MEDICAL BOARD 2005 Evertpoen St S 120D

Sacramento, CA 95815-5401

OF CALIFORNIA Phone: (916) 2632382
Fax: (916) 263-2487
Protecting consumers by advancing high quality, safe medical care. www.mbc.ca.gov

‘ APPLICATION

MBC. |
5:Use:Only.;

(Check One)
[JU.S. or Canadian Medical School Graduate
TAinternational Medical School Graduate

(Check All That Apply)

%.Physician's and Surgeon’s License
Postgraduate Training Authorization Letter (PTAL)
Oupdate Application: File #

[JLimited Practice License

Lo e S Love Ta oW, Do . A T o

onorably Discharged Veterans of the Armed Forces - Must supply satisfactory evidence to the Board that you have
kerved as an active duty member of the Armed Forces of the United States and were honorably discharged.

ractice in Medically Underserved Area or Population « Must supply satisfactory evidence to the Board that you have
bccepted employment and intend to practice in an area of California formally designated as an underserved area or underserved population.
Please see further details on our website at http://www.mbec.ca.qov/Applicants/Physicians and Surgeons/Underserved.aspx.

emporary License for Spouse of Active Duty Member of the Armed Forces - Must supply satisfactory

evidencelto the Board that you are married to, or in a domestic partnership or other legal union with, an active duty member of the Armed
orces of the United States who is assigned to a duty station in California under official active duty military orders. In addition, you must meet

the requirements listed in Business and Professions Code Section 115.6.

Legibly = '# %...  PERSONAL INFORMATION . "« « Yoo n) o

First Middle

“adne\

7 y Number (SSN) or
~Individual Taxpayer:ldentification.Number (ITIN):

emale ss&vy ]
This address will be tised!for all | LF-S’S\ %0 034\\11“\7/\ ‘A\Te . m k‘\\\ m/eep/

current correspondence during - - T
‘the review.process and willbe .| Mailing Address continued (40 characters maximum per line, including spaces)

4 :Dat»e.c,?f‘Bri(rth:v_ (mm/dd
6. Address of Record |

ress (40 characters maximum per line, including spaces)

postéd on the!Board's website - Address of £
‘upon issuanceof a license, " . °. Reg/ 4
If you are using aP.0. Box. . /| City State/Province Zip/Postal Code  Country R A

“please’list'a confidential street - :
address below, |0 s

fagean Com 000 Al

 Confidential’‘Addre Gl am
(Only required if Address of - f CoAr;r::srs\:a
;Record is a P10, Box) = = i Addross .
R A TR R X, D R 7
7. Telephone : < Telepnons

S Number;

8. E-mail Addres
s riReqUiradlinl,

: Have you served or are you currently serving in the military?

B Are you requesting expediting of this application as a spouse or domestic partner
| of an active duty member of the Armed Forces?

Cashiering! ) N % S8, A EHE el + Pathway .\ ©..Jr o School.Code.:

07A-100 [Revised 01/2019)
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APPLICANT:

DATE OF BIR
(Print Legél Name)

(mmldd/yyyy)

*\Z\M\ 7\*’/ Y Q(
T 3 A,“yes” response to' question
.- Explanation For Application Question form may ‘be! used:t

. Have,you ever filed an application for a Physician’s and Surgeon'’s License
ora F,’TAL in California that has been withdrawn, abandoned, or denied?

Have|you previously held a Physician's and Surgeon’s License in California?
If yes, please provide license number:

12.

Expired:

13. Are y!ou certified by the Educational Commission for Foreign Medical Graduates? JzYes [ONo
|

14. List a:ll of the following examinations you have taken and
passed i

USMLE, FLEX, NBME, LMCC and/or
STATE BOARDS

Examinatlon

\}\SLN\E Seo A
L N\E Q)rfr)l oe
J&\L,N\F qH—é’ﬁ 2 (S
U\\LN\C 6&-10,9 )

. -Date Passed .

‘ approved medlcal schools.
. school, you may be eligible
Code 1 o view the Board’s list of recogmzed or approved medlcal schools please ref

A € 4 f ap
for. llcensure pursuant to Section 2135.7 of the Business and- Professions ;

15. List elach medical school that you have attended and the medical school of graduation.

< ,Meu‘caﬂ
Education t

‘Medical School Name' HisMalliRg Address =i tianl x Dates o Attendancer
\fx AN e e} v st | G|
Zaokiee St et e, RS \a /wggw v A fon)
Vi) Yodth | Btz g ==l es
- Start':
Eng
' Stan
! End :

S

e ,{;;Medlcal School of. Graduatlon

|- Title of Degree Awarded | ’ss“" BatoiotDegree. i
! : R | s - (mm/ddiyyyy):

e Q\nu DN AR Srop ot | Q.

W\ed\bme n\\u.b K\ﬁwmw\ 9030\%""

L i R T P L R ]

@ Bees | T
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APPLICANT:
(Print Lega) Name)

Wnterisnip, KesSIency anu renowsing Friograms). <

16. Have 3‘/ou participated in any ACGME-accredited postgraduate training programs
in the United States or RCPSC-accredited postgraduate training in Canada?

DATE OF BIR
(mm/dd/yyyy)

(f NO, please skip to
question #24)

E/Yes D No

;Llstw every program rmternshup, resndency and fellowshlp) ‘in whlch you have partlcipated or are urre tly |

Qpartlcipatlng egardless of: whether the program was completed or any credit was granted
il & Us_mthe Addendum to ‘Questlon #1 6 Form if additional space Is needed)

e Faclhty Name ~ | City, State/Province ||/ Specialty Date(gme:dm;\mg
MOerS v ot o . . sat | T\ LO\Y
WA\M! > bastss 4 S %] - ,\) End | e20110M
Start -
‘ End’
| “Start
! End‘

NOTE A “yes" response to question 17-23 requlres a S|gned and dated writ :
‘ Explanatlon For Appllcatlon Question form may be used to. provide your explanation. .

expla tion. The

17. Have !you ever received partial or no credit for a postgraduate training program?
I

18. Have lyou ever taken a leave of absence or break from your training?
|

19. Have you ever been terminated, dismissed or expelled from a program?
|

[
20. Have you ever been placed on probation for any reason?
|

21. Have fyou ever been disciplined or placed under investigation?
|

reason?

22. Have you ever had any limitations or special requirements placed upon you for
cIinica:I performance, professionalism, medical knowledge, discipline, or for any other

offere:d fora following year?

23. Have you ever had a postgraduate training program contract not be renewed or

~.MEDICAL: LICENSE

24, Have .you ever held or do you currently hold a medical license in any U.S. state,
U.S. terrttory, or Canadian province?

Kﬁes CNo

L

provnsnonal I|censes

"List medlcal license information forall: llconses ‘ever held below: Do not list temporary, training,: or
(Use the: Addendum fo- Quest/on #24 Form if addrt|ona| space Js? needed

«=:OF. Canadlan Province -

U.S. State, U.S. Terrltoryn\ ol

: License Number

. Dates of Practice
- (mmiyyyy.to mmlyyyy) -

M -0% M4

o glplzov

byt

Nizow

to

to

to

07A-100 (Revised 01/2015)
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25.

APPLICANT:
(Print Legajl Name)

26.

DATE OF BIR
(mm/dd/yyyy)

Are yclu currently certified by a Member Board of the American Board of
Medlcal Spec:altles’?

* MALPRACTICE HISTORY :

|
Has a|claim or an action ever been filed against you for the practice of medicine
that re'sulted in a malpractice settlement, judgment, or arbitration?

. Have you ever had your DEA privileges denied, suspended, restricted, or terminated?
i

I : o
. Have you ever entered into any arrangement, agreement or plea in lieu of federal

prosecutlon with the DEA to resolve an alleged violation of a federal or state drug
slatule or regulation?

29.

Have you ever withdrawn an application for medical licensure in lieu of denial,
discipllinary action, or for any other similar reason?

30.

Have you ever been denied a license to practice medicine?
I

31.

|
Is any|denial pending against you?

32.

I
Have you ever had any license to practice medicine subjected to any
discipllinary action?

33.

T

Is any, disciplinary action pending against any of your licenses to practice medicine?
|

34.

|

| . ' .
Have you ever surrendered a license to practice medicine?

|

35.

Have !you ever had any license to practice medicine revoked, suspended, or placed
on prdbation?

36.

Have _!you ever had any license to practice medicine subjected to any action
includling, but not limited to, informal or confidential discipline, consent orders,
lettersl of warning, letters of reprimand, or citation?

37.

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

38.

Have you ever resigned from a medical staff in lieu of disciplinary or administrative
action?
|

39.

Is any! disciplinary action pending against your hospital or staff privileges?

40.

Have you ever had staff privileges in a hospital terminated, denied, suspended,
Iimitec;i, revoked, or not renewed?

41.

Have you ever had any healing arts license or certificate disciplined by another state
or fed'eral territory?

O Yes/dNo

" -MBC Use
- Only

- Histery 25

‘NOTE~ A "yes" response to questuon 26-41 requures a ‘signed and- dated written explanation. The

Explanatlon For Application Question form may be used to prowde your explanation:«

07A-100 (Revised 01/2019)
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APPLICANT:
(Print Legal Name)

DATE OF BIR
(mm/dd/yyyy)

:Appllcants who answer “NO" to the questio :
their. appltcatlon denied for. knowingl yil

|
42. Have you ever been convicted of, or pled guilty or nolo contendere to ANY offense
in the United States, its territories, or a foreign country?

This h;vcludes every citation, infraction, misdemeanor and/or felony, including

traffic|violations. Convictions that were adjudicated in the juvenile court or
convictions under California Health and Safety Code sections 11357(b), (c),
(d), (e), or section 11360(b) which are two years or older should NOT be
reported. Convictions that were later expunged from the record of the court
or set| aside pursuant to section 1203.4 of the California Penal Code or
equiva'alent non-California law MUST be disclosed.

43. Excluswe of juvenile court adjudications and criminal charges dismissed under
sectlon 1000.3 of the California Penal Code or equivalent non-California laws, or
convnctlons under California Health and Safety Code section 11357(b), (c), (d), (e),
or secltlon 11360(b) which are two years or older, have you had a charge or
conviction that was set aside or later expunged from the record of the court?

44. Is any. criminal action pending against you, or are you currently awaiting judgment
and sentencmg following entry of a plea or jury verdict?

i
'

45. Are yc;u a registered sex offender?

eligible for llcensure Please:note: that al leit
'rAppIIcatlon Information r a Limited Practiqe__Lice ‘ for funhermformatlon

ey e

Ltcense may. be available

Refer to the

fpoag 3 4t &
s Pt 1) 148

46. Have fyou ever been diagnosed with an emotional, mental, behavioral, or
addictive disorder that impairs your ability to practice medicine safely?

|
47. Have you ever been diagnosed with a neurological or other physical condition
that impairs your ability to practice medicine safely?

48. Do yo:u have any other condition that in any way impairs or limits your ability
to prajctice medicine safely?

Limitations’

07A-100 (Revised 01/2019)



Notice: All items in this application are mandatory. Failure to
provide any of the requested information wiil delay the processing
of your application. The information provided will be used to
determine your qualifications for licensing per Section 2080 of the
California Business and Professions Code, which authorizes the
collection of this information. The information on your application
may be transferred to other medical licensing authorities, the
Federation of State Medical Boards, or other governmental law
enforcement agencies. You have the right to review your
application subject to the provisions of the Information Practices
Act. The Chief of the Licensing Program is the custodian of
records.

: ’ .DECLARATION-

The appllcant ‘H’C\(\O\. Q‘{M}l\e_\ 4\6.5’;’*@/

PRINT LEGAL NAME (First, Middle, Last, Suffix) ddlyyyy)

being first dluly sworn upon hisfher oath deposes and says: that | am the person herein named subscribing to this application; |

that | have read the complete application, know the full content thereof, and declare under penalty of perjury, that all of the
information|contained herein and evidence or other credentials submitted herewith are true and correct; that | am the lawful
holder of the degree of Doctor of Medicine as prescribed by this application, that the same was procured in the regular course

of instructian and examination, and that it, together with all the credentials submitted, were procured without fraud or | R

mlsrepresefxtatlon or any mistake of which | am aware and that | am the lawful holder thereof. Further, | hereby authorize all
hospitals, institutions or organizations, my references, personal physicians, employers (past, present and future), or business
and professnonal associates (past, present, and future), and all government agencies (local, state, federal, or foreign) to release
to the Medical Board of California or its successors any information, files or records, including medical records, educational
records, and records of psychiatric treatment and treatment for drug, alcohol and/or substance abuse or dependency,
requested tlvy that Board in connection with this application; or any further or future investigation by that Board necessary to

determine any medical competence, professional conduct, or physical or mental ability to safely engage in the practice of |- -

medicine. | further authorize the Medical Board of California or its successors to release, in any investigation or proceeding,

to the organizations, individuals or groups listed above any information which is material to this application or any subsequent |, s

licensure. |

I UNDER.'>+ TAND THAT ANY OMISSION, FALSIFICATION OR MISREPRESENTATION OF ANY ITEM OR
RESPONSE ON THIS APPLICATION OR ANY ATTACHMENT HERETO IS A SUFFICIENT BASIS FOR

DEN YING OR REVOKING % leyE”)
SIGNI LEGAL NAME: 7 DATE 7/\\\\0\

NOTARY' SECTION: *

SIGNATURE OF APPLICANT:
i (SIGN LEGXE"NAME IN THE PRESENCE OF NOTARY)

A notary ‘public or other officer completing this certificate verifies only the identity of the individual who signed the
documen} to which this certificate is attached, and not the truthfulness, accuracy, or validity of that document,

State of @K’)Aﬁ

I’Z 1) 3
County of |

Subscribed and sworn to ( affirmed) before me on this (&1 day of ﬁ%QuA&J , 20 iq

by, [-'I‘AAJ;Q?AQHEL 13D ER proved to me on the basis of satisfactory evidence
i (PRINT APPLICANT‘S LEGAL NAME)

| ——NQTARYSEAC = (D423
to be the person who appeared before me. glissa Vazzano
| Q«t“““""%’ Notary Public
i ‘L 9 % State of Kansas
: | M intm
PLO | Q" Ezpi‘:gggn .Lé:}% [Zezz

SlGNATURE OF NOTARY PUBLIC
i

[ “Use’ Only

iMBC

CReVLIAE -
+ Staff |nitials -

73 Apphcem y

.Sby

i iName &
“Notary

L aNotary.
S«’gpature i "

07A-100 (Re!,-vised 01/2019)

=Applicant: }




MEDICAL BOARD 2005 e nsing Program

Sacramento, CA 95815-5401

Ph 1 (916) 263-2382
OF CALlFORNlA 23:{9]6;263_2487
Protecting consumers by advancing high quality, safe medical care. www.mbc.ca.gov

Gavin Newsom, Governor, State of California | Business, Consumer Services and Housing Agency | Department of Consumer Affairs

TIMELINE OF ACTIVITIES

LEGAL NAME: Lo

0'Date of Birth! (mmiddiyyyy) ' Medical School of Graduation: .-
T& PN\I Univethy iSaekbes S(,hmel c;C
Medgine, New \IN‘&IGM"?J\M{I ?(LHW‘/‘

Msc Use =

| pate

Y 3, _ »Activitles
- Address, and. Supervi i

| bowes v ot foases
T2 | ozl Nedred (e
‘ 20\ ‘Mm‘eow @

‘%mems"% Cgrr“c \Dﬂ\ew

™=

SIGN LEGAL NAME:“%/Z,A S pate:_Z\\|\

Applicant’s signature and date are required.

07A-100 (Revised 01/2019) . /




MEDICAL BOARD

OF CALIFORNIA

Protecting consumers by advancing high quality, safe medical care.

/j‘

o¥

Licensing Program
2005 Evergreen Street, Suite 1200
Sacramento, CA 95815-5401

Phone: (916) 263-2382
Fax: (916) 263-2487
www.mbc.ca.gov

Gavin Newsom, Governor, State of California | Business, Consumer Services and Housing Agency | Department of Consumer Affairs

CERTIFICATE OF MEDICAL EDUCATION

Check one: [ U.S. or Canadian Medical School Graduate

; APPLICANT |NFORMATION
First
Nava

Last

v\igle

A International Medical School Graduate

Suffix

_ ,ZQtQShev

Digits of U.S. SSNor ITIN' ’“‘“

" Medical School of Graduation || ;

or was 'ac:cebté‘ i’r?ﬁzth -

1. Name of Medlcal School

2. State/Provmce/Country ol QA ulv

3. The unge S|gned further certifies that the records of thlS‘nStltUtlon show that the applicant attended in this institution
‘ years of resident instruction, completing at least 4,000 hours, of which at least 80 percent actual

attendance is required in the subjects set forth hereunder (Business and Professions Code Sections 2089, 2089.5,
2089.7, 2090 2091.1, 2091.2).
Alcoholism and Chernical Dependency Geriatric Medicine Otolaryngology Psychiatry
Anatomy Histology Pain Management and End-of-Life-Care*™* Radiology, including Radiation Safety
Anesthesia Human Sexuality Pathology, Bacteriology, and Immunology Spousal Partner Abuse Detection &
Biochemistry Medicine Pediatrics Treatment™*
Chiild Abuse Detection and Treatment Neuroanatomy Pharmacology Surgery, including Orthopedic Surgery
Dermatology Neurology Physical Medicine Therapeutics
Embryology Obstetrics and Gynecology Physiology Tropical Medicine
Family Medicine* Ophthalmology Preventative Medicine, including Nutrition Urology
*ONLY applicable to medical students who enrolled in medical school on or after May 1, 1998
**ONLY applicable to medical students who enrolled in medical school on or after June 1, 2000
***ONLY applicable to medical students who enrolied in medical school on or after September 1, 1994
4. Did the applicant withdraw or transfer from this medical school? OYes HNO

5. What is the [standard duration of the curriculum at this institution?

years

L

6. Date the applicant was enrolled in medical school?

mnr G\ QM {01

7. Date the ap

pllcant was |ssued the dlploma of Ba(,helor/Doctor of Medlcme

Sy ,‘,M

 Any “Yes” response | é]ow ¢ qugges§§1$rgne&and dated letter of ex
8. Did this applicant ever take a leave of absence from his/her medical education?

9. Was this applicant ever placed on probation?

[10. Was this apblicant ever disciplined or placed under investigation?

11. Were any limitations or special requirements imposed on this applicant because of
questions offacademic or disciplinary problems, or for any other reason?

AFFIX.M E_DI!CAL

MEDICAL SCHOOL OFFICIAL CERTIFICATION
| certify that | am the President, Dean, or Registrar and hereby declare under penalty of perjury

SCHOOL SEAL

Tami Lipkin-Zur.

under the laws of the State of California that the a ive s tem ts are true and correct.

PRINTED NAME OF SCHOOL OFFICIAL

: At

TITLE OF SCHOOL OFFICIAL

SIGNATURE OF SCHOO

\g CelDy gﬁ, 20\9
DATE

Attention Medical School: THE PERSON WHO SIGNS THIS FORM MAY NOT BE RELATED TO THE APPLICANT BY
BLOOD, MARRIAGE OR ADOPTION. Only the President, Dean, or Registrar may sign this form. If the signature is being
delegated to another person, ‘evidence of that delegauon must be attached to this form (may be a photocopy). Such
delegation must be on official letterhead arid must be dated within the last 12 months.

NOTE: The completed form must be mailed directly from the medical school to the Board to be acceptable.

07A-100 (Revised 0

1/2019)

)



Sacramento, CA 95815-5401

OF CALIFORNIA Phone: (916) 263-2382

Fax: (916) 263-2487
Protecting consumers by advancing high quality, safe medical care. www.mbc.ca.gov

® ‘
“ld MEDICAL BOARD s, Lz Program

Gavin Newsom, Governor, State of California | Business, Consumer Services and Housing Agency | Depariment of Consumer Affairs

CERTIFICATE OF COMPLETION OF ACGME/RCPSC POSTGRADUATE TRAINING

To be completed by the facility for every medical school graduate completing postgraduate training in the United States or Canada.

Check one: El U.S. or Canadian Medical School Graduate /7 International Medical School Graduate

Type or Print Liegibly ‘ " APPLICANT INFORMATION

s MBCE

LEGAL NAME:  byst First | Useonly -
: Lersner ___{hga ( | e
-Date irt y) | Last 4 Digits of U.S. SSNorITIN'|- .~ Medical:School of Graduation - | Applicant

SN ol o fahent &

PROGRAM DIRECTOR TO COMPLETE ACGME OR RCPSC TRAINING INFORMATION
Eacll‘lty Nau?e_ e Un\ \;e_(j\'\L\ ot \'4(;«\'5&5 6:)00\ ot P(\CC\\CA\’\C PO%C Cirvy,

FaculityAddress 290\ Rawrnbew Boulevacd ) Wescoe 3 Floor yeneas
: i Kansas C»::\u\. KS CololeoQ -' lnforgt)n“»,
Spacialty: [ e ACGMIE 10-digit Program # |~ s
sveosly OCEIN ACONE PR 511103

Start Date: End Date (or anticipated completion date): v
T/ A Co/ 3012099 R
UNUSUAL CIRCUMSTANCES - : Fas

‘Program Dlrector 'Please provrde a sngned and d: ed letter of explanatlon mcludmg dates, for any - _
fyes’ response: to'questions # 1-7. The explanatio _;must be: provnded on, program Ietterhead and b
-mailed dlrectly to the Board with the Form’ L3A L3B. , ; ; 8 PRy

' Dates of. Training
(mm/dd/yyyy)

1. Did the applicant receive partial or no credit during his/her postgraduate training?

. Did the applicant ever take a leave of absence or break from his/her training?

. Was the applicant ever terminated, dismissed or expelled?

. Was the applicant ever disciplined or placed under investigation?

2
3
4. Was the applicant ever placed on probation?
5
6

. Were any limitations or special requirements placed upon the applicant for clinical
performance, professionalism, medical knowledge, discipline, or for any other reason?

7. Did the program decline to renew or offer the applicant postgraduate training
program contract for a following year?

; GENERAL MEDICINE TRAINING REQUIREMENT

8. Did the applicant complete a minimum of four months of general medicine as part of ‘ClYes [INo
this postgraduate tralnmg program accredited by the ACGME or the RCPSC? '

To quahfy forlllcensure in Cahforma appllcants who are graduates of an snternatlonal medlcal school must complete at sdanh
least four. (4);months of postgraduate training in'GENERAL. MEDICINE as part.of the requurement “Applicants whoare | j
_igraduates of. a U.S: or.Canadian medical school,; who have not completed postgraduate trammg required for licensure'by. {1

July 4, 1990, must also. complete four (4) months of training in GENERAL MEDICINE prior to licensure: The GENERAL

_MEDICINE requ;rement may. be - satisfied by actual “clinical practrce ‘Where: the appllcant had direct patrent care
respons:bllltles for at least four months in.any pamcu/ar spemalty or sub-spemalty area. L G

07A-100 (Revised 01/2019)



—

APPLICANT INFORMATION
LEGAL NAME: Last First Middle
7" tezone/ WA

ATTENTION: PROGRAM DIRECTOR

| hereby de(,l‘/are under penalty of perjury under the laws of the State of California that all of the information
contained orp these forms is frue and correct. | further certify that the training program is accredited by the
ACGME or the RCPSC to offer the type and level of training completed by the applicant named on the Form
L3A, and thei applicant was trained in an ACGME or RCPSC slotted program posn‘lon

)
Lcrr'\ e LWlleneXe
PRINTED E OF PROGRAM DIRECTOR

~ 1119

SIGNATURE OF PROGRAM DIRECTOR DATE

|
{ (Signature Stamp Is Not Acceptable)
I

}
SIGNATUR% OF PROGRAM DIRECTOR: N .

‘ (SIGN FULL NAME IN TH}RRE&EMQE@FWO’TARY)

A notary pu{bllc or other officer completing this certificate verifies only thty of the individual who signed the
document t? which this certificate is attached, and not the truthfulness, accuracy, or validity of that document.

State of Kﬁuﬁﬂ-ﬁ
County of LOI,'MMBDTTé

Subscribed and sworn to (or affirmed) before me on  this (&7 dayof A?e,-l,. , 2008
by, C,Qﬂ\' Ve b\\ te,ncKC proved to me on the basis of satisfactory
evidence .

(PRINT PROGRAM DIRECTOR'S NAME)
—HOSRITAL-or-NOTARY SEAL
to be the person who appeared before me. ) X
p Pp e Melissa Vazzano ¢ j 15473

/1} 0 ‘J & % Notary Public

/ Apy— ?&g State of Kansas L3 B
T KANSAS My Appoinimgj

SIGNATURE OF NOTARY PUBLIC Expires onﬂﬂ@

NOTE: The completed forms must be mailed directly from the program to the Board to be acceptable.




Kansas State Board of Healing Arts

800 SW Jackson, Lower Level-Suite A

PHONE: 785-296-7413
FAX: 785-368-7103

KSBHA_healingarts@ks.gov
www.ksbha.org

State Board of Healing Arts

Laura Kelly, Governor

Topeka, KS 66;612

Kathleen Selzljer-Lippert, Executive Director

|
March 19, 2019

\

|

Mediéal Board of California, Licensing Program

2005 Evergreen St. Ste 1200

Sacramento, CA 95815

|

I

This is to certify that: Hana Rachel Reissner has been licensed to practice in Kansas in the following

profe%sion: Medical Doctor Postgrad Permit

|

|

Lice]nse Number:
Datei of Birth:

Profession:

Lice1nse Status:
Orig:‘inal License Date:

Expiration Date:

1
\
|
|

94-08749

11/28/1986 L

Medical Doctor Postgrad Permit (MD)
Active - Current

06/23/2015

06/30/2019

Unless otherwise indicated, this licensee has not been subject to disciplinary proceeding by the

Kanszjls Board of Healing Arts.

|

Disciplinary Action:

Verified by:

Marisa Ashley

Phone: (785) 296-3146

4 \

NONE J—
S

T &
Ty X e
', HANSHD

RO

Email: Marisa.M.Ashley@ks.gov

BOARD MEMBERS: ROBIN D. DURRETT, DO, PRESIDENT, Great Bend ¢ STEVEN J. GouLb, DC, VICE PRESIDENT, Cheney « MARK BALDERSTON, DC, Shawnee
R. JERRY DEGRADO, DC, Wichita » ToM ESTEP, MD, Wichita » ANNE HODGDON, PUBLIC MEMBER, Lenexa ¢ JOEL R. HUTCHINS, MD, Holton

STEVE KELLY, PuBLIC MEMBER, Newton e DAVID LAHA, DPM, Overland Park « M. MYRON LEINWETTER, DO, Rossville « DOUGLAS J. MILFELD, MD, Wichita

GAROLD O. MINNS, MD, Bel Aire « JOHN F. SETTICH, PH.D., PUBLIC MEMBER, Atchison e KIMBERLY J. TEMPLETON, MD, Leawood » RONALD M. VARNER, DO, Augusta

[TY (Hearing Impaired) 711 or 1.800.766.3777 voice/TTY e e-mail: KSBHA_healingarts@ks.gov




Sacramento, CA 95815-5401

OF CALIFORNIA Phone: (916) 263-2382

; Fax: (916) 263-2487
Prbtecring consumers by advancing high quality, safe medical care. . www.mbc.ca.gov
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CERTIFICATE OF CLINICAL TRAINING

I (This form is only required of international medical school graduates)

LEGAL NAME: Las o First ' Middle Q Suffix
Q\Sghe\r o _,\‘iQY\o - \
th ] g jits of U.S.:SSNior ITIN. | 7+ Medical‘School of' Graduatlon

e écllity Name “v‘
City/ ate]PrqylhceC T

()?(

MEDICAL SCHOOL OFFICIAL CERTIFICATION

AFFIX MEDI(!: AL | certify that | am the President, Dean, or Registrar and hereby declare under penalty of perjury
. under the laws of the State of Caljfornia that th ements are true and correct.
SCHOOL SEAL Yf ”i“ it ‘ﬁ@g{ﬁfﬁi‘

PRINTED NAME OF SCHOOL OFFICIAL TITLE OF SCHOOL OFFICIAL

/G/\M‘ \\ \\\\\:Z,Cé_ M owary 20\ q
SIGNATURE OF SCHOO OFFICIAL DATE !

Attention Medical School: THE PERSON WHO SIGNS THIS FORM MAY NOT BE RELATED TO THE APPLICANT BY

BLOOD, MARRIAGE OR ADOPTION. Only the President, Dean, or Registrar may sign this form. If the signature is being

delegated to another person, evidence of that delegation must be attached to this form (may be a photocopy). Such
delegation must be on official letterhead and must be dated within the last 12 months.

NOTE: The completed form must be mailed directly’ from the medical schoaol to the Board to be acceptable.

07A-100 (Revised 01/20\9]



Licensing Program
2005 Evergreen Street, Suite 1200
: Sacramento, CA 95815-5401

OF CALIFORNIA Phone: (916) 263-2382

' Fax: (916) 263-2487
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Certificate of Individual Clinical Clerkship Training

This form is required of international medical school graduates who completed any clinical training outside of
the primary teaching hospital of their medical school. A separate form is to be used for each clinical clerkship.

APPLICANT INFORMATION MBC

Type or Print Legibly

[ Last First Middle sufix | UseOnly |
LEGAL NAME:RE|SSNER HANA RACHEL P
_Date of Birth: (mm/dd/y .| Last 4 Digits- S. SSN or ITIN: -~ Medical School of Graduation s quor%aﬁ)n
SACKLER SCHOOL OF MEDICINE
PROGRAM DIR OR OR A RUCTOR TO COMP = ORMATIO :
o ... Facility Name ;. = X <+ Facility Address ' i
MW\A"C% oTe, - %t ne‘\’c( ﬂ l@?@ fa.a'rch@-l-e/r (M ’%)C K\'fcoq-(, { |.. veried.
‘ * Clinical Specialty” . -7 7. -, Dates of Training (mm/ddiyyy) _'“23,’{:3“3”'
oz&yf\w - u,b-(-m.sowno\ “Start Date: a>7)9,; J2014  EndDate: o@} 15[,;:0;4 3 }zf
: This’ facurly is formally affi llated or has a formal contract of afﬁliauon wuth au.s, Canadlan or AT AL
“Intemnational Medical School. .| Yes [ONo Clerkship

Approved
Name of the U.S., Canadian, or International Medical School. (If aff'llatecl) A((bu—‘rg néZtn éﬂegg D‘] T

This facnllty does have an ACGME-accredlted reS|dency trammg program. . .. l mes [INo

ACGME 10-digit program # (https:/iapps.a caméoraladsiPublie. D £90) 552 ) )7 o vSpecnalty: oeaYN

OFFICIAL CERTIFICATION

“ATTENTION:- A signature s table.”: THE PERSON WHO SIGNS THIS FORM MAY NOT. BE RELATED. TO THE APPLICANT BY'
‘BLOOD; MARRIAGE OR ADOPTION Only the, ram Director or clinical instructor may-sign this form. -If that signature authority is. being

.delegated to anothor person, evidence of that delegation 1stbe attuched to thls form (may be a photocopy) Such delegauon must be on ofﬁclal
_letterhead and: must be dated within the last 12 months T T

1 certify that | am the program director or clinical mstructor and that the appllcant named above satlsfactoﬂ/y completed the
above named cllnlcal clerkship and I hereby declare under penalty of perjury under the laws of the State of California that |
the above statem ts are trye angd.corn

TAC) E p ollgc <, m o> L. 121
Signature &

PRINTEZ NAME O PROGV DIRECTOR OR CLINICAL INSTRUCTOR . Date -
[S ! ' i
IV 0412519 o

SIGNATURE OF PROGRAM DIRECTOR OR CLINICAL INSTRUCTOR DATE

NbTE L If a hospital'seal is not available, the:program director.o 'cl-inical instructor shall also s:gn in the
b sectlon below'in the presence of-a notary public. ... J / ;

" Signature;
Signature of Program Director or Clinical Instructor: / / 7/ V ( I’M '
“"(SIGN FULL NAME IN THE PRESENCE OF NOTARY) " .

A notary public or other officer completing this certificate verifies only the identity of the individual who signed the
document tojwhich this certificate is attached, and not the truthfulness, accuracy, or validity of that document.

State of \\ e \/'} 19, (3 County of W . Notary :
Yol Signature &

Subscgj aAd sworn to (or affirmed) before me on this ﬂ?)b day of_ Atz | ,20 ) OI* , ;;L'/
) > .

[ -~
MI E - D , ,aa} C Iz M D _ ‘proved to me on the basis of satisfactory evidence

by,

omen HOBRMIVIRHE NOTARY SEAL Ry
T R . NOFARY PUBLIC, STATE OF NEW YORK 8
HESIE R ‘., LY No. 010R6079341 -
RN A QUALIFIED IN BRONX COUNTY
SIGNATlhRE oF(n’cyARv pu@)uc [ MY COMMISSION ENPIRES AUG. 25, 20 2

NOTE: The completed form must be mailed dlrectIy from the facility to the Board to be acceptable.

| - | /

|
07A-100 (Revised 01/2019)
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Application Summary

6/21/21 2:49 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:

Page 1 of 2

Physician and Surgeon A

162871

2043607

Physician's and Surgeon's Renewal
14847208

06/21/2021 (mm/dd/lyyyy)

HANA
RACHEL
REISSNER

** /** /****

Female

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

Questions

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

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

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



6/21/21 2:49 PM

Page 2 of 2

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

Postgraduate Training Years

Cultural Background

Web Site Profile

Fees
Biennial Renewal Fee

DUE TO CURES FUND
StephenM.ThompsonLRP

Total Amount Due:

No

Administration - 1-9 Hours

Other - None

Patient Care - 20-29 Hours
Research - 1-9 Hours

Teaching - 1-9 Hours

Telemedicine - 1-9 Hours

Zip: 90033 County: LOS ANGELES
Zip: 90033 County: LOS ANGELES
Zip: County:

Zip: County:

Not in Training

Obstetrics and Gynecology - Primary
7 Years

I

I

Cultural Background - No

Foreign Language Proficiency - No

Gender - Yes

$783.00
$12.00
$25.00
$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:





