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i
MPORTANT N T-'f '..r. tiony of t orm
e e & s St | APPLICATIQN FOR

of the Iros C:-r*p-r- Statutes( Disciasare of 1hrs INCIS '-.-:T\-_.T:"
nlormaton & VOLUNTARYD However, faiure t
\

LICENSURE ANDIO#W
The following materials are required 1o make Application for Carefulty ‘oilow all staps outlined on the INSTRUCTION SHEETOIn
Licensure and/or Examination i Hinois addition, note he folowing

comply may resuft ™ 1his ‘orm not Being processec

Four page APPLICATION FOR LICENSURE AND/OR A Type or pant legibly with black ink only
- IATH

EXAMINATIOND 87 FEES ARE NOT REFUNDABLE!
NSTRUCTION SHEET, which gives step by slef
apphcation instructions for your profession - Disclosure of your USLUsocial secunty number, i you have
REFERENCE SHEET. which gives detaled coding one. is mandatory. in accordance with 5 llinois Compiied
information for your professicn Statutes 100/10-65C The social security number may be
SUPPORTING DOCUMENTS, forms, and/or any other provided 1o the llinois Department of Pubhc Aud 1o identity
documentation you may be required to submit with yo'uf persons who are more than 30 days delinquent m complying
applicat »n with a child support order. or to the Ilinois Depanment of
If the n2me shown on your supporting documents i5 diffe! Revenue 1o identrty persons who have failed to file a tax retum
ent from that showr, 01 your applica:on, you must submit pay tax, penalty or interest shown in a filed return, or to pay any
PROOF OF LEGAL NAME change - copy of 'namage final assessment of tax penalty or interes!, as required by any
license, divorce decree, affidavit or court ordert tax Act administered by the lliinois Department of Revenuel.

i 1"'2'4 ﬁ-' g L ol oie e :C.."' ;?.,: ,"g-'b;-{"'—i'r‘».-w..'h“")‘-?f."«f n;' .'
vé'i @ﬁf" e im ?' b‘i‘-?"- -,n-”.n--.jl "'““ T L AR L A

AUSEE REFERENCF SHEET CHAHVI OR INSTRUZTIONS PRIOR TO E‘OMPLET{NG I:Mb 1 FH-‘OUGHI.

17 PROFESSION NAME ‘ 20 PROFESSION 30 LICENSURE METHOD
* AL - =
o~ AL NI | C‘-C{D_ s r g o

LA - = : Pa'
{(.‘.&pm r\‘r»\ '; i ELCran | S = r‘*Cw £ XOVWIABT TN J.0O0D
- CHECK BOYX INDICATING THE APPROPRIATE INFORMATION REGARDING YOUR APPLICATION

M. This is the first tme | have made application for this [ My application for this protession had previously been
profession m linois denied in lhncis | am reapplying since | have tutfilled

_ additional requiramentsl
(] | have previously made application for this profession i1

NlincisL However, my previous application expired and | am [ 1 have previously made application for this profession in
now reapplying” illinoisC: However, | am now applying under new statutory

language”™
- Crthel

-‘m s . - = . LEK {! %-q
J - L‘f Y ?
fkr ¥ O3 hfni‘apr 20y 344TES:

F - T v .
.u)' li-‘.‘: . L o ‘)?‘L' ?"j- “: &Iﬂl L ‘ﬂ g}’i’-

1 .\M-‘l: LAST £ MIDDLE 20 T'TLE (eQCMIDC DDS ete ;l 37 UNITED STATES SOCIAL SECURITY NOO

WALLRERG, Amanpa Joy MD 1

STREET CITY STATE/COUNTRY ZI° COD COUNTY

.
£ BUSINESS ADDRESS STREET

B0 MAIDEN, GIWWEN SURNAME. OR ANY MAME(S! UNDER WHICH SUPPORTING DOCUMENTS WILL BE SUBMITTED
(SEE INSTRUCTIONS #5 ABOVE

STATE/.COUNTRY T B2DATE OF RIRTH 9~ AGE
5 __,'hi X Female
Month iy Cl Mae _
LPHCN' NUMBER Wit

o (_ vome. « N

Area Code (Area Codel
11 PREFERRED eMAIL ADDRESS(ES) [ avalable)

-
MAY 1 & 2007
APPLICATION FOR LICCNSURE ANDIOR EXAMINATION - Page ' of 4

'DPR-MEDICAL UNIT




STATE OF ILLINOIS
DEPARTMENT OF PROFESSTONAL REGULATION

Hal lberc
ication for rtemporary lice A in Illino:

licens ro the

acilicy where
This license was issued with a beginning

>. Assuming vou remain in the t ining pro

is licen-=c will be valid > 3/19/2005.

<

PROGRAM :
'RAINING

Utilization of this license is limited to the training program
listed above. It may not be used for any clinical medical

' s outside the residency program; i.e.,
should you transfer a different
tnis training { 1Ty Or to a program

A

vyou must reapply to the Department for a

Il r

e 5t - ™ £ = BT, 9 S -
-0 the new progran This temporary
'

transierar




PART il Education InTormation. " ..
ity | o S P e S e A A e

o T

10 PRELIMINARY EDUCATION (Elementary and High Scheol or GEDT Cucie number of years complelec)

> G ted Received
(A2 Graduate
123456782910 11._13‘. High School? B Yes TINo OR GED?T [Yes [(No

20 NAME OF LAST PRELIMINARY SCHOOL | 30 LAST PRELIMINARY SCHOOL LOCATION
ATTENDED

| <0DATE DF GRADUATION q

{ (C#y and Sta‘e ) ( - '] 2

\ \ o 1\ T L O O | \ r\, A L” / "'—“‘-", se—
_Dlordnvilie, Hys ' Sda k__[,“.‘f}’_r.t.ﬁ".ll.s'\ﬁ_..g.-_!‘. i o -
SOCOLLEGE OR UNNERSITY JCirtie number of years completed)

12(3)45678 Graduated? P Yes [INo

|
——h

— - TSI, - - N—
0 COLLEGE OR 'INIVERSITY NAME | LOCATION '-._Q._A_TF__S__CF ATTENDANCE _ TYPE OF

_1- \Lity and State or Country) | FROM _ T0 _DEG?‘*EL’ E&H"it___)_

"" e ksj; " ob PMichi l rl,_m,. A,»,_,_,Qr A L | MonthiYear MonthYear

-~

A

[ | o /asl06 /98 BLA,

| T 1
Universdy of Michiqan | A n Avloor, ML

Medicall Schocl 08[a806[aa] M D

L |
70 SPECIALIZED TRAINING [Resdency Professional Tra ning, Vocational Training, Practical or Clirical Training)

 DCATION | DATES OF ATTENDANCE | Did You Complete
INSTITUTION NAME | (City and State or Country) FROM | TO I Training?
— g b e i | et

M&)ﬂ!'\.fF aln-' '\n\oﬂthf\';a;

[ Yes O No

[ Yes [C] No

[ Yes (] No

O Yes [ No

| | 1 Yes T Ne

i, I )
i
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T T R Y T L e ey
PART IV:" " Recerd of Licensure Information

If you have ever been licansed to praclice the profession for which you are now maxing applicaton, or held a related hcense,
compiete the informabon requested belowCIf you have ever held a temporary, lrainee or apprenticeship license, cr a permit,
4 must be listed here alsolin addition. the INSTRUCTION SHEET enciosed with [his Appiication package may instruct you
lo have Cenfficaton(s) of Licensure in other state(s) prepared and submitted in support of your application (contact other
state(s) regarding possible fee)’. You mus! also list all other licenses held i lhinois, however certification of licensure from
linors is nol required " Failure to disciose all licenses heid may result in dema! of your application or other appropnate action ]

DATE OF LICENSE STATUS

STATE PROFESSION NAME LICENSE NUMBER ISSUANCE iActive, Lapsed. etcal

l

State ~f Curret ! Sensure whene you
4

moal o+ cently hoge been practiong

I
State of Ongnal Licensure l
!
|
t
|
|

Other Siates of Licensyre

|

l

(If additional space is needed, attach a separate sheet(}

Y F

If you have ever taken a licensure examination in liinois or any other stale for the profession for which you are now making
application, you must complete the information requested below(FACH EXAMINATIONATTEMPT MUST BE SHOWN Failure
to disclose an examination attempt may result in the denial of your application or other appropriate action]

1
STATE | MONTH/YEAR EXAM RESULTS

l.(_}(”. /o O ‘ll’gu'—?‘fm:cd. Absent)

l
|
Il ) T ——— e ]
| O8/0| | FasSen

NAME OF EXAMINATION

L

— N—
|

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

—_— -

XA R 1V 2I NS
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PART Vi Personal History Information (This part must be completed by all applicants) | YES

12 Have you bees sonwicted of any comnal oense in any state or in federa’ court (ofher than miner traffic v olations)? #f yes, aftach a
¥ ¥ |

certfied copy of the cour! eco™E MIGAITING youl canvcbon, e nalure of the offensa and cate of aischarge. f spplicatle, as well as
8 statement from the probabon or parole office!

20 Fave you haa or €0 you Now have any dsease of condtion that mtereres with yout abity 1o perform the essental functions of your !
profession, including any disease of condiion generaily regarded as chronic by the medca sommundy, i@ (1) mental or emotional \
disease or condtion (2) aicohel of other substance abuse (3} physical disease of condtion, that presently mnterderes with your abd ty
¢ practice your profession  If yes, aftach a detalied statement including an explanation whethar or not you are currenily under
__tmatments

3T Have you been dened & professional license of permi, of priviege of laxing an examination, of had a professonal icense or permit

_disciphined n any way by ary kcansng authorty o llknoss of aisewhere? !f yes, attach a detaved explanationl) !

47 Have you ever s ==n discharged other than honorably from the amoed senvice of from a cty. county. stale or federal position? If yes, |
Jtach a deta) s »xplanatic -

R T R S T 0 R D I P e AR Y TS AR T R R
F RAVIE A aNGn G odmgntar  Atow (Thispart s Yor examination spplicants'only) "
T T -,_.'..". '-=“ Ev, W SFVE PPl S e, Clagh e s Von SN PY WT o Sk ghocy (T2 5 R TS P W e

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

a) CHART Ii- Select examination(s) you gesyve [5-'/' - [ ¥

and enter Test Codes( kel L

b) CHART Il Select the examination site you desire and enter Test Center Code

c) CHART IV - Find your School of Graduation and enter school coce

d) Record the number of times you have taken livs exam n Mino's or any other state
Yy y

e) Do you authorize the Department to release your Licensure Examination Scores o
the education program from which you graduated?

P e A T 5 o ST D

[ fea gy e L g et A TR L

--‘I",.-{z"; el

Every licensee is required by law to respond to the following question regardless of whether or not he or
she is subject to a child support order

Are you more than 30 days delinquent in compiying with a child support craer? Yes f&'\lo
(NOTE: if you are nat subject to a child support order, answer "noC)

In accordance with 5 llincis Compiled Statutes 1C00/10-35(c). applications for renewal of a license or a new hcense shall
mclude the applicant's Sccial Secunty number, and the licensee shall certify, under penalty ol perjury, that he or she is not
more than 30 days delinquent in complying with a child suppon orderCFailure to certify shall resull in disciplinary
action, and making a false statement may subject the licensce to contempt of courtll

g NI To et L e R S g i Ty 'ﬂﬁ'i&
IF_ -fﬂr gy Lt f:g‘?,-,'sﬂ .’-"E-;e’-.—'kglgj.
Under penalties of perjury, | declare that | have examined the apphcation and all supporting documents submitted by me in
cannection therewith, and o the best of my knowiecge, they are true, correcs, and complete

{ f y ———
/'Ii*‘?ﬂa!{r‘u--. ff{“u ‘;/ '
e Sqgnature of Apphcpt ) ae
| UNDERSTAND THAT FEES ARE NOT REFUNDABLE’ My signature ahove authorizes the Depariment of Professional
Regulaten to reduce the amount of this check if the amaunt submitted is nol correct 71 understand this will be done only if
the ameunt submitted is greater than the required fee hereunder, but in nc event shall such reduction be made in an
arnount greater than 350°

L

g N s R T T T A T A S e A TR
e R R e

s 1sa1d 18e7) SNYN

|U0ISS8}0Id
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Additional application forms can be dow nloaded from the IDPR Web site at yww dpristatedlms’




& o®

IMPORTANT NOTICE. Completon of tha foan SUPPORTING DOCUMENT
8 nacessarybor conserson b ks wnder | CERTIFICATE UF ACCEPTANCE
LCS B0/ ellseq !{Mincis Compiled

Statues) ) Daciosure of ths information s FOR
VOLUNTARY.) However, faire 1o comply may | SPECIALTY/RESIDENCY PROGRAM CA-MED
resuf i tha form not beang processed

“ . NOTE:  An npgnf_agt! &hall nct commence speclalty/residency training before he or the hos
.m ceh ﬂ‘!ﬂﬂhﬂ notiu oltho approval of hh appnmtbn from Il'll Dopamn_mlolf Profossiona
_.%P X 5 ’“u [ Peey -_-r‘ "' ' ' 0"" e, -1‘”,} !"fﬁ\‘
APPL]CAHT pl-uthumﬂlummdmhlonn.ﬁ\lnlomrdlllomthuplhlnmﬁwﬂon Ml\-mphd
8 il youlorap.chlly!mldoncymwng'formmpmhndmnmllndordmofomn s 43

10 NAME FIRST 20 31 SOCIAL SECURITY H'UI-IBER

//7?//5&6’6‘— /?777/7;06/9- :7' y

STATE. 1P CODE 5 REFER TO REFERENCE SHEETO Recom professon name and three
gt professaon code for whach you are makung |lnoes appicaton |

| 5 MAIDEN OR GIVEN SURNAME /?/’7/7&[349)8)/ ﬁ{-ﬁx(’}ﬂ/ V-, \f)__—l

credacn Name Prmmn Coce

s

ADMIHIS‘I"RATOR. Complete the rernalinder of this form and retum it to the applicantO

A HOSPITALANSTITUTION e * [6) BEGINNING DATE | C_' ENDING DATE

S TosErH /fuf’/rﬁé 06, R0 R00A | Oé /? Roos ]

Moath  Day Year 1 Year
D BUSINESS ADDRESS STREET CiTY. ATE 2P CCOE SPECIALTY / RESIDENCY NAME

L7900 N. LAKE SHDRE.
O 10 AL, T (06577 | /6777/1 v /Mf/éé

F_ DUSINESS TELEPHONE NUMBER

wescoe 779, £65-3300 ﬂ% y Z

| do hereby geclare that the above named applicant will be accepted for specialty/residencCy raining as indicated above if,
subsequent (o the evaluation of medical edu cation andior clinical skills by the Department of Professional Regulabon. the
agplicant s found to be eligible for icensure |

:-qn.rur: of Pfoqram Oerecior

f{aézfe A Nosal, ﬂb
7‘7@4 27 D) EECTDL

RECEIWVED
HAY 2 8 2002
{DPR-MEDICAL UNIT




IMPORTANT NOTICE Completion of this form ]

.5. frfa\s..cr,e for consideration for leensure unde!
£1L75 6041 ot Beq( ]/ nos Compiled Statues )i

:n..r..s sie o' ths rlommaton is VOLUNTARY

Saceese o 1 tomaon & VOUNTIA) CERTIFICATION OF EDUCATION ED - MED

net baing processed I
| l

Complete the applicant section of this form, then forward it to the school for compietion of the
remainder of the form

SUPPORTING DOCUMENT

APPLICANT:

120 NAME LAST FIRST MIDOLE | 1DATE OF BIRTH 5 SOCIAL SECURITY NUMBER

JT'\P( A 'l P re Hﬂ[‘ﬂb‘dﬁ\ = O\ . Jay — -
A0 ABORESS STREET.LITY. STATE, 22 CODE I &7 REFER TO REFERENCE SHEETC Recornd pro'o-e.u. n name and three
digtt profession code for which you am making Iincis applicaticn ]

wAMDEN OR GRIN SUFNAME o 1

|I£m,qa*ﬂ"-u_3.Pﬂ:4§Lg_@.i g st _| .S
l ~Profession Name

7L NAME OF INSTITUTION ATTENDED ‘8 1DATC OF GRADUATION / COMPLETION

an essicn Code

LRt i D/ Q11200
\/; nt \!{r")ﬂ*\_* aqt LU [ WA ]Q #7h } I Mol Day Year
| hereby authorize a school official 8f the instituticn named:

ahove o furnish to the liinois Department of Profess mal
Regulation or its designated testing service tha nformation ruru.estec}mowf

S L R T Aty o N Lt A e M T Ty L O g B i ST -
?ﬁ; fe] ""éﬁ‘ L+ Complete the boltom porf Vof this. page.and, «m'e‘*raverse'f dd; therkceturn. o elapplicants
ALUNAME OF INSTITUTION B. ADDRESS OF INSTITUTION STREET, CITY, STATE 2IP CODE

'h;«_ Upiyeras Cu o Woah gag ch‘:\'a"."?’h [Gat ( .: thec.af AM:\ Arbm ﬂf"i" (09
JINDICATE YEAR BY YEAR THE DATES OR ATTENDANCE

COLLEGE {Both pre-medical and medical eaucation must be wadz, ?Fotal acacemic years attended - /-

OR Years Months Days
;e A f Tota! calendar years attended SRR SRS JS—

From ‘:’_’_‘_-‘ {14 ‘:t__t 7 O_JJ 1/ f [ ‘“} ,‘:_ ’ Years Months  Days
Menth  Day Year Menth ~ Day “vear ELTYPE OF DEGREE OR CERTIFICATE AWAROED

fromd $11 lor {299 7 05 :

“Month Day Year
From 2 71 0. { X _&

, 1 710 l;llﬁ-’l"'f"r i1é‘J Lr]rf
‘.hn'r- l‘af “7 7 Ye 1‘:\ “Day ) DAT

E THAT DEGREE OR CERTIFICATE REQUIREMENTS WERE MET|

"
me;__ ]r‘a_*r o ¢

s i’ s s r‘ 'I“r./.l_x"_f. _‘.,..;:L
Montn  Uay ) '

Month  Day Yoar

GoDATE THAT DEGREE OR CERTIFICATE WAS CONFERRED

Voo | Lb1AZ13202
Year Moath  Day Year | Maath Day Year

OCHECK THE APPROPRIATE STATEMENT(S) AND COMPLETE §

JApplicant has graduated on I f____— — | JAoplicant has completed programon __ __ /
Month Cay Yaar Month
[ JApplicant wil graduate on Do 022 o3 | JApplicant wil comgpiete programon M )
__Morth _Day Year = Month
F EDUCATION PROGRAM WAS COMPLETED N LESS THAN THE NORMALLY REQUIRED TIME, PLEASE EXPLAIN

IL486-1426 0201 (LAT)

ED-MED CERTIFICATION OF EDUCATION PAGE { OF




p—
JOUSE THiS SPACE TO RECORD ANY OTHER INF ORMATION THAT YOU FEEL WOULD ASSIST THE DEPARTMENT N EVALUATING
THE APPLICANT'S EDUCATIONAL EXPERIENCES

18414 "15e1) INYN

WHEN THIS FORM IS CERTIFIED PRIOR TO THE ACTUAL GRADUATION OF THE APPLICANT, THE
SCHOOL OFFICIAL IS RESPONSIBLE FOR NOTIFYING THE DEPARTMENT OF PROFESSIONAL
REGULATION OF ANY FAILURE ON THE PART OF THE APPLICANT TO COMPLETE THE
REQUIREMENTS FOR GRADUATIONC

| certify that the information recorded herein is true and correct according 1o the official records of
this institution}

gnature of School Official

A Hagulard .
Print Name of School Offica!

SCHOOL

SEAL

s I T © vy SRV NUTN

RETURN THIS FORM TO APPLICANT

IL4B6-1426 O2/01 (LAT) EDMED CERTIFICATION OF EDUCATION PAGE 2 OF 2




IMPORTANT NOTICE Completien of thws form
& recessary for consideraton for icensure under
225 of "re langs Compied Statues ] Duciosure
! ths wformaton s VOLUNTARYD However
fa*ure 't comply may resunt in trus lomm not beng
processed ) This ‘crm has been approved by the
Forms Management Center

WORK HISTORY

SUPPORTING COCUMENT

WH

[ “APP LlCa\'NI : Cpr?iletg WMJ& ’ﬂas;oryt’lt

youhavo neut been mpto cq you niay s{op at'bax B 2You
authorizedto ﬁhofos ‘apythis form i additional space isequiredili:

'--c

vsiir

FIRST MIDDLE

¢ {H LLReRE A MANDA Joy

2C DATE OF BIRTH

th Year \ _

Mantr

3 °0C1AL .JFCUH TY NUI.'F!r-R

Day

40 ADDRESS STREET. CITY. STATE, 2P CODE

£” REFER TO REFERENCE SHEE!

~ Hecord professicn name and
three dignt profession code for which you are making lnois apulication

! s tCtan | we LS

Profession Name Protession Code

6 MAIDEN OR GIVEN SURNAME

g&xwu, (=) ‘l"oo’v{_ \

7. CHECK HERE ¥ YOU

BLUDATE FORM COMPLETED

Apr\ 23,2002

HAVE NEVER BEEN
EMPLOYEDO

§0 RECORD WORK HISTORY CHRONCLOGICALLY - Comy/ete Work History begnning with present employment and concluding with graduationD You
must sccount for the entire tme pencd ncluding pencds of unemp oyment and volunieer worn, etc

[ AONAME OF BUSINESS ‘m‘;mu’.ON
dr‘\ng_.« iy o% A lc,'hr:-lc-v\

[ J0B TIMLE

) p"MCJfV&E.SAD\ \echh /Iéezuw.h; S

ADDRESS STREET GITY. STATE. ZIP CODE

Pan Kyloor, MU URLC 09

SUPFRVISOR NAME

Dr. Cacmen Gireen, MO,

DATE OF EV.PLOY;‘.ENT.&TTENDANCE HOURS WORKED PER WEEK |

From QL /01119 91 4O

Momth  Day i TYPE OF EMPLOYMENT

To

0812011 o e B X Fult-time [jpan-t.nﬂﬂ

Maornth Day Year
A I

DESCRIPTION OF DUTIES PERFORMED
Pesied Ponasthegte %#w -t' oe*af(
ond durairg SWAGEAMO T 1A pvtfwig
YOOMS lor Sl,uaéw-s

or Yeseonchhihas't

Doader € vy

TOTAL TIME WCRKED (YearMonth)
: { < \
5 Months (_' SAMMEr— ) |
—— =T

BCNAME OF BUSINESS / INSTITUTION

Planned Pou enigoD

JOB TITLE T
Meg el wﬂ\sﬂ\,\} / "l \ Ic_-__.\k

ADDRESS STREET, CITY. STATE, ZIP CODE
— r
2\ 00 Crolegional Orve
Par ML uUgIcA
u’RV\aOQ H/}NF
Les weid Cal .
TE OF EMPLOYMENT/AT r[u..:.m:l VOURS WORKED PER WEEK
\ f . “’\
m03:00 11931 ®
r.km?l f.‘.-ay Year
06:01+134%
Month Day

TIME WO

If‘.x.f 1!.‘-("’" (

O\

lD Fulltime XlPart-tme l

Year

RKED (YearMonth

P

| C puntied e \iewt o o WV

DESCRIPTION OF DUTIES PERFORMED

yesh comeeling

W

ﬁ-;,_-tp A bns--.»-o physterons

_‘-_.'_ A (_,Q JI\'CJ'\\;‘O g:)LCCD AV'C‘-LJ"S

S\COArS
861071 998 (LT}

WH - Work =istory Page 1 of




CONAME OF BUSINESS / INSTITUTION

ACDRESS

SUPERVISOR NAME

STATE

ZIF COOE

| JoB TITLE

DESCRIPTION OF DUTIES PERFORMED

DATE OF EMPLOYMENT/AT rtm.m:l-‘l

From __ __t __ _ i
Month  Day
Tﬂ f f

Month Ciy

Year

Year

TUTA TIME VORKED (YearMonth)

HOURS WORKED PER WECK

TYPE OF EMPLOYMENT

ClFuktime  [JPart-time |

| DCNAME OF BUSINESS / INSTITUTION

JOB TITLE

ADDRESS STREET,

CIvy. QJ"_'ATI’

ZIP CULE

SUPERVISOR NAME

CESCRIPTION OF DUTIES PERFORMED

DATE OF EMPLOYMENT/ATTENDANCE

Ffﬂl"."\__ ' PR S

HOURS WORKED PER WEEK

Nuonth Day Year

D (- — S S
Month  Day

Year

TYPE OF EMPLOYMENT

CIFulktime

CIpant-time

TOTAL TIME WORKED (YearMonth)

“

ECNAME OF BUSINESS / INSTITUTION

JOB TITLE

ADDRESS

STREET CiTY, STATE, ZIP CODE

DESCRIPTION OF DUTIES PERFORMED

SUPERVISOR NAME

DATE OF EMPLOYMENT/ATTENDANCE

From

Month

Day

Year

To

Month

HOURS WORKED PER WEEK

TYPE OF EMPLOYMENT

CIFull-time

TOTAL TIME WORKED (Year/Month)

COrart-tme |

]

IL486-1071 /S8 (LT

VWM - Work History Page 2 of 2
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APPLICATION FIND[NGS

Application Com
bgrsonal History ES#

K a-MED(125)

ﬁ Qlart Date: g%,) K Z <
End Date: E: L-19-
Program: _()/S
__Ca- LTD(130‘ lllinois Program
Start Date:

End Date:
Program: -
_CA-MED(130) - Out-cf-State Prcgram

DOMESTIC GRADUATES
L/ £D-MED or Rester Date £~
..1ed1c2| Trar.scripts

2-45

FOREIGN GRADUATES
_ECFMG/ athway,/Social Service
___Premedic nscripts _Translations
___ Medical Tra ___Translations
_Diploma Date_’ ___Translation
__AF-MED Part A
__AF-MED PartB
INTERNAL MED: Eva
Hospital: __
Agreement
Affidavits: Hospital_____

PEDIATRICS:
Hospital:
Agreement___
Affidavits: Hos

Evaluati

SURGERY:
Hospital;

School__

__Total months -m
dinimum 4-weeks in Core Rotations:
Psychiatry Affidavit if

“s}ﬁppomms DOCUMENTS

yWork History Clinical Skills OK

| _Original Jurisdiction of Licensure

License State & Number______
__Current Jurisdiction of Licensure

License State & Number_

Name Change

_Federation Check

~J

ust be minimum
_ .'".«'l‘.".’!

only 2-weeks verified

el inklo |

OB/GYN: Evaluation_____
Hospital: ___
Agreement
Affidavits: Hospital

School_

PSYCHIATRY: Evaluaticn
Hospital: ___

Agreement____
Affidavits: Hospital_

School__

6 w/premed; 54 combined
_Ob/Gy

No Discipline__

MNo Discipline




.
]

. Pafession _ [ed _
e © iy
? /¢ Init als.” 7/ s

DEFICIENCY NOTICE FOR TEMPORARY/PERMANENT PHYSICIAN LICENSURE APPLICATION

Return this form with the requested materials to:

State of llinois

Department of Professional Regulation
320 West Washington Street

MED 1

Springfield lihinois 62786

!

1
Submi the required fee of § made payable to the ' Complete “‘“ED form (Cenification of Affiiation) Submit

_Depanment of Professiona hngla-" on _Ths fee is nol refurdable ' | along with copies of aMiiation agreement(s) from the following
. hospitai(s)

Your 3pp’ cal.on 15 beulg retuir«d for compietion of Pant ——— % . 1

Submit a copy of your martiage certificate, dworce decree, of coun ! 2
order showing change of name from e to !

4

fd e — NEET——
' 4 Al documents in a foregn language musi o0 accompanied by ong: nal, |§!
notanzed transiations by a person ather than yourselt who is fluent in A 5
bo!"‘ Eng.s.r ..n:: the a-m guage ¢ of the dacumentk(s) !

4

. —y Atidavit of verbal affiiation agreement See attached for
5 Submit p ao-‘ that ym are a lawfully sdmitted alien ]' specvﬂr. intormation that must be s«..bm tted
i

Te. “You are referred to Step 1, Question #7 of the enclosed appiication T'\e ")e.,.rt*ncm is unable to venfy completion of 54 months of
i fiing instructions.  Have apphcable documentalion submitted for each | combined premedical and medical education  Submit proof in
.n‘.\sme pa s;ra Fislory response the form of official educational documents verdying you meet the

. aad ] minimum education reguirements
7. When your application s compiele, the Medical Licensing Board wi o ___“ CAton MquEems == ol

review your qual fcahons

I youra o i -_— Supmit a st of ypur work arpm gm;e 'Ilv!T‘
! 8 Your apphcation .m-i be reviewed by the Medical Licensing Eaa'u 4114 ] “',/,.{ZC /{0 W21 1) '| L Youmust
on ) ) P TSIy, | ! acgount for entire me per, since gr acUa'lon from medical

. L o ' schoal (Supporting Doc..ment WH)
g Submit compieted CA-MED form which indicales begnning a-.:j endi ng| —_— e —

program dates | | 26 Sabmit tocumentaticn evidencing manienance of cunical skills

10 S;;W-I_C! LTD form e = '___‘, since graduatien from medical school See attached inslructions
0 il CA- T ——— =2t

Sabmit praof of prolessional capacity. See copy of attached
1" mit ED-MED form (certfication of ecucation
aosion s ¢ soncssmdsulbo i '_ e — nstructions for specific information required o be submitted
12 Submit ED-NON form compiéted in its entirety 1 e —— e
= Have your scores

l, 13. Affidavits, (ED-AFF forms) must be completed .n accordance with DPR

| policy Copy of policy altached forwarded cirectly from

14 Verification of PassiFall Exam History—Request appropnate )
board(s) of council(s) to forward official Iranscripl of your pass/fail |
exam history (FLEX, National Board, USMLE) directy o this Cepart-
r'\e'ﬂ Mus! include date and results for each exam attempt

bt.’Jl’"l evidence Cl’ remedial trai "‘I’g

|
b e ]
}

| 30 a\.cmr ‘IN MED \‘ul"'l sqned by program director with seal of
hospatal

—

1 31 University / Hospital seal must be affixed to form m ;:\;;{:[:; &
15 it ~"ca remedicalmedical transcnpt wilh school seal afixed |

== B _?ub{" 2 ) v S ___._1' I/ | does not have a seal, form must be nolanzed and a lettes on
|18 Submat ;:h-:rt(.:epy of your degree AN offucal statonary must be attachea verfying no seal exists )

— -

| 17. Subma proof of Tilulo or Acta | I Sgn formis) whene nac.a!ed_ _

18 Subm:t proof af Social ,:erv ce or Fifth pathway - o Submit cetfication of onginalicurrent licensure (Supporting

[N —— —_——

19 Submitproof of ECFM G centficaton ::‘0‘-'“'“"' Chom e -

——— S— iing —

- . —

20 Submit copy of evauator 34 Submit : a' that you are Board-cenfied in a 5pma|,

4 e 35 Submat restor 8' G" jestior .a re (Supponing D:_-_,~ ent Rs

5 _ 36 Subm .f[ form  If in pnvale .J'.ac ce. submit sworn stalement
atlesting 1o your active praclice

| 37 Reluming ongnal documents

7IELE






