APPLICATION FOR ﬁ %MEDICAL PQIEI'C E Vel

(For Postgraduate Training or Teachlng) , Health Professions Bureau
State Form 17598 (R6 / 996) - AN MAY 27 1999 O oo, W dsaad 11
Approved by State Board of Accounts 1996 Q%v . ' Telephone: (317) 232-2960

YourSodaISecumynumberlsbelngrequesmdbytlisstateagsncym 2INEE Wit 1O e Eciosirs mandatoryancmis
record cannot be processed without it.

A. Mail completed application, along with items listed below, to the Health Prof&csions Bureau.

1. . FEE: Submit the ten dollar ($ 10) fee made payable to the Health Professions Bureau. Fees are non-refundable and
. non-transferable.
2. PROOF OF GRADUATION: You must submit proot of graduation by submitting one of the foliowing documents:

(a) CERTIFICATE OF COMPLETION An original letter from the Dean of your medical / osteopathic school,
stating that you have completed (not expected to) all requirements for graduation and the date when the degree
will be or was awardeq.

(b) OFFICIAL TRANSCRIPT. An official transcript of grades from the medical / osteopathic school, showing
degree has been conferred. Graduates of foreign ical schoofs must submit notarized copies of ail subjects and
grades (mark sheets). Include official rranslatoon if not in english. (SEE NOTARIZED COPY NOTE) . '

(c) DEGREE A notarized copy of your megical / osteopathic degree. include official transiation if nor in english.
{SEE NOTARIZED COPY NOTE)W os

3. PHOTOGRAPH Attach one (1) passport type quality photograph of yourself taken within the last eighx‘ weeks.

4. HOSPITAL / INSTITUTION CERTIFICATION The Hospital / Institution Certm‘catzon must be comploted by the
Hospital / Insitution Chairman Department Head.

PERMITS ARE NOT AVAILABLE ON A WALK-IN BASIS FROM THE BUREAU. NO EXCEPTIONS.
NOTE: K you change postgraduate pragrams and wish to renew your temporary permit you must file a new application.

NOTARIZED COPY NOTE: Any notarized copy of an original documem must have the norary pub!lo make a statement
to the fact that the notary has seen the original document.

The Temnporary Medical Permit ag:phcatron and raquirements MUST be filed with the Heafth Professions Bureau at least ten (10)
days BEFORE THE RESIDENCE/TEACHING IS SOHEDULED TO-BEGIN. It is a violation in the State of indiana to practice
without a valid permnit or license.

1715 YOUR RESPONSIBILITY TO NOTIFY THE BUREAU OF YOUR PERMANENT ADDRESS mamm

Te - et [N |

Pesmit number Permit issuance date (m1onth, day, year)

oot Grvtas Boned

"|Name of applicant {lasi, first, middie)

? [ T:l& n
Address (number and street or Rural Route number)

/223 A/emgmf/é’_

City, state, ZIP code

Place of bisth
Ching .
réss you want your permil Sem DT aha Sreat) . .
LU Schol u# Mec{(cme_ . Fesky Hall, (5.9 224 . (120 SConctd D
City, State, ZIF code .
ir\ol%\,nao/?j, 2 A/, 46’202-{7/9‘

~ | hereby swear or affirm, under the penalties of perjury, that the statements made in this application are true, complets and correct.

Signature of applicant 7/ 7 Date (morth, day, year)
i -‘ = e s/28 /55

e



Health

permit.

i hereb‘;authorize, request and direct any person, firm, officer, corporation, association, organization or institution to release to the

rofessions Bureau of Indiana any files, documents, records or other information perta_inin’glo the undersigned, requested
by the Bureau or any of its authorized representatives in connection with processing my appl

| hereby release the aforementioned persons, firms, officers, corporations, association, organization, and institutions from any lia-
bility with regard to such inspection or furnishing of any such information.

| further authorize the Health Professions Bureau of Indiana to disclose to the aforemantioned organizations, persons, and institu-
tions any information which is material to my application, and 1 hereby specifically release the Bureau and the Board from any and
alt iiability in connection with such disclosures. S '

A photostatic copy of this authorization has the same force and effect as the original.

ion for a temporary medical

| hereby swear or affirm that | have read the above statements and agrese to same.

Date signed {menth, day, year)

Signature of applicant .

S/ 25 /939

This is to certify that

Tian Xia, D.0. | _____has been granted

an appointment o setrve at -

the Department of

Indiana University School of Medicine - )(‘—; S in .

Physical Medicine & Rehabllitation

located at (address)

Indianapolis, IN

this appointment is for the month and year beginning _ July 1, 1999 and ending _ June 30, 2000

Name of Hospital Chairman/Departmerntt Head
Meredith T. Hull, M.D,

Title
Assistant Dean, School of Medicine

=

Signatre : Date of signature (month, day, year) Telephona number .
- . ] May 17, 1999 | (317 )274-7108

' /o

N
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STATE OF INDIANA | ' HEALTH PROFESSIONS BUREAU

FRANK O'BANNON, Governor 402 West Washington Street Room 041
Indianapciis, Indiana 46204
Telephone: (317) 232-2960

Fax: (317) 233-4236
MEDICAL LICENSING BOARD OF INDIANA hitp://www.ai.org./rpb

RARY MEDICAL PERMIT Equal Opportunity Employer

This is to certify that Tian Xia T.M.P. has presented
satisfactory evidence to the Medical Licensing Board of Indiana that
he-she is enrolled in a Board approved graduate medical education or

training program and is hereby issued this Temporary Medical Permit.

This pe;_r_ni'_t ig limited to the practice of medicine .o:': esteopathic

' medic':i._ne :Lnthe .speci.f-ic graduate medical education or traini'ﬁg_ .
program at Indiana Un_ivei‘_sity Hed:.cal Center and shall be vaii-d
for a period not to exceed one (1) year from the date. issued unless'.

reissued by the Medical Licensing Board.

This permit Sha_ll not be used for the purpose of accepting, _rec'e_iv:i:.'ng_. '
or othe;:wis:e being emploved or engaging in any employment ds a
Physician unless the same is an approved adjunct of the speei-fi'ed

institution’s program,

 PERMIT NUMBER: 11009606
ISSUANCE DATE: July 01, 1999

" EXPIRATION DATE: June 30, 2000

Boards of: Athietic Trainers e Chisopractic Examiners @ Dental Examiners e Dietitians ® Environmental Health Specialists # Health Facility
Administrators e Medical Licensing e Nursing ¢ Optometry e Pharmacy e Podiatry e Psychology e Social Workers, Marriage & Family
Therapists & Mental Heaith Counselors e - Speech-Language Pathology & Audiology & Veterinary Madical e Controlled Substances Advisory
Committee ® Hearing Aid Dealer Advisory Committee e Hypnotist Committee ® Occupational Therapy Committee. e Optometric Legend Drug
Prescription Advisory Committee e Physical Therapy Committee e Physician Assistant. Committee e Respiratory Care Committee





