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License Type: . Physician's and Surgeon's
Application: Physician's and Surgeon's - Initial -

‘ Application
Application Number: 15077087
Application Date: - 01/07/2023 (mm/ddlyyyy)
Application Questions -~ 7
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 Q/v—-— ITIN[55M veri{ eadion
Identification Number (ITIN)?

Havé you served or are you currently serving
in the military?

Are you the spouse or domestic partner of
an active duty member of the Armed Forces,
holding a current/active license in another
state, requesting expediting of this
application?

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? -

Are you requesting a temporary license due
to being married to, or in a domestic
partnership or other legal union with, an
active duty member of the U.S. Armed
Forces who.is assigned to a duty station in
California under official active duty military
orders?

Are you requesting expediting of this -
application as you will be providing abortion B
services as defined in Section 123464 of the

Health and Safety Cod‘e'?

Personal Detall e
First Name: - | ; Aurelie
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Last Name: o Cabou -

i J&F
Birthdate: ’ P VAW\L / \
Gender: Female 40 '\/O]Z.
Addresses e

License Related Addresses
Address of Record
Waming: In order to protect your privacy and identity,
address will not be displayed.

License Attributes N.S.glgp_ted.._i .

Secondary Status
/
General Information ) n
Are you a registered sex offender?
Previous Application or License S -z
Have you served or are you currently servmg
in the U.S. Military?
Are you requesting expediting of this
application as a spouse or domestic partner
of an-active duty member 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withdrawn, abandoned, or denied?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 California?
Examinations . .. ... .. i
Are you certified by the Educational No
Commission for Foreign Medical Graduates?
Examinations 1__ T T T L
Examination "~ United States Medical Licensing Examination
(USMLE) Step 1
Date Passed 02/10/2006 (mmlddlyyyy)
Examinations2 L
Examination . United States Medical Licensing Examination
_ ol (USMLE) Step 2CK
Date Passed ‘ 02/09/2007 (mm/dd/yyyy)
Examinations 3 . T
Examination United States Medical Llcensmg Examination’

(USMLE) Step 2CS

LR LML LA LA RN O
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" Date Passed | 11/03/2006 (mm/dciiyj}yy)
Examinations 4 . T T
Examination United States Medlcal L|censmg Examination

(USMLE) Step 3
Date Passed 05/06/2009 (mm/dd/yyyy)

' Medical Education . R ‘ : o o

Medical School Name Perelman School of Medicine at the

University of Pennsylvania A
Mailing Address of the Medical School 3400 Civic Center Blvd,'PhiIadelphia, PA

, 19104 e
- M

Attendance Start Date ~08/30/2003 (mm/dd/yyyy) - ®/
Attendance End Date 05/31/2007 (mm/dd/yyyy) D C/
Were You Awarded a Degree? Yes
Title of Degree Awarded MD - Doctor of Medicine
Issue Date of Degree 05/14/2007 (mmlddlyyyy)f':} /
ACGME, RCPSC or CFPC Accredited Postgraduate Training Programs ' &
Have you participated in any ACGME- No :
accredited postgraduate training in the Lok O//
United States or RCPSC or CFPC- Lo r Vo
accredited postgraduate training in Canada?
ACGME, RCPSC or CFPC Accredited Postgraduate Training Programs Information = | &
Program Fac:llty Name . Swedish Family Medicine Residency First

Hill : p/

‘ : : : A
City _ Seattle PTAlB
State/Province : : Washington
Specialty o Family Medicine
Training Start Date : 06/30/2007 (mm/dd/yyyy)

Training End Date - - 06/30/2010 (mm/dd/lyyyy)
ACGME, RCPSC, or CFPC Accredited Postgraduate Training Programs . —

Have you ever received partial or no credit
for a postgraduate training program?

Have you ever taken a leave of absence or
break from your training?

Have you ever been terjminated, dismissed
‘or expelled from a progfram?

Have you ever been placed on probation for
any reason?

Have you ever been dlSClpllned or placed
under investigation? | |

|

|
A
‘.

% . . HIn e
‘



1/7/23 5:56 F’M .

\J

Have you ever had any| limitations or special

requirements placed upon you for clinical
performance professionalism, medical
knowledge, discipline, or for any other
reason?

Have you ever had a postgraduate training
program contract not be renewed or offered
for a following year?

— _ Page 4 of 7
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Medical | Llcense Informatlon ~

Have you ever held or do you cu_rrentaly hold
~amedical license in any U.S. state, U.S.
territory, or Canadian province?

Medical License(s) 1~ .
U.S. State, U.S. Terntory or Canadian
Province

J— — —— S
- Yes
P MB
DO _ -
‘Washington :
" 'L\"o9
60094852

License Number

Practice Start Date

Medlcal License(s) 2
U.S. State, U.S. Terrltory or Canadlan
Province

" License Number
Practice Start Date

Practice End Date’

07/06/2009 (mmlddlyyyy) , 1 hsle

Alas’k&

7013
09/01/2010 (mm/dd/yyyy)
12/31/2014 (mmlddlyyyy)

Medical Llcense(s) 3 f

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

‘License Number

" Practice Start Date

S ey ®/
s - B |

Kansas ,

04-46177
05/09/2022 (mm/ddlyyyy)

' Medlcal Llcense(s) 4

Florida

U.S. State, U.S. Territory ry or C Canadlan ' P/
Province . Jer
_ L
. License Number - TPME4927
~ Practice Start Date 10/18/2022 (mm/dd/yyyy) : D/
Medical License(s) 5 - R : — R BER A
U.S. State, U.S. Terntory or Canadlan Arizona
Province '
License Number | | 68493
Practice Start Date : 11/14/2022 (mm/dd/yyyy) ‘
Medical License(s) 6 - . . RS ) R 1 @/
- U.S. State, U.S. Terntory or Canadian Texas

Province

[T T TR TR
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License Number i {

Practice Start Date

Tepal
Uo0890

12/09/2022 (mm/dd/yyyy)

ABMS Certification
Are you currently certified by a Member
Board of the American board of Medical
Specialties? :
Malpractice History Information
Has a claim or an action ever been filed
against you for the practice of medicine that
resulted in a malpractice settlement,
judgement, or arbitration?
Disciplinary History - ,
Have you ever withdrawn an application 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 denial pending
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
medicine subjected to any action including,
but not limited to, informal or confidential
discipline, consent orders, letters of warning,
letters of reprimand, or citation? '

Have you ever been charged with, or been
found to have committed unprofessional
conduct, professional incompetence, gross
negligence, or repeated negligent acts by
any medical licensing board or hospital?

Have you ever resigned 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 ste!;ff privileges in a
hospital terminated, denied, suspended,
limited, revoked, or not renewed?

|
|
-i

Yes

Ny

)

e

Page 5 of 7

¢

HHINERE T



1/7/23 5:56 PM o~
: | _/

Have you ever had any healing arts license
or certificate disciplined by another state or
federal territory? ’

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 medicine safely?

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

Family Physician Training ijgiéﬁ'vdiﬁn'ti‘ R

Would you like to contribute?

Page 6 of 7

/

Attachments _ R L i
Fees . . _
" Application Fee ' $625.00

Department of Justice (DOJ) Fee $32.00

Federal Bureau of Investigation (FBI) Fee $1 7.00

Initial License Fee : $863.00

StephenM.ThompsonLRP | : $25.0Q

Total Amount Due: $1562.00

Applications are not considered submitted for processing until payment is received.

Attestation -

0N
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| S S |
| 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 | am 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. '

Signatﬁre: o Date:

InEngmnmnmnnEn




Medical Board of Californla
Timeline of Activities

" 1

. \)

Licensing Program

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

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

APPLICANT INFORMATION

Legal Name
" Full Last Name First Name Middie Name Suffix
lCabou Aurelie R
Date of Birth U.S. SSN or ITIN Medical School of Graduation
-
m Perelman School of Medicine at the University of Pennsylvania
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 extemship, observership, or volunteer activity in California. Dates shall be
reported in chronological order in month/year (mm/yyyy) format.
'Locatiqn (Facility Name, Address, and Supervisor) Start Date
Swedish' Family Medicine Residency 06/30/2007
1401 Madison St Suite 100, Seattle WA 98104
Activities ' End Date o
Family medicine residency. Residency director, Michael Tuggy
- 06/30/2010
Location (Facility Name, Address, and Supervisor) Start Date
Addiction Medicine Services
5300 Tallman Ave NW, Seattle, WA 98107 08/01/2010
Activities ‘ End Date o~
locums physician position for inpatient detox program. Supervisor, Jim Walsh
Pryseane e eres b , 08/30/2010
Location (Facility Name, Address, and Superv‘isor) A Start Date
International Community Health Services, International District Clinic
720 8th Ave S, Seattle, WA 98104 09/01/2010
Activities ' v End Date 2
focums physician position, outpatient family medicine clinic. Supervisor, Kimo Hirayama .
06/25/2011
Location (Facility Name, Address, and Supervisor) Start Date
Maternity leave
06/26/2011
Activities End Date o
10/30/2011.

SIGN LEGAL NAME: L/,:L
. Y/

Medical Board of Cdlifornia

o -

DATE: ll7 IZOLS

!
t

Stote éflCclifornio | Business, Consumer Services, and Housing Agency | Depariment of Consumer Affairs.

Applicant’s signature and date are required

FTOA

{Rev 12/19)
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. Medical Board of|California

A Timeline of Activities

|

Licensing Program

2005 Evergreen Street, Suite 1200

Sacramento, CA 95815-5401
Phone: (916) 263-2382
Fax: (916) 263-2487

i www.mbc.ca.qov
APPLICANT INFORMATION
Legal Name
Full Last Name | ) Firs! Name Middla Name Suffix
LCabou ' Aurelie R
Date of Birth U.S. SSN or ITIN Medical School of Graduation

H Last 4 digits N
“ Perelman School of Medicine at the University of Pennsylvania

TIMELINE OF ACTIVITIES

A complete timeline of activities from graduation of medical school fo present Is required. Provide a written
chronological description of all your professiondl and non-professional activities. Include a detailed description of
your duties and responsibilities for any externship, observership, or volunteer activily in California. Dates shall be

reported in chronological order in month/year (mm/yyyy) format.

\

Igcatlon (Facility Name, Address and Supervisor) N Start Date
roup Health (Kaiser)
1201 16th Ave E, Seattle, WA 98112 10/31/2011 -
|Activities End Date &
locums physician in float pool for outpatient family medicine clinic. Supervisor Peter Lightbody .
12/31/2012
© ILocation (Facility Name, Address, and Supervisor) o [Start Date
International Community Health Services, Holly Park Clinic . '
3815 S Othello St, Seattle, WA 98118 1/1/2013
Activities : End Date o~
family medicine physician gt du?paﬁent-family./ medicine clinic. Supervisor Grace Wang 01/31/2015
Location (Facility Name, Address, and Supervisor) Start Date
Vera Whole Health _ y
4540 Sand Point Way NE Suite 100 02/01/2015
Activities End Date ‘,6/
family megicine physician at outpatient family medicine clinic, stail physician until 06/2021, locums physician 1/2022 to present Ong()ing
Location (Facility Name Address and Supervxsor) Start Date
Polyclinic 21 4/200
9709 3rd Ave NE, Seattle, WA 98115 ~|07n4/2021 .
Activities ' ¢ clini : End.Date o~
‘family medicine physician at outpatient clinic__
A - 10/31/2021
SIGN LEGAL NAME: » DATE: | \ I |’L2) 13

i :
‘ Applicant’s signature and date are required
|

¢TOA

Medical Board of California State of;CcHromlo | Business, Consumer Services, and Housing Agency | Depariment of Consumer Affairs

(Rev 12/19)
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Medical Board ql Foliforniu . Llicensing Program
Timeline ofx HWH H 2005 Evergreen Street, Suite 1200
) AC"’IVIerS Sacramento, CA 95815-5401
Phone: (916) 263-2382
Fox: (916} 263-2487
www.mbc.ca.gov

APPLICANT INFORMATION
Legal Name ‘
i Full Last Name - '“’:‘I‘Sl Name T e T ;’hhqﬁnd.dle Name o o T o 1‘_ Su“vx N
iCabou Aurelie | Rachel
....... , S J
Date of Birth_ U.S. SSN or ITIN Medical School of Graduation
— it . - — .
h ﬂ Perelman School of Medicine at the University of Pennsylvania
TIMELINE OF ACTIVITIES -

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

Location (Facility Name, Address, and Supervisor) gt'ért Date
98point6
701 5th Ave #2300, Seatle, WA 98104 05/01/2022 |
Acivitios —. S o Date o g
telemedicine physician

ongoing
Location (Facility Name, Address, and Supervisor) . Start Date
Planned Parenthood of the Great Plains _ ,
2226 E Central Ave, Wichita, KS 67214 05/01/2022.
Activities EndDate =~ | ©
Abortion provider at local clinic ongoing
Location (Facility Name, Address, and Supervisor) ‘ ) Start Date
ActiVities - — - 5 — . End_D_ate — SPTPPT—— | O
Location (Facility Name, Address, and Supervisor) ‘ : Start Date
Activities End Datg O

SIGN LEGAL NAME: | /(u,__,—-—\ DATE: 3!1»’ !w'iﬂ,

"'i

1 Applicant’s signature and date are required : ETOA
| ' :

I

Medical Board of California Stale of California | Business, Consumer Services, and Housing Agency | Depariment of Consumer Aftairs (Rev 12/19)
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Medical Board of !Califomia Licensing Program
. - H -2005 Evergreen Sireet, Suite 1200
Certificate of Medical Education Sacromonto, GA 955155401
Phone: (916) 263-2382

; WWW,![]QQ;,;Q,QQV
APPLICANT INFORMATION | E . oniy
Medical School Graduate: (Ch:eck One) [¥] U.S. or Canadian [] International plicant
Full Legal Name ‘ ' . o
Full Last Name ) First Name Middle Name Suffix Applicant
Cabou ; Aurelie Rachel ol

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

mm/dd/

Perelman School of Medicine at the University of Pennsylvania

MEDICAL SCHOOL: PLEASE COMPLETE THIS FORM IN THE ENGLISH LANGUAGE

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

. School
Name of Medical School: | Perelman School of Medicine at the University of Pennsylvania ﬂ;""a‘sl A

- Rev, MED
State/Province/Country: | Pennsylvania Stalf o

: BC S
Did the applicant withdraw or transfer from this medical school? [_|Yes m No -4
What is the standard duration of the curriculum at this institution? | 4 |years &~
’ (mmiddyyyy)
Date the applicant was enrolled in medical school: | 08/13/2003 &
(mm/ddlyyyy)

Date the applicant was issued the diploma of Bachelor/Doctor of Medicine: |05/14/2007 o

| UNUSUAL CIRCUMSTANCES ‘DURING MEDICAL SCHOOL

Medical School Official: Provide a signed and dated letter of explanation, including dates, for any “Yes" response to

questions # 1-4. The explanation must be provided on medical school letterhead and submitted directly to the Board
with this fomm.

1. Did this applicant ever take a leave of absence from their medical education?

Was this appllcant ever placed on probatlon'?

2
3. Was thlS apphcant ever disciplined or placed under mvestlgatuon’?
4

Were any limitations or special requirements |mposed on this applicant because of
academlc or dlsc1phnary problems or for any other reasons'?

MEDICAL SCHOOL OFFICIAL CERTIFICATION

Attention Medical School: The president, dean, or regdistrar may sign this form. If the president, dean, or registrar is
delegating signature authority to. another person, atiach evidence of that delegation to this form (may be a
photocopy). Such delegation must be on official letterhead and must be dated within the last 12 months.

AFFIX MEDICAL SCHOOL SEAL 1 certify that | am the president, dean, or registrar and hereby declare under penalty of perjury scmgs}gg
under the laws of the State of California that the above statements are true and correct.

Y8

)
o
|

OCS . William Pluta Registrar, Perelman SOM

, PRINTED NAME OF SCHOOL OFFICIAL TITLE OF SCHOOL OFFICIAL 5‘9’;;,‘;”5 &

:/’
JAN 12 203 | 0N T 9
: 01/09/2023
. ' SIGNA1URE U SUNUUL UFTIVIAL DATE .

Note: The medical school must subrmifhe completed form directly to the Board ihrough the Board's Direct £ ME D
Onine Certification Submission (DO%S) portal or by mail o be acceptable. 9

I
Medical Board of California State of California | Business, Consumer Services, and Housing Agency | Department of Consumer Affairs (Rev 02/22)
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*Medical Board of California™ N Licensing Program

. | e Street, Svite 1200
Cerfificate of Completion of | e eramento, A 95815-540]
ACGME/RCPSC/CFPC Postgraduate Training Phone: (916) 2632352

; ' www.mbc.co.qov

APPLICANT INFORMATION R o o

Medical School Graduate: (Check One) R‘U.s. or Canadian [Jinternational Medscal

! 5 School
Full Legal Name ' ' ol
Full LastName _ First Name Middle Name. S s i
CABOu .  AuRELTE R . e
Date of Birth L(ILS SSN or ITIN Llcense # Medical School of Graduation ) ‘
M ) (if applicable) .

‘ Povelvron  School of Meliows a-the Untversiby A
PROGRAM DIRECTOR TO COMPLETE ACGME, RCPSC, or CFPC TRAINING INFORMATION |

Required Verified

Swedish ﬁw\»\ \M\a\\aw EIZJJ@N:-\- it *\{!ll : : '“'?i}

Reqwed

‘l‘-\b\.Mu:st_\ Sk Siade - lm
Seatile . WA -« dgio

Reguifed A .. |ACGME 10-digit Program# = priemy=]

Facility Nallne

Facility Address

Specialt \ S AR
pecially F&\M\,\Md‘aw hitpsiliappe, scame.oraads/Public [LOS‘HZ!Z?,@ o

.. ) U Start Date (mm/dd/yyyy) . - End Date (or anticlpated completion date): (mm/dd/yyyy) Dales ot
Dates of Clinical Training | oA I 25 74)07 - o6 /?z“i ’LO \o W
How many months of credit of Boa§d-approvod training did the | Total Numberof Months: T agw(s
applicant receive at the time this form is signed? 3(5

UNUSUAL CIRCUMSTANCES

Program Director: Provide asigned dnd dated letterof explanation, including dctes ‘forany "Yes response to questions
# 1-7. The explanation must be prowded on-program letterhead and submlﬁed directly to the Bocrd 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 termmated dismissed, or expelled?

. Was the applicant ever placed on probatlon’?

RaAR Y

. Wes the applicant ever disciplined or placed under investigation”

o & WN

. Has the applicant ever had any limitations or specnal requirements placed upon them for
clinical performance, professionalism, medical knowledge, discipline, or for any other
reason, which may include, but is not limited-to, a corrective action plan, performance,
improvement plan, remediation: :plan, individual development plan, and any type of .
informal or progressive dlsmphnary or non-disciplinary-action?

7. Did the program decline to renew or offer the appl:cant a postgraduate training program
contract for a followmg year? 1

GENERAL MEDICINE TRAINING‘REQUIR'EMEN‘T a

Applicants must complete and rece|ve credit for at least four months of general medicine as part of their postgraduate
training. The GENERAL MED INEre uirementma besa isfied by actual elinical practice wi > the applicant had direct
atient care respo ibilifies for at Ie [

8. Did the applicant complete antlj receive credit for a minumum of four months of general
medicine as part of this postgraduate training program accredited by the ACGME, . ConX
%es [JNo "‘5/

'RCPSC, or CFPC? ,
SPTA

' ‘
im e e e . a4 oo owe e m e -~ L T I T el L L T AbElen Dau 109N



APPLICANTINFORMATION | ‘ ‘;,-

! MBC USE

Full Legal Name: , onLY
Full Last Nlame ) First Name Middle Name .| Suftix _,\%m;cam ]
Cheéou | AURELTE Ehcnel- |

ATTENTIQN: PROGRAM DIRECTOR
This form may be signed up to 30 'days prior to the last day of any postgraduate frainin
resident for a Physician's and Surgeén's License. Completion of the fraining program is not requnred for the program
director to.complete the form. The'form may be signed either: 30 days. prior to the resident obtaining credit for the
required months of training; or after each year completed; or once the résident's training concludes at the program.
For example, if the resident is enrolled in a 36-month program and 12 months of training are needed to qudlify the
residenit for licensure, then the form may be signed after the resident obtains.credit for 11 months of training. Completion
of this form will certify that the oppllcclm‘ has satisfactorly completed a period of accredited posfgroducfe fraining at
this facility.

The program director or the deSIgnoTed institutional official (DIO) must sign this form. If the progrcm director or the DIO
is delegating that signature ou’rhoniy to another person, attach evidence of that delegation to this form {may be a
photocopy]. Such delegation must be on official letterhead and must be dated within the Iast 12 months. The person
who signs this form may not be relatéd to the applicant by blood, mamiage, or adoption.

PROGRAM: DmE’“TOR OFFICIAL CERTIFICATION - .
The program director or the DIO SIgnlng this form is formally certifying and documenhng under penclfy of perjury that
the. applicant received ‘instruction:appropriate- for:the postgraduate level and that the applicant satisfactorily
corpleted periods-of trdining in occordonce wnh the accepted standards and the criteria defined as equc:hng to
satisfactory performance. . 1

Verified

I hereby declare under penalty of perjury | under the laws of the State of Callfomla that all of the information contalned on rhese fonns istrue  pporoio
and correct. | further certify that the tralnmg program s accredited by the ACGME, RCPSC, or CFPC to offer the type and level of training att

conipleted by the applicant nafmed on this form, and the applicant was tralned in an AGGME, RCPSC, or CFPC slotted program position. Dote
BEVTANN S, DAVIS, D,
PRINTED NAME OF PROGRAM DIRECTOR OR DIO a ( 7,"5 )'l%
Progrom
AL s i
0'5 23 S)grgcc:ue &
e

~ V' DATE | e

_ Nofe: If a program seal is not avallablg, the progrclm 'director ot the DIO shall cllso sign in the section below in the
presence of a notary public if you are sUbmitfing the form by mall

. o Program
SIGNATURE OF PROGRAN DIRECTOR or DIO: , : ' ' Sgnalire
(SIGN FULL NAME IN PRESENCE OF NOTARY) 0
A notary public or other officer completlng this certificate verifies only the identity of the individual who signed the document to which
thls certificate is attached and not the truthfulness, accuracy, or validity of thai document
State of ~ County of A
Subscribed and sworn to (or affirmed) before me on this (PROGRAM or NQTARY SEAL) ,s;'.;‘ﬁs':‘fge
day of . ,20 , O
. Program
by, | r4

PRINT PROGRAM DIRECTOR OR DIO's NAME
I .
proved to me based on satisfactory evidence to be the person who
appeared before me.

|

SIGNATURE OF-NOTARY PUBLIC

Note: The program must submit the <{:ompleied form direcﬂy fo fhe Board fhrough the Board's Direct Online
Cerlification Submission (DOCS) porfal if the resident has an open application with the Board or by mail to E’_PTB

be accepfable

Mrrian! Damedd A8 S Alifavale Clmbn Af Nadifarnia | Diwlnnes PSancimmar Canidans ~ma Uanirins A vanesy 1 NanArrant ~AF M Ana mar A flnire R 1NN
I



Medical Board of Califo:r’;icl
Timeline of Activities

|

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

Fax: {916) 263-2487
www.mbe.ca.gov

APPLICANT INFORMATION °
Legal Name .
Full Last Name First Name Middle Name , Suffix

{Cabou Aurelie R

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

(Last 4 digits)

h- Perelman School of Medicine at the University of Pennsylvania
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-professionai 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) o Start Date

98point6

701 5th Ave #2300, Seattle, WA 98104 05/01/2022
Acivities End Date o
‘telemedicine physician .

ongoing

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

Planned Parenthood of the Great Plains

2226 E Central Ave, Wichita, KS 67214 05/01/2022

Activities End Date @
Abortion provider at local clinic :
Location (Facility Name, Address, and Supervisor) Start Date ‘

Activities End Date O
1 |

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

Activities End Date 0
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Medical Board of California
° l}

1
|

DATE: __ \]"7 l)?/o?«}

NP ' , £
Applicant’s signature and date are required .ETO A

\ . 0]
Stote of Cdiifornia | Business, Consumer Services, and Housing Agency | Depariment of Consumer Affairs lReY 12/19)



Application Summary

1/15/25 11:06 PM

License Type:
License Number:
File Number:
Application:
Application Number:
Application Date:

Application Questions
Have you served or are you currently serving
in the military?

Personal Detail
First Name:

Middle Name:
Last Name:
Birthdate:
Gender:

Addresses

License Related Addresses
Address of Record

Warning:
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Physician and Surgeon C

185638

2069441

Physician's and Surgeon's Renewal
15266543

01/15/2025 (mm/dd/lyyyy)

Aurelie
Rachel
Cabou

** /** /****

Female

In order to protect your privacy and identity,
address will not be displayed.

Questions

Since you last renewed your license, have
you had any license disciplined by a
government agency or other disciplinary
body, or, have you been convicted of any
crime in any state, the U.S.A. and its
territories, military court or a foreign country?

Have you successfully completed, and can
document, the mandatory courses and hours
of CME within the last two years, or you
meet the conditions which would exempt you
from all or part of the CME requirements, or
you hold a permanent CME waiver?

| certify under penalty of perjury, under the
laws of California, that | have disclosed the
names of those health-related facilities in
which | or my family have a financial interest
OR | declare under penalty of perjury | have
no financial interests to disclose.
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Family Physician Training Program Voluntary Fee

Would you like to contribute? B

Fees

Biennial Renewal Fee $1151.00
DUE TO CURES FUND $18.00
StephenM.ThompsonLRP $25.00
Total Amount Due: $1194.00
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Applications are not considered submitted for processing until payment is received.

Attestation

| declare under penalty of perjury under the laws of the State of California that all statements,
answers, and representations provided, including supplementary attached hereto, are true,

complete and accurate.

Signature: Date:





