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\ - RETURN APPLICATION ]’Qw,w:.‘.-}_"fﬁ_ﬁ . . wuu-].__FOR OFFICIAL USE QNLY 7 "
lL-- - IMPORTANT NOTICE REl g LA Ot D/

) : : . County Code

letion of this form is necessary STATE OF ILLINOIS It i vv e - o e fis s : Y= ‘
W ircomsideration for licemsurs onder DEPARTMENT OP.REGISTRATION.AND.EDUCATION |.Graduation Date 72-4_‘_‘_“_-203__'- !
i] Chapter 111 of the Illinois Revised -~ Attention:;- Medical.SAG0D e cense No.

Statutes. This form has been approved 320 We'st Washington Strést, 3rRECEIVED . ige £-2-23
by the Forms Management Center. , LsimSpringfield; MO LABH SECTION ¢ - | [rertificate Issued

"Certificate Mailed__£-2-23 | '
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|/ THE BLOCK BELOW, CHECK TYPE OF LICENSURE Folf WADIRNIEARE Sl INEOMN0 THEN THE Basis unDER
| wwich vou Are appLyiNG, . -

A
.
AL

AR 2
APPLICATION FOR LICENSURE UNDER; THE

| Type of Licensure: (X) Physician-Surgeon N [ 1Osteopath "%’ "1 "1 1Doctor of Chiropractic

1
- - - -

Basis of Licensure: {X] Flex Endorsement [ ] National Board Endorsement™’ | “ [ ] Examination ‘l
[ ] Flex Examination [ ] LMCC Endorsement - 1. .[ ] National Board Diplomate

[ ) Reciprocity . . TR ~12]. - [ ] Reciprocity ]
All candidates for licensure must complate .the following. Faise or misleading information may be cause for disciplinary action on the grounds of a .1 )
°| tack of good moral character,

L)
1. PRINT NAME AS IT SHOULD APPEAR ON CERTIFICATE (Limited to 20 | 2. SOCIAL SECURITY NUMBER R
characters first name, middle initial and 20 characters tast name)

‘Wfdawes Danie .
Daeyons— Ur - & * Designation of number is not mandatory—used only to ensure ¢ ii

= identification, sccessibility, and accuracy of the application. .
3. HOME STREET ADORESS 4. cITY -

5. COUNTY 6. STATE 7. ZIP CODE i!
MR . ‘4 .

10. COUNTY 11. STATE 12. ZIP CODE ’,

15. DATE OF BIRTH IMonlhiDlINelr) 16. AGE '

. - - b
EDUCATION — Official transcripts.must be submitted with this application. . L :

17. COLLEGE EDUCATION (Do notinclude medical schooling.) o7 .
NAME OF INSTITUTION LOCATION (City and State) DATES-OF ATTENDANCE | CREDIT HOURS

- Catholic College 505 Banpo-Dong "From™3/2/66 T | X Semester
: Seoul, Xorea To "2/26/68 (] Quarter
NAME OF INSTITUTION LOCATION (City and State) DATES OF ATTENDANCE | DATE OF GRADUATION
o ' . From |
— K ; To ~ .
18. MEDICAL COLLEGE OR UNIVERSITY — Exact copy of diploma of said inso ot

on must be attached, |
NAME OF INSTITUTION . LOCATION (Citv and State) - i OATES OF ATTENDANCE

. - 505 Banpo-Dong, Kangnam—xu| From: 3/2/68
Catholicied. S°h | Seoul 135, Korea To ' 2/26/72
LOCATION (City and State) £ S OATES ‘OF “ATTENDANCE

-- INTENDED STREET ADDRESS 9. CITY

13. TELEPHONE.NO. (Area Code) | 14. PLACE OF BIRTH

.i Do
.

NAME OF INSTITUTION

ightaet

TYPE OF DEGREE GRANTED

NAME OF INSTITUTION GRANTING DEGREE og\fg‘;dzcnee.m\s ‘GRANTED . . "
f#tho}ic ked. Sch. M.D. | ESBsi28e 1972 o

S e e s <,

A

19. SPECIALTY /RESIDENCY TRAINING — For applicants desiring licensure as a physician-surgeon. $2
‘NAME OF INSTITUTION LOCATION (City and State) ;. -+ | TYRE,.OF PROGRAM!

St. Joseph's Hosp.
L. 4860279 7/81 (MD)

1DATES OF ATTENDANCE
.| From 7/1/78‘ ; i
To “**'6/30/80 -

|| Paterson, N.g. |

Page 1



. . f any of the follo etailed explanation must be
i 20. PERSONAL HISTORY fumihed on "’p;"’;’f' YES NO
A Do you hold a Ircense in any of the other hez}ng ﬁ? X
_|. .B.. | Have you ever been denied a certificate, , or tt Znination, before any State X
&i.' Lo ] Medrca‘l Bd'a'rd? I yes, the State Madical 8oara nt of the charga and its disposition.
--C. Are you now- or have you ever been addicted | to'or exeesslvelv used alcohol, narcotics, barbiturates, X
or habit- formmg drugs? ! i,
D. If the answe? ié yn to sithsr of ihe fol!owlng, attach amtnmnrf om the tmring psychiatrist and & copy of his
board cemllcatmn or, ifha is not brmdumlied Iu.r wrnculum a8, -"'("—'
4\ . L] n ' o -5 .
1. Have vor‘: ever been a patient (voluntarlly orrgnh )in anv institution for the treatment of X
mental or emotional illness, drug addiction, or inebriety?
2. Have you ever been treated, but not hosprtallzed for mental or emotional illness, drug addiction, X
] | or inebriety? : gy e« e
E. Have you-ever been convicted of any criminal offense(s).in Illinois or in another state or in fereral
court {other than minor traffic violations)? . Ny -
F. Have you ever been denied hospital staff privileges? 14 I/ yes, please attach an explanation from the hospital
administrator, " "~ C
. G. Do you havae any physical i lmpalrment or disability that could interfere with vour ability to practice X
your profession?
H. Have you ever applied for a certificate of registration as a physician-surgeon or chiropractor? X
el b I. Have you ever written a licensure examination to practice medicine and surgery or chiropractic in X
llinois or any other state? /fyes, complets the following:
List state(s) in'which you took examination Type of Examination Taken Date of Examination
Massachusetts FLEX ( Medicine) 6/13,14,15/8p ‘
& A& ——— - ndwshyr. R‘w.
U
J. Have you ever been licensed as a physician- -surgeon or chiropractor in Illinois or in another state? // yas, X
_.complate the following and attach a umllc.man ol rmamal Ilcenwre, with state seal alfixed.
List state(s) in which you T - Dates of Licensure Has license ever been revoked
have ever been licensed. L'“"” Number From To Is license current? | o 0o wise disciplined?
Mass. 46478 8/15/80 1/15/4K1YEs ( Ino bqiAY K ivo
Ohio 1748782 4/14/83 12/31/8fyyes l{t QA c\ X 1no
A= o " Cives 1 IAQKIFESRF of 1 ino
~ O
vsTaTE oF _Ohio ) & of
COUNTY OF _F3rma ) MARGARET O'NEYL BARON, Notary Public

| hereby certify that | personally completed :&%M%

State of Ohlo - Cuyahoga County

appearing hereon are itrue and correct to the best of my knowledge and beiief,

;. ) Slqnlmu (ln full-Use no initials)

(RN \I“\JJ
e g e——

"' Subscribed-and sworn ‘before me this a.Q day of

NOTARY
SEAL

- —
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St Joseph’s Hospltal':and Méd‘cal Center
703 Main Street - Paterson » New Jersey 07503 (201) 977-2000

- sles
3

4,,_. ,
:

€4

DEPARTMENT OF sunssnv -

iyt ¢

DAVID BREGMAN, M.D.

Chairman, Department of Surgery

From:

Date:

Please be advised, that the information on the sheet is
Daeyong Ur, M.D., was an intern/resident in

correct.

Sister Jane
President

David Bregman, M.D.

January 19,1983

[

o (201)-977-2124
"‘BchWED (201) 977-2125
N2

m" iep 4 TIE PRESIEERT

Chairman, Department of Surgery /%\

the Department of Surgery from 1978 through 1980.

Please sign and seal, as requested by the Board, the
enclosed three documents.

Thank you for your attention in this matter.

= .

r o

- e k.

o 'Y




STATE BOARD OF FEDICAL CRAMINCRS OF W JCh
. __ CERTIFICATE OF HOSPITAL®REQUIREFENTS
INTERNSHIP OR PGY I RESIDENCY. _x

(CHECK ‘®YPE OF SERVICE BEING CERTIFIED)

«ill not accept Certificate unless it has been completed by

'Board
"the Chief Executive Officer, from the records of the hospital.
g Hospital "
BELT — Address-. 703 Main St., Paterson, NJ
B S A
1/18/83

5 ‘C‘;i;‘<.\ .
S Date

Department of Surgery ' .
St. ‘Joseph's Hospital & M.C. has rendered satisfactory service in each

.
of the various departments as an intern/resident in the St. Joseph's

,« - Hospital in an agproved AMA Internship/Residency Training Program and the
;:.‘{' : o

it requiremants of the New Jersey statute, governing the year of hospital
-‘r,'g; i . . I

+: " rnternship/Residency, has been complied with on the part of the hospital.

We further certify that the following stéteﬁents are true:

,‘; Length of regular internship/residency 5 yrs. -

’~ Date applicant cOmmenced internship/residency 1978/80 transferred to
';i*'=,gte internship/residency was (wiil be) completed __ 1980

{?' I€f time spent at hospital does not represent full period of internship/
%;. residency, state why Dr. Ur. transférred into an Anesthesia residency
%“ progfam in 1980.

n

f Type of. Internship™

AN pe of ResidencyY ___ General surgazry—

We further certify that the applicant is, in our opinion, a person of

oral character and v%f%#?ﬂ“&f licensure to praét;icg_ Medicine and

0ol
"

'/'.’ e » < .,"' — ? M.D.~
President, Medical Staif
N . N -

AN

2 J. S "':

-
K

~
L e
R
"




© memztwee . 2é Fannsvivenia Stzte Bagrd of Medizs! Eduansia-
LA e e g GRADUATE TRAINI.® 2nd Licersu-s
L A eraversiLe Box 2848, Herriszy=;, Po. 770

Tanla Rited. CERTIFICATS
Dste \ ‘\%.LE

_— . M. D., 8 gradusts of the
gesiioiic Medical School has rendared satisfactory service as a traines at
N st —Josephls Hospital at __Patereon, New Jjersey
in 2n approved clinical program from July 1st.78 to JM._“M_
:\'.'e 2ls0 certify that = . 2D is a person of good mora! charzzter,

LORS =2 <
ane thas _'_{_@nu proven-to be worthy of-the medical profession.

" The Trzinee penicipated in the following type of program:
OTHER

W £ EXiSLE ____ CATEGORICAL® —____ CATEGORICAL

- DEPARTMINT SPECIALTY MONTHS SIGNATURE OF CHIEF
.. Allergy-immunalogy

Anesthesiology

Dermatology

* Family Practice

sinternal Medicine

Neurology

'ﬁ Nuclear Medicine .

Obstetrics-Gynecology

Ophthalmology

Otola ryngology

- — -

Pas ology

Pediasrics

. Physical hNedicine

Preventive Mcdicine

Psychiatry

-Putlic Health

sdiology 2
. 3

Surgery Surgery
. . 4
Urology :
¥ ) -
* Other - —
L mnrie
R o . .
a-i882eaeized ptidavis reavired it L geBe r
» i =% M
pr-—- Mt N2t NO, seLi) -, . :
L BEIe 3atT av i, TN T IGIGNATUAG OF SEDLAMSENDETTY | (COVERTL BbY $uha: ¥
T - —e— Tl g T P PRESi QAT . o




_FORM2 &

& sk
D s N s

e CERTIFICATE OF FOST-GRADUATE TRAINING
g MUST 82 COMPLETED FOR APPLICANTS WHO ARE GRADUATES OF FOREIGN MEDICAL SCHOOLS®
R ' |

- Tf:_x_is.cs.'::iﬁes hat Daeyong Ur, M.D, i ___has rendered satisfactory
R Name of Applicant ’

':r_t,c‘l continuous service as a Resident/Surgery -
W Posmon/Department

At _ sg;, ;[ggggh s Hospital and Medijical Center, 703 Main St. Paterson, NJ 07503
7 Hospital Address of Hospital
Rirom ___Julv 78 to_____ June 80 i

e Beginning mo/day/yr of Service : Ending mo/day/yr of Service

This traxmng@/was not AMA approved.

'V'I‘_. i

FR

(PLACE HOSPITAL SEAL HERE) _ . M_ﬂ&ﬁ{- rMAN .
ame X
> -
Chaigm Lot 4f V2%
Position '

ow—fg
Date

N ls form is to be .sent to the hospxtals at which the above named physlclan trained. It must be completed
py either the director of the training program, the director of the department, the hospital administrator

pr an Individual authorized to verify the requested information. THE HOSPITAL SEAL MUST BE
LACED IN THE APPROPRIATE PLACE. ‘

fhis mformanon will be used for licensure purposes.

Unless the applicant is American-born and holds a full right to practice ina foreign country.
' ON COMPLETION RETURN TO:

STATE MEDICAL BOARD OF OHIO .
.65 SOUTH FRONT STREET

ROOM 510

COLUMBUS, OHIO 43215

.- . A" . J
' . " 4, . e P .
. . . = IO I L
o o OISR < FEH
¥ ey . ‘ .




Daniel

:. PERSONAL DATA

‘Birth
Sex:

Marital Status:
Visa Status:

EDUCATION Catholic COIIego,‘
BA - 1968 R
Catholic COllegownedicaI School
M.D. - 1972 . ‘?E' e
Korean Acupunctuze Institute
75 - 76 i
Sy . b 'u: Jﬂ»,
g, o PROFESSIONAL ~~General Surqeon,“xorean Azny Hospital
AR . IRAINING IN KOREA Seoul, Korea, 1972 - 1975
PROFESSIONAL Lt “ )

TRAINING IN U.S.A. Medical Staff, Rutland Haiqhta Hospital
Rutland. Hassachuaetta» 3/7G~-’S/78

Surgical Residency,‘St. Josebh aospital
Paterson, New Jetsey, 7/78 --6/80

.;. R
P %7 '

Anesthesiology Rosidency. ﬁt.‘81na£ Hospital &
Medical Center : :u

New York. “New York, 7/80 6/82
Cardio-Thoracic’ Anesthesioloqyzgesiaency
Cleveland clinicsroundatiom N

Cleveland,_ohiq, 7/82 - 12/31/82

__. e

3

LICENSURE ECFMG i

St e

FLEX ( Massach
D

BOARD
ELIGIBILITY

REFERENCES




REFERENCES -

Daniel ( Daeyong ) Ur, M.D.

1.

David Stark, M.D.
Professor and _Chairman ,
Department of Anesthesiology e P e e ’ e
Mt. Sinai Hospital and Hedical'\,Centerr ‘ R e
New York, New York L : :

Henry Tausk, M.D.
Associate Professor L
Department of Anesthesiology °.°- o
Mt. Sinai Hospital and Medical Center
New York, New York

3. F.G. Estafanous, M.D. Sl
Chairman X
Department of Cardio-Thoracic Aneathesiology

The=Cleveland Cliniec Poundation
Cleveland, Ohio

4. Norman J. Starr, M.D. :
Director of Resident Education

Department of Cardio~Thoracic Anesthesiology
Cleveland, Ohio 44106
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e o STATE OF OHIO “--*
THE STATE MEDICAL BOARD

e iad L R R AT
X .

.

Suite 510 o
65 South Front Street .

- Columbus, Ohio 43215

]
\
Date: April 14, 1983

‘»Tq: Dr. Daniel Ur

i INis 1s to notify you that you are now licénsed to practice medicine and surgery in
the State of Ohio and that your license number is the following: _ 48782 : )
~The Board approved your request and your number was issued on 4/14/83 .

The actual certificate of licensure myst be hand printed and will not be sent to you

“x' for several months. BE SURE TO NOTIFY .THE BOARD OFFICE IN WRITING OF ANY CHANGE OF
'ADDRESS. _NOTE THAT THE ADDRESS YOU SUPPLY THE DRUG ENFORCEMENT ADMINISTRATION MUST

BE_YOUR_ADDRESS OF PRIMARY PRACTICE.

';th‘s letter constitutes your authority to begin practice upon its arrival. Your Ohio

cense will be effective untii December 31, 1984 at which time you will be required
to have completed mandatory continuing iredical education for renewal of your license.

continuing medical education materials will be mailed as soon as they become available.

-This notice also authorizes you to make application for your narcotics permit. To

- make such app]ication&‘ppntact:

S

Drug Enforcement Administration

Chicago Regional Office

ATTENTION: Janet Petcoff, Registration Branch
1800 Dirksen Federal Building

219 South Dearborn Street

Chicago, I1linois 60604

TEL. NO. (312) 353-1236

IT you should have any questions pertaining to this, please do not hesitate to contact
us.

Very truly yours,

T T AT a7 e

EOEONIOSTAIENEDIC

“BOARDESES
e Ot 43315 Angeta Albert
e Chief of Licensure




CATHOLIC MEDICAL COLLEGE

505 BANPO-DONG, KANGNAM-KU '
SEOUL 135, KOREA

TEL: 593-5141~9,6121~9.7 185~

Certificate of .Gradua

To whom it may concern :

Name in Full :

Date of Birth : _

‘Pe¥manent Address )
Aegiiksmtans + o

Date of Admission : ‘Mﬁ}éh 2.1i?681.‘

Date of Graduation : ~F§6;uany éb;-lQ?Z

Degree Received : ,Qégtor offﬂedicine
: ‘ ;ﬁﬁyhaksa)

R

~

ko A e

3= Pt St e

This is to certify that the above persbﬁngraduated
from the medical course of the Catholic Medical College.

e ) ch:
‘Dean’ RSN T
e
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CATHOLIC MEDICAL COLLEGE

BT,

.

508 BANPO-DONG. KANGNAM-KU'
SEOUL 133, KOREA iy . )
TEL: 593-5141~9,6121~9,7131~9,8181~9 9
‘ Yo January 14, 1983

e, .

TEs

T
i‘r

Certificate of COurse.bahﬁﬁeted

To whom it may concern :

o

Name in Full : Dae'?ong Ur

Permanent Address :

B e — - —

Date of Admission : Maréh 1, 1966
February 24, 1968

pate of Completion

This is to certify that the above person completed
the premedical course of the Catholic Medical College.

2.

)

) e T Bong~Sop Shim, M.D.,Dr.Med.Sci.

.,
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." . JMPORTANT NOTICEw-

| Completion of this form is required DEPARTMENT OF REGISTRATION AND EDUCATION
Tt e o omidered for
ensure u r spter o .
Iiinois Revised Statutes. This form . CERTIFICATION OF CLINICAL TRAINING
has been approved by the Forms ) ¢
Management Center.

NAME OF APPLICANT

: ({1 apnnb)
ae‘ 01] ‘C:

1)

. .. . ;;
This is to certify,that the above-named applicant has satisfactorily completed 24 months in a program of - .

v .. speclalty/residency training from M__ to MO_,JS_BO_.

at the following hospital. ,
} e
NAME OF HOSPITAL R

St. Joseph's Hospital and Med. Center-.

NUMBER AND STREET o — ; SEAL oF
03 Main Street il - SeAL 1

R

-

- " HOSPITAL ~
CITY, STATE, AND ZIP S:_QBE_ ¢ . . . * '
Paterson, New Je rsey 07503

ETPL i gt P

-y

A el

BTG

spais
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IMPORTANT NOTICE

Completion of this form is required
for applicant to be considered for
licensure under Chapter 111 of the
‘Illinols Revised Statutes. <This form
has been approved by the Forms o
Management Canter, <

£, STATEMENTS OF IDENTITY .
TO BE COMPLETED FOR APPLICANTS API’LYING FOﬂ REGIS'HMTION
AS A PHYSICIAN-SURGEON ONLY. . ’

Please attach a photograph ln 1h¢ space provl*

" INSTRUCTIONS TO APPLICANT: ik
: be completed by two licensed phvslclans who mmt toyour Idemitv and

- submitted with your.application. ; . - .-
) Sarg.doon Leey M.D.v‘75
" This Is to certify that I, O it y un pemnally scquainted with
Print name N
Daeyong Ur, M.D, ~who is applylng for lleemun 83 a physician-surgeon in

the State of lllinois, and | hereby attest that the attached phomph ls a true likeness o! hlm/her.

.

April

'719,’1983

Ohio ;¢ﬂ.}o/{jc,~;gzo,
State of Licensure . qump Number
AR
This Is to certify that |, - YoungeS, — Hahn, M.D. . ’..am pol‘sor'wlly ac;:uainted with.

Print name
Daeyong ur, M.D. . who Is applvlng for lleansuro as'o physiclan-umm ln

the State of lilinois, and | hereby attest that the attached photograph ls 8 truo likeness of hlmlhar.

e

Number and Street

Ohias3::

. . State of Licensure

T

L 488-0287 7/81 (MD)

A
*Z






