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PAGE ONE

mmi-cwlmmmmu ¥
1o conmderation for icensure wtioer 224 of

u Winots Compied Siiutes [Chapter 111 of ne
kunoelvl::rsznmﬂ Disciosure of this informa. APPLICATION FOR
fion is VOLUNTARY Mowever falwreio ¢ ma
FRRUM 1 form ok ey oENs# T form has LICENSURE AND/OR EXAMINATION
baen abp70ved by the Forma Mensgement  Canted L,

) q L 6 0 U v s
The following materials are required 1o maiJo Agphca on for Carefully lollow all steps oullined on the INSTRUCTION
Licensure and/or Examination in lilinois SHEET. In addition. noté the following

1. ' Four page APPLICATION FOR LICENSURE AND/OR A Type or print legibly with black ink only
T
EXAMINATION B The licensure and application lee are NOT refundable

INSTRUCTION SHEET, which gives step by step C Disclosure of Social Security number and gender
application instruchions for your profession information is not mandatory. Il is used only 10 ensure

REFERENCE' SHEET. which gives detalled coding | identification, accuracy and to expadile processing of
information for your profession ' your Spphcation

' If the name shown on your supporting documents is
SUPPORTING*DOCUMENTS. forms, and/or any other Y pporing ¥

d 1 e d10s h differant from that shown on your apphcation, you must
g:cf;?n ation you m_av required to submit with your | submit proof of legal name change - copy of marriage
plication. |

license, divorce decree, affidavit or court order

PART I Application Category Information

A SEE REFERENCE SMEET, CHART |, PRIOR TD COMPLETING ITEMS 1 THROUGH 4
1 PROFESSION NAME 2 PROFESSION } LICENSURE METHOD
CODE
S . S -
P lesiieo £ £ e Cponptraes]
B GHECK BOX INDICATING THE APPROPRIATE INFORMATION REGARDING YOUR APPLICATION

m This is the firs! time | have made application for this
profession in/Minols

[ | have previously made application for this profession in

now reapplylrlg Iinois However, | §
language
[ Other 0

PART II; Ap;ili:ani Identifylng Information - You must notify the Department of Professional Raegulation
| and/or Continental Testing Service In writing, of any address changes after you file this
application In order to recelve any further information.

1 NAME LABT FIRET MIDOLE ¢ Mikkiwg MD DDS elc) 3 SOCIAL BECURITY NUMBER

Levwe , Mansuze, Dane | o, |

4 PEAMANENT MAILING ADDRESS STREET CITY BSTATECCOUNTRY {I* CODE

& BUBINESS AUDRESS STREET CITY STATECOUNTRY P CODE

l ?“ ]'E-fnﬂ&‘cﬂ.f- §C DC’- EF;J rl.Ll.(-‘U e e, | X M

€ MAIDEN GIVEN BURNAME DR AMNY MAME!S UNDER WHICH SUPPORTING DOCUMENTS WiLL BE SUBMITTED

SEE D ABOVE)
N A

7 PLACE OF BIRTH ciTY STATE/COUNTRY DATE OF RIRTH

10 TELEPHONE NUMBER WHEME YOU MAY BE HEAGHED

Work ( S

ILABS 0 T0/6D (LT)
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PAGE THREE “

PART 1v:-~ Record of -

AL L
i you have evereen licensed lo practice the profassion for which you are now making spplication, or held a ralated
licanse, complste the information raquested below. If you have ever held a temporary, lrainee or apprenticeship
license, or a permil, it must be listed here also. In addition. the INSTRUCTION ~SHEET enclosed with this
Application package may instruct you to RbvelSertlicatibn(s/bs Lidenddre inother stafe(s¥prepared and suomitted
in support of your application (contact other stale(s) regarding possible fee) You must also list all other licenses
held in lllinois, however, certification of licensure from liinois is not required Failure to disclose all licenses held
may result in denial of your application or other appropnate action

STATE PROFESSION NAME LICENSE NUMBER

OATE OF ISSUANCE

jAcive, Lacasd eic) |

LICENSE 8TATUS

Stata of Oviginal Licensure

1966

LAvjen

MO,
M age

Sinte of Cument Licensure whenb
¥ou Mol recanty Nave Deen

P N M
Otmer Siates of Licansure

Cﬁl‘ '('Dﬂn‘.:}

Merioe

oy

475

Mﬂ {C“C- LArc o

[ 471 LApsen

Rbose Tiiave MDD

F"CFI{ r
(l‘f.? e

-

ﬁ'(?’l-ﬁf‘

NS Mo (44 814 | 244

(197

Alp 1002 605

MO

tLA '(-H.l (rfh

W Scomiim 0 (19 ¢

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

PART V:Record of Examination

ITyou have evertaken a licensure examination in illinois or any other state for the profession for which you are now making
application, you musl complete the information requested below. EACH EXAMINATION ATTEMPT MUST BE
SHOWN. Failure to disclose an examinalion atlempl may result in the denial of your application or other appropniate

action.

MONTHYEAR EXAM RESULTS

7/ 68

KAME OF EXAMINATION

(Passed Faded Absent)
Logyen

| Nesionn  Rpnaog

IL4Bs-1010 1008 (LT)
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WPORTANT NOTICE. Completion of the form s
necossarny lor congidenaton for icensure under 22%

. s A CORpS: T ADDENDUM TO THE APPLICATION FOR
MANDATORY, Failure to comply may resull 5 tha

form ot beng pracessen This form hay been oz LICENSURE AND/OR EXAMINATION

proved oy the Forms Managemem  Center

Bl B 4 600 9.2
Public Act 90-0018 became effective July 1, 1897, and requires the following information be provided by all
licensure/registration applicants. Before your application can be given further consideration, vou must
complete this farm and return it to: Department of Professional Regulation

320 W. Washington St., 3rd Fioor

Springfield, IL 62786

PART I: Application Category information (Record information as shown on your application.)

L (Ce§ e By EMOO 50 M0 T

1. PROFESSION NAME 2 ) ’ 3 UCENSURE METHOD

Pike o clage

PART |I: Application Category Iniormation

1. NAME LAST FIRST MIDOLE

LCU;M" J Mﬂﬂ-i&ﬂm kann y

TREFT (TY STATE P 0 MAIDEN OR OWVEN SURNAME

A A

PART Mll: Child Support Information

In accordance with § Ilingis Compiled Statutes 100/10-65(c), apphications for renewal of a license or a new
license shall include the applicant's Social Security number, and the licensee shall certify, under penalty 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 subj=~ct the licensee to
contempt of court.

You MUST check one of the following
] 1 am not mare than 30 days delinquent in complying with a child support order
] 1 am more than 30 days delinguent in complying with a child support order

27 am not currently under any child support order

PART IV: Cortifying Statement

Under penalties of perjury. | declare that | have examined this document and certify that the above information is
true and correct

(25147

Signarure of Applicant Date

IL496-1019 Addendum B8%T (LT) ULL oy




IMPORTANT NOTICE Completion of t1is faim is SUPPORTING DOCUMENT
neceasary for conpidenmtion for keanture unde’ 222
of the linois Compied Statues (Chagter 111 of the

lilingis Revised Statules) Disclosure of this

informiation |5 VOLUNTARY However faiure to le]RW HIIPTORY WH
COMply MY r8suN 1 (g Yorm not beng processed J | 4 & U L

This form has been approved by 'he Forma

Managemen! Caner

APPLICANT. Complete Work History. If you have never been employed you may stop at box B. You are autho-
' rized to photocopy this form If additional space is required.

T NAME LAST FIRST MIDOLE 2 DATE OF BIRTH 3 SOCIAL SECURITY NUMBER

LEUipE‘ M ALS HEL Dﬁu?n

& ADDRESS €TREET LiTY, STATE. 2)P CODE & REFER TO REFERENCE SHMEET Record prolession name snd e igil
HOMMMION COMA lor whath yous are making LN BDDICANON
PHY s 01BN O 3 6
Profession Name Profession Code

0 MAIDEN OR QIVEN SURNAME I CHECK MERE F YOU MAVE 8 DATE FORM COMPLETED
NEVER BEEN EMBLOYED

9. RECORD WORK HISTORY CHRONOLOGICALLY - Compiats Work Hislory begenning with présent amploymeni and concluding with graduation You
must account forthe anthe tima pariod Including pariods of unemploymant and valunteer work, stc

P e = e e
A NAME OF NEBS / INSTITUTION JOf TITLE

Onn (et of f‘*co.'t.,.-r' ﬂff&f'&? Fpu'lo}[ﬂm
ADDRESS BTREET CiTY STAYE, I CODE DESCRIPTION OF DUTIES PERFORMED

220 Lonm Rlvd NE,

Bury goenge, un. B 2131
SUPERVIEOR ng
GLorw  dAnyo M0,

DATE OF EMPLOYMENTAT ENDANCE | HOURS WORKED PER WEEK

From 2 L/ 0 3,4 4 540

W By Ve TVPE OF EMPLOYMENT

T-Pr_l(_p-uf:. G0 (rernig R“f)

bAmrcotese Ao P PTiCeT ChAne

CIFul-time [T Pari-time

TOTAL TIME WORKED (YearMont|

— —

B NAME OF BUBSINESS / INSTITUTION 408 TITLE

Cond Heeay Lo(pw e cns Dﬁrt?(-‘&h.

ADORESS STREET. CITY STATE 2P CODE DESCRIPTION OF DUTIES PERFORMED

L0201 Sofi Doo Eocr
Cour [ e (;r‘f'l Dis BAl0 7 Sob st Tore for

SUPERYISOR NAME

e,

(¥ s o A
DATE OF EMPLOYMENTATTENDANCE | HOURS WORKED PER WEER O L =6 Poe; (a

gt 1,6 2] VOwies
—

From — =L
W~ Dar TYPE OF EMPLOYMENT

DFL.IH-hme dpan-llme

TOTAL TIME WORKED (YesrMaonth

L ILA88-1071- 863 (LT-Front)
COMPLETE THE REVERSE SIDE OF THIS FORM
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BPOATANT NOTICE Compaston of th form s nec SUPPOR MG DOCLUMENT
LAy b Ot Bon bor CEnEure Looee 178 of T

R e o [Cuagur 11 4 ¥ Wt CERTIFICATION OF

WOLUNTARY Howsver. et ko comoy mey st | DOSTGRADUATE CLINICAL mwqus TN'ME D
rs [Lg

Thes korm b .
et oy b Fova tansgenens e ] 0 0 0 | 0 4 6 O 0

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

1 NAME LAST FIRST MDD E i

LEviseE , MAnthay Déavin

5 REFERTOREFERENCE SHEET Record piolession Asme and three
dﬁwoh:mmﬂlmmmlromnglmm

& MAIDEN OR GIVEN SURNAME Pl-r"is;c?p,u B3¢
Mﬂ. Prolision Mame “Prolesssn Cor
7 WLINOIS TEMPORARY LICENSE NUMBER (I apghcatie) 8 ISSUANCE DATE
N & A A
— —— o -

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

llinols Department of Professional Regulation, 320 West Washington - MED-1, Springfield, ilinols 8278

|
This Is to cartify that the above-named applicant satisfactonty completed 3 6 months of postgraduste clinical

raningin DS TS DO ¢ YOF oL e Y

(Nama of Accreditad Posigrasdusts Clinesl Trmning Program)

from 7 Ibg%l to (9{ ? ' at the following hospital

Hospital %ﬁm j:; tq PJ _
Number and Street: &2 4O —% NOOIK \‘; e A A
City, State and 2ip Code YOS, | = N 3 YiAge D2 )0

| further certify that at the time of such training the program was accrediled by

ﬂm Accreditation Council for Graduate Medical Education
the Accreditation Council on Canadian Graduate Medical Education;, or
the Amarican Ostaopathic Association

\
Name of Postgraduate Clinical Training Program Diractor H&?

Signature of Postgraduate Clinical Training Program Director

Date of this Cenrﬁca'non

SEA L 0{ Telephone No __
& 09

AR vEAE 48 M0y ?-?




\ |

MPORTANT NOTICE Computon of i form i nec- SUPPORTING DOCUMENT
BRANy lof comeralon lof hoendure under 224 of the

oy Compded Stantes (Crapier 111 of e (o A

Revaed Snden) Owciosure of Mg niormabon e CERTIFICATION OF

B ke s g s T e | POSTGRADUATE CLINICAL TRAINING TN-ME Dm‘

3pproved by e Forms Management  Centa =000 .0ud 4.0 0.0 9

APPLICANT: Complete the applicant .n;tion. The remainder of this form must be completed by the postgradus
training program director of the Institution at which you completed your tralning.
1 MAME LAST FIRST

MIDOLE F)

MHMH@;_L qu:o

5 REFERTOREFERENCE SHEET. Record profession NaMme and three
digd profession code for which you are making (lince applicaton

PG ctan O 3 ¢

Profsson Mame Professen Co

T ILLINOIS TEMPORARY LICENSE NUMBER (I sppicmbie) ® ISSUANCE DATE

N & N A

—%
e ————
POSTGRADUATE CLINICAL TRAINING PROGRAM DIRECTOR
Complete the remainder of this form. Return the completed form directly lo:

lilinois Department of Professional Regulation, 320 West Washington - MED-1, Springfield, llino/s 8278

This is to cenify that the above-named applicant sahsfaclanﬁ- completed 3 6 months of posigraduate clinical

training in_T) %_[_C,:Tﬂ_\ S B G YTOECDOLOG Y

(Name of Accredited potlg-‘l?ull. Chnical Traiming Program)

from 7}&99‘5 to (9‘7 ’

Hospiar 20T L £ rap )
Number and Stres; &y %) 4%7‘0 ok 1‘.1 Ao (4 A
—
Ciy, SwenaZpcose OS5, Wiage D2 )

at the following hospital

| further certify that at the time of such training the program las accrediled by

@he Accreditation Council for Graduate Medical Education;

the Accreditation Council on Canadian Graduate Medical Education. or
the Amarican Osteopathic Assaciabon

‘ "II ‘\ J
Name of Postgraduate Clinical Training Program Director lr;_m KJ—“\.Q U//i) /'-T
. L

Signature of Postgraduate Clinical Training Program Director

Date of this Certfication | ®

R

SEAL

I als sEIL aml




IMPORTANT NOTICE Compieton of 1w loim i rec-
IRy IO CONSORTLGN I kCEtiure undel 228 of the
o T Sy R o TN-MED
“ However fadure fo com, r

in et 1o 7ot e ocemnee. Ta tor ns soen | POSTGRADUATE CLINICAL TRAINING

Bp0Ove by Me Forms Managemet Center (DPR

APPLIGANT: Complete the applicant section.UThélrerainddr oft thibformk milst b4 comploted by the postgraduate
training program director of the institution at which you completed your training.

SUPPORTING DOCLMENT

1 NAME LAST FIRST MIDOLE 1 DATE OF BIRTH 1 SOCIAL SECURITY NUMBER

LEvwe ., Mpncuse Davin

4 ADDRESS STREET CiTY ATATE 20 CODE

REFER TO REFERENCE SHEET Record profession name and three
dg prelession code for which you are making Ilinos application

636
M ‘H‘ Prolession Name Profesaon Code

T ILUINOIS TEMPORARY LICENSE NUMBER (I appiicable) A ISSUANCE DATE

N & NS

&  MADEN DR GIVEN SURNAME Dk‘fhcim

e

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

liinols Department of Professional Regulation, 320 West Washington - MED-1, Springfield, llinols 62786

=
This i5 to certify thal the above-named applicant satisfaclorily compleled - 6 months of posigraduate clinical
training in Q?f;_ [eTh\cS B> CYTOECoLOGY

(Name ol Accrediled l-‘lougujunlc Chimvical Trainng Program)

= : L
from / J[[n% 1o (o 1/ [ at the following hospital

R

— : \
Hospital :f—,{)‘*t ,x.gji deo |
b : : P W
Number and Street Ay%& TZ; ro 'u'\'\— \ WAe f“_‘: A2
L = -, ™ ——
City, State 3nd Zip Cods: OS2 N iage © 22 )0

-

| further certify that at the time of such tramning the program was accredited by

%-the Accredtation Council for Graduate Medical Educalion,
the Accrediation Council on Canadian Graduale Medical Education; or
the American Osleopathic Associalion
e | |
Name of Posigraduate Clinical Training Program Director | % ) Dn/ / L LA L0 O 2

Signature of Posigraduate Clinical Training Program Director

Dale of this Certification

SEAL

Telephane No

IL486-1535 4/96 (MD} |
o




TUFTS UNIVERSITY
SCHOOL OF MEDICINE

BOBTON, MARSACHUREYTS

J 001 04600 0 2 (2ntlade)

Rasard ol LEVINE, JWRIUATL DAVID = RFIRAS gyt Oagres AR, ___
Matriesiates  3ant, 1€, 1903 trom larvar] Unlenpgily R 3
_r_lf'“‘{ YEAR, reqigtered "‘3‘71 L.A- '.33 [ THIR: YEAR reasternd Qﬂ:/( /]
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NAT[ON‘. BOARD OF MEDICAL EX'NERS"

Record of Scores and Endorsement of Certification

This document was prepared by
National Board of Medical Examiners (NBME)
3750 Market Street, Philadelphia, PA 19104-3190 - Telephone (215) $90-9592

0001 0460002

Illinois Dept Prof Reg Date: 10/30/1997
320 W Washinglon Street

3rd Floor

Springfield, IL 62786

Examinee [D:
Examinee: Marshall David Levine Date of Birth:

NBME Certification Date:  07/01/1968 Certlficates:

This record shows only NBME passing scores for cach NBME examination reported on this document unless a complete
NBME examination history has been requested by the examinee. If applicable, also results for USMLE Steps taken
by this examinee (and for which scores have been reported 10 daie) are shown.

This examinee has successfully completed the exnmination, education and iraining requirements for NBME cettification.

NBME PART |

Toml Individual Subigct Scores
06/1965  Pass Three-Digit
Two-Diglt

NBME PART 1l

ividual S

Toial :
Test Date  Pasy/Fall Score Scale Score (MinPass) Med Surg  ObGyn PM/PH Peds  Psych
04/1967 Pass Three-Digit

.|

NBME FPART Il

Total
03/1968 Pass Three-Digit

®** ENDOF DOCUMENT *°**

See reverse side for explanstion of information reported abave,




NM BOARD OF MEDICAL EXAMINERS
LAMY BUILDING - 2ND FLOOR
491 OLD SANTA FE TRAIL
SANTA FE, NM 87501
(505) B27-6784

00 01 04600

CERTIFICATE OF VERIFICATION
(Letter of Good Standing)

The New Mexico Board of Medical Examiners does hcn'l:_v L‘ertify that it's records
indicate the following information regarding the physician named below:

This is to certify that:

MARSHALL D LEVINE, M.D

LICENSE NUMBER: 75-197

DATE OF BIRTH: _
ISSUE DATE:  November 17, 1975
EXPIRATION DATE: June 30, 2000
LICENSED BY:  NATIONAL BOARD
STATUS: Active

Our records indicate no derogatory information (Good Standing)

COMMENTS:

Details of Disclplinary Action, if any. are enclosed.

[ s
v | Date; October 24, 1997
< A, erea

Verification Officer

f




Cﬁn" ~ealth of Massach&etts
Board {egistration in Medicine

ooy
3 10 West Street

i NISHAN J. KECHEJIAN, M.C
Gy Boston, Massachusetts 02111 A

A — BRUCE A. SINGAL
{617)727-3086 e R

7 U B er7(esupsep O 0 2 2 RAFIK ATTIA, M.O

An Agancy within the Office of Consumer Affairs and Businass Regulation » SOARD MEMBER

AANOLD §. RELMAN, M.D.
BOARD MIMBER

CARL M. BAPERS

VERIFICATION OF LICENSURE s

MARY ANNA SULLIVAN, M D
BOARD MEMSLR

PETER N. MADRAS, M.D

Date: lo -3 8"1-(}’] BOARD MEMBLR

To Whom It May Concemn:

This is to certify mﬂlwli«iﬁia graduate of _
C\B(LJ@ LLMM%HW. the year l / Ci r’(ﬂq
has been diily registered by this Board as pkaYided by the laws of the Commonwealth,

Certificate Number &a l was issued to l)r._U/RUJH\_LJ
on/ 11D (]D

THIS IS TO ADVISE THAT THE ABOVE NAMED PHYSICIAN DID NOT
APPLY FOR RELICENSURE. LICENSE REVOKED BY OPERATION OF

LAW, i | i I

Mary’Anoa Sullivan, M.D., Secretary

Board Scal

Enf Laf .
The laws of Massachusetts, including the regulations of the Board of Registration in
Medicine, mandate the collection of certain information by the Board, and further
establish conditions of confidentiality for such information. The law distinguishes
between “complaints” against physicians, which may be filed by patients or other
members of the public, and “statutory reports,” which are reports of incidents or conduct
mandated by law (o be reported to the Board. While complaint files on a physician
(including, with the physicians waiver, open complaint information) are available to
requesters, statutory reports are not available for release. Accordingly, the information
included in this notice does not include statutory report information unless that
information has been used by this agency in a formal disciplinary action or has let to the
resignation of the physician

KOV 04 997,




.: Federation of State Medical Bo.u-ds.
of the United States, Inc.
Federation Place
400 Fuller Wiser Road, Suite 300
Euless, Texas 76039-3855
Telephone: (B17) 868-4000
FAX (817) 8684099

0300 84500
BOARD ACTION CLEARANCE REPORT
November 18, 1997

Attn: Pat Eubanks

Illinois Dept. of Reg. & Ed
320 W. Washington Street
Springfield, IL 62786

Re: Board Action Query Dated November |8, 1997
Your Reference Number

FSMB Batch Number: _

The following is a final report of the search results from the Board Action Data Bank as of November |8, 1997
for practitioners submitted as part of the above-referenced baich for which NO board actions were identified.

Practitioners Cleared with No Actions as of November |8, 1997

[tem Name DOB SS! School  ¥r/Grad Reguest ID

levine, marshall david

Page | of |




Prolession: __ A 30
Date: ./ 7 Ff;"mtizls:/_(:é

DEFICIENCY NOTICE FOR TEMPORARY/PERMANENT PHYSICIAN LICENSURE APPLICATION

TO:

Return this form with the requested materials lo:
State ol lllinois
De ar‘.mel‘:‘i esgional Regulaticn

) 4a20wWek nn&_p treet

MED 1
Springfield, llinois 62786

Submn T requied fea of § made payahe © T
Dacarman! ol Prolssional Reauladen, Thie ‘oo s nol relundabia

Your application is Bisng retumad for complaton of Part

Submit # cocpy of your MAMATe SeetiCin, SNCIoE (acred. OF court
Drtied SHOWING Change of ramea rom

o

All documents in a forisgn language must be accompanied by sngnal
Molred Fangiatons Dy @ person other Man younel! who s usn! in
Both English and the language ol the documant(s)

Submit proo! Tat you are a lawfully admitted alien

. You are relemed 0 Step 1, Cuasion IT of the endosed applicaton
filing instrucsens. Have appicable decumantaticn submifind for aach
posisve parconal Mislory rasponsa

When your applicatien s complals, e Mecical Licansing Board will
roviaw your quaiifications,

Compisw AFMED lorm (Corafcaton of Aasan), Sutervt nong
wil) copees of affilianon agreement(s) rom Te iawing
res ot s )

Atfdarnt of verbal affliaton agreement See atachned lor speaic
nlormabon Mal must be submilied

The Cepartment s unable ‘o venfy cosmplecen of 54 mantha of
combingd premedical and medical sducaton. Submit proc! n e
form of official educational documents vemtying you medt Ma
MAYTUM SSUSII0N MBQUIRGMENTS .,

Subert a I8t of your work sepanence rom

Your appliicaton will ba raviewed by ha Medikal Uconsing Beard on

|
ol

] You Mus! acooun! for entiie Ume penod
wnca gradiaton hom medical schesl (Sugcarting Cocument WH)

8. Submd compiated CA-MED lorm which indicaos beginning and snding |
_program oa

Submi documen Gilion evidéncing mainisnance of dinical s'dle
SNCA gracuaton rom medcal school. 566 amached iNeucions,

10, Sytmit CA-LTD form

11, Submit ED-MED form {carsficaten ol educaton)

12 Submit ED-NON lorm completed in its antrety

13. AMidaws, (ED-AFF lorms) must ba complatad in acoordanca mmh

DPA policy. Copy of palcy attached

| 14 Verfication o! Peas/Fall Exam Hislory—Rsauest azciaprats
baard(s) or counal(s) © forwird oMoal Tansaiplt ol your passtal
sxam hswsy (FLEX, Natonal Board, USMLE) dwrecty 1o s Dapart

mel Must ncuda dale and results ke each sxam atemp!

Submit ofcal premedical/med.<al tmnacnpt with school saal afxwd

Submit pholocopy of your degroa

Submit prool of Tinule & Acta

Submit proof of Socal Service or Fifth patway

Submit proc! 8l E.C F. MG cermficaton

Submit copy af avaluasen form lor sach of T tolioww) cora 15

LynIng

1 4

2 3
J

i
|
|

M % se

. [_ ET

Subm semol ¢f professional padty. See copy of alached
ngrucsong for specific information reguired D be submitted

|
28 Have your e
|

lorwaiged girecTy from

2 Submil svdence of remadial training

yl udmit TH-MED larm signid By program diecice, with saal of
'WI Mol MtV Loda [ [legnsy [,
Univeesity | Mospital 30al must e Maed & fnem, (I negasson
doam noi have @ seal. lorm musi De ro@nized and @ ener on
uMical stabanary musl be atached venlng no 1aal sxss |

Sugn oemis) whises inducation

St caifcasan al or

Cacsmeni CT) kem

Subrmit pioc! mat you are Baard-cartiiea

Submit resioradon nuestonnale (Supporing Document RS

Submit VE torm. [ in private pracnca. submit yworn 4 talement
J:M:m] o yOUT BCUVE Dracioe

Other Insiruciians
Th!}

@FN- Meo oam ROseyT Deor

Bocrom

enclosed application addendum mus

Fq:un.m} ehginal documani
130297

be completed. @ e

Of 4~ eIk vy Yo,
Mbt (. /Ma;ﬁvp

-

/

DEC ¢ 5 w4l




. Profession: 036 (physician)
Date: 12/15/97 Initials; KB
DEFICIENCY NOTICE FOR TEMPORARY/PERMANENT PHYSICIAN LICENSURE APPLICATION

TO: '
) Hebry Klapholz, MD Return this form with the requested materials lo:

Beth Israel Hospital State of Illincis

Harvard Medical School Depantment of Professicnal Regulation

330 Brookline Ave 4204Vesy Walhingon Btreet
Boston, MA 02215 MED 1 %

Springfiald, lllinois 62786

Submit he mauired fea of $ Mace payabie © e | S Compiate AF-MED lorm (Certhcaton of Affiliaton). Subma miong
Department ol Proleasional Requlaten Thig lad is not rafundania _‘i with copiés of aMfiiaton agreement(s) from tha following
T l ros il 3)

l

. Your application is being raturnad loi complation of Part __ _
Submit a copy of your marriage carificals, divorca acred, of court 1|
orter showing char,ge of name rom. 1 ¥

<

] __ | P

Al documents in a foreign language mus! be accompanied by onginal |
nolarized Yans/afions by a parson other han yoursell who = fusalin |
both English and the language of the document(s) = | 73 AMcavt of varbal atfilianon agreament. See atached for soaa’ic

Submil prool Tal you are a lawiully admimtad alien mionnation et must be submised

o
i

5

|
. 1 -

You are relocrad 10 S18p 1, Question #7 of T enclosed aopk 5N i Lo m“nwmm.ummbvmmmwgmﬁ5‘1':':":::'“

filing mw:ﬂo:: Have :::bcnbto documantalicn submittedd 'or sach _ torm of off educational documants verlying you meet e

positive personal usiory fesponsa. mimmum SduCREON FRQUINaManS

Whaen yous apphcation s complata, the Medical Ucensing Board will J

reviaw your qualifications. 25 Submit o lal of your work axpeniance irom

You must account lor BnTre SMe peried

since graduaton from medical seneel (Suppomiag Documant WH)

|
1
L Ywmmmufww.dmuwwmnmmoen H | 0

S e sinca graduation rom madical school Sed ATACHed INBTUCBONS,
POgram caiee.

27. Submit prool of prolesskonal capacty. Sea copy ol arached
Insguctons lor spechic informaton required 1o be submimad

Subemit completad CAMED wmmﬂnmmngme“ Rgorsuspinenasas faon evidencing mantenance o chnical shH

Submit CA-LTD form l
Submit ED-MED form (cartficabon of education) 4 ,
il |

Submit ED-NON lorm compiatad in i entrety. 30 Hane yawr _ s

torwarded directy om

. Afidavits, (ED-AFF forms) must be complilnd in accordanca wih ‘
DPA palicy. Copy of policy atached.

_ Verification ol Psaa/Fall Exam Hiatory —Requés! appropate (x | 30 Sutmit TN-MED lorm s(nad by program dirscior i seal of
board{s) o coundi(s) to terward official Tanscnpl of your passtal | hospeal peu r 1 e Cntlevt A AT
— "::::;i:d:;’: ':'P:::' :f’:‘:;‘;:':ﬂ? - hls Unoh | 31 University / Hospital saal must ba aMxed 1o form. ([ naStsSon
. e doss not have 4 saal, lorm must be notanzed and & Wiar on

SQubmit oMcial pramedicalimadical trarscripl with school wadl ahrod offical stationary Mmust ba atachad venfying no seal exal |

| 29 Submit avdencs of remedial training

Submil photocopy ol aul dégiw | ?_Z_ann frmis) wharae indicated

Submit proof of Tiule ot Acts = _ 11 Submi cartication of onginalicurrenl kansure (Supeortng

Submit prool ol Social Service o Fimn pathway ] — | Doaiment CT) irom

Submit proal of E.C F M .G_ceruficaton — | M Submd ool at you are Board cortfied In a4 SORCIATY

Subii copy of evaluason form lor sach ol he lollowing cor rauntons 9% Sutwmil realoimton quattionnaie (Supportng Documen RS)

36 Submit VE lorm . 1 in pivale peactice, submit weorn statament
Ates0ng o you! ACtve pAachion

-+

317 Restuming onginal JoCuments

Other Instruclions:Enc 1osed is the copy of the certification of Dr. Levine's postgraduate clinical
training that you recently forwarded. We previously recelved the original gans seal. Now

we received a copy with a seal, but no original signature. Please sign your name and
affix the date on the enclosed and return it. Thank you for your assistance.

Lans 1500 S8 AT JA' n! .

cc: Marshall Levine, MD




IMPORTANT NOTICE: Complation of this farm is HEALTH SERVICES 8
W ” o‘ﬁf'." m&mmmmmm APPLICATION FOR STATE

it & i Funaoeg by st of | CONTROLLED suasmucss neﬁqsfmﬁ&m

partinent information constitutes 8 for denying SPATITRIENT £ PROFESGIONAL
such spphcalion of favoking any meglatration maued A Cogtro iled Substances leense will nat be fnm'd wil
purbuant :mm':‘m-:rm‘ form ':.“ been D 0 J|. el profes dhonedh licthse $as beeh) issued

1. Every pemon who prescribes or dispenses any controlled A. Type or print legibly with black ink only
vbapun mu“wm: ;:;m;?;:pm:;‘;;umamnﬁﬁgn‘: Th; feels $5- Mmm payabletotne Depantment |
““ |"'daince witn the Minols Controlled Substances Act ?; .f:‘::

2 A separate controlied substances fegisiation is required for reglstratic/
each place of professicnal praclice or business whers con- Submit 8p
trolled substances are stored or located. 13

A State Controlied Substances Registration is prerequisite o g;g:r

a Federal Controlled Substances Registration. e 33
CHECK BOX INDICATING THE APPROPRIATE INFORMATION RE 59' 14

Do not use this form 1o renew cxisiing  Reg

m/Flrsl Time Applicant [ Additional Location (separate offive v is: .

PART I: Application Category Information

1 PROFESSIONAL MAME 2 PROFESSIONAL CODE 1 LICENGURE METHOD

_Controlled Substances 0 03 Registration

— v —

ﬁﬂ'r“ Il;” Application identifying Hromuon"

FPr T W R——— o} T e g MO DD B s}

i L i 0 e iy

ETATECOUNTRY

B MADEN Off GIVEN SURMALT DR ANY RNMES)

N A

T TELEPHOME NUMDER WHERE YOU MAY BE REACHED DURING THE DAY

212, 4322.077% 2

Home ( I

PART dii ProfessionalvActivity -

1| CHICK AND GOWPLETE OME OF THE FOLLOVANG
Practitioner (Give Profwasional Licanse No.)

Physician 036-_0Q7 (20
Dentist 018-
Podiatrist 018«
anmrlan 0e0 -

I M”E*‘}'E""@ [Meonth/Day/Yearl .. -ieq Employse Initals and Number, |

——

REVERSE SIDE MUST BE COMPLETED
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