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| PART IV:  Record of Licensure Information

48100°8SE 1100

Ifyou have ever been licensed lopractice ihe prolession lor which you are now making application, or held a related
license, complele the information requested beiow. If you have ever held a temporary, tramee or apprenticeship
license, or a permit, it must be flisted here also. fn addition, the INSTRUCTION SHEET enclosed with Wis
Application package may instruct you to have Cenificalion(s) of Licensure in oher slale(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 llinois, however, certification of licensure from {Mlinois is not required. Failure to disclose all licenses held
may result in denial of your application or other appropnale action.

e - iy ’ LICENSE STATUS
STATE PROFESSION NAME UCENSC NUMBER DATE OF ISSUANCE (Actwo. 1. B0

Stats of Orignal Licansure

Vorita Q%‘)"INE N‘T“ Ci_-‘l_& :}’57,‘001 July | 96| petive

State o' Current Lizensure wihare
YOu rios! fecentty have been
praciicing

Othe: States of Licensure

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

PART V:Record of Examination

Ifyou have evertaken alicensure examinationin lilinois oran y other stale for the profession for which you are now making
application, you must complete the information requesied below. EACH EXAMINATION ATTEMPT MUST BE

SHOWN. Failure o disclose an examination attempt may resull in the denial of your application or other appropriate
aclion.

NAME OF EXAMINATION

MONTYVEAR EXAM RESULTS
yswr e Ve b |4y
WS ue = Ve 3 \ 4%

WS my e Ve _‘_\":,L_r‘(‘;*

(/f additional space is needed, attach a soparate sheet.)

1L486-1018 788 (LT)
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C NAME QF BUSINESS/INSTITUTION

JOO TITLE

ADDRESS

STHEET. CiTY . STATE. 2IP CODE

!

SUPERVISOR NAME

DATE OF EMPLOYNENTIATTENDANGCE

From

HOURS WORKED PEN WEEK

Monin . Day

/! o
To Monh T Day Year

TYPE OF EMPLOVMENT

TOTAL TIME WORKECD (YearMonth!

Odruime  J Parttime

O. MAME OF BUSMESS /INSTITUTION

DESCRIPTION OF DUTIES PERFOURMED

JOBTITLE

ADDRESS

STREET. CITY STATE. 7P CORE

é

|

SUPERVISOR NAME

DATE OF EMPLOYMENT/ATTENDANCE

From —

HOURS WORKED PER WEEK

Menin Day W

I ___
To Montry Uay Year

TYPE OF E‘MFLDYMENT

DOrFultime [ Pant-lime

TOTAL TIME WORKED (YearMantnh)

DESCRIPTION OF DUTIES PERFORMED

r—

——— e

E. NAME OF BUSINESS/INSTITUTION

JOBTITLE

ADDRESS

STHEET, CITY . STATE. ZIP CODE

|

SUPERVISOR NAME

]

DATE OF EMPLOYMENT/ATTENDANCE

From — —/__

HOURS WORKED PER WEEK

Manin

TYPE OF EMPLOYMENT

)
Cruntime 1 Part-time

TOTAL TINE WORKED (YearMonih)

|
1

DESCRIPTION OF CUTIES FERFOAMED

L486-1071 B/93 (LT-Back)
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|
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-
~
DEFICIENCY NOTICE FOR TEMPORARY/PERMANENT PHYSICIAN LICENSURE APPLICATION

Praofession:

T

ﬂaf’?&’ ~

Y et

R

State of lllinog
Depanmermaonal Regulation

A P:_!_ZD West Washington Street
MEeD 1 2000
Springfield, Illinois 62786

IDPR-Mui %N% e %ﬂ o

Return this form with the requested materials to:

8100891100

1 . 5.
1. Submit the required fee of § made payable 1o the 21. Complete AF-I!ED fum{ﬁgslﬁc&lmn of Ami:ajnon) Sub:m )
Department of Professional Regulation. This fee is nat refundable. :':S'Lgﬂa‘;'(';';‘ copies. of afiliation agreement(s) from the following
2. Your application is being relurnad for completion of Part 1
4. Submit a copy of your mariage cenificate, divorce decree, or court -1
order showing change of name from:_—_——_— will- |~ 4 =
e 4
4. Al decuments in a foreign language must be accompanied by original,
nolarized lransiations by a person other than yourself who is fluent in 5
both Engiish and the language of the gocumant(s). 23. Affidavit of vesbal atfliation agreement. See attached for
5. Submil proof that you are a lawfully admitted alien. specific information that musl be submitted
6. You are referred to Step 1, Question #7 of the enclosed appiication 24. The Department is unable to verify compieton of 54 montns of
filing instructi Have applicable documentation submitted for each bined p! and medical education.  Submil proof m
positive parsonal hislory response. the form of official educational documents verifying you meet the
} y - minimum education requirements
7. When your application is compiete, the Medical Licensing Board will od
review your qualfications, 25 Submit a list of your work experience from
8. Your application will be raviewed by the Meaical Licensing Board o . You must
on, account for entire bme period since graduation from medical
: school (Supporing Document WH)
9. Submit compleled CA-MED form which Indicales beginning ana ending
program dates. 26 Submit documeniation evidencing mainienance of clinicat skills
S since graduation from medical school. See attached instructions
10. Submit CA-LTD form. -
= : 27. Subme proof of professional capacty See copy of attached
11. Submit ED-MED form (carlification of education) instructions for specific information required ta be submitted,
i2 tED.| form completed In its entirely
¢ = scores
::‘x:;:- h.i;!uryl (FLEX, National Board, USMLE) directly to this Depan- g
. Mus! include date and resulls for each exam atlempt haspital
15. Submil official premedicalmedical iranscript with school seal afixed. 31. Umwersity / Hospital seal must be affued (o form T Ttk
16. Submit photocopy of your degree. does not have a seal, lorm must be notarized and a letter on
offircal stationary must be attached verifying n 1]
17. Submit proof of Titulo or Acta g no seal exists |
g v : 32 Sign form(s) whete indicated.
. Submit prool of Social Service or Fift > _
s s 7 ifn pathway 33 Submit centification of originakicurrent licensure (Supporting
20. praof of E.C.F.M.G. cariification. Document CT) frem:
Submi copy of evalualion form for each of the fol ——
1. 4 S A 34 _Submit proof thal you are Board-carlified in a speciaity
35 Submit re on o =
2 5 % S" e 9 (Suppening Documant RS)
ubmit VE form If in private practice, submit N
3. attesling o your active practice SwoIn stalement
37 Returning origmal documents

Other Instruclions:
é,%(j' P P P I A e e P
7’%’ 3’?{ P33 o3 2oy

IL4Re 1568 A4 (LT)

Profession P

7
Date ’—'Z?E'ZJE Intials og2d

DEFICIENCY NOTICE FOR TEMPORARY/PERMANENT PHYSICIAN LICENSURE ’:\PPLlCATION

—

TO:

Return this form with the requestod materials to;

State of inois
Department of Professional Regulation
320 Wast Washington Streel

MED 1




81008911100

L

RGP Fr = T - SR s ey

IL486-1583 54 (LT)

25

. Profession;
. Dater -7 Initials: g2/

DEFICIENCY NOTICE FOR TEMPORARY/PERMANENT PHYSICIAN LICENSURE/APPUCAT[ON

TO:

Return this form with the requested materials to:

State of Illinois

Oepariment of Professional Regulation
320 West Washington Street

MED 1

Springfield. lllinois 62786

Submit the required fee of §

made payable (o the
Depariment of Professional

ulation This fea is not refundable.

. _Your application is being returned for completion of Part

- Submil a copy of your marriage certificate, divorce decree, or court
order showing change of name from: to

- All documents in a foreign language must be accompanied by original,
notarized transiafions by a person other than yourself who is fluent in
both English and the languaga of Ine documentis).

21 Complete AF-MED form (Certification of Affiiation). Submit
along with copies of affiliation ag i(s) fram the foll
hospital(s).

1

. Submit proaf that you are a lawfully admitted alien

. Affidavit of verbal affiliation agreement See attached for
specific information that must be submitted.

. You are referred 1o Slep 1, Question #7 of the enclosed application
fillng instructions. Have applicable documentation submitted for each
positive persenal history response.

. Whan your application is complete, the Medical Licensing Board will
review your qualifications.

The Depanment is unable lo verity completion of 54 months af
ined p dical and medical ed| Submet proof in
the form of official educational documents verifying you meet the
educalon requi z

Your application wil be reviewed by the Medical Licensing Board
on,

. Submit compleled CA-MED form which indicates beginning and ending
program dales.

Submit a list of your work experience (ram

to You must
account for enlire time period since graduation from medical
school {Supparting Document WH)

. Submit CA.LTD form.

Submil d Lati id ] ce of clinical skilis
since graduation from medical school. See attached instructions

. Submit ED-MED form (certification of education)

. Submit ED-NON form completed in ils enlirety

- Submi proof of professlonal capacily. See copy of attached
inslructions for specific information required to be submitted.

. Affidavils, (ED-AFF forms) must be completed in accordance with DFR
policy. Copy of policy attached

- Verification of Pass/Fail Exam History—Request appropriate
board(s) or council(s) te forward official transcript of your passitail
exam hislory (FLEX, Naticna! Board, USMLE) diractly to this Dapart-
ment. Must include dale and resulls for each exam atlampt

Have your scores
farwarded directty from

Submi evidence of remediai training

Submit TN.-MED form signed by program director, with sesl of
nospilal

Submil official premedicaVmedical ranscripl with school seal alxed,

Submit photocopy of your degiee.

University / Hospital seal mus! ba affoeg 10 form (1 institution
does not have a seal, form must be notanzed and a letter on
offical stalionary mus! be ettached veritying no seal exists )

Submit proof of Tilulo or Acta

Sign form(s) where indicaled

. ‘Submit proo! of Social Servica or Fifth pathway

. Submil proof of E.C F M.G. cerlification

. Submit copy of evaluation form for each of the following core rotations:
% 4
2, 5
3

Submil cenification of ang'nalicurtent licensure (Supporting
Document CT) from

Subm# proof that you ara Board-certfied in a specially

Submit resloration questionnaire {Supporung Documen RS)

Submat VE form. I in private practice, submil swam stalemant
attesling lo your activa practice.

37 Ralurning ofiginal documents

Other Instruclions:

TE T SED T

a,//fﬁ"fé’ Zo ég&'zxﬂ-zﬁ.ﬂ

IL486-1588 S84 (LT)

Prolession ,
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L
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IMPORTANTNOTICE: C
of the lliinols Compiled SEatUTes (Chap: 58472 ot Il Roy Stal
1985), Disclosure of information s mandatory, Futmshing by
applicant of fatse or fraudwisst ntormation or fafuie to pravide
pantinomt Information consiftulas grounds for e
application of reyoking any segistraticniasued pufsuant 1o such
application. This lormhacbeanapproved by the Formes Managemen!
Center. {

Every person who prescibes.af dispenses any
controlled substances within the State of lilinois
mus! oblain a license sed by the tment of
Prolessional Regulalion in accordance with the
inois Controlled Substances Act

A separate contolled substances tegisiration s
required lor each plasgwob.prolessional practice of
business where contmiiet subsiances are stored o
located.

A State Controlled Substances Registralion 1
presequisite 1o a Federa! Controlted Substanc
Heqisliation

———— it

AAAL lehr

THis APPUAATION bk REMEWAL OF AN EXISTING |

APPLICATION FOR STATE
CONTROLLED SUBSTANCES REGISTRATION

GO.NOT SUOMIT APPLICATION UNTIL A PERMANENT PRACTITIONERS LICENSE HAS BEEN ISSUED!
CONTROLLEQ SUBSTANCES LICENSE mu.m.‘?u ISBULD TO A TEMPORANY LICENSE HOLDER!
. . )

k payable 1o the Department of Professional
FEE ISNOT REFUNDABLE' (Separate apphicaho

fentiligaton o) persons
days dolnguent i carmniglyng vath la child suppon 0
subinit application and (o Vo
Depantment ol Prolessional Regulanon
$120 e Viastiig )

Sprngliold. [hnoe &

CHECK A BOX INDICATING THE APPROPRIATE INFORMATION REGA
SSEDO DL TIsC LS fornt o renene exisney 1epsira

S First Tire Appicant:

PART I: Application Ca

\ AN

Controlled Subslances

1 NAML LART

r(\l)(' A

PRAMANENT Mat G ALGHS §8

“"NAME OF BUSINESS AND LDCATION (STREETIGITY 7ZiF
COUE) WHERE DRUGS ARE RIORED AND CONTROLLED
BUBSTANCES LICENGE 18 YO BE nau{q : ( t

¥ oA

‘\'-V“q |p Ad 2 b

Pracitioner

aoed M i
SDentst 018 - _ .
MPhysician 096+ ptmdeen,
JPRodiatris! 010 »
JVetennanan 090

DRI SCHEANLE '.\w "B

TR | Y

IL486-0600 2/99 (LT}

[ Aaditional Location (separate offy

. s
2306 Physician
2390 Veterinat

Type: Sutfix

Additional Card
Schaedule Codes Function Code

A K

Issuance Dale
(Month/Day/Year)

£l

b
X
i




IMPORTANT NOTICE: Cortiphion bt iriatom s requitad by 720
ol the lliinots Compilad Siatutes (Chap. 684172 ot tha il Rov. Stal
1985), Disclosure of inform, 15 mandatory. Furns!
applican of false o frauduient nlormation or fabuie to pit
parinem information’ constitulas. grounds, for den
applicalion of revoking any-regstralion isued pufsuan
apphication This form hacbe (ndpum-. 1by the Foms Mana
Centar,

Every person who prascribes.ar dispenses any
contralled substances wilhin the: State of llinais
mus! obtain a license issued by the Depariment of
Prolessional Regulation in accordance with the
Iinois Controlled Substances Act

A saparate conlrolled substan fegist
required for each plaegol-prolessional pr
business where conlioliet substances are
lacaled

A Stale Controlled ‘Su
prerequisile 1o a Fe
Heqistration

stantces Heqisiralion s
ral Controlle

APPLICATION FOR STATE
CONTROLLED SUBSTANCES REGISTRATION

0ONOT SUBNIT APPLICATION UNTIL A PERMANENT PRAC TITIONERS LICENSE HAS BEENISSUED!
CONTROLLED SUASTANCES LICENSE WILL NOFHE ISSUED TO A TEMPORARY LICENSE HOLDER!
] i 73

Type or pant legibly with black ink only.

check payable 1o the Departiment of Professonal
Regulation 'IHI‘-\ FEE IS NOT REFUNDABLE! (Separate application/lee i1s
required for each registration,)
osure of vour U.S. social securily number, if you have one. is
ire 15 mandaled by 5 llinos Compiled Statutes
secunty number wll be pe 1o the Depany
N thee identily n ol p ns who are more |
1 with L child n order 1

e Al 1o a

ingquenl it co
Subinl application and fee 1o

menl of Piotessional Hegulation B

Spnnghalkd, Il

CHECK A BOX INDICATING THE APPROPRIATE INFORMATION REGA *0
DO Tise this Jorm e feaend exesting Kegesirea: i

[ First Tirme Apphigant

PART l: Applicatioh Ca

V. PROFE RN 2 ¥

Controlled Substances

J i]‘l l)« nIJ-l
J316 Podiatrist

[ Additional Location (sepatate ol

136 Physician
2390 \'eterinar

PART 1i: Applicant Identifying Information

o ssinch S
4 W |||JMJ.U(I IJPM\M- ALDIT RS

B et T e bl —— e

5 TANE OF BUSINESS RND LOCATION [STREETIGTY Zi1°
CODE) WHERE DRUGS ARE ETORED AND CONTROLLED
BUBSTANCES LICENGE 15 TO BE I88UE

e bown, |z {{mr-.-w {‘
|l X

(et

G vior

PART il

Prachlioner - s

Professional Activity

i) HARREAE basibe '
018- '
036 -
016
080

<Dentist

Xphvsn:mn
JPodiatrist
JVelennanan

DG SCHEDHNL (G

TR VR

\

u-.w-;.-,.-u o you B i e TG
N v

1L486-0600 288 (LT)

Work

Home {

FOR OFFICIAL USE ONLY

Suffix

BNDD Number Type:
)

Additional
Functian

Card
Code

\ A K
Issuance Dale
(Month/Day/Year)

Schoadule Codes

_REVERSE SIDE MUST BE COMPLETED




AN

’ REID, VIR N
. . APPLlCATION FOR STATE 336 Cred #3584806 05/13/2016
, . CONTROLLED SUBSTANCES REGISTRATION By:Nw
— SSN (.23
IMPORTANT NOTICE: Completion of this form is required by 720 ILCS 570/1 et. seq. (lllinois
Compiled Statutes). Disclosure of information is mandatory. Furnishing by applicant of false or
fraudulent information or failure to provide pertinent information constitutes grounds for denying 0™ = =R
such application or revoking any registration issued pursuant to such application. B, of Profassional Regulzion

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 a license. 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 in a filed return, or to pay any final assessment or tax penalty or interest, as required by any tax
Act administered by the lllinois Department of Revenue, or to other entities for verification of identification.

T
7 w::ﬁ.'g,. .?ﬁ ‘i’"’e‘;"

FESSION CODE - Check applicable box ‘3. LICENSURE METHOD |4. FEE
0319 Dentist 0346 Optometrist
316 Podiatrist 0390 Veterinarian $5
%36 Physician

ying/Information .

MIDDLE 2. TITLE (e.g., M.D.,0.D., etc.) | 3.

ol By fou MY

5. NAME OF BUSINESS AND LOCATION (STREET / CITY / STATE / ZIP CODE) WHERE DRUGS ARE STORED AND CONTROLLED SUBSTANC-

ES P\Qv\“l‘i ?QM ! ai GQ Ek\(w;g LICENSE IS TO BE ISSUED

3051 € Now York . Auvova , IL 40504

6. If you will not be storing or dispensing controlled 7. MAIDEN OR GIVEN SURNAME, OR ANY NAME(S)
substances, check the box below. Your license will
be issued to your permanent mailing address.

8. TELEPHONE NUMBER WHERE YOU MAY BE REACHED DUR'NZG’TH DAY
E I will not be storing or dispensing controlled W°Tk'{g ) S92 - bg 0 FAX () Z ) S q 80,

substances, including samples.

Area Code

Home FAX (
Area Code

Circle the schedules for which you are applying: Practitioner--Check and complete one of the following:
Professional License Number
O Dentist 019 -
il i v \Y/ O Optometrist 046 -
O Physician 0ss- |23/
O Podiatrist 016 -
O Veterinarian 090 -

1L486-0500 Application for State Controlled Substances Registration - Page 1 of 2



Lic#: Lo
REID, VIRGIL CAYTON

APPLICATION FOR STATE |
ROLLED SUBSTANCES REGISTRATION i ey 200 05/13/2016
) SSN

NOTICE: Complation of this form is required by 720 ILCS 570/1 et. seq. (lllinols
Statutes). Disclosure of information is mandatory. Fumnishing by applicant of false or

fllent information or failure to provide pertinent information constitutes grounds for denying L=
application or revoking any registration issued pursuant to such application. Div.of Professions: Rewviation

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 llinois 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 in a filed return, or to pay any final assessment or tax penalty or interest, as required by any tax

Act administered by the lllinois Department of Revenue, or to other entities for verification of identification.

TEE

applicable
0319 Dentist 0346 Optometrist
1316 Podiatrist 3390 Veterinarian
Controlled Substances @’35 Physician '

—

: h’A <o i o . ' -.. - 5 %
1. NAME LAST FIRST MIDDLE | 2. TITLE (e.g.. M.D.,OD,, etc.) | 3. M
. ’ % 'e
Re i d T Vivg| mv

STATE/COUNTRY ZIP CODE Ccou

MAILING ADDRESS

5. NAME OF BUSINESS AND LOCATION (STREET / CITY / STATE /

- P\&\M\li QQ/U:*'{MUGL OQ E\\{m{g
2051 €. Now YooK Sf. Ruveva, TL 0504

6. If you will not be storing or dispensing controlled 7. MAIDEN OR GIVEN SURNAME, OR ANY NAME(S)
substances, check the box below. Your license will
be issued to your permanent mailing address.

LICENSE IS TO BE ISSUED

1.8 ‘_'[E_L_EPHONE NUMBER.WHERE YOU MAY BE REACHED DURING TH DAY

wmﬁs';rc, ) S1ZL -bx 00U FAXE"H.Z—)

D | will not be storing or dispensing controlled
substances, including samples. Area Code
Home FAX ( )
ea Code Area Code

Practitioner-Check and complete one of the following:
’ Professional License Number

@ ' RE {. EBVE tist 019 -
ptometrist " 046 -
JUN|2 4 20& physican .~ 036-_| 0231/

. 7 @ Podiatist . 016- ’
IDFPR - MEDICAL UNIT T
"o« = [ Veterinarian 090 -

iL486-0500 . Application for State Controlied Substances Registration - Page 10f2

Circle the schedules for which you are applying:




W lf‘un. S fé’ T L AN

(Thistpartmustbe;com

1.. Have ydu been convicted of or pled guilty or nolo contendere to any criminal offense in any state or in federal court? Please do
«i0t give details on minor traffic charges, but do include information relating to Driving While Intoxicated (DWI) charges. If yes,
attach a certified copy of the court records regarding your conviction, the nature of the offense and date of discharge, if applicable, . A
as well as a statement from the probation or parole office.

N

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? If yes, 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 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 lllinois or elsewhere? If yes, attach a detailed explanation.

6. Have you ever been discharged other than honorably from the armed service or from a city, county, state or federal position? If

7. Has your authority to prescribe or dispense controlled substances granted by either the U.S. Drug Enforcement Administration
(DEA) or any statefterritory of the U.S. (including lllinois) ever been voluntarily or involuntarily reduced, limited, placed on pro-
bation, 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 and certified documentation from the appropriate entity
regarding the action.

(g
yes, attach a detailed explanation. l/

AR T PR

vinformation: (every applicant"~ required by awt ffesponditos
53 ;
i@%« 24 Mx 252 &

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

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

2. Inaccordance 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 satisfactory 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

| hereby apply for an lllinois Controlled Substances Registration in accordance wuth the Illlno
stances Act. | cqrtify that | have answered all questions on this applicatio bwddad
(O / 20

" Date of Application

| UNDERSTAND THAT FEES ARE NOT REFUNDABLE. My signature abote 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.

Application must be completed in its entirety.

AN

'U0ISS3J0Iy

If not completed, it will be returned to the address noted on front of application.

1L486-0500 Application for State Controlled Substances Registration - Page 2 of 2
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IMPORTANT 'NOTICE: Completion of SUPPORTING DOCUMENT

this form is necessary to accomplish the '
requirements outlined in 225 of the lllinois - HEALTH CARE WORKERS

miormation 1o VOLUNTARY. - However, | CHARGED WITH OR CONVICTED CCA
failure to comply may result in this form not OF CRl MlNAL ACTS

being processed.

1. NAME LAST FIRST, MIDDLE 3. PROFESSIONAL LICENSE NUMBER (if any)

Qod V(vy\ Guplor | D56 102211

2105-165(a), the Department requires the following professionals to disclose information regarding con-
victions pertaining to certain offenses. Please check applicable profession.

[J Acupuncturists [J Naprapaths [J Physician Assistants
] Advanced Practice Nurses [J Nursing Home Administrators [ Podiatrists
[] Athletic Trainers [ Occupational Therapists [J Professional Counselors
[] Audiologists [J Occupational Therapy Assistants (] Prosthetists
[ Clinical Psychologists ] Optometrists : [] Registered Nurses
[ Clinical Social Workers 1 Orthotists [C] Registered Surgical Assistants
[] Dental Hygienists [C] Pedorthists (] Registered Surgical Technologists
[ Dentists [ Perfusionists (] Respiratory Care Practitioners
[] Genetic Counselors [ Pharmacists [C1 Speech Pathologists
[ Licensed Clinical Professional ] Physical Therapists
Counselors [ Physical Therapy Assistants
[ Licensed Practical Nurses .Physicians, including Medical Doctors (M.D.), Doctors of
[] Licensed Social Workers steopathic Medicine (D.O.), and Chiropractic Physi-

[] Marriage and Family Therapists cians (D.C.)

Any other license issued by the Department under the Acts listed in this Section and the Controlled Substances Act [740
ILCS 40], except for pharmacy technicians, issued to a person subject to the Code and this Part.

- In.o rd'ergtfgyour ap

[ 4 S Sk

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

2) Are you currently charged with or have you been convicted of a criminal battery against any patient in the
course of patient care or treatment, including any offense based on sexual conduct or sexual penetration?

O &
O &
3) Are you required, as part of a criminal sentence, to register under the Sex Offender Registration Act? * 0O @/
o @

4) Are you currently charged with or have you been convicted of a forcible felony? *

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.

Certification Statement

o@@ﬁ%ﬁ y are true corr (5:”8 plete.
JUN 2 4 2016 — Lo

Date

IL486-2034 02/13 (crimacts) IDFPR - MEDICAL UNIT Page 1of 3



Direct inquiries to the Date: 6/16/2016

IDFPR Call Center ) STATE OF ILLINOIS

Division of Professional Regulation Initials: JA
Telephone No.: 1-800-560-6420 320 West Washington Street, 3rd Floor
Springfield, illinois 62786 License No: 336
Attn: Medical Services Section 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

BEEN MET.
TO:
VIRGIL CAYTON REID Il MD
PLANNED PARENTHOOD OF ILLINOIS RETURN THIS FORM
3051 E NEW YORK ST '
Aurora, IL 60504-5160 AND APPLICATION

WITH REMITTANCE,

IF APPLICABLE

Deficiency Checklist

Circle the drug schedules for which you are applying in Part 1l

The CCA form is required for all health care workers.

RETURN INFORMATION WITH A COPY OF THIS NOTICE.

www.facebook.com/ILDPR www.idfpr.com http://twitter.com/#!//IDFPR
1L486-0923 07/01 (LMU)



RECEIVED

CASH SECTKHb| |CATION FOR STATE

L‘A(NLI'ROEISED SUBSTANCES REGISTRATION
- Al

o < T,

REID, VI ON

336 Cred #3584679 05/13/2016
By:NON-EXAM
SSN

(.22.1b

A

such application or revoking any registration issued pursuant to such application.

IMPORTANT,NOTICE? @npleuon of this form s required by 720 ILCS 570/1 et. seq. (llinols
gaéggb@g&&g fQRformation is mandatory. Furnishing by applicant of false or
ormatlon or failure to provide pertinent information constitutes grounds for denymg

Disclosure of your U.S. social security number, ifyouhave one, is mandatory, in accordance with 5 lllinois Compiled
Statutes 100/10-65 to obtain a license. The social security number may be provided to the lilinois 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 in a filed return, or to pay any final assessment or.tax penalty or interest, as required by any tax
Act administered by the lllinois Department of Revenue, or to other entities for verification of identification.

R s

3l f;h*m e ,w %ﬂ%%gl;y&élﬁtywqm( 3 '

% 6'&/-7,”"/ T

1. PROFESSION NAME .
0319 Dentist
0316 Podiatrist

Controlled Substances %36 Physician

2 PROFESSION CODE - Check applucable box
0346 Optometrist
0330 Veterinarian

<. !
3. LICENSURE METHOD

Registration

MIDDLE

G-

2. TITLE (e.g., M.D., 0.D,, etc.)

Mo

ES

(00‘ N Erb\v\s LQMQ

S. NAME OF BUSINESS AND LOCATION (STREET / CITY / STATE / ZIP CODE) WHERE DRUGS ARE STORED AND CONTROLLED SUBSTANC-

LICENSE IS TO BE ISSUED

g(?vi“ol-fio \é, T (line, g

LARAJ O

6. If you will not be storing or dispensing controlled
substances, check the box below. Your license will
be issued to your permanent mailing address.

7. MAIDEN OR

GIVEN SURNAME, OR ANY NAME(S)

8. TELEPHONE

D I will not be storing or dispensing controlled Work ( $(2)
substances, including samples. Area Code
Home
Al

NUMBER WHERE YOU MAY BE REACHED DURING THE DAY

2 - 00 FAX (312 ) 593 - bRU/

Area Code

FAX ( )
Area Code

C|rcle the schedules for Wthh you are applying:

'(@®@

Practitioner--Check and complete one of the following:

O Dentist 019 -

0O Optometrist 046 - .
)é Physician 0362 1 0 O

O Podiatrist 016 -

0O Veterinarian 090 -

Professional License Number

1L486-0500

Application for State Controlled Substances Registration - Page 1 of 2
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47; G
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
Lot give details on minor traffic charges, but do include information relating to Driving While Intoxicated (DWI) charges. /f 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 been issued a Certificate of Relief from Disabilities by the Prisoner Review Board? If yes, attach a copy of the
certificate. :

2. Have you been convicted of a felony? [

4. Have you had or do you now have any disease or condition that interferes with your abllity 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 v
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 lllinois or elsewhere? If yes, attach a detailed explanation.

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. : l/

7. Has your authority to prescribe or dispense controlled substances granted by either the U.S. Drug Enforcement Administration
(DEA) or any statefterritory of the U.S. (including llinols) ever been voluntarily or involuntarlly reduced, limited, placed on pro-
bation, 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, altach a separate sheet with complete and accurate explanation and certified documentation from the appropriate entity
regarding the action, )

with a child support order. Failure to certify shall result in disciplinary actlon, 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. Inaccordance with 20 lllinois 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 lilinois 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

L TR Yooe! &y e SN A 5 3 5.
nces Registration in accordance with the lllinois Controlled Sub
stances Act. | certify that | have answered all questions on this application to the best of

5/v] 2o

Date of Application

| 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.

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

1L486-0500 . - Application for State Controlled Substances Registration - Page 2 of 2
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1. Inaccordance 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 penalty of perjury, that he or she is not more than 30 days delinquent in complying

uoIss?jold .
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IMP?RTANT NOTICE: Completion of | . SUPPORTING DOCUMENT
this form is necessary to accomplish the

requirements outlined in 225 of the lllinois HEALTH CARE WORKERS

Compiled Statutes. Disclosure of this CCA
information is VOLUNTARY. However, CHARGED WITH OR CONVICTED

failure to comply may result in this form not OF CR'M'NAL ACTS

being processed.

1. NAME LAST FIRST, MIDDLE 3. PROFESSIONAL LICENSE NUMBER (if any)

(e d \’(vy\ @4\{%\ 0_71_ 10221 |

ursuant to a), the Department requires the following professionals to disclose information regarding con-
victions pertaining to certain offenses. Please check applicable profession.
[J Acupuncturists [ Naprapaths [J Physician Assistants
[ Advanced Practice Nurses [ Nursing Home Administrators L Podiatrists
[J Athletic Trainers [J Occupational Therapists [J Professional Counselors
[] Audiologists ‘[] Occupational Therapy Assistants [ Prosthetists
[ Clinical Psychologists ] Optometrists [C] Registered Nurses
[J Clinical Social Workers [] Orthotists _ [ Registered Surgical Assistants
[] Dental Hygienists [] Pedorthists [C1 Registered Surgical Technologists
[] Dentists [ Perfusionists . [C] Respiratory Care Practitioners
[ Genetic Counselors (] Pharmacists [_1 Speech Pathologists

[ Licensed Clinical Professional  [] Physical Therapists VE
Counselors [C] Physical Therapy Assistants RECE!
[] Licensed Practical Nurses -Physicians, including Medical Doctors (M.D.), Doctors of JUN 2:4 2016

[] Licensed Social Workers steopathic Medicine (D.O.), and Chiropractic Physi-
] Marriage and Family Therapists cians'(D.C.) lDP R-MED'-C &L UNLg

Any other license issued by the Department under the Acts listed in this Section and the Controlled Substances Act [740
ILCS 40], except for pharmacy technicians, issued to a person subject to the Code and this Part.

1) Are you currently charged with or have you been convicted of a criminal act that requires registration -
o

under the Sex Offender Registration Act? *
2) Are you currently charged with or have you been convicted of a criminal battery against any patient in the O

ceurse of patient care or treatment, including any offense based Qh sexual conduct or sexua! penetration?

3) Are you required, as part of a criminal sentence, to register under the Sex Offender Registration Act? * O m/

4) Are you currently charged with or have you been convicted of a forcible felony? * [ Ip/

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.

o — ————— — — —

Certificati ement

d

Date

1L486-2034 02/13 (crimacts) Page 10f 3
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Direct Inquiries to the i / Date: 6/16/2016
IDFPR Call Center ' : STATE OF IIZINOIS

Division of Professichal Reguiation Initials: JA
Telephone No.: 1-800-560-6420 320 West Washington'Street, 3rd Floor
Springfield, lllinois 62786 License No: 336
Attn: Medical Services Section 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
BEEN MET.

TO:

VIRGIL CAYTON REID Ill MD

RETURN THIS FORM
AND APPLICATION
WITH REMITTANCE,

IF APPLICABLE

Deficiency Checklist

The CCA form is required for all health care workers.

RETURN INFORMATION WITH A COPY OF THIS NOTICE.

www.facebook.com/ILDPR www.idfpr.com http://twitter.com/#!/IDFPR
IL486-0923 07/01 (LMU) '



