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IMPOR'I“-"!NT NOTICE

Complation of this form is necassary
for cor~idaration for licensure under | DEPARTMENT "OFF .
Chapre: 1117 of the 1llinois Revised Attention: Min e

Statutes. This form has beanapproved 320 West Nashington Street,
by tha Forms Managiment Canter. _ Seringtinld, IMinois. mas

;

ﬁ&ﬂh
APPLICATION FOR LICENSURE UNDER THE_TMEDICAL PRACTICE ACT

IN THE BLOCK BELOW, CHECK TYPE OF LICENSURE FOR WHICH YOU ARE APPLYING AND THEN THE BASIS UNDER
WHICH YOU ARE APPLYING,

Type of Licensure: U’l{hysician-Su rgeon [ ] Osteopath [ 1Doctor of Chiropractic
Basis of Licensure: [ 1Flex Endorsement [ /]‘ﬁaﬁonal Board Endorsemant I ] Examination
[ 1Fiex Examination [ ] LMCC Endorsement { ] National Board Diplomate
{ ] Reciprocity ‘ 2 ' { } Reciprocity

All candidatez for licensure must complete-the following. False or mis. information iseipli
I:ck po e o il ¢ Isading may be cause for disciplinaty.acton on the grounds of ¥

1. PRINT NAME AS IT SHOULD APPEAR ON CERTIFICATE (Limitedto 20 | 2. SOCIAL SECURITY NUMBER
characters first name, middie inltial and 20 characters ladt name)

— 1 12 Duignmo—rn of number is nat mendatory—used only to smun

il
. . it ! s — =
D i, l‘ﬁ 2 e":*é_‘"" ;LTSS 7 | TOEAtification, accesyibillty, and sccuracy of the appticadon:
o e —— ; i g b
3. HOME' STREET ADDRESS al aivy 8., FOUNTY 6. STATE, 7. Z1? CODE
B. INTENODED STREET ADDRESS 9. CITY 10, COUNTY 11. STATE 12. 219 CQDE
‘J, /L‘L: ——— e SR SRR TR o gveeaes T &

T13 TELEPHONE NO. {Area Code) | 14. PLACE OF BIRTH.. .. 15.1PATE OF BIRTH {Montn/Day/Year} | 16. AGE

EDUCATION — Official transcripts must be submitted with this application,
17. COLLEGE EDUCATION (Do not inchide medical schoaling.)

NAME OF INSTITUTION  LOCATION (City ana State) DATES OF ATTEMDANGCE | CREOIT HOURS
Pavk fonnd Col/ s Champh - From 7- 77 ) Semester
cj!. Lc¢. To If: - ? 11 Quarter
NAME OF INSTITUTION I.OCATION (City and State) DAT F ATTENDANCE | DATE OF GRADUATION
R AR Wb mp 7 From% " 7Y .
T rois To (-7 b & G
18. MEDICAL COLLEGE OR UNIVERSITY — Exactcopy of diploma of safd insvtution must be attached.

NAME OF INSTITUTION LOCATION (City and State) DATES OF ATTENDANCE

bNVagihy o f ek
‘-—.‘.______——‘L-'— ) ¢
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NAME OF INSTITUTION LOCATION (City and State}
NSty o7 .. eay .
v osty e L S
fhery i d
TYPE OF DEGREE GRANTED NAME OF INSTITUTION GRANTING DEGREE )

,_{v-\/dvg'-}-y o T e

M. D,

9 SPECIALTY /AESIDENCY TFIAINING — For applicants desiring licensure as a physician-surgeon.,

NAME’ OF ' INSTITUTION LOCATION.(Sityand State} i VFE OF PROGRAM: T WR‘A'ITENMNCE
Cepk Coun £y [ remgs EC. TAtew~ 538 lErom: 7~
5, Ha"r o el ; TO‘ Wy = ;‘
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hu. PERSONAL M . of the following sty TV o Betailed expisnation must be

Do you hold al of the other he BF TR, STATE 47 1L,

i e *
Hawve you Wh'i Ofurﬁﬂci!, or-the privilege of taking an examination, before any State
Madical Board? 17 yes, the State Medical Board must submit a certified statsment of the charge and its disposition.

At you now, or hawe you ever been sddictad to or excassively used alechal, narcotics, barbituratas,
or habit-forming drugi? et A

1f the answar is yos 1o sither of the following, attach & stamement from the treating psychiatrist snd a copy of his
doerd cervificavion or, if he is not board-certified, his curncukim vitae.

1. Have you sver besn a patient (voluntarily or otherwise) in any institution for the treatment of
mental or emotional iliness, drug sddiction, or inebriaty? "

2 Have you ever been trested, but not hospitalized, for mental or emotional iliness, drug addiction,
ot insbriety?

Have you ever besn convicted of any criminal offansals) in IHinois or in another state or in federal
court {other than minor tratfic violations)?

Have you ever been denied hospital staff privileges? /F yes, please attach an explanation from the hospital
adrhinistrator,

Da you haue any physical impairment or disability that could interfere with your ability to practice
your profession?

Have you sver applied for a certificate of registration as a physician-surgeon or chiropractor?

Have you sver written a licensura axaminaticon to practice medicine and surgery or chiropractic in
Vilinois or any other state? /f yes, complate the following:

List statais) in which you took examination Type of Examination Taken | Date of Examination

Have you ever been licensed as a physician-surgeon or chiropractor in litinois or in another state?  /f yes, ><
complem the following and attach a certification of ariginal licensurs, with stat seal affixed, '
List statels) in which you Dates of Licensure . Has license avar beert revaked
have ever been licensed, | Licensa Number [===prom To Is license current? | o oinerwise disciplined? . |

L 1YEs [ INO i JvES [ InO

{ TYes [ INO [ 1YES t INO

f IYES [ INO [ 1YES [ InC

state oF_ T/ finodc
countyor (oD

| hereby certify that | personally completed this application and that the. answers

appearing hsreon ars true and correct to the best of my knowied'geaz_md beljef.-

B IPIIEAREE T L FIF ARATA- s g tinr STeegemas) L

. i o&7 = NOTARY
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NAME ——
DEPARTMENT OF REGISTRATION AND EDUCATION S
MEDICAL SECTION CHECKLIST AT ST
r GRS | FEYS | mcc | Erim |enoanse | anenn | ares | non | cent
1. Basis of Application XI
2. Fee—Amount Received X
3. Pers. History Statement \( N/A
4. Application Notarized 3(
5. Work Exparience
6. Name Change Papers 0:\)
7. Photographs
8, ldentity Statements N/A civteeke,  £20F N/A N/A
9. 3 Physician Affidavits A?/(ZLJ NIA
10. College Transcript ) Y N/A
11. Prof. Transcript N x N/A
12. Prof. Diploma--Copy L"GLK) X N/A
13. Translations l(‘)\ ; NiA
14, Completed by Hospital | N/A N/A N/A N/A N/A N/A N/A N/A
15. AMAI'AIOA Hospital N/A N/A N/A N/A N/A N/A N/A N/A
16. AMA/Dept. Hospitai N/A N/A N/A N/A N/A N/A N/A N/A
17. Clinical Training — 4 N/A N/A Mo N/A N/A
18. Clinical Training —12 N/A N/A X N/A N/A
19, Clinical Training Waiver | _ N/A N/A N o N/A N/A
20. American Board Spec. | N/A N/A N/A N/A O~ N/A N/A
21. Curriculum Vitae N/A N/A N/A N/ A N/A I\iIA N/A N/A
22, Request for2¢ N/A N/A N/A N/A N/A N/A N/A N/A
23. 100 CME Hours N/A N/A N/A N/A N/A N/A N/A N/A
24, Current License N/A N/A ¥ | N/A N/A
25. Cert. of Original State | N/A L VA N/A
26. Cextificate of Health N/A N/A N/A N/A N/A N/A N/A N/A
27. National P.A. Cert. N/A N/A N/A N/A N/A N/A N/A N/A
28, P.A. Exam Accepted N/A N/A N/A N/A N/A N/A N/A N/A
29, Exam Grades Pas N/A N/A
EXAMINATION DATE
[ ] Not Eligible { }Not Eligible [ 1Not Eligible
}LI Efigible [ ] Cummittee Review | [ ]Ehgible [ | Comm. Review | [ ]Eligible | 1 Comm. Review
o COMMITTEE DATE
Initials A Dat; il Initials Date Initials Date

RETAKE REQUIREMENTS:

{ ] Fee — Amount Recewed $
( 1Eligible to retake examination
Date scheduled

Required to retake days/subjects:

{ ] Not eligible to retaks examination — Reason

[ 1MNeeds Further Education
[ 1Other

Initialy —

Date

IL 486--0269 7/81 (MD]




STATE OF ILLINOIS Enter alt applicabla information.

Department of ﬁff#pf.ﬁ No.

" Registration and Education DB1 No.
Full name before marriage

Attention: Medical Section
320 West Washington Street, 3rd Floor Social Securl _
Springfield, lilinois 62786 Socis) Security No. E—— o
Zoewd ONLY 1o et K identificetion, Zu-uﬁry t:"mmm ot

{Use lypewriter or print with pressure}

NAME : ﬂ‘_&_ﬁ_’ =

n i_ Female
CITIZENSHIP: At birth: (L ¢ 4
MEDICAL DEGREE: Title of degree (M.D., M.B.-B.S., D.O,, other) ANDY Date conterred ./ Z£ O _

MEDICAL SCHOOL: {School{s) attended) (Location) {Dates) {No. of school yrs.}
(Precise name) (£ £ Voy Sitz e F1llr

Cohocosn T, 74— RO [
SECONDARY SCHOOL,
COLLEGE, UNWVERSITY __ [/ NS e~S - b7 zi% T e,

HOSPITAL TRAINING: Hospitai{s) Location Pogition{s) Dates

R (pré Cooh, Ly envgn Fredsmq Ja0 —G- ¢
.}'/I‘Séﬂ ta r[/

13Hd SIHL 30 S3140I V11V NuNliy 35V3IVd

{ ) LNIWISHOONT 08 TLVN [ I WYXT X3

Vdd¥ AHVNINI

Are you & Diplomate of the Natioral Board of Medical Examiners? Yes _><__ No
Are you certified by an American Specially Board? Yes No
Board(s) with date(s)}:
Licensure: Name the state or states in which you have received an unrestricted Lcense to praclice medicine and
state whether by examinatior}\gg neﬂgorsement. {Give License No(s}.)

m
r
[
k]
m
4
=)
=
R
-]
m
z
m
z
=1

Have you ever taken an E.C.F.M.G. examination? Yes No2X _ Date(s)—_______ []Passed []Failed
Have you ever taken a FLEX examination? Yes_ Nox Date(s) [ Passed (] Failed
Have you ever been refused admission to a recognized medical or osteopathic organization, or has any disciplinary

action been taken against you by such an organization or by any licensing or registering authority?

Yes No q[‘_ {}f answer is “Yes," explain fully on a separate sheet of paper.)

I hereby certify that the information given in this application is true and accurate to the best of my knowl-
adge and belief. | hereby authorize the State of Illinais or its licensing or registering authority to transmit 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 Medical Examining Commit-
fee appointed or otherwise constituted pursuant to statute and the Federation of Stale Medical Boards of the
United States, Inc., or any of them, when written request is made to such State or such authority for such infor-

mation and such writing states that such information is o be used exclusively in connection with licensure to prac-
t.ce medicine or any problem (describing it) related thereto.

{ }ALIDOHHOAY

‘03H1S3d NOILYDIT4dY TVIWHOL 40 3dAL { %) HIIHI 'NOILI1ANOD NOdN NOILVIL

! a Netary Public, DO NOTE: Accompanying this preliminary application must be two phe-
’ " it/ * tographs taken within the past six months. They should be at least

6 passpore size 122 x21Val and be signed on the reverse by the
HEREBY CERTIFY, that MO applicant,

appeared before me this day in person and acknowledged that he

signed the above instrument as a free and voluntary act, for the uses
and purpases therein set forth, / fp m

Given under my hand and official seal, this 4_____7__:.._——T——_
Signature of Applicant

//-/& 5 )

! Date

(4D 157)




IMPORTANT NOTICE

Carmalerion ot this form is required
for spplicant to be comidered for
* licensure under Chapter 111 of the
INinols Revised Statures. This form
has baen approved by the Formis
Management Canter,

DEPARTMENT OF

REGISTRATION AND EDUCATION

STATEMENTS OF IDENTITY

TO BE COMPLETED FOR APPLICANTS APPLYING FOR REGISTRATION
AS A PHYSICIAN-SURGEON ONLY.

INSTRUCTIONS TO APPLICANT: Pleass attach a photograph in the space provided on this form. This form must
be nomplated by two licensed physicians who can attest to your identity and
submitted with your application.

~SNnAN—"TN

“4Zmam=-Pr-A®

This is to certify that |, _Dnuﬁ_&_n___{u.:m_ﬁmﬂﬁ_—— am personally acquainted with

Print name

—_DAv\O ALvEv TASEK , who is applying for licensure as a physician-surgeon in

the State of lllinois, and | hereby attest that the attached photograph is a true likeness of him/her,

)éLwé/ A ééé/Z{HW

S tura of Physiclan

State of Licansure

o2o00o0mo

/ ~ZmaIm=-{ -l

This is to certify that {, ma f‘?ﬁh m e m Q S S , am parsonalty acquainted with

Print name

—Da /8 } C/ A //\fﬂ —ﬁé i , who is applying for licensure as a physician-surgeon in

the Stata of Hlinois, and | hereby attest that the attached photograph is a true likeness of him/her.

IL 486-0267 7/81 (MD)
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IMPORTANT NOTICE

Completion of this form is required DEPARTMENT OF REGISTRATION AND EDUCATION
:;r q:piica:; m‘j’: cansi;i:;ed} f?‘r

gnsure under Chaptar of *he
lliinoiz Revised Stanstes. This fam CERTIFICATION OF CLINICAL TRAINING
hus been approved by the Forms

Management Center,
NAME QF APPLICANT

{11 applicanie)

' -

This is to certify that the above-named applicant has satisfactorily completed

months in a program of

P -
specialty/residency training from J;'QL_K‘_ to _M__ﬂ.l___ at the foltowing hospital.

NAME OF HQOSPITAL

Cook County Hospital

NUMSER AND STREET SEAL OF

HOSPITAL
CITY, STATE, AND ZIF CODE

SIGNATURE OF MEDICAL DIRE

CTOR
11/16/81 onra '

Bl L 485-0265 7/81 (MD)
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This is to certify that I, am personally

acquainted with DILV Y T A Z-b';/ , who is applying

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

I1linois; that I hereby attest to the educatiomal background of Dr.

T & fer , who graduated from Ce-;w'vw;,g_,{ T, pic
and was issued the degree and diploma of Doctor of Medicine on the & day of

VU a2 , '35 ¥(J); and that Dr. 74’"694/

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

Dr. T4 ben 's applicatioa for a licemse te

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

hereto a'ttached photograph is a true likeness of Dr. TI‘}’AW

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

I

State of Illinois Medical Certificate No.

3, - 13
—i("—z%u%qm?mﬁn !

State of Illinois in the County of

)
Subscribed and sworn to before me this _II'_-__ cday of ¢ . ¥ 19..3]_

1

My Commissidn ...

NOTARY PUBLIC

expires:




IMPORTANT NOTICE

Comgpletion of this forn is required DEPARTMENT OF

:;: appisdant to ge cansiderad for
rsura under Chapler 111 of the

Ilinois Revised Statutes, This form AREGISTRATION AND EDUCATION

hes been approved by the Forms

Management Center,

STATEMENTS OF IDENTITY

TO BE COMPLETED FOR APPLICANTS APPLYING FUIR REGISTRATION
AS A PHYSICIAN-SURGEON ONLY.

INSTRUCTIONS TO APPLICANT: Please attach a photograph in the space provided on this form. This form must
be complemd by two licensed physicians whn can attest t your identity and
submitted with your application.

\

This is to certify that I, Cail Shipmat , am personally acquaintad with
Print namae

Daand T ahes . who is applying for licensure as a physician-surgeon in

E
i

R
S
T

the State of IHlinois, and | hereby attest that the attached photograph is a trus likeness of him/her.

4 ZmEam-HAP-H®

This is to certify that |, ﬁ LTC N ‘/d o é‘ . am personally acquainted with

Print name

DAy 1D TRB3C T~ , wno is applying for licensure as a physician-surgeon in

+he State of lllinois, and | hereby attest that the attached photograph is a true likeness of him/her.

oZoOomw

/ “AZmEmM- P-4

1L 486-0267 7/81 (MD)






