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APPLICATION FOR 051 9 201,
LICENSURE AND/OR EXAMINATQN,

IMPORTANT NOTICE: Completion of this form is necessary for consideration for licensure N
under 225 of the Illinois Compiled Statutes. Disclosure of this information is VOLUNTARY.
However, failure to comply may result in this form not being processed.

The following materials are required to make Application for Carefully follow all steps outlined on the INSTRUCTION SHEET. In

Licensure and/or Examination in lllinois: addition, note the following:
1. Four page APPLICATION FOR LICENSURE AND/OR A. Type or print legibly with black ink only.
EXAMINATION. B. FEES ARE NOT REFUNDABLE.

2. INSTRUCTION SHEET, which gives step by step

Lo . . C. Disclosure of your U.S. social security number, if you have one, is
application instructions for your profession.

mandatory, in accordance with 5 lllinois Compiled Statutes 100/10-

3. REFERENCE SHEET, which gives detailed coding 65 to obtain a license, The social security number may be provided
information for your profession. to the lllincis Depariment of Public Aid to identify persons who are

4. SUPPORTING DOCUMENTS, forms, and/or any other more than 30 days delingquent in complying with a child support
documentation you may be required to submit with your order, or to the illincis Department of Revenue to identify persons
application. who have failed to file a tax relumn, pay tax, penalty or interest shown

5. ifthe name shown on your supporting documents is differ- in a filed return, or to pay any final assessment or lax penalty or
ent from that shown on your application, you must submit interest, as required by any tax Act administered by the lllinois
PROOF OF LEGAL NAME change - copy of marriage Department of Revenue, or 1o other entities for verification of
license, divorce decree, affidavit or court order. identification.

PART |I: AEEIication Category !Information

A. SEE REFERENCE SHEET, CHART |, OR INSTRUCTIONS PRIOR TO COMPLETING ITEMS 1 THROUGH 4

1. PROFESSION NAME 2. PROFESSION CODE 3. LICENSURE METHOD ﬁl‘ FEE

PARKE R O3 L |'"ENDOLSEMEAT® 300

B. | CK BOX INDICATING THE APPROPRIATE INFORMATION REGARDING YOUR APPLICATION

This is the first time | have made application for this [ My application for this profassion had previously been
profession in lllinois. denied in llinois. | am reapplying since | have fulfilled
[J | have previously made application for this profession in additional requirements.

Hinois. How_ever. my previous application expired and | am (3 | have previously made application for this profession in
now reapplying. lllinois. However, | am now applying under new statutory
||:l Other: language.

PART II: Applicant ldentifying Information—You must notify the Department of Financlal and Professicnal Regulation -
Division of Professional Regulation and/or Continental Testing Service in writing, of any address changes after you
file this application in order to receive any further information.

1.| NAM LAST FIRST MIDDLE - 2. TITLE (e.g., MD., D.D.S,, etc))

PARKEIQ wWitLE Janed N D

4 COUNTY

5! BUSINESS ADDRESS STREET CITY STATE/COUNTRY ZIP CODE COUNTY
Sgme 9SS CQ biye . — =

6. MAIDEN, GIVEN SURNAME, OR ANY NAME(S) UNDER WHICH SUPPORTING 7. MOTHER'S MAIDEN NAME

DOCUMENTS WILL BE SUBMITTED. (SEE INSTRUCTIONS #5 ABOVE)
C PARUER PARCER

8. PLACE OF BIRTH CITY STATE/COUNTRY

1
— .

Month Day Year XI male

REACHED 12. PREFERRED e-MAIL
Work: Hom __ __ __
(Area Code)
Fax: (___ Y ___ _~__ Fax. (__ _ ~ Yy -
(Area Code) (Area Code)
1L485-1019 03/06 (LT) APPLICATION FOR LICENSURE - Fage

Additional application forms can be downloaded from the IDFPR Web site at www.,jdfpr.com.
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PART II: Education Information ﬁ
1. PRELIMINARY EDUCATION (Elementary and High School or G.E.D. Circle number of years completed) 5
"
Graduated Received -~
12345678910 "@ High Schoot? K] Yes [No OR GED.? [OYes [ONo R
v
2. NAME OF LAST PRELIMINARY SCHOOL | 3. LAST PRELIMINARY SCHOOL LOCATION 4. DATE OF GRADUAT =
ATTENDED (Gity and State) § < | |E
E nsley Hial School Birmingliom AL Month Year
5. COLLEGE OR UNIVERSITY (Circle number of years completed)
12349678 Graduated? [ Yes [CINo
6. COLLEGE OR UNIVERSITY NAME LOCATION DATES OF ATTENDANCE TYPE OF
(Undergraduate and Graduate) (City and State or Country) FROM TO DEGREE EARNED

Month/Year Month/Year

Berea Collese BQr'&q]KY’ [/SA| 08/3!] OSfse B.A. |
Harvard Sclte) Raylie Hedp, Bosfu} MA 0(0/37 O‘?/ﬁvg NIF’H

Univ. o Michisth Ann Afborl,Ml 07| Rfo2 [M. Se.
Univ_of Towq | Tnwa Q)T}L’I/"( 04/34 O{,;Z% D

C =) 2275

7. SPECIALIZED TRAINING (Residency, Professiona! Training, Vocational Training, Practical or Clinical Training)

LOCATION DATES OF ATTENDANCE | Did You Complete
INSTITUTION NAME (City and State or Country) FROM TO Training?

Ui\i\)ersf%; o]ﬁ C;nci naf) Ciavi wihati OB ;;n;z% ;O;mqe; FSes O No
Uaw of mJC,HiSqn Ann Ar‘ﬁa‘ M) 07'/0(0 O(Q/Og G es CI No
Uniyeesity of Ch-SF Sqngrqnc«‘g;o IQA O 7/00 (D(:/O( = Yes TJ No
Ceaters for Disense Cott] Aﬂqnfq;(,ﬂc 0 :7/99 66/o0| O ¥ @ o

3 Yes O No

IL486-1019 03406 (LT) APPLICATION FOR LICENSURE AND/OR EXAMINATION - Page 2 of 4
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PART IV: Record of Licensure Information

If you have ever been licensed lo practice the profession for which you are now making application, or held a related license,
complete the information requested below. If you have ever held a temporary, trainee or apprenticeship license, or a permit,
it must be listed here also. In addition, the INSTRUCTION SHEET enclosed with this Application package may instruct you
fo have Cettification(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 llinois, however, certification of licensure from
fliinois is not required. Failure to disclose all licenses held may result in denial of your application or other appropriate action.

z
>
=
m

=
=3
2
i
K
2
=

AT ATUS
STATE PROFESSION NAME LICENSE NUMBER SSUANCE (klcﬁf: ﬁ;:d etc.)|

State of Original Licensure

Lowq Medieige 2% 57y 5/|°!/‘11 Tnactivd

State of Cumrent Licensure where you

5
Y
°
most recently have been practicing. PQ nnsuluqu‘q Mb ‘_tl_‘ l‘_tc,o “ /q )/D I Q:‘-i\’e E‘
' -
"
>

Other States of Licensure

Ne W \)ﬂucez Mediog | Pocto] 2SMR 0N IS 5/)8/)1 Active
W%hi@'\of.ﬂn DT Me_o{Ic.‘nq MD 03 744 6/59/08 acte
Mar}llqmo{ Medicine | D 95% 07_/"5/0‘7 gelive
Vicsinig Medice + Surerf01 0124628 §[13)01| Active
Ohio Docter of Medicid 35,063 453 5/2‘1/‘17_ T pach

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

PART V: Record of Examination

if you have ever taken a licensure examination in Iflinois or any other state for the profession for which you are now making
application, you must complete the information requested befow. EACH EXAMINATION ATTEMPT MUST BE SHOWN. Failure
to disciose an examination attempt may result in the denial of your application or other appropriate action.

NAME OF EXAMINATION STATE MONTH/YEAR EXAM RESULTS

P F {_ m (Passed, Falled, Absent)
[A
FLEX Ln‘c_ensfwj Fxg an Towa 0'("/1‘1?0 Po\ S Sedf

JU01SS9)01d

SU I P31

_ﬂf additional space Is needed, attach a separate sheet.)
IL486-1019 0306 (LT) APPLICATION FOR LICENSURE AND/OR EXAMINATION - Page 3 of 4




PART IV: Record of Licensure Information

If you have ever been licensed lo practice the profession for which you are now making application, or held a related license,
complete the information requested below. If you have ever held a temporary, trainee or apprenticeship license, or a permit,
it must be listed here also. In addition, the INSTRUCTION SHEET enclosed with this Application package may instruct you
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 Hllinois, however, certification of licensure from
lilinois is not required. Failure to disclose all licenses held may result in denial of your application or other appropriate action.

4
»
=
m
=
.
@
n
L
@
=

DATE OF LICENSE STAT
STATE PROFESSION NAME LICENSE NUMBER ISSUANCE (Ac(t;;se La;:ed :3)

continue

State of Cument Licensure where you b
most recently have been practicing.

State of Original Licensure J

Other States of Licensure

PAICHIGCAN | Medicine 43010675t £ /28 /o0 | lapsed
CAL[FORNIA |Physician * Suryey As3102 | 5/25]%| Japsesd
HAW K| Phasician | MD- 11753 Wlfog| nactin
MiISS (95 1PPT ]Dh%m'ciqm 22028 5/23’//2 active
AL RpAMA Ph\ls:‘c.‘gn MD, 3162 ’-//IB/:?. active

(It additiortal space is needed, attach a separate sheet.)

[N IR R

PART V: Record of Examination

If you have ever taken a licensure examination in lilinois or any other state for the profession for which you are now making
application, you must complete the information requested below. EACH EXAMINATIONATTEMPT MUST BE SHOWN. Failure
to disclose an examination attempt may resull in the denial of your application or other appropriate action,

NAME OF EXAMINATION STATE MONTH/YEAR EXAM RESULTS

(Passed, Failed, Absent)

-
-
=)
=
a
t
u
Q
>

P>

\

1D

(if additional space is needed, attach a separate sheet.)
IL486-1019 03/06 (LT) APPLICATION FOR LICENSURE AND/OR EXAMINATION - Page 3 of 4




PART VI: Personal History Information (This part must be completed by all applicants) YES

1. Have you been convicted of any criminal offense in any state or in federal court (other than minor traffic violations)? / yes, attach ]
certified copy of the court records regarding your conviction, the nature of tha offense and date of discharge, if applicable, as well as
a statement from the probation or parole office.

2. Have you been convicted of a felony?

3. ltyes, have you been issued a Certificate of Relief from Disabilities by the Prisoner Review Board? If yes, attach a copy of the certificate.

zZ
D
=
m
=
3
4
n
L
4
=

4. 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, i.e., (1) mental or emotional
disease or condition; (2} alcohol or other substance abuse; (3) physical disease or condition, that presently interferes with your ability

to practice your profession? f yes, attach & detailad statement, including an explanation whether or not you are currently undsr
freatment.

5. Have you been denied a professional license or permit, or privilege of taking an examination, or had a professional license or permit
disciplined in any way by any licensing authority in lllinois or elsewhere? /f yes, atfach a detailed explanation.

6. Have you ever been discharged other than honorably from the armed service or from a city, county, state or federa) position? /f yas,
attach a detailed explanation.

XX MKz

M o4 )\Od

|
1!

PART VII: Examination Coding Information {This part is for examination applicants only)

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

’g_??.'ll

a) CHART II-  Select examination(s) you desire
and enter Test Codes.

b) CHART lli-  Selecl the examination site you desire and enter Test Center Code:
c) CHARTI{V-  Findyour School of Graduation and enter school code: | |
d) Record the number of times you have taken this exam in lllinois or any other state: I:]:]

—

= — v
PART VIII: Child Support and/or Student Loan Information (Every applicant is required by law to respond to the %’
following questions)

1. In accordance with 5 llinots Compiled Statutes 100/10-65{(c). applications for renewel of a license or a new license shall include the applicants
Social Secusity number, and the licensee shal) certily, under penalty of perjury, that he or she is not more than 30 days delinquent in complying

with a child support order. Failure to certify shall result in disciplinary action, and making a false statement may subject the licensee to
contempt of court.

Are you more than 30 deys delinquent in complying with a child support order? Yes D No g
{NOTE: If you are not subject to a child suppont arder, answer no.”)

2. Inaccordance with 20 Illinols Compiled Statutes 2105/210545), "The Department shall deny any license or renewal authorized by the Civil
Administrative Code of Illinois to any person who has defaulted on an educational loan or scholarship provided by or guaranteed by the lllinois

Student Assistance Commission or any govemmental agency of this State; however, the Departmenl may issue a [icense or renewal if the g
aforementioned persons have established a satisfactory repayment record as determined by the Ilinois Student Assistance Commission or other =
appropriate govemmental agency of this State.” {Proof of a satisfactory repayment record nust be submitted.} &
Ase you in default on an educational loan or schotarship provided/guaranteed by the lllincis §'
Student Assistance Cormmission or other governmental agency of this State? Yes D No E =

PART IX: Certifying Statement

Under penalties of perjury, | declare that | have examined the application and all supporting documents submitted by me in
conneclion { ith, and to the best of my knowledge, they are true, correct, and complet

PP

N
[0/ / | 2- ~.
gnature of Applican " Date 3
| UNDERSTAND THAT FEES ARE NOT REFUNDABLE. My signature above authorizes the Department of Financial and Professional (6

Regulation to reduce the amount of this check if the amount submitted is not correct. | 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.

IL486-1018 Q3/06 (LT) APPLICATION FOR UICENSURE AND/OR EXAMINATION - Page 4 of 4




IMPORTANT NOTICE: Completion of this . SUPPORTING DOCUMENT
form is necessary to accomplish the

requirements outined in 225 of the Illinois HEALTH CARE WORKERS

armasan s voLuTaRY. novever, | CHARGED WITH OR CONVICTED CCA
failure to comply may result in this form OF CR[M'NAL ACTS

nol being processed.

3. PROFESSIONAL LICENSE NUMBER (if any)

PAEKER WILLIES | ———rmmmeee

1. NAME

4. SOCIAL SECURITY NUMBER

Pursuant to 201L.CS 2105-165{a), the Department requires the following professionals to disclose information regarding convic-
tions pertaining Lo certain offenses. Please check applicable profession.

] Advanced Practice Nurses [C] Dentists [ Physical Therapists
[ Audiologists (7] Occupational Therapists (] Pnhysician Assistants
[ Clinical Psychologists l:] Optometrists B/F-’hysicians (036)
[ Clinical Social Workers [ Pharmacists [J Registerad Nurses
[ Dental Hygienists [ Podiatrists [J Speech Pathologists

in order for your application to be evaluated, you must respond to each of the following questions:

1) Areyou cufrently charged with or have you been convicted of a criminal act that requires registration under Yes
the Sex Offender Registration Act? * |

K #

2) Areyou currently charged with or have you been convicted of a criminal battery against any patient in the | m
course of patient care or treatmen(, including any offense based on sexual conduct or sexual penetration?

3) Areyou required, as part of a criminal sentence, to register under the Sex Offender Registration Act? O [E

If YES to any of the above, altach a certified copy of the court records regarding your conviction, the nature of the offense
and date of discharge, if applicable, as well as a statement from the probation or parole office.

" Centification Staf I
Under penaities of perjury, | declare that | have examined this Form and all supporting documents and/or information
submitted by me in connection therewith, and to the best of my knowledge, they are true, commect, and complete.

J_f)// ,/_/’)-—

IL486-2034 08/11 (crimacts) Page 10f 2
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Section II1

Medical Education



F TION CREDENTIALS VERIFICATION SE CVS)

VERIM™CATION OF MEDICAL ED TION

(This ferm must be completed by the medical school)

INSTRUCTIONS TO THE DEAN

The individual identifiod on the attached Authorizaetion For Release of Information, Documents and Records

form has authorized your medical schootl 10 provide to the Federallon Credentials Varification Service (FCVS)

any and all information pertaining to thelr education at your institution. Please compiete this form and

forward It to FCVS in the onclosod postage-paid, self-addressod énvelope.

Ploaso note: If your institution processes transcript requests through another office, FCVS has

likely made such o request under soparate cover. If your office also processes
transcripl roquasts, please attach the Individual's officlal transcript {(which

indicates courses taken, dstes and hours of attondance, and scores,
grades, or evaluation).

{FICA F MEDICAL EDUCATION
Namo of Institution: University of lowa College of Medicine

Complete Address:
Street Address: / Z /(s Mé‘le F"
City: _{OWA Cd},/ stote: __| A ZIP Code (Postal Code): 12242

If neme of institution was different when this individual attended, please note this name below:

Premedical Education:
Years of education required for admission to your medical schoot: 4
Credential/degres presented by the applicant for admission to your medical school: 'B _ﬁ

Enroliment and Participation: Our records indicate that }_:Ejt’ g( ; LU I” ,'2,‘ ijMS

{typtrprnt indrvigual's nama: Last, First, Middle, Suftx)

attended our medical school lor total of weeks of medical education on the following dates {mm/ddlyy):
. = &
From V" ERS, Cf ! gb To 5, 0{7/ 7
Month Dao Year Month Date Yoar

This individual (check one):

Was awarded the degree of bBOﬁ)( Up M(‘(JM on 05{ 0‘){ / (/10
Das

Month Yaal

Was NOT awarded a degree because:
{please explain - atiach additional pages if necaessary)

. .
Certification: 8v my signature, |, Lﬁ“‘ﬂ\ HQ_-\W\-E;WW) . certify that the above
Information s an accurate account of the above named Individual's official records maintalned In this and is true

Slgnature: U{y [‘S'-%- #"ej mé/}/
me: Sudevrt Rograms § PecordS

Date of Signature: Qr‘ C’J- Cﬁ

Phone: (DN

Tha Federation Cragdentials Venhcodon Service is 2 division of The Foderation of State Medical Boards of the Unitod States, Inc.
Rav. 0807 PackelID: 91393 Requast ID: 19361582 . FCVS {016010) Page 1 of2

sthutiona

al Here.

{1 no soal i
«vallorie, this form

mus! be nolarized.

VER




) FEDERATION CREDENTIALS VERIFICATION SERWI (FCVS)
{conimuod)
VERIF N OF ED

Unusual Clrcumsiances: The following questons apply 10 unusual circumsiances that ococurred during any part of the
Individual's madical education. Pleass check ihe appropriate response and provide dates and requested Information. “Yes”
responses 10 any of these questions roquire a copy of explanatory records of o written axplanalion (attach addiliona! pages as
necessary).

1. Do this individual's otficial records reflect {an) interruplion(s) or extenslon(s) in his/her medical education?
Response ves [J NO
If YES, please select the reason(s) tor, Indicate the datas of the interruption{s) or extension(s) and check whether the
interruptionfextension wa3s approved or unapproved.

EromMo/yr  ToMofyy

E

DDDDDDDDE

Personal/Famby

Academic remedistion

Health

Finandlal

Participation in joint degree
Program {e.g., MD/PhD)
Participation in non—esearch
special study (e.g., (ellowship,
nternational experience)

Participation in non-degree ressarch

Other
Picase Specity:

gja| o| agjo|ojajo

2. Do this individuarl's officlal records refiect that he/she was over placed on academic o disciplinary probation
during hismer medical education? Besponse vées (O No W

 YES, please seleci the reason(s) for the probation, indicate the date(s) of placement on and removal from probation
anc attach addiliona| gocumentation 1o this report.
From MofY1 Iq Marve

Academic Probation

Probation tor unprofessional conauctbehaviorel

Probaton for other reason

Please specify regson:

3. Do this individual's official records refiect that hefshe was aver disciplined for unprofessional conduct/oehavioral reasons by
the medical schoo! or parent university? Resppase Yes [ Nno B
It YES, please provide datalled documentation/infarmation about the clrcumslances and oulcome(s).

4. Do this individuar's offic/al recorcs reflect that he/she was ever the subject of negative reports for behavioral reasons or an investigation by

the modical school of parent university? Response YES [ no K
It YES, pioase provide detated documentationfinformaton aboul tho circumsiances and outcomes):

5. Do this individual's official records reflect thal these were any limitations or special requiremants imposed on the individual
because of questions of academic ingompetenca, disciplinary problems, or any other reason?

Response ves ([ No [R
It YES. please provide dotaited documentation/finfarmation gbout the nature of the limitatons or special requirements,

The Federation Crogenlinls Verification Servics (s a8 division of The Foderrian of State Modcal Boards of tho United Siatss, Inc.
Rov. 0307 Packalil: 91393 Roquest 1D 19361587 FCVS j016010) Page2of 2




IMPORTANT NOTICE: Completion of this SUPPORTING DOCUMENT

form is necessary to accomplish the

requirements outlined In 225 of the lllinois VER":ICATION OF

Compiled Statutes. Disclosure of this EMPLOYMENT /! EXPERIENCE-- VE PC

information is VOLUNTARY. However, -

failure to comply may result in this form PROFESSIONAL CAPACITY

not being processed.

1. NAME LAST FIRST MIDDLE 2. PLEASE CHECK THE TYPE OF LICENSE FOR WHICH YOU ARE
APPLYING: )

P‘*d@r. Williee James

Profession Coda
3. ADDRESS STREET., CITY, STATE., ZIP CODE /
0O Temporary Physician Training License 125

4. DATE OF BIRTH

— O Chiropractic Physician License 038

Month Day Year
5. SOCIAL SECURITY NUMBER €. MAIDEN OR GIVEN SURNAME

I Pou k ey

Record work history chronologically for the five (5) years preceding the date of application beginning with present
employment.

L
A. NAME OF BUSINESS / INSTITUTION 1L.‘JOB TITLE

el § employed  Trdejpevdlent Coutroc Trole pendent Conleracfor

ADDRESS STREET," CITY,” STATE, ZIP CODE DESCRIPTION OF DUTIES PERFORMED,

2‘3ﬁ S‘H'Sf'r'gc'(‘ UE qul\ DC,CMM)PrOVlIS|O“ 0-p 'qun\y Plﬁi\r\;ﬁ-s

DATE OF EMPLOYMENT/ATTENDANCE | HOURS WORKED PER WEEK gervit t‘g C ermgle conbrue o f{: o 'q Y
QT Lg ol |30 |t R e e
o _P:;" . iﬂ;_ _K\J—_w_ TYPE Olf EMPLOYMENT MS ‘ 5 ) )

Month  Day Year BdFul-time [CPant-time

TOTAL TIME WORKED (Year/Month)
f\/qu] 3 MOV\'H/\S

. OF BUSINESS / INSTITUTION JOB TIT . .
Bf;:‘Minc.c] ﬁ:\un{-hoo&} Mefro WQS‘\,D‘l J [ﬁedfm( Dircc_TOf/ Taclep Co x by

ADDRESS STREET, CITY, STATE, ZIPCODE DESCRIPTION OF DUTIES PERFORMED

110% I("ﬁM,NW qukl DA 2003€% | Med ical leadershipt Clinieal

DATE OF EMPLOYMENT/ATTENDANCE] HOURS WORKED PER WEEK | 2 A (<7 V1 0N c:f 5 ‘ol ini C(o ﬂfi‘ r{tqi
. el i
From © 6,1 5,2 009 2 ) Director of g\]ntwlo‘jy)j‘ o ‘o
oMz?"mLL?‘ 2 0‘}_1:‘- TYPE OF EMPLOYMENT services (o bp o ra fory ;refe ;
To / / ) rgoe tol Hef
Voih Day  vew  |OFultme E@Panime| Alse rnole endent aontra

; eesS.
TOTAL TIME WORKED (YearMonth) g bortion’ser vites

2years [lmoatihh

IL486-1965 08/06 (MD)



C. NAME OF BUSINESS / INSTITUT JOBTITLE g ‘ )
W‘tsh*g‘fon Host ta) Center D.‘rtcgr, Famly P{am{.\«; Sewve
EET, CITY, STATE, ZIP CODE

ADDRESS

11O Tvvivg Street MW bad DC 20

DESCRIPTION OF DUTIES PERFORM

T D l'f'cc_j‘Of OF‘ 5&1.&4; ly‘ P/QMM'

4

e

DATE OF EMPLOYMENT/ATTENDANCE | HOURS WORKED PER WEEK

From0 30 112008 4()

q no qborh‘on serv‘."e_e..?;f

Peoiofent educa fien u

Month Day Year
" @_S:}_Ofg,c_‘)_(lﬂ TYPE onf EMPLOYMENT | obstetrics, 3\1.,\4&6\03\[ +
Month Day Year Full-time Dpaﬂ-tlme am wq ‘q{—-o r wWo Mert fs' hgq I f_k -
TOTAL TIME WORKED (Year/Month) N
ﬁ'mon‘f’hs {/3! - 6/"1/09 (VQCQ+‘QV\‘>
D. NAME OF BUSINESS / INSTITUTION ' JOB TITLE
Univers ity of Micwigan Hospiklk  Clinica] Instructor
ADDRESS STREET, CITY, STATE, ZIPCODE DESCRIPTION OF DUTIES PERFORMED .
L9000 WH 1500 E Medical Cte Ann Atbor M1 Peyident educafioh,
DATE OF EMPLOYMENT/ATTENDANCE | HOURS WORKED PER WEEK [16[09 U “_ S o foe' olpstetries
FFOITI_O___Z IQ,L I_ZQ.Q_Q L{ O dine 37 n-ec ologr ; pqnu ,r
Month  Day Year [ TvPE OF EMPLOYMENT ke FiOR Services
© 0613012003 |7 " | Phaning, avort:
Month  Day Year Fullime [JPart-time .
TOTAL TIME WORKED (Year/Month) 7/[ - 7/3 i {3005 (\1 Qea M\|
g_\l ears F&‘QLQ(‘\On)
E. NAME OF BUSINESS /INSTITUTION JOB TITLE

ADDRESS STREET, CITY, STATE, ZIP CODE DESCRIPTION OF DUTIES PERFORMED
DATE OF EMPLOYMENT/ATTENDANCE| HOURS WORKED PER WEEK
From _ __ /__ __ {____ _ __
Month  Day Year TYPE OF EMPLOYMENT

To __ __ ¢ __1___ . '

Month Day Year D Full-time D Part-time
TOTAL TIME WORKED (Year/Month)
F. NAME OF BUSINESS /INSTITUTION JOB TITLE

ADDRESS STREET, CITY, STATE. ZIP CODE

DESCRIPTION OF DUTIES PERFORMED

DATE OF EMPLOYMENT/ATTENDANCE| HOURS WORKED PER WEEK

From__ __+_ _ 1 ___ _

Month Day Year
) !

Month Day Year

TYPE OF EMPLOYMENT

To
OFuli-time

Cprart-time

TOTAL TIME WORKED (Year/Month)

=M ey

:UOISSaj0Lg

S

IL486-1965 08/06 (MD)



GOVERNMENT OF THE DISTRICT OF &UMBIA

Department of Health
r 2 S ¢ RECE)
Health Professional I CA s SEfxlEND
Licensing Administration
B BEC 10 201
IDFPR
Dear Sir or Madam: Div. ot Pretoccinng) Roguiation

This is to certify the following information, maintained in the records of the Department of
Health Board of MEDICINE, for the below referenced Health Care Practitioner:

Name: WILLIE J PARKER

License Type: MEDICINE AND SURGERY
License Number: MD03 7446

Original Licensure Date: 06/30/2008

Expiration Date: 12/31/2012

Obtained By: Waiver of Examination

License Status: Active

Other: BEREA COLLEGE  05/01/1986

HARVARD SCHOOL OF PUBLOC HEALTH 06/01/1998
UNIVERSITY OF IOWA COLLEGE OF MEDICINE 05/01/1990

Unless stated below, there is no disciplinary action pending nor has any been taken.
NOTE: If this blank has been checked, disciplinary action has been taken.

(See attached copies.)

REC E, VED Jacqueline A. Watson, DO, MBA
Executive Director
OEC 11 g9y, D.C. Board of Medicine

'DFPR - MEDICAL Uy
" SEAL

Certified By: Alma White DOH
Title: Health Licensing Specialist
Date: December 5, 2012

899 North Cagpitol Street, NE; First Floor; Washington, DC 20002 (202) 7244900 @ FAX 202-727-847I



STATE OF 10WA
IOWA BOARD OF MEDICINE

CELEBRATING

125

MARK BOWDEN
EXECUTIVE DIRECTOR

October 02, 2012

Verification of Licensure

lllinois Department of Financial and Professional Regulation
320 W Washington, 3rd FI
Springfield, IL 62786

This is to certify that the records of the lowa Board of Medicine indicate the following information
regarding this physician.

NAME: Willie James Parker, MD

DATE OF BIRTH: ]

LICENSE NUMBER: 28574

LICENSE TYPE: Permanent '

ISSUE DATE: 03/19/1992 Qe

EXPIRATION DATE: 10/01/1994 06

HOW OBTAINED: FLEX 0o r / ’/
0, &

STATUS: Inactive €y, q

DISCIPLINARY ACTION: No L,

HISTORY OF INVESTIGATION: See below

This license information was last updated on: 10/02/2012

The above format is prepared for all physicians regulated by this board. All physicians are considered
in good standing unless otherwise noted. If disciplinary action has been indicated or If a history of
investigation exists, a copy of that information will be provided to your office in a separate
mailing within ten business days.

Sincerely,

Rachel Davis
Licensing Assistant

ReQ
~UEIVED ELﬁCTRONICALLY

400 SW 8th Street, Suite C | Des Moines, 1A 50309-4686 | Phone §15-281-5171 | Fax515-242-5908 | www.medicalboard.iowa.gov
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Graduate Medical Education Training



'raﬂon Credentials Vastfication Service [ch’

ﬁASH.IRCBIS. Fedarstion Pisce, P.O. Box 818850, Dakeas, TX 76261-6850
----- \ Tok (317) 8£8-3000 Fax: (§17) 852-8068
Vaerification of Postgraduate Madical EQucation
dgton: LINversi i Azsrton: Program Director

Afiztmd
Unvarlty: Unhergity of Clncinnat

Gincinnati, OH 45287-0526
vertfication For: | Name: Parker, Willie James
Individuals Namo on Recard (f different from above);
Program PoY: 14 Speclaky/Subspactatty: QB/GYN
Pardcipation;
el Do From: 7/1/80 To: §30/94
Repost Incompliets Successfully Compieted?: [lYes One Cin
porigraduaie yeen PGY) | [1CHet Residency Progess
:_w-hm"mﬂd OFebowstip Accredited by: BACGME  [JAOA DwecemMe  Orse QOcFpe
ey My OResearch Orcpsc  [JAPPAP  [INoos of these
Iro povgradine yewr s | POY: Spociaity/Subspeciatty:
bn progrees
m?mg}ﬂ g:::"p Prom: [ | Ta: [ |
dats In the ncy \
CIChie! Resi Buccosstully Completed?: [JYes ONo DOin Progress
OFesowanp Accrodited by: DACGME  [JAQA Oweeve  ORsc Ocrrc
Repost ntematipe. DResearch ORcPSC  [JAPPAP  [INone of these
Felowstips sagarately.
PoY: Soecially/Subspecialy:
Une one asction per fr—
Devetreoiroecly. fte | Dlrsemink o . Te__ 1
DepartrmantfSpecialy b OResioency om: /1 F 0
s ot ovopr R ClChisf Residency  Succossfully Completed?: OYes  (INo Oin Progress
retetone.
g:‘"""’ Accracitod by: [JACGME [Jaoa  (OlceME [Jrsc  [Ocrpe
ORCPSEC OarrAP  [CINore of thess
Unusual
Circumetanc 1. Did this individual ever take 8 Ipave of absence or break from NeMer rainAg? ................oc.oceeu Oves BHno
os:
2. Wos this Individusl ever placod on probetien? .........cc.ooeovveeeeceeres e cve e .. OYes [(ENo
Chack the comect responts.
OmBad msponsss regibe | X Was (N8 Individual ever dsciplned or placed under Investigation? ..........ccoceee e ceececceeee . Y08 [XIND
writtsn explenation,
4. Were eny negative repoas for behavioral reasons ever filed by ingtrucdons? ... e [JYe8 [ENo
" you 4 Were any imitations or speciel requirements piated upon this individua! because
mm:;!-m:m of questions of scadernic incompetence, discipinary problems or any olher reason? ... LIYes  [ENo
Im“
;-. Plasss explain any *Ygs" responss from above:
Certification: Compltion of the following s certification Lht the infarmalion abave is en accursts sccount of this Indvidusr's
~—..-;| | FeCOMs end is true end camect. The signature Ine must contaln the ongine signature, or the electronic typed
i; i | stgnature, of the progrem drectos (M.D/D.O. oniy).
| ELECTRONIC [
| I Pl | P—p—" wn:
| VERIFIED | vae: Residoncy Prooram Ditector Dats of Signahure: 1018509
L 4 ... Q{f
| ——
Rev, 020705 Packat IDR1MD Requeat 10: 19361582

1Fe cope[12174)




Federaiian of
STAT Edl
MEDICAL
BOARDS

F.uon Credentials Verlfication Service (FC

Federadon Place, P.O. Box 819350, Dallas, TX 75261-9850
Tok (817) 888-5000 Fax: {817) 8A8-5080

Verification of Postgraduate Medical Education

mserution: University of California, San Frapgisco
asxress:  Division of Preventivg Medicineg ang Public Health
San Francisco, California 94105

anention: Program Director

ARilinturt
Untversity;

ELECTRONICA
SEAL VERIFIE

Verification For: Name: Parker, Willle James
nos: NG
individuat's Name on Retord (if diffaren! from above):
Program PGY: 6 Speclalty/Subspectaity: General Preventive Medicine & Public Health
Participation:
ot S'R":ZE:W From: 07/01/2000 To: 06/30/2001
ncy
Report Incompiets . . Successtully Completed?: Yes ND In Progress
posigraduts f::,‘ PeT) CcChiet Residency v Iy pt B O O o9
mr:w "ommﬂ:se that OF etiowship Accredited by: (JACGME  [JAOA Ouwceme  [Orsc {cFPc
mﬂemdﬂ . 2 OResearch ORcPSC  [JAPPAP [INone of these
¥ the posigragunte yor is | POY? Speciatty/Subspecialty: _
currently in progress répon
he ax::da:l comphetion glntomshlp From: / / To: / /
aate in the "To" held. Residency
I : t
DIChiet Residency Successfully Completed?: [JYes Oxo Otn Progress
CiFeliowship Accredited by: (JACGME  [JAOA {JtcGMe [ORsC Ocrrc
Repoa inemarics, DResearch ORCPSC  [JAPPAP  [JNone of these
Feliowships saparatety.
PGY: Spocialty/Subspeclatty:
Usa one seciion per . —
DepastmanySpacisily. If the Ointermship
Departmen/Specialty ks CJResidency From: /! To: I/
rotating of ransitional, .
provide o schedula of Chief Residency Succesufully Completed?: [Jyes OMo Din Progress
rotations.
: g:‘"":’;"’ Accroditad by: [JACGME [JAOA  [JLCGME [JRSC  [ICFPC
s
Orecpsc  (JAPPAP  [ONone of thess
"c’:‘"'"" 1. Did this individual ever Lake 8 16ave of absence or break from haher VRIRIG? ............o............. &INo
reumstances: 2. Was this individual ever placed o PIOBEUION? .................urevrsrer... BENo
Chech the comect raspomse. .
Omitted respanses require | 3. Was this individual ever discipiined or placad under investigation? Eno
wiitten sxplanation.
4. Were any negative reports for behavioral roasons ever filad by InSUUCtOns? ........ooovecvreeiecennnres ENo
¥ you may 5. Were any Umilations or apecial requirerments pliced upon this individual because
continue your explanation | of questions of academic incompetenca, discipiinary problems of any other reason? ....................... [1Yes INo
on § scparats theet of
. Ploaso oxplain any "Yea" respormse from above:

Ceortlfication:

tl

! sealin this space. If
L: no seal is avolable,

1

1

1

signature, of the program direclor (M.0./D.0. only).

Name: Georo W, Ruthe ford, M.D,

Completlon of tha {ollowing is cerlification that the Information above [s an accurate account of this indhviduals
records and is true and corract. The signature ine must contan the origina! signsture, of the electronic typed

you must have this . Date o § : June 12, 2000 -
form notarized : ==
......................... Tel
—
Rev. 0507703 Packzt ID.81393 Request I: 19361582 IFM CODE[23335)




Federarion of
STATESH
MEDICAL
BOARDS

F!mﬂon Crodontials Vorification Service (FCVS.

Federaion Ptace, P.O. Box 619580, Dalex, TX TRI0I-6580
Tak (017) 805-5000 Fux (917) ED-5080

Verification of Postgraduate Medlcal Ecucation

snsnten. Program Director

Afiated
asawns: Deporiment of OBIGYN Oty
A Arbor, M| 48109
Vertfication For: | Name: Parker, Willle James

DCB:
Indviduals Name on Record (If dfierent from above):

Program PGY: Vil gpeciamy/subspectatly: Family Planning
Participation
s Dheacere From: 07/Q1/2008 vo: 0813012008
o ncy
Repont s o) CJCrief Resigwncy Successfully Comploted?: [RYes ONe CHn Progress
:_wwmwou 2 Feowship Rigpahygti: OACGME  OJACA OweMe  (Orsc [crFre
m‘"”'" [CIResearch OrcrsC [ArPAP  [ENome
Ifthe m‘:’m“ youls PGY: Speclalty/Subgpecially:
ity ln progress repont
Mwm g:m From. / { To: ! {
doa I the “To* esidency
ClCHet R Suscessiddly Complated?: DYes Ono Oin Progress
OFetowahip Accredited by: CJACGME  [JAOA OwceMe  ORsC QOcFrc
R aantias 09 DReseasch ORCPSC  [JAPPAP  (JNome of these
Fellowships separately.
PGY:
- or Specially/Bubspecialty:
iadty, Hthe Ointernship
tSpaciaty h OJResidency From: / / To: / {
robatirg of bansitonal,
provids & scheckss of OChist Residency Successiully Compisted?: [JYes ONo O Progress
' g:‘m":” Accroditod by: CJACGME [JAGA  [JLCGME [IRsC  [IcFpe
Orepsc  [OAPPAP  [JNono of these
Unusual
o stances: 1. Did this Individunl ever take & kave of ebsence of break from Na/Mes INNG? ... veeeveceeeen. Y88 [EINO
reumstances: 2 Was this Indvidus! over paced of PIOBBIONT . ...........o.oeriacecenrisserssnssstrssessse s eneeen. LJYES  EINO
Chachk the commect respons.
Crnitsd resporess requie | 3. Was this Individual ever discipined or pleced under Investigation? ... _...cccceei e v cvvviiron e LJYO8 BINO
wiiten wplenatian.
4. Were eny negative reports for behevioral roasons sver fied by Instructors? ...........ccooeeveceveeenn.. LJYes  ENo
- , you mry 5. Were any Imitations of specis) requiremants placed upon this indvidua! becayse
mmw of questions of scademic incompetence, dscipinary prebiems o amy other reason? _...._................ LJ¥es  [ENo
:’q;u. ¢ Ploass expiain any "Yag" responss from above:

signature, of the program dirsctor (W.DJ/D.O. only).
Name: Lisa L, Honis MD. PHD

i Toe: Program Director

.‘ Tek

Outs of Signeture: TNTRANG0R

Pachet D13 Request 10: 19361562

Completion of the following |s cerification 1hat the information above is an sccurete eccount of this Individuale
reconds and is bue and coreet. The signature Ine musd contein the original signature, or the electronic typed

—

17 cooE] 16923]
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Examination History/Score Transcripts
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Federaiion of @ ratioN Licensig EX@@KATION (FLEX)

STATEER Certified Transcript of Scores
MEDICAL

BOARDS

This Transcript ws prepared by the Federation of State Medica! Boards

Federation Credentials Verification Service
ATTN: ECVS
Euless, TX 76039

EXAMINEE: Parker, Willie James

USMLE ID#:
DOB:

ALTERNATE NAME(S):

It is centified that the above named physician took the Federation Licensing Examination on the date(s) entered below for the State Medical Licensing
Board(s) listed and obtained the following scores:

FIN: - Date of Cerdfication:  10/1212012

Date of Exam  State Exam Taken For

State ID Comp 1 Comp 1

COMPONENT 1 of FLEX Is deslgned to evaluate measurable aspects of the knowtedge and understanding of basic and clinkeal sdences,
with specific emphaais on principles and mechanksms underlying ditesse and modes of therapy.

COMPONENT 2 of FLEX is designed to asscss (he additional cogrifive abililics required of physicians who will ultlmatcly assume
Independent responsibilities for the general health care of patients.

A search of the Board Action Data Bank of the Federation of Stamie Medical Boards (FSMB) med information on the above-named
examinee.




STATE AND CONSUMER SERVICES AGENCY- Dapartmant of Consumer Aflairs ECMUND G. BROWN JR. Govermor
il MEDICAL BOARD OF CALIFORNIA
Qegurtriom of Licensing Program
Consumer 2005 Evorgroen Streot, Suite 1200

Affalre Sacramonto, CA 95815
(916) 263-2382 FAX (916) 263-2944
www.mbc.ca.gov

October 02, 2012

TO WHOM IT MAY CONCERN:

This is to certify that on the date of this letter the records of the Medical Board of Califoria (Board)
indicate the following information:

PHYSICIAN: WILLIE JAMES PARKER
LICENSE NUMBER:  A53102 RECE’VE
ISSUED: May 25, 1994 0CT g0 D
EXAM TYPE: A Written Examination 2 2017
EXPIRATION DATE:  October 31, 2009 'DPR-MED Ica

STATUS: DELINQUENT Luny

PreKee Weilre T

BOARD DISCIPLINE: No

This license information was last updated on: 10/01/2012

Further public records pertaining to the above licensee may be available from the Board's Web site at
www.mbc.ca.gov.

Curtis J. Worden
Chief of Licensing

RECE] D BLE e TRONICAU.Y



TELEPHONE: {601) 987-3079 @‘ FAX: (601) 88T-4159

MISSISSIPPI STATE BOARD OF MEDICAL LICENSURE

VERIFICATION OF MEDICAL LICENSURE

Oclober 02, 2012

This is to cerlify that the records of the Mississippi State Board of Medica! Licensure indicate
the following information:

Physician Name: Willie James Parker Degree: M.D.
Date of Birth:
Primary Practice Location: TT7 Appletree Street
Tth Floor
Philadelphia, PA 19106
MD/DO School: University of lowa Roy J & Lucill Year of Graduation; 1930
Specialty: OBSTETRICS AND GYNECOLOGY (Not Primary Source Verified)
License Number: 22028
Issue Date: May 23, 2012 Reinstated Date: &
Expiration Dals: June 30, 2013 Date of Expiration Prior @c\
Public Record: NO to Reinstatement: /Qo 00/\ &
'9\,& o /ﬁ
This license information was fast updated on: 10/01/2012 6\0/ = < &
G, % O
If public record is indicated, submit a request for records to the following email address: ‘7( <
mboard@msbml.state.ms.us. <
Sirw 4;’)
cerely,

I

H. Vann Craig, M.D.
Executive Director

RECENTD ELECTRONICALLY

Cypress Ridge Bullding - 1867 Crane Ridge Drive, Sulte 200-B Jtackson, MS 39216
www.msbml.state.ms.us



RICK SNYDER
GOVERNOR

NAME:
ADDRESS:

TYPE:

LICENSE NUMBER:
OBTAINED BY:

EXAM DATE

DISCIPLINARY ACTION

OPEN FORMAL COMPLAINTS

STATE OF MICHIGAN

DEPARTMENT OF LICENSING AND REGULATORY AFFAIRS STEVEN H. HILFINGER
LANSING DIRECTOR
VERIFICATION OF LICENSURE

MICHIGAN BOARD OF MEDICINE
VERIFICATION OF LICENSURE AS OF October 02, 2012

Willie James Parker

Medical Doctor

4301087686 STATUS: Lapsed

Endorsement - Licensed >= 10 Years

EXAM TYPE
NONE

NONE

ORIGINAL DATE: 05/08/2006
EXPIRATION DATE: 01/31/2010

EXAM SCORE OR RESULT

REGCEIVED ELECTRONICALLY

B of Health Protorssi

611W. Ottswa St » P.O. BOX 30670 » Lansing, Michigan 48309 » www.michigan.gov » {517) 3150918



RECEIVED
CASH SEC FOR OFFICIAL USE ONLY

APPLICATION FOR STATE 081 2 zuaz Lick: IR

CONTROLLED SUBSTANCES REGISTRA] o #3;'3';;5543*‘1“3/512/2012

hEd By:NON-EXAM
SS

IMPORTANT NOTICE: Completion of this form is required by Bhe atBrewssionadye
Compiled Statutes). Disclosure of information is mandatory. Fumishing by appllcant of false or
fraudulent information or failure to provide pertinent information constitutes grounds-for denying
such application or revoking any registration issued pursuant to such application.

Disclosure of your U.S. social security number, if you have one, is mandatory, in accordance with 5 lllinois Compiled
Statutes 100/10-65 to obtain a license. The social security number may be provided to the lilinois Department of
Public Aid to identify persons who are more than 30 days delinquent in complying with a child support order, or to
the lllinois Department of Revenue to identify persons who have failed to file a tax return, pay tax, penalty or interest
'shown in a filed return, or to pay any final assessment or tax penalty or interest, as required by any tax Act
administered by the lllinois Department of Revenue, or to other entities for verification of identification.

PART I: Application Category information -

1. PROFESS|ONAL NAME ‘2. PROFESSIONAL CODE - Check appljcable box 3. UCENSUREMETHOD | 4. FEE
m)l | cian 0319 Dentist =36 Physician
olled Substances 316 Podiatrist [J390 Veterinarian _ Registration $5

PART I: Abplica.r.lt.ldentifying Infomiat__fb_n_ '

1. NAME 2. TITLE(e.g.,M.D,0.D.,etc) |3. UNITEDSTATESSOClALSECURITYNb.
PARKER WILuF 25 MD |
4. PERMANENT MAILINGADDRESS STATE/COUNTRY ZIP CODE COUNTY

5. NAME OF BUSINESS AND LOCATION(STREET/CITY /STATE/ZIP CO!E) WHERE DRUGS ARE STORED AND CONTROLLED SUBSTANCES

LICENSEISTOBE!

F—q'n-lv ?sz nmq Aasociates 5086 M Elston Avenve
C/WIané) J_L (P 30

6. if you will not be storing or dispensing controlled 7. MAIDEN OR GIVEN SURNAME, ORANY NAME(S)
substances, check the box below. Your license will
be issued to your permanent mailing address.’ aA ( K c f

8. TELEPHONE NUMBER WHERE YOU MAY BE REACHED DURING THE DAY

D | will not be storing or dispensing controlled
substances, including samples.

PART Ill: DrugSchedule | PART IV: Professional Activity

Circle the schedules for which you are applying: Practitioner—C[%eZt and ivrcrplae one of the following:
| 9

Professional License Number

@ @ @ @ @ @ O Dentist 019-
@ Physician 03%-__| AL

O Podiatrist 016 -

O Veterinarian 090 - _

IL486-0500 09/09 (LT) - - Application for State Controlled Substances Registration - Page 1. of 2



PART V:  Personal History Ihform_ation (This part must be completed by a)l Applig:ant'sj) _ - |YES NO- '

1.

If yes, attach a certified copy of the court records regarding your conviction, the nature of the offense and date of
discharge, if applicable, as well as a statement from the probation or parole office. -

N

Have you been convicted of any criminal offense in any state or in federal court (other than minor traffic violations)? X

Have you been convicted of a felony?

w

If yes, have you been issued a Certificate of Relief from Disabilities by the Prisoner Reyiew oard? If yes, attach
a copy of the certificate.

<
>
=
m
F
Q
n
Sa
o
Z
=

>

Have you had or do you now have any disease or condition that interferes with your ab|I|ty o perform the essential
functions of your profession, including any disease or condition generally regarded as chronic by the medical
community, i.e., (1) mental or emotional disease or condition; (2) alcohol or other substance abuse; (3) physical ><
disease or condition, that presently interferes with your ability to practice your profession? If yes, attach a detailed

statement, including an expianation whether or not you are currently under treatment.

o

Have you been denied a professional license or permit, or privilege of taking an examination, or had a professional
license or permit disciplined in any way by any licensing authority in illinois or elsewhere? if yes, attach a detailed ><
explanation.

: PART VI " . Child Support and/or Student Loan Informatlon (Every appllcant ls requ|red by Iaw to: respond to the

Have you ever been discharged other than honorably from the armed service or from a city, county, state or federal
position? If yes, attach a detailed explanation.

followmg questions)

In accordance with 5 lllinois Compiled Statutes 100/1 0-65(c) apphcahons for renewal of a license or a new license shall include
the applicant's Social Security number, and the licensee shall certify, under penalty of perjury, that he or she is not more than
30 days delinquent in complying with a child support order. Failure to certify shall result in disciplinary action, and making
a false statement may subject the licensee to contempt of court.

Are you more than 30 days delinquent in complying with a child support order? Yes D NoP< |
(NOTE: If you are not subject to a child support order, answer “no.") .

'PART VIl Certifying Statement

In accordance with 20 lllinois Compiled Statutes 2105/2105-(5), "The Department shall deny any license or renewal authorized
by the Civil Administrative Code of lllinois to any person who has defaulted on an educational loan or scholarship provided by or
guaranteed by the lllinois Student Assistance Commission or any governmental agency of this State; however, the Department
may issue a license or renewal if the aforementioned persons have established a satisfactory repayment record as determined
by the Hlinois Student Assistance Commission or other appropriate governmental agency of this State." (Proof of a satisfactory
repayment record must be submitted.)

Are you in default on an educational loan or scholarship provided/guaranteed by the lllinois '
Student Assistance Commission or other governmental agency of this State? Yes D Nog

1 hereby applyfor an lllinois Controlled Substances Registrationin accordance with the llinois Controlled Substances
Act. | certify that | have answered all questions on this application to the best of my knowledge.

| UNDERSTAND THAT FEES ARE NOT REFUNDABLE. My signature above authorizes the Department of Financial and Professional
Regulation to reduce the amount of this check if the amount submitted is not correct. | 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.

| 2017

Date of Applicatibn N~—"" 'Signature of AppHcant

Application must be completed in its entirety.
if not completed, it will be returned to the address noted on front of application.

IL486-0500 09/09 (LT) Application for State Controlled Substances Registration - Page 2 of 2

Q ’>-);) ITM™® )'aﬁ,)*”d

F#SS

.
=
o
=3
I
o
@
o
3

P

»

YL



