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e
-
~
5
¥
-

A

TRANSCRIPT

Scaled ' Standard

: =< Score 1 : Scora ;

Anatomy

*hysiology

Biochemistry

Pharmacology ?
Pathology ‘ ; SR
Microbiology |
Osteopathic Principles

Total Score

Minimum Total Passing Scaled Score or Standard Score 75/400

TOta' Score Ry o _ -
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I, Joseph F. Smoley, Ph.D., Executive Director of the National Board of Osteopathic Medical Examiners
Inc. do hereby certify the above 10 be a Wrue repont of the record of :

Tian Xia, D.O

tfasuéd'c_é]ﬂ"ﬁc-mﬁ of Complation No. 32582 on A_nrﬂ 2 i, 19‘99

August 7, 2001
Date Prépared

MOy, Fi.
Execulive Director
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Health Professions Bureau

402 West Washington Street, Room W41
Indianapolis, Indiana 46204

Tekephore (317) 2322060
Fax (317) 2304234
hip www i org hph

August 16, 2001

Illinois Dept of Professional Regulation
320 West Washington, L & T-1
Springfield IL 62786

To Whom It May Concemn:

THIS IS TO CERTIFY THAT: TIAN XIA

BECAME A LICENSED: Medical Residency Permit

NUMBER ISSUED: 11009606A

ISSUANCE DATE: 07/01/1999 RErERNED
EXPIRATION DATE: 06/30/2000 o AUG % 7200
STATUS. Expired i‘ Dp;ﬂ-i‘éi‘v?.ﬁiCAL UNTY
BASIS OF LICENSURE: Endorsement

SCHOOLUGRADUATION DATE:  CHICAGO COLLEGE OF OSTEOPATH  01/01/1998
indiana University Medical Center

Notice:
Our agency has recently converted to a new computer system which has incorporated month

and day to the graduation date. However. our old system only indicated year of graduation.
You will find the graduation date listed 01/01/year of graduation. Please consider the
verification valid although the graduation date may conflict with the applicant's month and day
the year should be accurate.

Unless otherwise indicated. the State of Indiana has not disciplined this license. if other
infarmation is needed, please contact the Records Division at (317) 233-4409.
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DEFICIENCY NOTYTICE FOR TEMPORARY/PERMANENT PHYSICIAN LICENSURE APPLICATION

Return this form with the requested materials to:

State of llinois
Department of Professional Regulation
320 West Washington Street

MED 1

Springfield, llinois 62786

. Submit the required fee of § made payable 10 the | 21. Complete AF-MED form (Certification of Afiliation). Subma
Cepartmant of Professional Requiation  This fee is not refundabie 1 :”-‘"‘9&“{"‘? copies of affiation agreement(s) from the foliowing
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program dates 26 Submit documentation evidencing maintenance of chinical skils
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27, Submi proot of prolessional capacty. Seo copy of atached
nstructions for specihic informaton required to be submitted.

10. Submt CA-LTD form |
11, Submit ED-MED form (cetfication of eduzation) :I
12 Submd ED-MON form completed in fs enlirety

]
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13 Aldavits, (ED-AFF forms) must be comoieted in accerdance wrh CPR|||
poiicy  Copy of pobcy attached ! i. forwarded dreclly from
14 Verification of Pass/Fail Exam History--Regues! apgropnate 29. Submit evidence of remedial training.
board(s) or councd(s) to forward offcal transcrigt of your pass/fail i R y
exam history (FLEX, National Board, USMLE) @rectly (o this Depant- { i . f":n::}TH'HED form sigred by program dvector, with seal of
J ment. Must include daie ang results for each exam At nipt | f Py

18 Submit ofhcal premed calimedicat trans th school Ir_
15, Svbmit’ othcial p - Hanacrp weh school sesl afixed does not have a seal, form must be nolarzed and @ keter on
ofiical stationary must be attached vertying no seal exsts )

32. Sign formis) whene indicated

Submt certficaton of onginal'current licensure (Supporting

Document CT) from

16 Submd photocopy of your U e
17, Submit proof of Tauo or Acta

1.'"\.531 University / Hospital seal must be affixed to form (I instiution
{
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[ 18 Submit proof of Socal Service or FAth pathway
19. Submit proo! of EC FMG centification
20 Submat copy of evaluation form for each of ihe folowing core rolations: | 4 Suberil prool that ;chu are Board-certdad in a :.%.air" :
1 4 Submit restoration questionnare (Supporting Document RS)
2 & 36 Submd VE form. If in privale practice, submat sworn statement
atlestng 1o your active praclice
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Submit the required fee of $ made payable 1o 1he
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DEFICIENCY NOTICE FOR TEMPORARY/PERMANENT PHYSICIAN LICENSURE APPLICATION

Return this form with the mquﬂlﬁd materials to:

State of lllinois
Department of Professional Reqgulation
320 West Washington Street

MED 1

Springfield, lilinois 527886
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