
The University of the State of New York 
THE STATE EDUCATION DEPARTMENT 

Office of the Professions 
Division of Professional Licensing Services 

www.op.nysed.gov

Medicine Form 1 Department Use Only

Application for Licensure
Applicants Must Complete All Six Pages Of This Application (n ink

2 Social Security Number
—J (Leave this blank li you go not have » US. Social Security Number) 1 □ SO $735 ER

3 Birth Date NYS License Number

3 Date Issued'Print Full Name

A 77R ALast 0 Initials

A 7 eKFirst

Middle IjTlHIfl |W
jrlP-Onsco business address, phone and o mail address are public information. Failure to indicate 
business or home on this form for each item will deem it public information.

S I Mailing Address:^ Home or Q Business
(You must notify the Department promptly of .any address or name changes.’

1 0 New York State DMV ID Number 
(Driver or Non-Driver ID)

Une2

Line 3
(Leave this blank if you do not have a 
New York State DMV ID Number)I3 Q 0 R L YJCity

H3Stale
Country/ n ^
Province LHL5

Telephone/E-Mall Address
Daytime Phone: &Home or □ Business E-Mail Address (Please print clearly): 0 Home or |~1 Business

Zip Code

7T
3

Ares Code ' Phone Number

8
Name as it appears on degree or other credentials (if different from above):

9 I 'MsM^ecome licensed on the basis of:

^^HAcceptable examination scores (see page 3 of this form)

I am using FCVS to collect my credentials:

Have you previously applied for a New York Slate License or a limited permit to practice medicine?

3 Se™Z)r ^'c«?Ui'ty a"" °r P'eaa"1 9U"'y' ™ COn'e!l' °r "°10 “n,enaere 10 a ^ «
** any crimlnal charge pending against you In any court In any Jurisdiction?

— 13J!Sf^lIS^i?Ip,rir,8fH aulh0rl? (r.efused *°issuB yoiJ a !lMnse or ever revoked, annulled, cancelled, accepted
•P d T pro^a,'Qn'refuseC 1° renew a professional license or certificate held by you now or 

previously, or ever fined, censured, reprimanded or otherwise disciplined you? y '

14 Are charges pending against you in any jurisdiction for any sort of professional misconduct?

I Endorsement of another license
(See “Applicants Licensed in Another State' section of instructions.)|YES NO

I aMedicine Form t, Page 1 of 6. Rev. 3/17
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e.

f°'Mch Bch001' p,e,“ o*1- u“dipiomfl °r deBfM ,,,im ■“ ^
O. TITLE OF OtFlOMA 

Oft DEGREE 09TAINEO 
(INDICATE MONTH/YEAR 

OBTAINED)

E. IF NO DIPLOMA 
Oft DEGREE, 

INDICATE NUMBER 
OF CREDITS EARNED

C. ATTENDANCEA NAME OF SCHOOLS ATTENDED ANO LOCATIONS B. NUMBER OF 
YEARS 

ATTENDED Entrtnci Dale Leaving Oats

High StneoJ of Snondtry Sc/toot

Peaotwxrtjy Pftprotn^entl Seftaeifaj, rduilva of MtOietl Scfioalj

ECo\ovv\Wi a Prwvi-
School Name

City '

D £i,«a: ^O'b ,1010 vOatiz mo 7'

O-JPt Cesfifiadt-i
Slale/CMhtiy ‘

MaOlcal Etfuciflen /PnUulentl, On >11 m*a/cal acheel* aftanMOJ

T-ejCdC htafi/nl OU M. D.School Na

"^AWa1 TK . 1) CA
Snte/CouM?

,l*lz 06,20/6
City /t i TO ^mo yi 0School Name

//
City SlaloiCountry mo y' >»

II you compietM clinical dertsntps in a country Oliver man wfwe youi medical schnol It located, give the dates and location of lltese ciernanipe. Atlach additional sheet* If necessary.

Name of Health Care Facility 
And Adores*

Medical School wlih which 
Cierkihlp ANiiiated and Address

Inclusive Clerkship Dales Clinical Area

s

Medicine Form 1. Page 2 of 6. Rev. 3/17



17 | Are 10U licensed or have you ever been licensed as a' physician In any other state or country?

K yes, list each jurisdiction. If appropriate, you must also submit a Form 3A or SB. See Examination Requirements section of /nsfnjcf/ons
&Yes □ No

Basis of LicensureState or 
Country.

Date license 
Issued

Any Limitations 
on License

Number Examination 
(Pate passed) Endorsement Other

iiJ
If Yes, list name and location of medical school or hospital and the inclusive dates of attendance.
Are you applying for licensure on the basis of a Fifth Pathway program?

Name and Location of Medical School or Hospital

19 List in English, all specially qualifications you have earned, (i.e.. Board Specialty Certification or Oipiomate Certificate)

Name end location of organization issuing credentialName of Qualifications

wjl! be applying to the Federation of State Medical Boards (FSMB) for USMLE Step 3 

^^^Whave successfully completed the examination combination indicated below:

20

« •*>> :Lm. ■-rrj % r-T.-,*:., rm

EXAMINATION COMBINATIONS

USMLE Steps 1, 2, and 3
FLEX Parts I, II. and ill
FLEX Components I and II

NBME.Parts I, II, and III
NBME Parts I and II and USMLE Step 3
NBME Part I, USMLE Step 2 and NBME Part III
NBME Part I. and USMLE Steps 2 and 3
USMLE Step 1. and NBME Parts il and ill

USMLE Step 1. NBME Pari II. and USMLE Step 3 
USMLE Steps 1 and 2 and NBME Pan III

NBME Part Jl. and FLEX Component II 
USMLE Step 2, and FLEX Component II 

USMLE Steps 1 and 2 and FLEX Component II 
NBME Parts I and II and FLEX Component II 
FLEX Component I and USMLE Step 3

USMLE Slept, 
NBME Part i.

Other
Date examination sequence was completed

Medicine Form 1, Page 3 of 6, Rev. 3/17
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211 Provide a chronological list of all activities since graduation from professional school to the present. Include residency, employment and vacation 
periods. Be sure there are no gaps In time from the ending date of one activity lo Ihe beginning date of the next activity. Anv gap In time will 
cause a delay in the processing of your application. Attach additional sheets if necessary.

Graduation Date from Medical School: 0(g / ^(&
daymo. r-

0^ tloK* 06 i wig1. Beginning Type of activity [^Residency □Employment □ Vacation 
(if residency or employment, (111 out name and address below)

Ending
month month yearyear

\|v\ount- Sinai poiMvfeum ZtsidMty \n-\Avbfln-ftmi lu 

I'l^rrkie -for UMHW, izo'w. l^HVt a-. Vo/ic. iJV iWil
StrwTTT-” City State ZIP Code

Name of Employer/Facility

Address

2. Beginning /_ Ending Type of aclivity Q Residency □ Employment □ Vacation 
(if residency or employment, fill out name and address below)month month yearyear

Name of Employer/Faclllty

Address
Street City State ZIP Code

3. Beginning Ending Type of activity □ Residency Q Employment Q Vacation 
(if residency cr employment fill out name and address below)month month yearyear

Name of Emptoyer/Facility

Address
Street City State ZIP Code

4. Beginning Ending / Type of aclivity Q Residency Q Employment Q Vacation 
(If residency or employment, fill out name and address below)

i month month yearyear

Name of Employer/Facllity

Address
Street City State ZIP Code .y

S. Beginning Ending Type of activity Q Residency □Employment □Vacation 
(if residency or employment, fill out name and address below)month month yearyear

Name of Employer/Facility t

Address
Street City State ZIP Code

HJ if you hold a New York State license In another profession, indicate the profession, your license number and date of licensure below,

I Date of Initial Licensure (mm/dd/yy)
Profession License Number

/
23j CHILD ABUSE IDENTIFICATION AND REPORTING:

(check only one of the following.)

□ I graduated from a medical school in New York State after Seplember 1 . 1990.

1 comple,ed ,he chi,d 0t)use coursework and have enclosed a certificate of completion from an approved provider.
□ I am filing for an exemption to the requirement and'have enclosed the exemption form. ■ 

D I am going to take Ihe Child Abuse Identification course and submit the required form.-

Medicine Form i. Page 4 of 6, Rev, 3/17



24 CITIZENSHIP/IMMIGRATION STATUS

Federal law and the Regulations of the Commissioner of Education {8 NYCRR §59.4) limit the Issuance of professional licenses, registrations 
and limited permits to United States citliens or qualified aliens. To comply with Federal law and Commissioner's regulation, you must complete 
this section of this form and check the appropriate box below which indicaies your citizenship/immigration status.
lam:

A United States citizen or National.

An alien lawfully admitted for permanent residence In the United States.

An alien granted asylum under Section 208 of the Immigration and Nationality Acl.

A refugee granted asylum under Section 207 of the Immigration and Nationality Act.

An alien paroled into the United States under Section 212 (d)(5) of the Immigration and Nationality Act for a period of at least 1 year.

An alien whose deportation is being withheld under Section 241 (b)(3) of the Immigration and Nationality Act.

An alien granled conditional entry pursuant to Section 203 (a)(7) of the Immigration and Nationality Acl as In effect prior to April 1980.

Non Immigrant (Temporarily in U.S.) Please list Visa type or Immigration status or attach a copy of your passport if you are not required to
have a Visa to enterthe United States:
1 am an alien not unlawfully present in the United Stales pursuant to the Deferred Aciion for Childhood Arrivals (DACA) relief or similar 
relief from deportation. Please specify:

I do not reside in the United States.

If you checked any of the boxes from B-l, enter your alien registration number 
immigration Services (USCIS): U5CIS number:

QUESTIONS ABOUT YOUR IMMIGRATION STATUS AND WHETHER OR NOT IT IS A QUALIFYING STATUS UNDER FEDERAL LAW SHOULD 
BE DIRECTED TO THE U.S. CITIZENSHIP AND IMMIGRATION SERVICES (USCIS) BY CALLING 1-800-375-5283 OR VISIT THEIR WEB SITE 
AT WWW.USCIS.GOV.

United States Citizenship andmtri

CHILD SUPPORT OBLIGATION:

Everyone applying for a professional license, permit, or registration, or any renewal thereof, must file a written statement that as of the date of ' 
the filing, she or he 1$. or is not. under an obligation to pay child support*. Individuals who are four months or more In arrears In child 
support or who have failed to comply with a summons, subpoena or warrant relating to a paternity or child support proceeding may be 
subject to suspension of their business, professional, drivers and/or recreational licenses and permits. The Intentional submission of 
17?3^ WB^nan?18 f°r the pUrp°Se °f ffus,fa,in£ or Seating the lawful enforcement of support obligations is punishable

You must complete this section before we can-issue the credential for which you have applied. Individuals who are not in compliance with (heir 
obligation to pay child support can be issued a credential for no more than six months In order to comply with their child support obligations.

Check only A or B below. If you check B, you must check one of the five statements listed below It.

under secllon

l am not under an obligation to pay child support:
OR

I am under an obligation to pay child support and (please check only one of the following)

I I am current and am not four months or more in arrears in the payment of child support; or,

I am making payments by income execution or by court agreed payment plan or by a plan agreed to by the parties; or, 
The child support obligation Is the subject of a pending court proceeding; or, '

I am receiving public assistance or supplemental security income; or,
None of the above four statements apply.

. ‘New York Stale General Obligations Law, section S-5D3

Medicine Form 1, Page 5 of 6. Rev. 3/17

http://WWW.USCIS.GOV


26 GENDER AND ETHNICITY: (This Item Isjoptional.]

Information on gender and ethnicity Is sought solely to allow the Education Department to collect and analyze data concerning diversity In 
the licensed professions. The ethnic and gender data you provide will be used only for statistical, research, and program evaluation 

. purposes. It v^^^e released to the public^hU Information has absolutely no bearing on your qualification for licensure.

GENDER:

ETHNICITY: ^^^Bwhite (not Hispanic)

(not Hispanic

^^^^Asian■
Female

Hispanic

alive American

EDUCATION REVIEW j

I give permission to the New York State Education Department to release my examination results to my professional school 
for the confidential purposes of program review and institution research and planning. I may rescind this authority at any 
time by notifying the Division of Professional Licensing Services in writing.

)^Yes □ No m*i.Please initial:
28j AFFIDAVIT WITH ACKNOWLEd|gMENT (Notarization required.)

APPLICANT

I declare and affirm that the statements made in this application, including accompanying documents, are true, complete 
and correct. I understand that any.false or misleading information in, or in connection with, my application may' be 
for denial or loss of licensure and may result in criminal prosecution. This form must be si< 
a Notary Public. v

i

cause
ind dated in the presence ofrm

Signature of the applicant:

Date I ' /I
Monlfi Day Year

• NOTARY

Nh.,- iState of County of 

in the year sdfayfji

, Applicant Name
basis of satisfactory evidence to be the individual whose name is subscribed to this application and acknowledged to

On the day of before me, the above signed, 

personally known to me or proved to me on thepersonally appeared

me
i

that he/she executed the application and swore that the statements made by hirn/bfiLin the application and all supporting 

MY H NGUYEN
NOTARY PUBLIC, STATE OF NEW YORK 

Registration Na01NG6374012 
Qualified in Queens county 

My Commission Expires April 23,2022
Notary Stamp

materials are true, complete, and|Correct. 

Notary Public signature_______I f f

ruNd-4Notary ID number

Oft
Month

Expiration date
I-—"Bay

ppr0prlate fee t0': New York State Education Department, Office of the Professions 
NY 12201. DO NOT SEND CASH. M . . , -----------PO Box 22063, Albany,

Make check or money order payable to the New York State Education Department

Medicine Form 1, Page 6 of 6, Rev. 3/17



The University of Ihe Sale of New York
THE STATE EDUCATION DEPAR TMENT

Certification of Completion
(Courseworic/Training In Wenlificatfon and Reporting of Child Abuse and Maltreatment)

Part A: Trainee Information

1

3. A^tsforsu&mUUnsformiBasfoflows:
* ■ 5iai° W” «—*****,
• ftmlatofro UwnMM* Ywf oenmeale ehovt.3 be inolodeif wflh ywr rereglatrafloh epplloallon to Ihe envelope provided with those meiehals 

• * JBStlMrjBffrtlRcallPIlf New York ade Educallon Oepertment, Office of Teaching, ti Washington Avenue, Albany, NY 12234,
Jj -SOCIAL SECURITY NUMBER: HHflUB

Omw WsUant !yw<bnclhi*>e U£. ffodWSecwfh-Mm™

PWNT YOUR FULL NAME EXACTLY AS IT CURRENTLY APPEARS ON NEW YORK STATE EDUCATION DEPARTMENT
iBIalrloliui

KJ BIRTH DATE:

RECORDS
Lest T I I I I I

IMBBtiaRret"
Udde

*^1 MAIUNO ADDRESS (Ycu musl ncflfy Ihe Dnpartmeji! promptly of any eddrece or name rfianges.) 

Unel
Une2
Uno3

mAimwnvimm. City 
- Stole (W7I Zip Codp

JJ' Complete Inforniellon below If you hold, or ere eppiyinb for 
pmfesetonel llcenaele) ora pemtlt:
Name of FYofeestonfs):

6J Complete Information below, ffyou hold, orereappiyingfara
leaching certificate;

Certiflcate Tlt)e($):
New York Slate License Number I | T

Now York State License Numb an | |
NewYcri^stale CertlOcale Number (other then Social Seeurtty

Psrmll Number: j

3 i $ , hTrain ee'e Signature: Date;
dayme. yr-

Part B: Certification by Approved Provider
1. Provider mud complele Part B. ' . ' 11

P“‘A •" — •» «— - M*.
KatherlneT. Grimm, MD

Name DTAuthortredCvrtliytnoOfSder"
30257

. lOBuiwKicn Numbar 1

of- ._..igOflMr
lowRt Sbal School of Medicine

Appmed ftevUtrNama
Date(8)ofi orTraldns

Cerligcatlon of Completion Form, October 2006



FORM 2 The University of the Stele of New York 
THE STATE EDUCATION DEPARTMENT 

Office of the Professions 
www.op.nysed.gov

MEDICINE

CERTIFICATION OF PROFESSIONAL AND PREPROFESSIONAL EDUCATION

APPLICANT INSTRUCTIONS

Use this form only If you attended a New York State registered or LCME/AOA accredited medical school.

Send this form to the professional school you attended to complete Section II. Be sure to Include any fee required.

2. If you attended a medical school that has been closed, send this form to the offidsl repository of the records for that school (e.g., S6ESCYT).

3. This form must be signed by the Registrar of the medical school and sent back directly to the Office of the Professions by that school offidal In an 
' offidal school envelope to the address et the end of this form. This form will not be accepted If returned by the applicant or any other party.

I

1.

SECTION I: APPLICANT INFORMATION

E1 Social Security Number

(Laeva this blank If you hava no U.S, Social Security Number)

"J1 Print Full Name Exactly as It Appears on Your Application for Licensure (Form 1), 
— Or Application for Limited Permit {Form SB)

Birth Date

Month Day Year

*
iBEMLast IN *

i K A £rFirst E Telophone/E-Mall2 ft wMiddle

4 Mallln^Address^YoiHnusUiotiMh^epailrnen^romplI^^rv 
Une 1

tes.)
uea Code Phone Number

E-Mall Address {Please print clearfy)Line 2
Line 3

i
city life Rifljll

umSlate
Country/
Province

Zip Code

115>
g
_J Print name under which your degree or diploma was awarded (if different from above):

L Professional School Attended: (Ah 1 ^

S32-3 -IkyriA VtiM*
i

B\vd, Pft\\fl.S, T% 7.^3^ 0Address:

i

U<>AvCa\ T)DC^-0^ t)L,f20lb8i Name of Degree/Diploma: _ Date awarded:

iJ IXi5f.fn,i®,8,?n t0 [is,ed ,n ilem 7 above 10 cornP,ele Section II of this form and mall It to the New York Stale Education
far Sanlure8 end °f hh f°rfn’ ^ 10 ^ ea#B any 0,her lnfomi0tlon requested by the State Education Department in connection

a, IIApplicant's signature; Date:
daymo.

. Rev. 4/15 CERTIFICATION BY PROFESSIONAL SCHOOL OFFICIAL IS TO BE MADE ON NEXT PAGE Form 2, page 1 of 2

http://www.op.nysed.gov


SECTION II: CERTIFICATION OF PROFESSIONAL EDUCATION

INSTRUCTION TO REGISTRAR:. p,ea8e comP|a,« section, sign certifying statement, altecfi any required Information and send directly to the
Office of the Professions at the address at the end of the form. This form will not be accepted if returned by the applicant or any other party.

U Kate fWnAApplicant Name:

For Applicants from N.Y.S. Registered or LCME/AQA Accredited Medleel Schools:

Applicant met ICME/AOA requirements for admission to medlcal/osteopathlc school? CTyES G NO 

If No, number of preprofessional postsecondary credit hours completed by applicant prior to admission to 
medical school semester hours or quarter hours

H □ YES E'nqDid Ihe applicant receive advanced standing based on prior academic work?

If yes. Indicate when the prior work was completed below and submit an official transcript of studies at your Institution and coolea of 
doeumenlaUon In your file to support the granting of transfer credit. K

Name of Institution:

Dates of attendance: to

u
mo. day yr.

Completion Date. 0^ / /£lOll$
mo. day yr,

Applicant's Entrance date:

ZT Degree/diploma conferred OCJ C*1*" 0^

Date of conferral: / $ *~1 /£l 0 (L?
mo. day yr.

I certify that to the best of my knowledge and belief the foregoing Is a true statement of the record of the individual named on this form.
/?O . /}

3- / g^7 / jig/?
mo. day yr,

Slgnalure: J lDate:
0 /

Type orptin! name: Sjc-plvifni-g,

'RfCj&hTl*'___________ ____

{JXS&dhuJtStfiirn ffiM'sCa)
tyhOSb fbrrvj ______

'VL 'IS.WD-mts
(M) iB^S-SUtOto_____________

12.114) MX- MM__________ __

Wo:

Medical school:

Address:

(SEAL)

Telephone:

S-mell address:
I

CERTIFICATION IS NOT ACCEPTABLE UNLESS 
DATED AFTER GRADUATION.

Return this form
Directly to:1 * *" pro*jss'ons' omei°" o' p,o,essi°"ai u“"ain«seni^ Me<i"it’e

Rev. 4/15
Form 2, page 2 ol 2
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I

FORM 2PGT Certification of completion of 
approved postgraduate training 
will be accepted only If It Is signed 
no more than one month prior to 
the completion date of the training 
period In which credit Is sought.

The University of Ihe Slaie of New York 
THE STATE EDUCATION DEPARTMENT 

Office of the Professions 
Division of Professional licensing Services 

www.op.nysed.gov

MEDICINE

CERTIFICATION OF APPROVED POSTGRADUATE TRAINING

To be used only by applicants:
• not using FCVS who need to verify approved postgraduate training programs In the US and Canada;
• using FCVS who had not completed training when their FCVS profile was submitted to the Office of the 

Professions,
i

APPLICANT INSTRUCTIONS

1. Complete Section I. Enter your name as It appears on your licensure Application (Form 1). Be sure to sign and date Item 7,

. ^ Please send ihls form to the director of medical education of the hospitals) in which you completed postgraduate training. One form must be 
■ submitted to verify each residency. If you have completed more than one residency, you may photocopy this form.

3. This form must be sent directly to the Department by the hospilal in which you-dld your residency. If the hospital In which you did your residency 
does not have a Director of Medical Education, the forms may be completed by the Department Chair. If the Department cannot determine that 
this verification came directly from ihe hospilal, the postgraduate hospital training will not be credited.

i

SECTION I: APPLICANT INFORMATION

ai SOCIAL SECURITY NUMBER: BIRTH DATE:
Month Day Year(Leave this blank if you tfo nor have a U.S. Social Security Number)

3j PRINT FULL NAME EXACTLY AS IT APPEARS ON YOUR APPLICATION (FORM 1):

BlAlllQ Ia/| 1 I I I r I I M I ILast

m\m\-Firs!

Middle

a MAILING . 
ADDRESS: Line 1

Line 2
Line 3

(L QIOlklLCity

State [A/. 
Country/ fTT' ^ 

. Province M I?

Zip Code

I
5 | Prim name under which postgraduate training B/h2Vwas completed:

imWflWzmmtiW/iHMfdM'ttiVJf/IflMfilMWiHospital In which postgraduate training was completed: __________________ __________
^ Address; 2-50 \n1. i>-fVi Of. fv&W \jOfc. K|v| tOQH J

a- SanmemlPmt LnSS i,em 6 8bove ,0 comP!ete Section 11 01 lhis and mail it to the New York State Education
^htn^ap^ifc^^n^oHk^nsLJe6 and l0 fe!ease any 0,her ln,ormati°n requested by the State Education Department In connection

2- M , ZDl^Applicant's signature: Date:

Rev. 6/15
FORM 2PGT, PAGE 1 OF 2

http://www.op.nysed.gov


1

SECTION II: CERTIFICATION OF POSTGRADUATE TRAINING

INSTRUCTION TO HOSPITAL: Please complete this section, sign certifying statement, end reiurn the form directly to the Division of Professional 
Licensing Services at the address shown below, This form will not be accepted if returned by the applicant.

Htmer , rrrh_______ _____
(Physioan's namo)

Unit/. Q'f'feuw~> Zour-thtuethtn /linJiwj Ciy\4eioQT)c4h^
' This is to certify that

a graduate of
fAfetfca/ school)

was enrolled in a postgraduate training pfogram(s) approved by the Accreditation Council on Graduate Medical Educailon, the 
American Osteopathic Associahon, or Royal College of Physicians and Surgeons of Canada at

lf)gjr\4- Sn/H mpf-hrl M k
<N»ma and location of Hospital) * tf /L/l/l

Clinical mm ^ inclusive dates
IrntnMdtw)

vcr.
(Accreditation Number)

Level of Training (example: PGY.1) Successfully completed

PfteckmU ■
^Tyes □ NO

Q In progress; satls- 
factory to date

JL'-LjllL*
M-iVLiU

76J I
family .
fY)zcuclo&

^TeS □ NO^3-
□ Inprogress; satis* 

factory to date

IT) 6* an Is
xJ YES □ NO

satis*
factory to date

□ YES □ NO

Q In progress; satis* 
factory to date

__ I____ / to

l I

G YES □ NO

□ In progress; satis
factory to date

/ / lo

If this physician did not successfully complete the postgraduate training program, please attach a letter of explanation with this form.

O Explanation is attached

I am the director of medical education or department chair of me clinical area. I was the program director for the physician named above durinq the 
postgraduate training indicated and haye-carefuify read and completed this form and hereby attest that the statements made herein are strictly true In 
every respect and are supported by trospitalWorpil

Signature of Director/Chair:

i

Date:

8nck&fys Pjhrs&rh' hTh
Title or official posilion: <~X)Dflcjo/t)______________

(fluun 4 Qflfri r~l)/}uJ/i4)£U/^ i?a I/} [Jtbm Pwiik 
250 k) ryfo J

Type or print name of Dlrector/Chair:

Institution:

Address:

'oA IO0IIb
l> mr- KMjO rnJVb'Mt'XZn0, 
&C$hrSS//h 6)liofl'-J'tA.OiL'l-.

Telephone:

E-mall Address:

Return this form directly New York Stale Education Department. Office of the Professions. Division of Professional 
Services. Medicine Unit. 89 Washington Avenue, Albany. NY 12234-1000

Licensingto: ♦

Rev. 8/15 FORM 2PGT, PAGE 2 OF 2



OP Renewal Online Payment - By Registration Period

For Different Selection:

• Professions 
Name
Date of Birth 
License Number 
Registration Period 
Payment Date 
E-mail 
.Phone
Renewal Status

: MEDICINE 
BARON KATE SHAW

Address:

: 297991 Coupon li 
: 03/01/2021 through 07/31/2022 
: 11/30/2020

: Paid On-line • Renewal Complete

License Renewal Payment Details:

Evla Authorization Num Evta Transaction Num Date Paid Office Number Amount

11/30/2020 1 434

Photo Id Payment Details:

No Data Available

Response to Questions:

Question 
Type ■

Question Text Response
Ind

Moral
Character

Since your last registration application, has any hospital or licensed facility restricted or terminated your professional 
training, employment, or privileges, or have you voluntarily or involuntarily resigned or withdrawn from such association to 
avoid the imposition of such action due to professional misconduct, unprofessional conduct, incompetency, or 
negligence?

Child Are .you under an obligation to pay child support?
Support

Moral
Character

Since your last registration application, has any licensing or disciplinary authority revoked, annulled, cancelled, accepted 
surrender of, suspended, placed on probation, or refused to issue or renew a professional license or certificate held by 
you now or previously, or fined, censured, reprimanded or otherwise disciplined you?

Moral
Character

Since your last registration application, are criminal charges pending against you in any court?

Moral
Character

Since your Iasi registration application, are charges pending against you in any jurisdiction for any sort of professional 
misconduct?

Citizenship Are you a U.S. citizen or qualified alien as defined above?

Moral
Character

Since your last registration application, have you been found guilty after trial, or pleaded guilty, no contest, or nolo 
contendere to a crime (felony or misdemeanor) In any court?



OP Renewal Online Payment * By Registration Period

For Different Selection:

Professions
Name
Date of Birth 
License Number 
Registration Period. 
Payment Date 
E-mail 
Phone
Renewal Status

: MEDICINE 
: BARON KATE SHAW

Address:l
DALLAS

Coupon ID 
: 08/01/2022 through 07/31/2024 
: 08/11/2022

: 297991 TX-
US

: Paid On-line • Renewal Complete

License Renewal Payment Details:

Amount jOffice NumberEvta Authorization Num Evta Transaction Num Date Paid

08/11/2022 600

Photo Id Payment Details:

No Data Available

Response to Questions:

Question
Type

Question Text Response
Ind

Moral
Character

Since your last registration application, has any hospital or licensed facility restricted or terminated your protessional 
training, employment, or privileges, or have you voluntarily or involuntarily resigned or withdrawn from such association to 
avoid the imposition of such action due to professional misconduct, unprofessional conduct, Incompetency, or 
negligence?

Are you under an obligation to pay child support?Child
Support

Moral
Character

Since your last registration application, has any licensing or disciplinary authority revoked, annulled, cancelled, accepted 
surrender of, suspended, placed on probation, or refused to issue or renew a professional license or certificate held by 
you now or previously, or fined; censured, reprimanded or otherwise disciplined you?

Moral
Character

Since your last registration application, are criminal charges pending against you in'any court?

Moral
Character

Since your last.registration application, are charges pending agalnsl you in any jurisdiction for any sort of professional 
misconduct?

Citizenship Are you a U.S. citizen or qualified alien as defined above?

Moral
Character

Since your last registration application, have you been found guilty after trial, or pleaded guilty, no contest, or nolo 
contendere to a crime (felony or misdemeanor) in any court?

i


