





STATE OF ILLINOIS
DEPARTMENT OF FINANCIAL AND PROFESSIONAL REGULATION
DIVISION OF PROFESSIONAL REGULATION

January 25, 2010

JENNIFER MARIE LESKO MD

The lllinois Temporary Medical License or Permit for the resident listed above has been
approved and will be forwarded to your facility as soon as office routine permits.
Information regarding all licensees is available instantly on our Web site at www.idfpr.com.
Simply click on the Express Access License Look-up icon to verify a license.

LICENSE DETAILS
LICENSE NUMBER: 125.053570
'PROGRAM START DATE: 06/18/2010
EXPIRATION DATE: 06/17/2011
PROGRAM: Obstetrics & Gynecology
TRAINING FACILITY: MCGAW MED CTR NORTHWESTERN

Utilization of this license is limited to the training program listed above.

Temporary licenses and permits may not be used for any clinical medical practice which
occurs outside of the residency program (i.e. moonlighting).

Temporary licenses and permits are not automatically transferred from one
program/institution to another. Should the resident transfer to a different residency
program within your facility or to a program in another institution, the license or permit must
be updated. The resident may not begin a new program until the current temporary
license or permit has been returned to the Division and a license or permit has been
issued for the new program.

The Medical Practice Act sets forth the appropriate use of temporary licenses and permits.
-Any violation of the Act may result in disciplinary action by this Department.

1v3.125-approval . xcf






1. PRELIMINARY EDUCATION {Elemeniary and High School or G.E.D. Circle number of years completed)
Graduated Received
12345678910 11712 High School? Wes ENe OR G.ED? [JYes [JNo
2, NAME OF LAST PRELIMINARY SCHOOL 3. LAST PRELIMINARY SCHOOL LOCATION 4, DATE OF GRADUAT M
ATTENDED | (Clty an State 8 Ci 7}
TS Ko \ Month Year
5. COLLEGE_OR UNIVERSITY (Circle number of years mmpleted)
12 3@5 678 Graduated? E{Yes (o
6. COLLEGE OR UNIVERSITY NAME LOCATION DATES OF ATTENDANCE TYPE OF
(Undergraduate and Graduate) (City and State or Country) FROM TO DEGREE EARNED
X ¢ MonthfYear MonthfYear
AUy OF fnladerpnia P 8lai |s|ecol 8.A.
fesna N

Corael wersm

N&u%@r\c] N"(

§\2002

S\ 200%
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7. SPECIALIZED TRAINING (Residency, Professional Training, Vocational Training, Practical or Clinical Training)

LOCATION DATES OF ATTENDANCE | Did You Complete

INSTITUTION NAME (City and State or Counlry) FROM TO Training?

fYear Manth/Year
U}&t& IA C'U\\ ) Mionth

\(E%() J:L/ D Yes MNo

Umerw L{200% Acud KT
] Yes [J No
1 Yes [J No
1 Yes [1 Ne
] Yes [] NoJ
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Ifyou have ever been licensed to practice the profession for which you are now making application, or held a related license,
complete the information requested below. If you have ever held a temporatry, trainee or apprenticeship license, or a permit,
itmust be listed here algo. Inaddition, the INSTRUCTION SHEET enclosed with this Application package may instruct you
to have Certification(s} of Licensure in other state(s) prepared and submitted in support of your application {contact other
state(s) regarding possible fee). You must also list all other licenses held in lilinois, however, certification of licensure from
Hinois is not required. Failure to disclose all licenses held may resuit in denial of your application or other appropriate action.

: LI E
STATE PROFESSION NAME LICENSE MUMBER DATE OF CENSE STATUS

ISSUANCE {Active, Lapsed, atc.)

State of Criginal Licensure

o Oologn -MD | .
JinoiS o 12505259 (ofisjo| fedwe

State of Current Licensure where you
most recently have been praclicing,

Other States of Licensure

(If additional space is needed, attach a separate sheel.)

If you have ever taken a licensure examination in illinois or any other state for the profession for which you are now making
application, you must complete the information requested below, EACH EXAMINATIONATTEMPT MUSTBE SHOWN. Failure
to disclose an examination attempt may result in the denial of your application or other appropriate action.

NAME OF EXAMINATION STATE MONTH/YEAR EXAM RESULTS

USMUE Srep | M%{){E_,JM 51-2005' (Passad, Follg, Abser)

USHLE Srep 2. Ok pewHore | oo | pusgeal
VIMLE Skep2- CS fuladelpwall Ho.ou3 | possedt

USMLE Step 3 CwcaoTL | Hzok | passedh
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{If additional space is needed, attach a separate sheet.)
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PART VI: Personal History Information (This part must be completed by all applicants) YES | NO

1. Have you been canvicted of any criminal offense in any state or in federal court {other than minor traffic violations)? If ves, altach &
certified copy of the court records regarding your conviction, the nature of the offense and dale of discharge, if applicable, as welf as
a staterment from the probalion or parole office.

X X

2. Have you been convicted of a felony?

3. Ifyes, have you been Issued a Certificate of Relief from Disabilities by the Prisoner Review Board? if yes, altach a copy of fhe certificale,

4. Have you had or do you now have any disease or condition that interferas with your ability to perform the essential funclions of your
prafession, including any disease or condition generally regarded as chronic by the medical community, i.e., (1) mental or emotional
disease or condilion; (2} alcohol or olher substance abuse; (3) physical disease ar condition, that presently interferes with your ability
to practice your profession? If yes, altach a defailed statement, including an explanation whether or not you are currently under
freatment.

disciplined in any way by any licensing authority in lllincis or elsewhere? If yes, atfach a detailed explanation.

s asaid 1se) SWYN

6. Have you ever baen discharged other than honorably from the armed service or from a cily, county, state or federal position? if yes,

5. Have you been denied a professional license or permit, or privilege of 1aking an examination, or had a professional license or parmit ><
aftach a detailed explanation. )<

+ Examination Coding Information (This partis for e

ination appiicants oriy)

Refer to the REFERENCE SHEET enclosed with this application package and complete the following:

a) CHART Il-  Select examination(s) you desire

and enter Test Codes.
b) CHART -  Select the examination site you desire and enter Test Center Code: D:D:I
c) CHART IV -  Find your School of Graduation and enter school code: | |
d) Record the number of times you have taken this exam in lilinals or any other state: I:l:l

1. In accordance with 5 lllinois Compiled Statutes 100/10-85(c), applications for renewal of a license or a new license shall include the applicant's
Social Secuwity number, and the licensee shall certify, under penalty of perjury, 1hat he or she is not more than 30 days delinguent in complying
with a child support order. Failure to certify shall result in disciplinary action, and making a false statement may subject the licensee to
contempt of court,

Are you more than 30 days delinguent in complying with a child support order? Yes |:| No
(NQTE: If you are nol subject to a child support order, answer no.")

2. In accordance with 20 lincis Compiled Statutes 2105/2105-(5), "The Depariment shall deny any license or renewal authorized by the Civil
Adminisiralive Code of lllincis to any person wito has defauited on an educalional loan or scholarship provided by or guaranteed by the [linois
Student Assislance Commission or any governmental agency of this State; however, the Department may issue a license or renewal if the
aforementioned persons have established a satisiactory repayment record as determined by the Illinois Student Assistance Commission or other
appropriate governmental agency of Ihis State.” (Proof of a satisfactory repayment record must be submitted.)

Are you in default on an educational loan or scholarship providedfguaranteed by the llinois
Student Assistance Commission or other governmental agency of Ehis State? ves | | Ne

o ion therewith, and to t

best of my knowledge, they are true, correct, and complete.

Us 2010

Signature of Applicant Dale

mjmmj, RN

=
~
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o
0
o,
o
=

I UNDERSTAND THAT FEES ARE NOT REFUNDABLE. My signature above authorizes the Departmant of Financial and Professional
Regulation to reduce the amount of this check if the amount submitted is not correct. |understand this will be done only if the amount

WG 150~ A

submitied is greater than the required fee hereunder, but in no event shall such reduction be made in an amount greater than $50.
1L486-1019 03/06 (LT) APPLICATION FOR LICENSURE ANDICR EXAMINATION - Page 4 of 4
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IMPORTANT NOTICE: Compietion of this form
is necessary for consideration for licensure under
225 ILCS 60/1 et. seq. (Illinois Compilad
Statutes). Disclosure of this information is
VOLUNTARY. However, failure to comply may
result in this form not being processed.

CERTIFICATE

SPECIALTY/RESIDENCY PROGRAM

SUPPORTING DOCUMENT

CA-MED

OF ACCEPTANCE
FOR

2. DATE OF BIRTH ‘ 3. SOCIAL SECURITY NUMBER

5. REFER TO REFEREMCE SHEET. Record profession name and three
digit profession code for whicq yeu are making Hinois application.

Feup. AuStiais
P!‘OiJSSi[}n Name

r Ay

Profassion cE&"é“

A HOSPITALINSTITUTION NAME

Motthwiestien MoGrw

C. ENDING DATE

06,77 40/

onth Day Year

BEGINNING DATE

06,45, 2010

Month Day Year

D. BUSINESS ADDRESS STREET, CITY, STATE ZIF CODE

440 €. Superioe, 57 Shyo, T e

SPECIALTY | RESIDENCY NAME

F. BUSINESS TELEPHONE NUMBER

Area Gode (3 18y 503-47Y Y

YEAR OF POSTGRA'BUATE TRAINING

Py ¢

SEAL

I do hereby declare that the above named applicant will be accepted for specialty/residency training as indicated above if,
subsequent to the evaluation of medical education andfor clinical skills by the Department of Financial and Professional
Regulation, the applicant is found to be sligible for licensure.

Signature of Program Direc!

Meedey fAD

“Print Name of Program Director

Pﬁ)qmﬂf\ DireedoR.

Title

1o

Date

IL486-0272 08/04 (MD)
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IMPORTANT NOTICE: Completion of this
form is necessary fo accomplish the
requirements outlined in 225 of the #linois
Compiled Statutes. Disclosure of this
information is VOLUNTARY. However,

VERIFICATION OF
EMPLOYMENT / EXPERIENCE--

SUPPORTING DOCUMENT

VE-PC

failure to comply may result in this form PROFESSIONAL CAPACITY
nol being processed.
1. NAME LAST FIRST MIDDLE 2. PLEASE CHECK THE TYPE OF LICENSE FOR WHICH YOU ARE

LS Teunter

3. ADDRESS

STREET, CITY, STATE, ZIP

4. DATE OF BIRTH

APPLYING:

Profession Code
O Permanent Physician License 036
K‘I‘emporary Physician Training License 125
0 Chiropractic Physician License 038

6. MAIDEMN OR GIVEN SURNAME

A, NAME OF BUSINESS / INSTITUTION JOB TITLE

C-Q
MeCawd haieal m&@rﬁ‘fm | R&ideux ~Ob| by
ADDRESS STREET, CITY BTA'T’E ZIP CODE M,Dspﬂ—a‘ DESCRIPTION OF DUTIES FERFORMEﬂ
ZDES - CliaRp TL ool

DATE OF EMPLOYMENT/ATTENDANGE

From D_ 10 f_z-ﬂf F:..L_Q _QH_'

Month Day Year
© Qb 132001
Month Day Year

HOURS WORKED PER WEEK

SO+

N RRicoud PR A

TYPE OF EMPLOYMENT

H’ Ful-time  [JPart-time

b

TOTAL TIME WORKED ({Year/Maonth}

Tuo (ol , Sixwoius

B. NAME OF EUSh’d‘éSSIINSTITUTIDN

JOB TITLE

ADDRESS

STREET, CITY, STATE,

ZIP CODE

DESCRIPTION OF DUTIES PERFORMED

DATE OF EMPLOYMENT/ATTENDANCE

From__ __/1__ __1
Month Day

To / {

Maonth Day

—_——— ———

Year

—— —— i —

Year

HOURS WORKED PER WEEK

TYPE OF EMPLOYMENT
ClFull-time

Orart-time

TOTAL TIME WORKED (Year/Maonth)

IL486-1965 081068 (MD)
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The Federation of State Medical Boards
of the United States, Inc
PO Box 619850
Dallas, Texas 75261-9830
Telephone: (817)868-4000
FAX (817)868-4099

BOARD ACTION CLEARANCE REPORT
January 21, 2010

Attn: Daniel E. Bluthardt, Director

lllinois Dept of Financial and Professional Regulation
Springfield Office

320 W. Washington St, 3rd FL

Springfield, IL 62786

Re: Board Action Query Dated: January 21, 2010
Your Reference Number:

FSMB Batch Number: _

The following is a report of the search results from the Board A
above-referenced batch for which NO board actions were identi

Practitioners Cleared with No Actions as of January 21, 2010

Jtem Name DOB

5 lesko, jennifer _ 2007

LICENSE HISTORY
State Board
No License Information Available

https://s1.fsmb.org/baweb/reports/herE818.htm | 172172010
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STATE OF ILLINCIS
DEPARTMENT OF FINANCIAL AND PROFESSIONAL REGULATION

June 12, 2007

JENNIFER MARIE LESKC MD
DEPT OF GME

Your application for temporary licensure in Illinois has been
approved, and the license has been forwarded to the clinical
training facility where you have been accepted for residency
training. This license was issued with a beginning date of
06/18/2007. Assuming you remain in the training program listed
below, this license will be valid until 06/17/2010.

PROGRAM: Obstetrics & Gynecclogy
TRAINING FACILITY: MCGAW MED CTR NORTHWESTERN

Utilization of this license is limited to the training program
listed above. It may not be used for any clinical medical
practice which occurs outside of the residency program; i.e.,
*moonlighting.” Further, should you transfer to a different
residency program within this training facility or to a program in
another institution, you must reapply to the Department for a
temporary license specific to the new program. This temporary
license is not automatically transferred from one
program/institution to another.

Applications for temporary licensure transfers must be filed with
the Department at least 60 days prior to commencement of the new
program. You are not eligible to begin a new trailning program
until your current temporary license has been returned to the
Department and a license has been issued for the new program.

The Medical Practice Act sets forth the appropriate use of the
temporary license. Any violation of the Act may result in
disciplinary action by this Department.

If you have any questions concerning the limitations of this
license or the procedures to transfer your temporary license,
please contact me in writing at the Department’s Springfield
address indicated below.

Sandra Dunn, Manager
Medical Unit

1v3.125-approval.xtf






1. PRELIMINARY EDUCATION (Elementary and High School or G.E.D. Circle number of years completed)
Graduated Received
12345678810 1112/ b Sehool? qYes CINo  OR GED? [Yes [No

2. NAME OF LAST E%;MNARY dSC—CHOOL 3. LAST PRELIMINARY SCHOOL LOCATION 4. DAT%)F GRADUATION

ATTENDED WASUOT (City and Stale) _Q /2 00O ;lL
“TownsSup Uighh SO ( BWMSUJIC'C‘M O%‘-“IOZ- Month Year
§. COLLEGE OR UNIVERSITY (Circle number of years campleted)

12 3@5 678 Graduated? ‘g‘(es CIneo
6. COLLEGE OR UNIVERSITY NAME LOCATION DATES OF ATTENDANCE TYPE QF

{Undergraduate and Graduate} (City and State or Country) FROM TO DEGREE EARNED
l):ll&@-"st ot : Wanky . Month/Year | Month/Year
Ot oy Hulade! gaia £ slpagr |slocol | BA
weill Leedical Coleye of |
el et NewoYode, py Rl2o |slooot | UMD .

\

7. SPECIALIZED TRAINING {Residency, Professianal Training, Vocational Training, Practical or Clinical Training)

INSTITUTION NAME

LOCATION

DATES OF ATTENDANCE

Did You Complete

{City and State or Country)

FROM

TO

Training?

NIA

Month/Year

Month/Year

[ Yes ] No

[ Yes [] No

(1N ysad 1se) INYN

W JwvoLl amse)

sluajssejold’

[J Yes [J No

[ Yes [] No

1 Yes [J No

VR

IL486-1019 03/06 (LT}
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If you have ever been licensed lo practice the profession for which you are now making application, or held a related license,
complete the information requested below. If you have ever held a temporary, trainee or apprenticeship license, or a permit,
it must be listed here also. In addition, the INSTRUCTION SHEET enclosed with this Application package may instruct you
to have Certification(s) of Licensure in other state(s) prepared and submitted in support of your application (contact other
state(s) regarding possible fee). You must also list alf other licenses held in Minois, however, certification of licensure from
Minois is not required. Failure to disclose all licenses held may resuit in denial of your application or other appropriate action.

STATE

PROFESSION NAME

LICENSE NUMBER

DATE OF
ISSUANCE

LICENSE STATUS
{Active, Lapsed, efc.)

State of Original Licensure

/A

State of Current Licensure where you
most recently have been praclicing.

Other States of Licensure

(If additional space is needed, attach a separafe sheet.)

_PART V: Record of Examinatio

If you have ever taken a licensure examination in illinois or any other state for the profession for which you are now making
application, you mustcomplete the information requested befow. EACHEXAMINATION ATTEMPT MUST BE SHOWN. Faifure
to disciose an examination attempt may resulf in the denial of your application or other appropriate action.

<IN 1s1td 9se) IWYN

Y IO )

;UDISSBJ0Id

NAME QOF EXAMINATION STATE MONTH/YEAR EXAM RESULTS
{Passed, Failed, Absent)
USMLE Stop T NeYode. | Sl2os fossed
OSMUE Srgp X G bewYole | lzoot | poseed

USMLE Stepdl (S

Mladelpnad,

\_Blzcot

(totale) -

(If additional space is needed, attach a separate sheet.)

1L486-1019 03/06 {LT)

APPLICATION FOR LICENSURE AND/OR EXAMINATION - Page 3 of 4
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PART Vi: Personal History Information (This part must be completed by ail applicants) : YES

1. Have you been convicted of any criminal offense in any state or in federal court (other than minor traffic violations)}? Jf yes, attach a
certified copy of the court records regarding your conviction, the nature of the affense and date of discharge, if applicable, as well as
a statement from the probation or parole office.

2. Have you been cenvicted of a felony?

3. Ifyes, have you been issued a Certificate of Relief from Disabilities by the Prisoner Review Board? Ifyes, affach a copy of the cerificate.

4. Have you had or do you now have any disease or condilion ihat interferes with your ability to perform the essential functions of your
profession, including any disease or condition generally regarded as chronic by the medical community, i.e., {1) mental or emotional
disease or condilion; (2) alcohol or other substance abuse; (3) physical disease or candition, that presently interferes with your ability
lo practice your profession? [f yes, attach a detailed statement, inciuding an explanation whethear or nof you are currently under
treatment.

&. Have you been denied a professional ficense er permit, or privilege of taking an examination, or had a professional license or permit
disciplined in any way by any licensing authority in lllinois or elsewhere? If yes, altach a detailed explanation.

6. Have you ever been discharged other than honorably from the armed service or from a city, county, stale or federal posilion? if yes,
attech a delailed explanation.

Y Xx| X XX x |3

W ST o)

PART Vil: Examination Coding Information’ (This part is for' examination applicants only) ..~

Refer to the REFERENCE SHEET enclosed with this application package and complete the following:

a) CHART Il -  Select examination(s) you desire
and enter Test Codes.

b) CHARTIll-  Select the examination site you desire and enter Test Center Code:; I:I:I:Ij
c) CHARTIV-  Find your School of Graduation and enter school code: | |

d) Record the number of times you have taken this exam in llingis or any other state: 1]

“PART VIII: {Child Support and/or Student Loan Information (Ev ry applicant

ol_lowmg guestions).

1. inaccordance with 5 lilinois Compiled Statutes 100/10-65(c), applications for renewal of a license ar a new license shall include the applicant's
Social Security number, and the licensee shall certify, under penally of perjury, that he or she is not mora than 30 days delinquent in complying
with @ child support order. Failure to certify shall resuit in disciplinary action, and making a false statement may subject the licensee to
contempt of court.

Are you more than 30 days delinquent in complying with a child support order? Yes D No %
(NQOTE: If you are nof subject fo a chifd support order, answer "no.")

2, In accordance with 20 Ilinois Compiled Statutes 2105/2105-(5), "The Department shall deny any license or renewal autherized by the Civil
Administrative Code of llinois to any person who has defaulted on an educational loan or scholzrship provided by or guaranteed by the lllinois
Student Assistance Commission or any governmental agency of this State; however, the Deparlment may issue a license or renewal if the
aforementioned persons have established a salisfactory repayment record as determined by the lllinois Student Assistance Commission or other
appropriale governmental agency of this State,” {Proof of a safisfactory repayment record must be submitted.)

Are you in default on an educational loan cr scholarship provided/guaranteed by the Hlinais
Sludent Assistance Commission or other governmental agency of this State? Yes |:| No g

PART IX: - Certifymg Statement

Under penalfies of perjury, | declare that | have examined the apphcatton and all supporting documents submitted by mein’|
connection therewith, and to hest of my knowledge, they are true, correct, and complete.,

2\

Signature of Applicant ! " Date

| UNDERSTAND THAT FEES ARE NOT REFUNDABLE. My signature above authorizes the Depariment of Financial and Professional
Regulation to reduce the amount of this check if the amount submitted is not correct. | understand this will be done only if the amount
submitted is greater than the required fee hereunder, but in no event shall such reduction be made in an amount greater than $50.

IL486-1018 03/06 (LT) APPLICATION FOR LICENSURE AND/OR EXAMINATION - Page 4 of 4
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IMPORTANT NOTICE: Compietion ofthis
form is necessary to accomplish the
requirements oullined in 225 of the Ilinois

VERIFICATION OF

SUPPORTING DOCUMENT

4, DATE OF BIRTH

Month  Day Year

\,ﬁ' Temporary Physician Training License

Compiled Statutes, Disclosure of this EMPLOYMENT / EXPERIENCE-- VE_PC
information is YVOLUNTARY. However,
failure to comply may result in this form PROFESSIONAL CAPACITY
not being processed.
1. NAME FIRST MIDDLE 2. PLEASE CHECK THE TYPE OF LICENSE FOR WHICH YOU ARE
. APPLYING:
Lesgo ’E@Am fer Maie
Profegsion
3. ADDRESS  STREET, CITY, STATE, ZIP CODE
01 Permanent Physician License 036

125

O Chiropractic Physician License 038

5. SOCIAL SECURITY NUMBER

8.

MAIDEN OR GIVEN SURNAME

A, NAME OF BUSINESS /INSTITUTION

| lewsioQSioaum ettenng CMCEJGEA&

JOB TITLE

o Leacin AR

ADDRESS STREET, CITY, STATE, %F’

1295 Hore Ahe mwt{o% m 002

DESCRIPTION OF DUTIES PERFORMED

~Aa Lzed aota cdlectad

DATE OF EMPLOYMENT/ATTENDANCE | HOURS WORKED PER WEEK

From D1ps1 201200 % 40

resgacnpoleok gntoenk -

Month  Day Year TYPE OF EMPLOYMENT

T D ’-Z-szo—bi FQFuu-ﬁme [CpPart-time

Month Day Year

e

(dlorecrald

ahen’s ¢
»

@\d@r
(AU

TOTAL TIME WORKED (Year/Month)

2SS

B. NAME OF BUSINESS/IMNSTITUTION

ML Uloaun duiipre

JOB TITLE

Letauly fesissond]

ADDRESS STREET, CITY, STATE., ZIF CODE

200 M Sveet N WesDC 203

DATE OF EMPLOYMENT/ATTENDANCE | HOURS WORKED PER WEEK

From _Q%_ 0o I_ZQQ_L 40

DESCRIFTION OF DUTIES PERFORMED

~M

LA BRI { et

Month  Day Year TYPE OF EMPLOYMENT
To 5/ 101120032
ﬁ% " Day Year M‘F ul-time [ JPart-time

TOTAL TIME WORKED (Year/Month}

LWaA A o]

IL486 1965 081(}5 (M0}
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C. NAME OF BUSINESS /INSTITUTION

“Doowy Lored

JOBTITLE

woud s

ADDRESSY STREET, CITY, STATE, ZiP CODE

322 N St MW Wadnvgton T 208

DESCRIFTION OF DUTIES PERFORMED

DATE OF EMPLOYMENT/ATTENDANGE | HOURS WORKED PER WEEK

From__Qﬁr"’" IZQQ_Z- \2"

%\ré’ddnﬂmwgw\

Menih  Day Year TYPE OF EMPLOYMENT
CIFull-time ‘%IPart-time

T 05/ - 12003

Month Day Year

TOTAL TIME WORKED (Year/Month}

Q wpAU-

D. NAME OF BUSINESS JINSTITUTION

ViaimefiortyS Tl Abker Wodl C’Kff{’,

JOB TITLE

Waess

ADDRESS STREET, CITY, STATE, ZIP CODE

1901 (omechest AR Was o 208

DESCRIPTION OF DUTIES PERFORMED

DATE OF EMPLOYMENT/ATTENDANGCE| HOURS WORKED PER WEEK

Fom 0471 — 12001 1

Sewedh dnniS +fzpol

Math Day Year TYPE OF EMPLOYMENT
0% =_12002 | .
o o o Full-time >E‘;IPart-hme

TOTAL TIME WORKED (Year/Month}

E. NAME OF BUSINESS/INSTITUTION

Noabated Tushivies et Rt - aasS

\icu\

JOB TITLE

Summer Tiker i

ADDRESS STREET, CITY, STATE, ZIP CODE

Qoo fociedl@ L Lerurda KD 2082

DESCRIPTION OF DUTIES PERFORMED

Leszacoiod, €lieess OF

DATE OF EMPLOYMENT/ATTENDANCE| HOURS WORKED PER WEEK
From D ﬁ 1= !20 60 A0
Day Year
TYPE OF EMPLOYMENT
w 081~ 12000 | |
Month  Day Vear Full-time  [Part-time

TOTAL TIME WORKED (Year/Month)

Yauseranial ehe
SN OO OA Clldreid w|
Meabon D@Qu Y KL(?@&LN\‘%
Deyvges”

F. NAME OF BUSINESS / INSTITUTION -\ d

N0 kv O fesmivamion - %

JOB TITLE

Lol On Jesstauk

ADDRESS SYREET CITY, TE, ZIF CODE
B0 o \ TN D@ai
DATE OF EMPLOYMENT/ATTENDANCE | HOURS WORKED PER WEEK
Fromo"a I ![golq ,20
Month Da Year
TYPE OF EMPLOYMENT
o 05/ — 12001 Drutime  Wiparts
Month  Day Year Full-time Part-time

TOTAL TIME WORKED (Year/Month})

DESCR[PTiON CF DUTIES PERFORMED

Resaiog, okecis of
ok pctem o viggnel
AL

254K

=z
>
=
im
-
-1}
7]
o
pLL
-0
o+
=

7oy VWL OS]

ot
o
m:
Wi
E“
g
L
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.
/ ¢ Date: 4/10/2007

Direct Inguiries to the ¢
Technical Assistance Unit " STATE OF ILLINQIS -
DEPARTMENT OF FINANCIAL & PROFESSIONAL REGULATION Initials: tb
Telephone No.: 217-782-8556 320 West Washington Street, 3" Floor
TDD No.: 217-524-6735 Springfield, linois 62786 License No: 125  Attr: Medical
www.idfpr.com

YOUR APPLICATION OR REQUEST CANNOT BE PROCESSED DUE TO ERRORS OR DEFICIENCIES.
NO FURTHER ACTION CAN BE TAKEN ON YOUR APPLICATION UNTIL SUCH TIME AS ALL DEFICIENCIES HAVE
BEEN MET.

TO:
JENNIFER MARIE LESKO MD
RETURN THIS FORM

AND APPLICATION
WITH REMITTANCE,

IF APPLICABLE

Deficiency Checklist
Submit ED-MED completed by your medical school with seal affixed not more than 30-days prior to graduation









