BOARD OF MEDICAL QUALITY ASSURANCE
1430 MOWE AVENUE
SACRAMINTO, CA 93823
(P18) 7208411

APPLICATION FOR PHYSICIAN AND SURGEON'S
EAAMINATION OR LICENSURR

Reod all Instructions prier io ploting this appikarion. All questions on this appl

b Pr

be amwered, ond all supporting documents must bo submitted with this opplication par

poper.

i. Noma: tow Middie

m<Cen) TIRD

2, Other nomes yov have vied: 3. Secial Sewrity Number

A, Address:  Numbeand Sm

7.5“!0 Remate
[B” mch

9. Have you ever filed on o incti i in California? [ v, BNeo

H YES, grve date of priviesn epprivceten:

o
]

10. list name ond address of ol colleges or univenities attended other thon sch
roceived

. Submit on official franscript from each school ded
Peried of Atrendoncs

Nome Address from (Wo/¥) | To (Mo/¥r)

|
STAXNSeeD  unhv STANEIRD , ¢ . a/ 74 : (pls-,

NON-MEDICAL
EDUCATION

11, Ust name and addreas of oll schools where prof | medicol instruction was received. Subnit an original Certificare of
Medical Edwcation ond officiol tronscripts from eoch school attended.

Ploco Yhere Peried of Attendaono
Namo Addrma Instruction Recoived Hrom (Mo/T1) To {Mo/Yr)

Shamclnd Um’mﬁ;‘ Shmochnd A s.c_.a/../ cA /2 2/=8

.

LR

12. Doctor of Mediine Degres gronted by: (whmit eriginal medical diploma ond a photecopy) w7,
Nome of Medicnl School Addeon of Medicol Schoel tioct Drra of hworse 71,

Gnretonad Uy . Sdanctid  CA . 3/s1/5¢

07A-100 LA
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BMQA USE OMLY

13. HM yw mlwr any of the ‘ollowing 'mnen Qaxomi 1+ National Soards, ECFMG, FMGEMS, FLEX, MSKP, MCAT, other WRITTEN
- - i ? Yoo N . - - EXAMINATICN
-‘" u\_'!_s.lungn.mm-.am.a Submit cernts 1 scacws from each ageney.
': Nome location Date Result
- M AT Ramt, ITALY 19 % Passed
& w5 Sut T Stimdd, ¢4 Uirsy fosed
'~; ‘ nt YI‘J' oy S,wtz?gn-‘u e -.f-JS'*-J
NG Sut I Codv e <y yrr i/
- 14, Haveyour d qualilying postgrad training in U.S. or Canadian facilities? EJ’m O w~ POSTGRADUATE
It YES, list nome and addrns of il {ociites. SYbmit on oricinal Cartifkats of Compietion of ACGME Po Trowing (Form L) from moch focikty. TRAINING
Name Addreza Type of Servico P T
S'Mm Clara Vuud’- Mebent Ceunder Lnlern /88 ] 1/5“7 E]/
3 4 SAw Tesd c A 0
a
c
4 15, Have you been licensed 1o practice medicing in any stats or covntry? O ve (=™ UCENSE
mmmhmmvmd:ﬂwwmdmm-hmw.pnmtwm Submit a Letter of Good Stondng from DATA
R Do ol Proches n g Agmoysferndienon | 100 CE
State or Covntry License Number Date of | Srom (Mo Yo} To (NO/Y0
i iy
: [ |
: o 0
O

N

16, Hos ony disciplinary action ever been taken regarding any healing orts license which you now hold or have ever held?
ry actions by the U.S. Military, U.S. Pubiic Health Service or other U.S. federcl governmental entity.

Ifyws, give detol betow Q‘O@é{}a .
Srame Don Chorge Dhparlion )
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§

VALY CTYHY CONMIA
HOA LT C 1 0wrs

,”Mnmbﬂ'%\‘ Nabnse, ptrmluhnlopmmm
examination in any state, country, or U.S. federe! juridiction?

If yws, give detaita below,

Stata or Country

18. Have you been charged with unprofessional condvet ar @ny other unlawful activity by any healing orts licaming authority

or by the itary and are awaiting fincl diposition by that bedy?
If yws, pleate expioin on o seporate sheet of poper.

1 arily surrendered a licensa 1o proctice in the heaiing orts in another state?
If yes, plece exapinin on n separste shert of poper.

20, Heve you ever had s 4 & ital denferd, 3perdod or ravoked, or resigned from @ medical sraff in licu of
disciplinary action? It yu, pleve e2p%0m on o reporate sheet of poper.

21. Are you past, eddicted 1o or treated for addiction to lled sub such a3 narcotics or
alcohol? 1l yws, piecne tipioin on @ Mporame sheet of popar,

22. Hmywmrbmconmdclorpkdnalommmmommmdmfmgl ing to the
, distrib of dispeming of Nodd ah or to drug addiction?

il yos, give detoils below.

Viokation and Location Penalty or Dispositon

23. Have you aver been convicted of, or pled nole <hre to any off isd or felony of any state, the United

M ntry? (except violationa of raffic laws resutting in fines of $75.00 or less.)
H yoe, give detanla betow: .

Vielation ond Location Oote Penolty or Dnpaiition

Yov are n«."w’Lrodfo list any conviction that has been et wide andd diamissed vndar Section 1203.4 Penal Coda or under any other
provision of law.

“'Disclosure of your social sacurity ber it datory. Seaion 30 of the Business and Professions Code and Pub. L. 94-455
(42 U.S.CA 405 (c) (2) (C)) autherizes coltection of yoor social security number. Your soclal sccurity number will bo used
by for « Hf you {ail to disclow your social security numbar, you will be reporied fo the Franchise

Tax Boord whn(h oy Qaess 5100 pmlry against you."”




[P RN 2o/ RN

1 heredry declare under penalty of perjury under
the kewn of fhe State of Califormia, *at the photo
of myiet! attache hereto, woi taken

on or obowt

NOTE: Allitemsin !hn oppheduon are mendmoq; none are voluntary. Failure to provide any of the requested information will resvlt in the application
being rejected as plete. The i ided will be used to determine qualification for licensure, per Section 2080 of the Business
ond Professions Code which authorizes the coll«hon of this m!ormcmon Information regnrdmg the issvance or denial of a license by the Loord
may be tranymitted toony other medical licensing authority or the F of State Medical Soards. Appli have the right $o review thair
application subject to the provisions of the Informatien Practices Act. The Program Manager of the Division of Licensing is the custodion of

records.
STATZ OF C AR N D )
COUNTY OF SANTA S A RA ;
M Slan  M<Cyen being duly sworn, says —_he is the person referred to in

the foregoing application for a phyiician and surgeon's cartificate in California and that __he has carcfully read and thorovghly understands all the
requirements therein and that the stalements made herein and all attachments are true and correct under penaity of perjury undor the laws of the State
of California.

—He requests that the Division of licensing, Boord of Medical Quality Assurance, initiate @ raview of the records to detarming their cligibility for
eramination, postgraduate troining or licensure in California. In making this req ~he avth the release of any information or racords held by
any individual or agency, relative to their training ond qualifications m a physician and surgeon, upon request by the Board for use in evaluating their

AL, Beid W <Cll

Signaturs of opp\(on”n FULL (Do pot use IINITIALS ONLY)
7
day of %L/{C/ﬂ] ',é&/ .
Signature of Notary Public 7 ool e —A"“—/

Addeess 22, / 5:‘1’ )&Am/é’ %g‘w

(& 957

Signed and sworn to before methis

R S 1 4R
07A-100 :"/ : L EQ




! STATE OF ZAURORNA—STATE AND CONSUMER STn,iCLS AQDICY

DEPARTRVERT ¢ 8OARD OF MEDICAL QUALITY ASSURANCE @

1430 HOWE AVINLE, SACIAAENTO, CALIFORNIA 93823
(918) 256411

CERTIFICATE OF MZDRICAL SECUCATION

L MEDICAL SCHOOL: DO NOT COMPLETE IF PHOTOGRAPH OF APPLICANT/STUDENT IS NOT ATTACHED 3CLOW. J

Thiscortiiesthar M 1T A D MLl

' TS e OF APRICANG i

of enrolied in TANRRD anty. Schoat or Akslicy, '

. NAME OF MEITSCAL ICHOOR d

Stanford, CA 94305 30th September 31
- : T oatho day of e 1 9-v_u.—.
1 and was granted the lollowing credits on enrollment
! Promedicol Education. Two yeanaf preprofessional dary od , including tha subjects of

pPhysics, chamistry, and biclogy (Business and Pfolemom Code Seclon 2088).

[DUCAVLONAL BETIVIION Dares

Advonzed Credits. Credits previously obtained at an approved medical school.*

MEDICAL LCHOOL TOTAL CRaets ares
Tha undersi certifies that the recgrds of this i umnon show that __he el 4 this omm WUEe 05 -
recel vggdsur?'c‘le ours of medical InStruction and units of cred‘it e

resident W#Wmhsmmmnnmdm o af axhich 2 leost S0 porcsat.actual aisngpecg ivie-

quired, in the subjects set forth hereunder (Business ond Prof=ssions Code Section 2089), and that
B —howas granted the degree Bachelor/Doctor of Medicine by
O —he wnhdww from

the cbove vod hedical school on the_34ST___ gop ot_tarch 1088 _,

[/ Preventive medicine, inclucing Nutrition
%ﬁdﬂ&ﬁ?"’“ qoneiond. s & N o et in Soction 2090 am“‘s m:; nas hd
e G s o et B mw o g
%M‘Mw :'3:"?;’, fot 'mm ‘n\m\?ﬁ%““ Bigano0-

\\\e topics

Signed and m:%&?ﬁy@bﬂwd_om 1989 .
BY

PUDENT, RCRITAXY, DEAN
Joy Parker/As‘sistcnt Registrar and Recorder

Stanford Universicy
Madicol School Seal MUST Bg Imprinted Partially on the Photograph,

TRANSCRIPTS OF PREMEDICAL EDUCATION, ADVANCED CREDITS, AMD MEDICAL
SCHOOL CREDITS MUST BE SUPPLIED WITH THIS CGRTIFICATE

Iriv— I ML compivs ame of e furms, if Y
atonde,

o Thn Bk 19 ey b seads @l weod. ooy e

RIS
'




1430 HOWE AVINVE, SASRAMENTO, CAUFOENA 93623
(P16) 9204411

- BGARD QF MELICAL QUALITY ASSURANCE e T @

CERTIFICATE OF COMPIiETION OF ACGME POSTGRADUATE TRAIMING RN I

To be vompletad by the fadiity [or every medical scheol graduate corrpleting nostgroduats tralning in the United Stotes or
Conada, Du not completw if phograph of applicant is net attached below. Pirose 1ype or print.,

Thia Is to certify that. Milton B. McColl £

a graduote of Stanford University

e OF MADICAL FCHO0N
Santa Clara Valley Medical Center
in_transitional Year Program

formolly commenced an occredited p duate training program at

751 So. Bascom Avenue Sari Jose CA 95128

LG
on April 1 9. 88 and teted such training on November 24 19, 8S
This training consisted o1& thz of actual elinical imtruction and u approved by the Accrediation Council for Graduate
Medical Education (ACGME) or the Cocrdinating Council of Medicol £d of the Conodian Medikel Anvociation (CCME) ond
consisted of the following rotations:

(st rotatem completed, If service wat not ratuting, indicats fyps of straight irainieg performed. NOTE—Ta quakly for likensurs in Calilornia, Mollmmm

Whmhmmmplﬂcdmmimmmdpmmdmmwwnwmm ACGMF«CCM(M#M&\IMM' medicing, wrgery,

pediainicy, ond ob/gyn would normally sctivly tivn requirement.)

ROTATION LENGTH OF ROTATION

Medicine 3 months

Orthopedics 1 month

0B/GYN 1 month .

Pedfatrics 2 months

Emergency 1 month

General Surgery 1 month

Radiology 1 month

Rheumatology 1 month : ;
-Elective.. . 1 month : e

| heroby de<lare under penalty of perjury under the lawm of the State of Colifernia that tle
above siatements are true and wrrect and the facility is approved by the ACGME or the
CCMEto offer the type and levelof training complated by the applicant and that the appli-
cant was trained in an approved ACGME or CCME program pesition.

NAME Phillip M. Denaron, M.D.

OTCTOR OF MEDICAL IDISATION

IMA&@
e )
ADDRess __Santa Clara Valley Medical Center

751 So. 8ascom Avenue  San Jose, CA 95128

PHONE NUMBER

DATE /,/-tjov%r})er 24: 1982/

i A
SIGNATURE _,K/%M/-‘-__@Z L é




Application Summary

7/20/21 1:28 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:

Confidential Address
Warning:

Page 1 of 3

Physician and Surgeon G

68043

219570

Physician's and Surgeon's Renewal
14860907

07/20/2021 (mm/dd/lyyyy)

MILTON
BIRD
MCCOLL

** /** /****

Male

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

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

Financial Interest Disclosure Summary
Health-Related Facility Name:

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?

None



7/20/21 1:28 PM

| 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.

Family Physician Training Program Voluntary Fee

Would you like to contribute?

Attachments

Page 2 of 3

Physician Survey
Are you retired?

Activities in Medicine

Patient Care Practice Location
Telemedicine Practice Location

Patient Care Secondary Practice Location
Telemedicine Secondary Practice Location
Current Training Status

Areas of Practice

Board Certifications

Postgraduate Training Years
Cultural Background
Foreign Language Proficiency

Web Site Profile

E-mail;

Fees
Biennial Renewal Fee

DUE TO CURES FUND
StephenM.ThompsonLRP

No

Administration - 1-9 Hours

Other - None

Patient Care - 20-29 Hours

Research - None

Teaching - 1-9 Hours

Telemedicine - 1-9 Hours
Zip: 95035 County: SANTA CLARA
Zip: 95035 County: SANTA CLARA

Zip: County:
Zip: County:

Not in Training

Family Medicine - Primary

American Board of Family Medicine - Family

Medicine
4 Years

European

Cultural Background - Yes

Foreign Language Proficiency - No

Gender - Yes

$783.00
$22.00
$25.00



7/20/21 1:28 PM Page 3 of 3

Total Amount Due: $830.00

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:



Application Summary

6/8/19 10:41 AM

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 (Required)

Warning:

Confidential Address
Warning:

Page 1 of 3

Physician and Surgeon G

68043

219570

Physician's and Surgeon's Renewal
14635191

06/08/2019 (mm/dd/lyyyy)

MILTON
BIRD
MCCOLL

** /** /****

Male

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

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

Financial Interest Disclosure Summary
Health-Related Facility Name:

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?

None

I
1560015692568




6/8/19 10:41 AM

| 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.

Page 2 of 3

Family Physician Training Program Voluntary Fee

Would you like to contribute?

Attachments

Physician Survey
Are you retired?

Activities in Medicine

Patient Care Practice Location
Telemedicine Practice Location

Patient Care Secondary Practice Location
Telemedicine Secondary Practice Location
Current Training Status

Areas of Practice

Board Certifications

Postgraduate Training Years

Cultural Background

Web Site Profile

E-mail:

Fees
Biennial Renewal Fee

DUE TO CURES FUND
StephenM.ThompsonLRP

Total Amount Due:

No

Administration - None

Other - 1-9 Hours

Patient Care - 40+ Hours

Research - 1-9 Hours

Teaching - 1-9 Hours

Telemedicine - None

Zip: 95128 County: SANTA CLARA
Zip: County:

Zip: County:

Zip: County:

Residency

Family Medicine - Primary

None

7 Years

White

Cultural Background - Yes

Foreign Language Proficiency - Yes

Gender - Yes

$783.00
$12.00
$25.00
$820.00

I
1560015692568




6/8/19 10:41 AM Page 3 of 3

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:

I
1560015692568




Application Summary

7/2/17 11:28 AM

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

Application Questions

Page 1 of 3

Physician and Surgeon G

68043

219570

Physician's and Surgeon's Renewal
14412543

07/02/2017 (mm/ddlyyyy)

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 (Required)
Warning:

Confidential Address
Warning:

Financial Interest Disclosure Summary
Health-Related Facility Name:

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?

MILTON
BIRD
MCCOLL

**I**I****

Male

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

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

None

(RO
1489020081120




7/2/17 11:28 AM

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.

Page 2 of 3

Family Physician Training Program Voluntary Fee

Voluntary Fee:
Attachments

Physician Survey
Are you retired?

Activities in Medicine

Patient Care Practice Location
Telemedicine Practice Location

Patient Care Secondary Practice Location
Telemedicine Secondary Practice Location
Current Training Status

Areas of Practice

Board Certifications

Postgraduate Training Years

Cultural Background

Foreign Language Proficiency

Web Site Profile

No

Administration - None
Other - None

Patient Care - 40+ Hours
Research - None
Teaching - None

Telemedicine - None

Zip: County: SANTA CLARA
Zip: County:

Zip: County:

Zip: County:

Residency

Family Medicine - Primary

None

2 Years

White

N

Cultural Background - Yes

Foreign Language Proficiency - No

Gender - Yes

(RO
1489020081120




7/2/17 11:28 AM Page 3 of 3

E-mail I

Fees

Biennial Renewal Fee $783.00
DUE TO CURES FUND $12.00
Steven M. Thompson Physician Corps Loan $25.00

Repayment Program

Total Amount Due: $820.00

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:

(RO
1489020081120






