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! = PAGE ONE

| IMPORTANT NOTICE Competion of this form s
netessary for consiceration for heensy'e under 225 of

the titnais Com; I | r
e i Sompe Sues o 11 12 APPLICATION FOR
tonis VOLUNTARY However faiure to comply may

resuttin thus foam et peing processed This form ras L‘C ENSURE A N DIOR EXAMINAT;ON

been approved by the Fomms Management Cente-

A

T
The following materials are required to make Application for © Carefully foliow all steps outlined on the INSTRUCTION
Licensure and/or Examination m Hhinows: ! SHEET. In addition, note the following:

1. Four page APPLICATION FOR LICENSURE AND/OR . o Type pr print legibly with black ink only.
EXAMINATION. s '(:\’EEVE

INSTRUCTION SHEET, which giveg Step iﬁ,jy*;lﬁﬂep
apphcation mstructions for your professién \

e zcensure and application fee are NOT refundabie.

o

C. Dlscios\,xre of Social Securty number and gender

= mf rmation is not mandatory. It is used only to ensure

3 REFERENCE SHEET which gves taﬂéa mf’ " " dentificaion. accuracy and to expedite processing of
informahon for your professton /""?‘m appimauon

5@&&,\% hame shown on your supporting documents is
{¢ SUPPURIING LOCUMENTS rurms. an lor ény B!Qégmm,,w )
docu- entation you may be required 10 su mnmtﬁﬁ?o o difierent frorr that shown on your application, you must

=R

appheation submit proof of legal name change - copy of marriage
pel license, divorce decree, affidavit or court order.
PART & Application Caiegory Infcrmation é ’% ) Z)C/ p
|4 SEF REFERENCE SHEET. CHART I, PRIOR TO C IMPLETING ITEMS 1 THROUGH 4
1 PROFESSION NAME 2 PROFESSION 3. LICENSURE METHOD 4 FEE
, . CODE
Temporary Py siasa Licensure { 2z 5 | Non XN IN Ao $ 10O

8 CHECK BOX INDICATING THE APPROPRIATE INFORMATION REGARDING YOUR APPLICATION

[E/This 1s the first time | have made application for this | My application for this profession had previously been
profession in Hlinois denied in iinois | am reapplying since | have fulfilled

additional requirements.
[} : have previously made application for this profession mn 9

Hlinois. However, my previous application expired and | am (] 1 have previously made application for this profession in
now reapplying. ilinois. However, | am now applying under new statutory

language
C:.] Other: guag

PART li: Applicant Identifying Information - You must notify the Department of Professional Regulation
and/or Continental Testing Service in writing, of any address changes after you file this
application in order to receive any further information.

T NAME AET FIRST MIDOLE T TIE g MD DDS el ] 2 SOCIAL SECURITY NUMBER
Couert, Alizon Ann D I
= PERMANEN- MAILING ADDRESS STREET TV STATEICOUNTRY 1P CODE COUNTY
. BUGINESS ADDRESS  STREET T CITY STATE/COUNTRY ZIP CODE COUNTY
—

5 MAIDEN GIVEN SURNAME OR ANY NAME(S) UNDER WHICH SUPPORTING DOCUMENTS wWil. BE SUBMITTED
(SEF D ABCVE]}

7 PLACE OF BIRTH ciTY STATE/COUNTRY

12 TELEPHONE NUMBER WHERE YOU MAY BE REACHED

tTEea Codel .

1L486-1019 10/35 (LT




PAGE TWO
PARTY 1li: Education Information
'f. 1 SRELMINARY EDUCATION (Etementary and High Scromor G € O Cucle ~umpsr of years comoeted)
= Graduated Received
Bl 123456780910 11(7 . &l ,
‘ High School? ves CIno  OR GED? [Myes Tno
2 RAME OF LAST PRELIMINARY SCHUOL | 3 LAST PRELIMINARY SCHOOL LOCATION & DATE OF GRAZUATION
ATTENDED {Cey and State) 0 b ¢ A
crassical High Sehool Providence, R 1 > / -
L 6 COLLEGE OR UNIVERSITY (Circie rumber of vears compieled;
S | 1:23@s56738 Gradvated?  [Tes CINo
& COLLEGE ORUNIVERSITY NAME LOCATION DATES TF ATTENDANCE TYPE OF
{undergraduate ang Graduate: (Cry ard State or Couriry: SROM T DEGREE EARNED
y . Mordn/Year Morth™ear
Duke Unersihy | Durham, NC Hea | 5/a3 | BS
PR

B | Riode 1s1and Gotist (Boviden , R) 5/%0 | 6]90 | nont.

SYATF SREAJURER

Bosron Univligihig o | Boston A s/al | 7/a) | norae

22T
O RESRRLTL

RRITIE

. EREFTRE UF S F B
) 5
g Dl
- Ny
T EOEANE B
il TR
© SPECIALIZED TRAINING ,,’Eeggdglr,cm?'e‘essongt Teairing vocatonal Tra ning, Pracical o- Cinical Traiming)
LOCATION BDATES OF ATTENTANCE Did You Complete
INSTITUTION NAKE (Cay and State or Couriry FROM 10 Traiming?
) -5 cr el | Mantn Y ear tAonth’ ear
- 1 [EDTPS PRSI i LW
] S - ! [ ves [ No
L ' SRV, I :
o BRIV A RS .
BEESLALLALI b
[ Yes [T No

[ Yes [ No

ineR
o “‘E"‘N‘ 8 e 1 D Yes D No
B0 AR VH TR PO

LR AR e - -

et bt = e

}
x
i,
E

3 Yes ] No
Ap2 1 (O 981 i

R asn. wheg ES AT

Fers e
Ladul 't

.
TCnmALL, ‘1‘ o




. . PAGE THREE o

1 PART IV:  Record of Licensure Information

if you 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 temporary. trainee or apprenticeship
ficense. 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 all other icenses
held in llinois. however. certification of licensure from Hiinois is not required  Failure to disclose all licenses held
may result in deniai of your application or other appropriate action.

LICENSE STATUS

T NU3 F C
STATE PROFESSION NAME LICENSF NUMBER DATE OF ISSUANCE (Acuve, Lapsed e}

State ¢f Dngingl Licensure

S.20f Cure  wce sure whee )
§ yOu nostress- tiy nave been
, Iracia ng

Qter Siates of Licensyre

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

PART V:Record of Examination

Ifyou have evertaken alicensure examination in Iinots or any other state for the profession for which you are now making
apphcation, you must complete the information requested below EACH EXAMINATION ATTEMPT MUST BE
SHOWN . Failure to disclose an examination attempt may result in the denial of your application or other appropriate
actton

NAME OF EXAMINATION STATE MONTH/YEAR EXAM RESULTS

uélMLE S{’CP ! o N&W YDYL‘- tp‘qlp !Pasrée‘azgzgsenn
USMLE Step 2 New York. | 3[a6 | pending

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

1L486-10° % 10i95 LT




PAGE FOUR

PART Vi Personal Ristory Information (This part must be completed by all Applicants) ! YES ‘ NO

1 Have you been convicted of any ciminat offense in any state or in federal court (other than minor traffic

viclations)? f yes. attach a certified copy of the court records regarding your conviction, the nature

of the offense ano date of discharge. if apphicable. as well as a statement from the probation or parole _ X
office

2 Have you had of do you now have any disease or condition that interferes with your ability to perform ;
the essental functions of your profession, including any disease or condition generally egarded as |

chromc by the medical community, i.e.. {1} mental or emotional disease or condition; (2) alcohot or X

otner substance abuse, (3) physical disease or condition. that presently interferes with your ability to ‘

practice your profession? if yes. attach a detasled statement. ncluding an explanation whether or |
not you are currently under treatment

3 Have you been dened a professional license or permit, of privilege of taking an examination. or had

a professional hicense or permit disciplined in any way by any licensing authonty in Hinos or X
elsewhere? If yes, aftach a detaled explanation.

4 Have you ever been discharged other than honorably from the armed service or from a city, county, | . %
# state or federal position? If yes attach a detadled explanation l |

PART Vil:  Examination Coding Information (This part is for Examination Applicants only}

Reter 10 the REFERENCE SHEET enclesed with this apolication package and complete the following:

TEST CODES

a) CHART 1 -  Seiect examination(s) you desire
: and enter Test Coaes

TEST CENTER CODE
m CHART B - Select the examination site you desire and enter Test
Center Code
SCHOOL CODE
¢) CHART IV - Find your Scheor of Graduation and enter { |
school code

EXAM ATTEMPTS
4 Record the number of tmes you rave taken this exam in llhinois E:E]
or any other state

fe Doyou authorize the Department to release your Licensure
Exarmnation Scores 1o the education program from wnich you
graduated? [dves [ONo

{eART vill:  Cerifying Statement

Umder penates of perjury | declare that | have examined the applicaton and all supporting docurrents submtted
1y me o connection thetewith and 1o the best of my knowiedge. they are true. correct, and compiete

3]2#[9%

L T

gniiure O Appbrant Cae

Wy smnsture above authonzes the Department of Professional Regulation to reduce the amount of this check if
e areatd subratted 15 ol correct  tunderstand this will be done only if the amount submitted i1s greater than the

red fee mereuncer out in no event shall such reducton be made in an amount greater than $50

e 3







IMBPORTANT NOTICE Compietion ¢f tnes form s
necessary tor consceration tor heensyre under 225
of the inois Comrpied Statues (Chanter 111 of the
hnars Revised Statutes)  Disclosure of this
informanon 1s VOLUNTARY  However {ailure 10
cornply may rasull e s form not being processed
Tris form has teen agproved by the Forms
Management Center

WORK HISTORY

SUPPORTING DOCUMENT

WH

APPLICANT: Complete Work History. If you have never been employed you may stop at box 8. You are autho-
rized to photocopy this form if additional space is required.

1 NAME LAST FIRSY MIDD.E 2 DATE OF B!RTH 31 SOCIAL SFCURITY NUMBER
Cowert | Alligon A
4 ADDRESS STREET CITY ST/7E ZIP €7 ¢ 5 REFER TO REFERENCE SHEET Record profession name and three digit
i profession code for wnich you are making Hiness apphcation.
: . -~
i Tempomry Physininn Li @ave 4z 9
Profession Name Profession Code

& MAIDEN OR GIVEN SURNAME

7 CHECK HERE IF YOU HAVE

NEVER BEEN EMPLOYED

g DATE FORM COMPLETED

3(2%[93

9 RECORD WORK HISTORY CHKRONOLOGICALLY - Complete Work History beginning witth present employment
must account for the entire th @ pericd including periods of unemployment and volunteer work, eic

and concluding with graduation  You

A NAME OF BUSINESS/INSTITUTION

JOB TITLE

ADDRESS STREET, CITY STATE 2P CODE

DESCRIPTION OF DUTIES PERFORMED

| SUPERVISOR NAME

OATE OF EMPLOYMENTIATTENCANCE | HOURS WORKED PER WEEK
From —— i
Mont Day Y3 TFE OF EMPLOVMENT
: / "
T e Toa T TVew OrFuli-time

] Part-time

TOTAL TIME WORKED (Year/Monir)

B NAME OF BUSINESS. INSTITUTION

JOB TITLE

ADDRESS STREET CITY STATE ZIP CODE

DESCRIPTION OF DUTIES PERFORMED

SUPERVISOR NAME

CATT OF EMPLOYMENT/ATTENDANCE

HOURS WORKED PER WEEK

From e mm " o e’ e
Marsh Oar ves TYPE OF EMPLOYMENT
! ; e
To e e e CIFul-time

[ Part-time

TOTAL TIME WORKES ‘Year/Manth)

IL486-1071 6/93 (LT-Fron,

COMPLETE THE REVERSE SIDE OF THIS FORM




¢ NAREE OF BUS NESSINSTITUTION JOB TIMLE
ADDRESS STREET 7Y STATE I'PCODE

[ FERASOR  NAME

NAYE OF EMPLOYMENTATTENDANCE

HOURS WORKED PER WEEK

DESCRIPTICN OF CUTES PERFURMED

BUBERVIGOR  NAME

BAYE OF EMPLOYNMENTATTEADANCE

FIOIT s s s s e

HOURS WORKED PER WEEK

FIOM e e g e
on ay veat “YPE OF EMPLOYMENT
T —ma LT Ve Clrui-tme [ Part-ime
ToTe, TRAE WORKED (yearMorty
§D WAME OF BUSINESS INSTTUTION JOB TLE
ADDRESS STREET CTY STATE ZIF CODE DESCRIPTION CF DUTIES PERFORMED

LPCR R At

DATE OF WP, OYMERTATTENDANCE

OB e e vy oo e o

Las

HOUYRS WORKED PER WEEK

L

o hd TYPE OFf EMPLOYMENT
T C}Fu!l time D Part-time
e, Tudl GEUEADD ew tuetT

o O Tenr
#omn - e TNBE OF EMPLOYMENT
T g —p— —me— | Ful-ime [ Parttime
TRy, THRE WORKED (feariiontt
Prossemsmmm— :
$ ONAME OF BUSINESE NSTITLTION JOB TITLE
BOLRESS sTRER!  CHY  3TRTE 2P CODE JESCRIPTION OF DUTIES PERFORMED

WABE T 57 AT A0k




® -1

IMPORTANT NCTICE Completion of this form - o SUPPGRTING DOCUMENT
recessaty lor consierat.on for icensure under 225 of

the llunots Compiled Statutes {Chapter 111 of tte CERT'FlCATE OF ACCEPTANCE
ltnais Rewised Statutes) Disclosure of this informa- FOR

ten s VOLUNTARY However fadure lo camply rray C A-

es.itin thus form net being processed This form has SPEC‘ALTYIRES‘DENCY PROGRAM

been approved by the Forms Management  Center.

NOTE: An applicant shall not commence specialty/residency training before he or the hospital/institution
receives written notice of the approval of his application from the Department of Professional
Regulation.

APPLICANT: Completethe applicantsection of this form, then forward itto the hospitallinstitution that has accepted
you for specialty/residency training, for completion of the remainder of the form.

b NAME LAST FIRST MIDDLE 2 DATE iF ilili 3  SOCIAL SEC ER

__._(;? et A“lSOH Manth Day Year
& AD JRESS STRE=T CITY STA.., ZWCODE 5 REFER TOREFERENCE SHEET Record profession name and three

aigit profession code for which you are making llinots application

6 MAIDEN OR GIVEN SURNAME
o e s ot s wriams e o wse . on o ok TemporarynPhysmalecensew s ¥

Profession Name - meessm Code

‘

_ﬁm "“,‘*m . L S N Lo e i, et e :
ADM!NISTRATOR Compiete the remamder of thls form and réturn itto the apphcant :

A HOSP fTAL/lNSrITUTION NAME A B BCG NNYM: DATE

McGiw Medical Ccnter of Northwestern Umversnty " 067 ;,6/98 B
i tere s ”N—i\&nzh Day Véar_ )
‘D' BUSINESS ADDRESS "STREET, CITY" STATE  ZIP CODE ~~ ° | B SPECIALTY/RESIDENCY’ NAME. — " "~
303 E. Chicago Ave., Ward 9-332 Chicago, IL 60611 | °°°  OB/GYN-  ~ . >
) PR
F 3USINESS TELEPHONE NUMBER G YEAR OF POSTGRADUATE TRAINING
...... ——— e s 312 . 503 ....,. . 7975 .. - . . . PGY-I .. A.T'...'.H . .~_ - ~»... .,.. ....;.:‘..‘.. . ..j_:....w e e
AreaCode(__ _ ) _ __— : - C e
e

I'do hereby doclare that the above named apphcant thl he accepted for specaalty/reszdency trammg as mdacated above lf
mSubsequent to the evaluation of medical -education and/oraglpmca! skuls by. the. Depanment@LE;gﬁgg,,ssgn:aj}ﬁ{e:gutampgnem
applicant is found to be ehgxble for hcensure LT

EOMIISTR AT WOUTINNL TR Ay L R T s el

. - e e . S Signature of Program Dié'ctgr R
";, . ‘sharon Dooley, MD
oy ‘ ‘ " Print Name of Pragram Director e
an oSEAL. oL ... . . Program Director- - — - -
- - 'K - [t / B X Tile Canm < ro——
: - o ' ' Date

JLaBs-0272 4263 MOV - o ene g

i SR




WIOSEATY 1 Fccomoksn the requirements cuthnec in
ey

22% oftne Huno s Comprled Statutes (Crapter 111 ot the
Horoms Rewnsed Statees) Disclosure cfths informat on

s tern not benyg processed  Thes form has been
aporoved by the Forms Managemer: Center

MPORTANT NOTICE  Compteticn of this torm s Sl

e o e ewn | CERTIFICATION OF EDUCATION

SUPPORTING DOCUMENT

ED - MED

remainder of the form.

APPLICANT: Compiete the applicant section of this form, then forward it to the school for completion of the

1 NAME LAST FIRST MIDDLE

Cowett; , Altson Ann

TH

ontn 2y

3 SOCIAL SECURITY NUMBER

4 ADDRESS STREET CITY. STATE, ZIP CODE

Ed .

i MA'Z N OR GIVEN SURNAME ‘-,
‘l

‘N iv‘ " '\

?

5 REFER TO REFERENCE SHEET Record orofessicn name and three digt
professicn code for which you are making tilmots apphication

2 9

Temgorary Prysician Licenswe |

Ppeotesson Name

Profession Code

7 NAME OF INSTITJTION ATTENDED

Unvessity of Rodhestes

I hereby authonze a sci. Yol cH.ciat of the institution ramed abo
designated testing service the information requested below

3[1%}%

8. DATE OF GRACUATION/COMPLETION

rofessional Regulation or its

Date

SCHOOL OFFICIAL: Complete the bottom portion of this page and the reverse side, then return to the applicant.

A NAME OF INSTITUTION

Univ. of Rochester School of Med. & Dent.

B. ADDRESS OF INSTITUTION

STREET CITY, STATE. 2iP CODE

601 Elmwood Avenue, Rochester, NY 14642

¢ INDICATE YEAR BY YEAR THE DATES OF ATTENDANCE IN COLLEGE
{Both pre-medical ang medical education must be included)

from 0 8,2 2,9 4700 6,1 0,9 5

OR

0. .
Total academic years attended

04 7 /.

Total calendar years attended

Years Months Days
pa

/. Ve

Years Montns Days

hontr Day Year Month Day Year E TYPE OF DEGREE OR CERTIFICATE AWARDED
From 0 9.0 5,9 5700 6,0 1,9 6 -
Month Day vear Monin Day Year Doctor of Medicine
From 0 8,1 9,9 6To0 8,1 09 7
Month Ca, Y ear Monin Osy Vear F DATE THAT DEGREE OR CERTIFICATE REQUIREMENTS R MET
From 0 6,3 0,9 7700 5.2 4.2 8 , i will be
Monih Day Yaar Morth Day Year _9, __g Y ._é_ __l}_ ~9 «§_
From I A To A Montr Day Year
Month Day Year Mornth Day Year G DATE THAT DEGREE OR CERTIHCAT? ]W?CONFERRED
From /s To s s Wi =
Month Day Year Month Day Year 0 i/—’é 4,9 8
Month Day Year
H CHECK THE APPROPRIATE SYATEMENTIS) ANC COMPLETE
[ IApphcant has graduatedon /L /. — [ ]Applicant has completed programon s
Month Day Year Manth Day Year
[x 4 Applicant wi graduate on 0 5.2 4,9 6 [ ] Applicant will complete program on Y
is expected to Monin Day Yea Month  Day Year

1 F EDUCATION PROGRAM WAS CCMPLETED IN LESS THAN THE NORMALLY REQUIRED TIME PLEASE EXPLAIN

jL486-+425 3/94 (LET)

Complete the Reverse Side of this Form O




4 ST THIS SPACE TQ RECORD ANY OTHIR INFORMATION THAT YOU FREL WOULD ASSIST THE CEPARTMENT IN EVALUAT NG THE APPLICANT'S

EDLCATIONSL EXPERIENCES

THE ACTUAL GRADUATION OF THE APPLICANT, THE SCHOOL OFFICIAL 15 RESPONSIBLE FOR

WHER THIS FORM (5 CERTIFIED FPRIOR TO
ONAL REGULATION OF ANY FAILURE ON THE PART OF THE APPLICANT TO COMPLETE THE

HOTIEYING THE DEPARTMENT OF PROFESSH
REQUIREMENTS FOR GRADUATION

! prufy that the information recorded herein s true and correct according to the official records of this instituticn.

Signatwre of School Officia

O e\ Carol C. Pellett
bt e I Print Name of School Official
%7‘“3, . {4,
seALY L Medical School Registrar
i"( ! e
T 04/01/98 _

Date

RETURN THIS FORM TO APPLICANT

Fhevay gapr BT




Thi deration of State Medical Boards
of the United States, Inc.

Federation Place

400 Fuller Wiser Road, Suite 300

Euless, Texas 76039-3855
Telephone: (817) 868-4000

FAX (817) 868-4099

BOARD ACTION CLEARANCE REPORT

May 7, 1998

Atmn: Pat Eubanks

illinois Dept. of Reg. & Ed.
320 W Washinotop Stre.
Springficld 1. 62786

Re: Board Acticn Quaery Nated:
Your Keference Nuiiber:
FSNViE Batch Number:

May 7, 1998

The fotlowing is a final report ofihe search results from the Board Action Data Bank as of May 7, 1998

for practitioners submitted as part of the above-referenced batch for which NO board actions were identified.

Practitioners Cleared with No Actions as of May 7, 1998

Ttem

TS R 00 3 O b

i2

<

14
15

16

19
20
21
22
23
24
25
26
27

Name

AHN, HYUNAH EUNICE
AKBARNIA, HALLEH

ALSINA, GEORGE ANTHONY
ANANTHARAJU, ABHINANDANA
ANTOINE, JEAN AKL

AVVA, RAJITHA LAKSHMI
AYUSTE, CATHLEEN BARRIOS
BADRUDDOIJA, ANWAR MICHAEL A
BARNES, DAVID JEFFREY
BASKINA, REBECCA SUE
BELLIG, GREGORY JAMES
BEZANIS, GREGORY JACOB
BINEY., NANA MARIA
BROWN, ALICE FRANCES
BURGARD, KEITH ALLEN
CAPRIOTTI, PAUL JASPER
CHAUDHRY, SUNEEL KUMAR
CHEN, CAROL I-TZU
CHHABRA, VIKAS

CHI, KENNETH DAESUN

CHU, EMILY TZU-HUEY
COHN, TAMARA MELISSA
COLE, SCOTT ALLEN
COWETT, ALLISON ANN

DOB

School

Yr/Grad Request 1D

15010
46010

495504
875015
036040
014050
305010
014010
026020
009020
014040
014030
016010
014050
014030
014080
033110
654010
023040
026030
005040
023030
033090

1997
1998
1996
1994
1991

1998
1998
1998
1998
1998
1998
1998
1998
1998
1998
1998
1998
1998
1998
1998
1998
1998
1998
1998

Page

!

2261075
2261078
2261091
2261097
2261099
2261101
2261103
2261106
2261109
2261112
2261117
2261123
2261125
2261134
2261136
2261140
2261146
2261149
2261151
2261154
2261158
2261162
2261165
2261063

of 4

1%




Yo
.

Profession 125

Date:5/7/98 Initials_ KB
ADDENDUM TO DEFICIENCY NOTICE FOR TEMPORARY PHYSICIAN LICENSURE APPLICATION

TO! paul Davis

Return this form with the requested materials to:
Graduate Medical Education Office

McGaw Medical Center of Northwestern Univ State of illinois

303 £ Chicago Ave, Ward Bldg 9-332 Department of Professional Regulation

Chicago, IL 60611 320 West Washington Street, 3rd Floor
MED 1

Springfield, illinois 62786

Py e

YA TR TS TIERRS S . S

Ot 2r Instructions: Following is a list of applicants with deficiencies as noted:
Allison Cewett CA-MED

Greg Cohen Certification of graduation (either copy

of MD diploma, completed ED-MED showing
date MD will be conferred, or letter from
school official with med school seal affixed

Leslie Cooper Affidavit re: medical school information
missing on application recieved; ED-MED &
CA-MED

Anne Franke ED-MED

Andrew Sokol CA-MED

Eric Sokol CA-MED

Rachel Story CA~-MED

Robert Strugala CA-MED

Frank Fu-Sheng Tu CA-~mED




t’

;o q
Northwestern University Medical School

Graduate Medial EQucauon Robert M vanecko, MD
Associate Dean

ward Buichag 9-332

303 st Chucago Aavenuae James Mathews, MD

Chicaga, Hhinos 6U611-3008 Assistant Dean

(31235037975

Fax £ 212) 3035230

Apnl 6, 1998

Ms Alicia Purchase

{llinois Department of Professional Regulation
320 7Nt ashit sto. Sueet, #3 FL.
Medical Jnit <1

Springii=ld, . 62786

Re: Allison Ann Cowatt, MD
SS#:
Dear Ms Purchase:

The encloscd application packet is for the issuance of the temporary Illinois medical
license for Dr. Cowett. Enclosed are the following documents:

- Check ($100.00)
- Addendum

- Application

- WH

If you have any questions or need more information, picase call me at (312) 503-7947 or
fax (312) 503-5230.

Sincerely.

Paul I'. Davis
Program Assistant

The McGaw Medical Center of Northwestern University




. - » «

Nofthwestern University Medical School

Grraduate Medical Educanon Robert M Vaneckn, MD
Assocrate Desn

Weardd Runldimg 9-332

304 East Chicago avenue James Mathews, MD

Chicago tHhnows 60611 3008 assistant Dean

(312) 3037978

Fax (31213035230

April 8, 1998

Ms Alicia Purchase

[llinois Demartment 7 Tiofessional Regulation
320 Wes Washangton Street, #3 FL.
Mecical Unit #°

Spiingticld, 1L 62786

Re: AMisor. Ann Cowett, MD
s+

Dear Ms Purchase:

The enclosed application packet is for the issuance of the temporary Hlinois medical
license for Dr. Cowett. Enclosed are the following documents:

- ED-MED

If you have any questions or nced more information, please call me at (312) 503-7947 or
fax (312) 503-3230.

Sincerely.
Paul F. Davis

Program Assistant

APR 1 0 1998

The McGaw Medical Center of Northwestern University






