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Michigan Department of Licensing and Regulatory Affairs
Board of Medicine
P.O. Box 30192
Lansing, M| 48909

(617) 335-0918
wwwy michigan gov/hedthlicense

APPLICATION FOR MEDICAL DOCTOR LICENSURE
BY ENDORSEMENT

Authorty  Publlc Act 366 of 1978, as amended
¥ this form IS notcompleted, a license wlll not be Issued

A controlled substance hcense 1s required for every person who prescribes, manufactures,
distnbutes, or dispenses eny controlled substance n Michigan as descnbed in Aracle 7 of
Public Act 368 of 1978, as amended Information on obtainng a -ederd controlled substence
license mey be obtained by contacungthe Regional Branch, Drug Enforcement Administration,

431 Howard Street, Detroit, M 48226 (Telephone 1-800-882-9539)
Type or Print Only

LARA/LMD-041 (04/11) Page 10f 2

Tran Infos430109 193045681 4%/23/4

EhkﬂWmtﬁ $150.00
10s

Tran Infoi430137 19594568-2 ¢
Crkliz 6480  Auti $65.00

I AM APPLYING FOR THE FOLLOWING:

A License by Endorsement Fee: $150.00 71-4301-09
(Must currently be licensed in another state )

(I Conirolled Substance Fee: $85.00 43-01 71-5315375753[ “~ e ed

Your check or money order drawn on 4 U S fmancia msttubon end made payable to the STATE OF MICHIGAN must accompany this appiicaton
DO NOT SEND CASH. Fees are deposited pen receipt and can only be refunded under refund rules promulgaied by the Department

0 Yes ».| No

Legal First Name Legal Middie Name Legal Last Name
Autumn Shoshauna Davidson
U e Number Dae of Birth Daytime Phone Number
I .
Strest Address
1630 W Summerdale Ave. #3
City State ZiP Code
Chicago IL 60640
All Previous Names and/or Birth Name Used (f applicable)
Have you ever held a hedth professtonal license in Michigan? Michigan Headth Professional Permanent | D Numbey and Expiration Date

Check the appropriate answer {o each of the following questions. NOTE: Submit a detailed explanation

for any YES answer you check on a separate sheet with your application.

1. Have you ever been convicied of a felony?

a maximum of 2 years?

4. Have you been treated for subsiance abuss in the past 2 years?

consecutive 5 year period?

or more in any consecutive 5 year period?

have disciplinary aclion pending against you?

5. Have you had 3 or more maipraciice seillements, awards, or judgments in any

2. Have you ever been convicted of a misdemeanor punishable by imprisonment for

3. Have ever been convicted of a misdemeanor involving the ilegal delivery, possession, or 0O Yes X No
use of alcohol or a controlled substance (Including molor vehicle violations)?

6. Have you had one or more malpraclice setllemenis, awards, or judgments tolaling $200,000 O Yes ® No

7. Have you ever had a federal or state heatih professional or controfled substance license M Yes X No
revoked, suspended, or otherwise disciplined; been denied a license; or currently

8. Have you ever been denled ihe privilege of taking an examination by any siate medical board? [ Yes X No

O Yes ®@ No
O Yes X No

0 Yes X No
O Yes @ No

23114

M4

The Department of Licensing and Regulatory Affairs will not discnmmate aganst any individual or group because of race, sex, religion, age, nabond origin,
color, mantal status, disabilty or politicd beliefs If you need assistance with reading, wraing, heanng, etc , undes the Amencans with Disabilties Act, you

may make your needs known to this agency
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LARA/LMO-040 {04/11) Page 2 of 2

Name
Autumn Davidson

9. Have you ever been censured, or requested lo withdraw from a health care faclity's staforhad O Yes [ No
your healih care facility staff privilege involuntarlty medified?

10. Do you hold or have you ever held a permanent medical license in any state, U.S. Temitory or B Yes D No
Canadian Province? If yes, Hst the state(s) U.S. Termitory or Province in which you hold or
have held a medicine license, the license or registration number, the date issued, and how the
license was oblained. DO NOT LIST TEMPORARY LICENSES. You must have each licensing
agency vetify licensure directly to this board office. (Attach additional sheets, if necessary)

State, U.S. Teiitory or How obtained
Province License Number Dae of Issue (Endorsement or examination)

Massachusetts 237548 June, 2008 Examination

Tllinois 036.130015 June, 2012 Examination

Provide a complete chronological record of your educational preparation.
Attach additional sheets if necessary.

Name and Address of Insiitution From Dales ofAtlende_l;:,ce Degree
Dartmouth Medical School
1 Rope Ferry Rd, Hanover, NH 03755 2003 2005 N/A
Alpert Medical School, Brown University 2005 2008 MD
222 Richmond St, Providence, RI 02903

Provide a description of your professional medical experience.
Attach additional sheets if necessary.

Name and Address of Employer meDates of Practice To Duties
UMass Memorial Medical Center : .
2 - cl
119 ont St. Worcester, MA 01605 712008 6/2012 OB-GYN Resident Physician
University of Chicago Medical Center 712012 Present Fellow in Family Planning
5841 S Maryland Ave. Chicago, IL 60637
Metrosouth Medical Center 11/2012 Present Part-time OB-Gyn Hospitalist covering
12935 8, Gregory 5t., Blue Island, IL 60406 labor and delivery and gynecology
CERTIFICATION

| understand thal i s the policy of this agency io secure a criminal conviclion history as part of the pre-licensure
screening process. | authorize this agency to use the Information provided in this application to obtain a criminal
conviction history file search from the Ceniral Records Division of the Michigan Depariment of State Police or other law
enforcement or judiclal record-keeping organization.

| further consent to the release of informalion {o this agency regarding any disciplinary investigations conducted by a
similar licensure, registration, cr speciafty cerificalion board of this or any other siate, of the United States military, of the
federal government, or of another country.

The statements in this appiication are true and correct. i hava not withheld information that might affect the decision to ba
made on this application. In signing this application, | am aware that a false statement or dishonest answer may be
grounds for denlal of my application or revocation of my license and that such misrepresentation is punishable by law.

Signature of Apphicant Dete
%i—% 4-18-14
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Illinois Department of Financial and Professional Regulation

Division of Professional Regulation

Pat Quinn Manuel Flores
Governor Acting Secretary
Jay Stewart

Director
Division of Professional Regulation

CERTIFICATION OF LICENSURE

Dept of Licensing/Regulatory Affairs

Michigan Board of Medicine

P O Box 30192

Lansing Mi 48909

Licensee: i AUTUMN SHASHAUNA DAVIDSON MD

License Number: 036.130015

Profession: LICENSED PHYSICIAN AND SURGEON

Date of Issuance: . 04/09/2012

Expiration Date: 07/31/2014 Q&O
License Status: ACTIVE %;09 @&
License Method: . ACCEPT EXAM (1 0?4? <<\O
Disciplinary History: Has not been disciplined ,94

This document is a certified copy of the records maintained and kept by this Department
in the regular course of business as of today's date.

RLLLDT

\\\\\\\‘ Q}N.&PHDH" ”!.r,,,
ﬁé\@ ‘m"nnrff%,é:% .
§& ERERn 2
§s R %E
2 =3 -. =
L Nt I =49 - May 27, 2014
PR PSS Jay Stewart [[,O Date
e S Director

Division of Professional Regulation

Refer to the Department’s Web Site at www.idfpr.com {to verify professional licenses via
License Look-Up.

www.facebook.com/iLDPR www.idfpr.com http-fitwitter.comf#/NDFPR
LC2-CERT OF LIC.rif
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Commonwealth of Massachusetts

Board of Registration in Medicine

200 Harvard Mill Square, Suite 330
Wakefield, Massachusetts 01880
(781) 876-8200

DE"Q‘C;\’,'E'F&‘;IS ek Enforcement Division Fax: (781) 876-8381 19

Legal Division Fax: (781) 876-8380
Licensing Division Fax; (781) 876-8383

e
Verification of Limited License % %

May 8, 2014

To Whom It May Concern:

This is to certify that Dr. Autumn S. Davidson has been granted a limited license number
237548 to serve as a Resident in Obstetrics and Gynecology and authority to practice
medicine only at UMass Memorial Medical Center. Service at the hospital began on July

01, 2008 and expired on July 1, 2012.

Qur files contain no derogatory information on this physician.

Staff Member, Board og éegistmtion in Medicine

Karen Marotta

Seaul

Please be advised that the above information 15 based entirely on examination of our open and closed
complaint files, as well as post-1986 disciplinary actions. It is not based on a review of the application for
licensure, renewal of licensure or any reports that the Board is required to receive by statute {from courts,
insurers, hospitals, etc...).

[e/share/verifications/Limited-No)

Visit Our Website At: http://www.mass.gov/massmedboard



LARARMD-200 (04/11) Michigan Department of Licensing and Regulatory Affairs Page 10f 2
Board of Medicine
e P.O. Box 30192 '9
Lansing, Ml 48909 ((\
(517) 335-0918 '}
www michigan gov/hedthlicense %,_ ®

Authority  Public Act 368 of 1978, as amended
Ifthis farm IS not completed, a license wilt not be Issued

CERTIFICATION OF POSTGRADUATE TRAINING g p& %\

INSTRUCTIONS TO APPLICANT:

Complele Section I. Type or print your legai name exactly as i appears on your appiication. For completion of Section (I, send this
form to the Direclor of Medkal Education whare you completed your postgraduate fraining. This certification must bs submiited
directly to the Michigan Board of Medicine by the Director of Madicai Education

SECTION | - APPLICANT INFORMATION
Fzst Name Middle Name

Last Nems
Autumn Shoshauna Davidson
Social Secunty Number Data of Biith
Street Address ‘
1630 W Summerdale Ave, #3 l
Cry State ZIP Code
Chicago IL 60640
|Dgytime Telephone Number ! All Previous Names and/or Binth Name Used (¢ applicable)
401.644.7812
Signature of Applicant Dae

Pr——— q4-18 -1y

APPLICANT: UPON COMPLETION OF SECTION |, SEND THIS FORM TO THE DIRECTOR OF MEDICAL
EDUCATION FOR COMPLETION OF SECTION iI.

The Departrrent of Licensing and Regulatory Affairs will nat disciinunate against any indvicue! or group because of race, sex, religion, age, national ofigin,
color, mantal status, dsability or poltica beliefs Ifyou needassistence with reading, wnting, heanng, etc , under the Americans with Disabilities Act, you may
make your neads known to tus agency
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LARA/LMD-200 (04/11) Page 20f 2

Name  Autumn Davidson

TO BE COMPLETED BY THE DIRECTOR OF MEDICAL EDUCATION

INSTRUCTIONS FOR COMPLETING SECTION Il

Please complete the following information. Return this completed cerlification directiylo the Michigan Board of Medicine
at the address shown on Page 1 of this form.

SECTION Il - CERTIFICATION OF POSTGRADUATE TRAINING
NemeofHosphal | AYY\(IRS (VO QU ‘HG& Fh (O r
U NLVCTD fru @P MasQaehysettS

Street Address of Hospital

119 f)emarﬁ il A

Cily, Slate and ZIP Code

lﬁbm&r%@f MA_ 0105

I certify that HU\ | Umnn J)C\V ) ‘30“(\ AN a graduate of the

ppkcant 's,Name)
Voarrven Al (ev - fY]& Cea
: {4.. madical school, has successfully compleled posigraduate

o
clinical training offered by the hospital named above from _‘L‘BLQLBID_IS_ to (5' Ei)
(Menth/Day/Y ear) {Month/DayfYear)

inthe clinical area of

f
is this an aclive training program accredited by the ACGME, the College of Famity Physicians of [ Yes O No
Canada, the Royal College of Physicians and Surgeons of Canada, or by fhe National Joint

Committee on Accrediation of Preregisiration Physician Training Programs of the Canadian
Medical Assoclation?

/ﬁ//// /QA (8@ JCP

Signature of Director of Medical Education Dae of Slﬂﬂ

ohva ., Gefad..

Pnnt or Type Name of Drector of Medical Educaton

NOTE: Certification of Postgraduate Tralning will nol be accepled if signed and submitted
actual completion.
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LARALMD-081 (04/11) . Page10f 2
Michigan Department of Licensing and Regulatory Affairs
. Board of Medicine
P.O. Box 30182
Lansing, Ml 48909 ;9
(517) 335-0918 6\
wawwvy michigan govihealthhcense

Q

CERTIFICATION OF MEDICAL ERDUCATION FOR GRADUATES OF MEDICAL g0 /2
LOCATED IN THE UNITED STATES, ITS TERRITORIES, THE DISTRICT OBLOLUNSIA, %
THE DOMINION OF CANADA 2,
Authonty Public Act 358 of 1970, as amended 4
If this form 15 nol compieted, 8 ficense will nat he [ssued &
INSTRUCTIONS TO ARPLICANT:

Complete Seclion . Type or pint your legal name oxactly as il appears on your application. For Section it, send this form to be

completod by the Dean of the madical schoot you allended. This cerlification must be submitted diractly to the Michigan Board of
Maedlicine by the medical school,

SECTION 1 - APPLICANT INFORMATION

IFiest Name Middlle Name {Last Neme

Autumn Shoshauna Davidson
Socal Secunty Number Date of Bith Oaytime Telephone Number
Slreet Address

1630 W Summerdale Ave. #3

Cily Stato Zi? Codle
Chicago 1L 606410

All PPrevious Names andior Bistih Name Used (if applicable)

Dao of Admussion

Date of Graduation
712005 512008
Signaturd of Applicant P Date
S
Y T .
S [ - 1

APPLICANT: UPON COMPLETION OF SECTION I, SEND THIS FORM TO THE DEAN OF
YOUR MEDICAL SCHOOL FOR COMPLETION OF SECTION 1.

The Depariment of Licensing and Regulatory Affen s will not discnminate against anyindwidual or group because of race, sex, religion, age, hational orign,

color, maral status, disahilily or poliical holiefs [fyounsedassistancewithroeading, witing,igaring, ot¢ , undei the Amencanswith Disabilives Act, yourinay
1nalke your needs known Lo ts agency
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LARANMD-D91 {04/11) fPage 2of 2

Name .
m Autwimn Davidson

TO BE COMPLETED BY THE DEAN OR REGISTRAR OF THE MEDICAL SCHOOL.

INSTRUCTIONS FOR COMPILETING SECTION II;

Floase complelo the following infermatlon. Return this completed ceification direclly lo the Michigan Board of Medieine at
ihe addross shown on Pago 1 of this form.

SECTION il - CERTIFICATION OF MEDICAL EDUCATION
Name of Medical School

Alpeit Medical School - Brown University

The Warmen Alpert Medical School
of Brown University
Street Address of Medical School Richmond St Box G-M1
222 Richmond 5t. Providence, R 02012

Cily, Stato and ZIP Code
Providence, RI 02903

| ceify that Autumn Davidson

__. allended the
{Applhcant's Nuame)

madical school named above fiom 7/§/0 5 1o 51/25,/93? *

(Mcnmthm;fYaar) (Month/Dayfyear)

anJllI be grantod tho degros of M 'D' / f?/f (A
5/5oe

{MonthiDayfY ear)

-0n

(L e 5217,

Signature of Dean or Redgistrar Date of Signature
Kathleen Chien (SEAL) -
Director, Medical School Administration -
REG ISTRAR

Print or Typa Name of Dean or Registrar

If school has no seal, please mdicate

% Dr. Davidsoy was f;lm’m;ﬁ;»{ a;; mewe;;;,ﬂ -(f/g f%/?;yjé%
i st oars medreq, p

@Zgj :L!gfj:;ﬁf(ﬁ ff{edr'(gl fééﬂ‘é and H#e last fwo Years are

Jolden 2t The Warrea /4'/{)6;"‘{’ Medical Sctert 7 Frrvam thyeivessitsy.
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US'MLE United States Medieal-Licensing Examination® (USMLEs)

Unized States Certified Transcript of Scores
Medical This document was prepared by the
Liccusmg Federation of State Medical Boards of the United States, Inc.
Baaminsiion Federation Place, 100 Fuller Wiser Road, Suite 300, Euless, TX 76039-3856 -- Telephone (817) 8634000
2

Date:  05/05/2014
Recipient:

Michigan Board of Medicine
ATTN. Carole Hakala Engle
611 W Ottawa

1st Floor

Lansing, MI 48933

Examinee ID#:  5-164-153-8
Examinee: Davidson, Autumn Date of Birth:
Alt Name(s): Davidson, Autumn Shashauna
Davidson, Autumn Shoshauna

Results for Steps taken by this evaminee (and for which results have been reported to date) are shown below. For Steps that span more
than one day, the test date reflects the day on which the examination began. Where numenc scores are reported, the recommended
mmimum passing score (“MP™) is shown in parentheses Pass/fail outcomes arc based upon the mimmum passing level in place at the
time of test administration and are not altered by subsequent revisions to the mmimum passing level. Effective April 1, 2013, test results
are reported on a three-dgit scale only; ‘two-digit -scores ‘weported for ‘'prior admimstrations will no longer be reported. Test results
reported as passing represent an exam score of 75 or higher on a two-digit scoring scale.

USMLE STEP 1
Test Date - Pass/Fail Total MNP Comments
06/18/2005 Pass

[usMLE sTEP 2

Clinical Knowledge (CK)
Test Date Pass/Fail Total MP Comments
03/25/2008 Pass

Clinical Skills (CS}*
‘Test Date Pass/Fail Total MP Comments
04/25/2008 Pass

|[usMLE sTEP 3
Test Date Pass/Fail | 1P Comments

MASSACHUSETTS 10/13/2009 Pass

NOTE A search of the Board Action Data Bank of the Federation of State Medical Boards (FSMB) reveals no reported information on this examinee

This document was prnted from a secure websile and accurately reflects score mformation mamtamed by the FSMB ro-
CcDS v051221 27301262 Page 10of 2








