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STATE CC(.IN TRY

If yes. give location and date of :ntendad estabishment of practce:
ocaton _Foat € LoesiT

9. AS A RESULT OF THIS APPLICATION DG YOU INTEND TO CHAMGE THE LOCATION OF YOUR PRACTICE? &YES TINO

T-1-%1

Date:
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1. SECONDARY SPECIALTY: { WerNatZ cd
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] AMEFI[CAN BOARD ELIGIBLE

USE ADDITIONAL PAGES IF NECESSARY.
ll. PROFESSIONAL ACTIVITIES

LISTIN CHRONOLOGICAL ORDER ALL PROFESSIONAL ACTIVITIES SINCE GRADUATION, INCLUDING INTERNSHIPS, HOSPITAL AFFILIATIONS AND
ABSENCES FROM WORK, ALSO LIST ALL PERIOCS OF NON-PROFESSIONAL ACTIVITY OH EMPLOYMENT FOR MORE THAN THREE MONTHS.
PLEASE ACCOUNT FOR ALL TIME. |F ENGAGED IN PRIVATE PRACTICE. LIST HOSPITAL AFFILIATIONS. IF NONE, PLEASE EXPLAIN. USZ

ADDITIONAL PAGES IF NECESSARY.
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EXPLANATION:
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IV. PREVIQUS LICENSURE

LIST ALL STATES IN WHICH YOU MAVE BEEN LICENSED OR ARE CURRENTLY LICENSED. MAKE NO OMISSIONS CONCERNING PREVIOUS
LICENSURE OR ANY DiSCIPLINARY ACTION.

HOW OBTAINED
STATE/COUNTRY LICENSE NO. DATE (Exam.. Recip., DISCIPUNAAY ACTICNS CURRENT (Circle)
. Nat! Bd., FLEX)
iKamse S 2200 A ]AR ] Nead) Prasds SO ME YES.  (NQ.
TR i 78] Aetaprocal INZISED £es.?  no
] i j YES NO
YES NO
YES NO
YES NO
EXPLANATION CR COMMENTS:

V. PROFESSIONAL LIABILITY INSURANGE (MALPHACTICE)

It you are rentering grofessional services in Kansas, you are required by K.5.A. 40-3401-2419 10 maintain professionai liability insurance ot not less than
$200,000 per oecuence (per ciaim) subject to nol lem than $600,000 annual aggregate for all cfaims made durng the poiicy pericd and to participate in tha
Kansas Health Care Stablfiization Fund.

0y .o s A P
1. In what company do ycu cany professicnal Liabliity Insurance? J \lov AFPL CRASES  MATHL "/ / G/

2. Have any" mﬂg;&ﬂnjg }uls. cialms or seftlements been made against you? If so. how many and provide a letter irom your attoray explaining 2ach
case. ¥

v, STATEMENT OF HEALTH

Do you presently have any physical ar mental problems or disabilities which could effect your ability to competently practice your particular branch of the
nealing arts or your particular

Confidential
it yes, applicant shall fig with this application, a detailed statement of his/her health, diagnosis and prognosis. supported by regort of hig her attending
physician including any medication and treatment currently being prescribed. o

Vil. RECOMMEMDATIONS FROM TWO AEPUTARLE PHYSICIANS

1. This s 10 certify ihat | have known Or. L2511 €. - Vagp of 50@»«"-’-1(*{(/{ IL
whose photograph is herato attached. lor“:)_yaars that heishd is a capable physician and is not acdicted 1o alcohol or narcofics.

i further certify that to the best of my knowledge and beiief Dr. i)f’qp . is a fit and proper parson for
reingtatement of llcense by the Kansas State Beard of Heszding Arts.

At Ry (didao

Signed

Robert D. Hilgers, M.D.
Por] o¢ Typwe Nama
Address__ Pept. of OB/GYN, SIU School of Medi
Siate__Box 19230, Springiield, IL 62794-92
Phone 217/762~-8247

2. Thigbsero cemfy%glr?;a%\)mwn Or. A—»e’ 5 "-’Z /J G < of S’PA"M ('M ﬂ(

whose photogtapn is herelo aftached, for 9; years: that hershe is a c.apabla phystcian ancf is not aod-éreq lo alcohot or narcowcs

1 furiher centify that to the. best of my knowledge and bedief Dr. 4%(—4 [l /%-’ff e U s a fit and proper person for
reinstatement of license by the Kansas Stafe Beard omg Arts.
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State__Sfdianse oLl FT5T é’ . @Z'
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Viil. DISCIPLINE
WE ROUTIHNELY RECEIVE INFOF!MATION FROM VARIOUS STATES, FEDERAL AND PRIVATE AGENCIES AND ASSOCIATIONS ABQUT ACTION
TAKEN AGAINST LICENSEES CR PRACTITIONERS. ALL INFORMATION RECEIVED WILL BE CHECKED ACCORDINGLY TO VERIFY THE TRUTH
ANC VERACITY OF YOUR ANSWERS. IN OTHER WCRDS, IF THE QUESTION IS IN ANY WAY APPLICABLE. ANSWER YES AND THEN EXPLAIN IN
THE SPACE PROVIDED. .

1. Have you evgieen rejected for membership or notified by or requested o appear before any medicai, osteopathic or chiropractic society?

YES ﬁa (Circle ona)
2. Have y oeen denied the privilege of taking an examinaticn administered by a licensing agency?
YES (Circle cne)

[*]

. Have you ew % been denied a ficense ic practice the healing arts or other health care profession?
YES {iNO (Gircle one)

4. Have you-ever been deried stafi-membership with any licensed hospital, nursing home. clinic or other hospitai care facility?
'YES ‘\(NO ! [Cicla one)

5. Have you ever been wamed. censured, dlscupimed had admissions monitored, nacpnv:iages limited, had privileges suspended, been pul on prodation,
or ever been requested to withdraw irom any licensed hospital, nursing home, dinic or other hospital caie faciity in which you Mave trained, been a staff
member. bEER'a narner or haid haanitt rriviieges?

Confidential

£. Hava you aver haen raqusstad to ragign, withdraw or otherwiza terminete your position with 2 partnership, profassicnal aseasiation. c::'pcfalton or other
practice organization, eiiher public or private?

YES NO  (Circlo one}

7. Have )'OU,W,&:'. for any reason, lost American Board certification?
YES [{NO } (Clrcte one)

'
N
8. Has any Jicensing or disciplinary agency limited, restricted, suspenced or reveked a licensa you have heid?
YES ! (Circle one
{0/ (Gircle one)

9, Have you g:(sr voluntarily surrendered a licanse issued to you by a licensing or discipiinary agency?
. YES /;JO\, (Circle one} .

19. Have y é\T‘ been notified or requested to appear before any licensing or discipiinary agency?
¥ES / (Circle onaj

11, Have ¥ /zv been notified of any charges or complanms filed against you by any licensing or disciplinary agency?
!- (Circle ona)

12. Have you evet been addicted to, dependent upon ar impaired by aicohol, narcotics, darviturates, ot cirer drugs affec!mg the central nervous system, or
ather dnins.which mav cause nhusicat or psychological dependanca? i

Confidential

13. Have you ever, Deen a patient (veluntarily or otherwise) in any institution for the treatment of emoticnal or mental ilness, drug addiction cr alcohol
oroblems?.~”

Confi dent|al

HAVE VOU aver.nren restend nut nnt nnsnitalizer inr emoticnal or mental diness, drug addiction or alcohol probiems?

Conf dential

15. rrave you ever peen gemed a Urug sntorcement Acmmsuatlon (DEA) or state bureau of narcotics comrollea substances regnstranon certficate or been
called Defere)or warned by any such agency or othar lawtul authority concered with conteolled substances?

YES NO (Circle one}

16. Have you ever sumrencerex) your state or federat controtied substances registration-or had it restricted in any way?
vEs  /no | (Circie one)

17. Have yo e\r been arrested, fined, charged with cr convictad of a crime, indicted, imprisoned or plat:ad on probahon"
YES N‘/} {Circle cne)

18. Have you ever heen adefendant ina legal action invoiving professional llability (Malpracnce) or kad a protassional liability claim paid in your behalf or paid
such a claimyourself?

YES @ {Circle one)

19, Have yqy@!s Deen denied provider paricipation in any State Medicaid or Faderal Medicare Programs?
YES ( NO {Circle one)

20. Have yo er terminated, sanctioried, penalized, or had to sepay money (o any State Madicaid or Federal Medicare Programs?
YES @B‘OJ/; {Circle una}

BLANK SPACE IS PROVIEED FOR YOUR USE IN ANSWERING THE ABQVE QUESTIONS. IF MORE SPACE IS NEEDED, USE AD@!T?ONAL PAGE.

1X. KFFTD?WIT' .
I SicE F. fage . being first duly sworn, depose _and say that | am

the person referfed to in the lr;regomg applicaticn and supporting documents

1 i have carefuliy read the questions in the foregoing application and have answerad them completely, §~ithout reservations of
any kind, and | declare under penalty of gerjury that my answers and all statements made by me herein are true and corre_c:.
Shauld | furnish any false information in this application, | hereby agree that such _act shfil{ canstitute cause (or’ the dem;.
suspension or revocation of my license to practice medicine and surgery, osteopathlc‘ meq:cme and surgery or _cmropraclzc‘ in
the state of Kansas and may subject me to a fine not exceeding 510,000 and term of imprisonment not exceeding 5 years 1or

each viola )xon (K.S.A. 21- 352) p
A L g ol B9

Signaiwe ol Aggpoant
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X. RELEASE
STATE OF_ LM et
COUNTY OF _ ,,zz»ft,mf;:wa

THE APPLICANT/é/ j %?f/&—’

| hereby authorize all hospitals, institutions or organizations, my references, personal physicians, employers (past and
present), business and professional associates (past and present) and all government agencies {local, state. federal or
foreign) to release to the Kansas State Board of Healing Arts or its successors any information, files or records requestad by
that board in connection with this application. | further authorize the Kansas State Board of Heaiing Ads or ils successors 10
release io the organizaticns, individuals or groups listed above any informaiion which is material to this application or any

subsequent licensure.
: T f(ﬁ/ e (‘*ﬁ L/*'J\’}
SR T St
Subscr.ﬁ::ed and swarr o before me his {;22% _ i day of ﬁ?—?ﬁ%@ o BRIy
4D g2 b /{(d Cre

Totary Pupiic

My appointment expires on the @ 92574“&( day of

Nolary

Ay Commilssion Expirns Saptember 28, 1952
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ilinois Department of

rofessional Regulation
- Kevin K. Wright
Director
CERTIFICATION  Jyn2 51990
June 21, 1990 : ' KANSAS STATE BOARD OF

, HEALIN
Kansas State Board of Healing Arts G ARTS

235 South Topeka Boulevard.
Topeka, KS 66603-3059

I, Kevin K. Wright, do hereby certify that I am the Director of the
Department of Professiomal Regulation, a department of the govermment of the
State of Illinois; that I am the keeper of the records of the Department of
Professional Regulation and its seal; that a standard search of the available
records of this office indicates the following:

THIS IS TO CERTIFY THAT: . LESLIE F. PAGE

WAS ISSUED LICENSE NO: 036-75328

ON: JULY 2, 1987

TO PRACTICE AS A: ' LICENSED PHYSICIAN AND SURGEON

LIéENSED BY: | ACGEPTANCE OF NATIONAL BOARD OF
- | OSTEOPATHIC MEDICAL EXAMINERS

CURRENT LICENSURE STATUS IS: . ACTIVE

CURRENT LICENSE EXPTRES: . JULY 31, 1993

ACCORDING TO OUR 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 individual or the agency or institution which dinitially generated
the information. To expedite the certification process, the above format is
the standard format prepared for all professions regulated by this
Department.

For detailed information regarding the type and length of discipline, if any,
submit a written request to the Regulatory Unit at the Department's Chicago
office. :

J N
Kevin K%

W
Director b
SEAL
390 West Washington _ State of Tlinois Center
3rd Floor a, ‘ 160 West Randolph
Springfield, Tinois 62786 _ Suite 9-300
- 917/785-0800 3 | _ Chicago, Ullinois 60601

312/814-4500





