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" || WPORTANT NOTICE: Campistion of this form
.| = necessary for consiceraion for icensure Un-

This lorm has been spproved by the Forms
Management Canter.

The following materials are
for Licensure and/or Examinati

1. Four page APPLICATION| FO mesm
OR EXAMINATION.

eMT OF P

2. INSTRUCTION SHEET, which tlvnr
application instructions for your pfafaulon

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

4. SUPPORTING DOCUMENTS, forms, and/or any other
decument.tion vou “may obe required to submit with
your apuiication.

NFOR
R EKAMINATION

114 dxt!med on the INSTRUCTION
ET. In ;Qdidonjnota the following:

- ———

iy m* with black ink only.

mﬂ ul'J‘ VRLYE
.1 The licensure and application fee are NOT refundable.

C. Disclosure of Social Security number is not mandatory.
It is used only to ensure identification, accuracy and to
expedite processing of your application.

D. If the name shown on your supporting documents is
different from that shown on your application, you must
submit proof of legal name change - copy of marriage
license, divorce decree, affidavit or court order.

1 This is the iirss *im«~ I have made application for
this protession in Illiciois.

] 1 have pieviously made application for this profession
in Ilinois, However, my previous application expired
and I am now reapplying.

[ Other:

CHETK BOX INDICATING THE APPROPRIATE INFORMATION REGARDING YOUR APPLICATION.

] My application for this profession had previously been
denied in Illinois. I am reapplying since I have fulfilled
additional requirements.

[J I have previously made application for this profession
« inJllinoiss Mowever, | am now applying under new
statutory language.

3 uc FMSURF ME THOD

0N Exdrn « Nation

: : v ey
IR RN "4._...}.,.»..,“- biasins;
Lot i i age Gl %

2 TNTLE(eg.MD. 00S,ez) ' |3

QLA MELISSA LY MD
4. PERMANENT MAILING ADDRESS STREET CITY STATHCOUNTRY ar COUNTY
5. BUSINESS ADDRESS  STREET CITY STATE/COUNTRY 2IP CODE COUNTY
—_— e — — — e — —
8. MAIDEN, GIVEN SURNAME, OR ANY NAME(S) UNDER WHICH SUPPORTING DOCUMENTS WILL BE SUBMITTED
(SEE D ABOVE)
7. PLACE OF BIRTH cITY STATE/COUNTRY 8 DATE OF BIRTH 9. AGE
Month Your D*q'
10. TELEPHONE NUMBER WHERE YOU MAY BE REACHED
work (— )= nome NN
Aren Code Aroa Code

H486-1010 182 (LT-A)




PAGE TWO

PRELIMINARY EDUCATION (

%\ -

P e

. Graduated Received
12345678910 1012 High School? [Yes CINo OR GED? [dYes CINo
2 NAME OF LAST PRELIMINARY SCHOOL 3. LAST PRELIMINARY SCHOOL LOCATION 4 DATE OF GRADUATION
ATTENDED = = (City ano Stme)
C?EC‘(?E oW Dy oy AS 1HnegfeN Pl "Q;m'b" /_97-'1
4 COUWEGE OR UNIVERSTY (Cirde number of years compieted) ¥
12345678 Graduated? [ Yes [No
8 COULEGE OR UNIVERSITY NAME LOCATION DATES OF ATTENDANCE TYPE OF
(Undergracuate and Gracusts) (City and State or County) FROM 10 DEGREE EARNED
MonthY ear Moty sar
Y Y ‘ ) AN, CT 1D % BA
lale Univarsihy New, ARV EN, 3 |21
\
EU:DZD ':}u’h\JJ_AQII‘\‘P} C/R-"?.-ri.'- [f.ﬂfq]l'ulmd Cf 2] t"\\aq MA
HWARVARD UniNeisd  BOSTuN  MA 9|99 IEES ™MD
i T
7 SPECALUZED TRAINING (Resioency, Professional Trainng, Vocational Training, Practical or Clinical Training)
- INSTITUTION NAME o~ "'“i“':"c T:io‘ umm::ce Dﬂ}'_wcon'?m
== MontY ser Monv'Y ser
[ Yes [ No
0 Yes I No
[ Yes [ No
[ Yes [ No
[ Yes ] No
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complete the information requested below. If:

it must be listed here also. In addition, the UCTIO S T 10, 4 Ap, ion package may instruct
you to have Certification(s) of Licensure in other state(s) pnpa‘udcm in support of your application (contact
other state(s) regarding possible fee). You must alsolist all other Illinois, however, certification of licensure
from Illinois is not required. Faduutodmloxalfhcem mu&mdmmlofymappumbnoru&er
appropriate action.

STATE PROFESSION NAME UCENSE NUMBER DATE OF ISSUANOE ‘m.m ! -'mr:

S0 of Grignes Liosneurs

Sante of Current Licensurs whers
you mor! recently heve been
pracic ..

| Other Jtacee of Licenaure R ——— -y

s ¢

e s —

¢ Of NI

sul
v"\r'

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

Ifyou have ever taken a licensure examination in Illinois or any other state, for the profession for which you are now making
application, you must complete the information requested below. EACH EXAMINATION ATTEMPT MUST BE SHOWN.
Fallure to disclose an examination attempt may result in the denial of your.application or other appropriate action.

NAME OF EXAMMATION STATE iimnwm EXAM RESULTS
i . ¥ (Passed, Falled, ADsent)
Mt~ USMLE PapT T | Ma. . Jolow. ql PASSED

(¥ additional space Is needed, atiach a separate sheet.)




1. Have you been convicted of any criminal offense in any state orin federal court (other than minor traffic
violations)? If yes, attach a statement for each conviction including date and place of conviction, nature V,r
of the offense and if applicable, the date of discharge from any penalty imposed.

2. Do you now suffer, have you suffered from, been diagnoseq'& 7
or condition which is generally regarded by the medicall cAins
emotional disease or condition; (2) alcohol or other substancy &
presently interferes with your ability to practice your prof
including an explanation whether or not you are currentl

oic, j.e., (1) mental or
: Lseorcondit.ionthat ’
i detailed statement, v

hder treatmet
rt‘l&@of uﬁ;@“ enminat.ioﬁ, orhada
i ’ somim [¥inois or elsawhere? J

e armed service or ﬁ'on]n city, county, state

3. Have you been denied a professional license or permit, or
professional license or permit disciplined in any way by an
If yes, attach a detailed explanation.

4. Have you ever been discharged other than honorably from
or federal position? If yes, attach a detailed explanation.

5. Are you a U.S. citizen OR a lawfully admitted alien of the United States? /

| PART VR EXSMINaton LOo

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

TEST CODES
a) CHART II - Select examination(s) you desire
and enter Test Codes.
TEST CODE
b) CHART III - Select the examination site you desire and pritall 11V.) Sﬁm
Test Center Code. BB N6 JONICH34I0N Awd
¢) CHART IV-  Find your School of Graduation and enter i l _' 1
school code. - v
EXAM A
d) Record the number of times you have taken this exam in Il
or any other state.
e) Do you authorize the Depanment to release your Licensure
Examination Scores to the education program from which

graduated? [Jves [INo

Under penalties of perjury, | declare that | have examined the application and all supporting documents submitted by me in
connection therewith, and to the best of my knowledge, they are taua, comrect, and comgplete.

W8 3N SVIL D e |
ORI NS 30KI0ns0db ANd |
LSB0 504 T 0% B 1N |

I 2 itns
/ of Apphcant Dats

You must notify the llepartment of Professional i ental Testing Service in
xxiting, of any address changes after you file this apglication in o to ve any further informa-
tion regarding your application.

PRINTED BY THE

THE STATE OF (LLINOIS
05-92/58,975/P.0. #X19808
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SUPPORTING DOCUMENT

IMPORTANT NOTICE: Compistion of

\his form is necessary for consideration CE ﬂTIFiCATE OF ACC EPTANCE

for licensure under r of the

lulnl:)l:l::vl.m::a:::::“lnlnl :mmlnn FOR C A = M E D

been approved by the Farms Manage

mant Center, SPECLALTY H’ RES'OENCY _PHOGR.AM =
J o o1 U277 171! 4]

NOTE: An applicant shall not commence specialty /residency training béfore he or the hospital /institution receives writlen notice of the approval

of his application from the Department of Professional Regulation

. Comphees th mm of this form, then forward it to the hospital /institution that has sccepted you for spacisity/rasidency
training, for complation of the remainder of the form.

LAST FIRST MIDDLE 2. DATE OF BIATH m
Gilliam, Melissa Lynn _ ’

ant ay ar
4. ADDRESS STREET, CITY, 5T = P co Y e REIER TO REFERENCE SMEET. Racord profession name and three digit
prafession code Tor which you are making HHinois application,
"}\"'\ul_u-!\
6. MAIQOENM OF GIVIEN SURNAME Tem;mrary Licensure 125
Frofession Name Prolession Code

.."'w"'".v *’”*m of this form and meturn it to the spplicant.

A NOSE TAT (INS ITUTION NAME T'B. BEGINNING DATE
University of Chicago Hospitals 06 , 24 , 93
Manlh -Dly- , Y‘!.ﬁ -
& BUSINESS ADDRESS ~ STREET, CITY, STATE, ZIP CODE ' O. ENDING DATE === = T )
5841 S. Maryland Ave., MC6040 |
Chicago, IL 60637 | 06 30 / 96
Month Day v aar
- BUSINESS TELEPHONE NUMBER L} SPECIALTY / RESIDENCY | G. YEAR OF POSTGRADUATE
NAME | TRAINING
Aveii Code { 312 ) .?02 = 6337 . Surgery -. PGY 1

| do hereby deciare that the above named applicant will be accepted for specialty/residency training as indicated above if, subsequent
to the evaluation of medical education and/or clinical skills by the Department of Professional Regulation, the applicant is found to be
eligible for licensure,

roglam Director

Bruce L. Gewertz, M.D.

Print Name of Program Directar

SEAL Chalrman, Dept. of Surgery
Program Dir., General Surgery Residency
Tilie T

March 23, 1993
Dale

1LABB-0272 1/89 (MD)




IMPORTANT NOTICE: Compietion of BUPPORYING Cenromant

this form s necessary for congtaeration

i Thts Farve e CERTIFICATION OF EDUCATION ED- MED

been approved by the Forms Manags ‘ H

,Nm cmtror. g : q _g ] l U 2 / | .

| AFPLICANT: Compiost the apaiicnnt wetion of this farm, than forwerd It o the school for compietion of the remainde! of the form

1. NAME LAST FIRST MIDDLE ? DATE OF BIATH ) SOCIAL SECURITY NUMBE R

aa? I(__LI/Q‘ m ME LJSSQ L‘Ynﬂ Mantr Day Year

1 127 — +

A A TREET CITY STATE 21P CODF_ s AEFER TO AEFERENCE SHEET Amcord protession name and three gigi
risfgssicn coge Tor which you arg making ihinoos application

lf,m? '?PL-:T.‘ GAN Licumsve- L S

n Name Profession Code

—

7. NewE GF wSTITU (ION ATTENDED T8 DATE OF GRADUATION/COMPLETION

0 /
kﬂﬂ_UﬂQ—l} ‘UH‘VE'ZSl"{ \l "-'{-' :!l,-o ?Mrs

I hereby authoniz~ a s bool atficial of the institution named above 1o furmsh 1o the Hhinoes Department of Professianal Rl'udh'ﬂl(;i.
or 11s desigi 1ted testing sor. .ce the information reqguested below

M hnner. S,‘,o(«. Marcln 25,193

| scHooL oOFFiCIAL: mammdmuunmﬁ then returm to the applicent.

A NAME OF INSTITUTION B ADDRESS OF INSTITUTION STREET CITY STATE ZiPCODE
25 Shattuck Street
Harvard Medical School Boston, Massachusetts 02115

T INDICATE YEAR BY YEAR THE DATES OF ATTENDANCE !N

COLLEGE {Both pre.medical ang medical education must be inLluded | Votal academic years attended D‘:I —= =
OR Yeary Monthy Days
fotal calendar years attended
From 09 07 , 89 1, 08 31,90 Vesrs Womims Davs
Montr Bay Year Montn Day Yea I IYPE OF DEGRIF OR CERTIFICATE awARDED
From 09 01 90 To 08 31 9l
Montr [ 3 Year Maonth y Year
- o . . =S oy Anticipated degree: M.D.
From 09 01 91 To 08 31 7 ! — -
Montt Flay Year Mot Day Year P OODATE Tval DEGREE OR CERTIFICATE REQUIREMENTS
NERE MET
from 09, 01 , 92 1y, pregent
Monir Day Yuar Montt Davy fear N& 10 93
Mot Lia s ‘ua
From To | .
Wanih Day Y ear Mantr Day vear oAtk Tnar piGril GEXTENRRERREREL ConFERRED
{s expected to be
Fr(]rr- Tl]
Mantr Yay v ear Cay vma 06 10 93
(Y T Ciay wa
M CHECH THE APPROPRIATE STATEMENTIS) AND COMPLETE
A;“-,:jr'an'[ has QFJ(ludl'('(! on Apphcant higs completed prograrm o
. Mantr Day Vea M UL Ciay Year
g " .
X Applicant will graduate on 06 10 )3 X | Apphcant will complete program o 06 10 ‘ 93
Mante Clav Year Mantt Day Year
IF FOUCATION PROGRAM WAS COMPLETED IN LESS THMAN THE NOWRRMOL ALguiRLy Timt PLLASE L xPLAIN

14861426 2/69 (MO} Complste the Reverse Side of this Form
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IMPORTANT NOTICE: Completion of

this form is necessary for conmderation lor
licensure under Chapter 111 of the lllinois
Ravised Siatutes, This form has been ap-

proved by the Forms Management Center U

WORK
0 |

HISTORY
27

) | b

SUPPORTI NG -_DOCUMHN'I'

WH

iié:-?--

’ 'APPLICANT: Compleie Work History. If you have never been employed you may stop at bax 8. You are authorized to
photocopy this form If additional spacé is required,

I. NAME LLAST FIRST

GlebiAM  MELISSA Lyl

MIDDLE

1 DATE OF BIRTH 1

Month

Jay

SOCIAL SECURITY NUMBER

4. ADDRESS STREET, CITY, STATFE, ZIP CODE

5 REFER 10 REFERENCE SHEET

Record profession name and three

digit profession code for which you are making Ilinois application.

7
Profession Name

L zs

Profession Code

6. M DF . GIVF = SORNAME

! CHECK HERE IF YOU L}

HAVE NEVER REEN

I’M!*I.I)YI‘I)K

DATE FORM COMPLETED

with graduatiin.

19. RECORD WORK ! ISTORY CHRONOLOGICALLY - Complete Waork Iistory beginning with present employment and concluding
" ou st account for the entire time period including periods of unemployment and volunteer work, etc.

A. NAME OF BUSINFSS/INSTITUTION

—BP-trerdAT— AR D WO MEN'S HOSP:

ADDRESS “TRIEi, CITY, STATE, ZIP CODE

S B toTgRTEe AL Lo Toli (A
ozire |

SUPERVISOR NAME

jon Ty

"DISCRIFIION OF DUTIES PERJ

e |

ORMED

[CANG it t—

TRy [P ET. NS
SRR Ve e

| DATE OF EMPLOYMENT/ HOURS WORKED PER
ATTENDANCE WEEK
From —- 1 B
Mon Day ear TYPE OF EMPLOYMENT
To > ~ S T
Mooth Day  Veat (] Full-time [ Part-time
TOTAL TIME WORKED (Yr./Mo.)
—

I B NAME OF BUSINESS/INSTITUTION

ADDRESS STREET, CITY, STATE, ZIP CODE

SUPERVISOR NAME

HOURS WORKED PER
WEFK

DATE OF EMPLOYMENT/
ATTENDANCE

From

Month Day Year TYPE OF EMPLOYMENT a

‘-H—ﬁz—r-{-é—-':H— |

Month I-ur“ Year

To

IPart-tiume

] Full-time |

TOTAL TIME WORKED (Yr./Mo.)

OB TITLE

DESCRIPTION OF DUTIFS PERFORMED

TLABS-1071 7/90 (LT-A)

COMPLETE THE REVERSE SIDE OF THIS FORM
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STATE OF ILLINOIS =~ == - *

. DEPARSRGNT OF PROFESSIONAL REGULATIQN

NIKKI M. ZOLLAR a
DIRECTOR

MAY 15, 1993

Junlv27491 .8

DEAR MELISSM 7 GILLIAM MD

Your application for temporary licensure in Illinois has been
approved and the license has been forwarded to the clinical
training facility where you have been accepted for residency
training. This license was issued with a beginning date of
06/24/93. assuming you remain in the training program listed
below, this license will be valid until 06/23/96.

PROGRAM: SURGERY TRAINING
TRAINING FACILITY: UNIV OF CHICAGO HOSPS

Please note that utilization of this license is limited to
only the training program listed above. It may not be used

for any clinical medical practice which occurs outside the
residency program; i.e., "moonlighting." Further, should you
transfer to a different residency program within this training
facility or to a program in another institution, you must
reapply to the Department for a temporary license specific to
the new program. This temporary license is not automatically
transferable from one program/institution to another.

Applications for temporary licensure transfers must be filed
with the Department at least 60 days prior to commencement of
the new program, You are not eligible to begin a new training
program until your current temporary license has been returned
to the Department and a license has been issued for the new
program.

Please be aware that the Medical Practice Act sets forth the
appropriate use of the temporary license and any violation of
that Act may result in disciplinary action by this Department.

1f you have any questions concerning the limitations of this
license or the procedures to transfer your temporary license,
please contact me in writing at the Department of Professional
Regulation, 320 West Washington Street, Springfield, I1 62786,

Sincerely,

pPat Eubanks, Manager
Medical Unit




-2+ ) IMPORTANT NOTICE: Comgietion of this form ls nec-
7 ‘e8tary for cos for Bcermure under 228 of the

Sisiutes (Chapier 111 of the Wincls APPLICATION FOR

Revised Swaes). Disciosurs of this informason s

i S g ecacsontl, T o o 0w LICENSURE AND/OR EXAMINATION

aQproved by !he Forma Managemen!  Canter.

The following materlals are required to make A;:pl&ionan ! i'énrl&ﬂyéwll n*:ouﬂno;'ontholNSTRUCTION SHEET.

Licensure and/or Examination in lilinols: In addition, note the following:
1. Four page APPLICATION FOR LICENSURE AND/OR A. Type or print legibly with black Ink only.
EXAMINATION.
B. The licensure and application fee are NOT refundable.
2. INSTRUCTION SHE.E;T“.‘r y:harb:mlmn step by slep C. ure of : - ie not il
" ’ used only to ensure identlification, accuracy and to expedite
3. REFERENCE SHEET, which gives detalled coding processing of your application,
NP D. Mthe name shown on your supporting documents s different
4, SUPPORTING DOCUMENTS, forms, and/or any other from that shown on your application, you must submi proof
documentation you m.», - required o submit with your of legal name change - copy of marriage license, divorce
applicatic. decree, affidavit or court order.
b
| A._SEE REFERENCE SMEE:, OHA'iT), PRIOR TO COMPLETING ITEMS 1 THROUGH 4
1. PROFESSION NAM: 2. PROFESSION 3. UCENSURE METHOD 4. FEE
~ CODE "
TEMBRARY Physluan Liciung | 2 5 NENEKARA AT 0N $ 100-00

8. CHECK BOX INDICATING THE APPROPRIATE INFORMATION REGARDING YOUR APPLICATION

] This is the first time | have made application for this [CJ My appiication for this profession had previously been denled

profession in lllinois, In Ilinols. | am reapplying since | have fulfilled additional
[ have previously made application for this profession In Repa———.

ve o

liiinols. ‘:om my previous application expired and | am ] I have previously made application for this profession in lllinols.

now reapplying. However, | am now applying under new statutory language.
[ Other: ind TRANSFER Q i

Pevipvs TeMMpoRwazy LILENSE e\ 3,UC

nollfy the

& MADEN, GIVEN SURNAME, OR ANY NAME(S) UNDER WHICH SUPPORTING DOCUMENTS WILL BE SUBMITTED
i (SEE D ABOVE)

4 7. PLACE OF BIRTH cITY STATE/COUNTRY

— Month

Ao TELEPHONE NUMBEA WHERE YOU MAY BE REAGHED

Work (%é;_‘z:)i_o__%_"_lgﬂha_ Home |

ANea Code

A0 W96 L)
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['#you have ever been licensed to practios the profession for which you ar now making application, or held a rlated icenss,

O B el o O Lo Sacides o s A oo pachtge (g Atabectyou
to have Certification(s) of Licensure in other state(s) prepared and submitted in support of your application (contactother state(s)

regarding possible fee). You must also list all other licenses held in lliinois, however, certification of licensure from lllino’s is not
required. Failure to disclose all licenses held may result in denial of your application or other appropnate action.

UCENSE STATUS

STATE PROFESSION NAME LICENSE NUMBER DATE OF IBSUANCE (Actve, Lapeed, o)

Swusn of Originel Licanaure TEMPORARY

LLLINGIS phjs;rmm Licens o ¢l4193

Staie of Current Licensure where
YOou Most recandy have been
pracang.

Other Giales of L/ answrr

Nyoummmlmumm

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

in Minols or any other state, for the for which you are now making
application, you mustcomplete the information requested below. EACH EXAMINATION ATTEMPT MUST BE SHOWN. Fallure
ndsduamumwnawmymmmmdodenpﬁawnwonpmpdm action.

NAME OF EXAMINATION STATE MONTH/YEAR EXAM RESULTS
nmeeE L M A t[9¢ | Parma
NMBE I M A e /13 Poread
Us M LE IL. 2/94 Porrsid

mmmmuum,-mmmmmuu

HABS-1019 &84 (LT)
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April 3, 1995

State of Illinois
Department of Professional Regulation

To whom it may concern

" am writig (v request reactivation and transfer of my temporary license for the state of
[Minois. It was issued with a beginning date of 6/24/93 for surgery training at the
Unusersity of Chicago Hospitals

I spe: one year at the University of Chicago from June of 1993 until June of 1994
Having decided to change specialties, I will begin a program in obstetrics and gynecology
in June of 1995 at Northwestern University In the intervening year, | have earned a
Viasters in Public Health at the University of Illinois and have been employed as a
molecular virology researcher at Northwestern University

Thank you for your time and consideration

Sincerely,

I

Melissa Gilliam //
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- 'DEPARTMENT O FESSIONAL REGULATION
~ _NIKK! M. ZOLLAR
DIRECTOR

MAY 15, 1993

a1 02731 .8

g

DEAR MELISS? ' GILLIAM MD

Your #pplication for temporary licensure in Illinois has been
approvec and the license has been forwarded to the clinical
training facility where you have been accepted for residency
training., This license was issued with a beginning date of
06/24/93. Aissuming you remain in the training program listed
below, this license will be valid until 06/23/96.

PROGRAM: SURGERY TRAINING
TRAINING FACILITY: UNIV OF CHICAGO HOSPS

Please note that utilization of this license is limited to
only the training program listed above. It may not be used

for any clinical medical practice which occurs outside the
residency program; i.e., "moonlighting." Further, should you
transfer to a different residency program within this training
facility or to a program in another institution, you must
reapply to the Department for a temporary license specific to
the new program. This temporary license is not automatically
transferable from one program/institution to another.

Applications for temporary licensure transfers must be filed
with the Department at least 60 days prior to commencement of
the new program. You are not eligible to begin a new training
program until your current temporary license has been returned
to the Department and a license has been isgued for the new
program.

Please be aware that the Medical Practice Act sets forth the
appropriate use of the temporary license and any violation of
that Act may result in disciplinary action by this Department,

If you have any questions concerning the limitations of this
license or the procedures to transfer your temporary license,
please contact me in writing at the Department of Professional
Regulation, 320 West Washington Street, Springfield, I1 62786,

Sincerely,

Pat Eubanks, Manager
Medical Unit
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Northwestérn University Medical School

Graduate Medical Education Robert M. Vanecko, MD
Assoccsate Dean

Wurd Building 9-332

3003 East Chicago Avenue Lca] Gutgon, @) *

Chicago, Hinos 60613008 Assistant Dean
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April 10, 1995

Ms. Patricia Eubanks

Unit Manager

Illinois Department of Professional Regulation
hgdica! Uit

320 'W Washington Street, 3rd Flr.

Springtield, Illinois 62786

RE: Melissa Gilliam, MD
s&#

Dear Ms. Eubanks:

1 am writing to request that the Illinois temporary medical license for Melissa Gilliam, MD
be reactivated and transferred to the Obstetrics/Gynecology program at McGaw Medical
Center of Northwestern University, effective June 20, 1995. Dr. Gilliam’s original temporary
medical license was issued to the University of Chicago, Surgery program. A letter from Dr.
Gilliam requesting the reactivation is enclosed along with the other documents required by
your office to process this request.

If you have any questions or need additional information, please contact Sarah Curtin at
(312) 503-4536.

Sinc7d’,ﬂ , i
/ L e -

Sharon Dooley, M.D. )
Residency Program Director
Department of Obstetrics/Gynecology
McGaw Medical Center

The McGaw Medical Center of Northwestern Uniiversity
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Amy B
Program Coordinator
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SRl e i STATE OF IBLINOIS '

BEPARTMENT OF PROFESSIONAL REGULATION

NIKKI M, ZOLLAR
DIRECTOR

JUNE 23, 1995

Juol w2701 .8
MELISSA L GILLIAM

SBAR MisLIS5A L GILLIAM MD

Your application for temporary licensure in Illinois has been
approved and the license has been forwarded to the clinical
tra1n1ng fac1‘1ty where you have been accepted for residency
training. This license was igsued with a beglnnlng date of
06/24/93  Assuming you remain in the training program listed
below, this license will be valid until 06/21/97.

PROGRAM: OBSTETRICS GYNECOLOGY TRAINING
TRAINING FACILITY: MCGAW MED CTR/NORTHWESTERN

Please note that utilization of this license is limited to
only the training program listed above. It may not be used

for any clinical medical practice which occurs outside the
residency program; i.e., "moonlighting." Further, should you
transfer to a different residency program within this training
facility or to a program in another institution, you must
reapply to the Department for a temporary license specific to
the new program. This temporary license is not automatically
transferable from one program/institution to another.

Applications for temporary licensure transfers must be filed
with the Department at least 60 days prior to commencement of
the new program. You are not eligible to begin a new training
program until your current temporary license has been returned
to the Department and a license has been issued for the new
program.,

Please be aware that the Medical Practice Act sets forth the
appropriate use of the temporary license and any violation of
that Act may result in disciplinary action by this Department.

1f you have any questions concerning the limitations of this
license or the procedures to transfer your temporary license,
please contact me in writing at the Department of Professional
Requlation, 320 West Washington Street, Springfield, I1 62786.

Sincerely,

Pat Eubanks, Manager
Medical Unit






