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CERTIFICATION OF MEDICAL EDUCATION ATTENDSSCL .
G ive axact dates)

e 20T ST
Ces

s dunes 20.- =

T0 THE [LLINOIS DEPARTMENT OF REGISTRATION AND EDUCATION, SRINGFIELD, TLLNOIS:
This is to certify thar  Mark Ira Evans, M.D,

was in regular attendance at the  State University of New York Dewnstaté Médtcal ng.;
from the 9 day of Sept-. 19 74 touhg 60 ey of o BRG]l ?5
from the 2 day of Sept... i , 19 12 . : o day of LMY 30 W oo 1376~

: from the 13 _day of Sept. » 1976 to th day of Jupe 1977

.from the 5 day of June , 19 17 s ‘ day of May . 1978

+ . from the day of .19 doy.of e :
. DEATAL Mrsﬁ' ! Hcv York
MM

and vas granted o diploma as Doctor;of Medicine " by
located at 450 -Clarkson -Ave . Bi‘oo‘klyu % State of New York

..._._'...1’. sy T I

on the 23 day of May e , 1978

(Seal of College)

. " CERTIFICATE OF MORAL CHARACTER '« iioii ¥ Sy
This is to Certify that we, the undersigned, are pcrsmlly ncqumud vith ”‘f/ o f’/ﬁ’"“

<who is applying for registration as a Physician and Suum u-ndgr the Illinois Medical Practice Act,: lﬁ
to be of good moral character, agd' r.har. _he is the person 1‘erred to in l'.H.Li tpplzcuuu, and that tk‘

photograph and sigoature are i}

Signed:
Address:

Illinois Liceuse Xo. : i1 =nigen] v Illigois Licease No.

(MD 104)b
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I bareby make applicatiss for a 11:- u:'pncuu Medicing 'and Surgery ia all their bracches in the State of e,
Illisois, aad submit the followlag alateeania regacdiar wy Tﬂ. quauﬁcanm: - f .- .

Fall came ﬁ&g ;ﬂﬂji/ﬁfJ‘s

'NOTE: Designation of your Socisl Security _&

Please designate your Social Securicy ;
ility, amd sccuracy of your application:

Luaber is ot mandatery --ﬂlmﬂ 0, ACCESSS

Please print your nane mcur as m -hh u to appear op axy Cartifirate to pncuu gistered Pbysician and
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NATIONAL BOARD OF MEDICAL EXAMINERS -« 3830 g;esmur STREET, PHILADELPHIA, PENNA. 19104
ENDORSEMENT OF CERTIFICATION

NATIONAL BOARD OF MEDICAL EXAMINERS
OF THE
UNITED STATES OF AMERICA

MARE TRA EVANSy MeDe
having satisfied all the requirements and having successiully passed the examinations is
hereby declared a Dip'omate of the Natinnal Boerd of Medics! S;mm

Attest: W LLTAM f. HOLDEM

Chairman of the Board .
SEAL EDITHE Jo LEVIT
Proladelphia. Pa Prasudent of ihe Board |
Q17027719 Cen. ¢ 1,93288_ ot

| S - -

it is certified that the above is & copy of the Dipiomate Cerificate rtsued to !he numed phys:cian
agraduate of S U N ¥y DOWNSTATE MED) CTR in
MAY 1978 {whose birth-date is 95714 /1952 foliowmgsuccoufuloompletion
of all examinations requi_red for Cettification by the National Bonrc of Medical Examiners.

The grades obtained are as follows: 4. 333 R
_Standard” " ' Scale
PART I passad ~ 06/76

Anatomy, incl. htstology and embryoiogy

Physiology e At L,

Biochemistry ..

Pathology . : ‘

Micrabiology, incl, .mmunoloqy

Pharmacology and Materia Medica

Behaworal Smences

Part )l passed 09/1T

Internal medicine and the medical spocmlhes
Surgery and the surgical speciaities. .-
Obstetrics and Gynecology .5l - P o O R e L : 4 2
Public Health and Preventive Medicme : : SRR ' : :
Pediatrics". AR AR RAN R AR ] CF,VED b
Paychiatry....i\ - ; h Ay 2 :
{Minimum Passmg Grade 200/ ?_) TQTAI GRADEMVERA&E“ F Foas e J !"”j

i'\\-‘

PART I}) passed - 03/79 N Bt ) ety ety a:-z-..q:_s‘.'rrm
A General Test of Clinical Competenca :

(Minimum Passing Grade 200/75) - . -+ - - AVERAGE _ r\}/

GENERAL AVERAGE (Parts |, i, and ilI}..

~[Scae Scorv)
*Examinations taken since June 1971 are reportad with both Standard anc Scala Scom Eqmvalents

**Since 1586 National Board criteria for certilication are based upon candidate’s Tom Gmdo inPant ),
Part Il, and Part lll, and not scores of individual sub'scts within sach Part. . '

Secretary for Cemhcaﬂon
.05/11/79 =1
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DA (Dismissal Academic)

This transcript is to be used only for the
purposes intended. Unauthorized use may
violate Family Education Rights and Privacy
Actﬁﬂ?cﬂ
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J-'Qku..d j“- - t“}ﬂz}':

£t
7 }[ X DEPARTMENT OF REGISTRATION AND EDUCATION
1 . (Medical Section)

This is to CERTIFY:

(1) That M.qr?fc ThRE E vAbs
(full name of physician)

has satisfactorily completed 12

a program of Obstetrics and anggg]?gg graduate - :pecinlty = residency
strike out whlchevex xs oot applxcable)

at University of Chicago Hospitals and Clinics
(name of hospital)

extending from June 26, 1978 to Jlm;'g'-.?a 1979

and
That the physican hereinabove named

(check and complete whichever is ap !{:able)

/// presently holds Temporary Certificnte af Regxntratian Bb T= 9&1 ;ﬁ;

issued under the provisions of Section 1la of the Illinois Hadical FrncEI ce e Act.

previously held Temporary Certificate of chiltrctiol No. T- :
issued under the provisions' of Section 1la of the Illinoin Heticalxprtctl Act

does not hold a Temporary Certificate of. Registration leued under the
provisions of Section 1la of the Illinois Medical PrlrhiCe Act iaqucr a8 can be
determined from the r ital.

¢dical Director)

Unjversi f Chicago Hospi nd C11n1ca

iﬂame oi ospital) :

950 East 59th Street. Ehj?ﬁgﬂ. 1114nois . 60837
Address e

SEAL OF HOSPITAL 0 éAM/?V -

When completed, the hospital must forward this form directly to:

Medical Section 43
Department of Registration and Educationm

320 Washington Street, 3rd Floor
§pring!IeI§, T1linois 62786




ST ATE OF "-I.INO'S Enter all applicable information.

Department of
Registration and Education

Joan G, Anderson, Director
320 West Washington 3 ? 8
Springfield, illinois 62786 265

{Use typewriter or print with pressure)

Nave: EVANS MARIK ZLRA

All othar namaes (spail oul complately)

) WyX3 X314

{

DATE OF BIRTH:
CITIZENSHIP: A
MEDICAL DEGREE: Title of degree (M.D., M.B.-B.S., D.O., other ate conierre

MEDICAL SCHOOL: (School(s) attended) {Location) (Dates) {No. of achool yrs.)
(Precise name) STeky W. &Y. Devnsture  Diesk (YO VA 1§ L BT )
MedicaL Qealin

SECONDARY SCHOOL, |
COLLEGE, UNIVERSITY T f (> Wanveasity —HeldmX, Hess 200 - 623 3

HOSPITAL TRAINING: Hospital(s) Location Position(s) Dates
1(/34 Chicasa t’fu’p Chucsso Tl ﬂtszeﬂﬂtiu 0L ‘;mf_ Z7[2& —M

114 40 531402 11 NHNLIY 35vAd

o1
-

Are you a Diplomate of the National Board of Medical Examiners? Yes < No
" Are you certified by an American Specialty Board? Yes No ><
Board(s) with date(s): 2
Licensure: Name the state or states in which you have received an unrestricted license to practice medicine and
state whether by examination or endorsement. (Give License No(s).) Vd s LY O :

N NOLLVIIMNddY ARYNINIMINL

) INIWISHOONI X374 VL) LN3W3SHOONS O8 TLVN

Have you sver taken an E.C.F.M.G. examination? Yes. .. No 2<_ ULate(s).—_..______ [JPassed []Failed
No Z_

Have you sver taken a FLEX examination? YoRils Date(s) —____________ {FPassed [ Falled
Have you ever been refused admission to a recognized medical or osteopathic organization, or has sny disciplinary
action been taken against you by such an organization or by any licensing or registering authority?
Yes . No 2 (If answer Is “Yes,” explain fully on & separate sheel of paper.) =i :
| hereby certify that the information given In this application Is true and acourate 10 the best of knowl-
edge and beliet. | hereby authorize the State of lllinois or its licensing or registering authority to ir’mrrm; to any
person, governmental authority or legal entity information contained in this application or Information which other-
wise may become known or avallable to any State Board of Medical Examiners, any Medical Examining Commit-
tee appointed or otherwise constituted pursuant to statute and the Federalion of State Medical Boards of the
United States, Inc., or any of them, when written request is made to such State or such authority for such infor-

mation and such writing states that such information is to be used exclusively in connaction with licensure to prac-
tice medicine or any problem (describing it) related thereto,

Do /) ”g/?/}éq i e

}-ALIDOH43NY |

‘QIHISIA NOILYDITddV TVIWHOS 40 3dAL { X ) HI3HI "NOLLITdNOD NOd

{

tographs taken within the past six Thay should be et least
ﬂ .&/,U passport size (212 x2%3) and be signed on the reversa by the
HEREBY CERTIFY, that spplicent.

appssrsd 'bafors me this day in person sndﬁmw!od‘zd that he
signed the above Instrument as a free and volyrtery act, for the uses
and purposes therain set forth, ﬁ:;c
official seal, thiy - S e Rt et

Signature of Applicant

Date




Noms G
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'«*” | SYATE OF ILLINOI

Enter all applicable Information.

£ . , Department.of .

¥ Registration and Education

i Joan G. Anderson, Director

4 320 West Washington
Springfield, lllinois 62786

o o D

(Use typewriter or print with pressure)

MARIL T KA

Aljl other names (spell out completely)

-

5 WYX3 X34

‘G3LISIA NOILYINddY TYWHOL 40 3dAL [ X)) ADFHD ‘NOLLITLNOD NOdN NOLLYDMddY AUVNINIT3Hd SIHL 40 §31400 1w Nﬁuiu 3svaid

. DATE OF BIRTH.
 CITIZENSHIP: _ _
MEDICAL DEGREE: Title of degree (i4.D., M.B.-B.8., D.0., other) Date conferred 5 /7%

MEDICAL SCHOOL: (School(s) attended) ~(Location) 3 [Dui_u} {No-of school yrs.)
{Pr'c].. name) (Q_' '1 LL U "/.. D LAY _élﬂ Py 1 ey M N ?;)!, :;,‘ ) b

r ~
A2 wd

SECONDARY SCHOOL, __ 3 e %
COLLEGE, UNIVERSITY Tuf "> Wavensity, —Helfm? Mao 7/70

HOSPITAL TRAINING: ) Hospital(s) Location Position(s)
I;'JJ \" (—‘.1' A . ) {2 .f-‘:;‘ v £ ;f"’, { }e.’ L (!Hf“f» e Ol By 2

Are you a Diplomate of the National Board of Medical Examiners? Yes _>< No

Are you certified by an American Speclalty Board? Yes No . _
Board(s) with date(s): :

Licensure: Name the state or states in which you have received an unrestricted license to practice _medicine and
state whether by examination or endorsement. (Give License No(s).) __ 2t :

o
=
[
m
=
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Q
)
L)
m
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m
3
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n
8
m
=
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g
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L
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m
=
ﬂ

Have you ever taken an E.C.F.M.G. examination? Yes____ No 2% Date (8) [ Passed [] Failed
Have you ever taken a FLEX examination? Yes ___ No X _ Date(s) [ Passed [] Falled
Have you ever been refused admission to a recognized medical or osteopathic organization, or hag any discliplinary

action been taken against you by such an organization or by sny licensing or registering authority?

Yes No _2C (It answer is “Yes,” explain fully'on a separate sheet of paper,) -~ + - e

| hereby certify that the Information given In this application Is true and accurate 1o the best of my: knowls- .

adge and bellef. | hereby authorize the State ot lllinols or its licensing or registering authority 1o tr_anu'rr:rt fo any
person, governmental authority or legal entity information contained in this application or information which other-
wise may become known or available to any State Board of Medical Examiners, Medical Examining Commit-
tee appointed or otherwise constituted pursuant to statute and the Federation of State Medical Boards of the
United States, Inc., or any of them, when written request Is made to such Stale or such authority for such infor-

mation and such writing states that such information s to be uaed exclusively in connection with licensure 1o prac-
tice medicine or any problem (describing It) related thereto.

} ALIDOH4AY |

R

i

NOTE: Accompanying this preliminary application must be two pho-
I, + & Notery Public, DO tographs. taken within the past six menthi, They should be
/ passport “lze (2Va x2V2) and be signed on the reverie
HEREBY CERTIFY, that L soplicant,
ared bafors ma this day In Prwn and ukm!dﬁ that he
the above instrument as & free and voluntary act, the uiee [,
and purposss therein sat forth, M e,

Given under my hand and officlal seal, this




* DEPARTMENT OF REGISTRATION AND EDUCATION
MEDICAL SECTION

320 WEST WASHINGTON STREET

“ SPRINGFIELD, IL. 62786

PERSONAL HISTOR

Note: 1f asny of the following questions are answered "TES", full details musc be
furnished on a separate sheet and attached. :
TES

Do you hold a licemse in any of the other healing arts?
Have you ever been called before any state board or any madical
2gsociation for interzcgation scncerning any violations of The
Medical Practice Act or usethical comduct?
Have you ever been convicted of a felony or misdtmsanor athar
than minor traffic vialations?
Have you ever been addicted to or treated for 1ddic:10u”to drugsa?
Have you ever made ap offer to compromise in counsc:iun with -hc
Barrison Narcotic Law or any narcotic law?
Have you ever raceived psychiatric treatment or rtctivad treaczent
for mental illness? '
Have you ever engaged in the excessive use of alcohol or received
treatment for alccholism?
HBave you ever engaged in the practice of medicine in'a scata,
territory or district wherein you did oot hold a valid license?

9. Have you ever had an applicatiocn for licensure refused or rejected
by a licensing board?

IMPORTANT:

Aoy false or misleading information in or in comnéction with aay. applicatiqn. may be
csuse for debarment on the grounds of lack of good moral character,

Under penaltias of perjury, I declare and affirm that the af:ar.aﬁo.nts made 1!:. the fore-
going application including accompanying statements and :rnncctzpcs are :rua. complete

and correct. /éy/
STATE OF /’O/f

CCUNTY OF ( ing
duly sworn, says that _he is thes person
refarrad to in this lppliues.an abd that
the statements :Ia:of.n wnuintd aze
true.

SIGNATURE OF APPLICANT

Subscribed snd WprEn to beforas ﬁ# this

J‘«d(dny of au/ 19 77

NOTARY PUBLIC SEAL

_ NOTARY PUBLIC
(Mp 130) Wy Commision Expies bly 7, 1967




66 East Jackion Boulevard o7 ' 320 Wen Washington
Chicago, lilinais i/ 3 Springlield, INinois
680604 O 62786
{312) 3418810 {217) 7850800
STATE OF ILLINOIS

DEPARTMENT OF REGISTRATION AND EDUCATION
JOAN C. ANDERSON
DIRECTOR

IN REPLY REFER TO: Medical Section
Springfield Office Date;  Juse 28, 1979

NOTICE CONCERNING APPLICATION FOR REGISTRATION. AS PHYSICIAN AND SURGEON ‘IN ILLINOIS

NAME Mark Ira Evans, M.D.

ADDRESS

This is to advise you that your application is incomplete. Before your application
may be given further consideration, you must submit the additional material checked
below. ONLY THE PARAGRAPH(S) CHECKED BELOW REFER TO YOUR APPLICATION:

A transcript of your National Board grades.
Your Flex Examination grades. !

Proof of your twelve months of clinical training, (upgn'qdmp1§tion) ;
Your original M.D. degree with official translacion if n6ét in the English
language. (70_732 ; _&" 2

Your original meddoudk and premedical transcripts, rogether with official
translations if not in the English language. - Lo :

College Attendance form completed by the medical school and returned to
this Department ‘(form enclosed). £ :
Recommendation forms signed by tvo physiciaus liceénsed t6 practice medicine
in the United States (forms enclosed). iR .

Enclosed photoslips must be completed and signed, iflzase'return with two
photographs attached. \ :

Enclosed Personal History Sheet must be complated.

Fee in the amount of $150.

Fee in the amount of §75.

Social Security Number -
1f American Board Certified, please forward procf.

You will be scheduled for reexaminatior upon receipt of your fee im the
amount of $50. Your retake fee must be received by
The next examination will be held in Chicago on




65 East Jockson Boulevard Ny, VA 320 West Washington
Chicego, lllinois S y Soringtield, lllinols
60604 N 62786
(312) 3418810 - 1217) 7850800
STATE OF ILLINCIS

DEPARTMENT OF REGISTRATION AND EDUCATION
JOAN G, ANDERSON
DIRECTOR

IN REPLY REFER TO: Medical Section
Springfield Office
July 3, 1979

Mark Ira Eva

Dear Doctor:

You have been scheduled to report for an interview at the Chicago 0ff1ca
of the Departmeat, 55 East Jackson Boulevard, 17th Floor, Chicago,
Illinois, in connection with your application for licensure in Illinois.
This interview is for ideatification purposes only and may not, he con-
sidered as an oral medical ‘examination. -

Please report on Wednesday, Julv 11 ‘between 10:30
and 11.10 ¢ £

When reporting, please present -a recent photograph to he SLgned at the
time of the interview and your original medical degree with transkation if
applicable, if you have not already forwarded it in the mail.

After your interview, it normally takes tvo three weeks before your
license number can be 1asucd

If you require further information, you may wWrite or call the Medical
Section.

Marilyn Yokem
Unit Supervisor

HY:wpc




0.1 1390

65 East Jackeon Boulevard ! y 320 West Washington
Chicago, linois v Springfield, IHingly
60604 - < 62788
{312) 3418810 . {217) 786-0800
STATE OF 1LLINOIS -
DEPARTMENT OF REGISTRATION AND EDUCATION
JOAN G, ANDERSON

DIRECTOR

.
L m e e s e

IN REPLY REFER TO Medical Section
Springfield Office

July 23, 1979

Mark Ifa Evans

ear Ur. Lvans:

Your Illinois physician and surgeon certificate will be issued as soon
as office routine permits and will bear license number 36-38852%

You may use this as your authority to practice as a licensed physician
and surgeon until:such time as your certificate is issued and mailed

The Illinois Controlled Substances Act (Illxnois Ravxsed Ststutes 19?5
Chapter 58% - Section 1109 to 1603) requires 'that every person vho
manufactures, distributes or dispenses any’ controlted substances within
this State must ' annually ' cobtain ‘a  registrdtion ‘issued by  this’
Department. = Enclosed please find ‘& letter: of emplanation and - an
application for controlled substances reglstr\txon Liah

I :
-z
_
: i:
l
|
. .
,
-'

If you require further 1nformat1on, you ~may- srite df call this
Department. : g

Very truly vours,

S ——— T T

Jerry D. Sternstein
Deputy Director

JDS:t/64

Enclosures




