to the AMAby any US state licensing agency,

To dale, there have been no MedicarelMedicaid sandions reported to the AMAby the Department of Health and Human
Services.

To date, there have been no federal sandions reported to the AMAby any branch of the US military, the Veteran's
Adminstration or the US Public Health Service,

AMA files checked snor-o 1409:54:59 AMA Ph~icinn Profile for Christ), M Bomas Alsleben MD

10 2014 by Ihe Americ:lI1 Mcdknl Associ:ltioll

Page 4 of 5



AMAte
AM.E'HICAN ~
ME DICA L \
ASSOCIATION

~ddition~_!.J_~[o!'!!I_~~~!1 _

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 ofthe 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
AMAPlaza
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 5/20/101409:54:59 AMA Physician Profil~ ror Chrh.ty M Somas Aisieben l\.H)

it) 2014 by the A01ericonl\.1edi('al Association

Page 5 of 5
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PRACTITIONER PROFILE

Prepared for: Minnesota Board of Medicine As of Date:5/20/2014

PRACTITIONER INFORMATION
Name:
DOB:
Medical School:

Year of Grad:
Degree Type:

Christy Marie Boraas Alsleben
11/27/1978
University of Minnesota Medical School - Minneapolis
Minneapolis, Minnesota, UNITED STATES
2008
MD

BOARD ACTIONS

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

LICENSE HISTORY

License Number Issue DateJurisdiction
PENNSYLVANIA MD445822 5/16/2012

Expiration Date
12/31/2014

Last Reported
4/112014

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

I 400 FULLER WISER ROAD EULESS, TX 76039 I TEL(817)868 4000 I FAX (817)868 4099 I
@2014 FEDERATION OF STATE MEDICAL BOARDS Page 1 of 1



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

httpJ/www.npdb.hrsa.gov

To: BORAAS, CHIRSTY MARIE

7210 WHIPPLE ST

PITTSBURGH, PA 15218-2010

11111111111111111111

5500000089286620
Process Date: 05/16/2014
Page: 1 of 1

From:

Re:
National Practitioner Data Bank

Response to Your Self-Query

The enclosed information is reieased 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 professional 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 coliect certain adverse actions taken by state licensing and certification authorities, peer review organizations, and private
accreditation organizations, as weli as final adverse actions taken by state law 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 coliection 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 coliected and disclosed by the NPDB as a result of amendments made by Section 6403 of the Affordable Care Act of 201 0, Public Law
111-148. Section 1128E information includes certain final adverse actions taken by federal agencies and heaith plans against health care
practitioners, providers, and suppliers.

Regulations governing the NPDB are codified at 45 CFR part 60. Responsibility 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 limited 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 actions 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.

Ali information received from the NPDB is considered confidential and musf be used solely for the purpose for which it was disclosed. Further,
ANY PERSON WHO VIOLATES 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 to share that information with anyone they choose.

If you require additional assistance, visit the NPDB 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 Specialists 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 ali Federal holidays.

CONFIDENTIAL DOCUMENT - FOR AUTHORIZED USE ONLY

http://httpJ/www.npdb.hrsa.gov
http://www.npdb.hrsa.gov


theDataBank
P.O. Box 10832
Chantilly, VA 20153.0832

5500000089286620
Process Date: 05/16/2014
Page: 1 of 1

http://www.npdb.hrsa.gov

BORAAS, CHIRSTY MARIE - SELF-QUERY RESPONSE

FB3398888

FEMALEGender:
CHRISTY MARIE
PITTSBURGH, PA 15218-2010

DEA: FB3217711,

(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: 11/27/1978
Other Name(s) Used: BORAAS ALSLEBEN,
Work Address: 7210 WHIPPLE ST,
Social Security Number: ••• -' '-6044

NPI:
License:
Professional School(s):

1750544581
PHYSICIAN (MOl, MD445822, PA, OBSTETRICS & GYNECOLOGY
UNIVERSITY OF MINNESOTA MEDICAL CENTER, FAIRVIEW (2008)

No Reports
No Reports
No Reports
No Reports
No Reports

Health Plan Action(s):
Professional Society Action(s):
DENFederal Licensure Action(s):
Judgment or Conviction Report(s):
Peer Review Organization Action(s):

(B. PAYMENT, INFORMATION. -c.' .>., ::.~:~:,:',l',,,~;,'j,"':!;:<i'C'~~~':l;"<i..;;.,,'...• :::ii,.:'>&M':.;,c."",".l:;;""jj';~m:t: •..." ..,.,.)i;;.<~q
Credit Card Information: XXXXXXXXXXXX6689 (06/2014)
NPDB Charge: $8.00' NPDB Bill Reference Number: N33950546
• Each charge will appear separately on your credit card statement.
Transaction Date: 05/16/2014 Additional Paper Copies Requested: 0

(C, SUMMARY OF,REPORTS 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
State Licensure Action(s): No Reports
Exclusion or Debarment Action(s): No Reports
Government Administrative Action(s): No Reports
Clinical Privileges Action(s): No Reports

Copies of these reports are enclosed lor restrictednimited use as prescribed by statutes listed on the preceeding cover page,

--------------------------No RE!J)ort!> FOlll1c1 --------------------------

.'

"

CONFIDENTIAL DOCUMENT. FOR AUTHORIZED USE ONLY

http://www.npdb.hrsa.gov


NAnONA~PRAcrmONER DAT~'BANK.

P.O.Box10832
Chantilly,Virginia 20153.0832

AddressCo_on Requested l'J~~~fVVtvft\Unw
1)NfV\ PJ~.t--
VAf-(2~f.r:
~oy~ar/ (/t1vi~~}.A~

Hasler
05/1912014
~ $00.482

ZIP 22033
011011630597

ill'l 1I'I"~ ,IIjII~i~IJ;!J; J ",II J ',1'1'1"'1'11 ill J1"",111'
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MINNESOTA BOARD OF MEDICAL PRACTICE
University Park I1aZa. 2829University AvenUeSE Suite 500 • Mirineap0lis,MN' 55414c324

Telephone (612) 617-2130. Fax (612) 617-2166. www.bmp.state.mn.us
MN Relay Servicefor Hearing.1mpaired(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 or other formal documentation of the outcome/status.

NAME AND ADDRESS OF PROFESSIONAL LIABILITY INSURER IN OTHER STATE:

1_T\rj-CMithVlt \\iI<;IAVrMIIUt '000 &1'DlVlt<;-\vaA-; \A<;,Il\c;O\O\
2. .. . \ ..~. \\tC,k~~~.•ef\ \Cj'}..V'l_~ _
3.~ ~~l"oVlt:(4\,,) 4-31-11:>1111 ~4-I1,)'1n-l10t1

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

Number Date Disposition

Date c,1z..g{ (t.\~--

I hereby certify that the above is a true and accurate statement

Print Name \l;cv-/!''ic" [.-IIIri<;N~M_. _

Signature C~
elf there has been no settlement or award, write NONE.

01102

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?

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

Case number (if applicable)

Current status of claim:

o Open (pending) D Closed (settled or judgment) D Dismissed (no money paid out) o Other

Amount of judgement or settlement $

Month and year of event precipitating claim:

Month and year of lawsuit:

Insurance carrier at time:

Amount paid on your behalf $

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

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

Applicant Name: Christy Boraas
Submission Type: FCVS

Uniform Application for Physician State Licensure
@2008 Federation of State Medical Boards

Page 8 of 8



Federation of State Medical Boards

UA Summary of Reported Board Actions

Physician Identification

Name:
Alternate Names:

OOB:
Medical School:

Year of Graduation:

Christy Marie Boraas Aisieben

11/2711978
University of Minnesota Medical School - Minneapolis

2008

Summary of Reported Board Actions

No Reportable Board Actions Found

PLEASE NOTE: For more information regarding the above information, please contact the reporting state 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
representations 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:
UA Submission 10 :

UA User Name:

05/1412014

72,726
cboraas

Page 1 of 1



J~h,;iJ~~11/
STATEI2I!I
MEDICAL
~O~JW3
Physician Identification

Name:
Alternate Names:
DOB:
Medical School:

Year of Graduation:

Federation of State Medical Boards
UA Licensure History

Christy Marie Boraas Alsleben

11/27/1978
University of Minnesota Medical School - Minneapolis

2008

Licensure History

State BoardlLicensina Entity

Pennsylvania State Board of Medicine

License Number

MD445822

Issue Date

05/1612012

Expiration Date

12/3112014

PLEASE NOTE: For more information regarding the above data. please contad the reporting state 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 or timeliness of such information and assumes no responsibility for any
errors or omissions contained tryerein. Additionally. the infonnation provided in this profile may not be distributed. modified or reproduced In whole or

Licensure History as of UA Submission Date:
UA Submission 10:

UA User Name:

05/1412014
72726
cboraas

Page 1 of 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 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.

Print Name __ ~O'fl.-aa.lf cMfLfSty Ai
Signature CUM -

SSN (last 4 digits only) b ot.L~ _
Date 61/3/7--0 Ii---

The hospital completes the following information:

It is hereby certified that: (Name of Physician) _

Had hospital privileges at: (Name of Hospital) _

Located at: (Addressi _

From: (Month/Day/yeari To: (Month/Day/Yeari _

Type of Privilege: _

Any disciplinary action? Yes" _ No_
*Please attach letter of explanation

SEAL""

Any derogatory information on file? Yes" _ No

Print Name _

Signature _

Title _

Date ----------------------
Phone ----------------
Fax _

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

Minnesota Board of Medical Practice
Applicant's Name: C, Pz\lY1iI a <;

Addendum 3a. Page 1 of 1

last 4 DigitsofSSN bo4:L Date: 6//3/lt_

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.slale.m1l.us
MN Relay Service/or Hearing Impaired (800) 627-3529

Addendum 6

Verification of Specialty Board Certification

This form is for verification of specialty board certification for applicants who have not taken a licensing exam
for 10 years. Applicants are required to pass the SPEXexam 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, favorable 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) _

SEAL•

Print Name ------------------
Signature _

Title ---------------------
Date ---------------------
Phone --------------------

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

Minnesota Board of Medical Practice
Applicant's Name: C IblT'ftHI ~

. Addendum 6 Page 1 of 1

last' Digits al SSN (,OY:L Date: 5'11'?11'j:-
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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' wwlV.bmp.slale.mn.us
MN Relay Service/or 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 directly to the Minnesota Board of Medical 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. I 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.

Signed _ Date ------------
The treating physician completes the following:

Nature of medical condition including diagnosis and significant symptoms _

Date first saw patient: _ Date last saw patient: _

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

What medication is the applicant 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) _ Yes _ No

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

Treating Physician (print name) _

Signature
Phone

Minnesota Board of Medical Practice
Applicant's Name: (.Ii? crca A <

Date ~ __
Fax _

Addendum ~. Page 1 of 1
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MID MICHIGAN VASCULAR SURGERY, P.C.

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

4701 Towne Centre Rd., Suite 202
Medical Arts Bldg II
Saginaw, MI 48604

Phone: 989-790-2600
Fax: 989-790-3311

DAlE: ~~t1fM
This is Page 1 of S-- Pages (including this cover sheet)

TO: . f'''!+ I+Y-&1
Fax Number: {-({?..- '6(1: - ;)/(6

Delivery Instructions:

Conunent:

Urgent / Routine

I .'------------------(

COmIDmnM nwJ
The information contained in this transmission is c~
designated recipient. If you receive this in error, pII
destroy this fax. Thank you for your cooperation.



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/or 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. Pleasemake 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
Appl;cant"s Name: C !'z1tfGl. 0S

Addendum (7 Page 1 of 1
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~UPMC
Departm••.•t of OBGYN, MageeWom••.•• Ho.pltal -

300 Helket StnIet, Pltlaburgh, PA 15213
Fa: 412-641.1133 Phone:

G P.:,evttv6
c;
b /2-4:.Lq= _

\/ VcU1 -~ H--
----------.-~(l-0 (iU1A[?

• IP YOU DO NOT RIlceJVl! ALL PAQU AS INDICATBI ABOVe. PLl!ASB CONTACT US
IMMeDIATeLY.

"THIS INFORMATION HAS BEEN DISCLOSED TO YOU FROM RECORDS PROTECTED BY
PENNSYl VANIA LAW AND FOR DRUG AND/OR ALCOHOL INFORMATION, IS ALSO PROTECTaJ BY"
PA. CODE '255.5(b)AND FEDERAL LAW(42 em PART2). PENNSYlVANIA AND FEDERAL LAWS
PROHIBIT YOU FROM MAKING ANY FrJHTHER DISCLOSURE OF THIS INFORMATION UNLESS
FrJHTHER DISCLOSURE IS EXPRESSL YPERMtTTm BY THE WRlJ JEN CONSENTOFTHE PERSON
TO WHOM" PERTAINS OR IS AUTHORfZED BY THE CONRDEIfflAUTY OF HIV-RELA7ED
INFORMATIONACTORBY4PA. CODE2M.5(b)AND42CFRPART2. A GENERAL AUTHORIZATION
FOR THE RELEASE OF MEDICAL OR OTHER INFORMAT1ONIS NOTSUFFfC/ENr FOR THIS
PURPOSE. THE FEDERAL RULES FrESIRICT ANY USE OF DRUG AND/OR ALCOHOL INFORMATION
TO CRIAIINALL Y INVES77GATE 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 dellvering to the intended recipient. you
are hereby notified that any dissemination or copying of this facsimile is strIcIIy prohibited. If
you have received this facsimile in error, please notify us by telephone and return the
original facsimile to us at the address listed above via the U.S. Postal Service. Thank you.

mailto:MWH_IS12@upmc.edu
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()HIO(:.icense
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1Identification Information . .__________ [back]
Name Dr. Christy Marie Boraas Alsleben

Birth Date: 11/1978 Birth Place: Willmar, MN
Birth Country:

I Practice INo address information on file.

'

Residence Icolumbus, OH 43204
County: Franklin

-----I Pror~;;'".,-~SCh;;~I: 024030-University of Minnesota Medical School -
Education Minneapolis

Graduated: 5/3/2008

I License and Registration Information
ICredential fii~ense Type -.1- -In-i-tl-.a-I-L-i-ce-n--s-u-r-e-D-a-teTExpiration Date r Status
f35 IDoctor of Medicine I. I ---I Fee Not Ren~ived
157.0146081 MDTrainingCertificatelo7/28/2008 106/29/2012 I INACTIVE
I Specialties - .

1 OBSTETRICS & GYNECOLOGY

Specialty listings are voluntarily provided by the physician. They are not verified by the State
Medical Board and do not contirm 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.

1Formal Action Information

I 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

6/24/20 t 4 I :05 PM

mailto:MWH_iS12@upmc.edu
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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. P,"ior to February 1, 1997, the
State Medical Board prime source verified the post-graduate training and
examination history.

11/24/2014I:(~
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OHDAS Online Application Record of Receipt

()H.IO~icense
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Page 1 of J

Task List
• Start Instructions
• Name
• License Number
• Verification Destination
• Completion Instructions
• Review
• Paymenl

o Comments?

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

Please print a copy for your records .

Record 01 Receipt
Medical Board • VER.Verification of license

Authorization succeeded

You will be charged a registration fee 01$50.00.

Please print a copy for your records.
(

Contact Information:
Name:
Address:

City. State. Zip:
Phone:
Email:

Order Information:
Order Number:

Christy Boraas Alsleben
7210 Whipple 51

Pitlsburgh, PA, 15218
(555) 555-5555
cboraas@gmail.com

286319

Item

286319.1
286319.2

Desc

Application Fee for VER.Verification of license
Surcharge Fee for VER.Verificalion of license

Amount

50.00
0.00

Tolal 50.00

Credit Information:
Card Number:
Expiration Date:
Transaction Amount
Approval Code:

/

50.00
745184

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

Copyrighted mateli:'!I

h t tps:1II icense. oh io. go via pp Iicat ion sla pprcce ipt. as p 6/24/2014

mailto:MWHJ512@upmc.edu
mailto:cboraas@gmail.com
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Once your credit card has cleared. you will be nOlified of your registration with the OHDAS.

Please print a copy for your records.

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.

Page I of I

Contact Information:
Name:

Address:
City, State, Zip:
Phone:
Email:

Order Information:
Order Number:

Christy Boraas Alsleben
7210 Whipple SI
Pittsburgh, PA, 15218
(555) 555-5555
cboraas@gmail.com

286319

Item

286319.1
286319.2

Desc

Application Fee tor VER.Verification of license
Surcharge Fee for VER.Verificalion of license

Amount

50.00
0.00

Total 50.00

Credit Information:
Card Number:

Expiration Date:

Transaction Amount:

Approval Code:

I
50.00
745184

htlps:1II ice nse. oh io. go v/u ppJ ical ions/a pprecei pl. asp 6/24/2014
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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/or 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 item(s) are needed to complete your file:

• Direct verification of USMLE exam scores, medical school, all medical training and OH
and PA state medical licenses/permits

• 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 OPPORTIJNITY EMPLOYER
PRINTED ON RECYCLED PAPER

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


MINNESOTA BOARD OF MEDICAL PRACTICE
University Park Plaza. 2829 University Avenue SE Suite 500 • Minneapolis, MN 554]4-3246

Telephone (612) 6]7-2]30. Fax (612) 6]7-2]66. www.bmp.state.mn.us
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 license. 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

L1C-PY
AN EQUAL OPPORTUNITY EMPLOYER

PRINTED ON RECYCLED PAPER

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

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

Tp.PY AN EQUAL OPPORTUNITY EMPLOYER
PRrNTED ON RECYCLED PAPER

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 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. Pleasemake checks payable to the Minnesota Board of Medical Practice.

Name (please print) I?nO\t\S', 0Vlv-i~~_"" _

Professional telephone number (including area code)

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

171M'1\tf~~tMtMI-~ot!<:;'t \Mtl \\-e~ ~
(HoI,;;"I/";";<) ,!_ n.. >-L- ,OJ..__ VII 1I.0\\IJJ.~1N,~

(Add""~t.YMAt, M N '7 'i \lq-
(City, State, zib Code)

(b~1)6Qg-1J.tob
<

Anticipated date of commencing practice at proposed location: __ \J_- ~ t I to Itt------

Minnesota Board of Medical Practice

Applicant's Nam" W/l"A~,ck\li';~_M_. _ last 4 Digits of SSN b ()\{If
Addenqm 7, Page 1 of 1
Date, htJ!I't
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