Uniform Application for Licensure

Application ID: 304180 License Requested: MD

¥

FID: 217316496 License Type: Permanent Medical License

Submitted to: Nevada State Board of Medical
Examiners

Submission Date:  7/7/2020 1:55 PM
Practitioner Name

Lin, Bingtao
Contact Information

Aadress RECEIVED
Public Access | Board Contact | Type | Address |

Yes No Home AUG 1 4 2020
‘ o . _UNITED STATES , NEVADA STATE BOARD OF
No Yes Business 1600 CREEKSIDE DR. MEDICAL EXAMINERS
STE: 2400
FOLSOM
Folsom, CA 95630
UNITED STATES

Phone

; Phone Numbe;ié,Phon‘ejExt;ensiyoga

f PuvbhcAccess?Board Contac !
© Yes (916) 673-9414

No Yes
Yes No

i

identification

W B|rth Place . Q?Geﬁdér o 'N'PI v 'Pvryactitioner: B US
: . S R A S Type = - Citizen
1976 - CHINA M MD No

e
- Number -+ ©

Medical School

4 [ 'Medi@:al Scyhpol,l\lyémé’ . E ' 'Add?’ess o ,/GryayduéVtki’on'é 'Dé"g’ree‘

i

09/07/1994 07/02/1999 07/05/1999 BM

. StartDate  EndDate |

Sun Yat-Sen University Of Medical Zhongshan Road Il
Sciences Guangzhou, 44
CHINA

Fifth Pathway

None Reported

ECFMG

CertlflcateNumber e ~|§sue'D4ate et
08756652 06/22/2012

fNamar Lin, Bingiao

ARG




¢

A VALEEAUUAl i dvi.llllig

Hospital Name:

Brookdale Umverélty Hospital

Program Code:

and Medlcal Center Program
Brooklyn NY. UNITED STATES

Institution: Brookd Start Date:
and Medical Center - - : T
Trairﬁng Specialty: Internal Medicine End Date:
Program Type:
Trainin‘g Status: Completed
Ciit;ical %t ‘ 25 _ ' Administrative %:

Attendance Dates:

ale University Hospital

ACGME 1403511264.

RECEIVED

07/01/2013.
e AUG 1 4 2020
06/30/2014
- NEVADA STATE BOARD
) F
Residency MEDICAL EXAMINERSO

75

Hospital Name:

Rutgers Robert Wood Johnson

Program Code:

Medical School Program

New Brunswick, NJ UNITED
STATES

Institution: Start Date:
' . Medical School
Tréining Slpecialty: Neurology. Epd Date:
Program Type: | )
_ Training'Status: Completed SR
Clinical %: 100

Ru.téers Robért Wood johnson

‘Attendance Dates:

Administrative %:

ACGME 1803321157

07/01/2014

07/01/2015

Residency

0

Examination Hv;tory

ﬁUSMLE Step 2 CS Examination

jUSMLE Step 1 Exammation

EUSM LE Step 3 Exammatoon

. 02/01/2012. Pass 1
| ,UShALEStepZ(:KExanunamon R L o7/022012 pass 1
R S ~Fn T e
107/29/2015 Pass 3

State Llcensm e H;story

MD, DO, PA License History

Medical Board of California

| 04/05/2016

_Washington Medical

Commission

Physician-Reported License History -

| 03/24/2020 | 07/22/:

" License Status.

Active

Act:ve

None Reported

Chronology of Activity Type

Practice/Emp/ Desc: Sun

Lin, Bingtao

304180

Yat-Se'n University Of Medical Sciences

Chronology Type:

Medical
Education

intform Application for Physician State Ucensurs

2015 Federation of State M




Address: Guangzhou, 44
CN Attendance Dates:

Position/Dept: From: 09/07/1994 to 07/02/1999

RECEIVED
Clinical %:
Admin %: AUG 14 2020

] NEVADA STATE BOARD OF
Employment; Staff Privileges: Affiliation: A 1 INERS
Practice/Emp/ Desc: Orthopedic Resident Chronology Type: PGT/Education
Address: 106 Zhongshan 2nd Road
Guangzhou, 44
CN Attendance Dates:
Position/Dept: Orthopedic Surgery Resident From: 07/01/1999 to 07/01/2004
- Orthopedics
Clinical %: 100
Admin %: 0
Empiloyment: > Staff Privileges: . Affiliation:
Practice/Emp/ Desc: Guangdong General Hospital Chronology Type:  PGT/Education
Address: 106 Zhongshan, 2nd Road
Guangzhou, 44
CN Attendance Dates:
Paosition/Dept: Chief Orthopedic Surgeon From: 07/01/2004 to 07/01/2010
Resident - Orthopedics
Clinical %: 100
Admin %: 0
Employment: ’ Staff Privileges: . Affiliation:
Practice/Emp/ Desc: Orthopedic Fellowship Chronology Type: PGT/Education
Address: Odense, Denmark
Odense, 83
DK Attendance Dates:
Position/Dept: Orthopedic Fellowship - From: 038/01/2006 to 12/30/2006
Orthopedics
Clinical %: 80
Admin %: 20
Employment: + Staff Privileges: . Affiliation:
Practice/Emp/ Desc: Hong Kong Medic-Express Chronology Type: Work
Address: Closed
Hong Kong, * 95631
HK Attendance Dates:
Position/Dept: Consultant Sports Doctor, From: 07/01/2010 to 07/01/2013

Director of Sports Medicine
Department - Sports

Medicine
Clinical %: 100
Admin %: 0

Al Nama:  Lin, Bingtao orm Applicat

o for Physicl

SnoHeation @ L5 Feds



.

THIPWYIGENT:

JMam vrivieges:, .

Atfiliation:-

Practice/Emp/ Desc:

Brookdale 'Uni‘v'ersiqty Hospital and Medical  Chronology Type: Accredited

Center Program
Address:

Position/Dept:

Clinical %:

Admin %:

Employment:

Staff Privileges:

Affiliation:

Training
Brooklyn, NY
us Attendance Dates:
From: 07/01/2013 to 06/30/2014
25 ' RECEIVED
75

AUG 14 2020

AN LA Y

NEVABA-STATEBOARD OF

Practice/Emp/ Desc:

Rutgers Robert Wood‘Johnson Medical

School Program
Address:

Position/Dept:

Cliﬁical %:

Admin %;

Employment;

Chronology Type:  Accredited  MEDICAL EXAMINERS

Training
New Brunswick, NJ
us Attendance Dates: ‘
‘ From: 07/01/2014  to 07/01/2015
100
0

Staff Privileges:

Affitiation:

Pi’épcf.ice/Emp/ Desc:

Robert Wood Johnson University Hospital
~ Address:

Positi"()n/Dept:,'

1 Robert Wood Johnson PI. .
New Brunswick,'NJ 08901

Chronology Type: PGT/Education

us : Atten‘dance Dates:

PGY2 Adult Neurology From:

‘Residency - Néurology

07/01/2014 to 07/01/2015

* Clinical %: 100
Admin %: 0
o Emiployment: Staff Privileges: ™ . - Affiliation:
Practice/Emp/ Desc: . Seeking Employment : 'Chronoiogy Type:-. Seeking
' : : Employment
Address: L Attendance Dates:
Position/Dept: From: 08/01/2015 - to 12/01/2015
Clinical %: 0
Admin %: 0
) Employme‘nt: @ Staff Privileges: 8 Affiliation:
Practice/Emp/ Desc: Central Valley Pain Management. Chronology Type:  Work
.Address: 6401 Truxtun Ave. Suite B
Bakersfield, CA 93309
us ; Attendance Dates:
Position/Dept: Pain Management Clinical From: 12/01/2015 to 08/01/2017
/Staff Physician - Pajn
Management
Clinical %: 100
Admin %: 0
Employment: Staff Privileges: . Affiliation:
Name:  Lin, Binglao tniform Application for Physician State Licensure

20N

[N

SO4180

D 2015 Federation of State W oards

Page 4nf g



IOLLIVE L) wEaL, AUVdILEU Fdill LIdBNUSTIC ana d01utions Lnronology type: Work

.

. Address: 729 Sunrise Ave suite 602
Roseville, CA 95661
us Attendance Dates:
Position/Dept: Associate Medical Director - From: 09/01/2017 to 09/01/2018

Pain Managment

Clinical %: 100 RECEIVED
Admin %: 0 AUG 1 l{ 2020

Employment: . Staff Privileges: ; Affiliation; - MEVADA STATE BOARD OF

METTCATL EXAMINERS

Practice/Emp/ Desc: Ortho-Gen Chronology Type: Work
Address: 1600 CREEKSIDE DR.
STE: 2400
FOLSOM
Folsom, CA 95630
us Attendance Dates:
Position/Dept: CEO/Medical Director - Pain  From: 10/01/2018 to In Progress
Management
Clinical %: 100
Admin %: 0
Employment: . Staff Privileges: B Affiliation:

Malpractice

None Reported

ntdame:  Lin, Binglao Lini anfor Phy LCensure

@ 2015 Fedaration of State A




Al 1, , Vi D
ADDENDUM 3 - ADDITIONAL PHYSICIAN INFORMATIHSA o5, 27
CITIZENSHIP AND IDENTIFICATION LEXAM/%,%;D OF
) s

U.S. Citizen: Yes [] NOEM Social Security Number:

Non U.S. Citizen: Yesm No [] Social Security Number: or
Individual Taxpayer Identification Number (ITIN):

Visa [] Indicate Visa Type: Applying for Visa: Yes [] No []

For the items below, please provide your USCIS number.

Conditional Resident [] Permanent Resident [

Employment Authorization [] Asylee []

Color of Eyes: Color of Hair: Height: Weight:

EXAMINATION SCORES

List all licensure examinations you have taken, whether U.S. or International, on the Examination History tab of the online
Uniform Application. Also list below the score you received on each exam taken. INCLUDE ALL INFORMATION
PERTAINING TO ANY AND ALL FAILED ATTEMPTS.

Examination Name Date Taken Score Received Examination Name Date Taken Score Received

USME S0 (S 2loM01  fass
USMLE Sepd C oafoola s
WSHLE Dol U2 [1N Pass
ASMLE Skep 124205 Pass

SPECIALTY CERTIFICATION
Scope of Practice/Specialy(ies): DOUN MQ‘(\O\SQN\QV\}( / S(‘)Wf\\ Mo e

List any and all certifications and re-certifications by a Board or Sub-Board recognized by the American Board of
Medical Specialties. INCLUDE ALL INFORMATION PERTAINING TO ANY AND ALL FAILED ATTEMPTS.

Board / Specialty Board If you are Lifetime Board Certified, Certification # Dates of Certification/
indicate “Lifetime” ‘ Recertification (MM/YY)

If you hold “lifetime or historical” ABMS Board Certification, please provide a notarized statement agreeing to maintain
Board Certification for the duration of your licensure in the state of Nevada.

Nevada State Board of Medical Examiners Uniform Application Addendum
December 2019 Paae 6 of 16




ADDENDU‘M'4’—-ATTE’S‘TAT|.OHN QUES-TIONS‘ AUG : ED

For the purposes of thévfolldvﬁng‘questions, these phrases or words have these meanings: /VE_!/,qb " - 2020
“Ability-to practice medicine” is to.be construed'to include all.of the following: . MED/CELMTEB 0o

1. THe cognitive capacity to make appropriate clinical diagnoses and exercise. reasoned medical judgments and%@’%?gnd
keep abreast of medical developments; . -~ - . . .- § S o

2. The ability to'communicate those, judgments and medical ‘information to patients and other health care providers, with or

- without the use of aids or devices, such as voice amplifiers; and - A :

-3. The physical capability to perform:medical tasks such'as physician examination and surgical procedures, -with or without the
use of aids or devices; such ds corrective lenses or héaring aids. RN C o T

“Medibal ;‘:onditi_pn’,’;incluqe's"bhyéiblqgical, mental fo,r, psychologlcal condition or Qiébrder.’ :

i

“Chemical. .su'bsta‘nces” is to be ;c,o'ny‘s’,truéd- to fnclﬁqé alc‘c}ho’l,’f drugsor medications, including those taken ‘pursuant to a valid. -

prescription for legitimate medical purposes and in accordance with the prescriber's direction, © S :

' FOR ALL "YES” RESPONSES TO THE FOLLOWING QUESTIONS, YOU MUST SUBMIT YOUR |
WR|TTENEXPLANATION(S)ONA SEPARATE SH'EET ATTACHED TO THIS ADDENDUM.

S 1, Do you ‘currently have.a medical -condition which. in any ‘way' impairs orlimits your ability to' - Yes (] No m N/A T
: . practice medicine with reasonable skill and safety? If “Yes,” attach an explanation on a separate’ ' EARS ‘
“sheet... ~ PRI O R e , .
2. If you currently have: a medical ¢ondition whichin. any ‘way. impairs or limits "your ability to- Yes [] ,Nog].",N/A £
x - practice medicine, is that:impairrent or:limitation redtced or améliorated becauseof the fieldof -~ - A
. practice; the setting, the ‘manner in- which. you “have..chosen' to - practice; or’ by’ any “other Bl
_reasonablea ’cc}mr’nodation’?glf.'A‘ers,”\-aﬂttéch‘ari‘explénjation”‘on a separate sheet. . - Y

T you curren‘t‘i“‘y"/us'e,,’chemical,subétanqeéi';dces your use in anyiw‘éyfi‘,rﬁba;‘irfqr limit your ability to ° Yés [mE ‘No‘%
- practice medicine with reasonable skill- and safety? If “Yes,” attach:an explanation on aseparate” :

4. Have you falled to initiate the performance of public service within.one year after. the date the . Yes []. Now
" public service is required to begin to satisfy .a requirement of your receiving aloan or scholarship - - 4
from the federal govemment or a state or local government for your'medical-education? If “Yes,”

attach an explanation on a separate sheet. .

" Ba. Have you EVER been nan dasadefendant, or been requested to respond asa dé'i'énﬁént,/tb‘-a +Yes [ N‘oﬁ B

- legal action' involving professional liability, or malpractice, including any military tort claims if
applicable? If “Yes,” please describe in the space provided on the Malpractice Liability Claims:

Information page within the online-Uniform Application. Also complete addendum 5. R

a.claim-yourself. includirig any: military tort, claims' if applicable? If “Yes,” please describe in the

5b 'Havé you EVER had é’pkdfeééi&nal lfaﬁiiity,"m,“alb‘tacfice,iclaim pai’a ‘on-your béh}éjlf," oripaid‘;suvch‘ Yes [] No?- e '.
- space provided on the Malpractice Liability Claims Information pa'gje,withinfthe.onlinef‘.Uniforr'r}‘ '

" Application. Also _c'omp,l.e‘te. addenda 5 and 6. e

contendere'to ‘any -offense .or violation of ‘any federal (including the Uniform Code. of Military

6. Have ‘you“EVE"R been é‘rrestéd,,ir{vévétigatéd for, Charged with, convicted of, or pled guilty or nolo  Yes [] No‘%

Justice); state or local law, -6 the laws of any foreign country, which is a.misdemeanor, gross
misdemeanor, felony, violation of the Uniform Code of Military Justice! of synonymous. thereto in
a foreign jurisdiction, ‘excluding any: minor-traffic: offense ‘(driving orbeing:in’ control- of ‘a. motor
vehicle'while under the influence-of a'chemical substance; including alcohol’is not.considered a -
minor traffic offense), or for any: offense which is- related 'to the manufacture, distribution,
prescribing, or dispensing of controlled substances? *Please note that you MUST disclose ANY
investigation ' or arrest,” including -those « where' _the -final -disposition was dismissal, or

- expungement. If “Yes,” attach an-explanation on a separaté'sheet. ' . ' . T

7. Have you previcusly apb:l'i:gd féyr_r‘nedicval Iic'ensu_ré: in Nevada (including in a Residency Yes[]- ‘No'w -
__ Program)? If “Yes,” attach an explanation on a separate sheet.- S S o o

8.  Have you EVER been the subject of an’ investigation: (including. matters that resulted in no  Yes ] NQM
adverse action or-outcome to you), have you. _resigned, been dismissed, or have any. actions, . .
restrictions, limitations, ‘probations, terminations or-any-other disciplinary actions ever been
imposed on 'you while -participating, in."any type .of training program? If “Yes:” attach an

explanation on a separate sheet; -

Nevada State Board of Medical Exarhiners o Uniform Application Addendum .
December 2019° : i : Paaa 7 of 1R



1.
12,

13..

14.

\investigation for; ¢) invest

- insurance.)

"

Have you EVER been denied a license,permission to practice medicine or.any other healing
-art, or permission to take’ an examination to practice medicine or any ottier healing art'in any *

state, country or U.S. territory? If “Yes,” attach an-explanation on a separate sheet.

',‘,Hév'e-fy{)u, EVER hqd‘ a medical. Iicenséfb’rlliééhsle tobracficé any. other ﬁeélin’g art reVoked,
.~ suspended, limited;: dt’restrictedﬁin-”‘any:state,, country or®U.S. territory? If “Yes,” attach ‘an

explanation on a separate sheet, .

E Have you E\'/ER“’voluhtérily,sv'dfl“ehde:‘ed.ka‘ licensé to practice medicine or ariy other healing art

in any state, country or U.S. territory? If “Yes” attach an explanation on a separate sheet,

Y]

; Have you EVER been denied membership, asked-to résign, or expelled from & medical Society
*or other professional medical organization? If “Yes,” attach an explanation. on a separate sheet.-

‘ Hayé:you 'E\'/ER,b‘eéﬁ':w'a)(é‘sked:-td rééhdnd to a‘nA',ih‘\/gs’ﬁgat‘ibh;‘b) notified that you were under
igated for; d) charged with; or e).convicted of any violation of a statute,.

rulet or. regulation ~governing -your practice as- a -physician. by any medical licensing board,

h'an explanation on a separate sheet. ~ :.*

-hospital, medical society, governmental entity or ‘agency other than the Nevada-State Board of -
- Medical Examiners? If *Yes, attach'an IR

Tevoked or restricted in any way?" If*Yes, " attach an explanation on a separate sheet. .. - . -

"' Listall hospitals where you have-had staff privileges denied, suspended, limited, revoked or ot
15: renewed.by the hospital... List-any. (all resigriations from any medical:staff in-lieu.of disciplinary.or-
+7. administrative action; U Tainhas T T T T

‘records; " atterid hospital}adepar{t‘menta;l'"or sta’f,’ff',f\_mee‘tings;"or, mainrtainr,e,_yqui'reg ma!practjce T

Havefi:you4‘é‘_\/‘ER-Azs"ﬂr,,rendéredfy'ovﬁr éta‘ie"c},r,‘fedéfr'alv,con.ir’b'liéd ‘substance ‘régi’stratiéh;qr had it

Please Note: *Do'not include suspensions or restrictions for failure to complete hospital. medical &

Nevada State Board of Medical Examiners
December 2019 s

Uniform' Application Addendum
" Paae 8 of 16



CHILD SUPPORT STATEMENT

The law of the state of Nevada requires that all applicants for issuance of a license be required to provide the following
information concerning the support of a child. You are advised that this question is part of your application, your response
is given under oath, and any response hereto which is false, fraudulent, misleading, inaccurate or incomplete, may result
in your application being denied. You must mark one of the following responses, and failure to mark one of the responses
may result in denial of your application.

Please place a check mark next to one of the following statements:

'B((a) I 'am not subject to a court order for the support of a child:

L] (b) 1am subject to a court order for the support of one or more children and am in compliance with the order or am in
compliance with a plan approved by the district attorney or other public agency enforcing the order for the repayment of
the amount owed pursuant to the order; OR

[ (c) 1am subject to a court order for the support of one or more children and am NOT in compliance with the order or
a plan approved by the district attorney or other public agency enforcing the order for the repayment of the amount owed

pursuant to the order.

ATTESTATION REGARDING THE REPORTING OF THE ABUSE OR NEGLECT OF A CHILD

YesTﬁ No [] [Iattest and affirm that | am aware and understand the reporting requirements founﬁnﬁe@a@ ! V
Revised Statute 432B.220 regarding the abuse or neglect of a child. D
http://www.leg.state.nv.us/NRS/NRS-432B.himI#NRS432BSec220

Al
NEvap 14 2029

A sy,
MEDICALE HoAD o
s

SAFE INJECTION PRACTICE ATTESTATION

ATTESTATION TO KNOWLEDGE OF AND COMPLIANCE WITH THE GUIDELINES OF
THE CENTERS FOR DISEASE CONTROL AND PREVENTION FOR APPLICANT PHYSICIANS

Yes ﬂ No [J I hereby attest to knowledge of and compliance with the guidelines of the Centers for Disease
Control and Prevention concerning the prevention of transmission of infectious agents through
safe and appropriate injection practices. | also attest that any person who is currently, or will be
under my control as their supervising physician in the future, and who is not licensed pursuant
to Chapter 630 of the Nevada Revised Statutes and whose duties involve injection practices,
has knowledge of and is in compliance with the guidelines of the Centers for Disease Control
and Prevention concerning the prevention of transmission of infectious agents through safe and
appropriate injection practices.
http://www.cdc.gov/injectionsafety/IP07 _standardPrecaution,html

COMMUNICATIONS AFFIRMATION

Consent to accept communications and service of process from the Nevada State Board of Medical Examiners
(Board) by electronic mail, for physicians and physician assistants who practice medicine in the state of Nevada
or via telemedicine and whose physical presence exists outside the state of Nevada or the United States.

| hereby agree that as a condition of obtaining or maintaining licensure with the Board, | am willing to accept Board
communications to me, to include service of process as defined under Nevada Revised Statute (NRS) 630.344, via
electronic mail (more commonly known as e-mail). Further, should the electronic mail address provided below change for
any reason, | agree to apprise the Board in writing of my new electronic mail address within 30 days after the change, and
that the failure to do so may subject me to a fine or disciplinary action as allowed in NRS 630.244.

Printed Name of Applicant/Licensee: SL)\Y\ 0\\»\;(/\(3 L\\{\

i N ~

Signature of Applicant/Licensee: o " Email Address: | , ,
7"‘“7*- =~ NS}

Nevada State Board of Medical Examiners Uniform Application Addendum
December 2019 Paae 9 of 18



MILITARY SERVICE ATTESTATION

1-Have you ever served in the United States Military (to include National Guard or Reserves)? Yes ;{ No
If your answer is “No”, you do not have to complete the remaining questions for the Military Service
Attestation. C E
2-If yes, which branch of service did you serve? Air Force I V E ’ D

o A6 14 203

Navy N,

Marine Corps ZME“EA STarg 5

Coast Guard ICAL 5‘441%5%3 OF

8

3-Military occupation specialty or specialties? Administration or Personnel ] Logistics or Supply

00 Oo0oOo ooood

Aviation | Maintenance
Civil Engineering ] Medical Services
Communications O Security Forces or Military
Police
Infantry or Armor J Other
Legal or Chaplin Corps
4&5-Dates of service in the Military: 4-From: / / 5-To: / /
DD MM YYYY DD MM YYYY
6-Are you still serving? __Yes )LNQ
7-Have you ever served on active duty in the Armed Forces of the United States? Yes No

8-Have you ever been assigned to duty for a minimum of 6 continuous years in the National Guard or a reserve component of the
Armed Forces of the United States? Yes No

9-Have you ever served the Commissioned Corps of the United States Public Health Service or the Commissioned Corps of the
National Oceanic and Atmospheric Administration of the United States in the capacity of a commissioned officer while on active duty in

defense of the United States? Yes No
10-If the answer to question(s) 7, 8 and/or 9 is “yes,” did you separate from such service under conditions other than dishonorable?
(Unless you were dishonorably discharged, your answer should be “Yes.”) Yes No N/A
APPLICATION AFFIRMATION

"(Print your full name)

L Bwnadon o ,
J

being duly sworn, depose and say: That the answers to the foregoing questions and statements made in the above
application, as well as any and all further explanations contained on any separate attached pages, are true and correct, that |
am the person named in the credentials to be submitted, and that the same were procured in the regular course of instruction
and examination without fraud or misrepresentation. | understand that if any of my responses on this application are false,
fraudulent, misleading, inaccurate, or incomplete, my application for licensure will be denied.

I am responsible to keep the Board informed of any circumstance or event that would require a change to my initial responses
provided to the Board in my application for licensure, and which occurs prior to my being granted licensure to practice

medicine in the state of Nevada.
©7/07/ 20
¢ signat{ife of applicant i Date

State of K‘ /} L/ ; UM/&)unty of é (, (/DOKADO

T
Subscribed and sworn to before me this 7/ day of
T 2O 7/@5;, '

Notary Public f%the State of C/? L (Fo @/V/@

(NOTARY SEAL)

& EI KENNETH K. woNgvé My Commission Expires: % 22 /7/43 g
w’ %) Couu. # 2193063 0 : 4 Z
3 orﬁv&%m‘égoggbﬁam - Residing at: /‘Té fD o247 o /L / [L.C S Cﬁ}
a oo Wy Coun. Exp. vk, 22, 2021 City” ' " State 7
7 g /y\
Signature of Notary
Nevada State Board of Medical Examiners o Uniférfn Application Addendum

December 2019 . Paae 10 of 18




) u’N‘iwtn Anucnmu
. FOK LICENSUNRE .
A3

Applicant: In the presence of a notary public, sign this form with attached photo. if you are using FCVS for
For State Board Use Only credentials verification, consider having that form notarized at the same time. Send the separate notarized
FCVS form to FCVS. Do not send this formr to FCVS as doing so will delay yo l@ﬁxe

Send this form to the board you are applying to for licensure. include all other /r&?lunred m!te,t(aE D

A directory of state medical and osteopathic boards is available at: ’ 4
http://www fsmb.org/contact-a-state-medical-board/. NEV 2020
Please send this form to: Nevada State Board of Medical Examiners ED/OALATE 8

9600 Gateway Drive
Reno, NV 898521

Applicant 'S SIgnz;t\que {musk be signed in the presence of a notary)

BINGTRO

Applicant’s printed last name, first name, middle initial, and suffix (e.g., Jr.)

, 07/07 [ 2e2°
NETHIK ORINE (must correspond to date of notarization) )
ui. # s
] vrusucz gumm Ul NOTARY: a
. DoRaDo CouNTY —_— ‘
o, Exp. ApR. 22, 202 T

[Please note: The Notary Public seal should overap the bottom of the photo to the left. Do not
cover the entire face with the seal.]

State of (\/AC/ /:5”(/\/ (A, county of 4';[ _ /2@[2& 3 ) D,

I certify that on the date é;e't forth below, the individual named above did appear personally before me and that { did identify this applicant
by: (a) comparing his/her physical appearance with the photograph on the identifying document presented by the applicant and with the
photograph affixed hereto, and (b) comparing the applicant's signature made in my presence on this form with the signature on his/her
identifying document.

COMM #2 ‘

uomv Puaucz c?\agggm ]
EL Domaco Counry ™

My Coum. Exp, APR, 22, 202

74/
The statements on thlS document are/subscrlbed and sworn to before me by the applicant on this Z day of j nwly 20 7/”

——-—-/ '
Notary Public Slgnature / ; ~ A”__? My Notary Commission Expires (f 71

Uniform Application for Licensure December 2018




