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FOR OFFICIAL USE ONLY

APPLICATION FOR
LICENSURE AND/OR EXAMINATION

IMPORTANT NOTICE: Compistion of this form s necessary tor consideration for icensure
under 225 of the |linois Compliad Statutas. Disciosure of this Information Is VOLUNTARY.
However, fallure to comply may resuft in this torm not belng processad.

The lollowing materials are required to make Application for Carefully follow all steps outlined on tha INSTRUCTION SHEET. In
Licensure and/or Examination In linols: addition, note the following:

1. Four page APPLICATION FOR LICENSURE AND/OR A. Type or print legibly with black ink onty.

EXAMINATION. s 8. FEES ARE NOT REFUNDABLE.
2. INSTRUCTION SHEET, which gives step by slep ; i i
application ctions for your prolession. C. Disclosure of your U.S. social security number, i you have one, is

mandatory, in accordance with 5 lllinois Compiled Statutes 100/10-
65 to obtain a license. The social security numbar may be provided
to the llinois Department of Public Ald to identily parsons who are

3. REFERENCE SHEET, which gives dstailed coding
Iintormation for your protassion.

4, SUPPORTING DOCUMENTS, forms, and/or any other more than 30 days delinquent in complying with a child support
documentation you may be required lo submil with your ordar, or to the Illinois Department of Revenus to identity persons
application. who have {alled to file a tax ratum, pay tax, penalty or interest shown

5. If the name shown on your supporting documents is difter- [n a filed retum, or to pay any final assassment or tax penalty or
ont from that shown on your applicalion, you must submit interesl, as required by any tax Act administered by the lllincis
PROOF OF LEGAL NAME changa - copy of marriage Department of Ravenue, or to other entitias for verification of
license, divorce decree, alfidavit or court order. ldentification.

LETING [TEMS 1 THROUGH 4 _
2. PROFESSION CODE hucm%:ﬂ; METHOD F 4. FEE
COeptarics o - | $300
Physician 0 3 6 2xl.m 11etyon
B. CHECK BOX INDICATING THE APPROPRIATE INFORMATION REGARDING YOUR APPLICATION
This is the first time ) have made application lor this {1 My application tor this profassion had previously besen
protassion in lMinots. denied in lilinols. | am reapplying since { have futfiled
3 1 have previousty made application for this profession in additional requirements.
(llincis. Howevear, my previous application axpired and | am CJ 1 have previously made appiication for this profassion in
now reapplying. linois. Howaver, | am now applying under new statutory
O other: language.

PART U:  Applicant ldentifying Informstion—You must notify the Department of Financial and Professional Regulation -
Division of Professional Reguiation and/or Continental Teating Sevvice in writing, of any address changes aftar you
file this application in order to recelve any further information.

1. NAME LAST FIRST MIDOLE 2. TITLE (6.9.. MD., D.0.S., eic.) | 3. UNITED STATES SOCIAL SECURITY NO.

WOODHA-MS' Fusatem Joa w Mmd _

4, PERMANENT MAILING ADDRESS STREET CITY STATE/COUNTRY

) CITY  STATE/COUNTRY 2IP CODE COUNTY
5841 S. Maryland Ave., M/C 1052
Chicago, Igino:ls : 6506 371470  Cook
8. MAIDEN, GIVEN SURNAME, OR ANY NAME(S) UNDER WHICH SUPPORTING 7. MOTHER'S MAIDEN NAME
DOCUMENTS WILL BE SUBMITTED. (SEE INSTRUCTIONS #5 ABOVE)
S m ‘d V] N
8. PLACE OF BIRTH  CIVY STATE/COUNTRY 10.AGE
_ : 14 [FFemale
Tutnem Cl WS Y T O wMale
11. TELEPHONE NUMBER WHERE YOU MAY BE REACHED 12. PREFERRED e-MAIL
Work:(123 )702-6760 Home:(______)__ _—_ _ _ _
{Area Code) {Araa Code)
Fax: (7.7.3 )702-0861 Fax: (____ _)__
{Area Code) (Area Code)

L485-1019 G086 {LT) APPLICATION FOR LICENSURE ANDYOR EXAMINATION - Pege $ of 4
Additional application forms can be downloaded from the IDFPR Web site at www.idfpr.com.



PART |ll: Education Information
1. PREUMINARY EDUCATION (Elementary and High School or G.E.D. Clrcle number of years compiated)
Graduated Received
12345678910 W12 4 5chool? [TYes CINo OR GED.? [lYes [INo
2. NAME OF LAST PRELIMINARY SCHOOL | 3. LAST PRELIMINARY SCHOOL LOCATION 4. DATE OF Gmoumoi 5
ATTENDED _ ‘ (Chty and State) o 8 /| )
allﬂﬁ _EOOH!-”‘ Hﬁ'h Sﬂlﬁac, “Tiationm AB’EONA' Month Yoar
. COLLEGE OR UNIVERSITY (Circle number of years compietad]
1230958 b Graduated? [ Yes [ONo
8. COLLEGE OR UNWVERSITY NAME LOCATION DATES OF ATTENDANCE TYPE OF
(Undergraduate and Graduate) {City and State or Country) FROM 10 DEGREE EARNED
' Month/Y ear MonthvYear
‘T'r.'mf\, Co flfje, Rafq-wol , T 4 [1994 | & /z 0o, B.S-
Universidy of Arigone | Tueson, Az 3oz [Slaeer | mp
7. SPECIALIZED TRAINING (Residency, Professional Training, Vocational Treining, Practicat or Clinical Tralning)
LOCATION DATES OF ATTENDANCE | Did You Complete
INSTITUTION NAME (Clty ang Stato or Country} FROM TO Training?
. - £risf MontvYeer Month/Year
ety of 4 01 Yes O3 No
Bostar U\m'\!thdv, -BQ)W' M A {plzoo? Larraat 3 Yes [BNo
2 |20 Yodie,
[ Yes O No
0O Yes [ No
J Yes [ No
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PART V:  Record of Licensure information z
m
i you have ever been licensed to practice the profassion for which you are now making application, or held a related license, "_:,
complate the information requested below. If you have sver held a temporary, trainee or apprenticeship license, or a permit, | B4
it must be listed here also. In addition, the INSTRUCTION SHEET enclosad with this Application package may instruct you e
to have Certification(s} of Licensure in other state(s) prepared and submitted in support of your application {contact other | |4
state(s) regarding possible fee). You must also list all other licenses held in lilinois, howaver, certification of licensure from | I
liinois is not required. Failure to disclose all licensas held may result in denial of your application or other appropriate action. | ki
STATE PROFESSION NAME | ucewse numser | OATEOF f LCENSE STATUS | (&
State of Original Licensure , E?L
M @ Pesident 233440 bl2s (23] active <
State of Current Livensure where you 5\
most recamtly have bean practicing. .
mAa 2esident 233440 0l1s]2003| e 0
Other States of Licensure -l;\
S
o
T
N
-
wn
w
=

(1t agditional space Is needed, attach a separate sheet.)

PART V: Record of Examination

if you have aver taken a licensure examination in illinois or any other state for the profession for which you are now making
application, you mustcomplete the information requestod below. EACH EXAMINATIONATTEMPT MUSTBE SHOWN. Failure
fo disclose an examination attempt may result int the denial of your application or other appropriate action.

NAME OF EXAMINATION STATE MONTH/YEAR EXAM RESULTS | el
USmeg  STep | AZ 6 (1005 [pior |8
WS meg STep 2 ck Az 1200 |pasco S
Wmeg ST B LS A [200F | pugses D
Womee Step 3 MA 2[2019 | Yaged B

LY
1

(i additional space 15 needed, attach a separate sheet.)
1L4856-1019 0308 (LT) APPLICATION FOR LICENSURE AND/OR EXAMINATION - Page 3 of 4




PART VI: Personal History Intformation (This part must be completed by all appficants) YES

1. Have you been convictsd of any criminal olfensa In any state or in federal court {other than minor traffic viotations)? If yes, aftach &

cartifiad copy of the court reconds regarding yout conviction, the nature of the offense and date of dischame, if applicatie, as wel as
a statement from the probation or parole office.

2. Have you been convicted of a telony?

NO
/
v

("

3. liyes, have you been issued a Certificate of Rallet from Disabliities by the Prisoner Review Board? If yes, aftach a copy of tha certificate.

4. Have you had or do you now have any disaase or condltion that Interfores with your abifity to perform the essential functions of your
profassion, inchading any disease or condition generally regasded as chronkc by the medical community, i.e., (1) mental or amotional
diseage or condition; (2) eicohol or other substancs abusa; {3) physical dissase or condiion, that presantly intarfores with your abiity

to practios your profession? If yes, aftach & detallod statement, inchuding an explanation whether of not you ara aarently under
treatment,

\

5. Have you been denied a profassional Boanse or permit, or privilege of taking an axamination, or had a professional licensa of parmit
disciplined in any way by any ficensing authority in liinols or elsowhere? If yas, attach a detalied axpianation.

\

6. Have you ever been discharged other than honorably from the armed service or from a city. county, siate or federal position? if yss,
attach a detaded expianation.

\

PART VII: Examination Coding information (This part Is for axamination appiicants only)

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

a) CHART Il-  Select examination(s) you desire
and enter Tast Codes.

b) CHART lll-  Select the examination site you desire and anter Test Center Code: I:D:lj
c) CHART V-  Find your School of Graduation and anter school coda: t )

d) Record the number of timas you have taken this exam in lllinois or any other state: CD

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

1. In sccordance with 5 [Enols Compiled Statutes 100710-65(c), applications tor renewnl of a licensa or a new license shal include the applicant's
Social Security number, and the Bcensee shall certify, under penatty of perjury, that he or she Is not more than 30 days delinquent In complying
with a child support order. Fallurs to certity shall result in discipliney action, and making a false statemen! may subject the licensee to
contempt of court.

Are you more than 30 days delinquent in complying with a child support order? Yeos D No B
{NCTE: if you are not subjact {o a child support order, answer "no.”)

2.  In accodance with 20 Dinols Compiled Statutas 2105721054(5), "The Depanrneni shall deny any icense or renewal authorized by the Civil
Administrative Code of (llincls to any person who has defauitad on an educations! loan or schotarship provided by or guaranteed by the 1Dnols
Student Assistance Comrmission or any governmental agency of this Stata; however, the Department may lssue a Beanse or rengwal if the
atoremontioned parsons have established a satistactory repayment record as detarmined by the Ilinois Student Assistance Commission or other
appropriate governmental egency of this State.” (Proof of a satisfactory repayment record must be submitted.}

Are you in default on an educational loan or scholarship provided/guarantead by the 1linois
Student Assistance Commission or gther govermmental agency of this Stata? Yos D No E/

PART IX: Certifying Statement

Under penalties of perjury, | declare that | have examined the application and all supporting documents submitted by me in
connaction therewith, and to the best of my knowledge, they are true, correct, and complete.

Febpoory & 201/
Da

4

te

| UNDERSTAN AT FEES ARE NOT REFUNDABLE. My signature above authorizes the Department of Financia! and Professional
Regulation lo reduce the amount of this chack if the amount submitted is not comrect. | undarstand this will ba dona only il the amount
submiltad is greater than tha required fee hareunder, but in no avent shall such reduction be mads in an amount greates than $50.
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IMPORTANT ROTICE: Complation of this form SUPPORTING DOCUMENT
Is necassary for consideration for flcensure

wnder 225 ILCS 60/1 . (iinoks Compliod

Statiios). DICIOSUTS. of 15 Dorn Is CERTIFICATION OF TN _M E D
VOLUNTARY. However. fallure to complymay | POSTGRADUATE CLINICAL TRAINING

resull In this form not being processed. (OPR)

APPUCANT . Complete.the applicant section. :The remalnder of this: form must be completed by the postgraduate
R - training program director of the Insﬂmﬁon at which. .you.completed your treining.

1. NAME LAST FIRST MIDDLE 2 DATE OF BIRTH 3. SOCIAL SECURIMTY NUMBER
WooDta ms ELISABE7H  Jopa/ _mL

4. ADDRESS STREETY, CITY, STATE, ZIP CODE 5. REFER TQ REFERENCE SHEET. Rocord profession name snd three
I e

. MAI OR GIVEN SURNAM P

: ® : Phyfic 4 030
Profezsion Name Profession Code

7. ILLINOIS TEMPORARY LICENSE NUMBER (if epplicable) 8. ISSUANCE DATE

'Il

PRy

. Jmeme e POSTGFMDUATE CLINICAL TRAINING PROGRAM DIRECTOR o g
‘Compfots the remafnder of this. fon'n : RETURN: THE COMPLETED FORM DIRECTLY TO TME APPLICANT.

This is to certify that the above-named applicant satisfactorily completed _ T “4 “{ months of postgraduate dinical

trainingin Quostecvles omnasl Giyweeco =L\
{Name of Bpoeciaity Program)
from__06 J1g | 200%F to__ 02 /2‘4/10“ at the following hospital:
" MWDDAYYYY MDDV YYY

Hospitat: _ Doshovy WAV v & Hm:) Wweclipaat C-cniev
Number and Street: IS E Conesdol SE , LY & oov W
City, State and Zip Code: LBO-S"L‘O/\} MM A OZNY

I further certify that at the time of such tralning the program was accredited by:

%’ the ACGME [J the cFPC, RCPSC o FMLAC (Canadian Programs)
the AOA [ not accredited in the US o Canada

e y -
Name of Postgraduate Clinical Training Program Director: aV -t WA

Signature of Postgraduate Clinical Training Program Director:

Date of this Certification: 2/ 2“1 ’ !

University/Hospital

SEAL TelephoneNo: _ (617 ) Hiy - <199

(If no seal, attceh lenter on leiterhead
stating no seal existy,)

IL485-1335 1006 (MD)



Commonwealth of Massachusgts
Board of Registration in Medicine

200 Harvard Mill Square, Suite 330
Wakefield, Massachusetts 01880
(781) 876-8200

DEVAL i. PATRICK Enforcement Division Fax: {781) 876-8381 STANCEL M. RILEY, JA. MD.
GovEANOR Legal Division Fax: (781) 876-8380 EXECUTIVE DIRECTOR
TIMOTHY P. MURRAY Licensing Division Fax: (781) 876-8383

LIEUTENANT GOVERANOR

Verification of Limited License

FFebruary 24, 20011

To Whom It May Concern:

This is to certify that Dr. Elizabeth J. Woodhams has been granted a limited license
number 233446 to serve as a Resident in Obstetric and Gynecology and authority to
practice medicine only st Boston Medical Center. Service at the hospital began on June

25. 2007 and will expirc on July 1. 201 1.

Qur files comain no derogatory information on this physician.

Staff Member. Boardio
Michael J. Cox

Scal

Please be advised that the aboye mformation i< based entirely on exammaunen of our open and closed
complant files, as well as post-1986 disciplmary actions, 1t is not based on a review of the applicauon for
Jteensure. renewal of Hicensure or any reports that the Board 1s reguired to recerve by statute {(from courts,
msurers, hospatals, ee..).

[¢ share senficanons imued-No|j

O Visit Qur Website Al: htip://www.massmedboard.org



Commonwealth of Massachusetts
Board of Registration in Medicine

200 Harvard Mill Square, Suite 330

Waketield, Massachusetts 01880
(781) 876-8200

DEVAL L. PATRICK Entorcement Division Fax: (781) 876-8381

GOVERNOR Legal Division Fax: (781) 876-8380
TIMOTHY P. MURRAY Licensing Division Fax: (781) 876-8383
LIEUTENANT GOVERNOR

CERTIFICATE OF LIMITED REGISTRATION

(under G.L. c. 112, Sec 9)
License Number: 233446

This is to certify that Elisabeth J. Woodhams, M.D. has been granted Limited Registration to serve as Resident with
authority to practice medicine onty in Boston Medical Center and affiliates. Service at the hospital begins on 6/25/2007.
Expected date of completion of program will be 7/1/2011, This license automatically terminates at the end of each academic
year, unless the condition for annua! issuance are met pursuant to 243 CMR 2.02 (2).

THIS CERTIFICATE DOES NOT ENTITLE Elisabeth J. Woodhams, M.D. TO PRACTICE IN THE ABOVE HOSPITAL
AFTER 7/1/12011

Chair, Board of Registration in Medicine

Secretary, Board of Registration in Medicing

Board Approval Date(s)
6/20/2007

372812008

3/5/2009

3720/2010






