APPLICATION FOR LICENSE TO PRACTICE MEDICINE / | Heaith Professlons Bureau

) OSTEOPATHIC MEDICINE IN INDIANA A o N dason” "

State Form 20495 (R9 / 7-96) _ Oﬁ Telephone number: {317) 232-2960
Approved by State Board of Accounts, 1984

* YowSodalSecumynunberlsbamgmquesMbyuﬂsstawagminaomﬂl
Application fee m — IC 4-1-8-1. Dlselosurelamandatory and this record cannot be processed without it.

Date foe paki (montf, day, yoa/) \\ \ OP[ WM'
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Receipt number
Uicerse number 'armit number . .
License igsuance date {month, day}a?r}fj‘loqg ;mzmmm(/((mpm{ézan 3
(-2 99 L] = -9

DO NOT WRITE ABOVE THIS LINE

APPLICANT INFORMATION

Wofappﬂmnt {fast, ﬁrsr middle, maiden)
L \}—U}D

Lcm.;p
Ad&asa{numberandsﬁwtcrﬂuratﬂouts)

2006 N, Hawe Stecer #*2

Clty, state, ZIP code

Chicoes . Tigwos (608 - {414)

Telephone number (daytime) Birthdate (mo., day, yr.} Birthplace

(212 ) 932 ~ o017l S /VJAL | Cangrior , Masonetoren ¢

TEMPORARY PERMIT INFORMATION

Do yo deslreatemporarypemﬂ?
M ves [ No :

OSTEOPATHIC DEGREE GRANTED BY

Date of Graduation {Month, Day, Year}
Fos. sron, Mg

@l/?°;/ Y]

DOCTCR OF MEDICINE :

EXAMMNATION

Check appropriate box(es) indicating which examination or combination of sxaminations you have taken.
(Please review instruction sheet for address and telephione numbers on fiow scores may be oblained.)
O FLEX EXAMINATION _ [] STATE BOARD EXAMINATION
1 Gomponentl 0O Gomponent It 1 other Examination taken in which state?
E{NAﬂONAL BOARD OF MEDICAL EXAMINERS [J LMCC EXAMINATION
B(Part | & panu . |Z/Part m
[0 USMLE EXAMINATION . [] NATIONAL BOARD OF OSTEOPATHIC MEDICAL EXAMINERS
[ stept [ step i L stepm : 1 0 pani 1 pann Rﬁ GIE1VED
0CT 27 1999
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PRE-MEDICAL

OSTEQPATHIC EDUCATION

NAME OF SCHOOL LOCATION DATESANDEB
u@«mk@_ Coccose Cangeioge , Macs, g9 - 1263
P 0
NAME OF SCHOOL LOCATION DATES ATTENDED
lU“(:’{'S Qn N Mﬂ-&&‘. H@g - Q67
i
O RADUA [ A {J B AT AMD TR 0D OR &
NAME OF PROGRAM LOCATION FROM (month, year) TO (month, year)
Pe oigreic TarCan syl Donwen, pae 2 (A &
Dowe  Updotws ity > e 7( K (68
OR-6tn  Regipowey Bosren, Mege, 0221% 7 /88 é ||
) .R&U— T Sthec %Spd"ﬂ:_ = ___1,’ 6{
Mepicq, Fesesic P OARANCe J an T{e ' s
necn b k u@«» | i Criboeta 20509

LISTALL PLACES YOU HAVE LIVED SINCE GRADUATION FROM MEDICAL OR
GENERAL LOCATION

OSTEOPATHIC SCHOOL

DATE
Doawas , NC. 1%€7-~¢
Bocrow, Meoeg, L BT EY]
Roerd TInstToWE RY, e - (973
YW T’em Boc b ove g - (s
ConT WUS )

LISTALL PLACES OF EMPLOYIIENT SINCE GARADUATION FROM 1AED!

CAL OR O5TEQFATHIC SCHOOL

5T NAME AND ADDRESS OF EMPLOYER RESPONSIBILITIES DATE
N oy

Qoopser Pown, LT OB yrepicibn Q1 -(373
Uﬁnul‘.ﬂ-gne, 0‘ r\m Ne»( O Booitranr ‘)d.o-@.g_g‘eﬂ..
_L_ms_m_m& . 00 -G%r> _pefr. 5 - 1981
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CEANY REGULATED HEALTH OCCUPATION

STATE TYPE OF LICENSE, CERT! IFICATE, REGISTRATION OR PERMIT NUMBER " DATE ISSUED CURRENT STATHUS
Mss Mept o 72027 | 1290 b
Chi - "| -20901 {470 Lot vf
BT f arss | a1 | Sberae
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N v (R4 894 | (494 bervor
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If your answer is “Yes” to any of the following, explain fully in a signed and notarized statement, including all related details. Include the violation, location,
date and diposition..If malpractice, provide name(s) of plainiff(s). Letters from attomeys or insurance companies are not accepted in lieu of your statement.
Falsification of any of the following is grounds for permanent revocation of a license or permit issued pursuant io this application,

1. Has disciplinary action ever been taken regarding any health license, certificate, regisiration or permit you hold or have held? . £ Yes IZ( No
2. Have you ever been denied a license, ceriificats, registration or permit to practice medlcme, osteopathic medicine or any 1 Yes B/ No
regulated health occupation in any state (including Indiana) or country?
3. Are you now being, or have you aver been, treated for a drug abuse of alcohol problem? O Yes B/No
4. Have you ever been charged with drug addiction? [T ves |jNo
5. Have you ever been convicted of, plead guilty or nofo contenders to: O Yes E!/No
A. Aviolation of any Federal, State, or local law relating to the use, manufacturing, distribution or dispensing of controlled
substances or drug addiction? ) . e
B. Any offensse, n'nsdemeanororfeionymanystate?(Exoeptfornmwa!aﬁunsofﬂaﬁc!amresaﬂMgmM) 1 ves No
6. Have you ever been denied stalf membership or privileges in any hospital or healih care facility or had such membership or 1 Yes jm
privileges revoked, suspended or subjected 1o any restrictions, probation or other type of discipline or limitations? .
7. Have you ever been admonished, censured, reprimanded or requested to withdraw, resign or retire from any hospital or health 1 Yos m/ No

care facility in which you have {rained, held staff membership or privileges or acted as a consultart?

8. Have you ever had a malpractice judgment against you or settied any malpractice action? : Eﬁfes 1 No

APPLICATION AFFIRMATION

|

| heraby swear or affirm, under the penalties of perjury, that the statements made in this application are true, complete and corect.

Signature Mm Date signed (month, day, yean

| hereby authorized, request and direct any person, firm, officer, corporation, association, organlzétuon or institution to release to the
Health Professions Bursau of Indiana any files, documents, records or other information pertaining to the undersigned requestsd by
the Bureau, or any of its authorized representatives in connection with processing my application for medical licensure.

| hereby release the aforementioned persons, firms, officers, corporations, associations, organizations and institutions from any
liability with regard o such inspection or furnishing of any stich information.

} further authorize the Health Professions Bureau of Indiana to disclose to the aforementioned organizations, persens, and institutions
any information which is material to my application, and | hersby specifically release the Bureau and Board from any and alt liability in
connection with such disclosure,

A photostatic copy of this authorization has the same force and effect as the original,

AFFIRMATION
| hereby swear or affirm that | have read the above statements and agree to same.

Date signed {nigi; {c‘;y?yq?;rj Signature aippﬁoant Q: 2 ? Q -"Q” A

RECEIVED
0CT 27 1999
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SUPPLEMENTAL CLAIM INFORMATION

l'lusesuyplythcfolbmhhmlmnprdngmyinumcenfclaim,suitorM:Mwhkhmygivefhehachﬁnwheﬂmmmwlof
courl, judgement or pending. Answer alf questions complete ly. This form should be photocopied and filled out separately for each chaim. Please type ot
print ciearly.

Applicant {Defendant’s) name: M“M“Qh _D‘ L%.UW'(
Claimant (Platntiffs) nsme: R . .
Date of alieged error; “l L 196 R Date of Claim: {u hi!gc )

Indicate whether: Claim Suit o7 Incident that has been reported to your insurance carrier
Nmedlmw-hlﬂ_LMML f.—.lﬂ?-u-r? éﬁ-

Location of court where original complaint was filed: LN M dius
Casef . 10 k3 feedotion .
Defendant's Legal Representative: (include name, address and telephone #) Cus _Pmea’

theegueste, Na £8) ~toso

Plaintiif's Legal Representative: {inciude name, address and telephone 8) ... {12 {509 O

STATUS OF COMPLAINT
~ Hgiosed please indicate:  ____ Court Judgement . Finding for: YOU ... PLAINTIFF Date: /. /
/ Determined by: JUDGE eame JURY e
Out of Court Settlement Date of Settlement: L0 /25, @7
Amount paid on your behalf: § “ 480
Compeneation: § __Qﬁmem.... Punitive: § __‘-3.'.-:.5“9_9__
ToulSeﬂlemmtymes {, 000
even Cae Dismissed: Against YOU _+/ AganLDBPENmN‘IS_. Date: 425 87
If pending please indicate:  Claimant's settlement demand:$— ... Defendant’aofferior settlement:$ :
Insurer’s loss reserve: § Delense reserve: § Deductible:
Chim insuit . Yes —.NoH Yes, amount asked insummons:$. ... Compensstion:§
Punitive: § '
DESCRIPTION OF CLAIM
Provide enough information to allow svaluation: :
1 incident Location: = BEAR By DWNMI ?) (R Qv Yo
2. Alieged act, error or Omission upon which Claimant bases claim: ..__ M EELiovoce 1 S eomie e LA

—BRoanen]

1Desmpﬁonnftypemdextauuﬁniwyordlmm;llegedlymsmmd: fleopeiorion *n RO put fﬂﬂ”(‘?

P v i“'ﬁg&-‘“c

4. Patient’s Condition st point of your involvement:
: _ -
3 w: 1999

- [Eas -

5. Patient’s Condition at end of treatownt; ..

6. Gheamphunmaﬁmdﬂnuu,nhﬁtgcmhh&md@uluhmﬂmhhghhmﬁnl%aa}dmhmmtmndmm
tizme the patient was seen professionally. Use severse side for additional space reguired. (Please type of print)

DATES
. 7
3}/4]/?? § P | [ /1 ﬂ
: .- - ’ ] Siwtm .
IMPORTANT: IN QMON TG'THE WFORMATTON ABOVE, PLEASE ATTACH COPIES OF THE COMPLAINT, YOUR mmoz FINAL
DGEMENT, AETILEMER!. & RELEASE, OR OTHER FINAL DISPOSHTION OF THE CLAIM.

COF FICIALSEAL 0

”HLLIAM LALUZJR, g
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SUPPLEMENTAL CLAIM INFORMATION

l’lnbe-upplylluMoninshfutmﬂionngudin;uyhﬂamddaim,mﬂwmmmwhkh may giverise toa clsim whether dismissed, settled out of
courl, judgement or pending. Answer all questions completely. This form shoulid be photocopied and filled out separately for each clalm. Please type or

pring clearly. _ \
Applicant (Defendant’s) name: _MW‘H:Q.L B‘ LQu[u-f’

Claimant (Plsintif's) name:

Date of alleged error, ALY, (47 ( Date of Claim; 2. 1 27 6
Indicate whether: Claim Suit or Incident that has been reported to your insurance carrier
Name of insurer: :

Location of court where original complaint was filed:

Case ¥

Defendant’s Legal Representative: {include name, address and telephone #)

Phaintilf’s Legal Representative: {include name, address and telephane #} D e M _m' A o

STATUS OF COMPLAINT
If closed please indicate: v COUIE Judgemient Finding for: YOU ..  PLAINTIFF Date: .. ) J
Determined by: JUDCE ——— JURY _ __
e Ok of Court Settlement Date of Settiement: / /,
' - Amount psid on your behalé §
Compensation: $ . Punitive: §
/ Totel Settlement amount: $ -
—* Cape Dismissed: Agzinst YOU Against ALL DEFENDANTS . DR o oo

i pending please indicate:  Claimant’s settlement demand: $ Defendant’s offer for settlement: § :

Insurer's loss reserve: § Deiense reserve: $ o Deductible: $
Claim in suit _.. Yes ....NoIf Yes, smount asked in summons: $ . Compensstion: §
Punitive: §

DESCRIPTION OF CLAIM

Provide enough information to sliow evaluation: -
1. ncident Location: 0 p3ipeas, cre O “Ne Mevico Hosg:m,
2 A!;ljged act, error or omission upon which Claimant bases claim: . N 28 Lence  pafaf  Ceigesa
[+ 2 .

3. Description of type and extent of injury or damage afiegedly sustained: Vesito Uﬁ'&\&m_im.

L ToLs
4. Patient's Condition at point of your inveivement: Sﬁm R E

(W Al 1993
_ o
yrmesﬁens_-ﬁg—'—

. . . t r
6. Giveacomplete nmﬂonefﬂwuu,relﬂhgmnuhcmmmlmw“ﬂwdamﬁmﬁuam}ngmmﬁ what was done
time the patient was seen professionally, Lise severse side for addilional space required. {Please type or print] ’

- DATES

5. Patienst’s Condition at end of treatment: évoo

4 2
) a
| o ([ B G
lh-dPORTﬁm:_lH ADEITION TO THE INFORMATION AROVE, PLEASE ATTACH COPIES OF THE COMPLAINT, YQUR DEPQSITION, FINAL

JUDGEMENT /SR G QRGTHER FINAL DISPOSIDN OF THE CLAIM.

"GFFICIAL SEAL" ) |
WILLIAM LA LUZ R, P Y <

JNOTARY PUBLIC STATE OF ILLINOIS
§_My Commiszion Foives 10/27/99 §
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State Form 7143 (R2 7 10-94)

INSTRUCTIONS; Type and complate I:Jf tap section. Make copies 1o sand ta each state that you hald or have held a umsejﬁm he slatefs) sond this
&lx_{g our office. e

VERIFICATION OF STATE LICENSURE

* PRIVACY NOTICE *
This State agency is #sling
disciosure of Y Social Security
number, under I 4.1-8-1, Disclosura is
mandatmz‘ ard this Farm will nat be -
processad without &

e g

HEALTH PROFESSIONS BUREALU
Indiana Government Cantar South
402 W. Washington St., Fim 041
Indianapolis, indiana 46204
Telephone: (317) 232-2960

Name (Last, first, middle, maidan)™ _ Heatth Profession License Hald Rivcial Qesadins Kumen &
Levwst , MM HoL '()an:tq freptcac : _
Address (Number, sirast, of/ rural roule City, _ Sw&u‘ - en SO
2006 N Hoge O, %2 , Chi caso wotg | 60g1d-44l4
License number . 4 Date of Issuance (month, day, year) Date of Birth (month, day, year)
A3CY - 97! Sh4l
| hereby authorize the State of (2. [ . o furnigh the Health Professicn Bureau of indiana with the Information below.
Signature M p )
G—MM D). Newinf
* Requird pursuant to IC 4-1-8-1 l DO NOT WRITE BELOW THIS LINE
Licanse number Pate of lssuance_fmanth, day, year) Licensed by
_ H 555 3."2 { , 15} sremr—i-mmemrsimen: . [ Omer
 Type of Examinal] Bm 8 e of Administration th, day, yea -, JPisase Affix Board Sea)
Atiach subjects, scores, date of examinalion and average. 3
License Ibcurrent and in gaod standing | Licanse 15 or has been Invaiid Any darogaiory information ? M .
was s [ No 3 Yes No (3 ves ‘No {. . -
If license has bean encumbered in any way, please provide cerlified coples of all refated documants. .. /7 \ o =
~ . FQ MBLETEDBY: . »~ N [ N ) B
) LTI ’
12 '
Signature m _ * T

Dale 1{&0}1:‘:, day, yea& q

- RECEIVED
NOV 0 1 1998

Health Professions bureay -




s

FBoary of Medical Examiners

4 ' )
AOLF P. SLETTEN LYNETTE LEWIS
Executive Secretary and Treasurar ’ Administrative Assistant

Qctober 25, 1999

Health Professions Bureau

IN Government Center South
402 W. Washington 5t. Rm 041
Indianapolis, IN 46204

This is to certify that a standard search of the available records of the North Dakota
State Board of Medical Examiners indicates the following:

PHYSICIAN: Marshall David Lewvine M.D.

DATE OF BIRTH: 05/01/1%41

LICENSE NUMBER: 8155 No disciplinary action has been taken
DATE ISSUED: 03/12/1999 against this physician by the North Dakota
EXPIRATION DATE: 12/31/1999 State Board of Medical Examiners.
STATUS: Active - Unconditioned

1 BASIS OF ISSUANCE: National Boards
DISCIPLINARY.ACTION: NO

TEMPORARY LICENSE DATE ISSUED

LT 8155 FROM 02/11/15%99 TO 05/11/1999
PT-Provisicnal Temporary

LT-Locum Tenens

If our records above show that the license has been disciplined, photocopies from the
public file are available upon'written request.

The information above is the only verification provided by this board. If other
information is needed, please do not hesitate to contact this office. To expedite the
verification process, the above format is the standard format prepared for all
pfﬁ%gﬁsions regulated by this Board.

i
Since#eﬁy,

COREEN REDMANN
ReécordsiSpeécialist’

'””fEHAEa”EQQIE“

RECEIVED
NOV 0 1 1999

Protessions ﬁuryb
\\ CITY CENTER PLAZA » 418 E. BROADWAY AVE., SUITE 12 » BISMARCK, NORTH DAKSTE Saboi g

PHONE (701) 328-8500 » FAX (701) 328-85056




State of Wisconsin \ berarTMENT OF REGULATION & LICENSING

Marlene A. Cummings

Secretary
Tommy G. Thompson _ e
Governor . 1400 E. W'"?gugﬁ\; NUE

MADISON, WISCONSIN 53708-5935
E-Mail: dori@mait.state.wi.us
(608) 266-2112

FAX#: (608) 267-0644

CERTIFICATION
10/27/1999

|, Patrick D. Braatz, do hereby certify that | am the director of the Bureau of Health Professions in the Department of
Regulation and Licensing, a department of the government of the State of Wisconsin; that | am the custodian of the .

records of the Medical Examining Board and its seal; that a standard search of the available records of this office
indicates the following:

THIS IS TO CERTIFY THAT. MARSHALL LEVINE MD
WAS ISSUED LICENSE NO: 36498

ON: 04/28/1995
CREDENTIAL TYPE: Medicine and Surgery
LICENSE EXPIRATION DATE: 10/31/2001

. Credential Holder History Section

DATE ' CODE DESCRIPTION PRIMARY DESCRIPTION . SECONDARY DESCRIPTION
04/26/1995 endorsed from ENDORSED NATIONAL BOARD '

06/03/1967 graduated from : ' ' TUFTS U-BOSTON MA

According to our records this credential holder has not been disciplined._

The information above is the only certification information provided by this Department. To expedite the certification
process, the above format is the standard format for all professions regulated by this Department.

SEAL

Healtn Professions Sureds

Requlatory Boards
Accoonting; Architects, Landscape Architects, Prafessional Engineers, Gesigners and Land Surveyors; Professional Geglogists, Hydrologists and Soil Sclentists; Auctonesr; Barbering and Cosmetology: Chiroprectic; Controlied Substances C
Denfistry; Diatifians; Funeral Dirsciors; Heaving and Speech; Medical; Nursing. Nursing Home: Administyator; Optometry; Phan-nacy Physncal Therapists; Podiatry, Paychology; Rieal Estate; Real Eslate Appraisers; Soclal Workers, Marriage and Family Therapists
and Profess) and \ Y.

_Curmlbclh Equal Opportunity in Employment and Licensing




Commonwealth of Massachusetts
Board of Registration in Medicine

10 West Street _ MARY ANNA SULLIVAN, M.D.
Boston, Massachusetts 02111 : CHAIR
. 'WALTER 2, PRINCE
(617) 727-30886 | VICECHAIR
. Fax: (617} 451-9568 - : PETER N. MADRAS, M.D.
ARGEO PAUL CELLUCCI An Agency within the Office of Consumer Affairs and Business Regulation SECRETARY
GOVEANCR - NISHAN J. KECHEJIAN, M.D.
SANE SWIFT ' BOARDMEMBER
LAELTENANT GOVERNOR 1 ARNOLD S, RELMAN, M.O., .
NANCY ACHIN SULLIVAN BOARDMEMBER
EXECUTIVE DIRECTOR S S " RAFIK ATTIA, M.D.
. BOARD MEMBER
PETER E. GELHAAR
BOARD MEMBER
Date: | / / é H q |
To Whom It May Concern:

This is to cemfy()D(ﬂ\M L) Ui, a graduate of | Uﬂ\"‘é UhthMl
L _ in the year SC“.O? has been duly

registered by this boatd as provided By the laws’ of the anwealth

Certificate Number ‘62'07—’] was issued to Dr. ' UUM./

“on 113990 . THIS LICENSE IS EXPIRED.

Our files contain NO open or closed complamts and NO formal dtsclplmary aonons

regarding this physician. _ | R E C E | V E D
| * NOV 08 1999

| - ( Vi &Z—»& gv{[/-\b, Heeith Professions sureas
SEAL

Mary Anna Sullivan, M.D., Chair

Please be advised that the above information is based entirely on examination of our open and closed complaint file.
It is not based on a review of the apphcatmn for Yicensure, renewal of licensure or any reports that the Boan‘l is
tequired to receive by statute (from courts, insurers, hospitals, etc...).

fe:share/verify3.doc]




k! v

Corie MEDICAL BOARD OF CALIFORNIA

Prmvert ot Licensing Program
Consumar - 1426 Howe Avenue #56
Affairs : Sacramento, CA 95826

{916} 263-2360

October 29, 1999

Indiana Health Professiocns Bureau
402 W. Washington St, Room 041
Indianapolis, IN 46204

TO WHOM IT MAY CONCERN:

In response to your ingquiry a standard search of available records in
this office has been performed. The following indicates the results
of that search:

PHYSICIAN: Marshall David Levine
LICENSE NUMBER: G20901

ISSUED: 07/20/71

EXAM TYPE: a written examination
STATUS: Canceled

This certification is the only information provided by this office.

If additional information is needed, it must be obtained directly from
the. individual, agency or institution which initially generated the
information. To expedite the certification process, this is the
standard format prepared for all professions regulated by the Medical
Board of California.

If a discipline status is listed, you may obtain information
concerning this action by contacting the Board's Enforcement Program,
Central File room, 1426 Howe Avenue, Sacramento, CA 95825-3236 or by
faxing your request to the Central File Room at (9216) 263-2420.

Kooin A

Kigl Marquardt, ager
Licensing Operalions

RECEIVED
NOV 03 1999

Health Professions bureat




NM BOARD OF MEDICAL EXAMINERS
LAMY BUILDING - 2ND FLOOR
491 OLD SANTA FE TRAIL
SANTA FE, NM 87501
(505) 827-6784

CERTIEICATE OF VERIFICATION
(Letter of Good Standing)

The New Mexico Board of Medical Examiners does hereby certify that it's records
indicate the following information regarding the physician named below:

This is to certify that:

MARSHALL D LEVINE, M.D.

2004 N HOWE ST

CHICAGO, IL 60614-4414

LICENSE NUMBER: 75-197

DATE OF BIRTH: May 1, 1941
ISSUE DATE:  November 17, 1975
EXPIRATION DATE: June 30, 2000

LICENSED BY: NATIONAL BOARD

STATUS: Active

Date: October 29, 1999

SEAL

RECFIVEL
NOV 03 1999

Jeaiih ﬁro;.ess;ons pureas




' State of Michigan ~ : Office of Health Services

John Engler, Governor : Thomas C. Lindsay Il, Director

' i : ' : Ottawa Building -
Department of Consumer & Industry Services :
Kathleen M. Wilbur, Director : . P.O. Box 30670

Lansing, Michigan 48902-8170
Telephone: 517-335-0918
- TDD: 517-373-7489

MICHIGAN BOARD OF MEDICINE
VERIFICATION OF LICENSURE AS OF llf01/1999

HEALTH PROFESSIONS BUREAU
INDIANA GOVERNMENT CENTER SOUTH
402 W WASHINGTON ST RM 041

- INDIANAPCLIS IN 46204

Board: 43 Profession 01 ID Number: 062685 Type: R Format: Y

Name : MARSHALL D LEVINE M SSN: e D

Address: 2006 N HOWE ST #2 Birth Date: 05/0171941
CHICAGO _ _ IL 60614-4414

Type: MEDICAL DOCTOR . ' Original Date: 03/28/15993

License Number: 4301062685 Status: LICENSED Expiration Date: 01/31/2000

Qualified By: ENDORSEMENT : '

" Fee Received: 10/25/199%

Disciplinary Action: MNONE ' m %ﬂ—&\

Open Formal Complaints: NONE : ' Kari Johnson

QHS-201 (297}




THE UNIVERSITY OF THE STATE. OF NEW YORK
. THE STATE EDUCATION DEPARTMENT
- DIVISION OF PROFESSIONAL LICENSING SERVICES
CERTIFICATION & VERIFICATION UNIT
. _ CULTURAL EDUCATION CENTER ==
R ‘ ALBANY, NEW YORK 12230 -

THIS IS TO CERTIFY THAT ACCORDING TO THE RECORDS OF THE DIVISION
OF PROFESSIONAL LICENSING SERVICES, NEW YORK STATE EDUCATION DEPARTMENT,
" ALBANY, NEW YORK, LEVINE MARSHALL DAVID '
WAS ISSUED LICENSE/CERTIFICATE NUMBER 194894 FOR THE PRACTICE OF
MEDICINE _ . oN 02/07/94

OUR RECORDS ALSO INDICATE THE FOLLOWING INFORMATION
DATE OF BIRTH: 05/01/41

SCHOOL ATTENDED: TUFTS UNIVERSITY
DATE OF GRADUATION: 06/04/67
DEGREE EARNED: MD

PROGRAM WAS ACCEPTABLE IN ACCORDANCE WITH THE NYS REGULATIONS
OF THE COMMISSIONER OF EDUCATION REQUIREMENTS MET AT THE
TIME OF LICENSURE. DT oo

BASIS OF LICENSURE:
NAT BD CERT #093965 DATED 7/1/68

RECEIVED
| _--ﬁOV 03 199

A LICENSE IS VALID DURING THE LIFE OF THE HOLDER UNLESS REVOKED,
ANNULLED OR SUSPENDED BY THE BOARD OF REGENTS. A LICENSEE MUST
REGISTER PERIODICALLY WITH THIS DEPARTMENTFTO PRACTICE IN THIS STATE

CURRENTLY REGISTERED: YES _ REG PERIOD ENDS 04/30/00
ADDRESS 2004 N HOWE STREET CHICAGO -.“:”iIlﬂ IL 60614- 4414

DEROGATORY INFORMATION: NO CHARGES HAVE BEEN P;EFERRED AGAINST _
THIS LICENSEE.
COMMENTS: =

I FRANK GEBOSKY PRINCIPAL CLERK, DIVISION OF PROFESSIONAL
LICENSING SERVICES OF THE NEW YORK STATE. EDUCATION DEPARTMENT,
DO HEREBY STATE THAT AS PRINCIPAL CLERK OF" SAID .DIVISION, I HAVE
BEEGAL CUSTODY OF THE OFFICIAL RECORDS OF THE DIVISION OF
PROFESSIONAL LICENSING SERVICES AND TO THE. BEST OF MY KNOWLEDGE,

- THE AFORESAID INFORMATION IS TRUE AND CORRECT

SEAT,

OP026 056 | o PRINCIPAL'CLERK




MINNESOTA BOARD OF MEDICAL PRACTICE

University Park Plaza 2829 University Avenue SE Suite 400 Minneapolis, MN 5541 4-3246
*Telephone (612) 617-2130 *Fax (612) 617-2166

MN Relay Service for Hearing Impaired (800) 627-3529

QOctober 26, 1999

F

INDIANA HEALTH PROFESSIONS
SERVICE BUREAU

IN Gov’'t. Center Rm. 41
South Bldg.

INDIANAPOLIS IN 46204

This is to certify that a standard search of the available
records of the Minnesota Board of Medical Practice indicates the
following:

PHYSICIAN: Marshall Levine

DATE OF BIRTH: May 01, 1941

WAS TISSUED LICENSE NUMBER: 38015
ON: July 08, 1995

‘EXPIRATION DATE IS: May 31, 2000
STATUS: ACTIVE

ISSUED ON THE BASIS OF: NBME
CORRECTIVE ACTICON: NCNE
DISCIPLINARY ACTICN: NONE

The above format is the standard format prepared for all
physicians regulated by this board.

- Please be advised that the Board does not release information as
to whether there has been a complaint filed or an investigation
conducted on individual verifications. All physiciang = are
considered in good standing unless noted otherwise.

If other information is needed, please contact the Minnesota
Board of Medical Practice. : '

‘Sincerely,

T e dgz;upéZoﬂtﬂ?
Terri Anderson

Licensure Speciaj.ist _ RECEWFD

oCT 29 1999
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AN EQUAL OPPORTUNITY EMPLOYER
PRINTED ON RECYCLED PAPER




\Nr
llinois Department of
Professional Regulation

Leonard A. Sherman George H. Ryan
Director Governor

CERTIFICATTION

December 13, 1999

Health Professions Burean
Indiana Government Center South
402 W. Washington St., Rm. 041
Indianapolis, IN 46204

I, Russ Friedewald, do hereby certify that I have been designated by the
Director as keeper of the records and seal of the Department of
Professional Regulation, a department of the government of the State of
Tllinois, and that a standard search of the available records of this
cffice indicates the following:

THIS IS TO CERTIFY THAT: MARSHALL DAVID LEVINE

WAS ISSUED LICENSE NO: 036~097170

ON: 01-12-98

TO PRACTICE AS A: LICENSED PHYSICIAN AND SURGEON
LICENSED BY: ENDORSEMENT FROM MA

CURRENT LICENSURE STATUS IS: ACTIVE
CURRENT LICENSE EXPIRES: 07-31-2002

ACCORDING TO QUR RECORDS, THIS LICENSE HAS NOT BEEN DISCIPLINED.

The information above is the only certification information provided by
this Department. If other information is needed, it must be obtained from
the above-named individunal or the agency or institution which initially
generated the information. To expedite the certification process, the
above format is the standard format prepared for all professions regulated

by this Department.

Russ Friedewald
Division Manager
. Licensing & Testing
SEAL
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Respond to: [ 320 West Washington hitp: /iwww, state. il .us/dpr ﬂ%"h. Thompson Center
3rd Floor 100 West Randolph
Springfield, Minois 62736 Suite 9-300
217/785-0800 Chicago, linois 60601

TDD 217/524-6735 312/814-4500
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