RECEp -

NOV g6 01z
K&SBHA

Application for Physician Licensure

1. Name: Indicate vour full legal name. If your name has changed at any time during your life and you are net using
FOVSE, you must submit a copy of the legal document (marriage certificate, divorce decree, etc.) supperting your name

change,

1. Full Mame (use no initials)

Last Name L/]" o&h ne
First Name C,L\ ery J

Middle Name. B
Suffix

Maiden Name
AN D017

Al other names used

Z. Address/Phong: Please complete all sections and indicate which address vou wish to be used for public access
and which is 1o be used for mailings from the medical board. Each state’s law determines whether each address or
phone number is a public record in the state in which you are applying. You may wish to contact the licensing authority
for that state for further information. Many boards publish the "Public Access” address on thelr website; therefore, you
shouid consider what your preferred address is for these purposes. )

Practice Address Steet__ S e .0 & Ko}/ og 8 D
W Public Access

2 Malling '
City Wichaid e staeFrovinee- XSS 71P Code (Y LR
Telephons__ 44> 925 - 32 )5 Fax_Aile-4 2S5 - 395/
Confidential
E-rnail address
Alternate Phone (e.q. pager or cell phone)
Confidential
Home Address Street.
(] Public Access —
[:ﬂ/ﬁfiaéléng
City Chiceago State/Province T ZiF Code (0622
Confidential
Telephons : : ; -
E-maii addressuconﬁden“al
Alternate Phone {e.g. pager or cell phone} Confidential e
Applicant Name: NG eyl (Cheskine Date: 1) ’/ 2wifi

Uniform Application for Physiclan btate Licensure
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‘ <8201

3. ldentification: i you are not using FCVS, yeu' must submit either & notarized copy of your birth céxté_?iaaté{@ & ; ¥
notarized copy of your cwrent, valid passport. A

3. ldentification

Confidential ;4 5 Louicvill e < \! ()SA
Diate of Birth Birth City Birth State/Province Birth Country
{mmidd/yyyy)
¥ Confidential 182132550
Gender Social Secunty Number NPl Numbar ~  Are you a U.S. Citizen? M Yes [[INo

Your social security numiber is required to facilitate reporting to the federal Heslthcare Integrity & Protection Data Bank (42 U.5.C. Seclions 13202~
Talb}, 5 UL8.C. Section 552&, and 45 C.F.R. pt. 61} and for accurate [dentification under the faderal and state child suppor enforcement law (42
11.5.C, Section 868 and applicable state law). i may also be used for reporting to the National Practitioner Date Bank (42 U.5.C. Section 11101 and

45 C.FR. pt. 80} and for othar investigalive/eniorcement purposes in compliance with state laws governing physician discipline or s otherwise
required by stede or federal law.

The Matisnal Provider idertifier (NP1 is a Health Insurance Portability and Accountability Act (HIPAA) Administralive Simplification Standard.
For more information on the NP| | please go to http/Avww.oms hhs gov/MationalProvidentSiand/,

4. Medical School: List all medical schools you have attended, sven those from which you did not graduate, in
chronological order. Attach an additional sheet i necessary. if you are not using FOVS, you must complete the
attached "Medical Edunation Verification” form and send it {o all medical schools you have allended. You must inciude
a copy of your diploma to which the medical school must attach thelr seal prior 1o forwarding it to this Board,

Additionally, the medical school must provide this Board with an official copy of your transcripts. The medical schoot
must forward all documentation directly to this Board.

4. Madical Schoel (sttach additional pages if necessary)

1. School Name_Umiversihy ol Kentvcksy Collexe ot Medicine
Address

City / e,x"ns»'!—b—a State/Provincs k-\; 7ZIP Code ST
Country S ‘5.@

Attendance Dates (From - o} p\‘\fbu st Qoo . ™ ey ZonS
Graduation Date .10 Ay ATl Degree ___ ™M D

2. School Name

Address
City State/Province ZiF Code
Country .
Attendance Dates From - )
Graduation Date Degree
Applicant Name: 611 . _1___._(;1:1._4:.,8753—1 2  bater yy)ze },-7_

Uniform Application for Physiclan State Licensure R ,
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5. Fifth Pathway: if you attended a Fifth Pathway program and are not using FCVS, you must complete the aftached

“Fifth Pathway Verification” form and send it to your medical schoel and to the institution where you completad your

rotations. You must include a copy of your diploma. The medical school and institution must forward all documentation

directly 1o this Board.

5. Fifth Pathway (If applicable)

1. Medical Schoot Name

Address

City

Country

State/Province

ZIP Code

Attendance Dates (From - To)

Graduation Daie

2, Medical School Name

Degree

Addrass

City

Country

State/Province

ZIP Code

Aftendance [Dates Fom-To)

Graduation Daie

[Dagree

Apglicant Name: LL\ gyl CL o ctime

Date: 2o |\~

Uniform Application for Physician State Licensure
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6. Postgraduate Training: List all posigraduate programs you have attended, even those you did not compiete, Attach
an additional sheel if necessary. If vou are not using FCVS, you must complete the attached "Posigraduate Training
Vszriﬁcation”\ form and send it to all postgraduate fraining programs you have attended. You must submit a copy of your
certificate of program cornpletion to this Board. The posigraduate program must forward all documentation directly to this
Board.
food T

is““ {-JA‘CE:” Pl

L iy '3

8, Postgraduate Tralning (copy and attach addifional pages ¥ necessary) ;‘VU!/ " ¢
£ 25; -
pa
Complete name and acldress of hospital where training was conducted {Do Not Abbreviate} K‘SE g“
3 A
AEE

1,Hospital Name lolesk Soburben dedtca) Cende
Hospital Address ) Ex-le  C4

City . ) ?M kK

State/Province Tl

ZIP Code__ o030 7=

Country__(JSA

PGY: (e.q. 1,7 3, etc) Mintemship M Residency [ Fellowship [JResearch [Other 11755
Accredited by: T ACGME [TAOA TIRCPSC M None [ Cther
Depariment/Specialty: F o h,} Med!ene

From: ©(, /| Loog Too o / 2oi2 Successhly Compisted? Yes™ Noll in Progressi]
Month Year Month Year

2 Hospitat Name.

Hospital Address
City
State/Provinces
ZIP Code
Country

PGY: {e.g., 1,2 3 ete) [Jintemship [0 Residency [ Fellowship [l Research [] Other

Accradited by [ ACGME 1A0A CRrCPsC {INone [ 0Other
Department/Spacialty: '
From / To: / Successfully Completed? Yes[J Nol[J In Progress[]
Maonth Yoar Month Yeaar
Applicant Name: (,l,. ecyl CL\ o5t & o Data:  \ ‘q,o [| <
: !

Uniform Apglication for Physiclan State Licensure
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&
6. Fostgraduate Training (continued) : ’E“’fo”g P
i d c’fﬁ
Ko
3.Hospital Name By

Hospital Address
City
State/Province
ZIP Code

Country

PGY: (a.g. 1,2, 3,etc.) [Jintemship []Residency [] Fellowship [ Research [ Other

Accredited by: O AceME  [1AQA [ RCPSC [ Nene  []Other
Department/Speciaity:
From: / T / Successfully Compieted? Yes['] No[J In Progress[ |

Month Year Month Year

4 Hospital Narme

Hospital Address
City
State/Province
ZIP Code
Country

PGY: (e.g., 1,2, 3, ete.) [ intemship [ Residency [ Fellowship [ Research [ 10ther

Accredited by ] ACGME CIACA CIRCPSC CiNone [ Other
Departmeant/Specialty:
From: ! To: / Successfully Completad? Yes [} Mol lIn Progress [}
Month Year Month Year
3
Applicant Name:. (/L,Q__f\l | O,, oS e Date: |\ /q,o/ﬂ—
]

Uniform Agplication for Physician State Licensure
Page 5
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7. Examination Mistory: If you are not using FCVS, you are responsible for contacting the appropriate exam)

entity and having a certified transcript of your scores sent directly to this Board.

‘."\ [ [

7. Examination History

below.

List each licensure examination, U.S. or intemational, you have taken {USMLE, NBME, NBOME, LMCC, Efc.). If

additional space is necessary, please enclose a separate sheet with your application and include all the information

Examination

Most Recent Date taken (Month/Year)

State Board BExam State
FLEX Pre-1985

FLEX Component 1

FLEX Component 2

LMCC — Single

LMCC — Part i

LMCC — Part ll

NBME Part |

NBME Part il

NBME Part il

SPEX

NBOME Part !

NBOME Part il

NBOME Part Hl
COMLEX-USA Level 1
COMLEX-USA Levet 2, CE
COMLEX-USA Level 2, PE
COMLEX-USA Level 3
COMVEX

USMLE Step |

USMLE Step I, CS
LUSMLE Step I, CK
LISMLE Step 3

O (e /’?_oo“l

| o [ oo

o 6 /"LOQS‘

SOlror

Passed (P) or Failed {F)

e

ae
P
ap
P
P
e
Op
P
e
e
e
P
e
e
Or
Or
e
e
b P
Mp
P
TP

[IF

[IF
CiF
[IF
[IF
CIF
LIF
[IF
IF
CIF
[1F
LIF
LIF
CIF
[IF
OF
CiF
Cir
OF
OF
LIF
CF
CIF

Number of attempts

Applicarnt Name! qu oyl C],, &< e e
1

Date: \\ ,!"Lb f}"—?—-

Liniform Application for Physician State Licensure

Page &
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8. ECFMG: If ECFMG is applicable and you are not using FOVS, you are responsible for contacting ECFNE_G

5

ing a certified "Status Report” forwarded directly to this Board. There is a separale fee for this repord. Reports bartbide. i W ]
obtained through the ECFMG websile at www.ecimg.org. ‘

NOV 2 6 2017

8. ECFMG (if applicable)

Certificate Number

fssue Date

T RKEBHEA

Valid Through Date

8. State/Province Professional Licensure whether temporary gf permaneni: List all states and Canadian provinoes
where you currently hoid or have ever held any type of medical/osteapathic license or certification. Youl must also com-
plete the attached “Licensure Verification” form (Form #1) and forward It to all states or pravinces in which you have held
any health care license or cerfification. The verifying entity must forward alf documentation directly to this Board. Some
state boards charge a fee for this information. Contact the state board where you hold or held a license to determine

their requiremants,

9. State Licensure — MD or DO only — altach additional pages if necassary

1. State/Province _ T Type __MD  License Number 026128802 giatys chve |ssue Date [/ 2ot
(MD, BO}

2. State/Province Type License Mumber Status issue Date
{MD, DOY

3. State/Province Type License Number Status tssue Date
{0, DO}

4, State/Province: _Type License Mumber Stetus o lssue Daie
(D, DOY

B, State/Province Type Licenss Number Siatus _ issue Dats
(RT3, DO}

8. State/Province Type License Number Status Issue Date
(Mp, DO}

7. State/Provines Type License Mumber Status Izsue Date
(MB, DO

8. State/Province Type License Number e Status.___ lssus Dale
(MD, DO}

8. State/Province Type License Number e Stetus__ ssue Dale
(WD, DOy

10.8fate/Province Type License Number __. Siatus Issue Date
(#D, DO

Applicant Name: (, L‘\an,/ C],m_g N 2. Date: 44 }’L © }r‘!—
1 Y - v

Liniform Application for Physiclan State Licensure

Page 7
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:, i il
5 g
Wi

77 g
Yt r'fé"" Iﬂ\ rs

i"\fOif f’g? ,ﬂ g&”f
Al Other Healtk Care Licensure/Certification {e.g., RN, PA, elc.) - attach additional pages if necessary., _ B

SR HA
1. State/Province Type License Number Status tssue Date. e
2. Btate/Province Type License Number Status fssue Date. .l |
3. State/Province Type License Number Status fssue Date e
4. State/Province Type License Mumber Status fssue Date_
5, State/Province Type Licensa Number Status lssueDate_

10. Chronology of Activities: List ALL acfivities {medical, non-medical and posigraduate trainingj in chronolegical order
beginning with medical school graduation to the PRESENT date, using MONTH and YEAR. For any non-working time,
vou MUST state on the form exactly what your activitios were, such as "vacation” or "seeking employment,” as well as
vour permanent address. If you workad for a physician-staffing greup or did locum tenens, you must list all facilities
where you worked and include complete dates and addresses. DO NOT SUBSTITUTE ANY OTHER RESUME FOR
THIS FORM. Be sure i indicate the percentage of working time spent in clinical administrative duties.

10. Chronology of Activities (copy and attach additienal pages f necessary)

1.
From: Practice/Employment Name__ Ve aton
Month 2% {or list non-working time as indicated above)
Year 022 Practice/Employment Address 324 Lake S+
City__ ok Cork
To : State/Province. %
Mont_2 G ZIP Code (oo 30Tt Country LS4
Year 2220 Position and Department _a (e % Clinical - % Administrative
Employment [ Staff Privileges [ Afliation [
2.
From: Practice/Employment Name Weer Soubmban Medical Confe
Month: £ Lg__ (or ist non-working tirme as indicated above)
vear. 2229 Practice/Employment Address__ | &xle  C+
City_Oa k. Ferlic
To: State/Provinge ..ldes
Month: e ZIP Code - (p23.07% Country (IS4
Year: Leoil Position and Department Y e sldead % Clinical 1252 % Administrative— 2.
Employrrent ht” Staff Privileges [ Affiliation [}

Applicant Name: (’ eyt Ch corpae

Uniform Application for Physictan State Licensure

Page 8
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3.

From: Practice/Employment Name v o.c e {don Y N
Moot ™) {or list non-working time as indicated abova) i/ ey / Efif
Year OO Practice/Emplayment Address __ | (ptf¢] L A uctn Blvd ) ‘&j/.‘: pe )

|‘cy__Clqtc_.15:> > e ) ‘ggfé?

To: State/Province_ Ll s 7.
Month: 4(6 ZIP Code (906‘911 Country US4 !
Year. LoD i Paosition and Departiment ( a_ % Chnical Y% Adrninistrative

Ermployment [7] Staif Privileges [ Affiliation [ Other

4,

From: Praclice/Employment Name_M;CMmgam ~-Chease. J@h)_wbcb_cm{er
Month: ,Qﬁg;_u {or list non-working time a8 indicated above} -

Yearn_2-0C Y Practice/Employment Address _ <) 17 K S Ol Prk Avre
Gty Ogpl Yerk

To State/Province T
Manth: ?/'E.SE/_\I ZIP Code _ (,oRo “t Country __J S
Year ~ Position and Depariment %?l’“‘""i' sfelan % Ciinicat _t o0 __% Administrative_ &

Employment 7 Staff Privileges [ Affitation [ Other

5,

From: Practice/Employment Name
Month: {or list non-working time as indicated abouve)

YRR Praciice/Employment Address
GCity

Tor State/Provincs
Month: ZiP Code Country
Year: . o Position and Depariment % Clinfeat ____ % Administrative

Employment [ Staff Prvilsges [7] Affiation 7 Cther

G.

From: Practice/Employment Name
Mionth: {or list non-working time as indicated abova)

Yaar: Praciice/Employment Address
Gity

To: State/Provincs
Month: ZIF Code Couniry
Yesr. Position and Department % Clinical % Administrative

Employment [] Staff Privileges 7] Affiialion ] Cther

Applicant Name: [),L\ﬁ_n,l,l (licshine

Date:r )n_o/,‘?-

Uniform Application for Physician State Licensure

Page 9
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g "“imf\‘:‘ g
; - Ll
11. Malpractice Liabitity Clatms Information (copy this form to report multiple claims) : g i 9a Q
” "0
Name of patient invelved: NV SE fi‘fﬁ
in which siate did the action take place? . Case number {if applicable)

‘Which court?
{if private compromise or seitied befors initiation of civil action, state here)

Current status of claim:

1 Open {pending) 1 Closed (settled or judgment) Ul Dismissed {no money peid o)
(] Gther
Amount of judgment or settiement $ Amount paid on your behalf §

KMonth and year of event precipitating chaim:

Month and year of lawsuit:

Insurance carrier at time:

What is/or was your slatus? i1 Primary defendant 1 Codefendant [ Giher

Please provide specifics in reference to the adverse event i'nciuding ihe allegations and your role in the event:

Applicant Name: /;f/le,(\{l CJ/[QS'H«—;Q_ Date: (y }Ml‘ *

Uniform Application for Physician State Licensure @ 3008 Federation o Stste Mechcal Brrds
Page 10



Affidavit and Authorization for Release of Information: You must attach a recent (less than € months old)
passport quality, color photograph of yourself to this form. Take the form to a notary public and sign the form in
the presence of the notary public. The notarized form then must be sent directly to this Board. FFS ;C i~

g Lf g

Affidavit - Mg 201
And L ean.
Authorization For Release of Information ASBHA

{, the undersigned, being duly sworn, hereby certify under oath that | am the person namead in this application,
that 2!l statements | have made or shall make with respect thereto are true, that | am the original and fawful pos-
sessor of and person named in the various forms and credentials furnished or to be furnished with respect to my
application and that all documents, forms or copies thereof furnished or to be furnished with respect to my appli-
cetion are strictly trus in every aspect.

| acknowlaedge that | have read and understand the Application for Physician Licensure and have answered all
guestions contained in the application truihfully and completely. | further acknowledge that failure on my part to
answer questions truthfully and completely may lead to my being prosecuted under appropriate federat and state
faws.

{ authorize and request every person, hospital, clinic, government agency (local, state, federal or foreign}, court,
association, institution or law enforcement agency having custody or controf of any documents, records and
other information pertaining to me to furnish to the Board any such information, including documents, racordsa
regarding charges or complainis filed against me, formal or informal, pending or closed, or any other pertinent
data and to permit the Board or any of ifs agents or representatives to inspect and make copies of such docu-
mants, records, and other information in connection with this appiication.

| hereby release, discharge and exonerate the Board, its agents or representatives and any person, hospital,
clinic, government agency (local, state, federal or foreign), court, assoaiation, institution or law enforcement
agency having custody or control of any documents, records and other information pertaining to me of any and
all Bability of every nature and kind arising out of investigation made by the Board.

§ will immediately notify the board in writing of any changes {o the answers to any of the guestions contained in
this application if such a change occurs at any time prior to a license to practice medicine being granted to me
by the board.

| understand my failure o answer quastions contained in this application truthfully and cormpletely may lead to

denial, revocation, or other disciplinary sanction of my license or permit to practice medicine

Applicant's Sigmatlre (must be signed in the presence of a nofary)
C J/\ a8 Hre

Applicant's Printed Last Name

ff\ E¥N) ] p(
Applicants Printed First Name, Middle Initial, and Suffix (e.g., Jr)

L LS 1
Date of Signature

ﬂ NOSARY
Dated.u.._.._l_l_z&_/i?—M Signed C_/Q Q’7

State of LL-7'5 County of (ol

T
SUBSCRIBED AND SWORN TO before me ?hisj____ﬂ day of, 04666

My commission expires:...L2 / <! / wisS (%OTARY "y %{%&?gv% §
4 ALEX 3B e

¥ Notary Public, State of linois o

Applicant Name: C/l’&em? CL, asyne Dﬁ"fgi‘”ﬁ’?ﬁ;’,’?ﬁf"“”"“

Liniform Application for Physiclan State Licensize @ 9008 Fagergtion of Siate Mediral Boards
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Kansas State Board of Healing Arts
Addendum 1

Discipline applying fors (Check appropriate item) .

(7] Medicine & Surgery {1 Osteopathic Medicine & Surgery

License Designation: Please select the Jicense designation you are requesting.

hT Active A license issued to a person engaged in the practice of medicine and surgery, osteopathic medicine and
surgery, chirepractic or podiatry. Tndividnals must maintain and submit evidence of satisfactory completion
of & program of continuing education and are required to have professional liability insurance in compliance
with F.ansas faw. Bach active license may be renewed annually,

[T Federal Active A Heense {ssued to only & person who mests all the requirements for a license to practice the healing arts in
Kansas and who practiced that branch of the healing arts solely in the course of employment or active duty in
the United States government or any of its departments, bureaus or agencies or who, in addition fo such
employment or assignment, provides professional services as a charitable health care provider as defined
under K.8.A. 75-6102. Continuing education, expiration and renewal of a license shail be applicable to a
federally active license. A person who practices under a federally active license shall not be deemed 10 be
rendering professional service as a health care provider in this state and s not required to have policy of
professionat liebility coverage in sffect.

[} Inactive A ticense jssued to a person who is not reguiarly engaged in the practice of the heating arts in RKansas and
who does not hold oneself out to the public as being professionally engaged in such practice. An inactive
Heense shall not entitle the holder to practice the healing arts in this state. Each inactive license may be
renewed annually. The holder of an inactive license shall not be required to submit evidence of satisfactory
completion of a program of contisuing education and is not required to bave basic coverage or self-insurance
in effect solely because such person is no longer engaged in rendering professional service as 4 hoalth care
provider,

(] Exempt A lieense issued 0 a person who is not regularly engaged in the practice of the healing arts or podiatry in
Kansas and who does not hold eneself out to the public as being professionally engaged in such practice.
Each exempt license may be renewed annually. The holder of an exempt license is entitled to all the
privileges of their branch of the healing arts and (1) may serve as a coroner or as a pald employee of a local
health department as defined by K.S.A. 65-241; or (2) practice as a charitable health care provider for an
indigent health care olinic as defined by K.8.A. 75-6102. Additionally, the holder of an exempt license may
perform administeative functions, The holder of an exempt leense shall not be required 10 submit evidence
of satisfactory completion of a program of continuing education nor are they required fo have bastc coverage
or selfinsurance in effect. 1 acknowledge by marking the exempt cheek box, that with an exempt license 1
will not he a health care provider as defined by K.5.A. 40-3401, that I am not required to maintain
professional liability insurance in accordance with K.8.A. 40-3401 and that services 1 render while a holder
of an exempt license will not be insured or covered by the Health Care Stabilization Fund. 1 intend fo engage
in the following professional activities in Kansas: ’

Additional Tnformation:

1.

L

Have you ever been licensed to practice the Healing Arts in Kansas? [1Yes M No

Give location of intended practice in Kansas S hwei-5 17 (- Welloco PAlyohta Je£ £12)8

Primnary Specialty FG\M';]\J! Medic iz

American Board Certified  \ - frz@E M Arnerican Board Eligible

Statemeni: of Health:

4, Do vou presently have any physical or mental problems or disabilities which could effect your ability to competently practice

your particular branch of the healing arts or your particular specialty?

[ ves M No

If ves, applicant shall file with this application, a detailed statement of his/her health, diagnosis and prognosis, supported by a
report from his/her attending physician including any medication and freatment currently prescribed.

Name (Prinied or typed): C,lq ey | C’/L-n ag f e Date: 11 '/‘L-o / e



REcg)y, £
Noy b 623!2 Eorm #2

Medical School Verification —Page 10f4 |
(Copy this form for mutiple schools} = KSB‘HA

Applicant Instructions: For applicants not using FCVS, complete Section 1 and Section 2 of this form then send this form
to your medical school along with a copy of your diploma. Request the Dean or designated official to complete Section 3
of this form and return this form, the sealed copy of your dipioma {to be sealed by your medical school) and a copy of
your official transcripts directly to this Board.

Section 1: Applicant Information

Last Name: cjf\ esbh e
First Name: CL-l Q,r‘\,.r)
Middie Name:___ P

Suffix:

MName if differert when dipioma awarded: ; .
Confidential

Social Security Number:
Confidential

Date of Birth: , ¥

The applicant's soclal securily number is ié be used for purposes of identification and may not be used for any other reason,

Waiver for release of information: | authorize the medical school below to provide any and alt
énformat‘)periaining to my medical education at your institution to the below listed Medical Board.

T e oSS

AppiEant’s Sighature Date

Section 2: Instructions to the Dean or designated official of medical school

Please complete Section 3 of this form, certify the enclosed copy of the above named applicant's diploma by placing
your school seal on it, enclose an offical copy of the transcripts of the above named physician and forward all of this
information directly to this Board {o the following address:

Board Name: \Caft_ﬁ‘a,s“ Sitnre Roerd of l“"éx‘._lm Fho5
rdgross 800 SW_JTecksen, Comr lover, Suide P
City ’r—c?c‘;k.m

State/Province KS

zIP Code_ Lol lo 1 7%

5 :
Applicant Name: CJ,\ eyl Chashie Date: , | / W/
] ) M 4

Uniform Application for Physician State Licensure
Page 13
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RECEEVEBForm #2

Medical School Verification — Page 2 of 4 NOY lg 2017
%

{Copy this form for multiole schoois) )

Seaction 3: Medical School Verification

Medical School Name: l/{ ) I"\/‘%f/ﬁi\Lu D{VA k»\) LL*L QC’K«W Cﬁ) QQ" 0'( /Mﬁﬁ{\ U M-
School name if different when the above apéllcant attended;

Medical School Address: i?‘ﬁ///ﬂ%ﬁ{‘{’/{ ﬂ(U‘L /})( ﬂmm o/ 40 50

Street SiatLlProvmce ZIP Code
Hours of undergraduate education required r admission |n73 your school: ' L/ ‘3. .
Applicant's Attendance Dates: From [7(5/0‘ CSTD 95//"} Q?Graduatxon Date: 0“5!}6#0 ’ Degree: Z” ] 2

élndrcate N/AF not applicable) (Indicate N/A if not applicable)

Total weeks of education applicant attended your school:

i certify that to the best of my knowledge and belief the fi oing is a tiise, aceurgte and compiete staternent of

the record of the individual named on this form.
Sign : T
_ Print name: m
AFFIX INSTITUTIONAL SEALHERE Title; F ‘University of Kentucky College of Medicine

(If no seal is available, this form must be notarized) Date: /’//B/Mlz

Phone nljmbei: @3}3245(’  Fax &5@ 32’3 go«/ﬂé
E-mait: C0m_. m@zm & mt\%{- Yl

VERIFICATION OF MEDICAL EDUCATION

Unusual Circumstances: The following questions apply te unusual circumstances that occurred during any part of the
individuai's medical education. Please check the appropriate response and provide dates and requested information.
"Yes" responses to any of these questions require a copy of explanatory records or a written explanation (attach addi-
tional pages as necessary},

- Applicant Name: : Date:

Uniform Application for Physician State Licensure
Page 14
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Ect!{%’r&ﬁ"@ Form #2
Medical School Verification — Page 3 of 4 Nov 5 4« 7
| L6205

(Copy this form for muliiple schools)
© RSBy

1. Does this individuai's official records refiect (an) inferruption{s) or extension(s) in his/her medical education?
Response [ YES F'\No
If YES, please select the reason(s} for, indicate the dates of the interruption{s) or extension(s) and check

whether the interruption/extension was approved or unapproved.

Fram MofYy  To Mo/Yr Approved Unapproved

Personal/Family ] ]
Academic remediation ] [
Health L] =
Financial L L
Participation in joint degres [ 0
program {e.g., MD/PhD)

Participation in non-research O 1
special study (e.g., Tellowship,

international experience}

Participation in non-degree research ' o O
Other [ [

Please Specify:

2. Does this individual's official records reflect that he/she was gver placed on academic or disciplinary probation during
hisfher medical education? Response [ IYES NO
IfYES, please select the reason(s) Tor the probation, indicate the date(s) of placement on and removal from
probation and attach additiona! documentation to this report.
From Mo/Yr  To Mo/YT
L1 Academic Probation

Probation for unprofessional conduct/behavioral reasons

[l
L

Probation for other reason

Please specify reason:

3. Doss this individual's official records reflect thai he/she was ever discipiined for unprofessional conduct/behavioral
reasons by the medical schoo! or parent university? Response [] YES [ANO

If YES, please provide detailed documentation/information about the circumstances and outcome(s):

Applicant Name: Date:

Uniform Application for Physician State Licensure
Page 15 2008 Federation of State Medics| Boards



RECEJVED  Form#2
NOV 1 g 201

Medical School Verification — Page 4 of 4
{Copy this form for multiple schools)

4, Does this individual's official records reflect that he/she was ever the subject of negaétfive‘re'ports for behaWoraf rea-
sons or an investigation by the medical schooi or parent university? Respecnse LIYES NG

If YES, piease provide detailed documentation/information about the circumstances and outcome(s):

5. Does this individual's official records reflect that there were ever any limitations or special requirements imposed on
the individual because of questions\gf academic incompetence, disciplinary problems, or any other reason?
Response [ ] YES NO ) :

If YES, please provide detailed documentation/information about the nature of the limitations or special requirements.

Applicant Name: : Date:

Uniform Appiication for Physician State Licensure
Page 16
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Cu all who way read these letters, (breetivins: -
Bereby it is certified that, after the pursnit of shidies. the passane of pxaminstions reguiced
) and upon the nﬁgg uf the Hninersity Senate, the Boerd of Crustees
of thr Hufwersity of Kenturky, theouph the President, confers upon L S
Cheryl Ann Chastine IR \m&
the drgrer of . ) - ST x“
Bortor of Sedicine R LR

_ o B Bt S o e
with all the rinhts, peivilenrs and bowers pertaining theretn, _ ,

HBated this sixteenth day of mwmm‘ 20049,

@ of Medicine.

Cacdimacar, BOVED oF TRUSTERS

ENVERSTY REGSTRAR

College of Medicing Regist

e~

e
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ﬁEﬁ 19 zmz Form #3

Postgraduate Training Verification - Page 1 of 3 -
{Copy this Torm for mulliple programs) RIons
Applicant Instructions: For applicants not using FOVS, complete Section 1 and Section 2 of this form then send this form
to your training program. Request the Program Director or designated official to complete Section 3 of this form and
return this form directly to this Board.

Section 1; Applicant Information

Last Name: . CJ»"\&S'H €.
First Name: (j bhe ! )
Middle Name: P~

Suffix

if di il el
Namne if different when dip 88’%‘33&5?

Social SECL:;'ityC&c')'ﬁ??ggﬁ'ﬁ al

Date of Biith: - bl

The applicant's sovial security number is to be used for purpsses of identification and may not be used for any other reason.

Waiver for release of information: | authorize the Postgraduate Training Program below to provide any and all
information pertaining fo my medical education at your institution to the below listed Medical Board.

Y. s /el

Appflearts Sidnatiare Date

Section 2: Instructions o the PROGRAM DIRECTOR or designated official of POSTGRADUATE TRAINING
PROGRAM.
Please complete Section 3 of this form and forward this information directly to this Board at the following address:

Board Name: kK, \sag State Board of {-+ e_l_ffh.)_,n«-i Protg
Address_ oo JL1 Tackser, C=wers Lanced Suide A
city T, cpele

State/Province . Jc S

ZIP Code ~ (ol (pr 2

Applicant Name: (m, g: . G’L[ (hheshhe Date: !r/u/: 2

Uniform Application for Physiclan State Licensure
Page 17
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Do CENVED

nEC 16 201

Form #3
Postgraduate Training Verification - Page 2 of 3 ' KERMA
{Capy this form for multiple programs)
Section 3: Postgraduate Training Verification
2 .7 . S
institution Name: Mé"‘f?" \51/515 UEEBAN /%6"2) (CA C/é_- N TE L
nstitution Address: ~3 & RKLIE CoUR T
Strest
City OAK /j AR R
State/Province___ =L &
7ZIP Code (0302
Affiiated Medical School Name:__ V&7 ALFLICALSLE
Program Type/Specialty. ___ FAMILY AGEDICIAE RES/DENCY
Postgraduate Year: 7G Y-l PLN-2 AND PEY-B SUCCESSF /el Y
COMPLETED,
[] Internship L@’ﬁesidency 1 Fellowship ] Research [1 Chief Resident
Other:

FromDate: 871 C1 12009 Tovate: Ol 1 30 12012

Successfully Completad?: [E(es CiNo Tlin Progress
(The definition of Successfully Compileted is: In each year of training, did the applicant demenstrate sufficient academic

and clinica!l ability to qualify for advancement without conditional or probationary status to the next year and next pro-
gressive level of responsibiiity in a designated specialty program?)

Accredited by: PaceuME [PaoA [OLceME [Orsc [JCFPC LIRCPSC [1APPAP [[INone of these

Unusual Circumstances:

Bid this individual ever take a leave of absence or break from hisfher training? [ Yes @/No
Was this individual ever placed on probation? 1 Yes [ No
Was this individual ever disciplined or placed under investigation? i1 VYes o
Were any negative reports for behavioral reasons ever filed by instructors? []Yes M No
Were any limitations or special requirements placed upon this individual because [] Yes EE/NO

of questions of academic incompetence, disciplinary problems or any other reason?

Please explain any “Yes” response from above (attach additional pages if necessary):

g)
Applicant Name: C_qu,b,] ;] Chashnze Date: / Co /r -

Uniform Application for Physiclan State Licensure
Page 18
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Postgraduate Training Verification - Page 3 of 3
(Copy this form for multiple programs)

P T L
R CENEY

DEC 18 253%2 Form #3

1 certify that to the best of my knowledge and belief the foregoing is a true, accurate and complete siatement of

the record of the individual named on this form,

Signature: //‘?' &""‘V', i

Print name: ________ Scokt A. Levin, M.D,, Program Director

Title:

Date: ”//7//‘2’

Phone number: ;@c?" 7&33 ”23@ 9

Fax: 708~ N ey /A

E-mail: Vi Sl T PO WESTS B A AL

AFFIX INSTITUTIONAL SEAL HERE (If no seal is available, this form must be notarized)

Applicant Name: C_},L!e_.ﬁf/ (’jﬁe_q%%g_, Date: (._/(;,/;'7_.

Uniform Application for Physician State Licensure
Page 19
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Please

RECEIVED

Bt e

HOV 2.6 2017
Kansas State Board of Healing Arts T

e o ._‘
Addendum 2 - KSBHA

answer each of the following questions by putting a check (+') in the appropriate box. All “yes” answers MUST be thoroughly

explained in detail in a separaie signed page. You are required to fumish complete detaile including date, place, reason and
disposition of the matter and attach all relevant documentation. All information received will be checked accordingly to verify the
truth and veracity of your answers. If i3 imperative that vou honestly and fully answer all questions, regardless of whether vou believe
the information requested is relevant, I vou are unsure of your response to a particular question, check (¥) the “ves” box und submit

the appropriate form if required. Your responses on your application are evaluated as evidence of your candor and honesty. An honest
“yes™ answer to 4 question on your application is not definitive as to the Boards’ assessment of your present moral character and
fitness, but a dishonest “no”™ answer is evidence of 4 lack of candor and honesty, which may be definitive on the character and fitness
issue. Please be advised that a false response to any of these questions may be grounds for denial of licensure and reported to the
appropriate data banks. If a question is not applicable, then check (¥} the “no” box.

I. Have vou ever been dropped, suspended, expelled, fined, placed on probation, allowed fo resign, requested to leave
temporarily or permanendly, or otherwise had action taken against you by any professional training or educational program,
including but not limited to medical school, prior to completing the training?

[[Yes [iANo

2. Have you ever had any application for any professional license refused or denied by any licensing authority?
DYGS [Zﬁ\lo

3. Have you ever been refused or denied the privilege of taking an examination required for any professional licensure?
[ves [ANo

4. Have you ever been wamned, censured, disciplined, had admissions monitored, had privileges limited, suspended, revoked or
placed on probation, or have you ever involuntarily or voluntarily (fo avoid disciplinary action or investigation) resigned or
withdrawn from any Heensed hospital, nursing howe, clinfe or other health care facility in which you have trained, including
but not limited to residency or postgraduate training programes, or otherwise been a staff member, been a partner or held
privileges?

[ Jves [No

5. Have vou ever been denfed staff membership with any licenssd hospital, nuising home, clinic or other health care facility?
Myes  MINo

6. Have you ever been requested to resign, withdraw or otherwise terminate your position with a partnership, prefessional
association, corporation or other practice organization, either public or private?

[yes &ANo

7. Have vou ever voluntarily sorrendered any professional license?
[ves Mo

8. Has any licensing authority ever Hmited, restricted, suspended, revoked, censured or placed on probation, o had any other
disciplinary action taken against any professional license you have held?

[Myes ANo

9. Have you ever been netified or requested to appear betfore a licensing or disciplinary agency?
[Tres Vo

10. To your knowledge, have any complaints (regardless of status) ever been filed against you with any licensing agency,
professional association, hospital, nursing home, ¢linic or other health care facility?
[(Mves MiNo

11. Has any professional association imposed any disciplinary action against you?
Tves Mo

12. Within the past 2 years, have you used any alcohol, nercotic, barbiturate, or other drug affecting the central nervous system,
or other drug which may cause physical or psychological dependence, either to which you were addicted or upon which you
wwere danstident?

Confidential

13. Within the past 2 years, have you been diagnosed or treated for any physical, emotional or mental llness or disease,

including drug addiction or alcohol dependency, which limited your ability to practice the healing arts with reasonable skill

and aafery?
Confidential

Kansag State Board of Healing Arts
Addendum Page 2



14, Within the past 2 years, have vou used controlled substances, which were obtained iliegally or which werce not obtained

Confdentar eralidl nesenrintion order or which were not taken following the directions of a licensed health care provider?

15. Have you ever practiced your profession while any physical or mental disability, loss of motor skill or use of drugs or
afeohnl immaired vour ability to practice with reasonable safety”
Confidential

16. Do you presently have any physical or mental problems or disabilities which could affect your ability to competently practice

your professjon?
[ves No

17. Have you ever been denied a Drug Enforcement Administration (DEA} or state bureau of narcotics or controlled substance

registration certificate or been called before or wamed by any such agency or other lawful authority concerned with
controlled substances?

Clyes [ANo

18. Have you ever surrendered your state or federal controlled substances registration or had it revoked, suspended, or restricted

in any way?
Flyes o
19. Have you ever been notified of any charges or complaints filed against you by any licensing or disciplinary agency?

Myes [AMo

20. Have you ever been arrested? Do not include minor traffic or parking viclations or citations except those related to a DUL
DW1 or a similar charge. You must inclnde all arrests including those that have been set aside, dismissed or expunged or
where z stay of execution has been issned.

[(ves [ANo

21. Have von ever been charged with a crime, indicted, convicted of a crime, imprisoned, or placed on probation (a crime
includes both Class A misdemeanors and felonies)? You must include all convictions including those that have been set
aside, dismissed or expunged or where a stay of execution has been issued.

[Ives [H0

22. Have you ever been court-martialed or discharged dishonorably from the armed services?

[Cyes  btlo

23. Have you ever been a defendant in & legal action involving professional liability (malpractice), or had a professional Hability

claim paid in your behalf, or paid such claim yourself?
[ves [ANo

24. Have you ever been dened provider participation in any State Medicaid or Federal Medicare Programs or in a private
insurance company?
[ves ANo

25, Have you ever been terminated, sanctioned, penafized, or had to repay money to any State Medicaid or Federal Medicaid
Programs or private insurance company?

[(yes [No

Name (Printed or (yped); C/[/l 2y ) CJ/l a3 hne Date: 14 I'DD I {7
1

Kansas State Board of Healing Aris
Addendum Page 3




&%Lg United States Medical Licensing Examination® (USMLE®)
o as - Certified Transcript of Scores

This decument was prepared by the
Federation of State Medical Boards of the United States, Inc,
Federation Place, 400 Fuller Wiser Road, Suite 300, Euless, TX 76039-3856 -- Telephone (817) 868-4000

Date : 11/09/2012
Recipient:

Kansas State Board of Healing Arts
ATTN: Licensing Department

800 SW Jackson Lower Level-Suite A
Topeka, KS 66612

Examinee ID#:  5-194-539-2
Examince: Chastine, Cheryl Date of Birth: CoONfidential

Alt Name(s): Chastine, Cheryl Ann

Results for Steps taken by this examinee (and for which results have been reported to date) are shown below. For Steps that span more
than one day, the test date reflects the day on which the examination began. Where numeric scores are reported, there are two scales used
and the recommended minimum passing score (“MP”) on each scale is shown in parentheses.

USMLE STEP 1

Three-Digit Score Two-Digit Score
Test Date Pass/Fail  Total . MP Total MEP Comments
06/04/2007  Pass Confidential
USMLE STEP 2
Clinical Knowledge (CK)
Three-Digit Score Two-Digit Score
Test Date Pass/Fail  Total MP Total MP Comments
07/28/2008  Pass Confidential
Clinical Skills (CSy*
Three-Digit Score Two-Digit Score
Test Date Pass/Fail  Total MP Total MP Comments
09/08/2008 Pass
USMLE STEP 3
Three-Digit Score Two-Digit Score
Test Date Pass/Fail  Tatal . MP Fatal MP Comments
KENTUCKY 06/20/2011  Pass Contidential

NOTE: A search of the Board Action Data Bank of the Federation of State Medical Boards (FSMB) reveals no reported information on this examinee.

This document was prinfed from a secure website and accurafely refiects score information maintained by fhe FSMB.

cbs v0o51221 25939491 Page 1 of 3




Illinois Department of Financial and Professional Regulation

Division of Professional Regulation

ﬁ@@&ii -

i JA ; Manuel Flores
I(;ra:\rg:‘lrll!;i‘l N ﬂ ’ 6 2073 Acting Secretary
KsBhua ey e

Division of Professional Regulation

CERTIFICATION OF LICENSURE

January 7, 2013

K8 Board of Healing Arts
800 SW Jackson Ste A
Topeka KS 66612

Licensee: CHERYL ANMN CHASTINE MD
License Number: 036.128802

Profession: LICENSED PHYSICIAN AND SURGEON
Date of Issuance: 08/17/2011

Expiration Date: 07/31/2014

License Status: ACTIVE

License Method: ACCEPT EXAM-USMLE
Digciplinary History: Has neot been disciplined

Temporary certificate physician and surgeon no. 125.056559 was issued
with a starting date of 07/01/2009. No disciplinary action on file.
This was a medical residency training certificate enly.

This document is a certified copy of the records maintained and kept
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%.ggk} : } f N #T bg}anuary 7, 2013
N Nt i o A Jay-“Stewart Date
e, /\/D/? V(S; e )
o, FR&%N%“a Director
Trrarammnen Division of Professional Regulation

Refer to the Department’s Web Site at www.idfpr.com to verify
professional licenses via License Look-Up.

www.facebook.com/TLDEPR WW*&.idﬁgr.com hitp:/fewitter.comZEIDEFPR
Lc2-ceriificationcflicense with 125.rif






