Llcensure and/or Examination in lllinois: addition, note the following:
L ..Four page APPLICATION FOR LICENSURE AND/OR A. Type or print legibly with black ink only.
7 ‘.‘.}.; EXAMINATION. 8. FEES ARE NOT REFUNDABLE.

=

3 +; REFERENCE SHEET, which gives detailed coding 85 to obtain alicense. The social security number may be provided
O information for your profession. - to the llinois Department of Public Aid to identify persons who are
4. S_UPPORTING DOCUMENTS, forms, andfor any other more than 30 days delinquent in complying with a child support
|5+ . documentation you may be required to submit with your order, or to the lllinois Department of Revenue 1o identify persons
. application. who have failed to file a tax return, pay tax, penalty or interest shown
5. Ifthe name shown on your supporting decuments is differ- in a filed return, or to pay any final assessment or {ax penalty or
ent from that shown on your app[ication' you must submit in:erest, as required by any tax Act administered by the lllinois
. PROOF OF LEGAL NAME change - copy of marriage Department of Revenue, or 10 cother entities for verification of
license, divorce decree, affidavit or court order. identification.
'PART:l: ‘Application Category Information * _ | .- - Fooomay T T R T C e, i
A SEE REFERENCE SHEET, CHART |, OR INSTRUCTIONS PRIOR TO COMPLETING ITEMS 1 THROUGH 4
FESSION NAME « 2. PROFESSION CODE 3. LICENSURE METHQD 4, FEE
ThuSILaA,‘ O 5 v |8y fucrmies of Exam| *3°0

"""'—u—oaTv'*' =5
[IN'q‘MP '

=rEIWED

USINESS SERVILES FOR OFFICIAL USE ONLY

wr1 -@1 APPLICATION FOR
- IGENSURE AND/OR EXAMINATION

ORTANT NOTICE: Completion of this form is necessary for consideration for hcensura
under 225 of the lllinois Compiled Statutes. Disclosure of this information is VOLUNTARY,
Howevaer, failure 1o comply may resull in this form not being processed.

The following materials are required to make Application for Carefully follow all steps outlined on the INSTRUCTION SHEET. In

L2.7 INSTRUCTION SHEET, which gives step by step

C. Disclosure of your U.S. social security number, if you have one, is
R appllcauon instructions for your profession.

mandatory. in accordance with 5 lllinois Compiled Statutes 100/10-

B. CHECK BOX INDICATING THE APPROPRIATE INFORMATION REGARDING YOUR APPLICATION
This_Is the first time | have made application for this [J My application for this profession had previously been

profession in lllinois. kv denied in lilinois. | am reapplying since | have fuffilled
3 1 have previously made%gﬁﬁ i dﬁ@on in additional requirements.

IKinots, Horvg ver. my previous app llcauo’? eé‘ﬁ'{fd and | am 3 1 have previously made application for this profession in

now seapplying. 0 lllincis. However, | am now applying under new statutory

(] Other: language.

PART o ~Appllcanl Identi%ﬁov“&igmdm\!st notify the Depanment of Financial and: Professuonal Regulatlon [
oL Division of Professional Regulatlon andlor Continental Testmg Servnce in wntmg, of any address changes after you.

_ file thi§ application in order to réceive, any further information. . ) . .
1. NAME LAST FIRST MIDDLE 2. TITLE (e.p.. M.D., D.D.S., etc.} } 3.
oy Qomsé  Losad | WD
4. PERMANENT MAILING ADDRESS STREET CITY STATE/COUNTRY ZIP CODE COUNTY

6. MAIDEN, GIVEN SURNAME, OR ANY NAME(S) UNDER WHICH SUPPQORTING
DOCUMENTS WiILL BE SUBMITTED. (SEE INSTRUCTIONS #5 ABOVE)

10.AGE
h L B
Monih (] Male

12. PREFERRED e-MAIL
{ avai

______ ———— )___ -

(Area Code) (Area Code)

1L486-1019 03/06 (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.



WRTILT
4 PARTé III Educatlon Informa'ilon

g
..‘
R Oe T"‘"?}er“

. PRELIMINARY EDUCATION (Elemenlary and ngh School or G.E.D. Circle number of years completed)

Graduated Received
12345673910 “@ High School? [RYes [INo  OR GED.? [ves [INo

H{IW 1s014 1seT) IWVYN

2. NAME OF LAST PRELIMINARY SCHOQL | 3. LAST PRELIMINARY SCHOOL LOCATION 4. DATE OF GRAQUATION
ATTENDED (City and State) O v 7 aqa o
Neow Tt Waw btm. | Winveres T L Manih Voar
5. COLLEGE OR UNIVERSITY (Circle number of years completed)
123@)56738 Graduated?  [PYes [CINo
6. COLLEGE OR UNIVERSITY NAME LOCATION DATES OF ATTENDANCE TYPE OF
(Undergraduate and Graduate) {City and State or Country) FROM TO DEGREE EARNED

Month/Year Month/Year

6MTTH Couene Not smprw, MA 08}01(' o%[ 9 B/‘ar

/ V. .
%&-‘g\ cﬁrlu%‘;gn);:, Nstowe, VA 08/03 06/0? MDD

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

LOCATION - DATES OF ATTENDANCE | Did You Complete
INSTITUTION NAME (City and State or Country) FROM TO Training?
P oerH wesnats Wowens) tMonth/Year onth/Yea
U G?:W CHicaao, T Ol | Sl | B Yes DI Mo
MeGmn Metigas. Lot ' - 0t _| (O]l Y
' o
[ Yes [J No g‘
] Yes [ No E;
Q‘ '
?l
o
[ ves [ No| |z
“‘
N
[ Yes [] No i?
m( .
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x

RART v: ,Record’-c‘)'f‘Licensure lr;f_o.rﬁla_tioh .  " " R .

if you have ever been licensed lo practice the profession for which you are now making application, or held a related license,
complete the information requested below. if you have ever held a temporary, trainee or apprenticeship license, or a permit,
it must be listed here also. In addition, the INSTRUCTION SHEET enclosed with this Application package may instruct you
to have Cettification(s) of Licensure in other state(s} prepared and submitted in support of your application (contact other
state(s) regarding possible fee). You must also list all other licenses held in illinois, however, certification of licensure from
litinois is not required. Failure to disclose all licenses held may result in denial of your application or other appropriate action.

STATE PROFESSION NAME LICENSE NUMBER SSUANGE | (Active, Lapesd. o)
State of On‘(-;inZalLLicensuro %USIUQM ‘ . s- 0% 2380 Le l |6 /qu Aenwe
/‘W Modial Licag

State of Current Licensura where you
mosl recently have been praclicing.

Other States of Licensure

4
>
=
]
I
[
7]
e
m
y
Eag
s
brd

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

crro L te s “ ’ 4 v o ‘ . T, o - A . -,
PART V: Record of Examination o LR A ‘ ) N : s

-

If you have ever taken a licensure examination in lilinois or any other state for the profession for which you are now making
application, you must complete the information requested beiow. EACH EXAMINATIONATTEMPT MUSTBE SHOWN. Failure
to disclose an examination attempt may result in the denial of your application or other appropriate action.

NAME OF EXAMINATION STATE MONTH/YEAR EXAM RESULTS

Usmie Smep | Viegmia | tfog o)
usSmee SteP 2 Cs Povmsywara | Olos

LS Mg Srep 2 C Vit ioia 8 low

[l\mee Snee 3 JLLDIs S oA

-

(If additional space is needed, attach a separate sheet.)
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PART.VI::Personal History Information , (This part m‘dst\b‘e completed by ailiapplicants).™ v yES: [

1. Have you been convicted of any criminal offenss in any state or in federal court (other than minor traffic viclations)? if yes, attach &
certified copy of the court racords regarding your conviction, the nature of the offense and date of discharge, if applicable, as well as
a statement from the probation or parole office.

2. Have you been convicted of a felony?

3. Myes, have you beenissued a Certificate of Relief from Disabilities by the Prisoner Review Board? Ifyes, attach a copy of tha centificate.

4, Have you had or do you now have any disease or condition that interferes with your ability to perform the essential functions of your
profession, including any disease or condition generally regarded as chronic by the medical community, l.e., (1) mental or emotional
disease or condilion; (2) alcohol ar other substance abuse; (3) physical disease or condilion, that presenlly interferes with your ability
to praclice your profession? {f yes, aftach a detailed statement, including an explanation wheiher or not you are currently under

treatment,

5. Have you been denied a professicnal license or permil, or privilege of taking an examination, or had a professional license or permit
disciplined in any way by any licensing authority in lllinais or elsewhera? If yes, attach & detailed explanation.

6. Have you ever been discharged other than honorably from the armed service or from a cily, county, state or faderal posilion? /f yas,
attach a detailed explanation.

'PART VII:"Examination Coding Information (This part isfor examination applicants'only) » . -, ',

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

1sd14 ‘15e7) IWVYN:

W

a) CHART H-  Select examination(s) you desire

and enter Test Codes.
b) CHART Il -  Select the examination site you desire and enter Test Center Code: [:!:D:I
c) CRARTIV-  Find your School of Graduation and enter school code: ( |
d) Record the number of times you have taken this exam in lllinois or any other state: I:]:]

r'/l_ ‘fo!lowmg questlons) A Jel U NPT RS e . S e,

0 T

1. In accordance with 5 lllinois Compiled Statutes 100/10-65(c), applications for renewal of a license or a new license shall include the applicant’s
Social Security number, and the licensee shall certify, under penally of perjury, that he ar she is not more than 30 days delinguent in complying
with a child support order. Failure to certify shall result in disciplinary action, and making a falsc statement may subjoct the licensae to

contempt of court.

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

PART VIIl Chlld Support andior Student Loan Informatlon (Every appllcant |s requnred by Iaw to’ respond to the @

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

Administrative Code of lllinois to any person who has defaulled on an educational loan or scholarship provided by or guaranteed by the lilinois

Student Assistance Commission or any govemmental agency of this State; however, the Department may issue a license or renewal if the

aforementioned persons have established a satisfactory repayment record as determjped by the lllinois Siudent Assistance Commission or other

appropriate governmental agency of this State.” (Proof of a satisfactory repayment % @) i ﬁ

Are you in default on an educalional loan or scholarship provided/guaranteed by tha lllinois

Student Assistance Commission or ather governmental agency of this State? M AR 0 7 2 0“ Yes | | No ‘@
PART IX:: Céi‘t.ifyirig'Statemént e e tar haaare & T

Under penalties-of pefjurf, | declare that | have examined the apphcauon and all supporting documents submitted by me in
connectroto e best of my knowledge, they are true, correct, and complete.

2|2\ 10\

Date

| UNDERSTAND THA ES ARE NOT REFUNDABLE. My signature above-authorizes the Depaniment of Financial and Professional
Regulation to reduce the amount of this check if the amouni submilted is not correct. | understand this will be done only if the amount
submitted is greater ihan the required fee hereunder, but in no event shall such reduction be made in an amount greater than $50.
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IMPORTANT NOTICE: Completion of this
form is necessary to accomplish the
requirements oullined in 225 of the lllinois
Compiled Staiutes. Disclosure of this
information is VOLUNTARY. However,

SUPPORTING DOCUMENT

VE-PC

VERIFICATION OF
EMPLOYMENT / EXPERIENCE--

failure to comply may result in this form PRO FESSIONAL CAPAC'TY

nol being processed,

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

SLopwE
\{ oLk LOAN & Lesu € Profession Code

@ Permanent Physician License 036
O Temporary Physician Training License 125

4. DATE OF BIRTH
O Chiropractic Physician License 038

5. SOCIAL SECURITY NUMBER

6. MAIDEN OR GIVEN SURNAME

“Record work hlstory,chronologlcally for the flve (5). years precedlng the date’of appllcatlon beglnnlng W|th present
?employment Y A ; € ,

y o LA
" LY . v » . .
ny o, ‘l . .

-"x'-J"oo ',1.-.'.',-'1-.“’-'

v

A. NAME OF BUSINESS/INSTITUTION

MG Mepiear (gomat

JOB TITLE

/ wvmmmw.m»/&& DEVT pﬂ‘&c/mu

ADDRESS

STREET, cm STATE, ZIHCODE

Y20 E.Supduon ¥

Fiz 7y CHICAGO (g

DESCRIPTION OF DUTIES PERFORMED

KeSaornt ddreo

DATE OF EMPLOYMENT/ATTENDANCE

From O il 8 1200

Month Day Year
T 02/122,20/]
Month Day Year

HOURS WORKED PER WEEK

(eO-80y

TYPE OF EMPLOYMENT

@Fuu-time

CIrPart-time

TOTAL TIME WORKED (Year/Month)

Tyrs

B. NAME OF BUSINESS / INSTITUTION

JOB TITLE

ADDRESS

STREET, CITY, STATE,

ZIP CODE

DESCRIPTION OF DUTIES PERFORMED

DATE OF EMPLOYMENT/ATTENDANCE

HOURS WORKED PER WEEK

From_ __ /__ __/___
Month  Day Year TYPE OF EMPLOYMENT
o i RECEIVE
Month ey oor JFull-ime  [CPart-time D
TOTAL TIME WORKED (Year/Month) MAR 0 7 201
s T OIS P I
' :.“.}": o 1 3 o _‘}:’_": r:,‘ X Ve et S P Sele CH
R ,9'_‘.: A S LR 5, RN b

1L486-1965 08/06 (MD)




IMPORTANT NOTICE: Caomplation of this form SUPPORTING DOCUMENT
is necessary {or consideration for ficensuse

der 225 ILCS 6071 el. seq. (lllinois Compiled
g?a:ues). Disclosufe :?qmis ;?Lsrmgrl?:n is CERT'FICATION OF T N _M E D
VOLUNTARY. However, failure locomply may | POSTGRADUATE CLINICAL TRAINING

result in this form not being processed.

(OPR)

APPLICANT: Complete the applicant section. The remainder of this form must be completed by the postgraduate
trammg program director of the institution at wh:ch you completed your training.

1. NAMFE { AST . FIRST MIODLE

York, djgane  Lesfie

. REFER TO REFERENCE SHEET, Record profession name and three
digit profession code for which you are making lilinois application.

Vol / hﬁﬁfﬁfﬂﬁke gt 036

7. ILLINOIS TEMPORARY LICENSE NUMBER (If appiicable} 8. ISSUANCE DATE

120 -08523 86 0@//5//4(70 7

POSTGRADUATE CLINICAL TRAINING PROGRAM DIRECTOR
Complete the remainder of thls form. RETURN THE COMPLETED FORM DIRECTLY TO THE APPLICANT.,

This is to cerlify that the above-named applicant satisfactorily completed! | é % months of postgraduam
trainingin /)E) (SWCS Q’//ZO/ @W/@ /OQ\/ }4

(Name of Spotfalty Program) 7 /7 U
from Oé/fff/gﬁg?“ to Oﬁim/éofv/ﬁo// at the following hospitat:

MM/DDIYYYY

vospiat: JUArtausestenn Wie Gttt/ MFC?/ { Cﬁ(f W
Number and Street: L—/Q D g\ Q/Pﬂ/l[ D/ # /g /7(/
City, State and Zip Code: C/WC[( a 0 I( /ﬂ@(ﬂ //

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

\%\ the ACGME [] the CFPC, RCPSC or FMLAC (Canadian Programs)
the ACA D not accredited in the US or Canada

Name of Postgraduate Clinical Training Program Director: Mﬂ QCL’/ ﬂ/[(ﬂd

Signature of Postgraduate Clinical Training Program Director:

Date of this Certification: ‘X afl)(/ //

UniverSSiéy;HfSpital Telephone No: 3/2 (/747 c/@ 7‘3

(If no seal, atrach letter on letterhead
stating no seal existy.)

HL486-1535 10/06 (MD)






