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Division of Professions and Occupations ‘ 5 Y Yo oo IA Application for Original License
Office of Licensing—Medical |37 16 M PHYSICIAN
(303) 894-7800 / Fax (303) 894-7693 Fee: $544
www.dora.colorado.goviprofessions

The content of this application must not be changed. if the content s changed,
the applicant may he referred to the Colorade State Atorney General's Office for violation of Colorado faw.

Fees may be paid by a check or money order drawn in U.S. dollars on a U.S. bank and made payable to State of Colorado.

PART +—APPLICANT INFORMATION

Na;w: Last CO l/|ﬁ|/] . gig First: erewa Middle: H Suffix:

Previous Name(s): n /

T
Social Security Number: *!Ete of Birth (mmldd!yyyy):ﬁ Gender: [ Male ﬁ Female

Place of Birth (city and state, or foreign courtry): P;H-SF] e ' d m ’q
Mailing Address: PoBax.steet {lololo N. Rich mond St

This is a% Home [ Business ~ City. State, Zip: Ch T4 ag0 1L LOLY

Daytime Telephone Number: ( ) - E-mail Address:
b H 3’§ 387% Preferred method for communication:  [[] Mai E-mail

r ——

PART 2--EDUCATION / TRAINING

List the name and address of the school where your medical degree was received:

Name of Scheol Location (address and ZIP) Years Attended (from / to) Year of Graduation

Ohig S‘fajm um\lt’réi'f); (Dlumhus OH Y3210 2005-2010 2010

P If this is an intemational medica! school, please provide the country where the schoo! is physically located:

Have you received and/or completed qualifying postgraduate trairing approved by the MYES I NO
ACGME/AOA in U.S. or Canadian programs?

» If YES, provide information below:

Name of Facility Specialty Years Attended (from / to

niversity ok lllinne- Chicago  OB/GYN 201 - 2014
or}l T mivarsrtul 0 opl6yn IﬂOIO-on

7

‘Gl-lhat is your specialty or specialties? Ob 54[—3 {Tl‘CfD & 6 (0 \/

*Social Security Number Disclosure: Section 24-34-107(1) of the Colorado Revised Statutes requires that every application by an individual for a license issued
pursuant to the authority set forth in Title 12, C.R.S., by the Department of Regulatory Agencies, shall require the applicant's Social Security Number, Disclosure of
your Social Security Number is mandatory for purposes of establishing, modifying, or enforcing child support under Sections 14-14-113 and 26-13-126, C.R.S.; locating
an individual who is under an obligation to pay child support as required by Section 26-13-107(3){a){1}{A), C.R.S.; and raporting to the National Practitioner Data Bank
pursuant to 45 CFR Sections 60.1 et seq., and the Health Integrity and Protection Data Bank as required by 45 CFR Sections 61.1 et seq, Failure to provide your
Social Security Number for these mandatory purposes will result in the denial of your licensure application. Disclosure of your Social Security Number is voluntary for
disclosure to other state regulatory agencies, testing and examination vendors, law enforcement agencies, and other private faed8rations and associati ved in
professional regulation. Your Social Security Number will not be released for any other purpose not provided for by law.

{ OPFICEOSEONLY " LICENSE NUMBER: 5 ? 33 6 DATE ISSUED:
Physician Original Page 1 0of 5 1072012




| APPLICANT NAME: Ke«be CCa CO he/\

T PART 3—-EXAMINATION 7 CERTIFICATION

List name of licensing exam(s): ECFMG, Medical or Osteopathic National Boards, FLEX, USMLE, LMCC, or state written
exam.

Result

Exam Location Date

USMLE Stepl sll 2007
LSMLE Slop 205 8/2009
USMLE Clop 2CK. q/ 1009
Uomie Giep 2 42011

¥ If this is an intemational medical school, please provide the country where the school is physically located:

Are you Board certified by either the American Board of Medical Spectalties or the ] YES NNO
American Osteopathic Association?

> If YES, list certification information:

........ _PART 4—LICENSE INFORMATION

A. Have you ever been licensed to practice medicine in any state, territory, district, or KYES CINO
t:7untry? {include temporary licenses and educational permits)

If YES, provide a complete fist of all medical licenses (if needed, attach an additional sheet in the same format):

Year license Disciplinary action Is this license
Type of license State/Country License Number issued against license? currentfactive?
N Teaining ‘L 115.05998\ | 20 Oves (no JAYES OInoO
- ] OYEs CINO Oves Ono
g yes [CINO Oves O NO
B. Have you ever applied for any type of Colorado health care license prior to this [JYES MNO
application?
» If YES, provide application types and license information if applicable:
Application type License Number Month and year license issued

PART 6—MALPRACTICE INSURANCE CERTIFICATION

You must provide proof of malpractice insurance or an acceptable altemnative as required by Colorado law, or claim one of
the exemptions set forth in the enclosed insurance memo. See instructions in the insurance memo, and include proof of
insurance (obtained from your insurance carrier) or include a statement setting forth the basis for the exemption
claimed below. —]

Exemption Claimed: I U.UIU_M'\‘\:’{ rQSidL 003\'5-\&9_ O’l\\JQD\OI"QAO Q,V\d C‘O«‘\M

MW\)HOV\ D (rule 220). | understand Hhat
m%me, |\ enaage in medical Pruc\'\'u’, N
Colorado, | W\u§+ sbtain the reﬂuirediﬁsumnu.

Physician Original /—R
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APPLICANT NAME: RP)OP cca CE) l/l?/\/\

PART 6—SCREENING QUESTIONS

1. Have you ever been notified by any state, territory, district, or country, U.S. government agency, or C]YES Xj NO
state medical/osteopathic licensing board of any complaint, investigation, or inquiry which is
currently pending?

» If YES, give details below AND request official complaint and/or investigative report be sent directly to the Board from
the licensing body, as well as personally submit a narrative regarding the complaint.

Agency Date Charge Digposition

2. Has any healing arts license which you now hold or have ever held been admonished, reprimanded, [ ] YES JN NO
censured and/for disciplined in any way by any licensing agency in ancther state or country, by any
peer review committee or body, by any healthcare facility or committee thereof, by any professional
or medical society or association or committee thereof, or by any governmental agency, law
enforcement agency or court of law? (Disciplinary actions include, but are not limited to, any
allegations currently pending.) Washington licensees must disclose any Stipulation to Informal
Disposition in response to this question.

» IFYES, give details below AND request all official disciplinary documents including initial complaint, stipulations, orders
of reprimands be sent directly to the Board, as well as a narrative regarding the aclion taken.

Adgency Date Charge Disposition

3. BHave you ever entered into any agreement with any state, territory, district, country, U.S. {Jyes MNO
government agency, and state medical/osteopathic board regarding your medical license?
» If'YES, give details below AND request all official disciplinary documents including initial complaint, stipulations, orders
or reprimands be sent directly to the Board. Also submit your narative regarding the action taken.

Agency Date Reason

4. Have you ever been denied a license, permission to practice medicine or any other healing art, or []YES Bﬁdo
permission to take an examination in any state, country, or U.S. federal jurisdiction?

» If YES, give details below AND request all official disciplinary documents including initial complaint, stipulations, orders,
agreements or reprimands be sent directly 1o the Board. Also submit your narrative regarding the action taken.

Agency Date Reagon for Denial
5. Have you ever voluntarily surrendered a license to practice medicine or any other healing arts inany [[] YES NO

other state, country, or U.S. federal jurisdiction? This does not include allowing your license to
expire solely due to non-payment of the renewal fee.

» If YES, summarize below AND request all official disciplinary documents including initial complaint, stipulations, orders,
agreements or reprimands be sent directly to the Board. Also submil your narrative regarding the action taken.

Agency Dato Reason

Physician Original Page 3 of 5 1072012




APPUCANT NAME: ﬁ(’ be(cq CO \/l?, A

PART 6—SCREENING QUESTIONS (Continued)

6. Have either your medical staff membership or clinical privileges at any hospital or healthcare facility ] YES M NO
or your DEA registration been voluntarily or involuntarily reduced, limited, placed on probation, not
renewed or relinquished or have either been denied, revoked or suspended? You must answer YES
if any of these actions are currently pending. You must answer YES if you have withdrawn or failed
to proceed with an application for these items.

»  If YES, summarize below AND request hospital or DEA to submit a report directly to the Board regarding the action. Also
submit your narrative regarding the action taken.

Name of Facility Date Reoason for Acticn

7. Have you ever been charged, indicted, convicted, received a deferred prosecution, received a C1YEs ,ﬁ NO
deferred judgment and sentence, entered a plea of guilty, entered a plea of nolo contendere, or
been placed on adult diversion for any violation of any law? Note: It is unnecessary to report traffic
offenses that do not involve alcohol or drugs.

»  If YES, summarize below AND submit your narrative regarding the incident as well as court and police reconds and
information regarding final disposition of the case.

Date Court Violation Penalty or Disposition

8. Do you now abuse or excessively use, or have you in the last five years abused or excessively
used, any habit forming drug, including alcohol, or any controlled substance that has a) resulted in
any accusation or discipline for misconduct, unreliability, neglect of work, or failure to meet
professional responsibilities; or b) affected your ability to practice as a physician safely and
competently?

9. Inthe last five years, have you been diagnosed with or treated for a condition that significantly
disturbs your cognition, behavior, or motor function, and that may impair your ability to practice as a
physician safely and competently including but not limited to bipolar disorder, severe major
depression, schizophrenia or other major psychotic disorder, a neurclogical iliness, or sleep
disorder?

You may answer NO to Question 8 or 8 if the behavior or condition is already known to the Colorado Physician Health Program (CPHP).
“Known to CPHP" means that you have informed CPHP of your behavior or condition and you are complying with all of CPHP's
requirements for evaluation, treatment, and/or monitoring.

If you answer YES to Question 8 or 9, submit detailed information to the Board that will allow the Board to assess your ability to practice
safely, competently, and without impairment to your professional judgment, skill, or knowledge. In addition to that information, you are
required to provide copies of any related records, reports, evaluations, police reports, probation reports, and court records directly to the
Board.

Please be advised that an affirmative response to Question 8 or 9 may result in a request from the Board for evaluation by the
Colorado Physician Health Program (CPHP). The CPHP evaluation process could potentially delay consideration of an application.
Therefore, the Board is providing advance notice of this possibility so that applicants may contact CPHP to schedule an evaluation at the
beginning of the application process. By deing so, the application for licensure should not be unduly delayed. An applicant is not required to
contact CPHP in advance of Board consideration of the application. The applicant may choose to wait for a specific decision by the Board
that a CPHP evaluation is necessary. This information is being provided to put applicants on notice with respect to this potential
requirement and afford the applicant the opportunity to expedite the process if he or she so desires. (Colorado Physicians Health Program
— CPHP, 899 Logan Street, #410, Denver, CO 80203; {303) 860-0122.)

Physician Original Page 4 of 5 10/2012




APPLICANT NAME: Qe ‘O@ ((a CD I/IM

PART 6--SCREENING QUESTIONS (Continued)

10. Within the last five years, has any final judgment, settlement or arbitration award for medical QJYEs XNO
malpractice been paid on your behalf or has any claim been filed which is still pending?

»  If YES, summarize below AND submit to the Board a completed malpractice Claims Information Form (attached) and a
clinical narrative regarding your involvement in the case.

Dato Name and Address of Insurance Company Reason for Action

11. Have you ever been refused malpractice insurance, or has your malpractice insurance ever been (] YES ﬁ NO
canceled or rated at a higher premium due to past claims experience?

» IT'YES, submit {o the Board an explanation regarding the cancellation or increase in premiums of the insurance and
verification direclly from the insurance company to the Board.

i _ PART 7—MILITARY i

Are you a Member of the U.S. military?
[JYES /ﬁNO

> If YES, provide information below:

Branch: Duty Station:

PART 8--SECURITY OF PATIENT MEDICAL RECORDS

K By checking this box, | attest that | have developed a written plan to ensure the security of patient medical records
in compliance with C.R.S. 12-36-140.

ATTESTATION

| hereby make application for a license to practice medicine in the state of Colorado. In so doing, | authorize all hospitals,
institutions or organizations, my references, personal physicians, employers (past and present), business and professional
associations (past and present), and all government agencies (local, state, federal and foreign}, which includes state medical
licensing boards and the Federation of State Medical Boards, to release to the licensing Board any information, files or
records requested by the Board in connection with the processing of this application. | further authorize this Board to release
to the organizations, individuals and groups listed above any information which is material to my application or pertinent to
my practice of medicine during the processing of this application and the time that | am a licensee of this Board.

{ state under penailty of perjury in the second degree, as defined in C.R.S. 18-8-503 that the information contained in
this application is true and correct to the best of my knowledge. In accordance with C.R.S. 18-8-501{2)(a){(l}, false
statements teqe herein punishable by taw and may constitute violation of the practice act.

1 zb]20132
|_Signature of Applicant Date { J

Physician Onginat Page 5of 5 1072012



Colorado Division of Professions and Occupations
Office of Licensing—NMedical
1560 Broadway, Suite 1350

Denver, CO 80202
Phone: {303) 854-7800 / Fax: (303) 894-7693
.goviprofessigns

REPORT OF PRACTICE HISTORY

{See instructions on following page)

Gates of Pract ce Address Reference Nature of Practice

aaﬂﬂ.ﬂ. Ta Facility Name (Street & Number, City, State, Z(P) .T {Name and Titie}
n | . A Jesse HUIDR SE U, :
072010 |oefton Cenowy Univeasity  atanh 6B 30202 Zssica Brluck M} ntean
2 270 Soubn Woed St 779-f

ol | present Unierzity ol Winos  ohiaes 1L wobi2 Valerie. Swigkowsks MD Ruoidents

10

Supplying false information In an application for a license is punishable by law.

| state under penalty of perjury In the second degree, as defined in Colorado Revised Statutes 18-8-503, that the information contained in this application is true and correct to the best of
my r:o‘Nanﬁ 1 unde that under the Medical Practice Act, providing false infonnation is grounds for denial, suspension or revecation of a madical license.

(olren g
Ddte

Applicant Signature Applicant Last Name (print)
10/2012

L6
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Colorado Division of Professions and Occupations
Office of Licensing—Medical
1560 Broadway, Suite 1350
Denver, CO 80202
Phone: (303) 894-7800 / Fax: (303) 894-7693
www.dora.colorado.gov/professions

CERTIFICATE OF MEDICAL EDUCATION
SECTION 1

To be completed by applicant and forwarded to school where medical degree was received.

This certifies that ﬁebec ca 4 (‘ohezﬂ

Fult Name of Applicant

enratied in _T1he Ohio State. Umvgrsu’m Co“e%t Ol\‘; Medicine.

Full Name of School

Fnlumbug OHIO on the day of Sptember 2005

Location of Schoo! Day Mdnth Year

SECTION 2 B
To be completed by president / secretary / dean of medical school and forwarded to the Office of Licensing.

The undersigned certifies that the records of this institution show that s/he attended this institution

beginning on the ___ ¥ Jh_ day of /]upm;t , __A009__and was granted the degree

Day Month Year

BacheloriDoctor of Medicine pr Doctor of Osteopathy on the lj :& day of g,ﬂm,e - . [)
Month Year

Signed and the college seal affixed

This C"LJV day of &(’//Mjﬂeﬂ . 30/5

Month Year

By

Prasident / Secrétary /

NOT VALID WITHOUT SCHOOL SEAL

NOTE TO REGISTRAR:
If no school seal, please indicate above next to signature of President/Secretary/Dean.

L2



Colorado Division of Professions and Occupations
Office of Licensing—Medical
1560 Broadway, Suite 1350
Denver, CO 80202
Phone: (303} 894-7800
www.dora.colorado.qov/professions

CERTIFICATE OF COMPLETION OF ACGME/AQA POSTGRADUATE TRAINING

To be completed by applicant and forwarded to the facility where postgraduate training was received and/or completed.

This certifies that REBEQQA B, Cowven

Full Name of Applicant

a graduate of Owo State Umweesity QDLLEC:E =] = ME‘B\C\D—E

Full Name of MedicaliOsteopathic School

commenced postgraduate training at _ Emery Usrvereaty = DEeer of Gy» )DS
" Name and Address of Facility

To be completed by the program director of the facility for ACGME/AOA postgraduate training in the United States or Canada.

Interchip
on Su\\! 1 2010 and satisfactorily completed or will complete sucﬁ\tralnlng on jUt\C. 30 , 20\,
This training consisted of 12 months of actual clinical instruction and is approved by the Accredited

Council for Medical Education (ACGME), the American Osteopathic Association (AOA), or the Coordinating Council of
Medical Education of the Canadian Medical Association {CCME) and cansisted of the following rotations:

List type and length of training.
ROTATION LENGTH OF ROTATION

see alached

Was this physician's performance completely satisfactory?

» If NO, please attach an explanation.

| hereby declare under penalty of perjury under the laws of the State of Colorado that the above statements are true and
correct and the facility is approved by the ACGME/AOA or the CCME to offer the type of level of training completed by the
applicant and that the applicant was trained in an approved ACGME or CCME program position.

Program Director AQSS\C.Q C. A(\UL\L MD
Address Uq Mecse \‘\W\\ 5\(’ Drwe St 6\0\\'\ Q\éa q’”‘f’l()bf" A'HO(’(JYQ’. é\q 30‘30%
Phone Number __ 0\ 2S\-@800 - ; Date !2"%" /3

Signature m /Ll/{/(/(/(/d
i

L3
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Colorado Division of Professions and Occupations
Office of Licensing—Medical
1560 Broadway, Suite 1350
Denver, CO 80202
Phone: (303) 894-7800
www dora.colorado.gov/professions

CERTIFICATE OF COMPLETION OF ACGME/AOA POSTGRADUATE TRAINING

- SECTION 1

To be completed by applicant and forwarded to the facility where postgraduate training was reoewed andlor completed

This certifies that Q@ (-3 CCa H C o] ]/\ e

Full Name of Apglicant

agraduateof 110 Cluo Stnde. Wniversily Colleae OL Vled i cine.

Full Name of Medical/Ostecpathie Schoal

commenced postgraduate training at (i NVer S bJ\ Dl ‘\\‘\FQOI L QO [ C l/\'l (,(ACKO

Name and Addrods of Facljy

SECTION 2 e .
To be completed by the program director of the facility for ACGME/AQA postgraduate trainlng in the United States or Canada.

on JUNe 14 ,7—0“ and satisfactorily completed osuch training on _JAN & 23 . 2014

29 manths (a3 of foday)
_This training consi A manihs (a of mimths of actual clinical instruction and is approved by the Accredited
Council for Medical Education (Acaﬁgiiihe American Osteopathic Association (AQA), or the Coordinating Councr

MeditatEducation of the Ganadian Medicat Association (CCME) and consisted of the following rotations:

List type and length of training.
ROTATION LENGTH OF ROTATION
nlease See atached

Was this physiclan’s performance completely satisfactory?
» If NO, please attach an explanation.

I hereby declare under penaity of perjury under the laws of the State of Colorado that the above statements are true and

correct and the faciiity is approved by the ACGME/AQA or the CCME lo offer the type of level of training completed by the

appticant and that the applicant was trained in an approved ACGME or CCME program position.

Program Director Valeve Sw atKowskKi, MD

adgess 820 S- Wopgl Styeet ,MC 808 , (h|cago, 1L Lol

Phone Number __ 212 -4 bb-CH 37 Date 12 /3'/2'01 3

Signature %IM

L3



Illinois Department of Financial and Professional Regulation

Division of Professional Regulation

Pat Quinn Manuel Flores
Governor Acting Secretary
Jay Stewart
Director
Division of Professional Regulation

CERTIFICATION OF LICENSURE

December 18, 2013

113 f;i% ;rgaggggoite 1350 DECZ&13/000287
Licensee: REBECCA H COHEN MD ‘/

License Number: 125.059881

Profession: TEMPORARY MEDICAL PERMIT

Date of Issuance: 06/09/2011

Expiration Date: 06/23/2014

License Status: ACTIVE ‘/

License Method: NON-EXAM /

Disciplinary History: Has not been disciplined

This was a medical residency training certificate only.

This document is a certified copy of the records maintained and kept by this Department
~ierthesegular course of business as of today's date.
...' M& PROFE‘S' 0..
A,

S S Y,
FSEmt
(8 QRBALS
P PN S
AT = i #7 December 18, 2013
9 R O Ja\y&afart Date
EED‘FSSMNA\%“@'” Director
-------- Division of Professional Regulation
www.facebook.com/ILDFPR www.idfpr.com hitp/witter.com/#IDFPR

Lc2-certificationoflicense of 125.rtf



Colorado Division of Professions and Occupations
Office of Licensing—Medical
1560 Broadway, Suite 1350
Denver, CO 80202
Phone: (303) 894-7800 / Fax: (303) 894-7693
www.dora.colorado.gov/professions

REQUEST FOR
FEDERATION OF STATE MEDICAL BOARDS (FSMB)—DISCIPLINARY ACTION REPORT

PHYSICIAN: To complete your application we must have a report from the Federation's National Databank of disciplinary
actions taken by state licensing boards and/or other credentialing agencies. Note: an unfavorable report does not
automatically disqualify you from licensure in Colorado.

Do not send this request form to the Colorado Office of Licensing.
When the FSMB receives the request form from you, they will provide the Disciplinary Action Report
directly to the Colorado Board. ]

Complete this form and mai! directly to:
Federation of State Medical Boards of the United States, Inc.
400 Fuller Wiser Road, Suite 300
Euless, TX 76032-3856

Phone: (817) 868-4000
Fax: (817) 868-4099

No fee is required.

Physician Name: Last G,O\/l N @ng First: ﬁﬂloeCC Middle: H' Suffix:
D A l _‘__

Social Security Number: Date of Birth (mm/ddfyyyy): ;
bl N. Kichmond &t

Address: PO Box, Street:

City, State, Zip; C\m (,CLQ(O W (ﬂOlaLr_f

Medical School: QI/UO \S{Zd?_, u”‘\/&réltu Date of Graduation: 2010
\

| hereby authorize and request that the Federation of State Medical Boards of the United States, Inc. provide a disciplinary
history to the following:

Coloradeo Division of Professions and Oc pati

Office of Licensing—Medical
of é%eBc:oagifa‘;',”gaﬁe ‘133:5‘:; WE HAVE NO UNFAYORABLE INFORMATION

Denw REGARDING TH ABOVE NAMED PHYSj0san
DEC 10 2013 113012
Signature Date / !
Hi
m@fz.ﬁu%@m Bithcr

10/2012 L7




Colorado Department of Regulatory Agencies
Division of Professions and Occupations
1560 Broadway, Suite 1350
Denver, CO 80202

Licensee/Applicant Full Legal Name

Last First Middle Suffix
Cohen Kebecca H
Colorado Professional or Occupational License/Certification/Registration Number: n / A
(if already licensed) /

Professional or Occupational License/Certification/Registration type applying for: P/’) l}{»OI cta

AFFIDAVIT OF ELIGIBILITY

Pursuant to H.B. 065-1009, C.R.S. 24-34-107, ALL applicants for original licensure* or licensees renewing or reinstating a
current Colorado license after January 1, 2007 are required to complete and sign this Affidavit of Eligibility.

*The word "licensure” is used as a general term. While most of the professions and occupations are licensed, others may be certified, registared, or
listed. For precise lerminology and requirements related to a profession or occupation, please consult the websile of the appropriate board or program.

Section A: LAWFUL PRESENCE in the United States

1. JA lamaU.S. citizen. Check one of the acceptable secure and verifiable documents in Section B that applies and
fully complete the information requested. Complete documentation must be provided upon request.

2. O 1amnotal.S. citizen, but | am lawfully present in the U.S. and authorized by the Department of Homeland Security
to be employed in the U.S. Check one of the acceptable secure and verifiable documents in Section B that
applies and fully complete the information requested. Complete documentation must be provided upon request.

3. OO 1am notphysically present in the U.S. under 8 U.S.C. sec. 1621 {c)(2)(c) or employed in the U.S. pursuantto § U.S.C.
sec. 1621 (c)(2)(a). Check one option, a or b below, then skip to Section C. (Do not complete Section B.)

a. [ 1amaU.S.citizen, not physically present or employed in the United States.
b. [ 1am a Foreign National, not physically present or employed in the United States.

Section B: SECURE AND VERIFIABLE DOCUMENTS

Select ONE document in this section if you checked 1 or 2 in Section A.

Name of state agency Expiration
Government Issued | or federal agency that Full name as shown on driver’s License/ID Date
Identification issued the document license or stateffederal issued ID Number
Driver's license or . .
ﬁ permit Minoic DMV [Rebecca H Cohen

Government issued
ID card

|
CJ Valid US. military
0

ID/common access
card

Colorado
Depaitment of
Corrections inmate
iD

0 Tribat ID card

[ u.s. passport

[0 Certificate of
Naturalization

Affidavit of Eligibility Page 1 of 2 08/2012




Section B: SECURE AND VERIFIABLE DOCUMENTS (continued)

Name of state agency Expiration
Government Issued | or federal agency that Full name as shown on driver's License/lD Date
Identification issued the document license or state/federal issued ID Number (mm/ddiyyyy)
[] Certificate of {U.S.)
Citizenship

Valid Temporary
Resident card

O
[ waiid 1-94 issued by
0

Canadian
government
Valid -84 with
refugee/asylum
stamp

Iséuing federél agency:

[J Vvalid I-766 (Employment Authorization Card)

Valid from Expires
Name on card Alien Number (A#) | Card Number {mm/ddfyyyy) {mm/ddlyyyy)

[l Valid I-551 (Resident Alien or Permanent Resident Card) Issuing federal agency:

Country of Card expires | Resident since
Name on card Alien Number (A#) birth (mm/dd/iyyyy) (mm/ddiyyyy)

Visa Class
Issuing foreign {ex.: J-1,P-1, Date of entry Until date
country Passport Number Visa Number H-1B, etc.) (mm/ddiyyyy) (mm/ddfyyyy)

0 Valid foreign passport .béan'hg an unéxpired “Processed for I-551” étamp of with én a&éched unexpired Temporary E551 a
visa
Issuing foreign country: Passport Number:

Section C: ATTESTATION

+ | understand that this sworn statement is required by law because | have applied for or hold a professional or
commerciat license regulated by 8 U.S.C. sec. 1621. | understand that state law requires me to provide proof that |
am lawfully present in the United States when asked as well as submission of a secure and verifiable document. | may
also be required to provide proof of lawful presence.

¢ | understand that in accordance with sections 18-8-503 and 18-8-501(2){(a){l), C.R.8., false statements made herein
are punishable by law. | state under penaity of perjury in the second degree, as defined in 18-8-503, C.R.S. that the
above statements are true and correct.

* | am the person identified above and the information contained herein is true and correct to the best of my knowledge. |
understand that under Colorado law, providing false information is grounds for denial, suspension or revocation of a
license, cerificate, registration or permit.

* | understand that the above information must be disclosed to the Department of Regulatory Agencies upon request
and is subject to verification.

Rebecca H Cohen

Print Full Lega! Name

CQ/Q/ (2] 201>

Signature (Full Name) Date { !

Affidavit of Eligibility Page 2 of 2 0872012



1/23/23, 11:19 AM Renewal - DR.0053336

Renewal - DR.0053336

Name Rebecca H Cohen

Credential DR.0053336

Fee Details
Renewal Fee $2.00
Renewal Fee $238.00
Renewal Fee $18.00
Renewal Fee $162.00

$420.00

Affidavit of Eligibility - Screening Present
AFFIDAVIT OF ELIGIBILITY

1. Do you currently reside in and are you physically present in the United States?
Yes

Affidavit of Eligibility - Screening Doc Change
AFFIDAVIT OF ELIGIBILITY

2. Are you a United States Citizen and the State or Federally issued document, in which you proved your legal status in the United States is
still valid and has not expired since you last completed an Affidavit of Eligibility? (This would have been either at your original licensure or your
last renewal, whichever is more recent).

-OR-

Are you Not a United States Citizen, but are lawfully present in the United States and your legal status within the United States has not
changed and the legal documents used to prove lawful presence have not changed since you last completed an Affidavit of Eligibility? (This
would have been either at your original licensure or your last renewal, whichever is more recent).

If you need to update your lawful presence information, select no and you will be prompted to complete a new Affidavit of Eligibility. Otherwise,
if your information has not changed, select yes to move forward.

Yes

Affidavit of Eligibility
AFFIDAVIT OF ELIGIBILITY

Pursuant to C.R.S. 24-34-107, ALL applicants for original licensure* or licensees renewing or reinstating a current Colorado license after
January 1, 2007 are required to complete and sign this Affidavit of Eligibility.

* The word "licensure” is used as a general term. While most of the professions and occupations are licensed, others may be certified,

registered or listed. For precise terminology and requirements related to a profession or occupation, please consult the website of the
appropriate board or program.

3. Please enter your Full Legal Name

Affidavit of Eligibility - Section A
Section A: LAWFUL PRESENCE in the United States

4. Select one of the following Lawful Presence types below and click "Next" when done:

Affidavit of Eligibility - Section B.1
Section B: SECURE AND VERIFIABLE DOCUMENTS

5. Do you have a State or Federal government issued identification?

These include:
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Driver's License or Permit

Government Issued ID Card

Valid U.S. Military Common Access Card
Colorado Department of Corrections Inmate 1D
Tribal ID Card

U.S. Passport

Certificate of Naturalization

Certificate of (U.S.) Citizenship

Valid Temporary Resident card

Valid 1-94 issued by Canadian government
Valid 1-94 with refugee/asylum stamp

Affidavit of Eligibility - Section B.1 if Yes

Section B: SECURE AND VERIFIABLE DOCUMENTS

6. Select one of the following Government Issued Identification:

7. Enter the name of State or Federal Agency that issued the identification:

8. Enter your full name as shown on the driver's license or State/Federal issued identification:

9. Enter the State/Federal government issued license/ID number:

10. Enter the expiration date of the license/ID:

11. I understand that the above information must be disclosed to the Department of Regulatory Agencies upon request and is subject to

verification.

Affidavit of Eligibility - Section B.2

Section B: SECURE AND VERIFIABLE DOCUMENTS

12. Do you have a Valid I-766 (Employment Identification Card)?

Affidavit of Eligibility - Section B.2 if Yes

Section B: SECURE AND VERIFIABLE DOCUMENTS

13. Enter the issuing Federal Agency:
14. Enter the name as listed on the card:
15. Enter the Alien number (A#):

16. Enter the card number:

17. Enter the Valid From Date:

18. Enter the Expiration Date:

19. | understand that the above information must be disclosed to the Department of Regulatory Agencies upon request and is subject to

verification.

Affidavit of Eligibility - Section B.3

Section B: SECURE AND VERIFIABLE DOCUMENTS

20. Do you have a Valid I-551 (Resident Alien or Permanent Resident Card)?
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Affidavit of Eligibility - Section B.3 if Yes
Section B: SECURE AND VERIFIABLE DOCUMENTS

21. Enter the issuing Federal Agency:
22. Enter the name as listed on the card:
23. Enter the Alien Number (A#):

24. Enter the country of birth:

25. Enter the card expiration date:

26. Enter the Residence Since date:

27. | understand that the above information must be disclosed to the Department of Regulatory Agencies upon request and is subject to
verification.

Affidavit of Eligibility - Section B.4
28. Do you have a Valid Foreign Passport with an unexpired Visa with proper classification for work authorization, and an unexpired 1-94?

Affidavit of Eligibility - Section B.4 if Yes
Section B: SECURE AND VERIFIABLE DOCUMENTS

29. Enter the issuing foreign country:

30. Enter the Passport Number:

31. Enter the Visa Number:

32. Enter the Visa Class (Examples: J-1, P-1 H-1B, etc.):
33. Enter the Date of Entry:

34. Enter the Until Date:

35. | understand that the above information must be disclosed to the Department of Regulatory Agencies upon request and is subject to
verification.

Affidavit of Eligibility - Section B.5
Section B: SECURE AND VERIFIABLE DOCUMENTS

36. Do you have a valid foreign passport bearing an unexpired "Processed for I-551" stamp or with an attached unexpired "Temporary |-551"
visa?

Affidavit of Eligibility - Section B.5 if Yes
Section B: SECURE AND VERIFIABLE DOCUMENTS

37. Enter the issuing foreign country:

38. Enter the Passport Number:
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39. | understand that the above information must be disclosed to the Department of Regulatory Agencies upon request and is subject to
verification.

Affidavit of Eligibility - Section C
Section C: Attestation

« lunderstand that this sworn statement is required by law because | have applied for or hold a professional or commercial license
regulated by 8 U.S.C. sec 1621. | understand that state law requires me to provide proof that | am lawfully present in the United States
when asked as well as submission of a secure and verifiable document. | may also be required to provide proof of lawful presence.

« lunderstand that in accordance with sections 18-8-503 and 18-8-501(2)(a)(l), C.R.S., false statements made herein are punishable by
law. | state under penalty of perjury in the second degree, as defined in section 18-8-503, C.R.S. that the above statements are true
and correct.

« | am the person identified on the previous pages and the information contained herein is true and correct to the best of my knowledge. |
understand that under Colorado law, providing false information is grounds for denial, suspension or revocation of a license, certificate,
registration or permit.

« | understand that the information on the previous pages must be disclosed to the Department of Regulatory Agencies upon request and
is subject to verification.

40. By entering your full legal name below you attest that you have read and understand the above information.

41. Please enter today's date below:

DR Renewal Attestation

The below attestations apply to your license's CURRENT status. You may not change your status through online renewal. To change your
status, please contact the licensing office at dora_registrations@state.co.us or 303-894-7800.

By renewing my license in INACTIVE status, | attest that:

« | understand malpractice insurance is not required for Inactive license holders; however, | may not practice medicine, including but not
limited to prescribing medications, in Colorado unless and until | comply with the insurance requirements and the Board issues me an
Active license. | understand that should | desire to reactivate my Colorado medical license at some future time, | will be required to
complete the reactivation application and pay an additional fee. | also understand that if | have not actively practiced medicine for two
(2) years or more and then wish to reactivate my Colorado medical license, | will be required to demonstrate continued competence
pursuant to Board rules and regulations.

By renewing my license in ACTIVE status, | attest that:

« | have not abused or excessively used any habit forming drug, including alcohol, or any controlled substance that has: 1) resulted in
any accusation or discipline for misconduct, unreliability, neglect of work, or failure to meet professional responsibilities; or, 2) affected
my ability to practice as a physician safely and competently, at any time during the past two years, up to and including today’s date.

AND

In the last two years, | have not been diagnosed with or treated for an illness or condition that significantly disturbs my cognition,
behavior, or motor function, and that may impair my ability to practice as a physician safely and competently, such as bipolar disorder,
severe major depression, schizophrenia or other major psychotic disorder, a neurological illness, or sleep disorder

OR

The iliness or condition or the use of substances, as defined above, is: 1) already known to the Colorado Physician Health Program
(“CPHP”) and | have made, or will make known within 30 days, any requisite disclosure to the Board pursuant to section 12-36-118.5
and any attendant regulations; or, 2) | have entered into a Confidential Agreement with the Board. For the purpose of this attestation,
“Known to CPHP” means that | have informed CPHP of my condition or use of such substances and | am complying with all of CPHP’s
requirements for evaluation, treatment and/or monitoring.

« Inthe last 2 years, no adverse action has been taken against my license by another licensing agency, a peer review body, a health
care institution, a residency or postgraduate training program, a professional or medical society or association, a governmental agency,
a law enforcement agency, or a court for acts or conduct which, would constitute grounds for disciplinary or adverse actions pursuant to
the Medical Practice Act or its attendant rules. For the purpose of this attestation, an adverse action by a law enforcement agency
includes: 1) all felony charges; 2) all misdemeanor charges; or, 3) traffic charges/citations involving alcohol, controlled substances, or
any other habit-forming drug.

OR

| have reported, or will report within 30 days, any adverse action to the Board in accordance with the requirements of the Medical
Practice Act.

« Inthelast 2 years, | have not been denied medical liability insurance and no liability insurance coverage has been limited, restricted, or
terminated by action of the insurance carrier in this or any other state.

OR
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I have reported, or will report within 30 days, any denial or limitation of medical liability coverage to the Board.
« | have established and will continuously maintain professional liability insurance as required by §13-64-301, C.R.S.

Click Next to proceed.

GLOBAL HPPP Renewal Attestation
Pursuant to section 24-34-110, C.R.S., all Active and Retired status licensees must maintain a current Healthcare Professions Profile.
Reportable events and/or changes to information must be made within 30 days. For more information about this Program and to update your
profile, visit www.dora.colorado.gov/professions/hppp.

By renewing your Active or Retired license, you attest to the following:

| have updated my Healthcare Professions Profile to current date and/or | will make any updates within 30 days of any reportable event or
change, and subsequent updates will be made within 30 days. This requirement is in addition to any requirement by a profession's practice act.
Examples of reportable events or changes that must be updated on a profile include, but are not limited to, location of practice, public actions
issued by any jurisdiction, felonies and crimes of moral turpitude, malpractice settlements/judgments, etc. To update a Healthcare Professions
Profile, or for more information on the Healthcare Professions Profile Program (HPPP) and its requirements, visit
www.dora.colorado.gov/professions/hppp or call 303-894-5942.

If your status is Inactive you are not required to maintain a Healthcare Professions Profile, click next to proceed.

You may NOT change your status through online renewal. For information regarding a status change, please contact the renewal desk at 303-
894-7800 or dora_dpo_renewalline@state.co.us.

Click next to proceed.

Review

Please make sure to PRINT THIS SCREEN for your records. To do so, you can click the button in the upper right hand corner of this screen
labeled "Print Review". You will not be able to print after you leave this review screen.
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Renewal - DR.0053336

Name Rebecca H Cohen

Credential DR.0053336

Fee Details
DR - Legal Defense Fund $2.00
DR - PDMP Fee $24.00
DR - Portal Fee $1.50
DR - Renewal Fee Active $238.50
DR- Peer Fee $162.00

$428.00

Affidavit of Eligibility - Screening Present
AFFIDAVIT OF ELIGIBILITY

1. Do you currently reside in and are you physically present in the United States?
Yes

Affidavit of Eligibility - Screening Doc Change
AFFIDAVIT OF ELIGIBILITY

2. Are you a United States Citizen and the State or Federally issued document, in which you proved your legal status in the United States is
still valid and has not expired since you last completed an Affidavit of Eligibility? (This would have been either at your original licensure or your
last renewal, whichever is more recent).

-OR-

Are you Not a United States Citizen, but are lawfully present in the United States and your legal status within the United States has not
changed and the legal documents used to prove lawful presence have not changed since you last completed an Affidavit of Eligibility? (This
would have been either at your original licensure or your last renewal, whichever is more recent).

If you need to update your lawful presence information, select no and you will be prompted to complete a new Affidavit of Eligibility. Otherwise,
if your information has not changed, select yes to move forward.

Yes

DR Renewal Attestation

The below attestations apply to your license's CURRENT status. You may not change your status through online renewal. To change your
status, please contact the licensing office at dora_registrations@state.co.us or 303-894-7800.

By renewing my license in INACTIVE status, | attest that:

| understand malpractice insurance is not required for Inactive license holders; however, | may not practice medicine, including but not limited to
prescribing medications, in Colorado unless and until | comply with the insurance requirements and the Board issues me an Active license. |
understand that should | desire to reactivate my Colorado medical license at some future time, | will be required to complete the reactivation
application and pay an additional fee. | also understand that if | have not actively practiced medicine for two (2) years or more and then wish to
reactivate my Colorado medical license, | will be required to demonstrate continued competence pursuant to Board rules and regulations.

By renewing my license in ACTIVE status, | attest that:

« In the past two years | have not abused or excessively used any habit forming drug including, alcohol or any controlled substance, and
| have not been diagnosed with or treated for a condition that disturbs my cognition, behavior or motor function which has resulted in an
adverse action, a professional disciplinary action, a criminal charge, or an allegation or finding of working impaired, diversion of
controlled substances or habit -forming medications (including self-prescribing), sexual contact with a patient, substandard medical
practice or patient harm.

OR

In the past two years | have abused or excessively used any habit forming drug including, alcohol or any controlled substance, or |
have been diagnosed with or treated for a condition that disturbs my cognition, behavior or motor function which has resulted in an
adverse action, a professional disciplinary action, a criminal charge, or an allegation, or finding of working impaired, diversion of a
controlled substance or habit-forming medication (including self-prescribing), sexual contact with a patient, substandard medical
practice or patient harm AND | have reported, or will report this information within 30 days to the Colorado Medical Board.

« Inthe last 2 years, no adverse action has been taken against my license by another licensing agency, a peer review body, a health
care institution, a residency or postgraduate training program, a professional or medical society or association, a governmental agency,
a law enforcement agency, or a court for acts or conduct which, would constitute grounds for disciplinary or adverse actions pursuant to
the Medical Practice Act or its attendant rules. For the purpose of this attestation, an adverse action by a law enforcement agency
includes: 1) all felony charges; 2) all misdemeanor charges; or, 3) traffic charges/citations involving alcohol, controlled substances, or
any other habit-forming drug.
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OR

| have reported, or will report within 30 days, any adverse action to the Board in accordance with the requirements of the Medical
Practice Act.

« Inthe last two years, | have not been diagnosed with or treated for an iliness, condition or behavior, that disturbs my cognition,
behavior, or motor function that has resulted in conduct which may impair my ability to practice as a physician, safely and competently,
such as substance misuse or abuse, bipolar disorder, severe major depression, schizophrenia or other major psychotic disorder, a
neurological iliness, or sleep disorder.

OR
In the last two years, | have been diagnosed with or treated for an illness, condition or behavior that significantly disturbs my cognition,
behavior, or motor function that has resulted in conduct which may impair my ability to practice as a physician, safely and competently,
such as substance misuse or abuse, bipolar disorder, severe major depression, schizophrenia or other major psychotic disorder, a
neurological iliness, or sleep disorder AND:

1) The iliness or condition is already known to the Colorado Physician Health Program (“CPHP”) and | have made, or will make known
within 30 days, any requisite disclosure to the Board pursuant to section 12-36-118.5 and any attendant regulations; OR

2) | have entered into a Confidential Agreement with the Board. For the purpose of this attestation, “Known to CPHP” means that | have
informed CPHP of my condition or use of such substances and | am complying with all of CPHP’s requirements for evaluation,
treatment and/or monitoring; OR

3) | have reported, or will report within 30 days, the iliness or condition to the Medical Board.

« Inthelast 2 years, | have not been denied medical liability insurance and no liability insurance coverage has been limited, restricted, or
terminated by action of the insurance carrier in this or any other state.

OR
| have reported, or will report within 30 days, any denial or limitation of medical liability coverage to the Board.
« | have established and will continuously maintain professional liability insurance as required by §13-64-301, C.R.S.

Click Next to proceed.

HPPP - DR Introduction
Healthcare Professions Profile

Please be aware that this profile is only for your Physician license. Do not provide information for other license types you hold on this profile.
You will be required to complete a profile for every license you hold that is included in the profiling requirement.

All information provided in this profile must be updated within 30 days of any change of information unless your profession's statute says
otherwise, or unless the question specifies otherwise.

HPPP GLOBAL - Location of Practice
Location of Practice

49. Are you currently practicing in the healthcare profession associated with this profile?
Yes

HPPP GLOBAL - Location of Practice If Yes

Location of Practice

50. Practice Locations:
Address City State Zip Code Phone Number
12605 E 16th Ave Aurora Colorado 80045 (720) 848-0000

HPPP - MEDICAL Education and Training
Education and Training

51. School or Education Level:
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Ohio State University College of Medicine

52. Please enter the year your initial Degree was achieved: Only enter the year in YYYY format
2005

HPPP GLOBAL - Other Licenses

Other Licenses

53. Have you ever held, or do you currently hold any other licenses in this profession from any other state, country or province?

No

HPPP GLOBAL - Board Certifications

Board Certifications

55. Do you hold any current Board Certifications?
No

HPPP GLOBAL - Practice Specialties

Practice Specialties

57. Do you have a practice specialty in which you are appropriately trained and actively practicing?
Yes

HPPP - MEDICAL Practice Specialties if Yes

Practice Specialties

58. Practice Specialties:

Specialty

Obstetrics and Gynecology

HPPP GLOBAL - CO Hospital Affiliations

Colorado Hospital Affiliations

59. Do you have a current affiliation or clinical privileges with any Colorado Hospital?
Yes

HPPP GLOBAL - CO Hospital Affiliations if Yes

Colorado Hospital Affiliations

60. Colorado Hospital Affiliations:

Hospital Affiliation Type

City

University of Colorado Hospital Faculty

Aurora

HPPP GLOBAL - Other Hospital Affiliations

Other Health Care Facilities and Out of State Hospital Affiliations

61. Do you have a current affiliation with any healthcare facility or a non-Colorado hospital?
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Renewal - DR.0053336

HPPP GLOBAL - Business Ownership

Business Ownership

63. Do you have a current business ownership interest in any healthcare-related business?
No

HPPP GLOBAL - Employer
Employer

65. Do you have an employer in the profession in which you are licensed or are applying for a license?
Yes

HPPP GLOBAL - Employer if Yes

Employer

66. Employer:
Employer Name Address City State Zip Code Phone Number
University of Colorado Hospital 12605 E 16th Ave Aurora Colorado 80045 (720) 848-0000

HPPP GLOBAL - Employment Contracts
Employment Contracts

67. Do you have a contract with any business whose mission relates to healthcare services or products where the value is greater than $5000
annually?

No

HPPP GLOBAL - Disciplinary Actions
Disciplinary Actions

69. Have you ever had public disciplinary action taken against your license by any board or licensing agency in any state or country?
No

HPPP GLOBAL - Restrictions and Suspensions
Restrictions and Suspensions

71. Have you ever entered into any agreement or stipulation to temporarily cease your practice or had a board order issued restricting or
suspending your license?

No

HPPP GLOBAL - Healthcare Facility Actions
Healthcare Facility Actions

73. Since September 1, 1990, have you had any final actions resulting in involuntary limitations or probationary status on or reduction,
nonrenewal, denial, revocation or suspension of medical staff membership or clinical privileges at a hospital or healthcare facility? You are not

required to report a precautionary or administrative suspension unless you resigned your medical staff membership or clinical privileges while
the suspension was pending.
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No

HPPP GLOBAL - Termination of Employment

Termination of Employment

75. Have you ever been terminated by an employer for a reason that would be considered a violation of your profession's practice law?
No

HPPP GLOBAL - DEA Registration
DEA Registration Surrender

77. Have you ever had to involuntarily surrender your United States Drug Enforcement Agency Administration Registration?
No

HPPP GLOBAL - Convictions

Convictions

80. Since you were issued a license to practice your profession in any state or country, have you had any final criminal conviction(s) or plea
arrangement(s) resulting from the commission or alleged commission of a felony or crime of moral turpitude in any jurisdiction?
No

HPPP GLOBAL - Malpractice Claims
Malpractice Claims

82. Since September 1, 1990, have you had any final judgment, entered into a settlement, or paid an arbitration award for malpractice?
No

HPPP GLOBAL - Malpractice Carrier Refusal

Malpractice Carrier Refusal

84. Have you been denied liability insurance, or has your liability insurance coverage been limited, restricted or terminated by the insurance
carrier?
No

HPPP GLOBAL - Optional Narrative
Optional Narrative

86. Optional Narrative:

HPPP GLOBAL - Attestation
Attestation

By submitting this Healthcare Professions Profile to the Division of Professions and Occupations you are attesting that:
« You are the person identified in this profile; or

« You are authorized to submit information on behalf of the person identified in this profile; and
« The information contained herein is true and correct to the best of my knowledge.
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87. Submission Date:
03/21/2017

Review

Please make sure to PRINT THIS SCREEN for your records. To do so, you can click the button in the upper right hand corner of this screen
labeled "Print Review". You will not be able to print after you leave this review screen.

I < 2spx?qabid=20260448key={C12CFDBB-1D0F-4D94-87BA-9889BC5E 1E18}&uid=925 6/6



1/23/23, 11:19 AM Renewal - DR.0053336

Renewal - DR.0053336

Name Rebecca H Cohen

Credential DR.0053336

Fee Details
DR - Legal Defense Fund $2.00
DR - PDMP Fee $24.00
DR - Portal Fee $1.50
DR - Renewal Fee Active $218.50
DR- Peer Fee $140.00

$386.00

DR Renewal Attestation

The below attestations apply to your license's CURRENT status. You CANNOT change your status through online renewal. To change your
status, please contact the licensing office at dora_registrations@state.co.us or 303-894-7800. DR have Active and Inactive options, CDRH has
Active only

By renewing my license in INACTIVE status, | attest that:

| understand malpractice insurance is not required for Inactive license holders; however, | may not practice medicine, including but not limited to
prescribing medications, in Colorado unless and until | comply with the insurance requirements and the Board issues me an Active license. |
understand that should | desire to reactivate my Colorado medical license at some future time, | will be required to complete the reactivation
application and pay an additional fee. | also understand that if | have not actively practiced medicine for two (2) years or more and then wish to
reactivate my Colorado medical license, | will be required to demonstrate continued competence pursuant to Board rules and regulations.

By renewing my license in ACTIVE status, | attest that | have NOT engaged in any conduct or exhibited any behaviors that resulted in
the following following OR that | have reported, or will report this information within 30 days to the Colorado Medical Board at
dora_medicalboard@state.co.us or 303-894-7690.:

An arrest, discipline, sanction or warning

Loss or suspension of any license

Termination or suspension of any license

Endangering the safety of others

A breach of fiduciary obligations

A violation of workplace or academic conduct rules

An impairment of your ability to practice in a safe, competent, ethical and professional manner

Abusing or excessively using any habit forming drug, including alcohol, or any illegal or controlled substance resulting in any discipline
for misconduct, failure to meet professional responsibilities, or affecting your ability to practice safely and competently

« Claiming the illegal use of a substance as a defense, in mitigation, or as an explanation for any conduct that impairs your ability to
practice in a safe, competent, ethical, and professional manner

By renewing my license in ACTIVE status, | attest that | have NOT had an adverse action or administrative/judicial proceeding and | do not
have a pending inquiry or investigation within the last two years by the following OR that | have reported, or will report this information within 30
days to the Colorado Medical Board at dora_medicalboard@state.co.us or 303-894-7690:

A licensing authority - other than the Colorado Medical Board

A government agency

A court

An employer

An educational institution

A professional organization

In connection with an employment disciplinary or termination procedure

By renewing my license in ACTIVE status, | attest that: | have established and will continuously maintain professional liability insurance as
required by 13-64-301, C.R.S.

All statuses click Next to proceed.

PDMP Renewal Attestation
By renewing your license in Active status, you agree with the following statement:

| attest that IF | maintain a current United States Drug Enforcement Agency (DEA) registration, | have registered an individual user account with
Colorado's Prescription Drug Monitoring Program (PDMP) at https://colorado.pmpaware.net.

(If you have questions about registering or to check if you have registered, please email the PDMP Help Desk at pdmpingr@state.co.us for
assistance.)

Click Next to proceed.

AoE Renewal Update
Affidavit of Eligibility | Renewal Update of Information
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1. Since you were originally licensed or since your last renewal (whichever was more recent) has the documentation you provided proving your
legal status in the United States changed?

« If nothing has changed in your legal status or documentation, select "No"
« If your status has changed, or you need to update your documentation, select "Yes" to update your information

No

AoE Attestation

Affidavit of Eligibility | Section C: Attestation

By submitting this Affidavit of Eligibility (AoE) you are attesting that you have read and understand the statements below:

« lunderstand that this sworn statement is required by law because | have applied for or hold a professional or commercial license
regulated by 8 U.S.C. sec 1621. | understand that state law requires me to provide proof that | am lawfully present in the United States
when asked as well as submission of a secure and verifiable document.

« lunderstand that in accordance with sections 18-8-503 and 18-8-501(2)(a)(l), C.R.S., false statements made herein are punishable by
law. | state under penalty of perjury in the second degree, as defined in section 18-8-503, C.R.S. that the above statements are true
and correct.

« | am the person identified on the previous pages and the information contained herein is true and correct to the best of my knowledge. |
understand that under Colorado law, providing false information is grounds for denial, suspension or revocation of a license, certificate,
registration or permit.

« lunderstand that the information on the previous pages must be disclosed to the Department of Regulatory Agencies upon request and
is subject to verification.

96. Please enter today's date below:
03/28/2019

Healthcare Profile - Physician Introduction

Healthcare Professions Profile | Introduction

Please be aware that this profile is only for your PHYSICIAN license. Do not provide information for other license types you hold on this profile.
You will be required to complete a profile for every license you hold that is included in the profiling requirement.

All information provided in this profile must be updated within 30 days of any change of information unless your profession's statute says
otherwise, or unless the question specifies otherwise.

Healthcare Profile - Location of Practice

Healthcare Professions Profile | Location of Practice

97. Are you currently practicing in the healthcare profession associated with this profile?
Yes

Healthcare Profile - Location of Practice if Yes

Healthcare Professions Profile | Location of Practice

98. Practice Locations:

Address City State Zip Code Phone Number

12605 E 16th Ave Aurora Colorado 80045 (720) 848-0000

Healthcare Profile - Medical Education and Training

Healthcare Professions Profile | Education and Training
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99. School or Education Level:
Ohio State University College of Medicine

100. Please enter the year your initial Degree was achieved: Only enter the year in YYYY format

2005

Healthcare Profile - Other Licenses
Healthcare Professions Profile | Other Licenses

101. Have you ever held, or do you currently hold any other licenses in this profession from any other state, country or province?
No

Healthcare Profile - Board Certifications
Healthcare Professions Profile | Board Certifications

103. Do you hold any current Board Certifications?
Yes

Healthcare Profile - Medical Board Certifications if Yes
Healthcare Professions Profile | Board Certifications

104. Board Certifications:
Certification
Obstetrics and Gynecology

Healthcare Profile - Practice Specialties
Healthcare Professions Profile | Practice Specialties

105. Do you have a practice specialty in which you are appropriately trained and actively practicing?
Yes

Healthcare Profile - Medical Practice Specialties if Yes
Healthcare Professions Profile | Practice Specialties

106. Practice Specialties:
Specialty
Obstetrics and Gynecology

Healthcare Profile - Colorado Hospital Affiliations
Healthcare Professions Profile | Colorado Hospital Affiliations

107. Do you have a current affiliation or clinical privileges with any Colorado Hospital?
Yes

Healthcare Profile - Colorado Hospital Affiliations if Yes
Healthcare Professions Profile | Colorado Hospital Affiliations
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108. Colorado Hospital Affiliations:
Hospital Affiliation Type City
University of Colorado Hospital Faculty Aurora

Healthcare Profile - Other Facility and Out of State Hospital Affiliations
Healthcare Professions Profile | Other Facility and Out of State Hospital Affiliations

109. Do you have a current affiliation with any healthcare facility or a non-Colorado hospital?
No

Healthcare Profile - Business Ownership
Healthcare Professions Profile | Business Ownership

111. Do you have a current business ownership interest in any healthcare-related business?
No

Healthcare Profile - Employer
Healthcare Professions Profile | Employer

113. Do you have an employer in the profession in which you are licensed or are applying for a license?
Yes

Healthcare Profile - Employer if Yes
Healthcare Professions Profile | Employer

114. Employer:
Employer Name Address City State Zip Code Phone Number
University of Colorado Hospital 12605 E 16th Ave Aurora Colorado 80045 (720) 848-0000

Healthcare Profile - Employment Contracts
Healthcare Professions Profile | Employment Contracts

115. Do you have a contract with any business whose mission relates to healthcare services or products where the value is greater than $5000
annually?
No

Healthcare Profile - Disciplinary Actions
Healthcare Professions Profile | Disciplinary Actions

117. Have you ever had public disciplinary action taken against your license by any board or licensing agency in any state or country?
No

Healthcare Profile - Restrictions and Suspensions
Healthcare Professions Profile | Restrictions and Suspensions
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119. Have you ever entered into any agreement or stipulation to temporarily cease your practice or had a board order issued restricting or

suspending your license?
No

Healthcare Profile - Healthcare Facility Actions

Healthcare Professions Profile | Healthcare Facility Actions

121. Since September 1, 1990, have you had any final actions resulting in involuntary limitations or probationary status on or reduction,
nonrenewal, denial, revocation or suspension of medical staff membership or clinical privileges at a hospital or healthcare facility? You are not
required to report a precautionary or administrative suspension unless you resigned your medical staff membership or clinical privileges while

the suspension was pending.
No

Healthcare Profile - Termination of Employment

Healthcare Professions Profile | Termination of Employment

123. Have you ever been terminated by an employer for a reason that would be considered a violation of your profession's practice law?
No

Healthcare Profile - DEA Registration

Healthcare Professions Profile | DEA Registration

125. Have you ever had to involuntarily surrender your United States Drug Enforcement Agency Administration Registration?
No

Healthcare Profile - Convictions

Healthcare Professions Profile | Convictions

128. Since you were issued a license to practice your profession in any state or country, have you had any final criminal conviction(s) or plea
arrangement(s) resulting from the commission or alleged commission of a felony or crime of moral turpitude in any jurisdiction?

No

Healthcare Profile - Malpractice Claims

Healthcare Professions Profile | Malpractice Claims

130. Since September 1, 1990, have you had any final judgment, entered into a settlement, or paid an arbitration award for malpractice?
No

Healthcare Profile - Malpractice Carrier Refusal

Healthcare Professions Profile | Malpractice Carrier Refusal

132. Have you been denied liability insurance, or has your liability insurance coverage been limited, restricted or terminated by the insurance

carrier?
No

Healthcare Profile - Optional Narrative

Healthcare Professions Profile | Optional Narrative

134. Optional Narrative:
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Healthcare Profile - Attestation
Healthcare Professions Profile | Attestation

By submitting this Healthcare Professions Profile to the Division of Professions and Occupations you are attesting that:

« | am the person identified in this profile; or
« You are authorized to submit information on behalf of the person identified in this profile; and
« The information contained herein is true and correct to the best of my knowledge.

135. Submission Date:
03/28/2019

Review

Please make sure to PRINT THIS SCREEN for your records. To do so, you can click the button in the upper right hand corner of this screen
labeled "Print Review". You will not be able to print after you leave this review screen.
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Renewal - DR.0053336

Name Rebecca H Cohen

Credential DR.0053336

Fee Details
DR - Legal Defense Fund $2.00
DR - PDMP Fee $14.00
DR - Portal Fee $2.00
DR - Renewal Fee Active $238.00
DR- Peer Fee $140.00

$396.00

DR_CDRH Renewal Attestations

The below attestations apply to your license's CURRENT status. You CANNOT change your status through online renewal. To change your
status, please contact the licensing office at dora_dpo_licensing@state.co.us or 303-894-7800. DR have Active and Inactive options, CDRH
has Active only

By renewing my license in INACTIVE status, | attest that:

| understand malpractice insurance is not required for Inactive license holders; however, | may not practice medicine, including but not limited to
prescribing medications, in Colorado unless and until | comply with the insurance requirements and the Board issues me an Active license. |
understand that should | desire to reactivate my Colorado medical license at some future time, | will be required to complete the reactivation
application and pay an additional fee. | also understand that if | have not actively practiced medicine for two (2) years or more and then wish to
reactivate my Colorado medical license, | will be required to demonstrate continued competence pursuant to Board rules and regulations.

By renewing my license in ACTIVE status, | attest that | have NOT engaged in any conduct or exhibited any behaviors that resulted in
the following following OR that | have reported, or will report this information within 30 days to the Colorado Medical Board at
dora_medicalboard@state.co.us or 303-894-7690.:

An arrest, discipline, sanction or warning

Loss or suspension of any license

Termination or suspension of any license

Endangering the safety of others

A breach of fiduciary obligations

A violation of workplace or academic conduct rules

An impairment of my ability to practice in a safe, competent, ethical and professional manner

Abusing or excessively using any habit forming drug, including alcohol, or any illegal or controlled substance resulting in any discipline
for misconduct, failure to meet professional responsibilities, or affecting my ability to practice safely and competently

« Claiming the illegal use of a substance as a defense, in mitigation, or as an explanation for any conduct that impairs my ability to
practice in a safe, competent, ethical, and professional manner

By renewing my license in ACTIVE status, | attest that | have NOT had an adverse action or administrative/judicial proceeding and | do not
have a pending inquiry or investigation within the last two years by the following OR that | have reported, or will report this information within 30
days to the Colorado Medical Board at dora_medicalboard@state.co.us or 303-894-7690:

A licensing authority - other than the Colorado Medical Board

A government agency

A court

An employer

An educational institution

A professional organization

In connection with an employment disciplinary or termination procedure

By renewing my license in ACTIVE status, | attest that: | have established and will continuously maintain professional liability insurance as
required by statute.

All statuses click Next to proceed.

DR & CDRH Peer Health Provider Compliance

If you have been formally evaluated by the designated peer health provider and are in compliance with all requirements, you can attest to this
renewal. The Board recognizes that licensed medical professionals encounter physical and mental health conditions, including those involving
substance use disorders. The Board expects its licensees to address any health concerns to ensure their wellness and patient safety. As a
licensee, you have the benefit of proactively and confidentially, self-referring to the peer health provider at no cost to address any health
concerns, including psychosocial matters such as burnout and family problems. The peer assistance program is dedicated to improving the
health and wellness of licensed medical professionals in a confidential manner.

Participation in the program does not eliminate any licensee's reporting responsibilities to the Board. Failure to adequately report and address a
health condition that impacts the licensee's ability to practice with reasonable skill and safety may result in the Board taking action against the
license to practice.

Medical Substance Use Prevention Training Attestation

Attestation for ACTIVE status Renewal: | attest that by renewing my Colorado license in an Active status, | meet the state Board's substance
use prevention training requirements by one of the following methods:
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| have completed at least two (2) hours of training since my last renewal in order to demonstrate competency regarding the following
topics/areas:

« Best practices for opioid prescribing according to the most recent version of the Division's guidelines for the safe prescribing and
dispensing of opioids.

« Recognition of substance use disorders.

« Referral of patients with substance use disorders for treatment.

« The use of the electronic prescription drug monitoring program.

OR
| am exempt from the substance use prevention training requirement for one of the following reasons:

« | maintain a national board certification that requires equivalent substance use prevention training.
« | attest that | do not prescribe opioids.

| attest that | have means to prove completion of my substance use prevention training requirements and | am aware that DORA reserves the
right to review this documentation. | will provide this information IF REQUESTED through a renewal audit by the Division of Professions and
Occupations.

All statuses select Next to proceed.

PDMP Renewal Attestation
By renewing your license in Active status, you agree with the following statement:

| attest that IF | maintain a current United States Drug Enforcement Agency (DEA) registration, | have registered an individual user account with
Colorado's Prescription Drug Monitoring Program (PDMP) at https://colorado.pmpaware.net.

If you have questions about registering or to check if you have registered, please contact Appriss' 24/7 support line at (855) 263-6403 or email
the Colorado PDMP Administrator at pdmpinqr@state.co.us for assistance.

Click Next to proceed.

*Affidavit of Eligibility Lawful Presence
Affidavit of Eligibility | Section A: Lawful Presence

1. To qualify for an occupational license or registration in Colorado, you must be legally allowed to work in the United States. You will need to
answer the following questions to establish your lawful presence. Please select the lawful presence that you qualify for:

I am a U.S. Citizen
2. Select your physical presence:

| am physically present in the U.S.

*Affidavit of Eligibility Documents
Affidavit of Eligibility | Section B: Verification Documents

3. To prove your eligibility to work in the United States, you need to present a valid, government issued form of identification. Please select
which type of document you will be uploading within this section.

Note: If you selected "l am NOT a US Citizen" in the prior section you may only select a document that has an asterisk (*) at the option.
Colorado Drivers License or Identification Card

4. Please upload an image of the document that you selected in the prior question. The image must include the full document and the print
must be readable or your application process time will be delayed.

This upload option will only allow for 2MB file size. Preferences to shrink an image file if it is too large:

« Make the image black and white.
« Crop the image - allowing for only the document to be seen.
« Compress the image.

« Change the image resolution.

To upload a document, select the "Browse" button to search for the scanned document on your computer. After deciding which document to
use, select the "Upload Documents" button to complete uploading the document to your application.

*Affidavit of Eligibility Attestation
Affidavit of Eligibility | Section C: Attestation
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5. By submitting this Affidavit of Eligibility (AoE) | am attesting that | have read and understand the below:

« lunderstand that this sworn statement is required by law because | have applied for or hold a professional or commercial license
regulated by 8 U.S.C. sec 1621. | understand that state law requires me to provide proof that | am lawfully present in the United States
when asked as well as submission of a secure and verifiable document.

« | understand that in accordance with sections 18-8-503 and 18-8-501(2)(a)(l), C.R.S., false statements made herein are punishable by
law. | state under penalty of perjury in the second degree, as defined in section 18-8-503, C.R.S. that the above statements are true
and correct.

« | am the person identified on the previous pages and the information contained herein is true and correct to the best of my knowledge. |
understand that under Colorado law, providing false information is grounds for denial, suspension or revocation of a license, certificate,
registration or permit.

« lunderstand that the information on the previous pages must be disclosed to the Department of Regulatory Agencies upon request and
is subject to verification.

As verification to these statements, enter today's date:
04/06/2021

Healthcare Profile - Physician Introduction

Healthcare Professions Profile | Introduction

Please be aware that this profile is only for your PHYSICIAN license. Do not provide information for other license types you hold on this profile.
You will be required to complete a profile for every license you hold that is included in the profiling requirement.

All information provided in this profile must be updated within 30 days of any change of information unless your profession's statute says
otherwise, or unless the question specifies otherwise.

Healthcare Profile - Location of Practice

Healthcare Professions Profile | Location of Practice

6. Are you currently practicing in the healthcare profession associated with this profile?
Yes

Healthcare Profile - Location of Practice if Yes (WF)

Healthcare Professions Profile | Location of Practice

7. Practice Locations:

Address City State Zip Code Phone Number

12605 E 16th Ave Aurora Colorado 80045 (720) 848-0000

Healthcare Profile - Medical Education and Training

Healthcare Professions Profile | Education and Training

8. School or Education Level:
Ohio State University College of Medicine

9. Please enter the year your initial Degree was achieved: Only enter the year in YYYY format
2005

Healthcare Profile - Other Licenses

Healthcare Professions Profile | Other Licenses
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10. Have you ever held, or do you currently hold any other licenses in this profession from any other state, country or province?

No

Healthcare Profile - Board Certifications

Healthcare Professions Profile | Board Certifications

12. Do you hold any current Board Certifications?
Yes

Healthcare Profile - Medical Board Certifications if Yes

Healthcare Professions Profile | Board Certifications

13. Board Certifications:

Certification

Obstetrics and Gynecology

Healthcare Profile - Practice Specialties

Healthcare Professions Profile | Practice Specialties

14. Do you have a practice specialty in which you are appropriately trained and actively practicing?
Yes

Healthcare Profile - Medical Practice Specialties if Yes

Healthcare Professions Profile | Practice Specialties

15. Practice Specialties:

Specialty

Obstetrics and Gynecology

Healthcare Profile - Colorado Hospital Affiliations

Healthcare Professions Profile | Colorado Hospital Affiliations

16. Do you have a current affiliation or clinical privileges with any Colorado Hospital?
Yes

Healthcare Profile - Colorado Hospital Affiliations if Yes

Healthcare Professions Profile | Colorado Hospital Affiliations

17. Colorado Hospital Affiliations:

Hospital Affiliation Type

City

University of Colorado Hospital Faculty

Aurora

Healthcare Profile - Other Facility and Out of State Hospital Affiliations

Healthcare Professions Profile | Other Facility and Out of State Hospital Affiliations
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18. Do you have a current affiliation with any healthcare facility or a non-Colorado hospital?
No

Healthcare Profile - Business Ownership
Healthcare Professions Profile | Business Ownership

20. Do you have a current business ownership interest in any healthcare-related business?
No

Healthcare Profile - Employer
Healthcare Professions Profile | Employer

22. Do you have an employer in the profession in which you are licensed or are applying for a license?
Yes

Healthcare Profile - Employer if Yes
Healthcare Professions Profile | Employer

23. Employer:
Employer Name Address City State Zip Code Phone Number
University of Colorado Hospital 12605 E 16th Ave Aurora Colorado 80045 (720) 848-0000

Healthcare Profile - Employment Contracts
Healthcare Professions Profile | Employment Contracts

24. Do you have a contract with any business whose mission relates to healthcare services or products where the value is greater than $5000
annually?

No

Healthcare Profile - Disciplinary Actions
Healthcare Professions Profile | Disciplinary Actions

26. Have you ever had public disciplinary action taken against your license by any board or licensing agency in any state or country?
No

Healthcare Profile - Restrictions and Suspensions
Healthcare Professions Profile | Restrictions and Suspensions

28. Have you ever entered into any agreement or stipulation to temporarily cease your practice or had a board order issued restricting or
suspending your license?
No

Healthcare Profile - Healthcare Facility Actions
Healthcare Professions Profile | Healthcare Facility Actions

30. Since September 1, 1990, have you had any final actions resulting in involuntary limitations or probationary status on or reduction,
nonrenewal, denial, revocation or suspension of medical staff membership or clinical privileges at a hospital or healthcare facility? You are not
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required to report a precautionary or administrative suspension unless you resigned your medical staff membership or clinical privileges while
the suspension was pending.
No

Healthcare Profile - Termination of Employment
Healthcare Professions Profile | Termination of Employment

32. Have you ever been terminated by an employer for a reason that would be considered a violation of your profession's practice law?
No

Healthcare Profile - DEA Registration
Healthcare Professions Profile | DEA Registration

34. Have you ever had to involuntarily surrender your United States Drug Enforcement Agency Administration Registration?
No

Healthcare Profile - Convictions
Healthcare Professions Profile | Convictions

37. Since you were issued a license to practice your profession in any state or country, have you had any final criminal conviction(s) or plea
arrangement(s) resulting from the commission or alleged commission of a felony or crime of moral turpitude in any jurisdiction?
No

Healthcare Profile - Malpractice Claims
Healthcare Professions Profile | Malpractice Claims

39. Since September 1, 1990, have you had any final judgment, entered into a settlement, or paid an arbitration award for malpractice?
No

Healthcare Profile - Malpractice Carrier Refusal
Healthcare Professions Profile | Malpractice Carrier Refusal

41. Have you been denied liability insurance, or has your liability insurance coverage been limited, restricted or terminated by the insurance
carrier?

No

Healthcare Profile - Optional Narrative
Healthcare Professions Profile | Optional Narrative

43. Optional Narrative:

Healthcare Profile - Attestation
Healthcare Professions Profile | Attestation

By submitting this Healthcare Professions Profile to the Division of Professions and Occupations you are attesting that:

« | am the person identified in this profile; or
« You are authorized to submit information on behalf of the person identified in this profile; and
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« The information contained herein is true and correct to the best of my knowledge.

44, Submission Date:
04/06/2021

Review

It's a good idea to print this screen for your records as after you submit your application you will not be able to access it again. To do so follow
the below steps:

« Select the "Print Review" button in the upper right hand corner of this page

« The Print Review window will open in a new browser tab. In that window select "Print" and your document will print to your selected
printer.

« After printing, close the Print Review browser tab.

After you close the Print Review tab, you will be returned to this page and can complete your submission.
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CREDENTIAL STATUS HISTORY SUMMARY
Name: Rebecca H Cohen Date: 1/23/2023
License: Physician DR.0053336
License Status: Active
License Status Reason: CURRENT
First Issuance date: 01/14/2014
License expiration date: 04/30/2023

This is to certify that a good faith search of our records revealed the following information:

Status Reason Date Changed User

Active CURRENT 04/06/2021 Automated
Active in Renewal ACTIVE 03/29/2021 Automated
Active CURRENT 03/28/2019 Automated
Active in Renewal ACTIVE 03/12/2019 Automated
Active CURRENT 03/21/2017 Automated
Active in Renewal ACTIVE 03/17/2017 Automated
Active CURRENT 03/30/2015 Automated
Approved READY TO PRINT 03/30/2015 Automated
Active in Renewal ACTIVE 03/17/2015 Automated
Active CURRENT 01/15/2014 Automated
Approved READY TO PRINT 01/14/2014 Automated
Pending QUALITY ASSURANCE 01/14/2014 Automated
Pending INTERNAL CONTROL APPROVAL 01/06/2014 Automated
Application Incomplete APPLICATION INCOMPLETE 12/30/2013 Automated
Pending PENDING CHECKLIST Automated
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