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Mihelich, Joe D (DOH)

You are licensed.

1

Mihelich, Joe D (DOH)
Thursday, February 19,2015 6:47 AM 
*carla.torresmd@gmail.com' 
licensed MD.MD.60514581 expires 12/4/15
Address change.mht; New Licensee Letter.pdf

Please note: while this information was contained In the application packet you had been sent and is stipulated in 
Washington Administrative Code (WAC) 246-12-020(3), let me reiterate that upon approval, your initial license will be 
issued only to your next birthday after the approval date - unless your birthday falls within 90 days of approval, in which 
case it will expire on your second birthday following approval.

From: 
Sent: 
To: 
Subject: 
Attachments:

Joe Mihelich
Health Services Consultant 1
Medical Quality Assurance Commission 
PO BOX 47866
Olympia WA 98504
360-236-2767 phone
360-236-2795 Fax 
Website: www.doh.wa.gov/Medical
Email: ioe.miheiich@doh.wa.qov
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STAFF MEDICAL CONSULTANT REVIEW
I

APPLICANT

SUBMITTED BY: Dawn Thompson

SAPPROVED DATE:APPROVED:

SIGNATURE: 

COMMENTS: 

7

MEDICAL CONSULTANT,
PLEASE REVIEW THE MALPRACTICE INFORMATION IN THE ATTACHED 
APPLICATION FILE.

I
MEDICAL QUALITY ASSURANCE COMMISSION

DATE REVIEWED
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Noto: If you answered “yes” to question 5, you must send certified copies of all court 
documents related to your criminal history with your application. If you do not 
provide the documents, your application Is Incomplete and will not be considered. 

To protect the public, the department considers criminal history. A criminal history 
may not automatically bar you from obtaining a credential. However, failure to report 
criminal history may result In extra cost to you and the application may be delayed 

I or denied.
DOH 657-020 April 2014
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2. Personal Data Questions - . ____________
1. Do you have a medical condition which in any way impairs or limits your ability to practice your

profession with reasonable skill and safety? If yes, please attach explanation. .....................

“Medical Condition” includes physiological, mental or psychological conditions or 
disorders, such as, but not limited to orthopedic, visual, speech, and hearing impairments, 
cerebral palsy, epilepsy, muscular dystrophy, multiple sclerosis, cancer, heart disease, diabetes, 
intellectual disabilities, emotional or mental illness, specific learning disabilities, HIV disease, 
tuberculosis, drug addiction, and alcoholism.

If you answered yes to question 1explain:

1a. How your treatment has reduced or eliminated the limitations caused by your medical condition.

1 b. How your field of practice, the setting or manner of practice has reduced or eliminated the 
limitations caused by your medical condition.

Note: If you answered “yes” to question 1, the licensing authority will assess the nature, 
severity, and the duration of the risks associated with the ongoing medical condition 
and the ongoing treatment to determine whether your license should be restricted, 
conditions imposed, or no license issued.
The licensing authority may require you to undergo one or more mental, physical or 
psychological examinatlon(s). This would be at your own expense. By submitting this 
application, you give consent to such an examinatlon(s). You also agree the 
examination reportfs) may be provided to the licensing authority. You waive all claims 
based on confidentiality or privileged communication. If you do not submit to a 
required examination(s) or provide the report(s) to the licensing authority, your 

______ application may be denied.___________________________

2. Do you currently use chemical substance(s) in any way which impair or limit your ability to
practice your profession with reasonable skill and safety? If yes, please explain  

“Currently” means within the past two years.

“Chemical substances” include alcohol, drugs, or medications, whether taken legally or illegally.

3. Have you ever been diagnosed with, or treated for. pedophilia, exhibitionism, voyeurism or 
frotteurisnn?

a . w w VW.. WW , WUflwaV^, w, ,.W, W O Wl MMII.T, I IV wil.wkj VI w Wlllllivi w.wM, Wl . vw J

prosecution or a sentence deferred or suspended as an adult or juvenile in any state or jurisdiction? ...□

O ST4. Are you currently engaged in the illegal use of controlled substances?  

“Currently” means within the past two years.

Illegal use of controlled substances is the use of controlled substances (e.g., heroin, cocaine) 
not obtained legally or taken according to the directions of a licensed health care practitioner.

Note: If you answer “yes” to any of the remaining questions, provide an explanation and 
certified copies of all Judgments, decisions, orders, agreements and surrenders. The • 

______ department does criminal background checks on all applicants.__________________
5. Have you ever been convicted, entered a plea of guilty, no contest, or a similar plea, or had
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13. To the best of your knowledge, are you the subject of an investigation by any licensing board as to 
the date of this application?

14. Have you ever agreed to restrict, surrender, or resign your practice in lieu of or to avoid adverse

action?.....................................................................................................................................

oi-
 ar.

a. Are you now subject to criminal prosecution or pending charges of a crime in any state or
jurisdiction...........................................................................................................................

Noto: If you answered “yes” to question 5a, you must explain the nature of the prosecution 
andZor charge(s). You must Include the jurisdiction that is Investigating and/or 
prosecuting the charges. This includes any city, county, state, federal or tribal 
jurisdiction. If charging documents have been filed with a court, you must provide 
certified copies of those documents. If you do not provide the documents, your 
application Is Incomplete and will not be considered.

b. If you answered “yes" to question 5a, do you wish to have decision on your application delayed 
until the prosecution and any appeals are complete?

6. Have you ever been found in any civil, administrative or criminal proceeding to have:
a. Possessed, used, prescribed for use, or distributed controlled substances or legend

drugs in any way other than for legitimate or therapeutic purposes?
b. Diverted controll^ substances or legend drugs?
c. Violated any drug law?
d. Prescribed controlled substances for yourself?

7. Have you ever been found in any proceeding to have violated any state or federal law or rule 
regulating the practice of a health care profession? If "yes”, please attach an explanation and 
provide copies of all judgments, decisions, and agreements?

8. Have you ever had any license, certificate, registration or other privilege to practice a health care 
profession denied, revoked, suspended, or restricted by a state, federal, or foreign authority?

9. Have you ever surrendered a credential like those listed in number 8, in connection with or to 
avoid action by a state, federal, or foreign authority?

10. Have you ever been named in any civil suit or suffered any civil judgment for incompetence, 
negligence, or malpractice in connection with the practice of a health care profession?

11. Have you ever had hospital privileges, medical society, other professional society or organization
membership revoked, suspended, restricted or denied? ....................................

12. Have you ever been the subject of any informal or formal disciplinary action related to the practice 
of medicine?

15. Have, you ever been disqualified from working with vulnerable persons by the 
Department of Social and Health Services (DSHS)?
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Medical education (list all medical schools attended)

07O^ygQoi
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Post graduate training (list all programs attended)

1

3
:

FrorhName and location of institution Nature of experience or spedalty
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S. Hospital 'Rriyilea»» .(5xcludiris pogt-flijaduatB training hospital privileges.) v i

Name of hospital
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Page 4 of 6DOH 657-020 April 2014

Diploma or degree obtained 
(Quote titles in original language 

and translate to English.)

End date 
mm/ddAy^

Number 
of years 
attended

Schools attended (Location if other than U.S., quote names of 
schools in original language and translate to English.)

Qfc/|gyZfcM

Dates attended 
Start date 

mm/dd/yyyy

WlxUe hFfe , <\)\/
AT^

Qbjzooz^ pt>/ztxi-t^

?

Start 
mm/yyyy

Ob^r>i^o\)

Ofe-6^1/1 -SW-F
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Dates granted 
Tn3 
oihVyyyy

To
(mm/dd/yyyy |(mm/dd/yyyy

0^ gXr MoviS^ ^6oJ2i:k 
e*AAC<Aio

In date order list all professional experience received since graduation from medical school to the present. Exclude 
activities listed under other sections, identify any periods of time break of 30 days or more. If you need more space, 
attach a piece of paper.

I • •.

■A

Excluding post-graduate training, list hospitals where all privileges that have been granted within the past five 
years. If you need more space, attach a piece of paper.

t3. Wl^icai Education an< Expertence ? . . .
Provide a date listing of your educational preparation and post-graduate training. If you need more space, attach 0. 
piece of paper.



6. Licenses in Other States sv'i

Status of licenseState Endorsement

G/^oo3 No  Yesvv\^
 No  Yes '

 No  Yes

 No  Yes

7. AIDS Education and Training Attestation

Date

(bf A

8. Appliddiit’s Phdl^iBpli iiE.
■'

•}

'fn.

Signature

Date of Photo

*

1.

Page 5 of 6DOH 657-020 April 2014

r.'
Photo Here

D

License 
Number

Any limitations on 
license

»

Date 
license issued

Height

Weight _

Hair color 

Color of eyes 

List all licenses to practice medicine in any state, territory, Canadian province or other country. Include active, 
inactive, temporary and training licenses. List in date order, starting with the most current.

Basis of License
Exam date

passed

l&Z.

i. • 
•>

- ■

I certify that I have completed a minimum of four hours of education in the prevention, transmission, and 
treatment of AIDS. This education included topics of etiology and epidemiology, testing and counseling, 
infection control guidelines, clinical manifestations and treatment, legal and ethical issues to include 
confidentiality, and psychosocial issues to include special population considerations.

Applicant's initials
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9. Applicant’sAttestation

I. , declare under penalty of perjury under the

I

• ?

I

Dated at
im/d(

By: of ap^lc^tj
(Sigi

<

OOH 657-020 April 2014'

I

•. *

, 8.' i .

(Print applicant name clearly)

laws of the state of Washington that the following is true and correct:

• I am the person described and identified in this application.

• I have read RCW 18.130.170 and RCW 18.130.180 of the Uniform Disciplinary Act

• I have answered all questions truthfully and completely.

• The documentation provided in support of my application is accurate to the best of my knowledge. 
I understand the Department of Health may require more information before deciding on my application. 
The department may independently check conviction records with state or federal databases.
I authorize the release of any files or records the department requires to process this application. This 
includes information from all hospitals, educational or other organizations, my references, and past and 
present employers and business and professional associates. It also includes information from federal, 
state, local or foreign government agencies.

I understand that hmust inform the department of any past, current or future criminal charges or 
convictions. I will also inform the department of any physical or mental conditions that jeopardize my ability 
to provide quality health care. If requested, I will authorize my health providers to release to the 
department information on my health, iricluding mental health and any substance abuse treatment.

(city, state)

Page 6 of 6 '
i *



*,»
MD

Professional Liability Action History
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1 oaoffSApplicant's name: Today's date: 

1

!

•

Details: 

■ ^£77‘6g'^gV7"

*.
2. Date suit or claim was filed:

You must enclose a copy of final disposition of case this includes dismissals. $ 

I verify the infbrmatipfi)contained4N this form is correct and complete to the best of my knowledge:

Signature Date 

DOH 657*099 April 2014

1

^^Health

OS'/a ^

Name and address of insurance carrier that handled the claim:

_______________

3. Your status in the legal action (primary defendant, codefendant, other):

4. Current status of suit or other action: a

5. Date of settlement, judgment, or dismissal: 2^22./z.qo '^

6. If the case was settled out of court, or with a judgment, settlement amount paid on your behalf, please 
disclose the amount.

9

OOP, Op

Please submit a form for each past or current professional liability claim or lawsuit which has been filed against 
you. Photocopy this page as needed. Only a legible and signed narrative which addresses all of the following 
details will be accepted.
1. Provide a detailed summary of the events of the case. Include the date of occurrence, your specific 

involvement, and the patient's clinical outcome. Please submit additional pages of narrative if necessary. .

Date of occurrence: S

T&rA( , OdO, 0^0 . n-n
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5.

1.
2.
3.

1.
2.

5.
6.
7.

9/29/2008https://ccqas.csd.disa.mil/Secured/RiskPages/DD-2526.asp

3.
4.

1.
2.
3.
4.

4 .
5.

A.
B.
C.
D.

PRIMARY ACT OR OMISSION 
START DATE: 02/18/2003 

END DATE: 10/27/2003

V. PROVIDER
A. NAME: CAPT TORRES, CARLA, E

STATUS CODE: FXl - Air Force (USAF)
SSN; 
DATE OF BIRTH: 12/04/1976
NAME OF PROFESSIONAL SCHOOL ATTENDED: THE UNIVERSITY OF TEXAS 
HEALTH SCIENCE CENTER AT HOUSTON
DATE GRADUATED: 06/01/2002
SOURCE OF ACCESSION: Health Professional Scholarship Program 
LICENSING INFORMATION:

CASE ABSTRACT FOR MALPRACTICE CLAIMS
DATE OF REPORT: 09/29/2008

III. PATIENT(S)
A. NAME: Oswald, Michelle L 

GENDER: Female 
AGE: 22 Years 
PATIENT SSN: 
SPONSOR SSN: 145-70-4396 
FMP; 1st Spouse 
STATUS; Family Member of Active Duty 
INJURY SEVERITY: Some
INJURY DURATION; Indeterminate

II. LOCATION:
INCIDENT UNIT; 0081 MEDICAL GROUP @
DMIS CODE: 0073
CARE LOCATION: Ambulatory 
CLINICAL SERVICE CODES;

1. BCB - GYNECOLOGY CLINIC (Primary)
2. BIA - EMERGENCY MEDICAL CLINIC (Secondary)

IV. CLAIMANT(S)
A. NAME: Oswald, Michelle 

CLAIM NUMBER: Keesler AFB 04-349 
AMOUNT CLAIMED: $10,000,000.00
CLAIM OUTCOME: Administratively Settled 
AMOUNT PAID; $20,000.00 
NOTES:

I. OVERVIEW:
A. ALLEGATION: The claimant alleged the fetus died in utero as a result of 

negligent placement and follow-up after placement of a copper T-380 
intra-uterine device.

B. MTF REMARKS;
C. OTSG REMARKS: 1. A better system for triaging telephone consults at 

Keesler Medical Center is warranted. The increasing use of e-mail for 
all types of worJt increases the chances that an e-mail will be missed 
(or in this case not received) resulting in inadequate patient follow-
up. A confirmation response to the physician/provlder is necessary.
2. An X-ray should be requested before IUD expulsion can be confirmed. 
While tho lack of an X-ray did not change the clinical outcome in this 
case, it should have been discussed with the patient and .performed at a 
time in the pregnancy where the physicians and the patient were 
comfortable with the small dose of radiation.

6.
7.
8.

22 Licensee SSN
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FIELD OF LICENSURE; 010 - Allopathic Physician

12.

13.

B.

C.

9/29/2008https://ccqas.csd.disa.mil/Secured/RiskPages/DD-2526.asp

STATE OF LICENSE: MS 
LICENSE NUMBER: 18736

STATE OF LICENSE; TX 
LICENSE NUMBER: K7642

TYPE: MTF/DTF
1. ATTRIBUTION OF CAUSE:
2. EVALUATION OF CARE: Met
3. ASSESSMENT:

VI. CLAIM ASSESSMENTS 
A.

TYPE: Medical Legal
1. ATTRIBUTION OF CAUSE: Personnel
2. EVALUATION OF CARE: Not Met
3. ASSESSMENT: Standard of care was not met for failure to follow-up 

on the missing IUD and failure to perform further testing to

TYPE: Civilian
1. ATTRIBUTION OF CAUSE:
2. EVALUATION OF CARE: Met
3. ASSESSMENT: SOC met.

SPECIALTY: Obstetrics & Gynecology
SUB-SPECIALTY: No Subspecialty 
LEVEL: In Training
NPDB REPORTED:
PROVIDER ASSESSMENTS:

a. TYPE: Civilian
i. EVALUATION OF CARE; Met

ii. ASSESSMENT: SOC met.
b. TYPE: MTF/DTF

i. EVALUATION OF CARE: Met
ii. ASSESSMENT:

c. TYPE: Medical Legal
i. EVALUATION OF CARE: Not Met

ii. ASSESSMENT: Standard of care was not met for failure to 
follow-up on the missing IUD and failure to perform 
further testing to determine the IUDs location.

d. TYPE: OTSG
i. EVALUATION OF CARE: Met

ii. ASSESSMENT: The AF/SG final SOC determination was SOC
met.
// SIGNED //
Cheryl W. Sbrockey, MS, RN, CPUR, Contractor
AFM0A/SG3OQ
110 Luke Avenue, Rm 405
Bolling AFB, DC 20032-7050

e. TYPE: Other
i. EVALUATION OF CARE: Met

ii. ASSESSMENT: SOC met.
f. TYPE: Panel

i. EVALUATION OF CARE: Met
ii. ASSESSMENT: SOC met.

DPDB INFORMATION:
DPDB REPORTED:
DPDB REPORT DATE;
DPDB SENDER;

8.
9.

10. 
11.
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determine the IUDs location.

D.
Personnel

E.
Personnel

F,
Personnel

VII.
MISSED ABORTION (1)

VIII.
(1)

(3)

IX.

X.

1.

5.
6.

XI.

1. 650

9/29/2008hltps://ccqas.csd.disa.miI/Secured/RiskPages/DD-2526.asp

TYPE: Panel
1. ATTRIBUTION OF CAUSE: System,
2. EVALUATION OF CARE: Met
3. ASSESSMENT; SOC met.

THIS IS A QUALITY ASSURANCE DOCUMENT PROTECTED FROM RELEASE 
PURSUANT TO 10 U.S.C §1102

DO NOT RELEASE WITHOUT PROPER AUTHORITY

TYPE: OTSG
1. ATTRIBUTION OF CAUSE: System,
2. EVALUATION OF CARE: Met
3. ASSESSMENT: SOC met.

69.7
69.0 
69.59

TYPE: Other
1. ATTRIBUTION OF CAUSE: System,
2. EVALUATION OF CARE: Met
3. ASSESSMENT: SOC met.

INSRT INTRAUTERINE CONTRACEPTIVE DEVICE 
DfitC UTERUS {2)
OTH ASPIR CURET UTERUS

2.
3.
4.

C. FINAL CLimCf^L SERVICE CODEIS);
1. BCB - GYNECOLOGY CLINIC (Primary)
1. BIA - EMERGENCY MEDICAL CLINIC (Secondary)

ATTRIBUTION
A. ACT OR OMISSION CODE(S) 

1. 650

LEGAL
A. DATE CLAIM FILED: 05/28/2004
8. TOTAL AMOUNT CLAIMED: 310,000,000.00 
C. ADMINISTRATIVE:

ADJUDICATIVE BODY CASE NUMBER: Keesler AFB 04-349 
ADJUDICATIVE BODY NAME: Air Force Claims Service 
ADJUDICATIVE DATE OF PAYMENT: 02/22/2008
ADJUDICATIVE OUTCOME: 110 - Administratively Settled 
ADJUDICATIVE DATE OF SETTLEMENT: 02/22/2008 
ADJUDICATIVE AMOUNT PAID: $20,000.00

DIAGNOSES
A. 632

OTSG
A. FINAL ASSESSMENT:Met
B. FINAL ACT OR OMISSION CODF.(S):

- Improper management of course of treatment (02/18/2003 - 
10/27/200.3) PRIMARY

- Improper management of course of treatment (02/18/2003 - 
10/27/2003) PRIMARY

PROCEDURES
A.
B.
C.
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The University of Texas Health Science Center at Houston

7—

P.O. Box 20036, Houston, Texas 77225I

5^0
LO Page 1 of 1Carla TorresName:

February 10, 2015

CCS •^1
D«greM Awarded

Doctor of MedicineDegree

Confer Date: 2002-06-01

Beginning of Academic Record

Cum Totals 0.000

!

End of Official

Description

Course Number

RegistrarRobert L. jertfci

THE UNIVERSITY OF TEXAS HEALTH SCIENCE CENTER AT HOUSTON

O

EXPLANATORY LEGEND AND AUTHENTICITY STATEMENT APPEAR ON REVERSE SIDE

Grade 
H
P 

HP 
HP 
H 
P 
P

CO 
CKj

0.000
0,000
0,000
0.000
0.000

Grade 
P
P 
P 
P

Grade 
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P 
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HP 
P 
P 
P

P
P
P
P
P

Grade 
HP
H 
H 

HP 
HP 
H

HP
P
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HP
P

1001
1002
1003
1004

100s
1006
1007
1010
1011

0.000
0.000
0.000
0.000
0.000
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Q
u
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<
LU
X
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1467771 

12/04/1976

This official unrversfiy transcripi is ornted on secured
paper and does not require a raised seal.

Behavioral Sciences 
Pathology 
Pharmacology 
Genetics 
Physical Diagnosis 
Fundamental Clin Medicine 
Reproductive Biology 
Tech Skills (Pass/Fail)

Medical Year 1996-1099 
Attempted

0.000
0.000
0.000
0.000

Medical Year 1999-2000
Anemotfisl 

0.000 
0.000 
0.000 
0.000 
0.000 
0.000 
0.000 
0.000

In accordance with the Family Educat.onal Rightsand Privacy Act of 1974. this information is 
. being released on the condition that you will not permit any other party to have access to this 

transcript without written consent of the student.

& 
O o 
o 
& 
z a. 
z
111 z
5 
c <
111 
Q.
0. 
<
> 
Q. 
o o

FAPR
INTM 
OBGY
PED
PSYC
RAD 
SURG

2001
2004
200s
2007
2008
2009
2026
2001

4003
4001
4001
4001
4000
4000

Q 
Z
<
Z o 
<n 
o 
X

3001
3001
3001
3001
3001
3001
3001

4005
4001
4000
4026
4001

Descholion 
Critical Care MndiCine 
Elective MS Hospital 
Elective MS Hospital 
Elective MS Hospital 
Required Family Practice 
Required Ambuiatory Med 
Required Medicine 
Endocrin Clin Elective 
Med Jurisprudence 
Required Neurology 
Ob & Gyn/LBJ Hosp-Yelo Tm 
Tech Skills (Pass/Fail)

Professional Medicine Career Totals
Cum GPA: 0.000

■■

<
X
lU
H
Z
lU o
LU
O z
LU
Otn 
z

•"1

^3Is
sa

SfiiiHse. 
BSCI
BSCI 
BSCI 
BSCI 
BSCI 
BSCI 
BSCI 
TSKI

iS^

of

Descfiption 
Biochemistry 
Gross Anatomy 
Developmental Anatomy 
Histology & Cell Biology 
H'Stology 
Microbiology 
Neurasclence 
Physiology 
Immunology
Intro Clinical Medicine

Meifical Year 2001-2002 
Attempted 

0.000 
0.000 
0.000 
0.000 
0.000 
0.000

OS'
u".

A

s

aa
a

Pescciatiflc
Family Practice 
Medicine 
Obstetncs/Gynecology 
Pediatrics 
Psychiatry 
Radiology (P,F Only) 
Surgery

3

1
student ID: 
SSN: 
Birthdate:

Medical Year 2000-2001
AKemoted 

0.000 
0.000 
0.000 
0.000 
0.000 
0.000 
0.000

Coigs.e Number
ANES
AWAA 
AWAA 
AWAA 
FAPR 
INTM 
Course Topic: 
INTM 
JURI 
NEUR 
OBGY 
TSKI

Course Number 
BSCI 
BSCI 
BSCI 
BSCI 
Course Topic: 
BSC! 
BSCI 
BSCI 
BSCI 
BSCI

J.i.i

Is
Si
S
a
I'.'.'* ■

■ IL

22 Licensee
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S<'kU* S.\t-l-. Stfctirih PrtxkicG. Inc (.'iikniti.ni. (Ml

School of Nursing
Prior 10 1970.ctvdil hours were awanled in scincslcr iinils.

■ TO TEST FOR AITHENTICITY: Transkictfiil glulx- icons V// 'ST k- \ imHIc  I ruin bolii 'uic' a  hen held low aid a iigfii 'oiircc. I'he tnce ol liiis iraiiscnpl is pnnicd on nninge SCRIP-SAI-I- pap^.T wiik ihe nairc «M ilie 1 

iii'iniiiion .ipps’jiriiig in while tsps’ ns er ihc face ot the eniiiv dtK iiiiient.
I THE UNIVERSITY OF TEXAS HEALTH SCIENCE CENTER AT HOUSTON • THE UNIVERSITY OF TEXAS HEALTH SCIENCE CENTER AT HOUSTON • THE JNIVERSITf 0^ TEXAS HEAL IH SCIENCE CENTER ATHOUSION • THE 

UNIVERSITY OF TEXAS HEALTH SCIENCE CENTER AT HOUSTON • THE UNIVERSITY OF TEXAkS HEALTH SCIENCE CENTER AT HOUSTON • THE UNIVERS'TYQF TEXAS HEAirH SCIENCE CENTER AT HOUSTON • THE UNIVERSITY 
! .ADOrriON.Al. ■rr..S rS: when phiiltxopied. a Itileiii -.eciii ils slaicnicin ninliiiiiiiii; die iii'liluiional naiiK’ and the wnrds (.’(»1'V (.'(JI'V COI’^' ap|ieai' nsci die i.i-.c ol the eiiliiv duciuneni When dns paix’f r ti'iiched iss ht-.h 1 
' liquid bk’ach, an au'.heiiiic dixinneni w tll stain. A black aihl ssliiie or u>kir .op) nt ihi*> ikK Uineni h  ikm  an origiiial and ^h«lllld not be acecpied a^ .in xu 'k  i.il i[i'[iiniitni:il dnciinieni. I'hio diiciiiiie!ii cannot lx* ivlctiscii lo -i 

thiisl pans ss ithinn the ssnlien contx-ni >»l’ I he -iiidcni ['iii' is ir. acmnLince ss iih die f-annls l-.diicaiiitiial Riphl- .ind Prisacs As t ■»! 1 V’4 II si»n h.ise ans qiie-lii’n' aNnii thio docninent. plea'x' ct>iniicl our ultice al ii 
TiMt-.^.^hl’. Al.Tl-RAT!().\OI THI.SDTX'lAlIX'l MA’I Hi Olll\Sb:

122h7n|2

Medical School 
.Ml) Program

Grade.s: K = Honors; ifP = High Pu.ss; P = Ptt.ss; MP = Marginal Perfonnance; 
I" = Fail; IH = Incomplete changed to Honors; IP = lncoinj?!ctc changed to 
Pa.ss; IF = Incornplcte changcil to Fail; X = In Progress; NC = No Cretlil; 
CR = Credit; W = Withdrew; FP = Fail changed to Pass. I = Incomplete.

HP and MP grades aix* et'teclive with the Fall. 198.y  entering class. Credit 
hours are not a.ssigned to Medical School courses.

Clinical Research Programs:
(irade.s: .Al) = Audit. F' = Fail; I = Incomplete; P = Pa.s.s; WP = Withdrew Passing: 

Wl* = Withdrew Failing;

CBF- = Credit b\ F.xani
.ADVP = Advanced Placement Creslil

Grades: A. B. C. I). !■; P = Pa>s: 1 - Incomplete: CR = Credii; NC = .No Credit; 
W = Withdrew: WP= Withdrew Pa.s.’sing; WF= Withdrew I’ailing;
AD = .Audit; X = in Progress.

School of Public Health
’I'ranscript-s that shosv course civdit are pixxluced from microfiche. F.ach course credii 
is a graduate level course equivalent to three quarter hours. Transcripts that show' 
credit hours are repoiicd as quarter or semester hours.

(irades: A. B. C. F; P = Pass; 1' = I'ail. I = Incomplete; W = Withdrew

Letter grades i.A.B.C.I j are effcclise Fall 20fl2.

Letter Grade

■A 

B
C 
D 
F

In certain course.s P (Pass). I (Incomplete). IS (Incomplete SatisfactoiA. 
lU {Incomplete Unsatisfactory), and W (Withdrew j are acceptable gratles. 

Dental A.ssistiiig. Dental Hygiene and Dental Postgraduate Programs: 

Grades: A. B.C. D. F: P-Pass: I - Incomplete; IS - Incomplete Satisfactory; 
lU = Incomplete Unsatisfactory; W = Withdrew; WP = Withdrew Passing; 
WF = Withdrew Failing.

Prior .Names:
School of Health Information Sciences (October 2000 - April 2(110) 
School of Allied Health Seiencc.s

(h'ades: A. B. (?. D. F; P = Pas.s; 1 = Incomplete; AD = Audit; WP = Withdrew' 
Passing; WF= Withdrew- Failing.

School of Dentistry
Name changed from Dental Branch to School of Denlisir\ in .lune of 2011. 

DDS Program
Prior to iy‘XM9yi. a DDS transcript will .show. e:ich >ear. a ranking within a class. 
Beginning 1990-1991. the transcript will show the rank at the lime of graduation. An 
alphabetical grading system was used until IQS5. when the grading sssiem was 
changed to a numeric grading system from 0-100. ISquivalent numerical grading, letter 
grade.s and performaitce air listed below':

Numerical Cinide

94-100
s.s-y.-’i
76-84
70-7?
0-69

Performance

E.vceptional 
Above .Average 
Average
Below Average 
Failing

The University of Te.xa.s Health Science Center at Houston is accredited by the 
Commission on College.s of the .Southern Association of Colleges and Schixjls. 
Individual scluxils and programs are accredited by appropriate profe.ssional 
organizations. Information about accreditation is listed in the General Intormation 
section of the Health Science Center catalogs.

The UTHSC-H converted from quarter cR'dit hours to semester credii hours effective 
Fall. 1987.

SjX’cial information is li.sted below by academic school. Courses taken through an 
iiiicr-inslilulional agreement with an aftlliated university cariA the designation or 
the university name at the end of the course title.

School of Biomedical Informatics

THE UNIVERSITY OF TEXAS HEALTH SCIENCE CENTER AT HOUSTON
(.iruduatc School of Biomedical Science.s

Prior to Spring. 1982. credit hours of thesis or disserialion were coiisiilcred a full-
time load.

(.irades: .A. B. C. F; I’ = Pass; = In Ihiigres.s: I = Inetunpleie; .AD = .Audit;
W = Withdrew; WF* = Withdrew Passing; WF = Withdrew Failing.
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US’MLE

Date: 02/09/2015

Coaments

Comments

luSMLE STEP?
Comments

TEXAS

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

CDS

Totil
205

Torres, Carla E 
Torres, Carla Elisse

United States Medical Licensing Examination® (USMLE®) 
Certified Transcript of Scores

MP
(179)

MP
(174)

MP
(182)

5-081-297-3
12/04/1976

TJiis document was printed trim a seam websde and accurately reriects score Information maintained by the FSbS. 

VO51221 27594551 Pagel Of 2

Examiace: 
Alt Namels):

Test Date 
06/13/2000

Test Dale 
09/18/2003

United Statcji 

Medtcoi __

Ltccnsing 

ILvamihuiioii

Recipienl:

Washingttm Medical Quality Assurance Commission
ATTN: MD Credentialing Unit
PO Box 47866
Olympia, WA 98504-7866

This doeumeat was prepared by the 
Federation of Slate Medical Boards of the Ualted States, lac.

Federation Pbee, 400 Fuller Wiser Road, Soite 300, Eoless, TX 76039-3856 - Tclepboae (817) 868-4000

Pass/Fail
Pass

Euminee ID#: 
Date of Birth:

Pass/Fail
Pass

Results for Steps taken by this examinee (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 examiiution began. Where numeric scores are reported, the recommended 
minimum passing score (“MF*) is shown in parentheses. Pass/fail outcomes are based upon the minimum passing level in place at the 
time of test administration and are not altered by subsequent revisions to the minimum passing level. Effective April I, 2013, test results 
are reported on a three-digit scale only: two-digit scores reported for prior administrations will no longer be reported, lest results 
reported as passing represent an exam score of 75 or higher on a two-digit scoring scale.

[uSMLESTEPl _ I

Pass/Fall
Pass

/rdaf
205

|USMLESTEP2
CBnical Knowledge (CK) 

Test Date
10/05/2001
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received
10 Z015

Facility name

signature of applioant

.is or was engaged In postgraduate training in our1. 

program  

.to Ending date (month & year) 

If yes, please explain 

Title

Phone 2'flo-32A.^Date Ifl clftl5

DOH 667-034 April SOU

2015"Feb-04 12:09 PM CHG Healthcare Services 801-930-4525 
• e

Address 3oi Fishg-rS-F.

Xyster AF&, 3^53^

Return to address listed above.
Signature iPtATTHFW-B nARROI I , Cd, USAFrJdC 

Designated Institution Official 
Keesier AFB, MS 39534

from Beginning date (month & year) 

inthefieldof OPij&yH

2, At the time this individual was In training, was this program accredited through the accreditation council for 
graduate medical education, the Royal College of Physicians and Surgeons, or the college of family 
Physicians of Canada? |^Yes  No
If no, does this program quali^ the applicant to become board certified?  Yes  No_____________

3. Was the participant ever placed on probation, restricted, suspended, terminated or requested to 
voluntarily resign his/her participation in the program?  Yes S No

°MEm™L^roMMISS(O™ MD
Medical Quality Aaaurancc Commlsaion
PO Box 47866
Olympia, WA 98504-7866
A-L 360-236-2765

360-296-2767

To: Post Graduate iTalnlng Program Director

CgfodlSV"

Address__  g-l- • gi laid AT _____________
RE; VeriflcatlonZevaluatlon of training  .
1 am applying for a license to practice medicine In the state of Washington and before my application can be 
reviewed, a verification and evaluation of the poet-graduate training performed In your Institution Is required. I am 
authorizing the release of and would appreciate you providing the information and returning it, at your earliest 
convenience, directly to the address shown above. All questions must be answered.

Birth date (mmi'dd/yyyy)Applicant Name (Pnnt or toe) 
 :______

Sp/*/ fitizttliejl. fifliAfcl AijdL

Ai^tlcant Name (Print or type)

4. Did this applicant successfully complete this training program? |g Yes  .
 In process OR  expected date of oomptettonl. , .



1

1. te or was engaged in postgraduate training in our

program 

.to Ending date (month & year) 

ndec

Title 

Phone 
• i.

DOH 657-034 Aprfl 2014

Cft-
GA

4. Did this applicant successfully complete this training program? '^Yes  No 
 in process OR  expected date of completion »

received
'"EB 1 a 2015 

R^^TMENT —

Faciiity name

Address '34'gQ'Q Vr

RE: Verification/evaluation of training________
I am applying for a license to practice medicine in the state of Washington and before my application can be 
reviewed, a verification and evaluation of the post-graduate training performed in your institution is required. 1 am 
authorizing the release of and would appreciate you providing the information and returning it, at your earliest 
convenience, directly to the address shown above. All questions must be answered.

Birth date (mm/dd/yyyy)
m/ov 

Return to address listed above.

n0 gf>b GOUfx Uf•

Medical Quality Assurance Commission ,
FOBOX47866 ‘

' Olympia, WA 98504-7866
A-L 360-236-2765 
M-Z 360-236-2767

To: Post Graduate Thilnlng Program Director

‘P'ggjO t

 _______________________________________

^ojr\ ^€^0 , cjft

Applicant Name (Print or type)

Signature of atffcant zi

TpigtatjrS______________________________

Applicant Name (Print or type)

from Beginning date fmontw&yaan 

inthefieldof _

2. At the time this individual was in training, was this program accredited through the accreditation council for 
graduate medical education, the Royal College of Physicians and Surgeons, or the college of family 
Physicians of Canada? ^^Ves  No
If no, does this program qualify the applicant to become board certified?  Yes  No

3. Was the participant ever placed on probation, restricted, suspen^d, terminated or requested to 
voluntarily resign his/her participation in the program?  Yes I^No

If yes, please explain ________________________________ _



FAX: (601) 987*4169TELEPHONE: (601)M7-3076
%

MISSISSIPPI STATE BOARD OF MEDICAL LICENSURE

VERIFICATION OF MEDICAL LICENSURE

October 20.2014

Degree: M.D.

Year of Graduation: 2002

Z
This license information was last updated on: 10/20/2014

This is to certify that the records of the Missistippi State Board of Medical Licensure indicate 
the following information;

If public record is indicated, submit a request for records to the following email address: 
mboardi^msbml.state.ms.us.

Reinstated Date: 
Date of Expiration Prior 

to Reinstatement;

License Number: 18736 
Issue Date: November 8,2004 
Expiration Date: June 30,2016 
Public Record: NO

Sincerely,

H. Vann Craig, M.D.
Executive Director

MD/DO School: University of Texas Medical Sch

Specialty: OBSTETRICS AND GYNECOLOGY (Not Primary Source Verified)

CyprMS RMge Building -1667 Crane RMge Drive, Suite 200-B Jackson, MS 3S216 
www.msbml.state.ins.u8

101 Bodin Circle 
David Grant Medical Center 
Travis AFB 
Travis AFB, CA 39534

Physician Name: Carta E Torres 
Date of Birth: 12/04/1976 
Primary Practice Location:
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MDHealth

Hospital Name 

Address

 

P>ki eTs/re^ Ubte
Applicant Name (Print or type) '

1.

KSignature
Return to address listed above.

r Title
bycr

Address »

Phono 

 

Date 

20K-Feb-04 03:19 PM CHG Healthcare Services 8019304525
4

5. Has a report concerning the applicant ever boon sent to the Nat^ 
Integrity and Protection Data Bank by this hospital?  Yes _

tl Practitioner Data Bank or the Health Care 
No

MiuaMn^oeNiaM

’DECEIVED
Mediod Quality Assurance Commission ’to 0 § 201S
rOBnx47B66 _

M..'Z3fi(l-236-2767 ^MMlSSlQN
To: Hospital Administration (Excluding post graduate training hospital privileges)

MtV-e. Z>'Cz\iViX<aiA ______
 MlA) M- Izfk AFg^ AilZ

3. Has the applicant ever been asked to resign? □ Yes ^l^^No If yes. please explain 

RE: Verification and evaluation of privileges ______
I am applying for a license to practice medicine In the state of Washington and before my application can be 
reviewed, a verification of my employment, with evaluations, is required. I am authorizing the release of and would 
appreciate you providing the information directly to the address shown above at your earliest convenience. All 
questions must be answered.  
Applicant Name (Print or type)

Signature of applicant

_ has/had admitting or specialty privileges at

this hospital from I ~ I ,________to 6'-5H2Z)L2- .
2. Have those privileges ever been rcstric®?^suspended or revoked by the medical^stafiPor administration?

 Yes No If yes, please explain_____________________________________________________

Birth date (mm/dd/yyyy)

  

4. Did the applicant ever resign in lieu of or to avoid adverse action? □ Yes ^No If yes, please explain 

itl^l 
.211________ ____

_ □ 'EU/ J-N___



4

4 February 2015

SUBJECT: Privileges Verification Major Carla E. Torres, M.D.

3. If you have any questions please do not hesitate to contact me at the information listed below.

2. Dr. Torres’s medical liability was covered by the Federal Tort Claims Act at our Federal 
Facility while she was on staff. To the best of my knowledge there is not any derogatory 
information, adverse actions, or malpractice claims on file. Aside from this we are unable to 
provide any additional information.

DEPARTMENT OP THE AIR FORCE AND
NELU8 AIR FORCE BASE, NEVADA

FROM:
99 MDG/SGHQ/Credentials Office 
4700 Las Vegas Blvd North 
Nellis AFB, NV 89191-6601

MEMORANDUM TO:
WASHINGTON MEDICAL BOARD
ATTN: Medical Section
111 Israel Rd. SE
Tumwater, WA 98501
360-236-4300 Phone

1. Major Carla E. Torres, MD was an active medical staff member, in good standing, of the 
Mike O’Callaghan Federal Medical Center, Nellis AFB, Nevada 89191-6601. She was fully 
credentialed and privileged in the specialty of OB/GYN Physician, from 7/1/2005 until 5/31/2012 
expiration date with admitting privileges.

Respectfully,

ELIZABETH I. RABBE, Ctr., USAF 
Medical Staff Professional
99 MDG/SGHQ
Nellis AFB, NV 89191-6601
702-653-3455 Phone
702-653-3398 Fax



/ MD

Address

1.

3. Has the applicant ever been asked to resign?  Yes No If yes. please explain 

4. Did the applicant ever resign in lieu of or to avoid adverse action? DYes No If yes, please explain

/

Title 

DOH 6S7-017 April 2014

Birtti date (mmMd/yyy^

j Jf*-, 
* t .

’■ RECS?'’,

Signature  
Return to address listed above.

RE: Verification and evaluation of prMlegea
I am applying for a license to practice medicine in the state of Washington and before my application can be 
reviewed, a verification of my employment, with.evaluations, is required. I am authorizing the release of and would 
appreciate you providing the infomiation directly to the address shown above at your earliest convenience. All 
questions must be answered.
Applicant Name (Prim or type)

Signature of applicant

a 5 28-. J

Address bcs 

Date Phone 

MedUad Quality Assurance Gunmission 
FO Box 47866 
dympU WA 98504-7866
A-L 360.236-2765 
M-Z 360-236-2767

To: Hospital Administration (Excluding post graduate training hospital privileges)

Hospital Name l^€iel'«otJ5 iC-*^

loy gea.v Cird-e <\Fg> >

 iSa^ad admitting or specialty privileges at  
Applicant Name (Print or type) 
this hospital from \ to -Y__________

2. Have those privileges ever been restH^Sfykispended or revoked by the medfca^sSJf'?? administratioh?

 Yes g[ No If yeSi please explain :__________________________________

5. Has a report concerning the applicant ever been sent to the National Practitioner Data Bank or the Health Care 
Integrity and Protection Data Bank by this hospital?  Yes No____________________________

\gaxx ^-S_________

lo- n- tow

?{f-

I



CompHealth,
I

VERIFICATION OF H =»ITAL PRIVILEGES / AFFIUATION

To Whom it May Concern:

X

j2oinpHeaHh.com° I800.453:3030 .1 866.588.1627

Jon Arnell | Licensing Coordinator 
CompHealth Locum Tenens
Direct Line: (801) 930-3418
ion.arnell@comphealth.com

Thank you for your assistance. Please let me know if you have any questions. 
Sincerely,

David Grant USAF Medical Center 
101 Boden Circle
Travis Air Force Base, CA 94535

Carla Torres, is applying for licensure in the state of Washington. 
Please complete the following:

PO Box 713100 
Salt lake City, UT 8417V3100

1. Enclosed form verifying Privileges/Affiliation held for the time period of 06/2011 to 
08/2014.

2. Send to the medical board using the prepaid FedEx air bill I have attached. The 
board will not accept email or faxed fornis.

6440 S.,Millrock Drive, Suite 175 
Salt Lake City. UT 84121

PERSONAL DATA
Name: Carla Torres
DOB: 12/4/1976
SS#; 
Dates of Affiliation: 06/2011 to 08/2014

Washington Medical Board
111 Israel Rd.
Medical Section
Tumwater, WA 98504
I have attached a form signed by the doctor authorizing the release of this information.

22 Licensee SSN
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•5

Primary Office Address

1-619-702-8343Phone

Birth date 12/04/1976

Physician's major professional activity OFFICE BASED PRACTICE

Self-designated practice specialty OBSTETRICS & GYNECOLOGY (primary)

AMA membenhip status NON MEMBER

All information from this point forward is provided by the primary source

Current and/or historical OTI information

05/0S/2006 10/04/20141457309726 NOTRPTDNOT RPTD NOTRPTD

Current and/or historical medical school

P:ige I of 5AMA flies chcvkud 11) 'J-2<il4 iS.dSJy AMA I’liysiciiin I’lofjk' for Caila Llisse'l'ciix’s MR

by ilie .Aoiv'i tciii Mediciil A;>si'ciatioii

Degree Awarded: 
Degree Year:

350 K ST
SAN DIEGO CA 92101-6975

National Provider 
Identifier (NPI)

UNSPECIFIED (secondary)
Seff*etosfgnatod practice spedt^s (SOPS) listed on the AMA Physician ^ofUe do not Imply recognition or endorsement of any field of 
rrtedical practice by the Association nor does it imply verification by a member board d the American Board of Medical Speclaltlea (ABMS) or 
that the physician has been trained or has special competence to pracfice file SDPS.

Name and Mailing Address 
CARLA ELISSE TORRES MD 
4700 LAS VEGAS BLVD N 
NELLIS AFB NV 89191-6600

UNIV OF TX MED SCH AT HOUSTON, HOUSTON TX 77225 
Yes
2002

Enumeration
date

Replacement Last reported 
number date

i- : L.,:'

Deactivation
date

Reactivation
date

A M I II ic* M Mi L»l C Al  
, A j I rAt 'ON SO

»•

' 'I
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%

AMA

zdic^^^ca\

Current and/or historical medical licensure

Jurisdiction Status

/ACTIVE UNLIMITED 09/17/2014MD
INACTIVE RESIDENT 09/17/2014MD

PiijiC 2 of 5AMA files cheeked I’hy.sickin Profik Ihr (jiila lilisseMl)

’’ 2014 by liie AfiK'fican Meutcal .•\>snciaiitiii

MD/
DO

Current and/or historical post graduate medical training programs accredited by the Accreditation Council for 
Graduate Medical Education (ACGME)

MISSISSIPPI
MISSISSIPPI

11/08/2004 06/30/2015
10/09/2003 11/30/2003

Ifyou hav9 discrepant information, please submit a Request for Investigation to the AMA so that we may verifo the information with the 
primary saurce(s). See the last page of this Profile for instructions on how to report a data discrepancy.

ECFMG Certflcation 
Applicant Number
The Educational Commission for Foreign Medical Graduates (ECFMG) applicant identification number does not imply current 
ECFMG certification status. To verify ECFMG status, contact the ECFMG Certification Verification Service online at 
hrtos;//cvsonline2.ecfme.ore/

Expiration
date

License
type

Date 
granted

AMERICAN
MEDICAL
ASSOCIATION

Last 
reported

Beginning with the 2010 cycle of the National GME Census, post-graduate training segments will include the name of the proffvm 
attended in addition to the sponsoring institution. Program-level information prior to 2010 will not be available for reporting. Future 
training dates, as reported by the program, should be interpreted as "in progress" or "current" with the projected date of completion. 

Post-graduate training performed at accredited osteopathic institutions or in Canada are updated on the AMA Physician Masterfile only 
upon verification by the program. US licensing authorities accept graduate medical creation from both entities as equivalent to training 
performed in a US program accredited by ACGME.

Sponsoring Institution: KEESLER MEDICAL CENTER 
Sponsoring State: MISSISSIPPI
Specialty: OBSTETRICS & GYNECOLOGY
Dates: 07/2002 - 06/2005 * (Verified)
*Prpgn»»} reports partial training completed at this institution. Please review final postgraduate training segment(s) Io 
determine completion.



UJS. Drug Enforcement Adminhtration (DEA)

Schedule Address:

None Reported

Oniy the fast three characters of active DEA numbers are displayed

Specialty Board Certification

Duration Occurrence

Page 5 of 5AMA Illes cheeked AMA I’hy.sician Pi-olik Gir Carla l-JisscTorre’* Ml)

<■ 2U14 by ilsc .Amci tcan Medical A»>ociati>)i!

Many states require their own controlled substances registration/license. Please check with your state licensing authority for 
requirement information as the AMA does not maintain this information.

12/31/2013
12/16/2012
12/31/2011
1231/2010
12/31/2009

The AMA Physician Profile has been designated by the ABMS as an Official ABMS Display Agent of Member Board 
Certification data. Therefore, the ABMS Board Certification information on the AMA Physician Profile is considered a 
designated equivalent source in regard to credentialing standards set forth by Joint Commission. The AMA is also an 
NCQA-approved source for verification of medical school, postgraduate medical training, ABMS Board certification, and 
Federal DEA registration.

Specialty Board Certification(s) by one or more of the 24 boards recognized by the American Board of Medical Specialties 
(ABMS) and the American Medical Association (AMA) through the Liaison Committee on Specialty Boards, as reported by 
the ABMS:

TIME LIMITED
TIME LIMITED 
TIME LIMITED 
TIME LIMITED
TIME LIMITED

12/31/2014
12/31/2014
1231/2014
12313014
12/313014

10/033014
10/033014
10/033014
10/033014
10/033014

Certifying board: 
Certificate: 
Certificate type:

AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY 
OBSTETRICS & GYNECOLOGY
GENERAL

Last Reported
date

RE-CERT
RE-CERT
RE-CERT
RE-CERT
RE-CERT

Expiration
Date

Reverification
Date

Expiration
date

Elective
Date

DEA 
number

Last Reported 
Date

mMAK
A M E R I C A N 7 
MEDICAL 
ASSOCIATION



<
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AMAJg

OccurrenceDuration
10/03/2014INITIALTIME LIMITED 12/12/2008 12/31/2014

Page 4 of 5AMA files cheeked AMA Physician Profile foi-Ciida lilisstf Toiro MI>b).'9/:(ll4 15:08:2')

2’»14 by ihc Amcncaii Mcdknl Asj-nciation .

To date, there have been no Medicare/Medicaid sanctions reported to the AMA by the Department of Health and Human 
Services.

To date, there have been no federal sanctions reported to the AMA by any branch of the US military, the Veteran's 
Adminstration or the US Public Health Service.

For certification dates, a d^ault value of "01" appears in the day or month field if data were not provided to AMA. Please contact the 
impropriate specialty board directly for this information.

This information is proprietary data maintained in a copyrighted database compilation owned by the American Board of Medical 
Specialties (ABMS). Copyright 2014 American Board of Medical Specialties. All right reserved.

AMERICAN
MEDICAL
ASSOCIATION

Certifying board: 
Certificate:
Certificate type:

AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY
OBSTETRICS & GYNECOLOGY
GENERAL

Action notifications
To date, there have been no actions reported to the AMA by any US state licensing agency.

Expiration
Date
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Date

Effective
Date

Reverification
Date
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AMA'

Fax: (312)464-5900

If you have any questions or need additional information about the AMA Physician Profile Service, please call (800) 665-2882.
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The content of the AMA Physician Profile is intended to assist with credentialing. An organization's appropriate use of the data 
contained in the AMA Physician Masterfile meets selected primary source verification requirements of the Joint Commission, the 
Accreditation Association for Ambulatory Health Care (AAAHC) and the American Accreditation Health Care Commission 
(AAHCC)/Utilization Review Accreditation Commission (URAC). The AMA Physician Masterfile is also an NCQA-approved 
source fix verification of medical school, post-graduate medical training, ASMS Board Certification and federal DEA 
registration.

If any of the data in this Profile is believed to be incorrect, please log onto our website fwww.ama-assn.org/go/amaprofllesl 
and go to the order detail page. Select the D’ following the physician's name and enter the data in questions. Or you can mark 
the issues on a copy of the profile and mail or fax to:

Additional Information
To date, there is no additional information for this physician on file.

AMERICAN
MEDICAL
ASSOCIATION

American Medical Association 
Division of Database Products 
Attn: Physician Products Portfolio 
AMA Plaza
330 N. Wabash Ave., Suite 39300
Chicago, IL 60611-5885
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PRACTITIONER PROFILE

AsofDate:10/9/2014Prepared for:

BOARD ACTIONS

To date, there have been no actions reported to the FSMB

LICENSE HISTORY

1

PDC

Year of Grad: 
Degree Type:

PHYSICIAN 
DATA CiNTER

Washington Medical Quality 
Assurance Commission

PLEASE NOTE; For more infonnatiod reoarding (he above data, please conlacl the reporting board or reporting agency. The information 
contained in this report was supplied by the respective slate medical lx>ards and other re^rorting agencies. The Federation makes no 
representations or warranties, either express or implied, as to the accuracy, completeness or timeliness of such information and assumes no
tesponsibility fur any errors or omissions contained therein. Additionally, tlie inlotmation provided in this profile rnny not he distributed, 
modified or reproduced in whole or in part without the prior written consent ol the Federation of Stale Medical Boards.

Last Reported
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[ ’ 400 FULLER WISER ROAD EULESS. TX 76039 | TEL(817)868 4000 | FAX (817)868 4099
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Jurisdiction
MISSISSIPPI

Expiration Date
6/30/2015

License Number Issue Date 
18736 11/8/2004

BOARDS

Carla Elisse Torres
12/4/1976
University of Texas-Houston Medical School 
Houston, Texas, UNITED STATES
2002
MD

PRACTITIONER INFORMATION
Name:
DOB:
Medical School:
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Mihelich, Joe D (DOH)

October 22, 2014

Dear Dr. Torres,

This is to acknowledge receipt of your application for your physician and surgeon licensure in the state of Washington.

If you choose to use email as vour wav of checking on vour application, that may be done at anv time.

Sincerely,

1

From: 
Sent: 
To: 
Subiect:

Please note: while this information was contained in the application packet you had been sent and is stipulated in 
Washington Administrative G>de (WAC) 246-12020(3), let me reiterate that upon approval, your initial license will be 
issued only to your next birthday after the approval date - unless your birthday falls within 90 days of approval, in which 
case it will expire on your second birthday following approval.

If you have any further questions or need additional information, send an email me at ioe.mihelich@doh.wa.gov, or 
write to me at Department of Health, Medical Quality Assurance
Commission, P 0 Box 47866, Olympia, WA 98504-7866.

Joe Mihelich
Health Services Consultant 1
Medical Quality Assurance Commission 
PO BOX 47866
Olympia WA 98504
360-236-2767. phone
360-236-2795 Fax 
Website: www.doh.wa.gov/Medical
Email: ioe.mlhelich@doh.wa.aov

Mihelich, Joe D (DOH)
Wednesday, October 22,2014 4:13 PM 
'carla.torresmd@gmail.com'
missing items Torres

MISSING ITEM(S>
FBI FINGERPRINT (packet sent) 
TRANSCRIPTS
POST GRAD TRAINING VERIFICATION 
USMLE SCORES
HOSPITAL VERIFICATION (both)
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Temporary Permit Request
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Signature •X •

>Pa8e1<rf2DOH 657-100 Apni 2014

state

•4- *4 *

2.
3.
4.
5.
6.

r

I hereby request a one time only temporary permit I understand that the temporary 
permit shall expire upon the issuance of a full license, initiation of an investigation by 
the corprnission, oi?99 days, whichever occurs first.

Note: Fees submitted with application for initial credentialing, examinations, renewal, 
and other fees associated with the licensing and regulation of the profession are 
non-refundable. See WAC 246-12-340

•Ji? '

Date '

z2-/oy//?7^ 
Date of birth

ti* " .H......For Office uiw only : 
□Approved i
□ DSsaf^rqved

’ J

. • li’

Signaiure t

C^r I 
Print or type full name

Mailing address' *

CHy Zip Code

Generalinformation .
Must be licen^d in a recognized jurisdiction. See list on page two.
A temporary permK may be issued upon receipt of the following: 

Completed application form.
If any personal data questions 1-15 have a positive answer, it has to be 
reviewed by the commission’s designee.

Temporary permit request form.
Application and temporary permit fees paid. 
A clear Federation .of State Medical Boards (FSMB) data bank clearance report. 
A clear American Medical Association Profile. 
Written verification from ALL states in which the applicant was or is licensed.

• -I,-- •.'iy.-."'' 

■*.•1 ■>

•IReview date



Thompson, Dawn (DOH)

January 12,2015

Dear Dr. Torres,

MISSING ITEMS

If you have any further questions or need additional information, please contact me.

Sincerely,

SkutM

1

Please note: while this information was contained in the application packet you had been sent and is stipulated in 
Washington Administrative Code (WAC) 246-12*020(3), let me reiterate that upon approval, your initial license will be 
issued only to your next birthday after the approval date - unless your birthday falls within 90 days of approval, in which 
case it will expire on your second birthday following approval.

Need medical school transcripts
Need USMLE scores
Need all postgraduate training verifications
Need all hospital privilege verifications for the past 5 years

Upon receipt of the above items, your application will be considered complete. Depending on the complexity of the 
application file, the review process may take 3 to S working days for routine applications, an additional 14 working days 
for applications considered non-routine to be reviewed by a Commission Member, or, if your application contains 
derogatoiy or disciplinary information, it may need to be reviewed by the Full Commission, which are reviewed at a 
Commission meeting for final disposition.

Thompson, Dawn (DOH)
Monday, January 12,2015 10:12 AM 
'carla.torresmd@gmail.com' 
Pending MD license #MD.6O514581

Dawn Thompson
Licensing Manager
Medical Quality Assurance Commission
PO Box 47866
Olympia WA 98504-7866
360-236-2766
Dawn.thompson@doh.wa.gov

As of this date, our records indicate the following items still have not yet been received in support of your application for 
a physician license. In order for us to continue to process your application, we will need the documents listed below.

From: 
Sent: 
To: 
Subject:



Total Number of Redactions in Document: 13

Redaction Reasons by Page

Page Reason Description Occurrences

1 23 LicenseeAddress

RCW 42.56.350(2): Health professionals.   
(2) The current residential address and 
current residential telephone number of a 
health care provider governed under 
chapter 18.130 RCW maintained in the 
files of the department are exempt from 
disclosure under this chapter

1

1 22 Licensee SSN

RCW 42.56.350(1): Health professionals. 
(1) The federal social security number of 
individuals governed under chapter 
18.130 RCW maintained in the files of the 
department of health is exempt from 
disclosure under this chapter

1

7 22 Licensee SSN

RCW 42.56.350(1): Health professionals. 
(1) The federal social security number of 
individuals governed under chapter 
18.130 RCW maintained in the files of the 
department of health is exempt from 
disclosure under this chapter

1

7 23 LicenseeAddress

RCW 42.56.350(2): Health professionals.   
(2) The current residential address and 
current residential telephone number of a 
health care provider governed under 
chapter 18.130 RCW maintained in the 
files of the department are exempt from 
disclosure under this chapter

7

14 22 Licensee SSN

RCW 42.56.350(1): Health professionals. 
(1) The federal social security number of 
individuals governed under chapter 
18.130 RCW maintained in the files of the 
department of health is exempt from 
disclosure under this chapter

1

17 22 Licensee SSN

RCW 42.56.350(1): Health professionals. 
(1) The federal social security number of 
individuals governed under chapter 
18.130 RCW maintained in the files of the 
department of health is exempt from 
disclosure under this chapter

1

28 22 Licensee SSN

RCW 42.56.350(1): Health professionals. 
(1) The federal social security number of 
individuals governed under chapter 
18.130 RCW maintained in the files of the 
department of health is exempt from 
disclosure under this chapter

1

Redaction Date:  8/15/2022 6:54:56 AM
Redaction Log
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