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ggent 21 A - RBLICATION FOR PHYSICIAN AND SURGEON'S
sision OF HEER EXAMINATION OR LICENSURE \ 1

27590
Please READ all Instructlons prior to completing this application. ALL questions on this appf'catlon must be answered, @nd EI!
%E

supporting documents must be submitted with this application as per instructions.
Please type or print neatly. When space provided is insufficient, attach additional sheets of paper.‘~) ZU
¢

1. Name: Last First Middle : P, o

Hop o NS FrepeRIck wooDwA(a.b m 0 i Lot

2 Other names you have used (include maiden name):
_ .

8. Callomia Drivers L»oense Number, it applicaths:
NUMBER EXPIRATIO

\61

Home
| Place of Birth:

(o]

9 Are you a U8 citizen? as!«l
If you are an international medical school graduate, you must provide an original fult and unrestricled license to practice medicine in another state or
© country, OR official documentalion of U.S. ¢ltizenship, OR an official Daclaration of Intent to become a U.S. citizen.

i 10. Have you ever filed an application for physician and surgeon examination or licensure in Callforma? D Yes R’ No
‘ IF YES, PLEASE GIVE DATE PPEVIOUS APPIIGATION WAS SURMITTID AMD ATTAGH ANY APPLICATION MATERIALS YOU MAY HAVE RCTAINCO. I ‘ 7 ' S
11A. List the names and addressas of all colleges or universities attended where pre-professmnal postsecondary ;L" P Iy
instruction was received. Please submit officlal transeripts with the school seal affixed for each school attended. E i
. Name ] Addrase i Dales of Aftendance
Uy ok Colpef fa.p'oﬂyai Ce Tollo-, TA : 4 /85 ~ =/87 (rrlw“‘-d)
l |
Unio of Calit, Los Al T S AR TR T T T a7 - €6 TCBRY
Swv- % Q_qg S-fm-k..UA,VI S b}ﬁg#?’(v*( ‘1”77“ ‘/7.‘ -

1 1B. Check whathar the following premedical courses were successiully completed and show where completed:

Course Yes No Name of College or Unwersny

Chemistry - .3(' u/\n.) o‘( Ca ( F Qe ‘b ‘L‘[b
Physics X e of caly 'F S rage
BlologyorZoology o -'\" \)-‘\\ﬂ ‘ b'; Cﬂ‘ ‘c S'u.,-. I:) QS)Q

12 List the names and addresses of all schools where professional medlcal instruction was received, and, where applicable, the

degres awarded. PLEASE SUBMIT: 1) an original Certificate of Medical Education (Form L2) and official transcripts with the signature of tha
dean or reglslrar and the school seal affixed from each school attended; and 2) an original medical dlploma and a photocopy.

School Nama Address \ Plags of Instruction { Dates of Attencance Degree Awarded

Hc«ldg_r_é_ Madica 3-75‘16-'5’_ A Q{QF{* 6 l‘l < “ Mo
e vverd Rukle ,  Biston 9{20 ~6[92 MeH

DOCTOR OF MEDICINE DEGREE, as referenced above. (Note: A U.S. graduate may, in lieu of the original, submit an official certificd photocopy that has the

school seal affixed and the signature of the registrar cerlifying authenticity.)

Name of Medical School Addrass of Mediuagchoa] "{_ k" Exact Date of Issuancs
v

Harvard padice] Sctwof .‘._ZéfnTor:SJ MASE oS Jume v, 1972

;. # MANDATORY DISCLOSURE OF SOGIAI SECURITY NUMBERS
Disclogura of your aocial gacurity number (or haceral enpleysr identilicatinn manbaor [FFIN]. if you are a partrership} Is mangatory. Saction 30 ot tha Busihess and
Professions Code and Fubiic Law 94-455 (42 USCA 405(1:)(2)(C)) avtharize: vallastion of your 5008l $8cUnty nUMbar, Your 30618l BECUNty numbar or FEIN will de uged \ L 1 A
exclusivaly far tax snlarcanat purposes, fur purpoyes al cor mpliance with any jidgment or erder for family support In eccordence with Sectlon 11350.6 of the Wellare
and Institubone Code, or fer varilication of luensure: or examination status by a lisensing or examination sntity which utilizes & natlonal axaminalion and where icensure
Iz raciprocal with the reguesting state. 1Eyay fail to discloss your socal sacurity number of your FEIN, yaur applicalion for inilial leensare will not be processed AND you
will ties reported to tha Franchise Tax Board. which may assess a £100 penalty againsi you Schoel Code

O07A- 1R {IReev. B47)
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13. Have y0u taken any of the followmg written examinations; National Boards, other state boards, USMLE, SPEX FLEX or »
LMCG? B Yes O No

IF YES LIS MAMEz, LOCATION, DATE AND RESUIT OF DXAMINATION. SusmiT AN ORIGINAL OFFICIAL ExaminaTion History REPOIT FrIOM EACH
EXAMINATION AGENGY. AFPLICANTS WII0 §10LD CLATIFICATION THROUGH THE Epucamional Commission For Foreicn Mepical Grapuates (ECFMG) |
WILL NEED TO SUBMIT AN ORIGINAL VALID ECFMG GERTIFICATE PRIOR T WRITTEN EXAMINAT A1ION AND LIU:NSUFH:

" Fxamination L Location Date e 'ﬁ;u_ll_
USMLE 3 | A[LWMM ~ M {2-/95 Pasy
NBME 2 | BesToN pmaA v (76 pess
NBME = Bomn/ AA | 7187 [:)-:5_5"

14. Have you ever been licensed 1o practice medicine inany se orcounty? & Yes O No

IF YES, LST STATE DR COUNTRY, LIGENSE NUMBER, DATE ISSUED AND DATES OF PRACTICE IN EACH ISSUING AGENCY’S JURISDICTION. SUBMIT A LETTER
OF GOOD STANDING FROM EAGH STATE IN WHICH YOU ARE OR HAVE BEEN LICENSED, PLEASE INCLUDE TEMPORAHY, TRAINING, OR PROVISIONAL LIGENSES,

State ar Country Licenza Number Date of Issuance Dates of Practige in that Jurisdiction

Guoigim vsA | RO¥/835 | 6(@6/16 € (2 /96~ praso—t

15A. Are you currently, or have you ever besn, a participant in a postgraduate training program in a facility in the U.S.

or Canada? B vyes O No
Ir YES, UST NAMCS AND ADDRESSFS OF ALL FACILITIES. SUBMIT AN ORIGINAL CERTIFICATE OF COMPLETION OF ACGME/CCME POSTGRADUATE
Training (Form L3A) FRom EACH FAGILITY. (Do HOT CoMPLETE FoRM L3A/BS TO DOCUMENT TRAINING RECEIVED IN RESEARCH FELLOWSHIP
PROGRAMS.) ALL TRAINING MUST BE LISTED, REGARDLESS OF WHETHER IT WAS SATISFACTORILY COMPLETED QR WILL BE USED TQ MEET LICENSING

‘-‘:H-‘EMREMENTS o
Fadlhy Name Address Type of Service Dates of Attendance
st of eRbre jAcen o PP
Unn . oF New ka c0 11”{_ Comot BIvd Nz oB/Gyas Glaz— & [9¢
Arlbong wara e, Im
YN sy

QUESTIONS 158 through 21: For any positive response to the fallowing questions, please provide ALL official documentation regarding
the matter in addition to written explanations. If applicable, an applicant should also provide official hearing/court documents and original letters
of explanation from medical school or training program directors or other apprapriale authorities. APPLICANTS ARE ALSO REQUIRED TO
REPORT ANY MATTER THAT IS PENDING OR IN WHICH CHARGES HAVE BEEN DROPPED OR EXPUNGED.

program?

15B. Have you ever withdrawn from, or been suspended, dismissed or expelled from a medical school or postiradua w

16 Have you ever been charged w1th or been found to have committed, unprofessional oonduct professuonal incompetenca,
gross nagligence or repeated negligent acts or malpractice by any medical licensing board, other agency, ar hospital or has any
disciplinary action ever been filad or taken regarding any healing arts license which you now hold or have ever held, or is any such
action pending? Include any disciplinary actions by the U.S. Military, U.S. Public Health Service or other

U.3.federal governmental entity. |+ YES, dave vesais seLow. .Yes .No
State S lie Date ;. __'T Charge o Dispasition

el Al ok L




17. Has a claintor action for damages ever been filed against you in the course of the practice of medicine Whﬂ:g art :iﬁ':'v'
i i}
e OlF "

which resuited in a_rﬁ}ijﬁramice sgttiement, judgement or arbitration award of over $30,000.007
YES, GIvVE nETALS BELOW. -

Neme of Claimant ‘ A_'[a?_alion of Cour ) v Brief Dascription of the Facts

Ye

18. Have you ever been denied a license, permission to practice medicine or any other healing ar, or denied pi‘sion ﬁ
0

an examination in any state, country, or U.S. federal jurisdiction, or is any such action pending?
IF YES, CIvE DETAILS BELOW.

Reasan for Denlal

| State or Country Date of Denial

e e

19. Have you ever voluntarily surrendered a licanse to practice in the healing arts in this or any other state, or voluntarily

agency, or is any such action pending?

20. Have you ever had staff privileges in a hospital denied, suspended, limited, revoked or not renewed for medical

penig?

including but not limited to, any of the following?

IF YES, PLEASE CHECK THE APPROPRIATE BOX(ES) BELOW:

condition which required admission to an inpatiert psychiatric treatment facility.
Icohol or chemical substance dependency or addiction.

Emotional, mental or behavioral disorder.

Other (explain):

FOR ANY OF THE BOXES CHECKED ABOVE, PLEASE SUBMIT COMPLETE OFFICIAL INPATIENT AND GUTPATIENT TREATMENT RECORDS, EVIDENCE OF ONGOING
REMARILITATION TREATMENT, AND A PERSONAL WRITTEN EXPLANATION.

original letters of explanation from appropriate authorities.

22. Have you ever been convicted of or pled nolo contendere to any violation (including misdemeanors and feleonies) of any

sale, transportation, manufacture, distribution or dispensing of controlled substances, or is any such action pending?
(Exciude violations of traffic laws, inciuding speeding, which resulted in fines of 8300.00 or less.) If YES, give djﬁzlow

as
YOU ARE REQUIRED TO LIST ANY CONVICTION THAT HAS BEEN $ET ASIDE AND DISMISSED OR EXPUNGED, OR WHERE A STAY OF EXEC
1SSUED,

Vialation and Location Date Panaity or Disposition

|__07A-100 (Rev. 9/97)

surrendered your narcotic (controlled substance) permit (state or federal) to any licensing hoard or any other
-

disciplinary cause, or resigned from a medical staff in lieu of disciplinary or administrative action, or is any such“mY »
o[l

- 21. Do you have any condition which in any way impairs or limits your ability to practice medicine with reasonaWand safety, |
es -"IO

QUESTION 22: For any positive response to the following question, please provide ALL official documentation regarding the
matter in addition to written explanations. If applicable, an applicant should also provide official hearing/court documents and

federal, state or local law of any state, the United States, or a foreign country or any violation refating to the possession, use, lilegal
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PHOTO DECLARATION

| heraby deciare under penalty of perjury
under the laws of the State of California,
that the photo of myssli attached hereto,

and Kentifying marks are

TOP OF PHOTO
BOTTOM OF PHOTO

Notice: Ail items in this application are mandatory; nena are voluntary. Failure to provide any of the requested information will delay the procassing of your application.
The infarmatlon provided will be used to determine your quallfications for licansure per Section 2080 of the Callfornla Business and Profesaions Code, which autherizes
the collaction of thig information. The Information en your epplication may be transierred to other medical licensing authorities, the Faderation of State Medical Boards.
or other governmantal or law enforcement agencies. You have the right to review your application subject 10 the provisions of the Information Practices Act. The
Program Manager of tha Licensing Program |s the custodlan of recards,

STATEQF G EOR @ / A ) Applicant

Declaration/Sighature

COUNTY OF . De Ko lh ) and NOTARY
—
The applicant, |~ /2 € BRTIXE 300Dl ) ggffc‘[: AT M being first duly swom upon hisjher
PRINT FULL NAME OF APPLICANT

oath deposes and says: thal he/she is the person herein named subscribing to this application; that hefshe has read the complete
application, knows the full contenl thereof, and declares that all of the information contained herein and evidence or other credentials
submitted herewith are true and comrect; that he/fshe is the lawiul holder of the degree of Doctor of Medicine as prescribed by this
application, that the same was procured in the regular course of instruction and examination, and that it, together with all the

credentials submitted, were procurad without fraud or misrepresentation or any mistake of which the applicant is aware and that the
applicant is the lawful holder thereof. Further, | hereby authorize all hospitals, institutions or arganizations, my references, personal
physicians, employers (past, present and future), business and professional assaciates (past, present and future), and all government
agencies {local, slale, lederal or foreign) Lo release lo the Medical Board of California or its successors any infarmation, files or records,
including medical records, educational records, and records of psychialric treatrnent and treatment for drug andjor alcohol abuse or depen-
dency, requested by that Board in connection with this application; or any further or future investigation by that Board necessary to
determine my medical competence, professional conduct or physical or mental ability to safely engage in the practice of medicine.

I further authorize the Medical Board al Calilornia or its successors to release to the arganizations, individuals or groups listed above any
information which is material to this application or any subseqguent licensure. | further acknowledge Lhat falsification or misrapresentation of

any item or response on this application is,gdequate to deny the same orto hold a hearing 10 revoke the same, if issued.
SIGNATUREQF APPLICANT: __ w v \ Mo

(PLEASE WRITE FULL NAME, NOT INITIALS)

. s* .
Signed and swomn to bzafere me this vy dayof _ #222Y% 19 9K .
A — - e _
- T . ] (_;24(/1’_44‘__1{___ C}; /MQ‘_J &/M 7\_)
r—— =" - ——————- T ,,:'WATUHE OF NOTARY PLBLIC
I PR l § 278G TRow pe S TH RD.
| — - E C’o;;mps BA 30094 _
N - £  "ADDRE g
| S I |
L . _ _ _|™  Mycommission expires @ =27 2801

O2A-100 {Rev. 9/97) -




STATE OF SALIFORNIA — STATE AND UGONSUMER SERVICES AG . PETE WIIL SON, Govamor

MEDICAL BOARD OF CALIFORNIA
LICENSING PROGRAM
1426 Howe Avenue
Sacramento, CA 95825-3236
(916) 263-2499

CERTIFICATE OF MEDICAL EDUCATION

MEDICAIL SCHOOL: DO NOT COMPLETE IF PHOTOGRAPH OF APPLICANT/STUDENT IS NOT ATTACHEI> BELOW.

This certifies that F“ edos ik woa&“"“‘"’ 'Hof‘g‘ ) 5 of W— anrolled in
FUI1 NAME CF APPLIGANT ] ) L

Harvard Medical School Boston, Massachusetts
NAME OF MEDICAL SCHOOL LOCATION
onthe __ 8 day of September 19 &7 and was granted the following eredits on enrollment:
MONTH

Premedical Education: Two years of preprofessional postsecondary sducation, including the subjects of physics, chemistry,
and biplogy (Business and Frofessions Code Section 2088).

EDLUCATIONA! INSTITLTION DATES
Advanced Credits:  Credits previously obtained at an approved medical, dontal, or osteopathic school.+
MEDICAL SCHOOL [OTALCREDITS DATES
The undersigned further certifies that the records of this institution show that __he attended in this institution four
SPECIFY NUMBEA
years of resident instruction of 36 waeks each, completing at least 4,000 hours, of which at least 80 percent actual

NUMBER Of WEEKS
attendance is required, in the subjects set forth hersunder (Business and Professions Code Saction 2089), and that:

g__hs was granted the degrea<Bwsisain:/Doctor of Medicineby  OR D_he withdrew from

the above mentioned medical school oh the 4 day of June 1992

MONTH

Anatomy Dermatology Preventive madicine, Including Nutrition

Otolatryngology Embryglogy Physical Medicine

Obstetrics and Gynecolagy Histology Therapsutics

Radiology, including Radiation Safety Human Sexuality as defined in Saction 2090 Neuroanatomy

Trapical Medicine Medicing Child Abuse Detection and Treatment

Physiology Surgery, including Orthopedic Surgery Geriatric Madicine

Blochemistry Urology Pediatrics

Pathology, Bacteriology and Immunalogy Psychiatry Pharmacology

Ophthaimology Neurology Anesthesia

Alcoholism and Chemigal Dependency Family Mediging++
Spousal or Partner Abuse Detection & Treatmants e«

+ Each school where professional medical instruction was received MUST complets one of
these forms. If more than one school was attended, photocopies of this blank form may
be made and used. Note that photograph and all entries to the form must be original.

*++ ONLY applicable to medical students who graduate from medical school on or
after May 1, 1998

+++ ONLY applicable to medical students who enrolled in madical school on r
September 1, 1994. (ﬁW 2 7 m

TRANSCRIPTS FOR ALL ADVANCED CREDITS AND MEDICAL SCHQOL CREDITS
MUST BE SUPPLIED WITH THIS CERTIFICATE

Mediéal Schioo! Seal MUST b¢ mpririted FRriially o the PRoagiaph.

Signed and the s:oo] al ?MXZuhlszzs day of June 19 98
_C:ﬁ Raot A L EEY AEWF@{Q[ PRESIDEN), SEGHETARY, IFAN




STATE OF GALIFORMIA — STATE AND CONSUMER SERVICES PETE WILBON, Govavnor

) RECE A NTO 0 1 MEDICAL BOARD OF CALIFORNIA

qzxgawp_ eos e LICENSING PROGRAM
Coe ;,x) A u', th nbf?ge Howe Avenue, Sacramento, CA 95825-3236
Hlvi ‘ 0 \“ (916) 263-2499

CERTlFlmmbP é%l\@)l‘ﬁ'ION OF ACGME/CCME POSTGRADUATE Tﬁ’AﬂsuNG

To ba completed by IWMWM’EW medical school graduate campleting postgraduate training in the United States or Canada. /‘7 ’

PART 1: To be completed by the applicantitrainee.

Last Name of Trainas ':II'Sl Name Middile Initial

m’,ﬁf\: Tt S ﬂ%—c:rg(: - TC o | b\L

Curr'ent ASSlss

Ciy —_— . e

PART 2. To be completed by the facllity. Completion of this form will certlfy that the individual named in PART 1 abave and whose photograph is
attached to this form, formally completed an accredited pestgraduate training program at this facility. The following information is provided to
certify "sallsfactory" completion. PLEASE SEE THE REVERSE FOR A DEFINITION OF "SATISFACTORY."

. PR AW (L
Name of F'rogr Dnrsct ' )
T -l.f QUAErR Q'L‘"‘f“ﬂ—“' B
Dates ned:
- 5“ W e WEY N

List Categorical Spe_dﬁlty:\-ré;alwi'ra.imn ompleted byTrainee: T Date Traininicommenced; T Date Trmlng Completed:

“é@lalure of Promm Dire
Jg\ucs lﬁu al.a-( “ ‘ CiTL

If the training was rotating or transitional, list the specific rotations and the mtnm.r of weeks spent in each (SEF THE REVERSL FOR INFDHHATION ON SATISFYING 1HE GENERAL
MEDICINE TRAINING REQUIREMENT):

PART 3: To be completed by the Director of Medical Educatlon and affixed with the official facliily seal.

Nurne of tha Director of Medical Lducation: Facility Name:

Pat Brusuelas —— Univ of New Mexico HSC

Facility Address:

SOM Box 535
Albuquerque

ATTENTION PHOGRAM Dmecrom
IF TRAINEE IS IN HIS/HER FIRST YEAR OF POSTGRADUATE TRAINING,
DO NOT SIQN QR DATE THE STATEMENT BELOW UNTIL
Aﬂﬁﬂ THE COMPLETION OF THE THAINEE’S I.ASLQA! OF TRAINING.

| hareby declare under penalty of perjury under the laws of the State of CalKornia that the above
statements are true and corect and that tha training program Is approvad by the
ACGME or the GCME to offer. the type and levei of training completed by the applicant
and that the applicant was trdjned: in.an. approvod ACGME or CCME program position.

e of Direcipr of Medical Education: | Data Signed:

5/29/98

OFFICIAL HOSPITAL SEAL OR NOTA T BE AFFIXED TO CERTIFY TRAINING.

L3A




Application Summary

9/3/21 10:01 AM

License Type:
License Number:
File Number:
Application:
Application Number:
Application Date:

Application Questions
Have you served or are you currently serving
in the military?

Personal Detail
First Name:

Middle Name:
Last Name:
Birthdate:
Gender:

Addresses

License Related Addresses
Address of Record

Warning:

Page 1 of 3

Physician and Surgeon G

84697

220971

Physician's and Surgeon's Renewal
14893008

09/03/2021 (mm/dd/lyyyy)

FREDERICK
WOODWARD
HOPKINS

** /** /****

Male

In order to protect your privacy and identity,
address will not be displayed.

Questions

Since you last renewed your license, have
you had any license disciplined by a
government agency or other disciplinary
body, or, have you been convicted of any
crime in any state, the U.S.A. and its
territories, military court or a foreign country?

Have you successfully completed, and can
document, the mandatory courses and hours
of CME within the last two years, or you
meet the conditions which would exempt you
from all or part of the CME requirements, or
you hold a permanent CME waiver?

| certify under penalty of perjury, under the
laws of California, that | have disclosed the
names of those health-related facilities in
which | or my family have a financial interest
OR | declare under penalty of perjury | have
no financial interests to disclose.



9/3/21 10:01 AM

Page 2 of 3

Family Physician Training Program Voluntary Fee

Would you like to contribute?

Attachments

Physician Survey
Are you retired?

Activities in Medicine

Patient Care Practice Location
Telemedicine Practice Location

Patient Care Secondary Practice Location
Telemedicine Secondary Practice Location
Current Training Status

Areas of Practice

Board Certifications

Postgraduate Training Years
Cultural Background

Foreign Language Proficiency

Web Site Profile

E-mail:

Fees
Biennial Renewal Fee

DUE TO CURES FUND
StephenM.ThompsonLRP

Total Amount Due:

No

Administration - 1-9 Hours

Other - 10-19 Hours

Patient Care - 20-29 Hours
Research - 1-9 Hours

Teaching - 10-19 Hours

Zip: 95128 County: SANTA CLARA
Zip: County:

Zip: County:

Zip: County:

Not in Training

Obstetrics and Gynecology - Primary

American Board of Obstetrics and
Gynecology - Obstetrics and Gynecology

6 Years

Cultural Background - No
Foreign Language Proficiency - No

Gender - Yes

$783.00
$22.00
$25.00
$830.00

Applications are not considered submitted for processing until payment is received.

Attestation



9/3/21 10:01 AM Page 3 of 3

| declare under penalty of perjury under the laws of the State of California that all statements,
answers, and representations provided, including supplementary attached hereto, are true,
complete and accurate.

Signature: Date:



Application Summary

6/11/19 9:27 PM

License Type:
License Number:
File Number:
Application:
Application Number:
Application Date:

Application Questions
Have you served or are you currently serving
in the military?

Personal Detail
First Name:

Middle Name:
Last Name:
Birthdate:
Gender:

Addresses

License Related Addresses
Address of Record (Required)

Warning:

Page 1 of 3

Physician and Surgeon G

84697

220971

Physician's and Surgeon's Renewal
14666336

06/11/2019 (mm/dd/lyyyy)

FREDERICK
WOODWARD
HOPKINS

** /** /****

In order to protect your privacy and identity,
address will not be displayed.

Questions

Since you last renewed your license, have
you had any license disciplined by a
government agency or other disciplinary
body, or, have you been convicted of any
crime in any state, the U.S.A. and its
territories, military court or a foreign country?

Have you successfully completed, and can
document, the mandatory courses and hours
of CME within the last two years, or you
meet the conditions which would exempt you
from all or part of the CME requirements, or
you hold a permanent CME waiver?

| certify under penalty of perjury, under the
laws of California, that | have disclosed the
names of those health-related facilities in
which | or my family have a financial interest
OR | declare under penalty of perjury | have
no financial interests to disclose.

1560313679167




6/11/19 9:27 PM

Page 2 of 3

Family Physician Training Program Voluntary Fee

Would you like to contribute?

Attachments

Physician Survey
Are you retired?

Activities in Medicine

Patient Care Practice Location
Telemedicine Practice Location

Patient Care Secondary Practice Location
Telemedicine Secondary Practice Location
Current Training Status

Areas of Practice

Board Certifications

Postgraduate Training Years
Cultural Background

Foreign Language Proficiency

Web Site Profile

E-mail;

Fees
Biennial Renewal Fee

DUE TO CURES FUND
StephenM.ThompsonLRP

Total Amount Due:

No

Administration - 1-9 Hours

Patient Care - 30-39 Hours

Teaching - 1-9 Hours

Zip: 95128 County: SANTA CLARA
Zip: County:

Zip: County:

Zip: County:

Not in Training

Obstetrics and Gynecology - Primary

American Board of Obstetrics and
Gynecology - Obstetrics and Gynecology

6 Years

Cultural Background - No
Foreign Language Proficiency - No

Gender - No

$783.00
$12.00
$25.00
$820.00

Applications are not considered submitted for processing until payment is received.

Attestation

1560313679167




6/11/19 9:27 PM Page 3 of 3

| declare under penalty of perjury under the laws of the State of California that all statements,
answers, and representations provided, including supplementary attached hereto, are true,
complete and accurate.

Signature: Date:

1560313679167




Application Summary

8/17M17 7:41 PM

License Type:
License Number:
File Number:
Application:
Application Number:
Application Date:

Application Questions
Have you served or are you currently serving
in the military?

Personal Detail
First Name:

Middle Name:
Last Name:
Birthdate:
Gender:

Addresses
License Related Addresses
Address of Record (Required)
Warning:

Questions

Since you last renewed your license, have
you had any license disciplined by a
government agency or other disciplinary
body, or, have you been convicted of any
crime in any state, the U.S.A. and its
territories, military court or a foreign country?

Have you successfully completed, and can
document, the mandatory courses and hours
of CME within the last two years, or you
meet the conditions which would exempt you
from all or part of the CME requirements, or
you hold a permanent CME waiver?

Page 1 of 3

Physician and Surgeon G

84697

220971

Physician's and Surgeon's Renewal
14443415

08/17/2017 (mm/ddlyyyy)

FREDERICK
WOODWARD
HOPKINS

**I**I****

In order to protect your privacy and identity,
address will not be displayed.

UL TR TR DR
1503024090982




8/17M17 7:41 PM

| certify under penalty of perjury, under the
laws of California, that | have disclosed the
names of those health-related facilities in

which | or my family have a financial interest
OR | declare under penalty of perjury | have

no financial interests to disclose.

Page 2 of 3

Family Physician Training Program Voluntary Fee

Voluntary Fee:
Attachments

Physician Survey
Are you retired?

Activities in Medicine

Patient Care Practice Location
Telemedicine Practice Location

Patient Care Secondary Practice Location
Telemedicine Secondary Practice Location
Current Training Status

Areas of Practice

Board Certifications

Postgraduate Training Years
Cultural Background

Foreign Language Proficiency

Web Site Profile

E-mail:

Fees
Biennial Renewal Fee

DUE TO CURES FUND

No

Administration - 1-9 Hours

Patient Care - 30-39 Hours
Research - 1-9 Hours

Teaching - 1-9 Hours

Telemedicine - None

Zip: 95128 County: SANTA CLARA
Zip: County:

Zip: 94607 County: ALAMEDA

Zip: County:

Not in Training

Obstetrics and Gynecology - Secondary

American Board of Obstetrics and
Gynecology - Obstetrics and Gynecology

9+ Years

Cultural Background - No
Foreign Language Proficiency - No

Gender - No

$783.00
$12.00

UL TR TR DR
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StephenM.ThompsonLRP $25.00
Total Amount Due: $820.00

Applications are not considered submitted for processing until payment is received.
Attestation

| declare under penalty of perjury under the laws of the State of California that all statements,

answers, and representations provided, including supplementary attached hereto, are true,
complete and accurate.

Signature: Date:
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