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THIS PORTION OF THE APPLICATION MUST BE COMPLETED BY THE MEDICAL COLLEGE AND FORWARDED DIRECTLY TO THIS DEPARTMENT FROM
THE COLLEGE. IT WILL NOT BE ACCEPTED FROM THE APPLICANT.

CERTIFICATION OF MEDICAL EDUCATION ATTENDANCE
(Give exact dates)

TO THE ILLINOIS DEPARTMENT OF REGISTRATION AND EDUCATION, SPRINGFIELD, ILLINOIS:
This is to certify that Catherine S. Stika, M.D,

¥as io regular attendance at the State University of New York, Upstate Medical Center

from the 05  day of September , 1974 1o 07  day of June
from the 04  day of September , 1975 o 04  day of June
from the 23  day of August , 1976 to 25  day of June
Zrom the L1 day of July , 1977 o 25  day of March
from the day of to day of ——

and vas granted a diploma as Doctor of Medicine by SUNY Upstate Medical Center

located at  Syracuse State of New York

on the 21 day of May

" A

(Seal of College)

T Registrar)
CERTIFICATE OF MORAL CHARACTER
This is to Certify that ve, the undersigned, are persomally acquainted with (’ﬂ'ﬂ—}muf £ STiem .

who is applylag for registration as a Physician and Surgeon under the I1linois Medical Practice Act, aod ve knov hek-

Lo be of good noral character, and that <he is the person referred to in this application; and that the lttl

photograph

Signed: 1./\-' -~ ; £ , M.D. Signed:

Illinois License o. S - %39 2/ I1ligois License ¥o.

(MD 104)b



STATE OF ILLINOIS

DEPARTMENT OF REGISTRATION AND EDUCATION
320 WEST WASHINGTON STREET, 3RD FLOOR - _
SPRINGFIELD, ILLINOIS 62786 330 JUL -2 M $ 20

§ FOUCATION

wrolt SCLIIOR
CATION FOR A LICENSE TO PRACTICE MEDICINE AMD SURGERY UPON .
THE BASIS OF NATIONAL BOARD EXAMINATION <, N

I bereby make application for a license to practice Medicine and Surgery in all their branches in the State of
I1linois, and submit the following statements regarding wy educatiomal qualifications:

N t;STlm
Preseat address
lotended residence L Lnos

Are you a citizen of the United States?

Please designate your Social Security Number : Designation of your Social Security
Number is oot mandatory -- used ONLY to insur - » and accurscy of your application.

Please priat your psme exactly as you wish it to appear on any Certificate to practice as a Registered Physician and
Surgeon vhich say be issued to you. g

. > CATHERINE SusAeN_ WAZAR ST xA
COLLEGE OR UNIVERSITY EDUCATION

Name and location of institution atteaded

w___ CopnBi (Lajvers Ty - TTHALA , NEW Yorx :

from the day of Sﬂﬁt , 9%, to the day of mf‘i-\’ 5 l!,‘fo—
L W

: .
MEDICAL EDUCATION / :?

THTE MEDICAL CENTER - SYRACUSE NEW goa

from the Gy of__ O ept , 1974, to the day of m% , 19 18

List aay states in which yow have ever vritten a licensure examination to practice Medicine and Surgery

—

List any states in which you have gver been licensed as a lhni..du and Surgeon S

State M CH‘FH{&:I Sust St1en , being
/) - [ duly sworn, says that .3 he i3 the person referred to in this application and that

Couaty of e . the statements therein contained are true.

(Signature of Applicant)

Subscribed and sworn to before me this = ",__f

ZNas
Tz

. - /
>"))“/ Ay Y LAkt gy e :?i/ﬁq_:\_"_,., "f’//-"/tf_"a‘

(—




NATIONAL BOARD OF MEDICAL EXAMINERS® « 1030 CHESTNUT STREET PHILADELPHIA PENNA 19104

ENDORSEMENT OF CERTIFICATION

NATIONAL BOARD OF MEDICAL EXAMINERS
OF THE
UNITED STATES OF AMERICA
CATHERINE SUSAN STIKAy MJDe

ed all the requirements and having successfully passed the examinations is

y declared a Dipiomate of the Nationa' Board of Medical Examiners

Altles! WILLIAM Be HOLDEN
Nadaman of the Boarg
SEAL EDITHE Je LEVIT
Philaceiphia. Pa President of the Board

01/02779 Cen # 205011

It is certified that the above is a copy of the Diplomate Certificate issued to the named physician,
a graduate of S UN Y UPSTATE MED CTR "

MAY 1978 . whose birth date is * , following successful completion
of all examinations required for Certification by the National Board of Medical Examiners

The grades obtained are as follows

PART | passed [ _

Anatomy. incl. histology and embryology

Physiology

Biochemistry

Pathology

Microbiology, incl. immunology

Pharmacology and Maleria Medica

Behavioral Sciences

(Minimum Passing Grade 380/75) TOTAL GRADE/AVERAGE**

par 1 passeo [

internal medicine and the medical specialties

Surgery and the surgical specialties

Obstetrics and Gynecology

Public Health and Preventive Medicine

Pediatrics

Psychiatry

(Minimum Passing Grade 290/75) TOTAL GRADE/AVERAGE**

Standard* Scale
Score Score

A General Test of Clinical Competence
(Minimum Passing Grade 290/75) AVERAGE

sENERAL AVERAGE (Parts |, I, and lil)

{Scale Score) j .~
‘Examinations taken since June 1971 are reported with both Standard and Scale Score Equivalents

**Since 1966 Nalional Board criteria for certification are based upon candidate's Total Grade in Part |
Part Il and Part {il. and not scores of individual subjects within each Part.

Secretary for Certification
06/12/80

Date




RECEIVED
STATE OF iLLINCIS

DCPARTMENT OF REGISTRATION AND EDUCATION m 2 h 1981
{(Medical Section)

DEPARTMENT OF RECLS (v
AND EDUCATION

CERTIFICATION OF CLINICAL TRAINING COVERED BY THE ILLINOIS MEDICAL PRACTICE ACT

This is to CERTIFY:

1, 4 S
(1) That _ {praeloave S D7 1A
(full name of physician)
has satisfactorily completed twenty (20) months in
a program of A /S-(ins gradeate—speciatty  residency
./ (strike out whichever is not anpplicable)
at __ “ichael Reese Hospital and Medical Center
(namz of hospital)
extending from July 1, 1979 to March 1, 1981 :
and

(2) That the physican hereinabove named
(check and complete whichever is applicable)

X presently holds Temporary Certificate of Registration No. T~ 10623 )
issued under the provisions of Secticn lla of the Illinois Medical Practice Act.

previously held Temporary Certificate of Registration No. T~ )
tssued under the provisions cf Section 1la of the Illinois Medical Practice Act

____does not hold a Temporary Certificate of Registration issued under the
provisions of Section 1la of the Illinois Medical Practice Act insofar as can be
deterwined from the records of this hospital.

SIGNED: T~

(Medical Birector) (»«{5

Michael Reese Hospital and Medical Center

(Name of Hospital)
29th Street and E1lis Avenue, Chicago, IL 60616

(Address)

SEAL OF HOSPITAL DATED: _ M\A G L (9%

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

Medical Section

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




Phis s Lo certity that [ AAK:QN [i}[éne;j IR 2 i
PSR -2 oy,

doanitted with LAT:"?CLL/[‘V{T& \3 i k43 y whd us applving

[ o X

¥

tor Licensure to practice medicane o albl of 1ts branches 1n the St‘.i\ﬁv of

filinois: that I hereby attest to the educat-onal background of Ur. CATHER NE.

S Siea L who gradmted from SUN Y- JPSTATE FTEDICAL

sd was pssued the degree and diploma of Doctor of Medicine on the day of

LenTerd 19 78 and that Dr. (ATHERINE S, STIKA

tioof pood moral cheracter and protessional background. [ further endorse

b CATHERINE D STIkA

s application for a license t¢

practice medicine 10 all «f its branches i1n the State of Illinois, attest that the

hervets attacaed photograph is a true likeness of Dr. LAW&H,/I\/E. S, S11RA

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

Signed _

» . o .A_.,T(— \\

(O

Lo _}A&C\/o\eﬁ > \.k&‘);f‘e/\ Py vy
PRINTED NAVE

State of Illinois Medical Certificate No.

&’/
(O;}r{pd OU33 |
PRINT NUMBER

State of [llineis 1n the County of ‘CQGK

subscraped nd sworn Lo hefore me this oY «da}; of A“M , 19 PO

Hy Commissien

NOTARY PUBLIC

RIS R




 RECEIVED
PECEIVE D
QIS BT T ’g:sw.
This is to certify that I, DQNM Charmas am pefSOfYﬁ%ﬂ’ a

acquainted with (1HTH€:IQING S STikA ‘98“ “!'6&‘1?3 @PB"!%;“

for licensure to practice medicine in all of its braaches in the SHatd Gf ION

I1linois; that I hereby attest to the educational background of Dr. CAaTHEE WE

S STikA

, who graduate' from SUNY - JPSTRTE MEDICAL

and was issued the degree and diploma of Doctor of Medicine on the _ day of
CENTER , 19 718 . and that Dr. CATHERINE S STT1 kA

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

Dr.  (ATHECINE S .STIKA

's applicatica 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. ( ArHERINE S S7ika

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

donvacr Chatman—
~PRINTED NAME

State of Illinois Medical Certificate No.

o N -3a2,7

PRIRT NUMBER

State of Illinois in the County of € 0Q&

Supscribed sud sworn to before me this é&}day of _&&m_‘_‘, 1980

My Commission

S —_

NGTARY PUBLIC

(MD 154)
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STATE OF ILLINOIS Enter alf ppgficable ifformption. _H
» e
Department of - 55;':%?,;3‘.”"3' No. =S

Registration and Education ..ue=s-4 DRI No. :
W& Q;g ) By p L A e -rﬂﬂ!"?u" name befom'jnarrigo ;
ACTING, DIRECTOR .~ N3 CRTHHRING  Susan
Springfield, Iilinois 62786 ey ore ;{,N — _—
% LY to ensure identification, sccessibility and scowracy

(Use typewriter or print with pressure}c A3 vl Bcsvcn.

NAME STiI kA C ATHERINE Su.sm\/

Al other names (spell out compietaly)

Street Add]

Place of birth:

DATE OF B.RTH:W oSN sox: walo —_ Fomate X__
CITIZENSHIP: At birth: £ Now: .S, ’
MEDICAL DEGREE: Title of degree (M.D., M.B.-B.S., D.0,, other) MDD, Date conferred fMasy, 185
MEDICAL SCHOOL: {School(s) attended) {Lacation) (Dates) (No. of achoo! yrs.)
(Precise name) ol VY — U PsrAre Med wnl Center é&d{z\ﬁ?-&% T4-1D [’

SECONDARY SCHOOL, , S
COLLEGE, UNIVERSITY _(L.oRNEN _(Lpiversity  THhA NY o8- 4
HOSPITAL TRAINING: Hospital(g) ) Location Pogition(s) Datas_y,

@ St . Joecers bospitA  Svencuse NY  gotarg intorne 18T

AT - ] ) oo & d -. th "‘J’

Are you a Diplomate of the National Board of Medical Examiners? Yes No ey rent”

_ Are you certified by an American Specialty Board? Yes No
~ Board(s) with date(s): -

Licensure: Name the state or states in which you have received an unrestricted license to practice medicine and

state whether by examination or endorsement. (Give License No(s).)

Have you ever taken an E.C.F.M.G. examination? Yes ____ No A Date(s) . [}Passed []Falled
Have you ever taken a FLEX examination? Yoes____ No. X _Date(s) .. []Peassed [ Falied
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 Y& __ (if answer is ““Yes,” explain fully on a separate sheet of paper.)
| hereby certify 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 reglstering authority to tfans:Zt to any
©  person, governmental authority or legal entity information contained in this application or information which other-
" wise may become known or available to any State Board of Medical Examiners, any Medicai Exgmining Commii-
tee appointed or otherwise constituted pursuant to statute and the Federation of State Medicat Boards of the

United States, Inc.. or any of them, when written request is made to such State or such wﬁwﬂm such infor-
- matton and such writing states that such information is to be used exclusively in connection with |
;- tice medicine or any problem (describing it) related thereto.

| A sry Public, DO NOTE: Accompanying this preliminary ication must be two pho-
4 ’ tographs taken within the past six months. They should be st least
i passport size (2Vax213) and be signed on the revenss by the

HEREBY CERTIFY, that Z?ﬂﬂe resc® Q Z:é A applicant.

" sppesred before me this day in person and scknowledgod thatshe
% slgmed the sbove instrument as s free and voluntery act, for the usas
7 end purposes tharem set forth.

. 1]
Given under my hand and official seal, this ____gz_/.‘é-_ MM‘D’L&) CS\ §&w

. Signsture of Applicant

(Sedl) ~ Duate

. “—-——_m?rv o 7 ’ /

} WYX3 X34

{

} ANBWISHOONI Q8 TIVN

} LNIWISHOONS XHTV4 (

} ALIOOUdAY ({

‘OIHISTA NOLLYIINdY TYWHOS S0 3dAL { X ) JOTHD 'NOLLITIWOD NODN NOLLYIITddY ABYN

{

IWIT3Hd StHL 40 SHHOD TTY NUNL3H 35vaT



Ly

TECEIVEL
ST AT §:”‘rf’“‘f
‘ DEPARTMENT OF REGISTRATION AND EDUCATION geatSrn o ’
B {Medical Section) .
- Ta, 980 JUN 12 MM M 18 /
GAantz203d

Leoti uLu i IUK
‘ (S
CERTIFICATION OF CLINICAL TRAINING COVERED BY THE ILLINOIS HEDﬁEhL PRACTICE ACT o
This is to CERTIFY:

< ¥
(1) That CQ}H{_J_:}!\‘fe k)[lj FAY N bSI/KA
(full name of physician)
has satisfactorily completed _ Twelve (12) months ia
a program of (Qbstetrics and Gynecology EEXAUAAXUXXXEPHEABAXNX - residency

(strike out whichever is not applicable)
, at Michael Reese Hospital and Medical Center
(name of hospital)
extendiug from July 1, 1979 to

and
(2) That the physican hereinabove named

i (check and complete whichever is applicable)

tssued under the provisions of Section 1la of the Illinois Medical Practice Act.

X __bresently holds Temporary Certificate of Registration No. T- 10623

__previously held Temporary Certificate of Registration No. T-
issued under the provisions of Section lla of the Illinois Medical Practica Act

does not hold a Temporary Certificate of Registration issued under the
provisions Section lla of the Illinois Medical Practice Act insofar as can be
determine

SIGNED: Antonio Scommegna, M. D.

Michael Reese Hospital and Medic

(Name of Hospital)
29th Street & E1lis Avenue, Chicago, Illinois 60616

(Address)

SEAL OF HOSPITAL DATED: June 4, 1980

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

Medical Section

Department of Registration and Education
320 Washington Street, ird Floor
Sprirgfield, Illinois 62786

(MD 129)




DEPARTMENT OF REGISTRATION AND EDUCATION ¥ ff;Tﬁff:Aﬁv‘: .
MEDICAL  SECTION . : S w R
320 WEST WASHINGTON STREET PR Bk
{PRINGFIELD, IL. 62786 s e R
é,;\; . ° e f
oy . : %

S
o
Note: If any of the following questions are L

_aaspered "YESY, full details must be
furnished on a separate sheet and actacHEg. . - L L

z
y L2 2,
P

o YES NO

.

%

Do you hold a license in any of the other healing arcs?

Have you esver been called bafore any state board or gny medical
2sgociation for interrogation concerming any viclations of The
Medical Practice Act or unethical conduct?

Have you ever been convicted of g felony or migdemeanor other

than minor traffic violationsg?

Have you ever been addicted to or treated for addiction to drugs?
Have you ever made an offer to compromise in comnection with the
Barrison Narcotic Law or any narcotic law? ‘ S
Have you ever raceived psychiatric treatment or recsived tresathent
for mental illness?

Have you ever engaged in the excessive use of alcohol or received
treatment for alcoholism?

Have you ever engaged in the practice of medicine in a state,
territory or district wherain you did not hold a valid license?
Have you ever had an application for licensure refused or rejectad
by a licensing board? '

% Ix Ik Ix k KlIx Ix

IMPORTANT :

Any false or misleading information in or in connection with any applicaticn, msy be
- cguse for debarment on the grounds of lack of good moral character. "

Under penalties of perjury, I declare and affirm that the statements maé¢¢£n~§h§;£axg~
going application including accompanying statements and ctanaaripzn azif£%ug@f ﬁngle:e

~and correct.

STATE OF

COUNTY OF ‘ _ Camgpine Susan STk,

, §#¢~~ 
duly sworn, says that she is tha person

referzed to in this epplicaticn std thar
the statements therein cédtained are
trua. g : 3

SIGNATURE OF APPLICANT =

Subscribed and sworn te before ma this

i: cquiéﬁ;y of

NOTARY PUBLIC SEAL

Mo 132):))747‘5:: &S/ £ | ; e L

i y Tt L I




SR Py v 5 e

U U 5 u gr u;m% ;’ i I
ATE QR JLLINOIS
DEPARTMENT OR TRATION AND EDUCATION

ATTENTION: CONTROLLED SUBSTANCES SECTION
320 Wegt Washingron, 3rd Fioor
Springfeld, lilinois 62786 |

APPLICATION FOR STATE CONTROLLED SUBSTANCES REGISTRATION .
T — =t =
[ o
Controlled Substances Registration — Every person who manufactures, distributes, prescribes or &ﬁpenus' any
controlled substances within the State must obtain annually a registration issued by the Department of Regist-r"a'tion
and Education in accordance with the lllinois Controlled Substances Act.

A State Controlled Substances Registration is a prerequisite to a Federal Controlled Substances Registration.

Applicant’s Name CFH?iG RINE \S) ST‘) KA

Business Name 05‘C7L{N- dJ-P" micheeal Ceene HDSP:"'&.L

inciude Departmant, if Applicabie

Business Address | zqm 4 & 8) lis S'h’CUS

Number and Street

CHmChro Db lb Cook

City ZIP Code County

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

knsilssss
Signature of Appiicant
%ee: $_500 _ Practitioner OFFICIAL USE ONLY

S Non Practitioner - _.,
State No

Make check or money order payable tn: Receipt No.

Department of Reqistration and Education

OFFICIAL USE ONLY

| &%A{)ﬂé[ &/

CT-20a (Revised 4/80)




STy 8 uns
SYT 38 DORINEN

“B 1

APPLI

ED SUBSTANCES LICENSE

l.  Professional Activity:

B.____Retail Pharmac} LRIsbacy

C._ v~ Practitioner ﬂ;m“mlm
1. Physician (Professional License No. ()3 -Db6/9¥8)
2. Dentist (BQéiessional License No. )
3. Podiatrist (éfﬁfessional License No. )
4. Vetérinarian (Ptofessional License No. )

E. Hospital ;agah@ggécy Permir No.__ , )

*Hospitals with Drug Rooms , use Drug Enforcement Administration
ks Humben Rk Eawed S Foee t D

F. *Teaching Institution (Drug Enforcement

1 vt CAdmingstrationNo.: . )
2.  Drug Schedules: (Check all'épplicable)
I IN I HI- 1V v

3. Have you ever been convicted of a felony under any State or Federal law
relating to controlled substances? yes v~ no

4. Has any previous registration held by the applicant, under the Controlled
Substances Act been surrendered, revoked, denied or is it pending action?
;ye& A é o R0.5 /Y P

If answer to questions 3 or 4 is yes, attach a letter explaining.

s

CT-20b (Revised 4/80)






