diane o cunom&-'—.ér;?:i;"‘. :"Zyawn SERVICES AGENCY
~— _\,.mC MIZKNCE  MEDICAL "?“g}“f OF CAusoanmh‘fi;

w"'.,x.l K 14286 HOWE AVENUSE, sacuwlmo CA osmngx( bt
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Aflairs 95 UG ARPUCATION FOR PHYSICIAN AND ﬁ%@obg" &

(10K OF UC EXAMINATION OR LCENSURE 1158

Read oll instructions prior to loting this appl All questiom on this opplication must be d, ond glf supp~rtng

P

whmitted with this application per instructions. Plecsa typs oe print m’ly When 1poce provided ks inswificiens, cmodn cdd«t&:nd M‘dp«;m-

1. Neme: Lost Fies Madthe

TEAL STE PHANIE BETH

2. Other names you have used (include moiden nama): 3. Social Security Number

Address;  Nomber ond Streot /Rirol Roum (wachdo opcrtrmet aumber, 4 arvy)

#0[Day /Ye

Sex:& Femo 8. Are you a U.5. cihiren
H you are o Foreign Mediol Groduate, you muit grande an oigenal Certificate of Manhwolizatic
D Male {mtent to become o U.S, aeen, or a ful unveiriciod lkemse 10 proctice medicine in o siate of country.

Have you ever filed an application for examina'sn or licenzure in California? O Yes Eq No
HYES, give date previous opplication wen sdmiriod:

10. list nome and address of all colleges or univeritics attended where pre-professional, postsecondary instruction was received.
Please submit an officiof sealed tranxript for each school attended.

N Add Penod of Attendonce
. —_—
. Nene ress From (Mo/Yr) To (Mo /Yr)

Stan 9.-A’L)ZMZ.-ZE%7 Old_U Aian, Stnalard CA_3di3ef LT yj29

10.0 Check whether the following premedical courses were successfully completed and show where completed:
e Yer No § . None of College or Univeriity
Chematey o Stanfard Yay
Physics v Straut 'lar»i Unty,
Bology or Zookoy v Stenford Unis.
11. Llist name ond address of all schools where professional medical instruction wos received. Submit an original Certificate of
Medicol Education (Form L2) and official seated transcripts from coch school attended.
Ploce Where Feiiod of Atendance
Name Address Instruction Received From (Mo/Yr) Ta (Mo /Ye}

Ustiv. Calif. Son Frmnciscal530 Do rruseasBue SE,CIA 243, /89 &[4

12, Doctor of Medicine Degree granted by: (submit original media! diplomo and & pholocopy, Note, a U.S. graduate may, in liev of the
original, submit an official certified photocopy that haa the school seal offixed on the signature of the registrar certifying outhenticity.)

Name of Medical School Address of Madicol School Exoct Dose of hsvonce

LA/\.V(PSH ._{_‘C‘d‘_‘o‘.m‘\l Sun Francisco  CA qGUIH 2 5_39\_(14

San Fr‘u\c.s.:_o
NOTE: APPLICANT MUST PROVIDE NAME, ADORESS AND DATE OF ISSUANCE OF DEGREE.

O7A-100 (REV.7/9))




73, Haw you token ony of the following writtan Natienal Soards, other S Boords, FLEX, ECFAAG Certification?

M VES, i1 nome. locahon, dote ond rewh ol esamivation. Submit canificcsion ol worm from soch exoemotion W ve (™
ogency. Apphconts why hatd ECFRG cantification will need 1o 1ubendt on origmol volid ECFMG cermiicate for exomimamon
ond eento e

Nome Location Result

NEME Part S Trancisea GA Prss

USsMes s«m\a i m@;mﬂi«m Do Pasg

14, Have you wdisfoctorily completed ot least one year of qualifying postgrodite training in U.S. or Conedian focilities?
iNote; Do nat complete Form 13 (1) to document troining recerved in research of clinical faZowahep Froprams) m Yeu D No

M YES, kil nome ond oddres of ol looitiazs. Submat on originol Carsif of Completion of ACGME Porrgrod: Tecanssg (Form L3) From eoch lockey,

Period uf ARendonce

Nama Address Type of Service From (Ma7Y) To ol Te)

200 WL Prpor St

Uaiv.CA s.mh;.;ikﬂhd.(‘nth— Sen bm,j.Lu qai07 |Obctelricy MJQI,,, legy (a4 695

QUESTIONS 1 4A~23 For any posili D to these g - ¢ should p
aony documentotian regarding the mattor.

14A, Havo you ever withdrawn from, or been suspended, dismissed or expelled from, @ medica!l «
training program?

15. Have you been licensed to practice medicine in any state or country?

 YES, it irote or country, licente numbaer, dote issued ond dates of prachee in nunng ogendy's purisdchicn for each, Submit o Letter of Good Stonding from
ecch itate in which you ore fcansed or hare been kcensed., Plouse inchude trmporary, kmdud, or provitonal ficenses.

Dot of Prochcs in luwing Agency's kuredichion i
T

State or Country License Number Dato of | -
From (Mo/Yr) To {Ma/Yr)

16. Has any dikiplinary oction ever been filed or t1cken regarding any healing arts license which you now hold or have ever held?
Include any disciplinary actions by the U.S. Military, U.S. Public Heolth Service or other U.S, federal ental entity.

W yes, give detosls balow.

Stote

.

07A100 (REV.7/9))




eyt SR AT Iy G e T e
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17. Have you avor both doried's Ticonte, permision to proctice medicine or cny cther heakng arts,
exomination in any state, country, or U.S, federol jurisdiction?

Hyw, oive derails batow,

Stole or Cosetry

18, Hove you boen chorged with unprofessional condurt or any other unlawful activity by ony heoling art Neenzing outhority or
by the U.S, military ond ore awuiting final disposition by that body? You must alsc list ay pendtn hons,

19. Have you ever vakmiacily surrondered a liconse to practice in the healing orts in anothar state?

20. Have you ewr hod stoff privileges in a hospitol deniod. wipended or revoked, or resigned from o
discipinary octien?

21. Ace you now, or were you in the past, addicted to or treated for addiction to controiled sub.
aleohol?

%,
v

22. Have yous ever been convicred of, or pled noko contendere to o violation oimylcdcml,noﬂeor‘wifom (R
(=) )

IR

monufacturs, distributien or dispensi g of lled sub £?
H yws, Give cictoits bolow,

Vrolation and tocation

23, Have you ever bren convicted of, or pled nolo contendere fo ony offcnse, misdemeanor or felony United
States, or a forsign country? (except violotions of traffic ‘cws trwiting in foes of $75.00 or less,)
YOU ARE REQUIRED TO LiST ANY CONVICTION THAT HAS BEEN SET ASIDE AND DiSmi!
1203.4 OF THE PENAL CODE OR UNDER ANY OVHER PROVISION OF LAW, A SEPARATE LETYER EXPLAININ
THE DETAILS OF THE OFFENSE IS ALSO REQUIRED, IN ADDITION TO CERTIFIED COURT DOCUMENTS.

H yes, give detalls below.
Viokaion and Location Dae Penclty o Diaporition

i

“Diclosure of your social securily ber is detory. Section 30 of the Busi and Professions Code and Pub, L. 94455
(42 US.C.A. 405 (c) (2) (C)) outhorizes collection of your social security number. Your socia! security number will be used

lusively for tax enf t purposas, If you fail to disctose your social security number, ywu will be reported Yo the Franchise
Tax Board, which may assess o $100 penalty ogainst you.”

F )

A PP

07A.100 REV, 7/91)




t hercby declore under panclty of perjury wider
tha lawsi of tho State of Colifomia, that the phetu
of myswolf atteched hovoto, was taken

on or otowt] Y

my age then being. 1

color of hair,

NOTE Al itams in this application are dctory; none are vol y. Failura fo provide any of the reg d inf o will result in the applestion
boingnioctodoschomph)o.moh(ofmionpwvidodwﬂlbamadiemw&wnfw&mn.wwmoofﬂnm
and Professions Code which authorizes the collection of this information. tnformation regarding the issuvance or denial of o license by the Boord
maybomi!hdfoonyofhernnd'xc”k:m}ngwﬂhorhywﬁuFedefmionomeModichomdt.Appﬂcwhhawmoﬁdwhmbwﬁﬁr
opp!koﬁo«wbiodmﬁupr\nhmofﬂwhlormoﬁon?mdkﬁAd.The.hogromWofh%o’&mbﬁnmd

records.

NOTARZANCN POXTION

STATE 0OF LAUE D NV

COUNTY OF HAN DIEL

= ’ ;I%ém_m being duly swom, says She is the porson referrad to o
the foregoing cpplication for a physician ond surgeon’s certificate in Califomia ond thet 2 he has carefully read and thoroughly understands oll the

requirements therein end thot the statements made hercin ond alf cHochments are true and correct under panalty of perjury under the laws of the Stuto
of Califomio.

SHe requests thet the Division of Licenting, Medical Board of Califomia, inifiote a review of the records 9o determine their eligibility for examination,
posteraducte: training or ficenzure in California. In making this request, £ he authorizes the reloase of any information or records held by any individua!
or agency, relative fo their troining ond qualifications as a physicion and surgeon, upon request by the Board for use in evaluating their file.

. P T e L

Signature of opplicaw:  (Wike FULL name, not immal)
Signed and swom 1o before me this ‘Q&mdayd \ﬂa/fte . ‘ - /: /L- B
Signature of Notory Public ——="J (%/t@gfu,/(;z-/ V/
., [Zd t'// / /.
BP . Ay OAZ, Sotn b/f;/) o 924

| L1




ik A e G s et

SIATE o dm-—srkm “Np CONSSSL URICES ACEHCY
‘ ', MEDICAL BOARD OF CALIFORNIA

T K me_.‘p?_w AVENUE, YATE 34, SACRAMENTO, CALFORMIA 038252236
N win

SV 21 sy 1

(O18) 920401

g?i?!CATE OF PAEDNCAL EDUCATION

L :'CE’I"..'I .

MEDICAL SCHOOL: DO NOY COMPLETE IF PHOTCGRAPH OF APPLICANT/STUDENY IS NCT ATTACKED BLLOW.

and wes gronted the following cradifs on encoliment:
Promodice] Education.  Twn yeors of praprofessiona! p dary education, inchuding the whisct of
physics, chamistry, ond biotogy (Business ond Prefessions Code Soction 2088).

_SHanford University _Ke~ - 4/gq
I EOUCAI 1 Gans

vnuufcnw

Advoncad Credits.  Crodits previcusly obtoined ot an approved medical schoot.*

MEDXCAL SOy 10TAL OmoeTs DATEY
The undersigned further certifios tha? the records of his institution show that “She attended in this nstitution %!;%m_,_ yeext of
reudan? instruction of 33-:&": weeks cach, completing ot least 4,000 hours, of which ot least 8 percent octual attendence is re-
quired, in the subjets sef forth hereunder (Business and Professions Cods Soction 2089), and thot
E. She wos granted the degroo BodhebfL'Dcctor of Maodicine by
O —he withdrew from “~
the above-mantioned maedicai school on the—_L s day of :Y‘*'\..S«...

R SEPARATE COURSE IN EACH OF THE SUBJECTS LISTED S NOT REQUIRED. HOWEVER. THE
COURSE OF STUDY COMPLETED BY THE CANDIDATE SHALL HAVE PROVIDED AG o
INSTRUCTION IN ALL OF THE AREAS LISTED. : © PROVIDED ADEQUATE

Pathoriogy, Gockrndogy and Immonclogy
Ophdtiateeoiogy

19.94 *see attached letter

N, ology

Signed and the college seal affixed this _L 8L ity oiOVEMbEr 19 95

- Qe . Mo,

8Y
Emilie H.S. Osborn, M.D., Associate Dean

Medical School Seal MUST Be Imprinted Partially on the Photograph.

TRANSCRIPTS OF PREMEDICAL EDUCATION, ADVANCED CREDITS, AND MEDICAL
SCHOOL CREDITS PMAUST BE SUPPLIED WITH THIS CERTIFICATE

* Lk s hood whare o bemacncsd mecin ] PvBr ven win tox o MLTLT | omplete o of thne form 1
ey e ot et e bmchact, rbuste ofmes o ey blark doom mary e mode ared el ot that
Phorogrech and ol et tu e form st be enond




m OF CALEGARA—STATE ARD CONSUMER sm.w:ﬁs ABEHCY
) twne : W‘ENCAL BOARD OF CALIFORNIA

\ Dewmeest . 1423 HO'WE AVENUE
%m::@r‘ SACHAMENTO, CALIFCRIA 35825-2228

CERTIFICATE OF COMPLETION OF
ACGME/CCME POSTGRADUATE TRAINING

To bo compleisd By the feclliey for swory medical school gradusi lating postgmduato trsining in the United
Semees or Canada. Do not completa H photograph of applicant iz not et::-c’wd on ths roveree side. Alse, plasso print
or tvpe information an the foren,

: To bo compiesed by epsicsnt/trainee.

LmNomc First Middie
Mamo:  JTEPHAN LE ki,

18d acility.

Completion of this form will certify that the individual nenved in Pari | above ond whosa pho(ourngh is machnd to mua 1crm. formally complatad
on accraditad postgraduste unlmngpvogum ot this facility. The following information is G ceriify "
sidde of Form for definition of “satisfoctory”, "

oot o VX YME QA ea | QLeers”
Address ot Facitiy:_ 20D D). ¥ r\o‘o‘-\r.\pﬂ @B\QOD v G
P S VI Waoer WD B

e SO %M.A‘ ) Se 1495 <

List Catogorical Spaciaity

=i i i L
A T 1 =N N R e DS I g o 1 3D-R

if the training was rotating or m.nmligm’ IS¢ in the space provided duiow, the spocdic rolulions and the number of wosks spent in osch

Note: To qualify fcr licansure in Californis, applicants who are Qradustes of a foreign medical school must complete at least four months of
postgraduate training in general medicina as part of the one-ysar reqrirement. Appli who are grad of a U.S. or Canadian medical school,

who have not complated the ona-yesr of postgrad training r ired for licansure by July 1, 1990 must also complote four-months of nsmmg
in genoral medicine 2s part of tho one vsev roquired for licansure. Tha gnneral medicine raquuumem may be satisfiad by actual clinical practice
whera tho applicant has direct patient care responsibilities in any yor pecialty arva for ot least four months. if tho genera!
medicine raquiremant is satisfiad by irasining in o specialty ares otherthan lnmcly practice, intornal mcd:cmo surgery, podiatrics or cbstetrics and
gynecolcgy, the Program Diracior must submit a description of the type of training in sufficiont detail to nllow the Division of Licansing to make
adetsrmination ragarding its sceeptability,

Q7A-100-L3 (Ruv. 2/92}




PART 3: Y0 b complarad by tink Nvoctae of Aleciical Echication and ariwd with the officia) fecitty saot. .

&zfneéfﬁn«w - : Mg .
ol torisn Seemons_ PAUL I, JHGGER, M.D. gl 00 W

Frctiisy Hamo: UCSD MEDICAL CENTER Cooptited ‘7//u/’c,c-;‘

Facility AOCoRss: 200 W. A®BOR DRIVE

i SAN DIEGD State: Ca 25 Codo: 92103

31

s

he individual aigning this form is formally cartifying and documenting, under penaity of pacjury, that tho chiyaiciam recoivad inBlruction spproprists
v s pROTicUDs postgraduaty vl Snd Thet they oailef: ity sotedd the reining program in sucordence witl the peeepiod c2andeds and
the critere defined 85 equating 10 “catiilectory™ parformance as dascribed balow. In cases whwra the Di of Madica! Education is centifying
ihe Dl of the minj &no-yaor of troining reguired for licenaura, ha o the will parconaliy be antasting 1 the 3ot that tha physicisn/
{reinua hos ecquired tho ekiti and qualifications necessary 10 safcly atsumo the unrestzicted practice of medicing i thiy siate.

13%

%

33

Dafiniiton of "Satist: ¥ The phy perfosmed 2 an odpguaie tavel brssd on evidenco of satislfaciory grogrussive scholership and

i ional groswih i ing d ability 1o gradud and incrensing responsidility for patient czro.

1 haroby declare under penalty cf parjury under the laws of the State of
Caloenino thet tho sbiovs statements are true and corrsct and that tho
troining program is approved by tha ACGME or the CCME 10 offer the type
end lovel of training complotud by the applicont and that the opplicant was
treined in &an approved ACGME of CCME program position.

Py

/
Signature of Director _{/&‘
of Madicat Education: PAMI I,

MEDIC

Date Signad:

07A-100-L3 {Rev. 2/92)




SYATL OF ~ STATE AMD CONBUMESY SERYVICES ATENCY

MEDICAL 8OARD OF CALIFORNIA
1426 HOWE AVERUE, STE. 64

SACRAMENTO, CA DES25-3233
i0i8) 283-2409

CERTIFICATION STATEMENT

Thisistocertiivthat STEDHANIE & TEAL is in an approved ACGME/CCME postgreduste
{Nama of Plvyucien)

training position that commenced on stz 2~ . 19 34 and s expected to be complsted
A

\
3

on TUNE 30 LA A% i _ORSTErRIce  And GYNELaLAE

(Typo o Trzarung) A

at _tINIVER s Ty AF CALIFORNIA SAN DIEGH MENCs CEISTE R
! (Mo ond Address of Feciiny|

2on 2w - ARARSe. DRIVE Sk DIECGR CA D267

.

(AFFIX OFFICIAL HOSPITAL
SEAL CR NOTARY PUBLIC SEAL)

I hereby declare under per.aity of perjury under the laws of the State of
California that the above ststements are true and correct and the facility

* is approved by the ACGME or the CCME 1o offer the type and lsvel of
training completed by the spplicant end that the applicant is being
trained in an approved ACGME or CCME program position.

s

WENDI RIFE, DIRECTOR, MEDICAL STAFF ADMINISTRATION

Tyoe of pant nama of Diras1a¢ 0. Mocical Ecucation
-

Il ﬁf%g _

Signature of Director of Medical Edular

7-11-95

Date

NOTE: Do not use this form in lieu of Form L3 **Certificate
of Completion of ACGME Postgraduate Trzining’’

07A 100 L9 {Rev 127024
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