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2) Answer epplicable questions. OCCA sen «s. 150.00 RES. ..
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o , DEPT, MMERGE & CONSUMER AFFAIRS STATE OF HAWAI
. RENEW/L APPLICATION . ‘noressnomt & VOCATIONAL LICENSING DIVISIO
P.O. BOX 3489, HONOLULY, HI 98801

This form is for the renews! of your license for the next (icense period FEB 9% - JAN 96 .
Instructions & information sre on the enciosad sheet. DO NOT USE THIE FORM AFTER JAN 31 %6
BOARD OF MEDICAL EXAMINERS PHYSICIAN

% LICENSEE'S NAME & ADDRESS Of RECORD. *'

: Marilee Ann Hanson Cuteren &-&M/

: Marilee Ann Hanson, M.D.
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2)  Are there any disciplinary sctions panding agsinst you? Yes

3 In the past 2 yeors have you besn convicted Of 8 Crimml.ciscirerreriirrmmereanssasrosmnnssiisssessniasecsns Yeos
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4) If response is 'Yes' to Question #3, has ths conviction besn annulled or sxpunged? NOF Qﬁhfﬂ% No
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DEFICIBENCY NOTICE - Records Update

Return all required items with this notice to:
Date: 4/6/95

- Board: ©f Medical Examiners

DCCA, PVL Licensing Branch
1010 Richards St., P. O. Box 3469
Honolulu, Hawaii 9680171

Your request to restore your medical license MD-8555 is being returned or
winboatd due to the following deficiencies listed below. Submit the required items tmmediately
to process the changes on your records.

( ) Signature of Licensee

{ ) Provide a residence/mailing address

(XX) Under/@mexfNo Payment. Submit the required fee of $ 290.00 .
Make check payable to COMMERCE & CONSUMER AFFAIRS

) Check written incorrectly:

) Form must be signed and notarized

) Fax/Photo copy of the letter or document is not acceptable, Submit the original.

) Submit a photocopy of the name change document (marriage certificate, name change
decree, etc.) to change your name from to
or complete the enclosed "Name Change Affidavit® form.

) Complete the.enclosed application to relocate your business address,Submit with the
required (highlighted) items on the instruction sheet,

) Submit a copy of the "Application for Registration of Trade Name* which has been file-
stamped and accepted by the Business Registration Division, Commerce & Consumer Affairs.

) Your employer is not currently licensed )

) Submit a letter of hire signed by your new employer

) Submit a-letter of termination signed by your new employer

) Signature of employer is required

) Bond/Insurance is incomplete. Indicate the following:

) Submit the "Client Trust Account® letter

) Complete the enclosed "Principal RME Designation” form.

) Submit a 'sanitation clearance’ issued by the State Department of Health attestlng that the
shop meets all sanitation and public health requirements.
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( ) Unable to locate your files. Provide us of your license number.
( ) Respond no later than : for the changes to be backdated.
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APPLICANT

CHIEF OF STAFF or ADMINISTRATOR OF HOSPITAL

Numa (First-Middia) {LAST)

©/a\ — piowant /a3

To: CHIEF OF STAFF or ADMINISTRATOR OF HOSPITAL

| am applying for a license to practice medicine and surgery in Hawaii. The board raquires this form be complated by the Chief of Statt or
Administrator in esch hospital where | have held, or applied for, priviicges, consuftation or teaching appointmenis or sarved in an internship or
residency during any pan of the 3 years proceding my application. This request relates (o a background investigation that must be compleled prior
10 my baeing considered for a Hawai licenss.

This is your authority o release any information, filss, or records, favorable or otherwige, requasied by the Hawaii State Board of Medical
Examiners in connection with my application. Please compiole the following questionnaire and PLEASE SUPPLY COPIES OF INFORMATION IN
YOUR REC@DSthawouldwwmmnwmmwnmmmmemwwecnymmmmmmm
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NOTE: Thﬁorm wiil be used to evaluate the past conduct and competency of the applicant. Any derogatory Information reported
on this form may, out of nacessity, be shared with the applicant so that the applicant may respond to that information.

Please lype your responsas. Answer yas/no quastions by underlining your answer.

A. POSTGRADUATE TRAINING:
. 18 the applicant, or has the applicant been engaged in postoraduate your ram? ........ @NO

: LRI T Rmire, Wl (e

3. Hasmeprogramevermdeausotorestnct.w tatmmm oraskiuevamtarytesonamnd
s (o)

applicant's parlCipalion in e PIOGIAM? . .. ..ttt vveieeinoaronsanasrasantoarorosnoanatsssessnas
i responss “yes,” please explain and attach copies of material from your records:

B. HOSPITAL PRIVILEGES:
1. Were privilages exiendad 0 the applicant? .. ... ... . i) o i g s g e s e e @ NO

2. Ploass gve start and ond daeesand s pgess (o[ 24 (41 1D PREEHT

3. Was applicant rajoctod privIlOgBST .. ...ttt e s ee e i ey YES NO
If response “yes,” please explain and afiach copies of material from your records:

4. Woere privilages ever limilod, revoked, suspendod or restictad? .. ........cvveiuvirnainrnaraiisaasaan YES NO
If response ‘yes,” piease explain and attach copies of material from your records:

C. SAFE PRACTICE COMMENTS:
1. IsmeremﬂmngmmﬁhawhctwaxddcallmquﬁmWaaﬂldybuMywmﬁceMnm? ...... YES @

if response “yas,” please axplain:

2. Derogatory intormation, if any:

PLEASE SUPPLY ANY COPIES OF INFORMATION IN YOUR RECORDS THAT WOULD PROVIDE FURTHER INFORMATION.

Dale 9-21-93 Q’NQMM M ‘-Q /1“’?

ﬂ Bignature of Chiel of Stall or Administrator

vame |\ JMES T, OTVINELL, (VD

Title TN PEENES
HOSPITAL SEAL Hospital _UW\{ 5 CXUERN A S FZAYVASKO
(I none, please so indicate.) Address %W fﬁﬂ/ﬁ K\IES . %x 0Lfl D

N AreviCised. (N 4414
Phone No. (A5 ) Ao~ A







STATE OF CALIFORNIA—STATE AND CONSUMER !!RVICES AGENCY

PETE WILSON, Governor

MEDICAL BOARD OF CALIFORNIA

: Bhade of

Dupartmen of 1426 HOWE AVENUE
C " SACRAMENTO, CA 95825-3236
Aflairs

(916) 263-2653

November 4, 1993

Hawaii Medical Examiners
P. O. Box 3469
Honelulu, HI 96801

TO WHOM IT MAY CONCERN:

This is to verify that Dr. Marilee Ann ivH’al:ffs—c;ﬁ-f born on _
’

was issued California physi€ian arnd-surgeon’s certificate

on 6/28/93, based on National Board Credentials. The license is
current and renewal fees are paid through 10/31/94. There is no
current record of accusation and/or disciplinary activity.

To expedite the verification process, the above is the
format used by the Medical Board of California.
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FEDERATION. DISCIPLINE REPORT - PHYSICIAN

TO THE APPLICANT: All applicants for license are required to provide evidence that their
evidence is the completion of this report by the Federation of State Madical Boards.

Complete the APPLICANT section and mail this form to: Federalion of State Medical Bo

6000 Wastern Place, Suite 707
Ft. Worth, TX 76107

{Atin: Barbara Raines)

Phone: (817) 735-8445

/ LAST NAME {CAP(TAL LETTERS]), First, Middle Birthdate
c OPNSON | MAREE ANN
ool of Gradualion & Branch Locatiof e~
% STANEORLD UWMNIVERST SCTHOAL oF Medfdh o NE 6/91
= | authorize the Federation of Slate Madical Boards to indicate on this form if there is any previous or pending disciplinary action against my
& licensas in any slata. :
pas ___ 2[15[93 C /&WM&WWMM
Signature of Applicant .
TO THE FEDERATION: Plsase indicale bslow if there is any previous or pending disciplinary action against any licensas of the above-named
individua!.
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PLEASE RETURN THIS FORM DIRECTLY TO THE HAWAIl BOARD OF MEMICAL EXAMINERS. OUR ADDRESS BELOW MAY BE USED FOR MAILING IN A
LEGAL {#10) WINDOW ENVELOPE:

Board of Modical Examinors

DCCA, PVL Licensing Branch

P. 0. Box 3469

Honolulu, Hi 96801
MD-07 183

. One_form of









