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IMPORTANT NQTICF Campletion of Ihis farm is
necessary for considernlion for icensure under 225
of the Llinois Campuad Stalutes  Disclosure of this

Gormpl 2y s 1 form ot e rotbemes LICENSURE AND/OR EXAMINATION

APPLICATION FOR

1

2

The fuliowing malenals are required to make Apphication for
Licensure and/or Examination n llincis:

Four page APPLICATION FOR LICENSURE AND/OR
EXAMINATION

INSTRUCTION SHEET, which gives slep by step
apphicalion instrucitons for your profession.
REFERENCE SHEET. which gives detaled coding
information for your profession.

SUPPORTING DOQCUMENIS. forms, and/or any other
documentation you may be required to submit with your
apphcatian

Iftha name shewn cn your sugporting documents is differ-
ent from that shown on your application, you must submit
PROOF OF LEGAL NAME change - copy of mamiage
license divorce decree, affidavit or coun order,

Carefully follow ali steps outlined onthe INSTRUCTION SHEET.
in addilion, note the following

A Type or pnnt iegibl Ol '
B The licensure and  plicalighi@& 1~ "L " abl
C Disclosure of your S 'al securdy number, ) you ave

one. is mandalory, na or m Eois om iled
Statutes 100/10-65 Th S mb may be
provided to the Hin is D partment of Pubiu: Aid  identify
peisons whoaremo el YS_ in comp ng
with a child suppon Lnso ol 4 iFs.Depsrtmieht of
Revenue o idenlify persons who have faled lo file a tax
return, pay tax, penalty or interest shown in a filed netum. or
te pay any final assessment of tax penalty or inierest, as
required by anytax Actadminislered by the Ilinois Department
of Revenue.

PART I: Application Category information

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

1 PROFESSION NAME 2 PROFESSION 3 LICENSURE METHQD 4 FEE
I C CODE _ _/’
E —

1 Other

B CHECK BOX INDICATING THE APPROPRIATE INFORMATION REGARDING YOUR APPLICATION

This is the first time | have made applcation for this
professton in Winois.

[J 1 have previously made application for this profession in

inois Hawever, my previous application expired and | am
now reapplying

] My apphcation for this profession had previously bzen
deniea in llinois. | am reapplying since | have fulfilled
additional requirements

3 i have previousty made application for (his profession in
llinois However, | am now applying under new statutory
language

PART II:

recejva any further information.

Applicant identifying Information -You must notify the Department of Professional Regulation andfor
Continental Testing Service in writing, of any address changes after you file this application in arder to

NAME LAST FIRST MIDOLE 2 TITLE{eg.MD DOS . ete)| 3 LUMIED STAIES SQCIAL SECURITY NO
M . -

G rtiee Manin Lynnl D

PERMANENT MARING ADDRESS STREET CITY STATE/COUNTRY . COUNTY

Chicouo

(s Cool

5 BUSINESS ADDRESS  STREET CITY  EWATE/COURTRY 2P COUE COUNTY

NA

6 MAIDEN GIVEN SURNAME OR ANY NAME(S) UNDER WHICH SUPPORTING DOCUMENTS wilL 8E SUBMITIED
(SEE INSTRUCTIONS #5 ABOVE)

N A

7 PLACE OF BIRTH CITY STATE/COUNTRY

9 AGE
ale

Month By Year C Male

10 TELE HED

Work (_,Q__o_l.- )A.&O -_:}__L_S_Q_

{Area Cove)

Home
3

1.488-1019 Q300 (LT)

APPLICATION FOR LICENSURE AND/OR EXAMINATION - Page 1 01 4



3

! L. L - 4 . ¢
PART lil: EducationInformation 7 at’ i
EER A B . .

PRELIMINARY EDUCATION (Etementary and High School or GED  Circle number of years completed)

N ' Graduated Received
12345879890 1192 | isehoot® [¥es o OR GED? {JYes [INo
2 NAME DF LAST PRELIMINARY’SCFIDOL 3 LAST PRELIMINARY SCHOOL LOCATION 4 DATE OF GRADUATION
ATTENDED LT e S (Crty and State) o b / [/ 9 & 8
K.(:'MLJDOB p(m-oglﬁ.u{ (‘J\\CC\CD ps ol & Month Year
5 COLLEGE OR UNWERSlTY (Circls Aumber of years complelad) d
12 3(@5 678 Graduated? ves [CINo
& COLLEGE OR UNIVERSITY NAME LOCATION DAYES OF ATTIENDANCE TYPE OF
{Undergraduata and Graduate) (City and State ar Country) FROM T0 DEGREE EARNED
e
, , b Month/Year Month/Year
aiy o7 "“’_‘?":_.._Hz-z Yr bana. T c 9 age | s/me| B.S
RUﬁr‘ MDD‘C:RL‘a)W \ a/um;ja’ z¢. ‘i/{‘i‘?‘/ [‘//598 ' 5
i :
Lo e o .
Roosewelt Uiz C/ucago Lo 6/199_3 B //993 -—
T
i s g }
Lofols Uniu™ i | Checago, T'e /s | efmd | —
:

7 SPECIALIZED TRAININGT(Residency. PlolessronalTraun»rg Vacatioral Training, Practica! or Chinea! Training)

. LOCATION DATES OF ATTENDANCE | D You Complete
N INSTITUTION  NAME . .n-L“ _ . {Ctty and State.or. Countsy) — FROM ~70 * = " Trainifig? =
U 5 ﬁ;{N e - Month/Year Month/Yesr
nyv d‘r (A.]AS y) 6701\1- 6&’;‘ yTiET (JJA’ é/"i‘?g ‘l 6 /203[ Fves O No
- 1
1 (Ao ] Yes 0 No
. Ve 1]y
i v
i (3J Yes [ Noj I
1 ) LI\
- :i\: ' E
-.—'-'-'-‘:'—"'- 3 Yes J No g_
- ~ 3
) } CJ ves [ No
~ I ]
;485 1019 030 LT)
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PART iv: Record of Licensura Information

if you have ever been hcensed to practice the profession for winch you are now making application, or held a reiated licanse,
complete the information requested below. ifyou have everheld a temporary. trainee or apprenticeship license, ora permit,
dmust be hsted here afso In addition, the INSTRUCTION SHEET enclosed with this Application package may instruct you
o have Certification{s) of Licensure in other state(s) prepared and submitied in support of your apphcation (contact other
stata(s) regarding possible fee). You must aiso list all other licenses hald in linois, however, centification of licensure from
llhinous 1s not required Falure to disclose all icenses held ma y resull in denial of your application or other appropnate action.

AT 3 T
STATE PROFESSION NAME LICENSE NUMBER lgsuiw%r;s (k:ffeN SLEDSSZ:‘ gf)'

Stalz ot Orignal Licensure

(Wi himabon Physician 39005 At
5 .

State of Current Licensure where you v
fmas! recenlly have been practicing I i ’?
Other Stales of Licensure
CLad r
-
(If additional space i nesded, attach a separate shee1.)
PART V: Record of Examination
if you have aver laken a licensure examinatian in lliinois or any othe: state for the profession for which you are now making
apphcatior. youmust complete the information requastedbelow. EACHEXAMINATIONATTEMPT MUSTBE SHOWN. Failure
to disclose an examination atternpl may result in the demal of your apphcation or other appropriate actian.
NAME OF EXAMINATION STATE MONTH/YEAR EXAM RESULTS
. .o f ssdd ¥ alled, Absenl)
f’/rim# /\: Mech ¢0e . Bﬁﬂ»f_’dlj A ?/wo ! c@
Jsm € ,ﬂm/_— ! . Ty é/ 1996 | Bosed
e bk 2 TL 6/ 1197 | Rsed ?
oMl furt 3 Wh 1999 | B 2
s
- A

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

IL486-1019 03/00 (LT) APPLICATION FOR LICENSURE AND/OR EXAMINATION - Page 3 of 4
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PART Vi Personat History Information (This part must be comprelled by all applicants) YES

{ Hava you been conucled of any criminal offanse in any stata or in federal court (other than minor trafic violalwons)? if yes, attach a
cerlifiad copy of tha court rBCCIS regarding your convictkon, the nefure of the offense end dala of discharge it apphcable, as well as
a slatement from he probation ar parofe office

p. > TRt - —

2 Have you had or do you now have any disease or condtion that interfares with your abilty 1o perform the essenyal funciions of yaur
profession meluging any diseasa ar condition generally regarded as chronic by the medical communtity 1e . (1) mental or emolional
diseas® or condition, (2) alcohal o7 other subslance abuse; (3) physical disease or condition, thal presently interferes with your ability
to practice your profession? If yes aftach a detailed statement including an explanstion whether or not you are currently under
tregtment.

3 Have you been denied a profassional license ar permd, of privilege of taking an examination, or had a prolassional license or peamt
discipbned in any way by any licensing authority in lllinais or elsewhera® I yas, atlach 8 delaied explanation

4 Have you ever been discharged olher than honarably irom the anned samvice or fram a city county, slate of fedesal posilion? I yes,
altath a cefaited explanalion

NRESN

TG

PART_VIl:Examiriation Codinglnformation (This part is for examinatiop applicants only) Co

Refer to the REFERENCE SHEET enclosed with this applicatron package and complete the following

a) CHART I1-  Select examination(s) you desire
and enter Test Codes.

UWW

b) CHART il -  Seiect the examination site you desire and enter Test Center Code: DjI]
¢) CHART IV-  Find your School of Graduation and enter schaot code: I |
d) Record the number of hmas you have laken this exam in lllinois or any other state 1 l l
e) Do you authonze the Department 1o release your Licensure Exarmination Scores lo

the education program from which you graduated? Yes [___] No E_—__l
PART Vlll: 2 Chitd Support information'(Thfs part must be completed by all applicants) <

Every hcensee 1s requited by law to respond to the following question regardlegs of whether or not he or she is subject to a child
supporl arder.

Ase you more than 30 days delinguent in complying with a child suppott order?
{NOTE. 4f you ere nof subjact to a child support arder. answer “no."}

NO  __ves

In accordanca with § Hinois Compiled Statutes 100/10.65(c). applications for renewal of a license or a new license shall include {ha
applicant's Sociat Security number, and the licensee shall cerlify, under penally of pesjury. thal he or she is not more than 30 days
delinquent in complying with a child support order. Fallure to certify shall result in disciplinary action, and making a false
statemant may subject the licensee to contampt of court.

PART 1X: ™' Certitying Statement - ' - ' ]
Under penalties of perfury, | declare that | have examined the application and all supporting decuments submisted by me n
co Lan ther d t bestof my knowledge. they are true, correct. and complete

Jat fod
/ / Date

My signa e abave authorizes the Department of Profess:onal Regulation to reduce the amount of this check if the
amount submitted 15 not correct. | understand this will be done only if the amount submitted s greater than the required

Applicant

m)‘é(ﬁ*w(f_

fee hereunder. butn no event shall such reduction be made in an amount greater than $50.

IL485-1019 03/AC (LT) APPLICATION FOR LICENSURE ANDIOR EXAMINATION - Page 4 of 4




IMPORTANT NOTICE Completian of this lorm
8 necessary tar consideraton for icensure under
225 of the liinors Compried Statues Disciosure
of this nfarmation 45 VOLUNTARY Hcwever
fanlure to comply may resul in this form not being
processed This form has bsen approved by Ihe
Forms Managemani Center

WORK HISTORY

SUPPORTING DOCUMENT

WH

APPLICANT: Complete Work History. if you have never been employed you may stop at box 8. You are
authorized to photocopy this form if additiona! space is required.

' NAME LAST FIRST MIDDLE 3
G (1TLER. Manuny  (ynnd y
4 ADDRESS  STREET CITY TE, ZIP CODE 5 REFER TO REFERENCE SHEET Recotd prefession name and
three digit profassion cade for which you are making lllinois spplication
Phygician o 3 6
! o Profess:on Name Profession Code
& MAIDEN N SURNAME 8. DATE FGRM COMPLETED

7 CHECK HERF IF YOU
HAVE NEVCR BEEN

EMPLOYED [ ] 1/7Z [eo2

9 RECORD WORK HISTORY CHRONOLOGICALLY « Complete Work History beginming with present ermploymant and concluding with graduation  You
musi account for the antire me penod ncluding penods of unemployment and voluntear work, elc.

A NAME OF BUSINESS/ INSTITUTION J0B Trrcj
’*Plannaj’ ’PanJZOcﬂ/ of tskovn OA Medrcod “Toe o

ADDRESS STREET, CiTY. sm‘fi. 2IP CODE DESCRIPTION OF DUTIES PERFORMED

200 4{ : Ison S )

e W : 7/,{

Sea ' 98/12 - 2959 lt)m‘bns ALf}Ym/UrJéV(.- heal ane/

SUPERVISOR NAM
/) dove
Lo Melady e n r Z

DATE OF EMPLOYMENT/ATTENDANCE | HOURS WORKED PER WEEK
From Ot 10312001 | fer Dienn

Manth 'T’V Year TYPE OF EMPLOYMENT
To _@révnt i _ .

Month  Day Vour ClFulltme  [Aan ime
TOTAL TIME WORKED (Year/Month)

one- Jeow

Seadtle WA 98)

B NAME OF BUSINESS / INSTHTUTION JOB TITLE

Sw:\‘\\a, pediead aud ‘UL“HE‘-& Phietsicians

ADDRESS STREET CTY, STATE. ZIP CODE DESCRIPTION OF DUTIES PERFORMED
1305 H=|ID

SUPERVISOR NAME

5[&4}4 ézééarzs‘ LAD)

DATE OF EMPLOYMENT:ATTENDANCE | HOURS WORKED PER WEEK

FomQL rd Brldoo | 24

Month  Day Year TYPE OF EMPLOYMENT
wo peead; [T o EEORS
Momh  Day Year Full-time antme
TOTAL TIME WORKED {YearMont
G mon Hs,

brimany tave. | and womens

/(/f)?’a{ur/A U'(- /‘("/#

1IL486-1071 9/99 (LT,

WH - Work History Page 1 of 2



ITY, STATE. ZIP CODE
oT.

44250

Sprin

Fridoy Hawbor , 1A

SUPERVISOR E. -
Withy Ly

DATE OF EMPLOYMENTIATTENDANCE | HOURS WORKED PER WEEK

From () 10 'd00 | ey

. -T.OD. ’307 / lc:i;_l_ TYPE OF EMPLOYMENT
Morth  Day  Year Pfutime  ClPatime

L TIME WORKED (YearMonth)

& MO'CuA:é

C NAME OF BUSINESS/ iNSTlT:UTI N L JOB TITLE . -
l{\‘vf I'XIQJA Na‘lm_ CQA e PlM.«';\c.\Q Pal
ADDRFSS STBEET. OESCRIPTIONHF DUTIES PERFORMED

/Pr|;waxt1 (.cwu-L' ur’ﬁuul' ecufe,

Mujwuz love .

NAME OF BUSINESS /7 INSTITUTION

Coscad

JoB *an;_P T
{f\u’:luqn

& ﬁxymlq_dm\c..
ESS STREET. CITM. STATE. 2IP CODE

3509 Loster Rd. W

lakewood wA 9899

RVISOR NAM '
Pavl  Mac e
OF EMPLOYMENT/ATTENDANCE | HOURS WORKED PER WEEK
ciiolidool 15~
Monfn  Day Year TYPE OF EMPLOYMENT
/ t20

—%on&;h 'Qo‘.;}f ""’va%‘L OFultime  G3Fant-time

TIME WORKED (YearMonth)

DESCRIPTION OF DUTIFS PERFORMED
Women ‘s rL{*YorLJ(}'N‘(- L?a.ﬂ‘-iLL

ME OF BUSINESS / INSTITUTION

Uniw ol iWAsdingToN

JOB TITLE

Rcﬂm’- ?[u(SIU;:Ln

ESS S CiITY , STATE ZIP CODE

Y2 45 Loosevels NE"
Seattle. wh , 98105

RVISOR NAME

Davied L_OSH, A ™

OF EMPLOYMENT/ATTENDANCE

Lerdd 1 (998

HOURS WORKED PER WEEK
50 - 8o .

Menth  Day Yaar TYPE OF EMPLOYMENT
310l Qoo | , .
oo, Do Voo Bfultime [CIPart-time

TIME WORKED (Year/Menth)

3

DESCRIPTION OF QUTIEE PERFORMED

I"'P"" ot . owd w't’-?nlun' ymadicin e
br_ W dipabent of fauily i
Trelodedd  1n g 1 iy
FT'W'?’ :‘.‘aﬁ’(_, L’Jésflzjr}r_s.

W Aad.

r

1L486-1071 S/39 (LT)
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| TMEORTANT NOTICE, Comotetan of s form =V |[COUEURYDRTING DOCUMENT
15 necessary for ¢onsideration for licansure

unoe: 225 af the liinois Compiled Statules BY:

Disclosure of this mformation s VOLUNTARY CERTIFICATION OF = "===---=e- ) Sty l' hl

However, failure 10 comply may resull in (his -M E D
form not bewng processed T fom has neen | P OS 1 GRADUATE CLINICAL TRAINING

approved by the Forms Management Center {OPR)

APPLICANT: Compiete the applicant section. The remainder of this form must be completed by the postgraduate
training program director of the institution at which you completed your training.

1 NAME LAST FIRST MIDDLE 2 DATE OF BIRTH 3 SOC/AL SECURITY NUMBER
G rree Adanipy dniaind
N TE. 2IP CODE 5 REFER TO REFERENCE SHEET Reccrd profession name and jhrea
digit profession code for which you are making lllinois application
-_(a8n, T
6 MAIDEN CR GIVEN SURNAME
Profession Name “Profession Code
7 ILLINOIS TEMPORARY LICEMSE NUMBENR Ul applcadie) 8 ISSUANCE DATE

Nk

POSTGRADUATE CLINICAL TRAINING PROGRAM DIRECTOR
Complete the remainder of this form. Return the completed form directly to:

lllinois Department of Professional Regulation, 320 West Washington - MED-1, Springfieid, iilinols 62786

This is to certify that the above-named applicant satistactorily cornpteﬁp Bb months of postgraduale clinicals

trainingin W"\‘ a"‘q’v—!n/] r’& %”WA’D\/\ W—@

{Hame o Accrearted Postgraduate WTmning Program) ~

from (ﬁ /&5/ / Ci‘C{% to {Q l 0 { 0 ’ at the foilowing hospital
Hospital. EDICINE RESIDENGY PROGRAM
—?ﬁ%ﬁm

Number and Slreet. 4245 WY ms&ﬂﬁ
SEATIE,

City, State and Ztp Code

( further certify that at the time of su aining the program was accredited by.
> the Accreditation Council for Graduate Medical Education;

LJ the Accreditation Council on Canadian Graduate Medica! Education; ar
Wi, D the American Osieopathic Association
\\\\‘ Wi Ph/l 5 r,,

/
S by
&8 %EPQQ" u& Clinical Training Pragram Director d
3

gs:q‘nature or-éstgfa uaE Chinical Training Program Director

& -ES
,"‘.'."-..5’/,r~ IS Date of this Certification: \ |7yp 0
7, e BRI

%, At - 1\}‘\ " .
"%,%,ﬁj:;{‘:\“ Telephone No W'ngEB 0 4 2002

1L486-1535 10/39 {MD)



UNIVER OF WASHINGTON SCHOOL AEDICINE

r AL,

L]

Depurtment of Family Medicine
Family Medicine Residency Program
UWMC Raasevell, Bax 354775

4245 Raoscvelt Way NE

Seatile, Washington 98105

{206) 598-2883

Fax (206) 598-5769

August 19, 2002

~ e o . e

To Whom It May Concern:

The University of Washington Family Practice Residency does not have an
official seal.

Sincerely.,

o ritien en, MPH
idency Program Director

-z

n

-
-
.

R
Re

Y i
it )
LTS

inf, o 5{'5‘31{,:\%\\\ RECEIVED

AUG 2 9 2007
IDPR-MEDICAL UNIT



STATE OF WASHINGTON
DEPARTMENT OF HEALTH

1300 SF Quince St » P.O. Box 47866 * Olympia, Washington 98504.7866
March 27, 2002

[Hlinois State Board of Mcdical Examiners

320 West Washington L & T-1
Springfield IL 62786

To Whom It May Concern:

I, Betty Elliott, Program Representative, do hereby certify that a standard search of the
available records of the Medical Quality Assurance Commission indicates the following:

PHYSICIANS NAME Mandy Gittler, MD
LICENSE NUMBER: MD06039065
ISSUE DATE: 08-30-2000
EXPIRATION DATE - - 2

DATE OF BIRTH:

ACCORDING TO OUR RECORDS, THIS LICENSE HAS NOT BEEN DISCIPLINED

If our records above show that the licensee has been disciplined, photocopies from the public
file are available upon written request. Send request to the Medical Quality Assurance
Commission, Public Disclosure Desk, PO Box 47866, Olympia, WA 98504-7866

The information above is the only certification information by the Commission. To expedite
the certification process, the above format is the standard formar prepared for alt professions
regulated by this Commission.

If you wish te continuc with the processing of this application, please contact me by telephone at
(360) 236-4785, by email at belty.elliott@doh.wa.pov, or in writing at Department of Health,
Medical Quality Assurance Commission, PO Box 47866, Olympia, Washington 98504-7866.

Sincere

(SEAL)
Beity Elliott
Licensing Represcntative

i el
APR 0 3 2007
[SPR-MEDICAL Uny7

'W)‘-
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. !".
Amernican Board Of
Family Practece, Inc

—
2238 Young Drive Rubert t, M.D., Executive Director 6 ':__/‘3‘
[—

Losgton, Kentucxy 405053204 ]cl!-;ph W Tollisun, M D, Depuly Executive Direcior

Tel #559) 269-5620 or (48R) 995.3700

/ Terrence M Leigh, Ed D, Associale Executive Direcior
" Fax (839 335760 or (839) 335.7509 ffaul R Young. M D, Senior Executive
R Roger M. Bean CPA, Cliief Finan=ial Officer

January 29, 2002

To Whom It May Concemn:

This letter will verify that MANDY LYNN GITTLER, MD, is certified by the American
Board of Family Practice (ABFP) for the period 2001-2008. This ccrtification is time limited

for a period of seven years and must be tenewed through succe ssful completion of the ABFP
recertification process and examination.

Sincerely,

Debhie Wilson
Verifications

dw

RECEIVED

FEB 13 2002
IDPR-MEDICAL UNIT



Profession:

Date: <7 nitials o¢zs/
DEFICIENCY NOTICE FOR TEMPORARY/PERMANENT PHYSICIAN LICENSURE A PLICATION
7O
Return this form with the requasted materials to:
State of Hinols
Department of Professional Regulation
320 West Washington Street
MED 1
Springfield, lllinois 62786

1 Submit the required fee of § made payabis lo the 21 Cemplete AF-MED form {Certification of Affiiation). Submit
Depanmen[ of Professional Ragu'ra"wn‘ This fes is not refundabls along with COpFOS of affiliation agreement(s) from the fO"D‘W’ﬂg

hespital(s).

2 Yaus application is baing returned far complstion of Pan 1,

3 Submit a capy of your marriage certificate, divarce decrae, or eourt 2
order showing change of tame from. to

3

4 Alldotuments in a forelgn langusgs must be accompanied by original, 4
aotarized translations by 8 person athar than yourseti who s fluent in 5
boih English and the tanguags of the d .

g Nguags of the documant(s) 23. Affidawit of verbal affilation agreement. See atlached for
Submit proof that you are a lawfully admitied allen. specific informatian that must be submitied.

6. Yau are refarred 1o Step 1, Question #7 of the enclosed applicabon 24. The Department is unsble {o verfy complation of 54 menths of
fling instructions  Have appiicable Jocumentation aubmried for each combined premedical and medical education. Submit proof In
pasilive parsanal history respanse. the form of official educationz! dacumants verifying you mest the

7 When your application is complele, the Medical Licensing Board will minimam educalion requiremants.

i lifi }
feview your qualifications 25. Submit a fist of your work axperiance from

8. Your application will be reviewed by the Medical Licensing Board to . You must

an, account {ar entire lime period since graduaticn from medicat
. . - - schoo! {Supporting Document WH).

9 Submit comptetad CA-MED form which indicates beginning and anding
program dates 26 Submi documentation evidencing maintenance af clinical skills

10. Submil CA-LTD form. sinca graduation from medical school. See atiached instructions

- : 27. Submit pvoo? of professional capacity. See copy of attached

11 Submit ED-MED form (certificatian of education), instructicns for specific information required to be submitted.

12. Submit ED-NQN form complatad In (s entirety.

13 Affdavits, (ED-AFF forms) must ba completed In accondance with DPR 28. Have your. v G oores
palicy Capy of palicy attached forwarded direclly from Yy P

14 Voerificallon of Pass/Fail Exam History—Raquest approprate 29. Submit evidence of remedial training
board(s} er councll(s) to forward official transcript of your passifail - -
exam history (FLEX. National Board, USMLE) diractly to this Dapart- 30. i;’:“;':um‘"m form slgned by program director, with seal of
ment. Must include date and rasutts for each axam altermpt. P

; : : N - 31 University / Hospital seal must be affced to form. {If institulicn
t5 Submit official premedical/medical transcnpt with 5chool seal afixed. does not have a seal, form must be notarized and a letier on

16 Submit photocopy of your degres affiical slatianary must be attachad verifying no seal exists.)

17. Submi proaf of Tiulo or Acta. 32 Sign form{s) where indlcated.

18 Submil proof of Social Service of Fifth pathway. 33. Submit certification of originalcurient licensure {Supporting

19 Submil proof af E C.F M.G. carification. Document CT) from

20 Submn copy ot evaluation farm for each of the following core rotations: 34 Submit proof that you are Board-canifiad In a speciakly.
1 4. 35. Submit restacation questionnaire (Supporing Document RS).
2. 5 38 Submit VE ferm. If in privale practica, submit swom slaterment
a attesling 10 your acliva praciice
37 Retuming original documents
Other Instructions: .~
. T/~ Al ARGFTAER, T LS T ANTTERE 7 P TEAR
AL P (fﬁ%,c,g_zvf S e 2 T TEZHC

1LdB6+1500 504 (LT)




Profession: 23/

T
Date’ - //-2.2 Initials: ¥ !

DEFICIENCY NOTICE FOR TEMPORARY/PERMANENT PHYSICIAN LICENSURE APPLICATION

7o Return this form with the requested materlals to:
State of IHinois
Department of Professional Regulation
320 West Washington Street
MED 4
Springfiald, Hlinois 62786
7 Submil the required fee of § mads payable 10 the r 21, Camp!el_a AF-MED form (.Cqmﬁcation ol Affillation}. Submltv
Depantment of Professional Requlation. This fee is nat refundable. ' along with copies of afiiliation agreement(s) from the following
hospital(s).
Your application is being retumned for comptetion of Part ]
Submit a copy of your marriage certficate, divorce decree. or court 2
order showing changa aof ngme from to 3
4 All dacuments in a foreign language must ba accompsnied by criginal, 4
notarized translalions by a parson other than yourself who is fluent in 5
both Engli h § -
nglish and the language of the documeni(s) 23. Affidevit of verba! affiliation agreement. See attached for
Submit proof that you are a lawlully admitted alien spacific infomalion that must be submitiad.
You are refarred 10 Step 1, Quastion #7 of the enciosed applestion 24 The Depariment is unable to verlfy completion of 54 monihs of
fiing instructions. Have applicable documentation submited for each cambined premedital and medical education. Submli proof in
pasitive persanal kistary response the farm of official educallonal documents vanlying you meet the
7 Whnen ycur appficatian 1s complete, the Medical Licansing Board will rinimum education requirements.
review your qualifications. 25 Submit a kst of your work experience from
B Your application will ba reviewed by the Medical Licensing Board lo Yau must
on account for entire time parlod since graduation from medical
) - - school (Supporting Document WH).
8§ Submit completad GA-MED form which indicates beginning and ending
program dates 28 Submit documantation evidencing maintanance of clinical skills
10 Submil CALTO form. since graduation from medical school. Ses ahached instructions
; X 27 Submit praof of professional capacity. See copy of attached
11 Submit ED-MED fomm (certtfication of education). Instructians lor specific information requred to be submitled.
12 Svbmit ED-NON form compleled in its entirety.
13 Affidavits, (ED-AFF forms) musl be completed in aceordance with DPR 28 Have your scores
policy Copy of policy attached. forwarded directly fram
4. Verification of Pass/Fail Exam History—Regusast sppropriate 29. Submil avidanca of remedial training.
board(s} or council{s) to forward official transcsipt of your pasatai -
exam history (FLEX, National Board, USMLE) directy to this Departe (1| \/| *° :;::;I:umMED farm signed by program diractor. walh seal of
ment Must include date and results for each exam attempt. z i
- - . 31 University / HaspRat seal must be affixed to form. (I instrullon
}
15. Submit official premedicalmadical transcript with schoa! seal afixed. does not have a seal, form must be notarized and a fetter on
16 Submit pholocopy of your degres offiical statlonary musi bs attached verdying no seal exists )
17 Submd praof of THulo or Acla, 32 Sign form(s) where indicated
18 Submit praat of Social Service ot Fifth pathway. \ / 33 Submi certificaticn of anginabcusrant ficensure (Supporting
19 Submit proof of E.C.F.M.G. cenification. \|  Document C1) from St e S L)asking Lo
20 Submit copy of avaluslion fann for each of the foliowing cors rolalians, ‘aa sebmil proct lhat you are Board-certified in a specialty.
1 4 35. Submil raatoration questionnalra (Supparling Document RS)
2 5 36 Submit VE form |f in private practice, submd swomn statement
3 attesting to your acliva praclice
J 37 Returning original doecumenis
Other Instructions.

IL456-1588 B4 {LT)




Profession: o

Date; 2-.9- o7 Initials:

DEFICIENCY NOTICE FOR TEMPORARY/PERMANENT PHYSICIAN LICENSURE APPLICATION

TO:

Return this form with the requested matesials to:

State of lilinols

Depariment of Professional Regulation
320 West Washington Street

MED 1

Springfield, lllinais 62786

1 Submil the required fee of § made payable to the
Dapariment of Professional Regulation. This fee is not refundable.

Your application I8 baing retumed for complation of Pant

3. Submil a copy of your mamage cerificate. divorce decrea, or court
order showing changs of name (rom. o

4 All documents in a foreign language must be accompanied by criginal,
notarized transialions by a person other than yourself who 1s fiuent in
both Enghsh and the language of the dotumant(s).

5. Subdmd proof that you are a tawfully admitled atian.

6. You are referred to Step 1, Question #7 of Lhe enclosed application
filng instructions Have appiicable documentation submitled lor each
positive persanal history rasponse.

7 \Whan your application is complela, the Madical Licensing Board wil
raview your qualifications

8 Your application wili ba reviewad ty the Medical Licensing Board
on

9. Submit compleled CA-MED form which indicates beginning and ending
program dates

10 Submit CA-LTD form.

11 Submit ED-MED fom (certification of education)

12 Submit ED-NON form compleled in s enlirety,

13 Affidavits, (ED-AFF forms) must be completed in accordance with CPR
' policy Capy of policy attached

14 Verfication of Paas/Fall Exam History—Reques! appropriats
board(s) or council(s) to farward official transeripl of your pass/fai
exam history {FLEX, Nalional Board, USMLE) ditactly to Ihis Dapant-
mant. Must include date and results for each exam attampt

Submit official premedicalmadical transcript with school seal afixed

&,15

16 Submit photocopy of your degras

17. SubmA proof of TAulo or Acta.

18 Submit preof of Sacial Service or Fifth pathway
19 Submit proofl of E C F.M.G. cerification

21 Complate AF-MED form (Centification of Affiliation). Submil
alang with coples of affiliation agreemant(s) from the (ollowing
hospital(s)

1
2
3
4
5

23 Afidavit of verbal affilistion agreement. Ses attached for
specific information thal must be submilted.

24 The Department is unable to varify completion of 54 months of
combined premedical and medical educatian  Submit proaf in
the form of official educational documents verlfying you mael the
minimum education raquiremsnts.

25. Submit a list of your work experience from
to You must
account for sntira time parod sincs graduation from medical

schogl (Supporting Docurment WH).

26 Submit documentation svidencing maintenanca of clinical skitls

since graduation from madical school. See alached Instructions

27 Submit proof of profess-onal capacity. Sea copy of altached
instructians for specific information requirad to be submitted.

28 Heave your
forwarded d recily from

scores

29. Submit evidence of remedial training

Xao

Submit TH-MED form signad by program direciar, with seal of
ereidl(Se e 3 /)

University / Hospilal seal must be affixed to form  (If instilutlon
does not have 6 seal, farm must be notarized and a letter on
offical stationary musi ba allached venfying o seal exists.)

|32

Sipn (omm{s) where indicated.

A2

Sybmit canification aof original/current lioen;we (Support
Documant CT) from_Jilaslhiurdo.s { Sce 73 !

20 Submuit copy of avaluation farm for each af tha following core rotations
1 4
2 5
3.

34 Submit proof that you are Board-certified 'n & specialty.

15 Submil restaralion questionnaire (Supporting docurnenl RS}

36 Submit VE form. Il in privata practice, subme sworn statement
attasbing to your active practica.

37 Return.ng ariginal documents.

Oiher Instructions:

1L485-1588 594 (LT)




(DO NOT USE THIS APPLICATI

- 0l

10743

ON FOR RENEWAL OF AN EXISTING LICENSE)

150000408

IMPORTANT NOTICE: Completion of this form is required by
720j>f the lllinois Compiled Statutes Dlsclosure of information
is mandatory. Furnishing by applicant SF false or fraudulent
information or failure to provide pertinent information constitutes

DO NOT SUBMIT APPLICATION

APPLIC, TIALM EAD OTATE

CONTROLLED Sl GITTLER, MANDY LYNN MD
04-29-03

—————

grounds for denying such applicatics: or revoking any registration
issued pursuantto such application. This form has been approved
by the Forms Management Center.

S BEEN ISSUED! CONTR DBY: NON-EXAM

ISSUED TO A ]

Every person who prescribes or dispenses any
controlled substances within the State of lllinois
must obtain a license issued by the Department of
Professional Regulationin accordance withthe lllinois
Controlled Substances Act.

A separate controlled substances registration is
required for each place of professional practice or
business where controlled substances are stored or
located.

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

PfﬁR ?gploeser
Type or print legibly with b/~ -

0 2603
The fee is $5 - Make che )

Regulation THIS FEE IS N
336069798

required for each registrat

Disclosure of yourU.S. soc
This disclosure i1s mandate y
social security number will be provigea 10 the Lepanment Of Hublic Ald to
assistin the identification of persons who are more than 30 days delinquent
in complying with a child support order.

Submit application and fee to:

Department of Professional Regulation
320 West Washington, 3rd Floor - CMU 2
Springfield, lllinois 62786

[ First Time Appiicant [ Additio

CHECK A BOX INDICATING THE APPROPRIATE INFORMATION REGARDING YOUR APPLICATION.
(Do not use this form to renew existing Registration)

nal Location (separate office where drugs are stered)

PART I: Application CategoryInformation

TR R
L% S P 1

-

T PROFESSIONAL NAME 2 PROFESSIONAL CODE - Check applicable box 3. LICENSURE METHOD | 4 FEE
0319 Dentist 4536 Physician o
Controlled Substances 0316 Podiatrist 0390 Veterinarian Registration $5
PART II: Applicant identifying Information e
T NAME  LAST FIRST MIDDLE | 2 TITLE (6. MD, OD.etc) | 3 UNI  STAT cociel =
O 111en M aniny LANN M D
4. PERMANENT MAILING ADDRESS CITY STATE/COUNTRY ZIP CODE COUNTY
C/L/ CQ%O T /(/574’
5. NAME OF BUSINESS AND LOCATION (STREET/ICITY ' 6. MAIDEN OR GIVEN SURNAME, OR ANY NAME(S)
/ZIP CODE) WHERE DRUGS ARE STORED AND
CONTROLLED SUBSTANCES LICENSE IS TO BE ISSUED NI

/F'Qy\n Qd ?a/bk~j| LOOC'

7. TELEPHONE NUMBER WHERE YOU MAY BE REACHED DURING THE DAY

200 M. LlaSalie Work (£ 0C) 280-F 192
O W(_og_go Area Code
)
Home (
IL QQ_E‘.LQ"'_ —_ Area Doge
et . . . = FEE
PART il :Professional Activity $5
Practitioner - Check and complete one of the following. BNDD Number: Tyﬁé: Suffix:
Professional License Number — D
. .~
zDentist 019 - X/
- i Addmonal Card
Physician 036 _Jc333 2 Schedule Codes: APR '.g [‘ ?{]fﬁmctlon Code:
OPodiatrist 016 - - . ,“l IT(]
OVeterinarian 090 - p R [ L _
Issuance Date . .
{Month/Day/Year) PR

Drug Schedule: (Circle the schedules for which you arg applying)
/D) cﬁj‘@@ GLw |

1L486-0500 05/00 (

Application for State Centrolled Substances Registration - Page 1 of 2




e
--- AR
- - e

R N N L B A f e R R o L O N - o ST . ..
;PART IV:._Personal History Information:(7his part must be ¢ompleted by all Appiicants) | YES|NO

1 Have you ever beeh_Eherged dr convicted of any drug related criminal offense in any state or in federal cout? #

yes, attach a statement for- &4ch conviction including dates and place of conviction, nature of the offense and if /

appllcable the date of drscharge fmm any penalty imposed.

2 Have you had or do you T [ v h ny disease or condition that interferes with your ability to perform the essentual

functions of your professron ‘mclhdmg any disease or condition generally regarded as chronic by the medical /

community, i.e., (1)- mental orlemotlonal disease or condition; (2) alcohol or other substance abuse; (3) physical
disease or condition, that presently y interferes with your ability to practice your profession? Ifyes, attach a detailed
statement, including an explanation whether or not you are currently under treatment.

3. Have you been denied a professional license or permit or privilege of taking an examination, or had a professional
license or permit ever disciplined in any way by any Ilcensmg authority m lllinois or elsewhere? If yes, attach a
detailed explanation. .._. .. L

ney e st SR,

Sk '<
4. Have you ever been drscharged other than honorably from the armed service or from a city, county, state or federal
position? If yes, attach-a detailed- explanation.

5. Has any previous registration held by the applicant under the Controlled Substances Act been surrendered,
suspended, revoked! denied: placed on probation, or is pending action? If yes, attach a detailed statement for each
action, including dates and place of incident, and the nature of the offense.

NIAN

=

PART V: Chiid fS"ij‘{:b”'d’ﬁ-%l’ﬁ'fé‘rmation' (This:part must be completed by all applicants:):

Every licensee is requlred by Iaw to respond to the followmg question regardless of whether or not he or she is subject to a child
support order:

Are you more than 30 days delinquent in complying with a child support order?
(NOTE: fycu are npt sutyect to a child support order, answer "no.")
<
-
Ina dance with 5 Compiled Statutes 100/10-65(c), applications for renewal of a license or a new license shall include the
applicant's Social Security number, giid the licensee shall certify, under penaity 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
statemoent may subject the licefisee to clmtem pt of court. , .

P‘;’I,'-., ;.{)f}l

e e

||'k351

| hereby apply for.. an. llinois Controlled Substances Registration in accordance with the lllinois Controlled
Substances Act. | certrfy that I have answered all questions on this application to the best of my knowledge.

Pt A

l/

Am/3 200 SMQ\“' ~ Mandy én-r—ru:&

" ~Date of Application e of Applicant

;o .re of Applicant

My signature above authorizes the Department of Professional Regulation to reduce the amount of this check if the
amount submitted’i is; not correct | understand this will be done only if the amount submitted is greater than the
required fee hereunder but m no &Vent shall such reduction be made in an amount greater than $50.

n»\ ,., 4 A T KA
SRS SR A

-~ “Application must be completed in its entirety.
If not completed;-it will be returned to the.address noted on frent of application.

4L.486-0500 05/00 (LT) .. S
) s

ZToPTS Ty F

Application for State Controlled Substances Registration - Page 2 of 2
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APPLICATION FOR STATE

CONTROLLED SUBSTANCES REGISTRATION

glich application or revoking any registration issued pursuant to such

IMPORTANT NOTICE: Completicn of this form is required by 720 ILCS 5701 &t. s8q. (lllinois
Compiled Stamutes). Disclosure of information is mandatory. Furnishing by applicant of false of
fraudulent information ot fallure to provide pertinen! information constitutes grounds for denying

application.

FOR OFFICIAL USE ONLY

Lic#: (p_oq((pwq

GITT
/2372012

y
SSN

Disclosureof your U.S. social security number, if you have one, is mandatory, inaccordance with 5 lilinois 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, arto
the lllinois Department of Revenue to identity persons who have tailed to tile a tax retum, pay tax, penalty or interest
shown in a filed return, or to pay any final assessment or tax penally or interest, as required by any tax Act
administered by the lllinois Department ot Revenue, or to other entities for verification of identification.

PART I[: Application Category Information

1. PROFESSIONAL NAME 2. PROFESSIONAL CODE - Chack applicable box 3. UCENSURE METHQD| 4. FEE
0319 Dentist “BI336 Physidan
Controlled Substances 0316 Podiatrist 0390 Vetarinarian Registration $5

PART li: Applicant Identitfying Information

LICENSE IS YO BE ISSUED

1. NAME  LAST ARST MDDLE |2 TITLE (eg. MD. OD., etc)
G TR Manoy L. MD
4. PERMANENT MAILING ADDRESS CITY STATE/COUNTRY

Clig T v#

5. NAME OF BUSINESS AND LOCATION(STREET /CITY /STATE / 2IP CODE) WHERE DRUGS ARE STORED AND CONTROLLED SUBSTANCES

ZIP CODE

3. UNITED STATES SQOCIAL SECURITY NO.

COUNTY

b 1Y

Nehonal Hallliove 7405 N f)n.vws;z—«]_ﬂ-?@mia pAysS

8. If you will not be storing or dispansing controlled
substances, check the box below. Your licenss will
be issusd to your permanent mailing address.

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

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

8 TELEPHONE NUMBER WHERE YOU MAY S8E REACHED DURINGQ THE DAY

Work (773 ) 25 2-3LOD

FAX (133 ) 2S¢&-

031D

Area Code

Home
Area Coda

Area Code
FAX ( )

Asea Coda

PART {lI: Drug Schedule

j PART IV: Professional Activity

Circle the schedules for which you are applying:

O @@ @

Practitioner--Check and complete one of the following:

Protessional License Number

0 Dentist 019 -

/_f Physician a6 - jOIAR -
Q1 Podiatrist 016 -

Q Veterinarian 090 -

It 4R8NSNHN QM9 1T

Ammlaat.an dar Cratm Martendlmd © it mnevmme Do e o ol e Do

LN Be ]



PART V: Personal History Information (This part must be completed by all Applicants) YES | NO

1. Have you been convicted of any ciminal offense in any state or in tederal court (other than minor traffic viclations)?
It yes, attach s certifled copy ol the court records regarding your conviction, the nature of the offense and date o!
discharge, If gpplicable, as well as a statement from the probation o parole office.

2: Have you been convicted of a felony?

3 I yes, have you been issued a Certificate of Relie! from Disabiiities by the Prisoner Review Board? If yes, sttach
a copy of the certificate.

4. Have you had or do you now have any disease or condition that interfares with your ability to pertorm the essential
tunctions of your profession, including any disease or condition generally réegarded as chronic by the meadical
community, 1.8, (1) mental or emotional disease or condition; (2) alcohol or other substance abuse; (3) physica!
disease or condilion, that presently interferes with your ability to practice your profassion? [f yes, attach a detailed
statement, including an explanation whether or not you are cumently under traatmant,

NEANNES

5 Have you been denied a protassional license or pemit, or privilege of taking an axamination, of had a professional

license or permil disciplined in any way by any licansing authority in [linois or elsawhare? It yas, attach a detailed e
explanation.

6 Have you ever been discharged other than honorabty tfrom the armed service or from a city, county, state or federal
position? I yes, attach a detailed explanation. /

PART Vi: Child Support and/or Student Loan Information (every applicant is required by law to respond to the
foilowing guestions)

1. In accordance with 5 lllinois Compiled Statutes 100/10-85(c), applications for renawal of a license or a new license shall incdlude
the applicant’s Social Security number, and the licensee shall centify, under penatty of perjury. that he or she is not more than
30 days delinquent in complying with a child support order. Failure to certify shall resutt In disciplinary action, and making
a false statement may subject the licengee to contempt of court.

Are you more than 30 days delinquent in complying with a child support order? Yes D Nom
(NOTE: If you are not subject (o a child support order, answer “no.")

2. In accordance with 20 lllinois Compiled Statutes 2105/2105-(5), "The Departmant shall deny any license or renawal authonzed
by the Civil Administrative Codse of llinois to any person who has defaulied on an educational loan or scholarship provided by or
guarantsed by the llinois Student Assistance Commission or any governmental agency of this State; however, the Department
may issue a license or renewal if the aforemantioned persons have established a satistactory repayment record as detanmined
by the lilinois Student Assistance Commission or other appropriate governmental agency af this Stata.” (Proot of a satistactory
repayment record must be submitted.)

Are you in defaull on an educational loan or scholarship provided/guarantsed by the lllinois
Student Assistance Commission or other govammental agency of this State? Yeas [:] No

PART Vi:  Certitying Statement

I heraby applytor an lllinois Controlled Substances Registrationin accordance with the lllinois Controiled Substances
: ered all questions on this appfication to the bast of my knowledge.

‘}J(O LL_

n J‘. gnatwe of Applicant

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

iL48B-0500 0908 (LT) Agpplication tor State Controlled Substances Registration - Page 2 of 2




