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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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