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APPLICATIONFOR

LICENSUREAND/OREXAMINATION

FOROFFICIALUSE ONLY .

IMPORTANT NOTICE: Completion of this form is necessary for consideration for licensure
under 225 of the lllinois Compiled Statutes. Disclosure of this inforrrition is VOLUNTARY.
However, failure to comply may result in this form not being processed.

Licensure and/or Examination in lllinois:

EXAMINATION.

application instructions for your profession.

application.

riage license, divorce decree, affidavit or court order.

A. SEEREFERENCE SH

The following materials are required to make Application for | Carefully follow all steps outlined on the INST

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

2. INSTRUCTION SHEET, which gives step by step | ¢ pisclosure of your U.S. social security number, if you have one. s

3. REFERENCE SHEET, which gives detailed coding 10-65 to obtain a license. The social security number may be
information for your profession. provided to the lllinois Department of Public Aid to identify persons
4, SUPPORTING DOCUMENTS, forms, and/or any other who are more than 30 days delinquent in complying with a child
documentation you may be required to submit with your support order, or to the lllinois Department of Revenue to identify

5. If the name shown on your supperting documents is
different from that shown on your application, you must
submit PROOF OF LEGAL NAME change - copy of mar-

EET, CHART |, ORINSTRUCTIONS PRIORTO COMPLETINGITEMS 1 THROUGH4

%‘JCT!‘ON SHEET 1n |
addition, note the following: |

B. FEESARENOTREFUNDABLE. : Nty

3

mandatory, in accordance with 5 Hlinois Compiled Statutes 100/

persons who have failed to file a tax return, pay tax, penalty or
interest shown in a filed return, or to pay any final assessment or
tax penalty or interest, as required by any tax Act administered by
the llinois Department of Revenue, orto other entities for verification

of identification.

e

Licensed Medical Temporary Extensio 1

1. PROFESSION NAME . 2. PROFESSIONCODE 3. LICENSURE METHOD
2 5 Nonexamination

B. CHECKBOXINDICATING THEAPPROPRIATE INFORMATIONREGARDING YOURAPPLICATION
[ This is the first time | have made application for this ] My application for this pgééhnsrggygwusly been

rofession in Illinois.
| have previously made application for this profession in
llinois. However, my previous application expired and [ am 1 | have previously made appjieati - thic profession-in
now reapplying. 'ﬁ oﬁ-'ji:‘ oW sta AP

denied in lllinois. 1 am rea lyin%)s'moe | have fulfilled
additional requirements. AR U 9 2015

lllinois. However, | a|Rno “statutory’
INoIS owever rm& eglﬁ;‘lﬁﬁ ry

language.

fugther

_ MIDDLE
Laursen  Laura Elizabeth

e
o

P AERENETIDAE) 2% 2 8y AT F S AR
eSsionaiRegiilation-Division 11

esaftery Sisfilehi

2. TITLE (e.g. M.D.,.D.D.S., etc.)

MD I

STREET

5. BUSINES

CITY STATE/COUNTRY

820 S Wood Street, MC 808, Chicago, IL, USA 60612 -

ZIP CODE . COUNTY

‘Cook

6. MAIDEN, GIVEN SURNAME, OR ANY NAME(S) UNDER WHICH SUPPORTING 7. MOTHER'SMAIDENNAME ?-
DOCUMENTS WILL BE SUBMITTED. (SEETINSTRUCTlONS #5 ABOVE) N

Rosenbloom Pondel ]

8. PLACE OF BIRTH CITY  STATE/COUNTRY

111, TELEPHONE NUMBER WHERE YOU MAY BE REACHED 12. PREFERREDe-MAIL
Work: ( _8_4_7_ ) _5_3_& _ 2581 Home: ( ) _ ADDRESS(ES)[ifavailable
(Area Cae) - (Area Code)
Fax (31 2)AA0_4 22D  Fax (___)____ —
(Area Code) (Area Code)

9. DATE OF BIRTH

1L486-1019 01/14 (LT)

APPLICATIONFOR LICENSURE AND/OR_XAMINATION- Page 10f4

Additional application forms can be downloaded from the IDFPR Web site at www.idfpi.com.
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. PRELIMINARY EDUCATION (Elementary and High School or G.E.D. Circle number ofyears completed)
Graduated Received
12 ,
345678910 MW ichoor [Wies CINo  OR GED? [dYes [INo |
2. NAME OF LAST PRELIMINARY SCHOOL | 3. LAST PRELIMINARY SCHOOL LOCATION 4. DATE OF GRADUATION
ATTENDED (City and State) 0 6 /2 0 0 3
New Trier High School Winnetka, lllinois Month Year
5. COLLEGE OR UNIVERSITY (Circle number of years completed)
123456 7(8) Graduated?  BYes [INo
6. COLLEGE OR UNIVERSITY NAME LOCATION DATES OF ATTENDANCE TYPE OF
(Undergraduate and Graduate) (City and State or Country) FROM TO DEGREE EARNED
. } ) Month/Year | Month/Year | ;.= =% %
Georgetown University Washington, DC 09/2003 | gg/2007 | BS: .
Northwestern University Chicago, IL 09/2008| 06/2012 | MD" .
7. SPECIALIZED TRAINING (Residency, Professional Training, Vocational Training, Practical or Clinical Training) L
LOCATION DATES OF ATTENDANCE _|Did._You Complete § -
INSTITUTION NAME (City and State or Country) TO v Training?
] ] T . . Moné%ve r Month/Year
University of lllinois at Chicagg Chicago, IL 07/201 current =2 )’cs‘.d No
1 Yes [J No
[ Yes [] No
[ Yes 3 No
3 ves [ N:}’

IL486-1019
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complete the information requested below. If you have ever held a temporary, trainee or apprenticeship license, ora permit,
it must be listed here also. in addition, the INSTRUCTION SHEET enclosed with this Application package may instruct you
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 lllinois, however, certification of licensure from llinois is
not required. Failure to disclose all licenses held may result in denial of your application or other appropriate action.

DATE OF LICENSESTATUS
STATE PROFESSION NAME LICENSE NUMBER ,SSUAN%E (Active, Lapsed, efc.

(1N 9814 9seT) IWYN

State of Original Licensure

I Licensed Medical Temporary 125-061821 TEEE
llinois 6/24/12 Active “E ,

State of Current Licensure where you
most recently have been practicing.

Other States of Licensure

- Ml2grvernd wm‘ A

R Y- T

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

If you have ever taken a licensure examination in lllinois or any other state for the profession for which you are now making }.
application, you must complete the information requested below. EA CHEXAMINATIONATTEMPT MUSTBE SHOWN. Failure

to disclose an examination attempt may result in the denial of your application or other appropriate action.

NAME OF EXAMINATION STATE MONTH/YEAR EXAM RESULTS P
- @]
. (Passed, Failed, Absent) | §3)
w
— 3
Step 1 IL 6/14/2010 =
Step 2 CK I 7/8/2011 -{;
Step2CS IL 8/31/2011 A
A1
t -
Step 3 FL 6/4/2013 B
e
et/
h‘
¥
j —

(K additional space is needed, attach a separate sheet.)
APPLICATION FOR LICENSURE AND/OR EXAMINATION - Page 3 of 4
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1. Have you been convicted of or pled guilty or nolo contendere to any criminal offense in any state or in federai court? Please do not give <
details on minor traffic charges, but do include information relating to Driving While Intoxicated (DWI) charges. if yes, attach a certified J
copy of the court records regarding your conviction, the nature of the offense and date of discharge, if applicable, as well as a staterent
from the probation or parole office.

2. Have you been convicted of a felony?

3. Ifyes, have you been issued a Certificate of Relief from Disabilities by the Prisoner Review Board? If yes, attach a copy of the cer,'tiﬁcaia

4. Have you had or do you now have any disease or condition that interferes with your ability to perform the essential functions of your
profession, including any disease or condition generally regarded as chronic by the medical community, i.e., (1) mental or emotional disease |
or condition; (2) alcohol or other substance abuse; (3) physical disease or condition, that presently interferes with your ability to praciice” P&
your profession? If yes, aftach a detailed statement, including an explanation whether or not you are currently under treatment.

disciplined in any way by any licensing authority in lllinois or elsewhere? If yes, attach a detailed explanation.

5. Have you been denied a professional license or permit, or privilege of taking an examination, or had a professional license or permit J

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

¥ S s [ ~ : AP PRI oy

In accordance with 5 lllinois Compiled Statutes 100/10-65(c), applications for renewal of a license or a new license shall include m_e_-ggplicant‘s_'
Social Security number, and the licensee shall certify, under penalty of perjury, that he or she is not more than 30 days delinquentsi SHiplying
with a child support order. Failure to certify shall result in disciplinary action, and making a false statement may subject the

licensee to contempt of court.

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

2. In accordance with 20 lllinois Compiled Statutes 2105/2105-(5), "The Department shall deny any license or renewal authorized by the Civil

B RV
ey

392545 e T sy

BARTAVII: SHiBN COBInG, INfOLMANONY(LIS paLt 1S\10T XA Gt dORI Ca a0 VAR G it et S W

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

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

b) CHART!II- Select the examination site you desire and enter Test Center Code: I:I:_—.l—_—D -

¢) CHARTIV- Find your School of Graduation and enter school code: r I ‘

d) Record the number of times you have taken this exam in lllinois or any other state: [:D

Administrative Code of llinois to any person who has defaulted on an educational loan or scholarship provided by or guaranteed by the lilinois o
Student Assistance Commission or any governmental agency of this State; however, the Department may issue. a license or renewal if the o
aforementioned persons have established a satisfactory repayment record as determined by the Ilinois Student Assistance Commission or o
other appropriate governmental agency of this State.” (Proof of a satisfactory repayment record must be submitted.) : g
Are you in default on an educational loan or scholarship provided/guaranteed by the llinois y g
Student Assistance Commission or other govemmental agency of this State? Yes [ ] Mo M
!
: : 1 v
AR e, j 2 3 U\
ve examined the application and all supporting documents submitted by me in 11~
owledge, they are true, correct, and complete. : ?
2120\ i
N -
cant 0 Date j-" .. ey
| UNDERSTAND THAT FEES ARE NOT REFUNDABLE. My signature above authorizes the Department of Financial‘and Professional 3
Regulation to reduce the amount of this check if the amount submitted is not correct. | understand this will be done only if the amount A
submitted is greater than the required fee hereunder, but in no event shall such reduction be made in an amount greater.than $50. N

1L486-1019
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IMPORTANT NOTICE: Completion of SUPPORTING DOCUMENT

this form is necessary to accomplish ILLINOIS DEPARTMENT OF FINANCIAL

the requirements outlined in 225 of the

llltnO(s Compiled Statutes. Disclosure AND PROFESSIONAL REGULATION ’

of this information is VOLUNTARY. : ' '

Howgven failure to comply may result - PERSONAL HISTORY INFORMATION

in this form not being processed.

NAME LAST ~ FIRST MIDDLE 4
Laursen .. Laura Elizabeth a_é g

in order for your application to be evaluated, you must respond to each of the following questions: NO |

1.

Have you ever been disciplined (in:duding but not limited to restricted, suspended, or terminated) by any
hospital or health care entity? If yes, attach a separate sheet with complete and accurate explanation.

Have you ever resigned in lieu of discipline or while under investigation that could lead to any restriction,
suspension, or termination by any hospital or health care entity? If yes, attach a separate sheet with
complete and accurate explanation. s

s

Have you ever been denied staff membership or privileges in any hospital or health care facility or hadfsucﬁ

membership or privileges involuntarily reduced, limited, placed on probation, relinquished, denied, revokéﬁ |

(RS TE

or suspended? You must answer yes if any of these actions are currently pending or if you have .
withdrawn or failed to proceed with an application for privileges/memberships. /f yes, attach a separate
sheet with complete and accurate explanation AND request the hospital or health care facility to submit a
report directly to the Department regarding the action.

-

Has your provider status ever been restricted, suspended or terminated by any insurance carrier,
including but not limited to Medicare, Medicaid, Tricare or any private carrier? If yes, attacha separate
sheet with complete and accurate explanation. '

Have you ever voluntarily surrendered a license to practice medicine in any state, country, or U.S. federal
jurisdiction? This does not include allowing your license to expire solely due to non-payment of the
renewal fee. If yes, attach a separate sheet with complete and accurate explanation AND request all
official disciplinary documents including initial complaint, stipulations, orders, agreements or reprimands
be sent directly to the Department.

Have you ever withdrawn an application for a license to practice medicine or any temporary/resident
license in any other state, country, or U.S. federal jurisdiction? If yes, attach a separate sheet with
complete and accurate explanation AND request all official disciplinary documents including initial
complaint, stipulations, orders, agreements or reprimands be sent directly to the Department.

Have you ever been admonished, reprimanded, censured and/or disciplined in any way by any
professional or medical society or association or committee thereof, or by any non-licensing
governmental agency including but not limited to any governmental assistance agency? (Disciplinary
actions include, but are not limited to, any allegations currently pending.) Disclose any stipulation to
informal disposition in response to this question. If yes, attach a separate sheet with a complete and
accurate explanation and request all official disciplinary documents including initial complaint,

stipulations, orders or reprimands be sent directly to the Department.

Certification Statement

amined this Form and all supporting documents and/or information
the best of my knowledge, they are true, correct, and complete. .

Wik

PAVIS

Date

Ny @ uyas

{

IL486-2098 1/14
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information is VOLUNTARY. However, » y
;ao“tutr)ii:tc; 63?021521:? result in this form OF CRIMINAL ACTS TR -
1. NAME LAST FIRST MIDDLE 3. PROFESSIONAL LICENSE NUMBER (if any)

Laursen Laura Elizabeth 123 . —96—1—831 ———

m _ -

Pursuant to 20ILCS 2105-165(a), the Department requires the following professionals to disclose information regarding convic-
tions pertaining to certain offenses. Please check applicable profession. ‘

3 Acupuncturists ] Naprapaths ] Physician Assistants P

L] Advanced Practice Nurses [ Nursing Home Administrators [ Podiatrists RS

[ Athletic Trainers [C] Occupational Therapists [ Professional Counselors ¢

L] Audiologists [] Occupational Therapy Assistants [ Prosthetists

[J Clinical Psychologists [C] Optometrists ] Registered Nurses

[ Clinical Social Workers [ Orthotists [C] Registered Surgical Assistants

] Dental Hygienists [ Pedorthists [] Registered Surgical Technologists

] Dentists [ Perfusionists [] Respiratory Care Practitioners

] Genetic Counselors ] Pharmacists [ Speech Pathologists * '

] Licensed Clinical Professional ] Physical Therapists o 7
Counselors %Physical Therapy Assistants T

[ Licensed Practical Nurses Physicians, including Medical Doctors o ‘ o

[ Licensed Social Workers . (M.D.), Doctors of Osteopathic Medicine T

[CJ Marriage and Family Therapists (D.0.), and Chiropractic Physicians (D.C.)

Any other license issued by the Department under the Acts listed in this Section and the Controlled Substances Act [740
ILCS 40], except for pharmacy technicians, issued to a person subject to the Code and this Part.

1) Are you currently charged with or have you been convicted of a criminal act that requires registration under Yes NQ,;; 5
O WLk

the Sex Offender Registration Act? *
2) Are you currently charged with or have you been convicted of a criminal battery against any patient in the O a_

course of patient care or treatment, including any offense based on sexual conduct or sexual penetration?

3) Are you required, as part of a criminal sentence, to register under the Sex Offender Registration Act? * (I

4) Are you currently charged with or have you been convicted of a forcible felony? * (I | d

If YES to any of the above, attach a certified copy of the court records regarding your conviction, the nature:of the offense
and date of discharge, if applicable, as well as a statement from the probation or parole office. '

Certificati o

examined this Form and all supporting documents and/or information
to the best of my knowledge, they are tru7 forrect. and complete.

212

LS ™= «

Date

IL486-2034 02/13 (crimacts) Page 10f 3

At




* | ! .

IMPORTANT NOTICE: Completion of this form SUPPORTING DOCUMENT

;Szn;iisé;rygorconsiderationfquiqensure under CERTIFICATE OF ACCEPTANCE 5ok
Slaute0. Sicosine ot i mionmaton | FOR CA-MED
VOLUNTARY. However, failure to comply may SPECIALTY/RESIDENCY PROGRAM ; J

result in this form not being processed.

I 2t

B

NOTE: An applicant shall not commence specialty/residency training before he or the hospital/institution
receives written notice of the approval of his application from the Department of Financial and:. |
Professional Regulation. K

APPLICANT: Complete the applicantsection ofthis form, then forward itto the hospital/institution that has accepted
you for specialty/residency training, for completion of the remainder of the form.

1. NAME LAST FIRST MIDDLE 2. DATE OF BIRTH 3. SOCIAL SECUR!TY NUMBER::{
Laursen Laura Elizabeth
4. ADDRESS . STREET, CITY, STATE, ZIP CODE 5. REFER TO REFERENCE SHEET. Record profession name and three

digit profession code for which you are making lllinois appticaton. - - » .},

]
-

6. MAIDEN OR GIVEN SURNAME Licensed Medical Temporary 1 2 5

- Profession Name ;t-)fession C&;

ADMINISTRATOR: Complete the remainder of this form and return it to the applicant. g

A. HOSPITAL/ANSTITUTION NAME | B. BEGINNING DATE C. ENDING DATE ~

Universitz o Tilinois at Chicago 06,24,20]lS | 08,23, 2010}
; Month  Day Year Month  Day Year. 4§

D. BUSINESS ADDRESS STREET, CITY, 'STATE, ZIP CODE E. SPECIALTY /RESIDENCY NAME PEEE &

?

820 S. Wood St. MC 0% o
Chicaqo, |L. (012 Obstefrics - 5‘/"’65”7"37

F. BUSINESS TELEPHONE NUMBER G YEAR OF POSTGRADUATE TRAINING

AreaCode(/b/ Z_) 190 —_02722, F&-\l-'-{

T P
Lofel &

| do hereby declare 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 Financial"and. Professional
Regulation, the applicant is found to be eligible for licensure. K T >

Signature of Program Director

L S Vajerle SudalKowsk ,pD

Print Name of Program Director

SEAL , )
er(‘o(emj Progmm birecioyr - ik
itte _
2_//9//5 |
ate

1L486-0272 08/04 (MD)
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STATE OF ILLINOIS
Department of Financial and Professional Regulation
Division of Professional Regulation

June 19, 2014

LAURA ELIZABETH LAURSEN MD
UNIV OF ILLINOIS MEDICAL CENTER
DEPT OF GME

820 S WOOD ST MC 675

CHICAGO, IL 60612

The lllinois Temporary Medical License or Permit for the resident listed above has been
approved and will be forwarded to your facility as soon as office routine permits.
Information regarding all licensees is available instantly on our Web site at www.idfpr.com.
Simply click on the Express Access License Look-up icon to verify a license.

LICENSE DETAILS

LICENSE NUMBER: 125.061821
PROGRAM START DATE: 06/24/2012
EXPIRATION DATE: 06/23/2015
PROGRAM: | Obstetrics and Gynecology -

TRAINING FACILITY: Univ of lllinois Medical Center
“Utilization of this license is limited to the training program listed above.

Temporary licenses and permits may not be used for any clinical medical practlce which
occurs outside of the residency program (i.e. moonlighting).

Temporary licenses and permits are not automatically transferred from one
program/institution to another. Should the resident transfer to a different residency
program within your facility or to a program in another institution, the license or permit must
be updated. The resident may not begin a new program until the current temporary
license or permit has been returned to the Division and a license or permit has been
issued for the new program.

The Medical Practice Act sets forth the appropriate use of temporary licenses and permits.
Any violation of the Act may result in disciplinary action by this Department.

www.facebook.com/ILDPR www.idfpr.com hitp://twitter.com/#!/IDFPR
LV3 Letters.rtf :




MEMORA NDUM

—— A m —— Gw— A S —

TO: CASH&DIO

FROM: Medical Licensing Unit/ Tp\

pate:  ___ (-5-

RE: Current Name: _Lavra E\\Lﬂ\b&\‘\ Rﬂﬂﬂb\mm

New Name:  Lagyro E_\\Z_Q\L;(’t"’\ Laurstn mo
License Number: -193- 00\ 33\

Social Security:

The above named physician is the holder of a temporary medical license and has
requested a reprint of the license due to a name change or other reason which requires
a reprint fee of $20.00.

Please validate the attached fee on this cover letter,

RETURN THIS COVER SHEET TO THE MEDICAL UNIT WHEN VALIDATED




@ @

lllinois Department of Financial and Professional Regulation

Division of Professional Regulation RECEIVED
CASH SECTION

CHANGE OF NAME REQUEST MAY 09 2014
Name of Profession: IL License #
- Prosinion L2
Name a%’it currently appears on license (last, first, Ml): '

BN RLOON LAORE, &

New Name (last, first, MI):

L AvRasn LAORA &

Mailing Address (str/eet, city, state, ;ip code):

Submit proof of one of the following (please check document submitted):
___L Copy of Marriage Certificate
Copy of Divorce Decree

Copy of Court Order

If you would like a reprint of your license refiecting your name change, you must submit one of the following
documents:

Original license and pocket card (no copies); or

Letter explaining inability to do so

Include the gpplicable fee:

$25 -- Real Estate, Appraisal, Auction, and Home Inspection professions

x $20 -- All other professions

Checks and money orders must be made payable to the Division of Professional Regulation. The fee and documents
should be submitted to:

No Fee Enclosed: Eee Enclosed:
Division of Professional Regulation—-LMU1 Division of Professional.Regulation
320 West Washington Street, 3rd Floor Cash-Marragement tinit

320 West Washington, 3rd Floor
Springfield, IL 62786

Note: A fee is only required if you would like a reprint of your license. No fee is required for controlled substance
reprints.

Note: Original Controlled Substance license must be returned for corrections.

Springfield, IL 62786

1L486-1989 (03/12)




STATE OF ILLINOIS
DEPARTMENT OF FINANCIAL AND PROFESSIONAL REGULATION
DIVISION OF PROFESSIONAL REGULATION

June 19, 2012

LAURA ELIZABETH ROSENBLOOM
UNIV OF ILLINOIS MEDICAL CENTER
DEPT OF GME

820 S WOOD ST MC 675

CHICAGO, IL 60612

The Iilinois Temporary Medical License or Permit for the resident listed above has been
approved and will be forwarded to your facility as soon as office routine permits.
Information regarding all licensees is available instantly on our Web site at www.idfpr.com.
Simply click on the Express Access License Look-up icon to verify a license.

LICENSE DETAILS

LICENSE NUMBER: 125.061821

PROGRAM START DATE: 06/24/2012

EXPIRATION DATE: 06/23/2015

PROGRAM: Obstetrics and Gynecology
TRAINING FACILITY: UNIV OF IL CHICAGO

Utilization of this license is limited to the training program listed above.

Temporary licenses and bermits may not be used for any clinical medical practice which
occurs outside of the residency program (i.e. moonlighting).

Temporary licenses and permits are not automatically transferred from one
program/institution to another. Should the resident transfer to a different residency
program within your facility or to a program in another institution, the license or permit must
be updated. The resident may not begin a new program until the current temporary
license or permit has been returned to the Division and a license or permit has been

issued for the new program.

The Medical Practice Act sets forth the appropriate use of temporary licenses and permits.
Any violation of the Act may result in disciplinary action by this Department.

1v3.125-approval.rtf ) {




\ — . . t FOR OFFICIAL USE ONLY
' APPLICATION FOR

LICENSURE AND/OR EXAMINATION

IMPORTANT NOTICE: Completion of this form is necessary for consideration for licensure
under 225 of the Iliinois Compiled Statutes. Disclosure of this information is VOLUNTARY.
However, failure to comply may result in this form not being processed.

The following materials are required to make Application for | Carefully follow all steps outlined on the gSERIUSTON SFET—N
icensure and/or Exammatnon in lliinois: addition, note the following CASH SECTION
1. Four page APPLICATION FOR LICENSURE AND/OR A. Type or print legibly with black ink only.
EXAMINATION. - o B. FEES ARE NOT REFUNDABLE. MAY 2 2 2012
2 LNS:'RL!CT_ION SHEET, which gives step by step | ¢ pisclosure of your U.S. sodial security number, if you have one, is
Pplication instructions for your profession, mandatory, in accordance with 5 lllinois ColhEIRFSt &R 00/10-
3. BEFER[_ENCE SHEET, which gives detailed coding 65 to obtain a license. The social mmmmgd
information for your profession. to the Hlinois Department of Public Aid to identify persons who are
4. SUPPORTING DOCUMENTS, forms, and/or any other more than 30 days delinquent in complying with a child support
documentation you may be required to submit with your order, or to the lllinois Department of Revenue to identify persons
application. - who have failed to file a tax return, pay tax, penalty or interest shown
5.  If the name shown on your supporting documents is differ- in a filed retumn, or to pay any final assessment or tax penalty or
ent from that shown on your application, you must submit interest, as required by any tax Act administered by the lilinois
PROOF OF LEGAL NAME change - copy of marmiage Department of Revenue, or to other entities for verification of
license, divorce decree, affidavit or court order. identification.
{PART |:”Application Category.information s vrac st i oo B tien s aan e
A. SEE REFERENCE SHEET, CHART |, OR INSTRUCTIONS PRIOR TO COMPLETING ITEMS 1 THROUGH 4
1. PROFESSION NAME 2. PROFESSION CODE 3. LICENSURE METHOD 4. FEE
PHYSICIAN 1 2 5 NON-EXAMINATION $100
B. CHECK BOX INDICATING THE APPROPRIATE INFORMATION REGARDING YOUR APPLICATION
X3 This is the first time | have made application for this [ My application for this profession had previously been
profession in lllinois. denied in lllinois. | am reapplying since | have fulfilled
[CJ 1 have previously made application for this profession in additional requirements.
llinois. How_e ver, my previous application expired end lam 3 1 have previously made application for this profession in
now reapplying. linois. However, | am now applying under new statutory

[ other: language.

RQ‘“&Q‘Q‘SQXM} Lo, 8\ apen

4. PERMANENT MAILING ADDRESS STREET CITY

STATE/COUNTRY

5. BUSINES!

6. MAIDEN, GIVEN SURNAME, OR ANY NAME(S) UNDER WHICH SUPPORTING 7. MOTHER'S MAIDEN NAME
DOCUMENTS WILL BE SUBMITTED. (SEE INSTRUCTIONS #5 ABOVE)

8. PLACE OF BIRTH CITY STATEACOUNTRY

Month y ear

MAY BE REACHED

work ()~ vome: ([
(Area Code) rea

Fax: (__ ) — Fax: (___ ) - _
(Area Code) (Area Code)

T TrrwrrE Y Y LS AN 1A ATIAAL T | AR IAT I AR AN UV AARMIATIAML e 4 £ 4

12. PREFERRED e-MAIL




-

S

completed)

1. PRELIMINARY EDUCATION (Elementary and High School or G.E.D. Circle number of years
Graduated Received
12 4 7 .
345678910 M High School? [A¥es CINo OR G.ED.? [JYes [INo
2. NAME OF LAST PRELIMINARY SCHOOL | 3. LAST PRELIMINARY SCHOOL LOCATION 4. DATE OF GRADUATION
ATTENDED (City and State) g 6 /2.0 O3
N \ \ \7\\\(\(\6}(‘\&@ \L—— Month Year
5. COLLEGE OR UNIVE {Circle number of years completed) 7
123@s5678 Graduated? Wes CINo
6. COLLEGE OR UNIVERSITY NAME LOCATION DATES OF ATTENDANCE TYPE OF
(Undergraduate and Graduate) (City and State or Country) FROM T0 DEGREE EARNED
Month/Year Month/Year
e ¢ ¢
Georgedoun LNess) o dnogion, B G 0203  [okion O

—

7. SPECIALIZED TRAINING (Residency, P

rofessional Training, Vocational Training, Practical or Clinical Training)

INSTITUTION NAME

LOCATION
{City and State or Country)

DATES OF ATTENDANCE

Did You Complete

FROM

TO Training?

Month/Year

Month/Year

[ Yes 1 No

1l ‘ashid ase) INVYN

#SS

3 Yes 1 No

-
=
o
14
o
©
@,
o
5

3 Yes 1 No

[J Yes [ No

[ Yes 1 No
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If you have ever been licensed to practice the profession for which you are now making application, or held a related license,
complete the information requested below. If you have ever held a temporary, trainee or apprenticeship license, or a permit,
itmust be listed here also. In addition, the INSTRUCTION SHEET enclosed with this Application package may instruct you
to have Certification(s) of Licensure in other state(s) prepared and submitted in support of your application (contact other
state(s) regarding possible fee). You must also list all other licenses held in Illinois, however, certification of licensure from
llinois is not required. Failure to disclose all licenses held may result in denial of your application or other appropriate action.

DATE OF LICENSE STATUS

STATE PROFESSION NAME LICENSE NUMBER ISSUANCE | (Active, Lapsed, etc.)]

State of Original Licensure

State of Current Licensure where you
most recently have been practicing.

Other States of Licensure

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

to disclose an examination attempt may result in the denial of your application or other appropriate action.

If you have ever taken a licensure examination in lllinois or any other state for the profession for which you are now making
application, you mustcomplete the information requested below. EACH EXAMINATIONATTEMPTMUSTBE SHOWN. Failure

NAME OF EXAMINATION STATE MONTH/YEAR EXAM RESULTS

—

VOML? ke |\ \L 06 [30\0
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. Have you been convicted of any criminal offense in any state or in federal court (other than minor traffic violations)? /f yes, attach a
certified copy of the court records regarding your conviction, the nature of the offense and date of discharge, if applicable, as well as

a statement from the probation or parole office.

2. Have you been convicted of a felony?

3. Ifyes, have you been issued a Certificate of Relief from Disabilities by the Prisoner Review Board? Ifyes, attach a copy of the certificate.

4. Have you had or do you now have any disease or condition that interferes with your ability to perform the essential functions of your
profession, including any disease or condition generally regarded as chronic by the medical community, i.e., (1) mental or emotional
disease or condition; (2) alcohol or other substance abuse; (3) physical disease or condition, that presently interferes with your ability
to practice your profession? If yes, atlach a detailed statement, including an explanation whether or not you are currently under
treatment.

5. Have you been denied a professional license or permit, or privilege of taking an examination, or had a professional license or permit
disciplined in any way by any licensing authority in lllinois or elsewhere? If yes, atlach a detailed explanation.

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

KR | ><

RolaFTo: he-RE FERENCE SHEET enclosed with this application package and complete the followung e
a) CHART i - Seloct SXaTNa tion(s) you desire — o
and enter Test Codes = S

b) CHART lll-  Select the examination sﬂe} 4T
c) CHART IV -

XK ¥
(I asa4 ase) IWVYN

1. In accordance with 5 lllinois Compiled Statutes 100/10-65(c), applications for renewal of a license or a new license shall include the applicant's
Social Security number, and the licensee shall centify, 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 statement may subject the licensee to
contempt of court.

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

#SS

2. In accordance with 20 Hllinois Compiled Statutes 2105/2105-(5), "The Department shall deny any license or renewal authorized by the Civil
Administrative Code of lllinois to any person who has defaulted on an educational loan or scholarship provided by or guaranteed by the llinois
Student Assistance Commission or any governmental agency of this State; however, the Department may issue a license or renewal if the
aforementioned persons have established a satisfactory repayment record as determined by the lllinois Student Assistance Commission or other
appropriate governmental agency of this State.” (Proof of a satisfactory repayment record must be submitted.)

Are you in default on an educational loan or scholarship provided/guaranteed by the lilinois
Student Assistance Commission or other governmental agency of this State? Yes D No

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

B[RO\

plicant Date
1 UNDERSTAND THAT FEES ARE NOT REFUNDABLE. My signature above 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.
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IMPORTANT NOTICE: Completion of this form is SUPPORTING DOCUMENT
necessary for consideration for licensure under 225

Il_.CS 60/1 et. seq. (Ilinois Compiled Statutes). CERTIFICATE FO;RACCEPTANCE :

Disclosure of this information is VOLUNTARY. CA' M E D
However, failure to comply may result in this form SPECIALTY/RESIDENCY PROGRAM

not being processed.

WO

1. NAME LAST FIRST MIDOLE 2. DATE OF BIRTH 3. SOC!AL SECURITY NUMBER

4. ADDRESS STREET, CITY, STATE, ZIP CODE 5. REFER TO REFERENCE SHEET. Record profession name and three digit
profession code for which you are making lilinois application.
6. MAIDEN OR GIVEN SURNAME PhySICIan 1 2 5

Rosenbloom, Laura Elizabeth_

Month / Day / Year

Profession Name Profession Code

A. HOSPITAL/AINSTITUTION NAME B. EINNING DATE C. ENDING DATE O/S >
University of lllinois at Chicago QQ / Z‘f / _2‘_0_’_ _Qé / _Z§/ _Z___/
Month Day Year Month Day Year
D. BUSINESS ADDRESS STREET, CITY, STATE, ZIP CODE E. SPECIALTY /RESIDENCY NAME
820 South Wood Street (MC 675) Obstetrics & Gynecology
Chicago, lllinois 60612 '
F. BUSINESS TELEPHONE NUMBER G. YEAR OF POSTGRADUATE TRAINING
Area Code (312) 996 - 2933 P (j\/i

| do hereby declare 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 Financial and Professional
Regulation, the applicant is found to be eligible for licensure.

Signature of Program Director

Valene SujatikpwstiiMP

Print Name of Program Director

SEAL

“ Program Director
’ Title

~ 4))g )lo-

Date

C.
I\///l

IL486-0272 08/04 (MD)
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NPORTANT MOTICE: Completion of this t SUPPORTING DOCUMENT
. form s~ necessary to accomplish the

retQU|reme:n§ outiined in 225 ILCS 60/1 CERTIFICATION OF EDUCATION

Sasn el St S, | cument Yoo Grates arvoneana | [ED - MED
VOLUNTARY. However, failure to comply COCA-Accredited Programs Only)
ma! resultmthlsformnot bein

. REFE=H O H HENC H . Hecord proiessio ame anad
digit profession code for which you are making lllinois application.

Physician 125

Profession Name Profession Code

I hereby authorize a school official of the institution named above to furnish to the lllinois Department of Financial and
Professional Regulation or its designated testing service the information requested below.

AU

A. MEDICAL SCHOOL INFORMATION B. DATES OF ATTENDANCE
Name: NoTWeSteTT University——————— star: O _g / % q IQ_\QQ _Y
ter, MD, Office of Medical Educaton
City, State, Zip: S ren i e 02 1Y 61'0_[&
Phone: 4 ~53~40"0 Chicago, llinols 60611-3008 reel~#<>n)th<0ay

C. CHECK THE APPROPRIATE STATEMENT
{ } Applicanthas graduated on o L S —

nth Day Year
m Applicant will i m}a g{or the medical degree as of Q\.S / Q/z_EIZ / _Z;\_O_Z Q,{ and will
L ]

complete all requiremen
graduate on Q i / éz ! U Q___ Month Day Year
Month Day Y

When this form is certified prior to the actual graduation of the applicant, the school official is responsible for
notifying the Department of Financial and Professional Regulation of any failure on the part of the applicant to

complete the requirements for graduation.

| certify that the information r

Signature of | Official
SCHOOL m s lavo %‘; h\L
Print Name of School Official

i el Aesis ot
&\K\(w{\( O\, 20\

\) ED-MED CERTIFICATION OF EDUCATION

IL486-1426 0208 (L&T




IMPORTANT NOTICE: Completion of this
form is necessary to accomplish the
requirements outlined in 225 of the lilinois
Compiled Statutes. Disclosure of this
information is VOLUNTARY. However,

VERIFICATION OF
EMPLOYMENT / EXPERIENCE--

—&

SUPPORTING DOCUMENT

VE-PC

failure to comply may result in this form PROFESS'ONAL CAPACITY

not being processed.

1. NAME LAST FIRST MIDDLE 2. PLEASE CHECK THE TYPE OF LICENSE FOR WHICH YOU ARE
APPLYING:

Prseciolaomn Laso. Q,\‘OA‘oe,\‘\/\' Protession Code
0O Permanent Physician License 036
K1 Temporary Physician Training License 125
O Chiropractic Physician License 038

6. MAIDEN OR GIVEN SURNAME

SugecoC sk . Colcoao 1L GO\

JOB TITLE

Medoan S Re -

DESCRIPTION OF DUTIES PERFORMED

Seiaad \e e oA

HOURS WORKED PER WEEK

Ho

DATE OF EMPLOYMENT/ATTENDANCE
Fomo q /O\ /1200 &

AN QARSKINNR S WO

Nox{owss TOeAAON apecddiied

Month  Day Year TYPE OF EMPLOYMENT
To 05 /R4 /301 a2 ) )
Month  Day Your Fulltime [JPart-time
TOTAL TIME WORKED (Year/MMonth)
B. NAME OF BUSINESS / INSTITUTION JOB TITLE
ADDRESS STREET, CITY, STATE, ZIP CODE DESCRIPTION OF DUTIES PERFORMED
DATE OF EMPLOYMENT/ATTENDANCE| HOURS WORKED PER WEEK
From __ __/____ f____
Month  Day Year TYPE OF EMPLOYMENT
To ___/____1__ .
Month  Day Year Orultime  [CPart-time

TOTAL TIME WORKED (YearMonth)




STATE OF ILLINOIS
Department of Financial and Professional Regulation
Division of Professional Regulation

March 31, 2015

LAURA ELIZABETH LAURSEN MD
UNIV OF ILLINOIS MEDICAL CENTER
DEPT OF GME

820 S WOOD ST MC 675

CHICAGO, IL 60612

The lllinois Temporary Medical License or Permit for the resident listed above has been
approved and will be forwarded to your facility as soon as office routine permits.
Information regarding all licensees is available instantly on our Web site at www.idfpr.com.
Simply click on the Express Access License Look-up icon to verify a license.

LICENSE DETAILS

LICENSE NUMBER: 125.061821

PROGRAM START DATE: 06/24/2015

EXPIRATION DATE: 06/23/2016

PROGRAM: Obstetrics and Gynecology
TRAINING FACILITY: Univ of lllinois Medical Center

Utilization of this license is limited to the training program listed above.

Temporary licenses and permits may not be used for any clinical medical practice which
occurs outside of the residency program (i.e. moonlighting).

Temporary licenses and permits are not automatically transferred from one
program/institution to another. Should the resident transfer to a different residency
program within your facility or to a program in another institution, the license or permit must
be updated. The resident may not begin a new program until the current temporary
license or permit has been returned to the Division and a license or permit has been

issued for the new program.

The Medical Practice Act sets forth the appropriate use of temporary licenses and permits.
Any violation of the Act may result in disciplinary action by this Department.

www.facebook.com/ILDPR www.idfpr.com http://twitter.com/#!/IDFPR
LV3 Letters.rtf






