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State Board of Medicine D\RLC !
717-766-1400 RECE\VED
717-787-2381 .

VERIFICATION OF MEDICAL EDUCATION
For Graduates of Accredited Medical Schools

SECTION 1: To be completed by applicant:

Name: A'bgl- NV /l—H’g’ﬂ-‘F’SA’ B@S%e
Last — First Middle

Name of medical school:d.m‘\l . % T(S\.édb C/D’(AA%( QO N:Jd,t,'u«u_e,
Location: Tt‘) \edo 0 # 43 l‘{’

SUBMIT THE VERIFICATION OF MEDICAL EDUCATION FORM TO YOUR MEDICAL SCHOOL AND REQUEST YOUR
SCHOOL TO RETURN THE COMPLETED FORM DIRECTLY TO THE BOARD IN AN OFFICIAL SCHOOL ENVELOPE,

IS 337

SECTION 2: To be completed by Dean or Registrar of medical school:

Name of medical student: T]’Wﬂ“@s& ®. A c) 2,‘ i\! \

Date student began to attend this medical school: 3 lal [S-DO [
MM/DD/YYYY
9—*(7?«9'\'%52 e
Date of graduation: Lls [0 L
MM/DD/YYYY

I certify that all of the above information is correct.

[Seal of School] Signature of Dean or Registrar:
St /4@/)/7]&77%710//

Date: "’llBl&bl\

This form may be completed ONLY three months prior to graduation. Upon completion, school must
return this completed form directly to the Pennsylvania State Board of Medicine in an official school
envelope. ***If graduation DOES NOT take place, notify the Board immediately***

DO NOT RETURN TO APPLICANT

Regular Mailing Address Courier Delivery Address
State Board of Medicine State Board of Medicine
P.O. Box 2649 2601 North Third Street
Harrisburg, PA 17105-2649 , : Harrisburg, PA 17110
























US.MLE UNITED STATES MEDICAL LICENSING EXAMINATION ®

United States

Medical STEP 2 CLINICAL SKILLS (CS) SCORE REPORT

Licensing
Examination

This score report is provided for the use of the examinee.
® Third-party users of USMLE information are advised to rely solely on official USMLE transcripts.

Adeliyi, Theresa
USMLE ID: 5-209-941-3 Test Date: October 5, 2010

The USMLE is a single examination program consisting of three Steps designed to assess an examinee's
understanding of and ability to apply concepts and principles that are important in health and disease and that
constitute the basis of safe and effective patient care. Step 2 is designed to assess whether an examinee can apply
medical knowledge, skills, and understanding of clinical science essential for the provision of patient care under
supervision, including emphasis on health promotion and disease prevention. The inclusion of Step 2 in the USMLE
sequence is intended to ensure that due attention is devoted to principles of clinical sciences and basic patient-centered
skills that provide the foundation for the safe and competent practice of medicine. There are two components to Step
2: a Clinical Knowledge (CK) examination and a Clinical Skills (CS) examination. This report represents results for
the Step 2 CS examination only. Results of the examination are reported to medical licensing authorities in the United
States and its territories for use in granting an initial license to practice medicine. The overall Pass/Fail outcome
provided below represents your result for the administration of the Step 2 CS on the test date shown above.

Overall

Pass/Fail Outcome

The overall outcome for Step 2 CS, reported above, is based upon the minimum passing levels set by USMLE for the
three Step 2 CS subcomponents. The three subcomponents are Integrated Clinical Encounter (ICE), Communication
and Interpersonal Skills (CIS), and Spoken English Proficiency (SEP). It is necessary to pass all three subcomponents
in order to obtain an overall passing outcome on the Step 2 CS. Results for the three Step 2 CS subcomponents are

reported below,

ICE CIS SEP
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v (12/2014)
PENNSYLVANIA STATE BOARD OF MEDICINE
- 'VERIFICATION OF MEDICAL EDUCATION
~(For Graduates of American/Canadian Medical Schools)
SECTION 1 - TO BE COMPLETED BY APPLICANT
Last First Middle
NAME: BUL ¢ HER- THERERA ADELA N |

NAME OF MEDICAL SCHOOL:

UWAWEELTY dF TOLEDD (OHLLEGE of VWEDVCALAE

LOCATION:

“LoLEDO, o

Submit the verlflcatlon of madlcal education form to your medical school and request the school

return the completed form dlrecﬂy to the Board in an officlal school envelope.

SECTION 2 - TO BE COMPLETED BY DEAN OR REGISTRAR OF MEDICAL SCHOOL

NAME OF MEDICAL SCHOOL: | { i ek J of Towedo ~Colleag o€ Mehc vne_
Last First Middle
NAME OF MEDICAL STUDENT; ;\&d els \I : T ese o, E)
- T T Month Day Y
DATE STUDENT BEGAN TO ATTEND THIS MEDICAL SCHOOL: AOL 0 75 Ze;o%
MonthO) Day Year
DATE OF GRADUATION: = e o3 | Zow

| CERTIFY THAT ALL OF THE INFORMATION LISTED ABOVE I8 CORRECT

DATE:

Year

22/

SIGNATURE OF DEAN/REGISTRAR: 6 \/\,\dy_\
¢

Upon completion, school must return this completed form directly to the
Pennsylvania State Board of Medicine in an official school envelope.

DO NOT RETURN THIS FORM
TO THE APPLICANT

Regular Mailing Address
STATE BOARD OF MEDICINE
‘ P.0O. BOX 2649
HARRISBURG, PA 17105-2649
717-783-1400/717-787-2381

Courier Delive
STATE BOARD OF MEDICINE
2601 NORTH THIRD STREET

HARRISBURG, PA 17110

dress

RECEIVED DIRECT

APR 0 9 2015

TOTAL P.B1






Y

(07/2013)

PENNSYLVANIA STATE BOARD OF MEDICINE

- TO BE COMPLETED BY APF

NAME:

Last

Buetre2—

First

THELESA

Middle

AL 1Y

NAME OF MEDICAL SCHOOL.:

UNW. DF Toreno, Lotiege of WMEDI LN

LOCA

TION:

SECTION 2 -

it

T0 ’BE:*QOM:P‘LETED;BY,DEAN OR REGIST

DLE’DD 0 |-

NAME OF MEDICAL SCHOOL.:

The University of Toledo,

College of Medicine and Life Sciences

I CERTIFY THAT ALL OF

EINFORMATION usT D

Last First Middle
NAME OF MEDICAL STUDENT: Burcher Theresa Adeliyi
Month Day Year
'DATE STUDENT BEGAN TO ATTEND THIS MEDICAL SCHOOL.: August 01 0008
Month Day Year
DATE OF GRADUATION: June 03 2011

SIGNATURE OF DEAN/REGISTRAR:

Q) “’&*\5}7‘/—\

RECEIVED MRECT 5

Month Day Year
DATE: o5 20 Joi §
‘ Upon completion, school must return this completed form directly to the
Pennsylvania State Board of Medicine in an official school envelope.
DO NOT RETURN THIS FORM
TO THE APPLICANT
STATE BOARD OF MEDICINE
P.0.BOX 2649
- HARRISBURG, PA 17105-2649
. 717-783- 1400[717-78}2381 ,
MAR
26 2015




Last . First T Middie

MATE: Buaawng THEREEA Abder 1

1 If training began before July 1, 1987, one year of approved training at a first (PGY 1) or second (PGY 2) year level must be
: verified. If the training began on or after July 1, 1987, two (2) years of approved training are required, one at first (PGY 1)
year level and one at second (PGY 2) year level.
2 Training at a first (PGY 1) year must be ACGME approved entry level (training which requires no previous training). Training
’ at a second (PGY 2) year must be ACGME approved and can be any specialty.
3. If training was completed at more than one hospital, duplicate this form and submit to each hospital.

ED BY PROGRAM DIRECTOR WHERE

If training was in Pennsylvania, information must coincide with data on graduate license. For applicants still in the second year of training,
this form may be completed and signed by the program director thirty (30) days prior to the completion of the approved training. Forms
postmarked or signed prior to the thirty days will not be accepted.

HOSPiTAL WHERE TRAINING WAS COMPLETED: M'NCA/J ’\T_eé(e/w{\ ‘/’{q 0 ‘ ;5 62\2
T

'NAME OF SPONSORING INSTITUTION:

‘ ‘ ST
LOCATED IN: m‘Fﬁ' L AJ@LPI'\ ra TH/%» ACCREDITED
PGY LEVEL | FROM ( MM/D;/YYYY) TO (MM/DD/YYY) SPECIALTY Yels//No
%;@@J,, Q!:ﬁ/!ﬁx b9y 1)
PGY LEVEL | FROM (MWBDYYYY) TO {MM/DDIYYYY) SPECIALTY P Yes ’No
13 4 Lo [o] 0 (37518100 | gy =

VAR
"I certify that the alJove named applicant successfﬂlly completed/will successfully complete this graduate medical training and that there
wasfis no disciplinary action outstanding against this applicant. If this applicant does not complete this training, the Board will be
notified.” If there has been disciplinary or administrative action regarding this applicant, please provide a separate statement outlining the
details.

If the hospital has no seal or stamp to affix to! document, | will have the form notarized to verify that it was completed by this hospital.

. _ 3ja119
Signature of Prograrﬁ Dlre@ /\/ Date

U s . bl

(Seal) Notary Signature

Notary Commission Expiration Date:

~ Reqular Mailing Addr

. HARRISBURG, P
- 717-783-1400/717

RETURN COMPLETED FORM DIRECTLY TO THE BOARD IN OFFICIAL HOSPITAL ENVELOPE

4

RECEIVED DIP™~ MAR 16 2015















LEADERSHIP EXPERIENCE

University of Toledo College of Medicine, Toledo OH
Student National Medical Association (SNMA)
President (2008-2009)

Vice President (2007-2008)

Recruitment Initiative Coordinator (2006-2007)

- Obstetrics and Gynecology Student Organization
President (2008-2009)
Vice president (2007-2008)

2006 — 2011

2007 — 2011

VOLUNTEER OR COMMUNITY SERVICE

JeffHOPE

Student-run Free Medical clinic at 5 area homeless shelters.

" Outreach Program to Students at Scott High School, Toledo, OH
Educated and supported student interests in careers in the health care field.

Toledo Black Nurses Association Health Screening Drive, Toledo OH.
Provided community members with basic health screening tests
Gave referrals for appropriate healthcare provider for result follow up

Community Care Clinic — Mildred Bayer Clinic for the homeless
Toledo OH

7/2011 - Present

2007 — 2009

Fall 2008

8/2006 - 5/2009

'COMMITTEE MEMBERSHIP

Thomas Jefferson University Hospital, Philadelphia PA

JMC Counsel on Diversity

University of Toledo College of Medicine, Toledo OH

President’s Committee for African American Recruitme:* and Scholarship Support
Participated in discussions and development of programs *» increase student
population of minority students

College of Medicine Admissions Committee
A voting member of admission panel for medical school a< mission.

2013 - Present

2008 ~ 2009

2008 — 2009

PROFESSIONAL AFFILIATIONS

American Congress of Obstetricians and Gynecologist (ACOG): Member
American Medical Association (AMA): Member

National Medical Association (NMA): Member

Doctors for America (DFA): Member
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Federation of

STATEEN
PDC [Sgiom MEDICAL

BOARDS
PRACTITIONER PROFILE
Prepared for: Pennsylvania State Board of Medicine As of Date:3/26/2015
Practitioner Name: Theresa Adeliyi Burcher

ABMS® CERTIFICATION HISTORY
No ABMS Certifications found.

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

R

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

e RN
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Person Info
Name:Theresa Burcher
Address Info
siveet address [ =
Phone I
Fax
City Ardmore
StatePA
Zipcode19003
Country82

County Montgomery

Are you submitting a name change with this renewal? N

Have you completed your current CE requirements? Y
Do you hold, or have you ever held, a license, certificate, permit, registration or other
authorization to practice any health-related profession in any state or jurisdiction?

If you answered yes to the above question, please provide the profession and state or
jurisdiction.

Since your initial application or last renewal, whichever is later, have you had disciplinary action
taken against a professional or occupational license, certificate, permit, registration or other
authorization to practice a profession or occupation issued to you in any state or jurisdiction or
have you agreed to voluntary surrender in lieu of discipline?

Do you currently have any disciplinary charges pending against your professional or
occupational license, certificate, permit or registration in any state or jurisdiction?

Since your initial application or last renewal, whichever is later, have you withdrawn an
application for a professional or occupational license, certificate, permit or registration, had an
application denied or refused, or for disciplinary reasons agreed not to apply or reapply fora |N
professional or occupational license, certificate, permit or registration in any state or
jurisdiction?

Since your initial application or last renewal, whichever is later, have you been convicted
(found guilty, pled guilty or pled nolo contendere), received probation without verdict or
accelerated rehabilitative disposition (ARD), as to any criminal charges, felony or N
misdemeanor, including any drug law violations? Note: You are not required to disclose any
ARD or other criminal matter that has been expunged by order of a court.

Do you currently have any criminal charges pending and unresolved in any state or jurisdiction? /N
Since your initial application or last renewal, whichever is later, have you had your DEA
registration denied, revoked or restricted?

Since your initial application or your last renewal, whichever is later, have you had provider
privileges denied, revoked, suspended or restricted by a Medical Assistance agency, N
Medicare, third party payor or another authority?

Since your initial application or your last renewal, whichever is later, have you ever had
practice privileges denied, revoked, suspended, or restricted by a hospital or any health care |N
facility?

Since your initial application or your last renewal, whichever is later, have you been charged by
a hospital, university, or research facility with violating research protocols, falsifying research, |N
or engaging in other research misconduct?

Since your initial application or last renewal, whichever is later, have you engaged in the
intemperate or habitual use or abuse of alcohol or narcotics, hallucinogenics or other drugs or
substances that may impair judgment or coordination?

Since your initial application or your last renewal, whichever is later, have you been the subject
of a civil malpractice lawsuit?

If yes, please submit a copy of the entire Civil Complaint, which must include the filing date and
the date you were served. PLEASE NOTE: If you previously reported the complaint to the
Board you will only need to provide the docket number here:

Have you completed 2 hours of Board-approved continuing education in child abuse
recognition and reporting?

Do you maintain current medical professional liability insurance in the Commonwealth of
Pennsylvania?

If you answer "No", please provide an explanation or reason for an exemption request.

Please provide the zip code of your primary employer/practice location. This data is being
collected for the purpose of identifying healthcare professionals during state emergencies and (19013
may be provided to the Pennsylvania Emergency Management Agency for official use only.

Delaware

Sunday, November 20,

Date Submitted: 2016

Education Info

| No education records
Employment Information

| No employment records




Medicine- Medical Physician and Surgeon-
Accredited School Graduate

AA0001036339
BUREAU OF PROFESSIONAL AND OCCUPATIONAL AFFAIRS
P. O. Box 2649
Harrisburg, PA 17105-2649
APPLICANT INFORMATION
PERSONAL INFORMATION
Last Name BURCHER FirstName |THERESA
Middle Name Suffix
Full Name THERESA BURCHER
SSN - Date Of Birth _ Age | Gender FEMALE
ADDRESS DETAILS

Street Address _
City/State/Zip ARDMORE PA 19003
County Montgomery Country  |United States

CONTACT DETAILS

Phone number

Mobile Phone number

R ——

Secondary Email Address

CHECKLIST ITEMS

Checklist name Status Submitted Date Expiration Date
Application Pending Review 12/17/2018
Application Fee Completed 12/17/2018
Child Abuse CE Completed 12/17/2018
LEGAL QUESTIONS
Questions Answer Document File Name
Uploaded
1 Are you submitting a name change with this renewal? N No
2 First Name No
3 Middle Name No
4 |Last Name No
5 No
You must submit a copy of a legal document verifying the name
(s). The following are acceptable name change verification
documents:
(1) Marriage Certificate:
(2) Divorce decree which indicates the retaking of your maiden
name:
(3) Other "legal" document indicating the retaking of a maiden
name:
(4) For a "legal" name change, a copy of the court document
must be provided.
6 |With the exception of the one you are currently renewing, do you ¥ No
hold, or have you ever held, a license, certificate, permit,
registration or other authorization to practice a profession or
occupation in any state or jurisdiction?




Please provide the profession and state or jurisdiction.

Medicine-
Delaware

No

Since your initial application or last renewal, whichever is later,
have you had disciplinary action taken against a professional or
occupational license, certificate, permit, registration or other
authorization to practice a profession or occupation issued to you
in any state or jurisdiction or have you agreed to voluntary
surrender in lieu of discipline?

N

No

Do you currently have any disciplinary charges pending against
your professional or occupational license, certificate, permit or
registration in any state or jurisdiction?

No

10

Since your initial application or last renewal, whichever is later,
have you withdrawn an application for a professional or
occupational license, certificate, permit or registration, had an
application denied or refused, or for disciplinary reasons agreed
not to apply or reapply for a professional or occupational license,
certificate, permit or registration in any state or jurisdiction?

No

14

Since your initial application or last renewal, whichever is later,
have you been convicted (found guilty, pled guilty or pled nolo
contendere), received probation without verdict or accelerated
rehabilitative disposition (ARD), as to any criminal charges, felony
or misdemeanor, including any drug law violations? Note: You are
not required to disclose any ARD or other criminal matter that has
been expunged by order of a court.

No

12

Do you currently have any criminal charges pending and
unresolved in any state or jurisdiction?

No

13

Since your initial application or your last renewal, whichever is
later, have you had your DEA registration denied, revoked or
restricted?

No

14

Since your initial application or your last renewal, whichever is
later, have you had provider privileges denied, revoked,
suspended or restricted by a Medical Assistance agency,
Medicare, third party payor or another authority?

No

15

Since your initial application or your last renewal, whichever is
later, have you had practice privileges denied, revoked,
suspended, or restricted by a hospital or any health care facility?

No

16

Since your initial application or your last renewal, whichever is
later, have you been charged by a hospital, university, or
research facility with violating research protocols, falsifying
research, or engaging in other research misconduct?

17

Since your initial application or last renewal, whichever is later,
have you engaged in the intemperate or habitual use or abuse of
alcohol or narcotics, hallucinogenics or other drugs or substances
that may impair judgment or coordination?

18

Since your initial application or your last renewal, whichever is
later, have you been the subject of a civil malpractice lawsuit?

No

No

19

Have you previously reported the complaint to the Board?

No

20

Provide the docket number:

No

21

Upload a copy of the entire Civil Complaint, which must include
the filing date and the date you were served.

No

22

Have you completed at least 2 hours of Board approved
continuing education in pain management, identification of
addiction or the practices of prescribing or dispensing of opioids?

No

23

Do you hold a DEA number or use the registration number of
another person or entity to prescribe controlled substances?

No

24

Have you registered with the Pennsylvania Prescription Drug
Monitoring Program?

No




25

| will be retiring from practice but desire to place my license on
active-retired status which will allow me to treat immediate family
members. | am exempt from the CME requirements, except for
completion of the 2 hours of Board-approved continuing
education in child abuse recognition and reporting and 2 hours of
Board approved continuing education in pain management,
identification of addiction or the practices of prescribing or
dispensing of opioids. Renewal must be completed and fee
required.

No

26 |Do you maintain current medical professional liability insurance in No
the Commonwealth of Pennsylvania?

27 |Upload an explanation or reason for an exemption request. No

28 |Have you met your continuing education requirements? Please No

review the continuing education requirements posted on the
Board’s website at www.dos.pa.gov/med. Click on General Board
Information. If you qualify for an exemption of the continuing
education requirements, answer yes to the question. You are
required to retain your official continuing education certificates of
completion earned for this license renewal period until December
31, 2020.

Licenses/Certificates/Permits/Registrations in Any State/Jurisdiction

Profession

State/Jurisdiction

Medicine Delaware

CONFIRMATION

\_/JlAII fees are non-refundable. Please check to continue with your transaction. ( 12/17/2018 12:03:14 )




Medicine- Medical Physician and Surgeon-
Accredited School Graduate
Renewal (MD454571)

AA0004333705
BUREAU OF PROFESSIONAL AND OCCUPATIONAL AFFAIRS
P. O. Box 2649
Harrisburg, PA 17105-2649
APPLICANT INFORMATION
PERSONAL INFORMATION
Last Name ADELIYI FirstName |THERESA
Middle Name |B Suffix
Full Name THERESA B ADELIYI
SSN - Date Of Birth _ Age [ | Gender FEMALE
ADDRESS DETAILS
Street Address _ WYNNEWOOD, PA 19096
City/State/Zip WYNNEWOOD PA 19096
County Montgomery Country  |United States
CONTACT DETAILS
Phone number _ Mobile Phone number
Primary Email Address — Secondary Email Address
CHECKLIST ITEMS
Checklist name Status Submitted Date Expiration Date
Application Pending Review 12/07/2022
Application Fee Completed 12/07/2022
Child Abuse CE Not Received 12/07/2022
LEGAL QUESTIONS
Questions Answer Document File Name
Uploaded
1|Are you submitting a name change with this renewal? N No
2|First Name No
3|Middle Name No
4|Last Name No
5 No

You must submit a copy of a legal document verifying the name
(s). The following are acceptable name change verification
documents:

(1) A birth certificate.

(2) A marriage certificate (not a marriage license).

(3) Divorce decree.

(4) An official name change document issued by a court.
(5) A passport.

(6) A social security card.

(7) A Pennsylvania driver’s license or non-driver ID card.
(8) A driver’s license or official non-driver ID card issued by
another state that complies with the federal REAL ID Act
requirements (signified with a star on the front)




With the exception of the one you are currently renewing, do you
hold, or have you ever held, a license, certificate, permit,
registration or other authorization to practice a profession or
occupation in any state or jurisdiction?

No

Please provide the profession and state or jurisdiction.

Medicine-
New Jersey

No

Since your initial application or last renewal, whichever is later,
have you had disciplinary action taken against a professional or
occupational license, certificate, permit, registration or other
authorization to practice a profession or occupation issued to you
in any state or jurisdiction or have you agreed to voluntary
surrender in lieu of discipline?

N

No

Do you currently have any disciplinary charges pending against
your professional or occupational license, certificate, permit or
registration in any state or jurisdiction?

No

10

Since your initial application or last renewal, whichever is later,
have you withdrawn an application for a professional or
occupational license, certificate, permit or registration, had an
application denied or refused, or for disciplinary reasons agreed
not to apply or reapply for a professional or occupational license,
certificate, permit or registration in any state or jurisdiction?

No

11

Since your initial application or your last renewal, whichever is
later, have you had your DEA registration denied, revoked or
restricted?

No

12

Since your initial application or your last renewal, whichever is
later, have you had provider privileges denied, revoked,
suspended or restricted by a Medical Assistance agency,
Medicare, third party payor or another authority?

No

13

Since your initial application or your last renewal, whichever is
later, have you had practice privileges denied, revoked,
suspended, or restricted by a hospital or any health care facility?

No

14

Since your initial application or your last renewal, whichever is
later, have you been charged by a hospital, university, or
research facility with violating research protocols, falsifying
research, or engaging in other research misconduct?

15

Since your initial application or last renewal, whichever is later,
have you engaged in the intemperate or habitual use or abuse of
alcohol or narcotics, hallucinogenics or other drugs or substances
that may impair judgment or coordination?

16

Since your initial application or your last renewal, whichever is
later, have you been the subject of a civil malpractice lawsuit?

No

No

17

Have you previously reported the complaint to the Board?

No

18

Provide the state:

No

19

Provide the county:

No

20

Provide the docket number:

No

21

Upload a copy of the entire Civil Complaint, which must include
the filing date and the date you were served.

No

22

Have you completed at least 2 hours of Board approved
continuing education in pain management, identification of
addiction or the practices of prescribing or dispensing of opioids?

No

23

Do you hold a DEA number or use the registration number of
another person or entity to prescribe controlled substances?

No

24

Have you registered with the Pennsylvania Prescription Drug
Monitoring Program?

No




25]1 will be retiring from practice but desire to place my license on N No
active-retired status which will allow me to treat immediate family
members. | am exempt from the CME requirements, except for
completion of the 2 hours of Board-approved continuing
education in child abuse recognition and reporting and 2 hours of
Board approved continuing education in pain management,
identification of addiction or the practices of prescribing or
dispensing of opioids. Renewal must be completed and fee

required.
26| Do you maintain current medical professional liability insurance in Y No
the Commonwealth of Pennsylvania?
27|Upload an explanation or reason for an exemption request. No
28|Have you met your continuing education requirements? Please Y No

review the continuing education requirements posted on the
Board’s website at www.dos.pa.gov/med. Click on General Board
Information. If you qualify for an exemption of the continuing
education requirements, answer yes to the question. You are
required to retain your official continuing education certificates of
completion earned for this license renewal period until the end of
the next renewal period.

Licenses/Certificates/Permits/Registrations in Any State/Jurisdiction

Profession State/Jurisdiction

Medicine New Jersey

PA VETERANS REGISTRY

Questions Answer

—

Have you served in the U.S. Armed Forces? N

N

Thank you for your service. Would you like to register with the PA Veterans Registry? The PA
Veterans Registry provides veterans with information about federal, state and local benefits,
programs and services that are available to Pennsylvania veterans and links veterans with
resources that can provide assistance. Registration is quick and easy, and provides the
Department of Military and Veterans Affairs (DMVA) with a way to contact you regarding the
benefits and services you may be eligible for. If you check “Yes,” you will receive an email with
instructions to assist you in registering.

ACKNOWLEDGEMENT OF DUTY TO SELF-REPORT DISCIPLINARY CONDUCT AND CERTAIN CRIMINAL
ACTIVITY

v

| hereby acknowledge that in addition to any existing reporting requirement required by a specific board

or commission, | am REQUIRED pursuant to Act 6 of 2018 to NOTIFY the Bureau of Professional and
Occupational Affairs WITHIN 30 DAYS of the occurrence of any of the following:

(1) A disciplinary action taken against me by a licensing board or agency in another jurisdiction;

(2) A finding or verdict of guilt, an admission of guilt, a plea of nolo contendere, probation without verdict, a
disposition in lieu of trial or an Accelerated Rehabilitative Disposition (ARD) of any felony or misdemeanor
offense in a criminal proceeding. | further acknowledge that failure to comply with these mandatory
reporting requirements may subject me to disciplinary action by the Board. | acknowledge my
understanding that to self-report a disciplinary action or criminal matter as set forth above, | may log in to the
Pennsylvania Licensing System (PALS) at www.pals.pa.gov and select “Mandatory Reporting by Licensee”
under the heading “Your Licenses.”

(12/07/2022 19:15:09 )

CONFIRMATION

i'lAny fees paid are non refundable. ( 12/07/2022 19:15:09 )
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Medicine- Medical Physician and Surgeon-
Accredited School Graduate
Renewal (MD454571)

AA0002661920
BUREAU OF PROFESSIONAL AND OCCUPATIONAL AFFAIRS
P. O. Box 2649
Harrisburg, PA 17105-2649
APPLICANT INFORMATION
PERSONAL INFORMATION
Last Name BURCHER FirstName |THERESA
Middle Name Suffix
Full Name THERESA BURCHER
SSN - Date Of Birth _ Age [ | Gender FEMALE
ADDRESS DETAILS
Street Address _ARDMORE, PA 19003
City/State/Zip Ardmore PA 19003
County Montgomery Country  |United States
CONTACT DETAILS
Phone number _ Mobile Phone number
Primary Email Address — Secondary Email Address
CHECKLIST ITEMS
Checklist name Status Submitted Date Expiration Date
Application Pending Review 10/31/2020
Application Fee Completed 10/31/2020
Child Abuse CE Not Received 10/31/2020
LEGAL QUESTIONS
Questions Answer Document File Name
Uploaded
1] Are you submitting a name change with this renewal? Y No
2|First Name Theresa No
3|Middle Name B No
4|Last Name Adeliyi No
5 Yes Birth certificate

You must submit a copy of a legal document verifying the name
(s). The following are acceptable name change verification
documents:

(1) Marriage Certificate:

(2) Divorce decree which indicates the retaking of your maiden
name:

(3) Other "legal" document indicating the retaking of a maiden
name:

(4) For a "legal" name change, a copy of the court document
must be provided.

pdf




You must submit a copy of a legal document verifying the name
(s). The following are acceptable name change verification
documents:

(1) Marriage Certificate:

(2) Divorce decree which indicates the retaking of your maiden
name:

(3) Other "legal" document indicating the retaking of a maiden
name:

(4) For a "legal" name change, a copy of the court document
must be provided.

Yes

Divorce
paper.pdf

You must submit a copy of a legal document verifying the name
(s). The following are acceptable name change verification
documents:

(1) Marriage Certificate:

(2) Divorce decree which indicates the retaking of your maiden
name:

(3) Other "legal" document indicating the retaking of a maiden
name:

(4) For a "legal" name change, a copy of the court document
must be provided.

Yes

License 2.pdf

With the exception of the one you are currently renewing, do you
hold, or have you ever held, a license, certificate, permit,
registration or other authorization to practice a profession or
occupation in any state or jurisdiction?

No

Please provide the profession and state or jurisdiction.

Physician-
Delaware

No

10

Since your initial application or last renewal, whichever is later,
have you had disciplinary action taken against a professional or
occupational license, certificate, permit, registration or other
authorization to practice a profession or occupation issued to you
in any state or jurisdiction or have you agreed to voluntary
surrender in lieu of discipline?

N

No

11

Do you currently have any disciplinary charges pending against
your professional or occupational license, certificate, permit or
registration in any state or jurisdiction?

No

12

Since your initial application or last renewal, whichever is later,
have you withdrawn an application for a professional or
occupational license, certificate, permit or registration, had an
application denied or refused, or for disciplinary reasons agreed
not to apply or reapply for a professional or occupational license,
certificate, permit or registration in any state or jurisdiction?

No

13

Since your initial application or your last renewal, whichever is
later, have you had your DEA registration denied, revoked or
restricted?

No

14

Since your initial application or your last renewal, whichever is
later, have you had provider privileges denied, revoked,
suspended or restricted by a Medical Assistance agency,
Medicare, third party payor or another authority?

No

15

Since your initial application or your last renewal, whichever is
later, have you had practice privileges denied, revoked,
suspended, or restricted by a hospital or any health care facility?

No

16

Since your initial application or your last renewal, whichever is
later, have you been charged by a hospital, university, or
research facility with violating research protocols, falsifying
research, or engaging in other research misconduct?

17

Since your initial application or last renewal, whichever is later,
have you engaged in the intemperate or habitual use or abuse of
alcohol or narcotics, hallucinogenics or other drugs or substances
that may impair judgment or coordination?

No




18| Since your initial application or your last renewal, whichever is No
later, have you been the subject of a civil malpractice lawsuit?
19|Have you previously reported the complaint to the Board? No
20|Provide the state: No
21|Provide the county: No
22|Provide the docket number: No
23|Upload a copy of the entire Civil Complaint, which must include No
the filing date and the date you were served.
24|Have you completed at least 2 hours of Board approved No
continuing education in pain management, identification of
addiction or the practices of prescribing or dispensing of opioids?
25]|Do you hold a DEA number or use the registration number of No
another person or entity to prescribe controlled substances?
26|Have you registered with the Pennsylvania Prescription Drug No
Monitoring Program?
2711 will be retiring from practice but desire to place my license on No
active-retired status which will allow me to treat immediate family
members. | am exempt from the CME requirements, except for
completion of the 2 hours of Board-approved continuing
education in child abuse recognition and reporting and 2 hours of
Board approved continuing education in pain management,
identification of addiction or the practices of prescribing or
dispensing of opioids. Renewal must be completed and fee
required.
28|Do you maintain current medical professional liability insurance in No
the Commonwealth of Pennsylvania?
29|Upload an explanation or reason for an exemption request. No
30|Have you met your continuing education requirements? Please No

review the continuing education requirements posted on the
Board’s website at www.dos.pa.gov/med. Click on General Board
Information. If you qualify for an exemption of the continuing
education requirements, answer yes to the question. You are
required to retain your official continuing education certificates of
completion earned for this license renewal period until the end of
the next renewal period.

Licenses/Certificates/Permits/Registrations in Any State/Jurisdiction

Profession State/Jurisdiction
Physician Delaware
PA VETERANS REGISTRY
Questions Answer
1|Have you served in the U.S. Armed Forces? N

N

instructions to assist you in registering.

Thank you for your service. Would you like to register with the PA Veterans Registry? The PA
Veterans Registry provides veterans with information about federal, state and local benefits,
programs and services that are available to Pennsylvania veterans and links veterans with
resources that can provide assistance. Registration is quick and easy, and provides the
Department of Military and Veterans Affairs (DMVA) with a way to contact you regarding the
benefits and services you may be eligible for. If you check “Yes,” you will receive an email with

CONFIRMATION

i‘lAny fees paid are non refundable. ( 10/31/2020 09:52:15 )






