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PAGE ONE 

CITY STATE/CIUNTRY COUNTY USIN> t A STREET 

Four page APPLICATION FOR LICENSURE AND/OR 
EXAMINATION. 

INSTRUCTION SHEET, which gives step by step 
application instructions for your profession. 

REFERENCE SHEET, which gives detailed coding 
Information for your profession. 

SUPPORTINf.-: L.00.4.UMENTS, forms, and/or any other 
1.,4umefl;eilon you may be required to submit with your 
appk ation. 

A. Type or print legibly with black ink only. 

B. The licensure and application fee are NOT refundable. 

C. Disclosure of Social Security number Is not mandatory. It Is 
used only to ensure identification, accuracy and to expedite 
processing of your application, 

D. It the name shown on your supporting documents is different 
from that shown on you u M proof 
of legal name change rce 
decree, affidavtt or cou 

I PART 1. 
Norsio.u.W.2. 

A, SEE REFSAZINCE SHEET 

1. PREY •-, SSION NAME 

Physician 

TO COMPLETING ITEMS  

. PROFESSION 
CODE 

0 3 6 

LICENSURE METHOD 4. FEE 

Endorsement 300,00 
. CHECK BOX INDICATING THE APPROPRIATE INFORMATION REGARDING YOUR APPLICATION 

Is Is the first time I have made application for this 0 My application for this profession had previously been denied 
profession in Illinois. in Illinois. I am reapplying since I have tulfilled additional 

0 I have previously made application for this profession In 
requirements. 

 
Illinois. However, my previous application expired and I am El I have previously made application for this prof ession In Illinois. 
now reapplying. However, I am now applying under new statutory language. 

Other:  

Af  

Ikferitifyliz rOfoimatid ottpOst notifyAllepOparyrierd mit Professionat 110(0)00 
nilnental TeOlKi xervfit writing, of any addii# 

pile? *pita onn oroftr. td;:to.ce4i -ao further :ii 
D,DDS,etc) 

Hammond 
NT MAILING ADDRESS 

Cassing MD 
STREET CITY STATE/COUNTRY ZIP CODE COUNTY 

(c\ 

2030 Monroe Avenue Rochester, NY/USA. 

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

7. PLACE OF IRTH CITY STATE/COUNTRY 

'V' BE REACHED 

1E406-1019 8/93 (LT) 

2. TITLE (e.g., FIRST MIDDLE 

IMPORTANT NOTICE: Completion of thielorm Is nec-
Hwy far ccnildweacn kir ilcansure UMW 225 011ha 
!Mole Compiled Statutes (Chapter 111  of the Milos 
FirAnti State*. Disclosure of this Info/merlon Is 
VOLUNTARY. However, failure to comply may result 
in this ton not heing processed. This loam has been 
approved by the Forms Management Canter. 

APPLICATION FOR 
LICENSURE AND/OR EXAMINATION 

e following materials are required t& Maki* Application for 
,ensure and/or Examination in Illinois: 

Carefully follow all steps outlined on the INSTRUCTION SHEET. 
In addition, note the following: 



PERT 1 2ii:tzlwitio‘i intO:mialliki 
1,„ , , Ng*, -1.7.0QCATIZ,N tErornentary 

1 2 3 4 5 6 7 8 9 10 11 

G E.D Coca rumber of ears mrnpieted)  

Graduated Received 
OR G.E.D.? Oyes DNo High Scho ? es C3No 

'am co LAST PlialmiNARY SCHOOL 
0,; '!.r. N::)1.0 

Grc.enwood School 

3 LAST PRELIMINARY SCHOOL LOCATION 
{Gay and Suds) 

Springfield, MissoLui 

4 DATE OF GRADUATION  

n 5 / R7 
Year 

170i.: (OE OR UNIA'RS7.TY 1Ceafo aureate ol years xrnpietect) 

1 2 * 4 i1:\,7 8 Graduated? ,fires 0No ,, 

Cattftli_ O I,..PN;V! kS? 1 Y NAME 
fonowirechastp and Graduate) 

LOCATION 
(City and State cg Gauntry) 

DATES OF ATTENDANCE TYPE OF 
DEGREE EARNED FROM TO 

University of Missouri.
Six Year Medical School 

-Kansas City 
(BA/MD program) 

WY 

6-82 
'Year 

 
6-88 BA and MD 

(NOTE: This is a combied undergraduate and medical curriculum,) 

op,: ,,;P• , ilt ;.) 1 RILIVIN.1: ritirSO y Tra Ric or CIInlCal Training)  
40141%,  

LOCATION 
ltiN in LFRON NAVE (City end State or Country) 

DATES OF ATTENDANCE Did You fete 
T ry FROM  1 TO  

Utiviaralty of Rocheste 
Dtoi.. of obGyn Rochester, New York 

MonttyYear 
 

%trll/Yeas 

7-88 6-92 4 fig!' 

. _.._....._....... 
0 Yes 0 No 

... - — 
CI Yes 0 No i  

0 Yes 0 No 

D Yes 0  



PAGE THREE 

.. . . ,...,., „ _ ,
, `ensure PART iv: - RecOio*LIOnii*i rtfrimiat ti ' y, 

if you have ever been licensed to practice the profession for which you are now making application, or held a related license, 
complete the information requested If-you have ever beide femme ry,itrairtpe or apprenticeship license, or a permit, ,' 
it must be listed here also. In addition, the INSTRUCTION 'HEFT encloted ivith this Application package may instnict you i 
to have Certification(s) of Licensure in other state(s) prepared and submitted in support of your application (contact other state(s) 
regarding possible fee). You must also list all other licenses held in Illinois, however, certification of licensure from Illinois is not 
required. Failure to disclose al! licenses held may result in denial of your application or other appropriate action. 

STATE PROFESSION NAME LICENSE NUMBER DATE OF ISSUANCE 
UCEN E STATUS 
che, Lewd;  etc.} 

i ' - 

,vi ew York 
....... 

Physician 180304 Since 1989 ActiVe 

sea „cur. ,. Ucensure when) 
recsntiw 'Nave oven 

PI • SAME 

O 4 r Sta!B9 I ,ceqiure 

NONF 

.___. 

(if additional apace Ist needed, attach a set),sheet.) 

Igt..., _ ,, 
PAK: V Record of EXatnirlatiPn t s 

 . .. 

if you have ever taken a licensure examination in Illinois or any other state, for the profession for which you are now making 
application, you must complete 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 STATE MONTH/YEAR EXAM RESULTS 

National Board Of Medical Examiners 
(Reseed, Felled. Absent) 

: 

Part One 6-86 Passed 

Part Two 9-87 Passed 

Part Three 4-89 Passed 

AmPrican Rnard of 011het„rics and Gyn. Written exam 7-92 Passed 

Oral exam 12-94 Passed 

- (If additionalspace is needed, attach a separate .) 
L488-1019 8/93 (LT) 



Plall-:1-1-D icy THE AL)THOREEY OF 
THE StATE OPTEUNOTS' 
zra:„k: 1SO.UEO X21073 

POHNTED PECYCLED PAPER 

PACE FOUR 

PART of Perionel History Information (This part FAAS2MIstacl.0 *Applicants 
. .. ., , 

Have you been convicted of any criminal offense in any state or in federal court (other than minor traffic  
vioi,ations)? If fires. 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. 

2 Have you had or do you now have any disease or condition that interferes with your ability to perform the 
essential functions of your profession, including any disease or condition generally regarded as chronic by 
the medical community, ia„ (1) mental or emotional disease or condition; (2) alcohol or other substance 
abuse. t  3) physical disease or condition, that presently interferes with your ability to practice your profession? 
11 yeS, afted7 a detailed statement, including an explanation whalheiv, notoaare currently under treatment. 

3 Have you been denied a professional license or permit, pCpriiiilege of .taking an examination, or had a 
Professional license or permit disciplined in any way by any licenSing'autigifity 41 Illinois or elsewhere? If yes, 
attach a detailed explanation . ..... 

Have you ever been discharged other than honorably from:the armed service or from a city, county, state or 
i f,-- 0:14 federal position? If yes, attach a detailed explanation; - , 

Are you a U.S citizen OR a L3WILlay admitted alien of the UnitStates?   

PART
... ,. . 

 vit, Eicaostitetiort 'dodItici ttitaimatIoh (This . for Elia*iiiatioil 
. . . . . . . . 
APpi l0000. 

Of to the REFERENCE SHEET enclosed with this application package and complete the following: 

TEST CAS 
ART 11 • Select a camination(s) you desire - 

and enter Test Codes 

TEST CENTER CODE 

b) CHART IR • Select the examination site you desire and enter Test 1 
Center Code 

SCHOOL CODE 

T tti • Find your School of Graduation and enter 
sell code 

firATTEMers 

'Ora the rtinber 01 times you have taken this examireltimbiS MUM 
IN .4,ray oth.e: 3tale 

..............._ 
41•Aia. 

sff i rkiT tot., ata ncieve the Department to release nsure ,,-:: 1 
 7 Iry 

 
t kOrTWileteltS $2;40reS to the education program i which you f ! 

tr . oyes ED No 

..........................,...",..rs,,..."4 
T . F , . s R Sligeirostrit   

, t-,0' t*.imtti4 of pormy. I declare that 1 h ve the application artci all supporting documents submitted by me in 
6(c-seek:le:in e-ietiwrie,art! 10 the bfrl 01 ;TV knFaw dgfe, they are true, correct, and complete 

„. _.. _ ., rl MIIIIIIII_______ 

Date 

1 ----iZr 441001 41r,r ,e1.,,<:c the ()Ma rl MCMI of Professional Regulation to reduce the amount of this check if the 
tfibitrattr-:,n m rtcA ',-.:cr- -).C1 1 %Ogler Mand this will be done only if the amount submitted is greater than the required 

.i, .ceer.erieier ttA to no f.vr411 5hAll %Nil reduction be made in an amount n
a
:ter than $50. 



• 4.mPORTANT NOTICE: Cornpratioon of that form is nee 
• assail for corteideration for iconsuraurKlar 225 of the 
• Isms Oornoloa Suautes (Chaplet 111 of the Wools 
fievosee !Owes). Okeciosure of this Inforrnation is 
VOLUNTARv, i4owevie, taboo  to comply may result 
it Vas tam not being processed. This form has bien 
aotoraYld by els Fame Minagarnent Dwelt. 

WORK HISTORY • 
;~t P ! - f 7 

• IV1.M. 

SUPPORTHat# 

WH 

DOGUMErET  

APPLICANT . CCi#01210 .Wikki7iislo kyiiii '6404 04v0:00in eriVr#004ypo. pyil,sppa.V410 ••• .. • .• .•    . •  ••.• . • ... • • . ,... . .:. .,.. , . ...... ..  ,........,.,.............. ... . .,.....•.•,.,.....:.,:. ,.: , .  „ 
authorized to,' ofiotoOklftis.  foi*.if additional spiofit...i.:.#4.01/0d" 

NAME LAST FIRST MIDDLE 

Hammond Cassing 
2. DATE OF BIRTH -a, t : a t .:: - 

ay ear 

4. ADDRESS STREET. CITY. STATE. ZIP CODE 

. . 

5. REFER TO REFERENCE SHEET. Record profession name and three digit 
profession coda for which you are making. Illinois application. 

Physician Q___3.&. ___ 
Profession Name Profession Code  

. It4AiDE, OR GIVEN SURNAME 7. CHECK HERE IF YOU 
HAVE NEVER SEEN 
EMPLOYED El 

8. DATE FORM COMPLETED 

2-5-95 , 
._ 

V. RECOI..0 W(. *, 't HIE. -"DRY CHRONOLOGICALLY - Compete Work History OeginnIng with present employment owl oonokiding with graduation. You must accOunt for the 
r Milli-  Par 4 prim ini:walng periods of unemployment and volunteer work, etc. 

, - — 

PIAA9F, OF EUSINESrANSTITUTION 

Ori'late Practice __ 

JOE TITLE 

Private Practice-ObGyn 
ADDRESS STREET. CITY, STATE, ZIP CODE 

2030 Monroe Avenue 
Rochester, NY 14618 

DESCRIPTION OF DUTIES PERFORMED 

Since 8-94 I have operated a private 
ObGyn practice which remains affiliate; 
with the extension clinic of Highland 

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 
and ObOyn programs. 

5t?1ERylSOR NAME Hospital 
Self 

DATEOFEMPLOYME TrATTENDANCE 

8-94 to present 

From iaa_t_o_l_/_94_ 

HOURS WORKED PER WEEK 

80-100 

Month Day Yaw 

To _II2_41:15_.... /._91_ 

TY PE OF EMPLOYMENT 

Go Full-time Part-time  mom, oty Year 

TOTAL TIME WORKED (Yr iMo,) 

6 months 

8. NAME OF SUSINESSrINSTrfUTION 

Highland Hospital of Rochester, 
JOB TITLE 

AttpdincL physician ObG 

Ai DRESS STREET, CITY, STATE, ZIP CODE 

1000 South Avenue; Rochester, NY 
14620 

DESCRIPTION OF DUTIES PERFORMED  

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

physicians (subsequent private 
practice described above). 
Otherwise, same activities 
as above. 

SUPERVISOR NAME 

Michael Widener, CEO; Highland Hospital 
DATE Of EMPLOYMENT/ATTENDANCE 

From (/Z 42(1 4.2  . 

HOURS WORKED PER WEEK 

0-100 
Month Day Yaw 

To EU ......./_a L_ /_94._ 
Month Day Veal  

TYPE OF EMPLOYMENT 

r77-1. Ltj Full-time OPart-time 

TOTAL TIME WORKED (Yr /MO 

2 vpArq 

14486-1071 6183 (LT-A) 

COMPLETE THE REVERSE SIDE OF THIS FORM 



JOB TITLE 

Resident Physician;ObGyn 
C. NAME OF au N in' ;ON 

University of Rochester; Dept. of 

DESCRIPTION OF DUTIES PERFORMED 

Resident Physician, ObGyn 

DtaititET, t4TY, STATE. ZIP 0 
601 Elm od Avenue 
Rochester, NY 

EiAP:„DYMENTiATTENDANDE ED PER WEEK 

DESCRIPTION OF DUTIES PERFORMED 4,1X)FIlt.SS STREET, CITY, TE. Z: 

E A41 C.),  0,, JOB TITLE 

JOB TITLE NAME OF BUSINESSINSTITuTION 

Graduation from Medical School 6-88 

S WO KEa PEA 1tEEK  tot,74. LAI::  toil ATTE hitAhier. 

. „r4.virvo4tit.me 
Dr. Henry Thiede, Chairman of Dep 

on 
Moncl rier Ye*: 

To /—.3 —0 .0—R a— 
illar• Day Yost 

EMPLOY1V NT 

time QPart-tithe 
TOTAL TIME PiORKED (YrIA40,) 

years 

.4•J . A. 

aT EW%, wYty TyA U: S wCSRKEO PER WEEK 

1)- 
PE OF EMPLOYMENT 

To 
,,,.,,y Da y ull-time OPart-time 

tAk. -1- ,mt wok.kt;" A y. , .424 

5t ATE ZIP CODE 

ii.40401 

DESCRIPTION OF DUTIES PERFORMED 

TY • E 

Fult•time [Part-time IA& 



Iliii111110104 

4 OP026 064 P. L ER1‹, 

02/ 1!'15 

a 

THE UNIut RS 1 1 Y OF fHt OF NEW YORY,  
:ifATE "77011(A'ffON Of- PARIMENT 

DEVISlo, PROEFLIoNAL-t1CiNtilN6 ‘ V I CES 

40 COS1OM;-.R !i!.12VICE UNIT 
cuLruRAr EDOtAIION NIER 

AL ANY r  IILW .1;0.i 

• 

• 1 1 2 1 7 
tHf S 1 `-1 1t1 CERIlfY A A :,,t- ft; if E. Nf, 10 f4 (AIN W.. LIE THE /1 I V 1$ ION 

OF Pliti1-1tSS: tiNAL LICE N`., I f OW< '-. A if'; 1.-:011(..A 1 ION I)EE^All CMENT 

• ALeANY, NEW YOttk, HAMMOND (A4'1'.:;•NU 
WAS L. 'CENSE/ t 1:: 1 CA ft- NIIIIRL-7R 1 1)NAC I ICE OF 
MEDI C' r F E.1N 10/10/89. 

a 
OUR '• I : 'ILI N; 11, MA I I ON : 
DATE Oi Li TR 1,1: 

How. " ,1 ME , -11m4 UmUl A 

A Sri DUA I TON: 

A 2NED: MD 

PRIARAM WAS ACCEPIABIE IN AC&'F:DAN([ WI1H i IU f:LGULA)IONS 
4E C.OMME ONf7:R OF A H;4, I A r THE 

r OF LICE.NSURE. 

FA'AS OF LECF.NSURE: 
NAT BE) CER1 Et:Y.1:3666 L i ; pa •ri. 

• 

• 
A LICENSE IS VAL I 1.11111 iN41 f ,N1 R;i_VoKED, 
ANNULLED OR SEAN. NW. J.7;Y ..1 E.:LHAPi) .ft A ; (.4 NSF 1. MUST 
REGISTER' PE <1riDECALLY Wi 1; 1. f PO I 7•111‘11 kt_ EN Eli IS sr ATE 

• 

CuRRENILy REJH E: t . 

ADDRESS: 

f2FROGA ;:krIA I I NIJ • III N I 10;k A(iik (NET 

411/ Ti•i.V. I ^4`-,f 
e• omm rc 

• 

I FRANI 1 HAl;ts f , PRE 1 AI. t t. ;14: I 4 I :JILIN Lit E SS LUNA,. 

• 
I. ;

fit 
NI:. ',;-. 0; P.1k.1.1 1' I 1.•- Lill(. A f oN rMENT 

Jr!

, 

LEUAL. I fAt 11;: OlvEION 0F'
HAVE  HERi 6 , `.7,TA A', 11-i iNt. •i• Af ;:.K. .":„11) EVIWHN ,  

PROF ES',,IONAI t ICI N!, IN (. I 4N t If ;f 1:4 i ill PIN( KNCIIA“ IDGE 

1HE Af- ! :IN I N 1.11i1-:E.(. 

0 3 M9b 
"F A'... 



iwon TA . NOTICE: Cornoreson of Ind torn is nix:. 
eery  for oortegtroritton for Icensure under 225 of me 

ionois Corhgotod Slas{rios (Cr'
.

I I l or me Illinois 
Rieitsea Sumas). Disclosure of Visa information n' 
VOLUNTARY. 1-ictorovor. %lure to comply TflAY iisult 

s lard not being processe0. This form has boon 
appoved by this Forms MOnagemiont Comer. 

CERTIFICATION OF 
POSTGRADUATE CLINICAL TRAINING 

SUPPORTINGDOCUMENT 

TN-MED 
(DPR 

APPLICANT: Complete the applic nt !Action. The rrnaloder:  .01 15 oat be Completed biitt*POilitiiillOtic:. 
. . . . training program director of the thatitution at iiitic yo “Impi.400.YouOril010. 
NAME LAST FIRST MIDDLE 

Hammond Cassing 

2 ATE OF BIRTH 3. SOCIAL SECURITY NUMBEA  

ADDRESS STREET. CITY, STATE. 2IP CODE 5. REFER TO REFERENCE SHEET. Record profession name and three  
digit profession coda for which you are making Illinois applksabon. 

PYINSiCialj 0 3 6 
MAIDEN OR GlVEN S NA E 

Profession Name Profession Gods 

7.  it.LINO TEMP., LSGDNSC UMBER(if APPliclabie) 8 ISSUANCE DATE  

POSTGRADUATE CuNICAI.TRAININOpROGRARpRECTOR '. 
pfete the rema0;141er of thiS fortnifiefatn the tOttipleted form'directly to . . . . 

fillpols.  Department of Professional Regulation, 320 West Wealtington..q1$.5,1, SpringflaWlilinOia.  62791. ''  

NOTE: Certification of postgraduate clinical training will not be accepted If certified more than IS days prior to date of actual 
completion. 

This is to certify 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: „ 

f,../ 
„ Strong Memorial Hospital Hospital: (;) 

Number and Street: 601 Elmwood Avenue, Box 612 

City, State and Zip Code: Rochester , 'IY 14642 

I further certify that at the time 

la 
E 
17. - 

Name of Postgraduate Clinical 

of such training and completion the program was accredited by: 

the Accreditation Council for Graduate Medical Education; 

the Accreditation Council on Canadian Graduate Medical Education; or 

the American Osteopathic Association. 

Training Program Director: Henry Thi ede, M. D 

Signature of Postgraduate Clinical Training Program Director: 

Date of this Certification: February 20, 1995 

SEAL 
Telephone No: 

IL486-1535 8/93 (MD) 



ARU OF MEDICAL EXAMIN ' 

RSEMENT OF CERTIFICATION 

Note: Theeibemsed Neal of the National heard of Medical Examinera (NBME 6) 
m the lower left corner certifies the authenticity of this document. 

2 / 

Diplomats Name: Cassing Hammond, MD 

Date of Birth: 

Certification Date: 07/01/1989 Certificate #: 353666 

It oPre'___zd that the physician named above has successfully completed 
/L. ex6.nination, education, and twining requirements for certification 
by the: 'IBME as of the certification date shown above. 

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

Jun 
PART I 1986 PASS 

Med Surg Ob/Gyn PM/PH Ped Psych 

Sep 
PART II 1987 PASS 

NBME Mar 
PART III 1989 PASS 

DATE: 02/21/1995 

SEE OTHER SIDE FOR SCORE INFORMATION 

PAGE: 1 of 1 KM( 
IL0369 






