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PAGE ONE .
| IMPORTANT NOTIGE: Gompietion of this form i3 nec- ' '
. sisary for congidetation for Bcansure undet 225 of the

Hinola Complied Stautes (Ghagter 111 of the Ikinols APPLICATION FOR

Hevisad Statutes). Diackosure of this information s
I8 ik, ecsted. T o s e LICENSURE AND/OR EXAMINATION

approved by the Forms Management Center,

[ SN N J
YR & T
The following materials are required to! make Application fof Carefully foliow all steps outlined on the INSTRUCTION SHEET.
Licensure and/or Examination in lilinals: In ackdiion, note the following:
1. Four page APPLICATION FOR LICENSURE AND/OR A.  Type or print legibly with black ink only.
EXAMINATION. .
8. The licensure and application fee are NOT refundable,
2. INSTRUCTION SHEET, which gives step by step , . o ,
lication instructions for your profession. C. Disciosure of Social Security number Is not mandatory. itis
ape or your profession used only to ensure identitication, acouracy and to sxpedite
3. REFERENCE SHEET, which gives detailed coding processing of your application,
infarmation for your profession.
yourpe D. Hthename shownenyoursuppon ngﬂccumenislsdiﬂemnt
4. SUPPORTING ("CUMENTS, forms, and/or any other from that shown on youraeptieatior, ; ‘
‘Lostimesnsadon you may be required to submit with your ' of legal name change -k
appl ation. decrea, affidavit or courgordey.

A, SEE REFERENCE SHEET, CHART I, PRIOR TO COMPLETING ITEMS 1 THROUGH 4

1. PROF “SSION NAME 2. PROFESSION 3. LICENSURE METHOD *
o CODE
Physician 0 3 6 Endorsement $ 300.00
| B. CHECK BOX INDICATING THE APPROPRIATE INFORMATION REGARDING YOUR APPLICATION '
his Is the first time | have made application for this [ My application for this profession had previously been denisd
profassion in Hiinois. in Ulinois. | am reapplying since | have {ulfilled additionat
) ) requirements.
{11 nave praviously made application for this profession in
Hlinois. Howaver, my previous application expired and | am 3 1have previously made application for this profession in liiinols.
now reapplying. Howsever, | am now applying under new statutory language.

[ other:

A OREY & e

1. NAME LAST FIRST MIDOLE 2. TITLE (eg.. MO DD S, eiz) 3 SOCIAL SEOUH!TY NUMBER

Hammond Cassing MD
4. PERMANENT MAILING ADDRESS STREET CITY STATE/COUNTRY 2P CODE COUNTY

B

COUNTY

5. BUSINEGS ADDHESS  STREET CITY STATE/COUNTRY 2]

2030 Monroe Avenue Rochester, NY/USA 4401 8= @

&, MAIDEN, GIVEN SURNAME, OR ANY NAME(S) UNDER WHICH SUPPORTING DOCUMENTS WILL BE SUBMITTED.
(SEE D ABOVE)

7. PLACE OF BIRTH ciTy STATE/COUNTRY

BE REACHED

1L.486-1018 8/83 (LT)



PAGE TWO

{Elementary and High ] ircie number of years compieted)
Gradhiated Received
) . e e
123456780910 1@  HghSchoo? ~PFYesLINo OR GED?  [dYes CINo
7 WAME OF LAST PRELMINAFY SCHOOL 3 LAST PRELMINARY SCHOOL LOGATION 4 DATE OF GRADUATION
TTENDED {Cty ana State)
e Q5 /82
Greenwood School Springfield, Missouri Month Yoar
§ 5 DOUBGE OB UNIVERSITY (Orcie number of years compieted)
1334586778 Graduated?  £3Yes [INo
P& COLEGE ORUNVERSITY NAME LOCATION DATES OF ATTENDANCE TYPE OF
[Uncergratuste and Graduate) (City and State or Country) P To DEGREE EARNED
University of Missouri}Kansas City MontYeas Month/Year ‘
Six Year Medical School {BA/MD program) 6-82 6-88 BA and MD
{NOTE: This is a combihed undergraduate and medical Cericulum)
i

{7 EPLOALIZED TRAMWING (Resmoncy, Proessional 1raiming, vocatons Training. Procbcal of Ciinical Training) ‘ —
’ T LOCATION DATES OF ATTENDANCE | Did You Gompiele
INETITUTION NAME {Clty and State or Country) FROW - Training?

University of Rochesteg MonivYear | MonthvYear
Dept. of ObGyn Rochester, New York |7-88 6-92 Cm 03 No

3 Yes ] No

3 Yes [ No

[ Yes I No |

T yes 3 No




# you have ever been licensed to practice the profession for which you are now making application, or held a related license,
compigte the information requested belaw. Ifyou have ever held a tempagary, grai e or apprenticeship licenss, or a permit,
it must be listed here also. In addition, the INSTRUCTION SHEET encléaed ith this Application package may instruct you
to have Certification(s) of Licensure in other state(s) prepared and subimitted in support of your application {contact other state(s}
regarding possible fee). You must also list all other licenses held in iinois, however, certification of licensure from Hlinois is not
required. Failure to disclose all licenses held may result in denial of your application or other appropriate action.

STATE PROFESSION NAME LICENSE NUMBER DATE OF ISSUANCE &;ﬁ"sw’ﬁ,
- sﬁm of Orginal Licensure
New York Physician 180304 Since 1989 Active

State . Cumre v, Ucansure whaze
YOt MOSE recanty "ave been

| oocrg SAME

o

- Other States ~ | censure

NONE

appfication, you mustcomplete the information requested below. EACH EXAMINATION ATTEMPT MUST BE SHOWN. Failure ’
to disclose an examination attempt may result in the denial of your application or other appropriate action,

NAME OF EXAMINATION GTATE MONTH/YEAR EXAM RESULTS

' (Pasasd, Falled, Absent)
National Board Of Medical Examiners

N Part One 6-86 Passed
Part Two 1 9-87 Passed

Part Three 4-89 Pagsed

 American Baard of QObstetrics and Gyn.| Written exam 7-92 Passed

Oral exam 12-94 Passed

- (If additional space is needed, attach a separate sheet.)

1L486- 1619 883 (LT}



f P

NS D NS s i STPEIE, .’

PAGE FOUR g
i

1 Have you been convicted of any criminal offense in any state or in federal court (other than minor traffic
wickations)? ¥ yes, attach a statement for each conviction including date and place of conviction, nature of

the offense and if applicable, the date of discharge from any penalty imposed. X
2 Have you had or do you now have any disease or condition that interferes with your ability to perform the
assential functions of your profession, including any disease or condition generally regarded as chronic by X

the medical community, i.e., (1) mental or emotional disease or condition; (2) alcohol or other substance
abuse: (J) physical disease or condition, that presently interferes with your ability to practice your profession?
¥ yes, attech a detailed statement, including an explanabon Mhefornotywafe currently under treatment.

3 Have you been denied a professional license or permd, of privilege oi zakmg an examination, or had a

professional license or permit disciplined in any way by any licensing authorty in mmms or elsewhere? Ifyes, X
anach a oetailed explanation. o ~
i 4 Have you ever been discharged other than honorably fromihg arme? %‘ace or from a city, county, state or
== tederal position? H yes, attach a detailed explanation; | <8y i X

5 Areyoua US. citizen OR a lawiully admitted alien of ihe United States?

{ Reter 10 the REFERENCE SHEET enclosed with this application package and complete the following:

3 TEST CODES

a3 CHART 1i-  Select examination(s) you desire

L | andg enter Test Codes

TESY CENTER CODE
b CHART #1 - Selact the sxamination site you desire and enter Test
Ceanter Code.
SCTHOOL TODE

te) CHART V. Find your School of Graduation and enter |
: schoolcode L. i s o

1 Betord the npmber of imes you have taken this examuiny’ ﬁiinors ’

o any oiher glate
: # Do ;@u Buthorize the Department to release your Licensure I ;%,,% L 4
£ i Soores 1o the education program from wﬁch you AR I

gradusted”  [Ives [INo A

penaites ol penury, | daclare that | have examined the application and all supporting documents submitted by me in
Punh thetpwith, andd 10 the best of my knowledge, they are true, correct, and complete.

Daw

#bove suthonzes the Depanimen of Professional Regulation to redude the amount of this check if the
rime i mod comect | understand this will be done.ooly if the amount submitted is greater than the required
bt in v evert shall such reduction be made 11.an anmn&merf}wn $50.

i}




| IMPORTANT NOTICE: Complaton of this form is nec-

- wasary for considerition for icensure under 225 of the
- Biieois. Compiied Statutes (Chapter 111 of the linols
| Fevissd Stinies).  Disciosure of this information is
L VOLUKTARY. Wowover, tailura to comply may resylt
is form not being procesasd. This form has baen
approved by the Forms Menagement Center.

NAME  LAST
Hammond

FIRST
Cassing

1. WHDOLE

DATE OF BIRTH

Mot

Day Year

4. ADDRESS STREET. CITY, STATE. ZIF CODE

REFER TO REFERENCE SHEET. Record profession name and three dight
protassion code for which you are making Hiinois appiication.

Physician 0. 3.6 __
Profession Name Profession Code
8. MAIDE OR GIVEN SURNAME 7. CHECK HERE IF YOU 8. DATE FORM COMPLETED

HAVE NEVER BEEN

EMPLOYED  [] 2-5-95

% RECOLL WC "CHIETDRY CHRONQLOGICALLY - Compilele Work History beginning with prasent empioyment and concluding with graduation. You must account for the
wniied Py pariad ixawding periods of unemployment and volunteer work, eic.
| & : ‘ —
A NAGE OF BUSINESTYINSTITUTION JOB TITLE

| _Jvrivate Practice

=

Private Practice-0bGyn

ADDRESS STREET, CITY, STATE, ZIP CODE
2030 Monroe Avenue
Rochester, NY 14618

| SUPERVISOR NAME
Self

DATE OF EMPLOYMENT/ATTENDANCE
8-94 to present

 From _08._ £ 0L <94

HOURS WORKED PER WEEK
80-100

Month Day TYPE OF EMPLOYMENT
o a2 /A5 295~ KIFulime [JPant-time

TOTAL TIME WORKED {Yr/Ma )

6 months

DESCRIPTION OF DUTIES PERFORMED

Since B-94 I have operated a private
ObGyn practice which remains affiliatef
with the extension clinic of Highland
Hospital that formally employed me for
two preceding years. I continue

part time employment with the hospital
Duties include standard ObGyn care
plus education of residents from the
University of Rochester's Family medic

Lne<;
and ObGyn programs.

i A oo
vioen e

8. NAME OF BUSINESSINSTITUTION
Highland Hospital of Rochester

JOB TITLE
Attnding Physician/0ObGyn

ADDRESS STREET, CiTY, STATE, ZiP COCE

1000 South Rochester, NY

14620

Avenue;

DESCRIPTION OF DUTIES PERFORMED

Opening an extension clinic of
Highland Hospital and gradually
assuming the practice of two retiring

SUPERVISOR NAME

physicians (subsequent private

Michael Widener, CEO; Highland Hospikal oractice described above).

DATE OF EMPLOYMENT/ATTENDANCE | HOURS WORKED PER WEEK Otherwise, same activities
as above.
From Q7 220 292, .. 80-100
Month  Day Year TYPE OF EMPLOYMENT

To Qﬁ,,,,m ¢ "%2;“ ~ *"9 4| EFulktime [JParttime
TOTAL TIME WORKED (Yr/Ma )
2.years

1,486- 1071 693 (LT-A)

COMPLETE THE REVERSE SIDE QF THIS FORM




P —————————
§ £ NANME DOF BUSINESSHNSTITUTION

University of Rochester; Dept. of

{ JOB TITLE

Resident Physician;

ObGyn

YRESS BYALET, CITY, STATE. ZIP CODE
601 Elmwood Avenue
Raochester, NY

DESCRIPTION OF DUTIES PERFORMED
Resident Physician,

Dr. Henry Thiede, Chairman of Dept.

§ CATE OF EMPLOYMENTATIENDANCE | HOURS WORKED PER WEEK

B0-100
TYPE OF EMPLOYMENT

£ Fulltime  [CJPant-time |

From 0 7 ~D_ 1,88
Aonth Dy Yair
{To

D&~ 30,92

$TOTAL T WORKED (v /0]

4 gears

ObGyn

3. NAME DF BUSINEBSANSTITUTION
Graduation from Medical School 6-88

JOB TITLE

ADDRESS BTREET, CITY, STATE, 2P CODE

DESCRIPTION OF DUTIES PERFORMED

BUPERVISOR NAME

DATE OF ENPLOYMENTATTENDANCE HOURS WORKED PER WEEK

] Day Yeur | TYPE OF EMPLOYMENT
I — =" . | OFutime [IPart-time
AETRG TIVE WORKED 1Y)

NAME OF BUSHEBSNSTITUTION

JOB MITLE

f coomess svapET Oty STATE 2P CODE

OESCRIPTION OF DUTIES PERFORMED

§ soPERviECR wavE

TATEOF DMBLVUENTATTENDANGE HOURS WORKED PER WEEK

¥ TYRE OF EMPLOYMENT
4o | OFuitime [OParttime
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IMPORTANT NOTICE: Compiation of this form (s ned I

#3827y fof congidaraon for lcensure under 225 of the
e i bt CERTIFICATION OF TN-MED
JOUNTARY. Howees ke ocomslymay et | POSTGRADUATE CLINICAL TRAINING Vi L

W by m met Mmmgemm\ Center.

, mpieza the applfc?m section. The l?m&‘ T
raining program dfraczor of the insmuﬂm

SUPPORTING DOCUMENT

(DPR)

T NAME LAST FIRST MIODLE 2. DATE OF BIRTH 3. SOCIAL SECURITY NUMBER
Hammond Cassing L
4. ADDRESS STREET, CITY, §TATE, ZIP CODE 5. REFER TO REFERENCE SHEET. Record profession nama and tres

I | oo e s i Bl o

& MAIDEN OR GIVEN SURNAME

Physician 0.3 6

Protession Name Protwesion Code

7. LING & TEMPORARY LICLNGL HUMBER (f apphioabis) 8. IGSUANCE DATE

- POSTGRADUATE cumcu mmuma PBOGRAM DIRECTOR -

Hlinols Department of Professlona{ Regulation, 320 Waét Wasmngtan HSS1, Springfield, llinols 6272

NOTE: Certification of postgracluate clinlcal tralning will not be accepted If certified more than 15 days prior to date of actual
completion,

This is to centify that the above-named applicant has/will have satisfactorily completed 48 months of postgraduate

clinical training in ___Obstetrics/Gynecology
(Name of Accredited Postgraduate Clinical Training Program)

from___7/1/88 to___6/30/92 at the following hospital:
Hospital: A/Strong Memorial Hospital
¥ :
Number and Street: 601 Elmwood Avenue, Box 612
City, State and Zip Code: Rochester, NY 14642

| further certify that at the time of such training and completion the program was accredned by:

E{fﬂ the Accreditation Council for Graduate Madical Education;
[:] the Accreditation Council on Canadian Graduate Medical Education: or
D the Amarican Osteopathic Association.

Name of Postgraduate Clinical Training Program Director: Henry Thiede, M.D.

Signature of Postgraduate Clinical Training Program Director:

- marrasnana ST

Date of this Centification: February 20, 1995

SEAL Telephone No: -

1L486-1535 8/93 (MD)

o N FER 271

W -




NATK)W BOARD OF MEDICAL E‘XAMINW
ENDORSEMENT OF CERTIFICATION

Bote: The embossed seal of the National Board of Medical Examiners (NBRME?)
m the lower left corer certifies the authenticity of this document.

N A

Diplomate Name: Cassing Hammond, MD

pate of siztn: [NNNGN

Certification Date: 07/01/198%9 Certificate #: 353666

A It e cexrt _..d that the physician named above has successfully completed
4 cfo. exeanation, education, and tiaining requirements for certification
‘ by the NBME as of the certification date shown above.

Test Total Min. Pass/ Beh
Exan Date Test Pass Fail Anat Phys Bioc Path Micr Phar Sci

NEME Jun

PART I 1986 PASS

Med Surg Ob/Gyn PM/PH Ped Psych

PASS

NBME Sep
PART II 1987

NBME Mar
PART III 1989

DATE: 02/21/199%
SEE OTHER SIDE FOR SCORE INFORMATION

AR U S

PAGE: 1 of 1
IL0O369
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@ 0T 042
Wmmxms Complation o this m?&
T ot K .St 1066, Gacosure of amaton APPLICATION FOR STATE

s mandatry Fumishing by appicaniotmise r taus | CONTROLLED SUBSTANCES REGISTRATION

ot informasion of el % provide partinent information
contutAus grounds for denying such application of re-

voking any registration issued pursuant 1 such applios- A Controlled Substances license will not be tssued until
fon. This form has been approved by the Forms Manage- ur professtonal : heRFCess
_ment Conter. > your prof mwﬁ@ﬁﬁn peetons i

1. Every perscn who prescribes or dispenses any controlied A, Type or print legibiy with bwz nly,

subistances within the State of Iilinols must obtain a license ﬁ 2335
i inn ) B. The fes is 85 - Make ch 4 Depanment of
ssued by the Department of Professional Regulation in accor Professional Regulas Tm t retundabile.

dance with the illinois Controlled Substances Act. (Separate applicationfed e b R regitation. )
2. A ssparate controlled substance registration Is required for

each place of professional practice or business where con- | © Submit appiication and fee fo:

wolied substances are stored or located. Department of Professional Regulation
320 West Washington, 3rd Floor

A I A State Controlled “utatances Registration is prerequisite to

';é 5 5 ‘.fa: O resd Bubstances Raglstration. Sp{mﬁ{eﬁ linols 62735 e s ﬁ”

‘. CHECK BOX INDICATING THE APPROPRIATE INFORMATION naaARmNG YOUR Appucmﬁﬁ. g

’ (Do nat use this form to renew existing Registratior) = j 4]
sk First "ime Appicant [ Additional Locatton {separate office where drugs are szﬂ REEY

3 LICENSURE METHOOD

Registration

n

T NAME LAST ) msr mﬁme 2 TMEw@e.MD.DOS . »)

Hammond Cassing MD

& LOCATION WHERE DRUGS ARE STORED

680 North Lakeshore Drive/pept. of ObGyn

& STREET ooy STATECOUNTARY P GO0k CORINTY

! 680 North Lake Shore Drive Chicago Itlineis &0 6 1 1. ¥ .. CooOk
: & MAIDEN OR GIVEN SURNAME [f sppicable) 7 PLACE OF BIRTH crry STATECOUNTRY

(Same as above)

$ TOCLEPHONE NUMBER WHERE YOU MAY BE REACHED DURING THE DAY

Home

A ' 1 CHECK AND COMPLETE OME OF THE FOULOWING g <’
aeunt Practitioner (Give Prolessional License No.) é""/ I - g
. ; o 7
ExPhysician 03 - /7t - é g Illinois license No.

S ' L] Dentist 019 - pending at time
[ Podiatrist 016 - application is filed.
e ] Veterinarian 090 -

2 DRUG SCHEDULES (Cude tw scheduies for whah you s apelyng) . pm—

) CIGERC (v v

IL4BS-0500 683 (CS) REVERSE SIDE MUST BE COMPLETED




4. A »

) Memwmmmmmwmmwof&%mmwmm any state or in federal court |
{other than minor traffic violations)? #yss, masammmmmmmmwm
of conviction, nature of the offense and ¥ applicabl, the date 6T discharge from any penally imposed.

. Do you now suffer, have you suffered from, been diagnosed as having, or been treated iov any disease o
condition which is generally regarded by thé madical community as chronic, i.e., {1} mental or emotional
disease or condition; (2) akcohol or other substance abuse; and (3) physical disease of condition that could
interfere with your ability to practice your protession? if yes, attach a detailed statement, including & staterment
whather or not you are currently under treatment.

. Haveywbeendeaiedapmtassiona!Eoemammkmwmfegecimkmmmmwm:
professional license or permit ever disciplined.in. a0y way by any licensing authority in Hinois or sisewhara?
if yes, attach a detailed explanation. i §

- 4. Have you evevbeenmwmmmWMmmMm&ewhmac@,m&m
or federal position? if yes, attach a detailed explanation:

TR " e —
5. Has any previous registration held by the applicant uridéf the Confiolied Substances Act been surrendiered,
suspended, revoked, denied, placed on probation, or is pending action? #yes, attach a detailed staterngnt
for eaeh action, including dates and place of incident, and the nature of the offense.

| hereby apply for an lllinois Controlled Substances Registration in accordance with the incis Contralied
Substances Act. | certify that | have answered all guestions on this application to the best of my knowledge.

e e g 7 e

.
H

Casging Hammond, MD

Print Name of Applicant

hirg of Agpiicant

o N
Date of Application

My signature above authorizes the Department of Professional Regulation to reduce the amount of this check it the
amount submitted is not comrect. | understand this will be done only if the amount submitted is greater than the required
fee hereunder, but in no event shall such reduction be made in an amount greater than $50.

BASG-O500 883 (CS)

Application must-be completed in its entirety.

If not completed, it will be retwned to the address noted on front of application.




