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Rhode Island Board of Medical Licensure and Discipline
Room 205, 3 Capitol Hill
Providence, Rl (2908-5097
(401) 222-3855

ADDENDUM 2
Additional Physician Information

Complete each section as instructed.

1. Specialty of Practice: Refer to the ABMS Certification Codes List (pages 4 and 5 of this addendum) when completing
this section, You must provide a copy of your ABMS certificate(s). You may report “None”, “Qther”, or “Unknown”
if necessary.

ObG Board Certified? [ Yes [INo
Primary Specialty Code If Yes, Year Certified/Recertified:
Board Certified? []Yes [ JNo

Secondary Specialty Code If Yes, Year Certified/Recertified;
Board Certified? []Yes [ ]No

Secondary Specialty Code If Yes, Year Certified/Receriified:
Board Certified? [ ] Yes [_INo

Secondary Speciaity Code If Yes, Year Certified/Recertified:

2. Practice Information; Specify where in this State do you intend to practice, and list type of practice using the codes
below, (If additional space is needed, attach a separate sheet)

ACD = Acadomia Location #1: Planned Parenthood 671 Vandalia Street

ADM = Administrati e ; .

Pt Fw:{:‘;'s ration City; __ Salnt Paul, Minnesota 55114 Practice Type (See Code): _OFC
FEL = Fellowship

GRE = Group Location #2:

HSP = Hospital Cit Practios T

HMO =HMO ity: ractice & (See Code):

OFC = Office J ype (Ses Code)

RES = Research '

OTH = Othor Location #3:

City: Practice Type (See Code):

Identify any translational services that may be available at your primary practice location:

3. Medical School Faculty Appointments: Identify any appoinfments to medical school faculties and indicate as to
whether you hgve had respopsi biljty for graduate medical edycation within. the most recent ten (10) years,

i
!‘rf AAY IS WTAL S SST 1,. / A 5,.:4! =2 477 . o

[N i 4 b
[NALAD L) ’b (VIR A.L-Aa ‘a '_411"’ . LJ]A{A ’J‘ {f’

fud bt dispdenlan I (adiat, Wediiial o duzahng @ b sttt

4. Medical Licensure: List all countrie§ {other than the U.S. and Canada) in which you are now, or gver have been licensed
to practice medicine, or any other profession.

South Dakota ‘ ﬂActive [} Inactive
Country

Minnesota W Active [} Inactive
Country

North Dakota W Active [ Inactive
Couniry

Applicant Name: __Sarah Ann Traxler, MD Date: | { i [P
Rhode Island Board of Medical Licensure and Discipiine Addendwmn 2, Page | of 5




American Board of Obstetrics and Gynecology

2915 Vine Street

Dallas, TX 75204

September 21, 2016 : Phone: (214) 871-1619
Fax: (214) 871-1943

Sarah Ann Traxler, M.D.

Dear Doctor:

Congratulations! | am pleased to inform you that you have satisfactorily completed the 2016
Maintenance of Certification assignments.

As of this date, you have earned 25 AMA Category 1 CME credits for completion of the 2016
Part Il MOC requirements. These will be awarded by the American College of Obstetricians
and Gynecologists.

You should have received a 2016 MOC label insert from Jim Henry, Inc. within 60 days from
the time of your MOC application.

Your certification in Obstetrics and Gynecology is valid through=12/31/2017. The ABOG MOC
program is a continuous certification process, and you must participate each year. The

application for the 2017 program will be availabie through your ABOG Member Login page
beginning January 7, 2017.

Please use this letter to provide documentation of your cr;;tification for your hospital(s).

Sincerely yours,

edrge D. Wenagl, Jr. M.D.
Director of Maintenance of Certification

GDW
ABOG ID: 9030498

Incorporated 1930
A918624 A founding member of The American Board of Medical Specialties
www.abog.org



5.

Board Discipline: List any disciplinary actions by licensing boards in other states. Please desctibe any prior or pending
Board action or investigation. Please attach any relevant supplemental materials, If necessary, you may continue on a
separate sheet.

JZkCheck here if not applicable

Licensing Board (abbreviate) and Nature of Action Month/Year Type of Discipline:
{e.g. TX — Professional Misconduct):
/
/
/
/
/

6. Hospital Discipline: Please explain any disciplinary actions and attach any relevant supplements materials. List any
revocation of hospital privileges for reasons related to competence or quality of patient care that have been taken by the
hospital’s governing body or any other official of the hospital after procedural due process has been afforded. Also,
report resignation from or the non-renewal of medical staff privileges or the restriction of privileges at a hospital during
the course or threat of investigation. If necessary, you may continue on a separate sheet.

%\Check here if not applicable
{1) Name of Hospitai

/ !
Month Day  Year Type of Action
(2) Name of Hospital

/ /
Month Day  Year Type of Action
{3) Name of Hospita

/ /
Month Day  Year Type of Action
(4) Name of Hospital

! /
Month Day  Year Type of Action

7, Criminal Convictions: Respond to the questions below, then list any criminal convictions(s) in the space provided. If
necessary, you may continue on a sepatate sheet.

Have you ever been convicted of a violation, plead Nolo Contendere, ot entered a plea bargain to any federal, state or
local statute, or ordinance, or are any formal charges pending; including use of illicit substances or operating a motor
vehicle while intoxicated (Please include any offenses which have been expunged from your record)? (] Yes I No
Abbreviation of State and Conviction*
(e.g.CA - Hlegal possession of a controlled substance) Month/Year

/

/

/

/
*For purpeses of this section, a person shell be deemed to be convicted of a crime ifhe/she please guilty or if hefshe was found or adjudped guilty by a court of
competent jurisdiction or has been convicted of a falony by the entry of Nolo Contendere in any state.

Appliomnttame: _Dacah Awn Teaglee , wy pute_{ {1 (18
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8. Questions: Check either “Yes” or “No” for each question below. Note: if you answer “Yes” to any question, you are

required to furnish complete details, including date, place, reason and disposition of the matter on a separate sheet.

YES NO

1. During any Professional/Medical Education, were you ever dismissed, suspended, restricted, put ] )ﬁ\
on probation, or otherwise acied against or did you take a leave of absence for medical reasons?

2. During any Professional/Medical Education, were you ever requested to leave or did you leave, [_] K
temporarily or permanently, prior to completion of training?

3. During any Post Graduate Training, wete you ever dismissed, suspended, restricied, put on [} K
probation, or otherwise acted against or did you take a leave of absence for medical reasons?

4. During any post graduate fraining, were you ever requested to leave or did you leave temporarily  [] /E;
or permanently, prior to completion of training? (excluding maternity leave)

5. Arethere any charges or investigations pending, in any state, against you? I /E\

6. Have your staff privileges at any hospital, nursing home, or other health care facility or health [ ] Ei:
care provider or HMO ever been reduced, revoked, or suspended or have you voluntarily
surrendered your clinical privileges from any such unit or facility while under investigation in
any state?

7. Have you ever had any disciplinary action(s) taken, or is any pending, against your License to  [_] K
practice medicine, DEA permit, State Controlled Substances Registration, Medicare Privileges,
Medicaid Privileges, or are any complaints pending in any state?

8. Have you ever had a membership in a professional society revoked, suspended, or limited inany  [] ﬂ
manner or have you voluntarily withdrawn while under investigation? '

9. Have you ever failed to pass an examination for medical licensure (including National Boards, [ | D\
FLEX, USMLE)? If you have failed to pass any segment of the USMLE within three (3) attempts
you do not meet the requirements for licensure. Please contact vs at (401) 222-3855 to discuss.

9. Physician Henors and Peer-Reviewed Publications (Optional): List any information regarding professional or
community service awards and/or information regarding publication in peer-reviewed medical literature within the last
ten (10) years. Do net submit your curriculum vitae to satisfy the requirements of this section. If necessary, you may
continue on a separate sheet,

Awards, Honors:
Publications:

10. Professional and Community Memberships (Optional): List any professional and community memberships. Do net
submit your curriculum vitae to satisfy the requirements of this section. If necessary, you may continue on a separate
sheet,

Applicant Namo: Sacelr B an Tfﬂk‘ her Date: ”'(' 'lﬂ’

Rhode Jsland Board of Medical Licensure and Discipline Addendum 2, Page 3 of 5






Sarah Ann Traxler, MD

2014-2015

Page 2

Instructor in Obstetrics and Gynecology, University of
Pennsylvania School of Medicine, Philadelphia, PA,
University of Pennsylvania

Hospital and/or Administrative Appointments;

2016-present

2014-2015

Specialty Certification;
2015, current

Licensure:
2015-present
2015-present
2016-present

Medical Staff
Obstetrics, Gynecology, and Women’s Health
University of Minnesota Medical Center, Minneapolis, MN

Attending in Obstetrics and Gynecology, Hospital of the
University of Pennsylvania, Department of Obstetrics and
Gynecology, Philadelphia, PA

Diplomate, American Board of Obstetrics and Gynecology

Minnesota Medical Licensure
South Dakota Medical Licensure
North Dakota Medical Licensure

Awards. Honors and Membership in Honorary Societies:

2008

2009

2016-present

The Robert H. Kaplan Resident Award for outstanding
diagnostic and technical skills in obstetrics and gynecology

The Laura Edwards Resident Award for excellence in
obstetrics and gynecology

Disparities Leadership Program

Memberships in Professional and Scientific Societies and Other Professional Activities:

2004-2009 Medical Students for Choice (Student Leader)

2004-2012 American Medical Association

2006-present American Congress of Obstetricians and Gynecologists
(Physician Member, Junior Fellow (2006-2015), Fellow (2015-present)

2014-present Society of Family Planning

2014-present Physicians for Reproductive Health



Sarah Ann Traxler, MD

2014- present
2014-present
2014-present
2015-present

201 5-present

Page 3

Association of Reproductive Health Professionals

National Abortion Federation

Leonard David Institute of Health Economics (fellow)

Minnesota Medical Association

Twin Cities Medical Society

Academic and Institutional Commitlees:

2016-present

2017-present

2015-present

2015-present

2015-present

Lectures by Invitation:

Feb, 2014

Feb, 2014

Mar, 2014

Apr, 2014

May, 2014

June, 2014

Oct, 2014

Transgender Health Services Leadership Team
Medical Lead, Executive Sponsor

PrEP Leadership Team
Executive Sponsor

Outpatient Miscarriage Management Project
MBD Lead and Clinician Trainer

LGBTQ Clinical Services Committee

Clinical Research Committee

Penn Nursing Students for Choice, Speaker, “Abortion 101:
Procedural Basics”

Hospital of The University of Pennsylvania Department of
Obstetrics and Gynecology Grand Rounds: “Is Depo-Provera a safe
contraceptive for adolescents: a debate regarding bone health”

Penn Nursing Students for Choice, Speaker, Trainer: “Manual
Vacuum Aspiration and TUD Placement”

Speaker, Medicine-Pediatrics Residency Didactic, Philadelphia, PA:
“Issues in Reproductive Healthcare: Women with Intellectual and
Developmental Disabilities”

Speaker, Mid-Atlantic Cystic Fibrosis Research Consortium,
Villanova, PA: “Contraceptive Hormones and Women with Cystic
Fibrosis”

Family Planning Council Annual Meeting Breakout Session,
Philadelphia, PA: “Providing Long-Acting Reversible Contraception
to Young Women”

Grand Rounds Speaker, University of Nebraska, Omaha, NE:
“Contraception in the Adult Cystic Fibrosis Population”



Sarah Ann Traxler, MD
Dec, 2014
Mar, 2015
Mar, 2015
Apr, 2015
Apr, 2015

Apr, 2015

May, 2015

Apr, 2016
May, 2016

Sept, 2017

Bibliography:

Page 4

Division of Pulmonology, Children’s Hospital of Pennsylvania:
“Contraception, Abortion and Eatly Pregnancy Failure”

Temple University Law Students for Reproductive Justice, panel
speaker: “Provider Perspectives”

Penn Nursing Students for Choice, Speaker, Trainer: “Manual
Vacuum Aspiration and JUD Placement”

Medical Students for Choice Annual Meeting Philadelphia, PA:
“Products of Conception and Post Procedure Care”

Hospital of The University of Pennsylvania Depattment of
Obstetrics and Gynecology Resident Didactic: “Abortion
Complications™

Hospital of the University of Pennsylvania Department of Obstetrics
and Gynecology Resident Didactic: “Cancer and Contraceptive
Hormones”

Fellowship in Family Planning, National Meeting: “Family Planning
in the Adult Cystic Fibrosis Population: Utilization, Preferences and
Impact on Contraception Use”

Women’s Health OB/GYN Update, HealthPartners: “The Right
Contraception: How to choose and how to start”

Teen Pregnancy Prevention Month, Planned Parenthood: “Teen
Pregnancy in the US: What it looks like and how to prevent it”
Minnesota Reproductive and Sexual Health Update: “What’s New in
Contraception” & “Focusing on Contraception in Medically
Complicated Women”

Research Publications, peer reviewed (print or other media):
1. O'Rourke RW, Kay T, Lyle EA, Traxler SA, Deveney CW, Jobe BA, Roberts CT Jr,

Marks D, Rosenbaum JT. “Alterations in peripheral blood lymphocyte cytokine
expression in obesity.” Clinical and Experimental Immunology. 2006 Oct;146(1):

39-46.

2. Stanczyk M, Deveney CW, Traxler SA, McConnell DB, Jobe BA, and O'Rourke R.
“Gastro-gastric Fistula in the Era of Divided Roux-en-Y Gastric Bypass:

Strategies for Prevention, Diagnosis, and Management.” Obesity Surgery. 2006
Mar;16(3): 359-364.

Research Publications, peer-reviewed reviews;
1. Roe A, Traxler S, Schreiber CA. “Contraception in Women with Cystic Fibrosis:

A Systematic Review of the Literature,” Contraception. 2016 Jan;93(1):3-10.

Abstracts:



Sarah Ann Traxler, MD Page 5

1. Traxler S, Hadjiliadis D, Schreiber CA, Mollen C. “Understanding how women
with cystic fibrosis make decisions about family planning.” Poster presentation,
American Society for Reproductive Medicine Annual Meeting. Baltimore, MD.
October 2015.

2. Roe A, Traxler S Hadjiliadis D, Schreiber CA. “Contraceptive Needs and
Preferences in a Cohort of Women with Cystic Fibrosis” Poster presentation,
American College of Obstetrics and Gynecology Annual Meeting. San
Francisco, CA. May 2015.

Editorials, Reviews, Chapters, including participation in committee reports (print or other
media):
1. Schreiber, CA; Traxler SA: The State of Family Planning. Clinical Obstetrics &
Gynecology. Rebekah Gee (eds.). Lippincott Williams & Wilkins, 2015.
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VNIFORM APPLIGATION
FOR PHYSICIAN
STATE LICENFURE

Affidavit and Authorization for Release of Information

Matl this completed notarlzed form 1o:

Rhode Island Board of Medical Licensure and Discipline
Room 205, 3 Capltol Hill; Providence, R! 02908-5097

Applicant:

Slgn this form with
attached photo In the
presence of & notary
public. Send thls
notarized form with
any other required
materials to the
Board af the address
listed above.

If you are using
FCVS for eredentials
verification, you must
also send the
separate FCVS
affldavit form to
FCVS If you have not
already done so.

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

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

| authorize and request every persen, hospital, clinic, government agency (local, state, federal, or foreign),
court, assoclation, 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 informatlon, including documents,
records regarding charges or complaints filed againat me, forma! or informal, pending or closed, or any other
pertinent data, and to permit the Board or any of its agents or representatives 1o inspect and make copies of
such documents, records, and other Information in connection with this application.

| hereby releass, discharge, and exonerate the Board, its agents or representalives, and any person, hospital,
clinic, government agency (local, state, federal, or forelgn), court, assoclation, institution, or law enforcement
agency having cusiody or confrol of any documents, records, and other information pertaining to me of any
and all liabiiity of every nature and kind arlsing out of investigation made by the Board.

| wiil Immediately notify the Board in writing of any changes to the answers to any of the questions contained
in thls application if such a change occurs at any time prior o a license to pracfice medicine being granted to
me by the Board.

{ understand my failure to answer questions contained In this application truthfully and complelely may lead

ta denial, revocation, or other disciplinary sanction of my license or permit to practice medicine.

L A s

nl's signalure (pfust e flighed In the presence of a nolary)

Traxler
Applicant's printed last name

Sarah A
pplicant’s printed first name, middle initlal, and sufiix (e.g., Jr.)

1424/ 207

Date of sinatugd (must correspond to dale of notarizalion)

<fold wp-

To JIE this Jorm in # standard onvalopt, jold tha botioin por"on Windcr the phofoeraph toward the tog, and tha fald the tep vdge to the nosy hottem edge.

State of M‘\\NV\- @ S D+—6L/

Notary

Gounly of__{R AN SW .

I certify that on the date set forth below, the individual named above did appear personally before me and that | did identify this appllcant by: (a)
comparing hisfher physical appearance with the photograph on the Identifying document presented by the applicant and with the photcgraph
affixed hereto, and (b) comparing the applicant's slgnature made in my presence on this form with the signature on his/her identifying document.

pplicant on this 2—1"33’ o DUember 20_(1

(NOTARY PUBLIC SEAL}

Rhode Island Board of Medical Licensure and Discipline

November 2017

Elizbeth J K Janssen
NOTARY PUBLIC  UA §ifidavit & Authorization for Release of Information
MINNESOTA Page 1 of |

My Commission Expikes 1/3112021
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Rhbode Island Board of Medical Licensure and Discipline

Room 205, 3 Capitol Hill
Providence, Rl 02908-5097
(401) 222-3855
ADDENDUM 4

Rhode Island Uniform Controlled Substances Act Registration (CSR)

IF Applying for CSR, this Application MUST BE SUBMITTED ALONG WITH YOUR LICENSE APPLICATION,
Substitute forms are not acceptable.

1 am applying for a Rhode Island Uniform Controlled Substance Act Registration (CSR). T understand that this application MUST be submitted
plong with my Board Application, T also nnderstand that there is an additional $200.00 fee for this Registration and that the check or money
order for §1,200.00 (Non-Refundable Board Application fee ($1,090.00) PLUS CSR Application fee ($200.00) must be made out fo the “RI
General Treasurer.” Note: To be issued a RI Controlled Substance Registration you must have a Rhode Island Business Address.

Print/Type Fult Name Business Name

Sipnature Business Address

Date Business Telephone Business Fax
Completo this The Rhode Island Uniform Confrolled Substances Act can be accessed at the following web site:
application for hitp:/Awww.rilin.state ri us/Statutes/Title21/21-28/index. htm
registration to
prescribe controlled
substances in the Drug Schedule (Check a1l that apply)
igsiit: deRhude £ Schedule II [7] Schedule T [ Schedule IV [} Schedule V

A Copy of the DEA Registration must be provided fo the Medical Board within 60 Days of its issuance by the DEA,

ﬁfﬁ:ﬁfn gfe,e will | The DEA Repistration must be issued to your Rhiode Island Practice Address in order for it to be valid. If you are relocating
be no controled from ancther state, you need to apply for a DEA Registration that is specifio to Rhode Island, See the boitom of this form
substances for information on how to contact the DEA, *

prescriptions

prescribed in this All Applicents MUST answer the following:

state.

A. Has the applicant been convicted of, or enteted a plea of nole contedere to & violation of any state or federal law

33153:; i: éf;‘:‘:’he:t relating to manufacturing, distributing, possessing, prescribing, administering or dispensing of drugs presently
the professionsl defined as controlled substances under Chapter 21-28, General Laws of Rhode Island?  [] Yes [ No

license is renewed, B. Has the registration application or regisiration of the applicant, corporation, firm, partner, or officer of the
applicant been surrendered, revoked, suspended or denied under any law of the United State or of any state

]ii%t)i‘n[;i:d relating to drugs presently defined as controlled substances under Chapter 21-28, General Laws of Rhode Istand,
information on the or is such action pending? ] Yes [JNo

bottom of this

application, If you answered “Yes” to question “A” or “B” attach an explanation to this form,

imporiant Information

fssuance of 8 Rhode Island Controlled Substances Registration is contingsnt upon registration by the U.S, Drug Baforeoment Administration, If denied a “DEA Repistration”, the Rhode
1sland Controtled Substances Registration becomes “VOID.” Licensed dmy facilities and ticensed practitioners with preseriptive privileges cannot dispense, possess, store or ship controlled
substances in or into the State of Rhods Island without & valid drug facility or professional license. Rhade Island Confrelted Substances Registration (CSR), and a federal Dig Enforcement
Administretion (DBA) Registration. Prastitioners may only presciihe, dispense, 1 and store confrolled substances within their partoular “scope of practice.” *Confrotled Substances”
for purposes of this application, means n prescription drug in Schedules 11 through V, pursuast to the Rhode Island Uniform Controlled Substances Act, and 21 CFR 1300 of ike Federal
Code of Regulations. Schedule I drugs are used by researchers, and requirs the submission of a protocol.

Without » Rhode Intand CSR and foderat DEA Registration, licensed drug facilities, and practitionera with prescriptive privileges, may dispanse or possess nen-gonirelicd prescription
medigations vnder its Soility or professions] license. A CSR will not be granted to an applicant whose BOARD livensure application is “pending” in this state,

A Rhode Jsland CSR must be obiained prior to applying for DEA Registration. Pederal regulations requino that applicants comply with individual state requir prior to i ofa
DEA Registration, Once the CSR is issued, appiicante must apply to the U8, Diug Enforcoment Administration for n foders! registration using that ngency’s DEA Form 224 (New Appliontion
for Reteil Phasnacy, Hospitaly/Clinies, Practifioner, Teaching Institution, or Mid-Leve) Pracitioner). Applicants may apply on-line for the DEA Registration at the folfowing website:
¥ diversion i.gov./dn apps/inds; nl

*You can also receive an application, or check the status of a pending DEA Registration by contacting the Drug B fi 1 Administration at the following location; Registration Unit, US
Drug Bnforcement Administration, JPK. Federal Bldp., 15 new Sudbury Street, Boston, MA 022030131, Tetephons (BRE) 272-5174,

NOTE:
- Schedules 11, IHf, ond IV of section 21-28-2.08 willb void ualess dispensed within thirty (30) days of the original date of the prescription,
- Prescriptions in schedules I1T, IV, and V cannet bo wiitten for more than one huadred (100) dosage units and sot mofe than one tumdred(100) dosage wnits may bo dispensed at
one time. For purposes of this secion, o dosage unit shall bo defined as & single capsuls, tablst, or suppository, or not more that one (1) tenspoon of an oral liguid,
- Prescriptions in schedvle 1f may be written for up to a 30-day supply, witha maximun of twe Inndred and fifty (250} dosage units, a5 detenmined by the proscriber’s directions
for use of the medication.

AppiicantName:Safab\ ‘74[1\9\ T\fax {er Date: !“‘“3
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ATMedCare

Solutions, LLC

1/24/2018

Rhode Island Department of Health
Board of Medicat Licensure & Discipline
Room 205

Three Capitol Hill

Providence, Rl 02908-5097

RE: Sarah Traxler, MD
To whom it may concern:

Please find enclosed an application for a Medical License for Sarah Ann Traxler, MD along with the $1090
application fee.

Dr. Traxier has given me the authorization to handle all communications directly with the Rhode Island Medical
Licensing Board. | have enclosed the authorization form.

All other supporting documents/verifications will be sent to you directly from the designated authorities.

Please contact me with any discrepancies or questions you might have.

Sincerel

Sonja Deckelman-Klinke, CPCS, CPMSM
Provider Enroliment Specialist 1I}

Cell: 706-414-9706

Fax: 706-432-1020

Email: sdeckelman-kiinke@statmedcaresolutions.com

121 GARDNERS MILL ROAD, AUGUSTA, GA 30907









Postgraduate Training

Hospital Name: University of Minnesota

Program

Minneapolis, MN UNITED
STATES

Institution: University of Minnesota

Medical School
Training Specialty: Obstetrics & Gynecology

Training Status: Completed

Program Code: ACGME 2202621149

Attendance Dates:

Start Date: 06/07/2009

End Date: 06/07/2013

Program Type: Residency

Hospital Name: University of Pennsylvania

Phitadetphia, PA UNITED
STATES

institution; Perelman School of Medicine

Training Specialty: Family Planning

Training Status: Completed

Examination History

Program Code:

Attendance Dates:
Start Date: 07/01/2013
End Date: 06/30/2015

Program Type: Fellowship/Research

'USMLE Step 1 Examination

USMLE Step 2 CK Examination
{USMLE Step 2 CS Examination
[USMLE Step 3 Examination

State Licensure Hisidry

06/15/2006 | Pass g 1 ;
o S : _ -
01/24/2008 | Pass | 1
10/18/2010 Pass 1

MD, DO, PA License History

‘South Dakota Board of [ SD

Medical & Osteopathic |

Examiners 5

North Dakota Boardof | ND  [14130
Medicine ;

Minnesota Board of Medicalé MN ;59828
Practice i _
Pennsylvania State Board of | PA éMD447970

!

Medicine |

Physiclan Reported License History

| 03/01/2018 IFull Active
07/22/2016 | 05/10/2018 |Full Active
09/12/2015 | 05/31/2018 _Full ‘Active ,
02/27/2013 . 12/31/2016 Full Expired ?

None Reported

Traxler, Sarah Ann

237781

Applicant Name:
Application B!

e Number

Unifarm Application for Physician State Licensure
@ 2015 Federation of State Medical Boards
Page 2 of 4




Chronology of Activity Type

Practice/Emp/ Desc: Planned Parenthood MN, ND, 5D Chranology Type: Work
Address: 671 Vandalia Street
Saint Paul, MN 55114
us Attendance Dates:
Position/Dept: Medical Director - Clinical Start Date: 05/15/2017
Operations
End Date: In Progress
Clinical %: 60
Admin %: 40
Employment: 5 Staff Privileges: Affitiation: i
Practice/Emp/ Desc: Planned Parenthood MN, ND, 5D Chronology Type: Work
Address: 671 Vandalia Street
Saint Paul, MiN 55114
us Attendance Dates:
Position/Dept: Associated Medical Director - Start Date: 08/15/2015
Clinical Operations
End Date; 05/14/2017
Clinical %: 80
Admin %: 20
Employment: i Staff Privileges: Affiliation: @
Practice/Emp/ Desc: N/A Chronology Type; Vacation
Address: Attendance Dates:
Position/Dept: Start Date: 07/01/2015
End Date: 08/14/2015
Clinical %: 0
Admin %: 0
Employment: 1 Staff Privileges: Affiflation: B
Practice/Emp/ Desc: University of Pennsylvania Chronology Type: Other Training

Address: Philadelphia, PA

us Attendance Dates:
Position/Dept: Start Date: 07/01/2013
End Date: 06/30/2015
Clinical %:
Admin %:
Employment: Staff Privileges: Affiliation:
Practice/Emp/ Desc: University of Minnesota Program Chronology Type: Accredited Training

Applicant Name:

Application ID: 237781

Traxter, Sarah Ann

Unifarm Application for Physician State Licensure

© 2015 Federation of State Medical Boards
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Federarbon of

| STATEEER
ol FHYSICIAN MEDICAL
B DATA CENTER BGARD‘S
PRACTITIONER PROFILE
Prepared for: Uniform Application for Physicgh State As of Date:12/7/2017
Licensure
Practitioner Name: Traxler, Sarah Ann
ABMS® CERTIFICATION HISTORY
Certifying Board: American Board of Obstetrics and Gynecology
Certificate: Obstetrics and Gynacology
Ceriification Type: General
Cerlification Status: Certified
Participating in MOC: Yes
Effective Expiration Reverification Occurrence Last
Status Duration Date Date Date Reported
Active Time Limited  12/31/2017  12/31/2018 Recertification 121672017
Active Time Limited  12/31/2016  12/31/2017 Recertification 12/6/2017
Expired Time Limited  12/11/2015  12/31/2016 initial 12612017

The presence and display of ABMS certificalion dafa in no way consiitutes any affiliation, association wifh or endorsement of any
advertising, promotion or sponsorship by ABMS, its Member Boards and fthe Board Certified Physicians listed in this directory.

ABMS disclaims any responsibility or affiliation for other data that is provided in the directory that is nof ABMS sourced
information.

This infarmation Is proprietfary data maintained in a copyrighted database compilafion owned by the American Board of Medical

Speciaities {ABMS). Copyright 2014 American Board of Medical Specialties. All rights reserved.

PLEASE NOTE: For mere information regarding the above data, please contact the reporting board or reporting agency. The infoermation
centained in this report was supplied by the respective state medical boards and other reporting agencies. The Federation makes ne
representations or wamraniies, either express or implied, as o the accuracy, completeness or fimeliness of such informatiors and assumeas ne
responsibility for any errors or omissions contained therein. Addifionally, the information previded in this profile may nol be distribuled,

maodified or reproduced in whole or in pari without the prior written consent of the Federation of State Medical Boards.

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

© 2074 FEDERATION OF STATE MEDICAL BOARDS
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NORTH DAKOTA
BOARD OF MEDICINE

418 E Broadway Ave, Suite 12 - Bismarck, ND 58501-4086
Phone (701} 328-6500 - Fax {701) 328-6505

www.ndbom.org

December 20, 2017

This is to certify that a standard search of the available records of the North Dakota Board of Medicine indicates the
following:

PHYSICIAN: Sarah Ann Traxler, MD
DATE OF BIRTH: e
LICENSE NUMBER: 14130

DATE ISSUED: 07/22/2016
EXPIRATICON DATE: 05/10/2018

STATUS: Active - Unconditioned
BASIS OF ISSUANCE: USMLE - Step 1,2, 3

DISCIPLINARY ACTION: No

This license information was last updated on: 12/18/2017

If our records above show that the license has been disciplined, photocopies from the public file are available upon
written request.

The information above is the anly verification provided by this board. If other information is needed, please do not

hesitate to contact this office. To expedite the verification procass, the above format is the standard format
prepared for all professions regulated by this board.

Sincerely,

Bonnie Storbakken
Executive Secretary

Mission Siatement

Bonnie Storbakken

Execulive Secretary

Lynette McDonald

Established 1890 Deputy Execulive Secrelary

The Board's mission is to protact the public’s health, safely and wetfare by requlating 1he practice of medicine, thereby ensuring quality health care for the citizens of this




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

January 24, 2018

Rhode Island Board of Medical Licensure and Discipline
Cannon Buiiding

Three Capitol Hill, Room 205

Providence, RI 02908-5097

This is to certify that a standard search of the available records of the Minnesota Board of
Medical Practice indicates the following:

Physician: Sarah Ann Traxler

Date of birth: _

Was issued license number: 59828

On: September 12, 2015

Expiration date [s: May 31, 2018

Status: Active

issued on the basis of: USMLE - United States Med Lic Exam
Corrective action: None

Disciplinary action: None

This license information was last updated on: 1/19/2018 3:13:49PM

The above format is the standard format prepared for all physicians regulated by this board.

Please be advised that the Board does not release information as to whether there has been a
complaint filed or an investigation conducted on individual verifications, All physicians are
considered in good standing unless noted otherwise.

Further public records including disciplinary and corrective actions may be available from the
Board's website at www.bmp.state.mn.us under professional profile. If other information is
needed, please contact the Minnesota Board of Medical Practice at 612-617-2130.

Ruth M, Martinez
Executive Director



BUREAU OF PROFESSIONAL AND OCCUPATIONAL AFFAIRS
P. O. Box 2649
Harrisburg, PA 17105-2649
03/26/2018

License Information.

SARAH ANN TRAXLER
Philadelphia, Pennsylvania 19107

Board/Commission: State Board of Medicine Status Effective Date:  01/04/2017
LicenseType: Medical Physician and Surgeon Issue Date: 02/27/2013
Specialty Type: Expiration Date: 12/31/2016
License Number: ~ MD447970 Last Renewal: 11/25/2014
Status: Expired

Biscpinary Action Dl

No disciplinary actions were found for this license.

This site is considered a primary source for verification of license credentials provided by the
Pennsylvania Dapartment of State.







LMSCI 621
T MSCI 623 Blood

Record of : Sarah Ann Traxler
SSN-- Student No:U00028880

" Date Issued: 22-DEC-2017 OFFICIAL

Course Level : M

Matriculated: Fall 2004

Carrent Program
Coliege : Schoolof” Medxcmc
Major: Medicine™ ..

Inf tior
_.Degree Awarded: Doct.nr of Medicine %mN~°m9
= Major Medicine

. Squ No.  Tile

PR

Cred . - Grade
“INSTI DIT:
. Fall 2004 el i s
L MSCE 611 Gross Anavlmag/Emb. - =i 12,00 36,00 s
. MSCI 612 Cell Seructure & Fuaction . 8.00 24,00
: MSQ “714 Principles of Clinical Med I .. 4,00 1200 .
" Earned R 2300
" Winter 2005
) :GMED'?OSG History of Medicine l) R 0.50 G.00 . .7
IMSCI 613 System Processes & Homeostasys 9.00 18.00° ..
LMSCE 712 Principles of Clinical Med 1T 4.00 1200

Earned Hrs: 1350

Spring 2005 . B

GMED 705H H‘ﬁtory of Mcdlclnc 11!
MSCI 614 Biological Basis of Disease
MSCE 713 Pnnmpla ofChnu:aI Med 1§

Earned Hrs: (350 -

Fall 2005

GMED 705
MSCL 622
MSCI 624
MSCI 714

History of Medicine TV
Cicculation

Meétabolism-

Pnnaplcs of Clinical Med IV

~JCONT2]

Subj No. Title:""

Cred -

Grade - Pb K

N ED!

MSCE 626 Humian Devélopment 600 .- 18.00

MSCI 716 Principies of CHrical Med VI 12.00 113600

e IR0 s :

JCON 717#\ Transition to Clerkship 3.00 000

ICON 722 Primary Care 9.00 18.60 phin
PSYC 72077 Psychiawy 9.00 27.00 -

Eamed Hst fl.ﬂO

JCON 705V MedNet 1 1.00 000 ihoen
JCON 705X Spec Elec: Bridging the Gap 1.00 000

JCON 709Z" Interational Medicine Extéra) 6.00 0.00

OEGY 720" Obstemics/Gynecology ’ $.00 18.00

SURG 720 Surgery 1 9.00 i8.00

F;méd' Hirs: 36.00 ~

Winter 2007 r2007 R IR
FAMP 720 Family Medicine 9.60 900G -l
JCON 720 Child Health 1 $.00 92.00

Eamed Brs: 18.00

Spring 2007
IMED 720
JCON 719

Internial Medicine I
Contiapity Curriculum/CPX

Earned Hrs: 20.00

«#:; Pediatrics 11
OBGY 709X  Spec Elec: Oncology
PATH v'751A rmruducuon © Pe.thology

',Eamed Firs: 1800 )

Earned Hrs: 13,56+ -7 ~o- wioe

Winter 2006 R

GMED 705F . History of Medicine V
GMED 705M  Clinical Skills Workshop
Neuroscience & Behavior -

“MSCI. 715 Principles of Clinical Med V.

' Earmed firs: 1330

Fail 200
ANST 709A Anastheqolucy
OBGY 708A  Perinatology

Eamned #rs: 12.00

Wl'lnle; 2009 g

ETOX 709X ~ Toxicology Pnisoning/Overd-os'c': RN

OBGY 709H  Family Planning

Famed Bre: 120

This franscript processed and delivered by Cradentials” Transcrlptsnuwork“

Page 1 of 2

OREGON HEALTH & SCIENCE UNIVERSITY

Mickie S. Bush

Registrar

et 18 I




Record of : Sarah Ann Traxler Ll R R CETER BER 2
SSN:_Sft?Idént No:U00028380 e .:' =t R B e o - Date Issned: 22-DEC-2817 OF'FICIf\_L' i

Sub Mo Tile : TCred Grde PG R
INS 10N CREDIT:
CARD 709B . "CCU af OHSU BN o 6.00

JCON 718 Transition to Residency 300 0.96
NEUR 721 . Neurology-. 2 600 18.00

. Earmed Hrs: 15.00

. TOTAL INSTITUTION 23800,

"7 TOTAL TRANSFER 0007

. /OVERALL 238.00- e
14 weemmamrriseaea END OF TRANSCREP Trreessraemremrmeea

Page2o0f 2 E ‘ ‘ .
OREGON HEALTH & SCIENCE UNIVERSITY F

Registrar

OHSU

This transeript processed and delivered by Cradentials® Tnnsa-iptsNetwbrk’




UA

UHIFQRM APPLICATION
POR LICENSURE

Postgraduate Tralning Verification Form (Form #3)

Institution Address:

Institution Name: ____|iniversity of Minnesota Medical School

not lata this

Applicant;
Ining {f you 8 . FCVS does nol

verlfy non-accredited training. When using FCVS, use this
form only If your licensing board requires verification of non-

420 Delaware St SE, Minneapolis, MN_55455

accredited tralning.

esignate : Please

¢ complete Section 2, and mail this form and any other

Afflllated School: UNiversSity, of minnesotay

items {o the deslgnated state medical board at the
address listed in Section 1. Thank you,

Section 1:
To be completed
by the Applicant,

Board information:
To be completed by the
applicant.

‘| Board Name:

Name:  Sarah Ann Traxler

Date of birth: - (mmiddiyyyy) SSN*

*The social security number s to be used for purposes of identification only and may not be used for any othar reason.

Suffix Practitioner type: M.D. ﬂD.O. O

Name if different when diploma awarded:

Walver for Release of Information: 1 request that the p.r.ogtam diractor or a designated offlclal complete
Section 2 of this form as outlined below. | autharize the postgraduate tralning program fisted above to provide
any all Informatlon pertaining to my tralning there to the board listed helow:

Rhode Island Department of Health

the expacted comple fon
dete in the “To" field,

Use one seclion per
DepartmentSpeclalty. If he
Depariment/Specialty Is
rotating or transitional,
please provide a schedule of
rotations.

Report Intemships,
Residencies and
Fellowships separataly.

Unusual
Clrcumstances:

Check the appropriale
rasponsea and explain
any “Yes" or omitted
rasponsa(s) on a separale
shaet of paper,

Attach pages as needed,

Applicant Please Mailing address: _3 il Providence, RI 02908
Sign Here we.— |Applicant Slgnatu/re Date l&}éﬂi
Suction 2 Tealning Level: | ~ T\ pocialty/Subspocialty: 0B[N
Program Participation : | (6.9, 1,2,3, ste) _ .

Dlinternship rom: s 842008 1oi b1 DOD
Important: BlResidency Succaesefully Completed?: [KlYes ONe  Oin Progress
Report Incomplete OCnef Residency .
Traming mes ears) CiFellowship Accregdited by:  [BACGME [ACA [JLceME [ORsC [IGFPC
:,:p,:':gmfmg” Ut ORessarch Orcpsc [aPPAP [None of these
completad,
I the tralring Tevel (year) s Tralning Level: Specialty/Subspeclalty:
currently in progress report (8.8, 1,2, 3,6l¢,) :

To: £ [ |

Ointemship From: [ [
OResldenoy Suocessfully Completed?: [JYos ONc  Oin Progress
CIChlef Resldancy .

Accredited by: [JACGME [JADA LLCGME RSC [JCFPC
[OFellawship Y . = H
CIResearoh ORCPSC [JARPAP [INone of these
Tralning Level: ____ Specialty/Subspacialty:
(8.9., 1,2,3,06lc)
Clintemship From: _{ /1 | Tor 1 ¢
CIReeldency Successfully Completed?: [JYes ONe OlIn Progress
EIChief Residancy Accredited by: [JACGME [JACA [JLCGME [IRSG [ICFPC
CFetiowship
OResearch OrRCPSC  [JAPPAP DNone of these
1. Did this individual ever take a leave of ahsence or hreak from his/her tralning? - - LYes ~ ENo
Z. Was this Individuat ever placed on probatlon? [JYes RNo
3. Was this individual ever disciplined or piaced under investigation? - [Oves [ENo
4, Were any negative reports for behavioral reasons ever filed by Instructors? -—— Ovss KiNo
B. Were any limitations or spectal requiremants placed upon this Individual because of
questions of academic Incompetence, disciplinary problems or any other reason? ——-———-- [JYes  BlNo

Certification: Afix your Insitutional
saal In this space. {f no seal Is avallable,
you must have this form notarized.

| CERTIFY THAT to the bast of my knowletge and hellef, the foregoing Is a true, accurate and

complete statement of the record of the individual named on this form, This section MUST be signed by
the program disector (M.D. or D,0, only), Please Note: The Nevada Board of Medical Examiners requires
an authorizatton lefter to other than an M.D. or D.O.

Signature:
Print name; £GP TN RGWls

Tite: Proarcinn DR LYOY”

Email address: [ AU L X 00Y @umn . edu
Phone Number; 1 - 301 ~ 34 1S

Date: ‘}3“'{ {7‘0[%

Uniform Agpplication for Physician Liconsure

August 2017






