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PERSONAL INFORMATION

Applicant must fill in following
blanks:

Name :Ec_"Lﬁc ff% y E _L_-‘fﬂ:t L.i\ .

roaress I

Llieeae T LoD

Is this your first application for a
license in linois? 41425
/

\ 7
Total years of practice /v
As lollows:

<T | QG '
State L.t V:n5-5 Years L 150 -&f




FLER

If any of the following questioas are ansvered "YES,” full details must be furnished on separate sheet
and attached.

PERSONAL HISTORY

YES

Do you hold & license io aay of the other healing arts?

Have you ever been called before any state board or any medical associstion
for interrogation concerning any violation of The Medical Practice Act or
unethical conduct?

Have you ever been convicted of a felony or misdemeanor other than traffic
violations?

Have you ever been addicted to or treated for addiction to drugs?

Have you ever made an offer to compromise in counection with the Harrison
Narcotic Lav, or amy parcotic law?

Have you ever received psychiatric treatment or received treatment for
mental illness?

Have you ever engaged in the excessive use of alcohol or received treat-
ment for alcoholism?

Have you ever engaged in the practice of medicine in a state, district or
territory wherein you did not hold s valid license?

Have you ever had an application for licensure refused or rejected by a
licensing board?

72,
N
.4
p
X
pad
A
X
<

;
:
:

2

ANY FALSE OR MISLEADING INFORMATION IN, OR IN CONNECTION WITH, ANY APPLICATION, MAY BE CAUSE FOR DEBARMENT ON THE
GROUND CF LACK OF GOOD MORAL CHARACTER.

Under penalties of perjury, I declare and affirm that the statements made in the foregoing application, includirg
accompanying statements and transcripts are true, complete and correct.

S \_,///l’/]ﬁlJ ,/];)a Lot P. CUVLK_LLA_W‘ being

(’I ‘/j July svora, says that be is the person referred to in
401 this application and that the statemeats thereis con-
t

COUNTY OF _

LCANT)
(Please use legal name)

Subscrid zuorc ty hefore me this
of /AL ( ,

NOTARY SEAL

My Commission ExpiesTuly 7, 1982

Md 100c)
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OEPAHTMEN T OF REGiies
AND EBUCE%&N

STATR OF YLLINGIS
DEPARTMENT OF REGISTRATION AND EDUCATION
SPRINGFIELD

&\3"%\'

I hereby make application for examination for @ Certificate to practice Medicine and Surgery in all their braaches,
under the provisions of an act entitled: The "Medical Practice act” of Illinois.

Full name ?@bm PQ.\ Q,r“@u., P

RATION

APPLICATION FO# REGISTRATION AS PHYSICTAN AND SURGEQ

Permanent address

{Z2IP Code)

Plice of birth { ',[g vela MQ Oh.o Date of bizh Age ‘2 é

Are you a citizen of the Unitad States? NOTE: Naturalized citizens of the United States should submit

Certificates of Naturalization.

NOTE: Designation of your Social Security
1ty, and accuracy of your applicatiosm.

Please designate yourSocial Security Numbe
Number is not maadatory--used ONLY to insure

1catiofl,

Please print your name exactly as you wigh it to appear oam ary Certificate to practice as a Registered Physician and

?oée (‘+ Pau{ C%Pv&mkm

COLLEGE OR UNIVERSITY EDUCATION

Suryp.ott which may be issued to you.

Name and location of school attended Period of Attendance

Ist year [ oy Un versihy 9/712 ) /’73
znd year _‘E_a\bfu‘ Qn\t\l@&l N ( 7’7"{ hod 2774
3rd year RN 7.? 1Y = VKX
Gth year _(nacly iyt EVE KA Y A

I have c¢redit for

I ;ecexved the degree of

tren  Ewieny Unoveriohy

f college work.
(No. of majors, mester hours; or clock hours)

on tre _|§ P aur o MM#E%E&%

STATE OF ILLINOIS

MAR 18 1981

DEPARTMEN?T OF REGISTRATION

{College or Bniversity)

MEDICAL EDUCATION

full courses of medical lectures ss follows:

i attended ']Cm% ’L,iﬂlo..{'S U‘Q’

-P'

at Vi

Qllisge

f"‘fY“CYAi\S ASSISTANT
from the ,3{ _)_%day of Awq%g&" , 19 —TL to the a’l;dday ofs Mq.\‘ i . 1886
B
at
{Name of Medical Callege]
from the day of , 19 to thae . day of , 19
(Name of Hedical College)
from the day of , 19 the. .+ day of a2t
at
(Heme of Medical Goklege). T .
from the day of 13 to the day of , 19
I wvas granted the degree of Doctor of Medicine by \ oq\.cg
aine;

+h

loca?“d at MO—«'\ i i(&fwc'g State or Country U. S‘ A " , on the &q T day of

] PSRRI o
m, 19 %’gg , and the Diploma presented with this application is the genuine Diploma of said institution.

(MD 100a)
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vegr gt # A BoSTORADUATE HOSPITAL TR

S R AN

g1 oin

Description Name of Inxtituté:n ¢ Lk PR " ; Locstion
g LIS S i L1
i JECEEROL Rg L ;
: , o : oy |

Tndern- 03'6)’;\-{ U,\;M“ﬁ% of Ckcoﬁb * - (‘,[025 ¥o {PFQS&\,(" Q&;LA&O Ty

THE FILING OF AN APPLICATION OR THE TAKING OF AN EXAMINATION DOES NOT ENTITLE THE APPLICANT TO PRACTICE IN THE“STATE
QF ILLINOIS.

FOREIGN CREDENTIALS MAY NOT BE PRESENTED FOR REVIEW AT AN EXAMINATION.

(MD 100b)




DEPARTMENT OF REGISTRATION AND EDUCATION
MEDICAL GSECTION

EXAMINATION CHECKLIST
. = .
APl ili-riui‘]‘:-—_——_—_-.—L-L#--Ag——\ ol ( N {'.‘_._11‘._ A i 2N :_J{“.‘L-/

— AVILICATTON NOTARIZED _ v~
PHOTOGRAI il / i HOTOSLIPS o« PERGONAL HISTORY SHEET &7
CERTIF (AT OF COLLEGE ATTENDANCE

TRANSCRII"*: . _ORIGINAL DIPLOMA f",,ifj TRANSLATION(S)

?.,zf,g( ,
PROOF OF COMPLETION OF 12 MONTHS' AFPPROVED CLINICAL TRAINING ﬁ’é

PROOF OF COMI'LETION OF L

MONTHS' APPROVED CLINICAL TRATNING £~
za Feo
CERTIFICATION OF OTHER STATE(S) OF LICENSURE AA

TWO RECONMENDING LICENSED PHYSICIANS &

COMMENTS :

- — TS = Spp—————

ELIGIBLE FOR EXAMINATION DATE OF FXAMINATION SCHEDULED

NOT ELJI: iRl FOR EXAMINATION , REASON:

PROCESSOR'S 1NITIALS:

EXAMINA I RESULTS:

ELIGIBLI RECEIVE LICENSE

ELIGIBLE 10O QEPRAT EXAMINATION (IF APPLICARLE)

REQUIRFEI I REPEAT ALL DAYS/SUBJECTS

RETAKE, | RECEIVED __ DATE OF EXAMINATION SCHEDULED

NOT ELIGI TO REPEAT EXAMINATION _

PROCESSOR"!

RETAKE AMINATION RESULTS: PA3S
(MD 87)




DEPARTMENT OF REGISTRATION AND EDUCATION
(Medical Section)

CERTIFICATION OF CLINICAL TRAINING COVERED BY THE ILLINOIS MEDICAL PRACTICE ACT
This is to CERTIFY:

) (1) That Robert Cervenka
(full name of physician)
has satisfactorily completed 12 months in
&
@ a program of Obstetrics & Gynecology sraduste - sResiwity - residency
(strike out whichever is not applicable)
at £ pitals and Slipics
iname of hospital)
extending from June 25, 1980 to June 24, 1981 5
, and
7@9 (2) That the physican hereinabove named
! (check and complete whichever is applicable)
XXX presently holds Temporary Certificate of Registration No. T- 11140
issued under the provisions of Section 1la of the Illinois Medical Practice Act.
(jﬁ . o . .
: previously held Temporary Certificate of Registration No. T-
issued under the provisions of Section lla of the Illinois Medical Practice Act
. does ot hold a Temporary Certificate of Registration issued under the
o provisions of 3ection lla of the Illinois Medical Practice Act insofar as can be
m frog ef te this hospital.
SIGNED: P
] Director)
Universitv of Chjfcago Hospitals and Clinics
(N of Hospital)
950 East 59th Street, Chicago, Illinols 60637
. (Address)
SEA], OF HOSPITAL DATED: eI

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

Medical Section

Department of Registration and Education
320 Washington Street, 3rd Floor
Springfield, Illinois 62786

M 129)




STATE OF TLLINOIS
DEPARTMENT OF REGISTIATION AND EDUCATION
GARY L. ZLAYTON
DIRECTOR

PHYSICIANS & SURGEONS
SECTION

08718781

iﬁiiRl PAUL CERVENKA MD

CHICAGO TL

SOC-SEC-NO:
EXAMINEE NO:Z
DEAR ROBERT PAUL CERVENKA MD

THIS IS TO INFORM YOU THAT YU WERE SUCCESSFUL IN THE JUME 16-18,
1981, FLEX EXAMINATION AS A LICENSEY PHYSICIAN AND SURGEON.
YOU RECEIVED THE FOLLOWINGL SCORES:

ANATOMY

PHYSTOLOGY

RIOCHEM1ISTRY

PATHOLOGY

MICROBIOLOGY
PHARMACOLOGY

BEHAVIORAL SCIENCE

BASTIC SCIENCE AVERAGE
MEDICINE

SURGFRY

OHSTETRICS

PUALIC HEALTH

PCDIATRICS

PSYCHIATRY

CLINICAL SCIENCE AVERAGE
CLINICAL COMPETENCE AVLRAGEC
FLFEX WEIGHTED AVERAGE

IF YOU REQUIRE FURTHER INFORMATION, YOJ MAY CALL AREA CODE
2171785-U876.

MEDLCAL SECTION

The records of this Department indicate that you have not met the twelve months
clinical training requirement. Before your license may be released from this
office, it will be necessary that we receive proof of satisfactory completion

of the required approved clinical training program, of any composition, of twelve
months duration in 2 hospital approved by the Department.




SYATE OF TLLINDIS
DLEARTHENT OF REGISTVATION ANO EDJULATION
LARY L, JLAYTDNM
DIREITOR

)

PHYSTICIANS & SHRGFONS
SECTIGN

nEr1e/en

THICALD L EHTS

SGC~S5EC-KO:
EXAMINEE NC:
DEARP RAONERT PaulL CENRVENKA MD

THIS IS T [0 FUOR% vOU THAT Yo WERE SULCESSFUL IN THE JUNE 16-1R2,
1931, FLEX EXAMINATION AS A LICENSED PHYSICIAN AND SJRGEIN.
YOU RECCIVED THE FOLLOWING SCORES:

AVAT Oy
PUYSTIRLOGY
PIOCHEMISTRY ¢
PATHOLIGY
MICRASBIOLOGY
. PHARMACOLOGY
BERAVIORAL SCIcwnCe
BASTC SCIENCFE AVEGACE
3 MedICINE
» K SURGVRY
: IS TETRICS
UBLIL HEALTH
PEDTIATRICS
POYCHTATRY
; CLIMICAL SCIEWULE AVERAGE
- @ CLINICAL COMPETENCE AVERAGT
‘i TLEX WEIGHTED AVFRECE

TF YOU REQUIRE FuwTHER INFORMATION, Y0DJ MAY (CALL ARREA CORE
PATH IR 50576,

MEDICAL SELTION




v B y

CERTIFICATION OF COLLEGE ATTENDANCE

(Give exact dates.)

_IVED
AL EOL

F\'Ej\ IS4 MAR 30 Mt §: 35

To tue DarazTMENT or REcisTaaTioN AND Eoucatiow, Semiscmerp, [ecivors:

Robebih F"mqu{ﬁ“"

This is to certly tha
was in regular attendance at th UL >
from tb;_%%_dny of pLembe 19050 e t‘xe_‘i&dzv ot__________ Ji
R
{rom the_._._day ot Apist _I_F(;_zo weBthago My 4 78
September 7 23rd September® 79
from the__._._d.a ol. — 19, to the __—_day 1}

p " 79 80
tom the 2itN 4oy o September 1979 .5e0e 230 4yy o May 7 ot

[ R L S —— | s . B . | . . B EEE— . |

and was granted a Ciploma as Doctor
Sasiai'ss Baltimore State of. and

oathe_20thiay ot May 19_--.L hawving mplﬂd—___hou.n.

(Seal of College]

Associate Dean for ‘-‘uudemt M‘f‘aﬁ‘s
UPON COMPLETION, PLEASE FCRWARD THIS FORM DIRECTLY TO:

MEDICAL SECTION
DEPARTMENT OF REGISTRATION AND EDUCATION
SPRINGFIELD, ILLINOIS 62788

(MD-18)

(.




) " EMORY UNIVERSITY
4 B COLLEGE OF XRTS AND SCIENCES .- PERMANENT RECORD
Name CERVENKA, ROBERT PAUL Pethesda, Maryland Date of Entrance Sept 25, 19“ 297, 2, 14/”{

[ WAY-¥I3N _ e,
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b ot b VPN

"ELEX APPLICATION
PART A — To Be Completed By Applicant.

Print all information. Complete ali 12 items and reiurn this form to the state medical board for which you are taking FLEX

i \ ! I'l‘
Last l:;.";n‘m!rﬁg-
= T |
". [ | =
r'rs. -‘\m‘ "'u(- -.,\ ‘.311,1 Ay |~.- ial

SN SES— SEENS R

ALTERNATE SURNAME: To be filled out only by irdividuals who used another name lor FLEX previously
| |
{ |
1 |

- . L._._____.___.__._ e — —

’"T_r—]

& ng'I?HOF | I E;ngﬁamp Yiusa Canada ] Other (Specify) L__i__l.__ Sem—
' e : *Country Code Name of Country

*Refer to Country Code List on back

4. SOCIAL . Used to assure identification

SECURITY
NUMBER

6. HAVE YOU | M YES If Yes: a) When was the most recent FLEX taken? |

EVIOUSLY 1L
KEN Month

FLEX? | 'r;-: NO bl How many previous FLEX examinations have you taken?

7. CITIZENSHIP ! 1 ‘_'}
UPON '

ENTERING FlUSA (] Canada [C] Otner (Specifyl l.__ i -

MEDICAL *Country Name of Country
SCHOOL *Reler 1o Country Code List on back Code

At !
a:Unuvers du & M cryloed _
Name of Medital School of Graduation bl Country of FUSA []Canada
“4edical School: [ Other (Specify) s e ——ii

8. MEDICAL | g *Country Mame of Country
EDUCATION [1]9 |%|> | Code
\ €} Graduaton Year L __L 1 1 J

*RAefer to Country Code List on back d) Degree = EIMD. T3D.0. ] Other (Specify)

Examination Mos! Recent Date Taken Identification Number

{Month, Year) [ ‘ |
| |
9. OTHER

ECFMG ] ECFMG | | =
i
;XAMIN&TIONS | M VOE I . \r‘OE[ [ l ]___l
AKEN , = f py——
! :‘-"Namt Repv, 19 !y NBME 2 3 f[-?- S Cﬂ

None 0! thn Above

10, FEDERATION | r—T—T 1 -~ T —
IDENTIFICATION| | | ' , ' 11. DATE OF THIS 1" lz . IC (ﬂ
NUMBER (FIN) ) S S SN S90S [P APPLICATION AL |

IF KNOWN ! | Day Manth

b
. STISENETUSR— . = == ;
! 1 certify that the information supphed int apphcatian s lrue and accurate to the best of my knowledge

12, PLICATION |
ATEMENT & (
SIGNATURE | 1aNATURE »
SIGNATUNE .. Y i

PART B — To Be Completed By State Board

) !
1. STATE FOR N { [7T7TiZ7l | 2 APPLICANT'S
WHICH FLEX v -\]_J[_u_. { STATE BOARD

|

IS BEING ooy R = Giges Gois Mo 10 NUMBER

TAKEN

e

3. PLACE & , / ||
DATE OF _ c Ll oo ,\}‘_‘" S —

EXAMINATION - Test Center :‘,'. ; Canter State Code No (] December 19

— + -

4, EXAMINATION(S)
FOR WHICH
REGISTERED ] Other__

cal Competence

2 !‘;r\{.‘n‘.l.f\rl




THE UNIVERSITY OF CHICAGO HOSPITALS AND CLINICS
950 EAST SOTH STREET
CHICAGO = ILLINOIS 60637
947-

MAR 1 & 198y

March 12, 1981

Department of Registration and Education
Medical Section

628 East Adams Street

Springfield, Illinois 62786

RE: Robert P, Cervanka, M.D.

TO WHOM IT MAY CONCERN;

This is to certify that Dr. Robert P, Cervenka has completed eight

months of clinical training in the Department of Obstetrics and Gynecology
at the University of Chicagu Hospitals and Clinics from June 25, 1980
through February 28, 1981,

ZM/mgh
STATE oF LLiNows
f nn »
OEPARTMENT OF RegisiraTio
. SIRAT M
PHySlom SouCATion " O
| {CIANS ASSis TANT
Areext Messirr Buuscs Hosetrar  « Paiue D, Asnvour Custcar Reseascn Buiioise
Bons Rosrers Mesomal Hoseirar For Critprex « CHicaco Lyinc-in Hosetrad
Coustay Hosme ror Cosvarescont Crrrcin Chipan « Naruan Govpstart Mesonar Hoserrar
Ceont pmeart Paviion  « Geerevoe Dusw Hicks Mesownar Hoserrar  « Hose ror Destirure Curriap CHiLoees
Nancy Apeie McEiwes Memonatr Hoseirai Frankun Mcleas Mamonsar Reseascw Isstorum
tapmtsa O, Pece Pavinion or tue Cwrcaco Hosms ror Incupastes  +  Coasess Grosas Saors Hossrrad

ILVAIN AND ArMA Wryrer Caitomsy s Hosrmrat Suscexy/ Bran Resganch Instrrum
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{TATE OF ILLINOCIS Enter all applicabie information.

E.C.F.M.G. No.
i\' Department of Visa Type and No.

Registration and Education 1] O ——
Full name before marriage _

Attention: Medical Section
320 West Washington Street, 3rd Floot Socml Security No. ___ .
Springfield, Ithinois 62786

NOTE: Designation of your Social Secunty Number i not mandatory
— used ONLY to ensure identification asccestibility and sccurscy of
your spphcation

(Use typewriler or pnnt with pressure)
NAME: Ce ruenka. Rebart Paul

Street A _

City: 18690 State: T-W\imeis __ Postal code: €06 37
Country: U.S. A, —. . Place Of bir!h _(;11:-3.11&5‘1_ Oh" = A
--Provlﬂ:l-—CMh"r

DATE OF BIRTH Sex: Mala _><___ Female
CITIZENGIP: At birth: U fed  Shus Now: United Stades
MEDICAL DEGREE- " itle of degree (M.D., M.B. -B. S D.C 0 other __M,.L_#_W___ Date conferred | 980

MEDICAL SCHOOL (School(s) attended) (Location) (Dates) (No. of school yrs.)

(Precise name)  Uniyers. “"“ 2 § WHLMS&M&A: M.,.&L.L‘ﬁ,&n—f_

ther names u‘\b l out complataly)

{ Y WYx3 X3nd
17V NHNL3Y 3SV3d

SECONDARY sCHOOL,
COLLEGE, UNIVERSITY Fwwru‘ Uns «u»h'*_

HOSPITAL TRAINING: Hospital(s) Location Position(s)

L)n_nu{ﬁ_‘.h‘.,o‘r_f_bum‘}:. Hag_&hﬂﬂ_mﬂ,g*_q e

{ ]} LNIW3ISHOONS3 G8 TLVN

Are you a Diplomate ol the National Board of Medical Examiners? Yes No X
Are you cértified by an American Specially Board? Yes..____. No_
Board(s) with date(s)
Licensure: Name the state or states in whlch you have rscewed an unrestricted license to practice medicine and
state whether by examination or encorsement. (Give License No(s).)

{ ) ANIW3ISHOON3 X374

Have you ever taken an E.C F M.G. examination? Yes ____ No X _ Date(s) . []Passed []Failed
Have you ever taken a FLEX examination? Yas____ No.}_Date(s) —____________ []Passed T]Failed
Have you ever been refused admission to a recognized medical or osteopathic organization, or has any disciplinary
action been taken against you by such an organization or by any licensing or registering authority?
Yes . No , (If answer is “'Yas," explain fully on a separate sheet of paper.) '
| hereby certity that the information given in this application is true and accurate to the best of my knowl-
edge and belief. | hereby authorize the State of lllinois or its licensing or registering authority to transmit to any
person, governmenta' authority or legal entity information contained in this applicelion or information which other-
wise may become known or avallable to any State Board of Medical Examiners, any Medical Examining Commit-
tee appointed or u arwisa constituted pursuant to statute and the Federation of étale Médical 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 m.t g states that such information is to be used exclusively in connection with licensure toc prac-
tice medicine or any problem (describing it) related thereto.

I ‘_épﬁtfi (/’ n A/‘ Ne “” Public, DO NOTE: Accompanying this preliminary application must be two pho-

( tographs taken \;-!rhm 2"". past six months. They should be at least
] passport size (22 x2%2) and be signed on the reverse by the
HEREBY CERTIFY ..c. g 06/ &f(_}EU - applicant,

W appeared before me (his dg i person and acknowledged that he
signed the above instrument as a free and voluntary act r the uses -

and purpoges thoren set tarth . C s
Given|urfle)] my handg ang official sea! 1] - — i ———
ignature of Applicant

RiC
3(9/54

( ) ALIDOHJIOZY
Q3HIS30 NOLLYDI TddY TVIWHO4 40 3dAL ( X ) XI3HI °NOILITWOD NOJN NOLLYDIINddY AHVNIWITIHG SIHL 40 $31400

dey of _

Notary P ubﬂ:

Wy Commisston Fx




L ! ~.. RECEIVED
_ STATE OF ILLINOIS

This is to certify that I,

acquainted with [<oboc+ Thul Coamvsiadea . TUPRB ‘ﬁsf
o AND EDUCATION |

for licensure to practice medicine in all of its branches in the State of

Illinois; that I hereby attest to the educational background of Dr. f{?ubu*{v

129 Cesyenk, , who graduated from Q:'wus;-l-.l ot Maru/and
f [

by

and was issued the degree and diploma of Doctor of Medicine on the aﬂ ti"day of

M oy , 19 ¥O ; and that Dr. 1< bert Pod Corver ke
{ —

is of good moral chara-ter and professional background. I further endorse

Dr. poiau'4~ Paul Coevenla 's application for a license to

practice medicine in all of its branches in the State of Illinois, attest that the

hereto attached photograph is a true likeness of Dr. C otveanlka

and that I personally viewed the original medical diploma of this applicant.

Signed

fpueence D, DEvOE, M.D,
PRINTED NAME

State of Illinois Medical Certificate No.

{

(L{)

State of Illinois in the County of (ja/é

E/C;ﬂ :
- A LA/ 4/
Subscnb;ﬁl and/sworn Ito f%re?me'thls | day of , 19
M} My Commissicn

NOTARY PUBLIC

expires: 7 7' (f/”‘?

T6 - 0485
PRINT NUMBER




. FLEX

This is to certify that I, Geoffrec M. ALl ns am personally
/

acquainted with (Kobecd Dol Cocvesdia oo , who ﬁ applying
) S MiR 16,19

for licensure to practice medicine in all of its branches in the State of

Illinois; that I hereby attest to the educational background of Dr. Qolau-l-

B) .l ('Sg‘lﬂf;;‘. , who graduated from Un;ucu'-s.{—;, ,.-J;— Mmcmd
! )
and was issued the degree and diploma of Doctor of Medicine on the 2.9 t"day of

May , 19 €0 ; and that Dr Pobert Bl Corvesko

is of good moral character and professional background. I further endorse

Dr. ’Rotﬁr‘b Poc| Cerven ka 's application for a license to

practice medicine in all of its branches in the State of Illinois, attest that the

hereto attached photograph is a true likeness of Dr. C‘wue,u.fca‘_

and that I personally viewed the original medical diploma of thig applicant.

<

PR

PHOTOGRAPH
State of Illinois Medical Certificate "No.

;ﬂﬂ '
Y036 -057 414

PRINT NUMB

State of Illinois in the County of /561 ré/

pe this _Z!_ day of k/gd(é/{,/ 19 j;

My Commission

expires:




(Medical Section)

Q\g,* DEPARTMENT OF REGISTRATION AND EDUCATION
|
|
]
f

PARTMEN T
CERTIFICATION OF CLINICAL TRAINING COVERED BY THE ILLINOIS Mﬂuﬂ

Tio 1ATIo r
This is to CERTIFY: 9 / ) , hﬁ““""”\f}
S %‘ﬁu ™ hul (mz//w/’ﬂ

\ (full name of physician)
has satisfactorily pleted 9 months in

a program of Obstet.rics and Gynecoloqy graduate - specialty - residency

2 . . i (strike out whichever is not applicable)
at __University of Chicaqo Hospitals and Clinice
(came of hospital)

extending from June 25, 1980 to March 24, 1981

and

That the physican hereinabove named

/ (check and complete whichever is applicable)

presently holds Temporary Certificate of Registratioa No. T- // /40
issued under the provisions of Section 11a of the Illincis Medical Practice Act.

previously held Temporary Certificate of Registratiom No. T-
issued under the provisions of Section 1la of the Illinois Medical Practice Act

does oot hold a Temporary Certificate of Registration issued under the provisions of
i ractice Act insofar as can be determined from the records of this

Executive Director
(Hedica. Direcl‘.or

ospitals_and C}inics

Name of Hos
t éhicago, f11no1s 60637
(Nidreu)

950 East 59th Str

SEAL OF HOSPITAL : 3-31-81

THIS CERTIFICATION MUST INDICATE SATISFACTORY COMPLETION OF AT LEAST FOUR (4) MONTHS OF APPROVED CLINICAL
TRAINING BEFORE THE PHYSICAN MAY BE ELIGIBLE FOR THE NEXT ILLINOIS FLEX EXAMINATION.

IF THE PHYSICIAN HAS SATISFACTORILY COMPLETED TWELVE (12) MONTHS OF APPROVED CLINICAL TRAINING AT THE TIME
OF HIS/HER EXAMINATION, AND IS SUCCESSFUL IN THE EXAMINATION, HE/SHE MAY BE ISSUED A LICENSE UNDER THE
PROVISIONS OF THE ILLINOIS MEDICAL PRACTICE ACT. HOWEVER, IF THE PHYSICIAN HAS NOT SATISFACTORILY-COMPLETED
TWELVE (1Z) MCNTHS OF APPROVED TRAINING AS HERCINBEFORE PROVIDED AT THE TIME OF HIS/HER EXAMINATION (BUT
IS ELIGIBLE FOR THE EXAMINATION BY REASON OF HAVING COMPLETED AT LEAST FOUR (4) MONTHS OF APPROVED TRAINING)
AND IS SUTZESSFUL IN THE EXAMINATION, NO LICENSE SHALL BE ISSUED UNTIL THE DEPARTMENT SHALL HAVE RECEIVED
PROOF OF SUCH PHYSICIAN'S SATISFACTORY COMPLETION OF THE REQUIRED TWELVE (12) MONTHS OF SUCH APPROVED
TRAINING.

When completed, this form must be forwarded directly to: Medical Section
Department of Registration and Education

Sprinefield, Illinois 62786

(MD 108)
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UNIVERSITY OF MARYLAND
SCHOOL. OF MEDICINKE
OFFICE OF STUDKENT AFFAIRS
BALTIMORE, MARYLAND 21201

2

April 8, 1981

Medical Section

Department of Registration & Education
320 W. Washington Street

Springfield, I1linois 62786

TO WHOM IT MAY CONCERN:

This is a letter to certify that Robert Paul Cervenka, M.D.
completed all the requirements for a M.D, Degree on May 23, 1980.
His degree was conferred on May 29, 1980.

Sincerely,

I/'"‘,"

Bernice Sigmaﬁf@ﬁéﬁ.
Asgociate Dean for Student Affairs

‘BS:vds
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DEPARTMENT OF REGISTRAYTION AN EBJCATION
ATTENTION: CONTROLLED SUBSTANCES SECTION
120 West Washingron, 3rd Floor
Soringlisid, Nlinois 82788

¢ !
‘ ey 1 3150
APPLICATION FOR STATE CONTROLLED SUBSTANCES REGISTRATION

-
-

Controlled Substances Registration = E\‘.rv person who manufactures, distributes, prescribes or dispen.2s any
controlled substances within the State must obtain annually a registratian issued by the Department of Registration
and Education in accordance with the lllincis Controlled Substances Act.

A State Controlled Substances Registration is a prerequisite w0 s Federal Controlled Substances Registration,

[ 4 -=1_) | '—l_') ] ( '
Applicant’s Name t\ mhe Ot U, e jenka oo

——

T~ || -

Y f
Business Name \ j] ’T '* h L \ o) \ r’im =T :‘lt ."\6- L% ]
] Incmul tment,§f Acoiicanie

Business Address S04l e ["\x.r 1%
l " treet

()""““‘E” T du_ﬂg Al.l Co ity

City P | Coupty

| hereby apply for an lllincis Controlled Substances Registration in accordance with the lllinois Controlled
Substances Act. | certify that | have answered ail questions on the reverse side of this application to the best of my
knowledge.

S A A
s-ammu ot Anhuﬂ':

|/ Fee: $_500  Practitioner OFFICIAL USE ONLY

S______ Non Practitioner St No. 3 é ﬁaz/s _,

Make check or money order payable to: Receipt No.

Department of Registration and Education

QFFICIAL USE ONLY

Af?/a/@f@/g/

CT-20a (Revised 4/80)
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DEPARTMENT ‘R!GlmAﬂON EDUCATION
ATTENTION: oy . . SECTION
Wesn

Sonnyted. STirep 2346 |
LR SUTYL

.lrﬂ

APPLICATION FOR STATE CONTROLLED SUBSTANCES REGISTRATION
P

Controlied Substances Registration — Every person who manufactures, distributes, prescribes or dispenses any
controlied substances within the Stats must obtain annually a registration issued by the Department of Registration
and Education in accordance with the lllinois Controlled Substances Act.

A State Controlled Substances Registration is & prergquisite 10 a Federal Controlled Substances Registration,

Nobord .

Applicant’s Name

Business Name {\'n:.zr_f"s:f

Susiness Address S_'{: Y1 Sm g ‘*L

| T Y ano ‘-“l ‘k tno, €
| City

| hersby soply for an lllinois Controlled Substances Registration in accordance with the lliinois Cantrolled
Substances Act. | certify that | have answered ail questions on the reverse side of this application to the best of my

knowiedge.
~ '— — “
(‘-

Signature of Applicant

V/ Fee: S 500 Practitioner OFFICIAL USE ONLY

s Non Practitioner

State No.

Make check or money order payable to: Receipt No,

Department of Registration and Education

CFFICIAL USE ONLY

CT-20a (Revised 4/30)






