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License Type: Physician's and Surgeon's

Apblication: Physician's and Surgeon'’s - Initial
i A Application-

Apblication Number: 1 14900453

Application Date: 1 g '06/29/2021 (mmlddlyyyy)
l

N 3 ————

Application Questions

sl

Are you currently enrolled in an . No
ACGME/RCPSC-accredited postgraduate

training program in the United States or

Canada?

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

Have you served or are you currently serving
in'the military? . :

Are you requ‘esting expediting of this
apblication for spouses or domestic partners .
of an active duty member of the U.S. Armed~
Forces'?

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

Are you requesting expediting of this
application to practice in a medically - \
" underserved area or population? :

Do any of the AB 2113 statements apply to
you?

Personal Detail .

First Name: ' | ~Carleyna
Last Name: o ) Nunes
Birthdate: e il
Gender: o | Female
SS;N/|T|N' . R L)
Addresses - - i 1
License Related Addresses
i Address of Record
Warning: In order to protect your privacy and identity,

address will not be displayed.:

IR
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General Information” - "

o)

Are you a registered sex offender’>

Previous Application: or License

Have you served or are you currently servmg

“in the U.S. Military? y
Are you requesting expedltmg of this

appllcatlon as a spouse or domestic partner
of an active duty membelt’ of the U.S. Armed

Forces? ,

Have you ever filed an application for a

Physician's and Surgeon's License or other

license in California that has been
withdrawn,-abandoned, or denied?

Have you previously held a Physician and No

- Surgeon License in Callfomla7
Examinations : : v ' 3
Are you-certified by the Educatronal No

Commission for Foreign Medical Graduates?

Examinations 1

Examination:

Date Passed:

: Unifed Stateé Mediéél Licensing Examination
(USMLE) Step 1

04/25/2009 (mmlddlyyyy)

‘ Examinafi'ons 2

e

Examination:

Daie Passed:

Examinations 3 _

Umted States Medlcal Llcensmg Examinatlon '

(USMLE) Step 2CK

10/26/2010 (mm/dd/yyyy)

—

"~ Examination:

Dafe Passed:

United States Medical Licensing Exémination

(USMLE) Step 2CS
11/02/2010 (mm/dd/yyyy)

J

Examinations 4

|

Examination:

Date Passed:

United States .Medi_cal Lfnensing Examinatiic‘)n‘
(USMLE) Step 3

06/01/2012 (mmlddlyyyy)

J

" Medical Education . .

Médical School Name:
Mailhng Address of the Medlcal School:
Attendance Start Date
Attgndance End Date:
' Were You Awarded a Degree?
|
i

The Warren Alpert Medlcal School of Brown

University

222 Richmond St, Providence, RI 02903
08/20/2007 (mm/dd/yyyy)
05/29/2011 {mm/dd/yyyy)

Yes

12\egr

g m
g T

d o
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[ : (. T
. Title of Degree Awarded: ~ MD - Doctor of Me>...ne |
Issue Date of Degree: } / 05/29/2011 (mmlddlyyyy)
ACGME or RCPSC Accredited Postgraduate Training Programs -
" Have you participated in any ACGME- Yes

accredited postgraduate training in the .
United States or RCPSC-accredited
postgraduate training |n Canada? '

ACGME or RCPSC Accredlted Postgraduate Training Programs

P‘rogram Facility Name: . University of Arlzona Medlcal Center
Citiy: : " “Tucson
State/Provinoe: o : ‘Arizona
Specialty: i Obstetrics and Gynecology
. Training Start Date: o 07/01/2011 (mm/dd/yyyy)
Training End Date: . '  06/20/2015 (mmlddlyyyy)

ACGME or RCPSC Accredited Postgraduate Training Programs

Haye you ever received partial or no credit
foria postgraduate training program?

Have you ever taken a leave of absence or
“break from your tralnlng’? ,

Have you ever been termmated, dismissed
or expelled from a program?

Have you ever been placed on probatlon for
any reason? . ‘ /

Have you ever been d|s0|plmed or placed
under investigation?

Have you ever had any limitations.or special
requirements placed upon you for clinical -
- performance professionalism, medical
knowledge, dlsmplme or for any other \ : ' -
reason?

" Have you ever had a postgradnate training -
program contract not be renewed or offered
. for a following year?"

Medlcal License: Informatlon R

Have you ever held or do you currently hold Yes‘
a medical license in any U.S. state, U.S.
terrrtory, or Canadian provmce'?

Medlcal Llcense(s) 1

U.S. State, U.S. Temtory or Canadlan -‘ - Arizona
Province: .

. License Number: L 50034

! ) : 0N e mn
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. ) ( /z
Practice Start Date: .

: _
Practice End Date:

.
!

Page 4 of 6

09/01/2015 (mmldé:—,-;)yy) ‘

Medlcal License(s) 2"

10/01/2016 (mm/ddlyyyy)

e

e

U.S. State, U.S. Terrrtory or Canadlan
Province:

Llcense Number: 3
Practice Start Date:
Practice End Date:

Virginia

0101260851
10/01/2016 (mm/dd/yyyy)
10/01/2019 (mmlddlyyy_y)

S

Medrcal License(s) 3 .

U.S. State, U.S. Terrltory or Canadlan
Province:

License Number:

Practice Start Date:

_ ABMS Certrf‘ cation

Texas

$2438
10/01/2019 (mmlddlyyyy)

Are you currently certified by a Member _
Board of the American board of Medical

Specialties?

‘Yes_

Malpractlce History .

Has a claim or an actlon ever. been filed
against you for the practice of medicine that

resulted in a malpractice settlement,
judgement or arbitration?

Drsclpllnary History

et

Have you ever withdrawn an applrcatron for

medical licensure in lieu of denial,

disciplinary action, or for any other similar

reason?

Have you ever been denied a license to
practice medicine or is any denlal pendlng

against you?

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

Have you ever surrendered a license to.
practice medicine or have you ever had any

license to practice medicine revoked,
suSpended or placed on probation?

Have you ever had any license to practice

. medlcme subjected to any. action including,
but not limited to, informal or confidential ,
discipline, consent orders, letters of warning,

‘letters of reprimand, or citation?

i
t

LR T T
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' Ha:ve you ever been chargea with, or been

found to have committed unprofessional.

conduct, professional incompetence, gross

negllgence or repeated negllgent acts by

any medical llcensmg board or hospital?

Have you ever res:gned from a medical staff
in lieu of disciplinary or administrative action
or is any disciplinary action pending against
your hospital or staff privileges’?

Have you ever had staff privileges in a’
hospltal terminated, denied, suspended,
Ilmlted revoked, or not renewed"

Have .you ever had any healmg arts license
or certificate disciplined by another state or
federal terrltory'?

Page 5 of 6

Practice impairment or Limitations . -

. Are you currently enrolled in, or participating
in any drug, alcohol, or substance abuse: '
recovery program or impaired practitioner
program?

Do you currently have any condition
(including, but not limited.to emotional,
mental, neurological or other physical,
addictive, or behavioral disorder) that impairs-
your ability to practice medlcme safely?

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

Family Physician Training Program Volunt -
Would you like to contribute?

~r

Aftachments. T e . . ’\' 1}
: Appllcatlon Fee .$442.00

Department of Justice (DOJ) Fee $32.00 -

Federal Bureau of Investigation (FBI) Fee - - $17.00

[nifial License Fee . $783.00

StéphenM.ThompsonLRP | $25.00

Toéal Amount Due: . . $1299.00

Appllcatlons are not conS|dered submltted for processmg untll payment is recelved

Attestatlon

LI R LRI L T
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I attest | am the person herein named subscribing to this application\;‘that | have read the
complete application, know the full content thereof, and declare under penalty of perjury, that all
- of the information contained herein and evidence or other credentials submitted herewith are
true and correct; that | arp the lawful holder of the degree of Doctor of Medicine as prescribed by
this application, that the same was procured in the regular course of instruction and examination,
and that it, together with all the credentials submitted, were procured without fraud or
misrepresentation or any mistake of which | am aware and that | am the lawful holder thereof.
Further, | hereby authorize all hospitals, institutions or organizations, my references, personal
physicians, employers (past, present and future), or business and professional associates (past,
present and future), and all government agencies (local, state, federal, or foreign) to release to
the Medical Board of California or its successors any information, files or records, including
medical records, educational records, and records of psychiatric treatment and treatment for
drug and/or alcohol abuse or dependency, requested by that Board in connection with this
application; or any further or future investigation by that Board necessary to determine any
-medical competence, professional conduct, or physical or mental ability to safely engage in the
practice of medicine. | further authorize the Medical Board of California or its successors to
release to the organizations, individuals or groups listed above any information which is material
to this application or any subsequent licensure.
| understand that falsification or misrepresentation of any item or response on this application or
any attachment hereto is a sufficient basis for denying or revoking a license: -

Signature: Date:

! . . : : I TN m
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PHOTGGRAPH AND NOTICE S

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

MBCUSECNLY

Review
LIA-LIF

Staff Initicls
& Date {

e gt
&

DECLARATION

! Full q}al Name (First, Middle, Last, Suffix) | Date of Birth (mm/s
The applicant,| arlegna  Naciah /\/ W<s , #
being first duly sworn upon hisher oath deposes and says: that | am the person herein named subscribing to this application;

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

| UNDERSTAND THAT ANY OMISSION, FALSIFICATION, OR MISREPRESENTATION OF ANY ITEM OR RESPONSE ON'

THIS APPLICATION OR ANY ATTACHMENT HERETO IS A SUFFICIENT BASIS FOR DENYING OR REVOKING A LICENSE.

SIGN LEGAL NAME: M " DATE: 6F/02/702/

Applicgnl
Name

3

Applicant
Signature
& Date

d

NOTARY SECTION

SIGNATURE OF APPLICANT: @-\ S

—{SIGN CEGAL NAME IN THE PRESENCE OF NOTARY)

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

Stateof T £ /LS~ County of A,A.@Q%QQAMF -
. X i . ) (NOTARY SEAL)

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

P~ syt YUY 20 21,

Print Appllcanl s Legal Name

o (Coodevip 4. [(Aaxiaoe Wones

proved to me on @e basis of satlsfactory evidence to be the person who
appeared,befofe me.

ELIZABETH VAN DYKE
Notary: Public
STATE OF TEXAS
My Comm. Exp. 02-26-25
Notary iD # 13294578-6

Medical Boo{d of California State of Califomia | Business, Consumer Services, and Housing Agency | Department of Consumer Affairs

Applicant

Signal
o

Applicant
Nome &

No'Uale

sL1F

(Rev 12/19)



Medical Board of Calif i ) Licensing Program

-

o o eye . 2005 Evergreen Street, Suite 1200
Timeline of Activities Sacramento, CA 95815-5401

| Phone: (916) 263-2382
! Fax: (916) 263-2487
www.mbc.ca.gov

APPLICANT INFORMATION

Legal Name .
Full Last Name First Name Middle Name . Suffix
A/mé, S Ca/uaw Wortan
Date of Birth U.S. SSN or ITIN Medical School of Graduation )
{mm/ddlyyyy) (Last 4 digits ’
D | B | e il Sod B (hiwa
TIMELINE OF ACTIVITIES '

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

Location (Facility Name, Address, and Supervisor) Start Déte

;L/ousm Wonten 'S %ﬁ@r/dohwa Senlces
322§| \LIGA-\J ( 2 ANy JJ{)JS)'U\ X N0 SD‘FN\RLP Rl GleAMfAM} 83/0 //ZOZ ‘ \J
Activities | ( End Date :
_OQQCL%&M& Tevilu_ Pleomm. Service. s -
i 7 Cuwven ¥
Location (Facility Name, Address, and Supewi§or) Start Date .
@HL =% ovie's The (Waalieals  Hoseiey 10/0\./20(4 -
2200 Sk Love's (Day Cormre Tx |, 7232EY S‘(MN‘QJ‘ VA s pMocsp . e/
Activities l End Date
0Ly HoS pida s X
OB ¢ Coccen V-
Location (Facility Name, Address, and Supervisor) Start Date
Oanen 'S
Lapzitdo (e 10/o( /20t o
SO A zz O A - \6/
Activities ~ - |End Date '
Location (Facility Name, Address, and Supervisor) Start Date
_Lc_:k__béc_s_ul&m,g Heo \Yh /Ce/la&s 0!5671/»0 04 /o] z0tS
020 1)’~/ e Qolla BV —TxJC,ScD Az fS’S'?LH Suents S 1 Chens Sollwea ] | o
Activities : End Date
P
frmb:c Gaay? Gahw ARGy /O/O//‘LO}(P
SIGN LEGAL NAME: m DATE: QU (24 | 2072 | J
: i
\ Applicant’s signature and date are req.uired ETO A

Medical Board of California State of California | Business, Consumer Services, and Housing Agency | Department of Consumer Affairs {Rev 12/19)



Medical Board of Culif(._\_,z!l
Timeline of Activities

Licensing Program

2005 Evergreen Street, Suite 1200
Sacramento, CA 95815-5401
Phone: (916) 263-2382

Fax: (916) 263-2487
www.mbc.ca.gov

APPLICANT INFORMATION
Legal Name ‘ :
Full Last Name First Name Middle Name Suffix
/\/,m@S '/Zéqno\, Wertaly ™
Date of B:irth U.S. SSN or ITIN Medical School of Graduation

h [

WMM Alpr Mol col Schod & Bypun Upives:

TIMELINE OF ACTIVITIES

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

Location (Facility Name, Address, and Supervisor) Start Date

OQ\WUISLIW! @ A0 Zeno ATl

sol NG Campboe ! Breanra Tucsin Az 3\ /0 /2'61( &/
Activities{ il ' End Date -

béc‘ﬂ-{"l %SJW%X -~ $u()es\l\8d— A, Mo keda Ll M(\ . '

’ 0670 [26\S
Location (Facility Name, Address, and Supervisor) Start Date
Aciivities B End Date o
Location (Facility Name, Address, and Supervisor) Staﬁ.D“ate
Activities End Date ¢ o
Locationi(Facility Name, Address, and Supervisor) Start Date
Activities End Date o
!
SIGN LEGAL NAME: /j /LQ DATE: 0 i24[20Z] \/
~—

\,

t

J Applicant’s signature and date are required

Medical Boj_ord of California

State of California | Business, Consumer Services, and Housing Agency | Department of Consumer Affairs

sTOA

(Rev 12/19)
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Medical Boort:i of California
Certificate of Medical Education

licensing Program

2005 Evergreen Street, Suite 1200
Sacramento, CA 95815-5401
Phone: (916} 263-2382

Fax: (916) 263-2487

o mbe.Ca.gov

prvE T

| State/Province/Country:

. Did the épplicant withdraw or transfer from fhis médicél school?-

: Date the applicant was issued the diploma of Bachelor/Doctor of Medicine:

" TYPE OF APPLICATION
" (Check One)

i JAU.s. or Canadian Medical School Graduate {(]international Medical School Graduate

MECUZCOIAY

. APPLICANT INFORMATION

. Legal Name
l t F“ﬂg““mgﬂ First Nome . Miadla Name Sutix
L Nuwes Cev legne Awes |- Metonn
Date Of Birth U.S. SSN or ITIN Medical School of Graduation
{ L

(
h_:_ Drouwa Dnaverst =2

MEDICAL SCHOOL: PLEASE COMPLETE THIS FORM IN THE ENGLISH LANGUAGE

Note: If the applicant had an accelerated or extended cumiculum, withdrew from this institution, or was accepted with
advanced standing, a letter of explanation from a school official is required. The letter must be on medical school
Ieherh_ecd, signed by a school official, and mailed directly to the Board from the medical school.

Name of Medical School:| The Warren Alpert Medical School of Brown University

Rhode Island, U.S.A.

What is the standard duration of the curriculum at this institution? 4

63%’/2007

years

Date the applicant was enrolled in medical school;

05/38/2011

Medeal

Infemnation

Code:

Vigwoz

Pev.MED
Steft mitics &
Data:

% o
gl

MEDICAL SCHOOL OFFICIAL CERTIFICATION

Attention Medical School: Only the President, Dean, or Registrar may sign this form. [f the signature is being delegated
to another person, evidence of that delegation must be attached to this form {may be aphotocopy). Such delegation
must be on officiol letterhead and must be dated within ihe last 12 months.

BRRCILIE L ST 1 certify that | am the Prqsidént, Dean, or Registrar and heréby declare under penaity of perjury kr;%ul
S B REN L, under the faws of the State of Califomia that the above statements are true and correct,
N QP\:- .'....,;."J{',v %, :
'\\;‘-"\"‘.Q\t'u' SouAa’
S5 SeQV O o < . .
s }:’.}\(. Q’% < | * Altan R. Tunkel, MD, PhD, MACP Senior Associate Dean of Medical Education
Zk g‘c'o's}gzll-’*‘- S PRINTED NAME OF SCHOOL OFFICIAL TITLE OF SCHOOL OFFIGIAL Wg_y
AN - S0z
AP R A S /) ) l [
,,’4'3\0% U\‘\I,,'*_O\:\\\ \ 07/01/2021
EAY WGBS :
AT SIGNATURE OF SCHOOL OFFIGIAL =~ DATE
Ty i ' DOCS

cJUL 01 2021

Note: The completed form must be submitted dlrectly from the medical school o the Board to be acceptable gM ED
. w

Medical Boerd of Califomia State of Caiforria | Business, Consumer Services, and Housing Agency | Deparimant of Consumer Atfairs

f
l .

s AI—'-x SR
|

(Rev 12/19)
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i Medical Board of California 005 Licensing Program

i . . Evergreen Streef, Suite 1200
Certificate of Completion of o Sacramento, CA p3815.5401
ACGME/RCPSC/CFPC Postgraduate Training Phone: (916) 263-2382

. Fox: (916) 263-2487
www.mbc.ca.goy.

4

. APPLICANT INFORMATION | e
Check One: MU.S. or Canadian Medical School Graduate [[] International Medical School Graduate xg&
‘_I:ggal Name | ' ' .

Full Last Name First Name Midcie Name Sutlix

, /\/Uﬂ{5 _ CO\{Iqu/m\ Wevian

Date Of Birth U.S. SSN or ITIN Medical School of Graduation

—aih Warcen Alger Medical i @B@um l_lﬁ-w/sh/y

PROGRAM' DIRECTOR TO COMPLETE ACGME RCPSC, or CFPC TRAINING INFORMATION

Faclhty Name Umvers1ty of Arizona | k yos

Facility Address | 1501 N. Campbell, Box 245078 =78

| | 'l‘ln_éson, AZ 85724 o

Specialty “OB/GYN A g o | 200321025 o

vpat.es of T@ining 5.8, 707(0) (m End 8%7?0&015 fon dato): (RmIadvyyY) 0/ d
UNUSUAL CIRCUMSTANCES

. Program Director: Provide o signed and dated letter of explanation, including dates, for any 'yes" response to questions
© # 1-7. The explanation must be provided on program letterhead and miiled directly to the Board with this form.

1 Did the applicant receive partial or no credit during postgraduate training?.

. Did the applicant ever take a leave of absence or break from training?

. Was the applicant ever terminated, dismissed, or expelled?

. Was the applicant ever plaéed on prabation?

. Were any limitations or special requirements placed upon the applicant for clinical
performance, professionalism, medical knowledge, discipline, or for any other reason?

. Did the program decline to renew or offer lhe appllcant postgraduate training program
contract for a following year?

2
3
4
' 5. Was. thé applicant ever disciplined or placed under investigation?
6
[
i
7
E

GENERAL MEDICINE TRAINING REQUIREMENT

,Appl‘confs must complete and receive credit for at least four (4) months of general medicine as part of their
| | postgraduate training. The GENERAL MEDICINE requirement may be satisfied by actual clinical practice where the
1 applicant had direct patient care responsibiliies for at least four months in any parlicular speciclty or sub-specialty area.

8. Did the applicant complete and received credit for a minimum of four months of general
{  medicine as part of this postgraduate training program accredited by the ACGME or the
RCPSC? Yes [JNo

- DOCS ,
JUL 13200 SPTA

Medical Boerd of Califomia State of Celifemia | Business. Consumer Services, and Housing Agency | Depariment of Corsumer Affairs {Rev 12/19}
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APPLICANT INFORMATION

Legal Name
Full Last Nams
rﬁ Nunes

Migdle Name

Neriah

Suffix

HR@Z/ lu{ i

MBC USE
ONLY

Appbcagti
ugé

ATTENTION PROGRAM DIRECTOR

to qualrfy for licensure. Completion of this form wull cerlify that the cpphccnt has sohsfcc?only completed a period of
- accredited postgraduate training at this faciity and that the applicant hos acquired the skil and qualifications

necessary to safely ossume the unrestricted practice of medicine in this state.

Only the program director may sign this form. If that signature authority is being delegated to another person, evidence

of that delegation must be attached to this form {may be a photocopy). Such delegation must be on official letterhead

and must be dated within the last 12 months. The person who signs this form may not be related to the applicant by

blocd, mariage, or adoption.

PROGRAM DIRECTOR OFFICIAL CERTIFICATION
The program director signing this form is formally certifying and documenting under penalty of perjury that the applicant
received instruction appropriate for the particular postgraduate level and that the applicant satistactorily completed
-periods of training in accordance with the accepted standards and the criteria defined as equating to satisfactory
performance. The program director is attesting to the fact that the applicant has acquired the skill and qualifications
necessary to safely assume the unrestricted practice of medicine in this state.
! hereby declare under penally of perjury under the laws of the State of California that all of the information contained on (hese forms is true

and correct. | further certify that the training program is accredited by the ACGME, RCPSC, or CFPC to offer the type and level of training
completed by the applicant named on this form, and the applicant was trained in an ACGME, RCPSC, or CFPC slotted program position.

Amy Mitchell, MD

PRINTED NAME OF PROGRAM DIRECTOR

OIS e

SIGNATURE OF PROGRAM DIRECTOR

06/29/2021

DATE

venfied
PD
Statf

turials &
Da'e

W
gl

4
&

(U

Program
Director's

Signature,
Dar

Note: lf a program seal is not available, the program director shali 'clso signin ihe'secﬁon beIoW iﬁ the presence of a
notary public.
Sy T

SIGNATURE OF PROGRAM DIRECTOR:

(SIGN FULL NAME IN PRESENCE OF NOTARY)

A notary public or other officer completing this certificate verifies only the idéntity of the individual whgsTgﬁéa_trTg?i—Bcﬁl:r-r;‘ent to which
this certificate is attached, and not the truthfulness, accuracy, or validty of that document i e

State of County of
Subscribed and sworn to (or affirmed) before me on this
day of - ,20 .

Print Program Direclor's Name

by, _
proved to me on the basis of satisfactory evidence to be the person
who appeared before me.

SIGNATURE OF NOTARY PUBLIC

JuL 13202

Note: The completed forms must be submitted directly from the program o the Board to be acceptable.

" Medical Boord of California State of Cdlifornia | Business, Consumer Services, ond Housing Agency | Department of Consumer Affairs

Program
Dicacror's
Signatute

O

Norary
Signoture
& Seal

:PTB

{Rev 12/19)



Arizona Medical Board

General Information

Carleyn License Number: 50034
License Status: Active
License Date: 02/10/2015
License Renewed: 03/19/2021
Due to Renew By: 05/19/2023
If not Renewed, License Expires: 09/19/2023

Education and Training

Medical School:
Graduation Date:

Area of Interest: Obstetrics & Gynecology

The Board does not verify current spedélties. For more information please see the American Board of Medical Specialties website
at http://www.abms.org to determine if the physician has earned a specialty certification from this private agency.

Board Actions

None':

This license information was last updated on: 06/22/2021

A person may obtain additional public records related to any licensee, including dismissed complaints and non-disciplinary actions
and orders, by making a written request to tie Board. The Arizona Medical Board presents this information as a service to the
public. The Board relies upon information provided by licensees to be true and correct, as required by statute. Itis an act of
unprofessional conduct for a licensee to provide erroneous information to the Board. The Board makes no warranty or guarantee
concerning the accuracy or reliability of the content of this website or the content of any other website to which it may link.
Assessing accuracy and reliability of the information obtained from this website is solely the responsibility of the user. The Board is
not liable for errors or for any damages resulting from the use of the information contained herein.

Please note that some Board Actions may not appear until a few weeks after they are taken, due to appeals, effective dates and
other adrIninistrative processes.

i
Board ac,tlons taken against physicians in the past 24 months are also available in a chronological list.

i
{
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" David E. Brown, D.C. Department ofHealth Professions www.dhp.virginia.gov
Director : Perimeter Center . TEL (804) 367-4400
FAX (804) 527-4475

9960 Mayland Drive, Suite 300 .
Henrico, VA 23233-1463

VERIFICATION
Re: . Carleyna Mériah Nunes
From: Virginia Board of Medicine
Subj: Licensure Verification
Date: June 29, 2021 ' ,

This is to certify that the above named individual was issued a license to practice by the Virginia Board of
Medicine:

Licensed in/as a: Medicine
‘License: 0101260851
Issued On: 07/15/2016
Expires: 05/31/2022 *
Current Status: Current Active

This license has not been the subject of an administrative proceeding. If you have any questions, please call
804-367-4600, option 2.

The information above is the only verification provided by this board. If other information is needed, please
do not hesitate to contact this office. To expedite the verification process, the above format is the standard
- format prepared for all professions regulated by this board.

‘Verifications may also be obtained from the License lookup section on our website (www.dhp.virginia.gov).

|
;* The expiration date of 1956 indicates that there is no recorded date of expiration for this license, and that it expired
sometime prxor to 1980.

|
iSincerely,

|

}%’%&‘ . @/&W
\Colanthia M. Opher

' !Deputy Executive Director for Administration
Virginia Board of Medicine

NOTE: The Board of Medicine no longer provides a raised seal on this document.





