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APPLICATION FOR STATEON 

CONTROLLED SUBSTANCES REQBYRATION 
APR 1 1 ZUlt 

FOR OFFICIAL USE ONLY 

IMPORTANT NOTICE: Completion of this form is required byr 4 LCS 570/1 et. seq. (Illinois 
Compiled Statutes). Disclosure of information is mandatory. Fen ing tia.pplicant of false or 
fraudulent information or failure to provideWitirient intormatibrireWalFes ands for denying 
such application or revoking any registration issued pursuant to such application. 

• 

Disclosure of your U.S. social security number, if you have one, is mandatory, in accordance with 5 Illinois Compiled 
Statutes 100/10-65 to obtain a license. The social security number may be provided to the Illinois Department of 
Public Aid to identify persons who are more than 30 days delinquent in complying with a child support order, or 
to the Illinois Department of Revenue to identify 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 Illinois Department of Revenue, or to other entities for verification of identification. 

PART I: Application Category Information 

1. PROFESSION NAME 

Controlled Substances 

2. PROFESSION CODE - Check applicable box 
0319 Dentist 0346 Optometrist 
0336 Podiatrist 0390 Veterinarian 
V336 Physician 

3. LICENSURE METHOD 

Registration 

4. FEE 

$5 

PART II: Applicant Identifying Information 

1. NAME LAST FIRST MIDDLE 

r •LE(6Fter e— / JO/VM NW) 
2. TITLE (e.g., M.D., 0.0., etc.) 

M.D. 

3. UNITED STATES SOCIAL SECURITY NO. 

4, PERMANENT MAILING ADDRESS CITY STATE/COUNTRY ZIP CODE COUNTY 

5. NAME OF BUSINESS AND LOCATION (STREET / CITY / STATE / ZIP CODE) WHERE DRUGS ARE STORED AND CONTROLLED SUBSTANC-
ES LICENSE IS TO BE ISSUED 

0A.fiqe1Stii ar- 1L.LIIJote.4 (./40446 op aebtetog 
1 I, 2 . 0 4. Wool> ST. IVC.. VOIS 
Ckil CA-Cob 14 G2061- t 

6. If you will not be storing or dispensing 
substances, check the box below. 

be issued to your permanent mailing 

controlled 
Your license will 
address. 

controlled 

7. MAIDEN OR GIVEN SURNAME. OR ANY NAME(S) 

8. 

Work 

Home 

TELEPHONE NUMBER WHERE YOU MAY BE REACHED DURING THE DAY 

( 2ic ) 5111- 5830 1 4 FAX (4 IV ) s?9 "0 Erl will not be storing or dispensing 
Area Code Area Code 

rea • .e Area Code 

substances, including samples. 

PART III: Drug Schedule PART IV: Professional Activity 

Circle the schedules for which 

6) 0 0 

you are applying: 

0 

Practitioner--Check and complete 

0 Dentist 019 

0 Optometrist 046 

airPhysician 036 

0 Podiatrist 016 

Veterinarian 090 

one of the following: 
Professional License Number 

- 

Zo 

- 

- , _ _ . _ 11433 

-

1:1 - 

11486-0500 Application for State Controlled Substances Registration - Page 1 of 2 



PART V: Personal History Information (This part must be completed by all Applicants) YES NO 

1. Have you been convicted of or plod guilty or nolo contendere to any criminal offense in any state or in federal 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 personal statement describing the circumstances of the conviction and certified copies of court records of 
your conviction including the nature of the offense, date of discharge, and a statement from the probation or parole office. 

In general, a criminal conviction by itself does not usually result in denial of licensee. 

../ 

2. Have you been convicted of a felony? In general, a felony conviction by itself does not usually result in denial of ficensure. %..../ 

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

of the certificate. 
,./.' 

4. Do you 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. attach 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 Illinois or elsewhere? If yes, attach a detailed explanation. 
‘.7 

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. 
/ 

7. Has your authority to prescribe or dispense controlled substances granted by either the U.S. Drug Enforcement Admin-
istration (DEA) or any state/territory of the U.S. (including Illinois) ever been voluntarily or involuntarily reduced, limited, 
placed on probation, relinquished, denied, revoked or suspended or otherwise disciplined? You must answer yes if any of 
the above actions are currently pending or if you have withdrawn or failed to proceed with an application for any controlled 
substances license. If yes, attach a separate sheet with complete and accurate explanation arid certified documentation 
from the appropriate entity regarding the action. 

s./..

PART VI: Child Support and/or Student Loan Information (every applicant is required by law to respond to the 
following questions) 

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

applicant's 
in complying 

licensee 

No 

to 

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

2. In accordance with 20 Illinois Compiled Statutes 210512105-(5), "The Department shall deny any license or renewal authorized by 
Administrative Code of Illinois to any person who has defaulted on an educational loan or scholarship provided by or guaranteed by 
Student Assistance Commission or any governmental agency of this State: however, the Department may issue a license or renewal 
aforementioned persons have established a satisfactory repayment record as determined by the Illinois Student Assistance Commission 
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 Illinois 

the Civil 
the Illinois 

if the 
or 

No 

other 

71 Student Assistance Commission or other governmental agency of this State? Yes al 

PART VII: Certifying Statement 

I hereby apply for an Illinois Controlled Substances Registration in accordance with the Illinois Controlled Sub-

stances Act. I certify that I have answered all questions on this application to the best of my knowledge. 

3 ( 2 5 1"1-0n 
Dale of Application plicant 

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. I 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 S50. 

Application must be completed in its entirety. 
If not completed, it will be returned to the address noted on front of application. 

IL486-0500 Application for State Controlled Substances Registration - Page 2 of 2 



o•— •• ••• 

• • 
.La —:CTICX:,? 

in 1 7 2017 
APPLICATION FOR 

r .i., f ,I. .)1,r- ta __ 
LICENSURE AND/ORtEXA.41NATION 

FOR OFFICIAL USE ONLY 

IMPORTANT NOTICE: Completion of this form is necessary for consideration for licensure 
under 225 of the Illinois 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 
Licensure and/or Examination in Illinois: 

1. Four page APPLICATION FOR LICENSURE AND/OR 
EXAMINATION. 

2. INSTRUCTION SHEET, which gives step by step ap- 
plication instructions for your profession. 

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

4. SUPPORTING DOCUMENTS, forms, and/or any other 
documentation you may be required to submit with 
your application. 

5. If the name shown on your supporting documents is differ- 
ent from that shown on your application, you must submit 
PROOF OF LEGAL NAME change - copy of marriage 
license, divorce decree, affidavit or court order. 

Carefully follow all steps outlined on the INSTRUCTION SHEET. In 
addition, note the following: 

A. Type or print legibly with black ink only. 

B. FEES ARE NOT REFUNDABLE. 

C. Disclosure of your U.S. social security number, if you have one, is 
mandatory, in accordance with 5 Illinois Compiled Statutes 100/10-65 
to obtain a license. The social security number may be provided to 
the Illinois Department of PublicAid to identify persons who are more 
than 30 days delinquent in complying with a child support order, or 
to the Illinois Department of Revenue to identify persons who have 
failed to file a tax return, pay lax, 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 Illinois Department of 
Revenue, or to other entities for verification of identification. 

PART I: Application Category Information 
A. SEE REFERENCE SHEET, CHART I, OR INSTRUCTIONS PRIOR TO COMPLETING ITEMS 1 THROUGH 4 
1. PROFESSION NAME 

Pt-lysitico 
2. PROFESSION CODE 

0 3 . L 
3. LICENSURE METHOD 

r r• r• • t 
CNDoZenitair 

4. FEE 

$ "4.00 

B. CHE K BOX INDICATING THE APPROPRIATE 
This is the first time I have made 
profession in Illinois. 

INFORMATION REGARDING 
application for this 

for this profession in 
expired and I 

YOUR APPLICATION 
forth is profession had previously been denied 

I am reapplying since I have fulfilled additional 

previously made application for this profession in 
However, I am now applying under new statutory 

MI My a pplication 
in Illinois. 
requirements. 

0 I have 
Illinois. 
language. 

IN I have previously made application 
Illinois. However, my previous application 
am now reapplying. 

• Other: 

PART II: Applicant Identifying Information—You must notify the Department of Financial and Professional Regulation -
Division of Professional Regulation and/or Continental Testing Service in writing, of any address changes after you 
file this application in order to receive any further information. 

1. NAME LAST FIRST MIDDLE 

r-Vistiretc JoNpm D,,,,,r, 
2. TITLE (e.g.. M.D., D.D.S., etc.) 

Pi . D.
3. UNITED STATES SOCIAL SECURITY NO. 

4. PERMANENT MAILING ADDRESS STREET CITY STATE/COUNTRY ZIP CODE COUNTY 

5. BUSINESS ADDRESS STREET CITY STATE/COUNTRY ZIP CODE COUNTY 

uw1V oF It 8 ,Witslb%r CitleAK IL (0 0 6 ) 2- - 41 3 2 s c-46 of meolarce s 
6. MAIDEN, GIVEN SURNAME. OR ANY NAME(S) UNDER WHICH SUPPORTING 

DOCUMENTS WILL BE SUBMITTED. (SEE INSTRUCTIONS #5 ABOVE) 
7. MOTHER'S MAIDEN NAME 

8. PLACE OF BIRTH CITY STATE/COUNTRY 9. DATE OF BIRTH 

0 Home: 

Fax: 
• ea o.e 

10.AGE 
3 s- 0 Female 

2191a le 
11. TEL 

Work: ( 1 j_ V )1 3-• L-5 - Ei) 3 
(Area Code) 

Fax: (g_O it)/ 0 4,  -1 S18 
(Area Code) 

EQUIRED 
E-MAIL ADDRESS 

IL486-1019 08/16 (LT) APPLICATION FOR LICENSURE AND/OR EXAMINATION - Page 1 of 4 

Additional application forms can be downloaded from the IDFPR Web site at www.idfpr.com.



z 

PART III: Education Information 
> 
E 
m 

1. PRELIMINARY EDUCATION (Elementary and High School or G.E.D. Circle number 

Graduated 
1 2 3 4 5 6 7 t 9 10 11 

High School? Ea'es 

of 

ENo 

years completed) 

Received 

OR G.E.D.? DYes • No 

1--s 
co 

l'2. 

11 
a 

2. NAME OF LAST PRELIMINARY SCHOOL 
ATTENDED 

3. LAST PRELIMINARY SCHOOL LOCATION 
(City and State) 

4, DATE OF GRADUATIO4 ei

0 C / 1 9 
.
E
• • 

-11 

7 

A(\ 
- 
I--

:I--

C7/ 

cn to 
-.4

pr:Ik Phu i !twat kpec-sr H-S. oic‘A( PA e, 11. - _ 
Month Yeer 

5. COLLEGE OR UNIVE SITY (Circle numbe of years completed) 

1 2 3 4 1." • 7 8 Graduated? Cg-fes ON° 

6. COLLEGE OR UNIVERSITY NAME LOCATION DATES OF ATTENDANCE TYPE OF 
(Undergraduate and Graduate) (City and State or Country) FROM TO DEGREE EARNED 

tr...lAsi.or4(27014 OM V ER-S 114/

04 Si. (.-outs 
SitiArr Lools , MO 

Month/Year 

08 1 'Ti ck 

Month/Year 

OS I ti
4c....0,. peAgEr) 

A. a os-12403 
F0610024 Sclica. cif MeD. 

23 er-sNottro4(57 444 GiOlv iiy 
Ciftcxvo, t 1.- ow luos 05 12-001 M . 1..).

Co14,646 or 67148041. Ptiiet4c.. 

iffAt.-nt New Yalu< 01.31v. Naps YoriA t NY Oct 11-4i/ 0517-6110 04 . P. 11. 

7. SPECIALIZED TRAINING (Residency, P ofessional Training, Vocational Training, Practical or Clinical Training) 

INSTITUTION NAME 
LOCATION 

(City and State or Country) 
DATES OF ATTENDANCE Old You Complete 

Training? 

-13
0 
Fer 

FROM TO 

TI-too-IRS Jefr-02.Sool UNN, 

caesive•Ick) R+I L. A 060 Ph A ?A 1 
Month/Year 

Cho
Month/Year 

«Diu,' 3 
111--Yes 0 No 

Max) Yott.K. Uxiivegscry 

Crett.tvastre?) 
Niao iote-t<, NY 03-(u)(4 010 1 WI to Erles II No 

tn 0 

P. 

• Yes • No 1 

F•

.3, 
Z. 

IM Yes • No 

0 Yes • No 

IL486.1019 APPLICATION FOR LICENSURE AND/OR EXAMINATION - Page 2 of 4 



z 
PART IV: Record of Licensure Information >

3
m 

If you have ever been licensed to practice the profession for which you aro 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, it must be listed here 

also. In addition, the INSTRUCTION SHEET enclosed with this Application package may instruct you to have Certification(s) of Licen- 

sure in other stale(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 Illinois is not required. Failure to disclose all licenses 

held may result in denial of your application or other appropriate action.

ri; 
4. 

7 

(-A 
E 

rn

c. 

(I) 

STATE PROFESSION NAME LICENSE NUMBER 
OF 

ISSU 
DATE

ANC E 
LICENSE 

(Active, 
Lapsed,TATUS 

etc.) 

State of 

PA 
Original Licensure 

poysicLAKI MT ici g cri tf 

(fitm4Eo c411o12p09

LAPSED 

cOr412013 
State of Current Licensute where you 
most recently have been practicing. 

NY pHysicipiN 2:4e4 II 2- olliolzof 4 ACTIVE-
Other States of Licensure 

PA PrIs15 IC i Pao 
imp 441 Jo? 

ioNgetnticreo )  
0611-4.12zis 

LA-PSE-n - 
111311z 0 il 

0 

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

D .-, 
2, 
a tn) 
to 

PART V: Record of Examination 

If you 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. 
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 

125M(.6 St'L IL oltpfroo-?. 
(Pas ent) 

U5k1/41 L 6  at --P 2 c.K . t cs • IL 12.12oog

US10 1, 6 Si -G- 9 3 PA o‘ 1.70i 0 1

A 

Z. 

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

IL486.1019 APPLICATION FOR LICENSURE AND/OR EXAMINATION - Page 3 of 4 



PART VI: Personal History Information (This part must be completed by all applicants) YES NO 

1 Have you been convicted of or pled guilty or nolo contendere to any criminal offense in any state or in federal 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 personal 

statement describing the circumstances of the conviction and certified copies of court records of your conviction including the nature of 

the offense. date of discharge, and a statement from the probation or parole office. In general, a criminal conviction by itself does not 

usually result in denial of licensure. 

1,/ 

2. Have you been convicted of a felony? In general, a felony conviction by itself does not usually result in denial of liconsure.

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

4. Do you now have any disease or condition that presently limits 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? If yes, attach a detailed statement, including an explanation whether 

or not you are currently under treatment. 

IV 

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 Illinois or elsewhere? If yes, attach a detailed explanation. 
te'"

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. 
I/ 

PART VII: Examination Coding Information (This part is for examination applicants only) 

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

a) CHART II - Select examinations) you desire 
and enter Test Codes. 

b) CHART Ill - Select the examination site you desire and enter Test Center Code: 1

c) CHART IV - Find your School of Graduation and enter school code: 

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

PART VIII: Child Support and/or Student Loan Information (Every applicant is required by law 
following questions) 

to respond to the 

1 . In accordance with 5 Illinois Compiled Statutes 100/10-65(c), applications for renewal of a license or a new license shall include 

Social Security number, and the licensee shall certify, under penalty of perjury, that he or she is not more than 3D days delinquent 

with a child support order. Failure to certify shall result in disciplinary action, and making a false statement may subject 

contempt of court. 

the applicant's 
in complying 

the licensee to 

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

No FVI 

2. In accordance with 20 Illinois Compiled Statutes 2105/210545), 'The Department shall deny any license or renewal authorized by 
Administrative Code of Illinois to any person who has defaulted on an educational loan or scholarship provided by or guaranteed by 
Student Assistance Commission or any governmental agency of this State: however, the Department may issue a license or renewal 
aforementioned persons have established a satisfactory repayment record as determined by the Illinois Student Assistance Commission 
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 Illinois 

the Civil 
the Illinois 

if the 
or other 

....- 
Student Assistance Commission or other governmental agency of this State? Yes  No  v'T 

PART IX: Certifying Statement 

Under penalties of perjury. I declare that I have examined the application and all supporting documents submitted by me 
in connec .1 . :. - , i ... . • - best of my knowledge, they are true, correct, and complete. 

3 1 2-C— 1 I -1-

‘ 
attire of Applicant Date 

I UNDERSTA 0 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. I 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. 

IL466 1019 APPLICATION FOR LICENSURE AND/OR EXAMINATION - Page 4 of 4 



IMPORTANT NOTICE: Completion of 
this form is necessary to accomplish 
the requirements outlined in 225 of the 
Illinois Compiled Statutes. Disclosure 
of this information is VOLUNTARY. 
However, failure to comply may result in 
this form not being processed. 

ILLINOIS DEPARTMENT OF FINANCIAL 
AND PROFESSIONAL REGULATION 
PERSONAL HISTORY INFORMATION 

SUPPORTING 

PH 
DOCUMENT 

NAME LAST 

. r:  LE ISteg--- 
FIRST MIDDLE 

Jai 4 PO DAM \ t> 

SOCIAL SECURITY NUMBER 

In order for your application to be evaluated, you must respond to each of the following questions: YES NO 
1. Have you ever been disciplined (including 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. 
1.----

2. 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. 

3. Have you ever been denied staff membership or privileges in any hospital or health care facility or had 

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

revoked 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. If 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. 

4. 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, attach a separate 

sheet with complete and accurate explanation. 

5. 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. 

6. 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. 

7. 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 

Under penalties of perjury, I declare that I have examined this Form and all supporting documents and/or information 
submitted by me in connection therewith, and to the best of my knowledge, they are true, correct, and complete. 

312.5-  / 2.5_1 • •• 
Signature of Applicant Date 

1L486-2098 1/14 



IMPORTANT NOTICE: Completion of 
this form is necessary to accomplish the 
requirements outlined in 225 of the Illinois 
Compiled Statutes. Disclosure of this 
information is VOLUNTARY. However, 
failure to comply may result in this form not 
being processed. 

HEALTH CARE WORKERS 
CHARGED WITH OR CONVICTED 

OF CRIMINAL ACTS 

SUPPORTING DOCUMENT 

CCA 

1. NAME LAST FIRST MIDDLE 

FLE isrt-elz_ Jc.mn -t pimp 
3 PROFESSIONAL LICENSE NUMBER (if any) 

-
2. ADDRESS STREET CITY STATE. ZIP CODE 4. SOCIAL SECURI TY NUMBER 

ursuant to - a t e epartmen requires 
victions pertaining to certain offenses. Please check applicable 

he following professionals to disclose 
profession. 

0 Physician 

IT Podiatrists 

information regarding con-

Assistants 

Counselors 

Nurses 
Surgical Assistants 

Surgical Technologists 

Care Practitioners 
Pathologists 

of 

Controlled Substances Act [740 
this Part. 

m Acupuncturists . Naprapaths 
. Advanced Practice Nurses U Nursing Home Administrators 
. Athletic Trainers 0 Occupational Therapists 

0 Occupational Therapy 

Ej Optometrists 
0 Orthotists 
0 Pedorthists 

0 Perfusionists 
0 Pharmacists 
pl  Physical Therapists 

,$) E I.,1 Ph ical Therapy 

hysicians, including 
Osteopathic Medicine 
cians (D.C.)

Department under the Acts 
technicians, issued to a 

mi Professional 

❑ Audiologists Assistants ❑ Prosthetists 

• Clinical Psychologists . Registered 
0 Registered 
E Registered 

0 Clinical Social Workers 
Dental Hygienists 

❑ Dentists . Respiratory 

❑ Speech 

Assistants

Medical Doctors (M.D.), Doctors 
(D.O.), and Chiropractic Physi-

listed in this Section and the 
person subject to the Code and 

im Genetic Counselors 

• Licensed Clinical Professional 
Counselors 

❑ Licensed Practical Nurses 
. Licensed Social Workers 

❑ Marriage and Family Therapists 

Any other license issued by the 
ILCS 40], except for pharmacy 

In order for your application to be evaluated, you must respond to each of the following questions: 

1) Are you currently charged with or have you been convicted of a criminal act that requires 
under the Sex Offender Registration Act? ' 

registration 
Yes No

M 

2) Are you currently charged with or have you been convicted of a criminal battery against any patient in the j 
course of 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? * II 

4) Are Are you currently charged with or have you been convicted of a forcible felony? ' El (a. 

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. 

1 

Under penalties of perjury, I declare 
mitted by me in connection therewith, 

Certification Statement 
and/or information sub-

and complete. 

24i t7 

that I have examined this Form and all supporting documents 
and to the best of my knowledge, they are true, correct, 

312.5 1 
Signatur Date 

IL486-2034 02113 (crimacts) Page 1of 3 



ILLINOIS DEPARTMENT OF FINANCIAL AND PROFESSIONAL REGULATION 

AUTHORIZATION FOR THIRD PARTY CONTACT 

Instructions to Agplicant: Use this form to authorize individuals or companies (such as employers or 
your application. credential services) to contact the Department on your behalf regarding 

Name: Jonah Fleisher 

Address: 

Phone: 

SSN: 

Profession: Physician (Ob/Gyn) Email: 

I, JoN A (.4 Retstio(-- , hereby authorize the following person/business to 
licensure. I understand that information 
and that I will be responsible for the 

application for initial licensure. This 
to enforcement or expiration of the application. 

communicate with the Division regarding my application for initial 
received from the person or business listed below shall be binding 
accuracy of all information and documents received as part of my 
authorization shall expire upon issuance of the license, referral 

Name of authorized representative: Monica Holt 

Address: 820 South Wood Street, MC 808, Chicago, IL 60612 

Phone: 312-9967006 

Email: mlholt@uic.edu 

Applicant Signature 
3i2S--1 n 

Date 

Completed forms may be sent to the Division at: 

fprmedicalunit@illinois.gov 

11_486-2272 5/16 



IL 

F CVS FEDERATION CREDENTIALS 

VERIFICATION SERVICE 

Medical Professional 
Information Profile 

..„001t&ii
tCto , ],,R uvull 

Federation of 

STATEM 
MEDICAL 

  BOARDS cr. 
• -ct 

Section IV 

Medical Education 

I  400 FULLER WISER ROAD 
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Frsrrsr.-c :j 

STATEN!
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Instruction to the Dean 
Please complete both pages 
of this form, sign date and 
seal on the front page then 
return to: 

Federation Credentials 
Verification Service 
400 Fuller Wiser Rd 
Suite 300 

Euless, TX 76039 

Tho individual identified on the attached Authorization for Release of Information. Documents and Records 
form has authorized your mec5:21 school to provide to the Federation Credentials Verification Service (FCVS) 
any and al information pertaining to their education at your institution. 

Please note: if your institution processes transcript requests through another office, FCVS has likely made 
such a request under separate cover. 

If your office also processes transcript requests, please attach the Individual's official transcript 

(which indicates courses taken, dates and hours of attendance, and scores, grades, or evaluation). 

Institution Name: Northwestern University Medical School 

Address Lino I: 

Northwestern Univ Feinberg Sch of Med 

Address Lino 2: 

303 East Chicago Ave Ward Building 1-003 

City: Chicago 

Country: US 

State/Province: IL 

If name of institution was different when this individual attended, please note this name below: 

Zip Code (Postal Code): 60611-3008 

Premedical Education: 

Years of eduCatien required for admission to your medical scboot: 3 ( honors program ) or 4 
Credentialidegreepresented by the applicant for admission to your medical school:  BA or BS 

Enrollment and Participation: Our records indicate that Fleisher, Jonah David 

attended our medical school for total of  1 54 
(41:iopivairre,aluthintircia*Fulita;:ula.sirm) 

weeks of medical education on the following dates: 

This individual 

Was awarded the degree of  Doctor of Medicine

Was NOT awarded a degree because; (please explain - additional page if necessary) 

From: 0 8 r 2 2 / 0 5 To: 05 /14109 
Month Day Year Month Day Yocr 

05 / 11/09 

MOrD 04 ?car 

on 

Attestation 

Affix Institutional 
Seal Here 

If no seal is available, 
this form must be 
notarized. 

Watermark 
Eta MIS only. 

SEAL 
VERIFIED 

Miroslava Rachuy 

Date of Signature: 04i 19 1 3 Phone: 

Fax: ( 313 503-0715 

(312 )  503-4070 

Email: 

277507 1150 I 215.461195 

400 FULLER WISER ROAD I SUITE 300 I EULESS. TX 76039 TEL(8 1 71868-3000 FAix(e V7) 860 - 5099

01925 Fod6r=on o1 Sta:3M..,•'. 



IMPORTANT NOTICE: Completion of 
this form is necessary to accomplish the 
requirements outlined in 225 of the Illinois 
Compiled Statutes. Disclosure of this 
information is VOLUNTARY. Flowever, 
failure to comply may result in this form not 
being processed. 

VERIFICATION OF 
EMPLOYMENT / EXPERIENCE-- 

PROFESSIONAL CAPACITY 

SUPPORTING DOCUMENT

VE-PC 

1. NAME LAST FIRST MIDDLE 

C166(+See- Jot...1p.A DR\)t) 

2. PLEASE CHECK THE TYPE OF LICENSE 
APPLYING: 

irl<ermanent Physician License 

El Temporary Physician Training 

Cl Chiropractic Physician License 

FOR WHICH YOU ARE 

Profession Cede 
3. ADDRESS STREET. CITY, STATE. ZIP CODE 

4. DATE OF BIRTH 

on ay ear 

036 

License 125 

038 

5. SOCIAL SECURITY NUMBER 6. MAIDEN OR GIVEN SURNAME 

Record work history chronologically for the five (5) years preceding the date of application beginning with present 
employment. Also list any breaks of six (6) months or longer in medical practice since graduation from medical school. 

A. NAME OF PRACTICE /WORK LOCATION 

!AWN_ .N1 IAelP(Ckt- 4 1401/4)-Mt-- 1)A CO.) Tee 

JOB TITLE 

)1-rib, blt-x., PtYsiciAN3 
ADDRESS STREET, CITY, STATE. ZIP CODE 
2.34 E. Kill̀  ST Geowc, MY (014-51 

DESCRIPTION OF DUTIES PERFORMED cLuie.04,
Co-'k_ ex..4...Q

06 A.,....ti..oltzia p.P.A44..w.c..42a--.44 ettA.4-4-4 

oaf‘r./ c&Ak , 
is ANYntAMre-D) 

.1 
DATE OF EMPLOYMENT/ATTENDANCE 
From 0 I- i 2.  / zo I co

Month Day Year 
To 0 12 i S 6 flotq 

Month Day Year 

HOURS WORKED PER WEEK 

6, 0 2 4 k. 4-e.slt. 141.44A 66 
(GQ, DATE to-9 04.190(2_6iq- 

et-it) o PerE. 

TYPE OF EMPLOYMENT 

(gull time M Part-time 

TOTAL TIME WORKED (Year/Month)

1 lereakdk 

B. NAME OF PRACTICE / WORK LOCATION 

ga.LeVue [-toSP lTh-t_ l lTt✓Y._ 

JOB TITLE 
cat° kb) I Cr.) 1 cAt_ A5SI.51--Prt4T ATrENAlt.)4 

ADDRESS STREET, CITY, STATE, 
4,2 .t101- h e N av- 9 a 

ZIP CODE. 

, New'ioftl<t Ni /out, 
HOURS WORKED PER WEEK 

5 -0 

DESCRIPTION OF DUTIES PERFORMED 
1. ,w°.4 /IL , 

 e ..b . . , 6
0•54 , 0 rAell - j A4  

• . CAA.12_ ix-44-0-1)

Aj44.4:112A•tt fea-atvi-AA-4,01 AA-t-
64-eA49-4-4. hiA-e- l e-1- e-e-t1A4--" 1 ar y -4 - g- -14

cAlayt. CALAJL. 

DATE OF EMPLOYMENT/ATTENDANCE 
From 0_17 / _0 I_ I_Z 0 ( 

Month Day Year 
To C :• /3 0/2-0 1 6 

Month Day Year 

TYPE OF EMPLOYMENT 
Errull-time III Part-time 

TOTAL TIME WORKED (Year/Month) 
2

IL486-1965 01/14 (MD) 



C. NAME OF PRACTICE / WORK LOCATION 

PEN NM LVA*0 ( A 140sP (TAL 
JOB TITLE 

ATST:NDI NI cv, FtlYsL c_1P4tJ / LA-E704tST 
ADDRESS STREET. CITY, STATE, ZIP CODE 

8'0( sprwcz 7-. r PtAtoloet,pl-kok , PR IS ‘64 

DESCRIPTION OF DUTIES PERFORMED 

C-4;AL a-A c-4" - 6"A-49 444PQA-44-41°*1 t 
AL.A.A—eare.A7C., atAo-44 

Aeze-t444.44 cK 0846Y4 wiz, &c.4.4-hAls
6jk Lektettc 4/4. CreT-AtetAZO-A 

DATE OF EMPLOYMENT/ATTENDANCE 

From a la /11_ / .2- 0 LS 
Month Day Year 

To 0 6 / 3 0 / 2 0 j_ II_ 

HOURS WORKED PER WEEK 

60 
TYPE OF EMPLOYMENT 

Cull -time 0 Part-time Month Day Year 

TOTAL TIME WORKED (Year/Month) 

1 %AAA. 

D. NAME OF PRACTICE / WORK LOCATION 

-1--- cmNs, 3eeper25at.4 UMJ era try 14t6p t riv,... 
JOB TITLE 

geG k DC.INT PRYSIC 1 A 
ADDRESS STREET, CITY, STATE. 

1 1 1 S. 11'µ'i Sr i  PH(LADELpotk., 

ZIP CODE 

PP l'i(61. 
HOURS WORKED PER WEEK 

g0 

DESCRIPTION OF DUTIES PERFORMED 

c-P-(.4'--4-6-D Can... a.e.A.45-6-4 •Wk-ri-
Ae-e-Irru.t.A.N. cf ca.t.ta . 05 /1VNDATE OF EMPLOYMENT/ATTENDANCE 

From 6 (v / 2 0 / 2. 0 01 
Month Day Year 

To bk.,' jA /1 0 ( 1 
Month Day Year 

TYPE OF EMPLOYMENT 

[2 -ull-ti me • Part-time 

TOTAL TIME WORKED (Year/Month) 

I-4 trak-k-Lx 

E. NAME OF PRACTICE / WORK LOCATION JOB TITLE 

ADDRESS STREET, CITY, STATE, ZIP CODE DESCRIPTION OF DUTIES PERFORMED 

DATE OF EMPLOYMENT/ATTENDANCE 

From / __ __ /__ 
Month Day Year 

To / /  
Month Day Year 

_ 

HOURS WORKED PER WEEK 

TYPE OF EMPLOYMENT 

0 Full-time III Part-time 

TOTAL TIME WORKED (Year/Month) 

F. NAME OF PRACTICE / WORK LOCATION JOB TITLE 

ADDRESS STREET, CITY, STATE. ZIP CODE DESCRIPTION OF DUTIES PERFORMED 

DATE OF EMPLOYMENT/ATTENDANCE 

From  / __ /__ _ _....._ ___ 
Month Day Year 

To / I _ _ ____ ..._ ____ _ _ _ 
Month Day Year 

HOURS WORKED PER WEEK 

TYPE OF EMPLOYMENT 

_ 
Li Full-time M Part-time 

TOTAL TIME WORKED (Year/Month) 

IL486-1965 01/14 (MD) 

U
O

!S
S

0
1

0
.1
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ELE 
SEAL 

• 
STATEU24 
MEDICAL 
BOARDS 

Federation Credentials Verification Service (FCVS) 

401) Fuller Wiser Road. Suite 301). llitesh. I N 760.te 
met 11111)/1611 soon lax /) Rfie SO09 

Verification of Graduate Medical Education 

Institution. Thomas Jefferson University Hospital Attention- Program Director 

Specialty Obstetrics and Gynecology Arniated 

Univeisily T.I li II 

Address Philadelphja,PA 

Verification For: Name: Fleisher Jonah David 

DOB* 

ledividuars Name on Record (If different from above). . .... 

Program 

Participation: 
Important: 

Report Incomplete 
framing Levels (years) 
separate horn those that 
were seccessruity 
.ompleteo 

I` the training revel (year) s 
:Amenity iii progress report 
Me expected comptehon 
date in the To held, 

Report internships. 
eesine,ncies and 
Feunwsnip. separately 

Use ....fie section per 
nepailiremsSipeciaify If Inc 
VeraitirentiSeecialtY 3 
:otatmg or transitional. please 
erosacie a scrim,* or 
retatons 

Training Level: 4 
(e e.. 1.2, 3. etc) Specialty/Subspecialty: OBGYN 

°internship 
From: 6/20/2009 To: 6/19/2013 

Residency 
°Chief Residency Successfully Completed?: ®Yes No ©In Progress 

°Fellowship Accredited by: OACGME UAOA OLCGME ORSC OCFPC 
°Research ORCPSC DAPPAP ONone of these 

Training Level: 
(C. g., 1 2. 3. etc ) Specialty/Subspecialty: 

°Internship From: / / To: / / 
OResidency 

Successfully Completed?: OYes Otslo Din Progress 
OChief Residency 

OFellowship Accredited by: OACGME DADA OLCGME nasc OCFPC 
°Research ORCPSC OAPPAP 0None of these 

Training Level: 
tea 1 2.3. etc) Specialty/Subspecialty: 

OInternship 

OResidenCy From: / / To: / I 

OChief Residency Successfully Completed?: ElYeS ONo Din Progress 

°Fellowship 
Accredited by: *ACGME OA0A ULCGME I* RSC OCFPC 

OResearch 
ORCPSC OAPPAP ONOne of these 

Unusual 

Circumstances: 

.-.I.neck tue correct response 
Omitted reSpOriSeS require 
smitten explanation 

It necessary you may 
raaritintie your explanation 
on a separate sheet of 
aaper 

„___ 

1. Did this individual ever take a leave of absence or break from mune' training') ..... . . . . 

2. Was this individual ever placed on probation? . ... .... .... .... . . . .. . .. .. .... . 

3. Was this individual ever disciplined or placed under investigation? ...... . ...... . .. ..... 

4. Were any negative reports for behavioral reasons ever tiled by instructors? 
5. Were any limitations or special requirements placed upon this individual because 

of questions of academic incompetence, disciplinary problems or any other reason? 

Please explain any "Yes" response from above: 

ales 

0Yes 

III 

OYes 

°Yes 

ONO 

No 

Yes El No 

EDNo 

oNo 

Certification: r 
; Completion of the following is certification that the information above is an accurate account of this inclivicivars records 1E' true 
1 and correct the Signature line must contain the original signature. or the electronic typed signature. of the program director 
' (M.DJD.O. only). IS IIIW

Affix your 
, seal in 
• . est 

VERIFIED 
i..... . _ ... 

ins 
this mace 

• is 
tide 

.. 

tutional 
If 

ilable 
this 

zed 
. - 

--.., 

Name Abteall Welt MD Signature 

Title of Signatory • fag) ram Director Date of Signature 1 ip014..._ 
(e.g. Program Director) 

Tel. 215-955-1085 Fax 215-955-5041 E-Mail. i..kbigag.Wolf0JeftersAit edit 

FCVS ID: 277507 FID: 215461195 CODE: 112399 



F CVS 
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FEDERATION CREDENTIALS 
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VERIFICATION SERVICE Unusual Circumstances • MEDICAL 
BOARDS 

Page 1 of 1 

Graduate Medical Education 

Medical Professional Name: Jonah David Fleisher 

Thomas Jefferson University Hospital 

Obstetrics and Gynecology 

Unusual Circumstances 

Did you have any interruption(s) or extension(s) in your medical education? 

Were you ever placed on probation? 

Were you ever disciplined or placed under investigation? 

Were any negative reports for behavioral reasons ever filed by instructors? 

Were any limitations or special requirements imposed on you because of 
academic performance, incompetence, disciplinary problems or for 
any other reason? 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

End of report for: Jonah David Fleisher 

PROVIDED BY 
APPLICANT 

II 400  FULLER WISER ROAD I SUITE 300 I EULESS. TX 76039 TEI-(817)868-5000 FAX(8 I 7)868-5099 

0 1996 Federation of State Medical Boards 



COMMONWEALTH OF PENNSYLVANIA 

DEPARTMENT OF STATE 

BUREAU OF PROFESSIONAL AND OCCUPATIONAL AFFAIRS 

POST OFFICE BOX 2649 

HARRISBURG, PA 17105-2649 

www.dos.pa.gov 

04/02/2017 

VERIFICATION/CERTIFICATION OF LICENSE 

This is to certify that the individual or business named below is licensed by the Department of State, 
Bureau of Professional and Occupational Affairs: 

NAME: FLEISHER, JONAH 

LICENSE TYPE: Medical Physician and Surgeon 

LICENSE #: MD449108 

LICENSE STATUS: Inactive 

LICENSE ISSUE DATE: 06/17/2013 

LICENSE EXPIRATION DATE: 12/31/2014 

DISCIPLINARY HISTORY: No Disciplinary Action Exists 

Ian J. Harlow, Commissioner 
Bureau of Professional and Occupational Affairs 
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400FULTERWISER ROAD I SUITE SOO • I EULESS TX 76019 I TEL(1117)11:611 5000 1 FAA(61IL168....5999 / 
01996 Federation of State Medical Boards 



April 13, 2017 

RE: CT Forms (Certification by Licensing Agency) 

To Whom It May Concern: 

I am applying for an Illinois Physician license (4036) via Endorsement. I was first licensed to 
practice medicine in Pennsylvania, and I am currently licensed in New York. 

Pennsylvania only provides verification of licenses directly to other state boards. I requested 
this information to be forwarded to the Illinois Department of Professional Regulation on April 
2, 2017. Please let me know if you do not receive this information shortly. 

New York State's certification is enclosed in a sealed envelope with this application. 

Please feel free to contact me with any questions about this. 

Sincerely, 

Jonah Fleisher, MD 

Cell: • 
Email: 



• 

April 27, 2017 

To whom it may concern: 

G3taC 
CASH 

ti

SECT/ON 

MAY 0 2 2017 

0Promounal Regulation 

Please see my attached receipt for my livescan fingerprinting, performed 4/19/17, in conjunction for my 

application for an Illinois medical license. 

Name: 
DOB: 
SSN: 

Jonah David Fleisher 

For any questions in relation to this matter, please contact me at 

Thank you, 

Jonah Fleisher 



A FINGERPRINTING U S PHOTO 
210 SOUTH CLARK ST 

( Ground Floor Lobby of Adams & Clark Bldg. ) 

(312) 782-8144 (312)782-8143 
* www.fingerprintingchicago.com * * * * * 

-> -> -> E-mail: fingerprintingchicagoggmail.com <- <-
FEE APPLICANT LIVESCAN FINGERPRINTING RECEIPT 

Date Fingerprinted: 4 - -42/F (-1
LC 

TCNIDCN # LS 106 88 L820 lga-3   OB114 'Lola oit;L-{1, PROF Code  -  FUR Code  rc,,e) 

Last Name:  1LEISi-te 2-  First Name:  ,) Cria-Y)  Middle Initial: 

Date of Birth: Social Security if 

Address City: 

Fees are not refundable. 

THANK YOU!! 

Phone # 

State:MI Zip Code:_ 

111 Mia 
Signature of official taking Fingerprints 

Please fill out this receipt and send with your application and 

application fees. 

RECEVED
ON 0 2 2011 

recto MEDIC.Al. umrir 


