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FOR OFFICIAL USE ONLY

APPLICATION FOR
LICENSURE AND/OR EXAMINATION

IMPORTANT NQOTICE: Completion of this form is necessary tor consideration for licensure
under 225 of the lllinois Compiled Statutes. Disclosure of this information is VOLUNTARY.
However, failure 1o comply may result 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

Licensure and/or Examination in lllinois: addition, note the following:
1. Four page APPLICATION FOR LICENSURE AND/OR A. Type or print legibly with black ink only.
EXAMINATION. B. FEES ARE NOT REFUNDABLE.

2. INSTRUCTION SHEET, which gives step by step

DR X ; C. Disclosure of your U.S. social security number, if you have one, is
application instructions for your profession.

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

3. REFERENCE SHEET, which gives detailed coding 65 to oblain a license. The social security number may be provided
information for your profession. to the lllinois Department of Public Aid to identify persons who are

4. SUPPORTING DOCUMENTS, forms, and/or any other more than 30 days delinquent in complying with a child support
documentation you may be required to submit with your order, or to the lllinois Department of Revenue to identify persons
application. who have failed to file a tax return, pay tax, penalty or interest shown

5. If the name shown on your supporting documents is differ- in a filed return, or to pay any final assessment or tax penal}y or
ent from that shown on your appﬁca[ioﬂ‘ you must submit interest, as required by any tax Act administered by »the Hlinois
PROOF OF LEGAL NAME change - copy of marriage Department of Revenue, or to other entities for verification of
license, divorce decree, affidavit or court order. identification.

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

1. PROFESSION NAME 2. PROFESSION CODE 3. LICENSURE METHOD 4. FEE
T{mPorar«j phuSth [ X S NON = XA nak o $ 0060
B. CHECK BOX INDICATING THE APPROPRIATE INFORMATION REGARDING YOUR APPLICATION
[] This is the first time | have made application for this [ My application for this profession had previously been
profession in lllinois. denied in lllinois. | am reapplying since | have fulfilled
3 | have previously made application for this profession in additional requirements.

Wlinois. Howgver, my previous application expired and | am [ 1 have previously made application for this profession in
now reapplying. lilinois. However, | am now applying under new statutory
O] Other: language.

PART il: © Applicant Identifying information--You must notify the Depanment of Financial and Professional Regulation -
Division of Professional Regulation and/or Continental Testing Service m wrmng. of any address changes after you
file this application in order to receive any further information.

1. NAME LAST FIRST MIDDLE 2. TITLE (e.g.. M.D.. D.D.S,, etc.) | 3. UNITED STATES SOCIAL SECURITY NO.

Svio  mpecern M D _

4. A : R ZIP CODE COUNTY

B58ULS. Maryland (vt (ha asg TL 60037 —1470  (ok

6. MAIDEN. GIVEN SURNAM&JOR ANY NAME(S) UNDER WHICH SUPPORTING 7. MOTHER'S MAIDEN NAME
DOCUMENTS WILL BE SUBMITTED. (SEE INSTRUCTIONS #5 ABOVE)

Month

emale

1 : REACHED 12. PREFERRED e-
Work: 1']j O (2] LO  Home: ADDRESS(ES) [If available
: (Area Code)
(12 ). 003-0f bl Fax (____>___--~______
{Area Code (Area Code)
IL486-1019 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,



zZ
. P
PART Ili: Education Information =
1. PRELIMINARY EDUCATION (Elementary and High School or G.E.D. Circle number of years completed) 'g
Graduated Received £
12345678910 1(2) \ignschool? [Xves N0 OR GED? [JYes [No 2
2. NAME OF LAST PRELIMINARY SCHOOL | 3. LAST PRELIMINARY SCHOOL LOCATION 4. DATE OF GRADUATION g
ATTENDED (City and State) b5 /. 149 9 2
Elearor Woosevet H5 Laoenbeit D Vionth Vear
5. COLLEGE OR UNIVERSITY (Circle number of years completed) 4
12345@78 Graduated? [ Yes [INo
6. COLLEGE OR UNIVERSITY NAME LOCATION DATES OF ATTENDANCE TYPE OF
{Undergraduate and Graduate) {City and State or Country) FROM T0 DEGREE EARNED
Month/Year Mqnth/Year
Cose yostera evehana O ‘l
W ¢ Gloq PPlo> oA

Rpep rye (Aaiy -

iQQ& Wi%‘(‘#rr\ ) o5
Reseye. [nwe GUlevtrang D P80 ks M@

¢
Iy of Sebborms | eckatey ,ap

Unu). o6& Oa/‘hpvrr\yk. Aam F('MCJSCO /Cp, bb(pa 05’/051 M D

Ob|

03 05/0&3 MS

TP AW WS

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

LOCATION DATES OF ATTENDANCE | Did You Complete
e INSTITUTION RAME (City and State or Counry) FROM TO Training?
[ Month/Year Month/Year -
Unw. 06 Chee aeyd o
) _ Tl 4 o} [ Yes [ No | o
0Bkyn Résxoimj Ch vlano- F 6/ @9 3 12| senvoivg  |ES
2
[J Yes [J No éﬂ_
[ Yes [J No g
1 Yes [J No g
] Yes [J No t

1L486-1019 03/06 (LT) APPLICATION FOR LICENSURE AND/OR EXAMINATION - Page 2 of 4



PART IV: Record of Licensure Information

If you have ever been licensed to 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 Certification(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 lllinois, however, certification of licensure from
lilinois is not required. Failure to disclose all licenses held may result in denial of your application or other appropriate action.

Z
2
=
m
‘l:
‘-

o
m
]

(7]
Kpek
=z

State of Current Licensure where you
most recently have been practicing.

STATE PROFESSION NAME LICENSE NUMBER Ig/S\IJiN%[:E (;L%ESSLEPSSZQT:;?\
State of Original Licensure ; ar A« .
- T lafoq |arie |2
_ a9 LS -5 L2 0o 1 =
Q

Other States of Licensure

2)22 2 v\

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

PART V: Record of Examination

If you have ever taken a licensure examination in lllinois or any other state for the profession for which you are now making
application, you must complete the information requested below. EACH EXAMINATIONATTEMPT 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 P

Ke)

[JamnmLe \S-('*Cg‘? [ ¢ P 9“!@(9 ]

UsmLE  Sigp 2 Ck C A o[y
UamlE  Steg & €S (A 2 pa B
N
A

(If additional space is needed, attach a separate sheet.)
IL486-1019 03/06 (LT) 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 any criminal offense in any state or in federal court (other than minor traffic violations)? If yes, attach a
centified 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.

2. Have you been convicted of a felony?

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

« | X

(WS H - 1SeT ) INVYN:

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. 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 yaur profession? If yes. attach a detailed statement, including an explanation whether or not you are currently under X
treatment.
5 Ha\;e;loageen dé;wiébVailwbrr‘o‘.féussional license or permit, or privilege of taki;{g;;n examination, or had a professional license or permit

disciplined in any way by any licensing authority in lllinois or elsewhere? If yes, attach a detailed explanation Y
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. Y
PART VIiI: Examination Coding Information (This part is for examination applicants only)
Refer to the REFERENCE SHEET enclosed with this application package and complete the following:
a) CHART Il-  Select examination(s) you desire

and enter Test Codes.

b) CHART HlI-  Select the examination site you desire and enter Test Center Code: l:‘:[:l:]
¢) CHART IV -  Find your School of Graduation and enter school code: r I
d) Record the number of times you have taken this exam in lllinois or any other stale: D:I

m

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

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 penaity of perjury, that he or she is not more than 30 days delinquent in complying
with a child support order. Failure to certify shall resuit in disciplinary action, and making a false statement may subject the licensee to
contempt of court.

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

2. In accordance with 20 lliinois Compiled Statutes 2105/2105-(5), “The Department shall deny any license or renewal authorized by the Civil
Administrative Code of Illinois to any person who has defaulted on an educational loan or scholarship provided by or guaranteed by the lllinois
Student Assistance Commission or any governmental agency of this State; however, the Department may issue a license or renewal if the
aforementioned persons have established a satisfactory repayment record as determined by the lllinois Student Assistance Commission or other
appropriate govemmental agency of this State." (Proof of a satisfactory repayment record must be submitted.)

Are you in default on an educational ioan or scholarship provided/guaranteed by the lllinois
Student Assistance Commission or other governmental agency of this State? Yes I:I No m

PART IX:  Certifying Statement

Under penalties of perjury, | declare that | have examined the application and all supporting documents submitted by me in
connection therewith. and to the best of my knowledge. they are true, correct, and complete.

03 |ol] 2012

Signature of Applicant " Date

| 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. | understand this will be done only if the amount

QWS

Y2 AU

_luolssajoid™

ST

submitted is greater than the required fee hereunder, but in no event shall such reduction be made in an amount greater than $50.

1L486-1019 03/06 (LT) APPLICATION FOR LICENSURE AND/OR EXAMINATION - Page 4 of 4
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IMPORTANT NOTICE: Completion of this form SUPPORTING DOCUMENT

is necessary for consideration for licensure under CERTIFICATE OF ACCEPTANCE
225 ILCS 60/1 et. seq. (lllinois Compiled

S . Discl f this i ion i FOR
ng:‘sr)ARY.Isli:::::r.ofailu:: iﬂfﬁéﬂif'f&;i SPECIALTY/RESIDENCY PROGRAM CA'MED

result in this form not being processed.

NOTE: An applicant shall not commence speclalty/residency training before he or the hospital/institution
receives written notice of the approval of his application from the Department of Financial and
Professional Regulation.

APPLICANT: Completethe applicantsection of this form, then forward it to the hospital/institution that has accepted
you for specialty/residency training, for completion of the remainder of the form.

1. NAME LAST FIRST MIDDLE BER
Smid, Marcela

4. ADDRESS STREET, CITY, STATE, ZIP CODE i 5. REFER TO REFERENCE SHEET. Record profession name and three

_ digit profession code for which you are making lllinois application.

6. MAIDEN OR GIVEN SURNAME Temporary Physician 1 2 5
Profession Name %fessio_nCo;

ADMINISTRATOR: Complete the remainder of this form and return it to the applicant.

A. HOSPITAL/INSTITUTION NAME B. BEGINNING DATE C. ENDING DATE
University of Chicago Medical Center 06 ,24 2012 06 ,30 ,2013
Month Day Year Month Day Year
D. BUSINESS ADDRESS STREET, CITY, STATE, ZIP CODE E. SPECIALTY/RESIDENCY NAME
5841 S. Maryland Ave., MC 1052, Chicago, IL 60637 OBSTETRICS AND GYNECOLOGY
F. BUSINESS TELEPHONE NUMBER G YEAR OF POSTGRADUATE TRAINING
4
AreaCode (773 ) 702 —6760

| do hereby declare that the above named applicant will be accepted for specialty/residency training as indicated above if,
subsequent to the evaluation of medical education and/or clinical skills by the Department of Financial and Professional
Regulation, the applicant is found to be eligible for licensure.

Signature of Program Director

7& Nt 6)MW¢( m.)

Print Name of Program Director

/7(03 Comm Do e

Title

Q/L?// YT >

Date

SEAL

1L486-0272 08/04 (MD)



IMPORTANT NOTICE: Completion of this 5
form is necessary to accomplish the
requirements outlined in 225 of the lllinois
Compiled Statutes. Disclosure of this
information is VOLUNTARY, However,

VERIFICATION OF

EMPLOYMENT

SUPPORTING DOCUMENT

VE-PC

| EXPERIENCE--

failure to comply may result in this form PROFESSIONAL CAPAC'TY
not being processed.
1. NAME LAST FIRST MIDDLE 2. PLEASE CHECK THE TYPE OF LICENSE FOR WHICH YOU ARE
Lol Mareel
m 6’ Profession Code
3. ADDRESS STREET, CITY, STATE, ZIP CODE
0 Permanent Physician License 036
— ﬁf‘Temporary Physician Training License 125
4. DATE OF BIRTH
O Chiropractic Physician License 038

on

ear

ay

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.

A. NAME OF BUSINESS /INSTITUTION

Unwersde pChie acp

JOB TITLE

Res ide nt-

ADDRESS

SEYL . Marya

STREET, CITY, STATE,

ZIP CODE

nd e, ¢ 2050

DESCRIPTION OF DUTIES PERFORMED

DATE OF EMPLOYMENT/ATTENDANCE

From (Q o1 XY /_}_O_Of]

HOURS WORKED PER WEEK

40

jm@ad—usen/t‘ \g Ol’d'(t)d"‘@'d—
Cave

Month ~ Day Year TYPE OF EMPLOYMENT
To D310 302 , .
Month  Day Year DNFull-ime  [CPart-time
TOTAL TIME WORKED (Year/Month)
2 2 mos

8. NAME OF BUSINESS / INSTITUTION

JOB TITLE

ADDRESS

STREET, CITY. STATE. ZIP CODE

DESCRIPTION OF DUTIES PERFORMED

DATE OF EMPLOYMENT/ATTENDANCE

From ___/__ _/

HOURS WORKED PER WEEK

Day

Day Year

To

Month

CIFull-time

TYPE OF EMPLOYMENT

CPart-time

TOTAL TIME WORKED (Year/Month})

1L486-1965 08/06 (MD}
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STATE OF ILLINOIS
DEPARTMENT OF FINANCIAL AND PROFESSIONAL REGULATION
DIVISION OF PROFESSIONAL REGULATION

May 2, 2012

MARCELA SMID MD

UNIV OF CHICAGO MEDICAL CENTER
DEPT OF GME ROOM J 141

5841 S MARYLAND AVE MC 1052
CHICAGO, IL 60637-1470

The lllinois Temporary Medical License or Permit for the resident listed above has been
approved and will be forwarded to your facility as soon as office routine permits.
Information regarding all licensees is available instantly on our Web site at www.idfpr.com.
Simply click on the Express Access License Look-up icon to verify a license.

LICENSE DETAILS

LICENSE NUMBER: 125.056220

PROGRAM START DATE: 06/24/2012

EXPIRATION DATE: 06/23/2013

PROGRAM: Obstetrics and Gynecology
TRAINING FACILITY: UNIV OF CHICAGO

Utilization of this license is limited to the training program listed above.

Temporary licenses and permits may not be used for any clinical medical practice which
occurs outside of the residency program (i.e. moonlighting).

Temporary licenses and permits are not automatically transferred from one
program/institution to another. Should the resident transfer to a different residency
program within your facility or to a program in another institution, the license or permit must
be updated. The resident may not begin a new program until the current temporary
license or permit has been returned to the Division and a license or permit has been
issued for the new program.

The Medical Practice Act sets forth the appropriate use of temporary licenses and permits.
Any violation of the Act may result in disciplinary action by this Department.

lv3.125-approval.rtf
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STATE OF ILLINOIS
DEPARTMENT OF FINANCIAL AND PROFESSIONAL REGULATION
DIVISION OF PROFESSIONAL REGULATION

May 20, 2009

MARCELA SMID MD

UNIV OF CHICAGO MEDICAL CENTER
DEPT OF GME ROOM J 141

5841 S MARYLAND AVE MC 1052
CHICAGO, IL 60637-1470

The lllinois Temporary Medical License or Permit for the resident listed above has been
approved and will be forwarded to your facility as soon as office routine permits.

Information regarding all licensees is available instantly on our Web site at www.idfpr.com. -
‘Simply click on the Express Access License Look-up icon to verify a license.

LICENSE DETAILS
LICENSE NUMBER: 125.056220
PROGRAM START DATE: 06/24/2009
EXPIRATION DATE: 06/23/2012
PROGRAM: . Obstetrics & Gynecology
~ TRAINING FACILITY: UNIV OF CHICAGO MED CTR

Utilization of this Iicensé is limited to the training program Ii'stéd above.

Temporary licenses and permits may not be used for any clinical medical practice which
~occurs outside of the residency program (i.e. moonlighting).

Temporary licenses and permits are not automatically transferred from one
program/institution to another. Should the resident transfer to a different residency
program within your facility or to a program in another institution, the license or permit must
be updated. The resident may not begin a new program until the current temporary
license or permit has been returned to the Division and a license or permit has been
issued for the new program. : :

The Medical Practice Act sets forth the appropriate use of temporary licenses and permits.
Any violation of the Act may result in disciplinary action by this Department.

1v3.125-approval.rtf
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FOR OFFICIAL USE ONLY

APPLICATION FOR
LICENSURE AND/OR EXAMINATION

IMPORTANT NOTICE: Completion of this form is necessary for consideration for licensure
under 225 of the lllinois 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 lllinois:

. | Cruwr_nama ADDILINATION END | lf‘CleURE AND/OR

Lic#:

SMID, MARCELA

125 Cred #2905490 05/08/2009
By:NON-EXAM

SSN

step by step
stailed coding
d/or any other

"documentation you may be required to submit with your
application.

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 lllinois Compiled Statutes 100/10-
65 to obtain alicense. The social security number may be provided
to the lllinois Department of Public Aid to identify persons who are
more than 30 days delinquent in complying with a child support
order, or to the lllinois Department of Revenue to identify persons
who have failed to file a tax return, pay tax, penalty or interest shown

5. Ifthe name shown on your supporting documents is differ- in a filed retum, or to pay any final assessment or tax penalty or
ent from that shown on your application, you must submit interest, as required by any tax Act administered by the llinois
PROOF OF LEGAL NAME change - copy of marriage Department of Revenue, or to other entities for verification of
license, divorce decree, affidavit or court order. identification.

PART I Ication Category Information

A. SEE REFERENCE SHEET, CHART | OR INSTRUCTIONS PRIOR TO COMPLETING ITEMS 1 THROUGH 4

1. PROFESSION NAME 'T%[\r\‘x)rq(;% 2. PROFESSION CODE 3. LICENSURE METHOD 4. FEE
T : e 25 Mon—e xamivan o ¥\00

This is the first time | have made application for this
profession in lllinois.

3 1 have previously made application for this profession in
lllinois. However, my previous application expired and | am
now reapplying.

[ other:

B. CHECK BOX INDICATING THE APPROPRIATE INFORMATION REGARDING YOUR APPLICATION

] My application for this profession had previously been
denied in lllinois. | am reapplying since | have fulfilled
additional requirements.

3 1 have previously made application for this profession in
llinois. However, | am now applying under new statutory
language.

PART lI:  Applicant ldentifying Information--You must notify the Department of Financial and Professional Regutation -

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 2. TITLE (e.g., M.D., D.D.S,, etc.) | 3. UNITED STATES SOCIAL SECURITY NO.
Svd MNavcelq YD
4. PERMANENT MAILING ADDRESS STREET ITY

5. BUSINESS ADDRESS STREET cITY STATE/COUNTRY

534l Soudn Mavgland Bve CaccaGhs

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

ZIP CODE

COUNTY
T000F 1170 conle

7. MOTHER'S MAIDEN NAME

8. PLACE OF BIRTH CITY STATE/COUNTRY

11. TELEPHONE NUIMBFR WHFRE VNIl MAY BE REACHED

k [
Month ay Year '{

emale
12. PREFERRED o-MAIL

ale

worc (7139704~ 6760 vore: [
(Area Code) rea

Fax (173) 703 058G (  Fax (___)__ _ ——
(Area Code) (Area Code)

A“
IL486-1019 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.



PART lli: Education Information

1. PRELIMINARY EDUCATION (Eiementary and High School or G.E.D. Circle number of years completed)
123456788910 11(12

Graduated
High School?

)XIYes [CINo

Received

OR GED.? [JYes [No

2. NAME OF LAST PRELIMINARY SCHOOL

3. LAST PRELIMINARY SCHOOL LOCATION

4. DATE OF GRADUATION

N

_ ATTENDED (City and State) OS s\ 9 q
E,\eano( QO(XQVQ/\‘*’ HS G(Qer\b@l"' MD Month Year
5. COLLEGE OR UNIVERSITY (Circle number of years completed)
1234588 Graduated? X Yes CINo
6. COLLEGE OR UNIVERSITY NAME LOCATION DATES OF ATTENDANCE TYPE OF
(Undergraduate and Graduate) (City and State or Country) FROM TO DEGREE EARNED
CQSQ, MDeg‘E(n Month/Year Month/Year
esevuve Unmiu Qeveland ot O?/qc? OS2, BA
Case. Lesern O oS
ovoe Ve |Clevefand OH loa|®®lz | mg
Wav. o€ Caliormic Ol Os7
5 C
Eerkeleu Yerkeley CH o3 | MS
Univ 0€ €a0cne,

Can Franuscd

gah Flfqna'uo CA

O("/03

MD

=

<
>
=
m
-
o
Q
-
n
4
3

V,?'DJ\VW P!\&{g

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

Did You Complete

LOCATION DATES OF ATTENDANCE
INSTITUTION NAME (City and State or Country) FROM T0 Training?
Month/Year Month/Year

[ Yes [ No

3 Yes [1 No

] Yes [J No

1 Yes [J No

[J Yes [J No

IL486-1019 03/06 (LT)

APPLICATION FOR LICENSURE AND/OR EXAMINATION - Page 2 of 4
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PART IV: Record of Licensure Information

If you have ever been licensed to 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 Certification(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 lllinois, however, certification of licensure from
lllinois 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

DATE OF
ISSUANCE

LICENSE STATUS
(Active, Lapsed, etc.)]

State of Original Licensure

State of Current Licensure where you
most recently have been practicing.

<
>
=
m
":
o
0
s
m
=
4
=

£

Other States of Licensure

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

PART V: Record of Examination

If you have ever taken a licensure examination in Illmo:s or any other state for the profession for which you are now making
application, you must complete the information raquested below. EACHEXAMINATIONATTEMPTMUSTBE SHOWN. Failure
to disclose an examination attempt may result in the denial of your application or other appropriate action.

NAME OF EXAMINATION STATE MONTHIVEAR |  Exam ResuLts | [
LSNLE  Step One Ch Ha00,| d|:
USMLE Step T CK ch  |®Ghon :
LSMMLE. Stepon CS chH a0
I
)
2
»
(If additional space is needed, attach a separate sheet.)

IL486-1019 03/06 (LT)

APPLICATION FOR LICENSURE AND/OR EXAMINATION - Page 3 of 4
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PART VI. Personal History Information (This part must be completed by all applicants) YES | NO

1. Have you been convicted of any criminal offense in any state or in federal court (other than minor traffic violations)? If yes, 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.

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

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, i.e., (1) mental or emotional
disease or condition; (2) alcohol or other substance abuss; (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 curently under

2. Have you been convicted of a felony? ><
P

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 Illinols or elsewhere? If yes, attach a detailed explanation. X
6. Have you ever been discharged other than honorably from the armed service or from a city, county, state or federal position? If yes,
aftach a detailed explanation. X
—

PART VIi: Examination Cod.l'r-l-g Information (This part is for examination applicants only)

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

a) CHART Il-  Select examination(s) you desire
and enter Test Codes.
b) CHARTIll-  Select the examination site you desire and enter Test Center Code: l
c) CHART IV-  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: E[j

PART Viil: Child Support andlor Student Loan lnformation (Every applicant is required by Iaw to respond to tho
following questions)

1. In accordance with 5 lllinocis Compited 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 penalty of perjury, that he or she is not more than 30 days dslinquent in complying
with a child support order. Failure to certify shall result in disciplinary action, and making a false statement may subject the licensee to
contempt of court.

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

2. In accordance with 20 lllinois Compiled Statutes 2105/2105-(5), "The Department shall deny any license or renewal authorized by the Civil
Administrative Code of lllinois to any person who has defaulted on an educational loan or scholarship provided by or guaranteed by the lllinois
Student Assistance Commission or any governmental agency of this State; however, the Department may issue a license or renewal if the
aforementioned persons have established a satistactory repayment record as determined by the lllinois Student Assistance Commission or other
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 lllinois
Student Assistance Commission or other governmental agency of this State? Yes D No @

PART IX: Certifying Statement

Under penalties of perjury, | declare that | have examined the application and all supporting documents submitted by me in
connection therewith, and to the best ofymy knowledge, they are true, correct, and complete.

Oﬁ,ol 107

Signature of Applicant Date

| 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. | 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.
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IMPORTANT NOTICE: Completion of this form is SUPPORTING DOCUMENT
necessary for consideration for licensure under 225 of the

llinois Compiled Statutes (Chapter 111 of the lllinois CERTIFICATE OF ACCEPTANCE
Revised Statutes). Disclosure of thrs informa- FOR
ot R ek e prceaeed. Th ot s SPECIALTY/RESIDENCY PROGRAM CA-MED

been approved by the Forms Management Center.

NOTE: An applicant shall not commence specialty/residency training before he or the hospital/institution
receives written notice of the approval of his application from the Department of Professional

Regulation.

APPLICANT: Complete the applicant section of this form, then forward it to the hospital/institution that has accepted
you for specialty/residency training, for completion of the remainder of the form.

1. NAME LAST FIRST MIDDLE 2. DATE OF BIRTH 3. SOCIAL SECURITY NUMBER

Smid, Marcela Monih Day  Year

T T 5. REFER TO REFERENCE SHEET. Record profession name and three
digit profession code for which you are making lilinois application.

6. MAIDEN OR GIVEN SURNAME

Temporary Physician 1 25
Profession Name Profession Code

ADMINISTRATOR: Complete the remainder of this form and return it to the applicant.

A. HOSPITAUINSTITUTION NAME B. BEGINNING DATE C. ENDING DATE
06 24 2009 06 23 2013
University of Chicago Medical Center I __ —
Month Day Year Month  Day Year
D. BUSINESS ADDRESS STREET, CITY, STATE, ZIP CODE. E. SPECIALTY/RESIDENCY NAME
5841 S. Maryland Ave., MC1052
Chicago, IL 60637 Obstetrics and Gynecology
F. BUSINESS TELEPHONE NUMBER G. YEAR OF POSTGRADUATE TRAINING
Area Code(773) 702 -6760 PGY-1

| do hereby declare that the above named applicant will be accepted for specialty/residency training as indicated above fif,
subsequent to the evaluation of medical education and/or clinical skills by the Department of Professional Regulation, the

applicant is found to be eligible for licensure.

Signature of Program Director

Anita Blanchard, M.D.
Print Name of Program Director

SEAL

Residency Program Director
Titie

3/25/2009
Date

IL486-0272 12/93 (MD)



IMPORTANT NOTICE: Complstion of this SUPPORTING DOCUMENT
form is necessary to accomplish the

requirements outlined in 225 ILCS 60/1 CERT'FICAT'ON OF EDUCAT'ON

8.80q. linols Complied Stalutes). (Current Year Graduates of LCME and E D - M E D
VOLUNTARY. However, failure to comply COCA-Accredited Programs Only)

may result in this form not being processed.
APPLICANT -.Complete the lppﬂcnnt secﬂon of thls form, then Iomrd lt to the school for eomploﬂon of the

257 remainder of the form.
1 NAME LAST FIRST MIDDLE 2. DATE OF BlRTH
Sid Marce\gq
4. ADDRESS STREET, CITY, STATE, ZIP CODE 5. REFER TO REFERENCE SHEET. Record profession name and three

digit profession code for which you are making lllinois application.

6. MAIDEN OR GIVEN SURNAME

TQW\POra/q ?hqs«ucm va S

Profes§ibn Name = Profession Code

| hereby authorize a school official of the institution named above to furnish to the lilinois Department of Financial and
Professional Regulation or its designated testing service the information r

ot [or|or

Date Signature

“scHooL OFFlGML Complete the bottom portlon of this page and RETURN THIS FORM TO THE APPL!CANT
DO NOT complete this form more than 30 days prior to the graduation date. s i e A

A. MEDICAL SCHOOL INFORMATION B. DATES OF ATTENDANCE

. University of California, San
Name: FTancisdo Stat: _06 /16 ;2003
Address: 213 Parnassus Ave. Month  Day Year

City, State, Zip: Sén FranCiSCO, CA 94143-0454 End: _Oé /_15_ /30_09__

Month Day Year
Phone: _415-476-1216 %
Fac —_415-502-1320 ___-| ... Degree: 22_MB = ____ DO
C. CHECK THE APPROPRIATE STATEMENT
licant h tedon —— /" /1 ______ __
{ } Applicant has graduated on Mo “Day Yoo
{XX} Applicant will comnlete all requirements for the medical degree as of 05/ 08 / 2009 _  and will
graduateon _05 /_14 ;2009 _ | Morth  Dey Year
Month Day Year

When this form is certified prior to the actual graduation of the applicant, the school official is responsible for

notifying the Department of Financial and Professional Regulation of any failure on the part of the applicant to
complete the requirements for graduation.

| certify that the information recorded herein is true apq correct according to the official records of this institution.

SCHOOL M. Papadakis, MD, Assoc. Dean, Student Affairs
Print Name of School Official
SEAL
Assoc, Dean, Student Affairs
Title
April 17, 2009
Date

IL486-1426 02/08 (L&T) ED-MED CERTIFICATION OF EDUCATION



IMPORTANT NOTICE: Completion of this
form is necessary to accomplish the
requirements outlined in 225 of the lllinois
Compiled Statutes. Disclosure of this
information is VOLUNTARY. However,

VERIFICATION OF
EMPLOYMENT / EXPERIENCE--

SUPPORTING DOCUMENT

VE-PC

failure to comply may result in this form P ROFESS'ONAL CAPAC'TY

not being processed.

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

Sﬁﬂid Nace sz « Profession Code

O Permanent Physician License 036
%remporary Physician Training License 125

4. DATE OF BIRTH
O Chiropractic Physician License 038-

5. SOCIAL SECURITY NUMBER

. MAIDEN OR GIVEN SURNAME

L]

employment.

A. NAME OF BUSINESS / INSTITUTION

Record work history chronologically for the five (5) years preceding the date of application beginning with present

JOB TITLE

TOTAL TIME WORKED (Year/Month)

ADDRESS STREET, CITY, STATE, ZIP CODE DESCRIPTION OF DUTIES PERFORMED
DATE OF EMPLOYMENT/ATTENDANCE | HOURS WORKED PER WEEK
From____ /__ 1 _
Month  Day Year TYPE OF EMPLOYMENT
To _ _ /1__I____ _
Month  Day Year OFul-time  CJPart-time
TOTAL TIME WORKED (YearMonth)
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__ _ /__ __1____ __
Month  Day Year  I'TYPE OF EMPLOYMENT
To _ _ 1 _I__
Month  Day Yoar OFul-ime  [JPart-time

1L486-1965 08/06 (MD)




‘Direct Inquiries to the : ‘ Date: 4/12/2012

; Technical Assistance Unit STATE OF ILLINOIS

| DEPARTME FINANCIAL & PROFESSIONAL REGULATION Initials: DO

Telephone No.: 217-782-8556 320 West Washington Street, 3" Floor

TDD No.: 217-524-6735 Springfield, lllinois 62786 License No: 125.056220
: Attn: Medical

www.idfpr.com

YOUR APPLICATION OR REQUEST CANNOT BE PROCESSED DUE TO ERRORS OR DEFICIENCIES.
NO FURTHER ACTION CAN BE TAKEN ON YOUR APPLICATION UNTIL SUCH TIME AS ALL DEFICIENCIES HAVE

|
:
|
\
|
|
\
;TO:

BEEN MET.
MARCELA SMID MD
UNIV OF CHICAGO MEDICAL CENTER RETURN THIS FORM
DEPT OF GME ROOM J 141
5841 S MARYLAND AVE MC 1052 AND APPLICATION

CHICAGO, IL 60637-1470
WITH REMITTANCE,

IF APPLICABLE

! Deficiency Checklist

' Dates of training on the CA-MED must reflect current year beginning and ending date of program not to exceed 3 years. Start date on
. TN-MED submitted is 06/24/2009. The start date should be 06/24/2012 and the ending date should be 06/23/2013.

\ RETURN INFORMATION IN THE ENCLOSED ENVELOPE WITH A COPY OF THIS NOTICE.



IMPORTANT NOTICE: Completion of this form SUPPORTING DOCUMENT

is necessary for consideration for licensure under CERTIFICATE OF ACCEPTANCE

225 ILCS 60/1 et. seq. (Iiinois Compiled

Sla\’lutes). Dilsclgéufeegi thi;n?r:?ormoar:igneis FOR CA_M E D
VOLUNTARY. However, failure to comply may SPECIALTY/RESIDENCY PROGRAM

result in this form not being processed.

NOTE: An applicant shall not commence specialty/residency training before he or the hospital/institution
receives written notice of the approval of his application from the Department of Financial and
Professional Regulation.

APPLICANT: Complete the applicantsection ofthis form, then forward itto the hospital/institution thathas accepted
you for specialty/residency training, for completion of the remainder of the form.

1. NAME LAST FIRST MIDDLE T 3. SOCIAL SECURITY NUMBER

Month Day Year
4. ADDRESS STREET. CITY. STATE. ZIP CODE 5. REFER TO REFERENCE SHEET. Record profession name and three
_ digit profession code for which you are making lilinais application.
6. MAIDEN OR GIVEN SURNAME Temporary Physician 1 2 5
Profession Name .F"Fr;fessb_n(lg(hlé‘

ADMINISTRATOR: Complete the remainder of this form and return it to the applicant.

A. HOSPITALANSTITUTION NAME B. BEGINNING DATE C. ENDING DATE
University of Chicago Medical Center 06 ;24 2009 ) 06 ,30 ;2013
Month Day Year Month Day Year
D. BUSINESS ADDRESS STREET. CITY. STATE. ZIP CODE E. SPECIALTY/RESIDENCY NAME
5841 S. Maryland Ave., MC 1052, Chicago, IL 60637 Obstetrics and Gynecology
F. BUSINESS TELEPHONE NUMBER G YEAR OF POSTGRADUATE TRAINING
34
AreaCode (778 ) 702 —6760

| do hereby declare that the above named applicant will be accepted for specialty/residency training as indicated above if,
subsequent to the evaluation of medical education and/or clinical skills by the Department of Financial and Professional
Regulation, the applicant is found to be eligible for licensure.

) Signature of Program Director

Aa i blanchoeel, MO

Print Name of Program Director

prof}(ﬂ/m ’—D«re,ut'-v\/

Title

3/l 201%

Date

1L486-0272 08/04 (MD)





