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PAGE ONE E""
IMPORTANT NOTICE: Completion ' T T g oo e

of this form s necessary (or cansideration A PPLI CA’I‘ION Fo I{t

BT LIGENSURE ANDIOR EXAMINATION

ment Center

The following materiais are required 1o make A%‘ply catior fnr ("'u"cfully follow all steps outlined on the INSTRUCTION

Pacensure and/or Fxamunation in Blinois: SIIERET. Ia addition, note the following:

i Tour page  APPLICATION TOR L,IC!,'J?{SURI'. A, Type or print legibly with black ink only.
ANDJOR EXAMINATION. s s

' B. The licensnre ke and application fee are NOYT refundable
2. INSTRUCTION SHEET, which gives stefy by -step ;

application instructions for your profession. C. Disclosure of Social Sceurity number is nol mandatory.
is wsed only 1o cnsure wdentifiention, accuracy and to
3. RETERENCE SHEET, which gives detailed coding expedite processing of your application

information for your profession.
D, If the name shown on your supporting documents is

4, SUPPORTING DOCUMENTS, forms. and/oriny other different from that shown on your application, you must
documentalion you may be required to submit with your submit proof of legad name change - marrage license,
applieation divorce decree, affidavit or court order.

CHECK BOX INDICATING THE APPROPRIATE INFORMATION REGARDING YOUR APPLICATION.

[Z/l’his is the first time | have made application for this  [Z1 My application for this profession had previousty been
profession in Hlinois. denied in Winois 1 am reapplying since | have fulfilled

. B — . . additional requircinents.
[J 1 have previously made application for this profession in

linois. THowever, my previous application expired and | [ | have previously made application tor this profession in
am now reapplying, Winois. Hloweser, Tam now applymg under new statutory

[ Other language.

PAR’i‘ I Application Catq.,ury Information (Sec RII.IT,RIZN(‘E, SHEFET, CHART |, prior to cnmplolm;, PART 1)
k]

1 'I(Ol ESSION NAME 2 FROI‘BSS!ON 3 LICENSURE AMITHOD I 4
copB o6

Physician /SU*"ge.on o 3 &6 AC‘.I‘_.E.PTANC.E, of Exam;nmr;om| g 500. o

Yei &

PART 1L Applicant Identifying Information

¢ = ‘-\L;.;"J < wis. 2 E : 1.
L. NAMEH [.AST IFIRST MIDDLE 2 TITEeg , MO _DOS eic)] 1 SOCIAL SECUHRITY NUMBER
FAaingEs, LARRY M.D.

4 PERMANINT MAILING ADDRISS STREL l S CITY STATE,COUNIRY iy cobis COUNTY
CHICHG;O g o 60607F cock

5 BUSINESS ADDRESS STRYEY CITY STAIEICOUNITRY 21 CoDts COUNTY

EMERGENCY MEDIEMNE, '
Ceok Counry Hesp. 1935 W. Harrison -+ CHICKGo T fokia Ceok

6. MAIDEN, GIVEN SURNAME, OR ANY NAMES) UNDER. WIICIT SUPPORTING DOCUMENTS WITi. BE SUBMITTED
(SEFE D AROVIY

n/A

7. PLACPE OF MRTH orry STATP/COUNTRY R DATE OF NHErti v b AGE
] Month T3ay Year

30
10, TELEPHONE NUMBER WHERR YOU MAY BE RUACHED

ok (31 21 6323 =4000 wn NG

Area Code Area Code
11486-1019 7/89 (1)1-A)




PAGE TWO

PART HE  Education Information
PRETTIMINARY EDUCATION (Flementary and Thigh School or G.E 1Y Ciecle number of years connpleied}
Graduated Received
1234867891011 @ High School? Yes [ No OR GLEDN? [ Yes [ No
< NAME OF LAST PREIIMINARY 1 LAST PRELIMINARY SCHOO! LOCATION 4. DATE OF GRADUATION
SCHOOL ATITERDED {Cny and State) O é .3 z %
) Nwaj{\q 4 NT 0 Afonth Year
S CITTGE OR UNIVIRSITY (Crcle number of years complelest)
12 3}&5 6 7 @ Giraduoated? [Z]/\'(’s ] No
& COLLEGE OR UNIVERSITY NAME 1OCATION DATES OF _ATIENDANCE 1YPE OF
__ _ Underpraduate and Graduate) | (City and State or Country) | FROM | 10 DEGREE FARNED
_ e [ TOTTTITTT O Month Year | Month/Year ’
Amhecst Colleqe Amhecst, MR 9 /37 4/82 BA ('c»’
£ ™M D 720
UnNiv. © EOIC\NE +DaNTISTRY 5 MD (7
|~ New JgRsey Med)cAL Schest Newsnrk; NI Q/S‘-l /83 C
RUTGERS UNIvERSITY N eEwaRk, NI Of/?):‘- 9/34 s
TOSPIOIALLSEL TRAINING (Resdency, Professtonal Traiming, Vocational Traming, Practical ar Clinical Training)
INSTITUTION NAME ~ 1OCATION nm_‘vs OF _ATTENDANCE [ Did You (;omplslc
" (City and State or Country) EROM 10 I'raming?
- TR S S - e MOF\"‘/YCB" Mnnlh[Ycar
MacNeav HosPiTaL L BeRWYN, TL & /88 4189 4 Yes {1 No
Ceook CouNTY Hospitar ChicaGo, LL /39 | Present | Yes T No
[J Yes [Z1 No
== ——t Ot St i bann. 4 mi - - — PR . . S — e ———— ‘ e e T —
3 Yes [J No
i p— o i e B s e i O R S 4 —
1 Yes [ No




PAGE TIIREE

TR G A

Record of Licensure @goimcibﬁ? '.

—————— oo

PART jV:

A
e vty o b By s 1

Ifyouhave ever been licensed to practice thprofgssidg for hicByoare i 18)ikind apBlicalon, or held a reiuted licoase, complere
the information requested below  1f pou have ever held a temporary, trainee or apprenticesiup license, or w pernut, it st be listed
here also. In addition. the INSTRUCTION SUEET enclosed with this Application package may instruct you i have
Certification(s) of Licensure in other state(s) prepared and submitted in support of pour applicacion (contact other state(s)
regarding possible fee ). A certification of licensure from Hlinois is not reqiared  Vatha e to diselose all licenses hold may resuft in
denial of your application or other apprapria + action.

STAN FICENSE STATUS

PROFIESSION NAME TICENSE NDADBER DATE GF ISSUANCH iAciiun; bapsed .ot
State of Original Licensurs (+empornry )
TLLinols | FlExibLe | 1a5-03a116| 6/23/39 lapsEDd
State of Current [ icensure where (temporary)
oo TLLaMolS | EMERGENCY MEDIch 126-02ais | #/01/89 ACTIVE.

Other Stales of Liconsuce

n/A

e s W—

L e w—

(If additional space Is needed, attach a separate sheet.)
o = 8 T N e
PART.YV: . . Record of EXAMIBONOR i ersbpesss pipasitianas wousioe ‘

If you have ever taken a ficensure cxamination in {llinois or any ather state, for the profession for which you are now making
application, s must complete the information requested below. EACH FEXAMINATION AITFMPD MUST B SHOWN.
Failwre to disclose an examination aticmypt may result in the denial of pour application or other apptopriate action

NAME OF EXAMINATION STALE MONEHTYEAR

|8 b A 3¢

i il - U S by [ SO —y i e R

EXAM RESULIS

Passed, Faded, Absent)

el " —

S —— . -

(If additional space Is needed, atlach a separate sheet,)




TR T e

PART VI Personal History Information (7is part must be compieted by all Applicants)

I Have you been convicted of any criminal offense in any state orin federal conrt fother than mmor traflic
vioktionsy? If yes, attach a statement for each conviction including date and plice of comictton. mittre of te X
! offeace and if up/-h( ablv, the date of discharpe /rmn any penally mpoced

Do yeu now suller. have vou suffered from, been dnj.rmsul as having, or been treated for any disease or
condibon which is generally regarded by the edical comminmity as chrome, e (1) mendal or emotionat : X
chisease or condion, (2) alkcohol or oiher ﬂuhﬂlﬁﬂlgﬂgy@m'm disease or condition ”F“ PI'U."»‘"")‘ {

miederes with your ability to practice your pwfnwgg? N{}. AL, qu(rd: a detaitrd sintement, including an

|
cxpanation whether o not )nu are curremnily ”MM%I! |
shactBactl 81 1748 TR RN QN

1 Have you been demied a professional license Tt PHeiiege of Gking an cx wrination, o he nl a
professional ficense or permit disciplined in any gay by ap \'2 bmﬂg uihnm) m IHinowor elsewhiere ' /7 | X

ty

atach a deiailed explanation.

4 |lave you cver hu n dmh wrged other than hnnmnhl) from the armed &nvice or from a aty, county, stale or x
federal puhllmn If yes, al{ach a delmlrd r'rpl.mamm S B
S Arcyoua UUS atizen ()R a hwfullw 1(1mll1cd alicn of the Hnited \li\cs" %
W—. B T i
———

— e —

of*l PART VII: - Examination Coding Information (7his part is for Examination Applicants only)

Refer to the REFERENCE SHEET enclosed with this applicalion package and compicte the following:
TEST CONES

4) CITART 11 - Seleet examination{s) you desire
/A and enter Test Codes, =

TEST CENTER CODR
) CHART NI - Sclect the examination site you desire and enter Test

n/a Center Code.
SClHiool. Cony
¢} CHART ¥V - [ind your School of Gradualienaad.cnler ‘_M |
/A school code FARNIYIC Cee AT Q0
A SRl LAY : BXAM ATTEMETS
d} Record the number of times yon have taken thigl Gxﬁm;m:]lumbﬁll {
or any other state. E
¢} Do you authonze the Departiment to release gour | lc%({'u@ fW ;
I xamination Scores to the education pro 4
graduated? BPFYes [ No é

PART VIIL: Certifying Statement

Usder penaltics of perjury, 1 dectare that T have examined the application i all supporting documents submitted by me in
conncction therewith, amd to the best of my knowledge, they are true, conrect, aid complete

S LT oy s

S aila il o 1

weoelo

_}'i 17\ 90

nalure nf Appheant Nale




IMPGHTANT NOTICE: Complatinn of RUREPORTING ROCHMER]
tnis tar n is nacessary for comldaration
for icansyre yndnr Chapter 111 of the
1Hinols Revised Statulas T nis Jarm nas WORK H'STOHY W H
bewn approved by the Forms Manage

ment Cantar

- APPLICANT. Eompince

s Pl 'W‘m %

P

fo % Bu st secount for the entina time pariod

1 '%H"M"M T Haver e oyed, comylste itanss. I through § as instructed end print N/A
,w “, Ut "{fﬁ’,‘ﬁ‘*’f LAY, 'a.mmm‘szm it adkditionsi space Js required,

LAST FIRST MIDDLE I'? DATE OF BIRTH =
|

I
~ FA‘NES L @KY _ Manth Day ¥car ;

"4 ADDNESS  STREET, CITY, STATE, ZP CODE = "I s REFERTH REFERENCE SHELT  Recsed pinlession naa 4

+ g St gt
Ppeatossion caode for Ahjch you are raakineg 1 hoals sl ateen
r
N oo o

SOCAL 5FCURPITY MUNMBLR

i

L 6. MAINEN OF GIVEN SURNAME | 7 DATE FORM COMPLETED ?\v\\]slclﬁﬂ Zsu rgeon O 3 6
: Profossion a'me feysian Code
n/A | 7/16/90
B ﬂECOﬂD WORK H‘STORY CHRQNDE’S’G|CALLY —BEGIN W‘TH PRESENT EMPLOYMENT g
“A. NAME OF BUSINESS/ING M{TUTION JOB TITLE )

Cook County HosPIiTAL REsS\DENT Thysicinn - EMeRGENCY MeD,

ADDRESS STRELT, CITY, STATE, ZIP CODE DESCRIPTION OF DUTIES PERFOMMLD

'335 W HARR1SON CORRENTLY SERVING AS A PEY-IIT
(67 \C.HGOJIL- 60613— Repident in 4 four Yg_o_ry'EMEEGENCLﬁ)

SUPERVISOR NAME (ned. Transitie

EPiIc { RAM,
CONSTANCE S. GREENE, M.D. MERIINE TRAINIVG ProGRA
DATES OF EMPLDYMENT/ | TOTAL TIME WORKED (Yr./Mo.)
ATTENDANCE i
Ayr. \mo.
Eroin o '?. & I eq HOURS WORKED PER WEEK °
Manth Gav Yaar éo +.
To ) TYPE OF EMPLOYMENT
Month Day Year _J {V‘ﬁfult time [ ]Parttime
QST L A, LT RS e, 2 T M, ORTEERLES WO TSN RN o6 T S B 2 L r— TR = T NS SRR » _r
‘B, NAME OF BUSIMESS/INSTITUTION FoB TITLE T
HesPITAL RESIDENT Phgsmmw- RANSITIONA L
ADDRESS STRLET, CITY, STATE, 2P CODE DESCRIPTION OF QUTLES PERFOME O
c Pev-IL TransS 1TIoMAL
23244 S. Oale PARK AVENUE Sl / e
\
BERWYN, IL. é04HOR YEAR AS PART ofF RESIPENCY
SUPERVISOR MNAME TRAIN VG
ElizAge H B FRYE, MmD
DATES OF EMPLOYMENT/ ] TOTAL TIME WORKED (¥r./M9 )
ATTENDANCE l I 2 2 Mo
From O 6, 7,89 HOURS WORKED PER WEEK
—— / - 4
Manlh Day Yuar ot |
To © 6,3 0 , 8 O' {Tvot-. OF EMPLOVMENT
Meanth Cay Year 4 IVI/uII ‘tyme [ | Part-time
TN BT R R AT I ITTILL TR A ST SR I £ LRl KD S TE A AR IS TS W, T LRI P EIENT
k_c, NAME OF BUSINESS/INSTITUTION IOH TITLE
ADGRESS STREET, LirY, STAVE, ZIP CROE OUGLIIPTION (F DUTIES PLHFORML (O 7z
|
|
1
SUPLCRVISOR MAME !
!
DATES OF LMPLOYMENT/ TOTAL TIME WORKED [Yr /M« ) .
ATTEMDANCL i
= A2l - S Mg 1
Bidi p ‘ f:muns WORKED PER WEEK |
fMunth ' Day Year !
Te / , ] TYPE OF EMPLOYMEMNT
) . ‘
tAunth Day oo ! | lFU"'“me l 1?3”'“"“}

tLag86=1071 1/89 (LT-A) Complete the Reverse Side of this Form



O NARMT OF BUSINESS/IMITITUTION

JO8 TITLE

IURE 4 STRECL €17, S

TATL, ZIP COGE

DCSCRHIPTION OF DUTIES PERFORMED

IPERYVISONR NAME

T ONAME OF BUSINCSS/AINSTIT

ADDRIE 5%

OATLYS DF EMPLOYMENT/ TOTAL TIME WONKED (Yr./MD.)
ATTI - UANCLE
Hrom , “HOURS VIORRED PER WEEK
(ST T Day ¥Yeat
Te ‘ [ TVPE OF EMPLOYMENT
PAam Qay Yua | 1Fullume t {Part-ume
J— Wy . _ ) - =2,

e TEo L

UIION

A L T e LR T

JoB TITLE

SIREET, CITY, STATE, ZIP CODE

SUPERVISOR NRME

DATES OF EMPLOYMENT/
ATTE NDANCL

From

To
Mo 1 Cay

ADNRESS STRCET, CiT ¢, &7

Lay Yean

“Near [ JFull-tme [ }Part-ume
1 NASE F GUSINESS/INSTITUTION

TOTAL TIME WORKED (Yr/Mo.}

Mo — = o e — - -
HOURS WORKED PCR WEEK

TYPE OF EMPLOYMENT

AW TS ITI I T LN A S e B

e e
JOB TITLE

OESCRIPTION OF QUTIES PERFORMED

TR W Y = =

ATE, 2)P CODE

HUPE RVISO R NAME

VATES OF EMBLOYMENT/
ATTUNLANMCL

From ’ o sl
P e Lray Yrae
T _ M2 - /,__ ST
Month Nay Year
PO ST

| - . STETREITRLAL
O DUSINESS/INSTITUTION

STHILT QITY STATE, ZIP COBE

| TOTAL TIME WORKED (Yr /Mo.§
HMOURS WORKED PER WEE K

TVPE OF EMPLOVMENT |

| JFull-time | Viiparrttomc

DESCRIPTION OF DUTIES PERFORMED

T A A W

T o

JOB TITLE

CYELM IRT | =il RAML

EIE POV OIYMENT/ TOTAL TIML WHKID (Yr /Ma )
Jo ¥ N falridrde ¢
e / HIOURS WORKED PER WEEK |
M . (ray Y.luv
1o "TVPE OF EMPLOYMENT 1
X av Year [ JFulltme [ ]Part-time

DESCRIPTION OF DJTIES PERFORMED




IMPORTANT NOTICE: Completion af

been aporovnd by the Forms Manago-
ment Centar,

MIDDLE

FAINES, LARRY

O?TR‘\B\"’W?SU')‘}

SUPPORTING DOCWMENT

this form Is necessary far consideration CE RT[F lCAT|ON
for licerisyre undar Chapler 111 of ine
1Inois Ravissd Statutes. This tarm has OF

it tbuanmhmffmm

‘,rl o

2. DATE OF BIRTH J. SOCIAL SECURITY NUMBER

Mantn

Day

Y ear

TE.ZIPCODE

o N (&)

| 6. MAIDEN OR GIVEN SURMNAME

n/n

5. REFER TO REFERENCE SHEET, Recora profession nama and thras digst
orofossion coda for which you dry makiag tiljnods appileation

Physician / Surqenn

" Protesslan Nema

O b

Profassion Code

7. DATES OF TRAINING

FRrOomM ___ Frams s P

Qay “Vaar Month

8. ILLINOIS TEMPORARY CERTIFICATE OF REGISTRATIUN

NUMSBER (11 Appllcabie) ISSUANCE DATE (if Apalicabie)

135~ 063311 b ot/o1/8%

Mooth
9. SPECIFIC NAME OF TRAINING RECEIVED

EMERGENCY MEDICINE

10, SUPERVISO ﬂIlNST RUCTOR NAME

Y "
7 e A 3 X 2

ey ~&’M'§ EEs

“3R

A. SUFERVISOR/INSTRUCTOR NAME

Russell M. Petrak, M.D.

i
INSTITUTION/AUSINESS NAME

MacNeal Hospital

C. SUPERVISOR/INSTRUCTOR JOB TITLE/PROFESSION NAME

Academic Director Internal Medicine

PP S

0. INSTITUTION/BUSINESS 5TRECT ADDRI’S"

3249 S. Oak Park Avenue

036-063-551

E. SUPERVISR/INSTRUCTOR LICENSE OR CERTIFICATE NUMBER

F. INSTITUTION/BUSINESS CITY, STATE, ZIP COuE

Berwvn. 111ingis 60402

4. SUPERVISOR/INSTRUCTOR 3TATE OF LICENSURE OR
CEATIFYING ASSOCIATION NAME

H. INSTITUTION/BUSINESS TELEPHONC NUMBSQ

3 4 0 0

0 70 8 7 9 5 _
- . AREACOOQE { __ ___ ___ P R
11lingis P L
i, AFPLICANT'S TRAINING OATES l L. TRAINING CLOCK HOURS APPLICANT COMPLETED
enom 06,27 , BB 1006 __, 30 ,8 9

“‘Monin Dlv “Vear Month Day Year

. SRECIALIZATION NAME IN WHICH AFPLICANT TRAINED

Transitional

TDID APPLICANT SUCGESSFULLY GCOMPLETE TRAINING COURSE?

[X] Yes {1nNo

QaTAINED,

‘M, IF TRARINING WAS OBTAINED OUTSIDE OF AN INSTITUTIONAL FACILITY,

INDICATE THE SETTING (5) IN WHICH TRAINING wAS

(L4B6-1341 1/89 (LT-Al

Corpplete the Reverse Side of this Form




N, RECORD ANY ADDITIONAL COMMENTS YOU WISH TO MAKE REGARDING THE APPLICAN'I:’S TRAINING.

! certify 1hat the information recorded herein is true and correct according to ihe official records of this institution.

_Russell M, P

Prmt Name of School Otficlal

Academic,_Director tnterhal Medicine . L) — 2 ‘/ =74

Titla Date

leTITU“_D DN NOTE: if the institution does not have a saal, this form must be notarized.

-

SEAL
Subscribed and sworn before me this day of -

OR

NOTARY
SEAL Date of Expiration Signature of Notary Public

RETURN THIS FORM TO APPLICANT




IMPORTANT NQTICE: Completion of capd SUPPORTING DOCUMENT
this farm is nacessary tar consigaration CERT|F|CATf N

for licansure under Chaptar 11 of the N

tHInou Revised Statutat This form Ras T

Deen agproves By the For ng Manaye
ment Canier,

-? %rﬂA’xmﬁG7 2 B W

G *T?f?"'*“’-if‘h;'-

mw mmmwamumm
\ "‘ s
P " it A'~---‘\"A e
L. FiRS‘r MIDDLE | 2 DATE oF asRTH rs SOCIAL SECURITY NUMBER

qu INES LQR&‘{ _ l Monih ay

EIRCET CITY, STATE, ZIP CODE

5 REFER TO REFERENGE SHEET. Aocora protessan rame and thies it
profgssion cade 1or which you are making 110Gl apiication

6. MmolEN g GIVEN SURNAME k= _l p
I ___—_ Prnlcmay%_w 9 3 ‘b

Protession Code
nj/a
7. DATES OF TRAINING

0L 0L 32 8l 3209 Tasesmnt | evmyer

9 SPECIFIC NAME OF TRAINING RECEIVED

EMERGENCY MEDIC!NE

8. ILLINQIS TEMPORARY CENTIFICATE OF Rkt.nsrnnncm
1 NUMBER (If Apalicabie) ISSUANCE DATE (If Apoit ADis)

‘m SUPERVISOR/INSTRUCTOR NAME
i

g COr smNcr L-am:x.NE: D

Ry Lol AL ARl
Lo L e R IR P

A. SUPEAVISOR/INSTRUCTOR NAME DK-H 8. INSTITUTION/BUSINESS NAME

Crsrneicn S Gasne Cook Couvm\j Hcm*m.

[ C. SUPERVISOR/INSTRUCTOR JOB TITLE/PROEESSION NAME D. INSTITUTION BUSINESS STREET ADORES.:

Resioency  Dwecon | Mepiepe. 1900 LD Palk Shreat

€. SUPERVISOR/INSTRUCTOR LICENSE OR CERTIFICATE NUMBER FTINSTITUTION /BUSINESS CITY. STATE, Z1P CODE

O e — OSSO uu,c.c-:)o L oke 12—

G, SUPERVISOR/INSTRUCTOR STATE OF LICENSURE OR HOINSTITUTION/BUSINESS TELEPHONE NUMBER

CERTIFYING ASSOC:ATIO:)";{WL AREA CODE (_=2 3 l :)-1 ‘D 3 3 3 95; ("

}
!

1. APPLICANT'S TRAINING DATES (J TRAINING CLOCK HOURS APPLICANT COMPLETEO i

eaow O , O1 ; §9 1 06 30 206 | 2.92L0

“Montn Day Vear Montn Day ¥sa ; ) i e e

K, SPECIALIZATION NMAME 1IN WHICHH APPLICANT THAINED " f. DID APPLICANT SUCCESSFULLY COMPLETE TRAINING COURSE’

i
sy Mediene |t AN kot u~mt PAZ
M. IF TRAINING WAS OBTAI@ CUTSIDE OF AN INSTITUTIONAL FAGILITY, INDICATE THE SETTING (S) IN WhiCh TRAINING WAS

QBTAINED,

JeARG- 1361180 SLEA) Complete the Reverse Sidg of this Form




N, RECOGRD ANY ADDITIONAL COMMENTS YOU WISH TO MAKE REGARDING THE APPLICANT'S TRAINING,

I certity that the information recorded herein s true and correct according to the officiat records of this institution

.

Cook County Hospital

Frint Name of Schoa) Offieial natu
. " e Coeue 4. =
Associate Medical .Director 1/27/90
R A T Titia Dats
INSTITUTION. NOTE: If the institution does not have a seal, this form must b notarized. :
SEAL ’ n )
Subscribed and sworn before me this day of .19
OR
HOTARY S o i
SEAL Date of Expiration Signatur  »f Naotary Public

RETURN THIS FORM TOD APPLICaMN)




PAGE ONE

MAY 8 1989

ation for Ui Jre under Chap

Managemsnt Canter,

i of the | iHinals Reyised smum. This
form has besn approved by the Forms

)M?Oﬂtar?r NOTICE: Complstion |

| ot this form Is neceisary for conglder.

PPL1 G*AT“EGNWFGR‘.W“ il

RE /EXAMINATI.N

EXAMINATION,

LTy

N

.

Four page APPLICATION FOR LICENSURE/

B
2. INSTRUCTION SHEET, which gives stap by step
spplication Instructions for your profassion.

1

The following materials are required to make Application for
Licensure or Examination In IHinols:

3, REFERENCE SHEET, which gives detalled coding
information for your prafassion,

4, SUPPORTING DOCUMENTS, formsyou may be required
to submit with your application.

Cmful!y follow ali steps outliied on é\b m‘\STRUCT%N , ¢
SHEET. In additlon, nota.the following:, h sl =

1. Type or print legibly with bleck ink only Ly peigt]

2. The licengurs fes-and application fee m NOT rofundabia. .

is used Qnly. 1o ensurg Identifiéation, mun:v and 10
[©  oxpedite wo‘&u}@@ voﬁ*@a@m 5 .

.

o s

4, It the npme.-shown. on your wwértim
diffareit fromm that sﬁmyn off your applicate
submit  graof ; of legal mmavnhanmmmimrﬂwm
'dﬁnrcaiidcm “aftidavit or court otaer. AR R I E8G

6. AH documents In 8 forsign tanguaje that drs. m;,gind to. bc_
submitted with an applitation ot for ahv othar“pvl‘nohj 3
connection with ficensure must be - qcaompmhd
orlginel, noterized transtation that has er), %
parson, other than the! lppllum; wh 1801
English and the langusge of thedocuim .Mﬁnnjsl'a

h u ‘M" as. tg

shall cert,fy to the abave raqulroman
accuracy cf the transiation.

; JQLE
LG K

T W)
FAAN&% LAarey

5., BUSINESS "‘ADDRESS

Mnmsm.

4, PERMANENT MAILING ADDRESS

STREET

“'L

324

i TAJDEN, GIVEN SURNAME, OR ANY NAME (5)

STREET

~ZIP CODE

STATE/COUNTRY

e PEE Ave. TUUS (o402

% Lo

COUNTY" 3
i fus
STATE/CQUNTRY Zip CODE COUNTY

NDER WHICH SUPPORTING DOCUMENTS WILL BE SUPMIT[‘ED i

7., PLACE OF BIRTH

CHTY

STATE/COQYNTAY

Wﬁrk‘t(% 12 l 98 2-_'_ -N-3

8. DATE OF arr'r'n' ; o) AGE | A0
ont Day oar 2 9

TLABE- 1010 J0/BB (CTAI

-




PAGE TW

yaars compleied)
Graduated / Received
1 2 3 4 5 6 7 8 9 10 11@ High School? {*) Yes [ ] No G.E.D.? []1Yes [ ]No
2. NAME QF LAST PRELIMINARY SCHOOL | 3. LAST PRELIMINARY SCHOOL LOCATION 4, DATE OF GRADUATION
ATTENDED {Clty and State) o o ; _Z. 7
WEST SIDE. HhgH Sctel  NEWAMEK. | NI TR
5. COLLEGE OR UNIVERSITY (Circla humber of years completed) LS
1 2 3(a/5 6 7 8 Graduated? {1 Yes { ] No
6. COLLE.GF; OR UNIVERSITY mxt\;e: ) LOCATION miTEﬁ OF ATTENDANCE TYPE OF
{Undergradyaile and Graduats) {City and State or Country} FROM To . VDEGREE EARNED :
- Month/Year Maonthy/Yesr 3 r
AMHELST collEGE. | AMIELET K MASS 9/77 5/92- BA-
| [so |1/81 | T
SepN HML UNN. | So.ormicE NT 180 |1 /8]
rd
d
f
A
7. SPECIALIZED TRAINING {Rasidency, Professional Tralning, Vaocational Tralning, Practical or Cilnical Training}
LOCATION *| DATES OF ATTENDANCE [D1D YOU«COMPLETE ;
INSTITUTION NAME (City and State or Country) FROM 70 ,TM'N,'”G’ . o
Month/Yesr Month/Year. (S~ N 1T VRS S
I : (#f Yes [ ] No
; MACNEMmL. HosA=7/— BEewyN , T L G ’88 (0139 :
[1Yes [JNo |
[1Yes [ INo |
; [ St
[]Yes []No
{}Yes [INo }




PAGE HHEE

If you have Dm:.bém lh:mml to prac prnf;ssi n for which yau amp kmnppllmmn, n / infuim;uan nquwﬂ befow. In -
addition, the INSTRUCTION SHEET eddiased With this Aptication pheka@may(hstridit yoipto hiye Cartification (s) of Licansire in ather state ().

preparad and submitted in support of your sppication {contact other siata regarding possible faa). A certification of ficensura from Miinais is not .
required, ifyou have evar held s temparary, traines or spprenticaship license ar & pesmit or related. Mmq, it mustbe ifsted heraalsb. uFaIImrta. ealen )

dudwdllmmuhddmymulmdmktalywmpllwiuoratlurappmpdmmlm e e sl o emann e ST ‘;v.(
2 S IR pL AN ASE TR ,,4'1' 5
- - — - 0n sow ety ap .'..-C-.,-’-éu.‘:..—; w’;‘
STATE - ,anoemaou NAME ucmt-:.uuuar.u. DATL osusunuu ——tma o
Stats of Original Licaniure v =
. s S 2 e I / .7/
| \LLinO 1S LARLy Fawes m.p| 125-022116| 6[27/89
I State of Currant Licensuse whare | T
you most tecentiy have baen 4
practicing, h :.‘:«1| LiknLie i
Other States of Licensure & Y
[:-') » o ‘
3 ! | |
' !
I} SR Y
‘ T 0@ | T
Ly - ¢
b | i
] & 1 I . R ocCs.
S I LI
] wel L * -
| P aacan — i ~ - - - - B it ey s R -—.»,.-.»-:—-;_««-r
f ~AuXL L .‘ PL b PRECES 000 wthz % se et §1 -?r[.»-v'; "'LE“ .-;;.'[‘n LA -1]‘::1_;'. l
; _.4‘4_ .‘_ ool ok g s A | nrng e | e i it
i‘ . et vy ——— e a o —— b ) v MWW
v |

]

may rasuit in the denisl of your application or other sppropriars action.

(Ihdo‘hluml space !: nedded, m:ch Mapmu :hm.)

(! you hm over wiitten o Ilumm examinstion in illinois or any ather stats, for the profassion (or which you are now making app/ication, vlm must|
compiste th information requested below. EACH EXAMINATION ATTEMPT MUST BE SHOWN. Failure to disciose an exsmination et

eSS

“\,‘t

e,

NAME OF EXAMINATION STATE HONTHIYRAAS s nesua.:rs\’s

IS (Puudm

NBME FART T ~ NI l&(” el
NBME PALT - 1= 9 [87 | Preses |

, e g R B A T

NSME PART T - 389 RAeSED)

‘I'w

A i

H

L

- : IH oddklaml Su8cH s amkd amcﬁ [ 'ﬂ' shoet) -

- 4\‘-«‘\ ,

L e B

SIVCENSL




PAGE FOUR

TBARY. U5 Pateondl Hisrory tnforntion (T it e DR By | AL licanis]
"‘-‘.-’ $FNE v §| 911 w1 "’ N ofie ‘¢ Z II[L‘; ["
(AP TS TRAT <75 B .mr.;*u;:-t& Wk‘mvu.ﬁ:ﬂmrpu’uﬂwvmwm fcmr.:w-ﬂv v T e -.--h»F—.wunal

1. Have you ever been convicted of any criminal offense in any state or In federal court {other than minor traffic
violations)? /f yas, attach a statement for sach conviction including date and place of conviction, nature of the offgnse and If
applicabls, the date of discharge from any penafty imposed. Also includs, whera spplicsble, cartified copies of arder evidencing

dischargs from penaltiss imposed, or if such copies are not obiainable, s noterized statement explaining their unavailability.

2. Do you have any physical or mental impairment or disability that could interfera with your ability to practice your
profession? If yes, attach a3 detailed expianation.

3. Are you now addicted to or do you excessively use alcohol, narcotics, barbiturates or habit-forming drugs? II yas, attach
a datalied explanation;

4. Have you ever suffered from, been diagnosed as having, or been treated for any disease or cOnditiqn that could
intarfere with your ability to practice your profession, including, but Aot limited to: 1) physical dissase or conditions;
2) mental or emotional disease or condition; 3) alcohol or substance abuse? {f yas, attach a datailed explanation.

5. Have you ever been denied a license, permit, or privilege of taking an examination by any licensing authority?
if yes, attach a datsilsd explanstion.

6. Have you ever had a license or permit encumbered in any way (revoked, suspended, surrendered, censured, restricted,
limited, placed on probation)?  {f yes, attach s detaifed explanation

7. Have you ever been discharged other than honorably from the armed service or from a city, county, state or federal
position? /f yes, atzach a detaifed explanation.

8. Have you ever been declared incompetent by any court by reason of mental or physical defect or disease? I/ yes,
attach a detsiled axplenation.

AWAVAIA \\\,<\

8. Ara'yo:.l a U, S, citizen OR alawfully admitted alien of the United States?

o I

Y G 3
e o &) 3 1 5 il 2y oA A

Refer to the REFERENCE SHEET anclosed with this application package and complete the following:
TEST CODES

a) CHART Il — Select examination (s} you desire and anter

Test Codes.

TEST CENTER CODE

b} CHART 111 — Select the examination site you desire and enter Test Center Code.

SCHOOL CODE

c) CHART IV — Find your Schoo! of Graduation and enter school code.

EXAM ATTEMPTS

d} Record the number of times you have taken this exam in lilingis or any other state.

e) Do you authorize the Department to release your Licensure £xamination Scores to the
education program from which you graduated? | JYes | INo

o 3 2 TAL S Eg T g % ’fv”.‘-»--,-v.“ =

4w # - _,_",Ef-AJ')‘
e o = 3 S N ha<t vy P S A G0N

Unter penalties of perjury, | declare that | have exami he application and all supporting documents submitted by me in connection

therewith, and to knowledge, th

prmlnu oV Applicant




IMPORTANT NOTICE: Completion af SUPPORTING DOCUMENT

this form s necessary 1or consiasration
for icensure undez Chapler 1) of the

) INQis Revited Statutes. This Ioem nas WORK HISTORY W H
be¢n approved by the Forms Manage-
ment Center.

EEPLITAAT! Conyions JGrt Aty Brlonip s Bz gy g ooy e TSI T wid, s Jioeit T ahenalt.
s 2 g Saglfy e g BoNé Dk f Shiat T *H.m Wﬂmrﬁ'f's‘#ﬁa;‘;ﬁs ,

e

- e
MIDDI.?. 2. OA'!’E OFf BIRTH 3. SOCIAL SE.CURITV NUMBER

"N E_$ Y ‘ montn iy Y ear 1

4 ADDRESS ~ STREET, CITV, STATE, ZiP CODE 5. REFEA TO REFERENCE SHEET, Record profassion name and throe dlgit
professian code for which you are making litinals application.

%

1
{3
3
)
4
¥
A

- CHICAEO, TL_otd]
6. MAIDEN OR GIVEN SURNAME | 7. DATE FORM COMPLETED LAZRY FAINES M. D

Profession Name “Frotetssion Code

8. RECOAD WORK HISTORY CHRONOLOGICALLY — BEGIN WiTH PRESENT EMPLODYMENT,
A. NAME OF BUSINESS/INSTITUTION Jog TITLE

Micnes. . HosPrroac TEANS rrenN AT TN

ADDRESS STREET, CITY, STATE, 2|F CODE DESCRIPTION OF DUTIES PERFORMED

3249 S.0A- TAmIC AVE .
B&FewyN T, ogo=.
SUPERVISOR NAME

D2 FYEE. Procim DIKEcpR.

DATES OF EMPLOYMENT; TOTAL TIME WORKED (Yr/Mo )
ATTENDANCE
N AN S o T
{ B o | HOURS WORKED PER WEEK
; “Monin Dav Year
| v —
To / / TYPE OF EMPLOVMENT
'é “Monin Day Yoar [ ] Full-time [ | Part-time
e e o o s —y
i B. NAME OF BUSINESS/INSTITUTION JO8 TITLE
: ADDRESS STREET, CITY, STATE, Z|P CODE DESCRIFTION OFf DUTIES PERFORMED

SUPERVISOR NAME

DATES OF EMPLOYMENT/ TOTAL TIME WORKED 1Yr./Mo }
ATTENDANCE
[THOURS WORKED PER WEER
From ( 5 e
Monin Day Year
To . ; TYPE OF EMPLOYMENT
Monin Day Yaar | |Fullume | lPanhmn
oo uapr—— = e 2 AT T
C. NAME QF BUSINESS/INSTITUTION JOB TITLL
ADDRLSS STREETY. CITY, STATE, 21P COOE DESCRIPTION OF DUTIES PERFORMED

SUPERVISOR NAME

DATES OF EMPLOYMENT/ TTOTAL TIME WORKED (Y1./Mo )
ATTENDANCE |
A r HOURS WORK[D"ERW&fK ‘
From / /
tMantu Day Yeat :
To I I ¥YPE OF EMPLOUYMENT
Montn Uay Year { JFull yme | |Part ime 1

LOEE=I0TE BigR: WY AN Complete the Reverse Side of this Form —»




m

O. NAME OF BUSINESS/INSTITUTION

JOB TITLE

ADDRESS STREET.CITY.STATE, ZIP COOE

SUPERVISOR NAME

DATES OF EMPLOYMENT/ FTOTAL TIME WORKED (Yr/Mo.)

ATTENDANCE
Erom / HOURS WORKED PER WEEK
"Month T Day T Vear
To TVYPE OF EMPLOYMENT
"Montn  Day  vear | [ }Full-time [ )Part-time

DESCRIPTION OF DUTIES PERFORMED

E, NAME OF BUSINESS/INSTITUTION

JOB TITLE

ADDRESS STREET,CITY,STATE, 2iP CODE

SUPERVISDR NAME

DATES OF EMPLOYMENT/ TOTAL TIME WORKED (Yr./Mo.)
ATTENDANCE
OURS WORKED PER WEEK
From ! it s [
“Month | Day “Vear
To / / TVYPE OF EMPLOYMENT
“Wontn® —Day . veir | [ }Full-time { ]Part-time

DESCRIPTION OF DUTIES PERFORMED

F NAME OF BUSINESS/INSTITUTION

JOB TITLE

ADDRESS STREET,.CITY,STATE. 21P CODE

I SUPERVISOR NAME

| CATES OF EMPLOYMENT, TOTAL TIME WORKED (¥1,/Ma.}
ATTENDANCE
Erom / / HOURS WORKED PER WEEK
“Wonth  Day  Year
To TYPE OF EMPLOYMENT
TAontnn T Osy " vear | [ ]Full-time [ jPari-time

DESCRIPTION OF DUTIES PERFOAMED

R AR DS TR AU
G NAME OF BUSINESS/INSTITUTION

108 TITLE

ADDRESS STREET.C(TY STATE, 2P CODE

SUPERVISOR NAME

e —
DATES OF EMPLOYMENT/ | TOTAL TIME WORKEQD (Y1 /Mo )

/ /
Wanih® T Bay

"Vt | { | Fuit-time | ) Part-time

ATTENDANCE
Erom ; HOURS WORKED PER WEEK '
Montn T Day  Vear
To TYPE OF EMPLOYMENT

DESCRIPTION OF DUTIES PERFORMED




IMPORTANT NOTICE. Comoiation of SUPPORTING - DOCHMENT
tns toree 1y neckstary 101 conpioeration CERTIFICATE OF ACCEPTANCE
for noensure Undee Crapler 1] of the

HINQ{s Revised Statutes Thig ‘orm nag FOR C A i M E D
LeRN ApOroved Dy the Forms Manage

ment Center SPECIALTY / RESIDENCY PROGRAM

8 3 /52 gﬂ Z 5 .
NQTE: 4n applicant shatl not commence spcc?al:y t8sidshey m!mng fors he or the ho:me/in::/m tion racaives writtan notice of the epproval
af fus spplication from the Dapartmant of Profassions! Regulatian.

APPLICANT: Complete the Applicant section of this form, then forward It to the hospitsl/institution that has sccapesd you for specialty//rasidency
training, for complation af the remainder of tha form.

I NAME LAST FIRST MIDDLE 2. DATE QF BIRTH '3 sOCiaL SECURITY NUMBER
FANES. (Nans =4 _,n E— _

3 I
4 ADDRESS STREET CiTY,STATE,ZIP CODE "5 REFER TO REFERENCE SMEET. Recoro rnrofassion name anc tnree digis
profagsion coode 10r whnich yDu are rmaxing Litinats application,

Sl o T

& MAIDEN OR GIVEN SURMAME LAY FranNEsS ™Mb 12 5
Profestion Name Frotessian Code
ADMINISTRATOR: Complety the ramainderof this form snd raturn It te the spplicsat.
A. HOSPITAL, INSTITUTION NAME 8 BEGINNING DATE
COOK COUNTY HOSPITAL
07 ,01 ; 8 9
“fAontn T Day  Yaear
T BUSINESS ACDRESS _ STREET CITY, STATE 2P CODE O ENDING DATE
1835 WEST HARRIOSN STREET
CHICAGO: IL 60612 0 6 3 0 91
WoRrin DAy Ve
€ BUSINESS TELEPHONE NUMBER ¥ SPECIALTY ) RESIDENCY | G VEAR OF POSTGRADUATE
NAME TRAINING
33 6 705 f . i;
breatadl > 2 § P - EMERGENCY MEDICINE  FIRST

- ]

i do hereby declare that the above named appiicant will be accepted for specialty/rasidency training as indicated above i, subsequent
1o the avaluation of medical education and/or clinical skills by the Depariment of Protessionel Regulation, the spplicant is found to be
eligible for hcensuse

Signptyre ot Program Direclor

/QOA&%"LL%%/ﬂW

Brint vama OF Program OIrecior

/ 42{ A Tl
Y =2 G

Tl 2

SEAL

L456-0272 1 8% AD




Yopoupoo032 )8

% %

PAGE UNE.

IMPORTANT NOTICE: Completion P?p
of this foem is nucosssry far considee-

ation for liconsure under Chapter 13]

P I N E;E;,_Suht Y EXAMINATION

TS

P oar T
The fallowing materials ore required to make Application for | Carelully follow alt staps outhnet on the INSTAUCTION
Licansure or Examination in Ilinals: { SHEET 1n addition, noto the following

1. Type aor print lagibly with black Ink anly.
Four page APPLICATION FOR LICENSURE/ ype ot print fegibly

EXAMINATION, 2. The licansurs lse s} application fov are NOT rofundable

3. Disclosuro of Soclal Security number is not mandatory. It
is used only to smure identification, accuracy and to
expatlite processing of yaur application,

INSTRUCTION SHEET, which givos stap by stap
application Instructions for your profession,
REFERENCE SHEET which nnmdelnd ‘;Mf" S R "N' the name shown on your swpporting dacuments Is
information for your g ; oy %, Miitferent from that shown an yaur applicatinn, you must
& ‘%) Jubmit prool of logal nome change  martlage lcansa,

; sydiyorce docres, atlidavit or court order
SUPPORTING DOCUMER : 4 e

10 submit with your gaplic 6. Any tocument i a Fosaign language twet bo accompanied
by an originat, notarized Enghsh trenslation. The translatar
SCAN FORM, must Anlotosmmuissrraremr st rot be rolatol to you by blood or marriage: must be
your application. R ! § flusnt i hoth English astk the Targign Janguege, antd must

. cartify to thuse requiretngniy as well gy the accuracy al the
translation

T Auw. — #r—
MRT*(S Anllcmn crbwv lnfom ‘wu REREGENCE aaum', CHART |, prior to completing n.u'r u

honortssmu HNAME 2. PROBLASION). > _Jnli.lcl NARUNE MF 10
copc

Temporory Licensure - nendxarm(nation

Vp—

L

: : - A
. NAME LAST Minnl.f [: TITLE § MICIAL SLCRHHILTY NUMBEH

FAINES MR.. f

a2 - ,. i -
4, FPEAMANENT MAILING ADDRESS STHEET city STATE/CUUMNTHY e Ccane COUNIY

TELsgy CaTY N7/ HugEeN 072 US

8. BUBINESS ADDRESS STHHET ciry BIATECOUNTINY 2P CODE COUNTY

€, MAIDEN, GIVEN SURNAME, QR ANY NAME(B) uunw WHIGH SUPFORTING DUCUMENTS WILL WE SUBMITTEL.

7, MLAGE QF GIRTH ciTy STR'L;COU ﬂV 5 v GgHugn l') ALE
-_ 28
13

110, TELEPHONE NUWBER WHERE VOU MAY BE REACHED

ik il m._

LABB~1018 10/87 {LT-A)




AT RN AL W O e BT
417 i yaire
Graduabed Recaived
1 2 3 46 86 78 9 mn@ HighSchool? [/ Yes { INo  GED? [ 1Yoes [ 1Ne

ATTENQED (City and Biate)

WEST SIDE HigH EcHeoL NEWALK | NEN TERSEY

5. COLLEGE OR UNIVERSITY {Chcld numbet of yesry Compieied)
1 23@s'6.7 8 © cduied?  #fYe [T No

2, NAME OF LAST PALLIMINAMAY SCHOOL | 3. LAST PRELIMINARY SCHOOL LOCATION [l. DATE OF GRADUATION

COLLEQR ON UNIVERSITY MAMLC LOCATION DATLE OF Al !.l'.NDANCﬁ TYPL D
(Uneergraduste and Gradusle) (1Y ana Slsle or Couniry) rRoM 10 DEQHEE CAANCO

T s R R RN i | Month/¥ese "”Mumn/vuv

Rurcees unversry  |Newaes /Nfessex  |9/82 | 1 /84

 AMIELST CourcE | AmizesT /mass. |97 5/??,—

e asn B s

|
|
|
\
' -

| «
SEvon HAL uniegerTY | 90 otmee/NT 1! / 7

7. SUCCIALIZED THAINING {Reslaency, Profasional Tralning, Vocational Training, Practical of Clinica) Tralning)

LOCATION ! DATES DF ATTENDANCE |OID YOU COMPLETE
INSTITUTION NAME {Clly and Ki1ate o Country) FROM o TRAINING?

MoninzYasr Moain;Yeer
1) Yes | ]Ne

(] Yes |
et ____ﬂ__ e e e (R B

| ] Yas |

N

[ ) Yes |

T

|
]




PAGE FOUR

1. Have you ever heen convicted of any criminal olfensa in any state or in federal court {other than minor traffic
violations)? I yes, attech a statamenr for sach conviction including date and place of conviction, nature of the olfense snd if
applicable, tha date of discharge from any penalty imposad, Ako include, whars applicable, certifiad copres of arder evidencing
discharge from panltias imposed, or if such capies am not obtainabie, a nourind s :Imr ifabifity

fr

2. Do you have any physical or mental impairmant or disability, or have you ever suifered from been diagnosed as having,
or been treated for any disease or corﬁmnﬁwhﬁ\ is anerslly r&mﬂd bﬂha bem& cofhmunity as chronic, including
physical disease or conditlon, that could interfare with your ability to practice your prafession? i/ yes, attach a detasled

saplanstion.

3. Are you now addicted to or do you excuswo'y use alcohol, narcotics, barbiturates or habit !o«mlng dwns? I yes, attach
__ b detailed axpianation. = R

4. Have you sver suffered from, been diagnosed as having, or been treated for any (1) mental or emotional disease or
condition; or (2} alcohol or substance abuse? /f yes, attach a detailod statament, including a statement whather or not you are
currently under rsaiment and 8 signed stateiment ragarding the diseass or condition from your treating ﬂh)_lﬂjgilﬂl —

5. Have you ever been denled & ticense, permit, or privilege of taking an examination by any liceasing authority?
Hyes, attach a detsiled explanation.

~ ’ el =7 a
B. Have you ever had a license o7 permit encumbigagp ! e spanded, surrendered, censured, restricted,
limited, placed on probation)? 7/ yes, attach s :

i
|

7. Have you ever been discharged other than hondyapmisamubadsnad e or from a city, county, state or federal
| position? I ey, atlich & dstsited explanation.

B. Have you ever been declared incompetent by .Ourl b\(m | or physical de{scl or disnase?  Jf yes,
nmn 8 dw:lnd uplwmm

9 Are vou aU. S.citizen OR a Iawlully |dm.u almn ol the United Sme

10 Do you aulhonze the Demummx 10 releaso yque Licensure Exummatnon ores to the education program from
which you greduated?

=t e

NN

"‘ T g 69. T T L R T O A e P WP 3
PART VI3 Coding Information. (7is pertis for Examihation Applicants only)

Refer to the REFEARENCE SHEET enclosed with this application package and complete tha following

TEST CODES

a) CHART (t — Select examination(s) you desire and enter

Test Codes.
I\//A TEST CENTER CODE

b) CHART 11l — Select the axamination site you desire and enter Test Center Code.

SCHOOL CODE

¢t} CHART IV — Find your Schaol of Graduation and enter school code. I
EXAM ATTEMPTS

d) Record the number of times you have taken this exam in lllinois or any ather state

% BARI‘V’"Q‘ st ing Stateme l...'.»\"&"'3';.'&}{.:‘,;!5,'?",1' AT AR ST o GG AR s b ag e s

Under penattes of perjury, | declure that | have sk ZhdBH YIS THISIMFEOAY ot supporting documents submitted by me in connection
therewith, and to the best of




LT WP T e Y vt e,

;‘ "“PA“GE T'Hnee

AN

,Pm"r. W Record ¢f L'_

1F you dave evor been ficensed 1o practice the profession Idrﬁirfch you sre now m&hptppﬂurim complate the information requested below. In
addition, the INSTRUCTION SHEET enclossd with this App¥cdtion packags mey fnstroct you 10 have Cartification (3} of Licansure in othar state fs)
preparar and submitted in supgort of your spplication. “Bverdted T application package are two Certificaion by Licansing Agency/Boerd formas
for that purpose. I you have aver held & tamporary, traines or apprenticaship licanse or a permil or related licanss, it must b hited bere ofso. Fasture
10 disclose )i livansas heid may result in denlal of your spplication or other spprogriate action.

LICENSE STATUS

STATE PROFESSION NAME LICENSE NUMBECR DATE OF ISSUANCE | tive, Lansed, ets.)

Stata of Origina’ Licengura

Stale af Current Licansure whese
you moil racently have been
practicing.

Othar Stetes of Licensure

S Py

1f yru have ever written » livensyrs exemingtion in Hiinolsorany other stere, forthe frofession for which you are now making applicaton, you must
complece the information reguested below. EACH EXAMINATION ATTEMPT MUST BE SHGWN. Failure to disciose sn examinstion sttemp!
may resuit in the denis! of your spplication or other epprapriste s¢tien,

NAME OF EXAMINATION MONTHIVEAR EXAM RLSULTS

{Prutea, Fuileo, Absent)

{1 sdditional space is needsd, attach ¢ seperate sheet.}

TR PE . e et




IMPCRTANT NOTICE: Compistion of SUPPORTING DOCUMENT
thiy fovm 1r necessary for contiderition
for ncenture yAoey Cnaptar 111 a7 the

IMinols Aevised Statutas, Th's for  has CERTIFICATION OF EDUCATION

DERN RO PEDVEd By the Forms Ma ‘ 2 9

ay

3 REFERTO REFERENCE SHEET. Rucora orotesi on name and inies digit
Drofetsion coes 1o WRICh yOu ME MERING 11InGH 4e0iIcation

TEMPRARY LICENSUEE

PIoTesion Name
5. DATE OF GRADUATION/COMPLETION
5/ 2588

Montn Day Year

essional Regulation

Signature of Appiigant

A, NAME OF INSTITUTION | B, ADDAESS OF INSTITUTION STRFEY CITY STATE ZiPCOD

UMDNJ-New Jersey Medical School | 185 S. Orange Ave, Newark, N.J. 07103-2757

C. INDICATE YCAR BY YOAR THE DATES OF ATTENDANCE IN | D. -
COLLEGE - {Botr pre mesics: ang meaicat $0ucation muit be mcwand,] | 1018 academic years attanded

OR

j Tatal calencar years atiended
27!_ To 6 ! 3 a9

“Bar ar anﬁ ‘6".;— Tég— e tegzror u:‘%tze OR CEATIFICATE AW

T i e sis
* miw s e Doctor of Medicine

mar ! a! L] _M_f‘_,_‘;‘g_,__ﬁ'l'_ 7. CATE THAT QEQRRE OR GERTIFICATE REQUIREMENTS

Moath Day sn n 2‘6 Ba £ W]jj. h m('t.
T f

Month  Day  vest 9 Wm_l'n'l-su_ Yair 5 / 20 / B8

Montn  Qay  vear

-

From __

e s i b i RS e Gt i i
menth 3 Your Yuar G, O THAT DE! EE OR CERTIFICATE RO MO )
o W11 BaT Geirerred.
From

war s ! | 5,25, 88

“Montn  Qay Year

H. CHECK THE APPROPRIATE STATEMENTIS) AND COMPLETE

! | Applicant has graduated on SR . SR S [ | Applicant hes completad Program o e e /. /e
Montn Dav Yeour Montn Day Year

) Applicant will graduste on 5/ 2-"_1_783_ i) Applicant will complets progamon . 5./ 20 /

Womin  Day Montn  Day Yaar
i, I¥ EDUCATION PAQGAAM WAS COMPLETED IN LESS THAN THE NOAMALLY REQUIRED TIME, PLEASE EXPLAIN:

tL486~1428 1/68 (MD) Complete the Revarse Sida of this Form —a-




J. USE THIS SPACE TO RECORD ANY OTMER INFORMATION THAT YOU FEEL WOULD ASSIST THE DEPARTMENT IN EVALUATING
THE APPLICANT'S EOMCATIONAL EXPERIENCES.

WHEN THIS FORM |E CERTIFIED PRIOA 7O THE ACTUAL CRADUATION OF THE APPLICANT, THE SCHOOL OFFICIAL 15 RESPONSIBLE

FOR NOTIFYING THE DEPARTMENT OF PROFEESIONAL REGULATION OF ANY FAJLURE ON THE PART OF THE APPLICANT TO
COMPLETE THE RECUIREMENTS FOR GRADUATION

I cerv:ty that the .ntormation racorded herein is true and correct according 10 1

Prini Name of dcnael GIlicial

ure 0! 52nool OMigis)
Associate Dean of Student Affairs 19, 1988

Tiis v Oate

NOTE: if the institution doas not have s schoal seal, this form must be notarized,

Subscribedt and sworn before me this day of

OR

NOTARY
SEAL T T Dave of Expuation

Si0naturg of O Pubig

RETURN THIS FORM TO APPLICAN1




oLt

’ ” . l

o SUPPORTING DOCUMENT
Eﬁ".f:?ﬁl‘?f‘:.ﬁ.‘.?f.'fi‘. ! CERTIFICATE OF ACCEPTANCE
ar h u d r e
for essmin unds Cruner 111 W inx FOR CA-MED
b roved age.
T G APy R Meaty SPECIALTY / RESIDENCY PROGRAM

g 21 890 27

NOTE: Anapalicant shaf not commanca specialty/residency 1r8ining balore ha or the hospital nstitution recenes ritien notce of the appraval
of his application from the Department of Professianal Regufation,

APPLICANT: Complets the:Appbicant section of this form, then forwerd it to the howmpital finstitutien :mumu you far

. training, for vompletion of the remaineer.af the form, ) gﬁ
1. NAME LAST FIRST MIDDLE 2 DAT F M 3. SO0CIAL SECURITY NUMBER
-
farnes Larry T .
4, ADDRESS STREET, CITY,STATE, zidcooe "5 REFER TO REFERENCE SHEET Racord nrofessian name s1d three duwit
0731’ X profession cods ‘or wnich vou 4ré makiag Lilinows snplication
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A, HOSPITAL/INSTITUTION NAME B. BEGINNING DATE
MacNeal Hospital 06,27 ,8 8
Montn Oay Year
C, BUBINESS ADDRESS STREET, CITY,5TATE, ZIP CODE 0, ENDINQ DATE

3249 South Oak Park Avenue

Berwyn, IL 60402 06,3 0,89

Manth Day Y oar
E. BUSINESS TELEPHONE NUMBER F. SPECIALTY / RESIDENCY & ¥! Al OF POSTGRADUATE
NAME ' THAINING
Area Cods (_3_1__2_ _7_._2_,5-..3._’1._99_ Transitional ! First

i da hareby daclare that tha abova named applicant has been accepied for specialty/rasidency training as indicated above

M Synatyre of Agminfglralor
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Oale

1L486-0272 1/B8 (M)



5 o

IMPORTANT NOTICE: Jompweton of
thig TOFIM 1 necitary 1OF consigeration
‘3r ncensure unasr Cnapter 111 of the
inaiy Ravigea Statutes. T7 4 foom nas
oeRn soproved by the Forrg “anage-

WORK HISTORY

SUPRORTING CTOCULMENT

WH

mant Center

mmmmm m 11 asver vingrioyed, compints itaass | threogh
& & inceruciad and prine W/A You sre svtbaricsd to photenspy this forms it
ﬂrh—iﬂbﬁl:__ - z 2

1. NAME WAST FIRST MIDOLE

FAINES LARRY

2. DATE QF BIRTH 1. SOCIAL SECURITY MNUMBER

Manth Cay Year
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7. RECORD WORK HISTORY CHRONOLOGICALLY — 8EGIN WITH PRESENT EMPLOVMENT.

A, NAME OF BUSINESS/INSTITUTION

ADDRESS

408 TITLE

STREET, CITY, STATE, Zi* CODE

N/A

QESCRIPTION OF OUTIES PERFORMED

SUPERVISOR NAME

DATE_S QQ EMPLOYMENT/ TOTAL TIME WORRKED (Vr./Mo.)
ATTENOANCE
Brom__ HOURAS WORKED PER WEEK
Manth Oay Year
oy i i g2 TVPE OF EMPLOYMENT
Month Day Vear { | Full-time { ]Part-time

B o e e
B. NAME OF BUSINESS/INSTITUTION

408 TITLE

ADDRESS STREET, CITY, STATE, Z2IP CODE

DESCRIATION OF OUTIES PERFORMED

SUPERVISOR NAME

DATES OF EMPLOYMENT/

3 | TOTAL TIME WORKED (Yr./Mo.)
ATTENDANCE
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From e o i i s iior—
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1 Tt ] Bt oy flin e
Moath Day Year [ ] Full-time ( ]Part-ume
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JOf8 TITLE
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DESCRIPTION OF QUTIES PERFORMED

SUPERVISOR NAME
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TOTAL TIME WORXED (V¢ /Ma,)

*ATTENDANCE
HOUAS WORKED PERA WEEK
() N DS O —
Montn Day Ysar
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La86—107) 7787 (LT-AL . .-
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L NAME OF BUSINESS/INSTITUTION
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ORES:

| 408 TITLE
]

STREET, CITY, STATE, ZiP CODE

DESCRIPTION OF DUTIES PERFORMED

SUPERVISO®R NAME

DATES OF EMPLOYMENT/ i

| TOTAL TIME WORKED (¥r./Mo.)

ATTENDANCE

ctom__ . __ /__ __ | HOURSWORKED PER WEEK .
Monttr Day Year

A Y ! TYPE OF EMPLOYMENT
Montn Day Yesr [ ) Full-time [ ] Part-time

£ NANE OF BUSINESS/INSTITUTION

~DDRESS

JOB TITLE

STREET.CITY,STATE, 21P CODE

DESCRIPTION OF DUTIES PERFORMED

LUPERVISOR NAME

DATES DF EMPLOYMENT/

| TOTAL TIME WORKED (Yr./Mo.)

ADnDARLLY

L&TTENDANCE
L S : HMOURS WORKED PER WEEK
Month Dsy Yaat
To ' _ TVYPE OF EMPLOYMENT
wonir | Day _ves | JFull-time { ]Part-time
FomwANL DF BUSINESS/INSTIT VION 108 TITLE

STREET, CHTY,STATE, ZIP CODE

DESCRIFTION OF DUTIES PEAFOAMED

oL HVISOR NAME

LETLS OF EMPLOVMENT
cUYENDANCE

TOTAL TIME WORKED (Yr./Ma.}
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Mgnse “Do:— -tvn—r* 3
1 | TYPE OF EMPLOVYMENT
v oay  vas | 1Fulttime | | Part-time
Ty datA§ i BUSINESS/ INSTITUTION

‘ JOB TITLE

STRACEY 'Y+, STATE, 21P CODE

-4 A Bl

| DESCRIPTION 0OF DUTIES PERFORMED

[ST-S A1

' ENLOVYENT TOTAL TIME WOAKED {Yr /Mu )

HOURS WORKED PER WEER

TVRE OF eMPLOYMENT
"Ful time

Part time
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[ \
Jersey Cos T V.
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Frotetsion Name Pratassion Code
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ADMINISTRATOR: a%mmdmku the applicent. L e L
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A. HOSPITAL/INSTITUTION NAME | B. BEGINNING DATE

MacNeal Hospital 06,27 ,8 8

_Jontn Day Yaar
C. BUBINESS ADDRESS STREET,CITY,STATE, ZIP CODE ‘ D. ENDING OATE

3249 South Dak Park Avenue
Berwyn, IL 60402 66,3 0,8 9

‘Montn Day  vaar

E. BUSINESS TELEPHONE NiIMBER . SPECIALTY / RESIDENCY & Y' AR OF POSTGRADQUATE
NAME y THAINING
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| do hereby deciare that the above named applicant has been accepied for specialty/residency training as indicated above,
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Acting Program Director
Title

April 25, 1988
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1 BNAME LAST IRST MIDDLE

FAINES  LARRY o

4. ADDRESS STREET, CiTY, STATE, 2P CODE HER

1. SOCIAL SECURITY NUMBER

Yy

AEFER TO REFERENCE SHEET Recora profession name 4na theee agit ‘
profestion coae lar whICn yau 3re making 11Nt abphicatian,
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Profastion Name

7. RECORD \WWORK HISTORY CHRONOLOGICALLY - 8EQIN WITH PRESENT EMPLOYMENT.
A, NAWE OF BUSINESS/INSTITUTION i 408 TITLE
|

ADDRESS STREET, QITY, STATE, 2iP CODE QESCRIPTION OF QUTIES PERFORMED

N/A

SUPERVISOR NAME

DATES OF EMPLOYMENT/ TOTAL TIME WORKRED (Yr./Mo.}
ATTENDANCE

QURS WORKED PER WEEK
From ) I
. Month Oay Vear

TVYPE OF EMPLOYMENT
[ famcr— iy jpcesgrmarrl el o
Month Day Year [ 1Fuli-ume [ ]Part-time
B. NAME OF BUSINESS/INSTITUTION | JOB TITLE

|
ADDRESS STAEET, CITY, STATE, ZIf CODE DESCRIPTION OF OUTIES PERFORAMED

BUPERVISOA NAME.

UATES OF EMPLOYMENT/ TOTAL TIME WORKED (Vr 'Mo.}
ATTENDANCE

HOURS WORKEQ PER WEER

Prom am s § e o 1 e suianic

Montn Day Year

| TVAE OF EMPLOYMENT h

To !

gy iy dpa el Jy iR ‘
Month Day vear . | |Full-time [ |Part-tume )
C. NAME OF BUSINESS/INSTITUTION : JOB TITLE

ADORESS STREET, CiTY, STATE, ZIP CODE | DESCRIPTION OF DUTIES PERFORMED

SUPERVISOR NAME

DATES OF EMPLOYMENT TOTAL TIME WORKED (¥r./Mo,)
ATTENDANCE

HOURS WORKED PER WEEK
[ 771, [P LN (P —
Manin Day Year

T [ / TYPRE OF EMPLOYMENT
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KNANE OF BUSINESS/INSTITUTION

-~

T

i JOB TITLE

ADL RESE STREET, CITY, STATE, 2I1P CODE

DESCRIPTION OF DUTIES PERFORMED

SUPECRVISOR NAME

DATES OF EMPLOYMENT/ | TOTAL THWME WORKED (Yr./Mo )

ATTLHDANCE
_—
E st . HOURS WORKED PER WEEK
Montr, Day vear
v / | TYPE QF EMPLOYMENT '
Monin [=IS Yaar { 1 Full-time | ]Part-time
[ NANE DOF BUSINESSINSTITUTION JOB TITLE

LDDEESS STREET, CITY,STATE, 21° CODE

DESCRIPTION OF DUTIES PERFOAMED

SJPERVISOR NAML

o R

OAYES OF EMPLOYMENT, ¢ TOTAL TIME WORKED (Yr./Mo .}

ATTENDANCE :
i
From _ s e W o HOURS WORKED PER WEEK !
\ontn Oay VYear
To p TYPE OF EPFAPLOYMENT
“omr Day | ves | |Full-ume { ]Part-time

ALy
! maME OF BUSINESS/ANSTIT. 10N

408 TITLE

anbat: STRCET.CHTY.STATE, 21P CODE

I DESCRIPTION OF DUTIES PERFORMED

i MwipOR NAWME

2270% OF EMPLOYMENTY

| TOTAL TIME WORKED [Yr./M0,)
eI NGanet

i HOURS WORKED PER WEEK

Miunee Day Vaar
1 TVRE OF EMPLOVYMENT
oo e Day v a4 . | Fulltime | }Part-time
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1
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STATE OF lLLINOI
DEPARTMENT OF PROFESS!ONAL REGULATION
20 West WssninYtan. 3rd Floor
Springtieid, Wiineis 62788

L DEPARTMCNT GF T .
L %in’" i

APPLICATION FOR STATE CONTROLLED SUBSTANCES REGISTRATION

Controlled Substances Registration — Every person wha manufactures, distributes, prescribes or dispenses any
controtied subttances within the State must obtain annually & registration umd by the Depsriment of Protestional
Regulation in sccordance with the Nlinais Contralled Substances Act.,

A Sute Controlled Substances Registration Is # prerequisite 10 a Federal Controlled Substances Registration.

Applicant’s Name L ARRY Famnes, M.D.

Hosoital or Business Nsme —_CCOK L OUNTY HOST’ ITAL
IRCW B DO/ IMent, of ARircanie

-t

Business Address 1335 W. HapRison ©

y Mumder ane S{l.'l

CHICAGO 60612 Cook

iy 21P Cave County

| hergbyy apply for an llincis Controlled Substances Regittration in sccordance with the lllinois Controlled
Substences Act. | centify that | have antwered sl questiont on the raverse side of this application to the best of my
knowiedge.

Z/-Df Ao

Fee: $_ 500  Prectitionss OFFICIAL USE ONLY

- State No, _ﬂ%;ﬂ Y

Myke check or money order payabls ta: Receipt No.
Deparimant of Protessiona! Regulation

OFFICIAL USE ONLY

HEALTH Serviced BESTIOH
Noy 02 10
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APPI.ICATION FOR S?ATE ONTROLLED SUSSTANCES HEGISTRATION

gl ogd
“j - h;uaw Actlvlw. (cmckmonlvl Yo t’dg "l

(gj’\ EW (81  Aatall Pharmacy MH m
FAY FEEEPEEENCS Y

W) Practitoner 0. 6F RS, ST .~ @34~ OB159)

__ tocacosnitivid

C1. Poyalclan 7 Professional ﬁwﬂl No.
ey

2. Dantist Professionsl Uum- No.

3. Podiatrist Profesnonsl Uunn No.

4. Vaterinarlsn Professional len Na,

[} (€}, Hospltal b Pharmacy PmltNa.

-
*Hospitsls with dmg rooms, use Drug Enlaruml A&nhhu-am Number.
o) Z 00

{1 (F) *Tesching institution u.wan m_toa No,
FRAMIAY b

~ K J F)

Drug Schedules;: (Ciscle all spplicable} :

@ @ [ ® ® O

Have you aver ben convicted of s felony'dndé¢ ey Samresdederal law ralating to contralied substances?

HY mRRG »
(ive, N . ‘_a_n.srmm:‘:g- 3

ek, A
Hes any wlmmmnwwmmmmnmmmmm :
ravoked, denied or I It panding action? X -

[ }Yes No

1f answer 1o questions 3 or 4 ig yes, ertach 3 letter sxplaining.
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