
0 310131  " EC n9r. 
.... seriUli SECTION 

APPLICATION FOR' ()Cal 1 2012 
LICENSURE AND/OR EW/IINST:16141  

DAtOfPnafecern
ialtakton 

FOR OFFICIAL USE ONLY 

' 
IMPORTANT NOTICE: Completion of this form is necessary for consideration for licensure  
under 225 of the Illinois Compiled Statutes. Disclosure of this information is VOLUNTARY. 
However, failure to comply may result in this form not being processed. 

The following materials are required to make Application for 
Licensure and/or Examination in Illinois: 

1. Four page APPLICATION FOR LICENSURE AND/OR 
EXAMINATION. 

2. INSTRUCTION SHEET, which gives step by step 
application instructions for your profession. 

3. REFERENCE SHEET, which gives detailed coding 
information for your profession. 

4. SUPPORTING DOCUMENTS, forms, and/or any other 
documentation you may be required to submit with your 
application. 

5. If the name shown on your supporting documents is differ- 
ent from that shown on your application, you must submit 
PROOF OF LEGAL NAME change - copy of marriage 
license, divorce decree, affidavit or court order. 

Carefully follow all steps outlined on the INSTRUCTION SHEET. In 
addition, note the following: 

A. Type or print legibly with black ink only. 

B. FEES ARE NOT REFUNDABLE. 

C. Disclosure Of your U.S. social security number, if you have one, is 
mandatory, in accordance with 5 Illinois Compiled Statutes 100/10-
65 to obtain a license. The social security number may be provided 
to the Illinois Department of Public Aid to identify persons who are 
more than 30 days delinquent in complying with a child support 
order, or to the Illinois Department of Revenue to identify persons 
who have failed to file a tax return, pay tax, penalty or interest shown 
in a filed return, or to pay any final assessment or tax penalty or 
interest, as required by any tax Act administered by the Illinois 
Department of Revenue, or to other entities for verification of 
identification. 

PART I: Application Category Information 

A. SEE REFERENCE SHEET, CHART I, OR INSTRUCTIONS PRIOR TO COMPLETING ITEMS 1 THROUGH 4 

1. PROFESSION NAME 

pARr_FR 
2. PROFESSION CODE 

s2 2 (a 
3. LICENSURE METHOD 

if" N , D cessiElivits 
4. FEE 

300 
B. prim< 
s 

• 

• 

BOX INDICATING THE APPROPRIATE INFORMATION REGARDING YOUR APPLICATION 
This is the first time I have made application for this 0 My application for this profession had previously been 
profession in Illinois. denied iri Illinois. I am reapplying since I have fulfilled 

I have previously made application for this profession in additional requirements. 

Illinois. However, my previous application expired and I am NI I have previously made application for this profession in 
now reapplying. Illinois. However, I am now applying under new statutory 
Other language. 

P RT II: Applicant Identifying Information—You must notify the Department of Financial and Professional Regulation - 
Division of Professional Regulation and/or Continental Testing Service in writing, of any address changes after you 

i

file this application in order to receive any further information. 

1 NAME LAST FIRST 

P A€ R R- WILLIE 
MIDDLE • 

TioxEc 
2. TITLE (e.g., 

M 
M.D., D.D.S., etc.) 

D 
3 

4 COUNTY 

51 BUSINESS ADDRESS STREET CITY STATE/COUNTRY ZIP CODE COUNTY 

S q n't C °IS 0 bt Ve- — --- — 
6. MAIDEN, GIVEN SURNAME, OR ANY NAME(S) 

DOCUMENTS WILL BE SUBMITTED. (SEE INSTRUCTIONS 

re pc- Kr 
UNDER WHICH SUPPORTING 

06 ABOVE) 

K 
7. MOTHERS MAIDEN NAME 

PARcE_ R_ 
8. PLACE OF BIRTH CITY STATE/COUNTRY 

IIIII CI Female 

Month Day Year [25 Male 
it TELEP REACHED 12. PREFERRED e-MAIL 

Work: Ham _ _ ___ 
ea e (Area Code) 

Fax: ( _ )_—_____ Fax: ( _ • ) _— _ 
(Asea Code) (Area Code) 

- - - 

IL486-1019 03/06 run APPLICATION FOR LICENSURE I ,  • • - a fru 'F. • • - - t oe • 

Additional application forms can be downloaded from the IDFPR Web site a wimidfpr.corn. 



..... 

PART III: Education Information 

1. PRELIMINARY EDUCATION (Elementary and High School or G.E.D. Circle number 

1 2 3 4 5 6 7 8 9 10 11 12 Graduated 
High School? Vil Yes 

Received  

of years completed) 

M No OR G.E.D.? • Yes • No 

2. NAME OF LAST PRELIMINARY SCHOOL 
ATTENDED 

3. LAST PRELIMINARY SCHOOL LOCATION 
(City and State) 4. 1

1:5TE. OF GRADUAT N 

6- CL 1 
F. IN 5Iey Hi 'it  Schott Si ( NI; AcoAar,,,, AL Month Year 

5. COLLEGE 14R UNIVERSITY (Circle number of years completed( 

1 2 3 4 9 6 7 8 Graduated? p Yes IN No 

6. COLLEGE OR UNIVERSITY NAME 
(Undergraduate and Graduate) 

LOCATION DATES OF ATTENDANCE TYPE OF 
(City and State or Country) FROM TO DEGREE EARNED 

here el Colle cie @erect KY/  t/SA 

Month/Year 

03/$1  
MonthN r 

Os" 5(0 IS.A. 

Heir trciv-d &lion\ ruil  
.1  

r1t34141 A osiOA 14 0(0/77 °,45 nt PH 
VV"' 0‘"\1110-14154/1  AM Arbor, 1111 07/(g0 '%? Pi Sc . 

Uhl V of Tow9 Jtivvg 0:1177 -1A 
/ 

c)  (ohk °V% Ni a 
I 

7. SPECIALIZED TRAINING (Residency, Professional Training, Vocational Training, Practical or Clinical Training) 

INSTITUTION NAME 
LOCATION DATES OF ATTENDANCE Did You Complete 

(City and State or County) FROM TO Training? 

U A i versdi of CACI 4n 1.1 CiAti AfActri OA 

Month/Year 

6-76/0  
Month ear 

0 cht urcts - Na 

Uvk ioi o -P M 1 CA1 I 394 Ann Arbor, 11) 
1

07/0(0 o(olos 
ircec II No 

(A.; krtrvay ° F C. N- SF SR n Pot PIC-1 9 CO C 4 0 7/00 b Gib( E(Yes 111 No 

CAA t c- r b Co f O?  peckie Co f/01 Aficivirci CA 
I 

0 1  A, 66100  • Yes iitlio 

0 Yes 0 No 

IL486-1019 03/06 (LT) APPLICATION FOR UCENSURE AND/OR EXAMINATION - Page 2 of 4 
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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 orapprenticeship 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 all other licenses held in Illinois, however, certification of licensure from 
Illinois is not required. Failure to disclose all licenses held may result in denial of your application orotherappropriate action. 

STATE PROFESSION NAME LICENSE NUMBER 
DATE OF 
ISSUANCE 

LICENSE STATUS 
(Active, Lapsed, etc.) 

State 
,. 
1- 

of Original Ucensure 

0 ;AIR 
j 

M e- oPl 
, 
I e ( A c__ 

2- C30  5 "79-  o I let 11. liAcidiv t 
State of Current Ucensure where you 
most recentty have been practicing. 

re nn5w IA/Amick M q 9 1110 11  /9 )10 , oi QIN t- 
Other States of Ucensure 

Nevi \Tax cc- 7 M -e Pleci  I ()odor 25 6 1 4 010 i5co 5  / Va._ Active- 
, 

Ws 511 i600-43 n bC, 
, 

M Mai  l c 1 nc M 6 0379% (0/Alow at cfiv -e__ 

Mary ICI V101 in4 
,. 

-e, u t clin b (09 s-  7z/ 0-7//5/01 J_ • 
qcri v-e- 

,, 
Vir5ltni et N Cel tC.; vit. 4- 5mr .2,-, 5 0 I 0 I "2 Li Co 27? y/i3)(59 

,, 
acrIve. 

0 Idi 0 both/ of Pleekeirt 

/ 

5, 0 (,' ctsni, 5 I 2119)._ -I ieloiti- t • ikk. 
(If additional space is needed, attach a separate sheet) 

PART V: Record of Examination 

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 theinformation 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 action. 

NAME OF EXAMINATION STATE MONTFVYEAR EXAM RESULTS 

44474r.  
(Passed, Failed, Absent) 

F L F.- X zw. Fee 0 .c ; vt, F-An M I el Wok Ott,  illy) P°ISS'ec4  

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

fb 

(l e  

3 
ft 

i; • 
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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 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 all other licenses held in Illinois, however, certification of licensure from 
Illinois is not required. Failure to disclose all licenses held may result in denial of your application orother appropriate action. 

STATE PROFESSION NAME LICENSE NUMBER 
DATE OF 
ISSUANCE 

UCENSE 
(Active, Lapsed,

TATUS 
etc.) 

State of Original Ucensure 

C 0  n fi rl Ue- ci 
State of Current Ucensure where you 
most recently have been practicing. 

Other Slates of Ucensure 

Pt 1 C. 14 1 CD 4N meet,6,,e. 43 Oiogi4v, 512846 Icl p Sea 

CAL 1 FOtN I i fkr  le  ;04  q # S4Irjear A 5 3 )o -2... 5 79 I''' psosi 

Fk P1W K II fh,, • . 5 iC i al n mb - 11739 411104 
• . 

1  VI 4 CT,  It 

MI35'551111 
._ , 

r 

, 
hl S i C ;net 22028 5 /23/Z J_ • 

gel! \it  

4 L A-6 A fv\A Phis l‘e- lb( 0 Mb, 3 1 60 Li ii 3  I i a g Qt; II -5--  , 
(If additlo I space is needed, attach a separate sheet.) 

PART V: Record of Examination 

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 EXAMINATION ATTEMPT MUST BE SHOWN. Failure 
to disclose an examination attempt may result in the denial of your application or other appropriate action. 

NAME OF EXAMINATION STATE MONTHNEAR EXAM RESULTS 

(Passed, Failed, Absent) 

(if additional space is needed, attach a separates eet.) 

IL486-1019 03/06 (LT) APPLICATION FOR UCENSURE AND/OR EXAMINATION - Page 3 of 4 



MI MI z 
> 
g PART VI: Personal History Information (This part must be completed by all applicants) YES NO 

1. Have you been convicted of any criminal offense in any state or in federal court (other than minor traffic violations)? If yes, attach a 
certified copy of the court records regarding your conviction, the nature of the offense and date of discharge, if applicable, as well as 
a statement from the probation or parole office. 14.‘  

2. Have you been convicted of a felony? 
ii1K 

3. If yes, have you been issued a Certificate of Relief from Disabilities by the Prisoner Review Board? If yes, attach a copy of the certificate. 
21(‘ 

4. Have you had or do you now have any disease or condition that interferes with your ability to perform the essential him:lions of your 
profession, including any disease or condition generally regarded as chronic by the medical community, i.e., (1) mental or emotional 
disease or condition; (2) alcohol or other substance abuse; (3) physical diseasecondition, that presently or interferes with your ability condition, 

practice your profession? If yes, attach a detailed statement, including an explanation whether or not you are currently under 
treatment. 

Ys‘  

e
lf

„,
 

,
 ss#.  11.11.1=111=

1
 ca  c

 t_ 

5. Have you been denied a professional license or permit, or privilege of taking an examination, or had a professional license or permit 
disciplined in any way by any licensing authority in Illinois or elsewhere? If yes, attach a detailed explanation. 

(4‘ 
6. 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 detailed explanation. )C 

PART VII: Examination Coding Information (This part is for examination applicants only) 

Refer to the REFERENCE SHEET enclosed with this application package and complete the fo lowing.  

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

b) CHART III - Select the examination site you desire and enter Test Center Code: 

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

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

PART VIII: Child Support and/or Student Loan Information (Every applicant is required by law to respond to the 
following questions) 

1. In accordance with 5 Illinois Compiled Statutes 100/10-65(c). applications for renewal of a license or a new license shall include the applicants 
Social Security number, and the licensee shall certify, under penalty of perjury, that he or she is not more than 30 days delinquent 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 delinquent in complying with a child support order? Yes a No 11..  
(NOTE: If you era not subject to a child support order, answer "no.') 

2. In accordance with 20 Illinois Compiled Statutes 2105/2105{5), "The Department shall deny any license or renewal authorized by the Civil 
Administrative Code of Illinois to any person who has defaulted on an educational loan or scholarship provided by or guaranteed by the Illinois 
Student Assistance Commission or any governmental agency of this State; however, the Department may issue a license or renewal if the 
aforementioned persons have established a satisfactory repayment record as determined by the Illinois Student Assistance Commission or other 
appropriate governmental agency of this State.' (Proof of a satisfactory repayment record must be submitted.) 

Are you in default on an educational loan or scholarship provided/guaranteed by the Illinois 
Student Assistance Commission or other governmental agency of this State? Yes No frg 

PART IX: Certifying Statement 

Under penalties of perjury, I declare that I have examined the application and all supporting documents submitted by me in 
connection t , and to the best of my knowledge, they are true, correct, and complet 

gna re o ;can Date 

I UNDERSTAND THAT FEES ARE NOT REFUNDABLE. My signature above authorizes the Department of Financial and Professional 
Regulation to reduce the amount of this check if the amount submitted is not correct. I 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 S50. 

IL485-1019 03/06 (LT) APPLICATION FOR UCENSURE AND/OR EXAMINATION - Page 4 of 4 



IMPORTANT NOTICE: Completion of this fr form is necessary to accomplish the 
requirements outSned in Z25 of the Illinois HEALTH CARE WORKERS 

Disclosure of this  Compiled Statutes. Dis
information Is VOLUNTARY. However, CHARGED WITH OR CONVICTED 
failure to comply may result in this form OF CRIMINAL ACTS not being processed. 

SUPPOFMNG DOCUMENT 

CCA 

1. NAME LAST 

PA P KF 

FIRST MIDDLE 3. PROFESSIONAL UCENSE NUMBER Many) 

ig IN iLo r 3- _  
ADDRESS STREET CITY STATE ZIP CODE 4. SOCIAL SECURITY NUMBER 

til...... 

Pursuant to 20ILCS 2105-165(a), the Department requires the following professionals to disclose information regarding convic-
tions pertaining to certain offenses. Please check applicable profession. 

M Advanced Practice Nurses M Dentists ❑ Physical Therapists 

M Audiologists • Occupational Therapists • Physician Assistants 

M Clinical Psychologists • Optometrists M/Physicians (036) 

M Clinical Social Workers • Pharmacists • Registered Nurses 

• Dental Hygienists N Podiatrists • Speech Pathologists 

... 
In order for your application to be evaluated, you must respond to each of the following questions: 

1) Are you currently charged with or have you been convicted of a criminal act that requires registration 
the Sex Offender Registration Act?' 

under Yes No 
M 

2) Are you currently charged with or have you been convicted of a criminal battery against any 
course of patient care or treatment, including any offense based on sexual conduct or sexual 

patient in the • xi 
penetration? 

3) Are you required, as part of a criminal sentence, to register under the Sex Offender Registration Act? • MI cg 

If YES to any of the above, attach a certified copy of the court records regarding your conviction, the nature of the offense 
and date of discharge, if applicable, as well as a statement from the probation or parole office. 

Under penalties of perjury, 
submitted by me in connection 

ure p ican 

Certification Statement 
I declare that I have examined this Form and all supporting documents and/or information 

therewith, and to the best of my/knowledge, they are true, correct, and complete. 

e)-- 
Date 

IL486-2034 08111 (aimacts) Page lot 2 
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Section III 
Medical Education 



te% • 
F 110N CREDENTIALS VERIFICATION SE CVS) 

VER ATION OF MEDICAL EDUWATION 
(This form must be completed by the medical school) 

INSTRUCTIONS TO THE DEAN 
The individual Identified on the attached Authorization For Release of Information. Documents end Records 
form has authorized your medical school to provide to the Federation Credentials Verification Service (FCVS) 
any end all information pertaining to their education at your Institution. Please complete this form and 

forward 11 to FCVS In the enclosed postage-paid, self-addressed envelope. 

Please note: If your institution processes transcript requests through another office. FCVS has 
likely made such a request under separate cover. If your office also processes 
transcript requests, please attach the Individual's official transcript (which 
Indicates courses taken, dates and hours of attendance, and scores, 
grades, or evaluation). 

VERIFICATION OF MEDICAL EDUCATION 

Name of Institution: University of Iowa College of Medicine 

Complete Address:  

Street Address: 1216, incR F 
City: 01.4.4 State: I A ZIP Code (Postal Code). 

 riv#2 
If name of institution was different when this Individual attended, please note this name below: 

Premedical Education: 

Years of education required for admission to your medical school: 

Credential/degree presented by the applicant for admission to your medical school: 

Enrollment and Participation: Our records indicate that 76011S  
(want', Incirisluars name: Last Fist. Middle. Suffix) 

attended our medical school for total of  tGloq  weeks of medical education on the following dates (mm/ddiyy): 

exo oci r  g(c,  
Moro Dab Yen 

C5  I  o5/ 9z) 
Moron Date Year 

From 

This Individual (check one):
y
f 

Was awarded the degree of ..-13be-f—br ( CM/  on 65, oili , % / 6  
Maio Date Yaw 

Was NOT awarded a degree because:  

I
(please explain - aracn additional pages if necessary) 

Lar i:\Yk.  H e.:WV V-Er Certification: By my signature. I. . certify that the above 

VER 

Phone: ( 711n1111.11111111..1 .14M 

Email: LS 

Rev. 05,07 

The FederaSon Goiania% Venkaion Service is a divolon of The Federation of State Medical Boards ol the United States. Inc 
Packet ID: 91393 Request ID: 19361582 , FCVS 1016010I Page I of 2 

fi:;• 3 -...: 

  

(lypeeprya name) 
Information Is an accurate account of the above named Individual's official records maintained In this and Is true 
and correct to my knowledge. 

S Signature:  

• 

nue: ArCr611115 of  AtinelLS 
Date of Signature:  6- -- (.13  



• • 
FEDE TION CREDENTIALS VERIFICATION SERVII(FCVS) 

(cowman 
VERIFICATION OF MEDICAL EDUCA  
Unusual Circumstances: The folowing questions apply to unusual circumstances hal occurred awing any part of the 
Individual's medical education. Please check the appropriate response and provide dates and requested Information. -Yee 
responses to any of these questions rewire a copy of explanatory records ore written explanation (attach additional pages as 
necessary). 

1. Do this individual's official records reflect tan) interruption(s) or extertsbn(s) in his/her medical education? 
Resoonse YES 0 NO 

If YES, please select the reason(s) for, Indicate the dates of the InterniptIon(s) or exterolon(s) and check whether the 
interruptionfextension was approved or unapproved. 

From MorYr 14MDa 6120DAIISI Uftealt2/111 
0 0 

Academic remecliation 

Health 

Finandal 

Participation In joint degree ❑ a 
Program (e.g., MD/PhD) 

Participation in non-research 
Special study (e.g., fellowship, 
international experience) 

Participation In non-degree research 

Other 0 0 

Please SPecilY 

2. Do this indivicluars official records reflect that he/she was over placed on academic or disciplinary probation 
during his/herhis/her medical education? BescionSe YES 0 NO El. 

If YES. please select the reason(s) for the probation. indicate the date(s) of placement on and removal from probation 
and attach additional oocumentation to this report. 

From Mo/Yr To MolYr  

Academic Probation 

Probation for unprofessional con0JcVbehaviorel 

Probation for other reason 

Please specify reason: 

3. Do this Individual's official records reflect that he/she was ever disciplined for unprofessional oonduCt/behavictal reason by 
the medical school or parent university? Resoonse YES 0 NO a 

11YES, please provide detailed documentation/information about the circumstances and outcome(s): 

4. Do this Indtviduars official records reflect that he/she was ever the subjea of negative reports for behavioral reasons or on investigation by 

the medical school or parent university? ag52911112 YES 0 NO ,It) 
If YES, please provide detailed documernatiorvinformation about the circumstances and outcome(s): 

5. Do this Individual's official records reflect that there were any linitallons or special requirements imposed on the individual 
because of questions or academic incompetence. disciplinary problems. or any other reason? 

Response YES 0 NO ix 
If YES. please provide detailed documentation/information about the nature of the limitations or special requirements. 

       

       

 

The Federation Gramme:a Voificaltri Service la a division or The Federation of State Modcai Boards of Sc Uni:sel States, Inc. 

Rev. 05/07 Paclal ID: 91393 Request la 19361582 FCVS 1016010) Page 2 of 2 

 

       

Personal/Farnfly 



IMPORTANT NOTICE: Completion of this 
form is necessary to accomplish the 
requirements outlined In 225 of the Illinois 
Compiled Statutes. Disclosure of this 
information is VOLUNTARY. However, 
failure to comply may result In this form 
not being processed. 

VERIFICATION OF 
EMPLOYMENT / EXPERIENCE-- 

PROFESSIONAL CAPACITY 

SUPPORTING 

VE—PC 

DOCUMENT 

1. NAME 

Parka( , 

LAST 

WI' 

FIRST MIDDLE 

1 I l'e_ Jo rt,f es 

2. PLEASE CHECK THE TYPE OF UCENSE FOR WHICH YOU ARE 
APPLYING: 

fratuakaraesla 

Permanent Physician License 036 

0 Temporary Physician Training License 125 

0 Chiropractic Physician License 038 

3. ADDRESS STREET, CITY, STATE, ZIP CODE 

4. DATE OF BIRTH 

Month Day Year 

5. SOCIAL SECURITY NUMBER 6. MAIDEN OR GIVEN 

pot i 

SURNAME 

lc e_tr 
Record work history chronologically for the five (5) years preceding the date of application beginning with present 
employment 

A. NAME OF BUSINESS 

I -c eemplOyQd 

/ INSTITUTION 

I ASe. delte3/4c4eAt C't  `Kt°. 

JOB TITLE 

zeides-epoltvit Gnirachr 
/

STATE, ADDRESS STAEET. /  CITY, ZIP CODE 

23)9 s t  "Stitet Lit_ Vicisk b COunte) 
DESCRIPTION OF DUTIES PERFORMED 

Pr 0  v 1" " ce  4)  -1?f cc ,-0'y Pie 
Y‘rtb nj 

S e r.  V i  % e 5 l. 
, 

Frog ' e ce In 6'1( c-  i° r l°v1 cr  St  
COUnSC-i In 5) as W CIA of S Ct too r- tier 
b Cr-Otte- r i n PA / D C1 AL / 4  nCi 

Ms , 

DATE OF EMPLOYMENT/ATTENDANCE 

From O_7 /II /20_1_1 

HERS WORKED PER WEEK 

3 cl_. 
Month Day Year 

To i) r c.-$2t..±.0- 
Month Day Year 

TYPE OF EMPLOYMENT 

Full-time III Part-time 

TOTAL TIME WORKED (Year/Month) 

I y 12_ 0:3% le' 
I 
, 2 ni(:)(4 i k S 

B. NAME OF BUSINESS/INSTITUTION fk  

No, n n ed PA Ire..41+004 , !kite t ro WCAS ill  IX 
/ 

_ 
_ 

JOB TIT A 

medical! 
f A 

Vital-Or / 7A0,4 ? 0 * , o it 
ADDRESS STREET, CITY, STATE, ZIP CODE 

1055 i‘thArrat
l 
 Ank) tOcisil be_ 100340 me 

5 Ite- 

5 e_ 

Also 

R.  too  

DESCRIPTION 

b;pc_c_tor 

OF DUTIES PERFORMED 

-4 IleCci 1 emote,' 5 kip * C.:1:fri ;col I 
( V I' 51 1:1 Y1 C) f 5 C- I : 111 C 01 P€ 1r 

of 0 1 IA t C-0 I 0 yi 
a  (,a rtil ott  

r tol ice; k to 0  re For/ of 1(-- -€ ..vor,f 
, _. ) t rqc 
t natio e-AA- &CAA-  a oft _f or Gt 

 

r -Novi' 5e( v) ce-5 • 

DATE OF EMPLOYMENT/ATTENDANCE 

From 6611 5-IA  00_) 

HOURS WORKED PER WEEK 

g-t 0 
Month Day Year 

m 0 _2 ft Ci 2 an 
Month Day Year 

TYPE OF EMPLOYMENT 

OFull-time Wart-time 

TOTAL TIME WORKED (Year/Month) 

IL486-1965 08/06 (MD) 

we& 



C. NAME OF 

W '15  
BUSINESS 

il 'n5ton 
/ INSTITUTI 

14;511 l-q) Center  
JOB TITLE a 

D i re. c rrt, FR rk: I 
. 

y P1014 is i A
y 
 Sint/lel 

... r... 
0 

p
i 

. 

p ..... 
a 

ate, 
,..AJ 

-1 
7- 

.......) 

E 

it 

co 
W 

ADDRESS SikEET, CITY, STATE, 

i 10 1 It Ii "" Stfe-C-t
/ 

ZIP CODE 

NW Wor311, DC 1001(3 
DESCRIPTION OF C1UTIES PERFOIWER 

D i r c_c_io I op ,t 

q n of Q1,0 rf, 0 A 5 

kesi-cienr .2..ci tA cci f.t 
5t-e_ti t‘ QS ) ,%.1 tel 4  e_e‘ony 

0 Ai  lac, kit_ D eir womt,,, 

S131 — 6 Al/o 4(voic_ai-i° 

M; ,t4,1y. hams,' 

cr t/ i‘ e.S.-S • 

li i .., 
t 

pc t1  ea f j-  k • 

stI) 

DATE OF EMPLOYMENT/ATTENDANCE 

From01 /Li /.2- DO g ___ 

HOURS WORKED 

40 

PER WEEK 

Month Day Year 

m D S-130,1ooct 010 

Month Day Year 

TYPE OF EMPLOYMENT 

Full-time MI Part-time 

TOTAL TIME WORKED (Year/Month) 

MOielth.5 

D. NAME OF BUSINESS! INSTITUTION 

()VI i VC, $ is  ty of Mr.C_Ark;latvl gO5PittAl?" 
, JOB TITLE 

QA t VII ea 1 1--VIS hitt dOr 
ADDRESS STREET, CITY, STATE, 

L. 4/060  my !Soo , Magical 
ZIP CODE 

Cfr Anil Aribr fri 

DESCRIPTION OF DUTIES 

I 12C0  

4$101 T IA 
c-i n q ) 

pktAni. vt 

7// — 7/3 1 

PERFORMED 

id e at t dm 

I 1 . 5 co re C105tetr 

7  „i_ec. 01057 
5  , otteortioA 

(tots (v 4 CCUA-1 4A 

re-kesibon) 

ccktLo Ai 
. es 

, Non I f  
se/vices 

DATE OF EMPLOYMENT/ATTENDANCE 

From() 2 101 1 2 0 _Q ja 
HOURS WORKED PER 

14 0 
WEEK 

Month Day Year 

To 0 /a 0, - 2 _Q 0 ti, 
Month Day Year 

TYP, OF EMPLOYMENT 

Full-time • Part-time 

TOTAL TIME WORKED (Year/Month) 

3— eqrs 
E. NAME OF BUSINESS!!! INSTITUTION JOB TITLE 

ADDRESS STREET, CITY, STATE, ZIP CODE DESCRIPTION OF DUTIES PERFORMED 

DATE OF EMPLOYMENT/ATTENDANCE 

From __  / __  / 

HOURS WORKED PER WEEK 

—Year Month	 Day 

To / / ____  
month Day Year 

TYPE OF EMPLOYMENT 

• Full-time 0 Part-time 

TOTAL TIME WORKED (Year/Month) 

F. NAME OF BUSINESS / INSTITUTION JOB TITLE 
13 
ii; 
r? 
cn 

Fr/ 

..... 
(to 
Sl. 

P 
.. 

("I  

ADDRESS STREET, CITY, STATE, ZIP CODE DESCRIPTION OF DUTIES PERFORMED 

DATE OF EMPLOYMENT/ATTENDANCE 

From __  / / 

HOURS WORKED PER WEEK 

Month Day Year 

To / / 
Month Day Year 

TYPE OF EMPLOYMENT 

0 Full-time M Part-time 

TOTAL TIME WORKED (Year/Month) 

IL486-1965 08/06 (MD) 



GOVERNMENT OF THE DISTRICT OF APUMBIA 
Department of Health 

Health Professional 
Licensing Administration 

Dear Sir or Madam: 

RECEIVED 
ci7 -t 

1 

 SECTION

o2z 

  

DEC 

ItIFPR 
OW of Prnfn.,cinnaj Regulation  

This is to certify the following information, maintained in the records of the Department of 
Health Board of MEDICINE, for the below referenced Health Care Practitioner: 

Name: WILLIE J PARKER 

License Type: MEDICINE AND SURGERY 

License Number: MD037446 

Original Licensure Date: 06/30/2008 

Expiration Date: 12/31/2012 

Obtained By: Waiver of Examination 

License Status: Active 

Other BEREA COLLEGE 05/01/1986 
HARVARD SCHOOL OF PUBLOC HEALTH 06/01/1998 
UNIVERSITY OF IOWA COLLEGE OF MEDICINE 05/01/1990 

Unless stated below, there is no disciplinary action pending nor has any been taken. 
NOTE: If this blank has been checked, disciplinary action has been taken. 
(See attached copies.) 

RECEIVED 

DEC 1 1 2012 

IOFPR - 
MEDICAL UNIT 

Certified By: Alma White DOH 
Title: Health Licensing Specialist 
Date: December 5, 2012 

Jacqueline A. Watson, DO, MBA 
Executive Director 
D.C. Board of Medicine 

SEAL 

899 North Capitol Street, NE; First Floor; Washington, DC 20002 (202) 724-4900 • FAX 202-727-8471 
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H

CELEBRATING 

125 
YEARS  

STATE OF IOWA 

IOWA BOARD OF MEDICINE 

MARK BOWDEN 

EXECUTIVE DIRECTOR 

October 02, 2012 

Verification of Licensure 

Illinois Department of Financial and Professional Regulation 
320 W Washington, 3rd Fl 
Springfield, IL 62786 

This is to certify that the records of the Iowa Board of Medicine indicate the following information 
regarding this physician. 

NAME: Willie James Parker, MD 
DATE OF BIRTH: 

LICENSE NUMBER: 28574 
LICENSE TYPE: Permanent 
ISSUE DATE: 03/19/1992 
EXPIRATION DATE: 10/01/1994 
HOW OBTAINED: FLEX 

STATUS: Inactive 

DISCIPLINARY ACTION: No 

HISTORY OF INVESTIGATION: See below 

This license information was last updated on: 10/02/2012 

The above format is prepared for all physicians regulated by this board. All physicians are considered 
in good standing unless otherwise noted. If disciplinary action has been indicated or If a history of 
investigation exists, a copy of that Information will be provided to your office in a separate 
mailing within ten business days. 

Sincerely, 

ICCEIYED ELECTRONICALLY 
Rachel Davis 

Licensing Assistant 

400 SW 8Ih Street, Suite C I Des Moines, IA 50309-4688 I Phone 515-281-5171 1 Fax 515-242-5908 I www.medicalboartiowa.gov  
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Section IV 
Graduate Medical Education Training 
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FSTATE= 
MEDICAL 
BOARDS 

limition Credentials Verification Service (FCV 
nearseen Pam PD. Bee 810850, Dabs:  TX 762014150 

Tat 117) 00566000 Fat 17) nee= 

Verification of Postgraduate Medical Education 

beam: University of Cincinnati Medical Center X011 Program Director 
nine 
unwires. immaiammusimati Mann: PeDairrtent of 013/GYN 

Cincinnati OH 452137526 

VertfICI•On For. Name: parker. Willie James 

Da 
IncIvIcluale Name on Record (If aflame from eine): 

Program 

Participation: 
taltion 

POY: 1_4 specialtvalubspociatiy: 013/0YN 

Otntomsho Rant 7/1/80 To: 6/30/94 
Raft Ineemplets 
ply Mean (Pen 

Dorn tease Me wens 

0 Pella:ow 
OCtiel Residency Sucoessftdly Complellien: GYM ON* Din Mogen 

0 Pederestip As credited by. OACGME 0.A0A OLCGME ORSC OCFPC 
0 Research 0 RCPSC OAPPAP °Nora of these 

wee succeed* 
complase. 

R en potopsdaree yaw la 
eunuch. In worm wen 
to needed  comollion 
deo In the ion Gm. 

Roma Intone** 
Rionands. ar•I 
Few lips wpansely. 

use OM maw per 
Devetrnmenseciaay. tree 
DeprereneSpeceily la 
ratan w rweatease. Pews 

arhowd• wen • of 

POY: SpeclaleflarbSPOCIMY: 

°Internship 
From: / / To: / / 

OResidarcy 
Successfully Completed?: 0Yes ONo Elln Prowess 

0010 Residency 
OF•ftratip Atereetited by: OACGME 0A0A OLCGME 0 RSC OCFPC 
❑ °Research 0 RCPSC DAPPAP ONOrr of these 

POT: 
SPIPCIaltyPaubSOrtelelly 

°Internship 
Oftelklency Front / / To: / I 

°girl Residency eistessfUlly Completed?: Oyes ONO Oln Prowess 

DPW:0,6,Np 
Accredited by: OACGME 0A0A 01.03ME CJRSC OCFPC 

°Remelt 
0 RCPSC DAPPAP ONons of these 

Unusual 

circumstances: 
Clock the owed remain. 
°Tad =Paulo ulna 
verso ponewien. 

1. Old this Inched:al ever take a leave of absence a break from Ns/her training?  ales ElNo 
2. WI% this Incl.:dual ever placed on probation?  ElYes ON° 
1 Wes this Inthickel ever dsdpilned a placed under Investigation?  0Yos S No 

4. Were any Repave recces for behavioral reasons ever feed by instruckes? ......... ............  'Dyes 0 No 
S. Were any Irritations or 'pedal requirements placed Leon this indheclual because 

of faufStIorn of scadenic inceirestence. illscipinary Problems a oitY other  mown?  • Yes OIN0  

Please explain any "yet response from above: 

nomay  II.  , you moy 
COMMIX yew MN/WM 
on a womb meet or 

Cerelticatton: 
----,---,--..--- 

Completion of the Iciltrotng is certflestion that the 1/dOrMtann above is an accurst, SOCOunt of (Ns Irdvl dugs 
records arel Is true end oared. The dgttin Ins must contain the original sismature or the await typed 

ELECTRONIC 
SEAL 

VERIFIED I 

signal" of the program Snot (M.D./D.O. only). 

Norm: eatialnilet fignslye I 

nu: Rerldencv Proaam Otr ergo Dab of Sionan:1•261 

Tot 
di  

........  . ......... —........_; 

Rm. MUDS Packet IDII211 Rowse ID:19361582 IFS CODE(12174] 
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PS(' rd  
MEDICAL 
BOARDS 

Felon Credentials Verification Service (FC110 

Federation Place, P.O. Box 619850. Dares, TX 752ei-9850 
TeL (a 17) 886-500O Far (017)8634099 

Verification of Postgraduate Medical Education 

instrulion: University of California, San Francisco ruitivot Program Director 

uArveraly. , , , , , •....  *anal, Division of Preventive Medicine and Public Health 

San FranciscoSalifornia 94105 

Verification For. Name: parker, Willie James 

DOB: 
Individual's Name on Record (If different from above): 

Program 

Participation: 
Inscortant 
Report Inccmpets 
postgraduate years (PGY) 
iteeefele hOM those that 
were successfully 
compered. 

ti the postgraduate yew is 
ConvflOY In Progress report 
tne expected Completion 
date in then-0-  hod 

Report treemships 
Residendes wld 
Fellowships separated,. 

use one section per 
DeparevernSpecialty. If the 
Departmerr/Sped.ally Is 
rotating a transitional. pause 
proviso o schedule or 
rotations. 

POT: § spectaity/suospecfany: General Preventive Medicine & Public Health 

OIntemship Front:  27/01/2000 To: 06/30/2Q01 
OResIdency 
OChiel Residency Successfuliy Completed?: ®Yes ONO Din Progress 

OFetlowship Accredited by: OACGME OAOA OLCGME ORSC OCFPC 
OResearch ORCPSC DAPPAP Otione of these 

Pt3Y: SpecJalty1Subspecialty: 

I:Intern ship From: / / To: / I 
OResidency 
OChief Residency

Successfully Completed?: • Yes ONo On Progress 

°Fellowship Accredited by: OACGME QAOA OLCGME Onsc OCFPC 
OFtesearch ORCPSC M APPAP ONone of these 

POY: Specialty/Subspeclatty: 

OirdernaltP 
°Residency From: / / To: / / 

OChief Residency Successfully Completed?: ❑OYes ❑ONO Din Progress 

. OFellowshlp 
Accredited by: QACGME 0A0A QLCGME ORSC OCFPC 

OResearch 
ORCPSC OAPPAP ONone of these 

Unusual 

Circumstances: 

Check the correct response. 
Omitted responses require 
writen anSanation. 

tr necessary. you may 
continue your expanding,  
on a separate gusset of 
met 

ELECTRONICALL.  
SEAL VERIFIEID 

1. Did this individual ever take a leave of absence or break from his/her training?  Oyes EINo 

2. Was this indMdual ever placed on probation?  Oyes [ONO 

3. was this Individual ever disciplined or placed under investigation?  ElYes C.1  No 

4. Were any negative reports far behavioral reasons ever filed by instructors?  Oyes ONO 
e. Were any limitations or special requirements placed upon this individual because 

of questions of academic incompetence, disciplinary problems or arty other reason?  Dyes ON° 
Please explain any "Xn" response from above: 

it- 

Certification: 
- ------ -----•-•-•-•-•-• 

Affix your Institutional I 
seal In this spew. rt ; 
no I is

bbie ; 

; you MSt have this 
form notarized 

Completion of the following is certification that the Information above Is an accurate account of this Indhecluars 
retards aM is true and correct The signature line must contain the original signature. a the electronic typed 
signature, of the program director (M.D./D.O. only). 

Nano Georoe_W.Rutheitord MD scone eallEMIMIN 
. r Date of Signature: June 127009 

Rev. 09r07/05 Packed [DAUM Request icr 19351582 IFM cooE[23335) 
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STATE 
MEDICAL 
SCARPS 

Credentials Vest!Malan Service inn/. 

F•denaon Peet P.O. Boo 619060. Moo TX 75.1111-0060 
Tec (1117)0311-6(100 Fax (917) 5684055 

Verification of Postgraduate Mealleal Education 

bunko: University of Michigan Medical School Mona= Program Director 

Mans
Unlvorsay; _ Aetna: Peoartment of OBA3YN 

Ann Arbor. MI 48109 

Verifleatien For: Name: Parker. Willie James 

DOB: 
I rdviduani Name on Reeled Of diluent from above): 

Program 
Participation: 
aiiiirtreil 
Rouen Wombs 

Men setersores yam 

POT: mg spit neyrsunspettair Family Planning 

OInterrisido
From 0211208 To: OM= 

ORaldeney 

Elthel Rnidency
Successfully Compleled?: ®Yes Oilo Oln Progress 

®Fellowship #ifeadtTiliktik OACOME QAOA 0LOG/dE ORSC OCFPC 
0 Reasonth E1RCPSC QAPPAP ® None 

ants eat. more stet 
eon succonaal 
camping 

lithe pataraturo yew b 
moody In Drown* Mot 
to expocto1 completion 
dm In the 'Tos Ilea 

Ra
s se 

 
eassercla am 
F•lonships topooly. 

use ere mato pm 
DoonmariteSpodolty. Re. 
Oopetnumancloty 1, 

tynelooak metro or Plan 

POT: speclagyrakdaterelaall: 

paeans* 
From: / / To: / / 

0 R aldency 
SiatessfUlty ColnPleeen: DYes ONo Oin Progress 

Elena Residency 
OFelloiesNo Accredited by. 0A03ME OACA EILCGME ORSC 0CFPC 

°Research 0RCPSC CIAPPAP OP1One Of thaw 

POT: flpecialyfttubspecalfy _ 

0 allOrnat. 
[Mesh:Ivey From: / / To: / / 

Ogler Residency Suctinsfidly Completed?: DYes 0 No Oin Progress 

OFelowslip 
Accredited by OACGME 13A0A EXCIIME EIRSC OCFPC 

°Research 
El FtCPSC OAPPAP 0140ne of mese 

owlets • scholia al 
random. 

Unusual 
Circumstances: 

Mott the oared noon. 
comae Man ...pars 

1. Did this Inetildual aver take a lave of absence or break from Wiwi training?  arils El No 

2. Was this IncliAduel ever Mimed on probatke?  DYes El No 

& Wes this Intakel ever disdained a placed under invesegaticri?  DYes CI No 

4. Were any negative Wen fa behrolorel reasons ever fded by Instructors?  • Yes CEINo 
S. Wee any Irritations or medal reildremants placed upon tholee Individual beaus*  
of westions of *cadent incompetence. discipi an Problems a arty other reesonT  ants END 

Please explain any -ar response from above: 

orlon eotonaboo. 

If mosso% you fray 
menus ion antinato 
ors • swore ea of 
P•11411. 

Certification: 
---..---.- 

Careledon of the folosing Is cestOcedon that the irdarredion above Is an accurate account of We, IndMclultra 
wads end Is bus and coned. The signature Ire mud certain the original signature, a tie electronic typed 
signature, of Ihe madam director (M.D10.0. ardy). 

ELECTRONIC 
SEal. 

VERIFIED 

1111114; LlifliathaliailLebi/ rte: dilliii.1.11M 

Tine: Eanin2fSti Cos of Montan SMIN 

 Tel: .-- , 

Rev. 09107.1:6 Packol11:41211 Roped ID: 19361582 IFu corx41€9231 
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Section V 
Examination History/Score Transcripts 



  

*RATION LICENSING EXSATION (FLEX) 
Certified Transcript of Scores 

Federation of 

STATE®  
MEDICAL 
BOARDS 

   

This Transcript was prepared by the Federation of State Medical Boards 

Federation Credentials Verification Service 
ATrN: FCVS 
Euless, TX 76039 

Packet ID: 

EXAMINEE: 

USMLE IDtt: 
DOB: 
ALTERNATE NAME(S): 

Parker. Willie James 

It is certified that the above named physician took the Federation Licensing Examination on the date(s) entered below for the State Medical Licensing 
Board(s) listed and obtained the following scores: 

FIN: Date of Certificadon: 10/12/2012 

Date of Exam State Earn Taken For State ID Com I Com 2 

6/17/90 IOWA 

COMPONENT I of FLEX is designed to evaluate measurable aspects of the knowledge and underuanding of basic and clinical sciences, 

wish specific emphasis on principles and mechanisms underlying disease and modes of therapy. 

COMPONENT 2 of FLEX is designed to assess the additional cogniG,e 'Mlles required or phy &fans who wffl nit knurly assume 

Independent responsihilides for the general health care of patients. 

A search of the Board Action Data Bank of the Federation of Stare Medical Boards (FSMB) re.% ed information on the above-named 

examinee. 

CDS v051221 25839928 Page 1 of 1 

r••• 



PHYSICIAN: WILLIE JAMES PARKER 

LICENSE NUMBER: A53102 

ISSUED: May 25, 1994 

EXAM TYPE: A Written Examination 

EXPIRATION DATE: October 31, 2009 

STATUS: DELINQUENT 

BOARD DISCIPLINE: No 

IDPR-MEDICAL 
UNIT 

RECEIVE®0c7 02 212  

• • 
STATE AND CONSUMER SERVICES AGENCY. Department of Consumer Affairs EDMUND G. BROWN JR.. Governor 

aC

las 41  
Galva 

IIPME Om CO 

Consumer 
Affairs 

MEDICAL BOARD OF CALIFORNIA 
Licensing Program 

2005 Evergreen Street Surto 1200 
Sacramento. CA 95815 

(916) 263-2382 FAX (916) 263-2944 
www.mbc.ca.gov  

October 02, 2012 

k TO WHOM IT MAY CONCERN: 

This is to certify that on the date of this letter the records of the Medical Board of California (Board) 
indicate the following information: 

4 

This license information was last updated on: 10/01/2012 

Further public records pertaining to the above licensee may be available from the Board's Web site at 
www.mbc.ca.gov. 

Curtis J. Worden 
Chief of Licensing 

RtCej .0 
ELECTRONICALLY 
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TELEPHONE: (601) 9874079 FAX: (601) 987-4159 

• ,, , , ... • 

MISSISSIPPI STATE BOARD OF MEDICAL LICENSURE 

VERIFICATION OF MEDICAL LICENSURE 

October 02, 2012 

This is to certify that the records of the Mississippi State Board of Medical Licensure indicate 
the following information: 

Physician Name: Willie James Parker Degree: M.D. 
Date of Birth 

Primary Practice Location: 777 Appletree Street 
7th Floor 
Philadelphia, PA 19106 

MD/DO School: University of Iowa Roy J 8 Lucill Year of Graduation: 1990 

Specialty: OBSTETRICS AND GYNECOLOGY (Not Primary Source Verified) 

License Number: 22028 
Issue Date: May 23, 2012 Reinstated Date: 
Expiration Date: June 30, 2013 Date of Expiration Prior 
Public Record: NO to Reinstatement: 

This license information was last updated on: 10/01/2012 

If public record is indicated, submit a request for records to the following email address: 
mboardAmsbmIstate.ms.us. 

Sincerely, 

H. Vann Craig, M.D. 
Executive Director 

RZCEIVED 
ELECTRONICALLY 

Cypress Ridge Bulkling 1867 Crane Ridge Drive, Suite 200-8 Jackson, MS 39218 

bwAv.msbml.state.ms.us  
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RICK SNYDER 
GOVERNOR 

STATE OF MICHIGAN 

DEPARTMENT OF LICENSING AND REGULATORY AFFAIRS 

LANSING 

STEVEN H. HILFINGER 
DIRECTOR 

VERIFICATION OF LICENSURE 
MICHIGAN BOARD OF MEDICINE 

VERIFICATION OF LICENSURE AS OF October 02, 2012 

NAME: Willie James Parker BIRTHDATE: 

ADDRESS: 

TYPE: Medical Doctor ORIGINAL DATE: 05/08/2006 

LICENSE NUMBER: 4301087686 STATUS: Lapsed EXPIRATION DATE: 01/31/2010 

OBTAINED BY: Endorsement - Licensed >= 10 Years 

EXAM DATE EXAM TYPE EXAM SCORE OR RESULT  

DISCIPLINARY ACTION NONE 

OPEN FORMAL COMPLAINTS NONE 

This license information was last updated on: 9/29/2012 

RECIVED ELECTRONICALLY 

&Amu of Hearn Profess/cm 
611 W. Ottawa St • P.O. BOX 30670 • Lare&g. Mingan 48909 • wenwsrichigan.gov  • (517) 335-0918 



VECI 
CASH SECTION 

APPLICATION FOR STATE 0C 12 2012 
CONTROLLED SUBSTANCES REGISIHNNFL  

FOR OFFICIAL USE ONLY 

LIM R4-5 6 -- 09.5c)', 
PARKE , ILLIE JAMES 
336 Cred #3266540 10/16/2012 
By:NON-EXAM 
SS 

IMPORTANT NOTICE: Completion of this form is required by abuggiteidgptkeRWMI 
Compiled Statutes). Disclosure of information is mandatory. Furnishing by applicant of false or 
fraudulent information or failure to provide pertinent information constitutes grounds for denying 
such application or revoking any registration issued pursuant to such application.  

Disclosure of your U.S. social security number, if you have one, is mandatory, in accordance with 5 Illinois Compiled 
Statutes 100/10-65 to obtain a license. The social security number may be provided to the Illinois Department of 
Public Aid to identify persons who are more than 30 days delinquent in complying with a child support order, or to 
the Illinois Department of Revenue to identify persons who have failed to file a tax return, pay tax, penalty or interest 
shown in a filed return, or to pay any final assessment or tax penalty or interest, as required by any tax Act 
administered by the Illinois Department of Revenue, or to other entities for verification of identification. 

PART I: Application Category information . -
. 

1. PROFESSIONAL NAME 

Phy s i` c, I et q 
Conttolled Substances 

 2. PROFESSIONAL CODE -Check app' We box 3. UCENSURE METHOD 

Registration 

4. FEE 

$5 
• 319 Dentist 0336 Physician 

Veterinarian • 316 Podiatrist • 390 
_ . 

PART II: Applicant Identifying Information . - 
1. NAME LAST FIRST 'ADDLE 

PA g K.egs Niki li-LiE -3 
2. TITLE (e.g., 

A4 
M.D., 0.D., etc.) 

6 
3. UNITEDSTATESSOCIALSECURITY NO. 

. 
4. PERMANENT MAIUNGADDRESS CITY STATEJCOUNTRY ZIP 

BUSINESS AND LOCATION (STREET / CITY! STATE! ZIP CO • E) WHERE DRUGS ARE STORED 
IS TO BE I 

r 1 71r  
eni 17 o f  n 11 1%5 Aisse(._10-e.._ go 3  C 

CODE COUNTY 

5. NAME OF 
LICENSE 

FOI 

AND CONTROLLED SUBSTANCES 

N Elsiosi iiii € rive . 

ic-q 5 n LL i t ) co 3 0 1/1; D 
6. If you will 

substances, 
be issued 

not be storing or dispensing controlled 
check the box below. Your license will 

to your permanent mailing address. 

will not be storing or dispensing controlled 
substances, induding samples. 

7. MAIDEN OR GIVEN SURNAME, OR ANY NAME(S) 

Ca\ rk- e-  
8. TELEPHONE NUMBER ERE YOU 

Walk 
A of 

(A  itbrea Code 

Y BE REACHED DURING THE DAY 

FAX ( • I 

FAX

) 

ea o e ' 

. . • 

PART III: Drug Schedule 
1 . 

PART IV: Professional Activity : . 

Cirde the schedules for which you are applying: 

Qp
0 

Q II ) IIIN IV 

Practitioner—CheCk andicomplete 
e,na IV15 

Dentist 019 - 

arPhysician 036 - 

0 Podiatrist 016 - 

0 Veterinarian 090 - 

Professional 

one of the following: 

License Number  

I - r6  1Q 9 

IL488-0500 09/09 (LT) Application for State Controlled Substances Registration - Page 1 of 2 



PART V: Personal History Information (This part must be completed by all Applicants) 

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

2. Have you been convicted of a felony? 

3. If yes, have you been issued a Certificate of Relief from Disabilities by the Prisoner Re)v iew 

P'  

oard? If yes, attach 

4. Have you had or do you now have any disease or condition that interferes with your ability 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 condition; (2) alcohol or other substance abuse; (3) physical 
disease or condition, that presently interferes with your ability to practice your profession? If yes, attach a detailed 
statement, including an explanation whether or not you are currently under treatment. 

5. Have you been denied a professional license or permit, or privilege of taking an examination, or had a professional 
license or permit disciplined in any way by any licensing authority in Illinois or elsewhere? If yes, attach a detailed 
explanation. 

6. 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 detailed explanation. 

PART VI: Child Support and/or Student Loan Information (Every applicant is required by law to respond to the 
following questions) 

1. In accordance with 5 Illinois Compiled Statutes 100/10-65(c), applications for renewal of a license or a new license shall include 
the applicant's Social Security number, and the licensee shall certify, under penalty of perjury, that he or she is not more than 
30 days delinquent 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 delinquent in complying with a child support order? Yes 0 Noo 
(NOTE: If you are not subject to a child support order, answer "no.") 

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

Are you in default on an educational loan or scholarship provided/guaranteed by the Illinois 
Student Assistance Commission or other governmental agency of this State? 

YES Np • 

a copy of the certificate. 

)<. 

Yes E] Ndp0. 

PART VII: Certifying Statement 

I hereby apply for an Illinois Controlled Substances Registration in accordance with the Illinois Controlled Substances 

Act. I certify that I have answered all questions on this application to the best of my knowledge. 

Ce.V-b-e-r 1) 2011  
Date of Application 

 

gnature of cant 

I UNDERSTAND THAT FEES ARE NOT REFUNDABLE. My signature above authorizes the Department of Financial and Professional 
Regulation to reduce the amount of this check if the amount submitted is not correct. I 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. 

Application must be completed in its entirety. 
If not completed, it will be returned to the address noted on front of application. 

IL486-0500 09/09 (LT) Application for State Controlled Substances Registration - Page 2 of 2 

    


